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Executive summary

Section 1. Background
Mental disorders in males: the size of the problem
There does not appear to be much gender difference in the overall prevalence of mental
disorders, but the pattern of disorders differs between males and females. In adulthood,
men experience more alcohol and drug abuse and antisocial behaviour, while women
experience more anxiety, depression and eating disorders. In childhood, boys have a
higher overall prevalence of mental disorders than girls, but again this hides a different
pattern of disorders.

There is also a marked gender difference in receipt of mental health services. In
childhood, boys are more likely to receive services than girls, but in adulthood women
are more likely to receive services. The factors behind these gender differences are not yet
understood.

Society, culture and male mental health
While it is often claimed that women have a higher rate of mental disorder than men, this
may reflect a process of selective measurement. When men and women are exposed to
the same stressful events they tend to respond differently, with women showing more
anxiety and depression and men more substance abuse. Some conceptualisations of
mental disorder favour symptoms seen more often in women and so produce a
misleading impression about gender differences.

Women receive more services for mental disorder in primary care settings, but the gender
difference diminishes for specialist mental health services and particularly for hospital-
based services. This pattern of differences may imply that women experience minor
impairment more often than men, but there is less of a gender difference for serious
mental disorders. However, it may also be that men come to the attention of health
services less often than their numbers require.

Some social groups within Australian society are at higher risk of mental disorder than
others. The relative size of these higher risk groups varies over time, affecting the overall
rate of mental disorder in the population. Three social characteristics associated with
mental disorder are age, employment/unemployment and type of family circumstances.
The distribution of these social characteristics in the population has changed and these
changes have sometimes had a disproportionate effect on males. These changes include:
increasing rates of long-term unemployment; changes within the family requiring men to
give up some of their power; changes in family life such that marriage is a more flexible
institution, with increasing proportions of the population experiencing marital changes;
and an increase in the rate at which children are separated from a parent.

Many of the changes in social structure are a consequence of economic and technological
change and there is no real prospect of health concerns influencing the pace or direction
of this change. It remains then for health care providers to understand this process and to
develop programs and policies which anticipate and ameliorate the consequences of
these changes.
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Section 2. Mental health problems particularly affect-
ing males
Childhood mental health problems
Most studies show a higher prevalence of mental health problems in boys than girls, with
a ratio of about 2:1. Younger boys have a higher prevalence of mental health problems
than girls because they experience more behavioural or ‘externalising’ problems. These
problems are associated with aggressive, antisocial or undercontrolled behaviour. During
adolescence, however, the gender difference in mental health problems is smaller because
girls experience more emotional or ‘internalising’ problems. These involve fearful,
anxious or overcontrolled behaviour.

There are factors in the family, social background and the school which increase a boy’s
risk for externalising problems. These include family discord, ineffective approaches to
managing the boy’s behaviour, criminal behaviour or alcoholism in the parents, and a
poor social climate at the school they attend. Externalising problems are also found more
commonly in economically disadvantaged families, but this is probably not due to
economic disadvantage per se, but to associated factors such as family discord or criminal
behaviour in the parents.

Currently, only a small proportion of children with mental health problems receive
specialised help. This situation is unlikely to improve because of the small number of
clinicians trained in this area. It is therefore necessary to develop interventions which can
be widely applied in the community, perhaps via general practitioners and schools. Too
little is known about effective interventions for childhood mental health problems and
research in this area is greatly needed.

Suicide in men
Suicide is a major public health problem in Australia. Each year more than 2000 suicides
are recorded in official statistics. However, there is likely to be considerable under-
reporting. Males are more likely to commit suicide than females, with the ratio varying
over the past 100 years between 2.2 and 5.4 males to one female. The male suicide rate
peaked at the height of the Great Depression and was at its lowest in 1945. There have
also been historical fluctuations in different age groups. There has been an increase in
suicide rate in young men, but a reduction in the elderly.

There is no single cause of suicide. However, more than 90 per cent of those who commit
suicide have a mental disorder. People suffering from depression, schizophrenia, alcohol
or other drug dependence are at greater risk. Social factors are also important, as shown
in the historical fluctuations in the suicide rate. Unemployment and the blurring of
traditional roles may be factors in the increased rate in young men. A small proportion of
suicides are copy cat. Availability of firearms is a factor in male suicide.

It is difficult to predict suicide in individual cases because of its infrequent nature.
Although there are no doubt cases where an individual has been saved by intervention,
there is no evidence that broadly applied suicide prevention programs have a long-term
effect on national suicide rates. Too little is known at this stage to expect national
interventions to be effective. However, good community services may be of assistance
and young men could be targeted in particular. Also, the availability of effective
treatments for mental disorders needs to be generally recognised in the community.
Legislation restricting means of suicide (e.g., firearms) could also have an impact.

Substance abuse
Alcoholism is a major mental and public health issue among Australian men, who are at
higher risk than women of developing the disorder and experiencing its adverse health
consequences because of their greater exposure to heavy drinking. At some point in their
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life, around 33 per cent of men have experienced symptoms of alcoholism, compared
with around 5 per cent of women. Alcoholism is most common in young men.

The prevalence of alcohol-related problems in the community can be reduced by
attempting to decrease alcohol consumption of the whole population, not just the
minority of alcoholics. Among the measures proposed for decreasing population alcohol
consumption are: laws and regulations which aim to reduce the availability of alcohol,
measures which increase the price of alcohol to reduce consumption, and regulations to
control the promotion of alcohol.

Few alcoholics receive specialist mental health treatment. However, the prospects for the
amelioration and prevention of alcohol-related problems are much better than is often
believed. The majority of men who become alcoholics recover, and evidence suggests that
levels of hazardous and harmful alcohol consumption can be reduced by screening and
brief advice in medical settings. The health professions have an important role to play in
reducing the harm caused by alcohol, by routinely inquiring about alcohol use, and
giving simple advice about safe levels of drinking, and the hazards of intoxication and
chronic harmful use.

Abuse of illicit drugs is much less common than alcoholism, but one Australian survey
found that it still affects around 6 per cent of men and 1 per cent of women. 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.

The illegality of illicit drug use prevents the use of control policies that have been
recommended to reduce alcohol-related health problems. This has led some to advocate
the relaxation of existing prohibitions on drug use to increase opportunities for
regulatory control.

There is probably a reasonably high rate of remission of drug abuse in the absence of
formal treatment, although as with alcoholism this needs to be better understood in the
Australian community. Efforts to prevent drug abuse may benefit from the adaptation of
the screening and brief intervention strategies developed for the prevention of alcohol
problems.

Antisocial behaviour
Antisocial behaviour can be defined in terms of crimes. Males are much more likely to
commit crimes, as indicated by their higher imprisonment and arrest rates. Men make up
95 per cent of the prison population in Australia and their higher rate of imprisonment is
seen across all crimes. Men who are imprisoned also tend to commit more serious crimes
than women and have longer sentences. There is also a large gender difference in arrest
rates, although it is not as large as for imprisonment. Similar gender differences in
imprisonment and arrest rates are found worldwide.

The large gender difference in antisocial behaviour is not fully explained by existing
theories. However, the gender difference in antisocial behaviour probably begins in early
childhood, with gender differences in parental control of the expression of aggression. It
proceeds with gender differences in the development of self-control, of conscience, and of
shame and guilt. Young men are then more likely than young women to commit violent
crimes. These are more likely to attract a prison sentence. Even when the crimes are
matched for level of violence, the man may receive a longer sentence than the woman
because he has not developed the skills necessary to express his guilt. A prison sentence,
particularly a longer one, encourages the formation of a criminal subculture and a
personal sense of being an outcast or scapegoat, rather than a sense of reintegration with
the society that is doing the shaming. This personal and social idea of being excluded
encourages recidivism, increasing the gender difference in antisocial behaviour.

A promising approach to reducing antisocial behaviour has been developed in Australia
around the idea of ‘reintegrative shaming’. This involves community conferences in
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which the offender and the victim meet, together with their respective supporters. These
conferences involve the people who most respect and care about the offender, which
encourages reintegration into the community, and the victim confronts the offender,
which encourages shaming. These community conferences confront and try to reverse
some of the factors which are likely explanations of men’s greater tendency to antisocial
behaviour.

Section 3. Factors affecting male mental health
War and mental health
It has taken a long time for society to recognise that war has mental health impacts on
soldiers, their families and their communities. The initial post-war impact on soldiers has
been seen as an increased suicide rate in the first few years after the war. The ongoing
impact is seen as an increased rate of post-traumatic stress disorder (PTSD). PTSD was
undoubtedly seen after earlier wars, but was given other labels such as ‘shell shock’ or
‘character disorder’. It was not until 1980, after clinical experience with the problems of
Vietnam veterans, that PTSD was formally recognised by American psychiatrists in their
diagnostic manual. PTSD can be found in anyone who experiences a distressing event
outside the range of usual human experience. It can begin shortly after the event or can
arise months or years later. PTSD is not easily recognised because of the sufferer’s
avoidance of speaking about the distressing event.

After the Second World War, little Australian research was done on the health of veterans.
The major exception was a study which compared former POWs with a control group of
veterans. This study was not carried out until 40 years after the war. It was found that the
former POWs had increased rates of anxiety and depression, in the immediate aftermath
of the war and decades later.

Research on the physical and mental health effects of the Vietnam war began as a
response to the Agent Orange controversy. In the USA, two large scale studies on mental
health effects were carried out in the 1980s, and a similar Australian study was completed
in the 1990s. These studies confirm the high rate of PTSD in veterans, even 20 years after
the war. Veterans also have high rates of alcohol related problems, but these seem to be
related to military life rather than war stress per se. A surprising finding of the Australian
study was a high level of phobic disorders.

Although the mental health effects of war on veterans are beginning to receive attention,
the effects on other Australians have been ignored. Many Australians have immigrated
from war-torn countries and there has been a lack of research on their problems and they
have no support service like the Vietnam Veterans Counselling Service.

Unemployment and mental health
In Western societies, work has traditionally been recognised as an integral feature of
men’s lives and young boys have been encouraged to aspire to the role of a successful
breadwinner able to support a wife and family. This role has been threatened in recent
years by increasing levels of unemployment.

While it is clear that the unemployed tend to have worse mental health, this could be due
to the effects of job loss or a tendency for men with poorer mental health to become
unemployed. To sort out these possibilities requires longitudinal studies which compare
people before and after they become unemployed. For example, some studies have
followed school leavers from the time they are at school through to when they join the
workforce or become unemployed. Such studies show that unemployment does lead to
poorer mental health and this effect is not solely due to financial hardship in the
unemployed. These studies have also found that young people who are dissatisfied with
their employment are as badly off in terms of mental health as the unemployed.

Unemployment does not affect men’s mental health uniformly. Some are more affected

RESCINDED



x

than others. Men cope better if they have money, if the job they lost was stressful, if they
have good social support, if they are younger, if they have weaker commitment to work,
if they have certain personality characteristics (e.g., good self-esteem), and if they use
their time in constructive activities involving other people.

Some recent research has evaluated counselling programs for the unemployed. Such
programs seek to alleviate the psychological distress associated with job loss and to aid
the unemployed to regain employment. These programs assume the future availability of
jobs. However, where people have virtually no chance of reemployment, a more humane
and effective approach might be to encourage them to redefine their attitudes to work
and perhaps seek alternative activities. What is an effective strategy for coping with job
loss must depend, inter alia, on whether the job loser has a realistic prospect of
reemployment, and this in turn will depend on whether national governments and those
who elect them are committed to ensuring that all citizens who are willing and able to
work are given the opportunity. There is increasing evidence that, for many men, mental
health depends on satisfactory employment.

Hazardous occupations and mental health
It has been traditional in terms of gender role prescriptions that men have been the main
workers in any occupations that would be readily identified as hazardous. This includes
police, fire services, emergency service work, security industry, military, heavy industry
and many other occupations. All work in these spheres has been heavily dominated by
male gender values, including beliefs in men’s physical strength, invincibility, power and
capacity to deal with and master threat. Other occupations that do not specifically deal
with hazards but may encounter them have, for the most part, seen men as the ones who
should face any threat if this is anticipated.

One of the major mental health problems in hazardous occupations is the development of
post traumatic stress disorder. This condition can arise after an event outside the range of
usual human experience, which would be markedly distressing to almost anyone and is
usually experienced with intense fear, terror and helplessness. The symptoms involve
reexperiencing the event, avoidance, numbing of responsiveness, and increased arousal.
Other mental disorders which can be associated with hazardous occupations are major
depression and substance abuse. Exposure to hazardous events may also contribute to a
significant decline in a person’s physical health. As well as those directly exposed to risk
in hazardous occupations, a significant number of ‘vicarious’ victims may experience
similar reactions.

Shift work, organisational stressors and workplace violence also contribute to the
development of mental health problems. The implementation of preventive programs,
which provide workers with the information and skills to look after their mental health
and to reduce unnecessary stress in the workplace, will contribute to lessening such
problems.

With the changes in work practices and equal opportunity provisions, many occupations
that have been traditionally considered hazardous are now shared by women, so that the
effects on mental health described for hazardous occupations will also apply to women
who work in similar fields.

Homelessness and mental health
Most homeless people in Australia are men, although women and homeless families are
growing subgroups. Between a quarter and a half of single homeless men are suffering
from severe and perhaps chronic mental disorder. It is not uncommon for these men to
have two or more mental disorders or a physical and a mental disorder. It appears that
having one or more severe mental disorders is a risk factor for homelessness. Over the
past 20 years there has been an increase in the number and proportion of mental
disorders among homeless men. There has also been a trend for the homeless to be
younger. The change in organisation of mental health care in Australia has so far
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exacerbated the problems of homeless people with mental disorders. Furthermore, the
availability of cheap accommodation is decreasing.

Good management of mental disorders is likely to contribute to the prevention of
homelessness. The provision of a decent place to live is a primary need, complemented
by access to appropriate levels of treatment and support. Mental health services need to
adapt to suit homeless people with multiple problems and staff in welfare and
accommodation services need to be trained to recognise and deal with some of the
manifestations of mental disorders. In some places, outreach services involving mobile
community teams have been developed and appear to be successful in reaching the
homeless population. However, there is a need for greater links between specialist mental
health services and GPs and with support workers in generic services. There is also a lack
of supported accommodation for people who might otherwise end up in an institution or
living in marginal accommodation or on the streets.

The 1992 National Mental Health Policy could have a profound effect on reducing the
vulnerability of people with mental disorders to homelessness. This policy advocates a
community-oriented approach, the placing of mental health services within the
mainstream of health care, an increase in the range and amount of supported
accommodation, and decentralisation of the mainstreamed mental health services so that
removal of people from their support networks is minimised. However, there is also a
danger that implementation of the policy without adequate resources for community-
based mental health and disability support services could have unintended consequences
which are detrimental for people with mental disorders who are at risk of homelessness.
An increased investment in research and service evaluation in this area is required.

Separation, divorce and mental health
Separation and divorce are much more common than in the past but are still perceived as
extremely distressing experiences. Men and women show a strong emotional response in
the period after separation and often seek the support of others, including the help of
professionals concerned with mental health.

As a group, men have a poorer short-term reaction to separation than women which is
linked to their unpreparedness and to the feeling of being the rejected partner. Women,
however, are more likely to seek interpersonal (including professional) help than men.

Most men and women show a recovery in the one to two years after separation, but for
some the distress is persistent. In other cases, the escape from a stressful marriage brings
an improvement in mental health.

Epidemiological studies show that divorce and separation are strongly linked to a broad
spectrum of mental health problems. In Australian studies, depression and alcohol abuse
have been found to be much more common in the divorced and separated than in the
married. Some mental health problems predate marital breakdown and may even have
been present before marriage. The high risk of mental health problems persists long after
divorce and is evident in the remarried.

Counselling services for those going through marital separation are available through the
Family Court and voluntary organisations, and individuals often choose to use regular
health services, GPs being the most likely point of contact. Some people are reluctant to
use such services and this seems more so for men than women. The help available from
these sources has an important part to play not only in crisis support, but also in assisting
those with long-term mental health problems or at risk of such problems.

Single parents, most of whom are divorced or separated, constitute a particularly
vulnerable group. Policies concerning their financial status should be guided by the part
they can play in the prevention of mental health problems. There is no indication as yet
that lone fathers will become a larger proportion of the single parent population.

The substantial increase in numbers of remarriages is a cause for concern in that it may
reflect a greater opportunity for introducing long-term mental health problems into new
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families and step-families, which could contribute in turn to the instability of second
marriages.

Male sexuality and mental health
There has been only limited investigation of the development of sexuality in children.
However, an Australian study found that Australian children were two years behind their
Swedish counterparts in sexual knowledge, presumably because of less sex education.
During their development, children have to address the question ‘who am I?’, both in
terms of gender identity (male/female) and sexual orientation (homo/heterosexual), as
well as in other spheres. Many factors influence psychosexual development, including
consistency of information received about gender identity, childhood masturbation, sex-
typing of childhood behaviours and acceptance of orientation by society.

In the past, homosexuality was defined as a mental disorder and there was pressure on
homosexual men to undergo treatment. However, studies show no difference in mental
health between homosexual and heterosexual men. In Western societies, there has been a
substantial shift in the past 20 years in attitudes to homosexuality. In the 1990s,
difficulties experienced by gay men are more likely to be viewed as stemming from
concealment than disclosure of sexual orientation. The AIDS crisis has led to increased
attention to HIV-risk behaviours, in particular to the sexual practices of homosexual and
bisexual men.

Although the Australian population is ageing, the issue of ageing and sexuality has
received little attention. Comparing young men with old men is of limited value because
they come from generations with different sexual values and histories. Any differences
could be due to generation as much as to ageing. Surveys of different age groups have led
to the belief that older men are asexual, but a different picture emerges if sexuality is seen
to encompass more than genitally based activity.

Changing attitudes have also affected disability and sexuality, particularly for the
intellectually disabled. Physical disability can have major consequences for sexual
functioning and a disability that primarily affects men is spinal cord injury. Rehabilitation
needs to extend beyond management of physical functioning to ensure a satisfying life,
including the area of sexual satisfaction.

Male sexual dysfunctions include hypoactive sexual desire, erectile dysfunction and
premature ejaculation. The prevalence of these disorders in Australian men is unknown,
nor are there Australian data on treatment of sexual problems. There is debate about
whether sexual problems are best seen as problems of the individual or relationship
problems. For example, low sexual desire is only a problem if the man’s partner desires a
higher level of sexual activity.

Males are by far the major perpetrators of sexual offences such as sexual abuse of children
and rape, whereas females are more often victims. Less is known about male victims of
sexual offences than about female victims. Treatment programs for rapists have seen
them as a uniform group, but there is evidence of great diversity. Recognition of this
diversity could help in designing better programs.

Although there has been considerable research into HIV-risk behaviours in Australia,
other areas of sexuality have been relatively neglected. Much of our knowledge is
imported from the US on the assumption that cultural differences between the two
countries are minimal. This assumption, however, is open to question.

Mental health of men of non-English-speaking background
There is a dearth of information about factors leading to poor mental health in immigrant
men. The limited data on mental health available from the National Health Survey and a
survey of GP consulters indicate that the prevalence of mental disorder in non-English
speaking background (NESB) men varies between cultural groups. There is evidence of
higher rates of mental disorders in males of Italian, Greek and Eastern European origin

RESCINDED



xiii

compared with their English-speaking counterparts. Conversely, there are very low rates
of diagnosis and treatment of mental disorders among Asian men. The low prevalence in
Asian groups could be due to a reluctance of people from these cultures to accept and
report mental health problems because these carry a severe social stigma. In some NESB
groups, mental health problems may present as physical complaints.

Little is known about the pre-migration, migration and post-migration experiences which
influence the risk of mental health problems in immigrant groups.

NESB people have lower rates of use of mental health services. They also have low rates
of use of treatments which rely upon language (e.g., psychotherapy). The consequences
of this are that substantial numbers of NESB people have unrecognised and untreated
mental disorders and there are poorer outcomes for those who do receive treatment. This
situation constitutes a serious failure of the health system in meeting its responsibilities to
all Australians.

A major gap in the research literature on NESB groups is in evaluation of the effectiveness
of mental health treatment modalities and models of service organisation. The lack of
research on NESB groups reflects their marginal place and lack of socio-economic power
in Australian society.

The mental health of Aboriginal communities
Evidence from research studies supports the views of Aboriginal community leaders and
health workers that mental disorders are major public health issues for Aboriginal
communities, and that psychological distress, usually depression, is common and often
runs a chronic or remitting/relapsing course. Aboriginal men have high rates of mental
disorder, often associated with a substance use disorder. The changed status of many
Aboriginal men since European colonisation with exclusion, loss of cultural roles and
resultant low self-esteem probably contributes to this picture. However, most of the
factors found to be associated with mental disorders in Aboriginal communities affect
both Aboriginal men and women, including ongoing losses, removal of children and
disruption of families.

Aboriginal people do not use mainstream mental health services. Aboriginal men are less
likely to use mental health services than women, often presenting late with severe illness.
It is clear that a major priority in public health policy must be the development of good
quality, culturally appropriate, accessible, mental health programs in Aboriginal
communities. Prevention and early detection of mental disorders are necessary to avoid
chronicity. The ways in which Aboriginal people view and explain the problems need to
be understood and accepted as valid. Furthermore, Aboriginal community mental health
programs must operate beside programs having a focus directed toward wider social and
environmental improvements.

Section 4. Effects of men on the mental health of oth-
ers
Effects of fathers on the mental health of their children
The influence of the mother on the mental health of her child has long been a popular
theme among mental health professionals and has spawned a vast body of research. By
contrast, the influence of the father has been relatively neglected and the available
knowledge base is limited. However, there is evidence that fathers have the potential to
enhance or harm the mental health of their children and these effects extend into adult
life. Some evidence suggests that fathers may be particularly important to the mental
health of their sons, but there is still dispute about this issue.

Children are more likely to have good mental health when their fathers are actively
involved in their care, treat them affectionately, are not overly controlling, where the
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father and mother have a harmonious relationship, and where the father himself has
good mental health. Conversely, children are likely to have poorer mental health when
their fathers are absent, are uncaring and overcontrolling, use harsh discipline or abuse
the child, where there is conflict between the father and mother, and where the father
suffers from a mental disorder.

Because of their important role, fathers are a potential point of intervention for improving
the mental health of children as well as the long-term mental health of the adult
population.

Effects of husbands on the mental health of their wives
Marriage seems to confer greater psychological benefits on husbands than on wives. This
finding indicates the potential effect that husbands can have on the mental health of their
wives.

Various role factors influence the mental health of wives. In the traditional marriage,
being a housewife has a negative impact on health only when the marriage is
dysfunctional. Where both partners are employed, the husband’s attitude towards his
working wife is a factor in her well-being. The situation is worst where the family is
dependent on the wife’s income but the husband is uneasy about accepting this economic
reality. Long-term employment helps women to cope better if they have the stress of
unstable marriage.

Mental health problems in the husband can have various effects on the wife. Depressed
husbands tend to demonstrate less affection and have less involvement with household
chores and child care. They may also try to exert more dominance and allow less
cooperative decision-making. Caring for a spouse with dementia can cause more distress
for wives than husbands, partly because women tend to handle the care-giving role
differently. Physically abusive husbands cause poor self-esteem and other mental health
problems in their wives.

The mental health of women is better where their husbands are caring and supportive. A
good marital relationship can even help wives repair the effects of childhood adversity.
Conversely, husbands can have adverse effects on their wives if they fail to provide a
supportive relationship or they provide negative interactions (ranging from constant
criticism to physical abuse). The mental health impact on women of a bad marital
relationship can be aggravated by women’s tendency to take on nurturant roles but
blame themselves for any untoward consequences.

Various interventions may be useful in preventing mental health problems arising in
marital relationships. Furthermore, greater attention to the mental health needs of men
may lead to indirect benefits to their wives and children.
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Mental disorders in males:
the size of the problem

A. F. Jorm

NH&MRC Social Psychiatry Research Unit
The Australian National University, Canberra

It has traditionally been believed that mental disorders are more common in females than
males. This belief was based on early mental health surveys which consistently found a
higher prevalence of mental disorders in females1,2. However, more recent evidence has
shown that the picture is not so simple. During the mid-1980s a landmark mental health
survey, known as the Epidemiologic Catchment Area study, was carried out in the United
States3. This survey found that 20 per cent of both men and women (aged 18 or over) had
a mental disorder in the previous year. The difference in results from earlier studies was
due to the much broader range of mental disorders assessed. The earlier surveys had
found a higher prevalence in women because they had concentrated on disorders which
most affect females. Although there was no overall difference between males and females
in the Epidemiologic Catchment Area study, the pattern of disorders was quite different.
Men had a much higher prevalence of alcohol abuse and antisocial personality, while
women had a higher prevalence of depression, obsessive-compulsive disorder and
somatisation. More recently, the Americans have carried out a national mental health
survey using a representative sample of the United States’ population aged 15-544. This
study found that 28 per cent of men and 31 per cent of women had a mental disorder in
the previous year, but again the pattern of disorders was different, with men having a
higher prevalence of alcohol abuse, drug abuse and antisocial personality and women a
higher prevalence of depressive and anxiety disorders.

In Australia, the evidence is much more limited. In 1991, a mental health survey was
carried out in the Riverland region of South Australia using similar methods to the
Epidemiologic Catchment Area study in the United States5. A similar survey was also
done in Christchurch, New Zealand, in 19866. The results of this survey are relevant to
Australia because of the cultural similarity between the two countries. The results of
these two studies are shown in Tables 1 and 2. The findings of both surveys were similar.
In Riverland, 26 per cent of both men and women (aged 15 or over) had a mental disorder
in the previous six months. In Christchurch, 28 per cent of both  men and women (aged
18-64) had a mental disorder in the previous six months. In both surveys, males had a
higher prevalence of alcohol and drug abuse and antisocial behaviour, while females had
more depression, anxiety and eating disorders.
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Table 1. Prevalence of mental disorders in the previous six months in
the Riverland, South Australia

Mental disorder Males (%) Females (%)

Somatisation 2.9 7.3

Panic disorder 1.0 3.0

Anxiety 8.2 10.9

Phobic disorder 5.2 9.8

Obsessive-compulsive 1.0 1.1

Depression 6.7 14.1

Mania 0.6 0.9

Schizophrenia 0.2 1.3

Anorexia nervosa 0.2 0.2

Bulimia 0.4 2.8

Alcohol abuse 13.0 1.5

Drug abuse 2.3 0.4

Antisocial behaviour 1.5 0.0

Any mental disorder 25.8 26.1

Table 2. Prevalence of mental disorders in the previous six months in
Christchurch, New Zealand

Mental disorder Males (%) Females (%)

Mania 0.0 0.2

Major depression 3.4 7.1

Dysthymia 3.8 9.0

Drug abuse 2.3 0.7

Alcohol abuse 14.1 2.6

Schizophrenia 0.0 0.4

Phobia 4.4 10.4

Panic 0.5 1.7

Obsessive-compulsive 0.6 1.4

Somatisation 0.0 0.1

Generalised anxiety 7.7 11.6

Antisocial personality 1.3 0.5

Cognitive impairment 0.8 1.4

Eating disorder 0.2 1.3

Pathological gambling 0.1 0.1

Any mental disorder 28.0 27.8
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The figures from these studies do not cover the childhood years. In childhood we get a
different picture, with boys having a higher overall prevalence than girls. For example, in
a study of New Zealand 11-year-olds, boys were 80 per cent more likely to have a mental
disorder than girls7. However, this overall difference in prevalence masks a different
pattern of disorders in boys and girls. Boys were found to have more depression,
attention deficit, oppositional and conduct disorders, while girls had more phobias and
separation anxiety. Similar results have been found in other surveys of mental health in
children8.

Although there is little overall gender difference in the prevalence of mental disorders,
males and females differ in their use of mental health services. With private psychiatric
services funded by Medicare, females receive 73 per cent more services than males9.
However, the pattern of services varies by age, with boys receiving more services than
girls, but females receiving more services from adolescence onwards. A similar gender
difference has been found for health services provided by psychologists. In the age group
0-19 years, males receive more psychological services, but females receive more services
than males from age 20 onwards10. With hospital treatment for mental disorders, the
gender difference is much smaller. Women are only 11 per cent more likely than men to
be admitted with a mental disorder and have an average length of stay 20 per cent
longer11. Hospital admissions would involve the more severe cases of mental disorder, so
it appears that the gender difference in use of services is associated with the less severe
mental health problems. Whereas in childhood the pattern of service use appears to
match the gender difference in prevalence of mental disorders, in adulthood there is a
discrepancy between the prevalence data (which show little gender difference) and
service use (which is higher in women). The causes of this discrepancy are unknown, but
possibilities include the under-servicing of men, the over-servicing of women, or the
diversion of male mental health problems to the criminal justice system.

In conclusion, there does not appear to be much gender difference in the overall
prevalence of mental disorders, but the pattern of disorders differs between males and
females. In adulthood, men experience more alcohol and drug abuse and antisocial
behaviour, while women experience more anxiety, depression and eating disorders. In
childhood, boys have a higher overall prevalence than girls, but again this hides a
different pattern of disorders.  There is also a marked gender difference in receipt of
mental health services. In childhood, boys are more likely to receive services than girls,
but in adulthood it is women who are more likely to receive services.
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Society, culture and male mental
health

J. M. Najman

Department of Anthropology and Sociology
University of Queensland

Introduction
Much has been written about the different health needs of men and women. It has been
consistently suggested that women have higher rates of mental and much physical
illness, while men have higher rates of mortality. Women, it is suggested, become ill, men
die. Certainly there can be no doubt that the latter is true. Thus for almost every known
animal species, the female outlives the male1. Data for humans from the United States
show not only a female advantage in life expectancy, but that this gap in life expectancy
has been increasing. The gap in life expectancy (at birth) between men and women
increased from about 2.8 years in 1900-2 to 7.8 years in 19772. Australian data show a
similar pattern with a recent plateau and modest decline in the female life expectancy
advantage3. These differences are particularly noticeable in the 15-24, 25-44 and 45-64
year old age groups, where male death rates are more than twice the female death rate3. It
is also notable that, for the cause of death most clearly linked with mental disorder —
suicide — male death rates are four times the female death rate4.

The behaviours and situations which cause death, disease and mental disorder may
sometimes be similar and/or related. Despite these similarities, social groups differ in
their death rates, patterns of morbidity and mental health. A high rate of female mental
disorder is believed to be one such difference. However, we will argue that the high rates
of mental disorder reported for women may reflect a process of selective measurement.
Such an argument requires a reconsideration of the criteria for determining the existence
of a mental disorder. After this, we review male/female differences for the less and more
serious forms of mental disorder and then what is known about the causes and natural
history of mental disorder. Here it will be suggested that many societally and culturally
driven social changes can lead to mental disorders. The final sections of the paper
consider current and projected changes in the age structure, patterns of employment and
family life in Australia, as these can be seen to impact on rates of mental disorder in
general and rates of male mental disorder in particular. We will argue that societal change
is one of the major factors contributing to what are high levels of mental disorders
experienced by men (and women) in the community.

Gender and the nature of mental disorder
It has long been believed that mental disorders are more common in females than males.
This belief was based on early mental health surveys which consistently found a higher
prevalence of mental disorders in females5,6.

However, more recent population surveys (reviewed by Jorm in this monograph) suggest
that, while males and females may differ in the types of mental disorder they manifest,
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the proportion experiencing a mental disorder is remarkably similar. Little has been
written about the different ways men and women may respond to what appear to be the
same stressful events. Table 1 is based on data from the Family and Child Health Study
(FACHS), a longitudinal study of bereaved parents and their matched non-bereaved
controls7. The study was concerned with the impact of one stressful event, the death of a
child, on the mental health of the parents. The presence of a mental disorder was
determined by a questionnaire assessing anxiety and depression8, and two questions
relating to the quantity and frequency of alcohol consumption. While it is clear that the
bereaved group consistently manifest higher rates of mental disorder, the differences
between fathers and mothers differ greatly depending upon whether excessive alcohol
consumption is included as a criterion for mental disorder. When alcohol consumption
levels are excluded, mothers have higher rates of mental disorder for almost all
comparison groups, regardless of whether they were bereaved. With high levels of
alcohol use included as an indicator of mental disorder, these previous differences
diminish or are eliminated in all groups except those most recently bereaved. The
implication of this study is that men and women respond differently to the same events
and that the way this response is measured determines which group is perceived to have
the highest rate of mental disorders.

Table 1. Per cent of bereaved and control parents with a mental
disorder in a 30-month longitudinal study

Anxiety, depression Anxiety, depression
+ alcohol use high

 Father  Mother  Father Mother

2 months

Bereaved 14.2% (141) 35.0% (194) 24.1% (141) 35.0% (194)

Control  2.7% (150)  7.5% (200) 7.3% (150) 7.5% (200)

15 months

Bereaved 8.2% (134) 17.5% (189) 12.7% (134) 18.0% (189)

Control 5.3% (150) 5.6% (196) 10.0% (150) 6.1% (196)

30 months

Bereaved  6.3% (143) 13.8% (189) 17.5% (143) 14.8% (189)

Control 3.8% (157) 6.9% (203) 9.6% (157) 7.4% (203)

Further, disturbances of mood often co-exist with a range of other unhealthy behaviours.
People who are heavy smokers also tend to be heavy drinkers9,10. It is perhaps less well
known that people who manifest a variety of mental disorders are also more likely to be
heavy smokers and drinkers. Thus, data from the 1991 US National Health Interview
Survey of 43,732 adults show that men who score high on a negative mood index are
much more likely to smoke cigarettes and more than three times more likely to have
heavier patterns of alcohol consumption11. If cigarette and alcohol consumption are
aggregated into a combined index, men with the most negative moods are about four
times more often represented in the combined smoking/alcohol use group. While women
manifest similar patterns, and have high levels of cigarette use associated with evidence
of mental disorder, they have a much lower rate of alcohol use when manifesting
symptoms of mental disorder.

Of course, negative mood may follow rather than precede the use of cigarettes and
alcohol. While it seems more likely that negative mood precedes substance use or abuse,
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in a practical sense the more important issue is that these are likely to coexist and all three
— negative mood, nicotine dependence and alcohol abuse — frequently coexist and are
all indicators of mental disorder11.

The identification and explanation of gender differences in mental disorder in the
community depends, then, in part, on how mental disorder is characterised. Some
conceptualisations may favour symptoms which are manifested by one gender more
often than the other, thus producing a perhaps misleading impression that one gender
has higher rates of mental disorder than the other.

Nature of mental disorder
What, then, are the essential features of a mental disorder? Mirowsky and Ross12, in their
survey of mental disorder in an American community sample, provided respondents
with a list of 91 symptoms. Only instances in which the symptoms were experienced for
two weeks or more were sought. The most common symptoms experienced were
depression (feeling sad, lonely, hopeless, having trouble sleeping) and anxiety (feeling
tense, restless and/or worried). Mirowsky and Ross factor analysed the 91 symptoms and
found it was possible to distinguish these disturbances of mood and emotion from
mental disorders which involve disturbances of thought and cognition (hearing voices,
seeing things others do not). These latter mental health problems were relatively rare. In
all, five groups of symptoms could be identified; depression, anxiety, schizophrenia,
paranoia and alcoholism. However, Mirowsky and Ross note that these were not distinct
groups, but rather that many persons had symptoms of more than one of these
conditions. People who, for example, drank alcohol in large quantities might also be more
depressed. The overall conclusion of this analysis of 91 symptoms was that there were
few, if any, clear distinctions between types of mental disorder12.

This view of mental disorder appears to be shared by Foulds and Bedford8 and Goldberg
and Huxley13, who see few meaningful distinctions between categories of mental
disorder, particularly those which are more common. Further, symptoms of mental
disorder, it is argued, are continuously distributed in a population. That is, people seem
to differ in their level of impairment or in the number of symptoms they manifest. There
is little evidence of an absolute difference between those who are mentally well and those
who are mentally disturbed. Where there is evidence of a genetic influence on mental
disorder, the impact of the genes appears to be non-specific and to influence
manifestations of both depression and anxiety13.

Thus it seems appropriate to think of a hierarchy of mental disorders, with the ability to
maintain normal functioning and personal relationships as the factor determining the
severity of the underlying condition. Labels such as depression and anxiety are
convenient and they enable comparisons which may serve some useful purposes
(distinctions between the less severe and the more severe conditions may be important
for aetiological, epidemiological and therapeutic reasons) but generally the coexistence of
symptoms and the difficulty of making unambiguous distinctions between them renders
the labels of limited value.

Rates of mental disorder in the community
Studies of the incidence, prevalence and causes of mental disorder can be undertaken at
many levels and with, sometimes, quite different results. For example, community
surveys of mental disorder in ostensibly ‘healthy’ persons suggest that anywhere from 5
per cent to about 25 per cent of people experience mental disorder symptoms over a
relatively short recall period. By contrast, relatively few people are admitted to hospital
for psychiatric care in the same time period. What then are we to make of these varying
estimates and of the different types of mental disorder they identify?

Goldberg and Huxley13 provide an extensive and insightful review of the literature which
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documents the differing estimates of the rates of mental disorder and use standard
periods within which to estimate prevalence (a one-year period). They point to what can
be thought of as five levels of increasing severity of mental disorder and find the
following rates characteristic of each level.

Level 1 Community (population) surveys of symptoms of mental disorder in previous
year, 26.0 per cent to 31.5 per cent of persons have been found to be impaired for
two weeks or longer.

Level 2 Attending primary care, 23.0 per cent of persons in the community who attend
primary care have been found to be impaired for a period of two weeks or
longer.

Level 3 Diagnosed by medical practitioners as having a mental disorder, 10.1 per cent of
persons in the community in previous year.

Level 4 Contact in previous year with specialised psychiatric services, 2.3 per cent of
persons in the community.

Level 5 Psychiatric in-patient admissions in previous year, 0.6 per cent of persons in the
community.

It is not surprising that the mental disorders identified in community surveys differ from
those which have contact with specialist psychiatrists or which result in in-patient
admissions, the former constituting a lesser threat to normal day-to-day functioning13. It
is, however, interesting to note that, for the less serious levels of mental disorder, there is
a sex ratio of 2.5 females for every male, but for the cases coming in contact with
specialist, psychiatric services (levels 4 and 5), the female ratio is only a little higher than
the male ratio13. While the implication of these figures is that women experience minor
impairment much more often than men, but serious mental disorder only somewhat
more often than men, it must be cautioned that men may come to the attention of
specialist psychiatric services less often than their numbers may require. This is because
men with more serious states of mental disorder may be dealt with by other than health
agencies, for example the criminal justice system rather than psychiatric services.

Gender and use of services for mental disorder
Once a mental disorder is experienced, do men and women differ in the extent to which
they receive medical and other services? There has been a prevalent belief that men may
less frequently receive medications and other treatments for their mental disorders. This
belief is based on the supposition that men are less (or perhaps women more) willing to
seek help for their disorders or alternatively clinicians are more sensitive to the mental
health problems or treatment needs of their women patients.

There is no simple answer to the question of whether men and women differ in their use
of health services once they experience a mental disorder. First, we have noted that men
and women may experience similar rates of mental disorder, but the types of disorder
they experience are very different. Table 2 is taken from the 1989-90 Australian Health
Survey14,15. If we examine the projected population figures, we note that females are twice
as likely to experience a nervous or depressive recent condition and between 1.5 and 1.8
times more likely to have a chronic disorder of the above types.
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Table 2. Mental disorders and use of specific health services by sex
(Australian Health Survey 1989-90)

Male (’000) Female (’000) Ratio F/M

Persons who experienced a recent
mental illness

Nerves, tension, nervousness and
emotional problems 146.9 300.7 2.0

Depression  32.7  66.2  2.0

High alcohol consumption 434.5 101.5 0.2

Persons who experienced a
long-term mental illness

Nerves, tension, nervousness and
emotional problems 65.1 96.1 1.5

Depression  16.9 30.0 1.8

Persons using specific medications for mental
disorder in two weeks prior to interview

Pain reliever 12.6 16.5  1.3

Sleeping medication 42.6 121.4 2.8

Tranquilliser/sedatives 107.0 180.2 1.7

Type of health action taken in two weeks
prior to interview for mental disorder

Doctor consultation 34.7 58.1 1.7

Hospital admission 6.1 19.4 1.2

If we include recent high alcohol consumption as an acute mental disorder, not only is
this more than four times more common in men, but it is more common in men than the
other mental disorders are in women. If we examine levels of medication use or doctor or
hospital contacts for mental disorders, we note that women have the higher rates of
service usage, but only at a level which is proportional to their higher levels of nervous
and depressive conditions. The exception to this is in the use of sleeping medications,
which are 2.8 times more commonly reported by women than men. While it is not
possible to make an unequivocal judgment of the above data, it does appear that women
use services at rates broadly proportional to their level of mental disorder (ignoring
excessive alcohol consumption). With respect to medication use, men may have fewer
sleeping disorders, or may have their sleeping disorders less frequently treated. It is
likely that alcohol problems are relatively infrequently treated and male alcohol abuse is
relatively ignored by community and public health services. It would appear here that
existing mental health treatment services address female needs, and that male mental
needs (e.g., for alcohol abuse treatment) are poorly developed and rarely used.

Men and HIV/AIDS
HIV/AIDS represents a recent condition which in Australia, is largely experienced by
men. At the end of 1993, there were 4753 diagnosed cases of AIDS, of which 3212 persons
died. Ninety-six per cent of these cases occurred in males. Of the 15␣669 HIV -infected
persons in Australia (December 31, 1993), 95 per cent occurred in males16. While the
female proportion of cases is increasing and is predicted to further increase, at the present
time HIV/AIDS is largely a male condition.
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Three mental health issues arise in the context of HIV/AIDS. First there has been a
recognition that oppressive social attitudes towards homosexual men have been an
impediment to the treatment and prevention of HIV/AIDS. The term homophobia has
been coined to refer to the discriminatory attitudes and practices which exist towards
those who have sex with their own gender. This discrimination has been observed in the
community, at the workplace and in the delivery of health care services17,18. In the above
instance, one might argue that the ‘well’ community needs to be treated for its hostile and
oppressive attitude towards homosexuality and AIDS.

Second, there are major mental health consequences for those who have AIDS. These
include, on the one hand, significant central nervous system deterioration leading to a
wide variety of physical and emotional consequences19, and on the other to the mental
health consequences which may accompany any serious, chronic and life-threatening
condition.

Finally, AIDS raises a series of ethical and moral concerns related to the termination of
life. In some instances, people with AIDS may require information about how to end their
lives, or when they are no longer able to commit suicide by their own hand they may
seek assistance. In some instances this assistance will require medical intervention —
perhaps after a request previously issued by the patient. While it would be incorrect to
suggest that HIV/AIDS is a major mental health problem, it must nevertheless be noted
that the cases in Australia are largely restricted to men and that these cases have high
rates of mental health problems.

Causes and natural history of mental disorders
Broadly, it is helpful to think of two types of causes of mental disorder. The first is
physical and biological. This may include an inherited genetic component or birth trauma
or, it has been suggested, a maternal infection at a particular point in a pregnancy. It
seems appropriate to interpret the physical and/or biological causes of mental disorder
as rendering the infant more vulnerable to mental disorder as it develops and reaches
adulthood.

The second type of cause involves a variety of social, situational and interactional factors.
These factors may be either stressful and unpleasant (e.g., marital break-up, poverty) or
act as buffers to diminish the impact of stressful events (having a strong, emotionally
supportive group of friends).

It is not possible to be precise about the relative importance of biological/physical and
social/cultural factors as these contribute to levels of mental disorder in the community.
From a community perspective, there is a distribution of physical/biological
vulnerability and that, as social/cultural factors change, a greater or lesser proportion of
the population manifest symptoms of mental disorder. It is also important to recognise
that little can be done to decrease the proportion of the population which is vulnerable to
mental disorder and that treatment and prevention programs must consequently include
attention to the social and cultural environment.

It also seems likely that the less severe forms of mental disorder may have a lesser
biological/physical contribution than the more severe forms of mental disorder. However
in both types of mental disorder, the social and cultural environment appears to have the
effect of precipitating the mental health problems.

Further, while for some purposes it is useful to make various types of distinctions, for
example between different types of mental disorders or different types of precipitating
events, such distinctions may distract from what is more correctly characterised as a
continuous process with few natural divisions. Thus a life event such as the birth of a
child may impose demands on the mother which may influence the quality of her
relationship with her partner20, the latter change leading to symptoms of a mental
disorder. Marital conflict, poverty and unemployment may all have a similar type (but
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different magnitude) of effect on the person involved. Mental disorder is then a
consequence of the varying levels of biological vulnerability and differing combinations
of stressful events/situations moderated by the existence of social supports.

It is helpful to illustrate the way social and cultural circumstances and mental disorder
are interrelated by considering one particular example. The one chosen is a study
published in 1933 of people living in a town in Austria from 1928-30. This study is
important first because the whole town was monitored over an extended period of time,
second because the economic depression led to almost everyone becoming unemployed,
and third because the study was concerned with how the lives of the inhabitants were
adversely effected in a wide range of ways21.

These effects included:

• social and family relationships were often transformed; male workers who
previously had worked during the day now stayed home with the wife and children,
patterns of social activity and family interaction thus changed in a major way;

• nutrition levels changed with the family’s inability to afford many foods and in
many instances food running out before the next social security benefit became
available (if such a benefit was available at all);

• recreation patterns changed with people generally cutting down on physical activity,
reading, dancing, etc; and

• a sense of misery and apathy became widespread as the impact of the economic
depression continued.

One way of interpreting these findings is that people were responding to the loss of
control over their lives, to changes which were not of their making and left them with
little hope in the future. However, the primary issue is the extent to which such an event
as becoming unemployed can have an impact on every aspect of one’s life. It is somewhat
less important whether the resulting mental disorder is a direct consequence of the
unemployment, or an indirect consequence of the many other changes which have
occurred. It is also pertinent to emphasise that mental disorder may be only one of the
many health consequences of unemployment.

Thus, unemployed men are generally less healthy than employed men and have been
found to have higher mortality rates. For example, one recent prospective longitudinal
study of men aged 40-59 who had previously been employed for at least the past five
years found that those who experienced unemployment were twice as likely to die in the
following five and a half years compared with those who remained in employment.
Interestingly the risk of cancer and heart disease were similarly elevated22.

Types of change and mental disorder
It is clear that social groups differ in either their rates and/or types of mental disorder.
Whatever the biological basis of these differences, they can be, in large part, attributed to
the social and environmental context within which people live. Unlike the biological basis
of mental disorder, the social context may be subject to various forces some within but
most coming from outside the individual involved.

Thus changes in the age composition of the population, in patterns of work and in the
structure and processes associated with family life have all been linked to levels of mental
disorder. These population changes reflect broad social trends. They are a consequence of
many different factors including economic and industrial development and changing
community standards of what constitutes appropriate behaviour. Many of the changes
involved reflect flow-on effects from other changes. For example, increasing life
expectancy leads to a demand for work or recreation facilities for the many active and
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healthy elderly. With increased life expectancy, couples have the opportunity to have a
marital dissolution for a longer period of time (e.g., through the death of one or after
marital disharmony).

In examining the characteristics of many social groups which manifest higher rates of
mental disorder, it can be seen that the major social changes which typify societies like
Australia are associated with an increase in the relative size of these ‘high risk’ groups.
Simply put, society is changing in such a way that the groups with the highest rates of
mental disorder constitute an increasing proportion of the population. In this sense, as
well as a number of others, mental disorder can be seen to be created by the society in
which we live.

Without being exhaustive, it is possible to identify three social characteristics which are
associated with types and rates of mental disorder. These are the age of the respondent,
his/her pattern of employment/unemployment and type of family circumstances.

The association between the age of the respondent and the presence of a mental disorder
varies depending upon the type of mental disorder and age group being considered. Data
from the Illinois Survey of Well-Being12 suggest that anxiety decreases with increasing
age, while depression decreases until middle-age (40-60 years) and then increases
dramatically once the respondent reaches his/her 70s and 80s. This latter finding may, of
course, reflect the death of the spouse of the respondents.

It is also important to acknowledge evidence of mental disorder in young children,
sometimes described as the ‘new morbidity’ of childhood. Population surveys of young
children (from 5 to 16 years of age) indicate the existence of mental disorder with
between 5 and 10 per cent of children categorised as impaired23. Boys appear to have
higher rates of externalising (aggressive) behaviour problems. Such behaviour problems
appear to reflect patterns, among other things, of mental disorder and marital disruption
reported by the parents24,25. Boys are also more likely to experience physical abuse than
girls, until the age of about 12. By contrast, girls experience much higher rates of sexual
abuse for all age groups, and more physical abuse once they become teenagers26.

For many people, work (paid or unpaid) constitutes a major aspect of self-definition and
identifies the individual within the context of the wider social structure. The loss of paid
employment can, as we have noted, have a range of effects extending over every aspect of
the individual’s life. It is then not surprising to find reviews which are consistent in
suggesting that unemployment has a substantial effect on mental health13. Recent data
from the Australian Longitudinal Survey of more than 10,000 people in the 15-24 age
group show that rates of mental disorder increase by an average of about 50 per cent for
those who become unemployed, and that over time, reemployment reverses this effect27.
Of course, not all people who become unemployed subsequently gain employment and,
for some older age groups, reemployment appears to be an unlikely event.

The most powerful predictor of an individual’s quality of life is that person’s reported
quality of relationship with his/her partner28. Conversely, rates of mental disorder have
been consistently observed to be higher for those whose marital relationship has ceased
or where there is evidence that the quality of the relationship is poor. For example, data
from the Eastern Baltimore Mental Health Survey show that married persons have the
lowest rate of mental disorders while those widowed, separated/divorced or never
married have higher rates of mental disorder29.

In sum, age, employment status and marital circumstances are all factors associated with
particular types of rates of mental disorder. To the extent that Australian society is
changing in its demographic and social composition, we can expect that these changes
will have an impact on patterns of mental disorder in the community. Our concern here is
not only with the extent to which ‘society’ and the social changes it manifests leads to
mental disorder, but also the extent to which men and women will differentially manifest
the consequent health problems.
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Changes in the age distribution of the
population
Western industrial societies are, to a greater or lesser extent, experiencing a number of
population changes. These changes in population, size and age structure have a direct
impact on patterns of employment and unemployment and the composition and
functioning of families.

It has, in the past, been appropriate to think of the age structure of the population as in
the form of a pyramid, with a large base and with a relatively small proportion of
population reaching the apex of the older age categories. Today it is more correct to think
of the population pyramid having a smaller base, with large proportions reaching the
middle and older age categories. In the future the age structure will move from a
pyramid shape to that of a rectangle, with similar proportions of the population in all the
age categories30.

In the context of these population changes, it is useful, even if the characterisation is not
totally accurate, to think of the future human life cycle as being in four (approximately)
equal parts of about 20 years each. In the first part, the child is socialised into the culture
by one or more parents and, increasingly, by the education system. In the second part, the
young adult joins the work force and forms an intimate relationship with one (or over
time more than one) person. It is at this time that children of this union are born, though
increasingly parents are delaying these births and limiting their number. In the third
phase, the adult is in middle age, the children are growing (or have grown) up. For many
there is now an ‘empty nest’, with all its attendant changes. This is also the time when
careers of the couple are reaching their peak and when work commitments may be
emphasised. In the final 20 years, the adult has ceased or is planning to cease
employment. At this time, issues of family life, recreation and health become important as
work life, for most, has ceased.

While the above population changes point to a future somewhat different from the one
most people currently experience, we are nevertheless presently experiencing the
transition to this society. These changes are perhaps most evident in the areas of work,
leisure and family life. Changes in work and family life, in turn, have profound
consequences for the mental problems and the mental health needs of the population.

Changes in patterns of work and employment
There are three key features of the way employment patterns have changed which have
particular significance for the mental health of older workers. First, the type of work
available has changed. Automation and restructuring have led to a decline in the number
of jobs in manufacturing and other industries. Employment increases are evident only in
certain areas (e.g., computing and computing equipment and sales). Where there are
employment opportunities, they tend to be for more skilled workers typically different
from those who have been displaced.

Second, there has been a consistent trend for women to enter the work force sometimes
before, as well as shortly after, giving birth. Women’s employment participation rates
have been increasing while male participation rates, particularly in the older worker age
categories (56 yrs+), have been decreasing. Associated with the increase in work
participation rates evident for women, there has been an increase in part-time
employment, presumably at the expense of full-time positions. Employers are here
aiming to control costs by hiring less expensive and less permanent employees.

Third, the two most recent economic recessions (1982-3 and 1991-2) have had a
disproportionate impact on the long-term unemployment rates (those unemployed for 52
weeks or longer). After the 1982-3 recession, about 100,000 people were added to the
long-term unemployed lists and it took about six years before the long-term
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unemployment rate returned to previous levels31. However, there has been, since 1989, a
continuing increase in long-term unemployment which shows no sign of diminishing. By
August 1993, we note  337,700 Australians are long-term unemployed, comprising more
than one third of all unemployed people32. This compares with fewer than 100,000 people
in 1981, and a few more than 100,000 in 1988-931. If we take 1973 as the base year, then by
1993, while the overall number of unemployed had increased by almost nine times, the
number of long-term unemployed had increased by almost 90 times32.

Long-term unemployment has disproportionately impacted upon males. In August 1993,
66.7 per cent of the long-term unemployed were male, compared with their 58.1 per cent
of the labour force31. Since 1990, males have comprised both a larger component of the
unemployed and the long-term unemployed. A major feature of the male-female
comparison in long-term unemployment has been the high male long-term
unemployment rate after 55 years of age and the decline in male employment
participation once this age is reached (substantial declines in female participation rates
from this age are also evident). Summarising the key changes, it appears that the 1991-2
recession has driven many men into long-term unemployment and for those over 45
years of age, once unemployed, the majority become long-term unemployed. By contrast,
there is no age category in which the majority of unemployed women become categorised
as long-term unemployed32.

Changes in family structure and functioning
Durkheim, long ago, noted the critical influence on the family of the mental health of its
members33. Durkheim pointed to the higher suicide rates of single people compared with
married people, and those families without children compared with those with children.
He argued that the common factor to these findings was the extent to which a person was
enmeshed in a social network.

Whatever reservations one might have about the detailed analysis presented by
Durkheim, it is clear that his data (now some 90 years later) and his analyses continue to
at least partly account for not only suicide rates but also for some types of mental
disorder. It has become clear the emotional (and associated) support associated with
successful marriages is an important factor in understanding the physical and emotional
health of men and women. Stronger social bonds are associated with reduced morbidity,
fewer symptoms of mental disorder and a reduced mortality rate. Such ‘successful’
marriages are also more likely to produce offspring with fewer behavioural and
psychiatric problems.

It is consequently of some importance that we are living in a period when the character of
families has been changing and when there have been extensive changes in the duration
and likely depth of bonds which characterise families. While men and women have both
experienced these changes, their impact on men is of particular concern in this instance.

Marriage has been a popular institution for women for as long as Australian statistics
have been available, but it has steadily increased in popularity for men. This increasing
marriage rate for men is partly attributable to a 19th century excess of males over females
and to the poor economic circumstances which prevailed earlier this century (Table 3)34.
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Table 3. Per cent of persons aged 45-59 who never married

Year Males  Females

1881 24 5

1901 22 9

1921 19 15

1947 13 13

1961 10 9

1971 9 6

1981 8 4

Despite the fact that first-time marriage for men is much more common now than
previously, the divorce rate has increased far more rapidly than has the marriage rate. In
the late 1960s, around 1 in 13 marriages and in the mid 1980s about 1 in 5 marriages
ended in divorce35. If we look to the United States and some European countries to
identify the likely trend for Australia, about half of marriages are likely to end in divorce
by the end of this century36.

Increasingly, and perhaps with some understanding of the above pattern of marital
dissolution, couples are choosing to live together before a formal marriage. In Sweden,
more than 90 per cent of women cohabit before marriage, in the United States about 50
per cent36 and in Australia, data for 1992 indicate that well over 50 per cent of marriages
involve a prior period of cohabitation37.

Interestingly, people who cohabit before marriage or who have been married before their
current marriage are more, rather than less, likely to experience a marital break-up35. It
appears that marriage is increasingly perceived as an institution which continues only as
long as it meets the needs of its participants. Experience living with another previous
partner may increase the desire to find a more congenial partner if the present marital
circumstances are perceived as less than ideal. Further, whatever the emotional and other
costs associated with a breakdown of one’s marital relationship, those who have paid this
price appear more rather than less willing to do so again if their current relationship fails
to meet their perceived needs.

Changes within the family
It appears clear that people’s expectations of their partners are different from, and in
many respects greater than, previously. Much of the popularity and stability of the family
has been attributed to the view that it served key functions in society, including:

• regulation and legitimisation of sex and reproduction;

• organisation and provision of housing, food and clothing;

• education and socialisation, i.e., initiation of children into society; and

• support for young, sick and aged.

These functions have, in contemporary society, been partly taken over by the health,
education and welfare systems. The women’s movement has also been part of the change
process. Increasingly, women have demanded the right of equal access to employment
and to careers and have sought greater male participation in home activities and child
care. While such participation has been limited, it nevertheless has led to changes in the
kinds of relationships which characterise marriage.

Little has been written about how the above changes have been experienced by men and
the consequences of such changes for male mental health. While the impact of some of
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these changes remains a matter of informed speculation, the male experience of changes
in marriage and family formation warrants some consideration.

First, it could be argued that males now have less access to a loyal and caring servant (the
wife); someone who has, at earlier times, been available to provide a wide variety of
physical and emotional services. Second, there has been a loss of companionship,
particularly when both partners are employed. Third, men have had to increasingly
accept that their career aspirations may need to be modified to accommodate a fairer
sharing of household and child-care duties. Fourth, there has been increasing pressure on
men to meet not only their own sexual needs, but those of their partners as well. With
increasing discussion of the rights of women to sexual fulfilment, there is pressure on
men to meet what, in corporate context, might be described as minimum quality
standards. Finally, there is the growing recognition that men no longer control their
marriages and that women have the capacity to leave them with a high likelihood that
courts will award child custody to the mother if the issue arises.

The recognition that men have had to accept a decrease in their power and control in
marriage, should not be taken to suggest that such a decrease is other than appropriate
and just. Rather it is to acknowledge that such a decrease is likely to create demands on
men which are likely to have a negative impact on their mental health.

In any event, the impact of changes in the durability of marriage, as well as the increasing
demands upon men and marriage, allied with changing expectations of marriage as an
institution, has led to major consequences not only for parents but also for children.
Parents may not only be less willing to invest time in child rearing, but appear more
willing to abandon their children together.

Conclusion
Many of the distinctions which are made in relation to mental disorders, on the one hand
distinguishing them from physical illness, on the other making clear distinctions between
types of mental disorder, fail to recognise the connections between the phenomena
involved. Indeed, it appears that the generally used definitions of mental disorder have
been selective and failed to acknowledge what appear to be similar rates of mental
disorder experienced by both men and women. Of course the way males give expression
to their mental disorders, by using addictive substances and through aggressive
behaviours is one difference between them and females. It is salutary to note that male
expression of mental disorder more often lead to fatal consequences as, for example,
shown by their higher rates of suicide and rates of heart disease and cancer death, the
latter associated with higher levels of cigarette consumption.

While biology may render some vulnerable to mental disorder, it is a range of events and
experiences (e.g., unemployment, marital problems) which precipitate particular forms of
mental disorder. Further, it appears that there are a number of ongoing economic, social
and demographic changes which are precipitating mental disorders within the
community generally. We have limited ourselves to considering those changes which
appear to disproportionately impact on men.

These include:

• increasing rates of unemployment and particularly long-term unemployment,
disproportionately impacting on men. There are many mental and physical health
consequences of these patterns of unemployment;

• changes within the family leading to the erosion of male patriarchy and requiring
men to give up some of their power and dominance;

• changes in family life such that marriage is a more flexible institution, with
increasing proportions of the population experiencing marital changes. Such changes
are associated with a wide range of marital and physical health problems; and
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• an apparent increase in the rate at which children are abandoned by parents, with a
disproportionate number of these being boys.

It makes considerable sense, then, to think of mental disorder as created by the prevalent
social structures. Many of the changes in social structure are a consequence of economic
and technological change and there is no real prospect of health concerns influencing the
pace or direction of this change. It remains then for health care providers to understand
this process and to develop programs and policies which anticipate and ameliorate the
consequences of these changes. Such programs will need to go beyond clinical therapy to
the development of new structural forms of care and social organisation.
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Childhood mental health problems

M. G. Sawyer

Research and Evaluation Unit
Women’s and Children’s Hospital

Adelaide

Introduction
The mental health problems of boys pose a significant public health problem in
Australia. A high percentage of boys experience mental health problems, boys more
frequently attend mental health clinics than girls, and boys are much more frequently
remanded in custody than girls1,2,3,4. A range of severe mental health disorders such as
childhood autism are also more frequently experienced by boys5.

This chapter presents a selected review of literature relevant to the mental health
problems experienced by boys. Three issues are examined: (i) the nature of mental health
problems experienced by boys, (ii) the prevalence and distribution of childhood mental
health problems, and (iii) possible risk factors for childhood mental health problems. The
final section of the chapter discusses policy implications arising from these issues.

Two caveats should be noted when reading this chapter. First, consistent with the focus of
this monograph, the chapter emphasises the problems experienced by boys and only
limited attention is given to problems experienced more often by girls. An earlier
NH&MRC monograph specifically addressed the problems of girls and several previous
publications have compared the nature and prevalence of mental health problems
experienced by boys and girls6,7,8. Second, the focus of the chapter is on providing a broad
overview of the mental health problems experienced by boys. In light of this, it is not
possible to examine many important issues relevant to specific populations such as the
mental health problems of Aboriginal children, children living in non-English-speaking
families or homeless children.

For brevity, the term ‘childhood’ is used throughout the chapter. However, in many areas
this also encompasses the problems of adolescents.

The nature of mental health problems
experienced by boys
An important consideration in any discussion about childhood mental health problems is
the lack of a sharp boundary between what is considered normal and abnormal
childhood behaviour. This makes it more difficult to reach agreement about which
behaviours should be considered age or sex inappropriate among children than among
adults. This difficulty is made greater by a lack of agreement between different
professional groups about the nature of the problems which should be encompassed by
the term ‘mental health problems’9.

In general, there are two broad groups of mental health problems. The first group is
labelled behavioural or externalising problems. This group is comprised of problems
which are associated with aggressive, antisocial or undercontrolled behaviour. The
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second group is labelled emotional or internalising problems and is comprised of
problems which are associated with fearful, anxious or overcontrolled behaviour10. In
addition to these two broad groups of childhood problems, there are a range of less
common childhood disorders such as eating disorders and pervasive development
disorders.

The three case studies described below highlight the range of mental health problems
which are experienced by boys:

Case study 1
John is a 14-year-old boy who is constantly disruptive in class. John’s parents
report that he was always impulsive and difficult to manage at home. He had
difficulty with his academic work while attending primary school and was given
remedial help. There is a long history of marital problems in John’s family and
on one occasion the parents separated for a brief period. John’s father was
described as a ‘heavy drinker’ who had ‘problems’ during his childhood. John
was recently cautioned by the police after becoming involved in a fight with
another adolescent. The principal at John’s school has indicated that John will be
suspended from school if he continues his disruptive behaviour.

Boys more commonly experience conduct disorders than girls and there is often a history
of family problems or difficulties with school work. 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
families11,12. Unfortunately, the outcome for children with conduct disorders is often poor
and progress in developing effective treatment programs has been slow11,13.

Case study 2
Alan is an eight-year-old boy who often complains of headaches or stomach
aches and does not want to go to school. Alan has missed several days at school
during the past term because of various illnesses and this has adversely affected
his school work. Alan is a timid and fearful child who has difficulty making
friends and has been teased by other children in his class. He reported that he is
often anxious when separated from his mother. Alan’s parents and teachers were
not aware that he was anxious when at school and away from his mother.

Childhood emotional disorders encompass a range of problems but generally include
increased anxiety, sadness, and difficulties with peer relationships14,15. These problems can
significantly hinder children’s academic progress. While children with emotional
problems generally have a better outcome than those with antisocial behavioural
problems, they have an increased risk of developing a range of adult mental health
problems14. A difficulty in providing help for children with emotional problems is that
their difficulties may not be recognised by parents and teachers16. This is important
because referral to mental health services is generally initiated by parents or teachers. As
a result, it is possible that children with internalising problems will less often be
identified and referred for help.

Case study 3
James is a five-year-old boy who was referred to a child development unit
because he has markedly delayed speech development and poor relationships
with other children. James avoids eye contact and shows little emotional warmth
in relationships with other family members. At home, James readily becomes
upset if his routine is disrupted and he spends long periods of time playing
aimlessly with toys alone in his room. James’s parents report that his behaviour
is difficult to manage and is a source of great stress for their family.

Childhood autism is a severe developmental disorder which is more frequent among
boys than girls. The disorder has a male-to-female sex ratio of about 3 to 1 and a
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prevalence of about 4 per 10,000 children in the community5. Children with autism
typically have severe difficulties with social relationships, experience difficulties with
their speech and language development, and often exhibit a range of strange or unusual
behaviours. Most children with autism continue to experience significant problems
throughout their life and require close supervision and support in their adulthood2,5.
While early research suggested that problems in child-parent relationships were an
important cause of childhood autism, it now seems more likely that underlying biological
problems are responsible for the onset of the disorder in children.

These case studies highlight the diversity of mental health problems experienced by boys.
In addition to these examples, boys are at increased risk for a range of other social and
mental health problems including hyperactivity, substance abuse and homelessness.
Concern has also been expressed about the tendency for research investigating the impact
of sexual abuse on boys to have lagged behind that of girls17. These problems all impose a
significant burden of suffering on boys, their families and their communities.

Prevalence and distribution of mental health problems
Overseas, several large-scale studies have investigated the prevalence of childhood
mental health problems18,19,20,21. A good example is the Ontario Child Health Study18, which
investigated the prevalence of externalising and internalising disorders among 4-16 year
old children in Ontario. The disorders studied were Conduct Disorder, Hyperactivity,
Emotional Disorder, and Somatisation. Overall, the prevalence of one or more of these
disorders was 18 per cent among children in the community. However, there were
substantial differences in the prevalence of disorders among boys and girls in the study.
In particular, boys showed a higher prevalence of the two externalising disorders
evaluated in the study. Thus, overall, the prevalence of Conduct Disorder was 8 per cent
among boys and 3 per cent among girls and the prevalence of Hyperactivity was 9 per
cent among boys and 3 per cent among girls. A different pattern of results was found
with the two internalising disorders. Among the younger children the prevalence of
Emotional Disorders was 10 per cent for boys and girls while among the 12-16 year old
children it was 5 per cent for boys and 14 per cent for girls. Similarly, among 12-16 year
old children, the prevalence rate for Somatisation was 5 per cent among boys and 11 per
cent among girls. Among the younger children, Somatisation Disorder was too rare to
produce reliable prevalence estimates.

In New Zealand, two ongoing prospective studies have described the prevalence of
mental health problems among children in Dunedin and Christchurch22,23,24. In one of
these reports, Anderson et al22 examined the prevalence of mental health disorders among
792 11-year-old children who were in an ongoing study of child development in Dunedin.
The prevalence of mental health disorders among the group was 18 per cent, with boys
having a higher prevalence of disorders than girls. The overall sex ratio of boys to girls
was 2 to 1. Consistent with the results from the study by Offord et al18, a higher
prevalence of externalising problems was identified among boys.

In Australia there have been several studies which have investigated the prevalence of
childhood mental health problems. One of the first studies investigated the prevalence of
mental health disorders among children and adolescents in Heyfield, Victoria, in the
course of a broader study of the health of the town’s population25. The study reported
that 11 per cent of children and 18 per cent of the adolescents had a mental health
disorder. The rates for younger boys and girls were not reported separately, but there was
little difference in the rates which were reported for male and female adolescents. A
further study of children and adolescents in Canberra reported that younger boys were
twice as likely to be rated as disturbed as girls. However, this pattern gradually changed
after the age of eight years with rates initially becoming similar across the two sexes and
the prevalences then becoming higher among girls than among boys26,27. More recently,
Connell investigated the prevalence of mental health disorders among 10-11-year-old
children in urban, metropolitan and rural Queensland28,29. The prevalence of disorders

RESCINDED



2 4

across all the regions was 14 per cent, with 7 per cent of children being diagnosed as
having emotional disorders and 7 per cent having conduct disorders.

Information about the sociodemographic distribution of mental health problems has been
reported in two Australian studies. Connell28,29 reported a higher prevalence of problems
among children in metropolitan and urban regions, with 18 per cent of children in the
metropolitan region being diagnosed as having a mental health disorder, 15 per cent in
the urban region and 10 per cent in the rural region. The pattern appeared to be similar
for boys and girls, although the specific prevalences of disorders among children of
different gender in the regions was not reported. Information about the distribution of
mental health problems among boys was also reported in a study of 10-11-year-old and
14-15-year-old children in Adelaide30. In this study there was a consistent pattern of
higher prevalence rates among boys attending the lowest socio-economic class schools.
The study also reported that only a small proportion of boys and girls with mental health
problems received help for their problems.

In summary, while the prevalence of childhood mental health problems identified in
different studies has varied, Gould et al31 have suggested that the overall prevalence is
unlikely to be less than 12 per cent. As well, Gould et al noted that the rate of
maladjustment for boys exceeded that for girls in 22 of 25 British and American studies
which published the rates for boys and girls. The median ratio of male:female disorders
in these studies was about 2:131. In general, this reflects a pattern of younger boys having
a higher prevalence of mental health problems than girls, primarily due to the higher
prevalence of externalising disorders experienced by boys. During adolescence, males
experience fewer internalising disorders than females. As a result, the difference in the
prevalence of mental health problems between adolescents of different gender is less than
that which occurs in younger children. These issues are complex, however, and a recent
study has reported the prevalences of several mental health disorders among children of
different age and gender. In this study, the size of the difference in the prevalence rates
for boys and girls varied substantially for different disorders among children of different
age21.

Risk factors
During the past 20 years, numerous studies have investigated risk factors which are
important in the onset of childhood mental health problems32,33,34,35,36.

Three broad groups of factors are discussed in this section: (i) family factors, (ii) social
factors and (iii) school factors. In each area, the emphasis is on risk factors for
externalising problems as these are the problems more commonly experienced by boys.
For brevity, genetic factors which may influence childhood mental health problems are
not discussed. Recent reviews of genetic factors are available and these reviews suggest
that genetic factors are a substantial contributor to several childhood mental health
disorders37,38.

Family factors
Several aspects of family functioning have been identified as risk factors for conduct
disorders or delinquency32,33,39. First, the presence of family discord has repeatedly been
found to be a risk factor for conduct disorder33. Second, the use of ineffective approaches
to manage children’s behaviour is a risk factor for conduct disorders. In particular,
Patterson39 has suggested that a lack of house rules, parental monitoring of children’s
behaviour, effective contingencies to manage children’s behaviour and techniques for
dealing with family difficulties are important risk factors. Third, criminal behaviour or
alcoholism in the parents greatly increases the risk of conduct disorder for children33. It
appears that the risk is particularly strong if a mother is affected, but this may be due to
the influence of partner selection whereby a high proportion of mothers with these
problems select a male with similar problems to be their partner.
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Social factors
Several social factors have been linked to childhood mental health problems. These
include differences in social class, ethnic class, immigrant status, and geographic
region34,35,36.

Offord noted that the two dimensions of social class which have received the greatest
attention are the economic dimension and the prestige dimension36. The economic
dimension is measured by level of family income or by a combination of variables
measuring family adversity while the prestige dimension is based on occupational status.
There is considerable evidence that there is a strong relationship between economic
disadvantage and child mental health problems but only a weak relationship between
occupational status and child mental health problems36. For example, in the Ontario Child
Health Study, low income, receiving welfare benefits and living in subsidised housing
were all associated with a higher prevalence of childhood mental health problems.
Similarly, Anderson et al35 reported that there is a higher prevalence of children with
conduct disorders living in families which are experiencing significant disadvantage in
New Zealand.

It is important to note that most of the evidence suggests that the relationship between
childhood mental health problems and economic disadvantage is mediated by family
factors or childhood factors which are associated with economic disadvantage, rather
than by the economic disadvantage itself36. In other words, because economically
disadvantaged families experience more family discord or parental criminal behaviour
there are more children with mental health problems in disadvantaged families.

School factors
As noted by Offord36, when discussing possible influences of the school environment on
child and adolescent mental health, three issues must be considered. First, what is the
evidence that schools can influence the prevalence of mental health problems among
children? Second, what are the processes by which schools influence children? Third,
what is the evidence that schools can be changed to benefit their students? These issues
have been the subject of several review articles and books40,41,42,43.

One of the most comprehensive studies investigating the influence of schools on children
was conducted in England42. The study found that differences in the school environment
did appear to have an influence on delinquency, attendance at school, behaviour at
school, and public examination results. The study also identified several features which
appeared to have a beneficial influence on these outcomes. These features included: (i)
the ample use of rewards and praise, (ii) the availability of a pleasant and comfortable
working environment, (iii) the opportunity for children to take responsibility and
participate in the running of the school, (iv) an appropriate emphasis on academic
matters in the school, (v) positive modelling of behaviour by teachers, (vi) good
classroom management skills exhibited by teachers, and (vii) good agreement among
staff about the curriculum and approaches to discipline. Features which did not appear to
have a major influence on these outcomes included pupil-teacher ratio, class size, and the
use of punishment as a disciplinary measure42.

There are, however, limitations to the studies which have investigated the influence of
schools on children’s development. In particular, the number of schools included in the
studies has generally been small and the analysis of the results of the studies is complex
because of the need to take into account differences in the intake of students into each
school36. It also seems likely that the environment in schools is not stable but may vary
from year to year making it difficult to study the effect of particular features over a
prolonged period of time. Despite these limitations, Rutter39,40 has argued that there is
now strong evidence suggesting a causal relationship between school processes and
children’s achievements.
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Policy implications
The material presented in this chapter has several policy implications:

1. The high prevalence of mental health problems experienced by boys poses a major
public health problem for Australia. These problems impose a severe burden of
suffering on the children, their families and their communities. Progress to develop
interventions which have the capacity to help the large number of children with
problems has been slow. There is an enormous need to develop effective
interventions which can provide help for children and adolescents with mental
health problems.

2. The provision of economic support alone is unlikely to decrease the incidence and
prevalence of childhood mental health problems because these problems are
generally mediated by other factors such as family discord or poor parent-child
management skills. It is important that preventive and treatment programs address
risk factors which have a known association with childhood mental health problems.

3. Only a small proportion of children with mental health problems receive specialised
help for their problems30. Furthermore, the limited number of trained clinicians
available to help children with mental health problems makes it unlikely that
specialised treatment services will be able to provide effective help for the majority
of children with these problems. In light of this, it is imperative that new
community-wide interventions which have the potential to decrease the incidence
and prevalence of childhood mental health problems be developed and evaluated.

4. A large proportion of children and adolescents attend general practitioners26 and
virtually all children regularly attend school until early adolescence. Interventions
delivered in collaboration with general practitioners or schools have the potential to
reach large numbers of children and adolescents with mental health problems. There
is a great need to develop and evaluate such interventions.

5. There is little research in Australia which focuses on the identification and
evaluation of interventions which may decrease the incidence and prevalence of
childhood mental health problems. This greatly decreases the likelihood that
effective new preventative or treatment programs will be developed. There is a great
need to encourage the development of researchers in Australia who have the skills to
develop and evaluate new interventions.
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Introduction
Each year in Australia, more than 2000 people commit suicide. The ratio of males to
females over the past 100 years has varied between 2.2 and 5.4 males to one female, and
in the years 1991 and 1992 there were 1847 and 1820 males respectively, compared with
513 and 474 females.

These numbers represent the equivalent of the population of a small country town being
lost by suicide each year and, in terms of the impact on the community as a whole, it is
far greater than much more publicised events such as natural disasters. It has been
estimated that the direct financial cost to the community in terms of productive life-years
lost is $40 million a year in Queensland alone, and when extrapolated Australia wide it is
clear that Australia’s financial burden due to suicide would be of the order of $200
million each year. This figure does not allow for the emotional cost which is borne by the
survivors of those who have committed suicide, or for the additional costs associated
with attempted suicide.

The suicide rate in Australia over the past 100 years has remained remarkably constant
overall. Australia is in the mid range of rates for suicide with the overall rate being about
12 per 100,000 per year, with that for men being about 20 per 100,000. Countries such as
Ireland, Malta and Egypt are at the low end of the spectrum with reported overall rates
below 10 suicides per 100,000 population, whereas countries with the greatest overall
rates, greater than 25 per 100,000, are Finland, Austria, Czechoslovakia and Hungary.

Although the suicide rate over the past 100 years has been relatively stable, there have
been marked variations with the male rate peaking at 24 per 100,000 at the height of the
Great Depression in 1930 and the lowest recorded rate 10.6 per 100,000 in 1945 (Table 1).
Such findings lend themselves readily to sociological interpretation of the effects of the
Depression producing the high rate in 1930, and the effect of war producing social
cohesion with a common external enemy, with a resultant low rate of suicide in 1945.
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Table 1. Male suicide in Australia 1885–1992

Year Males Females Male: Female Male rate
per 100␣000

1885 222 41 5.4 15.5

1900 343 78 4.4 17.4

1915 537 122 4.4 20.9

1930 791 152 5.2 24.0

1945 394 173 2.3 10.6

1960 778 314 2.5 15.0

1975 1050 478 2.2 15.1

1990 1735 426 4.1 20.3

1992 1820 474 3.8 21.5

In addition to the fluctuations over the years, there have been marked fluctuations in
different age groups. Table 2 shows the male suicide rates for four different time periods
and it is evident that there has been an increase in suicide in men under the age of 30
years. The greatest increase has been for adolescents, where in contrast to there being no
increase in suicide rate for females, the rate for male teenagers has increased threefold.
This appears to be a genuine increase, and it is strongly associated with alcohol and other
substance abuse.

In contrast to the increase in young males, there has been a reduction in suicide rate in the
older age groups1. This reduction appears to have emerged over the past 30 years, and it
is tempting to attribute it to the better recognition and treatment of mental disorders in
the elderly, although if that were the case, one would have expected a more definite
decrease in suicide in older women than has occurred.

Table 2. Male suicide rates per 100 000 in Australia for different ages
for four different time periods.

Age 1891-1910 1964 1986 1990

0-14 0.5 0.2 0.6 0.3

15-19 3.2 5.8 13.2 17.8

20-24 11.9 16.3 29.2 36.1

25-29 19.0 19.4 28.6 32.8

30-34 23.5 29.1 28.0 25.1

35-39 30.9 26.3 21.7 26.1

40-44 36.1 34.6 25.8 25.1

45-49 46.1 33.5 22.6 20.8

50-54 55.9 38.4 23.6 22.1

55-59 56.9 34.6 25.5 27.7

60-64 63.7 39.7 23.6 22.9

65-69 56.0 39.7 23.3 25.1

70-74 57.3 36.7 32.0 27.7

75+ 49.1 40.0 36.7 31.8
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Although even the above figures illustrate the magnitude of the problem, experts in the
field generally agree that official statistics of suicidal behaviour almost certainly
understate the problem. Estimates of under-reporting have varied up to 80 per cent2, and
it is reasonable to assume that the number of men committing suicide in our society is at
least half as many again as recorded in the official statistics. Indeed, suicide among men
is a major public health problem.

Causes of suicide
There is no single cause of suicide and the study of suicidal behaviour is an area in which
many disciplines have contributed to our understanding3.

Mental disorders
Several studies have demonstrated consistently that mental disorders were present in
more than 90 per cent of people who committed suicide4. This is so not only for adults but
also for children and adolescents5. People with mental disorders have about a 10 times
greater risk of suicide than the general population and the degree of this risk depends on
the nature of the disorder and its severity. For example, those with severe psychotic
illnesses with tormenting delusions and hallucinations when combined with feelings of
hopelessness are particularly at risk for suicide.

Depressive conditions are the most common and as many as 15 per cent of those afflicted
with major affective disorders will eventually die by suicide. Schizophrenia has a high
rate of suicide, with up to 10 per cent of sufferers dying in this manner. Alcohol and other
drug dependence is also associated with a greater risk of suicide.

Research examining the link between mental disorders and suicide has demonstrated a
decreased level of 5-hydroxy-indole-acetic acid, a metabolite of the neurotransmitter
serotonin, in the cerebro-spinal fluid of those who commit suicide or who attempt suicide
by violent methods6. It has been suggested that this could be important in evaluating
suicide risk, but at present it is not clinically feasible to carry out such investigations.

Interpersonal rejection is more often than not the final precipitant to suicide. Traditional
psychoanalytic concepts such as suicide being ‘murder in the 180th degree’ or that
nobody kills himself unless he has been wished dead by another are useful clinical
aphorisms to bear in mind in the assessment of individual subjects. Anniversaries of
deaths, birthdays, separations and divorces can herald a particular danger time for those
with suicidal impulses, 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
That social factors are important is evident from the fluctuations in rates and their clear-
cut association with major world events such as the Great Depression and the Second
World War. Other factors such as unemployment have been said to have contributed to
the increase in suicide in young men, but young women have not been spared
unemployment and there has been no corresponding increase in suicide for them.
However, it is possible that the impact of unemployment may be greater on young men
who traditionally, particularly in Australia, have seen themselves in the ‘masculine role’
of provider. It is also possible that the blurring of traditional roles which has occurred
with the women’s movement may have contributed to social pressures on men which
were not evident 30 years ago1.

The possibility that homosexuality may be associated specifically with suicidal behaviour
has been examined in two large cohorts of those who have committed suicide, but there is
no evidence to suggest that that is so7,8. Indeed, Shaffer concluded that ‘it should be re-
assuring that the painful experience of establishing gay orientation does not lead
disproportionately to suicide’8.
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The issue of imitation or ‘copy-cat’ suicide has also been addressed in the past 10 years,
particularly in the young, and there are now data which confirm that this is a factor,
although it probably operates in only a very small proportion of those who commit
suicide.

Availability of method
The availability of method has also received widespread publicity, particularly in relation
to the more strict regulation of firearms. There are studies which demonstrate that
restricting one method of suicide may result in a fall in suicide rates, although that fall
may not be sustained. Australian work in the late 1960s indicated that stricter regulations
on the prescribing of barbiturate hypnotics and the blister packaging of medications may
have had an impact on the suicide rate9, particularly for women, who traditionally chose
drug overdose as a method of suicide. There has also been a direct correlation between a
reduction of suicide in Britain with the introduction of North Sea gas rather than coal gas,
and that is particularly pertinent as death by gas was a common form of suicide in
Britain. In fact, the method of suicide is often peculiar to individual countries and the
reduction of suicide rate in Britain was not accompanied by a similar reduction in some
European countries who also changed to North Sea gas. However, those countries had
methods of suicide which were traditionally hanging or death by drowning, rather than
death by gas. In Australia, the use of firearms is particularly prevalent in male suicide
and it has been argued strongly that there should be stricter gun laws. Scientific data
supporting such a move is equivocal, but probably sufficient to offer support to
legislative changes10.

It is evident that there is no simple cause of suicide. Having a mental disorder is probably
a necessary condition for suicide to occur, but it is not a sufficient explanation and many
other factors can augment or attenuate the risk of suicide.

A vignette of the person who is most likely to commit suicide is that of 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.

Prediction of suicide
Although a considerable body of knowledge has emerged about factors associated with
suicide, the dilemma remains that although each suicide has a profound impact on
immediate family and friends, in the overall community context it is an infrequent event,
or in technical terms, it has a low base rate. Furthermore, the risk factors are relatively
non-specific. This is despite the fact that careful examination of psychological issues in
coroners’ records (the psychological autopsy) usually provides a clarity of explanation
about individuals who commit suicide which makes one wonder how it was not
prevented. However, even using the most sophisticated of statistical techniques applied
to the well recognised (but non-specific) risk factors, the fact remains that the infrequent
nature (low base rate) of suicide precludes any useful application of a rule of thumb/
questionnaire basis of predicting just who will commit suicide11.

Prevention of suicide
Just as attempts to predict who exactly will commit suicide have proven to be beyond our
present capabilities, so too the literature on the prevention of suicide has given no
grounds for complacency12. Indeed, it is fair to note that although some research has
suggested that an impact on suicide rates over a limited period of time can be made,

RESCINDED



3 3

long-term follow up studies have not demonstrated a sustained reduction in suicide rates
for any therapeutic interventions. That is not to say that the lives of individual people
have not been saved by appropriate treatment and intervention. For example, promising
work about the long-term impact of treatments such as Lithium in depressive conditions
has emerged.

Some countries such as Finland have developed concerted programs to vigorously
address mental disorders and social factors which are known to be associated with
suicide, and they have set targets of, for example, a reduction of suicide rate by 20 per
cent by the year 2000. However, few countries have committed themselves to such a task
and it is sobering to note that in Scotland the Chief Medical Officer, a distinguished
psychiatrist, Professor Robert Kendell, has deliberately chosen not to set any targets for
the reduction of suicide in Scotland as he believes that they are almost certainly not
achievable. While those committed to the field of suicidal behaviour might perceive
Kendell’s view as being pessimistic, the reality is that there is little hard scientific data to
demonstrate the effectiveness of any specific suicide prevention programs.

Despite this degree of pessimism, it seems logical to pursue the optimum treatment of
mental disorders, as the mortality data for major affective disorders and schizophrenia
should be influenced by more comprehensive treatment programs. There is equivocal
evidence from Sweden that education programs aimed at GPs recognising and treating
depressive illness can influence rates of absence from the work place and hospitalisation
due to depression, as well as the mortality by suicide13, and a long-term study of the
effect of Lithium in the control of depressive conditions, with a resultant decrease in
suicide, also shows promise14. There is also work demonstrating the potential
effectiveness of a cognitive behavioural therapy approach, although the majority of that
work has been done with young women who have borderline personality disorders,
rather than with the more high-risk groups of men with other mental disorders12. It is fair
to add that administrative issues such as the closure of psychiatric hospitals could also be
playing a role in the changing pattern of suicide. Thus it is possible that some young men
with mental disorders no longer have the safety or asylum which can be provided by
longer term hospitalisation.

Impact of suicide
In addition to the economic loss to the community because of premature death, there is a
considerable emotional impact upon those who are bereaved through suicide. Death by
suicide is perceived differently by the community, and feelings of guilt and shame
predominate. Self-help organisations have been established to alleviate this morbidity15.

Policy implications
In the absence of a clear understanding of why there have been fluctuations in the suicide
rate and a lack of demonstrated effectiveness of any particular intervention programs, it
can be seen that caution must be exercised in advocating any specific policy initiatives to
governments. The unfortunate reality is that we do not have as much knowledge about
suicide in men as could sometimes be inferred from sweeping statements in the popular
media.

It is particularly important to note that although suicide is a dramatic event and has a
significant impact on those in the immediate environment, it is still an infrequent event
with a low base rate. Although it is tempting to inject considerable resources into areas of
apparent immediate need, taken in the overall context there is often little scientific merit
in some initiatives which at times appear to have been introduced for political
expediency rather than being based on any rational allocation of resources with the hope
of demonstrating the effectiveness of any intervention. This could be seen as a somewhat
jaundiced view by some, but it is harsh reality. Indeed, probably the most important task
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for researchers in Australia is to coordinate data and to ensure that information which has
been gleaned so far is disseminated not only to clinicians in the field, but also to the
community in general.

It is self evident that access to good community services may be of assistance3, and it
could be argued that young men, in whom there has been the greatest increase in suicide,
should be targeted in particular. That mental disorders, particularly depression, afflict the
young, and that treatments are available, is not generally recognised in the community.
Education programs about alcohol and drug abuse, and legislation about firearms and
car exhausts could also have an impact.

Summary
Suicide is a major public health problem in Australia and most of those who die in this
manner are men. Although certain sociodemographic and clinical features are associated
with suicide, they are relatively non-specific and we are unable to predict which
individuals will commit suicide. Furthermore, we are not in a position to unequivocally
recommend specific treatments. Therefore we 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.
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Introduction
Substance abuse and dependence are predominantly masculine forms of mental disorder
in most western European societies1. Substance abuse disorders comprise the most
common form of mental disorder experienced by men, and males comprise the
overwhelming majority of persons who abuse and become dependent on alcohol and
other psychoactive drugs, such as cannabis, heroin, and cocaine.

Substance abuse disorders (which include abuse and dependence) typically involve
impaired control over the use of psychoactive substances such as alcohol, cannabis or
heroin. Obtaining, using and recovering from the use of the drug consumes a
disproportionate amount of the user’s time, and users continue to use the substance in
the face of problems that they know it causes. Substance abusers typically become
tolerant to the effects of their preferred drugs, requiring larger doses to achieve the
desired psychological effect, and abrupt cessation of use often produces a withdrawal
syndrome. Many substance abusers experience other psychological and physical health
problems, and their drug use often adversely affects the lives of their spouses, children
and other family members, friends and workmates.

This chapter describes what can be reasonably inferred about the prevalence and patterns
of substance abuse and dependence among Australian men. The focus is primarily on the
abuse of alcohol and illicit drugs (amphetamines, cannabis and heroin) because these are
the most widely abused psychoactive drugs in Australia2,3. Newer patterns of illicit drug
use, such as the non-medical use of benzodiazepines and, more recently, steroids, are not
covered in this review because of the absence of data on their prevalence and patterns of
use. Nicotine dependence is excluded because it is more purely a physical than a mental
health problem and the male preponderance in nicotine dependence has all but
disappeared3.

Alcohol dependence
In the view of many health professionals, ‘alcoholism’ is a relatively rare disorder that has
a poor outcome: few alcoholics become abstinent, and many die from the medical
complications of their alcohol abuse. Recent American research using standardised
definitions of alcohol abuse and dependence to estimate the proportion of persons with
these disorders in a random sample of the community has challenged the optimistic
assumption that alcoholism is a rare disorder and the pessimistic assumption that its
outcome is always poor.

The Epidemiologic Catchment Area (ECA) study involved personal interviews with
20␣000 Americans in Baltimore, Maryland; Los Angeles, California; New Haven,
Connecticut; Durham, North Carolina; and St Louis, Missouri 4. A standardised interview
for detecting mental disorders was used to diagnose the presence or absence of 40 major

RESCINDED



3 7

psychiatric diagnoses, including alcohol abuse and dependence. Although not a true
random sample of the American population, it is the best data we have on alcohol abuse
and dependence in a large sample from the general population.

In this study, a diagnosis of alcohol abuse required excessive or uncontrolled alcohol use
and impairment in social or occupational functioning because of alcohol use. Alcohol
dependence required evidence of either excessive or uncontrolled drinking, or social and
occupational impairment (or both), and evidence or either tolerance or withdrawal (or
both). The results indicated that ‘alcoholism’ (used hereafter as a shorthand for alcohol
abuse and/or dependence) was the second most common mental disorder among the
major diagnoses that were assessed5. A total of 14 per cent of the population suffered
from ‘alcoholism’ (with 8 per cent suffering from alcohol dependence) at some time in
their lives, compared with just over 14 per cent who had phobias at some time in their
lives.

The prevalence of alcoholism was strongly related to gender and age: 24 per cent of men
and 5 per cent of women had suffered from alcoholism at some time in their lives, while
12 per cent of men and 2 per cent of women had experienced this disorder in the year
before they were interviewed. The percentages of men and women who had ever suffered
from alcoholism decreased with age, from 27 per cent and 7 per cent among men and
women aged between 18 and 29 years to 14 per cent and 2 per cent among men and
women aged 65 years and older. Younger women had much higher rates than older
women, so the ratio of men to women in the lifetime experience of alcoholism increased
from 3.9 among those aged 18 to 29 years, to 5.1 among those aged 30 to 44 years, 6.9
among those aged 45 to 64 years, and 9.1 among those aged 65 years or more5.

The ECA study showed that the degree of experience with (or exposure to) heavy
drinking was a risk factor for alcoholism. The lifetime experience of alcoholism increased
from 15 per cent among all drinkers to 49 per cent of those with a history of drinking
more than seven  drinks in a session at least once a week. Differences in exposure to
heavy drinking probably explain the differences in lifetime rates of alcoholism between
men and women and younger and older persons. The ratio of men to women, for
example, is nearly equal among heavy drinkers (1.5) by comparison with a nearly
fivefold (4.6) male excess among all drinkers. The higher rate of alcoholism among
younger men and women probably reflects the steep post-war rise in alcohol
consumption to which younger people have been most exposed5.

Alcoholics in the ECA study were at high risk of suffering from other mental disorders.
Nearly half (47 per cent) had a second psychiatric diagnosis (compared with a third of
persons who received a psychiatric diagnosis other than alcoholism). The most common
such diagnoses were drug abuse and dependence, antisocial personality disorder, mania,
schizophrenia, panic disorders, and obsessive compulsive disorders5. The high rate of
such disorders among alcoholics indicates that mental health workers need to be alert to
the presence of substance abuse disorders among their patients and that drug and alcohol
workers need to be more aware of major mental disorders among their clientele.

Alcoholism in the ECA was ‘a disorder of youthful onset’, with 80 per cent of those who
have ever experienced a symptom having done so before age 30. It was also a disorder
with a high rate of remission: half of those who had ever experienced a symptom had not
experienced one for at least a year. The average length of symptoms of alcoholism was
less than five years, indicating that many who drink heavily and experience symptoms of
dependence can stop drinking for periods of a year or more.

Most alcoholics who stopped or moderated their drinking did so without professional
assistance. Only 12 per cent had ever told a doctor about their drinking problem (27 per
cent of those who were dependent, 8 per cent of those who had abused alcohol, and only
3 per cent of heavy drinkers who had experienced at least one problem). These findings
indicate that alcoholism in the community has a more benign outcome than the
pessimistic picture we obtain from the clinical samples, which contain a preponderance of
alcoholics who have failed to stop drinking by their own efforts.
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Alcohol dependence in Australia
A smaller-scale version of the ECA study was conducted in the rural Riverland area of
South Australia in 1991. The modified version of the interview schedule was used to
diagnose a smaller range of mental disorders in a community sample of 1009 adults over
the age of 186. The Riverland results on alcoholism largely replicated the ECA findings.
The overall lifetime prevalence of alcoholism was 18 per cent, marginally higher than the
ECA result as expected because of the higher per capita consumption in Australia. There
was a higher rate of lifetime experience of alcoholism among men (33 per cent) than
women (5 per cent), the highest rate was in the 18 to 24 year age group, and there was a
decline in lifetime rates with age as found in the ECA study6. Alcoholism was likely to
occur with drug abuse, and only 3 per cent of those who had ever experienced alcoholism
had received specialist mental health treatment, although 80 per cent had seen a general
practitioner in the previous year.

The Riverland and the ECA results were in general agreement with those obtained in a
study in 1986-1987 in Christchurch, New Zealand, which used the ECA interview to
diagnose psychiatric disorders in a community sample of 1498 adults aged 18 to 647. In
Christchurch, the overall lifetime prevalence of alcoholism was 19 per cent, there was a
higher rate of lifetime experience of alcoholism among men (32 per cent) than women (6
per cent), and the highest rate was in the 18 to 24 year age group, although rates did not
decline as steeply with age as in the ECA study7. The fact that similar findings emerged in
a survey in Edmonton, Canada, and in a variety of other non-English-speaking cultures1

strengthens our confidence that the ECA findings are broadly applicable to Australian
cities.

Preventing alcohol abuse and dependence
A major development in the prevention of alcoholism and alcohol-related health
problems has been the adoption of a public health perspective which shifts attention from
an exclusive focus on the dependent alcohol user to consider the full spectrum of
problems caused by alcohol (e.g., road traffic accidents, lost productivity, violence, and
diseases such as cancer, liver cirrhosis, brain damage and heart disease). An important
consequence of this perspective is that the prevalence of alcohol-related problems in the
community can best be reduced by attempting to reduce alcohol consumption of the
whole population not just the minority of ‘alcoholics’8.

According to ‘preventive paradox’8, although alcoholics experience a higher rate of
problems than non-alcoholics, there are far more ‘risky’ drinkers than alcoholics.
Consequently, larger reductions in alcohol-related health problems can be achieved by
reducing the consumption of all drinkers rather than solely by reducing the consumption
of the heavy drinking minority. Empirical support for the ‘preventive paradox’ has been
provided by survey research in Britain8,9 and New Zealand10, although more recently,
doubts have been raised about the validity of the ‘preventive paradox’ for all alcohol-
related problems11.

The public health approach adopts a broader conception of the causes of alcohol-related
problems. While more traditional approaches have focused on the characteristics that
predispose some drinkers to develop alcoholism, the public health approach emphasises
the characteristics of the physical and social environment which encourage hazardous
drinking. This is taken to include the advertising and promotion of alcohol, and the
community’s tolerance of the ready availability of alcohol at comparatively low prices12.

Among measures proposed for decreasing population alcohol consumption are: laws and
regulations which aim to reduce the availability of alcohol (e.g., licensing regulations
which restrict trading hours for liquor outlets, and the enforcement of laws on underage
drinking); measures which increase the price of alcohol to reduce consumption (e.g.,
increased taxes levied on the alcohol content of beverages); and regulations to control the

RESCINDED



3 9

promotion of alcohol12. These measures do not have a great deal of public support in the
absence of efforts to explain their rationale13, and have been ambivalently supported in
the National Health Policy on Alcohol14.

The role of treatment
Controlled evaluations of in-patient treatment for the minority of alcoholics who seek
treatment have demonstrated that about a third of such patients remain abstinent over a
year, a third show reductions in their drinking, and the drinking in the remaining third is
largely unchanged15. The evidence from reviews of the research literature (e.g.15,16), from
large-scale follow-up studies of treatment (e.g.17), and from well-controlled studies
comparing brief advice with more intensive treatment (e.g.18) indicates that there is at
most a small difference in outcome between brief advice to stop drinking and in-patient
treatment.

There is nonetheless good evidence that treatment for alcohol dependence has a net
economic benefit. Studies of insured persons19,20 show that there is a substantial reduction
in health care expenditure between the three years before and the three years after having
alcohol treatment. More recently, a randomised controlled trial21 has shown that even
intensive in-patient treatment for alcohol dependent people has net economic benefits.

In-patient alcoholism treatment may not be routinely warranted but detoxification is an
important part of a public health response to alcohol-related problems. Detoxification
benefits the health of the drinker and the community by postponing the emergency
presentation of more severe health problems, and by providing an opportunity for
intervention and referral to other treatment services. It can often be accomplished under
supervision in the home (e.g.22), although some severely dependent people and homeless
alcohol dependent persons, require in-patient treatment.

The role of in-patient hospitalisation for severely affected alcoholics remains
controversial23. Respite care with charitable and voluntary agencies, and welfare services
are important for the indigent and homeless alcoholic. Whether we should continue to
provide residential treatment programs based upon the traditional 12-step approach in
hospitals is more contentious. The evidence for effectiveness is absent but a case has been
made on humanitarian grounds for some such provision. Enrolment in Alcoholics
Anonymous is an important and inexpensive resource for alcoholics wishing to avoid
relapse, and especially for the homeless and socially isolated whose drinking has cost
them their family and friends23.

Screening and brief intervention
An active field of research has been the effectiveness of screening and brief intervention.
This intervention involves screening for hazardous alcohol use and alcohol-related
problems among people presenting for medical treatment, and providing simple advice
on how to reduce or stop consumption for those drinking at hazardous or harmful levels.
The importance of brief intervention for excessive drinking reflects a growing
appreciation of the fact that few people with alcoholism, and even fewer who drink
hazardous amounts of alcohol, seek treatment or receive medical advice about their
drinking. It is accordingly important to actively seek out such drinkers as well as those
experiencing alcohol-related problems who may require more intensive intervention24.

Research has found that screening and brief advice for excessive alcohol consumption in
general practice and hospital settings reduces consumption and the problems caused by
alcohol (e.g.25,26,27,28). Given the economic benefits of conventional treatment there is an
even stronger economic argument for brief intervention. It usually involves an
investment of one to three hours in screening and brief advice which costs a small
fraction of intensive in-patient treatment for alcohol dependence. Brief methods of
intervention can potentially reach a far greater number of persons whose drinking is
hazardous or harmful than can specialist alcohol treatment services.
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What can health professionals do?
Several recommendations can be made. When first consulting a general practitioner, and
on other appropriate occasions, all adolescents and adults (and especially males) should
be asked about their consumption of alcohol and their experience of alcohol-related
problems. All drinkers should be encouraged to limit their regular weekly consumption
to National Health and Medical Research Council Guidelines29, and to have at least two
alcohol-free days each week. They should also be advised of the adverse health and social
consequences which arise from binge drinking and intoxication (the increased risk of
accidents in particular), and of the adverse health and social consequences associated
with chronic harmful use. Any severely dependent drinkers should be encouraged to
undergo detoxification and to remain abstinent.

Drug abuse and dependence
The ECA study4 also provides the best information on the prevalence of drug abuse and
dependence in the community. Illicit drug use was defined as ‘any nonprescription
psychoactive agents other than tobacco, alcohol and caffeine, or inappropriate use of
prescription drugs’30. Individuals had to have used an illicit drug on more than five
occasions before they were asked about symptoms of drug abuse and dependence (to
exclude individuals who had only briefly experimented with illicit drugs).

A diagnosis of drug abuse required a pattern of pathological use and impaired functioning
(defined in the same way as alcohol abuse) while a diagnosis of drug dependence required
only tolerance or withdrawal (except for cannabis, where a diagnosis of dependence
required pathological use, impaired social functioning and either tolerance or
withdrawal). The problem had to have been present for at least one month.

One in three in the ECA sample (36 per cent) had used one or more illicit drugs, with
cannabis the most commonly used (having been used by 76 per cent of those who had
used any illicit drug more than five times). Drug abuse and dependence (hereafter drug
abuse for short) were diagnosed in 6 per cent of the population, with cannabis abuse
affecting 4 per cent of the population, followed by stimulant abuse (2 per cent), sedative
abuse (1 per cent), and opioid drugs (0.7 per cent). Men had higher rates of drug abuse
than women (8 per cent vs 5 per cent), and the highest rate was in the 18 to 29 year age
group (14 per cent overall, 16 per cent among men and 11 per cent among women),
declining to 8 per cent among those aged 30 to 40 years, less than 1 per cent among those
over 45 years.

As was true of alcoholism, exposure to illicit drug use was the most likely reason for the
differences in rates between men and women and younger and older persons. The low
rates of drug abuse among adults over the age of 40 years reflects the recency of
widespread illicit drug use in American society. The contribution of exposure to the
difference in rates of drug abuse between men and women is reflected in the fact that the
rates were about the same for men and women who had used any illicit drug more than
five times (21 per cent and 19 per cent).

There was also a high prevalence of other mental disorders among drug abusers. More
than two thirds (76 per cent of men and 65 per cent of women) had a second psychiatric
diagnosis. The most common diagnoses were alcoholism (60 per cent of men and 30 per
cent of women), and antisocial personality disorder (22 per cent of men and 10 per cent of
women). Rates of mania, schizophrenia, dysthymia, major depression, panic disorders
and obsessive compulsive disorders were also elevated. The high rate of psychiatric
comorbidity among drug abusers indicates the desirability of specialist mental health
workers and drug and alcohol workers being more aware of major psychiatric and
substance abuse disorders among their respective clienteles.

Little information was provided on the remission of drug abuse because of the relative
youth of drug abusers and hence the shorter duration of their disorders. As with
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alcoholism, only a minority of those who had a diagnosis of drug abuse (20 per cent of
men and 28 per cent of women) had mentioned their drug problem to a health
professional, even though 60 per cent to 70 per cent had sought medical treatment in the
previous month.

Drug dependence in Australia
Although the rate of illicit drug use was probably higher in the USA in 1982 when the
ECA study was conducted than in Australia in the 1990s, the available data suggest that
the pattern of gender and age differences in drug abuse applies in Australia. The
Riverland study, for example, reported that 3 per cent of the sample had ever abused
illicit drugs, but there was a marked difference between the rates for men (6 per cent) and
women (1 per cent). Rates were highest in the 25 to 34 year age group (6 per cent) and
dropped dramatically among those aged over 45 years to 0.7 per cent. Few drug abusers
(3 per cent) had ever received specialist mental health treatment, although 82 per cent
had seen a general practitioner in the previous year.

The Christchurch study largely replicated the Riverland and ECA findings31. The rate of
ever having used cannabis five or more times was close to that of the ECA estimate (16
per cent), as was the proportion who were marijuana abusers (5 per cent). There were
also the same pattern of gender and age differences in rates, and high rates of alcohol and
antisocial personality disorders among drug abusers.

Public health policies on drug abuse and
dependence
The illegality of illicit drug use prevents the use of the control policies that have been
recommended to reduce alcohol-related health problems (increased taxation and
decreased legal availability). The major policies to reduce the availability of illicit drugs
have been law enforcement efforts. These include efforts to interdict drugs at the customs
barrier, prevent their distribution, and reduce demand for drugs by prosecuting or
diverting illicit drug users into treatment. These policies, some have argued, have had the
unintended consequence of leaving the distribution of these drugs to the blackmarket,
where there is poor quality control of purity and potency, increasing the risks of
contracting HIV and other infectious diseases and of dying of unintentional drug
overdoses32. This has led some to advocate the relaxation of existing prohibitions on drug
use to increase opportunities for regulatory control33.

The major health policies aimed at reducing drug abuse have been media campaigns to
discourage the use of illicit drugs. Among those who refuse to be discouraged, efforts
have been made to reduce some of the harmful consequences of drug use. Injecting drug
users have been given clean needles and syringes, and educational programs designed by
user groups have been used to communicate information about how to reduce drug-
related harms. There has also been a major increase in the provision of treatment for drug
abusers, especially heroin users, with the numbers of such individuals enrolled in
methadone treatment increasing from 800 in 1985 to 10,000 in 199234.

What can health professionals do?
There is as yet no evidence on the value of screening and brief intervention for illicit drug
users but it is reasonable to argue by analogy that they may have a role to play in
reducing drug-related harm. This would involve health workers inquiring about illicit
drug use when a suspicion was raised (e.g., signs of injection, or the diagnosis of a
disease common among drug users). Simple advice could then be given in a non-
judgmental way to stop or reduce drug-taking. For those who continued to use, simple
advice could be given on reducing risks by not sharing needles and using condoms with
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sexual partners. Such brief interventions with illicit drug users have been identified by
drug and alcohol experts as deserving of research into their feasibility and effectiveness35.

Conclusions
Alcoholism is a major mental and public health issue among Australian men, who are at
higher risk than women of developing the disorder and experiencing its adverse health
consequences because of their greater exposure to heavy drinking. It would be desirable
to undertake similar surveys to the American ECA study in Australian cities to better
understand the rates of alcoholism in the Australian community. The prospects for the
amelioration and prevention of alcohol-related problems are much better than is often
believed. The majority of men who become alcoholics recover, and evidence suggests that
the rate of recovery can be increased, and the time over which it occurs can be reduced,
by screening and brief advice in medical settings. The health professions have an
important role to play in reducing the harm caused by alcohol, by routinely inquiring
about alcohol use, and giving simple advice about safe levels of drinking, and the
hazards of intoxication and chronic harmful use.

Drug abuse is much less common than alcoholism but it still affects around 6 per cent of
Australian men. It shows similar patterns to alcoholism and dependence, with young
men over-represented because of their higher exposure to illicit drug use than young
women or older people. Drug abusers are also likely to be alcoholics. There is probably a
reasonably high rate of remission of drug abuse in the absence of formal treatment,
although this, like alcoholism, needs to be better understood in the Australian
community. Efforts to prevent drug abuse may benefit from the adaptation of the
screening and brief intervention strategies developed for the prevention of alcohol
problems. Their development and evaluation will require an innovative research effort.
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Antisocial behaviour

R. Finlay-Jones

School of Psychiatry
University of New South Wales

What is antisocial behaviour?
Society makes laws. Crimes are acts which break the society’s laws. The simplest way of
describing antisocial behaviour is to define it in terms of crimes, including those
punished, those detected but not punished, those reported but not solved, and those that
go unreported.

Antisocial behaviours lie on a continuum of severity. For example, most people would
regard kicking the cat as less antisocial than breaking the arm of the cat’s owner.

People regard the magnitude or seriousness of most crimes to vary by a factor of about
30. For example, in 1986 the Australian Institute of Criminology asked 2555 Australians to
rank 13 crimes on how many times more serious they regarded each compared with the
theft of a bicycle1. The results were:

• 27 times: a person stabs a victim to death.

• 23 times: a person smuggles heroin into the country.

• 19 times: a factory knowingly gets rid of its poisonous waste in a way that pollutes
the city water supply. As a result one person dies.

• 18 times: a worker had his/her leg caught in an unguarded piece of machinery
because the employer knowingly fails to provide safety measures. As a result the
worker lost a leg.

• 14 times: a person armed with a gun robs a bank of $5,000 during business hours. No
one is physically hurt.

• 11 times: a parent beats his/her child with his/her fists. The child is hurt and spends
a few days in hospital.

• 11 times: a man beats his wife with his fists. As a result she spends a few days in
hospital.

• 7 times: a person illegally received social security cheques worth $1000.

• 5 times: a person cheats on their Commonwealth income tax return and avoids
paying $5000 in taxes.

• 5 times: a doctor cheats on claims he makes to a Commonwealth health insurance
plan for patient services for an amount of $5000.

• 4 times: two adult males willingly engage in a homosexual act in private.

• 3 times: a person breaks into a home and steals $1000 worth of household goods.

• 1 time: a person steals $5 worth of goods from a shop.

Many people reading this list will be surprised at some of the rankings, although which
antisocial act causes a surprise will probably differ according to the age, education, social
class and residence of the reader. Violating another person so badly that the person dies
still remains the worst crime of all for most people.
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Antisocial behaviour resulting in imprisonment
At midnight on 30 June 1991, Australian prisons held just over 15,000 adults. Ninety-five
per cent of them were men2. The gender-specific prevalence of prisoners in the Australian
population is 221 male prisoners per 100,000 men and 11 female prisoners per 100,000
women, a 20-fold difference.

Table 1. Gender ratio of Australian prisoners of different ages, 1991*

Age No  of prisoners % Men

18 367 96%

19 609 96%

20-24 3917 96%

25-29 3306 94%

30-34 2604 94%

35-39 1748 96%

40-44 1054 95%

45-49 643 97%

50-54 386 96%

55-59 175 99%

60-64 99 96%

65+ 55 98%

*Adapted from Walker2

This gender difference holds for all ages (Table 1) and is true of Aborigines and whites in
Australia. In trying to explain it, it is important to note first, how robust this gender
difference is, and second, to note that while other factors are never so important as to
cause the gender difference to disappear, they may influence the size of it and sometimes
quite markedly.

For example, marital state alters the picture a little. The gender ratio is 25:1 for single
prisoners, 18:1 for married prisoners, 13:1 for divorced prisoners, 11:1 for separated
prisoners and 4:1 for widowed prisoners.

A tertiary education has some effect, reducing the gender ratio to 8:1, although this effect
is confined to a small group of prisoners who make up less than 1 per cent of all inmates.
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Table 2. Imprisonment rates per 100 000 population and gender
ratio of prisoners in Australia, by country of birth

Country No of prisoners per 100␣000 Gender ratio

Vietnam 157 135:1
Turkey 309 84:1
Greece 51 74:1
Yugoslavia 121 47:1
Italy 49 32:1
Lebanon 275 24:1
Africa 54 21:1
Australia 132 19:1
UK, Eire 56 19:1
New Zealand 168 18:1
PNG/Oceania 289 17:1
South America 142 15:1
USA/Canada 119 12:1

*Adapted from Walker2

Country of birth is probably the most important mediating variable of a demographic
kind (Table 2). In Australian prisons, the gender ratio is 46:1 for the combined group of
inmates born in Vietnam, Turkey, Yugoslavia, Lebanon, Greece and Italy, while for the
Australian-born it is 19:1, as it is for the English, Irish and New Zealanders. The gender
difference of the Vietnamese-born (135:1) is 11 times greater than that of the American-
born (12:1).

Men commit crimes at a greater rate than women for all offences which are punished by
imprisonment. However, there is considerable variation in the gender ratios of
imprisonment for different crimes. The usual 20:1 gender ratio (or greater) holds for
homicide, assault, sex offences, robbery, break and enter, property damage, growing or
manufacturing drugs, and driving offences. The gender ratio drops to 11:1 for ‘other’
thefts, dealing in drugs, justice procedures, fraud, receiving, possessing drugs, and
extortion, which together account for the convictions of 28 per cent of male prisoners and
50 per cent of female prisoners.

It may be inferred that the crimes for which men are imprisoned are more ‘serious’
crimes, which usually means more violent crimes, and this is reflected in the penalties.
The gender ratio of prisoners serving six months to life is 23:1, while for prisoners serving
less than six months it is 14:1.

Antisocial behaviour defined as who gets caught
The gender ratio is much smaller when the behaviour is defined as those who get caught,
as opposed to those who are caught, convicted and imprisoned. The arrest rates are
specified for Australian adults and juveniles separately in Table 3. Juveniles tend to
break, enter, steal (including stealing cars), and to a lesser extent, rob. On the other hand,
adults tend to assault people. However, in each of these categories, the gender ratio is
between 10:1 and 16:1 for adults and between 7:1 and 15:1 for juveniles. The gender
difference is smallest for fraud, where the gender ratio drops to 2:1 for adults and
juveniles.
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Table 3. Arrest rates in Australia 1987-88*

Alleged crime Rate per 100␣000
Men Women Gender ratio

Motor vehicle theft
Adults 134.4 8.2 16:1
Juveniles 521.1 47.9 11:1

Break, enter, steal
Adults 235.2 19.8 12:1
Juveniles 1545.7 104.8 15:1

Robbery
Adults 31.5 3.3 10:1
Juveniles 40.9 5.8 7:1

Serious assault
Adults 130.7 12.8 10:1
Juveniles 95.9 13.8 7:1

Fraud
Adults 138.2 66.4 2:1
Juveniles 81.4 44.8 2:1

*Adapted from Mukherjee and Dagger1

Table 4. Gender ratio for persons found guilty, England and Wales
1989*

Men (’000) Women (’000) Gender ratio

Indictable offences
Sexual offences 7.2 0.1 72:1
Burglary 42.0 1.3 32:1
Motoring 10.8 0.4 27:1
Robbery 4.4 0.2 22:1
Violence against person 51.2 4.4 12:1
Criminal damage 8.7 0.7 12:1
Drug offences 20.2 2.4 8:1
Theft, etc 107.9 26.6 4:1
Fraud 17.6 4.7 4:1
All other 23.6 2.1 11:1
Total indictable offences 293.7 43.0 7:1

Summary offences
Motoring 648.0 58.9 11:1
Non-motoring 348.2 120.4 3:1
Total summary offences 996.3 179.2 6:1

All offences 1289.9 222.2 6:1

*Calculated from Home Office3,4

International comparisons
These statistics are not peculiar to Australia. In England and Wales in 1989, about 48,000
people were in prison, of whom 96 per cent were men4. This represents a gender ratio of
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27:13. The gender ratio is much smaller (6:1) for crimes for which people are found guilty
without necessarily going to prison (Table 4). In England and Wales, the smallest gender
ratio is for fraud, and the largest is for sexual offences. In America, the smallest gender
ratio in arrests is that for fraud, being 1.4:1 for adults and 3:1 for juveniles (Table 5). The
gender ratio for all arrests is 4:1 for juveniles and 5:1 for adults. In short, a substantial
gender difference in antisocial behaviour is found worldwide5.

Table 5. Total arrests USA 1983*

Men (‘000) Women (‘000) Gender ratio

Juveniles

Burglary 133.7 9.7 14:1
Robbery 31.0 2.2 14:1
Homicide 1.1 0.1 11:1
Stolen property (buying,
 receiving, possessing) 22.0 2.2 10:1
Aggravated assault 25.8 5.0 5:1
Fraud 15.9 4.6 3:1

All crimes 1226.2 327.9 4:1

Adults

Burglary 215.2 16.2 13:1
Robbery 85.1 7.0 12:1
Aggravated assault 177.9 27.0 7:1
Stolen property (buying,
receiving, possessing) 69.0 9.5 7:1
Homicide 13.3 2.1 6:1
Fraud 128.4 92.3 1.4:1

All crimes 6497.1 1211.5 5:1

*Calculated from Gibbons and Krohn6

Summary of gender differences in antisocial
behaviour
The gender difference in antisocial behaviour varies from a low of about 2:1 to a high of
about 20:1 after taking into account the type of crime committed, whether it was detected
and whether it was punished by imprisonment.

On the one hand, even higher ratios are found when certain ethnic and educational
groups or marital states are specified, but on the other, the gender difference never
completely disappears. This robust finding, that men commit more antisocial acts than
women no matter how the acts or actors are defined, demands further study.

For example, Braithwaite7 pointed out that any general theory of crime has to explain 13
empirical findings, of which the first was the gender difference. (The others are that crime
is committed disproportionately by 15-25-year-olds, by unmarried people, by people
living in large cities, by people who frequently change their dwelling place and who live
in areas where everyone else does, by people who do not take seriously compliance with
the law, and by a number of sub-groups of young people: young people who are only
weakly attached to a school, who do poorly at school, who have low education and job
aspirations, who are weakly attached to their parents, and who are friendly with
criminals).
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Explaining the gender difference in antisocial
acts
If we restrict ourselves to explaining only the first on Braithwaite’s list, the gender
difference in antisocial behaviour, then a general theory of crime must account for:

(a) the robustness of the gender difference in antisocial behaviour;

(b) why it is greatest for sexual offences, high for robberies and thefts, and smallest for
fraud;

(c) why it is greater among prisoners than arrestees or self-reports, even after
controlling for the type of crime.

(a) The robustness of the gender difference in antisocial behaviour

Several theories have been put forward to explain antisocial behaviour8, but most have
not addressed the gender difference in the frequency of the behaviour, or they offer
explanations which contradict the empirical facts. For example, opportunity theories of
crime explain criminal acts as the natural result when people are denied legitimate
opportunities to get what they want. Yet women, who throughout time and space commit
fewer antisocial acts than men, have generally been denied more opportunities than men.

Social control theories, such as that of Hirschi9, suggested that we were all prone to
committing antisocial acts, but those of us with strong social bonds were less likely to do
so. Hirschi argued that lower rates of antisocial behaviour would be shown by people
who were more attached emotionally to others, more committed to those relationships,
more involved in appointments, schedules and deadlines with other people, and who
believed more strongly in obeying the rules of the society. Hirschi’s ‘social bond’ was
made up of these four elements of attachment, commitment, involvement and belief. The
social bond may link the individual to family, school or church. To the degree that women
show more attachment, commitment, involvement and belief than men, so social control
theory helps to explain the robustness of gender differences in antisocial behaviour.

Self-control theories of crime, such as that described by Gottfredson and Hirschi10 shift
the emphasis from external to internal sources of control. Gottfredson and Hirschi argue
that self-control is an idea similar to conscience, but without any connotation of
compulsion to conformity. They argue that the major cause of low self-control appears to
be ineffective parenting.

The self-control theory of crime would explain the gender difference in antisocial
behaviour if it was found first that boys are parented less effectively than girls, and
second that they show less self-control (or conscience) than girls, and finally, that the first
causes the second.

There are some reports of the first finding. Boys are less closely supervised than girls11

and so have a greater opportunity to engage in delinquent and criminal behaviour12.
More particularly, Hagan et al13 found that the gender ratio in self-reported delinquency
was greatest in families headed by employers, and that this was because adolescent males
in such families were the least controlled by their mothers and the least likely to perceive
the risks of getting punished as threatening.

There are also findings that boys show less evidence of conscience than girls. For
example, girls expressed more shame and guilt than boys over having been in trouble
with the police14.

Labelling and subcultural theories of crime suggest that society creates outcasts with a
common fate who band together to face the same problems and share common values.
This results in the continuing of their criminal careers. Thus these theories are more
successful at explaining why people continue to behave in an antisocial way than they are
at explaining why people commit an antisocial act in the first place.

RESCINDED



5 1

Men might be more readily labelled than women as deviant because they are more likely
to commit crimes that are serious. They undoubtedly do commit more serious crimes,
based on the gender difference in sentence length reported above.

It is not intuitively obvious why men might be more likely than women to seek out and
join a criminal subculture once they had been labelled as deviant. However, the empirical
facts support the idea that boys are more likely than girls to have delinquent friends15.
Girls are also significantly more concerned than boys about every possible consequence
of being labelled as delinquent16.

(b) The gender difference is greatest for sexual offences, large for
robberies and thefts, and smallest for fraud

The gender difference in sexual crimes is best explained by identifying sexual crime as a
variant of violent crime generally. Just as lack of legitimate opportunities to get rich is a
poor explanation of robbery, so lack of opportunity for consensual sex is a poor
explanation of sexual crime17. The gender difference in sexual aggression is more likely to
be another outcome of the traditional male socialisation about the appropriateness of
male aggression and dominance18. Alder19 identified the presence of sexually aggressive
peers as an important predictor of sexual aggression, echoing the explanation for male
aggression generally (see below).

In explaining the smallest gender difference, that for fraud, it has been argued that
women outnumber men in many white-collar occupations, such as bank tellers and
clerical workers, and hence have a relatively greater opportunity to commit fraud than
other crimes.

While that is true for fraud, it is not true that women have the same reduced opportunity
to commit all other crimes. For example, women have just as many opportunities as men
to commit assault and homicide, yet they are crimes with a gender ratio of between 10:1
and 15:1. Opportunism seems unlikely to be a powerful explanation of gender
differences.

A more useful approach to explaining why fraud shows the smallest gender difference is
to focus on the third finding: large gender differences are found for antisocial behaviour
that is marked by impulsivity and aggression. For example, men commit 10-15 robberies
for every one committed by a woman. Robbery is the example par excellence of an
aggressive act, usually performed impulsively. The robber is not angry, the primary goal
is to get money, and the secondary goal is a sense of power over the robbed. How is the
gender difference in robbery explained?

According to Campbell and Muncer20, there are five explanations:

1. Men are stronger and robbery needs strength. This argument is countered by the
observations that a weapon is as effective as strength, and women have equal access
to weapons.

2. Men need money more than women. This argument is countered by poverty
statistics.

3. Robbery is risky and men are greater risk-takers. In fact, robbery is rarely risky. The
adversaries in robbery are rarely equal in terms of numbers, the availability of a
weapon or in preparedness. A predominantly female activity such as prostitution is
probably riskier than robbery.

4. Most robberies are impulsive, opportunistic acts carried out on the street of the inner
city after dark, and this is more the territory of men than women. If this were so, the
ratio of this type of robbery compared with a well-planned robbery would be greater
for men than it is for women. However, the ratio of planned to spontaneous
robberies is the same for men and women21.

5. The last explanation, and the one favoured by Campbell and Muncer, is simply that
robbery is psychologically rewarding to men and not to women. Men have been
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socialised in such a way that their expression of any form of instrumental aggression
is reinforced.

Social learning theories of crime suggest that the gender difference for many violent
crimes such as assaults and robberies might be explained by gender differences in how
children are socialised. The general theory has been expressed in various ways:

1. How much aggression is permitted of children by their parents is greater for boys
than for girls11. This is debatable. For example, mothers do not differ in the degree to
which they punish the aggression of boys and girls22.

2. Boys are punished more harshly physically than are girls23.

3. The peer groups of boys reward aggression by reacting to it24 while the peer groups
of girls ignore it25.

It seems clear that boys engage in more rough-and-tumble play than girls throughout the
world26. However, there is no direct evidence to link a propensity to engage in rough-and-
tumble play with a propensity to aggressive behaviour in later life.

Nevertheless, boys initiate and receive more attacks of all kinds than do girls27. In general,
males are more assertive, less inhibited in expressing anger and more likely to use
physical aggression28.

Finally, biological theories of aggression have been put forward. For example, Money
and Ehrhardt29 found that girls who had been exposed before birth to higher than usual
levels of androgens were more likely to be tomboyish and to enjoy rigorous physical
activities, including rough-and-tumble play.

In animals, the link between testosterone and aggression is seen most clearly in males
that fight directly over access to females. But in many species, access to females is not
governed by fighting but by status (which is not necessarily dependent on aggression),
and in those species fighting and testosterone are dissociated30.

 In adolescent boys and young men, there is evidence that androgen levels are correlated
with various measures of individual aggressiveness, but it is weak and variable31. There
are no simple genetic or hormonal factors that can explain the variation in aggressive and
antisocial behaviour between individuals or the difference in such behaviour between
males and females30.

(c) Gender differences are greatest in prison, less among those
arrested and least among self-reports of antisocial acts

The chivalry hypothesis argued that the gender difference in imprisonment rates was the
result of the more lenient treatment of women. In fact, the opposite may be true: female
offenders are said to be punished harshly and inequitably32,33. The extreme version of the
chivalry hypothesis, that the gender difference is explained entirely by treating antisocial
women leniently, is easily refuted: the gender difference in antisocial acts is still apparent
before arrest or punishment, although it is certainly smaller34.

 Nevertheless, once the seriousness of the crime is controlled, it may well be that men are
given longer sentences than women. This may be because men commit criminal acts less
often under mitigating or provoking circumstances, and express less shame, guilt and
remorse to the court when tried.

There is an important corollary: court proceedings and imprisonment are shaming
ceremonies which stigmatise rather than reintegrate the offender7, and hence may be
more likely to provoke further criminal acts in those so shamed, unless the experience in
prison includes a therapy aimed at correcting this. (Reintegrative shaming refers to ways
in which deviant acts are declared shameful while not stigmatising or casting out the
deviant actors, on the condition that they make suitable redress and apology).
Braithwaite’s theory has important policy implications for ways of dealing with antisocial
behaviour other than courts and imprisonment, and is discussed in detail below.
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Summary
The gender difference in antisocial behaviour probably begins in early childhood, with
gender differences in parental control of the expression of aggression. It proceeds with
gender differences in the development of self-control, of conscience, and of shame and
guilt. Young men are then more likely than young women to commit violent crimes.
These are more likely to attract a prison sentence. Even when the crimes are matched for
level of violence, the man may receive a longer sentence than the woman because he has
not developed the skills necessary to express his guilt. A prison sentence, particularly a
longer one, encourages the formation of a criminal subculture and a personal sense of
being an outcast or scapegoat, rather than a sense of reintegration with the society that is
doing the shaming. This personal and social idea of being excluded encourages
recidivism, increasing the gender difference in antisocial behaviour.

Policy implications
1 . The link between parenting and antisocial behaviour in

children
From a public health point of view, an important subject for mental health research in
Australia is the nature of the link between parenting and the appearance and persistence
of antisocial behaviour, particularly aggression, in children. This should be
complemented by research into the origins of gender differences in the development of
conscience and empathy.

2 . Reducing recidivism
The ideas expressed by Braithwaite7 about the role of reintegrative shaming in reducing
juvenile and adult antisocial behaviour need to be applied to sentencing policy. Some
practical examples have been described35 and will be summarised here.

As part of the punishment of juvenile offenders, innovative meetings, known as
community conferences in Australia and as family group conferences in New Zealand,
have been established which are conducive to reintegrative shaming, because (a)
conference participants include people who respect and care most about the offender,
which encourages reintegration; and (b) the victim confronts the offender, which
encourages shaming.

The approach in both countries involves assembling in a room the offender and
supporters of the offender, who are usually but not exclusively members of the nuclear
family, and the victim, accompanied by supporters of the victim, who are also usually
members of the nuclear family. The meeting is supervised by a coordinator, who may be a
member of the police or one of the staff of a government department such as the
Department of Social Welfare.

The offender plays an important role in describing the nature of the offence. The
psychological, social and economic consequences of the offence for victim and offender
are drawn out in discussion guided by the coordinator. The victim and supporters of the
offender usually express their disapproval of the offence. At the same time, the
coordinator tries to bring out support for and forgiveness of the offender from the others.
Disapproval of the act as bad is combined with an attempt to sustain the identity of the
actor as good.

Braithwaite and Mugford35 suggested that these ‘reintegration ceremonies’ are sufficiently
important to provoke a redesign of contemporary criminal justice systems. They
discussed the essential aspects of the ceremony as follows.

The victim supplies important details of the consequences of the offence, of which the
offender might otherwise remain ignorant. This prevents the offender from minimising
the crime.
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The event, but not the perpetrator, is defined as irresponsible or wrong or criminal, by
people chosen as better persuaders of the offender than, say, a magistrate. (The authors
suggest that these will usually be close kin whom the offender respects. However, it
might be love, not respect, for the persuader that is more salient in persuading the
offender that the offence was wrong).

The offender is not stigmatised. Traumatic life events suffered by the offender, such as
physical or sexual abuse, may be elicited, which encourage the victim and the others to
forgive rather than shun the offender.

The supporters of the offender are held accountable for coming up with a plan of action,
which acknowledges both individual and collective responsibility for the offence and
describes how an apology, reparation, and proof of a new attitude by the offender will
take place. The plan of action must be endorsed by all at the meeting, and the victim
often has the right of veto. Admitting collective responsibility aids the reintegration of the
offender.

The victim is encouraged to feel satisfaction by being granted power. Victims are asked:
‘What do you want out of this meeting here today?’ In contrast to the powerless victims
on courthouse steps who call for more blood, justice or punishment, they often reply that
they want the offenders to learn from their mistakes and get their lives back in order.
Sometimes they will waive a claim for compensation if the offender appears prepared to
change. It seems important that the person who was victimised by the offence is not
permitted to go away from the meeting with any persistent sense of remaining a victim.
In this way, victims too are reintegrated.

The offender must be encouraged to dissociate his responsible self from his irresponsible
self by apologising. The verbal apology may be accompanied by culturally appropriate
physical acts such as a handshake, getting on one’s knees or bowing. Such acts are
incompatible with maintaining a public criminal or delinquent identity as irreversible.

A successful meeting will elicit empathy for both victim and offender. This is usually
achieved by acts of self-disclosure which would otherwise remain private and limited to
confidants. Victims admit that anyone can make a mistake. The offender agrees that he
has hurt more than the victim. Supporters concede that they too have offended in the
past.

The ritual of apology has its corollary in the ritual of forgiveness, expressed in the words
and acts of the victim. The victim should feel able to narrow his physical distance from
the offender, to make eye contact with the offender, to sit next to him while both sign a
mutually satisfactory plan of action, to say something like ‘I forgive you’ in response to
the offender’s apology, even to embrace the offender. To forgive is to give up the
conviction that one has been insulted, the cognitive precursor of the destructive rage felt
by the chronic victim. The expression of forgiveness is essential to the victim’s
reintegration as well as to the offender’s.

Reintegration agreements must be followed through to ensure that they are enacted.

The failure of the first meeting, as evidenced by reoffending, must be greeted with
relentless optimism. Family conferences are rescheduled, the reintegration ceremony is
repeated again and again. The offender’s recidivism is interpreted not as his failure but as
the failure of the community to give him the right support. The coordinator must never
give up by stigmatising the offender.

From the point of view of this chapter’s subject, the apparent success of community
conferences is of great interest, because they confront and try to reverse some of the very
issues which have been highlighted as likely explanations of men’s greater tendency to
antisocial behaviour: men have been less well socialised by their parents, are less likely to
feel bad at doing wrong, are less skilled at expressing sorrow and apology, and are more
likely to be stigmatised by traditional shaming ceremonies such as the court appearance
and the prison sentence.
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Section 3

Factors affecting male
mental health
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Introduction
In war, suffering extends to soldiers and civilians, whether victors or vanquished. For
the soldiers and civilians who are invaded by foreigners, for the forces of invasion and
for those in touch with them at home, war produces extremes of suffering not only for
the time it rages but for the lifetimes of the survivors. War can be ‘hell on earth’; the
effects on humans have been well documented in recent history: the holocaust, the
killing fields of Cambodia, the carnage in the former Yugoslavia are in living human
memory. While the horrors of war have been described since ancient times1,2 it is only
in relatively recent times that science has turned its attention to war and its aftermath.
Much has been learned, particularly about human reaction to trauma3, although little
seems to have been learned in the community arena; humans remain an aggressive
species and wars are still fought, there is a resistance to recognition, detection and
acknowledgment of mental disorder, and there are shortcomings in provision of
community treatment services.

In Australia’s history, most wars have been fought in foreign countries, thus the direct
impact of military invasion has been little felt by the general population, although the
infamous ‘Brisbane Line’ attests to preparations made in expectation of invasion after the
attack on Darwin in 1942 and other instances of foreign incursion. Australians at large
therefore had no national trauma to bear to the degree of those who lived in Europe
during the Second World War, or those in Cambodia during the Pol Pot regime, or those
currently living in Bosnia. Immigration policies since the Second World War have
changed this situation and now sizeable proportions of the Australian population from
all parts of the world — central and southern Europe, the Middle East, South America,
Asia — bear the scars of war. For the general population of Australia who were not direct
military participants, the effects of war are various: certainly in the Second World War the
whole community united in a sense of national purpose and identity, although Vietnam
split the community with the moratorium rallies to end the war. During war, suicide rates
fall, but there are effects on the families caused by absences of the participant, these
effects extending to parenting and often including bereavement. After the war the angst
continues for the survivors, particularly among those exposed to the worst of war’s
horrors. The secondary effects of trauma are transmitted through the combatants’
families, as they are left to cope with the returned soldier4 or the war survivor. Sadly,
there has been relatively little scientific inquiry into the effects on families, particularly on
children’s development.

The initial postwar cost is suicide
In spite of the ubiquity of psychological suffering, scientific inquiry into the effects of war
was generally confined to the physical and often surgical side of war injuries. There were
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no large-scale inquiries into mental health. There were, however, a number of large long-
term follow-up mortality studies conducted in the United States after the Second World
War. These showed that former soldiers suffered an increased suicide risk, particularly in
the immediate post-war years, but that generally war veterans died at a lower rate than
their community (age-sex matched) peers, arguably because military personnel are
among the fittest and healthiest of their generation. These findings — elevated suicide
risk and lower overall mortality risk — have largely been replicated in Australia in a
study of mortality in Vietnam-era Australian National Servicemen conducted in the early
1980s5,6,7,8. They were also the principal findings of a US Centers for Disease Control
(CDC) mortality study9 conducted as a prelude to their study10,11,12 of health and welfare
in US Vietnam-era veterans in the late 1980s (see below). Suicide, then, is the most
dramatic early aftermath of war for otherwise ostensibly healthy participants.

It has taken a long time for society to recognise and accept that there were psychological
and thus mental health impacts of war on soldiers, their families and their communities.
Indeed, it is largely the Vietnam generation of returned US soldiers that has prompted
inquiry into the effects of war exposure on combatants. This has resulted in the formal
recognition of the entity Post Traumatic Stress Disorder (PTSD) as a subtype of anxiety
disorders by the American Psychiatric Association’s Diagnostic and Statistical Manual, in
its 3rd Edition in 1980 (referred to as DSM-III)13. Although only recently formally
recognised, PTSD has a long history, even being described in Shakespeare’s Henry IV
(Part 1, Act 2, Scene 3, lines 52-92), in Samuel Pepys’ Diaries after the Great Fire of
London2 and in accounts after the American Civil War1.

Post Traumatic Stress Disorder: an ongoing cost
Despite its being now well recognised that the psychological response of humans to
various forms of extremely stressful trauma are surprisingly uniform, difficulties
surrounding the diagnosis of PTSD were compounded by the various formulations in
early editions of the DSM: In DSM-I, in 1952, there was a concept of ‘gross stress reaction’
that recognised acute reactions, but this rather rudimentary concept of acute PTSD was
removed from the nomenclature in 1968 with the publication of DSM-II (which, ironically,
was the time of greatest troop build-up in Vietnam). Finally, as a result of growing clinical
experience and interest in the problems of American Vietnam veterans, it was formulated
as a specific entity in DSM-III (1980)13; it has later been revised (DSM-III-R, 1987)14 after
further more focused and refined studies. At the present time, PTSD is included as an
anxiety disorder in DSM-III-R and includes three major sets of symptoms. In DSM-III-R it
is recognised that there can be acute and chronic forms of the disorder (neither of which
existed in DSM-II in 1968) and that the onset of the disorder can be relatively immediate
or can be delayed, sometimes over many years.

The current criteria for diagnosis of the disorder are:

(a) Experience of an event that is ‘outside the range of usual human experience and that
would be markedly distressing to almost anyone’;

(b) Persistent reexperiencing of the event by either recurrent and intrusive recollections,
recurrent distressing dreams, sudden acting or feeling the event was recurring, or
intense psychological distress at exposure to events that resemble or symbolise an
aspect of the event;

(c) Persistent avoidance of things associated with the trauma or numbing of general
responsiveness that was not present before the event;

(d) Persistent symptoms of increased arousal such as sleep difficulties, irritability,
concentration difficulty, hypervigilance, exaggerated startle, or physiologic reactivity
upon exposure to events that resemble or symbolise the event;

(e) Duration of symptoms for at least one month.
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If symptoms begin six months or more after the event, this qualifies for the delayed
subtype of PTSD, although it is acknowledged that Group B symptoms may arise months
or years after the event, while Group C symptoms would usually have been present
throughout the intervening period.

Thus, the disorder consists of the various features of the event itself, of the phenomena of
reexperiencing the trauma, of symptoms of avoidance and numbing, and of increased
arousal. The minimum duration of one month allows discrimination of the disorder from
the transient reaction that may arise from exposure to traumata and which may settle
relatively quickly (i.e., within several days or weeks) in some people. Scandinavian
research suggests that, of all people exposed to a horrifying event, about 70 per cent will
not experience any long-lasting psychological after-effects, about 10 per cent will
experience transient upsetting effects that will settle down quickly, a further 10 per cent
will have more serious reactions that will settle only after time and possibly with
professional help, and the last 10 per cent will go on to experience long-lasting seriously
debilitating consequences. In Australia, the long-term consequences are tangible:
currently half of all TPI (Totally and Permanently Incapacitated) pensions from the
Vietnam conflict paid by the Department of Veterans Affairs are due to PTSD.

PTSD is not easily recognised
There are several problems in recognising PTSD. The diagnosis of the disorder and its
differentiation from other disorders are not always easily accomplished. First, one has to
establish that the person has been exposed to an event that would cause horror. This is
important because there are symptoms which are directly referable to the trauma itself,
for instance reexperiencing of the specific traumatic event, distress at reminders of it,
nightmares and flashbacks involving images or symbols of it. This can be a problem
because the avoidance and denial features often may cause sufferers to be reticent and
not speak about things that would make a clinician suspect the presence of the disorder.
There are also other symptoms as part of the disorder (emotional numbing, arousal,
cognitive disturbances) which may not refer to any specific event and which may also
occur in other mental disorders. PTSD has some shared features with other disorders and
PTSD sufferers often come for treatment with symptoms of anxiety, depression, or with
physical complaints that can lead to PTSD being missed. Another common presentation is
substance abuse, particularly alcohol. This may arise gradually, but is often related to the
individual’s attempt to deal with distressing symptoms such as memories, anxiety and
arousal.

Arguably, PTSD is the major and ongoing psychological cost of war, and it is no wonder
that PTSD occurs more frequently in combat soldiers than in the general community,
although PTSD also occurs there15. It was only during the 1970s that it was recognised
that combat-related PTSD had similar features to disorders noted after torture, rape,
crime victimisation, and natural disasters; the ‘battered wife syndrome’ was later
recognised to be PTSD in one of its many manifestations. PTSD has been reported after
conventional wars such as the First and Second World Wars16,17, the Lebanon War18 and
the Falklands War. The disorder has been observed in survivors of concentration camps
and survivors of torture such as the refugees from Cambodia. It has also been reported in
survivors of natural and man-made disasters such as the Granville train disaster of 1973,
the Hyatt Skywalk collapse in the US, the Beverley Hills Supper Club fire, and cyclone
Oscar which devastated Fiji. In other trauma circumstances such as domestic violence
and child abuse, it has also been identified. It has been described in rescuers and helpers
after such events as the Mount Erebus air crash and the Ash Wednesday bush fires19,20,21.
Australian work has been reviewed by Burges-Watson22 and a general review of the
social, psychological and psychiatric consequences of exposure to trauma has been
supplied by Raphael23.

Attitudes have changed as fashions of diagnosis and treatment have changed. First World
War veterans were thought to be suffering from ‘shell shock’, or even ‘disordered action
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of the heart’. The prevailing attitude after the Second World War was that the
psychological effects of combat exposure, if persistent, were due to an inherent weakness,
often labelled ‘character disorder’, as the basis of the illness diagnoses featured
‘neurasthenia’, ‘inadequate personality’, ‘anxiety neurosis’ and similar stigmatising
labels. Because PTSD is frequently accompanied by other disorders such as alcohol abuse,
and its sufferers, particularly military combat soldiers, are prone to act out in aggressive
ways, this reinforced the notion that an inherent flaw in the person was responsible. In
the 10 years after the end of the Vietnam conflict, it remained unfashionable or
unwarranted to have any mental health after-effects. The war itself was unpopular, and
its warriors swept under the carpet and encouraged to put the past behind them as soon
as possible. There is no doubt that a ‘stiff upper lip’ may be useful during conflict,
particularly if the man is expected to return to battle, but it is not a useful way of dealing
with the problems of the veteran-now-civilian. However, rather than at the urging or
human concern of any government, it was the fear of poisoning by exposure to pesticides
(herbicides, insecticides, antimalarials) and the possible subsequent liabilities of
government and the chemical companies that has prompted studies of the Vietnam
generation, particularly in the US but also in Australia. These studies reveal a good deal
about mortality effects and health effects on survivors.

Research after the Second World War
No large-scale government-sponsored research was done in Australia after the Second
World War such as was the case in America during the decades from the mid 1940s to the
late 1960s. Studies in the US included mortality studies of special groups, such as men
diagnosed with or discharged due to various medical conditions evident while in service
such as ‘psychoneurosis’24,25 and alcoholism26. Other special groups studied in large scale
after the Second World War included prisoners of war27 and traumatic amputees28. One of
these studies24 used a cohort of men who were born 1914-1918 and discharged from the
US Army with a diagnosis of ‘psychoneurosis’ after serving at least 90 days. These men
were found to have 20 per cent higher mortality rate than their army peers who were not
discharged ‘psychoneurotic’. In addition, psychoneurotics’ suicide rate was 3.15 times
that of the controls and their homicide death rate was 2.6 times higher. This study also
showed that the mortality rate of the sample of controls (drawn from the files of National
Life Insurance, covering 98 per cent of Second World War veterans) was only 87 per cent
of the rate in the general population. The elevated suicide rate found in general follow-up
research may be accounted for by the excess in those who experience illness while in
service.

Australian POW study
The major Australian study of Second World War veterans29,30,31,32 compared 170 randomly
selected prisoners of war (POWs) with 172 randomly selected non-POW veterans 40
years after the end of the war. Clinical psychiatric interviews were conducted with both
groups, focusing on depression, anxiety and alcohol-related illnesses. The two groups
were very similar on a range of social and demographic factors but the POWs were
significantly more depressed than the non-POW veterans. They were alike in the
prevalence of post-war alcohol abuse and dependence diagnoses (16 per cent for POWs
versus 15 per cent for non-POWs) but on all other diagnoses, the POWs’ prevalence
exceeded that of the non-POWs: 71 per cent versus 46 per cent for any diagnosis; 45 per
cent versus 27 per cent for anxiety disorders; 47 per cent versus 23 per cent depression
(major and other combined). In both groups, given a veteran had reported a disorder
other than major depression, it was far more likely to be recurrent and long lasting rather
than an isolated, single period of illness. The major occurrence of episodes was in the
eight years after the war for each illness; between half and three quarters of all its
episodes occurred in this 1945-1953 period. The remaining episodes seem uniformly
spread over the period 1954-1983, with a trend indicating increasing frequency with the
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passage of time. There were no differences between the two groups in this temporal
pattern. The two groups also showed similar personality profiles, except that the POWs
demonstrated a significantly higher level of introversion, which the authors attributed to
their higher depression. The authors emphasise that the results of the study rests on the
accuracy of self-reporting of their veteran subjects, although they observed that,
particularly among the POWs, there were very few men who could be considered to be
‘complainers’, which possibly contributes to under-reporting. Stoicism is often found
among veterans of all conflicts and avoidance and denial are common features of PTSD,
making it difficult to diagnose in veterans.

The principal shortcoming of this study, however, was the absence of a ‘control’ group
reflecting community prevalences of these illnesses. The 172 veterans in the non-POW
group were chosen to be like the POWs other than that they avoided capture. We would
expect such a group, nonetheless, to have undergone significant war stress and trauma,
although perhaps not as severe as that of the POWs. The fact that POWs showed more
anxiety and depression than non-POWs would indicate that these after effects of war
would be expected in the non-POW group as well. In the above study, for instance, there
were no significant differences between POWs and non-POWs on anxiety measures but
they scored 20 per cent and 16 per cent higher respectively than age-matched male non-
veterans normal scores. This point is underlined when it is acknowledged that only the
healthier sector of the male community serve in the military forces, and that something of
a stoic ethos may prevail among veterans, possibly leading to under-reporting of
psychiatric illness, particularly for this generation of men.

Studies of the Vietnam generation
As a response to the ‘Agent Orange’ controversy in the late 1970s, the Australian
Government set up the Australian Veterans Health Studies (AVHS)5,6,7 to examine the
effect of chemical and other exposures in Vietnam. Studies were conducted of the relative
incidence of birth defects among children of veterans and non-veterans, of mortality rates
of National Service veterans compared with non-veterans, and of the feasibility of a
comprehensive health study (including mental health). This health study was planned
but was never carried out, in spite of being called for by the then Royal Commission into
herbicide use in Vietnam33. In the US, there was a swift response in the conduct of the
‘Legacies of Vietnam’ project34 and the ‘Ranch Hand Study’ conducted by the US Air
Force35,36 (‘Operation Ranch Hand’ was the code name for the herbicide spraying
operation). This study was of large proportions and included physical examinations,
psychiatric interviews of veterans and their families in comparing ‘ranch handers’ with
other air force personnel who served at the same time and who were matched for age,
sex, race, rank and job in the air force. It found principally that there were few differences
between the ‘ranch handers’ and the controls except in subjective reports of bodily
symptoms; no significant health differences were found on physical and psychiatric
examination.

After the ‘Agent Orange’ controversy had been raging for half a decade, in the mid 1980s
the US Government sponsored two independent very large studies of Vietnam-era
veterans (‘Vietnam veterans’ served in Vietnam, ‘era veterans’ served in the military
during the Vietnam war but did not serve in Vietnam). These two studies took as their
focus physical and particularly psychological health. The Vietnam Experience Study9,10,11,12

was conducted by the Centres for Disease Control (CDC) while the National Vietnam
Veteran Readjustment Study37,38 was conducted by the Research Triangle Institute (RTI).
While their prevalence estimates for various disorders are different, and thus the estimate
of how much ill health and disability can be attributable to war may be different in each
study, together they provide the most technologically advanced data to hand on the
effects of war on the people who were involved in and who may still suffer from it.
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The Australian Vietnam Veterans Health Study
In the mid 1980s, an Australian team consisting of the current authors (then from Sydney
University and the Vietnam Veterans Counselling Service) began planning to obtain
funding for a study of the physical and psychological health of a random sample of
Australian Vietnam veterans. Like the American studies, the Australian study was
designed to measure the prevalence of illness, particularly psychiatric illness, in a sample
of veterans and to investigate the contribution of war service to this. All three studies
used slight modifications of the same standard psychiatric assessment interview,
developed for population studies. This makes it possible to compare Australian data with
American data, which is particularly useful given that one of the American studies also
used a group of community controls, which was beyond the resources of the Australian
study. If the overall American and Australian populations bear comparison, then these
data may provide further insights about the effects of war. The Australian study has only
recently been completed and the results have not yet made their way to publication in
scientific journals. Some results of this national study of a random sample of 1000
Australians who were posted in the Australian Army to Vietnam between 1962 and 1972
are reported below.

In addition to comparisons with American Vietnam veteran figures, it is fortuitous that
the same interview instrument has been used in two Australasian general population
studies of mental health. One of these was a representative sample of 1498 men and
women aged 18-64 in Christchurch, New Zealand, during 198639,40 and the other was a
study of 1009 adults, men and women 18 years or older, in the Riverland region of South
Australia during 199141. Table 1 below presents the prevalences (percentages) for men for
some illnesses in these two populations, and for the Australian veterans interviewed in
the Australian Vietnam Veteran Health Study.

It can be seen that the Australian veterans have slightly less depression and anxiety than
the New Zealand population, and much less than the Riverland population, both over
their whole lifetime and in the last six months. Note that the Riverland study was
conducted partly out of concern for the local agricultural community, which has seen a
series of harsh times since the mid 1980s, which might account for the high levels of
anxiety and depression. By contrast, the veterans have more problems associated with
alcohol abuse or dependence, and dramatically more phobias, particularly social phobia,
again both over lifetime and currently. The New Zealanders, on the other hand, have
much more anxiety disorders and alcohol problems than the Riverlanders, but less
depression and phobias.
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Table 1. Prevalences (percentages) of several psychiatric diagnoses
for the Christchurch (denoted NZ), Riverland (denoted RIV) and
Australian Vietnam veteran (denoted AVV) populations

Diagnoses Lifetime prevalences Six-month prevalences

NZ RIV AVV NZ RIV AVV

Major depression 8.8 15.1 6.0 3.4 10.6 0.9

Panic 0.9 2.8 3.1 0.5 2.1 1.9

Obsessive-compulsive 1.0 1.5 2.5 0.6 1.1 1.2

Generalised anxiety 27.1 11.6 7.3 7.7 9.6 3.6

Alcohol abuse/dep. 32.0 18 41.1 14.1 6.9 19.2

Antisocial personality 4.2 4.1 5.6 1.3 0.7 1.5

Agoraphobia 2.7 2.3 1.0 1.7

Social phobia 4.3 14.4 2.8 10.3

All phobias 6.8 12.1 21.6 4.4 7.6 15.5

Somatisation 0 5.8 0.3 0 5.3 0.3

Table 2 below summarises lifetime prevalences from the two US studies and the
Australian study, and Table 3 presents similar ‘current’ illness rates. Note the Australian
and one of the US studies (RTI) used six months to define current, while in the other
(CDC) study ‘current’ refers to only the last month. In addition, as mentioned above,
Australian usage of the term Vietnam veteran means anyone who saw service in Vietnam;
in American usage these people are called ‘Vietnam theatre veterans’. Additionally the
Americans use the term ‘era veteran’ to denote anyone who was in the military during
the Vietnam war but who did not serve in Vietnam; there is no similar Australian term. In
addition, one of the US studies included a civilian sample, matched on age, sex and race/
ethnicity to the Theatre sample.

Table 2. Lifetime prevalences for the Research Triangle Institute study
(RTI), the Centres for Disease Control study (CDC) and the Australian
Vietnam Veteran Health Study (AVVS). The American studies comprise
Vietnam theatre veterans (termed ‘vets’), Vietnam ‘era’ veterans,
and in the RTI study a community control group (labelled ‘cntrl’)

RTI CDC AVVS

Diagnoses Vets Era Cntrl Vets Era Vets

Major depression 5.1a,b 4 1.5 12.5a 8 6

Dysthymia 4.2a,b 2.8 1.2 9

Panic 1.8 1.2 2.1 3.4a 1.5 3.1

Obs.-compulsive 1.8b 1.2 0.3 1.7 1.1 2.5

Generalised anxiety 14.1a,b 10.1 9.9 23.5a 17.2 7.3

Alcohol abuse/dep. 39.2b 37.9 25.2 50.6a 41.8 41.1

Antisocial pers. 9.5b 9.4 4 23a 21.1 5.6

Simple phobia 8.2a 4.1 10.2

PTSD Not available Not available Not Available 14.7a 3.2 17.1

Footnotes
a. Statistically significant difference between Vietnam theatre and era veterans
b. Statistically significant difference between Vietnam veterans and community controls
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Overall, the prevalences in the US and the Australian veteran samples agree more closely
than do those between the Australian veterans and the general populations presented in
Table 1. While there is not a very high prevalence of depression (compared with general
community levels), it does appear to be related to war service. Similarly for generalised
anxiety disorder, although the prevalence of this illness is markedly less among
Australian than US veterans. Problems with alcohol are marked among all veteran
populations, but this does not seem to be so clearly war related, and may in part be a by-
product of military service. Similarly, antisocial personality disorder appears to be more
military related than war related. Even so, this is notably less common among Australian
than US veterans. The rarer illness of obsessive-compulsive disorder may also be war
related.

Table 3. ‘Current’ prevalences for the RTI study (last six months), the
CDC Study (last month) and the Australian Vietnam Veteran Study
(AVVS; last six months)

RTI CDC AVVS

Diagnoses Vets Era Cntrl Vets Era Vets

Major depression 2.8a,b 0.5 0.4 4.5a 2.3 0.9

Panic 0.9 0.6 0.4 1.9

Obs.-compulsive 1.5a,b 0.0 0.0 1.2

Generalised anxiety 4.5 3.2 2.9 4.9a 3.2 3.6

Alcohol abuse/dep. 11.2 9.2 7 13.7a 9.2 19.2

Antisocial pers. 2.0b 1.1 0.0 1.5

Simple phobia 7.3

PTSD 15.2 2.5 1.2 2.2 Not available 11.4

Footnotes:
a. Statistically significant difference between Vietnam theatre and era veterans
b. Statistically significant difference between Vietnam veterans and community controls

The level of PTSD over a lifetime in the American and Australian studies are close. The
current prevalences vary somewhat, probably because of the differences in defining
‘recent’ (six months or one month). The illnesses that show an effect of war on lifetime
prevalences, also tend to show this effect for current prevalences. This indicates that these
after-effects of war service do not readily dissipate, but remain with many of these men
20 or so years, at least, into their attempted readjustment.

Conclusions
Taken together, what can be said about the effect of war on the mental health of
Australian war veterans? There would appear to be three major observations that emerge.

First, although prevalence rates of depression and anxiety are lower among our Vietnam
veterans than the community, the evidence indicates that the degree of this illness is
influenced by war stress, and that the effect of war persists in many veterans for many
years.

Second, veterans report high lifetime prevalences of alcohol-related problems, but these
do not seem as related to war stress as to military life stress. This result is in accord with
the Australian POW study failure to find a difference in alcohol related problems between
POWs and non-POWs. However, the American studies indicate that their current excess
of alcohol problems is war related. This may be because those with more severe war
stress have alcohol problems which show uncommon persistence throughout their post
war lives, or because they later develop such problems as an indirect effect of their war
stress.
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Third, and perhaps most surprisingly, there is clear evidence among our Vietnam
veterans of high levels of lifetime and current phobic disorders, particularly simple and
social phobia. The CDC data indicate that simple phobia is clearly war related (they did
not study the other phobias), and the Second World War study describes a strongly war-
related imbalance in post war ‘Anxiety Disorders’ — combined disorders of generalised
anxiety, panic disorder, obsessive-compulsive neurosis, agoraphobia, social phobia and
post-traumatic stress disorder — 45 per cent among POWs compared with 27 per cent
among non-POWs.

In addition it must be noted that recognition of veterans’ problems has been hard won,
both in America and in Australia, as elsewhere in the world. While the size of the Second
World War population is dwindling (half of all men born in Australia currently over the
age of 65 are the Second World War veterans) and the size of the Korean and Vietnam
forces constitute a small proportion of the population, even of their cohort peers, when
added to the effects on families, particularly children who grow up in a disturbed
household, the problem assumes much larger proportions. An added complication of the
Vietnam conflict (never officially declared a ‘war’) is in the reduction of services for
veterans compared with the Second World War, and the refusal of recognition of their
contribution which prompted the veteran community to hold a ‘Welcome Home Parade’
in Sydney in 1987, attended by 25,000 veterans, or about half of the entire veteran
population. Social and general phobias may be seen as a direct result of community,
military and government disdain for the veterans of Vietnam. Alcohol abuse may be the
direct effect of military canteen or mess socialisation and as self medication for
psychological problems.

The hidden other victims in Australia
As alluded to in the introduction, many Australians who have immigrated from war-torn
countries would have been exposed to trauma to a degree similar to that experienced by
combatants, or worse when incarceration and torture are taken into consideration. As
well as refugees arriving at airports there are the ‘boat people’, whose horrors also
include attack by pirates, hazardous natural conditions and loss of life on the journey.
Several initiatives have been taken to bring services to these victims of trauma, although
the full extent of the problem remains largely unknown, and the availability of services
insufficiently widespread. Problems of detection and treatment are exacerbated when
language and cultural difficulties present themselves. Cultural reticence to disclose or
discuss exposure to trauma results in failure to suspect, and therefore detect, traumatic
reactions.

If the US community epidemiological data15 apply to Australia, then at least 1- in-100
people have or have had the disorder PTSD, and this rate rises in people known to have
been directly exposed to trauma (such as combat soldiers and other occupational groups);
this makes it a sizeable problem for the community. However, there are no general
community data for Australia, and little research into subgroups such as refugees, among
which it would be suspected to be high. In addition, certain other subgroups of the
Australian population such as police, fire, ambulance and emergency services regularly
experience events that have potential to cause PTSD. There are other occupational groups
at higher risk of exposure to trauma: bank and financial institution employees and small
businesses handling cash. At present, no community service exists to meet the needs of
such people when they are exposed to trauma.

In 1980, the Australian government set up the Vietnam Veterans Counselling Service
(VVCS) to assist veterans and their families with their psychological health. It is a unique
service in that it has gathered a good deal of expertise in trauma-related counselling and
therapy, and a first-hand experience in the secondary effects of trauma. Although
chronically under-resourced, it provides a good model for other treatment services
dealing with the primary and other effects of traumatic exposure, particularly war
caused. It has been favourably reviewed several times (not least by a House of
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Representatives committee of inquiry, as well as the Royal Commission33) and
recommendations made for improving its staffing and support levels, and hence its
effectiveness. However, its administration and its support remain in the doldrums in a
government department that sees itself ‘winding down’ as the bulk of its clients (the
Second World War veterans) age and decline in numbers. The VVCS is available for
veterans and their families, but there is no ready access for other community groups to
this or any similar service. Indeed, there has never been an investigation documenting the
need for a similar service to either occupational groups or the community at large. Until
this problem is recognised, detection and support for these other groups remains only a
hope.
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Unemployment and mental health

A. H. Winefield

Department of Psychology
University of Adelaide

In Western societies, work has traditionally been regarded as an integral feature of men’s
lives and young boys have been encouraged to aspire to the role of a successful
breadwinner able to support a wife and family. After Freud and Erikson, many mental
health experts have seen transition to the work role as a crucial aspect of men’s healthy
psychological development. This role has been threatened in recent years by increasing
levels of unemployment. Since 1990, for example, the levels of unemployment have
increased sharply in many countries, with half of the OECD countries now showing rates
of 10 per cent or more1. There is increasing evidence in the research literature suggesting
a link between unemployment and mental health in men, although a number of issues
remain unresolved. Perhaps the most obvious of these issues concerns the role of poverty
(or relative poverty). Can the psychological distress that usually follows involuntary job
loss be explained solely in terms of economic deprivation or are other factors involved?
Another controversial issue concerns the extent to which the psychological distress
observed in unemployed men is caused by job loss (social causation), or whether men
who are psychologically distressed for other reasons tend to become unemployed (drift).
It is known that individuals vary in how they react to unemployment, as well as to other
environmental stressors, and much research has been devoted to identifying factors that
might moderate emotional reactions to job loss. Factors that have been studied include
age, unemployment duration, work commitment, socioeconomic status, ethnic origin,
financial security, and social support.

Methodological approaches
Studies of aggregate data
Different research methods have been used to study the possible link between
unemployment and mental health. One approach is to analyse large-scale statistical (i.e.,
aggregate) data that have been collected in the past. For example, Brenner2 carried out
complex analyses on aggregate data which showed a strong relationship between the
employment rate in manufacturing industries and admission to mental hospitals in New
York State from 1910 to 1967. Although the results of such analyses are suggestive, they
do not necessarily establish that involuntarily job loss produces a decline in mental health
in the individual. Other explanations are possible. For example, tolerance of mental ill-
health (but not mental ill-health itself) might increase during times of economic
depression. Another possibility is that it was not the job losers themselves who were
admitted to mental hospitals but their dependants, or perhaps their employers faced with
bankruptcy.

Case studies
Clearly, evidence from aggregate studies needs to be supplemented by studies focusing
on the individual in order to establish a causal connection between unemployment and
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mental ill-health. Some studies have been based on in-depth case study interviews3,4.
They present vivid and graphic details about how some men respond to job loss, but,
because the groups are self-selecting, they may be unrepresentative and therefore it may
be unwise to attempt to generalise from them.

Cross-sectional studies
Cross-sectional studies compare employed and unemployed groups of men at a single
point in time. These studies are superior to those based on case studies because they
allow quantification. For example, it has been shown that unemployed groups are
significantly more anxious and depressed and display lower self-esteem than employed
groups. Such studies are valuable in establishing psychological correlates of
unemployment, but they are not able to establish causes. Although it may well be
plausible to assume that the observed differences in mental health were consequences of
employment status, it is equally plausible to assume that individuals high in anxiety or
depression and low in self-esteem might be the ones most likely to be laid off as well as
the least likely to be re-employed (or to be offered jobs in the first place). A third
possibility is that the mental ill-health and the unemployment might both be
consequences of a third factor, such as the death of a loved one, or a physical injury.

Longitudinal studies
To demonstrated a causal connection between unemployment and a decline in mental
health, it is necessary to observe the same individuals over time. This kind of study is
known as a longitudinal study. If it could be shown, by comparing them before and after
job loss, that a group of individual job losers displayed a decline in mental health after
job loss, this would suggest a causal connection. However, even this kind of evidence is
open to other interpretations. For example, suppose a comparison group of non job
losers, individuals observed at the same time, showed a similar decline in mental health.
In that case, we would seek a different explanation. Perhaps many people in the
community, regardless of their employment status, experienced a decline in mental health
because of some environmental disaster, such as a bushfire or an earthquake.

Ideally, a longitudinal study which aims to demonstrate the effects of job loss on men’s
mental health should compare two groups of men on at least two occasions: before and
after the job loss (arising say, from an organisation introducing large scale staff cuts, or
‘restructuring’). This is known as a prospective longitudinal study. The two groups
would comprise job losers and non job losers which, ideally, would be matched initially
in terms of their mental health. If the job losers showed a significant decline in mental
health after job loss, whereas the other group showed no change, it would seem
reasonable to attribute the decline in mental health to the job loss. Unfortunately, very
few such studies have been reported in the literature. The reason is fairly obvious. A
researcher would embark on such a study only if he or she had good reason to believe
that an organisation was about to retrench some of its workers. In that case, the workers
themselves would also be aware of the threat and their mental health would have been
affected already. Indeed, some studies in the US5 and in Sweden6 have shown that the
anticipation of involuntary job loss can be even more distressing than the event itself.

Most of the longitudinal studies to have been reported have begun with a group of
unemployed men and studied them over a long period, during which time some will
have reentered the workforce7,8, 9. There is some evidence from such studies that men
show improved mental health after reentry into the workforce, as well as decreased
mental health after further job loss. Although such evidence is convincing, it may not be
generalisable because of the absence of satisfactory baseline measures of mental health
(taken before the initial job loss) as well as the lack of a comparison group of employed
men.

Some longitudinal studies have focused on school leavers, comparing at-school baseline
measures of mental health with later measures taken after the youngsters have left school
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and entered the workforce. Such prospective longitudinal studies avoid some of the
methodological difficulties often encountered in prospective longitudinal studies of
mature-age job losers. First, the at-school baseline measures are not confounded with fear
of job loss as is usual with older workers. Second, failure to find work (or job loss) in a
recent school leaver does not have the same financial implications as it does for an older
man who is likely to have a dependent wife and children, as well as a mortgaged house
and car. Indeed, the unemployed school leaver is unlikely to be worse off financially than
he was at school. A number of such studies have been reported in the literature including
those by Banks and Jackson10 in the UK, as well as a number of Australian studies11,12,13,14.
Findings from these studies will be described in the final section.

Outcome measures
Many studies have relied on self-report measures or inventories. Some of the most
commonly used inventories have been designed to detect minor mental disorder
(potential cases). Others have been designed to measure symptoms of anxiety or
depression, or somatic symptoms, or characteristics such as self-esteem, perceived control
over the environment (internal/external locus of control), hopelessness, social alienation,
or depressed mood.

Theoretical approaches
Although much of the research concerned with the effects of unemployment on men’s
mental health has been atheoretical, a number of theories have been advanced to try to
explain its effects. Four theories which have been proposed specifically to explain
psychological responses to unemployment are: stages theory, deprivation theory, agency
restriction theory, and the vitamin model.

Stages theory
Stages theory assumes that the psychological reaction to unemployment can be described
sequentially as shock, optimism (associated with increased effort to regain work),
pessimism, and finally resignation. Overall, research evidence provides little support for
such theories15,16.

Deprivation theory
Jahoda’s deprivation theory17,18 assumes that employment has manifest benefits (earning
a living) and latent benefits (helping to keep us in touch with reality). The latter provide a
time structure for the waking day, regular social contacts, external goals, identity, and
enforced activity. Jahoda has argued that even bad jobs are preferable to unemployment.
This latter assertion, however, is inconsistent with recent research findings which have
shown that unsatisfactory jobs are just as bad as (or even worse than) unemployment
from the point of view of mental health (and physical health).

Agency restriction theory
Fryer has criticised deprivation theory on the ground that the supposed latent benefits of
employment are often the reverse. He refers to: ‘Arbitrary time structure without regard
for human needs; autocratic supervision; activity for unclear or devalued purposes; a
resented identity; the vacuous nature of imposed activities’ (Fryer19, pp12-13). As an
alternative, he has proposed an agency restriction theory which, by contrast with
deprivation theory, assumes that people are fundamentally proactive and independent
rather than reactive and dependent. He goes on to suggest that the role of poverty has
been underemphasised in much recent research on unemployment compared with
research carried out in the 1930s. He believes that lack of financial resources prevents
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people from organising personally satisfying life styles (through the restriction of
personal agency). Although, Fryer’s view may well be true of some people, it seems
unlikely that it applies to all unemployed people.

Vitamin theory
Warr’s vitamin theory20 extends Jahoda’s deprivation theory and applies it generally to
work and non-work environments and does not distinguish between manifest and latent
benefits. He describes nine features of the environment (opportunity for control,
opportunity for skill use, externally generated goals, variety, environmental clarity,
opportunity for interpersonal contact, availability of money, physical security and valued
social position) which are assumed to benefit mental health in the way that vitamins
benefit physical health. The first six are assumed to operate like vitamins A and D (which
can be harmful in excess) and the last three to operate like vitamins C and E, which cease
to be beneficial above a certain limit but are never harmful.

Moderating factors
Obviously, whatever impact unemployment has on men’s mental health, it is unlikely to
affect them all uniformly. Some will suffer more than others. Several factors have been
shown to moderate the impact of unemployment on mental health. Some moderating
factors are environmental (such as money), whereas others have to do with personal
characteristics such as self-esteem and introversion–extraversion. Factors that have been
shown to moderate unemployment distress include environmental factors: financial
resources, duration of unemployment, stress of lost job, social support; demographic
characteristics: age, social class, ethnic origin; and individual characteristics: employment
commitment, personality factors, and time use.

Environmental factors
Not surprisingly, numerous studies from all over the world have shown that money is an
important resource that helps unemployed men cope, even the perceived ability to
borrow a moderate sum in an emergency21,22. The evidence on duration of unemployment
is less clear, with some studies showing a curvilinear relation: some men seem able to
adjust to long-term unemployment, showing better mental health than after shorter
periods9. Several studies have shown that where the lost job was stressful, losing it can be
associated with improved mental health as well as reemployment in a more satisfactory
job23,24. Social support has also been demonstrated to be an important factor moderating
the mental health of unemployed men, although the relationship is not a simple one. For
example, job loss often entails being cut off from a potentially important source of social
support workmates.

Demographic factors
Studies comparing young with mature-aged unemployed men have shown that the
impact on mental health is much greater in older groups, even where the groups are
matched for unemployment duration25. Social class differences are usually confounded
with money and job satisfaction. Not surprisingly, perhaps, the research findings are
conflicting and inconclusive. Hepworth26 in the UK found that higher status was
associated with better coping whereas Kaufman27 in the US found the opposite. Warr &
Payne28 found little difference, except that lower-class men had more financial worries
and were less able to manage their spare time. Finally, Rodgers29 found an interaction
with sex such that unemployment caused most distress in lower-class men and in upper-
class women. Differences in ethnic origin are frequently confounded with differences in
social class, although a study by Warr et al30 in the UK found that unemployed male black
teenagers were less distressed than their white counterparts.
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Personality factors
Some studies have shown that men who have a strong commitment to work experience
greater distress than those with weaker commitments31,32, but a recent study has shown
that employment commitment is an unstable characteristic33, and other studies have
found that redefining one’s attitude to work can reduce unemployment distress9,34.
Personality characteristics that have been shown to moderate the impact of
unemployment on men’s mental health negatively include neuroticism35,36,37, low self-
esteem37, introversion36 and lack of religiosity38. Finally, several studies have shown that
unemployed men who use their time in constructive activities involving other people,
cope best39,40,41,42.

Controversial issues
The two fundamental issues that remain unresolved are: (a) is the psychological distress
associated with unemployment a consequence of unemployment (social causation) or are
psychologically distressed individuals more likely to become and/or remain unemployed
(drift)? and (b) can the psychological distress associated with being unemployed be
explained solely by financial disadvantage?

Some light on both these questions is shed by the prospective longitudinal studies of
school leavers mentioned earlier. Although all of the studies included young women as
well as young men, overall the differences between them were slight. The study by Banks
& Jackson10 in the UK showed that young people who left school and got jobs displayed a
significant improvement in mental health whereas those who became unemployed
showed a significant deterioration. Patton & Noller13 in Queensland showed a decline in
those becoming unemployed but no change in those getting jobs. A similar finding was
reported by Feather and O’Brien11 in South Australia.

By contrast, Gurney12 in Victoria and Winefield et al14 in South Australia reported an
improvement in those who got jobs, but no change in those who became unemployed.
How can these conflicting results be reconciled? First, the studies by Banks and Jackson
and by Patton and Noller looked only at academic underachievers and consequently the
results may not be generalisable to the wider population of school leavers. Second, the
employed and unemployed groups in the study by Feather and O’Brien were not
matched on the at-school baseline measures: those who got jobs after leaving showed
superior mental health while at school than those who later became unemployed. The
studies by Gurney and by Winefield et al looked at a broad cross-section of school
leavers; moreover, the employed and unemployed comparison groups were well matched
on the at-school baseline measures. Consequently, the results may have greater validity.
Winefield et al also distinguished between employed youngsters who were satisfied with
their jobs and those who were dissatisfied with their jobs. Importantly, they found
consistently (in the course of a 10-year longitudinal study) that the dissatisfied employed
were as badly off in terms of mental health as the unemployed. This finding has been
confirmed by O’Brien and Feather43.

These findings have clear implications for both of the controversial issues described
above. First, they provide clear support for the view that the poorer mental health shown
by unemployed men is a consequence of failure to find satisfactory work (social
causation). Of course, one must accept that some people are unemployed because they
have serious mental health problems that make them unemployable (drift). However, this
does not seem to be a major factor in the case of unemployed school leavers. Second,
because unemployed school leavers are generally no worse off financially than before
(unlike mature men with dependants who are made involuntarily redundant), their
relatively poor mental health cannot be explained solely by financial hardship .
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Conclusions
Some recent research studies have been concerned with developing counselling strategies
for helping men cope with involuntary job loss44, 45. Such programs, as well as seeking to
help alleviate the psychological distress associated with job loss, are also designed to help
the unemployed individual to regain employment, and consequently maintain an
optimistic attitude and a strong commitment to work.

These programs assume the future availability of jobs. Unfortunately, there is a danger
that unemployment counselling which is based on this assumption may encourage a false
or unrealistic belief in some people who have virtually no chance of reemployment, and
thus perpetuate and intensify their psychological distress. A more humane and effective
approach might be to encourage them to redefine their attitudes to work and perhaps
seek alternative activities.

What is an effective strategy for coping with job loss must depend, inter alia, on whether
the job loser has a realistic prospect of reemployment, and this, in turn, will depend on
whether national governments and those who elect them are committed to ensuring that
all citizens who are willing and able to work are provided with the opportunity. Future
policy needs to be informed by the accumulating research evidence which shows that, for
many men, mental health depends upon satisfactory employment.
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Hazardous occupations and mental
health

L. Meldrum and B. Raphael

Department of Psychiatry
University of Queensland

The Concise Oxford Dictionary defines a hazard as a source of danger, and hazardous as
risky or dependent on chance. Therefore, hazardous occupations could be those in which
the worker is exposed to danger, or which are risky and dependent on chance1. The
effects of hazardous occupations on mental health are unclear because of a number of
factors present in the person exposed to danger in the hazardous occupation.

Personal appraisal of danger is one of the factors that influence adverse outcomes of
exposure to hazards in the workplace. A number of other variables influence how a
person perceives a stressful incident — past experiences and personal background,
religious beliefs, cultural values, attitudes, daily moods, learned fears, prejudices and the
environment in which the incident occurs.

As well as personal perceptions affecting outcome, the level of injury that is associated
with any hazard in the workplace also contributes to the end result. This injury may be
physical or psychological. Physical injuries may result in permanent disability, death or
may involve long-term recovery. A similar situation also occurs with psychological injury,
which in many instances may be unrecognised by the worker and employer alike. Both
psychological injury and persistent chronic disorder have contributed to the enormous
increase in workers’ compensation claims.

The cost to industry of injury and accidental death is enormous. It has been found that
the cost of mental health problems to industry is also immense. In England and Wales,
mental health problems cost 80 million working days a year, which is 30 times greater
than days lost through industrial disputes2. It has been found that most people associate
their jobs with their mental health problems3. Employers have begun to plan to protect
their workers from activities that would put them at risk or cause harm, through policies
on occupational health and safety4, but many of these have not yet encompassed an
adequate recognition of mental health.

One of the major mental health problems that has appeared in workers in hazardous
occupations in the course of their employment is post traumatic morbidity. Post traumatic
stress disorder (PTSD) is a condition which arises after an event outside the range of
usual human experience, which would be markedly distressing to almost anyone and is
usually experienced with intense fear, terror and helplessness. The symptoms involve
reexperiencing of the event, avoidance or numbing of responsiveness, and increased
arousal. Such phenomena may appear in reaction to a distressing event, but the diagnosis
can be made only if the disturbance lasts longer than one month by current criteria5.

A variety of other disorders can emerge in this context, such as major depression and
substance abuse. It has been found that such events may contribute to a significant
decline in a person’s physical health6.
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Men and hazardous occupations
It has been traditional in terms of gender role prescriptions in Anglo-Saxon, Western and
many other societies, that men have been the main workers in any occupations that
would be readily identified as hazardous. This includes police, fire services, emergency
service work, security industry, military, heavy industry and many other occupations. All
work in these spheres has been heavily dominated by male gender values including
beliefs in men’s physical strength, invincibility, power and capacity to deal with and
master threat. Other occupations that do not specifically deal with hazards but may
encounter them have, for the most part, seen men as the ones who should face any threat
if this is expected.

With changes in work practices and equal opportunity provisions, many of these
occupations or places of occupation are now shared by women, who even in recent times
have taken a role in combat. At the same time, changing values have allowed for
recognition that men too are not invincible and may be threatened, shocked, traumatised
and even psychologically disabled by their experiences in the workplace. Nevertheless,
the ‘macho’ style persists, making it difficult for men dealing with hazards or affected by
them to acknowledge either their fear or distress. This sometimes leads them to drown
their difficulties in the male-accepted model of self medication — heavy drinking.

The issues discussed below represent a summary of current scientific studies in the field
of hazardous occupations. Most have been conducted with men and the findings apply to
them except where specified otherwise (e.g., nurses). Nevertheless, all reported findings
and proposals should take into account these gender-based social constructs and how
they may influence or shape the variables considered.

Reactions to hazardous events
The reactions that each person experiences to exposure to any hazardous event are
unique. Some of the common reactions experienced are shock, fear, anger, helplessness,
sadness and shame. Many of these feelings occur during the processing of what has been
termed a normal reaction to an abnormal event. Differing personal perceptions of the
abnormal event result in distinctive patterns of reactions. No two people exposed to the
same hazard react in exactly the same manner. Numerous other effects can be
experienced including physical and mental tension, sleep disturbances, dreams and
nightmares of the event, intrusive memories and feelings, numbing and a general
inability to share emotions, irritability, depression, social withdrawal, as well as a number
of physical sensations, mental reactions and the propensity for self-medication7.

Public health impact of hazardous occupations
Because Australia has no standardised method of recording workplace injuries and
deaths, it is difficult to state unequivocally which industries are the most hazardous to
workers. The most complete collection of statistics on industrial injuries can be gathered
from the Estimates of National Health and Safety Statistics in Australia for 1991-928.
These statistics are compiled from contributing States and Territories but it must be
remembered that, at best, they are estimates and not a valid Australian data set.

According to these estimates, 193 fatalities were recorded in Australian industries during
the financial year 1991-1992. According to this report, deaths of male workers in 1991-92
accounted for 93 per cent (180) of the total workplace deaths8.

In the statistics compiled by Worksafe Australia during 1986-87, injuries were occurring
every 6.5 minutes, compared with 1983-85 figures of every 8 minutes9. Worksafe
estimates show that 624,368 weeks of working time were lost during 1991-92, with an
average of 7.2 weeks per occurrence for males, whereas females recorded an average of
9.2 weeks per occurrence. These figures, of course, cover a wide range of injuries and
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disabilities, some brief, others more prolonged, and may not include many psychological
injuries and their outcomes.

Workers employed in the Australian transport and storage industries accounted for 8 per
cent of all workers’ compensation cases (42 per cent in road transport and 21 per cent in
rail transport) recorded in the 1991-92 Estimates. More than 70 per cent of the workers’
compensation claims were recorded in the occupations of labourer (35 per cent),
tradesperson (26 per cent) and plant and machine operator or driver (17 per cent).
Seventy six per cent of the total workers’ compensation cases recorded were for males8.

It has been found that time lost through injury and disease was poorly recorded in the
data supplied to Worksafe. The average work time lost ranged from 5.8 weeks in mining
industries to 8.7 weeks in finance, property and business services8.

The total estimated cost to the Australian national economy during 1992-93 of workers’
compensation claims was $4.8 billion. When averaged out to a percentage of total labour
costs, workers’ compensation amounted to 2 per cent. The indirect cost of workers’
compensation for occupational injury and disease may be as high as $9.7 billion8.

The degree to which psychological injury and associated morbidity is covered in these
statistics is unclear, but it is unlikely that it is individually addressed. For instance, a
recent study has shown that PTSD and significant disability occurred in 25 per cent of
injured motor vehicle accident victims studied. It was found that PTSD was undiagnosed
and untreated10.

Compensation
Numerous damages claims have been taken to the courts by workers for debilitating
outcomes of stressful incidents at their workplace. The extent (i.e., number and cost) of
compensation claims for workplace stress in general, and PTSD or other syndromes, is
not known. In addition, many cases are settled ‘before court’11 which generally requires
the litigants not to reveal the conditions of settlement, so accurate records of the number
of settlements for stress claims are not available. Certainly, claims are increasing in this
field and settlements in the order of $500,000 are not infrequent. To reduce the cost to the
Australian economy of occupational death and injury, both physical and psychological, it
is important that ‘high risk’ employment areas be clearly defined.

High risk employment
High risk employment areas have been interpreted as those which include threat to:

(a) the safety of the general population

(b) the safety of the employees12.

Some occupations, however, may by their nature lead to members being exposed to
‘hazards’, including those likely to produce psychological injury, either as part of the
work (e.g., police, body identification teams, fire services) or because of the risks
coincident to their work (e.g., bank officers at risk of armed hold-up). Some occupations
may induce stressors that are potentially hazardous as part of their work (e.g., military).
Some jobs may be considered excessively stressful, so that with regard to mental health,
they may be the cause of more chronic disorders2. In a recent survey of a service industry
in Queensland, the most significant sources of ‘job stress’ were found to be insufficient
staff to cope with workload, abuse and/or difficult customers, and the continuous nature
of telephone calls13. Some jobs may be understood as stressful because of high rates of
psychological morbidity, such as suicide associated with them (e.g., radiographers,
dentists, nurses2 and physicians14).

The economic consequences recorded in the workers’ compensation figures do not relate
to the human cost and the wider impact that death and injury in the workplace has on the
community. It is this community that is so important in supporting workers, particularly
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those who work in hazardous occupations. It has long been recognised that many events
that happen outside the workplace may impact on the worker’s capacity to deal with
perilous occupations — both physically and mentally. It is also true that reactions to
stressful, dangerous events that occur in the workplace may also be taken home and
thereby create a vicious circle of stress for the worker.

Management, workers and unions
In all considerations of hazardous or high risk occupations, workplaces, or roles, the
views of management, workers and unions should be taken into account. It is critical that
all are involved in identifying risk in any consideration of contributors to stress; response
systems; education; training; and the various forms of assistance or counselling.
Furthermore the background relationships of these workplace systems may influence
stress levels, hazards and outcomes. Throughout the discussions below, these systems
should be considered and encompassed.

‘Vicarious’ victims
Vicarious or secondary victims are those who may not be personally injured in a
traumatic event, but may experience many of the emotional or physical reactions of the
primary victim.  When workers are physically injured, psychological reactions may occur
in:

(a) the person injured;

(b) observers of the injury;

(c) those experiencing a near miss;

(d) those at risk themselves;

(e) at times family members; and

(f) those who must care for the injured.

Research into the impact of trauma on the vicarious victims is still in its infancy, with few
published research outcomes. In one study, 17 ferry workers who had no direct contact
with the capsize of the passenger ferry ‘Herald of Free Enterprise’ in Zeebrugge harbour
were found to be dysfunctional in ‘areas of work, social activity and interpersonal
relationships’ (p. 9). Sixteen of the 17 had been unable to return to work15. Similarly, an
increase in domestic violence was reported in the Mount St. Helen’s area after the
ashfall16, and is likely to have involved a range of vicarious as well as direct victims.

Stressors in emergency services
Firefighting has been ranked as one of the most stressful occupations in the US17. The
stress levels in this emergency service may have some relationship with the level of injury
incurred by Australian firefighters. It has been found that during stressful periods, people
are more prone to accidents7. Worksafe statistics indicate that the fire service’s injury
incidence is twice the rate of all other Australian industries. Firefighters suffered 80 per
cent of all the injuries recorded for the fire brigade industry. Other occupation groups
within the industry recorded injuries that resulted in severe conditions at a rate of 21 per
cent, whereas firefighters’ rate of similar injuries was 30 per cent. Interestingly, burns
accounted for only 2 per cent of fire brigade industry injuries18.

Research into the stressful aspects of a State fire service in Australia found that deaths of
children, the suffering of the injured, the nature of the injuries and dealing with dead
people were significantly stressful aspects of their employment. It was also found in this
study that organisational issues such as lack of resources, poor operational leadership
and the pressure of work were significant stressors19. Other emergency services have
investigated stress factors present in their workplace. A survey conducted in an
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Australian State Ambulance service identified five stress components in their work: (a)
being away from family; (b) administration weaknesses; (c) interaction with medical staff;
(d) work variables; and (e) fieldwork20. It was found that stress factors experienced by
British ambulance officers could be classified in four main areas: ‘(1) organisational and
management problems, (2) unfamiliar and difficult duties (uncertainty) (3) work overload
and (4) interpersonal relations’ (p. 323)21. These research results emphasise that reactions
to dangers or hazards in the workplace may be influenced by a number of other
variables, such as organisational stressors and shift work, and that these may be
responsible for a high level of background distress and associated psychological
morbidity, for instance anxiety and depression.

Organisational stressors
Workers exposed to danger often have to contend with a number of organisational
stressors already present in their workplace. It has been found that ‘factors intrinsic to the
job’ were the primary predictor of poor mental health for managers and shopfloor
workers, whereas the pressure experienced by the ‘organisational structure and climate’
was found to be the only significant predictor of poor physical health in the shopfloor
workers22. Organisational structure is often determined by the organisational culture of
values, ideas and beliefs shared by members of the same work organisation4. The culture
may exert powerful pressure on employees to determine ‘appropriate’ group norms and
behaviour. When the organisation is exposed to extreme stressors, the most dominant
aspect of its belief system determines the course of events for both the organisation and
its employees.

Research conducted by the Australian police found that organisational stressors such as
rules, regulations, social ethos and poor supervision were rated as highly stressful in their
occupation23. Organisational or large group change in a workplace may cause the
employees to suffer reactions: anxiety about implications for their own jobs and status,
and a sense of loss of the familiar very similar to a grief reaction. It has been suggested
that when these reactions are present in a workplace they may obstruct decision-making
and choice and aggressive behaviour may erupt24.

Shift work
Shift work is an added stressor for the worker and his or her family. It has been found
that the problems of shiftworkers may be divided into two groups: social/domestic and
health. Health problems of sleep, fatigue and digestive problems have been identified in
surveys conducted on more than 7000 Australian shiftworkers. The necessity for families
to make adjustments to a shift worker’s work program, concern for the safety of families
left alone at night and the interference with regular social activities have also been
identified as stressors by Australian shift workers25. Recent research also suggests that
shift work may significantly affect the mental health of commencing nurses26. There is
new understanding of shift work’s impact on circadian rhythms and the neuroendocrine
shifts that may make a possible contribution to the development of depression27.

An additional stressor that has been found to affect workers is the effect of their work
patterns on their family life. Research conducted into the effect of extended absences from
home of the male spouse/parent found that such absences caused difficulties in family
relationships28. These difficulties may relate to the level of support given to the worker by
his/her partner. Research conducted into the stress levels experienced in a West
Australian Emergency Service found that 65 per cent of the respondents to their survey
were emotionally supported by their spouses after exposure to a traumatic event19.

The added stress brought into a home environment by workplace incidents may cause
additional tension which may in turn rebound in poorer workplace performance, or
impact on marital and family relationships. In all these instances there may be a
significant impact on mental health.
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Workplace violence
The community in which workers live and the current level of violence that exists may
also impact on the employee’s ability to cope with stressors in the their occupation.
Workers and management alike may also have to contend with violence that occurs in the
workplace.

Violence perpetrated in the workplace may include physical assault, harassment, abuse,
and victimisation — racial and sexual40. Techniques recommended to manage
occupational violence include:

• management of occupational violence within the sphere of human resource
management;

• non-acceptance of occupational violence as a hazard of the position;

• dangers should be identified and, where possible, remedied;

• ‘band-aid’ approaches of only providing post-event counselling of ‘sick’ employees
should be avoided;

• employees should be included in the consultations on the development of
appropriate workplace strategies to reduce violence; and

• all intervention procedures initiated within the organisation should be evaluated and
reviewed on a regular basis29.

Occupational assault is being increasingly encountered in the workplace and may be
generally divided into acute or chronic assault. Staff who are exposed to a sudden and
unexpected violent incident such as armed robbery are those who suffer acute violence30.
Personnel who are placed in the role of caring for violent people, such as prison officers
and nursing and medical staff in psychiatric institutions, are often subjected to chronic or
regular abuse31. The reactions that may be experienced by persons exposed to such
occupational violence may lead to high arousal, a physiological fight/flight reaction and
a range of psychological responses in an attempt to cope with threat32. Researchers are
investigating the effects of exposure to trauma and hazards as such reactions evolve over
time.

Long-term effects of exposure to trauma
Research conducted with firefighters after the Ash Wednesday bushfires, which began on
16 February 1983, found that intense and prolonged exposure resulted in powerful and
intrusive images33. The study found that 32 per cent of the 469 South Australian
firefighter subjects were suffering psychological reactions at four months after the fire, 27
per cent at 11 months and 30 per cent at 29 months post-disaster34. Interviews were
conducted with all who had developed signifcant symptoms at 42 months post-disaster.
Of the 58 subjects diagnosed with PTSD, there were only 16 with this as a single
diagnosis, 13 with a dual diagnosis of anxiety disorder and PTSD, and 29 with a dual
diagnosis of major depression. The group with the single diagnosis of PTSD had
sustained greater property losses. PTSD, in this study, was therefore predicted rather
more by the chronic distress caused by secondary stressors experienced (e.g., destruction
of farms and death of stock during the bushfire) than the threat encountered during the
bushfire35.

There have been well established links between psychological or behavioural factors and
the development or coronary artery disease, sudden death and serious ventricular
arrhythmias. During periods of stress, responses of the sympathetic nervous system of
the body can raise blood pressure, cause cardiac arrhythmias and somatic symptoms36.
Data gathered after the Newcastle earthquake in 1989 showed a significant increase in
deaths due to coronary heart disease in the days after the earthquake, but the natural
disaster did not appear to have contributed to any other long-term effects on physical
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health37. While this data was gathered after a natural disaster, the implication for a major
incident in a large workforce could be similar.

Numerous studies have been undertaken which investigate the short-term effects of
exposure to hazards, but there is little data available on the long-term effects of exposure
to hazards in the workplace. The studies listed in Table 1 give an indication of the impact
of hazards on workers in the short term.

Table 1: Short-term impact of exposure to hazards in the
workplace

Identification of stressors
People exposed to the same stressor vary in outcomes. Some stressors are so severe that
all are affected — at least initially — yet all do not go on to more prolonged or chronic
disorder43. It has been found that continual exposure to work-related stressors increases
workers’ stress levels and increases demands on their adaptation ability44. It is important
that all workplaces develop procedures to identify the hazardous aspects of their
employment. Exposure to dangerous practices in the workplace, as well as contributing
to the possibility of physical injury of the worker, may well cause very significant levels
of damage to the mental well-being of the employee.

Prevention planning
Very few prevention programs for mental health are present in Australian workplaces.
Many of these programs entail a great deal of workplace hours in the planning,
implementation, evaluation and review. All prevention programs should be designed for
a specific workplace and for the needs of that workplace.

A prevention planning group should be established in a workplace to gather information
on hazards present, methods of prevention, mitigation of negative outcomes and
evaluation of programs and their effectiveness. The members of this group should
construct a data base of the dangers present in the workplace, that is, the size and nature
of the problems that may threaten the well-being of workers45. While some preventive
goals have been established for major incidents or disasters, there is a need for much
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more systematic development of objectives and outcomes for the implementation of
mental health interventions, including those directed at workers. Any identification of
factors that may endanger the physical health of the workers will enable mental health
prevention programs to be planned and implemented, in this context as well as in those
contexts specific to psychological trauma and mental health.

To assess the levels of hazards in the workplace, employers should institute a health
monitoring system in which a data base is established on:

• hazards present on the worksite;

• potential hazards present in the workplace (is the company vulnerable to armed
holdup, could severe road trauma affect the workplace — is there a main arterial
road nearby?);

• the numbers of exposures to danger recorded in the workplace;

• sick-leave absences recorded after traumatic incidents in the workplace;

• staff turnover rates and their relationship to traumatic incidents; and

• any major organisational changes/restructuring that may have taken place in recent
times.

This information may then be used to develop a prevention training program specifically
for a particular workplace. A prevention program must be developed collaboratively
with workers and be seen to receive support from all aspects of the workplace. It must be
clearly stated that the program is based on the assumption that workplace accidents may
be preventable and that programs may be developed to ensure that equipment,
environment, procedures and support services can be effectively operationalised to
prevent any long-term pathology developing46. To be effective, interventions to mitigate
the psychological impact of trauma should be easily accessible to all workers and be part
of this comprehensive approach47.

Preventive action
Strategies of stress management should include the alteration of work conditions to
remove stressors, reduce the stress levels, and to assist the development of practical
coping methods for stressed individuals in the workplace48. It has been found that the
most effective programs:

1. provide information and skills to individuals so they can do a better job of looking
after themselves and

2. alter the culture and structures of the workplace to promote performance and reduce
unnecessary stress (p. 4549)

The development of a Stress Management Plan for the workplace should include a
program of research, education and implementation of intervention programs and
support services. Management programs should begin with a searching look at the
workplace environment to assess the needs of the organisation, the workers and the cost
benefits that may accrue. The targets for worksite stress management intervention should
be aimed at worksite stressors, extra-organisational stressors, and the outcomes of stress
— physiological, psychological and behavioural50. Three stages of prevention — primary,
secondary and tertiary — may be applied to the improvement of occupational mental
health and the management of stress in the workplace51.

Primary prevention is designed to reduce stressors in the workplace51. Through the
identification of the stressors present in the workplace, management may then plan the
most effective methods of education and intervention. It has been recommended that
assessment of major stressors in the workplace must include:

• evaluation of factors in the work environment (including management practices and
organisational aspects) contributing to low morale and stress at work;

RESCINDED



8 6

• evaluation of factors outside the working environment and experienced stress in
terms of physical and psychological symptoms; and

• evaluation of organisational issues including use of WorkCare benefits (p. 39252).

These evaluation documents must be constructed as a result of consultation with workers
in all levels of the workplace. If questionnaires are to be used in the workplace to gather
information on stressors, these documents should be ‘appropriate, intelligible,
unambiguous, unbiased, capable of coping with all possible responses, appropriately
coded, it must be piloted before use and ethical’ (p. 126453). Management should first
attempt to reduce or eliminate any stressors that are within their control.

The secondary prevention component of a stress management program involves education
programs designed to teach those people at the worksite skills that will enable them to
manage the stressors and reactions to them that they encounter in their employment51. A
survey of Australian emergency service personnel found that education of all personnel
about trauma and trauma reactions is an extremely important aspect of psychological
support services54. A survey of staff of a Queensland service industry identified
‘appropriate training’ as a high priority in reducing the frequency of stressful incidents in
the workplace13.

The education programs should be planned with specific aims, objectives and anticipated
outcomes and the effectiveness of the program should be constantly evaluated. It has
been found that education, preparation and even stress inoculation techniques have
lessened the stressor impact of threats which are in any way likely to be anticipated. This
is especially so if the supportive process of a ‘buddy’ or peer working with a more junior
person can be introduced as in a work-related setting55.

A tertiary prevention program is one that provides resources after the emergence of
symptomatology and dysfunction for individuals or organisations. Rehabilitative services
planned to prevent the recurrence of any post-trauma dysfunction, come into this
category56. Sadly, these are lacking in many Australian settings with respect to
psychological morbidity and mental health outcomes. This lack of rehabilitation also
applies for stress generally, and traumatic stress outcomes such as PTSD in particular.

Intervention outcomes
Some months after the world’s worst oil rig disaster, at Piper Alpha in the North Sea, on 6
July 1988, accommodation modules containing a number of bodies were raised and
brought to the island of Flotta in the Orkney archipelago for recovery and identification55.
The longer term follow-up of those who worked on this task on Flotta has shown that
workers have maintained positive attitudes to the outcome of the operation57. Low levels
of distress in police officers who volunteered for body recovery have been attributed to
good organisation, sensitive staff management practices, preparation and debriefing and
post-trauma monitoring57,58. It was also noted that at the three-year follow-up there was
an increase in the number of officers who felt that they had been under stress because of
their body-handling duties57.

A study was made into the long-term effects of stress-management courses which
included relaxation training, rational thinking, priority setting and assertiveness training.
The courses, in an Australian capital city, were arranged in six 1.5 hour sessions once
weekly with a large educative component. Group discussion and support were found to
be ‘crucial components’ of the course. The follow-up survey of this program found that a
reduction in stress levels was achieved mainly through tension control (i.e., full
relaxation, ‘cue relaxation, breathing control, recognising body tension and its causes,
rational thinking and life-style planning’). Decreases in perceived stress predicted
changes in life-style and a reduction in the use of stress-related medications was found as
a result of this program59. This type of stress management has been designed to develop
avoidant emotion-focused coping, whereas active coping, in which the impact of stressors
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is reduced by action taken by the stressed person, has been found by some researchers to
produce more beneficial outcomes60.

It has been found that workplaces that provided follow-up counselling for health
improvement interventions showed considerably more improvement than sites without
counselling support61. It is critical that early referral to counselling support be initiated in
workplaces where employees have been exposed to hazardous experiences. If workplace
support services are functioning it is important that a system of referral to expert mental
health services be available for persons who are at risk of developing chronic disorders. It
was found after the Ash Wednesday bushfires that, although specialised training had
been given to relief workers to assist those affected by the disaster, the level of detection
of psychiatric problems was low. Referrals for mental health assistance were often late,
thereby increasing the risk of vulnerability to chronic disorders62.

Evaluation
Most of the Australian programs of post-trauma support and intervention have had few
evaluative studies conducted, so the efficacy of programs such as critical incident stress
debriefing (CISD) is, as yet, unknown. In research conducted into the programs
conducted after the Newcastle earthquake, it was found that ‘there was no evidence of a
more rapid rate of recovery for those who were debriefed compared with those who were
not debriefed’ (p. 4263). This study did not focus on emergency workers and was not a
trial of CISD. Limited evaluation has been carried out on post-trauma interventions of
emergency service or hospital personnel in Australia. One study using a questionnaire
format with rating scales and open-ended questions showed a reduction of impact of the
event over time after CISD had occurred64. Neither of these Australian studies has been
replicated.

Recovery
The recovery environment is particularly important in helping the person assimilate a
traumatic experience, and of vital importance is the social support network. As in
bereavement, the social supports available to the individual are likely to be of great value
in helping them deal with and cope with the stress that has occurred65. Initially, support
may be naturally mobilised in the ‘therapeutic community’ effect immediately after a
traumatic event. Strength may be sought from those who have experienced similar
exposure, and may occur in the acute period or later. This is also part of what might be
achieved in debriefing. It may also be part of what is a natural process, making mastery
of what was experienced and of each person’s actions65. At a later stage it might occur in
mutual support or self-help organisations.

It is important workers be encouraged to adopt responsibility for their self care so that
they may take an active approach in identification of personal problems and working
towards recovery. Support systems in the workplace and within the family situation as
well as professional carers may, at times, impede the recovery process66. Because of their
closeness to the trauma, support systems may not want to recognise reactions because
they are threatened themselves. Victims of traumatic events have often related stories of
the lack of understanding and empathy by professionals and mental health professionals,
by compensation boards, administrative and legal systems, subjecting the traumatised
person to what has become known as the ‘second trauma’67.

It is also important that staff members are educated to assist other staff through the
‘difficult times’ by being empathic listeners, by allowing people their own space when
required and providing support in the workplace if necessary. Effective peer support in
the workplace provides a supportive network in stressful times as well as stopping the
sense of isolation often present after exposure to traumatic incidents66.

The prevention of work-related post-traumatic stress reactions in hazardous occupations
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is not an easy task and will require intense planning, involving management, workers
and unions; cooperation at all levels in the workplace; research into the stressors present
in the workplace; an education program designed around the needs of the workplace;
and a network of support that will assist all those participating to face and deal with the
stressful aspects of their employment. Programs will need to develop a careful balance
between appropriate recognition of and response to stress effects in hazardous
occupations and any undue treatment of normal reactions as illness. Procedures should
be put in place to assist the recovery processes that deal with events that are an inevitable
part of human experience. Compassion and understanding, helpful expectations and an
active addressing of the problems through collaborative, anticipatory responses and well
planned programs, will contribute to a strong positive ethos for mental health within an
organisation.

References
1. Fowler HW, Fowler FG, eds. The concise Oxford dictionary. Oxford: Clarendon

Press,1979:278.

2. Creed F. Mental health problems at work. Br Med J 1993;306:1082-3.

3. Cherry N. Stress, anxiety and work: a longitudinal study. J Occup Organ Psychol
1978;51:259-270.

4. Braverman M. The contribution of traumatic stress theory to a theory of
organisational crisis management. Paper presented at the Australasian Critical
Incident Stress Association Conference, The University of Queensland, 4 November,
1993.

5. American Psychiatric Association. Diagnostic and statistical manual of mental
disorders. (4th ed.) (DSM-IV). 1994 Washington, DC: American Psychiatric Press.

6. Herbert TB, Cohen S. Stress and immunity in humans: A meta-analytic review.
Psychosom Med 1993;55:364-379.

7. Raphael B. Traumatic stress: what it is and what to do. Canberra: National Health
and Medical Research Council, 1992.

8. Worksafe Australia. Estimates of national occupational health and safety statistics
1991-1992. Canberra: Commonwealth Information Services, 1993.

9. Ore T. Inter-industry variations in occupational injuries in Australia. Journal of
Occupational Health and Safety 1992;8(1):41-45.

10. Green MM, McFarlane AC, Hunter CE, Griggs WM. Undiagnosed post-traumatic
stress disorder following motor vehicle accidents. Med J Aust 1993;159:529-534.

11. Baisden M. Stress and Workers Compensation in Queensland. Presentation at the
Queensland Association of Traumatic Stress, Brisbane, 4 June, 1993.

12. Kaufman, R, Kaufman, J. What should high-risk operations evaluate relative to
safety and safety training. Performance Improvement Quarterly 1992;5(3):16-25.

13. Crouch B. Survey of job stress in customer service. Brisbane: Musgrave and
Associates, 1993.

14. Holmes CF, Rich CL. Suicide in physicians. In: Blumenthal FJ, Kupfer DJ eds. Suicide
over the life cycle. Washington: American Psychiatric Press, 1990;599-618.

15. Dixon P. Vicarious victims of a maritime disaster. British Journal of Guidance and
Counselling 1991;19(1):8-12.

16. Adams PR, Adams AR. Mount Saint Helen’s ashfall: evidence for a stress reaction.
Amer Psychol 1984;39(3):252-260.

17. Boxer PA, Wild D. Psychological distress and alcohol use among fire fighters.
Scandinavian Journal of Environmental Health 1993;19:121-125.

RESCINDED



8 9

18. McKeown, B. OHS performance overviews 1991-92 Worksafe News 1994;9(1):4-5.

19.Paton D, Cacioppe R, Smith L. Critical incident stress in the West Australian Fire
Brigade. Perth: Curtin University, 1992.

20. Kneipp D, Welsh R, Wong J. Assessment of levels and causes of stress in the
Queensland Ambulance Service and possible interventions of management. SM502
Research Elective, Medicine V, 1991. University of Queensland.

21. James A. Perceptions of stress in British ambulance personnel. Work Stress
1988;2(4):319-326.

22. Cooper C, Bramwell RS. A comparative analysis of occupational stress in managerial
and shopfloor workers in the brewing industry. Mental Health, Job Satisfaction and
Sickness 1992;6(2):127-138.

23. Evans BJ, Coman GJ. General versus specific measures of occupational stress: an
Australian police survey. Stress Medicine 1993;9(1):11-20.

24. Stein HF. Aggression, grief-work, and organisational development: theory and case
example. Organisation Development Journal 1988;6(1):22-28.

25. Wallace M. Shiftwork and the health of emergency medicine providers. Paper
presented at the International Conference on Pre-Hospital Emergency Care ‘Global
Perspectives’, pp 259-264, at the Gold Coast, Queensland, 19-23 October, 1992.

26. Healy D, Minors DS, Waterhouse JM. Shiftwork, helplessness and depression. J
Affective Disord 1993;29:17-25.

27. Healy D, Waterhouse JM Reactive rhythms and endogenous clocks. Psychol Med
1991;21:557-564.

28. Foster D, Cacioppe R. When his ship comes home: the stress of the Australian
seafarer’s partner. Australian and New Zealand Journal of Family Therapy
1986;7(2):75-82.

29. Toohey J. Occupational violence: a problem becoming an issue. Journal of
Occupational Health and Safety 1993;9(1):3-4.

30. Grainger C. Occupational violence: managing the risk of assault in the workplace.
Journal of Occupational Health and Safety 1993;9(1):43-47.

31. Grainger C. Staff safety in psychiatric hospitals. Journal of Occupational Health and
Safety 1993; 9(2): 153-159.

32. Raphael B. Psychiatric aspects of preventive intervention with victims of violence. In:
Chappell D, Grabosky P, Strang H, eds. Australian violence: contemporary
perspectives. Australian Institute of Criminology: Canberra 1991;241-262.

33. McFarlane AC. PTSD: Synthesis of research and clinical studies: the Australia
bushfire disaster. In: Wilson JP, Raphael B, eds. International Handbook of Traumatic
Stress Syndromes. New York: Plennum Press, 1993:421-429.

34. McFarlane AC. The longitudinal course of posttraumatic morbidity: the range of
outcomes and their predictors. J Nerv Ment Dis 1988;176:30-39.

35. McFarlane AC. The relationship between psychiatric impairment and a natural
disaster: the role of distress. Psychol Med 1988;18:129-139.

36. Ziegler MG, Ruiz-Ramon P, Shapiro MH. Abnormal stress responses in patients with
diseases affecting the sympathetic nervous system. Psychosom Med 1993;55,339-346.

37. Dobson AJ, Alexander HM, Malcolm JA, Steele PL, Miles TA Heart attacks and the
Newcastle earthquake. Med J Aust 1991;155:757-761.

38. Genest M, Levine J, Ramsden V, Swanson R. The impact of providing help:
emergency workers and cardiopulmonary resuscitation attempts. J Trauma Stress
1990;3(2):305-313.

RESCINDED



9 0

39. Davis RC, Friedman LN. The emotional aftermath of crime and violence. In: Figley
CR, ed. Trauma and its wake: the study and treatment of post-traumatic stress
disorder pp 90-112. New York: Brunner/Mazel.

40. Gersons BPR. Patterns of PTSD among police officers following shooting incidents: a
two-dimensional model and treatment implications. J Trauma Stress 1989;247-257.

41. Raggatt P. Work stress among long-distance coach drivers: a survey and correlational
study. J Organ Behav 1991;12(7):565-579.

42. Tranah T, Farmer RD. Effects on train drivers: psychological reactions of drivers to
railway suicide. Soc Sci Med 1994;38(3):459-469.

43. Breslau N, Davis GC. Posttraumatic stress disorder: the stressor criterion. J Nerv
Ment Dis 1987;175(5):255-264.

44. Lewis, DJ McLin PA. Stress management: a program designed to facilitate coping.
Todays OR Nurse 1991;13(7):23-26.

45. Cryer C. Research and prevention projects aimed at work-related injury in New
Zealand. Journal of Occupational Health and Safety 1991;8(4):309-316.

46. Larsson TJ. We need applied prevention - not statistics. Journal of Occupational
Health and Safety 1991;7(4):287-294.

47. Raphael B. NHandMRC scope for prevention in mental health. National Health and
Medical Research Council: Canberra, 1993;81-107.

48. Lazarus, RS. Psychological stress in the workplace. Special issue: Handbook on job
stress. J Soc Behav Per 1991;6(7):1-13.

49. Adams JD. A healthy cut in costs. Personnel Administrator 1988;33(8):42-47.

50. Ivancevich JM, Matteson MT, Freedman SM, Phillips JS. Worksite stress management
interventions. Amer Psychol 1990;45(2):252-261.

51. APA/NIOSH Health Promotion Panel. Occupational mental health promotion: a
prevention agenda based on education and treatment. American Journal of Health
Promotion 1992;7(1):37-44.

52. Milgrom J. Absenteeism and the identification of stressors. Journal of Occupational
Health and Safety 1992;8(5):389-400.

53. Stone DH. Design a questionnaire. Br Med J 1993;307:1264-1266.

54. Meldrum L, Raphael B. A survey of critical incident stress management programs in
the emergency services in Australia 1992. Paper presented at the Critical Incident
Stress Management Across the Life Span conference, The University of Sydney, 18-
20.11.1992.

55. Alexander D, Wells A. Reactions of police officers to body handling after a major
disaster: a before and after comparison. Br J Psychiatry 1991;159:547-555.

56. Williams T. Trauma in the workplace. In: Wilson J, Raphael B, eds. International
handbooks of traumatic stress syndromes, pp 925-933; New York: Plennum Press,
1993.

57. Alexander DA. Stress among police body handlers: a long-term follow-up. Br J
Psychiatry 1993;163:806-808.

58. Thompson J, Solomon M. Body recovery teams at disasters: trauma or challenge?
Anxiety Research 1991;4:235-244.

59. Sedgwick AW, Paul B, Plooij D, Davies M. Follow-up of stress-management courses.
Med J Aust 1989;150(9):485-6,488-9.

60. Peterson L. A brief methodological comment on possible inaccuracies induced by
multimodal measurement analysis and reporting. J Behav Med 1984;7:307-313.

61. Erfurt JC, Foote A, Heireich MA. Worksite wellness programs: incremental

RESCINDED



9 1

comparison of screening and referral alone, health education, follow-up counselling,
and plant organisation. American Journal of Health Promotion 1991;5(6):438-448.

62. McFarlane AC. The Ash Wednesday bushfires in South Australia. Implications for
planning for future post-disaster services. Med J Aust 1984;141:286-291.

63. Kenardy J, Webster R. Does stress debriefing work? Paper presented at the Inaugural
Lingard Symposium, The Spectrum of Traumatic Stress, Kirkton Park, Pokolbin
NSW 27.11.1992; Newcastle: The Hunter Institute of Mental Health.

64. Robinson R Mitchell JT. Evaluation of psychological debriefings. J Trauma Stress
1993;6(3):367-382.

65. Raphael B. When Disaster Strikes. New York: Basic Books, 1986.

66. Hodgkinson PE, Stewart M. Coping with catastrophe: a handbook of disaster
management. London: Routledge, 1991.

67. Symonds M. The ‘second injury’ to victims. Evaluation and Change. Special Issue,
1980;36-38.RESCINDED



9 2

Homelessness and mental health

H. Herrman

Department of Psychiatry
St. Vincent’s Hospital, Melbourne

Introduction
National reports estimate that thousands of Australians, including many thousands of
young people, live without adequate shelter1,2. Homelessness is defined in the 1989 report
of the Human Rights and Equal Opportunity Commission as that state in which people have
no access to safe and secure shelter of a standard that does not damage their health, threaten their
personal safety, or contribute to their marginalisation by the absence either of cooking facilities or
facilities that permit adequate personal hygiene. This definition gives weight to the absence of
the most basic features of a ‘home’, and encompasses those living on the street, in squats,
in refuges and shelters. It also encompasses those moving about between relatives and
friends, since ‘such accommodation is necessarily temporary, usually insecure and fails to
offer…protection and support’1. Those living in rooming houses and intermittently in
small inner-city hotels may be considered homeless if such places fail to offer any sense of
‘permanency’ or protection from others.

Most homeless people in this country, as in Britain and the United States, are men,
although women and homeless families are growing sub-groups. Homeless people have
diverse characteristics and needs. Variations in, for example, age, sex, history, and
physical and mental health, as well as accommodation types, have implications for
service needs.

The extent of serious mental disorder among single homeless men, broadly defined, is
similar in Australia to that found elsewhere in the Western world3. During the 1980s in
Australia, the problems of ill and disaffiliated people became increasingly apparent to
service agencies. The problems have been less visible than in other parts of the world,
hidden to a large degree in special accommodation houses, cheap boarding houses, and
shelters or crisis accommodation centres4,5,6.

Mental disorder is a wide and variably used term. In this paper, the term ‘severe mental
disorder’ will refer to psychotic disorders (schizophrenia and related disorders), the
major mood disorders (severe depression and bipolar disorder or manic-depression), and
dependence on alcohol and other psychoactive substances (not tobacco). These terms are
defined in the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental
Disorders, (Version III, Revised). Other important groups of disorders, such as mental
retardation and the organic mental disorders, have been less extensively studied in these
settings.

Prevalence of severe mental disorder
Surveys in the US, Britain and Australia over the past 10 years suggest that between a
quarter and a half of single homeless men, whether narrowly defined as shelterless or
more broadly defined, are suffering severe and perhaps chronic mental disorder3. Surveys
using standardised diagnostic interviews suggest that a higher proportion of the men
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have had one or more of the severe disorders at some stage of life7,5. Even so, the rates
tend to be lower than those among homeless women8.

These estimates include men with substance use disorders, many of whom have severe
mental disorders of other types and physical ill health as well. The high rates of
occurrence in the same individual of two or more mental disorders, and of mental and
physical disorders are now being recognised. In a Melbourne survey of homeless and
disaffiliated people5, 9 per cent of respondents received current diagnoses, and 20 per
cent  diagnoses at some time in life, in more than one broad category of mental disorder.

A recent study of homeless men in a Sydney shelter found that more than a third of men
tested had impairment of memory or other aspects of intellectual functioning. While this
may well be related to excessive use of alcohol in many of the men, the possibility
remains that some intellectually impaired homeless men could benefit from treatment if
their impairment is detected6.

Variations by time, place and person
The number and proportion of those with mental disorder among homeless men appear
to have increased significantly over the past 20 years. At the same time, the proportion of
young chronically ill men has apparently increased and the proportion of older men with
problems of substance abuse has decreased. There has been a marked shift in age
distribution towards the young among single homeless men overall9. Recent studies in
Los Angeles and Melbourne suggest that mental disorders, including substance
dependence, are now at least as common among young as among older men7,10. A high
proportion of young people in youth-supported housing in Melbourne had severe
illness11.

Findings from Australia suggest that individuals who are marginally accommodated
have mental disorders in proportions similar to those among homeless people more
narrowly defined. It appears that disaffiliated people with severe mental disorders are
less likely to live on the streets in Australia, where low-cost accommodation is more
readily available, than in many US cities.

However, economic conditions in Australia are changing. Areas with cheap
accommodation are being eroded by new housing developments, and government
policies are restricting the eligibility for and levels of benefits. The demand for public
housing is increasing at a faster rate than supply. There is a real danger that each group in
the homeless population may be pushed another rung down the accommodation ladder,
and more of the most vulnerable people left without shelter. While most homeless people
are not mentally ill, those who do have a severe mental disorder tend to be among the
highly vulnerable12.

The situation for these people is exacerbated by the fact that a reduced provision of
institutional care in Australia since the 1960s has not been complemented by adequate
provision of appropriate housing and community care for those people with mental
disorder who have difficulty coping with everyday life. During the 1980s, the federal
government launched a number of policies designed to assist people with disabilities to
stay in the community. However, services of this nature tend to facilitate care in the
home, not care in the community13. Some specialised accommodation options exist for
those living outside institutions who are neither living with family or friends nor capable
of fully independent living. Such special-purpose accommodation is in short supply,
however, and often inappropriate to the needs or realistic preferences of those without
housing.

Social and housing policies, and the ways in which services for people with severe mental
disorder are organised, are all likely to influence rates of homelessness among men with
mental disorders in our communities. Individuals are differently affected according to
many aspects of their own background, personality and situation. The needs of a person
soon after the onset of an illness and with a close and perhaps affluent family for support,

RESCINDED



9 4

are different from those of a destitute man alone after several years of episodically
worsening disorder. The management and prevention strategies possible will depend on
the attitudes and behaviour of those working in and planning the services, the resources
provided, and the social policy climate.

Genesis of homelessness
A critical issue is how people with severe mental disorder become disaffiliated and
homeless. Homeless men commonly experience a number of social, health, and criminal
problems. Homelessness for any individual may be determined by a combination of
broad social trends, family circumstances, and individual attributes9.

While wider factors may be involved, attention to risk factors at the individual level may
reverse or prevent a drift towards homelessness. Homeless mentally ill men frequently
have a history of childhood family separation or institutional care14, and often are socially
isolated15. Co-occurrence of mental disorders and of mental and physical or substance-use
disorders may well be an important factor in the genesis of homelessness.

In the relationship between risk factors and homelessness, the direction of causality may
be unclear. For instance, drug abuse, social isolation, and mental disorder are all plausible
consequences as well as causes of homelessness. In addition, it is usually difficult to date
the onset of homelessness for any individual9. In the Melbourne study, evidence of severe
mental disorder preceded sustained periods of homelessness or marginal accommodation
for many respondents, even when residence in these settings was episodic. Only a small
number of respondents appeared to have become mentally ill after becoming homeless16.
The findings support suggestions that the occurrence of one or more severe mental
disorders is a risk factor for homelessness and disaffiliation17. Homelessness may follow
an accumulation of problems, including mental disorder, that severely limit function and
choice.

The relatively high prevalence of disorder evident in younger men (see above) may be
related to selective factors in the surveys, to changing rates of disorder in men born in
different periods, or to recovery or death of older men with a history of mental disorder.
Important questions remain, however, about the effects of changing systems of mental
health care, and of welfare and housing policies, on the course and outcome of the
various disorders, and on the likelihood of individuals living impoverished and isolated
lives. We do not know how many of the young men will still be living in these settings in
20 years, and how this could be influenced by provision of various kinds of services.

Provision and use of mental health services
Good management of severe mental disorder is similar in principle whether or not the
patients are homeless; and is likely to contribute to the prevention of homelessness. At
the same time, service providers need to be aware of factors particular to the
management of homeless people. The provision of a decent place to live is a primary
need, complemented by access to appropriate levels of treatment and support.

While mentally ill homeless people exhibit high mobility18, the Melbourne study defined
a substantial core of relatively stable people5, as have studies in the UK.19. Both of these
features are relevant to service provision. Homeless people presenting to an emergency
psychiatric service may be substantially less likely than domiciled people with similar
morbidity to be offered specialist mental health care20. These observations require
replication in Australia and elsewhere. Providers may assume that standard care has little
to offer the drifting person for whom homelessness represents some form of actively
sought anonymity. This assumption is likely to overlook the lack of choice that many
people have in this situation20; and to underestimate the influence of the style and
organisation of service provision on the accessibility of mental health care to homeless
people.
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While engagement has been difficult with traditional psychiatric services, homeless men
with mental disorders will often accept supportive and relevant mental health programs.
People understandably tend to avoid coercive programs21. Studies with periodic
assessment of individuals over time have reported good clinical and social outcomes for
men provided with accommodation and on-site mental health care and day care22, and
intensive care management based on shelters for the homeless23. On the other hand, a
mental health day treatment program offered at one site for homeless men in Manhattan
was unable to maintain contact or produce a useful outcome for more than a small
number of men24. It is relevant to note that the majority of 208 long-stay patients
discharged from mental hospitals in Sydney and elsewhere in NSW to supported
community accommodation between 1984 and 1987 were functioning well and had
remained in the accommodation over some years25.

State-funded psychiatric hospital services tend to have a high proportion of homeless
people among those admitted for acute treatment. In 1991, an Australian researcher
interviewed 269 patients newly admitted to the psychiatric wards at Royal Brisbane
Hospital, which has a catchment area covering half of the inner city’s suburbs. The study
found that 27 per cent  (50 men and 22 women) had either used a shelter for the
homeless, had no fixed address, or had one or more changes of address in the three
months before admission. Fourteen per cent of the total (or almost one in five men and
almost one in 10 women) had been shelter users or literally homeless26.

Studies of service use by single homeless people in the United States have been
concerned mainly with specialist mental health services. Between 20 per cent  and 40 per
cent of the people surveyed in these studies have had a past history of psychiatric
hospitalisation (compared with 40 per cent of respondents in Melbourne) and another 15
per cent contact with outpatient psychiatric services only. The higher rates of
hospitalisation have applied in those studies which consider admissions for drug or
alcohol abuse. Very few of the people in the United States with a history of hospital stay
have had recent contact with outpatient or community mental health services27.

The use of primary care services by homeless mentally ill people has received less attention
in the US, where the contribution of this service sector is relatively small, but more
attention in the UK. The emphasis on primary care appears to facilitate problem solving
and provide links with ‘mainstream’ services28,29. In Australia, a survey of Sydney
boarding house occupants suggests that the primary care physician is, by a long way, the
main carer for many isolated mentally ill people30. The respondents in the Melbourne
survey of homeless people reported high rates of current contact with primary and
mental health services. We do not know the quality and frequency of these contacts, but
do know that relatively few men were taking prescription medication16. Young people
with severe mental disorders, surveyed in supported housing in Melbourne were mostly
out of contact with any mental health services11.

Problems and principles for service delivery agencies
Government and non-government health, welfare and accommodation services often
have difficulties in dealing with homeless people with mental disorders.

• The services they provide may be unsuitable for many homeless people. For
example, a homeless person may have particular difficulties keeping clinic
appointments or taking initiatives to contact further sources of support, or may have
multiple health and other problems with which the staff have little experience.

• Suitable help or relief for staff may be hard to find. For example, staff working in
hostels for the homeless may recognise that disruptive or odd behaviour in an
occupant may to be associated with mental disorder, but have trouble gaining expert
assistance without calling for police help.

• Staff in psychiatric services need an understanding of the setting from which these
referrals come, and of the high rates of severe mental disorder and physical illness in
homeless people.
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Principles
1. Services may need to adapt to suit homeless people with multiple problems.

Agencies may need to develop flexible policies about seeing people outside the
agency, or from outside a catchment area. It may be helpful for welfare,
accommodation, general health and mental health services to develop regular
consultation or referral links.

2. Staff in welfare and accommodation services may be trained to recognise and deal
with some of the manifestations of mental disorder. They need a clear understanding
about how to obtain advice or how to refer people in crisis to mental health services.

Mental health service policies
Homelessness among mentally ill men may be seen in large part as a reflection on
inadequacies in the delivery of health, welfare and accommodation services to those with
chronic mental disorder, many of whom have multiple disabilities and handicaps, and to
their families or other informal care givers. Similar considerations apply to homeless
people with organic mental disorders or mental retardation. Homeless people who
develop mental disorders as a partial consequence of their living conditions also have
problems of access to services.

However it is important to recognise that mental disorder is a problem for only part of
the population of homeless people. The problem of homelessness will not be solved, for
those with or without severe mental disorder, without attention to the social, welfare and
housing issues that affect all homeless people. At the same time, it is important to
recognise among the homeless those who would benefit from psychiatric treatment, and
the barriers to their care that exist.

Leona Bachrach18 has defined the barriers to care that exist in the US mental health
services. Although our services are in general more integrated than those in many parts
of the US, the principles apply.

• Admission or eligibility policies often exclude the most disabled members of the
population. For instance, hostels or hospital wards may be available only to those
judged suitable for rehabilitation.

• These individuals often have extraordinary service needs in number and content.
Organised mental health services generally are not prepared to deal with patients’
basic subsistence and sanitary needs.

• Most mental health (and welfare) services define their responsibilities
geographically. This makes access difficult for individuals with no fixed abode, and
for those who move around a lot.

• Service planners and providers may have unrealistic expectations about what
homeless people can and should do. Many chronically ill persons need structured
treatment settings where they can receive focused and directed care. Community
treatment settings lack structure for those that require or could benefit from it. Such
structure needs to be distinguished from paternalism; structure may be provided by
means of community ‘outreach’ and day care settings, as well as in hospital wards.

• Social distance between service providers and homeless people may foster the
impression that the homeless have more choice than they do in reality. Service
providers may be reluctant to intervene actively because of a mistaken view of the
degree of choice that a person has, for instance, in keeping an appointment.

Mental health policies need to address these ‘internal’ issues, but in addition need to
consider the relationship of mental health services, government and non-government, to
‘external’ services and interest groups, including welfare and housing services, primary
health care services, and the interests of family and other informal caregivers of persons
with long-standing mental disorder.
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The planning of mental health services for homeless mentally ill people may helpfully
use the general principles applied to mental health service planning. These principles
include the provision of access to comprehensive services that offer a variety of service
types and settings. The variety of service types and settings, in particular a range of
structured and unstructured services in community and hospital settings, allows
flexibility according to an individual’s requirements. An important addition is the need
for continuity of service provision through the range of service types, and particularly for
people who do not have a fixed abode in a service catchment area. There is a need for
innovative treatment and support services for homeless mentally ill people who have a
concurrent substance abuse problem24,31.

Services of this nature are labour intensive and therefore costly. The costs are likely to be
at least as great for community as for hospital services32. Even when intensive care is
given by enthusiastic and committed staff with residential care and other facilities
outside hospital, psychiatric admissions will always be needed for some individuals33,34.
Probably a greater proportion of those who need admission will be more disturbed as
others can be dealt with outside hospital. This has cost implications33.

Studies in the UK emphasise the importance of interdisciplinary work or at least good
supervision or peer review in the difficult area of community care of severely mentally ill
persons. Psychiatric nurses and social workers working in isolation in the community
may not  detect significant morbidity nor deal with the range of problems presented35. A
high rate of over-prescribing for chronically mentally ill people in the community in the
UK has been described36. These observations support the need for staff training and
regular formal reviews of each patient’s management, in the hospital or community.

Links with other services and housing
The provision of health services alone is unlikely to alleviate the problems of homeless
people with mental disorder. One logical response has been the establishment of
specialised service programs with potential to ‘engage the disengaged’ and provide a
range of basic and specialised services37,27, including assertive outreach mental health
services. The latter have been successful in engaging numbers of people in care and in
maintaining adequate levels of housing. Outreach services have developed in areas of
Sydney, Melbourne and other cities. Such services have been established as specialised
mental health treatment teams for homeless people, and alternately as part of intensive
mobile community services for those with severe mental disorder. Assessment is now in
progress of how effectively these different approaches serve the varying needs of the local
populations. Since 1988, a 24-hour psychiatric outreach service has been in operation in
the inner city of Sydney to provide services to residents of refuges for the homeless,
targeting residents with serious mental disorders21. The experience of this service, as with
a similar service established more recently in inner Melbourne (R. Newton, personal
communication), is that it provides one effective management strategy in dealing with
the complex issues related to treating homeless men with mental disorders. A
preliminary study of two mobile community treatment teams in Sydney has found that
for the patients treated there was a reduction in the use of hospital beds, an increase in
stability of accommodation for inner city patients, and an improvement in daily
functioning38.

Another and perhaps complementary approach arises from the observations in Sydney,
Melbourne, Brisbane and elsewhere that many of the homeless people surveyed do make
contact with health services. It is likely that doctors and other professionals in primary
health care could have a greater role in management of homeless (and other) people with
severe mental disorder than they generally have at the moment. In particular, these
practitioners could link with outreach services, to provide access to a range of preventive,
crisis and support services in a variety of hospital and community settings. Access to
psychiatric treatment in local hospital and community settings, and an adequate range
and supply of supported accommodations are the minimum requirements.
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However doctors in primary care and support workers in generic services often have
little contact with the specialist services, especially in crisis situations and after hours.
This reflects the ‘poorly developed intersectoral links between mental health and general
health, social and disability services present[ing] a range of barriers to continuity of
care…Social justice reforms with social and income support, and labour market programs
which address the needs of people with disability have only recently recognised the
specific needs of people with psychiatric disability’39. Information systems are not
sufficiently developed to facilitate the continuity and integration of service delivery39. The
fragmentation of services affects particularly people with dual disabilities. Professionals
in mental health services and in drug and alcohol services often lack mutual
understanding or training31.

These problems have, at best, led to a tendency for people with long-standing or episodic
mental disorder to be lost to the system. At worst, the fragmentation of services has
enabled people, especially those with dual disabilities, to be excluded from services, each
service seeing the provision of assistance as the responsibility of the other. Lack of
continuity of care or, at times, any care, is likely to increase the number of people with
mental disorder who become homeless or are at risk of homelessness.

Lack of provision or continuity of care not only affect the drift into homelessness, they
also make it difficult for someone with mental disorder who has become homeless to
escape. There is an acute shortage of exit points for homeless people in general in
Australia40. The problems are compounded for people with mental disorder by the fact
that government and community groups have never fully resolved the question of who
has the ultimate responsibility for the accommodation of people with special needs41.

Yet a range of supported accommodation is a vital service element. This type of
accommodation is provided mainly, in our setting, by community-managed organisations
such as the Richmond Fellowship. Recent publications describe alternatives to traditional
hospital care: small, highly staffed, specialised and ‘non-institutional’ hostel or hospital
wards. These may have an emphasis on rehabilitation, or may focus on providing high-
quality long-term care for those who might otherwise end up in an institution or on the
streets42,43,22. Provision of this last kind is most seriously lacking in our present system,
and is particularly inaccessible to people with ‘dual disorders’31. The existing provision of
commercial special accommodation houses or their equivalent (originally established for
the frail elderly) is unsatisfactory in a number of ways. Lack of amenity and activities,
and untrained staff, combined with rigid requirements for institutional living, are
common.

To the extent that the community-managed housing sector has assumed responsibility for
accommodating and supporting ‘difficult’ tenants, this has tended to be by default, rather
than the outcome of negotiation, agreement and careful targeting and planning. Perhaps
as a result, no housing sector has been resourced appropriately to undertake this
function, and adequate training and career paths for staff have not been provided44. When
people with mental disorder are accepted by such services, the absence of back-up
psychiatric services can create a risk or disruption for either the client or other residents.
This can lead to people being barred from accommodation and other services, and means
that those with possibly the greatest support needs may be left to absolute homelessness.

Men with mental disorders may only obtain access to particular forms of
accommodation, generally those without security of tenure and least likely to provide an
environment that can facilitate their exit from homelessness, and therefore their ability to
cope with mental disorder. While ‘drifting’ appears to be associated with some illnesses,
it may well be that a partial explanation of this behaviour is service providers’ selection
process, especially where shared medium-term accommodation is involved, and other
tenants have a say in the selection process41.

For some homeless people, independent or supported accommodation may be important
as a permanent base, with or without flexible community support. For others, the ability
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to move about will remain important, with the vital service elements being assertive
outreach or ‘case management’ and the availability of accommodation for varying
lengths of stay. The most significant understanding is that many of the most severely
disabled mentally ill people may be engaged in services; however, we must proceed with
caution and flexibility in designing programs, leaving much room for individual
variation in services offered and provided.

Even where access to accommodation is obtained, people with mental disorder do not
always receive the support they need to live independently. Coordination between
agencies offering generic support and those offering specialist psychiatric support is often
poor. It has been noted that a number of service providers are reluctant to acknowledge
the probable extent of mental disorder in the homeless population2. There is an
understandable sensitivity to blaming the victim, and thereby stigmatising an already
disenfranchised population45. However this outlook, coupled with lack of training, has at
times prevented housing workers in the social and community services sector from
acknowledging the need of some of their clients for specialist services. At the same time,
partly because of the lack of clearly negotiated responsibilities of community-managed
housing groups in the overall provision of social services, specialist services frequently
ignore community-managed housing groups and generalist support workers who may
have contact with their clients, other than to criticise their perceived reluctance to provide
accommodation for people with psychiatric or drug-related disabilities.

There is now a greater recognition of the need for more intersectoral linkages. However,
there is still a general lack of coordination, and, indeed, of mutual respect, common
language and level of understanding between generic service providers and providers of
specialist services46. An important issue that must be resolved is the extent to which
generic service providers are to be given access to clinical information. Then it is urgent
to address the issue of training of generic support workers for homeless people. It is
important for support workers to be able to recognise those clients in need of specialist
services, and to be familiar with the range of specialist services to which they can help
clients gain access47. A project in north-east Melbourne48 has demonstrated the value of a
concerted effort to link services across sectors with training and shared work, with a
resultant change in attitudes of service providers and the service use of homeless young
people.

The National Mental Health Policy
The National Mental Health Policy statement in 1992 advocates major changes, including
the development of an integrated network of specialist psychiatric services and their
delivery within the mainstream system of health care. The policy marks the health
sector’s movement away from earlier approaches, which aimed to provide everything in
life for a segregated group of patients. A community-oriented approach is advocated,
including a new relationship between mental health services and the wider housing
sector, an increase in the range and amount of supported accommodation,  and
decentralisation of the ‘mainstreamed’ mental health services, so that the removal of
people from community, family and cultural networks is minimised.

If successfully implemented, these changes could have a profound effect on reducing the
vulnerability of people with mental disorder to homelessness. The mainstreaming of
health services could help overcome the past marginalisation and stigma of people with
mental disorders. Improved community awareness and access to community health
services could lead to the tendency to seek help earlier, and thus to better outcomes for
some people. The impediments to continuity of care are likely to be reduced, and its
acceptability to clients increased. The tendency may be lessened for people with
psychiatric disabilities to be concentrated in particular residential locations near the
former centralised services. There is likely to be increased support for carers, self-help
groups and consumer advocacy, and access to more support for non-mental health
workers.
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The restructuring of services that is taking place, however, is by no means complete.
Further, there are dangers that in implementing these policies, unintended consequences
may emerge detrimental to people with mental disorder and at risk of homelessness. A
reduction could occur in access to general health services, including drug and alcohol
services. In a number of areas, mainstream services themselves are inadequate. In
addition, the behaviour patterns of some vulnerable people may contribute to them
failing to receive the type of attention they need from busy and unprepared mainstream
services. Equally, homeless people may not see the mainstream services available as
appropriate to their needs. There is also a danger of an unintended reduction in the
relative funding of services required by some men with mental disorder in an economic
climate which stresses cost-effectiveness47.

Conclusions
1. Severe mental disorder especially when combined with alcohol or drug dependence

or abuse, is a problem for many homeless men in Australia; and appears to be a risk
factor contributing to vulnerable men drifting into the homeless state.

2. Recognition of the plight of homeless mentally ill people has been part of the
impetus for a national approach to reform of mental health services. However,
economic recession and policies of economic rationalism make the necessary reforms
difficult to implement and in themselves are likely to result in more mentally ill
people becoming homeless and shelterless.

3. Negotiation is required between the community-managed housing groups and the
government about the provision of supported housing. Once the extent to which the
community sector is to assume this role has been resolved, the sector needs adequate
resources, including money, training, information, and sufficient autonomy, to be
able to do the job properly.

4. There is a need for more accommodation of varying types. In particular:

• an increase in the number of single-bedroom units in medium-term supported
accommodation projects so that other tenants already under stress do not have to
accept responsibility for someone whose behaviour is disruptive or threatening;

• accommodation for people with the dual disabilities of mental disorder and drug
and alcohol dependence, with staff trained in both fields;

• more projects which provide accommodation specifically for people with
challenging behaviour, and have limited expectations of the residents49; and

• better access for mentally ill people to independent public housing.

5. There is also a need to rethink rules and policies on access to accommodation,
especially with respect to issues such as drug use by those with mental disorder.

6. The increased availability of multidisciplinary outreach teams from the mental
health services is essential. To ensure that the mainstreaming of services does not
lead to the reduced accessibility of these services for their clients, generic service
providers need to work closely with such teams. The wide availability of mental
health crisis services which can provide prompt assessment and support is also
essential.

7. Improved coordination between the sectors responsible for housing and supporting
people with mental disorder is important. Policies on community-managed housing
need to be developed in the light of other social service provision policies. Diverse
approaches to the provision of housing are required, matched to local needs.

8. There is a need for a conscious effort to improve the level of understanding between
providers of generic support to homeless people, providers of specialist mental
health services, and providers of drug and alcohol services. Some consideration, for
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example, might be given to secondment of health workers to youth support services,
to an extension of the idea of the guidance of youth workers by clinicians in rural
areas, or to joint training opportunities for workers in the mental health and drug
and alcohol services.

9. The promotion and support of primary medical practitioners in the care of people
with serious mental disorder, and recognition of the needs of families and other care
givers.

10. Vital to service developments at this point is recognition of the role of community
psychiatrists and other key clinicians and support workers in the planning of local
service developments.

11. An increased investment in research and service evaluation in this area is required.
Services need to be responsive to community needs, and improvements will result
from greater understanding of:

• the factors affecting the course of severe mental disorders, particularly in the face
of co-morbidity;

• the risk factors for homelessness in those with chronic mental disorder. Further
understanding in this area requires case control and longitudinal studies of a
type not yet attempted. We need to know who among the mentally ill is most at
risk and why. Research to yield preventive strategies may need to be even more
precise, as determinants of homelessness are likely to be different for men and
women, for different age groups, and for people with different diagnoses;

• careful evaluative studies as new patterns of services are developed in each area.
A number of general principles relating to service provision may be defined, but
imported service models rarely sit comfortably. The need for services must be
assessed in each area in the light of the sociodemographic profile of the
population and the pattern of existing services, and then the levels and types of
provision evaluated and adjusted.

12. Public education and professional advocacy. Education is required about the scale of
the problem, and about the service and policy changes which are likely to help.
Professional advocacy, and support for self-help and family support groups, are
important in the face of the continuing stigma of mental disorder.
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Separation, divorce and mental health

B. Rodgers

NH&MRC Social Psychiatry Research Unit
The Australian National University, Canberra

Of all the social variables whose relationships with the distribution
of psychopathology in the population have been studied, none has
been more consistently and powerfully associated with this
distribution than marital status.1

Divorce in Australia
The Australian Bureau of Statistics reported that 45 665 divorces were granted in 1992, the
highest annual figure since the record year of 1976 when the Family Law Act came into
effect and introduced ‘no-fault’ divorce throughout Australia2. The increase in number of
divorces is partly a reflection of the general increase in population size and, more
specifically, the number of married people in the population. When the divorce rate is
calculated as a proportion of existing marriages, there has been little change since 1977,
and the rate for 1992 was slightly less than for 1981 (11.5 divorces per thousand married
women compared with 11.9 per thousand). There has, however, been a slow but
progressive increase in the rate between 1986 and 1992. The changes that have taken
place over recent decades can be summarised as a steady increase in divorce rate starting
in the early 1960s, a sharp peak corresponding to the introduction of the Family Law Act,
and then a plateau at a level rather higher than the pre-1976 rate. A general increase in
divorce rates over this period has been a common feature in developed countries3,4.

These figures describe the ‘flow’ of individuals between married and divorced status, but
they  do not indicate the numbers in the population at a given time who are divorced,
and they exclude separations. The number of currently divorced or separated is an
accumulation of those whose marriages have broken down in past years and is depleted
by the number who have since remarried. The 1991 Census identified 306 146 divorced
and 172 497 separated men (i.e., 7.4 per cent of males aged 15 years or more when
combined) and 385 955 divorced and 201 645 separated women (8.8 per cent of females
aged 15 years or more)5. The figures in Table 1 show a substantial rise over a 30-year
period in the percentage of the population that is divorced or separated, for men and for
women5,6,7. This rise was maintained in recent years when the divorce rate showed little
change. Two other notable features are that percentages for women are always somewhat
higher than for men, reflecting the greater likelihood of men remarrying, and that the
introduction of the Family Law Act has not diminished the numbers of separated men
and women.
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Table 1. Numbers of divorced and separated (Australia 1961-91).

Year Divorced Separated Total population Divorced
(15 yrs +) +separated (%)

1961 Men 38 640 68 172 3 686 057 2.9%

Women 43 339 78 367 3 645 131 3.3%

1971 Men 61 749 86 337 4 532 154 3.3%

Women 71 421 97 052 4 553 432 3.7%

1976 Men 96 429 111 021 4 884 468 4.2%

Women 124 117 136 751 4 973 648 5.2%

1981 Men 177 734 127 567 5 394 929 5.7%

Women 225 803 149 993 5 524 497 6.8%

1986 Men 248 427 141 924 5 904 292 6.6%

Women 311 341 167 859 6 061 019 7.9%

1991 Men 306 146 172 497 6 430 171 7.4%

Women 385 955 201 645 6 654 921 8.8%

The stress of separation and divorce
Research attempting to quantify the subjective stress of a range of adverse experiences has
consistently found that divorce is rated as one of the most distressing of all life events. This
applies in Australia, and two studies in Sydney8 and Canberra9 identified only three other
experiences which were considered more distressing: death of a spouse, death of a child,
and imprisonment. Separation because of marital difficulties (not necessarily permanent)
ranked lower, but was rated as very distressing nonetheless, on a par with experiences such
as having an unwanted pregnancy, stillbirth, abortion or miscarriage, experiencing
continuous financial worries, and being made redundant. Other problems with marital
relationships were rated as similar to marital separation, including serious arguments with
husband or wife, sexual difficulties, and husband or wife starting an affair. Given these
findings, it is no surprise to discover symptoms of depression and other problems of
psychological and social adjustment in those currently going through (or recently having
gone through) separation and divorce. What is perhaps surprising is the view that men are
more adversely affected than women.

There is no doubt that men show a strong emotional response to marital breakdown. A
study by Jordan10 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. Even before separation, 65 per cent of these men had sought
some form of outside help or guidance, including 10 per cent who reported seeking help
from a psychiatrist, 19 per cent from a general practitioner and 20 per cent from marriage
guidance. This inquiry did not cover professional help received after the separation, but a
similar British study11 reported that 9 per cent of men experienced ‘new very severe mental
health problems’ since their divorce (i.e., they were hospitalised or were unable to work for
a considerable period) and a further 24 per cent were classified as having ‘new severe
mental health problems’. More objectively, 33 per cent used anti-depressants or
tranquillisers and 15 per cent used sleeping pills over the period of their divorce. These
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studies did not compare men with women, but other research has suggested that
husbands have a different initial response to separation which in some respects is more
extreme than the response of their wives4. Factors likely to be involved in this include
men being less often the major decision maker regarding separation, men’s lack of
awareness of the breakdown of their marriage in many instances, their ignorance of their
wives’ views on separation, their preference not to separate (81 per cent in the Brisbane
study), their greater hope for reconciliation at the time of separation (70 per cent in
Brisbane) and subsequently, and the greater likelihood of being separated from their
children. An earlier survey in Sydney4 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 men may
suffer more from marriage dissolution than women.

This study had also observed, however, that women rather than men were more likely to
seek help from friends, religious counsel, marriage guidance organisations, doctors and
psychiatrists. Bordow12 has commented on the considerable proportion of men who turn
towards less ‘interpersonal’ sources of comfort, such as their job, hobbies and other
interests, and alcohol.

The Australian Institute of Family Studies’ (AIFS) Consequences of Marriage Breakdown
Study has provided further insight into the difference between men and women in the
initial period after separation13. A sample of divorced men and women in Victoria rated
their satisfaction with several areas of life, including personal/emotional life, for their
last year of marriage and the first three months of separation. Women reported
substantially more dissatisfaction with their personal/emotional life in their last year of
marriage than did men. For the first three months of separation, women showed less
dissatisfaction and men substantially more than previously, such that the difference
between them was reversed. A similar pattern was observed for ratings of satisfaction
with life as a whole. However, when husbands and wives were sub-divided into those
who made the decision to separate and those whose spouses made the decision, there
were similar results for men and women. The important difference was that men more
often than women were the ‘rejected’ partner and it was this rejection which was strongly
associated with decreased morale after separation.

Recovery after divorce
The Brisbane study found similar rates of mental health complaints one to two years after
final separation as were reported for the period before separation, and considerably less
than at the time of separation10. Recovery was also shown by the Victorian study, for men
and for women. Satisfaction with personal/emotional life was far higher one to three
years after separation than before separation or in the three months after it13. A further
follow-up of the same sample three years later found additional small increases in
satisfaction for both sexes14. It must be kept in mind that all these studies necessarily rely
on recollections of subjective experiences and are therefore liable to error, although
research in the United States carried out after much shorter periods of separation is
consistent with the Australian findings15. Overall, results indicate that men are far from
blind to the difficulties in their marriage before the initiation of the divorce process, but
often they are less prepared for the finality of separation and consequently show a
stronger acute reaction than women. It must also be acknowledged that considerable
individual differences in response, for men and for women, overlay this generalisation.

The possibility that some individuals may not follow the general pattern of recovery after
separation was considered by the Brisbane and Victorian studies. In Jordan’s sample of
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men, poorer outcome was associated with separation being unwanted, reported low
marital conflict, attempted reconciliation, low occupational status and living alone (one to
two years) after separation10. In the AIFS study, the factors predicting lower morale in
men were having a pre-school child (at the time of separation), poor post-separation
living standards, and not being repartnered14. Having a pre-school child and not being
repartnered were also factors associated with low morale in women, and so were lack of
participation in the separation decision and having had good pre-separation living
standards. When this sample was studied again three years later, repartnering was the
most important factor associated with improved morale. Although these findings were
not based on measures of mental health outcomes specifically, it is likely that they have
some relevance to depression.

Benefits of divorce
As well as the obvious adverse consequences of marital breakdown, it is important to
acknowledge the positive aspects which are evident in individual cases. These are
apparent in the comments made by men and women after their divorce4, particularly
after the initial period of turmoil is over, but it is not clear from the studies already
discussed whether such subjective improvements translate into a reduction in the level of
mental health problems. Larger-scale studies which lack this more subjective information
often ignore the issue of whether separation may benefit some individuals, but a few
have considered this possibility. They generally support the idea that escape from a
previously highly stressful marriage leads to a reduced risk of depression and suggest
that this benefit is not seen in the short term but only one or two years or more after
separation16, 17. It is not clear whether these instances of improvement are equally
common in men and women, but if marriages characterised by violent behaviour and
alcohol abuse are considered the most stressful, then wives rather than husbands would
be more likely to benefit from dissolution.

Services for those going through divorce
If the mental health problems associated with separation and divorce were
predominantly concentrated in a short period after the time couples stopped living
together, the public health implications would be relatively straightforward. The
provision of counselling for those whose marriage had recently broken down would be
an appropriate emphasis and this could be strengthened by efforts to detect individual
instances where recovery was poorer than anticipated. The quicker divorce process
subsequent to the Family Law Act may have brought some benefits by increasing the
likelihood of early contact with such services.  Existing provision, including that available
through the Family Court and voluntary organisations which deal specifically with
marital breakdown, goes some way towards meeting requirements, although the
reluctance of people to use services is cause for concern. Men especially resist use of
marriage guidance before marital breakdown as well as professional help during the
period after separation, and there is good reason to promote further the availability of
services.

Unfortunately, there is a substantial body of evidence testifying that the relationship of
poor mental health with marital breakdown is not confined to a short period after
separation.

Divorce and long-term mental health problems
Large-scale population studies (or epidemiological studies) have consistently reported
high rates of mental health problems in the divorced and separated compared with single
and married people1,18. The quotation at the beginning of this chapter arose from a review
of research which encompassed data obtained from  psychiatric treatment facilities and
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from population surveys. There are no comprehensive studies of the association between
mental health problems and marital status in Australia, and the most pertinent
information comes from the US. Findings from the large multi-site Epidemiologic
Catchment Area (ECA) study were summarised by the statement that ‘rates of being
currently separated or divorced were at least twice as high for those with almost any
active disorder* as for those without the disorder of interest’19. These results are shown in
Table 2.

Table 2. Marital status of those with active disorders
*
 (US)

Type of disorder Divorced/ Married Widowed Never
Separated married

No disorder 8% 61% 8% 23%

Schizophrenia 26% 33% 5% 36%

Depressive episode 22% 44% 8% 26%

Panic 22% 51% 6% 22%

Somatisation 21% 28% 26% 25%

Generalised anxiety 20% 49% 5% 25%

Manic episode 20% 39% 5% 37%

Alcohol abuse/dependence 18% 40% 3% 39%

Antisocial personality 18% 44% 2% 35%

Phobia 16% 55% 7% 22%

Obsessive compulsive 16% 52% 7% 25%

Drug abuse/dependence 14% 24% 1% 61%

Taken from Robins, LN & Regier, DA (eds.) Psychiatric Disorders in America. New York: Free Press, p. 355.

Although there are no comparable data for Australia, the information available is
consistent with this picture. Surveys in rural Victoria20, Perth21 and Canberra9 using
measures of psychological distress which are predictive of depression have found high
rates for the divorced/separated, and this was confirmed in a large national sample
studied in 1977-78 by the Australian Bureau of Statistics22. Hospital treatment data from
South Australia (inpatient and outpatients combined) have shown higher incidence rates
of depression in the separated and the divorced compared with the single or the currently
married23. Alcohol consumption is also high in divorced and separated men, but the
association between marital status and consumption has been reported to be much
weaker in women22. In contrast, studies of patients treated in two alcoholism centres in
Melbourne showed a similar frequency of divorced status in men and women, and this
was far higher than observed in the general population24, 25. A study (predominantly of
men) in the Hunter region of NSW classified drinking levels using NH&MRC guidelines
and found that 25.6 per cent of divorced and separated men were high-risk drinkers,
compared with 14.6 per cent of single and widowed men and 6.1per cent of married
men26. A measure of problem drinking showed an even stronger relationship with marital
status than did consumption level. In one report from Queensland, 57 per cent of male
patients in alcohol rehabilitation units were found to be divorced or separated27. It is
possible that Queensland is not typical of Australia as a whole in this respect, and a
parallel study in South Australia gave less extreme results28. These associations between
mental health problems and marital status should perhaps be seen in a broader context,

*An active disorder was one which met specified diagnostic criteria at some time in a person’s life
and for which there was some sign of being present in the 12 months before interview.
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as research in many countries (including Australia) has identified the divorced as having
a high risk of physical health problems also and a high mortality rate22,29,30.

The reasons for the poor health of the divorced and separated are not easy to establish. It
is plausible that poor health may lead to divorce or vice versa, or that both may be a
consequence of common factors such as marital conflict or poor socioeconomic
circumstances. There is evidence to support each of these ideas. In the mental health
sphere, it appears that the relative contribution of these components varies according to
the type of disorder under consideration. For disorders that typically have an early onset,
particularly when they are severe (e.g., schizophrenia and drug abuse and dependence),
there is a pattern of those affected being less likely to marry as well as being more likely
to divorce if they do marry (see Table 2), indicating that disorders themselves or the
personalities and lifestyles linked to disorders interfere with personal relationships.

The area of mental health which has been studied most in this context is depression, and
much of this research has been carried out in the US. The preferred research design in this
field would be one which followed the same individuals from the time before marriage,
through any period of adversity and conflict in marriage, through the period from initial
separation to independent living and, when appropriate, through any repartnering. In
practice, information has usually been obtained for part of this sequence only or, worse
still, was collected at a single point in time. Consequently, some caution is needed in
interpreting the findings. To summarise, there is mixed evidence concerning the extent to
which depression precedes divorce31,32, a better indication that it is more common after
divorce than preceding it (even after taking account of the immediate impact of recent
separations)16,33, and less support for the notion that remarriage improves mental
health34,35. This finding seems discrepant with the results of the AIFS Victorian study, but
it appears that remarriage is more common for those with better mental health initially
and it may be that the increased morale of repartnered people is a return to a previous
level of life satisfaction. There is additional evidence that financial problems and other
stresses of single parenthood are linked to levels of depression36. Finally, the higher rate of
depression and other neuroses in women compared with men in the general population
is also found in the divorced37,38.

Less information is available about alcohol consumption or problems associated with
drinking through the transitions between unmarried, married, divorced and remarried
status. There is a substantial amount of anecdotal information, however, some obtained
by systematic means. The consensus view in Australia is that many divorces are caused,
wholly or partly, by drinking problems, and that husbands are primarily responsible. The
figure of 40 per cent39 is often given for the proportion of divorces ‘associated with the
problem of alcoholism’, but different studies provide variable figures. One survey of
deserted mothers in Victoria found that ‘conflict about the husband’s drinking’ was
reported in 43 per cent of cases, although the percentage of chronic alcoholics and heavy
drinkers was even higher at 55 per cent40. In Burns’ study in Sydney, 36 per cent of
women mentioned their husband’s drinking as a cause of marital breakdown but only 17
per cent of men admitted to this4. It was a factor strongly associated with socioeconomic
status, being much more common in men from lower occupational levels, and in many
instances had been a long-standing problem before separation or even pre-dated
marriage. By way of contrast, only 7 per cent of the men in Jordan’s study mentioned
their drinking as an area of conflict in their former marriage10. This is a topic where there
is a particular difficulty of under-reporting41,42 and there is a likelihood of problem
drinkers refusing to participate in research studies. An additional feature of problem
drinking is its association with other contributors to marital conflict and causes of
divorce. It is frequently found in combination with violence directed towards wives,
neglect and abuse of children, gambling, and other aspects of poor financial management.
Price27 has discussed the role of drinking in the context of Australian ‘mateship’, which
contains the vestiges of frontiersman days and is characterised by under-involvement
with family life. This notion may be more applicable in some geographical areas than
others.
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This research in the areas of depression and alcohol abuse indicates that mental health
problems associated with divorce are often chronic rather than acute.  Their origins may
lie in the time before divorce and even before marriage, and they endure long after
separation. This picture has very different public health implications to those arising from
the view of divorce as a short-term stressful event. The issues can be examined further in
relation to the more visible currently separated/divorced group and to the less visible
groups of those with marriages at risk of breakdown and those who have remarried.

Public health issues for chronic mental health
problems
Efforts to improve the mental health of the currently separated and divorced can adopt a
strategy of targeting individuals with the most severe problems or of improving the
circumstances of this group as a whole, and these are not mutually exclusive possibilities.
The opportunity for targeted intervention may arise when individuals have already come
into contact with services around the time of separation, and where there are indications
that mental health problems have been present for some time or are unlikely to remit in
the short term. In such cases referral to appropriate services for chronic problems (such as
alcohol and drug abuse) may be justified. It is further possible that the circumstances
surrounding divorce could provide opportunities for a more proactive approach, in that
those who have resisted counselling or other treatments may be more accepting of these
services when they experience the break up of their family. It must be acknowledged that
current information on indicators of poor long-term adjustment after divorce is
rudimentary.

The main focus of attention for improving the general lot of the divorced and separated is
their financial position, and this primarily involves single-parent families. Most such
families in Australia arise from divorce and separation and they have increased as a
proportion of the population43,44,45. They differ from couple families in many respects,
including parents being more often unemployed or not in the labour force, being more
likely to live in rented accommodation, and having greater difficulties paying bills and
making loan repayments43,46. Within one-parent families, lone mothers are less likely to be
in paid employment than lone fathers, are more likely to have part-time jobs if they do
have paid employment, and are more likely to rent their accommodation, particularly
from a government agency46. Whatever changes have occurred in attitudes towards the
father’s role in bringing up children, there has been no significant shift in the proportion
of one-parent families headed by lone fathers, and the percentage in 1991 (12.6 per cent)
was slightly less than in 1969 (13.4 per cent)46. This absence of trend in one-parent families
as a whole is probably applicable to those where the parent is divorced or separated47, but
figures for this are not available. Given the evidence that socioeconomic circumstances
are important contributory factors to the mental health of single parents (and lone
mothers are particularly vulnerable in this respect), it is important that policies on the
financial circumstances of single-parent families should be guided by the part they can
play in the prevention of mental health problems.

The image of solo men, whether divorced, separated or never married, is of a group who
have low or poor quality social support, limited contact with social services and
resistance to help from the mental health professions. This is something of a caricature,
but it signals the possibility that recognition of mental health problems may not occur
until they are sufficiently serious to cause interference with occupational performance or
to require police involvement. These men are at high risk of physical as well as mental
health problems48.

The public health issues for those with difficult marriages and for the remarried are more
problematic because of their less visible nature. One would hope that there are
opportunities for referral of clients from marriage counselling services to facilities for
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long-term mental health problems if appropriate49, and equally that the latter services are
aware of the family roles and relationships of their patients and the difficulties that could
arise in these. In some cases, therapies involve other family members50. The rate of mental
health problems in the remarried is disconcerting. They are a relatively neglected group
in psychiatric research, although the US ECA study51 and some other studies52,53 have
highlighted the importance of marital history rather than current status in showing
associations with mental health. There appear to be no Australian data on mental health
problems in the remarried and they are unidentified in many population surveys of
physical and mental health, including the National Health Surveys conducted by the
Australian Bureau of Statistics. The numbers of remarried in the population are not
directly available from census information, but it is known from marriage registrations
that the proportion of new marriages involving a divorced partner increased from 13.9
per cent in 1971 to 32.8 per cent in 1992, and the respective figures for marriages where
both partners were previously divorced are 2.3 per cent and 11.3 per cent54. Many of these
increases occurred during the 1970s and the figures have been relatively stable thereafter.
It is likely that the tendency for the divorced to form de facto relationships rather than
enter into de jure marriages has minimised these trends45. There is a danger in reading too
much into these figures and one must be aware that divorce is now a more accepted
feature of society, is seen as a more desirable alternative to bad marriages than previously,
and that divorced people are viewed as more attractive potential marriage partners.
However, there is still a concern as to what extent the mental health problems known to
be associated with divorce are now introduced into new relationships, which may
involve stepchildren and children from the new partnership. These problems, if
unresolved, may ultimately contribute to the breakdown of second marriages and de facto
relationships.

Conclusions
1. Separation and divorce are much more common than in the past but are still

perceived as extremely distressing experiences. Men and women show a strong
emotional response in the period after separation and often seek the support of
others, including the help of professionals concerned with mental health.

2. As a group, men have a poorer short-term reaction to separation than women, linked
to their lack of preparedness and to the feeling of being the rejected partner. Women,
however, are more likely to seek interpersonal (including professional) help.

3. Most men and women show a recovery in the one to two years after separation, but
for some their distress is persistent. In other cases, the escape from a stressful
marriage brings an improvement in mental health.

4. Epidemiological studies show that divorce and separation are strongly linked to a
broad spectrum of mental health problems. In Australian studies, depression and
alcohol abuse have been found to be much more common in the divorced and
separated than in the married. Some mental health problems pre-date marital
breakdown and may even have been present before marriage. The high risk of
mental health problems persists long after divorce and is evident in the remarried.

5. Counselling services for those going through marital separation are available
through the Family Court and voluntary organisations, and individuals often choose
to make use of regular health services, general practitioners being the most likely
point of contact. Some people are reluctant to use such services and this seems more
so for men than women. The help available from these sources has an important part
to play not only in crisis support, but also in assisting those with long-term mental
health problems or at risk of such problems.

6. Single parents, most of whom are divorced or separated, constitute a particularly
vulnerable group. Policy on their financial status should be guided by the part it can
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play in the prevention of mental health problems. There is no indication yet that lone
fathers will become a larger proportion of the single parent population.

7. The substantial increase in numbers of remarriages is a cause for concern in that it
may reflect a greater opportunity for introducing long-term mental health problems
into new families and step-families, which could contribute in turn to the instability
of second marriages.
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Male sexuality and mental health

R. Over and G. Phillips

School of Behavioural and Social Sciences and Humanities
University of Ballarat

There have been substantial changes in the conceptualisation and measurement of human
sexuality in the 40 years since the now-classic Kinsey survey of American men1. In
viewing sexuality as the expression of biological drive, Kinsey sought to identify through
interview the frequency with which American men had engaged over their lifetime in
different forms of orgasmic-oriented behaviours. There still are large-scale surveys aimed
primarily at describing sexuality within a national population by reference primarily to
measures such as frequency of intercourse. For example, 20,000 men and women
recruited on a national probability basis were recently surveyed in Britain2. In advocating
an Australian survey, Western3 argued that the objective should be not so much a
statistical summary of who does what, how often, and with whom, but analysis of sexual
activities and attitudes within a developmental and sociocultural perspective.

Many approaches4 to studying sexuality have emerged since Kinsey. Further, the focus in
contemporary scholarship has shifted from description to interpretation. The manner in
which research methodologies are used often reflects the way in which investigators
conceptualise sexuality. For example, laboratory-based assessment of penile tumescence
as an index of sexual arousal involves commitment to a genitocentric model of sexuality,
and a similar perspective often is adopted in clinical studies undertaken within a
biomedical perspective. An alternative approach is to treat sexual arousal as a social
construction rather than simply as a biologically determined response. The concern is
then directly with a person’s sexual identity—sexual cognitions, sexual emotions, and the
social context in which, for example, sexual arousal occurs, is identified, and is labelled—
than with physiological change per se. Contemporary approaches to the study of sexuality
are not well integrated, and there is limited dialogue (or even recognition of each other’s
positions) between investigators who work within different traditions or who are
committed to a biological determinist (essentialist) position as opposed to a social
constructionist orientation. Reference instead needs to be made to a range of perspectives
in considering relationships between male sexuality and mental health.

Conceptual and methodological issues
Most information about human sexuality, however defined or interpreted, is obtained
from surveys, questionnaires and similar self-report measures, although other measures
also can be used. Issues such as validity and reliability need to be considered in
interpreting self-report data. Sampling is important, as people who volunteer to
participate in research on sexuality typically are not representative of the population as a
whole. For example, male homosexuality has generally been studied by surveying men
directly affiliated with the gay community. In contrast, Bennett, Chapman, and Bray5, in
studying AIDS-related sexual practices, recruited men in western Sydney at ambiguous
locales such as beats and bars. Reliability in measurement is a primary issue. McLaws,
Oldenburg, Ross, and Cooper6, in a study based primarily on male prostitutes in Sydney,
pointed to the unreliability of diary records of sexual activity. As self-report measures
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(relating to behaviour and not simply subjective states) are rarely open to verification,
substantial scope exists for unintended as well as intended bias and distortion. There is
an extensive literature7 indicating that reports are sensitive to a range of measurement
factors, including the wording of questions, the order in which questions are asked, the
context in which participants were recruited, the mode in which data are collected and
whether anonymity is maintained. Participants in surveys are often asked to recall past
events or experiences. Interpreting retrospective reports is particularly problematic, since,
apart from the problem of faulty memory, there may be inbuilt bias so that the past is
recalled in ways that are consistent with a person’s current status and lifestyle, as well as
stereotypic belief systems8. These methodological problems need to be kept in mind in
interpreting the evidence cited in the commentary that follows.

Although there are many other contexts in which male sexuality and mental health can be
considered, the focus here will be on research (published by Australian authors where
possible) into psychosexual development, adult sexual orientation, sexuality as studied in
the context of HIV-risk behaviours, sexuality and old age, sexuality and disability, sexual
dysfunctions, and sexual offending. Even within this restricted set of topics, there are
Australian studies (such as the survey by McCabe and Collins9 covering dating,
relationships, and sex, and research into adolescent sexuality by Moore and Rosenthal10)
that can be no more than mentioned.

Psychosexual development
For ethical as well as logistic reasons, there has been limited direct investigations of
sexuality during childhood (e.g., sexual fantasy and sexual experimentation before
puberty). An exception is the study of Goldman and Goldman11, which assessed the
sexual thinking of children aged 5 to 15 years in Australia, North America, Britain, and
Sweden. Sexual knowledge (e.g., ‘how babies are made’) and sexual vocabulary changed
with age in parallel with the cognitive development stages identified by Piaget. Goldman
and Goldman noted that, in the absence of appropriate sex education, children often
devise mythological explanations for biological and sexual processes (such as conception,
childbirth, menstruation, puberty). Australian children demonstrated a two-year
developmental delay in sexual knowledge relative to Swedish age peers. This was
attributed to an inadequate level of sex education at school and in the home, as well as
cultural differences in sexual values.

Identity formation involves addressing the question ‘Who am I?’. Ways in which a child
or adolescent addresses this question, which arises developmentally in non-sexual (e.g.,
family affiliation, vocational aspirations) as well as sexual contexts (e.g., gender identity,
sexual orientation), can have important implications for mental health. In relation to
gender identity, children demonstrate an integrated sense of being a male or a female
throughout their life only when they have achieved the cognitive capacity to recognise
that objects maintain identity with transformation (e.g., a boy grows into a man, a male is
still a male despite changes in clothing and hairstyle)11,12. Clinical studies13 have shown
that children will experience gender identity confusion, with a range of psychological
adjustment problems, if they receive inconsistent information about whether they are a
boy or a girl. Development of a stable, integrated gender identity involves consistency
between a child’s sense of self, circumstances in the child’s life, and feedback gained
through transactions with others. Problems in identity development and management
arise, for example, if there are discrepancies between a child’s genitals and other body
characteristics and whether the child is treated by others as a boy or girl13.

Gagnon and Simon14, in an influential analysis of psychosexual development, placed
substantial importance on the role of childhood masturbation in the development of
sexual scripts. In viewing puberty as a period marked by rehearsal of adult roles, they
claimed that masturbation provides sexual potency to thoughts and feelings. Instead of
considering masturbation as harmful to mental health, as was the widely held position
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several decades earlier, Gagnon and Simon, in common with most modern sexologists,
identified masturbation not only as a source of pleasure and a means of sexual expression
but as the context in which adult sexual scripts are formed and rehearsed. A substantially
higher frequency of boys than girls masturbate during adolescence15. Gagnon and Simon
argued that boys acquire sexual agency in their make-believe scripts by regulating sexual
arousal during fantasy through masturbation. In contrast, normative sex roles (passivity)
for girls result in romantic rather than sexual make-believe agendas. For women, an
association has been demonstrated between inhibited sexual arousal as an adult and not
having masturbated in childhood or adolescence. In fact, encouraging a woman to
experience and control sexual arousal through masturbation is a central part of therapy
for inhibited sexual arousal. Although masturbation taboos no longer are as strong in
Western cultures, the influence of masturbation on the development of male sexuality
and on mental health is unclear. For example, a recent survey16 found that, contrary to the
claim by Gagnon and Simon, the sexual adjustment of young men was unrelated to
whether respondents had masturbated during childhood or adolescence.

Many childhood behaviours are sex-typed, with some (e.g., rough-and-tumble play)
being normative for boys and others (e.g., playing with dolls) normative for girls. A
question of interest is whether engaging in gender nonconforming behaviours leads a
boy, when challenged by the question ‘Who are you?’ to construct homosexual rather
than heterosexual identity. Bailey and Zucker17 reviewed research, including an
Australian study18, showing that a boyhood characterised by gender-conforming
behaviours is predictive of heterosexuality as an adult, while being homosexual as an
adult is linked with childhood gender nonconformity as a boy. However, the level of
association between childhood experience and adult sexual orientation is by no means
complete, as homosexual men often do not report a gender-nonconforming childhood
and many gender-nonconforming boys are heterosexual as adults. The relationship
between gender conformity and sexual orientation changes developmentally, as
heterosexual men and homosexual men do not differ overall on sex role measures
(masculinity-femininity)17,18. The transition from engaging in gender-nonconforming
behaviours as a boy (the extreme case being the pejoratively termed ‘sissy’ boy
syndrome) to being heterosexual or homosexual as an adult must thus involve a process
of defeminisation.

Models of the development of sexual orientation refer to homosexuality in identity terms
(the person’s sense of self) rather than sexual behaviours per se. In outlining a model she
later tested with an Australian sample, Cass19 distinguished six stages in homosexual
identity development: identity confusion, identity comparison, identity tolerance,
identity acceptance, identity pride, identity synthesis. The context for the first stage,
identity confusion, could be challenges a boy experiences through engaging in gender-
nonconforming behaviours. Instead of foreclosing by conforming to gender norms, the
child may seek to answer the question ‘Who am I?’ by searching for an appropriate
reference system (identity comparison) and forms of affiliation (identity tolerance and
identity acceptance). Cass noted a number of identity management strategies, ranging
from concealment and ‘passing’ through ‘coming out’ to affiliation and pride. Although
the stages outlined by Cass are viewed as hierarchical, the model recognises that identity
development can proceed slowly or rapidly, progression can terminate at any stage, and
the person can retreat to earlier stages or reject a homosexual identity altogether. Further,
homosexual identity is not necessarily associated with specific sexual practices.

Ross20 claimed from analysis of self-report data from gay men in four cultures that
Australian culture is homophobic in ways that inhibit the overt development and
expression of homosexual identity and gay lifestyle. He argued that Australian males,
through being aware from an early age of the stigmatised nature of homosexuality, are
more likely than age peers in countries such as Sweden to conceal feelings of same-sex
attraction and to achieve contact with other homosexual men through covert activities
rather through open identification and affiliation with a visible and supportive gay
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community. These claims about homosexual identity development in Australia were
based on a sample that was limited in size and probably not representative. Further, Ross
completed his survey in the early 1980s. If social values relating to homosexuality change
over time, the manner in which Australian adolescents develop and express homosexual
identity may be quite different now (and in the future) than it was in the past.

Adult sexual orientation
Homosexuality was classified as a sociopathic personality disorder in the first edition of
the Diagnostic and Statistical Manual of the American Psychiatric Association (DSM-I)
and as a non-psychotic mental disorder (along with fetishism, paedophilia, transvestism,
exhibitionism, voyeurism, sadism, and masochism) in DSM-II. It was not until 1980
(DSM-III) that this classification was removed21. Concealment and secrecy (‘double lives’)
were the norm when homosexuality was defined as a disorder. Substantial pressure was
then placed on homosexual men to undergo therapy, often involving aversive
conditioning, designed to suppress same-sex attraction22. The DSM-I and DSM-II
classifications were based on claims that homosexuality is pathological in the sense of
being associated with mental health problems. However, the data cited in support of this
claim typically came from inappropriate samples (e.g., psychiatric patients, prisoners).
Studies across a number of cultures have instead indicated that, although differences on
specific measures may be found in particular cultures, overall there are no differences on
mental health measures between homosexual men and heterosexual men23. The
implication is that differences found within a culture reflect the values of a culture (e.g.,
the extent to which given activities or a particular status are stigmatised) and the manner
in which these values impinge on the lives of individuals, and are not an inevitable or
universal byproduct of being homosexual as opposed to heterosexual.

In Western countries there have been substantial shifts over the past 20 years in societal
attitudes and values relating to homosexuality. For example, some governments now
sanction same-sex marriages and grant entitlements equivalent to those accorded to
heterosexual de facto relationships. Politically motivated groups such as ACT-UP have
used visibility as a tool to produce social change through actions such as ‘outing’ and the
use of previously pejorative descriptors such as ‘queer’ to describe themselves. In the
1990s, difficulties experienced by gay men are more likely to be viewed as stemming from
concealment than disclosure of sexual orientation. Recent studies reviewed by Phillips24

indicate that secrecy by gay men about their sexuality is associated with personal and
social problems, feelings of estrangement, alienation, powerlessness, incompetence, guilt,
anxiety, low levels of self-esteem, health-related complaints, and negative homosexual
imagery. In contrast, self-disclosure is accompanied by increased personal integrity,
greater intimacy, more satisfying social interactions, heightened positive self-image, and
better overall psychological adjustment. Being homosexual is now far from a universal
secret within the family, social, and professional networks of gay men. Stigma and
rejection consequent upon openness has, however, created a disclosure hierarchy. Gay
men are more likely to confide in siblings and in the mother before the father, while
disclosure generally is least to employers, work colleagues, and distant relatives.

The seven-point Kinsey scale classifies sexual orientation on the basis of sexual behaviour
(K-0 is exclusively heterosexual, K-1 to K-5 bisexual, and K-6 exclusively homosexual).
However, it is widely acknowledged that sexual orientation needs also to be described by
reference to characteristics such as sexual attraction, sexual fantasy, sexual identification,
disclosure relating to sexuality, and social affiliation. The different measures are not
necessarily correlated. For example, some men who engage exclusively in sex with men
(and hence are categorised as homosexual on the Kinsey scale) are not same-sex exclusive
on other sexuality measures. For this reason ‘homosexual identity’ is now often used as a
descriptor in addition to ‘homosexual orientation’. Associated with this shift there has
been reference to homosexualities (and not simply to homosexuality), as well as attempts
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to capture diversity among men who exclusively have sex with other men through the
development of taxonomies. For example, Phillips24 distinguished three categories of gay
men (all K-6 on the Kinsey scale) through cluster analysis based on responses to
homosexual identity questions from the scales developed by Cass. One group
(‘acculturated gay men’) was identity accepting, lifestyle identified, and disclosure
accepting, another group (‘assimilated gay men’) was identity accepting, lifestyle
assimilated, disclosure indifferent, and a third group (‘constrained gay men’) identity
tolerating, lifestyle constrained, disclosure restrictive. The men with a constrained
lifestyle were less likely to think of themselves as confident, competent, and skilled
sexual partners, and were more likely to be depressed, disappointed and unhappy about
their sexual experiences. Further, a constrained lifestyle was associated with being more
fearful about issues of personal safety, such as apprehension by the police, being robbed
or bashed, and contracting AIDS. In contrast to the level of attention given to diversity
among homosexual men, there have not been explicit analysis of heterosexualities and
distinctions between heterosexual men based on stages in heterosexual identity
development.

Sexuality and HIV-risk behaviours
The AIDS crisis has led to substantial funding of research concerned with HIV-risk
behaviours. Although the overt focus in preventive programs is on risky behaviours
rather than on specific risk groups, substantially more attention has been given to the
sexual practices of homosexual and bisexual men than heterosexual men. Issues
examined through survey have included the degree of physical and emotional
significance attached to behaviours such as anal intercourse, knowledge of HIV-risk
behaviours, self-reported changes in sexual practices over time, contexts in which HIV-
risk behaviours are more likely to occur, and the manner in which sexuality is expressed
within and outside an on-going relationship25,26.

Ross27 has claimed that the AIDS crisis has led the Australian community to become more
homophobic through a process of attributing guilt by association (in these terms, risk
behaviours are associated with specific groups, AIDS is referred to as a homosexual
disease, and men are blamed for being homosexual). He suggested that prejudice and
discrimination based on such processes are having pervasive effects on the mental health
of gay men. In assessing 80 homosexual men on the General Health Questionnaire and
the Gay Affect and Life Events Scale, Ross28 found that reported levels of somatic
symptoms, anxiety, insomnia, and depression were associated with responses given to
questions bearing on AIDS and HIV risk. He suggested that Australian gay men overall
are experiencing states analogous to a post-traumatic stress reaction, with attitudes
within the Australian community as a whole heightening rather than alleviating the level
of stress. However, these claims were made on the basis of limited data.

The AIDS crisis has led to the study of processes involved in coping with HIV infection.
Pakenham, Dadds, and Terry29 found for a Brisbane sample of men at different stages of
HIV infection that health-related measures (such as number of symptoms) were related to
level of social support while psychological adjustment (such as degree of distress) was
linked with coping strategies. Whereas fatalism as a coping style had negative
consequences on adjustment, positive coping (optimism, control, action) was beneficial.
Having a partner was associated with poorer adjustment and a greater number of
symptoms, possibly because coping with illness within a relationship imposes stress
through the need to accommodate to new roles (e.g., care giver) and to adjust priorities. It
seems unlikely that such would inevitably be so. Feeney and Raphael30 have pointed to
advantages in considering management issues within gay and heterosexual relationships
by direct reference to attachment style.
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Sexuality in old age
Despite the age shift occurring in the Australian population, there has not been
systematic study of ageing and male sexuality. Cross-sectional comparisons are likely to
be of limited value, as young men and old men are from cohorts with different sexual
values and histories (e.g., attitudes to monogamy and sexual behaviours such as
masturbation and oral-genital interaction). Measures of not only sexual practices but also
sexual satisfaction will thus reflect cohort rather than ageing alone. Ageing and sexuality
also need to be considered in relation to factors such as health status and partner
availability. The shift in divorce rate, serial marriage, longer life expectancy,
improvements in health, and changed attitudes about ageing and sex seem likely to result
in future patterns of sexuality in old age being unlike those documented over the past
few decades. Present knowledge about mental health and adjustment issues relating to
sexuality in old age may provide only a limited basis for predicting and understanding
the future. In particular, changing community attitudes to homosexuality make it likely
that future cohorts of aged gay men will be different from older gay men in the past.

Surveys of North American men from the time of Kinsey1 have consistently demonstrated
from young adulthood onwards a decline in frequency of expression across a range of
genitocentric measures (e.g., intercourse, masturbation, sexual fantasy). Masters and
Johnson31 took recordings while older men were engaging in masturbation or intercourse
in the laboratory.  In a section titled ‘Geriatric Sexual Response’, Masters and Johnson
noted that with age there is a decrease in latency of sexual arousal,  reduced capacity to
sustain erection, less-frequent ejaculation and slower recovery after resolution. Age
differences also are found in nocturnal penile tumescence, with the duration and rigidity
of REM-induced erection substantially less in old age. However, studies32 which have
related sexuality measures across physiological and psychological domains indicate that
healthy older men generally do not report sexual frustration, low levels of sexual
satisfaction or sexual adjustment problems despite a reduction with age in sexual desire
and arousability and less frequent engagement in orgasmic-oriented sexual behaviours.
Health is, however, a primary regulative factor, as with ageing there is increased
likelihood of dysfunction (e.g., erectile dysfunction) associated with disease as well as
with lifestyle (e.g., alcoholism). Whether ageing and factors such as health create major
problems in sexual adjustment depends on whether the person and/or his partner seek to
meet unattainable performance criteria in relation to desire, erection, and orgasm. In
contrast to performance pressure, there is the risk of apathy. The emphasis in the Kinsey
survey on decline in sexual expression with age resulted in elderly people being
stereotyped as asexual and without sexual needs. Instead there has been recognition that
Kinsey targeted primarily genitally based sexual expression. A broader view of sexuality
encompasses intimacy, communication, sharing, sensual pleasuring and satisfaction in
contexts other than or additional to intercourse. The focus shifts from frequency of
orgasm and sexual performance per se to sexual interaction as part of communication and
transaction. Sex manuals have incorporated this change in orientation.

The basis for age-grading in aspects of male sexuality such as penile tumescence is yet to
be identified. By emphasising the reproductive basis for sexual drive, essentialist models
imply that the human male is biologically programmed to be most active sexually over a
particular range within the life span. The focus in scripting theory is instead on
conformity with culturally determined normative roles. There has been substantial
dispute whether, for example, higher levels of promiscuity overall among men than
women, and the propensity for men as they age to seek younger women rather than age
peers as sexual partners reflect basic reproductive drives rather than socially acquired
scripts33. There are substantial differences in sexual expression among the elderly (just as
there are among the young), and sexual desire, arousal, and engagement need to be
considered with reference not just to age but a range of psychosocial factors. Advantages
of considering sexuality in old age within a lifetime developmental perspective are only
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now being recognised. So far there has been limited systematic study of continuities in
sexuality from childhood through adolescence to adulthood and old age.

Disability and sexuality
Community and professional attitudes to intellectual disability and sexuality have shifted
substantially over the past 20 years. Policy changes such as deinstitutionalisation have
raised issues of sexual rights and responsibilities in contexts such as sex education and
counselling, safe sexual practices and vulnerability to sexual exploitation. In offering
practical advice to Australian parents and health professionals on matters such as sex
education, fertility and contraception, changing inappropriate sexual behaviours, and
sexual relationships, Fegan and Rauch34 emphasise the need to consider sexuality and
intellectual disability in a broad psychosocial context and a developmental framework,
rather than simply by reference to reproductive behaviours.

Many forms of acute and chronic disability have major consequences for sexual
functioning. Schover and Jensen35 provide a comprehensive analysis of assessment and
management issues in male and female sexuality relating to chronic physical disabilities
such as arthritis, cancer, cardiovascular disease, chronic obstructive pulmonary disease,
chronic pain, diabetes, end-stage renal disease, alcoholism, and psychiatric conditions
including schizophrenia and major affective disorders. In employing a biopsychosocial
model, Schover and Jensen relate sexual expression and satisfaction to broad range of
interpersonal and social processes (e.g.,  development and maintenance of intimacy and
communication, ‘lovemaking’) rather than solely genital interaction. However, in
considering penile tumescence and disability, they also cover hormonal, medication, and
prosthetic management strategies.

A group of particular interest in considering chronic disability and male sexual function
are the spinal cord injured (SCI). Men are five times more likely to experience traumatic
spinal cord injury than women, with risk peaking in early adulthood. Injury management
has improved such that life expectancy now approaches normal levels.  Depending on the
site and extent of damage, injury to the spinal cord can have dramatic effects on aspects
of sexual functioning such as erection and fertility.  Many SCI men were sexually
experienced at the time of injury, but not then a parent. The impact of injury on fertility is
often a matter of great concern to SCI men. One direction of research at the Austin
Hospital, Melbourne, has involved using electroejaculation to collect semen from SCI
men within days of injury (before there is reduction in sperm concentration and
motility)36. Capacity to engage in intercourse is also an issue. As penile tumescence is
regulated by relexogenic neural circuits (sacral segments 2 to 4) and psychogenic neural
circuits (thoracolumnar segments T12 to L3), erectile capabilities after SCI will depend
upon the nature of damage and the nature of stimulation. Self-report is not always a valid
indicator of whether erection is retained after injury. Kennedy and Over37 measured
penile tumescence while SCI men viewed erotic film, listened to erotic text or engaged in
erotic fantasy. Some men demonstrated tumescence despite claiming they had lost the
capacity for psychogenic erection, possibly because they used preinjury levels as the
criterion in deciding how to label physiological states. Other men who were not aroused
physiologically nevertheless reported levels of subjective sexual arousal with the same
build-up over time and differences between stimulation modes as established with non-
SCI men. Such data are inconsistent with claims once made that SCI men without
erections are asexual.

As seen, for example, in programs at the Austin Hospital38, the focus in rehabilitation
after SCI extends well beyond management of physical functioning. The objective instead
is to encourage adaptation and adjustment so that the person will lead a satisfying and
fulfilling life, and experience minimum disadvantage through physical disability. Sex
education and rehabilitation programs for SCI men and their partners thus emphasise
intimacy and communication, and encourage exploration of  sensual and romantic paths
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to sexual satisfaction. Couples who cannot engage in penile-vaginal intercourse are
advised to achieve sexual arousal and satisfaction through other activities, none of which
is labelled as inferior to intercourse. Practical issues (e.g., relating to continency) also are
covered. Sex education and counselling programs typically are positively endorsed by
participants39, but the extent that attitudes translate to practice needs to be considered.
Whereas centres for treatment of SCI such as the Austin Hospital offer comprehensive
rehabilitative programs, it is still the case in at least some parts of the Us that SCI men
and their partners receive limited or no sexual counselling40. There is a dearth of
information on long-term adaptation to SCI, including sexual expression and sexual
satisfaction.

Sexual dysfunctions
Male sexual problems specified in the Diagnostic and Statistic Manual (DSM) of the
American Psychiatric Association include hypoactive sexual desire, erectile dysfunction,
and premature ejaculation. Incidence and prevalence rates depend upon how dysfunction
is defined (e.g., relative to age norms), whether problems are distinguished on the basis
of being primary or secondary, lifelong or acquired, global or specific, and whether
consequences need to be taken into consideration (is inability to achieve or maintain
erection a dysfunction if neither the man nor his partner experiences concern?).  Although
rates have been established in several other countries41, the extent to which  Australian
men experience different forms of sexual dysfunction is not known.

There is long-standing debate over whether sexual problems are more appropriately
conceptualised and treated as relationship problems than as problems of the individual.
As an example, hypoactive sexual desire is defined in DSM in terms of low sexual interest
and an absence of sexual fantasy. However, people with these attributes are unlikely to
experience concern or distress if they avoid contexts, such as marriage, where a partner
may impose sexual demands. Hypoactive desire can in these terms be considered a
problem of desire discrepancy, and a therapeutic goal may be as much to reduce the
expectations of the demanding partner as to increase the sexual interest of the person
classified as hypoactive.  Clients who present for sex therapy typically do so in the
context of problems occurring within a sexual relationship, and often because the
relationship itself is endangered. Further, clinicians are interested not simply in
mechanical problems of sexual functioning but in the interpersonal context in which the
problems are grounded. In contrast with research in other Western countries (see, for
example, articles in Archives of Sexual Behavior and the Journal of Sex Research) there has
not been systematic study of mental health aspects of sexual dysfunction among
Australian men.

There are no Australian data on treatment of sexual problems (e.g., the contexts in which
treatment is sought, nature of presenting problems, types of treatment available, and
professional qualifications of persons providing treatment). The extent to which
Australian men gain access to well-defined, readily implemented, and adequately
evaluated interventions available for management of dysfunctions such as premature
ejaculation is uncertain. Many health professionals probably have limited knowledge of
and practical experience in sex therapy. Sex therapy as undertaken by psychologists often
is based on cognitive-behavioural principles42 and incorporates features of the Masters
and Johnson programs. McCabe43, who operates a sexual assessment clinic at Deakin
University, has described an intervention devised along these lines for treatment of male
hypoactive sexual desire. The objective is to restore sexual interest through
communication exercises, sensate focus experience and guided fantasy. Although
outcomes were referenced by a case study, the longer-term effects of participation were
not assessed through experimental design.
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Sexual offending
Identifying the prevalence of child sexual abuse in Australia, and comparing Australian
with overseas levels, is bound up with definitional and sampling issues. In examining
substantiated cases dealt with by a South Australian child protection society, Winefield,
Harvey, and Bradley44 identified primary classifications as physical abuse 48 per cent,
sexual abuse 32 per cent, neglect 17 per cent, and emotional abuse 3 per cent. As was also
found through analysis of cases prosecuted in NSW in 198245, girls outnumber boys by
more than two to one among child sexual abuse victims. In contrast, perpetrators almost
universally are men. Further data on incidence have come from retrospective reports
provided by adults. Goldman and Goldman46, in a survey of 991 Victorian tertiary
students in social science disciplines, found that 29 per cent of women and 9 per cent of
men reported having been when a child sexually abused by an adult. In the case of male
victims, 43 per cent of offences involved the child masturbating an adult or the child
being masturbated by an adult, 15 per cent intercourse, 10 per cent simulated intercourse
and 10 per cent genital exposure by an adult. In 14 per cent of cases, force was used, and
for 49 per cent of respondents the offence had occurred more than once. There are major
methodological issues in assessing longer-term effects of sexual abuse as a child, and
research to date, although showing that adults who experienced sexual abuse in
childhood often have continuing mental health problems, needs to be interpreted
cautiously47. Since data are correlational, there are major problems in establishing a causal
link between childhood abuse per se and functioning as an adult. Most studies have been
of women abused in childhood, and it is unclear whether outcomes are similar for
sexually abused boys and girls. The limited Australian research on outcome has noted the
high level of emotional disturbance associated with sexual abuse, in contrast to physical
abuse, six months after the offence was detected44. The protracted legal process (delays
between investigation, laying charges, committal, trial and sentence) can have adverse
consequences for the victim, particularly as perpetrators typically are family members,
friends of the family, or neighbours45.

Although rape is generally a crime of sexual violence by men against women, increasing
attention is being given to rape of men by men48. An Australian survey49 in 1992 yielded
2762 responses from people who had been raped, including 97 responses (3.8 per cent)
from men. As legal definitions of sexual assault in the past often referred only to women
as victims, there probably has been substantial underreporting of male rape. Several
recent reviews50,51 have compared men and women in terms of the contexts in which
being raped occurs, as well as psychosocial consequences. The general finding is that
adverse short-term and long-term effects of being raped are similar for men and women.
With men there also is the possibility that sexual violation impinges on identity,
particularly masculinity. Poropat and Rosevear50 noted the fragmentary nature of
Australian evidence on male sexual assault. The PhD research on rape of men by men
currently being conducted by Crome at Deakin University will provide important
information.

Rape was traditionally conceptualised as a sexually motivated act. A primary objective in
treatment was to modify deviant sexual arousal by associating sexual arousal with
‘consent’ cues in place of ‘non-consent’ cues. Therapeutic outcomes were generally
assessed by comparing penile erection levels elicited by consent and non-consent cues
before and after treatment. However, this approach has questionable validity52. Instead of
constituting a homogeneous group, rapists differ on trait dimensions including level of
aggression, sexualisation, antisocial personality, and sadism as well as in terms of
situational factors (e.g., alcohol intake). Taxonomies have been developed to distinguish
subgroups among rapists; for example, Prentky and Knight53 identified opportunistic,
pervasively angry, sadistic, sexual non-sadistic and vindictive rapists. An advantage of
adopting a taxonomic approach (and recognising that men given the same classification
under the legal system are diverse) is that therapeutic programs can be specifically
targeted. Current taxonomies deal exclusively with men who rape women. The question
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of whether rape of men by men can be conceptualised within the same framework needs
to be addressed. A further issue is whether there is continuity between rape and other
forms of sexual coercion. In surveys in Australia54,55 and other countries, a number of men
who have never been charged with sexual offences report episodes of sexual coercion
(e.g., forcing an  acquaintance or date to engage in sexual activities unwillingly), claim
they would rape a woman if certain they would not be caught, or indicate they engage
frequently in power-based sexual fantasy.   There is a large literature on psychosexual
correlates of male sexual coerciveness55.

Final comments
Instead of identifying definitive relationships between male sexuality and mental health,
a review of Australian-based research reveals limitations in current knowledge.
Investigation of HIV-risk behaviours has been heavily funded over the past 10 years, but
there has been limited support for research in other areas of sexuality. Outside the AIDS
context, no bodies within Australia specifically fund sexuality research. Nor is there a
strongly visible or well integrated sexology profession.

The Kinsey survey of 19481 was titled ‘Sexual Behavior in the Human Male’ as though the
data being collected were independent of social context (time and place). In terms of this
perspective, there would be ready translation of findings from one country to another. It
may be that sexuality in Australia matches closely patterns and processes in the US,
where most research is undertaken, and therapeutic interventions developed and
evaluated in the US can readily be applied in Australia. One challenge is to identify
aspects of Australian life that have a distinctive impact on sexuality. In challenging claims
that there is universality in sexual motivation and expression, several authors56,57 have
pointed to Western and non-Western differences. Factors affecting sexuality within a
culture include gender stratification and roles, social sanctions and taboos, and practices
bound up with religion, legal processes, and the family. It is difficult to consider the
mental health aspects of sexuality without reference to these factors. If North American
research translates well to the Australian setting, it may be because Australian cultural
values overall match North American cultural values. A question of interest, of course, is
to determine the extent to which there is ready translation. The data base at present is not
sufficient to answer this question.

A theme throughout the commentary has been that sexuality should be studied within a
lifespan developmental perspective, and in relation to cohort and period of measurement
and not simply ageing. Such an approach permits baselines and reference points to be
established, and allows correlates of stability and change to be identified. Relationships
between mental health and sexuality need to be examined within this type of approach
rather than through ‘single-shot’ surveys. No attempt has so far been made to establish
an investigative program of this scope in Australia. The likelihood therefore is that
sexuality will continue to be studied in Australia in the fragmented manner that it has in
the past.
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Mental health of men of non-English-
speaking background

I. H. Minas, S. Klimidis and G. W. Stuart

Victorian Transcultural Psychiatry Unit
St. Vincent’s Hospital, Melbourne

There are about 3.25 million overseas-born Australians, of whom two million were born
in non-English-speaking countries, with about equal of proportions of males and females.
Most information about the mental health of non-English-speaking background (NESB)
immigrants that is available is not broken down by gender. When it is, it is generally for
the purpose of focusing on the specific mental health problems of NESB women. (This
focus on NESB women is justified in that immigrant women are in many respects
substantially more disadvantaged than immigrant men.) A consequence of this is that
little is known about the specific problems of NESB men. Indeed, in the world literature,
as reviewed by the Canadian Task Force on Mental Health Issues Affecting Immigrants
and Refugees1, there is a dearth of information about factors leading to poor mental
health in immigrant men.

Below we review preliminary results available from research conducted in Australia
which examines whether NESB males constitute a group at risk for mental health
problems and, if so, what factors might contribute to such risk.

Prevalence of mental disorder in NESB men
There have been no major, methodologically adequate Australian studies of prevalence of
mental disorder among immigrants or, for that matter, in the general community.
Information concerning prevalence comes from a variety or sources, each of which has
significant problems which cannot be detailed here.

The National Health Survey, periodically conducted by the Australian Bureau of Statistics
(most recently in 1989-90), is a study of health complaints and health-related actions in a
large probability sample (more than 50,000) of the Australian community. Figures 1 and 2
summarise some of the relevant findings from an analysis of the National Health Survey
data.
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Figure 1 shows the percentage of each ethnic group over the age of 14 years that had
experienced, and had taken some health-related action as a result of, depression or
‘anxiety’ (‘nerves, tension, emotional problems’) in the two weeks before interview.

Figure 1. Per cent of sample reporting either depression or anxiety
(National Health Survey)

The rate of these disorders is higher for males born in Greece, Italy and Eastern Europe
compared with English-speaking immigrants and the Australian-born, but generally
lower than for women from the same country of birth, except for the South and South-
east Asian born, where the gender pattern is reversed.

Figure 2 shows the percentage of each country of birth group using psychotropic
medication (anti-anxiety drugs, anti-depressants or sleeping drugs) in the past two
weeks.
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Figure 2. Percent of sample using psychotropic medications in the two
weeks before interview (National Health Survey)
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Again, there are higher rates for Italian, Greek and Eastern European males, compared
with their English-speaking counterparts. In relation to use of psychotropics, rates are
consistently higher for women from all groups. Also apparent in Figures 1 and 2 are the
very low rates of diagnosis and treatment of mental disorder (at least as defined in the
National Health Survey) among Asian men.

One possible explanation for the different rates observed is the age profiles of the
different country of birth communities, which are very different, the median age among
Asian groups being less, and the median age of the European (particularly the Eastern
European) groups substantially greater, than the median age of the Australian-born2,3.
Analyses correcting for different age profiles across the groups returned results
essentially the same as those shown in Figures 1 and 2.

The findings from the National Health Survey are consistent with those from our recent
study of consultations with Victorian general medical practitioners. The study asked
general practitioners to code minimal information about patients seen on a single day in
September 1993. Some of the results for males from selected ethnic groups are
summarised in Table 1.
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Table 1. Summary of findings on mental health problem indices for
male patients attending general medical practitioners (Source:
Victorian Transcultural Psychiatry Unit, Census of mental health
service use project, unpublished data)

It is evident from Table 1 that the prevalence of mental disorder in this sample of general
practice attenders was higher among the Greek-born than among other NESB groups.
This group was also among the highest in their use of antidepressant and anxiolytic
medication. Anxiolytic medication taking was also relatively high among those born in
the former Yugoslav republics, who dominate the ‘Southern Europe’ category of the
National Health Survey. The same pattern of low prevalence and low use of psychotropic
medication among Asian groups is evident in this sample of Vietnam-born general
practice attenders as was evident in the National Health Survey data. For comparison, we
have included in Table 1 rates of use of analgesics, which are high in all NESB groups,
including the Vietnamese. One reason for the low report of mental health problems or use
of psychotropic medications but relatively high use of analgesics among Asian groups,
may be the reluctance of patients from these cultures to accept and to report mental
health problems4. Mental disorder in many of the Asian cultures, from clinical and
anecdotal accounts, appears to carry a severe social stigma5. There also is a strong
tendency some NESB groups, including those from South-east Asia, to present with
physical complaints when their problems would be construed by Western clinicians as
being psychological in origin4,6,7.

Direct studies of NESB community samples are rare Australia. Although these studies
have the best ability to provide valid information about the rates of mental disorder and
the factors contributing to disorder, they are costly and require specialised research
techniques. In one such study of 631 adolescents in Victorian schools, comparing
Australian-born adolescents with Australian-born parents, second generation Australian
adolescents, immigrant adolescents, and Vietnamese refugee adolescents, we failed to
find evidence that immigrant and refugee youth (males or females) had higher levels of
mental health problems (Social Anxiety, Anxiety State, Depressive State) than the native-
born controls. The analyses took into account within and between gender comparisons8.

At the other end of the age distribution however, preliminary results from an ongoing
study comparing persons aged 60 and over from a number of ethnic backgrounds suggest
higher rates of disorder in NESB community members than in the Australian-born. The
General Health Questionnaire was designed to detect the presence of probable mental
disorder in non-patient populations. Scoring above a certain threshold suggests that there
is diagnosable mental disorder present. Using this instrument as a screen for probable
mental disorder, we found that Macedonian men were 1.6 times more likely than the

RESCINDED



133

Australian-born to score in the probable disorder range. Italian men were 2.7 times more
likely than the Australian-born to score in the probable disorder range. However neither
of these studies attempted to establish whether the General Health Questionnaire was a
valid measure in these cultural groups. There is, on the other hand, evidence that the
General Health Questionnaire is a valid instrument when used in the Turkish-born9. We
sampled 444 randomly selected Turkish-born adults in Melbourne, and a further sample
of Turkish psychiatric patients. Males drawn from the community sample that scored on
the General Health Questionnaire in the range of probable mental disorder were found to
have comparable General Health Questionnaire scores to diagnosed psychiatric patients.
The rate of probable mental disorder among Turkish community males was 14 per cent,
approximately the rate expected from general community surveys.

Patterns of mental health service utilisation
McDonald10 studied admissions to psychiatric hospitals and general hospital (private and
public) treatment facilities in NSW over a two-year period (1988-1990). This study
indicated that mental health services utilisation rates for NESB males and females were at
66 and 65 per cent, respectively, of the corresponding Australian rates. Admission to
general hospital facilities for a mental health problem was even lower, 45 per cent for
NESB males and 43 per cent for NESB females, relative to the corresponding Australian
rates. Such a pattern of underuse of mental health services by NESB men (and women)
has been reported in a number of utilisation studies, and in similar studies of rates of use
by ethnic minorities in the USA7.

As well as the fact that  NESB males have lower contact rates with mental health service
agencies, they have lower rates of use of treatment modalities that are language-based,
such as various forms of psychotherapy, family and group therapies and rehabilitation
programs11. This suggests that, as well as having less access to mental health service
agencies, NESB males also have less access to the appropriate forms of treatment when
they do make contact with such agencies. Although there is insufficient space to consider
the possible reasons for such a pattern of underuse, they may include lack of information
about available services; reduced access to services for reasons of language, etc; greater
stigma attached to mental disorder and psychiatric treatment by many NESB
communities; and the nature of the services being less acceptable to those communities.

Among the consequences of underuse and reduced access to appropriate treatment are:

• substantial numbers of NESB men in the community with unrecognised and
untreated mental disorder; and

• poorer outcomes of psychiatric treatment for those who do receive treatment.

This situation constitutes a serious failure of the health system to meet its responsibilities
to all Australians. It is a situation which has a negative impact on the physical and mental
health of the family of the person with untreated mental disorder and, through the
development of perhaps avoidable chronicity and disability, is associated with substantial
direct and indirect economic cost to the community at large.

Factors contributing to risk for mental disorder
in NESB men
What may be more important than merely demonstrating differential rates of mental
disorder among NESB males is to explore the possible factors contributing to the
development of such problems. Social, demographic as well as psychological factors
which increase the risk for mental health problems may differ substantially across ethnic
groups. Table 2 summarises some of the characteristics of elderly people who scored in
the probable mental disorder range on the General Health Questionnaire from the study
reported above.
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Possible risk factors suggested by this preliminary analysis include the presence of
physical illness or disability, poor social support, low self-esteem, dissatisfaction with
retirement, poor coping skills and a negative attitude towards ageing. Many of these
factors appear to be common to all samples but there are also factors specific to some
groups — having current financial problems was a characteristic of Australian-born
males with high scores on the General Health Questionnaire. Poor English-language
proficiency and limited acculturation were also an important characteristic of Italians
(males or females) with probable mental disorder.

Based on the results of the study of ethnic elderly, lack of social contact and reduced
quality of social supports appear to be an important factor in elderly people with mental
disorder, regardless of ethnicity. However, among Turkish males, there was no difference
in level of social contact between patients in treatment and community members who
scored high or low on the General Health Questionnaire. Indeed, patients reported
significantly higher satisfaction with social supports than community members, a pattern
inconsistent with that  which is often found in English-speaking communities.RESCINDED
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Table 2. Rates of probable disorder and summary of factors
characterising high scorers on the General Health Questionnaire (six
symptoms or more present) from three ethnic backgrounds (Source:
Victorian Transcultural Psychiatry Unit, Ethnic Aged Project,
unpublished data)

KEY TO TABLE: o = No difference between high General Health Questionnaire scorers and the remaining General Health
Questionnaire groups (low and middle range scores) on the variable
yes = Significant difference between high General Health Questionnaire scorers and the remaining groups
trend = Significant F-ratio but no differences between groups on Scheffe post-hoc contrasts
n/a = Not applicable
NOTE: Non-discriminating factors included education level, qualifications, socioeconomic status of main employment, current work
status (almost all were retired), length of retirement, marital status, ‘social’ coping strategy, ‘avoidance’ coping strategy, satisfaction
with Australian society.
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It would appear that possible risk factors for mental health problems, such as the much-
researched factor of poor social support12 need to be validated in different cultural groups.
Nevertheless, the Turkish community health study suggested other factors not often
considered in the general literature, factors that are peculiar to immigrant groups. For
example, migration brings with it major changes in responsibilities and family roles. In
our study, male Turkish psychiatric patients were found to report a greater level of post-
migration changes in roles and responsibilities than males who were members of the
community. Such changes were viewed as more negative by male psychiatric patients
and by male community members suffering high levels of symptoms of mental disorder
relative to other male community members. Also, male psychiatric patients more
frequently reported experiencing racial discrimination than male members of the general
Turkish community. Male Turkish psychiatric patients were characterised by a low level
of acculturation, although this factor did not discriminate between low and high scoring
General Health Questionnaire groups of males from the general Turkish community.

The study of risk factors for mental disorder in Australia’s immigrant groups is in its
infancy. Studies of such factors need to consider pre-migration, migration and post-
migration periods. For example, pre-migratory experiences are important in relation to
the psychological adjustment of refugee populations, many of whom have experienced
exposure to highly traumatic events13. Similarly, the act of migration is often urgent and
fraught with danger for many refugees. Post-migration factors have been discussed
above including personal exposure to discrimination; reduced socioeconomic status;
reduced social networks and changes in the manner by which social networks operate;
and the language barrier; among others.

Conclusions
On the basis of available evidence, it would appear that the prevalence of mental disorder
among NESB men from different cultural groups is variable. However, there are
significant difficulties in interpreting the results of studies such as the National Health
Survey, which cannot be accepted at face value. The first arises from the fact that there are
substantial differences in the way in which different cultural groups conceive of, and
express, mental disorder14. There will therefore be systematic differences in the ways in
which questions, such as those in the National Health Survey, will be understood and
responded to. There are also differences in the likelihood that mental disorder will be
expressed through primarily psychological or physical symptoms. For example, the
prevalence among South-east Asian groups appears to be low. However, the rate of
prescription of analgesics in this groups is high. Is much of what would be understood as
psychological distress by Western groups being presented to GPs as physical symptoms?
Another source of problems in interpreting such survey results is in the different
propensity of various cultural groups to disclose to a stranger conducting a survey very
private information on a matter which is highly stigmatised in the community.

Such problems suggest that, in investigating prevalence in community samples, the
survey method is not equally applicable to all cultural groups. Research methods which
take such factors into account must be used. Further problems of research method
warrant mention. To illustrate with only two examples:-

1. The most fundamental issue in epidemiological work, that of securing an
appropriate sample, presents difficulties when working with NESB communities, in
that many of the accepted techniques for sampling (e.g., random selection of names
from the electoral roll) are not applicable to NESB communities.

2. The research instruments which are used have almost invariably not been validated
in NESB populations.

To gain an understanding of the factors that contribute to vulnerability to the
development of mental disorder in NESB populations it is necessary to devise and apply
research methods which are appropriate to the task.
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1. It is necessary to include in the study possibly relevant variables from each phase of
the migration and settlement process, such as pre-migration circumstances, the
process of migration itself (e.g., long stay in refugee camps) and the resettlement
period.

2. Possibly relevant cultural variables (e.g., beliefs about health and illness, health-
related practices, values) have not been sufficiently well defined for routine inclusion
in such studies.

3. There is a need also for studies which are informed by ethnographic methods to gain
an understanding of issues such as varying prevalence in different NESB groups and
differences in pathways to care and patterns of service utilisation. Methods for
creatively combining quantitative and qualitative research designs are required
rather than continuing the debate about the relative merits of the two approaches.

4. It is necessary to move from cross-sectional to longitudinal research designs15,16.
Cross-sectional studies, such as those referred to above, are useful in generating
causal hypotheses, but are of little value in testing them.

A major gap in the research literature on NESB populations is in evaluation of the
effectiveness of mental health treatment modalities and models of service organisation.
Such studies are essential if it is to become possible to develop innovative treatment
strategies and service structures which will meet the needs of NESB men and women
suffering from mental disorder.

Finally a word about why there is so little high-quality research on the mental health of
Australia’s NESB population, despite its size. The first reason has to do with the
conceptual and practical difficulties in conducting such research, alluded to above. The
second has to do with the low priority accorded to social research as compared with
biomedical research. The third, and perhaps the most important, has to do with the
marginal place occupied by these groups in Australian society. NESB communities have
substantially greater levels of unemployment and poverty17 and substantially lower
median income for those who are employed18. Issues such as low socioeconomic power
and, particularly for the small and recently arrived communities, poor English
proficiency, mean that the problems of these groups do not receive the attention they
warrant from research funding, educational and service organisations.
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Introduction
Historical factors
Aboriginal people have inhabited Australia for at least 60,000 years1. Australia is unique
among former British colonies in that no treaty was made with the indigenous people
recognising their title to the land, of which they were dispossessed. Aboriginal people
were not recognised as Australian citizens until 1967. Changes have occurred among all
Australian Aboriginal groups since European settlement but none has escaped the
traumatic effects of cultural conflict. After European settlement, many Aboriginal people
were forced to live on settlements or mission stations, often far from their traditional
‘country’. Community and family groups were disrupted and cultural practices
discouraged. Every Aboriginal group in Australia has experienced the removal of
children to compounds, institutions and non-Aboriginal homes as a result of
assimilationist policies. The history of Aboriginal peoples since European contact more
than 200 years ago has been marked by major losses of land, family, health and life which
continue to affect the lives of all Aboriginal people.

Culture and the family
In Australian Aboriginal societies, spirituality and the practice of medicine and law have
always been part of everyday life. The mental health of Aboriginal groups cannot be
separated from the physical, spiritual, social and cultural. Despite the hardships,
Aboriginal communities throughout Australia have retained their cultural identity. The
family is the most important unit in Aboriginal societies. Families are large and not
restricted to the nuclear group. It is not uncommon for an Aboriginal person to have close
contact with more than 100 family members. Child rearing is usually shared by the
extended family and community elders who ensure the continuation of the culture by
teaching its rich oral history to the young people. Aboriginal people begin their cultural
education early in childhood, learning about their relatives, their obligations to family
and community and respect for the elders. They are taught the history of their people,
and learn to respect and love their ‘country’ (the land of their ancestors). Aboriginal
extended families provide a buffer against racial discrimination, exclusion and
disappointment, and engender a strong sense of pride in Aboriginal identity and culture.

The roles of men and women in Aboriginal society have always been different, rather
than superior or inferior2. The most elaborate and sacred ceremonies are the domain of
initiated men, while women have their own important rituals. In the economic and social
spheres, Aboriginal men and women traditionally worked together, both sexes
maintaining their independence. The mission stations and reserves which followed on
European settlement were under the control of white managers, often missionaries.
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Despite this, Aboriginal women were able to maintain their roles in family  and economic
matters. The introduction of christianity and western education effectively diminished
the position of Aboriginal men as spiritual leaders and teachers of young men on the
missions and reserves. Consequently, many Aboriginal men have lost status and self
esteem, while women often play a leadership role in families and communities.

Sociodemographic factors
A long history of abuse and neglect has resulted in Aboriginal people being the most
disadvantaged group in Australia. High unemployment rates and low family incomes
ensure that most Aboriginal people live in poverty. The cycle of poverty is exacerbated
and perpetuated by the lack of opportunity for educational advancement and resultant
poor literacy and numeracy skills. Thus many Aboriginal men are excluded from
meaningful participation in the wider society in addition to having lost important roles in
their Aboriginal cultures.

Health
The standard of health of Aboriginal people is much below that of the wider Australian
population. The average life expectancy is more than 20 years less than that of the general
population. Illnesses occur earlier and are more severe in Aboriginal populations. Again,
Aboriginal men are more severely affected. The main documented causes of premature
morbidity and mortality among Aboriginal people include diabetes, cardiovascular
disorders, infections, respiratory disorders, perinatal complications, accidents and the
effects of excessive alcohol use.

The major positive change in Australian Aboriginal communities over the past 20 years
has been the establishment of health, legal and child-care services run by local Aboriginal
communities and staffed by Aboriginal people. Poverty and deprivation remain, but
health and self esteem have improved with the success of these organisations. Aboriginal
cultures have a world view which is holistic, in that the social, religious, cultural,
psychological and physical aspects of living are not seen as separate entities, but essential
parts of the whole. Health is seen as encompassing all these aspects of life, and is not just
the well being of the individual but of the entire community:

‘This is the whole-of-life view and it also includes the cyclical
concept of life-death-life’3

Mental health
A. General issues
It is important to adopt a holistic approach to the mental health of Aboriginal
communities. The Aboriginal population of Australia is not homogenous, and so the
cultural context of Aboriginal mental health varies. However, a number of mental health
issues are common to most Aboriginal groups.

Aboriginal communities are grappling with the interrelated problems of :

• high rates of mental disorder combined with poor general health and extreme
socioeconomic deprivation,

• paucity of good-quality data about the extent and nature of mental disorders,

• underuse of mainstream mental health services and

• the provision of culturally appropriate, high-quality, accessible mental health
services.

Concern about the effects of high levels of stress in Aboriginal communities has been
increasing over the past 20 years. A high proportion of the patients seen by Aboriginal
health workers and doctors working for Aboriginal community medical services have
mental disorders or are significantly psychologically distressed4,5,6,7,8. Depression, anxiety,
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heavy psychoactive substance use, and high risk behaviours are identified as common
problems by health workers and community members4,5,6,7,8. The high levels of mental
disorders occur in the setting of extreme socioeconomic deprivation, poor physical health
and overt racism. Loss is an everyday experience for most Aboriginal people, who still
mourn the loss of their traditional land. Other losses which began with European
settlement continue, including removal of Aboriginal children from their families, loss of
health, loss of self esteem and frequent deaths of relatives and friends at an early age4,5,6,9.
Despite high levels of mental disorders, Aboriginal people do not use mainstream
psychiatric services. They do not feel comfortable using the services, do not trust them
and do not believe they receive good treatment4,5,6,10.

Aboriginal men are less likely to use mental health services than Aboriginal women, even
services specifically developed for Aboriginal people. Analysis of trends among patients
of the Victorian Aboriginal Mental Health Network11,12, during its first six years of
operation (1987-1993) showed that 75 per cent of outpatients were women, while the
majority of inpatients were men. Women tended to present early, with less severe
disorders. In contrast, the first presentation of male patients was often an involuntary
admission to the acute psychiatric ward, with a severe mental disorder and associated
substance use disorder.

Baseline information about the nature  of mental disorders among Aboriginal people,
derived from culturally sensitive research, is required if effective, efficient, accessible,
culturally appropriate mental health programs are to be developed by Aboriginal
communities.

B. Research

(i) Methodological issues

The interest of late 19th and early 20th century psychiatrists in Australian Aboriginal
people was limited to their  supposed link with prehistory. The unique social and cultural
organisation was not understood, and thought to be of only historical value. In the 1950s
and ’60s, psychiatrists began to visit remote communities to study mental disorders
among Aboriginal people. During short field trips researchers, who did not speak
Aboriginal languages, used a predominantly etic approach in attempting to understand
mental disorders among Aboriginal communities, where little or no English was spoken,
by applying Western categories. Heavy reliance was placed on informants, usually non-
Aboriginal station managers, graziers and missionaries. These studies have been
criticised and their findings questioned.

Recent studies of mental health and disorders in Aboriginal communties have applied the
principles of medical anthropology. The Pintupi of Central Australia have a rich lexicon
for the expression of sadness, anxiety and anger13,14. Earlier researchers had assumed
Aboriginal people lacked the vocabulary to express such feelings and so did not
experience them. It is likely that ignorance of Aboriginal languages and reliance on non-
Aboriginal informants may have resulted in overestimates of rates of personality disorder
(particularly antisocial personality disorder among men) and  underestimates of the
frequency of depression and anxiety.

An anthropologist experienced in working with Central Australian Aboriginal people
travelled to several Central Australian Aboriginal communities to ask the residents what
sorts of behaviours were a serious problem in their communities7. Western mental health
concepts were not used unless mentioned by the respondent and local Aboriginal cultural
consultants worked on the project in each community. The cultural consultants facilitated
appropriate dialogue between the researcher, community leaders and respondents. It was
found that, in general, the major concerns of the Aboriginal communities differed greatly
from those of the agencies providing services to those communities.

Over the past 12 years, several mental health research projects have been conducted
through the Victorian Aboriginal Health Service and the Victorian Aboriginal Mental

RESCINDED



142

Health Network (VAMHN)4,5,8. Aboriginal cultural consultants are actively involved in all
projects and local idioms of psychological distress used.

(ii) Research findings

Aboriginal men seem to be at greater risk of mental disorder than women. Although
Aboriginal men are less likely to use health services, research studies have consistently
found higher rates of mental disorder and substance-use disorder among men. A brief
overview of relevant research is presented here.

A survey of the health of the Aboriginal community of Bourke during the early 1970s
found 37 per cent of men and 28 per cent of women to have a mental disorder15. Fifty
three per cent of men were heavy drinkers (consuming more than 80g of alcohol a day),
but only three per cent of women. A high proportion of women stated they took non-
narcotic analgesics when feeling down. In the author’s view, substance abuse is an
attempt by people living under conditions of extreme poverty and deprivation to relieve
some of the tension and stress in their lives.

In related papers, the problem of suicide among Aboriginal people in the Kimberley
region is addressed16,17. Examination of official Broomshire records from 1957 to 1986
revealed an increase in suicides, mainly among young Aboriginal men, over this time16. A
second paper17 describes a study of Aboriginal people held in the Broome ‘lock up’.
Respondents (70 per cent men) were interviewed in the lockup the morning after they
had been detained, usually for drunkenness or alcohol-related offences. The author
concluded that a high proportion of the young men interviewed, particularly heavy
drinkers and those with recent loss or disruption of an interpersonal relationship, were at
risk of suicide.

Health workers from the Redfern Aboriginal Medical Service18 in a critique of these
studies caution against a concentration on deaths in custody. According to them :

Aboriginal suicide in custody should not be understood simply as the
manifestation of individual psychopathology. If suicide is increasing, those that
die represent the tip of the iceberg of Aboriginal community distress.18

Drinking patterns among 516 Aboriginal adults resident in the Kimberley region of
Western Australia were examined in 198919. Survey respondents were severely socially
and economically disadvantaged. The sample was found to be divided between
abstainers from alcohol, and heavy drinkers, who drank in excess of levels defined as
harmful by the National Health and Medical Research Council. Seventy six per cent of
men and 46 per cent of women were drinkers. Young men were the heaviest drinkers,
while women were less likely than men to be drinkers across age groups. In contrast with
the previous two studies, drinking was only weakly associated with thoughts of suicide
or self harm. More than  50 per cent of the sample had been incarcerated in the police
lockup, with rates for young men who were drinkers being very high.

In 1986, the first steps were taken in the development of Australia’s first mental health
program specifically for Aboriginal people, the Victorian Aboriginal Mental Health
Network (VAMHN)11,12. Mental health research and service development occurred in
parallel. Aboriginal cultural consultants were involved at all levels of the project, which
was conducted in two stages. In stage one, a random sample of Aboriginal adults
attending a general practitioner at the Victorian Aboriginal Health Service in Fitzroy was
interviewed to determine the patterns of psychological distress in the group4,5. All
respondents were interviewed by a psychiatrist with many years’ experience working
with Aboriginal people. In this study, the term psychological distress was used in place of
mental disorder as the clinical psychiatric assessment took into account a broad range of
diagnostic concepts including local Aboriginal idioms of psychological distress. The
findings supported clinical experience. Sixty three per cent of the sample were assessed
as suffering significant psychological distress, usually depression. The sample was
similar to the wider Victorian Aboriginal community in being young and severely
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socioeconomically disadvantaged. One third of respondents had been brought up outside
their Aboriginal communities. There was a high rate of heavy alcohol use in the sample,
especially among men and nearly all respondents were current smokers. Men had a
higher rate of psychological distress than women. This baseline information was used in
the establishment of the VAMHN, the first Aboriginal community-based mental health
program in Australia11,12. Stage two of the research, supported by a National Health and
Medical Research Council grant, was conducted three years later to examine the course of
psychological distress8. The social situation of Aboriginal people who are faced with
chronic life stresses and frequent losses, including deaths of close relatives and friends,
suggests that much of the psychological distress they experience may run a chronic or
remitting, relapsing course. Eighty five per cent of the original respondents were
reinterviewed. Ninety per cent of respondents were significiantly psychologically
distressed at some time during the follow-up period. Sixty two per cent of respondents
were significantly psychologically distressed for most of the study period (three years).
Depression was by far the most common type of distress irrespective of age or sex.
Depression in men was commonly associated with a substance-use disorder. Men,
respondents in the 30- to 39-year age group, those not in paid employment, those whose
childhood carer was not Aboriginal, those with a forensic history and heavy users of
psychoactive substances had the highest rates of long standing psychological distress. It
is encouraging that those who grew up with their Aboriginal families and those with a
strong sense of their Aboriginal identity were more likely to have been well throughout
the study.

Studies of other urban Aboriginal groups in Sydney and Adelaide6,9 have consistently
found high rates of mental disorder, most commonly depression or anxiety, among
respondents.

In Sydney, the Aboriginal Medical Service, Redfern, conducted a survey of mental health
needs in Aboriginal communities throughout NSW during 1990-19916. During the survey,
meetings were held with interested members of Aboriginal communities. A survey of the
mental disorders presenting to two Aboriginal medical services in NSW was conducted.
Diagnoses were based on the clinical assessment of general practitioners during a
consultation. The most commonly presenting mental disorders were found to be
substance use problems (75 per cent of mental disorders); stress related (47 per cent);
depression (21 per cent); and anxiety (15 per cent). Psychotic disorders were infrequently
diagnosed. Substance abuse was the major mental disorder. Fifty eight per cent of visits
for drug use problems were alcohol related, 15 per cent were related to intravenous drug
use, and 10 per cent were polydrug related. Fifty six per cent of drug-related visits were
of men. Most alcohol-related problems occurred among men, while women were more
likely to use pills. Intravenous and polydrug users tended to be younger men. In this
study, the best predictors of mental disorder were childhood neglect, separation from
parents and institutionalisation. The authors concluded that mental health problems are
common among Aboriginal patients attending primary care health practitioners, and that
most of such problems are associated with real-life difficulties. The Adelaide study group
(88 heads of household living in government-owned accommodation) was severely
socioeconomically disadvantaged, and violence was an everyday experience9. Many had
been brought up in institutions or non-Aboriginal foster homes. Twenty one per cent of
the sample (44 per cent of men) had been in jail, more than half for minor offences such as
non-payment of fines.  Forty two per cent of respondents assessed themselves as having
at least one major health problem. Stress-related problems and drug and alcohol abuse
were common. Thirty one per cent of respondents reported having serious thoughts of
suicide. Despite high rates of health problems, respondents did not use mainstream
health services.

Despite differences in methodology and the groups studied, some general conclusions
can be drawn about mental disorders in Aboriginal communities.  High rates of mental
disorders have been found in association with sociocultural disruption and poverty.
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Comparisons between earlier and more recent studies suggest there have been few
changes in the mental health of Aboriginal people over the past 20 to 30 years. Factors,
including continuing losses, removal from Aboriginal communities during childhood,
poverty, lack of educational opportunity, racial discrimination, frequent contact with
police, cultural exclusion and the experience of violence are associated with high rates of
mental disorder.

Summary
The evidence supports the views of Aboriginal  community leaders and health workers
that mental disorders are major public health issues for Aboriginal communities, and that
psychological distress, usually depression, is common and often runs a chronic or
remitting/relapsing course. Aboriginal men have high rates of mental disorder, often
associated with a substance use disorder. The changed status of many Aboriginal men
since European colonisation with exclusion, loss of cultural roles and resultant low self
esteem probably contributes to this picture. However, most of the factors found to be
associated with mental disorders in Aboriginal communities affect Aboriginal men and
women, including ongoing losses, removal of children and disruption of families.

Aboriginal people do not use mainstream mental health services. Aboriginal men are less
likely to use mental health services than women, often presenting late with severe illness.
It is clear that a major priority in  public health policy must be the development of good
quality, culturally appropriate, accessible, mental health programs in Aboriginal
communities. Prevention and early detection of mental disorders are necessary to avoid
chronicity. The ways in which Aboriginal people view and explain the problems need to
be understood and accepted as valid. Furthermore, Aboriginal community mental health
programs must operate beside programs having a focus directed towards wider social
and environmental improvements.

Inappropriate and inadequate mental health care was cited in the final report of the Royal
Commission into Aboriginal Deaths in Custody (RCADIC) as a major contributing factor
to imprisonment and death of many of the cases investigated (most of which were men).
The recommendations of the final report stress the importance of Aboriginal communities
having control over their own health and mental health services20. The VAMHN is a
culturally sensitive, Aboriginal community-based model of mental health care delivery
for Aboriginal people. There has been an increased demand for its services in each of the
past seven years, despite limited resources. An important aspect of such a program is
flexibility and the ability to monitor and respond to changing community expectations
and needs.

An important recent advance in Aboriginal mental health is a three-year project currently
underway in rural Victoria. The National Health and Medical Research Council-funded
research is examining idioms of psychological distress, the patterns of psychological
distress and service use in the local Aboriginal population. The project is being conducted
through the area Aboriginal medical service, in cooperation with the University of
Melbourne Department of Psychiatry and the Victorian Aboriginal Health Service. The
aim of the project is to develop a model mental health program which can be modified
for use in Aboriginal communities throughout Australia21.
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Section 4

Effects of men on the
mental  health of others
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Effects of fathers on the mental health
of their children

A. F. Jorm
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The Australian National University, Canberra

The influence of the mother on the mental health of her child has long been a popular
theme among mental health professionals and has spawned a vast body of research. By
contrast, the influence of the father has been relatively neglected and the available
knowledge base is limited1. For example, a review of recent research on the effects of
parents on the mental health of their children found that 51 per cent of studies examined
the effects of both parents and 48 per cent examined the effects of only the mother,
compared with 1 per cent which examined the effects of only the father2.

This chapter examines the available data on the impact of fathers on mental health,
placing particular emphasis on Australian research. This impact can involve the
immediate effects on the child while growing up and in the father’s care, as well as the
longer-term effects in adulthood.

The effects of father absence
While most children grow up with both a mother and a father, it is not uncommon to lose
a parent due to death or to separation or divorce of the parents. Where separation or
divorce are the cause, it is most common for the child to live with the mother rather than
the father. A basic question is whether the absence of the father has any ill-effects on the
mental health of the child and, if so, whether this effect is lessened where an alternative
father figure is present.

Research into the psychological effects of loss of a parent through death or divorce has
often produced conflicting findings, with some researchers claiming negative effects on
the child and others claiming no effect. One way of getting a clearer picture of the
evidence is to pool data from a large number of studies using a statistical procedure
known as meta-analysis. A recent meta-analysis of the effects of divorce on children found
negative effects on school achievement, conduct, psychological adjustment, self-concept,
social adjustment, mother-child relations and father-child relations3. However, the effects
were fairly small. Furthermore, the effects varied depending on whether the mother or
the father had custody of the children. Boys tended to be worse off when the mother had
custody and girls where the father had custody. The same meta-analysis showed that
children who lost a parent through death also had adverse effects, although these were
even smaller than for children after divorce. Parental remarriage does not solve the
problems of losing a parent, because children living with a step-parent also tended to
have negative effects. However, the effects of a stepfather were different for boys and
girls. Step-fathers tended to improve the psychological well-being of boys, but tended to
decrease it for girls. This is similar to what is found for fathers versus mothers as
custodial parents.

The long-term psychological effects of parental loss have also been studied in adults. A
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recent meta-analysis of studies looking at the long-term effects of parental divorce on
adult children found that they tended to be worse in psychological adjustment, conduct
and use of mental health services, and were themselves more likely to experience family
breakdown4. The long-term effects of death of a parent have also been extensively
studied, particularly in relation to risk for depression, but the consensus of opinion is that
this does not have any long-term effect on mental health5.

Putting this evidence together, we can conclude that absence of the father, whether
through death or divorce, tends to have an adverse effect (although a small one) on the
mental health of his children. The adverse effects may be greater for sons than for
daughters. Although most of the evidence on mental health effects of father absence
comes from overseas research, similar effects are apparent in Australian studies6.

Parental conflict
Although absence of the father does tend to have a small effect on his children’s mental
health, a more important influence is the quality of the interactions within the family,
whatever its composition. It has been found that children in high-conflict families tend to
have poorer psychological adjustment, conduct and self-concept than children in low-
conflict families. Indeed, children from intact families where there is high conflict tend to
have worse mental health than children from divorced families3.

A problem in assessing the effects of parental conflict on children’s mental health is that it
is unclear which is the cause and which the effect. Does parent conflict cause poor mental
health in the children, or vice versa?  One way of sorting this out is to examine parental
conflict and child mental health problems over time to see which comes first. An
American study found that marital conflict and lack of communication measured at the
time of the child’s birth predicted childhood disturbance some years later7. This finding
supports the idea that parental conflict is a cause of the child’s problems.

Fathering style
Parents differ in how they interact with their children, and this may have an influence on
the child’s mental health. Researchers have investigated different styles of parenting by
giving questionnaires to adolescent or adult children asking how they were treated when
they were young. These questionnaires ask the children to rate their parents on
characteristics such as ‘Spoke to me in a warm and friendly voice’ and ‘Let me decide
things for myself’. Such questionnaires have been used to measure two dimensions of
parenting: Care (with parents varying from very caring at one extreme to rejecting at the
other) and Control (ranging from encouraging of dependency to encouraging of
independence and autonomy). There has been particular interest in parents who are low
on the care dimension and high on the control dimension. Such parents have been
described as exercising ‘affectionless control’ over their children.

In Australian and overseas research, people who suffer from depression or anxiety
disorders are more likely to describe their parents as low in care and high in control8,9.
Affectionless control appears to be a risk factor for anxiety and depression whether this
parenting style is used by the father or the mother. However, there is some evidence that
children are most affected when their same-sex parent shows affectionless control, that is,
boys are most affected by the parenting style of their father and girls by their mother8.

Style of parenting can also influence the development of conduct disorder in children.
The following parenting factors have been found to increase the risk for conduct disorder:
lack of parental supervision, low parent-child involvement, parental rejection, marital
conflict, parent deviance, harsh discipline, poor parental health, large family size and
abusive parental behaviour10.
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Child abuse
Child abuse represents the extreme of adverse parenting and is here divided into physical
and sexual abuse.

Physical abuse
Physical abuse involves non-accidental injury to a child which is due to the actions of an
adult. Parents are usually the perpetrators of physical abuse, but most research shows
that mothers are more often perpetrators than fathers11. The reason for the greater
frequency of child abuse by mothers is probably that they are typically more involved in
child care than fathers. They are therefore more exposed to the frustrations of child care
and have more opportunity for abuse12.

The immediate health consequences of physical abuse are self-evident and in the extreme
can result in the death of the child11. The longer-term mental health effects have been
investigated in a Sydney study which followed up a group of physically abused children
an average of five and a half years later13. These children were found to have more
antisocial and neurotic behaviour problems, poorer self-concepts, lower intelligence,
language and reading skills, and were more serious and introverted in personality. The
much larger body of overseas research shows that physical abuse has long-term
consequences which are seen in adulthood14. Children who have been physically abused
are more likely as adults to be violent, to be substance abusers and to suffer emotional
problems such as anxiety and depression.

A Melbourne study looking at risk factors for physical abuse found a number of
characteristics of the parents, the child and the family situation which increase risk for
abuse15. Fathers and mothers of abused children tended to be younger and are more
likely to have themselves been abused as a child. The abused children were more likely to
have been separated from their mother in the first year of the child’s life and were more
often described by their parents as aggressive. The relationship between the parents
tended to be poor and the family was more likely to have had stressful life events in the
year before the abuse.

Sexual abuse
Sexual abuse of children has been defined in terms of a discrepancy in age between the
victim and the abuser16. A person who is sufficiently older than the child is likely to be in
a position of power where they can coerce the child to cooperate. An Australian survey of
sexual abuse has been carried out using a questionnaire distributed to nearly 1000 social
science students16. This survey found that 28 per cent of females and 9 per cent of males
reported childhood sexual experiences with much older persons. Although 90 per cent of
abusers were male, it was uncommon for children to be sexually abused by their father.
Only 2.2 per cent of females and 0.3 per cent of males reported a sexual experience with
their father or stepfather. (This survey did not report results separately for fathers and
stepfathers). Although sexual abuse by fathers was uncommon, it was reported to be
more traumatic than abuse by any other category of person.
Results from a community survey in New Zealand confirm that sexual abuse by fathers is
uncommon. This survey of a randomly selected sample of New Zealand women found
that 10 per cent reported childhood sexual abuse17. However, of 36 women in the survey
who gave an account of their abuse, only two implicated their natural fathers and four
their stepfathers.
There is a substantial body of evidence showing major effects of sexual abuse on the
mental health of children18. The most frequently reported problems are fears, post-
traumatic stress disorder, behaviour problems, sexualised behaviours and poor self-
esteem. However, different children react in different ways and there is no one mental
health problem which is found in the majority of sexually abused children. There is
evidence that the harm is greater when the perpetrator is someone close to the victim,
such as the father or stepfather.
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The effects of childhood sexual abuse are also seen in adulthood. Women who have been
sexually abused as children are more likely to suffer from depression, anxiety, self-
destructive behaviour, substance abuse, poor self-esteem, feelings of isolation and stigma,
difficulty in trusting others, and sexual maladjustment19.

A recent New Zealand community survey of the mental health effects of childhood
sexual abuse found that sexual abuse often occurs with other kinds of disadvantage20. The
sexually abused women were more likely to come from broken homes, from families with
a lot of conflict and to have parents who were uncaring and overcontrolling. They were
also more likely to have experienced physical abuse.

Mental disorders in the father
The mental health of the father is an important influence on the mental health of his
children. It has been found that children whose fathers have a mental disorder are at
increased risk of mental health problems2. This increased risk applies across a range of
mental disorders in the father:

Alcohol and substance abuse. Children of fathers who are alcohol or substance abusers
are at increased risk of a number of mental health problems including hyperactivity,
conduct disorder, alcohol/substance abuse, depression and anxiety.

Depression. Children of depressed fathers are themselves at increased risk of depression
as well as other emotional and behavioural problems.

Schizophrenia. Children of schizophrenic fathers are at increased risk of neurological,
emotional and behavioural difficulties.

Children of fathers with other mental disorders, such as antisocial personality disorder
and anxiety disorders, may also be at increased risk, but the amount of research on the
issue is small2.

The reasons for the increased risk in children are not known, but are likely to be complex.
Genetic factors may be important because they are known to play a role in all mental
disorders. However, there are no doubt environmental influences as well, with mental
disorders in the father affecting parenting practices and disrupting family interactions.
The prevention and effective treatment of mental disorders in men is therefore important
not only for their own well-being but also for their children’s.

Mental disorders in the mother can also have adverse effects on a child’s mental health.
These effects have been most thoroughly studied in depressed mothers. However, where
the mother suffers from depression, the father can play a role in buffering any adverse
effects. A recent American study found that adolescent children who had good
communication and little conflict with their father were protected from the ill effects of
having a depressed mother21.

Conclusions
Knowledge about the effects of fathers on mental health is much more limited than for
mothers. However, there is evidence that fathers have the potential to enhance or harm
the mental health of their children, and the effects extend into adult life. Some evidence
suggests that fathers may be particularly important to the mental health of their sons, but
there is still dispute about this issue22. Children are more likely to have good mental
health when their fathers are actively involved in their care, treat them affectionately, are
not overly controlling, where the father and mother have a harmonious relationship, and
where the father himself has good mental health. Conversely, children are likely to have
poorer mental health when their fathers are absent, are uncaring and overcontrolling, use
harsh discipline or abuse the child, where there is conflict between the father and mother,
and where the father himself suffers from a mental disorder. Because of their important
role, fathers are a potential point of intervention for improving the mental health of
children as well as the long-term mental health of the adult population.
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Effects of husbands on the mental
health of their wives

K. Wilhelm

School of Psychiatry
University of New South Wales

Marriage seems to confer greater psychological benefits on husbands than on wives1,2,3,4,5.
Possible explanations include:

• Men are more likely to occupy ‘fixed’ roles (where one has role obligations that are
not easily rescheduled) and women ‘nurturant’ roles (where one’s role requires one
to be responsive to the needs of others), with the implication that the fixed roles are
afforded more value and provide protection of personal time and the nurturant roles,
less value and more intrusion into personal time.

• Women have either fewer roles if involved in home duties or more role strain if
endeavouring to work and to parent and that ‘neither working per se nor happiness
with job and/or marriage makes married women as healthy as comparable men’4.

• Motherhood may have biological or sociological consequences leading to depression

• Only the more physically and psychologically healthy men marry.

• There is ongoing reciprocal negative interaction between spouses which becomes
more evident over the duration of the marriage5.

Whatever the explanation, the finding that wives derive less benefit from marriage than
their husbands leads us to consider the effect that husbands may have on the
psychological well-being of their wives.

What factors influence this effect?
Type of marriage
At one end of the spectrum is the marriage between partners with the traditional sex
roles (between the full-time housewife and the breadwinner) and, at the other end, the
more egalitarian marriage, where partners are ‘equal but different’6. The traditional
female sex-role stereotype was thought to inhibit competitive, aggressive behaviour in
women5 and to engender a position of a ‘helpless style of coping’3 which was fertile soil
for the onset of psychological symptoms. Such wives sublimated their aggressive drives
by encouraging competitive and acquisitive behaviour in their husbands, who in turn
relied on their wives for emotional support and maintenance of marital stability5. They
were dependent on their husbands’ goodwill and those who saw their husbands as
caring and protective were less likely to succumb to psychiatric disorder7. Being a
housewife had a negative impact on health (as measured by such behaviours as days in
bed and consumption of tranquillisers) only when the marriage was dysfunctional8.

The employment status of spouses
Marriages can be differentiated by the attitude taken by a husband towards a working
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wife9. She may be a coprovider (where both spouses were seen to contribute equally), a
secondary provider (where the wife’s income was seen as not vital to the family’s
economic well-being) or an ambivalent coprovider (where the family was dependent on
the wife’s income but uneasy about accepting this economic reality). Coproviders had the
lowest levels of depression and the least role overload. Ambivalent coproviders reported
the lowest marital satisfaction and highest levels of negative interaction, while wives of
primary providers reported more role overload and depression. Husbands of coproviders
and ambivalent providers spent significantly more time in household tasks than
husbands who saw themselves as the main provider. Thus the symbolic meaning
attached to work determined the degree to which husbands supported their wives (both
in practical and emotional terms) to work outside the home. The concept of value
attached to the different working patterns has important implications for the quality of
family life and how the children in the different families are socialised to regard work
and sex roles8,9.

Long-term employed women were better able to cope with stress associated with an
unstable marriage than women in transitional work or housewives, and this effect was
greatest for blue-collar marriages8,10. However, the presence of an unemployed husband
had a compounding effect on any other marital problems and a greater negative effect on
the wife’s psychological well-being than a wife’s unemployment had on her husband’s3.
Indeed, being unemployed was the main characteristic that rendered men more
psychologically vulnerable than comparable married women.

Psychological impairment in the spouses
It is also important to consider whether there is prior psychological impairment in either
or both spouses. Such psychological impairment may be episodic (e.g., a psychotic illness
such as schizophrenia or bipolar disorder) or reflect ongoing impairment (e.g., a neurotic
disorder such as chronic anxiety and/or depression or severe personality traits which
influence the person’s social and work functioning).

(i) Impairment in the husband

Husbands with a psychotic illness

Men with schizophrenia tended to marry less often than other men and most had
developed overt schizophrenia only after marriage11, but their wives reported feeling
useful and fulfilled in caring for them. The wives had often done more of the courting
and had seen their future husbands’ passivity as a desirable trait or interest in vague
philosophical themes as a mark of superior intelligence (whereas both were often
symptoms of the schizophrenic process). However, if the husband’s clinical state
deteriorated, some wives became more critical and hostile, leading to further
exacerbation of their husband’s condition rather than necessarily causing psychological
disorder in their wives. In psychotic disorders, a wife was able to maintain some
emotional objectivity because her husband’s behaviour when he was unwell was so
clearly distinct from his usual behaviour as to be seen as due to the illness11.

Husbands with neurotic depression

This is not the case for non-psychotic disorders (such as anxiety and depressive
disorders) where behaviours that are part of the disorder are not as different from normal
experience or the person’s normal functioning.

The effect of a depressed person on their spouse has been extensively
studied1,5,12,13,14,16,17,18,19,20. When compared with controls (husbands in marriages where
neither partner was depressed), depressed husbands demonstrated less affection towards
their wives and had less involvement with household chores and child care15. They also
tried to exert more dominance and allowed less cooperative decision-making, thereby
increasing marital friction13,15,17,18.

While men in general tend to spend less time than their wives in nurturing confiding
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social contacts away from their immediate family19, the social network of depressed
husbands significantly constricted over time, so that their wives were expected to
increase their involvement with them. The wives consequently became more socially
isolated and increasingly tended to resemble their husbands14. Hafner5 has drawn
attention to the increasingly sex-role-stereotyped positions taken up by each spouse,
when one or both partners were depressed. This situation tended to reinforce the ‘stuck’
position of both spouses with an increase in feelings of helplessness and
disempowerment in the wives. After marital therapy, the communication patterns in the
patient groups became more like those of nondepressed controls20, with the caveat that
underlying relationship issues needed to be addressed if improvements were to be
maintained5,15.

Husbands with dementia

A study of a different kind of impairment supports these findings. Wives who were
carers of dementing husbands were found to experience more distress and psychological
impairment (in terms of anxiety and depression) than husband/carers of dementing
wives21. The effects were particularly strong if the dementing spouse was aggressive, very
demanding or constantly asking questions. The differential effect on wives was partly
because wives tended to be ‘care givers’ whereas husbands and children were more often
‘care managers’. The resilience of vulnerable care givers was increased by involvement in
a care givers’ program aimed at increasing their level of knowledge about both the illness
and available resources, plus development of coping skills and personal resources22.

Physically abusive husbands

Ganley23 has described four types of marital violence: (i) physical violence, such as
pushing, slapping or use of a weapon; (ii) sexual violence, such as forced sex or physical
attacks involving breasts or genitals; (iii) psychological violence, such as threats or
forcing the victim to perform degrading acts; and (iv) destruction of property or pets. He
stated that ‘the power of psychological battering comes directly from the physical/sexual
violence that has already occurred. The offender is successful because she [the victim]
knows from experience that he is capable of backing up the psychological battering with
physical assaults’. Ganley concluded that ‘all forms of violence are psychologically
devastating to the victim’ and suggested that the presence of psychological battering
should alert others to the possibility that physical violence was also taking place. There
was evidence that such violence was commoner in marriages involving mixed races or
religions or incompatibility in the status between the partners24. Mills25 asked whether
poor self esteem led to abuse or vice versa. She concluded that severe physical abuse led
to poor self esteem and noted that physical abusing wives did not have the same effect on
the self esteem of their husbands as abusing husbands did on their wives.

When the psychological profiles of maritally distressed couples were compared26 in terms
of whether the husband was violent, the abused wives reported higher levels of anxiety,
fatigue and confusion than did the nonabused wives. For husbands, the only difference
was that violent distressed husbands were more likely to drink heavily than nonviolent
ones. When violent husbands remarried, about two thirds were noted to be likely to
physically abuse their new spouse and the authors advocated some analysis of factors
that may prevent such violence recurring in the other third of remarriages.

(ii) Impairment in the wife

Wives with a psychotic illness

Dupont and Grunebaum27 suggested that paranoid women selected husbands who were
passive and socially isolated and readily participated in their wives’ bizarre beliefs and
behaviour, to the extent that these husbands would agree to demands from their wives
that were clearly delusional. These husbands did not confront their wives and thereby
indirectly encouraged the psychotic symptoms. These husbands saw themselves in the
role of the devoted and self-sacrificing breadwinners caring for a sick wife, thus
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epitomising the stereotyped sex roles that have been suggested to maintain the disease
process5.

In bipolar affective disorder, when the bipolar spouse was well, there was no difference
between the marital interactions of bipolar and normal couples28. However, in my clinical
experience, if a wife with bipolar disorder has married at a time when she exhibited
increased flirtatiousness and sexual disinhibition (which was symptomatic of a manic
episode), husbands can encourage poor compliance with mood stabilising medication to
regain the ‘highs’ in their wives.

Wives with depression

There is a constant finding that the presence of a highly critical husband led to
maladaptive coping, poorer psychological adjustment and increased risk of relapse in the
sick wife whether the impairment is psychological29 (particularly depression), or physical
(such as rheumatoid arthritis30 or dementia21). It is important here to establish whether
the critical response is a characteristic personality trait or uncharacteristic, perhaps
indicating an episode of impairment (such as depression) in the husband. In investigating
whether the effect was specifically caused by depression or due to any illness, two
research groups have found that depressed wives reported less emotional support and
more criticism from their husbands30 and more marital distress16 in general than wives
who were physically ill (with such diseases as rheumatoid arthritis or cardiac disease).

Observers of the family interactions of depressed wives31 have noted that the depressed
effect in the wife tended to decrease aggressive outbursts in her husband (at least in the
short term). This raised the possibility that some wives may exhibit depressive behaviour
in an attempt to diminish aggressive behaviour by their husbands. This may be a useful
short-term strategy, but could backfire in the medium to long term.

Coyne’s group12 has eloquently described the feelings of tiredness, hopelessness, lack of
interest in social life and worrying that are engendered in the spouses of depressed
people. They noted that depressed women were hostile towards their husbands and
children32, although not towards their therapists. If these couples attempted to remedy
the situation alone, both partners became more depressed as a result of mutual feelings of
inadequacy and inability to deal with the problems.

For depressed wives, either the presence of a caring husband or separation from an
uncaring spouse was the best predictor of long term reduction in depressive symptoms.
By contrast, wives who stayed with uncaring husbands tended to have persisting
depression33.

Postpartum depression

While factors such as obstetric events are important in the development of postpartum
depression34, levels of depression and personality dysfunction (particularly high
interpersonal sensitivity) in the wife before the last trimester are obviously implicated35.
There is considerable evidence that wives who have a more supportive partner fared
better and showed less evidence of depression and anxiety than those who do not36,37. The
combination of a husband who expresses high levels of criticism towards his wife and a
wife with poor self esteem and high interpersonal sensitivity appears to pose particular
problems35,37. However, working wives report that perception of good emotional support
from their husbands does not necessarily equate with high levels of concrete practical
help38. Programs targeting new mothers who are vulnerable to depression because they
have anxious personalities or are socially isolated40 have successfully lowered postpartum
impairment.

For women, the weeks immediately after the birth are the time of highest vulnerability to
depression. For men, the transition is slower and they were more prone to stress at
around six months after the birth, when they are more fully aware of the impact of the
new baby on themselves and their marriage41. Husbands also continue to rely on their
wives as their primary source of support19,43, at a time when their wives are preoccupied
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with a new baby. There is a potential conflict of interests if the new mother requires more
emotional support from her husband when he may be coming to terms with being a new
father. Cox44 has suggested that contemporary urban couples are prone to postpartum
depression because of a lack of built-in social rituals and roles for the couple and their
social support network, leaving a social support hiatus at a time when their emotional
resources are already stretched.

A Melbourne study44,45 of 272 families in a multi-ethnic suburb showed that the quality of
marital relationships was still an important factor in maternal depression four years after
the birth of the child and was of equal importance in Australian-born and immigrant
wives. Lack of satisfactory support from their husbands made these mothers more
vulnerable to the stresses of child rearing and life events and the preschool children of
these depressed mothers had more behavioural problems than those of non-depressed
mothers.

The effect of therapeutic intervention

The use of husbands as therapists has been advocated for wives with such anxiety
disorders as panic disorder with agoraphobia5,46,47. Therapy was more likely to be
successful when the marriage was previously satisfactory. Two kinds of unsatisfactory
marriage are likely to lead to a relapse of symptoms in the wife46. First, the ‘compulsory’
marriage, where couples had little affection for each other but felt bound to stay, and
marriages where the husband protected his wife from recognising or changing her
symptoms because of his own interpersonal difficulties. Here, the husband became
symptomatic as his wife improved, leading to a relapse in the wife to maintain the status
quo5. However, another group47 found that the wife’s female friends were more effective
cotherapists than the husband, but particularly so in the marriages where the husband-
therapist was depressed.

In depressed female outpatients, the symptomatic recovery preceded the recovery of full
social functioning by many months48 and wives with preceding marital difficulties were
depressed longer than those without49. Corney49 also found that wives with ‘acute or
chronic’ depression and major marital difficulties derived the most benefit from social
work intervention while, paradoxically, those with an uncomplicated depression derived
much less benefit. This may indicate that the presence of a husband who was a ‘good
enough’ confidant promoted social recovery in the uncomplicated cases while also
demonstrating the importance of a dysfunctional marriage in promoting chronicity.
Corney speculated that the social worker took the place of a confidant for the wives who
were in a dysfunctional marriage.

Is sauce for the goose also good for the
gander?
The psychologist Michael Argyle50 has examined the ‘rules’ expected in various
relationships and stated: ‘Marriage is quite different from all other relationships: it is a
very intense relationship, it is a sexual relationship, it embraces many aspects of life, and
it is usually intended to be permanent.’ He noted that many of the ‘rules’ are common to
both sexes (e.g., showing emotional support, being faithful, keeping confidences, being
tolerant of the other and creating a harmonious home atmosphere), while some are
specific to the wife (e.g., not nagging, showing anger when appropriate) and some to the
husband (e.g., showing an interest, being responsible for household repairs). He stated
that women are said to be more expressive than men (they smile more, and are better
communicators of feelings, whether sent or received) and that in happy marriages, the
wife is a good decoder of messages, and in disturbed marriages, ‘husbands were poor
senders and receivers of emotions to wives, via non-verbal cues’. The interpersonal
differences extend beyond the marital dyad as wives invest more emotional input in and
attach greater value to their wider social network and tend not to place such reliance on
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the marital relationship as the sole source of intimacy as their husbands19. This
differential use of social support seems to become greater over time42 and is influenced by
the degree of dysfunction in the husband5,14,15,16.

The good news
Little has been said about good marital relationships. Vaillant’s long-term follow-up of a
group of American college graduates51 found that ‘how a man described his marriage
over the years predicted his career success, the relative maturity of his defences and his
own perception of his happiness as effectively as did the more obvious fact of his having
been labelled or not labelled mentally ill’, and that ‘there was probably no single
longitudinal variable that predicted mental health as clearly as a man’s capacity to
remain happily married over time’.

The finding10 that the presence of a confiding relationship with a husband or lover is a
powerful protective factor to the onset of depression in wives faced with stressful life
events is now well accepted. It is supported by a Canadian group’s findings52 that
satisfactory levels of intimacy in marital relationships were related with fewer
nonpsychotic emotional disorders, psychosomatic symptoms and overinvolved family
relationships. The presence of a husband who provides such a relationship is powerful in
allowing their wives to repair the effects of earlier adversity such as being raised in an
orphanage53 or death of a mother during childhood54. Vaillant51 writes that
‘marriage…seemed to be one means that the men had for repairing poor childhoods’, so
that the same powerful reparative effect is important for married men.

The bad news
There are two types of negative effects that husbands can have on the psychological
health of their wives. First, there are acts of omission, where the absence of a supportive
spouse and a reparative backup social support system of friends or extended family leads
to increased psychological distress. This may be due to physical absence (e.g., long
working hours) or the husband being emotionally detached, or because the husband is
himself impaired (e.g., by psychological or physical illness).

Second, there are the results of acts of commission ranging from assaultive behaviour to
the more insidious effects of long-standing depression. In cases where comparisons were
made, husbands consistently had greater power to affect their wives’ psychological well-
being than the reverse. This difference between psychological well-being was greatest
between employed husbands in functional marriages and housewives in dysfunctional
marriages3. There was evidence that these effects increased with the duration of the
marriage14 and for those in working class settings8,10. The direct effects can be due to
actual physical abuse, or critical comments undermining confidence and self esteem.
Simply asking the question ‘how critical is your spouse of you?’ was said to be a good
predictor of depressive relapse in wives55. There is also the more subtle effect of being ‘let
down’ by a core tie (e.g., husband or lover) at a time of crisis which also rendered women
(especially those with poor self esteem) vulnerable to depression56.

However, the wives themselves make a contribution. Women have been socialised to ‘do
good and feel bad’57, that is, to take on nurturant roles but blame themselves for any
untoward consequences, whether or not it was appropriate. Women have different
communication and coping styles from men58,59,60 and there is a need to evaluate both
partners and determine which problems are his, hers and theirs in the marriage41. It is
important to view impaired spouses in their interpersonal context, to determine the
quality of the marital interaction and whether there are interpersonal factors predating
the episode or are maintaining the impairment, and to provide skills required for day-to-
day functioning for both spouses61.

If female vulnerability to depression and self-doubt is linked with ‘the cost of caring’ for
others58, there is insufficient emphasis on the ‘costs of non-caring’ in males, where deficits
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in social skills may predict future alcohol abuse59 and, arguably, increased criticism of
their wives and violence. However, appropriate assertiveness and outward expression of
stress may be emotionally adaptive for men60.

These issues continue for the whole of the marital life cycle. A study of marital
contributions to psychological well-being in later life62 states that changes in the
husband’s well-being are more likely to determine the overall emotional tone in the
marriage and ‘if change occurs, it is likely to be negative for the women if she has been
married for a longer time’, with couples who lacked adequate income being the most
vulnerable. These fundamental differences in social style for husbands and wives have
tended to put the onus on wives to try to understand the emotional communications of
their husbands. Perhaps instead we need to encourage husbands to become better
communicators within their families, with the corollary that we encourage their wives to
be more assertive and less ‘thin-skinned’35,57,63. Techniques such as a form of Behavioural
Family Therapy used by a Brisbane group64 have been shown to improve marital
communication and bring about positive cognitive change th subsequent improvement in
marital satisfaction for both sexes. These skills can be maintained, with reinforcement,
over a five year follow-up period65.

More men are coping with such roles as being single parents and economic coproviders
(on equal or inferior economic footing with their wives)9 as part of changing social roles
for men in contemporary society. Indeed, a recent cover story in Time magazine66

discussed how husbands should deal with the expectation of being a nurturer as well as a
breadwinner. The extent of the change is determined by the type of marriage and sex
roles of the partners involved. Husbands who are androgynous in sex role type (i.e., rate
high for characteristics of both masculinity and femininity) have been said to be better
adapted to cope with these changing expectations5,6,60,67.

Potentially useful strategies
Vaillant51 concluded that at age 30 and 50, the Worst Outcome men in his longitudinal
study were far less likely to have mastered ‘the task of intimacy’ and to take
responsibility for other adults or their own children, while the opposite was true for the
Best Outcome men. Specific programs targeting vulnerable spouses during periods of
transition (such as early parenthood and in a range of disorders from physical abuse to
dementia) seem to be effective5,22,23,40 but husbands and wives may require different
priorities in mastering intimacy. For example, in social skills training, husbands may
require greater emphasis on skills that would help them widen their social network,
communicate effectively with their immediate family and find alternative modes of
expression for angry and impulsive feelings, whereas their wives may need more
attention to promotion of assertiveness and self esteem. Husbands and wives may both
benefit from greater understanding about their differences in communication styles68.
There are now support groups for abusive husbands with increasing involvement from
other males (including attempts at a more understanding approach from the police force).
It is also interesting to note that women who were childhood victims of abuse considered
that education and support for the male perpetrators was more important than
punishment69. Unemployment has been shown to be an important risk factor, so that
programs promoting the acquisition of new social skills and work and leisure
opportunities should be targeted at recently retrenched and retired men.

Clearihan70 has recently commented that ‘the concept of men’s health as a medical entity
appears still in its infancy’ and highlighted risk-taking behaviour, ignoring health
warnings and denial of their own emotional and physical problems as key issues, with
accidents and assaultive behaviour towards their families as important consequences. He
said that we needed to ask ourselves what constituted the basis of masculinity and
suggested that current concepts (which implied alienation from their wives, children and
other men) required review. He also considered that lessons were to be learnt from the
women’s movement in terms of shaping health and social policies that require some
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gender-specific approaches. Perhaps by paying more attention to the particular social
needs of men we may effect some direct improvements in psychological well-being, rates
of alcohol abuse and assaultiveness, thus also indirectly addressing the needs of their
wives and children.
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