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Executive Summary
A number of reports suggest that the people living in the area served by the WHSSB experience particularly high levels of unemployment, poverty, deprivation and mental health disorders. Both mental health problems and unemployment are associated with a significant burden on individuals and society. It is known that people with mental health problems are more likely to be unemployed but there has been limited research into the relationship between unemployment and mental health disorders. Furthermore, there has been little research into the association between mental health and unemployment in the area covered by the Western Health and Social Services Board in Northern Ireland. In this study 145 men who had been unemployed for more than 6 months were interviewed using the Composite International Diagnostic Interview (CIDI) to establish the rates of, and risk factors for, mental health and substance abuse disorders and patterns of service use.

This study revealed considerably higher rates of substance misuse and mental health disorders than did the males in the first wave of the Northern Ireland Study of Health and Stress and in similar studies in the UK and other parts of Europe. 

Some of the main findings with regard to substance use include:

· Over half of the participants smoked cigarettes; only a third had never smoked. 
· Smoking was associated with drug use, with almost half of smokers having used marijuana in the past year. 
· Only a tenth reported drinking within the current recommended amounts and one in five reported drinking 13 to 24 units of alcohol each time they drank. Up to 70% of this group may be regular binge drinkers. 

· Over a quarter abused alcohol and 14% were alcohol dependent. 
· Just over a quarter abused illegal drugs and 6% were drug dependent. 
· The most commonly used illegal drug was marijuana but over a quarter had taken cocaine. 

· One in ten abused both drugs and alcohol and the same proportion abused drugs and was alcohol dependent. 

Findings regarding mental health include:

· Suicidality was surprisingly common with more than one in five having seriously thought about suicide. 
· Fifteen percent had, a major depressive episode and almost one in five a major depressive disorder. 

· A high proportion of the men in this group may be at risk of developing depression in the future. Symptoms of depression, particularly sleep disturbance, were reported by a substantial number of individuals. 
· The rates of panic attacks, social phobia and Post Traumatic Stress Disorder were all higher than the general population. 
· The most common health care professional seen for mental health problems was a general practitioner (seen by one in five), followed by a counsellor and a psychiatrist. 

The results suggest that a substantial proportion of men who are long term unemployed may be unable to hold down a job due to their mental health difficulties or substance use. The Core Gateway Programme offers an ideal forum in which an initial mental health assessment might be undertaken to allow referral to the appropriate services. Mental health issues could also be addressed in the Programmes at a group level, in a mental health promotion context. Additionally, mental health services and mental health promotion initiatives should make an effort to target this high-risk group. The staff of agencies that have contact with this group should also receive training in identifying high-risk individuals and providing advice about services available.

Western Investing for Health

Investing for Health (IFH) is the last NI Assembly's strategy on Public Health, launched in March 2002.  Its core aims are to improve the health of the population and tackle health inequalities.  The strategy seeks to move the attention on health away from treatment to that of prevention.

There are 7 objectives under the IFH Strategy and they focus on the following broad themes:

· Poverty

· Education/Life skills

· Mental Health & Emotional Wellbeing

· Quality Homes and Workplaces

· Quality Neighborhoods and wider Environment

· Accident Prevention

· Making Healthier Choices

In order to take forward the strategy four partnerships were set up under the four health boards in NI including the Western IFH Partnership (WIFH).  The Western Health and Social Services Board area covers an area of just under 5,000 sq. km. including the council areas of Limavady, Derry, Strabane, Omagh and Fermanagh. The total population is 282,000 people.  The area has some of the highest levels of unemployment, ill health, social deprivation and disadvantage in Western Europe.

The Western IFH Partnership, which was established to take forward the IFH Strategy in the area, has 30 members (14 statutory; 9 community & voluntary; 2 private Sector; 2 user representatives and 3 representatives from other broad partnership organisations) and it was formally established in September 2002.
Following extensive consultation with the community and stakeholder the Western IFH have a vision of "Happier, Healthier, and Long Lives for All" and their mission is "To inspire and lead people to work together for positive living"

The work of the Partnership is being taken forward under four broad population age based themes of:

· Early Years

· Teenage Transition

· Adulthood

· Later Years

Mental Health and Emotional Well-being have consistently come to the fore as a priority, and the Partnership has invested in a number of initiatives to create a greater awareness and understanding of emotional well-being and also to pilot initiatives to tackle some core issues around well-being.  To date these have included:

· A conference in November 2003 to raise an awareness of mental health issues in society;

· The funding a TV campaign in partnership with North & West Belfast Trust and the Eastern Education and Library Board, targeting young male suicides;  

· Supporting a campaign for the raising of awareness of detrimental effects of stress in the workplace; 

· Specific programme on the health of female entrepreneurs in partnership with Women In Enterprise.

They have also invested in a number of community based action research initiatives with the focus on a particular community of interest.  The projects funded include:

· Steer Mental Health, Community based organization in Londonderry to look at “A Community’ Understanding of Mental Health and well-being”;

· KORAM, a community based group in Strabane to examine “Life Choices and the impact on Health, Education and Well-being”;

· Opportunity Youth – an organization promoting the engagement of young people who researched “Young People and Changing their Attitudes to Road Traffic Accidents”;

· New Horizons – a partnership grouping supporting adults with learning disabilities which undertook research on the theme of “BUILD, social integration of people with learning disabilities”;

· Foyle Women’s Aid and how to “Promote Domestic Violence awareness in the workplace ”;

· Trauma Advisory Panel – who looked at “The impact of the troubles on children”;

Evidence shows that men suffer poorer health than women, their life expectancy being 5 years less than women (79.6 years).  The gap is even more pronounced when the figures are examined for males in the most deprived grouping in society with life expectancy at just over 68 years.  Amongst those in this lower socio-economic category are the unemployed.

People who are unemployed are almost twice as likely to shows signs of possible mental health problems as those in employment.  It is estimated that illness as a result of poor mental health costs the NI Economy in excess of £200m per annum.

It was set against this background that the WIFH Partnership commissioned this research with the University of Ulster.  It sought in the first instance to attempt to assess the level and range of mental health issues affecting unemployed men and to explore opportunities to channel information and support in more creative and joined ways.
1. Introduction and Background

1.1 Mental Health Problems

Mental health is of intrinsic value and there is a need for researchers to support governments in adopting and integrating mental health policy into both public health and general social policies (Jenkins et al., 1998). Mental health disorders are increasingly recognised as a major source of disability in the world. There is a wide spectrum of mental health problems with a variety of adverse consequences and length of effect. Measuring their extent in the community is difficult due to problems with classification in that defining the presence of a mental health problem depends on patients reporting symptoms or manifesting certain behaviours. Other problems include case identification methods; for example for population-based surveys it is particularly important that there is explicit criteria for use in defining a case for a certain condition.

The OPCS Survey of Psychiatric Morbidity (Metzler, 1996) is one of the largest and most complete surveys of mental health in the UK. Results reported that the proportion of the adult population assessed as having had significant psychiatric morbidity due to mental health difficulties in the past week was 14%. Results also highlighted that rates were: 

· Higher in women (18% compared to 11% for men).

· Lowest in the 55-64 year olds.

· Highest in those who finish full time education at 16 or less years and those with no educational qualifications.

· Over twice as high in the unemployed compared to those in full time work and also significantly higher in the economically inactive.

In both sexes, rates of mental health disorders were highest in lone parents with children (27% compared to 14% in couples with children). The lowest rates of mental health difficulties were in adults living with their parents (9%).

The objective of the World Health Organisations’ (WHO) World Mental Health (WMH) Surveys is to estimate prevalence, severity and treatment of mental disorders in over 27 countries. In these studies the prevalence, severity, and treatment of mental health disorders were assessed with the WMH version of the WHO Composite International Diagnostic Interview (WMH-CIDI). This is a widely used, comprehensive, standardised instrument for the assessment of substance use disorders and mental health disorders, in keeping with the criteria for mental health as set out in the Diagnostic and Statistical Manual of Mental Disorders (DSM) and the International Statistical Classification of Diseases (ICD). 

WMH studies in the United States (The Epidemiological Catchment Area, ECA and the subsequent National Comorbidity Survey, NCS) have provided key epidemiological data that have been used to estimate the burden of mental disorders. Results from these seminal studies reported that mood and anxiety disorders are frequent, and that the level of unmet need for care is high (US Department of Health & Human Services 1999). The European World Mental Health Studies, the Epidemiology of Mental Disorders (ESEMeD) project was conceived to overcome gaps in the knowledge of prevalence, burden and care of individuals with mental disorders in Europe. Data was collected in representative samples of the adult general population of six European countries: Belgium, France, Germany, Italy, the Netherlands and Spain. The instrument used to assess the mental disorders was the most recent version of the Composite International Diagnostic Interview (CIDI), which was carefully developed in coordination with the World Health Organisation World Mental Health (WMH) surveys. Results from the paper on the prevalence of mental disorders (both lifetime and 12 months) reported the frequency of mental disorders, which was found to be higher among women, unemployed, disabled people and younger age groups (The EASEMeD/ MHEDEA 2000 Investigators 2004a). Another paper reported a large population of comorbidity among mental disorders. In general, high associations were found within the separate anxiety disorders and between mood and anxiety disorders. Associated factors for comorbidity of mood and anxiety disorders were female gender, younger age, lower educational level, higher degree of urbanicity, not living with a partner and unemployment. It was also reported that to reduce psychiatric burden, early intervention in populations with a primary disorder is important to prevent comorbidity. Comorbidity patterns were found to be consistent cross-nationally (The EASEMeD/ MHEDEA 2000 Investigators, 2004b). These papers are some of the first deliverables of the ESEMeD project providing a comprehensive overview of the magnitude of mental disorders in Europe.

1.2 World Mental Health Studies

Results from other countries reported that overall the prevalence of mental health disorders varied widely from 4.3% in Shanghai to 26.4% in the United States. Between 33.1% (Columbia) and 80.9% (Nigeria) of cases in the last year were mild. Serious disorders were associated with substantial role disability.  Although disorder severity was correlated with probability of treatment in almost all countries, 35.5% to 50.3% of serious cases in developed countries and 76.3% to 85.4% in less-developed countries received no treatment in the 12 months before the interview. Results also highlighted that due to the high prevalence of mild and subthreshold cases, the number of those who received treatment far exceeds the number of untreated serious cases in every country. Results from this study concluded that reallocation of treatment resources could substantially decrease the problem of unmet need for treatment of mental disorders among serious cases and that careful consideration needs to be given to the value of treating some mild cases, especially those at risk for progressing to more serious disorders.

Data collection for the Northern Ireland arm of the WMH Surveys (Northern Ireland Study of Health and Stress, NISHS) commenced in February 2005. The study aims to establish, at the household level, both the morbidity and co-morbidity rates of mental health disorders in Northern Ireland. The study will establish the prevalence and incidence of mental health and substance abuse disorders within the previous twelve months, and over a lifetime (see: www.ulster.ac.uk/nishs). This information will again be obtained using the Composite International Diagnostic Interview (CIDI) 

1.3 Mental Health Disorders in Northern Ireland

A number of investigations have shown high levels of symptoms relating to mental health disorders among the population of Northern Ireland in general, and the North West in particular. In a study of the Derry area, McConnell et al. (2002) estimated that 7.5% of the population of this area had a mental health disorder in the past month whilst the figures for the last year rose to 12.2%. The majority of these people had depressive disorders, anxiety or substance abuse problems. The rate for Derry was found to be higher than the national average; the results also suggested that there was reluctance among people with mental health difficulties to seek help and present for treatment.

The effect of the Civil Conflict on the mental health of the people of Northern Ireland has also been examined and it is widely acknowledged that the areas, which have experienced the highest levels of conflict, are among the most deprived in the region. Hillyard (2003) reported that half the population knew someone who had been killed in the troubles and 8% had themselves been injured as a result of the troubles. O’Reilly and Stevenson (2003a) found that 21.3% of the population had been directly affected by the conflict and 25.1% lived in areas affected by the related events. The degree to which the conflict affected an individual and the local area was found to be associated with mental health disorders (as measured by the GHQ) even when other social and economic variables were accounted for. Shevlin and McGuigan (2003) also reported that the families of the victims of Bloody Sunday (an incident where 13 people were killed in Londonderry in 1972) experienced high levels of intrusion, avoidance and hyperarousal. Cairns and Wilson (1991) demonstrated a link between living in an area with high-perceived levels of violence and experiencing more physical symptoms, and Muldoon and Wilson (2001) found that levels of conflict and ideological commitment were both predictive of mental health and self-esteem in young people.

The associations between unemployment and mental health problems such as depression, self harm, low self esteem and substance abuse are well documented (e.g. Keefe et al., 2002; Flatau et al., 2000; Hammarstrom and Janlert, 1997; Murphy and Athansasou, 1999 and Alvaro and Fraser, 1994). A large scale Australian study (Fergusson et al., 2001; Comino et al., 2003) found that when other characteristics were adjusted for, unemployed people had three times the rate of anxiety disorders and twice the rate of affective disorders as employed people. This study also found that unemployed people with these mental health problems were less likely to seek health care than employed people. In a review of the literature in this area Shortt (1996) reported that unemployment is associated with both physical and psychological health problems and that the young, the economically disadvantaged and middle-aged men are more at risk.

Studies and reviews of the literature have concluded that the direction of the relationship between unemployment and poor mental health is unclear (Owen and Watson, 1995). For example findings have shown that losing a job can have a detrimental impact on mental health and can lead to depression (Dooley et al., 1994; Claussen, 1999). However, Dooley et al. (1994) found that employed people who suffered from depression were not more likely to lose their jobs than people who did not suffer from depression. In contrast, Dooley and Prause (2002) reported that depression and alcohol consumption were associated with entry to welfare and Slade and Selkever (2001) noted that the negative symptoms associated with schizophrenia and depression had a negative impact on participation in employment. Evans and Repper (2000) report that only 15% of people with serious mental health problems were employed, despite a consensus from surveys of this group indicating that they did wish to be employed. Dooley and Prause (1995) note that the failure of school leavers to find employment may inhibit their development and put them at risk of emotional problems. Schaufeli (1997) tested the causation hypothesis (that unemployment causes poorer mental health) and also the selection hypothesis (that people with mental health problems are less likely to find a job) in school leavers and graduates. The selection hypothesis was not confirmed but the data for school leavers did support the causation hypothesis.

A variety of models explaining the relationships between unemployment and mental health have been developed. Most are based on the interactions between both the economic and psychosocial needs for employment and the impact of unemployment on one’s sense of identity (e.g. Nordenmark and Strandh, 1999; Ezzy, 1993). Indeed the negative social representations of unemployment have been highlighted in studies by Green et al. (1998). These models support the findings of earlier studies by Hepworth (1980) and Brenner and Bartell (1983) who found that the biggest predictor of mental health disorders among unemployed men was the perception that their time was unoccupied. Underlid (1996) also proposed a relationship between activity levels and mental health; unemployed people were found to be less involved in social activities, however gender differences were observed with women being more active than men and occupying their time with domestic chores. This hypothesis may in part explain why unemployment tends to have a more severe effect on the mental health of men rather than women (Harding and Sewel, 1992).

Unemployment may also influence mental health by contributing to economic deprivation. For example a study of 3294 households in Ireland found that financial strain, exclusion from customary lifestyles and deprivation of socially defined necessities is associated with poorer psychological well being (Whelan, 1992). The author concludes that: 

“the most striking feature of the current literature on the consequences of unemployment will be seen to be its remarkable lack of emphasis on poverty.”

O’Reilly and Stevenson (2003b) report that deprived areas in Northern Ireland tend to become depopulated at a faster rate and that it was the more affluent residents who were more likely to move out. Shortt (1996) concludes that the links between unemployment and health are best understood in terms of the social hierarchy where there is an interaction between unemployment, deprivation, social status and mental health. Results from a longitudinal study Fergusson and Woodard (2002) support this hypothesis showing that depression in mid-adolescence (14-16 years) was associated with emotional problems in later life and unemployment. However a number of other confounding social, familial and individual variables were also associated with poorer mental health and social role outcomes. The emerging complexities of the associations between unemployment, mental health and deprivation have led Burchell (1992) to argue that psychological research should examine mental health and unemployment in conjunction with other characteristics of the labour market such as promotions and demotions and job insecurity.

Newer models of unemployment and mental health have also highlighted the importance of social support. It is recognised that people who are unemployed have poorer social support and that both factors independently affect mental health (Roberts et al., 1997; Viinamaki et al., 1995; Broomhall and Winefield, 1990). However Hammer (1993) found that social support had a moderating effect on mental health for women but not men; and Broomhall and Winefield (1990) found that this hypothesis only held true for young men whereas for older men leisure activities were more important. Furthermore, a recent longitudinal study found an association between mental health and unemployment in the 30-35 year old age group but not in 18-30 year olds (Breslin and Mustard, 2003). The relationship between unemployment and mental health may also be mediated by the impact upon the individual’s sense of cohesion (Hanse and Engström, 1999).

1.4 Poverty, deprivation and unemployment in Northern Ireland

According to the Northern Ireland Labour Market Statistics (NISRA, 2003) the seasonally adjusted unemployment rate for Northern Ireland from July to September 2003 stood at 5.6%, and 4.3% of the population claimed benefits because they were unemployed. Of those people who claimed unemployment benefits, 22% had been claiming for a year or more.

A number of recent reports have shown that the people living in the area served by the WHSSB experience particularly high levels of unemployment, poverty, deprivation and mental health disorders. At 5.4%, unemployment levels in the West of Northern Ireland are considerably higher than the Northern Ireland average (4.14%); these rates rise to 6.8% in Derry and 5.71% in Strabane. The proportion of those people who are categorised as long term unemployed is also higher in the WHSSB (42.9% compared with 40.4%). The rate of unemployment among men in this area is 7.9% and this is considerably higher than the Northern Ireland average of 5.7%. The rate of long-term unemployment for males is, at 44.13%, also higher than the NI average of 41.6% (WHSSB, 2003). Poverty levels in Northern Ireland are also higher than in the UK and Ireland, both of which are among the highest in Europe (Hillyard, 2003). Over 64% of people in this region have an income of less than the national average (compared to 60% in the UK). Furthermore there are high levels of inequality with the top 10% of earners receiving more than five times the income of the bottom 10% (Hillyard, 2003).

1.5 Rationale for the Project

Both mental health problems and unemployment are associated with a significant burden on individuals and society. It is known that people with mental health problems are more likely to be unemployed but there has been little research into the causal relationships between unemployment and mental health. Furthermore, there has been little research into the association between mental health and unemployment in the area covered by the Western Health and Social Services Board in Northern Ireland. 

The benefits of large scales surveys of mental health are well recognised. They include the identification of the needs of the population, the documentation of the use of existing services, the estimation of unmet need, the development of models for prevention and the monitoring of trends over time (Jenkins, 2001). By exploring the levels of mental health difficulties among men who are long term unemployed, this project will identify the priority issues impacting upon the mental health of this group of men from across the WHSSB area. It is anticipated that the results from this study will have important implications in the planning of policy and services to promote psychological well being for this group.

1.6 Aims of the Study

The study sought to answer the following questions:

· What are the current rates of mental health and substance abuse disorders among men who have been unemployed for more than six months or longer from the WHSSB area?

· What are the risk factors associated with mental health and substance abuse disorders for this group?

· What are the patterns of mental health service use in this group? 

· What are the patterns and interactions between unemployment, poverty, location, and the effects of the civil conflict, social support and mental health for this group?

· How different are the mental health needs of the long-term unemployed from a matched sample of the employed?

2. Method

2.1 The Research Instrument

The diagnostic assessment in this study is a modified Computer Assisted Personal Interview (CAPI) version of the World Mental Health – Composite International Diagnostic Interview (WMH-CIDI). The computer assisted (CAPI) version was chosen over the Paper and Pencil Interview (PAPI) version as it contains more complex skip logic and phase pads and has the advantage of the power of computerisation. The CIDI was designed to encourage community epidemiological surveys in many countries around the world. The WMH-CIDI is a comprehensive, fully structured lay-administered interview that generates diagnoses according to the definitions and criteria of both the DSM-IV and ICD-10 diagnostic systems. There are 17 sections in this version of the CIDI. The first section is an introductory screening and lifetime review section. There are also 9 diagnostic sections that assess Mood Disorders (Depression and Mania), Anxiety Disorders (Panic Disorder, Specific Phobia, Agoraphobia, Generalised Anxiety Disorder and Post Traumatic Stress Disorder), Substance Abuse Disorders (Substance Use), and other disorders (Intermittent Explosive Disorder). One additional section assesses functioning and physical disorders (Suicidality). Two assess treatment of mental disorders (Services and Pharmaco-epidemiology). One section assesses risk factors (Social Networks). Three final sections assess socio-demographics (Marriage, Children and Adult Demographics). The WMH-CIDI takes an average of approximately two hours to administer. However, interview time varies widely depending on the number of diagnostic sections for which the respondent screens positive.

2.2 The Interviews

The interviews were a series of face-to-face surveys administered by a team of 10 trained interviewers, to 145 men who had been unemployed for more than six months. Use of the WMH-CIDI requires successful completion of a standardised training program at a recognised WMH-CIDI training centre. The training was provided by the recognised CIDI trainers based at the University of Ulster. The programme was a one-day training workshop, which covered the study procedures and the CIDI conventions and protocols. In addition the training included a 40-hour CD-rom and 2 hours practice in using the instrument with a ‘fake’ respondent. The training programme was designed in partnership with Professor Ron Kessler and his team from the University of Michigan Survey Research Center and Harvard School of Medicine. 

2.3 Selection of Respondents

Participants were accessed through the Government’s New Deal, Core Gateway Programmes. New Deal for young people and long term unemployed adults is the cornerstone of the of the Government’s “Welfare to Work” initiative. It gives the unemployed a chance to develop their potential, gain skills and experience and to move from benefit to employment. The programme is sub-divided into options that take account of the different needs and circumstances of unemployed workers and others on benefits.“Gateway” is the first stage in New Deal and applies equally to those in the New Deal for 18-24 year olds and New Deal 25+. This process can last up 16 weeks and is designed to provide guidance, counselling, training needs assessment and job brokage. In the early stages of the New Deal process jobseekers are required to attend a mandatory 2-week programme known as “Core Gateway”. The focus of this programme is to provide intensive training which helps those who are already well equipped to find jobs to do so, provide appropriate help for those who, with the necessary support could quickly improve their immediate job prospects and find jobs, equip participants with the “soft skills” i.e. behaviour, commitment and readiness to work, and to prepare participants to choose and benefit from the New Deal opportunity. 

It was decided to recruit participants for this study through the New Deal programme because this programme is mandatory for all those who are unemployed for 6 months or more (18-24 year olds) or 18 months or more (over 25s). Furthermore, unemployed persons are required to complete further New Deal programmes if they remain unemployed. This allows us to have a random sample of individuals who have been unemployed for varying lengths and allows us to access groups of unemployed people in the same location.

Inclusion criteria for the current study were:

· Men who had been unemployed for six months or longer.

· Men who are enrolled in the Core Gateway Programme.

A member of the research team (MMcC) contacted DEL to obtain formal permission to proceed with the study and obtained a list of Core Gateway course providers. A second researcher (SMcC) contacted each provider to obtain permission for the researchers to attend forthcoming courses to undertake data collection. Individual Research Assistants then liased with the Core Gateway providers to plan visits to each course.

The researcher introduced the study to the course participants and asked for volunteers. Participants were selected randomly from the volunteers and the interviews were held in private locations in the centres. Participants were given a contribution of £10 to compensate them for any inconvenience or expenses incurred as a result of their participation in the project.

2.4 Limitations

The limitations of this method include the self selection of respondents which may result in a bias towards individuals with an interest in mental health issues, or an over or under representation of people with mental health difficulties. For example people with mental health difficulties may be more likely to volunteer, as they may be more interested in the topic. Conversely, people with mental health difficulties may be reluctant to come forward due to fear or embarrassment. It is difficult to assess the effects of self-selection on the results. The self-report nature of the study may also lead to bias; however the instrument is designed to facilitate an honest response and the interviewers were trained to use neutral language and feedback to minimise the likelihood of social desirability bias. The relatively small sample size also means that statistical tests relating to mental health conditions cannot be undertaken using the data. Nonetheless the presentation of proportional data is a useful way of establishing prevalence rates and detecting patterns that may be explored in more detail in epidemiological studies.

2.5 Ethical considerations

The team obtained ethical approval from the University of Ulster Ethical Committee and the project was approved by the management committee of the Western Investing for Health Partnership. The main ethical considerations surround the following issues:

All client data were confidential to the research team. Codes and data were held separately and identifying information such as addresses kept under lock and key. The clients were not named in the report nor were their cases described in such a way as to identify them. In addition, all interviews were carried out in private to ensure further confidentiality. 

All those who were invited to participate received a verbal introduction, as well as written information about the study. Each interviewee was invited to give verbal consent prior to the interview and required to sign a consent form, which was read aloud if necessary. The consent form reinforced why we are conducting this research, what we would like the interviewee to do, confidentiality clauses and what will happen to the information. It was also emphasised that participation is completely voluntary. All participants were reminded that if they did not wish to answer a specific question they did not have to and that were free to withdraw their participation at any point during the study. 

Participants who had any queries arising from the interviews were (with their consent) put in touch with the appropriate service. Participants were also informed that the researcher was unable to provide guidance or advice on services. A helpline directory was provided to all the participants prior to each interview.

3. Key Findings

3.1 Participants’ characteristics and general health 

The interviews were held between May 2004 and May 2005 and a total of 145 males who were unemployed for more than six months were interviewed. Table 1 gives the age groups of the participants, the highest proportion were aged under thirty years (66%). Table 1 also shows that the largest proportion of participants (55.3%; n = 73) described themselves as Catholic. 30 people (23%) reported that they were Protestant (for breakdown see table 1). Twenty two people (16%) claimed that they had no religion and 13 people refused to answer this question.
Table 1: Participants’ Age Group and Religion

	Age group
	Number
	Percentage

	Under 20 years
	41
	28.3%

	21-30 years

	54
	37.2%

	31-40 years
	20
	13.8%

	41-50 years
	25
	17.2%

	51 years and over
	5
	3.4%

	Religion
	
	

	Protestantism Protestant – 

No denomination mentioned
	18
	13.6

	Episcopalian or Anglican/Church of England
	1
	.8

	Presbyterian
	9
	6.8

	Other Protestant
	2
	1.5

	Catholic 
	73
	55.3

	Agnostic or Atheist
	4
	3.0

	None
	22
	16.7

	Other 
	3
	2.3


As shown on table 2, the majority of participants had never been married while approximately 10% (n = 14) were married. Of those who were married 12 had children and of those who were never married 24 had children.

Table 2: Marital Status and with dependents

	Marital Status
	n
	%
	n
	%

	Married
	14
	9.7%
	12
	8.3

	Separated
	9
	6.2%
	9
	6.2

	Divorced
	8
	5.5%
	8
	5.5

	Never married
	114
	78.6%
	24
	16.6


The majority, (57%; n = 83) had no children and 17% and 10% had one and two children respectively. Six people (4%) reported that a child of theirs had died and 17 (12%) reported that they got someone pregnant who had a miscarriage, stillbirth or abortion.
The participants were asked to rate their overall physical and mental health. The responses are given on tables 3 and 4. Ratings of mental health were generally better than physical health with a quarter of participants (n = 36) rating their mental health as excellent and a further 38% (n = 55) rating their mental health as very good. Only 7% rated their physical health as excellent and 29% rated it as very good. This is of concern as it is possible that the participants may be limited in the type or amount of work they can do if they have physical health problems. Furthermore, there is evidence that mental and physical health are interlinked and physical health problems may lead to a deterioration in mental health over time (Gureje et al., 1998; McWilliams et al., 2003; Currie and Wang, 2004). 

Table 3: Participants’ ratings of their physical health

	Rating of physical heath
	Number
	Percentage

	Excellent
	10
	6.9

	Very good
	42
	29.0

	Good
	46
	31.7

	Fair
	36
	24.8

	Poor
	11
	7.6


Table 4: Participants’ ratings of their mental health

	Rating of mental heath
	Number
	Percentage

	Excellent
	36
	24.8

	Very good
	55
	37.9

	Good
	34
	23.4

	Fair
	18
	12.4

	Poor
	2
	1.4


The responses to the question: “Is your health in general now better, worse, or about the same as it was one year ago?” are given on table 5. Most people felt that their health was the same as one year ago with just under a quarter saying that it was better and 17% saying it was worse. These findings suggest that a proportion of the sample may have chronic poor health.

Table 5: Participants’ perceptions of their health now

compared with one year ago
	Perception of health compared to one year ago
	Number
	Percentage

	Better
	34
	23.4

	Worse
	24
	16.6

	Same
	85
	58.6


3.2 Smoking

Over half of the participants (55%, n = 80) were current smokers whilst a further 10% (n = 14) had given up smoking and 34% (n = 49) had never smoked (see table 6). The proportion of smokers in this group is higher than the Northern Ireland average for males (26% NISRA, 2002), the average for the Republic of Ireland (32%; Department of Health Social Services and Public Safety, 2001) and the UK average (33% Meltzer, 1995). The rates for smoking were also higher in the unemployed group compared to a sample of males from the Northern Ireland Study of Health and Stress (n = 126 males), 55% compared to 28%.

Table 6: Smoking in unemployed men and the general population

	
	WHSSB
	NI

	
	n
	%
	n
	%

	Current smoker
	80
	55.2
	35
	27.8

	Ex-smoker
	14
	9.7
	32
	25.4

	Never smoked
	49
	33.8
	58
	46

	Only smoked a few times
	2
	1.4
	1
	.8


Those respondents between 18 and 39 years of age had similar rates of current smoking, which were higher than those over the age of 40 (see table 7).

Table 7: Smoking behaviour by age

	
	18-39
	40+
	Total

	
	n
	%
	n
	%
	n
	%

	Current smoker
	68
	46.9
	12
	8.3
	80
	55.2

	Ex-smoker
	10
	6.9
	4
	2.8
	14
	9.7

	Never smoked
	34
	23.4
	15
	10.3
	49
	33.8

	Only smoked a few times
	2
	1.4
	0
	0
	2
	1.4


The negative health effects of smoking are well demonstrated (Bjartveit and Tverdal, 2005) and a number of studies have found cigarette smoking to be associated with a variety of different mental health disorders (NISRA, 2002). Indeed a US study reported that half of all cigarettes are smoked by people who would meet the criteria for a psychiatric disorder in the past month (28%) (Lasser et al., 2000). 

Over forty eight percent of current smokers had also used marijuana in the last 12 months (see table 8). Twenty two percent of current smokers had not smoked marijuana in the last 12 months. 

Table 8: Smoking and marijuana use

	Marijuana use 12 months
	Yes
	No
	Total

	
	n
	%
	n
	%
	n
	%

	Current smoker
	44
	48.4
	20
	22
	64
	70.3

	Ex-smoker
	6
	6.6
	6
	6.6
	12
	13.2

	Never smoked
	6
	6.6
	8
	8.8
	14
	15.4

	Only smoked a few times
	1
	1.1
	0
	0
	1
	1.1


There is also an association between the number of cigarettes smoked and the number of neurotic symptoms experienced (Lasser et a., 2000; Meltzer, 1995). Interventions aimed at helping people quit smoking may be particularly useful for unemployed men; however further research may be required to establish the most effective interventions for helping unemployed men quit.

3.3 Alcohol use, abuse and dependence

As shown on figure 1 the majority of the participants (57%, n = 83) reported having their first alcoholic drink when they were aged between 13 and 16. Approximately 3% (n = 4) of respondents reported having their first alcoholic drink before the age of 10 years. Approximately 12% (n = 29) of respondents reported having their first alcoholic drink between the ages of 10 and 12. The smallest proportion, 10% (n = 14) had their first alcoholic drink at 17 or 18 years. 

Figure 1: Age at which participants first drank alcohol
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The findings from this study confirmed a pattern of ‘binge drinking’ among this group i.e. unsafe amounts of alcohol being drunk once or twice a week. During the past 12 months 3% (n = 4) of participants reported drinking nearly every day. However the proportion rises to 21% (n = 31) for 3 to 4 days a week and 43% (n = 63), for 1 to 2 days per week. Similar percentages reported drinking 1 to 3 days a month (13%, n = 19) and less than once a month (12%, n = 18). Only 1% (n = 2) reported not drinking during the past year. On the days when the respondents were drinking only 9% (n = 13) reported drinking within the current recommended amounts for males, four units (2 to 4 drinks) (Department of Health, 2005). 29% (n = 42) reported drinking 5 to 8 drinks, approximately 21% reported drinking 9 to 12 drinks and 20% (n = 29) reported drinking 13 to 24 drinks per day. Binge drinking is defined as drinking more than 10 units of alcohol on one occasion; given that one pint of normal strength beer contains two units of alcohol it is likely that even those people reporting drinking between five and eight drinks can be categorised as binge drinking (Ferner and Chambers, 2001). Up to 70% of this group may therefore be regular binge drinkers and this figure is substantially higher than the UK average of 40% (Bornomo and Promois, 2005). Approximately 58% (n = 67) of respondents reported that there had been a year in their lives when they had drunk more than they did in the last 12 months. The negative health effects of drinking alcohol at these levels are well demonstrated. Binge drinking can cause arrhythmia and sudden death or lead to cirrhosis of the liver (Ferner and Chambers, 2001). Heavy drinking is also associated with depression and other mental health problems (Paschall et al., 2005; Wang and Patten, 2002). These figures therefore indicate a need for alcohol awareness initiatives among unemployed men.

Table 9 gives the proportion of participants who reported symptoms of alcohol abuse and dependence. In this study 26.1% (n = 35) of participants met the criteria for a diagnosis of alcohol abuse. This proportion is considerably higher than the rates of alcohol abuse within Europe (4% generally, 7% in males (The EASEMeD/ MHEDEA 2000 Investigators 2004a), and the US (14% in males, Singleton et al., 2002). The definition of alcohol abuse centres round the effects of alcohol use on the person’s roles. The most common problems were that drinking interfered with work (31%) and drinking more than one planned or when one planned not to (30%). Other effects included causing problems with family, friends or others (26%, n = 38), jeopardizing their safety or drinking when they could get hurt (19%, n = 27) and problems with the police (18%, n = 26). These suggest that there may be significant social and family effects of alcohol abuse for these participants. The fact that 31% of these men claimed that drinking interfered with work suggests that alcohol abuse may have been a factor causing their unemployment. Treatment services may be required in order for some of these individuals to return to employment.

Alcohol dependence refers to an addiction to alcohol and 14.2% (n = 19) of this group met the criteria for alcohol dependence. The rates of alcohol dependence in these participants are higher than those from similar studies in the UK (13% of males, Singleton et al., 2002) and in Europe (1.8% among males, The EASEMeD/ MHEDEA 2000 Investigators 2004a).
Table 9: Reported negative effects of drinking alcohol

	Effect
	Number
	Percentage

	Drinking interfered with your work
	45
	31.0

	Drinking cause problems family/friends/others
	38
	26.2

	Continued to drink even though it caused problems with others
	32
	22.1

	Jeopardized safety drank when could get hurt
	27
	18.6

	Drinking resulted problems with police
	26
	17.9

	Had a strong and irresistible urge to drink
	20
	13.8

	Needed larger amount alcohol to get effect
	27
	18.6

	Did not feel well when you stopped drinking
	18
	12.4

	Drank to keep from feeling physical/emotional problems
	2
	1.4

	Drank when planned not to/more than planned
	44
	30.3

	Drank more frequently than intended
	5
	3.4

	Got drunk when you did not want to
	2
	1.4

	Tried were not able stop/cut down drinking
	22
	15.2

	Spent several days drinking or recovering from the effects of drinking
	27
	18.6

	Gave up/reduced activities due drinking
	14
	9.7

	Caused or worsened physical or emotional problems
	23
	15.9


Most respondents reported starting to drink alcohol between the ages of 12 and 16 years. Of the 28% of people who reported having a drink problem, the most common age for the onset of problem drinking was 18 years. Ten people (7%) reported having a drinking problem at age 16 or earlier and 14% (n = 21) between the ages 17 and 20 years. The percentage drops again to 7% (n = 10) between the ages of 22 and 40. Figure 2 shows the age of first drinking problem for those people who reported having a drinking problem. Half of the people who reported having a drinking problem (n = 20, 14% of the total sample) had never made a serious attempt to quit drinking. Six people (4% of the total) had made between one and five serious attempts to quit drinking and nine people (6% of the total) had made between 6 and 29 serious attempts to quit drinking.

Figure 2: Age participants first had a drinking problem
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3.4 Illegal drug use, abuse and dependence

Just over a quarter (26.1%) of this group of unemployed men met the criteria for a diagnosis of drug abuse and 6% for drug dependence. Once again these figures are higher than other countries; in England and Wales the rates of use of any illegal drug are 32% among males and 0.54% for males for drug dependence (Singleton et al., 2002). In this study, as with other population studies marijuana was the most commonly used illegal drug; with almost two thirds of the sample reporting having used marijuana. The use of marijuana can produce adverse physical, mental, emotional, and behavioural changes, and, contrary to popular belief, can be addictive. Marijuana smoke, like cigarette smoke, can harm the lungs. The use of marijuana can impair short-term memory, verbal skills, and judgment and distort perception. It also may weaken the immune system and possibly increase a user's likelihood of developing cancer. The increasing use of marijuana by very young people may have a profoundly negative effect upon their development (Volkow, 2005). 

Over a quarter (28%) had taken cocaine, and 38% had used other drugs such as heroin, opium, glue, LSD (see table 10). There are a number of mental and physical health problems associated with cocaine use. Cocaine is a strong central nervous system stimulant that interferes with the reabsorption process of dopamine, a chemical messenger associated with pleasure and movement. Some users of cocaine report feelings of restlessness, irritability, and anxiety. Tolerance may develop. Some users will increase their doses to intensify and prolong the euphoric effects. Heavy use of cocaine may cause irritability, restlessness, and paranoia and may result in paranoid psychosis. Other complications associated with cocaine use include cardiovascular, respiratory and gastrointestinal complications. Research by the National Institute on Drug Abuse (NIDA) found that mixing cocaine and alcohol produces cocaethylene, which intensifies the drug’s euphoric effects, and potentially increases the risk of sudden death (Volkow 2005). The high rates of marijuana and cocaine use among this group are therefore a cause for concern and drug awareness and education campaigns targeting unemployed men may be useful.
Table 10: Drugs ever used

	Drug
	Number
	Percentage

	Marijuana or hashish
	91
	62.8

	Cocaine (in any form)
	40
	27.6

	Prescription drugs (without a doctor’s recommendation)
	24
	16.6

	Any other drug - such as heroin, opium, glue, LSD
	55
	37.9


Marijuana was also used at a younger age than the other drugs with half of respondents having used marijuana before the age of 18 compared with only 9% for cocaine. Table 11 shows the age of first use of different categories of drugs.

Table 11: Total numbers using different drugs in the past year

and age of first use of different drugs

	Drug
	Total
	10-12yrs
	13-15yrs
	16-18yrs
	19-25yrs
	26+yrs

	
	n
	%
	n
	%
	n
	%
	n
	%
	N
	%
	n
	%

	Marijuana/hashish
	57
	39.3
	5
	3.4
	26
	17.9
	41
	28.3
	9
	6.2
	9
	6.2

	Cocaine 
	23
	15.9
	-
	-
	4
	2.8
	9
	6.2
	22
	15.2
	4
	2.8

	Prescription drugs (without a doctor’s recommendation)
	23
	15.9
	3
	2.1
	5
	3.4
	4
	2.8
	8
	5.5
	1
	0.7

	Other drugs (heroin, opium, glue, LSD)
	11
	7.6
	1
	.7
	11
	7.6
	22
	15.2
	15
	10.3
	4
	2.8


As table 12 shows, many of these participants are continuing to use illegal drugs. The most common currently used drug was marijuana (39%, n = 57) followed by cocaine (16%, n = 23) and ‘other’ drugs (16%, n = 23). Approximately 8% (n = 11) had used prescription medication without a doctor’s recommendation in the last 12 months (see table 8). Marijuana was also the most frequently used illegal drug, used on a daily basis by more people than cocaine, prescription and other drugs. Marijuana was used nearly every day by approximately 15% (n = 22) of respondents, while cocaine was used less than once a month by just over 13% (n = 19) of respondents, prescription drugs just over 6% (n = 9) less than once a month and other drugs approximately 12% (n = 17) less than once a month.
Table 12: Frequency of drug use

	Drug
	Nearly every day
	3-4 days per week
	1-2 days per week
	1-3 days per month
	Less than once a month

	
	n
	%
	n
	%
	n
	%
	n
	%
	n
	%

	Marijuana 
	22
	15.2
	13
	9.0
	7
	4.8
	3
	2.1
	12
	8.3

	Cocaine
	1
	0.7
	1
	0.7
	2
	1.4
	2
	1.4
	19
	13.1

	Prescription drugs (without a doctor’s recommendation)
	-
	-
	-
	-
	-
	-
	2
	1.4
	9
	6.2

	Other drugs (heroin, opium, glue, LSD)
	1
	0.7
	-
	-
	-
	-
	5
	3.4
	17
	11.7


According to DSM IV the definition of drug abuse is use that interferes with the person’s roles and obligations, use in situations where it is hazardous, drug related legal problems, or continued use despite having social or interpersonal problems associated with use. Drug dependence refers to physiological addiction to drugs. Table 13 shows the proportions of this group who reported drug related problems. The most commonly reported drug problems were the use of drugs to manage physical symptoms (21%), using drugs in situations where their safety could be compromised (19%) and using drugs when they had not planned to or using more than planned (18%).

Table 13: Problems with drug use

	Problem
	Number
	Percentage

	Use interfered with work
	21
	14.5

	Problems with family/friends/others
	21
	14.5

	Continued use despite problems with other people
	18
	12.4

	Jeopardised safety or used drugs when could get hurt
	28
	19.3

	Arrested or stopped by police due to drug use
	7
	4.8

	Strong irresistible urge to use drugs
	17
	11.7

	Needed larger amount drugs get effect
	27
	18.6

	Feeling unwell when stopped drug use
	18
	12.4

	Using drugs to keep from feeling physical problems
	31
	21.4

	Using drugs planned not to or more than planned
	26
	17.9

	Using drugs more frequently than intended
	7
	4.8

	Tried to stop or cut down and found that you were unable to
	16
	11.0

	Spending several days drug use or recovering from their effects
	21
	14.5

	Gave up or reduced activities due drug use
	13
	9.0

	Use caused or worsened physical/emotional problems
	12
	8.3


Just under a quarter of those respondents who used drugs, 23% (n= 33) reported having problems due to their use of drugs. As figure 3 shows, the range of age of onset of drug related problems was 12 to 40 years. The most common age to report drug related problems was 18 years (30% of those with problems). 

Figure 3: Age participants first had a drug problem
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Whilst 11% of this group (n = 16) spoke to a doctor about their use of illegal drugs, only 2% (n = 3) received helpful or effective treatment for their drug use. Only 4% of the group (n = 6) sought help at ages 13, 15 and 22. The remainder of those people seeking help (7%, n = 10) did so at 26 years of age or older. According to the European Monitoring Centre for Drugs and Drug Addiction (2005) treatment should be offered to people who are drug dependent. These findings suggest that unemployed men in this area may not access the treatments they require and that further work is needed in improving access to drug treatment services for this group. 

Over ten percent of the overall sample met the criteria for drug abuse and alcohol abuse (see table 14). Nine percent of the overall sample met the criteria for drug abuse and alcohol dependence. 

Table 14: Association between Drugs and Alcohol Dependence and Abuse

	Drug dependence
	Yes
	No
	Total

	Alcohol
	n
	%
	n
	%
	n
	%

	Alcohol dependence
	0
	0
	19
	14.2
	19
	14.2

	Alcohol abuse
	3
	2.2
	32
	23.9
	35
	26.1

	

	Drug abuse
	Yes
	No
	Total

	Alcohol
	n
	%
	n
	%
	n
	%

	Alcohol dependence
	12
	9
	7
	5.2
	19
	14.2

	Alcohol abuse
	14
	10.4
	21
	15.7
	35
	26.1


3.5 Suicidality

A total of 32 of participants (22%) reported that they had seriously thought about suicide. Twelve of these people (8%) had made a plan to kill themselves. Nine people had seriously thought about killing themselves in the past year and five (0.4%) had made a plan for suicide in the past year. Sixteen people (11%) had attempted suicide; in 11 cases there was one attempt. One person attempted suicide on two occasions; two people made three suicide attempts and one person had attempted suicide four times. The sixteen people who attempted suicide were asked about their motives. Six people reported that the attempt was a serious attempt to kill themselves and that it was only luck that prevented them from dying. Two people claimed that they tried to kill themselves but knew that the method was not fool proof. Eight people claimed that their attempt was a cry for help, that they did not intend to die.

Table 15 gives the rates of suicidality from the first phase of the Northern Ireland Study of Health and Stress (n = 126 males) compared with the rates from the current study. The rates of suicidality among the group of unemployed men in the current study are considerably higher indicating that unemployed men in the region served by the WHSSB are at particularly high risk of suicide. This group should therefore be targeted in suicide prevention initiatives.

Table 15: Rates of suicidality among the males in the NISHS compared with the unemployed men in the WHSSB area

	
	WHSSB
	NISHS

	
	n
	%
	n
	%

	Seriously thought about suicide
	32
	22.1
	8
	6.3

	Seriously thought about last 12 months
	9
	6.2
	2
	1.6

	Made a plan to commit suicide
	12
	8.3
	1
	.8

	Made a plan in the last 12 months
	5
	3.4
	1
	.8

	Attempted suicide
	16
	11
	5
	4


In general people who had seriously thought about committing suicide 11 could rely on their relatives a lot and 7 and 12 talked to friends most everyday or a few times a week. Of those who had seriously thought about committing suicide 3 and 5 responded that they would let someone know if they had a problem always or most of the time. Sixteen respondents would let people know if they had a problem rarely or never.

In general people who had attempted suicide 6 could rely on their relatives a lot and 4 and 6 talked to friends most everyday or a few times a week. Of those who had attempted suicide 1 and 2 responded that they would let someone know if they had a problem always or most of the time. One and 6 would let someone know if they had a problem rarely or never. This suggests that this group of unemployed men do have access to social support networks from friends and family. Those who do not let friends or family know when they have a problem are those most likely to think about and attempt suicide. It is therefore important to find ways of encouraging unemployed men to talk about problems especially mental health problems.
3.6 Depression 

In the current study 15% of the sample met the criteria for diagnosis of major depressive episode and over 19% for major depressive disorder. These rates are higher than in the UK (11% of males, Singleton et al., 2002) and in Europe (major depression; 8.9% of males, The EASEMeD/ MHEDEA 2000 Investigators 2004a). When the individual questions relating to depression are examined (see table 16) we find that high proportions of the men in this group may be at risk of developing depression in the future. 

Table 16: Participants’ responses to the individual questions associated with a diagnosis of depression

	
	Number
	Percentage

	Felt discouraged about things in life, several days or longer
	63
	43.4

	Lost interest in things enjoyed, several days or longer
	53
	36.6

	Sad or discouraged or uninterested for two weeks or longer
	49
	33.8


As indicated in the literature review, higher rates of depression among unemployed people have been demonstrated in a number of studies. The Northern Ireland Health and Social Wellbeing Survey found that people who were unemployed were more likely to have experienced a great deal of worry or stress than those in employment (17% compared with 10%) (NISRA, 2002). Losing a job may itself contribute to depression (Dooley et al., 1994; Claussen, 1999). These results, along with the alcohol abuse findings reported earlier suggest that Dooley and Prause’s (2002) contention that depression and alcohol consumption are associated with becoming unemployed may require further research. Workplace interventions may thus be helpful in preventing alcohol abuse, mental health problems and unemployment. The area served by the WHSSB has high levels of poverty and deprivation (Hillyard, 2003). Stress and worry associated with financial concerns are likely to be high among this group of men, many of whom would have a low income, putting them at high risk of depression. Ways of helping unemployed men to deal with the stress associated with long-term employment should be examined in order to reduce the rates of depression in this group. 

Participants’ reported reasons for the worst episode of emotional distress are given on table 17. The most common cause of emotional distress was the death of a loved one and this was reported by 9% of the group (n = 13). These findings indicate that bereavement support may be a particular issue for this group and further research into the effects of bereavement on mental health may be relevant. 

Table 17: Cause of worst episode of depression

	
	Number
	Percentage

	Overwork
	2
	1.4

	Tension
	5
	3.4

	Death of loved one
	13
	9.0

	Marital separation/divorce
	4
	2.8

	Job loss
	4
	2.8

	Stress
	4
	2.8

	Other stressful experience
	5
	3.4

	Other physical illness or injury
	1
	.7

	Other
	6
	4.1


As shown on table 18, symptoms of depression were reported by a substantial proportion of the group. The most common symptoms were sleep related with 30% of participants (n = 44) having trouble falling or staying asleep or waking early. A fifth of participants (21%, n = 31) reported sleeping less than usual and a quarter (26%, n = 37) reported feeling tired/low in energy. In keeping with the high suicidality figures, 21% (n = 30) thought a-lot about death and 15% (n = 22) reported feeling that they would be better off if they were dead. The National Institute for Clinical Excellence provides evidence based guidelines for the treatment of depression in primary and secondary care. They recommend guided self-help including cognitive behavioural therapy for cases of mild depression and a psychological treatment programme for mild to moderate cases. They advise that severe or treatment resistant depression should be treated with a combination of psychological therapy and selective serotonin reuptake inhibitors (SSRIs) (National Institute for Clinical Excellence, 2004). However, only 8% of the group (n = 12) had talked to a medical professional about their symptoms and thus many cases of depression remain untreated. There is therefore a clear need for greater awareness of and access to treatments for depression for unemployed men. 

Table 18: Participants’ reported symptoms of depression

	
	Number
	Percentage

	Trouble falling/staying asleep, waking early
	44
	30.3

	Sleeping less than usual
	31
	21.4

	Feeling tired/low in energy
	37
	25.5

	Thinking a lot about death
	30
	20.7

	Thinking they would better off dead
	22
	15.2


3.7 Panic attacks and phobias

The rates of panic attacks among the unemployed men in this study were 22.4% (n = 30), this rate was higher than in England and Wales (2% for men and women, Singleton et al., 2002) and Europe (2.1% generally and 1.6% for males; The ESEMeD/MHEDEA 2000 Investigators, 2004a). Likewise the rates of specific phobias, at 11.9%, were much higher in this group than males in England and Wales (3%, Singleton et al., 2002) and Europe (4.9% for males, The ESEMeD/MHEDEA 2000 Investigators, 2004a) see table 19. Of this group, 8.2% met the criteria for a diagnosis of social phobia. Again, a variety of treatments are available for phobias and panic attacks (Department of Health, 2001) and the high rates of these disorders in this group of unemployed men indicates a need for increased awareness of the treatments and improved access to services in this group. 

Table 19: Comparison of Panic attacks, specific phobias

and PTSD in the WHSSB, UK and Europe

	
	WHSSB
	UK
	EU

	Panic attacks
	22.4%
	2%
	1.6%

	Specific phobias
	11.9%
	3%
	4.9%

	PTSD
	9.7%
	N\A
	0.9%


3.8 Post Traumatic Stress Disorder

Post Traumatic Stress Disorder (PTSD) is a form of anxiety disorder and the symptoms can be intense and enduring. People with PTSD may experience flashbacks, nightmares, or frightening thoughts, especially when they are exposed to events or objects, which remind them of the trauma. Other symptoms include emotional numbness and sleep disturbance, depression, and other forms of anxiety, irritability, intense anger or guilt. PTSD is diagnosed when symptoms last more than one month after they commenced. Symptoms often begin within three months of a traumatic event, although it is not uncommon for them to appear for the first time, years later. Trauma (including PTSD) is often accompanied by depression, alcohol or drug abuse, or another anxiety disorder. The likelihood of success with the treatment is increased when these other conditions are identified and treated as well (National Institute for Clinical Excellence, 2005). PTSD can have a huge impact on the individual’s quality of life and individuals experiencing severe symptoms may be unable to hold down a full time job. In this study 9.7% (n = 13) of the participants met the criteria for a diagnosis of PTSD, this rate is higher than the US rate (6.3% for males and females) and is 10 times higher than the European rates for males (0.9%, The EASEMeD/ MHEDEA 2000 Investigators, 2004a) see table 19. The most common reason given for post traumatic stress disorder symptoms was the unexpected death of a loved one and this was experienced by 11.7% (n = 17) of the group followed by witnessing a death, seeing a dead body unexpectedly or seeing someone seriously injured 4.8% (n = 7). It may be that these traumas were a consequence of the civil conflict which may account for the high rates in this group and may demonstrate a need for enhanced provision of services in areas most affected by the conflict.

Following a review of the evidence the National Institute for Clinical Excellence advises that one to one, single session interventions focusing on the incident should not be routine practice. They recommend that outpatient treatment with trauma focused psychological treatment; cognitive-behavioural therapy or eye movement desensitization and reprocessing (EMDR) should be offered to people with a diagnosis of PTSD (National Institute for Clinical Excellence, 2005). Efforts should therefore continue to publicise the disorder and increase access to appropriate treatments for this group.

3.9 Use of services for mental health problems

Participants’ use of services and treatments for mental health difficulties are reported on table 20. The most common professional seen by the participants was a general practitioner (20.7%; n = 30), followed by a counsellor (9.6%; n = 14) and a psychiatrist (7.6%; n = 11). The most commonly used service was counselling, used by 15.9% of participants (n = 23) followed by prescription medication used by 14.5% (n = 21). The proportion receiving counselling was higher than those for visiting a counsellor indicating that nine people had received counselling from another professional. Despite reports of increasing popularity, the use of Internet support groups, self-help groups or hotlines was reported by only four participants (2.8%) and only small proportions of respondents reported using ‘alternative therapies’. 

Given the high proportions of mental health problems among this group it might be appropriate that service providers increase their efforts to raise awareness of the available mental health services to unemployed men. The location and content of advertising and awareness campaigns could be designed to target this group. The role of GPs as the gatekeepers to mental health services for unemployed men is also confirmed in this study. However, there remains a stigma associated with coming forward for treatment. 
Table 20: Participants’ use of treatments, services and health care professionals for mental health problems

	
	Number
	Percentage

	Overnight stay in hospital
	9
	6.2

	Internet support group or chatroom
	4
	2.8

	Self-help group
	4
	2.8

	Hotline
	4
	2.8

	Counselling
	23
	15.9

	Prescription medication
	21
	14.5

	Psychiatrist
	11
	7.6

	General practitioner or family doctor
	30
	20.7

	Psychologist
	5
	3.5

	Social worker
	2
	1.4

	Counsellor
	14
	9.6

	Any other mental health professional
	4
	2.8

	A nurse, occupational therapist, or other health professional
	3
	2.1

	A religious or spiritual advisor (minister/ priest)
	3
	2.1

	Any other healer
	1
	.7

	Chiropractor
	2
	1.4

	Energy healing specialist
	1
	.7

	Exercise or movement therapist
	4
	2.8

	High dose mega-vitamins
	2
	1.4

	Prayer or other spiritual practices
	4
	2.8

	Relaxation or meditation techniques
	4
	2.8

	Masseuse
	2
	1.4

	Talks with phone psychic
	1
	0.7


3.10 Mental health disorders 

The diagnoses of mental health disorders were calculated using algorithms based on the DSM-IV on 134 cases, there was incomplete information on all cases upon which to base a diagnosis. For this comparison the diagnoses were also calculated for 126 males from a Northern Ireland population sample (see table 21). The percentages were higher in the unemployed men from the Western Board area compared to the Northern Ireland sample for many of the diagnoses. For example: Major Depressive Episode 14.9% and 4.8%; Major Depressive Disorder 19.4% and 12.7%; Panic Attack 22.4% and 4.8%; Post Traumatic Stress Disorder 9.7% and 1.6%; Alcohol Abuse 26.1% and 17.5%; Drug Abuse 23.1% and 6.3%. The percentages were lower among the unemployed men from the Western Board area compared to NI for the following diagnoses; Panic Disorder 15.1% and 7.5%; Attention Deficit Disorder 0.8% and 0%; Conduct Disorder 4% and 0.7% and Oppositional Defiant Disorder 4.8% and 0.7%.  

In the Northern Ireland 2001 census there were 11,192 unemployed persons in the Western Board area. Of those unemployed 7,670 were male. Table 21 shows the projected figures for unemployed men in the North West who would be diagnosed positive for mental health disorders.

Table 21: Rates of mental health disorders in the sample of unemployed men compared with the NISHS and projected figures for mental health disorders

	Diagnosis
	WHSSB
	NISHS
	Projected

	DSM-IV
	n
	%
	n
	%
	%
	n

	Social phobia
	11
	8.2
	N\A
	
	8.2
	629

	Specific phobia

	16
	11.9
	5
	4
	11.9
	913

	Mania
	13
	9.7
	7
	5.6
	9.7
	744

	Hypomania
	5
	3.7
	3
	2.4
	3.7
	284

	Major depressive episode
	20
	14.9
	6
	4.8
	14.9
	1143

	Major depressive disorder
	26
	19.4
	16
	12.7
	19.4
	1488

	Bipolar disorder
	12
	9
	N\A
	
	9
	690

	Dysthymia disorder
	4
	3
	10
	7.9
	3
	230

	Minor depression disorder
	1
	.7
	0
	0
	.7
	54

	Panic attack
	30
	22.4
	6
	4.8
	22.4
	1718

	Panic disorder
	10
	7.5
	19
	15.1
	7.5
	575

	Obsessive compulsive disorder
	1
	.7
	0
	0
	.7
	54

	Generalised anxiety disorder
	4
	3
	2
	1.6
	3
	230

	Separation anxiety
	3
	2.2
	0
	0
	2.2
	169

	Adult separation anxiety
	2
	1.5
	0
	0
	1.5
	115

	Agoraphobia
	3
	2.2
	2
	1.6
	2.2
	169

	Post traumatic stress disorder
	13
	9.7
	2
	1.6
	9.7
	744

	Alcohol dependence
	19
	14.2
	N\A
	
	14.2
	1089

	Alcohol abuse
	35
	26.1
	22
	17.5
	26.1
	2002

	Drug dependence
	8
	6
	N\A
	
	6
	460

	Drug abuse
	31
	23.1
	8
	6.3
	23.1
	1772

	Anorexia
	2
	1.5
	N\A
	
	1.5
	115

	Bulimia
	2
	1.5
	1
	.8
	1.5
	115

	Attention deficit disorder
	0
	0
	1
	.8
	0
	0

	Conduct disorder
	1
	.7
	5
	4
	.7
	54

	Oppositional defiant disorder
	1
	.7
	6
	4.8
	.7
	54

	Intermittent explosive disorder
	2
	1.5
	0
	0
	1.5
	115

	Pathological gambling
	0
	0
	0
	0
	0
	0


4. Indicative Action Plan

This study of men who were long term unemployed (more than six months) revealed higher rates of substance use and mental health disorders than the males in the first wave of the Northern Ireland Study of Health and Stress and in similar studies in the UK and other parts of Europe. Furthermore, the responses to individual questions on symptoms and suicidality indicate that a high proportion of these men may be at risk of developing mental health disorders or even of suicide in the future. The results support the hypothesised links between unemployment, mental health problems and substance use and abuse. 

The results suggest that a substantial proportion of men who are long term unemployed may be unable to obtain employment or to hold down a job due to their mental health difficulties. In order to facilitate these individuals to become employed the authorities firstly need to take steps to address their mental health difficulties. The Core Gateway Programme offers an ideal forum in which an initial mental health assessment might be undertaken. This assessment could be used to refer individuals to the appropriate mental health services. Mental health issues could also be addressed in the Core Gateway Programmes at a group level, in a mental health promotion context. Clients could be informed about the signs of stress and emotional problems, and of services available.

The following, more general recommendations also arise from the results of this study.

· The location and content of mental health promotion and awareness initiatives should be designed to target this high-risk group. 

· The providers of services for unemployed men, government groups and people who work with this group may have a role in mental health promotion. These staff should be aware of the symptoms of mental health problems and suicidality and should be in a position to provide information about the available services.
· General practitioners should be made aware that although unemployed men will seek help for drug related problems few of those questioned received helpful or effective treatment. Therefore, awareness of support in the community and voluntary sectors for drug abuse and dependence needs to be highlighted amongst GPs. 
· Others, who may have contact with unemployed men, include bar staff, taxi drivers and workers in off-licences. These people could also receive training in identifying high risk individuals and encouraging them to seek assistance.
· Further research is required to establish the most effective interventions for helping unemployed men quit smoking. Stopping smoking interventions should be targeted towards unemployed men.
· There is a need for heightened awareness of safe drinking guidelines among unemployed men. 

· Further work is required to increase awareness of, and access to, mental health treatments and services for unemployed men. Priorities include drug and alcohol abuse and dependence services and treatments for depression and panic disorders. 

· The cause and effects of PTSD in this area should be examined further, and services to treat PTSD should be more widely available. 

· Given the early age of first trying alcohol and drugs in this group it is advised that alcohol and drugs education and interventions should target children of primary school age.
· Drugs awareness campaigns should be targeted towards this group; particular emphasis should be placed on awareness of the harmful effects of cocaine and marijuana. 

· There may remain a stigma associated with presenting for treatment for mental health difficulties. Further research to determine the attitudes and beliefs about mental health services held by particular sections of society, including unemployed men, may be helpful in understanding the barriers to seeking treatment. 

· Suicidality is a particular problem and the possibility of targeting this group specifically in suicide prevention campaigns should be examined.

· Stress management is an important aspect of mental health promotion and the provision of such interventions for unemployed men may be useful. 

· Primary care remains the first port of call for access to mental health services. Practitioners should be aware of this role and the particular challenges faced by unemployed men. 

References 

Alvaro JL & Fraser C (1994) The psychological impact of unemployment in Spain. The International Journal of Sociology & Social Policy 14(9):1-19.

Bonomo Y & Promois J (2005) Substance misuse: alcohol, tobacco, inhalants, and other drugs. British Medical Journal 330(7494):777-80.
Brenner SO & Bartell R (1983) The Psychological Impact of unemployment: A Structural Analysis of Cross-Sectional Data. Journal of Occupational Psychology 56(2):129-137.

Breslin FC & Mustard C (2003) Factors influencing the impact of unemployment on mental health among young & older adults in a longitudinal, population based survey. Scandinavian Journal of Work, Environment & Health 29(1):5-14.

Broomhall HS & Winefield AH (1990) A comparison of the affective well-being of young & middle aged unemployed men matched for length of employment. British

Journal of Medical Psychology 63(pt1):43-52.

Burchell B (1992) Towards a social psychology of the labour market: Or why we need to understand the labour market before we can understand unemployment. Journal of Occupational and Organizational Psychology 65:345-354.

Cairns E & Wilson R (1991) Northern Ireland: political violence and self-reported physical symptoms in a community sample. Journal of Psychosomatic Research 35(6):707-11. 
Claussen B (1999) Health & re-employment in a five-year follow-up of long term unemployed. Scandinavian Journal of Public Health 27(2):94-100.

Comino EJ, Harris E, Chey T, Manicavasagar V, Wall P, Powell-Davies G, Harris MF (2003) Relationship between mental health disorders & unemployment status in Australian adults. Australian & New Zealand Journal of Psychiatry 37(2):230-235.

Department of Health (2001) Treatment Choice in psychological Therapies and Counselling. Evidence Based Clinical Practice Guideline. London: Department of Health.

Department of Health (2005) Alcohol and Health. How to drink sensibly. http://www.dh.gov.uk/PolicyAndGuidance/HealthAndSocialCareTopics/AlcoholMisuse/AlcoholMisuseGeneralInformation/fs/en
Dooley D & Prause J (1995) Effect of unemployment on school leavers' self-esteem. Journal of Occupational and Organizational Psychology 68:177-192.

Dooley D & Prause J (2002) Mental health & welfare transitions: depression & alcohol abuse in AFDC women. American Journal of Community Psychology 30(6): 787-813.

Dooley D, Catalano R, Wilson G (1994) Depression & Unemployment: Panel Findings from the Epidemiologic Catchment Area Study. American Journal of Community Psychology 22(6):645-765.
European Monitoring Centre for Drugs and Drug Addiction (2005) Profiles: United Kingdom. http://www.emcdda.eu.int/ 

Evans J & Repper J (2000) Employment, social inclusion & mental health. Journal of Psychiatric & Mental Health Nursing 7:15-24.
Ezzy D (1993) Unemployment & mental health: a critical review. Social Science & Medicine 37(1):41.

Fergusson DM & Woodard LJ (2002) Mental health, educational, and social role outcomes of adolescents with depression. Archives of General Psychiatry 59(3):225-31.
Fergusson DM, Horwood LJ, Woodward LJ (2001) Unemployment & psychosocial adjustment in young adults, causation or selection? Social Science and Medicine 53(3):305-20.
Ferner RE & Chambers J (2001) Alcohol intake: measure for measure.
British Medical Journal 323(7327):1439-40.
Flatau P, Galea J, Petridis R (2002) Mental health & well-being & employment. The Australian Economic Review 33(2):161.

Green DW, McManus IC, Derrick BJ (1998). Cognitive structural models of 

unemployment and employment. British Journal of Social Psychology 37, 415-438.

Hammarstrom A & Janlert U (1997) Nervous & depressive symptoms in a longitudinal study of youth unemployment- selection or exposure? Journal of Adolescence 20(3):293-305.

Hammer T (1993) Unemployment & mental health among young people: a longitudinal study. Journal of Adolescence 16(4):407-420.

Hanse JJ & Engstrom T (1999) Sense of coherence and ill health among the unemployed and re-employed after closure of an assembly plant. Work and Stress, 13:204-222.

Harding L & Sewel J (1992) Psychological health and employment status in an island community. Journal of Occupational and Organizational Psychology 65:269-276.

Hepworth S (1980) Moderating Factors of the Psychological Impact of Unemployment. Journal of Occupational Psychology 53(2):139.

Hillyard (2003) Bare Necessities: Poverty & Social Exclusion in Northern Ireland. Belfast: Democratic Dialogue.

Jenkins (2001) Making psychiatric epidemiology useful: the contribution of epidemiology to government policy. Acta Psychiatrica  Scandinavica 103:2-14.
Jenkins R, McCulloch A, Parker C (1998) Supporting and policy makers on mental health policy. Geneva: WHO.
Keefe V, Reid P, Ormsby C, Robson B, Purdie G, Baxter J; Ngati Kahungnu Iwi incorporated (2002) Serious health events following involuntary job loss in New Zealand meat processing workers. International Journal of Epidemiology 31(6):1155-61.

Lasser K, Boyd JW, Woolhandler S, Himmelstein DU, McCormick D, Bor DH (2000) Smoking and mental illness: A population-based prevalence study. Journal of the American Medical Association 284(20):2606-10.

McConnell P, Bebbington P, McClelland R, Gillespie K, Houghton S (2002) Prevalence of psychiatric disorder & the need for psychiatric care in Northern Ireland. The British Journal of Psychiatry 181:214-219.
Meltzer H, Gill B, Petticrew M, Hinds K (1995) The prevalence of psychiatric morbidity among adults living in private households (OPCS Surveys of Psychiatric Morbidity in Great Britain, Report 1: Office of National Statistics). London: HMSO.
Muldoon OT & Wilson K (2001) Ideological commitment, experience of conflict and adjustment in Northern Irish adolescents. Med Confl Surviv 17(2):112-24.
Murphy GC & Athanasou JA (1999) The effect of unemployment on mental health. Journal of Occupational and Organizational Psychology 72: 83-99.

National Institute for Clinical Excellence (2004) Depression. Management of depression in primary and secondary care. London: National Institute for Clinical Excellence.

National Institute for Clinical Excellence (2005) Post-traumatic stress disorder (PTSD). The management of PTSD in adults and children in primary and secondary care. London: National Institute for Clinical Excellence.

Northern Ireland Statistics and Reaseach Agency (2001) Health & Social Well Being Survey. Belfast: DHSSPS

Nordenmark M & Strandh M (1999) Towards a sociological understanding of mental well-being among the unemployed: The role of economic & psychosocial factors. Sociology, The Journal of The British Sociological Association 33(3):577.

O’Reilly D & Stevenson M (2003a) Mental health in Northern Ireland: have "the Troubles" made it worse? Journal of Epidemiology & Community Health 57(7):474-475.

O’Reilly D & Stevenson M (2003b) Selective migration from deprived areas in Northern Ireland and the spatial distribution of inequalities: implications for monitoring health and inequalities in health. Social Science and Medicine 57(8):1455-62.

Owen K & Watson N (1995) Unemployment and mental health. Journal of Psychiatric and Mental Health Nursing 2(2):63-71.
Paschall MJ, Freisthler B, Lipton RI (2005) Moderate alcohol use and depression in young adults: findings from a national longitudinal study. American Journal of Public Health 95(3):453-7
Wang J & Patten SB (2002) The moderating effects of coping strategies on major depression in the general population. Canadian Journal of Psychiatry 47(2):167-73.
Roberts H, Pearson RJ, Madeley RJ, Hanford S, Magowan R (1997) Unemployment & health: the quality of social support among residents in the Trent region of England.  Journal of Epidemiology & Community Health 51:41-45.
Schaufeli WB (1997) Youth unemployment and mental health: some Dutch findings.
Journal of Adolescence 20(3):281-92.
Shevlin M & McGuigan K (2003) The long-term psychological impact of Bloody Sunday on families of the victims as measured by The Revised Impact of Event Scale.
British Journal of Clinical Psychology 42(Pt 4):427-32.
Shortt SE (1996) Is unemployment pathogenic? A review of current concepts with lessons for policy planners. International Journal of Heath Services 26(3):569-89

Singleton N, Lee A, Melzer H (2002) Psychiatric morbidity among adults living in private households 2000. Technical Report. London: National Statistics Office.

Slade E & Salkever D (2001) Symptom Effects on Employment in a Structured Model of Mental Illness & Treatment: Analysis of Patients with Schizophrenia. Journal of Mental Health Policy & Economics 4(1):25-34.
The ESEMeD/ MHEDEA 2000 Investigators (2004a) Prevalence of mental disorders in Europe: results from the European Study of the Epidemiology of Mental Disorders (ESEMeD) project. Acta Psychiatrica Scandinavica, 109 (Suppl. 420):21-27.

The ESEMeD/ MHEDEA 2000 Investigators (2004b) 12-Month comorbidity patterns and associated factors in Europe: results from the European Study of the Epidemiology of Mental Disorders (ESEMeD) project. Acta Psychiatrica Scandinavica, 109 (Suppl. 420):28-37.

Underlid K (1996) Activity during unemployment & mental health. Scandinavian Journal of Psychology 37(3):269-281.
US Department of Health & Human Services (1999) Mental Health, A Report of the Surgeon General. Rockville MD: US Department of Health & Human Services, Substance Abuse & Mental Health Services Administration, Centre for Mental Health Services, National Institutes of Mental Health.
Viinamaki H, Kontula O, Niskanen L, Koskela K (1995) The association between economic & social factors & mental health in Finland. Acta Psychiatrica Scandinavica 92(3):208-213.
Volkow ND (2005) What do we know about drug addiction? American Journal of  Psychiatry 162(8):1401-2.
WHSSB (2003) Investing for Health. State of our Health in Western Health & Social Services Board Area. Londonderry: WHSSB.
PAGE  
19

_1196753690.bin

_1196754605.bin

_1196753539.bin

