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editor's message

.t seemed so much easier at the brainstorming table. Men’s and boys’

1 mental health is something that has never had its own Visions issue be-

a Ite rn ati es fore. Yes, there are arguments that all mental health services and research

are implicitly based on men, but if a gender lens reveals inequities for women

approac es then it also has the ability to reveal areas of concern for men. The problem is,

it seems, that men don’t think they are a gender. LucKily, there is an emerging

field of scholarship looking at masculinism and how it affects men and boys.

This area of research is identifying some important conflicts between health-
seeking behaviour and men’s socialization.

In reality, putting this issue together was harder and more interesting than
we thought. Men’s difficulties expressing themselves in a masculinist society is
repeated in many of the articles in this Issue. Most of the articles have an un-
dercurrent of the stereotyped, strong, silent male secretly dealing with his own
issues. For the health of men and of boys, we must challenge this idea.

While we have captured a variety of experiences, services, research and
background information, there are always things that are left out, unavailable,
or simply missed. We would love to hear about those things. Noticeable by their
absence are articles on men’s housing issues, men and their relationships, ADD/
R ADHD in boys and men, issues of poverty, the criminalization of mental illness
region al and substance use (or in many cases, pathologizing of criminal behaviour), and
prgg rams issues for men with other disabilities alongside of mental illness. I am sure that

this does not exhaust the things that impact the lives of men and boys.
Listening to the voices of people living with health issues balances the

32 Extreme Kindness and Mental Health
Brad Stokes-Bennett

32 Postpartum Depression: In men?
Laurynas Navidauskas

34 Men Have Eating Disorders Too:
A retreat approach Gary Holdgrafer

35 Men'’s Empowerment for Learning and Living dominant words of the health industry, but it is not easy. These articles chal-
Leanne McKenna lenge our personal beliefs and may even offend us. The voices of these brave
36 Wellness Gathering: Contributing to the authors must be heard alongside the research and the service descriptions.
mental health of First Nation men Brian Muth ~ They are, after all, the sole reason that many of us work in this field. They are
38 Gayway: Supporting gay men Phillip Banks also graphic in detail, as you will see in a couple of the following articles. So

take a deep breath. Dive in. Let us know if these articles challenge you, open
up new ways of looking at the issues, or simple affirm for you something you

39 Nothing’s Wrong: Aman’s guide to managing ~ have experienced.
his feelings [book review] Aaron White ..
40 Resources Christina Martens

Christina is Executive Director of the Canadian Mental Health
Association’s Mid-Island Branch. She has an MEd in Community
Rehabilitation and Disability Studies and is working towards her

doctorate in Policy and Practice in the Faculty of Human and
Social Development at the University of Victoria
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guest editorial

Aaron White, PhD
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Aaron is a school psychologist

and counsellor for students

with mental health and
behaviour disorders for

the West Vancouver
School District. He is
also an adjunct professor
in UBC’s Department

of Educational and
Counselling Psychology,
and Special Education.
Research interests include
sexual harassment,
sexual risk taking, and
teen Internet use. Aaron
has facilitated men’s
counselling and support
groups and has taught
anger management and
violence prevention skills
to young men

footnotes

1 Pollack, W. & Shuster,
T. (2001) Real Boys’Voices.

New York: Penguin Group.

2 Crick, N.R. & Zahn-Wax-
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opment of psychopathology
in females and males: Current
progress and future chal-
lenges. Development and Psy-
chopathology, 15, 719-742.

3 Polce-Lynch, M., Myers,
B.J., Kliewer, W. et al.
(2001). Adolescent self-es-
teem and gender: Exploring
relations to sexual harass-
ment, body image, media
influence, and emotional
expression. Journal of Youth and
Adolescence, 30, 225-244.

Visions Journal

At the Intersection of Biology and Culture

ust as the Winter 2004 Visions issue examined men-

tal health and addictions issues facing women, this

edition looks at these issues from the male perspec-
tive. Men live at the intersection between biology and
culture, and the resulting predispositions, societal pres-
sures, and cultural expectations create mental health
challenges unique to their gender.

There are physical differences in brain structures and
hormonal patterns between the sexes. The male neuro-
logical and biochemical makeup results in men having
greater risk for certain neurological disorders, including
autism, mental retardation, learning disabilities, and
ADHD. However, there is another factor that is critical to
consider when attempting to understand the male experi-
ence. That factor is what William Pollack, in his books on
growing up male, calls the “Boy Code.”!

The Boy Code is a set of expectations about how
males should think, feel and act. Those expectations are:
“be tough,” “don’t cry,” “go it alone,” “don’t show any
emotion except for anger.” This is not to deny that there
are variations in the way masculinity is experienced and
expressed across cultures and social strata, but there is
no doubt that most men growing up in North America
have been exposed to similar expectations about what it
means to be a man. Thus, whether straight or gay, work-
ing class or middle class, of South Asian or European
descent, men have grown up knowing there are certain
‘masculine’ characteristics they are expected to adopt.

Understanding the Boy Code and other gendered
sociocultural patterns helps to explain how it is that
being female is a risk factor for internalizing disorders
such as anxiety and depression, while being male is a
risk factor for suicide completion, for alcohol and drug
dependency, and for externalizing disorders such as
antisocial personality disorder.

There are many characteristics of traditional mas-
culinity that are positive and beneficial: being strong,
courageous, willing to work hard and willing to sacrifice
oneself to protect family and society in times of danger.
And many masculine characteristics appear to be pro-
tective factors that help men to be at reduced risk for
developing anxiety and depressive disorders. Most men
do not over-focus on feelings. They tend to be more
action-oriented, have higher self-esteem and more self-
confidence, and do not over-analyze things, thus avoiding
the paralysis of analysis. As well, most men appear to
be able to compartmentalize well, a skill necessary for
keeping things in perspective.

When these good characteristics become overem-
phasized or distorted, however, they can contribute to

» o«
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mental health and addiction problems for men. Being
too action-oriented may cause men to ignore feelings.
Too little analysis leads to not dealing with subtleties in
relationships. Being too self-sufficient and believing that
they must go it alone makes men unable to ask for help
when they need it. Men who avoid experiencing or talking
about ‘unmanly’ feelings such as sadness or fear may be
at increased risk for using alcohol or drugs to mask those
feelings. And finally, men who are primed to expect quick
solutions to problems may not have the patience to stick
with a program of therapy. Thus, balance is needed.

On the whole, boys show weaker language skills and
lag in the development of emotional regulatory capabili-
ties, putting them at greater risk for developing external-
izing disorders in childhood.? And there is evidence that
as boys move through adolescence, they experience a
decrease in their ability to appropriately handle emotions
such as fear or sadness.” As a result, by the time older
adolescent males are getting ready to enter into serious
relationships, they are actually less able to identify, talk about
and appropriately share their feelings than they were when
they were young adolescents.

Balance is the key. Too much or too little of an emotion
like anger can be a problem. We all have seen the negative
effects of male rage. But a stifling of anger can also be a
problem; an unhealthy inhibition of anger has been found to
be associated with increased risk for cancer.

What is needed is a healthy feeling of, and a healthy
expression of, anger: feeling the energy of anger, but
calmly deciding how to act it out, and most important
of all, separating out the feelings that usually precede
anger, especially anxiety and frustration. Men who flash
quickly to irritation or anger often overlook, and thus do
not deal with, their anxiety.

A significant challenge for those of us working with or
living with males is to demonstrate that we are trustwor-
thy, that we will not ridicule or shame them. We can do
this by emphasizing the positives of being a male while
also finding ways to assist boys and men in getting any
help they need. Part of this is assuring them that we do
not consider them less masculine by having a failing or
weakness, or by needing to ask for help.

It is fear that hamstrings many of us men. Fear that
admitting we can’t go it alone will trigger outside ridi-
cule by women and other men. Fear that admitting we
need assistance will cause us to feel like less of a man
on the inside.

This issue of Visions is an indication of the work yet
to be done to encourage men to utilize both the mental
health and medical systems in BC and elsewhere. i



Thank you for including personal stories of women’s
experiences with eating disorders—voices that are often
unheard. Stories of self-starvation, of feeling fat, of binge-
eating or purging are all meaningful cues to women’s
and girls’ deeper internal struggles with how they expe-
rience themselves and how they are seen to experience
themselves in the world. Controlling the body is a viable
arena for controlling and regulating one’s self, especially
when other aspects of one’s life feel unmanageable. Most
women and girls who live with anorexia, for example,
know that they are not “too fat”: indeed, they usually
know they are dangerously thin. What is most important
is that they feel “too fat.” Feeling fat is often conflated
with feeling for example, bad, unworthy, or out of control.
Many women and girls are more comfortable framing
such emotional experiences as feeling fat. The shift away
from difficult emotions to a focus on feeling fat offers
more tangible possibilities. Fatness is something that
can be overcome, something that they can do something
about. A harm reduction philosophy in treatment (as op-
posed to focusing on bodily management) may be more
effective and more compassionate to help them decode
their “body talk,” in order to uncover how they may
displace their struggles about existing in the world into
struggles of the body. This involves actually dealing with
the feelings of vulnerability, uncertainty and fear which
make women question their capacity and worth in the
world. We might ask: what suppressed story is the body
telling? What does her problem reveal to her and others
about herself that is not usually known? Often, women
and girls are afraid of their own voices and the possible
consequences of them. Women and girls become very
skilled at convincing themselves and others that all is
well, when too often this is not the case.
—Catrina Brown, PhD, Halifax, NS
School of Social Work, Dalhousie University, and Co-Editor of
Consuming Passions: Feminist Approaches To
Weight Preoccupation and Eating Disorders

I picked up a copy of Visions for the first time at my
methadone clinic today, the Outreach Services Clinic
in Fernwood, Victoria. I didn’t have time to read it all,
unfortunately, but I was amazed at what [ saw. There
was even a piece about the Seeking Safety group that
I had attended, and it was written very accurately and
with respect. Wow. Where have you guys been all these
years? | am a recovering IV drug addict, and a mother of
two young children. I am apprenticing in acupuncture,
specifically detox acupuncture. What you are doing is
wonderful, keep up the good work—we need it!
—Katherine, Saanich, BC

It was great reading the last issue of Visions. The edition
covers a number of important issues affecting women.
However, I'm having considerable difficulty understand-
ing how a whole edition on the topic of “women” could
overlook older women. There is a paragraph on page
11 and it talks “the elderly,” somehow lumping older
women and men into an amorphous, genderless lump.
Mental health and addiction issues go across the lifespan;
they don’t magically end at age 35 or 40. By overlooking
older women and treating them as invisible, you are also
affecting the future of today’s younger women as they
age. There are very special mental health and addiction
issues affecting older women in BC, and in some places
there is good work being done to reach out and help
them effectively. In most communities, it continues to
be a major service gap. Women are worth the effort at

any age. Let’s start to recognize that.
—Charmaine Spencer, Seniors and Addictions Researcher
Department of Gerontology, Simon Fraser University

[ am usually quite impressed with Visions—so many
perspectives. I have learned so much. Thank you so
much for this journal. But [ was disappointed that the
recent edition on Women didn’t include anything on
PMDD: Premenstrual Dysphoric Disorder. Speaking from
experience, hot flashes are a walk in the park compared
to PMDD. The incredible roller coaster mood swings and
irritability drive you and your family crazy; you blow up
at work, you can’t trust your emotions. I wonder how
much of a factor PMDD is in the suicides of women this
age? Need I say more? And PMDD often occurs when
you have teenagers—so you are at your worst just when
your parenting skills need to be at their best. My baby
sister is going through it now. I now realize that PMDD is
probably what I was going through when my son died by
suicide in 1994. I know there are many factors leading
up to suicide, but the PMDD meant I certainly wasn’t at
my most effective parenting-wise, and because [ was so
“off the wall,” my husband dismissed what turned out to
be my very valid reading of my son’s distress. Including
PMDD in a future Visions might help more women get
appropriate help—and thus help everyone!
Again, thanks so much for Visions.
—P. Bonny Ball,Vancouver, BC
Project Leader,Vancouver Suicide Survivors Coalition
Acting Vice President, Canadian Association for Suicide Prevention
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we want your
feedback!

If you have a comment
about something you've
read in Visions that youd
like to share, please
email us at bepartners@
heretohelp.bc.ca with
‘Visions letter’in the
subject line. Or fax us at
604-688-3236. Or mail
your letter to the address
on page 3

Letters should be no
longer than 300 words
and may be edited for
length and/or clarity.

Please include your name

and city of residence

All letters are read.
Your likelihood of being
published will depend
on the number of
submissions we receive
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Frances Bartlett

Frances is a
Canadian journalist
and prepared this
article in 2004 for
the Canadian Health
Network. Reprinted
with permission

Visions Journal

Men’s Mental Health

A

® ¢’s being called a silent
Icrisis, a sleeper issue.

But there are signs that
this sleeper is at last awak-
ening. Around the world
studies, surveys, web net-
works, journals and news-
paper articles are shedding
light on a shadowy subject:
men’s mental health.

Among the findings is
the revelation that new
fathers are also vulner-
able to postpartum depres-
sion. In Canada, young
and middle-aged men
are being hospitalized for
schizophrenia in increas-
ing numbers. The gender
gap among people with
mental illness is much nar-
rower than might be
suspected. The StatsCan
Canadian Community
Health Survey on men-
tal health and well-being
found that 10% of men
experienced symptoms of
the surveyed mental health
disorders and substance
dependencies, compared
to 11 % of women. In the
United Kingdom, studies
of depression show a ma-
jor shift in the traditional
gender imbalance, with de-
pression rising among men
and decreasing among
women.

The greatest evidence
of male vulnerability is in
suicide statistics. Among
Canadians of all ages, four
of every five suicides are
male. In the UK, men are
around three times more
likely to Kill themselves
than women. In New South
Wales, Australia, suicide

| Vol.2No.5 | 2005

silent crisis

has overtaken car acci-
dents as the leading cause
of death in males since
1991.

Barriers to

seeking help
According to the Toronto
Men’s Health Network
(TMHN), even the con-
cept of “men’s health”
is relatively new in Can-
ada. Dr. Don McCreary,
co-chair of TMHN, associate
editor of the International
Journal of Men’s Health and
one of a small handful of
men’s health researchers
in Canada, says there are
a number of reasons for
this.

One reason is the low
priority given to men’s
health issues in the re-
search community. More
funding and more special-
ists in this area will encour-
age ongoing research into
male mental health.

Male and societal at-
titudes have fostered the
silence. “The women’s
health movement was very
self-directed,” says Dr. Mc-
Creary. “Women banded
together to work on prob-
lems with health delivery.
Men don’t want to do that.
We have inculcated a cul-
ture in our society that men
have to be tough, men have
to be strong. Our society
is very good at punishing
gender deviation in men.
Weakness is not consid-
ered to be masculine.”

The “code” governing
men’s behaviour is one
of the prime barriers pre-

venting men from seeking
help. According to UK-
based MaleHealth.com,
men may feel it’s “weak
and unmanly to admit to
feelings of despair.” Be-
cause it’s easier for men
to acknowledge physical
symptoms, rather than
emotional ones, their men-
tal health problems can go
undiagnosed.

Beliefs about masculin-
ity also encourage men’s
general lack of interest in
health issues; many men
simply don’t believe they
are susceptible to depres-
sion, so why bother learn-
ing about it? Similarly, risky
behaviour, seen especially
in younger men—including
abuse of alcohol and/or
drugs and violence—can
mask their emotional prob-
lems, both from themselves
and their physicians.

Western society’s view
of the value of men is
seen as an important fac-
tor affecting men’s mental
health. An Australian study

suggested that “there is a
strong element of negativi-
ty in our culture about men
which cannot contribute to
positive mental health.”
Greater recognition of
the significance of men’s
roles as fathers and part-
ners would help men cope
with the difficult feelings
that accompany a breakup
and the loss of full access
to their children. The social
isolation experienced by
many men at such a time
is believed to a factor in
the high rate of suicide
amongst divorced men.

Men and depression
What do a firefighter, police
officer, US Air Force First
Sergeant, college gradu-
ate and publisher have in
common? They are all male
and they have all suffered
from serious depression.
They told their stories for
the National Institute for
Mental Health (NIMH) “Real
Men. Real Depression.”
campaign.



It’s estimated that up
to six million American
men have depression each
year—about half the fig-
ure for women. But this
gender disparity is being
questioned, in the US and
elsewhere. In focus groups
conducted by the NIMH,
“men described their own
symptoms of depression
without realizing they were
depressed.” They made no
connection between their
mental health and physical
symptoms, such as head-
aches, digestive problems
and chronic pain.

Dr. Michael Myers has
noted the same thing, say-
ing, “I couldn’t do my job
as a psychiatrist if I didn’t
listen to women describe
their concerns about men.”
A psychiatrist and clinical
professor in the Depart-
ment of Psychiatry at the
University of British Co-
lumbia, Dr. Myers says, “In
men, mental illness can be
masked. We’ve known for
decades that women are
more apt to recognize ill-
ness of any sort and go to
their doctor. This doesn’t
mean women are healthier,
but that some men just re-
press it. We believe a lot of
somatization [symptoms]
in men, for example, mi-
graines, back pain, irritable
bowel syndrome, is rooted
in depression.”

The consequences of
masked depression can be
devastating. “Too many
men out there are suf-
fering,” says Dr. Myers.
“They’re acting out the de-
pression.” Acting may take
the form of hostility and

web resource

irritability; verbal violence
and abusiveness; drink-
ing to excess; or woman-
izing.”

“In cases of marital
breakup, there is a very
important link between
the man’s mental health
and how the divorce goes,”
continues Dr. Myers, who is
the director of the Marital
Therapy Clinic at St. Paul’s
Hospital in Vancouver. He
says that when children are
involved, and an ongoing
relationship is maintained,
the father better adapts to
his changed circumstanc-
es. “If there’s a complete
severing, then men can
become suicidal.”

Along with genetics
and stress, MaleHealth.
com points out that social
and psychological factors
can contribute to men’s
depression. Men’s focus
on competition and feeling
powerful can be adversely
affected by unemploy-
ment and the presence of
women in the workplace.
Physical illness, in particu-
lar a life-threatening condi-
tion, is another trigger for
depression, since it directly
impacts a man’s sense of
strength and status.

Moving forward
Raising awareness about
men and their vulnerabil-
ity to depression is a ris-
ing trend and “may help
in terms of reducing the
stigma attached to men-
tal health,” says Dr. Mc-
Creary.

Some focused steps
are being tested. A study
in Australia reports that a

See the Canadian Health Network

www.canadian-health-network.ca &

article on healthy fathers at

Under Groups, just click on

Men.

men-only prompt list for
physicians and patients,
designed to overcome male
reticence and low mental
health literacy, assisted
60 % of male patients in
raising issues with their
doctor.

National men’s health
organizations in the United
States, Australia, the United
Kingdom and Europe are
growing focal points for
men’s health research. The
acknowledged lack of data
on male health is leading

from 7:30-9:00 pm.

Cost: $5 per session.

Thursday May 5™
Erin Dunn

Thursday May 121
Kathy Oxner
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» Thursday May 19"
Karin Rai

\XYYomen and Mental Health
in Indo-Canadian Culture

Thursday May 26"
Marina Marrow.

\XYomen, Mental Health
and Substance Use

Thursday June 2"

CMHA Vancouver-Burnaby Branch
presents an education series on

Women and
Mental Health

All sessions will be held at the Roundhouse
Community Centre (181 Roundhouse Mews)

Please Register at CMHA 604-872-4902.

Eating Disorders in Yomen -
Misconceptions and Realities

Trauma and Substance Abuse:
Continuing the Journey in Recovery

to calls for a needs-driven
rather than a gender-based
approach to health care.

Promotional cam-
paigns, web sites, journals
and networking groups tar-
geting men and their men-
tal health awareness are
breaking the silence that
has long surrounded this
topic. But there is a long
way to go before the depth
and breadth of knowledge
about men’s mental health
issues approaches that re-
lating to women. i
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Nichole Fairbrother and Doris Bodnar
Self-Care for Women with
Postpartum Depression and Anxiety
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Chris Johnson

Reprinted with
permission from

The Vancouver Sun,
June 10,2004, p.BI

A Snapshot of Seniors’ Lives
Depression, suicide darken the later years

farmer in his 70s had

been working in his
Aldergrove field on a sunny
day last week.

His neighbour of 30
years noticed nothing
wrong. A few hours later,
when the farmer’s wife
came home, she found him

isolation and loneliness

(adapted from www.agingincanada.ca)

hanging in the barn.

Researchers in Manitoba published a re-
port in January this year, looking at social
isolation and older men. Here are some
highlights from the Manitoba report:

o

Visions Journal |

Older widowed men don’t maintain
self-care practices such as taking
medications, may resist accepting
Meals-on-Wheels services, and resort
to unhealthy coping strategies such as
alcohol and gambling.

Older men are particularly vulnerable
to isolation and loneliness when they
experience difficulties adjusting to re-
tirement (farmers retiring, in particular
may find this transition difficult.)
Social isolation and loneliness can
cause other health problems for older
men, in addition to depression—isolat-
ed men tended to have four and more
chronic illnesses.

Being alone leaves the person with
more time to reflect inward and dwell
on problems, making one more resist-
ant to change, as there is no one to
make suggestions or share ideas, and
no opportunity to observe what steps
others are taking relative to health.
The degree to which an older man feels
lonely is influenced by widowhood,
poor life satisfaction, chronic illnesses
and feeling that seniors always receive
negative treatment.

Vol.2No.5 | 2005

Talking to a reporter
this week, the neighbours
shook their heads and held
back tears, trying to figure
out why he Killed himself.
The Sun has decided not to
publish the names at the
family’s request.

The man’s family and
his neighbours are not
alone in grieving the loss
of an elder or wondering
what caused him to take
his life.

But a Health Services
Ministry study released this
week reveals that contrary
to popular belief, seniors,
not teenagers, are the most
likely age group to Kill
themselves.

Titled A Profile of Sen-
iors in British Columbia,
it says men over 65 are
three times more likely to
kill themselves than males
between 10 and 24, which
is often considered the
most suicide-prone age
group.

Elderly men, especially
widowed, divorced, or sin-
gle males, are five times
more suicide-prone than
women of their age. The
suicide rate for women
varies only slightly across
age groups.

In total, seniors account
for about 12% of all sui-
cides in Canada, at a rate
of 26 per 100,000 in Brit-
ish Columbia, according to
2002 statistics, the report
says.

“We often think of teen-
age men dejected over their
girlfriends,” said Suzanne

Germain, communications
manager with the Ministry
of Health. “That’s not really
the profile.”

Researchers and suicide
counsellors say the bad
news also has good news
within it.

They say suicide rates
are high among the elderly
because people are liv-
ing longer, making them
more vulnerable to illness
leading to depression, a
leading cause of suicide.
But they say they’re not
surprised by the report’s
findings.

“It’s a serious prob-
lem that often gets over-
looked,” said Jennifer
White, a mental health
therapist at Vancouver’s
Safer Counselling Service,
which helps potential sui-
cide victims.

“The media often pay
attention to teenagers.
But we need to do some-
thing about seniors as well.
There’s almost an attitude
of acceptance, that they’ve
lived a long life.”

Gloria Gutman, director
of gerontology at Simon
Fraser University, says sui-
cide rates are higher for
men than for women, espe-
cially among retirees.

“They [senior males]
have farther to fall than wom-
en. The vast majority of men
have been in the labour force
[longer] than women, at least
until recently.”

Gutman, who is also
president of the Inter-
national Association of

Gerontology, says retirees
sometimes can’t cope with
losing income, status—and
self-esteem—after ending
their careers.

“In our society, there is
a tendency to stigmatize
retired people. You're at
the top of your prowess
and profession at age 64
and three-quarters, but
when you cross the line,
somehow your value drops,
particularly for people who
define who they are by
what they do.”

Gutman says society can
help by prohibiting manda-
tory retirement at 65.

The real picture could
also be worse than the
statistics. The report ad-
mits that it’s hard to know
precise suicide rates be-
cause many families will
report other causes of
death rather than saying
a loved one took their
own life.

Sadly, many people
could have been saved. Up
to 90% of victims strug-
gled with depression, sub-
stance abuse or a disorder
that could have been diag-
nosed, says the report.

White says family
members can help trou-
bled elders, especially
those who have lost a
spouse, by looking for tell-
tale signs of depression,
including social withdraw-
al, disruptions to sleeping
and eating, difficulty con-
centrating, and persistent
feeling of sadness and

worthlessness. ... i



Men Are

esearch suggests that women’s dissatisfaction
with their bodies appears to be the norm in Western
culture. Women'’s desire to ‘improve’ their physical ap-
pearance and their efforts to accomplish this goal through
diet and exercise, as well as through more invasive means
such as plastic surgery, are so commonplace that those
having the temerity to express contentment with how
they look appear abnormal or, at best, egotistical.

Despite awareness of the prevalence of women’s
dissatisfaction with their bodies—which manifests
itself primarily, though not exclusively, in terms of
the desire to be thin—for many years, social scientists
blithely assumed that the topic of body image was of
little pertinence to men. It was believed they didn’t
really care about whether their arms were muscular
or their stomachs flat. A spare tire around the midrifTf,
a double chin and sagging buttocks were irrelevant in
terms of how they saw themselves physically. They
were men, damn it! They had important issues to fo-
cus on—dare one say weighty issues?—and aesthetic
considerations vis-a-vis the body were definitely not
one of them.

In hindsight, it would appear that the notion men
are disinterested in how they look physically was more
a product of researcher bias than a case of genuine
detachment from matters of their own flesh. Many
social scientists appeared to use, as a framework for
their research, the assumption that concerns about the
body were the dominion of women but not of men.
Consequently, they were more likely to use female
participants in their studies on body image. They also
were more likely to create and utilize measures of body

Mirror, Mirror on the Wall,

Dissatisfied After All

satisfaction/dissatisfaction that targeted women, and
were more likely to develop theories that possessed
dubious applicability to men. One should not be sur-
prised that such research efforts merely bolstered the
view that male body image was a topic worthy of little
consideration.

Over the past decade, however, as researchers began
moving away from the narrow view that dissatisfaction
with one’s appearance was tantamount to perceiving
oneself as overweight, and as they began to use meas-
ures that were appropriate for both men and women,
a new picture emerged. Large proportions of men were
unhappy with their appearance; however, the locus of
their concern typically differed from women’s. While
females expressed a near uniform desire to become
thinner, men’s concerns were split between wanting to
gain and wanting to lose weight.

The obvious conclusion was that neither sex had a
monopoly on body contentment or lack thereof; dis-
satisfaction was rampant among both sexes. While
this conclusion isn’t good news—the desire to achieve
a better body is not something to derive satisfaction
from—it is important news. Why? Because it suggests
men’s attitudes toward their bodies, and the behaviours
that may be a consequence of those attitudes, warrant
research attention.

The ‘drive for muscularity’
When looking specifically at the topic of male body im-
age, current findings indicate that, irrespective of wheth-
er they want to gain or lose weight, most men express
a desire to increase the muscularity of their bodies. For
example, in one of my research studies, my colleagues
and I found that almost 75 % of male participants agreed
with the question, “I intend to become more muscular in
the future,” and 70 % felt that they “should work out more
to increase muscle mass.” As well, approximately 75 % of
these individuals reported doing weight training at least
once a week. While it is important to note that these find-
ings cannot be generalized to Canadian males as a group,
they do reveal that, among the men surveyed, a strong
desire for enhanced musculature was evident. With this
pattern of results, it is little wonder that we concluded:
The fixation on musculature and the ceaseless determination to
be ‘buff’ are no longer restricted to the world of body building but,
rather, appear to be widespread. Indeed, men who are satisfied
with their appearance and do not subscribe to the cult of bigness
have become atypical.'
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This desire to ‘bulk up” and achieve an idealized mus-
cular body shape—well-developed pectoral (i.e., chest)
muscles, arms and shoulders, and a narrow waist—has
been labelled the drive for muscularity.

Over the past five years, this construct has generated
considerable interest among researchers, many of whom
are attempting to answer one or more of the following
questions. Why do men appear to be concerned about,
and driven to enhance, the muscularity of their bodies?
What sorts of attitudes and behaviours are associated
with the drive for muscularity? And, finally, is this drive
associated with body disturbance?

Why do men want to be more muscular?
A number of explanations have been forwarded; how-
ever, they remain speculative rather than conclusive.

Some researchers contend that, as men and women
have become more equal in Western society, the indi-
cants traditionally used by men to define themselves
as masculine have vanished. For example, in the past
men and women could be differentiated on the basis of
whether they worked outside or inside the home. In con-
temporary society, however, this distinction has largely
disappeared. In the absence of traditional indicants of
maleness, men are now required to use their bodies as
literal representations of masculinity. Of course, the most
obvious way in which the body can be used to connote
maleness is through enhanced musculature.

It should be noted that this explanation also has been
used to understand women’s pervasive desire to lose
weight. Stated simply, men expand and women contract;
men get big and women get small; men become more
muscular (i.e., stronger) and women become thinner
(i.e., weaker)—therefore, these variations in body shape
are used to maintain the traditional distinction between
maleness and femaleness.

A far less abstract explanation for why men appear
to be more preoccupied with muscularity focuses on
mass media (primarily television and print) and the way
they depict the male body. According to this explanation
(which is formally called Sociocultural Theory), mass
media present idealistic representations of the male
physique: representations that feature sculpted biceps,
well-developed pectoral muscles, and the all-important
“six-pack” abdomen (which also connotes an absence of
body fat). Men compare themselves to these images (a
process known as social comparison) and, of course, per-
ceive a discrepancy between their own bodies and those
of the images they see. The drive for muscularity could
be perceived as a motivational strategy that attempts to
bridge this gap between reality and fantasy.

While intuitively appealing, Sociocultural Theory,
when applied to men, has received mixed support. Cer-
tainly idealistic representations of the male body have
become more commonplace since the 1980s and are
now a ubiquitous element of mass media. However, it
is unclear whether men actually compare themselves to
these images and, if so, whether these sorts of compari-
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sons necessarily produce decreases in body satisfaction
and/or increases in the drive for muscularity.

What variables are

associated with this drive?

A number of attitudinal and behavioural variables
have been correlated with the desire to become more
muscular. Not surprisingly, those higher in the drive for
muscularity are more likely to weight train and to con-
sume protein bars and other supplements designed to
increase muscle mass.

As well, the stronger one’s drive for muscularity is,
the lower one’s level of appearance self-esteem (i.e., sat-
isfaction with how one looks) and global self-esteem (i.e.,
overall satisfaction with oneself). Individuals evidencing
a stronger drive for muscularity also report higher levels
of vanity and depression, and are more likely to contem-
plate using steroids.

While this sort of research does not permit one to
identify cause and effect (i.e., one cannot assume that
higher levels of the drive for muscularity necessarily
cause, for example, lower levels of self-esteem or higher
levels of vanity), such findings suggest that further in-
vestigating the drive for muscularity will be helpful in
better understanding men’s psychological and physical
well-being.

Is this drive associated

with body disturbance?

We don’t know. The drive for muscularity has emerged
only recently in the scientific literature. As more studies
are conducted, we should be able to specify if, and in
what ways, this drive is associated with body distur-
bance.

Of particular relevance to this question is muscle
dysmorphia, a psychiatric condition characterized by a
distressing preoccupation with the size and/or definition
of one’s musculature. Individuals suffering from muscle
dysmorphia are preoccupied with their physical appear-
ance and engage in self-injurious behaviour (e.g., steroid
use and excessive weight training). Due to perceptions
of inadequate muscle size, they may avoid mirrors and
attempt to camouflage their bodies by wearing bulky
clothing and avoiding situations that necessitate display
of one’s physique (e.g., swimming). Given the serious
nature of muscle dysmorphia, it is essential that research-
ers explore the possible linkages between this condition
and the drive for muscularity.

In conclusion

Researchers have abandoned the false view that men
place little importance on their physical appearance, are
content with whatever shape they possess, and impas-
sively witness the “ravages of time” as they unfold. With
the advent of constructs such as the drive for muscularity,
we now realize that, sadly, men and women appear to
be quite comparable in the discontent they experience
regarding their bodies. The direction of the dissatisfac-



tion may differ—thinness for women and muscularity
for men—but the end result is the same: a desire to
escape from one’s own skin and become something
else, something better; to achieve an ever-illusive state
of corporeal ‘perfection’

The argument that individuals engage in various
body modification practices in an effort to “feel good
about themselves” underscores the need to discover
means of reducing both men’s and women’s dislike of
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Are Men Self-Medicating?

Exploring the relationship between alcohol use,
depression, anxiety and gender

Self-medication:
the theory
One of the theories I al-
ways expect to hear in
discussions of how non-
help-seeking men cope
with depression or anxi-
ety is “they self-medicate
with alcohol.” The self-
medication theory—that
people use substances
(alcohol, tobacco, other
drugs) to relieve some of
the distress associated
with symptoms of an un-
derlying mental illness—
is a popular one among
media, academics, service
providers, mental health
consumers and families.
I wanted to look at what
some of the research has
to say about this theory
in the particular area of
alcohol use, gender, de-
pression and anxiety.
Problematic use of al-
cohol occurs frequently
among people with mood
and/or anxiety disorders—
that is certainly not in dis-
pute. In a Canadian survey,

15% of men meeting the
criteria for ‘alcohol abuse’
or ‘dependence’ had a co-
existing mood disorder and
32 % an anxiety disorder;
for women, the numbers
rose to 40% and 54 %,
respectively.'

This strong relation-
ship (what researchers call
a correlation) has been
found in both clinical
(treatment) and commu-
nity (non-treatment) set-
tings. The self-medication
theory attempts to explain
the relationship by saying
that the depression or
anxiety came first and the
alcohol use was a direct
coping response to the
symptoms of the depres-
sion or anxiety.

But self-medication
theory does not explain all
cases, nor does it provide
a water-tight explanation,
because of the complex
interactions involved. In
addition to direct self-med-
ication with the aim of al-
leviating mood, there are

at least five other possible

‘pathways’:

e For some people, mood
and anxiety disorders
can be consequences
of problem drinking,
dependence and/or
withdrawal

e Even if mood and anxi-
ety disorders precede
alcohol use, it may not
be self-medication at
work, but rather the
mood and anxiety
problems may have oc-
curred at an earlier age
(often in childhood and
younger adolescence),
before alcohol entered
the picture

e Alcohol may be used
to cope with other phy-
sical symptoms of
these disorders or their
treatments (e.g., sleep
problems or bod-
ily complaints such as
headaches) rather than
to self-medicate feelings
of sadness or anxiety

e A common factor such
as a personality disor-

der or trait may lead a
person to be vulnerable
to both alcohol use and
depression or anxiety

e In some cases, the is-
sues may occur inde-
pendently and then
interact with each other
later on

State of the evidence
Evidence of self-medication
has, to date, been indirect
at best. In both commu-
nity and clinical settings,
research strategies make it
easier to demonstrate cor-
relation (condition A and B
occur together) than they
do causation (condition A
causes condition B). For
example, it’s easier to show
that depression coexists
with alcohol use than it is
to show that someone with
depression clearly chooses
to drink alcohol because
they are feeling ‘down’—
as opposed to some other
reason.

A further complexity is
that people who consume
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alcohol are not a homoge-
neous population. Some
use alcohol in beneficial
or non-problematic ways,
while others engage in
patterns of use that are
clearly harmful. The social,
emotional and contextual
influences for a person in
the first group may be very
different from the charac-
teristics and risk factors of
an individual in the latter
group.? To be meaningful,
research must distinguish
between these influences
and anxiety or depres-
sion as causative factors in
drinking behaviour.
Another issue is that
studies depending on
self-reported data may
overstate the case for self-
medication. In one study,
for example, most of the
male patients reported that
they used alcohol to cope
with lower-back pain, im-
plying that self-medication
was the cause of their al-
coholism. When carefully
examined, however, 82 %
of the patients had alcohol
use disorders predating
the onset of their pain.’

Canada think?

Based on opinion research by the Centre for

Addiction and Mental Health: '

2% Social workers and counsellors view self-
medication as a significantly more relevant
issue in alcoholism than do physicians

3% Non-psychiatrist physicians tend to view
most psychopathology (i.e., psychological
and behavioural problems) in alcoholics as
the direct result of using alcohol as opposed
to a possible coexisting mental illness

3% On treating alcohol use problems, all clini-
cian groups agree on the value of cogni-
tive-behavioural treatment, the need for
medications to be combined with psycho-
social interventions, and the importance of
teaching self-monitoring and coping skills

Visions Journal | Vol.2No.5 | 2005

One can’t self-medicate
a condition that doesn’t
yet exist.

An anxiety connection
Research published in 2000
by French and American
researchers Swendsen, Ten-
nen, Carney et al.* explored
the self-medication theory
as it applies to depres-
sion/anxiety (states, not
diagnoses) and alcohol
use. They studied the brief
cycles of mood and anxiety
states, patterns of drink-
ing of alcohol (and desire
to drink) and the effects
of alcohol use on mood
and anxiety states. Novel
strategies were used to at-
tempt to separate out risk
factors other than mood
that may also influence
alcohol consumption. (The
full methods and proce-
dures for running the study,
selecting participants, and
limitations of approaches
and findings are described
in the published article.)

The study found that
only anxiety-related states
(not sadness or other nega-
tive moods) were found to
predict increases in alco-
hol consumption. It also
showed that the higher the
anxiety scores, the higher
the effects of alcohol on
lowering levels of nervous-
ness. The authors state that
the study does not discount
a potential relationship be-
tween negative mood and
alcohol use, but rather that
the nature of the relation-
ship may be different than
for anxiety. (One piece
of the depression-alcohol
relationship we do know
is that depression can be
a consequence of problem
drinking.)®

One must remember
that the Swendsen et al.
study looked at “states”
and “behaviours,” not dis-

orders. Feeling depressed
or anxious and choosing
to drink are all like distant
cousins of, respectively,
major clinical depression,
anxiety disorders or alco-
holism; they’re related, yet
significantly different.

The Swendsen et al.
results—even with the
focus just on states—do
mirror those of an earlier
international study that
looked at these three phe-
nomena when they were
diagnosable; that is, they
studied mood and anxi-
ety disorders in relation to
alcohol use disorders. In
that study of six countries,
including Canada, the onset
of anxiety disorders was
more likely to precede that
of substance disorders in all
countries’>—whereas such
a timeline for mood disor-
ders was not found.**7

Timelines are important
given that the self-medica-
tion theory cannot work un-
less alcohol use problems
or disorders occur after the
development of the mental
disorder.

Two other researchers
who examined those with
anxiety disorders found that
the self-medication theory
is particularly relevant for
those with phobias or social
anxiety and those suffer-
ing from traumas such as
sexual molestation.®? Their
findings indicate that indi-
viduals coping with these
types of anxiety problems
may be at higher risk for
later substance use prob-
lems.

Gender differences

The other major finding
of the Swendsen et al.
study was that the rate of
men self-medicating nerv-
ousness with alcohol was
higher than for women.
Men were more likely than

women to use alcohol after
a rise in anxious states.
Men were also more likely
to report that they could
have “really used a drink”
when they had previously
been nervous. The authors
state that the findings don’t
indicate a lack of possible
self-medication in women,
but that “the effect size is
larger or more consistent
for men, a finding similar to
past investigations.”
While the reasons for
the gender differences
are complex and more re-
search needs to be done in
this area, the authors point
to both biological and psy-
chological factors. For ex-
ample, alcohol is, in fact,
less consistent in reducing
anxiety in women,'® and
men may have greater
expectations for having
tension reduced through
alcohol use.""'? Another
study found an opposite
pattern for depression:
men perceive alcohol as
providing less relief for
depressive symptoms than
women do (56 % vs. 89 %,
respectively).'”

Conclusions

As just one of the mecha-
nisms that could explain
the high rate of co-occur-
ring mental disorders and
substance use, the self-
medication theory is sur-
prisingly pervasive in the
academic literature. This
article has summarized a
few findings in just one
small slice of that literature:
alcohol and depression/
anxiety. But much more
study is still needed.

For numerous reasons,
it appears that self-med-
icating, in general, has
much less scientific sup-
port overall than would
be predicted from the lay
media, but that there is a



Sexual Abuse and Addiction in Men

Beginning to See the Light

Almost 70 % of men who develop alcohol and drug prob-
lems also have a history of sexual abuse.' Until recently,
however, little attention was paid to the relationship
between sexual abuse and addiction among men.

The majority of investigation and practice discussion
has revolved around the concerns of women as survivors
of sexual abuse. This oversight has begun to be addressed
through more rigorous study of this dual occurrence in
men—though no recent major Canadian research has
been initiated to address the problem.

The current research raises questions of how men’s
issues of addiction and sexual abuse are being addressed
in the practice setting, including how addiction counsel-
lors normalize and validate these experiences in a way
that supports and allows men to be comfortable in dis-
closure. Consequently, service providers are beginning
to confront these issues in their practices.

Are Men Self-Medicating? | contd

more solid base of support
for self-medicating with
alcohol following anxi-
ety states, particularly for
men. The evidence does
not appear to be there for
a similar relationship to
depression.

And just to complicate
things further, the Swend-
sen et al. study also found
that for both men and
women, feeling pleasant or
happy was also predictive
of alcohol consumption,*
showing that social reasons
play an important role even
if self-medication is true
some of the time for some
people.

It behooves the practi-
tioner to look at timelines
and motives and to test the
claim of “I'm drinking to
cope with my symptoms”
by investigating all the
possible alternatives and
contexts. The latter may
be true sometimes, but it

may just as easily be an
excuse or a wrong self-
assumption. i
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From the Research Literature
Sexual abuse histories are highly correlated with addic-
tion among men,** and more specifically, among youth
of both genders.” Furthermore, those men and youth who
develop substance abuse problems and have a history
of sexual abuse exhibit more extreme alcohol and drug
use than the female counterparts.®

Despite differences in the reporting of sexual abuse
and addiction problems according to gender, the effect
of abuse on treatment outcomes for both genders is
similar.® Outcome research highlights that if men receive
addiction treatment that addresses their sexual abuse
history, they too can benefit from treatment provision.®
Historically, however, men are more apt not to report
histories of sexual abuse than their female counterparts
and thus are overlooked in terms of treatment interven-
tions that would address sexual abuse and addiction
problems.”

Narrative From the Field

When I was managing an addiction treatment program,
I suspected that many of the men we were serving did
not disclose that they were struggling with sexual abuse
histories and using substances as a coping method. This
suspicion was based on conversations with certain male
clients, and reading the limited amount of pertinent
research available.

After consulting with staff and clients, as well as the
Ministry of Health who funded our program, our agency
decided to alter the way we explored trauma histories
in assessments of the people we served. While the
Ministry of Health standardized assessment included
sections on trauma history and on transgender iden-
tity as distinct from the binary male and female, the
questions were often asked without relevance to the
individual’s stated gender. Furthermore, there were no
consistent guidelines on how to incorporate normaliza-
tion and validation, as well as gender sensitivity, into
the assessment process.

Given that research indicated men were less likely
to disclose abuse, or to make the link between sexual
abuse and addiction, a simple gender-sensitive as-
sessment approach was developed. Counsellors were
encouraged—in their own style and words—to specifi-
cally, but briefly, outline in the trauma section the fol-
lowing points, using the appropriate client-identified,
gender-specific term:

1 Men/women/transgender people often do not
report sexual abuse histories due to shame and
social stigma.

Many men/women/transgender people who strug-
gle with addiction often struggle with histories of
sexual abuse.

3 We as an agency often work with men/women/trans-
gender people who struggle with these issues.

Over the course of one year, in 2000, individual as-
sessment data, case notes and progress reports were

| Vol.2No.5 | 2005

analyzed to see if there was a marked difference in
disclosures after the new assessment guidelines had
been instituted. We found that sexual abuse disclosures
increased by 35% among men, 5% among women and
remained the same for transgender people.

The effect on the disclosure rate in men was dramatic.
[ suspect that, although disclosure was difficult for women
and transgender people in our program, those groups are
generally more likely to disclose; however, research with
these populations also needs to be conducted.

Disclosures did not primarily occur during the assess-
ment phase of treatment, but later, after the counsel-
ling relationship had been established. Follow-up with
individual clients indicated that many of them felt more
comfortable in disclosing their history because the issue
had been “named” for them as men.

More Recognition and Research Needed
More research needs to be conducted into the relation-
ship between sexual abuse and addiction among men.
Research also needs to be developed to include the
identities of transgender people. Studies which assist in
the development of practice guidelines concerning this
issue are sorely needed.

While I have highlighted only one practice strategy
based on my personal experience, I suspect there is a
wealth of practice information and expertise that should
be made accessible to addiction professionals and evalu-
ated through rigorous measures. If we as professionals
and researchers give voice and recognition to this issue,
perhaps more men who struggle with both sexual abuse
and addiction will access services and seek to address
their problems. Furthermore, by raising awareness of
sexual abuse, addiction and the needs of men, perhaps
the larger societal issues that result in abuse and addic-
tion can begin to be confronted. i
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Understanding Suicide Risk
Among Young Men

henever I am asked

to give an educa-
tional presentation about
suicide, there is typically a
well-defined moment when
the learners in the audience
get very focused and quiet
and become particularly
engaged with the mate-
rial. It is when 1 show the
graph that compares rates
of suicide among young
males with the rates among
young females (see Figure
1). With one glance at this
slide—which shows that
young males are Killing
themselves three to four
times as often as females—
participants immediately
understand that suicide
among young males is a
very serious concern.

To put some of these
numbers into perspective,
consider the following.
There were a total of 430
suicides among males ages
15 to 24 in Canada in the
year 2000, a rate of 20.2
per 100,000." Among fe-
males of the same age
there were a total of 112
suicides or 5.5 per 100,000.
Consistent with the pat-
tern observed in other de-
veloped nations, Canada
witnessed a dramatic rise
in youth suicide rates be-
tween the 1950s and the
1980s, with much of this
increase accounted for by
suicides in young men.?

Closer to home, there
were 20 suicides (13.9 per
100,000) among males
ages 15 to 19 in British
Columbia in the year 2003

compared with five suicides
(3.7 per 100,000) among
females of the same age.’
The vast majority of male
suicides in this age group
were by hanging or fire-
arm, which may partially
explain their elevated rates
since these methods are al-
most always lethal. Finally,
75% of all suicides in the
province of BC are among
males. As the participants
in my educational presenta-
tions inevitably ask: What
is going on here?

Risk Factors for
Youth Suicide
Suicide is complex and
most researchers and
mental health practition-
ers agree that, in order to
understand suicide, we
need to recognize that there
are multiple sources of risk
occurring at many differ-
ent levels. The following
are some of the most well-
established risk factors for
youth suicide:*

e mood disorders,
substance use disor-
ders and co-occurring
disorders

e previous history of
suicidal behaviour

e family history of sui-
cide

e physical abuse

e current life stressors

e exposure to sensational-
ized media reports of
others’ suicidal behaviour

¢ having access to
the lethal means for
suicide (e.g., firearms,
medication)

An understanding of
suicide among Aboriginal
youth must also recog-
nize the damaging conse-
quences of historical and
political practices such as
colonization, government-
sponsored policies of as-
similation and residential
schooling.”

In addition to recogniz-
ing these common risk fac-
tors for youth suicide, how
might we come to under-
stand young males’ particu-
lar vulnerability to suicide?

levels of individualism. The
authors suggest that this
could be one possible fac-
tor accounting for the dra-
matic rise in male suicide
rates in the past 50 years.
These authors go on to sug-
gest that common markers
of “progress” in indus-
trialized nations (e.g., ma-
terialism, mobility, indi-
vidualism) are not always
balanced with a corre-
sponding commitment
to social obligation and
tradition. This may be

Suicide Among Youth In BC Aged 15-19:
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Male Vulnerability
to Suicide
A recent cross-country com-
parison of several industri-
alized nations examined
the relationship between
rates of youth suicide and
specific social and cultural
variables. These variables
included quality of life,
social attachment, and
measures of individualism
(e.g., personal freedom and
control).?

Rates of suicide among
males in these countries
were strongly linked to

industrialized countries like
Australia, New Zealand,
United States, and Canada,
all of which have witnessed
a tripling of their youth sui-
cide rates since the 1950s.

It is not clear from this
study why the “costs” of
individualism might be
greater for young males
than females in terms of
increased risks for suicide.
The authors, however, sug-
gest that the failure of these
Western societies to pro-
vide appropriate sources of
social identity and attach-
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ment, while at the same young men are reluctant to to individual-level risk fac- footnotes

time promoting unrealistic
expectations of personal
freedom and autonomy,
might be contributing fac-
tors. It is possible that this
combination of expectations
and social circumstances
may be more of a hazard for
males than females.
Another study exam-
ined the issue of help-seek-
ing among young males.
This is of particular rel-
evance in understanding
suicide risk among males
since we know that males
tend to access formal men-
tal health services less often
than females.® Based on
a series of in-depth inter-
views with white, middle-
class, American male high
school students, research-
ers identified a series of
key themes that may help
shed some light on why

Visions Journal |
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seek help during times of
emotional distress.®

A core issue for these
young men was “the pres-
sure to fit in,” which of-
ten precluded them from
asking for help for fear
they would be perceived as
weak. This was coupled with
a desire to maintain a strong
masculine image of success
and independence.

Suggestions for making
services more available
and attractive to males
included high-level soci-
etal change, normalizing
males’ efforts to seek and
receive help, and helping
males find opportunities to
experience a sense of pur-
pose and empowerment.

Conclusion
While we must continue
to recognize and respond
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1 World Health Organization. (2004). Suicide statistics.
Retrieved December 20, 2004, from www.who.int/
mental_health/prevention/suicide/suicideprevent/en

tors for youth suicide (e.g.,
recognize and treat depres-
sion), studies suggest that
we must also understand
the role of broader social
influences in the emer-
gence of suicidal behav-
iour among males. Both
studies suggest there may
be an important role for
mental health promotion
programs that actively cul-
tivate realistic expecta-
tions for the future, pro-
mote self-awareness and
a strong cultural identity,
foster healthy social at-
tachments, and enhance
help-seeking among young
males. In other words, if we
want to develop effective
youth suicide prevention
programs then we must
intervene with young people
and their social contexts. i
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A ‘Big, Strong Man’
Workplace depression can strike anyone,
but men find it more difficult to ask for help

ife is good. I run my own company, give talks on
workplace depression to business leaders, and appear
on radio and TV.

But it wasn’t always that way. I've been ‘down.’ But
there was a time when supportive friends and family
suggested I might be depressed.

I rejected that possibility outright—after all, I am
a six-foot, 285-pound, big, strong man! I'm a senior
manager with a staff of eight people. 'm an important
fellow—I don’t have time to be depressed. I ride mo-
torcycles and drive semi-trailer trucks. I teach sailing. I
operate power tools, for heaven’s sake! Big, strong men
don’t get depressed.

I just needed to get motivated. You know, if 1 could
get myself going, I would keep up the momentum and
get back on track. Sure, no problem!

But every day, by noon, I would be on the couch or
back in bed. I was defeated by the simplest things, like
unloading the dishwasher, which had been waiting for...
well...along time. I just couldn’t face it. I rarely went out,
ate potato chips and dip for dinner, gained 60 pounds,
withdrew from friends and pretty much memorized the
TV guide.

[ was not depressed!

Or, was [?

The day I finally admitted that perhaps I could use
some help, I found myself, at 2 o’clock in the afternoon,
in bed, with the drapes drawn, shoes on and fully
dressed, curled up in a fetal ball with the covers over
my head, crying like a three-year-old. Not depressed
though; not me! But everything seemed so black and
hopeless that I finally crawled out of bed, asking myself,
“What harm could there be in finding out a bit about
depression?”

I came across a screening test on the Internet and—
oops! The results were off the scale. Well, that was
depressing.

I thought I was a freak. Men don’t get depressed,
especially not big, strong men like me.

I realize now that I am not a freak. At any given time
there are 1.4 million clinically depressed employees and
executives in Canada. In fact, since the early 1990s—
the decade of downsizing and restructuring—the hours
worked by Canadians have increased at six times the
rate of growth in labour productivity. Studies show that in
the same decade, depression was growing and affecting

younger people. And Harvard University has projected
that by the year 2020, depression will become the
greatest cause of work days lost through disability and
premature death in the world’s developed countries.!' |
wasn’t alone.
With an education in psychology and counselling,
I got pretty interested in depression treatment and the
effects on workers and the workplace. I spent hours re-
searching and reading everything I could find.
I learned that early detection and treatment is the
key. The symptoms of depression often appear more
clearly at work, where employers can help by developing
strategies that will save lives and money.
Mental health disorders are driving business costs
up through lost productivity, disability and absenteeism.
Depression is the most expensive of all. Each depressed
employee costs a business around $10,000 a year. With
up to 10% of the workforce affected, the costs add up
quickly, making it just good business to confront the
problem head on.
Employers can tackle worker depression in several
ways, and the savings will outstrip the cost of these ini-
tiatives many times over:
¢ Employee education, awareness and screening
e Creating a mentally healthy workplace by reducing
stress, uncertainty and conflict
e Encouraging and supporting effective treatment
programs

¢ Reviewing corporate medical programs and employee
health benefits

e Improving employee assistance programs (EAPs)

Today, I'm still big and still strong, but I'm wiser and
happier. I'm off the couch. Every time [ give a talk
about depression in the workplace someone stays
after to share his or her story and inspires me to keep
educating and working to remove the stigma of this
iliness.

The smartest thing I ever did was to admit that [ was
in trouble and to reach out. If a big, strong man like me
can ask for help, so can you. i

footnote

1 Wilson, M., Joffe, R.T. & Wilkerson, B. (2000, July). The unheralded business
crisis in Canada: Depression at work. Paper presented at the Business and

Economic Roundtable on Mental Health, Toronto, ON.
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Men are Dying

And ‘dying’ for mental health research!

A Family Tragedy
James Hodgins The recent news that two parents and a child had been
murdered sent shock waves throughout Toronto. A trag-
James is Board Secretary edy at any time, this seemed particularly horrific. Only
for the Toronto Men’s weeks before Christmas, and two young children left
Health Network, and is a  without either parent.
social marketing consultant Why had it happened? Neighbours described them as
and family mediator  a perfect couple. He loved her so much. She was always
smiling. There was no warning.

Within hours, media reports advised that one parent
had likely killed the other, and then Killed their child,
then committed suicide. Stories swirled about a possible
family dispute, laying rapid foundation to speculation the
father had become enraged and had ‘lost it’

Forensics, however, soon made it clear that the
mother did the killing. Shocked police reported that we
may never know why. But others had already jumped in
to fill in the missing pieces.

The ‘Mother’
Within 48 hours of the event, countless experts were
lining up, saying the mom was a victim, even though
she was a murderer. Mental health and social service
professionals covered the airwaves. They described
types of postpartum depression, saying that up to 70 %
of mothers experience depression following birth, and
outlining support available to assist mothers experienc-
ing this horrible depression. Advocates even accused the
government of indirect responsibility because of insuf-
ficient support for women following birth.!

The tragedy had apparently been solved: everyone
was a victim. Depression is serious and we definitely
want to do what we can to help those with it, especially

what vou should know about male suicide

There are 3,000 male suicides in Canada annually’
Men are four times more likely to commit suicide than women?
Male youth are three times more likely to commit suicide than girls®

Divorced men are two times more likely to commit suicide as
single or married men®

Relationship breakdown causes significant emotional breakdown?

Male suicide cost to Canadian society is $2.5 billion annually®

Little is known about male suicide
More mental health research is desperately needed
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to avoid tragedies. Health professionals called for more
research and support for mothers. But no one mentioned
protection and services for fathers and children at risk from
violent postpartum outbursts.

The ‘Father’
What if the genders in the tragedy had been reversed?
What if the dad had killed his wife, murdered their child,
and then committed suicide? What response then?
What if Dad had been a victim of circumstances such
as family separation, which can induce a severe state
of depression in fathers—one that could cause a dad to
not only contemplate suicide, but to want to harm close
family members? To avoid future tragedies, would health
professionals call for more mental health research and
social services for fathers experiencing extreme stress?
Based on recent history, advocates would likely brand
Dad a cowardly perpetrator of family violence. Far from
being a possible victim of severe depression or a mental
disorder, dad would be charged as a male seeking con-
trol over his wife and family. Rather than identifying a
separated father as a member of an at-risk group need-
ing support, advocates would urge more protection for
women and children against angry men and fathers.

Men Much More Likely to Commit Suicide

To help ensure safety for every citizen, the mental health
community can contribute to a better understanding of
all types of family murder and suicide. Why are 3,000
Canadian men committing suicide annually? This is four
times the rate for women.? What is the impact of family
separation on the mental health of fathers?

Dr. David Crawford and Professor John Macdonald
of the University of Western Sydney reported that the
pain of separation and divorce is having an alarming
effect on the health of Australian males. They conclude
relationship breakdown and divorce are leaving many
men, especially fathers, emotionally broken and unable
to cope, contributing to high rates of suicide and harm
of others.’

Divorced men at higher risk

Dr. Paul Links, professor of psychiatry and chair of suicide
studies at the University of Toronto, reports that difficult
divorces or loss of children fit the profile of loss leading
to suicide. Divorced men Kill themselves twice as often as
single or married men,” and since men in general com-
mit suicide four times as frequently as women,* divorced



men commit suicide eight times more often than women
in the general population. Yet, little is known about male
suicidal behaviour in Canada.

Suicide exacts a terrible toll on society, emotionally
and financially, but very little research is available. The
mean total cost estimate per suicide death in 1996 was
$849,878.° Based on the approximately 3,000 male
suicides across Canada in 1998,” the total cost in 1998
for male suicides across Canada would have been ap-
proximately $2.5 billion.

It has been 10 years since the Task Force on Suicide
in Canada reported a pressing need for more informa-
tion on suicidal behaviours. With nearly 3,000 men
and fathers dying annually through suicide, the urgency
seems obvious.”

To develop innovative and effective approaches
to suicide prevention, more knowledge of the causes
and factors that increase risk is required. It’s time for
Canada’s mental health community to bring its expertise
and professionalism to the table and launch a series of
fresh studies on the psychological stresses and emotional
pressures fathers and men are experiencing.

Dead fathers need to be listened to—so we can help
every child and family member. i

footnotes
1 Carey, E. (2004, December 3). Mother is prime suspect: Psychosis is
not just ‘baby blues.” Toronto Star, p. C4.
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dian Social Trends, 66, 20-25. A publication of Statistics Canada.

3 Crawford, D. & Macdonald, J. (2002, October). Fathers and the Experience
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4 Grewal, S. (2002, February 15). Men, divorce and suicide. Toronto Star,
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RESPECT

A rap song for teens

This excerpt from the rap song RESPECT was written
by Noah Davis under the moniker Mosaik. The entire
song is performed by the Rubix Project, a collabora-
tion of hip hop lyricists Achilleas and Mosaik, and
producer/writer/musician Josh Zotzman. See “stuff
we've done” at yesmeansyes.com

It’s all about respect.
We get our mindsets correct.
Pull together
and form a gender balance.
United, no doubt we can end the violence.
Divided, we will be destroyed by the silence.

Noah Davis

Noah is an actor, writer,

rapper, feminist, agent of

social change, and youth

program developer and

facilitator. He has worked in

Victoria with the Women’s

Sexual Assault Centre’s

Project Respect team and

is currently in Vancouver
working with SafeTeen

It’s not about him or her, they or them, you or me;

it’s about us together in unity,
becoming agents
of social changes
to build immunity
to the ignorance which becomes contagious.
Attack sexual assault through prevention
our best weapon:
communication.
Open discussion to understand what we facin!
Intimacy is a mutual decision.
You have the right to say no,
and the responsibility to listen.
Rape is a social condition
created by labels and gender stereotypes.

Set your own values, be aware of your rights.

You have the right to be sexual
but it must be consensual.

And that union must be based on trust.
To force yourself upon another
has nothing to do with lust;

it’s struggle for power and control.

But if you feel the need to have power over someone else
you’re trying to compensate for a lack of power in yourself.

To be able to respect those around you

respect within is what it comes down to.

Chorus

RESRECT

my life, my rights, my choice
RESEEC
my love, my body, my voice

8 10 facilitate the empowerment of youth. .. to throw the

pebble that starts the avalanche, is an indescribable joy.%g

Visions Journal |

Vol.2No.5 |

2005

19 I



experiences and

perspectives

Male, Chinese and Immigrant
Mental health shame runs deep
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David’s story

David is an immigrant in
his 30s. He moved from
Nanking in China to Van-
couver with his wife and
his three-year-old daughter
two years ago. He arrived
here with a dream that his
family would enjoy a better
lifestyle. He also believed
he could find a decent job
and create a promising ca-
reer. He was convinced that
he made a good decision
and his effort was going
to pay off. Immigrating to
Canada was the future for
him and his family.

David’s dream, how-
ever, did not become a
reality. First of all, he ex-
perienced hardship in job
hunting: his graduate de-
gree and previous working
experience in the computer
engineering field in China
was not recognized by
Canadian companies. Be-
cause he possessed profes-
sional competency, David
felt this was unfair, and he
was very upset with being
denied opportunities.

After a long and futile
search, David could only
find a job as a seafood clerk
in a Chinese supermarket.
He regarded this job as far
less satisfactory than the
job he had as a mid-level
manager in Nanking. In his
opinion, a decent job would
be a managerial job in an
office. He felt frustrated and
discouraged.

David’s income was low
and the financial situation
of the family was not solid.
Money issues triggered

| Vol.2No.5 | 2005

many conflicts between
David and his wife. Al-
though he did have some
savings from his previous
job and from investments,
the couple could not see a
better future. David’s wife
told him that he was “use-
less” because he could not
bring home “sufficient”
money.

David’s self-esteem had
dropped, and with the
constant family conflict,
his emotions took a down-
ward spiral. He was disap-
pointed with himself and
felt guilty about making
his family members’ lives
miserable. He withdrew
from his family and his
colleagues.

Eventually David lost
interest in his hobbies
(fishing and bowling), and
he developed neck ten-
sion, headaches and sleep
inconsistency. His appetite
became low, and he ate
and drank very little; his
weight dwindled. David’s
friends began to suspect
that he may have devel-
oped depression. Even
though his condition im-
paired how he functioned
in his life, David refused
all psychological or medi-
cal help suggested by his
friends.

Although he knew that
he should open himself up
a bit and talk to someone
about his problems, David
felt too ashamed to do
so—expressing problems
to others is a strong taboo
in the Chinese culture.

David is not alone
David’s story is a made-
up but highly plausible
scenario. A male, Chinese,
new immigrant develops a
mental disorder largely due
to maladjustment to the
life in Canada—although
we believe physiological
factors also play a causa-
tive role. It is fair to say
that an individual devel-
ops his or her “expres-
sion of psychopathology”
according to social and
environmental impacts,
as well as genetic factors
together with individual
lifestyle and unique psycho-
logical dynamics.

Mental health issues,
however, have become
a major concern in the
immigrant Chinese com-
munity over the past few
years. Because immigrants
face tremendous cultural,
social, financial and psy-
chological challenges, the
transition period to life in
a new country is a vulner-
able time.

Depression is not the
only mental health prob-
lem occurring in male
immigrants: anxiety,
panic attacks, obsessive-
compulsive symptoms,
schizophrenia, bipolarity
and chronic anger can be
seen in this group as well.
While there may be more
Chinese females suffering
depression than Chinese
males, Chinese males may
be more likely to express
the same distress through
anger. Chinese males,
though, are less likely to

reach out to community
resources than are Chinese
females, and they often
quit psychological treat-
ment prematurely.

Although there are
numerous mental health
issues in the Chinese com-
munity, there are some
common patterns. For
example, due to cultural
factors, strong feelings of
shame, guilt and denial are
deeply rooted in Chinese
males who have mental
disorders. Receiving pro-
fessional help is frequently
regarded as a taboo, and
those with mental illness
are given outdated labels,
such as being “crazy” or
“insane.”

[t is important to ex-
plore how to actively
enhance and encourage
Chinese men like David
to adapt to updated North
American mental health
concepts, which recog-
nize that it is not abnor-
mal to experience mental
problems. This would help
improve prevention and
therapeutic efficiency in
both medical and psycho-
logical domains. i



A Mirror Image?

Men and mental illness in

Canadian and Chinese cultures

Z'WO men of Chinese heritage were recently

interviewed by Pat Merrett and Vicki Rog-
ers of the Mood Disorders Association of BC. Mark and
Winston (not their real names) were asked about their
experience of being males with mental illness within the
Chinese culture.

I expected these interviews to support the com-
monly held belief that attitudes about men and mental
iliness are more progressive in North American culture
than in Asian cultures. But, as is often the case, casting
a critical eye on another culture reveals much about
one’s own. In fact, these interviews betrayed the conceit
that traditional stereotypical expectations of men to
be emotionally strong and unflappable have changed
in our culture—that we now accept mental illness as
part of the male experience without prejudice—while
attitudes about men with mental illness in Chinese
culture lags far behind.

The reality is more likely that acceptance and sup-
port of men with mental illness has progressed in Asian
cultures, and that Asian attitudes towards mental illness
in men have caught up to our own. But the understand-
ing and acceptance of male mental illness in Canadian
culture remains largely intellectual and academic, while
the reality is that men still expect themselves, and other
men, to be emotionally strong no matter what, and they
are fearful of disclosure. Expectations of men and men’s
expectations of themselves in both cultures are unrealis-
tic—and harmful (reflected by high suicide rates among
men). Special attention must be paid to these realities, as
evidenced by the articles in this edition of Visions.

Winston pointed out that, in Chinese culture, all ill-
ness is stigmatized; mental illness is not singled out as
especially shameful. “It is not really just mental illness,”

he says. “We had a party and there was a little girl who
was crippled, in a wheelchair, and my mother pulled me
aside and said, ‘Are you bringing that person into the
house? Are you sure that she’s accepted here?” And this
person [in the wheelchair] was a well-known person in
the community. If that is the way she’s accepted, can
you imagine what it is like for others?”

The reaction of Mark’s family and friends to his
depression is a familiar one to anyone experiencing
depression: “Why can’t you just be happy? If you just
cheer up, everything will be better.”

Mark also highlighted another frustration for men
seeking help for mental illness. “I had to do my own re-
search to find out what was wrong. Doctors didn’t help at
the beginning,” he says. While it is appropriate for physi-
cians to rule out physical causes of mental distress, there
is much anecdotal evidence suggesting that physicians
are quicker to consider a diagnosis of mental illness in
women than in men, with the result that treatment for
men can be delayed.

When asked if there was a difference between the
reactions within Canadian and Asian cultures to men with
mental illness, Mark responded, “Maybe I'm biased, but
don’t see any difference between the Asian or Canadian
population. We suffer from the same problem. It is not
just Asian groups, but people in general don’t want to
seek help. Why? Denial.”

The April 1, 2004, suicide death of a Hong Kong
superstar, actor and singer, Leslie Cheung Kwok-Wing,
is a wake-up call for the Chinese population, says Mark.
“People realize that depression can be a fatal illness. No
more ‘just cheer up—it won’t Kill you.” A society’s un-
derstanding of mental illness is always advanced when
the illness affects a person of prominence, but it is a
lamentable fact that it takes such an event—whether in
Asia or in Canada—to draw attention to an illness that
affects so many.

Being among non-Asian Canadians doesn’t seem to
make Winston any more comfortable about disclosing
his illness. “In society it is difficult to be Asian,” he says.
“At work, with six executives, I'm the only Chinese. 1
don’t say anything about it, especially at work. Only my
family is aware.”

Awareness, acceptance and the treatment of mental
illness in men has come a considerable distance in both
Canadian and Chinese cultures, but they both have a

long, long way to go. i
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Nurture over Nature

Relearning that sharing feelings is healthy

uys are supposed to

know stuffl When 1

kissed my very first
date goodnight, I got a
nasty shock. She made an
“ugh” sound in the way that
only young girls can, wiped
her lips and said, “Who
taught you how to Kiss?”
And this after I paid for her
to see an Elvis movie and
bought her peanuts! But I
was learning what it takes
to be a man.

When I fell down and
scraped my knee, I learned
not to cry and to “be a
tough soldier for Mummy.”
When my twin sisters,
who were 10 years my
junior, fell and skinned
their knees, they were en-
couraged to cry. “Ohl Poor
darling! Come to Mummy.”
If my dad told me off and
I started to cry, he would
say in a rather disdainful
way, “Oh, the taps are turn-
ing on.”

When | was 16 and
got slapped on the face at
school in front of the whole
class, my eyes brimmed,
but no tears ran down my
face—victory!

When I was 18, my fa-
ther died. My mother and
10-year-old sisters cried,
but by that time I had
learned not to cry. I helped
make the funeral arrange-
ments and brought the urn
to the church afterwards.

We all learn how to
behave from the culture
around us. There were
different, gender-specific
ways of handling a crisis:
I was trained to ignore it;
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my sisters were trained to
embrace it.

At about age 45, 1 start-
ed getting into difficulty in
my marriage. My wife and |
visited a marriage counsel-
lor, and my wife told her
all about our problems. The
counsellor then looked me
in the eye, meaningfully,
and said, “How do your feel
about all this?” I had no idea
what to say. One feeling
I could identify, however,
was uneasiness. Complain
about my wife’s behaviour
to a stranger? | had always
tried to protect her!

About this same time, 1
went to a men’s weekend.
It was described as an “ini-
tiation into manhood.” For
the first time, [ heard other
men being honest about
their problems. I took part
in a grieving circle, with
200 men sharing the pain
of their losses. After the
men’s weekend, it took a
year of once-a-week meet-
ings until I felt safe enough
to share some of what I
felt.

I learned the value of
identifying and sharing my
own emotions. This was so
amazing that I decided to
learn more about healing,
relationships, and psychol-
ogy in general.

[ sold my boat build-
ing business, trained as a
counsellor and began the
second half of my life as a
psychotherapist working in
the mental health field.

I did a lot of couples
counselling and helped a
lot of men begin to identify

their feelings. Until feelings
are identified, they can’t be
expressed, and partners
will not know who their
men really are. While the
men found it hard to share
how they felt, some wives
found it difficult to embrace
the new “job” of giving
consideration to their hus-
band’s feelings.

Emotions are survival
signals, provided by evolu-
tion to warn us when some-
thing is wrong. This is why
it is important not to ignore
them. Ignoring physical
pain would be considered
stupid: if we burn our hand
on a stove, the pain warns
us not to touch a hot stove
again.

We treat emotional pain
warnings quite differently
and do things that ‘burn’ us
over and over again—often
from societal expectations
that that we “should” be
doing them. This is the stuff
that nervous breakdowns,
depression and anxiety are
made of. If we are feeling
depressed or anxious, it is
a warning that we need to
change our behaviours, not
to just take pills that numb
our feelings so we can keep
doing negative behaviours
longer. Pills can certainly
help in the case of anxiety
or depression, but medi-
cation should always be
accompanied by psycho-
therapy. It is imperative to
change the behaviours that
are causing or maintaining
the problems.

Recently I gave a pres-
entation on men’s health to

a Canadian Union of Postal
Workers group. I first asked,
“So, guys, how are we do-
ing around men’s health
issues? Who thinks we are
doing okay?” About 75%
put up their hands. “Who
thinks men are not doing
okay?” Only a few people
put up their hands.

[ then put an overhead
up with Stats Canada re-
search findings' showing
how men were doing com-
pared to women, and the
faces in the room changed.
Men are:

e 40% more likely to die
from diabetes

e 55% more likely to die
from cancer

e 64% more likely to die
from pneumonia or flu

e 78% more likely to die
from heart disease

e 80% more likely to die
from disorders of the
kidney

e 84 % more likely to die
from arterial diseases

e 92% more likely to die
from mental disorders

e twice as likely to die
from lung disease

e twice as likely to die from
unintentional injuries

e four to six times more
likely to die from suicide

Since men and women
are made from the same
basic materials, it appears
that nurture rather than
nature is responsible for
these statistics.

I then asked what was
different about being a
man, and what kind of
gender-specific messages



they had received growing
up. There was a spontane-
ous outpouring of respons-
es, which I wrote on a flip
chart: “Suck it up,” “Be a
man,” “Don’t whine,” “Just
get on with it,” “Real men
don’t cry,” etc., etc. While
these messages about how
to behave may have been
useful in simple pre-in-
dustrial times, statistics
reflect that they appear to
be Killing us in the more
complex society of today.
Neglecting warning signals
may work to win individual
skirmishes, but as ‘soldiers;

we are losing the battle to
maintain our health.

Perhaps the saddest
and most telling statistic
related to men’s mental
health is the horrific rate at
which men commit suicide.
Most suicides result from
emotional pain becoming
unbearable. If you are pro-
grammed not to complain,
and you are supposed to
know how to cope, there
can be no relief from shar-
ing pain, because there is
no sharing.

Where do men go for
help? Good question! If you

look in the Red Book,? there
are literally dozens of or-
ganizations to help women
and only two to help men.

That men are not re-
ceiving help may simply
be a result of not asking for
help. Luckily, a new gen-
eration of men may be on
the way. Recently, I've had
a few young adult males,
19 years of age, come to
my counselling practice
for help. This is a first—
only 10% of my clients are
men, and most tend to be
in their 30s and 40s—and
is a promising sign.

Let’s encourage men to
talk about their problems,
for it may be a big factor
in helping our sons, fathers,
uncles and brothers to sur-
vive. i

footnotes

1 Statistics Canada. (1997). Se-
lected leading causes of death, by

sex. Retrieved July 2004 from www.

statcan.ca/english/Pgdb/health36.

htm.

Information Services Vancouver.

(2003). The Red Book: Directory of
services for the Lower Mainland. Van-
couver, BC: Author.

My Journey

From blowing up rock to taming bipolar disorder

ynamite attracts a strange breed of people.

One day in 1974, when I was 19 years old, I

saw a guy drilling a hole in solid rock. I thought
it was so cool, I asked him if I could try it. At the time I
didn’t know I'd taken my first step on a path to alcohol
and other addictions. And I didn’t know I was bipolar.
But six months later, I had earned my first blasting
certificate, and I did my first solo blasting in the winter
of 1975.

Like I said, I was surrounded by a strange breed of
people, and 1 fit right in. Many blasters, me included,
have a tendency toward pyromania; they're all mes-
merized by bonfires and get kicks from blowing up
old cars and launching stumps. Most of the guys were
bikers from around Victoria, but everybody drank and
everybody partied.

Try as I might in high school, I hadn’t been much
of a drinker prior to 1974, though I smoked cigarettes
some. Two weeks past my 19th birthday, however, the
foreman and crew whisked me off into their bar scene.
I’'m 49 now, and looking back I can see that this was one
more new world | had entered and adapted to—one |
had chosen for myself.

Steady employment meant steady paycheques, and
in my early 20s, the money was rolling in. [ was single,
owned my own home and drank every day. I began to
practically live in one particular bar.

Blasting work entails long hours and is physically dif-
ficult in the extreme. I'd be up at 5 a.m. to set up at the
job site by 8 a.m., work till 4 p.m. and head back to the
yard. After fuelling up the truck and compressor, talking
with the boss about the job, and listening to him moan
about how much money he was losing, I'd drive to the
bar and drink until closing, then take friends and a case
of off-sales home. And get up at 5 a.m.!

I know now that I went through several manic and
depressive swings between 1974 and 1987. My birthday
isin June, on the first day of summer. As May approached,
I could sense my energy level increasing. Some sleep-
less nights I would be consumed by an idea or “get rich”
plan. All through summer and fall I had a contagious
enthusiasm for ideas, could influence just about anyone,
and had a lot of fun—most of it pretty harmless. But
by January, I'd end up hungover and broke, or worse,
in debt. I'd begin to isolate myself, not wanting people
who knew me as a vibrant, fun guy to see me when my
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personality seemed to be melting away. I'd lose my abil-
ity to remember simple things, and a few beers would
knock me over. My attitude at work was deplorable, and
if my boss of 10 years wasn’t such a great guy, I'd have
been fired several times over.

By 1980, when I was 25, I was smoking a pack and
a half of cigarettes a day, had tried most drugs and was
a full-time alcoholic. I couldn’t just sit and have a few
beers—I always drank as many as possible. And I was
turning into a mean drunk with no self-control. Drugs
give a temporary high but you always pay a price for
what you get. Cigarettes are just about the worst waste
of time and money, and the health risks are staggering.
And alcohol just plain got in the way.

I managed to quit smoking in 1980 with the help of
a dear friend who runs a quit-smoking centre. She talked
to me at my bar for about two weeks, saying that most
of the hundreds of chemicals in cigarettes leave your
body in just a few days, so the rest of kicking smoking
involves breaking mental habits. She said that when |
was ready, I'd stop. I've now been an ex-smoker for
24 years.

My son Jarrod was born in 1984. I'd known his
mother for several years and a relationship with her
just wasn’t possible, but I did want to help. To come up
with extra money for support, I stopped drinking, from
November 11, 1984, to May 11, 1985, exactly. Then I
started pounding the beers again. It was my manic time
and | was missing the action of the bar. When you drop
out of alcohol circles, your friends and acquaintances
don’t follow, so it gets lonely. I wasn’t a ‘12-Stepper;, so
my willpower just ran out.

In 1986, two years after Jarrod was born, I met my
wife Katy. She’s been the backbone of my support system
ever since. She was there for me in 1987 when my best
friend died in a freak accident. She was there when I quit
my job and went to school.

But alcohol was getting in the way: after just one
beer I couldn’t study, my grades suffered—and I was
in danger of losing my wife. So, in 1990 I took my last
drink. I was working as a carpenter’s apprentice at the
time. Drinking on grand scales seemed to have gone
out of style, so I didn’t notice much difference. Besides
I was very busy with Katy’s and my new land—two-
and-a-half acres of rock that I blasted for driveway,
house and more.

Now [ only had pot to self-medicate my moods. I nev-
er really liked pot—I got too paranoid and forgetful—but
it was the pot that brought
me to the discovery that
I'm bipolar.

The rollercoaster ride
wasn’tover, either. In 1995,
I lost a seven-month court
battle, and wasn’t able to
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see my son Jarrod any more. He was 10 years old and
I cared for him deeply. Then, during the summer of
2000, my manic motor started up and pot seemed to
be inspiring me. First it was one whole joint, and by
the end of September, I was smoking 12 joints a day.
Even being manic I knew I shouldn’t be doing this, so 1
went to see my doctor, who pronounced me full-blown
manic-depressive.

I quit smoking pot in December 2000 after six
months of taking antipsychotic medication. Today I take
Epival every day for mood stabilization and Effexor for
depression. It was rough at first, but a key part of my
recovery has been a great support group through the
Mood Disorders Association of BC in Victoria.

At first I didn’t want to go to the support group, but
my wife dragged me. I had never been to a psychiatrist
and thought they would hook up the ‘jumper cables” and
give me 20,000 volts. The group, however, was able to
calm me down and let me know that there was nothing
to fear. I've been to every meeting since, and co-facilitate
most nights. To be among people who experience the
disability first-hand is priceless. Until you know you’re
sick, you really believe all the terrible thoughts you have
about yourself and tend to isolate, which is the beginning
of the end for a lot of people.

[ couldn’t have managed any of my crises without
support from friends and family. The most important
thing, and perhaps the hardest thing, is to ask for help
when you need it. If you're choosing self-medication
before family, friends or what you know in your heart are
the right things to do, you have a problem. I discovered
I was bipolar four years ago, at age 45. Now 1 work, I
laugh and I live a good life.

I still have a current BC Blasters certificate, and a few
years back I blasted the site for the new cancer clinic
at Royal Jubilee Hospital. In 1989 1 began a carpentry
apprenticeship and today I'm a certified journeyman
carpenter, as well as a certified computer graphics tech-
nician. Katy and I laugh and love like kids.

Two years ago on Father’s Day, Jarrod called me
up and we went for a drive. We’ve seen a lot of each
other since. We’ve worked together, gone to the US
twice, and have just plain hung out. He turned 20 on
December 10, 2004. I got him a full set of rugged rain
gear and we trudged out to the Sooke Potholes during
an epic downpour. The waterfalls made the ground
rumble, and we had a gas. He knows I'm bipolar and

it doesn’t matter. i

note

According to the 1996 Canadian Census, in the category for crane op-
erator, drillers and blasters, there were 130 women to 15,570 men. Stats
Canada. (1997). Labour force 15 years and over by detailed occupation. Retrieved
January 20, 2005, from www.statcan.ca/english/census96/mar17/occupa/
table1/t1p00h.htm



About a Man Who Suffered Needlessly

Ithough I have no
means to be sure,l
believe that Dad’s

mental illness was prob-
ably within him, or at least
dormant, for many years;
at least for as far back
as I can recall. I was the
most affected among us
kids—I had a brother and
two sisters—for I spent
the most time with Dad,
usually for long periods on
fishing trips. He was a gill-
net fisherman; I was the
youngest boy.

“Hey, Dad, there’s a sea
lion in the net!” I exclaimed
to my father, one day out
on the boat. I was only a
preteen boy, but I could
tell a sea lion’s head when
[ spotted it. “Should I pull
out the shot gun?” Fisher-
men often carried guns to
scare or stop seals and sea
lions from destroying their
nets and catch.

“No,” he replied, pas-
sively watching the sea
lion’s head bob up and
down as it tore salmon
from the net, causing hours
of damage to the net, not to
mention the loss of salmon
revenue. At just age 12, I
knew this was a serious
loss. But even with the only
two boats in sight sitting
way off in the distance, and
neither directly behind the
sea lion’s head, my dad
wouldn’t touch the gun.

Dad didn’t like guns,
and I think I know why.
When, as a 19-year-old, he
escaped from the strictly
Communist former Yugo-
slavia following WWII, he
had to shoot at a border
guard, who was more than

willing to shoot him. Five

years before my dad died
(in 2002 at age 72), he
travelled back to Slovenia,
where he found out that
he had only wounded the
guard, as he said he’d tried
to do. It was a great relief
to my dad to learn this after
almost 50 years.

After escaping to Tri-
este, Italy, Dad made his
way to BC and took up jobs
in mining and forestry. It
was all a trying time for
Dad, from what he told
me—Ileaving his loved ones
back in the “Old Place,” as
he’d refer to his village and
place of birth.

He was a very hon-
est man—one who would
sooner give away $100
that belonged to him than
take $50 that was not his.
Indeed, it was quite ironic
that a man, who was being
abused by fellow Canadi-
ans, remained so honest.
It was bad enough that Dad
had to move halfway across
the world and reside with
strangers, but he also had
to endure bigotry from flu-
ently English-speaking fel-
low employees—Canadians
who didn’t care much for
Dad’s accent and broken

English. They called him
a “f——g DP” (i.e., dis-
placed person). One police
detective, who my dad was
making inquiries to about a
legal matter, told my father
that people of Dad’s ethnic-
ity were “all the same bad
sort.”

[ believe all of this
contributed to the culture
shock endured by Dad,
which made him into a
cynic who eventually suc-
cumbed to mental illness.
Dad worried excessively;
for example, he was afraid
to invest in this or that,
even when there was little
chance of financial loss.
And he was very nega-
tive towards many other
people—mostly not in
front of them, but in front
of us kids. He disparaged
people the same way peo-
ple were mean-spirited
toward him.

There were indications
he may have had some ob-
sessive-compulsive disor-
der: for a number of years,
each time Dad returned
from fishing he would inevi-
tably make numerous trips
back to his locked, docked
boat to make sure it was
securely padlocked.

Additionally, Dad had a
hearing loss from exposure
to a large diesel engine
during years of fishing-
boat travel, which exacer-
bated his often obnoxious
attitude. He got himself a
hearing aid that worked
great; however, he refused
to wear it. Dad never ex-
plained why, and we as-
sumed that he was afraid
of sudden loud sounds
blasting his hearing-aided
ears, or that he was too
embarrassed to wear it,
or both.

As dad aged, his cyni-
cism and very worry-prone
nature grew worse. He’d
get agitated at almost any-
thing. He complained a lot
that we were not speaking
correctly or loud enough,
when it was his own hear-
ing damage to blame.

My dad was also ex-
tremely cautious about
taking medications, So we,
in effect, had to deal with
Dad, as his ‘psychiatrists’
of sorts, observing and oc-
casionally throwing a dose
of reality to the ‘patient’
who was usually reluctant
to accept it.

We all still, at least to
some extent, love Dad, but
everybody in the family
chose to spend as much
time away from Dad as
possible. We were all very
negatively affected by
Dad’s refusal to admit to
his illness. His pride was
at stake. This was, indeed,
a sad reality, which could
likely have been avoided if
Dad had swallowed some

of that pride. i
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Too Proud to Ask for Help

And not knowing when to ask

® had an insidious onset of schizophrenia that pro-

gressed for nine years. It was so gradual that I lost

all my human relationships without anyone realiz-

ing I was becoming ill. I've been told that schizo-

phrenia often follows this pattern: first you have trouble

with your attention span, then you lose your social skills

(I was socially inept in early high school), then you lose
academic ability, and then you develop psychosis.

I knew something was wrong, and I read a lot of
stuff like Gestalt psychology (focusing on the immediate
present and expressing feelings) and Rolfing (body work
that manipulates the myofascial or connective tissue
system). But having no knowledge of schizophrenia, I
wasn’t moved to make an appointment with my family
doctor. I suffered quietly without ever seeking help.

People need to know when to seek help. I have since
learned that the three main characteristics of serious
mental illness are the severity of symptoms, the duration
of symptoms and the disability caused by symptoms.
I've also learned that all untreated schizophrenia leads
to psychosis, and all untreated psychosis eventually leads
to hospitalization, homelessness and/or incarceration. |
spent time in all three places over the course of a ten-
year untreated psychosis.

In 1979, I was kicked out of graduate school in Hali-
fax for incomplete course work, and within a year [ was
homeless in Calgary, believing | had caused the Mount
St. Helens volcano eruption. I
was homeless for six months. |
had lost my ability to survive in
the competitive world of employ-
ment and was completely alone,
without any supportive relation-
ships. And I was too proud to run
back to my parents with my tail
between my legs. If you're male,
once you leave home it’s hard to
go back.

As winter came on I was driven
to Victoria, where | was able to
pay rent for a basement room,
and where I studied Tibetan Bud-
dhism.

Victoria is a beautiful place, but
I felt I was being punished for bad
karma, and [ barely survived. My
mind was constantly invaded by
thoughts of a particular Tibetan
lama. Within five years [ was con-

troduction.html
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vinced there was a secret war going on between two
groups of people: the Tibetan ‘anti-sexuals’ (the celibate
monks) and the Tantrics, who were very sexual. Whoever
won the secret war, I thought, would determine the fate
of humanity. If the anti-sexuals won, humanity would
destroy itself in a nuclear holocaust that would break
up the continental plates, evaporating the oceans and
destroying all life on the planet. In 1985, I ran away from
the anti-sexuals. 1 headed back to Ontario and, several
weeks later, a plane blew up over Lockerbie, Scotland. |
got very scared; the anti-sexuals were obviously trying
to Kill me.

In psychosis, unrelated events can become very
significant and often very frightening as your mind
jumps to wild conclusions about powerful outside
forces. For the next five years I interpreted song lyrics
as secret messages, and the messages let me down
time and time again. My imaginary wife promised
that three blonde beach bunnies would drive up in a
jeep and take me to a cabin in northern California. For
several years I just knew that a stretch limo would pull
up with two identical teenage girls, who knew who I
was. When the aliens promised to transfer my mind
to the body of a wealthy man on the French Riviera,
but instead I woke up on the living room floor of my
cockroach-infested rooming house, 1 became furious,
and started breaking windows. The police arrived very
quickly, and I was subdued and hauled off to a holding
cell and then put in jail.

The police intervention marks a watershed in my
life. As a condition of my probation, I was sentenced to
see a psychiatrist for three years. This eventually led to
hospitalization for alcoholism in 1990, and treatment
for schizophrenia.

The first few years of treatment were really tough.
[ was so alone, so poor and so celibate. | made a few
friends at a day program, but I really missed the op-
portunity to socialize with women my age. And I felt
ashamed of my poverty.

[ kept expecting my psychiatrist to perform miracles
and make all my problems go away. One day, however, I
realized that if anyone was going to solve my problems,
it would have to be me. The medication would enable
me to solve my problems myself.

Each year on medication for schizophrenia has been
better than the previous year. I'm now working 30 hours
a week and enjoying life a lot. I just wish I had asked for
help when I was 17, so that I could have enjoyed more
of the years I've already spent. i



Rock 'n’ roll rebel

I did well at school and in
sports until rock 'n’ roll took
over my life in 1974. 1 was
14 and it was the great es-
cape into a glamorous and
magical world. I got into
drugs, drinking and party-
ing. I could at least talk to
girls when I was drunk. To
them I looked pretty confi-
dent and outgoing.

Some guys were even
envious of me. I was the
leader of a gigging rock
band and looked the part—
and I went out with beauti-
ful girls. I could outdrink
most people and was al-
ways the last person to
stop partying. Sure, I got
into fights and had some
car accidents, chalked up a
criminal record and so on,
but hey, I knew how to have
a good timel!

Behind the mask, how-
ever, the reality was quite
different.

Ultra-shy and

a late bloomer

I was a very shy child,
afraid of meeting new
people and unable to even
speak to many adults. I
spent the first week of
nursery school hiding un-
der a coffee table in the
lady’s living room while
the other kids played in the
basement.

[ wet my bed almost eve-
ry night. [ developed asthma
and an allergy to dogs. In
those days, many people
didn’t take such things seri-
ously, and I had no inhaler to
get me out of trouble.

My Double Life

el rebe

My depression, as far
as I can remember, started
at age seven when my
parents split up. That hurt
me deeply. After, when
my mother went out with
men, 1 would stay up cry-
ing and unable to breathe.
I took out my anger on my
little brother, beating and
bullying him.

In my teens, I was still
wetting the bed. This was
really embarrassing when
I stayed over at other peo-
ple’s places. I'd cover up the
evidence as best I could.

I took a lot of time off
school, often with the flu,
which led to anxiety about
returning. I'd put it off,
staying in bed.

At 17, Istill hadn’t gone
through puberty. All the
other guys at school were
bigger and hairier than me.
I tried to hide my naked-
ness in the gym changing
rooms. I made my voice as
deep as 1 could. When the
hell was I going to become
a man?

During the next year, |
finally matured physically.
But there was still some-

thing missing.

Sexual inferior

[ wasn’t able to ejacu-
late. No matter how
much I tried, with or
without a partner, af-
ter becoming erect,
nothing more would
happen. I felt too em-
barrassed to tell anyone, so
I continued to pretend that
I was ‘alright Jack.

I only made out with
girls when 1 was really
drunk and had enough
nerve. I could also use the
alcohol as an excuse for
not being able to perform
properly in bed. When the
girls got too close, I would
break off from them so
they wouldn’t find out
about my embarrassing
condition.

[ wished I could be
someone else. I just wanted
to be able to have sex like a
normal person. And I was
too afraid to tell anyone
my big secret, which was
eating me up inside. [ was
afraid of ridicule and being
seen as ‘less’ [ swore that
if my problem was ever
cured, I would be the hap-
piest man alive.

At 21 I finally worked
up the courage to tell a
doctor. I had an operation,
and was told afterwards
that they didn’t find any-
thing wrong. As you can
imagine, I wasn’t glad to
hear that at all. I had been
hoping they would find

something they could fix,
so I'd be better. But noth-
ing had changed. It felt like
the doctor had dealt me a
life sentence.

A little release!

Then, when I was 22, 1 fell
in love. After seeing Elena’
awhile, things came to a
point where 1 felt I had to
let her in on my secret. |
was scared out of my wits
that she would leave me—
and was most surprised
when she didn’t. It was
an incredible relief to have
someone I could share my
secret with.

Elena and I started hav-
ing sex on a regular basis.
She knew her body re-
ally well and loved sex. My
problem was a plus from
her point of view: I could
go on forever, given that I
couldn’t climax.

One day, after we’d
been together for over a
year, something happened.
We were in bed working up
a real sweat. I was at the
edge of my strength and
holding my breath, when I
felt a little release. I looked
down into her wide-open
eyes.

“What was that?” |
asked.

“You just came,” she
answered.

We crumpled up with
laughter. So there it was.
At 23 years old, I finally
managed to ‘come’ inside
a woman.

With practice, I learned
how to make love. I was
‘fixed’!

Visions Journal

lan Ross

After 20 years of living
on the edge in London,

England, lan recently moved

back to his native land. He

is currently finding his feet
in Victoria, BC

* Elena is a pseudonym
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The breakthrough with
Elena was major: the sexual
problem had been psycho-
logical and related to my
fear of intimacy dating
from early childhood. I
don’t remember receiv-
ing any close affection
as a child. According to
my mother, I pushed her
away—perhaps because |
could sense her awkward-
ness; I was her first child
and she wasn’t a confident
mother.

[ had sworn that if my
problem was cured, I would
be the happiest man alive.
But my relationship with
Elena didn’t last, and I
started finding other things
to get depressed about.

Still a rough ride

I carried on with the cra-
zy lifestyle. I still played
in bands—rock through
punk, new wave, goth and
grunge—though 1 found it
hard to keep a group to-
gether. I moved to London
(UK), hoping for success in
a bigger pond.

My public persona was
strong, successful, con-
fident, virile and free. To
others I appeared gregari-
ous and even outgoing—
especially when drinking.

I never felt comfortable
in my own skin, however,
and was envious of others
who seemed so relaxed. The
problem got worse as time
went on. [ was angry and de-
pressed about the state of the
world—wars, environment,
materialism and so on—and
felt overwhelmed, particu-
larly when things were not
going well in my personal life.
I was emotionally detached
and unable to communi-
cate my real needs or show
weakness and ask for help.
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I yearned for touch when I
was drunk, and so would be
on the chase constantly.

Deep down I needed
help. 1 was still the hurt,
lonely child scared of hu-
man contact, but desper-
ately in need of affection
and acceptance. There was
a constant turbulence in
my gut. I would forget to
breathe. I had nightmares;
would stay in bed, unable
to face anyone, sweating
and shaking for days at a
time—from fear, and also
from alcohol withdrawal.
Hiding. Heaviness and
thoughts of suicide.

At 30, I finally admitted
that I had a problem.

Therapy:

scary but necessary
After trying antidepres-
sants without any joy, I
asked my doctor what I

could do. With his recom-
mendation, 1 was able to
get a place with a psycho-
therapy group at a local
hospital. I got something
from these once-a-week
sessions, but it was only
later on, in an all-male
therapeutic community,
that I gradually opened up
and started sharing deeper,
more personal stuff and
then getting in touch with
my emotions.

Amongst other men it
was particularly difficult to
show weakness or vulner-
ability. The therapy was
terrifying, and I had night-
mares during that time. But
the more I went to those
scary places, the more I
gained. The scarier the
place, the more important
it is to go there. I eventually
began to lose that constant
churning in my gut and

started to come to terms
with myself.

Finding peace

If I don’t share problems,
or at least work them out,
I know they will fester be-
neath the surface and come
back and bite me (and/or
somebody else) at a later
date. The first and most
difficult step was to admit
that I needed help.

[ am still somewhat
emotionally detached, and
I have to keep working on
that. I still get stressed and
have bad days, but I don’t
drink to excess any more.
I’'m more at ease and feel
a lightness. And now, what
I present outwardly has
much more to do with
what’s going on inside. If
I'm happy on the surface,
you can be sure I'm happy
the whole way through. i

The Tragedy of
Self-Medicating

Personal and workplace loss

ne in five people will have mental health prob-
lems in their lifetime. Many now say it’s closer

Rafe Mair

Rafe was a lawyer and provincial
cabinet minister before turning
to broadcasting and writing on

public affairs. He has written
several books and innumerable
columns in addition to his
morning hotline show on CKBD
600 AM radio in Vancouver. For
more on Rafe’s opinions, hobbies
and books see www.rafeonline.com

to one in four.

What the statistics don’t tell us, however, is how
many people who are depressed actually get help. I have
a hunch that the percentage is small, and of those who
do get help, many will not get much relief.

For people who have depression, there is the
dimension of stigma, which makes it extremely dif-
ficult to seek help. Men are more affected by stigma,
because they believe that more is expected of them.
They’ve been taught not to cry. Stiff upper lip and all
that. I was diagnosed with anxiety and depression 15
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years ago and was fortunate enough to have a doctor
who knew something about the subject. That’s rare
enough today, but it was damned near unheard of
back then.

So how does the undiagnosed depressed person cope?

We get into the area of speculation here, but I suspect
that a great many people ‘self-medicate’ That’s a normal
response; most of us do that with other ailments.

In 1966, at 59 years of age, my father died of
cirrhosis of the liver caused by drinking a bottle of
Seagrams 83 Canadian whisky every day of his later
adult life. Looking back, it’s clear to me that this was
self-medication. He was depressed. There was no one
who would help then. If your problems were serious
enough, you had a ‘nervous breakdown’ and went, most
likely, to an institution.

Most evidence we have of the association between
depression and self-medicating is anecdotal and not
scientifically proved. Not all people abuse substances
because of depression or allied maladies. Unless cred-
ible studies investigate the causes of addiction, we may,
indeed, never know the actual extent.

Back in 2001, I started to look around me and to
think about life experiences in the workplace. I began to
wonder about many of the failed careers—and workplace
accidents, for that matter. Many appeared, on the surface,
to have been alcohol or drug related. And I wondered
if they might have had a deeper meaning. Why did so
many males of my acquaintance slip from showing great
promise to losing their jobs?

In 2002 [ began to do a bit of research. ‘Research’
may be too lofty a term, but I did start to ask ques-
tions of doctors, nurses, social workers and employers.
[ was convinced I was onto something: 1 was certain
there was a relationship between substance abuse and
depression. If I was right—and many others much
more learned than I were thinking along the same
lines—what a tragedy! It was a personal tragedy for
each individual, but it was also a tragedy for friends
and family.

But frankly, there was another factor. Employers were
losing money on big investments. I started to read about
safety on the job and talked to a number of union of-
ficials. Substance abuse was a major cause of industrial
accidents. Labour had a stake in this too.

In 2002, 1 also became involved with the first-ever
Bottom Line Conference, spearheaded by the Canadian
Mental Health Association. Representatives of unions,
employers, mental health professionals and the govern-
ment were brought together in the same room to discuss
these issues. The conference was a resounding success
and continues to be held annually.

It was tough sledding at first, though. New concepts
often have a problem overcoming inertia. And there
were some pretty prickly relations here. The provincial
Premier was a politician, and so, in every sense, were
the labour leaders. We all came into the room with some
pretty deeply rooted prejudices. At times, some of the
participants were at each others’ throats.

But it did come together. The common, uniting ele-
ment was tragedy—tragedy that all had seen; tragedy
that could be avoided.

We’ve come a ways, but there is still a long way to
go. It’s tough as hell for a depressed person to admit
it—especially for a man who has been taught to face
problems with a stiff upper lip to admit to his boss or
co-worker that he has a drinking problem (the drug of
choice is irrelevant). But a start has been made, and that’s
important. Trust is being built. I think I can say that jobs
and marriages are being saved. Indeed, people’s lives
are being saved.

What can the ordinary person do to help someone
in trouble? Understand. Don’t be, or appear to be, judg-
mental. If your relationship is close enough, try to get
the person to see a helping professional.

There is now awareness that there’s a very direct line
between substance abuse and depression. That aware-
ness is a sign that, as a society, we’re less afraid of the
subject and more willing to understand and be compas-
sionate. But, as [ said, we’ve got a long way to go. Often
the help needed is hard to come by. But we have at least
made a beginning. i
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Female-to-Male Youth

dolescence is a time

of excitement, growth
and change. An important
developmental task in ado-
lescence is separation from
parents and creation of
attachments to peers and
partners. Itis also a time for
risk-taking activities. Youth
who are gender variant and
whose sexual orientation
is not heterosexual are at
greater risk.

This paper will intro-
duce the concept of gender
identity disorder (GID) as
applied to natal females
and will also explore the
potential mental health
risks for this population,
as well as offer treatment
strategies and resources
available in BC.

Definition of terms
To begin, it is important
to include a definition of
terms. Bockting and Cole-
man' have defined the
following terms: gender
identity refers to one’s ba-
sic conviction of being a
man, a woman or another
gender, such as transgen-
der; natal or biological sex
refers to one’s sex as it
appears at birth; sex role
refers to characteristics
culturally defined as mas-
culine or feminine and
commonly known as sex-
role stereotypes; and sexual
orientation is defined by
sexual attraction to others.
The term transgendered
is usually applied to indi-
viduals whose appearance
and behaviours do not
conform to the gender
roles as ascribed by society
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for people of a particular
sex and includes cross-
dressers, transsexuals, drag
queens/kings, and male and
female impersonators.
Transgendered is an um-
brella term that encom-
passes people who are
gender variant.

The term (ranssexu-
al, while fitting under the
transgender umbrella, is at
the more extreme end of
gender variance. A trans-
sexual is a person whose
gender identity is opposite
to his or her biological sex.?
A natal female who iden-
tifies as male is termed
an FtM (female to male).
There is no explicit term to
identify a transsexual who
is on hormones and/or has
had surgery to facilitate a
sex change.

The DSM-1V? introduced
in 1994, replaced the term
transsexualism with gen-
der identity disorder (GID).
Individuals with GID have
a strong and persistent
cross-gender identification
and a persistent discomfort
with their sex, or a sense
of inappropriateness in
the gender role of that sex,
causing clinical distress
in social, occupational or
other areas of functioning
in childhood, adolescence
or adulthood.”

FtM: from childhood
to adulthood

Few studies have looked
at the developmental tra-
jectories of children and
youth with gender identity
disorder. Even fewer have
studied girls. These studies

suggest that only a few of
children who were followed
across time are diagnosed
with GID into adolescence
and young adulthood.*
Most become attracted to
those of the same sex.

Those presenting to gen-
der clinics in their adoles-
centyears, however, have a
higher probability of the GID
diagnosis remaining.*

Although many re-
searchers believe that
gender identity is formed
between ages three and
five, it appears that another
crucial period for shaping
gender identity exists in
early adolescence. Zuck-
er postulates that gender
identity may be somewhat
malleable in childhood and
gradually consolidates as
the person reaches adoles-
cence.*

Whether the cause of
GID is biological, psychologi-
cal or both is still unknown.
In any case, efforts should
be focused on assessing for
risk factors and offering in-
tervention and support. The
goal is to strike a balance
between expression of their
male identity and the safety
of the individual.

Risk factors

FtM youth are at greater
risk for mental health is-
sues than are non gender-
variant youth.® They may
become segregated of their
own accord or, more likely,
because of stigma. They
may be teased, ridiculed,
harassed or abused. This
may lead to feelings of re-
jection, shame, loneliness,

depression and suicidal
ideation. The teen may
then withdraw and isolate
or act out and become self-
destructive with high-risk
behaviours.® Depression is
more frequent amongst the
gender dysphoric adoles-
cent girls than boys, while
harassment/persecution
is significantly more com-
mon in gender dysphoric
adolescent boys than girls.”
In either case, there is an
increased risk for substance
abuse, self-harm and sui-
cide.®

Intervention

and support

There have been no con-
trolled studies thus far on
intervention with children
or adolescents.* Most cli-
nicians follow the HBIG-
DA Standards of Care,® an
evolving set of guidelines
representing an interna-
tional consensus on best
practices relating to gender
transition.The main point
to remember with children
is that the vast majority
outgrow their feelings of
gender dysphoria and most
likely will be attracted to
the same sex.*

In terms of interven-
tion, a team approach
is warranted. FtM youth
must have support for
their transgendered expe-
rience from family, school,
peers and mental health
professionals. Parental
support is crucial to posi-
tive outcome. Adjustment
in school is very impor-
tant and teachers should
model respect of diversity.



Many urban schools now
have Gay-Straight Alli-
ances that, together with
school administration,
help prevent hostile envi-
ronments. Peer support
groups such as the Lesbian
and Gay Youth Society
of BC’s Youthquest and
those offered through the
BC FTM Network are im-
portant to decrease social
isolation. Mental health
professionals, as well as
primary care physicians,
have a vital role in moni-
toring risk factors and
offering treatment. Re-
versible hormone therapy
should only be considered
after consultation with the
members of the care team
and parents.® i
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resources available in BC
BC FTM Network at beftmnetwork@off-gridsotutions.ca,

or call 604-255-2313.

For youth seeking FtM-specific peer support

® Trans Alliance Society of BC at
www.transalliancesociety.org

® Transgender Health Program (THP) of Vancouver
Coastal Health Authority provides the following:

[e]

Information on service providers at

www.vch.ca/transhealth/resources/directory

Youth-specific electronic services at

www.vch.ca/transhealth/resources/links/
peer.html#peeryouth

FtM-specific health information at

www.vch.ca/transhealth/resources/links/

healthinformation. html#healthftm
Contact the THP at transhealth@vch.ca, or call
toll-free in BC at 1-866-999-1514

damian'’s story: strength in gentleness

Chronic depression caught up with me when | was about eleven. | never
sought help. | just coped with it until my early forties. During puberty my
sense of gender was not clearly masculine—I just thought it was my fault |
was failing as a girl... Being female was something | thought you had to learn
and | just hadn’t learned it yet. So | started to deliberately watch how women
behaved. ... From that time until | started to transition | carried a conversation
in my head: “I’'m being seen as a girl/woman—What is the most appropriate
female response | can give in these circumstances?” | didn’t even know that
filter was there until it stopped. ...

| had been woman-attracted since my early adolescence but | buried that.
| didn’t do anything about it until | was about forty. But | didn’t know what to
do. | had never connected with the lesbian community. ... Instead, | joined
the Anglican gay group Integrity. They were all men and they kept wondering
why | stayed. But | liked being with them.

Some of my depression started to lift in these years. Welll A person can
only live so long working full time, so busy they never eat properly, get only
3-4 hours sleep a night, using energy to live with a chronic illness [arthritic
disorder], before something gives way. I'd done this for year and years. In
1995, my health collapsed and | was forced to drop everything except work.
Suddenly the carefully constructed world of external definers disappeared
out of my life. | was left too weak to run away anymore....

| had been constructing myself externally from the outside-in for so long that
it took a lot of courage to accept this was coming from the inside and | could
trust it. First | asked “Am | a man or a woman?” Then when | had to accept
that | was a man, | faced the worst part of the transition. | felt that | had totally
failed...But | couldn’t stop, because it felt more and more right, comfortable,
real, me. Then | asked, “But if this is me, then who am | as a man?” Finally |
realized | had absorbed role models as a kid and that energy was already part
of me. The men | felt close to were kindly, gentle, generous people. That spoke
to the core of who | am. ... When | was able to accept that there is strength in
gentleness, then | was ready to do the external transition...

When | started the transition | started questioning the rigidity of the
binary—the concept that there are only two genders and we fit into either one
or the other. | used to talk a lot about “queering the binary” and suggested
we are all in the middle, that everybody has a bit of both genders (and a bit
of both sexual orientations). | think that’s a necessary dialogue, but right now
I’'m happy with the binary for myself. “Transsexual” implies a rigidity, moving
from one side of the binary to the other. For that person the middle ground
is not comfortable. And that’s me. | don’t really want to keep coming out as
a “trans.” | just want to live as a man now.

The gains have been overwhelming. | work with the public and have had
dozens of encouraging comments from them and from co-workers. Most friends
and acquaintances have been so affirming. My partner, whom | met in 1996, has
been a daily companion and champion. And finally, | feel good about myself,
comfortable about myself. No need to pretend anymore. Depression’s gone.
My life is much more balanced. | feel ordinary, content. Now I'm simply one
more little guy in the world doing his bit to make the world a better place.

Excerpted with permission from Cross, K. (2001). The Trans Biography Project: Stories
from the Lives of Eleven Trans People in BC. Vancouver:Women/Trans Dialogue Planning
Committee and Trans Alliance Society. Available at www.transalliancesociety.org/education/

Damian is a 53-year-old transsexual man. He began his transition in 1995 and is now legally male.
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Extreme Kindness and Mental Health

The exireme Kindness
Crew is in the business of
making people feel good.
It is a group of four young
men based in Victoria
who, after September 11,
2001, decided to empower
themselves and the people
around them with simple
acts of kindness.

As a member of the
Extreme Kindness Crew, |
have discovered the power
that “extreme kindness”
has in contributing to the
welfare of a person’s men-
tal state.

As a young man, my
personal peace of mind
was often directly related
to my physical and recrea-
tional activity. By challeng-
ing myself with surfing,
climbing mountains,
snowboarding, sailing or
even just running long
distances, I tapped into
a powerful force, which I
now call the “extreme.”
The extreme can also be
found in many other ways:
reading a book, watching a
movie, dancing or writing
a poem. When studying
English literature at the
University of Victoria, I
found reading and writing
certain types of poetry an
incredible way to connect to
the extreme. [ learned more
and more that the extreme
can always be found in the
same places you find your
passions.

By pairing the two ener-
gies of extreme and kind-
ness, we in the Kindness
Crew have been able to
sustain our mental health
and well-being while tak-
ing on the huge challenge
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of connecting the world
through kindness. We make
sure we are always being
true to our passions in life,
and at the same time, we
are making our planet a
better place to live.

Kindness is a universal
language that can be used
to connect our world—an
invisible thread tying each
living person together. It is
defined in every language
and culture, and the core
definition usually includes
generosity, helping and
giving to others. It is a
simple and powerful social
tool that bridges the gaps
between all the cultural and
legal borders of the world’s
nations.

Kindness and the op-
portunity to perform ran-
dom acts of kindness can
be found everywhere—you
just need the right perspec-

tive to see them.

We have come to realize
that giving back to the com-
munity has the potential to
be both fun and exciting.
Being a Kind person does
not mean you have to sac-
rifice anything, but instead
can result in incredible ad-
ventures and great stories.
There can be no better
way to interact with your
world and the people you
meet in it.

By committing to ex-
treme kindness you give
yourself the power to im-
prove your life and the lives
of everyone you meet. You
allow positive energy to
enter your thoughts on a
constant basis, creating a
healthy mental state. And
you come to realize that
you have personal control
over how you are feeling
day to day. If someone

treats you badly or bad luck
falls at your doorstep, all
you have to do to improve
your situation is to perform
an act of kindness.

I definitely believe that
our group can impact the
lives of young men in par-
ticular. The Extreme Kind-
ness Crew members serve
as positive role models
and set healthy examples
for other young men to
follow. We are living proof
that kindness can be fun,
healthy and empowering
for young men. Being kind
is an important part of be-
ing a balanced, strong and
powerful young male. You
don’t have to be mean to
show your toughness and
masculinity. The extreme
in all of us is best utilized
in the positive sphere of our
thoughts and actions. i

CAND)-

Postpartum Depression

Laurynas Navidauskas

Laurynas is an
undergraduate film and
political science co-op
student from Simon Fraser
University. He currently
works in the Public
Education Department of
Canadian Mental Health
Association, BC Division

In men?

icture a scenario: you and your partner start

sharing your life, and before you know it, there

are three of you—her, you and a little scream-

ing bundle of joy. You should be happy, the
happiest dad in the world—after all, the little human
creature is your flesh and blood, your successor—but
instead, you feel empty inside. Why?

Postpartum depression, a term usually heard in a
context of a new mother, does apply to males as well.
Although this kind of depression in fathers is a debated
issue—with many professionals arguing that ‘proper’
postpartum depression has a hormonal factor that
doesn’t apply to males—even the opponents of the term
concede that many new fathers experience the ‘baby



blues’ during the first months after the birth of a child.
While these changes are not triggered by the physiologi-
cal processes in the father’s body, they can nevertheless
have consequences as serious as a mother’s postpartum
depression.

Depending on the definition of depression used,
various studies and surveys show depressive symptoms
in new fathers ranging from 2%"' to 9%,”> to a whop-
ping 49% . A significantly higher level of symptoms is
observed in big, urban areas, or in the cases of being
a stepfather or a single mother’s partner.* The signs of
postpartum depression are:
® feelings of overwhelming responsibility and
fear of failure
loss of sleep and appetite
withdrawal, disregard to personal hygiene
feelings of sadness and emptiness
inability to concentrate, irritability, restlessness
loss of sex drive
physical aches and pains®

There are many factors contributing to a new father’s
mood impairment. Some of them are associated with
the new responsibilities fathers face, such as having to
provide income for the partner and the baby,® and the
anxieties about the social role of a father.” Other strong
sources of paternal worries: the health and well-being
of the mother and the child, the changes in relation-
ships between a husband and a wife, and, upon the
arrival of the next generation, the realization of one’s
own mortality.® This stress is often further complicated
by social stereotypes of a male, who is supposed to ‘be
strong’; the new father is unlikely to share his concerns
with others.

Although most fathers will experience some kind of
anxiety during the first year after the birth of a child, the
severity of the symptoms can be significantly decreased
through maintaining a healthy lifestyle. Distress can be
alleviated through social support and through interac-

tion with the baby. Psychologists suggest that mothers
encourage fathers to talk to the baby before the birth, let
them touch Mom’s belly to feel the baby kick, and allow
fathers to spend time alone with the baby as much as
possible after the pregnancy.®

Fathers should be encouraged to continue their previ-
ous hobbies, exercise and maintain a healthy diet. Foods
rich in tryptophan, such as turkey, milk and bananas,
as well as foods with omega-3 fatty acids, such as lake
trout and salmon, will increase the levels of the ‘feel-
good hormone’ serotonin. Similarly, it is believed that
a high-fibre diet decreases stress levels and leads to a
more positive attitude.”

Furthermore, a new father’s increased social inter-
action, such as sharing experiences with other fathers,
might prove to be very useful, while others suggest that
sharing the feelings with the mother is always the best
solution.” It is important, however, to also be mindful of
the mother’s mental health—as research shows, the part-
ners of fathers with a postpartum depression are two or
three times more likely to also suffer from a postpartum
mood disorder, compared to the partners of fathers who
are not distressed.'

Unfortunately, these preventative measures are not
always successful. If symptoms persist, the new father
should consult his family doctor or mental health pro-
fessional. In some cases, antidepressant medications,
counselling and psychotherapy may be necessary. To
some, these measures may seem far-fetched, but they
are a very small price to pay for bringing joy and under-
standing into new-family life. i
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Men Have Eating Disorders Too
A retreat approach

looked around the cir-
Icle of men the first

evening of a weekend re-
treat. I wondered about the
personal challenges each
man was coping with by
eating too much, too little or
by bingeing and purging.

These men all had un-
healthy relationships with
food, and had been labelled
as having eating disorders.
However, 1 saw them as
people who had troubled
spirits in their various-sized
bodies. This article is not
about eating disorders in
men, but about men who
have eating disorders.

Men’s retreats are of-
fered at BridgePoint Centre
for Eating Disorders, a resi-
dential program in Milden,
Saskatchewan. 1 facilitate
those retreats.

Asking for help

The men had gathered
courage to attend. Their
presence was a plea for
help with a personal situ-
ation they could not solve.
Each had taken the risk of
placing himself in the vul-
nerability of an unfamiliar
experience. It was a sign
they were ready for more
healthy lives.

The men had expecta-
tions of how the retreat
would unfold. They looked
to me for answers. [ believed
each man would discover
for himself what worked
best. | modelled that proc-
ess. [ admitted my nervous-
ness about starting a retreat
and recognized that they
felt the same way.
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A man talking about his
feelings is not typical. It was
not in their picture. I wanted
to separate myself as a
person from the leader role
and their expectations of it.
My message was: “Talking
personally with other men
is okay here.”

Safety was important.
These men might fear criti-
cism for acting different-
ly from the conventional
ideas of manhood. Confi-
dentiality was emphasized
to ensure safety. The rule
was: What happens here
stays here. Trust developed
as they got to know each
other.

Building community
Speaking to strangers, per-
sonally or not, is frighten-
ing. Each man introduced
himself briefly and includ-
ed an amusing personal ex-
perience. Laughing created
feelings of safety, which
produced more laughter as
the men relaxed.

They organized into
pairs and discussed ques-
tions on personal issues
such as where they were
stuck or what was going
well. This was an opportu-
nity to relate to other men
in a personal way as they
shared experiences. They
talked more in these pair-
ings than in the group.

The men came together
as a whole group to end the
evening. They each ‘checked
out” with a sentence describ-
ing how they felt. This brief,
personal sharing by each
man in the presence of the

others provided me with a
status report.

I wanted them to bond
into a supportive com-
munity of men working
together. Bonding results
in mutual acceptance and
willingness to listen to and
learn from each other. Each
man acted as a witness
to the personal sharing of
every other man.

Rather than living in
the silence of withdrawal,
being seen and heard by
other men who were com-
passionate witnesses was
important to their personal
growth. In the residential
setting, the men continued
to bond after the session
ended.

Getting down to work
Personal stories were
shared in the group the
following day. This was an
important experience of be-
ing witnessed. I had spoken
first, about the significant
events in my life and how
they influenced my default
responses to life situations.
Default responses are
automatic. Little thought is
given to other choices that
might be healthier. Primary
defaults among these men,
in response to personal
pain, were unhealthy eating
and withdrawal. Their ways
of coping, reinforced by
self-limiting beliefs like low
self-worth, had become ha-
bitual as the only choice.
Self-worth was an issue.
They expressed difficulty in
hearing positive comments
about themselves from

others. They were anxious
when asked to write, and
then read aloud, a list of
positive comments about
themselves.

The men participated in
a variety of activities. They
were playful. They were
serious. They experienced
self- care in soothing medi-
tations.

Each man shared what
he had noticed about
himself in the activities. |
encouraged personal aware-
ness of their default re-
sponses. Asking them
“How is that like your life?”
emphasized the similari-
ties that exist between
responses in a retreat and
in life.

My approach was re-
sponsive. I listened and
offered feedback. Timing
is important. Suggestions
are useless if the listener is
not ready to hear them—
particularly new choices to
defaults, as defaults are not
surrendered easily. To stay
personal with the men, I
used my life experiences as
the basis for my feedback.

Ending is the
beginning

The retreat ended with
each man stating what he
had learned and a man-
ageable change he would
make. They left in greater
spirits, having stretched
themselves, never to be ex-
actly the same as when they
arrived. Each had taken an
important step on the jour-
ney that is less about food
and more about life. i



regional programs

Men’s Empowerment for
Learning and Living

n 1999, the Provincial

Men’s Committee (now

defunct) was formed
in British Columbia to ad-
dress concerns related
to men-specific alcohol
and drug treatment is-
sues. Their mandate was
the achievement of high-
quality, accessible and
gender-specific treatment
and prevention services
for men experiencing, or
at risk of, substance mis-
use. The committee was
comprised of 11 members
who, through collective
wisdom and personal and
professional experience,
contributed to the develop-
ment of addictions treat-
ment for men in BC.

One of the premises un-
derlying the development
of a men’s gender-specific
program was that there was
a growing consciousness,
and awareness at the bi-
opsychosociospiritual level,
of changes in concepts of
manhood. The committee
was concerned with the
relevance of these changes
to the treatment of addic-
tions at all stages of the
lifespan.

Through the develop-
ment process, it also be-
came apparent that the
profile of male clients in
addiction services had
changed; i.e., there was
more injection and poly-
drug misuse, and a lower
age for the predominant
treatment group.

Recovery from addic-
tion requires both a range
of external changes in an

individual’s behaviour and
a range of changes in each
individual’s internal world
of feelings, feelings about
feelings, perceptions, ex-
pectations, and yearnings—
in their deepest sense of
self.

What a man shows in
the external world may not
be a true reflection of his
internal world; the expres-
sion may be coloured by
external messages about
how an individual or a
group of individuals think
the world wants men to
be. Messages received from
family, friends, teachers,
and media influence how
men behave, including their
relationship to alcohol and
other drugs. The messages
are different for men than
for women.

Armed with this knowl-
edge, the committee en-
deavoured to capture the
success of other gender-
specific programs, such as
the WELL (Women’s Em-
powerment for Learning
and Living) Program, by
developing the MELL (Men’s
Empowerment for Learning
and Living) Program.

The MELL Program

The MELL Program was
specifically designed to
approach addiction and
recovery from the per-
spective and experience
of being a man. Program
objectives are to provide
effective, innovative and
flexible treatment pro-
gramming that would al-
low men to participate

in intensive addictions
treatment within their own
communities while main-
taining their family and
social responsibilities. MELL
offers the opportunity for
men to participate with
other men in examining
and experiencing their ad-
diction and recovery in the
context of being a man. It
is co-facilitated by men to
help group members learn
to trust and speak freely
with other men.

MELL is a highly struc-
tured, intensive psycho-
therapeutic program de-
livered in 25 sessions. If
needed, three of these ses-
sions allow participants and
facilitators to focus on par-
ticular modules or issues
that may become relevant
to a given group.

The MELL Program is for
adult males 19 and over.
The intensity of topics
and material covered in a
group setting requires cli-
ents to be in second stage
recovery (approximately
two months of abstinence)
rather than early recovery.
Abstinence is required
for the duration of the
program, for the benefit
and safety of all group
members, and because
the nature of the material
and depth of the experi-
ences may trigger covert
issues. If clients are pre-
scribed medication or are
under a doctor’s care for
methadone maintenance,
the acceptance criteria
would also include client
stabilization and the ability

to participate in the group
process.

In the spring of 2001,
Jackson-Murray Consult-
ants, a Surrey-based ad-
diction counselling and
treatment agency, was one
of five BC based organiza-
tions awarded the oppor-
tunity to deliver the pilot
program. Each of the trials
was independently evaluat-
ed to ensure program con-
tent and appropriateness,
keeping within the original
mandate of the Provincial
Men’s Committee.

Since then, Jackson-
Murray has continued to
deliver the MELL Program.
It is currently offered four
times a year, on a mo-
bile basis, throughout the
Fraser Health region. Of-
fered as either a day or an
evening/weekend program,
the delivery times and
dates are based entirely on
client need.

The success of MELL
is contingent on the
progress made by each
individual group member.
Staff are thrilled with the
positive feedback that
continues to come in
from participants. i

Leanne McKenna

Leanne is Business
Manager and Acting

Program Director, Funded

Programs, for Jackson-
Murray Consultants Inc.

The MELL Program is funded by the provincial
Mental Health and Addiction Branch, through
the Fraser Health Authority. For more informa-
tion on MELL, contact the nearest Fraser Health

mental health outpatient clinic (see www.
fraserhealth.ca/about/facilities/facilites-list.
asp), or Jackson-Murray Consultants at 604-
589-7080 or toll-free at 1-800-668-3205
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Wellness Gathering

Contributing to the mental health of First Nation men

he following article is based on personal expe-

rience and the results of interviews with First
Nation men. These individuals comprise staff with
Sto:lo Nation, as well as consumers of mental health
services offered through St6:1o Nation Health Services
and other community mental health centres. Specific
clients are not referred to by their actual names to
protect anonymity and the privacy of their families
and communities.

“The Men’s Wellness Gathering saved my life,” com-
mented Bill, a First Nation band member. He was refer-
ring to a gathering of 40 Aboriginal men from various
communities throughout BC. This was the eighth year of
such a gathering. Sponsored by Sto:1o Nation Health, it is

the Fraser Valley.

To many, this gathering, which specifically addresses
the mental health and wellness needs of Aboriginal men,
has become one of the most significant programs offered
by the Sto:lo Nation.

The planning committee, chaired by health director
Brian Williams, includes men from St6:1o Nation Health,
Community Development, Xyolhemeylh Child and Fam-
ily Services and the Indian Residential School Survivors
Society. The various gathering topics throughout the
years have included addictions, residential school is-
sues, mental health, family and relationships. Activities
include guest speakers, healing circles, sweat lodges, drum
making, carving, canoeing, slahal games, drumming and
singing, storytelling and nature walks. This year’s gather-
ing, held at a conference centre called Sts’ailes Lhawathet
Lalem (Chehalis Healing House) on Chehalis First Nation
land, focused on the impact of the residential school ex-
perience on the individual and family.

On the third day of this most recent gathering,
depression and anxiety screening was offered to the
participants and staff. This screening was administered
by me and two of St6:lo Nation’s addiction prevention
counsellors, Lawrence Roberts and Pat Walsh. This was
under the auspices of the annual, provincial Beyond
the Blues: Depression Anxiety Screening and Education
Day project of the BC Partners for Mental Health and
Addictions Information (for more information, see www.
heretohelp.bc.ca/events.)

At first we weren’t sure how the screening would
be received, but the response was overwhelming. The
context of the gathering had created a sense of safety; it
was a good place to focus on emotional well-being. Staff,
clinicians and participants all lived, shared meals and
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participated in activities together, which strengthened
relationships and resulted in a high level of trust. Indi-
vidual screening interviews went longer than expected
as the men opened up and talked about their lives in
ways they hadn’t done before.

When discussing the screening in a later interview,
Lawrence (counsellor and Tzeachten First Nation mem-
ber) mentioned, “Men felt safe, and the atmosphere of
openness created an interest to learn more about them-
selves. The screening and interview provided a good
mirror or reflection and gave extra one-on-one attention.
This individual sharing, in turn, helped them gain confi-
dence to share in the larger circles and gave a sense of
hope knowing that help and support is available.”

Lawrence went on to comment that the assessments
seem to be designed for a primarily non-First Nation
target group, so it may be more difficult to get an ac-
curate assessment. Some First Nation individuals may
score high on the depression/anxiety scale, but are nev-
ertheless functioning well because they have supports.
These supports are primarily cultural and spiritual in
nature and involve traditional methods of processing
unresolved issues. They include healing/talking circles,
prayer, sweat lodges, ceremonies, gatherings, and work
with spiritual healers.

In addition to traditional methods, other therapies
also provide ongoing support. Bill, who admitted to
feeling depressed and suicidal prior to the gathering,
completed the screening and interview. He shared this
experience: “After, Lawrence came to my house and
offered more counselling by a therapist. I was feeling
better after the gathering, but didn’t want a relapse so |
agreed. Seeing Terry since October has really helped me
get emotionally stronger...helped me and my family.”

When Aboriginal men discuss addiction, substance
misuse and mental health issues, the conversation always
moves to the sources of these problems: identity issues,
lack of purpose, little sense of belonging and difficulty
communicating emotions.

Lawrence noted that many problems facing Aborigi-
nal men are results of the residential school experience,
both directly and generationally. Many men struggle
with feelings of isolation; they feel that they just don’t
“fit” anywhere. They experience difficulty dealing with
emotions, communicating, and nurturing healthy rela-
tionships. They have difficulty admitting problems in
general and don’t want to appear weak.

Bill agreed that a challenge facing Aboriginal men
is “talking about it...for years we never talked about
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abuse, and experience depression and suicidal thoughts,
is the inability to deal with past issues. These are issues
related to family and effects the residential school had
on parents.”

Leslie Williams, the post-secondary education coor-
dinator with Sto:lo Nation, is from Skwah First Nation
in Chilliwack. He agreed that much of the addiction and
other mental health issues are related to historical fam-
ily issues and problems in present relationships. “They
don’t know who they are and where they come from.
Many who were separated from parents, family, culture,
language and community and placed in residential
schools or non-Native foster homes don’t know their
identity, roles, gifts, spiritual and cultural values; don’t
know where they belong and have little knowledge about
how to find out. Fear holds many men back.”

Gatherings such as the Men’s Wellness create a good
place for men to begin their healing journey. Such places
are important for Aboriginal men because they provide
an opportunity for the men to face their fears in a safe
atmosphere. They can look at the deeper issues that
may have contributed to addictions and other mental
health problems.

John, who has attended for four years straight, ex-
plained, “Listening and sharing are the keys. For many
men, it is the first time they have been able to share or
talk about the ‘real’ life story beyond just surface stuff—
jobs, money, hunting, fishing, cars, trucks and other
things. Part of healing is talking about it, grieving it and
letting it go...don’t carry it. The ultimate thing is to go
back and feel it in a safe environment, with others who
talk about and share the same...gives the ability to deal
with it in a good way.”

Lawrence, who has been on the planning committee
for the last five years, agreed with John and added, “The
Gathering helps men get in touch with themselves and
increases pride and sense of value through discovery
of self, identity and culture. It seems to always go back
to self-esteem and self-respect. This builds up courage
to face the difficult issues in life. I've seen this increase
in courage for those who keep coming back. The being
together as a group creates a family atmosphere as we
grow and bond together. Spending time together doing
different activities creates this bond and trust—drum-
ming, singing, drum making, carving, canoeing, healing
circles, nature walks, sweats, speaking with elders, meals
together, workshop and keynote speakers, storytelling
and laughter.”

Leslie presently works with young men who come for
education support. “Many have no idea who their family
is or who they are connected to, and although they may
be able to achieve academically, an inner emptiness re-
mains,” stated Les. He went on to discuss the work that
is accomplished at the gatherings: “New connections and

Sharing circle: Herb Joe, aditional Counsellor for Sto:lo Nation’s Xyolhemeylh
Child and Family Services Dept. (standing) and Darren Charlie, Group Facilitator

‘family” are made at these gatherings. Men leave stronger,
with a sense of mutual responsibility. They become part
of each other. The circle is like family and the sense of
common experience gives strength and hope.”

Strength and hope is the common message | hear
from Aboriginal men who attend men’s healing gath-
erings. This is summarized by the Men’s Wellness
Gathering logo—the Wellness Salmon, drawn in 2000
by Craig Ned, a Sto:lo artist and carver from Sumas
First Nation.

The salmon represents a continuous striving and suc-
ceeding against all difficulties. The three faces represent
the faces of Aboriginal men ‘getting better” The first one
is sad and depressed, the second one is feeling better,
and the last one represents a happy man. The inspiration
for the last face comes from the ‘winning” symbol used
in the First Nation game of slahal.

Within Aboriginal communities, healing involves bal-
ance: physically, mentally, emotionally and spiritually.
Basic to this healing are elements of safety, responsibility,
respect and cooperation. The Men’s Wellness Gathering
and other healing gatherings for men provide many of
these elements and an opportunity to address deep is-
sues of identity, purpose and belonging. i
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Gayway
Supporting gay men

he days of HIV disease

being treated as the
only health issue of impor-
tance for gay men are over.
For a number of years now
AIDS, Vancouver has been
looking at health and gay
men through a broader
lens: one that encompasses
more than just physical ill-
ness and disease and that
acknowledges more com-
plete and complex individ-
uals and communities.

In the mid ’90s, AIDS
Vancouver’s HIV prevention
program, Man to Man, shift-
ed from focusing on how
individuals’ behaviours
put them at risk for HIV, to
also looking at gay men as
a group. This shift helped
us understand that, as a
group, gay men may have
common issues that could
be addressed by focusing
on factors making them
vulnerable to HIV disease.
Things like homophobia
and social status need to
be addressed just as much
as an individual’s specific
behaviours (e.g., whether
or not he uses condoms)
when doing HIV preven-
tion. So do issues like drug
use and mental health. We
shifted our name to Gay
Men'’s Health Programs.

In early 2003, Gay
Men’s Health Programs
moved into a storefront of-
fice space on Davie Street
and changed its name once
again, this time to Gay-
way.

Gayway is a health pro-
motion program for gay
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men, which provides op-
portunities for the men to
share their experiences,
skills and resources with
other men in order to build
healthier communities. The
program offers training
and support for gay men
to enhance or learn skKills
they can share with the
community in the form of
workshops and discussion
groups. The groups cover
a whole range of activities
and issues. Some of the
groups offered early in
2005 included financial
management, goal setting
and time management, a
writer’s workshop, a book
group, a knitting group and
a support group for men
with sexual addictions.
Gayway also develops
educational materials such
as pamphlets and bro-
chures that paint the big
picture of what health
means and provide infor-
mation to help gay men
better understand and
address various issues.
We also produce a small
magazine called Gayze.
Four times a year, a group
of volunteers put together
personal stories, health
information and fun facts
and images and distribute
it throughout Vancouver.
A peer counselling and
support program called
Coffee Talk is provided via
trained volunteers. We offer
it face-to-face and over the
Internet through local chat
rooms. Peer counsellors
listen to men talk about

|

Gayway volunteers at-
Vancouver Pride Parade,
August 2004

whatever they feel like talk-
ing about, and information
and referrals to other serv-
ices in the community are
provided.

In the last year we’ve
developed two health
promotion campaigns.
The first one was sent
out across the country. It
looked at the things gay
men are already doing
in big and small ways to
create community and
positively impact their
health. The other was an
HIV prevention campaign
focused here in Vancou-
ver that looked at how
assumptions some gay
men make about the HIV
status of their partners
can lead to choices that
put them or their partners
at risk for HIV infection.

But there is still much
work to do. Mental health
issues in the gay male
population are often
talked about, but rarely
addressed at the commu-
nity level. The prevalence
of depression and anxiety
within the gay male popu-
lation is said to be higher
than in the general pub-
lic. Some explanations
suggest homophobia and
heterosexism are factors.
Things like social and
religious discrimination
and a lack of family and
institutional support are
some of the psychosocial

causes of depression and
anxiety among gay men.

HIV disease can also
contribute to depressive
illness. Some people see
depression in people liv-
ing with HIV as a reaction
to being diagnosed with
the infection. Depres-
sion can be related to
HIV, specific HIV-related
disorders, or medication
side effects. Gayway en-
courages men living with
HIV to speak openly with
their health care practi-
tioners about any symp-
toms they experience that
could lead to an accurate
diagnosis and appropri-
ate treatment of mental
health conditions.

Gay men, like everyone
else, experience a range
of mental health issues.
We require mental health
services that acknowledge
and validate our complete
identities and deliver serv-
ices in environments free of
homophobia and discrimi-
nation.

Similarly, the gay com-
munity needs to work
harder to recognize and in-
clude gay men with mental
health issues as important
members of the commu-
nity. Working together
we can continue to cre-
ate communities that will
support all of us in living
healthier, more vibrant
lives. i



Nothing’s Wrong

A man'’s guide to managing his feelings wm“g_

By David Kundtz. Boston, MA: Conari Press, 2004. 55 pp.
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During the first session
of a community college

course on masculinity that
[ was teaching, 1 asked the
men why they had come,
and I will never forget what
one middle-aged man said.
“My wife pushed me to
come. She’s always bugging
me, asking me to tell her
what I am feeling. And I'd
love to. I just don’t have a
clue.” The man was serious.
Although a very competent
man in most areas of his
life, he did not know how to
even begin to share his feel-
ings with the person he was
closest to in this world.
Many women can relate
to this man’s wife, and
many no doubt share her
frustration over trying to
deal with men and their
emotions. Men can appear
stubborn and mulish, but
the reality is that most
men simply have not been
taught how to identify, label
and appropriately express
their emotions. For many
of us men, it is almost as
if, when we look inside
ourselves, we see a terrify-
ing, black void. As a result,
it is no wonder we would
rather do just about any-
thing to avoid dealing with
our feelings. This emotional
restriction causes tension
between men and women,
puts limits on the depth of
our relationships, and sets
men up to have consider-
able difficulty dealing with
mental health issues. After

all, it’s pretty hard to man-
age feelings of anxiety or
depression if you have zero
practice in talking about
what is going on inside
your head and body.

To remedy this situ-
ation, David Kundtz has
written Nothing’s Wrong:
A Man’s Guide to Managing
His Feelings. This is a book
written for men by a man
who appreciates and under-
stands men. The author, a
therapist who has worked
for many years with men,
explains that the book is
“specifically designed for
guys who never got a map
for navigating the highways
and byways of the emo-
tional realm.”

As the title, Nothing’s
Wrong, suggests, the author
does not believe that men
are inherently flawed be-
ings who need to be taught
what to feel. On the con-
trary, men are okay; they
just need to be encouraged
to understand and express
their feelings in a way that
is natural for them. Fre-
quently, he says, this means
paying attention to what a
man is feeling in his gut,
the place where many men
seem to carry their emo-
tions. Having stated that
there is nothing wrong with
men, the double meaning
of the title also alludes to
the large degree of defen-
siveness that is generated
in so many of us men when
the topic of feelings comes

up, especially when women
are the ones bringing up
the issue.

Nothing’s Wrong offers
excellent descriptions of
the ways that some men
dissociate from their emo-
tions. It also provides an
interesting description of
the dominant ways that
men tend to deal with
their feelings. For exam-
ple, many men are more
comfortable expressing a
feeling through action (such
as engaging in an activity
with a friend) rather than
by talking about the feeling.
And often men are more
comfortable if they can
discuss things logically. But
while the author is careful
to not criticize men for their
preferred methods of deal-
ing with emotions, he ex-
plains extensively why it is
in men’s interests to learn
other ways of attending to
their own feelings and the
feelings of others.

To assist the male read-
er, the book offers a simple
three-step process for how
a man can learn to notice
a feeling, name the feeling
and express the feeling. He
offers useful suggestions for
how a man can work his
way through each step in
the process.

Because the author’s
appreciation of men comes
across strongly, the book
will be user-friendly for the
average man. As such, it
would make an appropri-

ate present to give to an
adult or adolescent male
in your life. It would also be
useful for counsellors to as-
sign to men as homework
reading.

Nothing’s Wrong fails in
one aspect: it skirts around
the issue of men’s anger, the
one emotion that most men
have plenty of familiarity
with. My clinical experience
is that many males (espe-
cially adolescents) tend to
be able to identify anger
quite easily, most likely be-
cause they perceive anger
to be the only emotion that
society allows a man to feel.
As aresult, I see many men
bypassing the less ‘manly’
emotions of fear or sadness
and flashing quickly to rage
instead.

In working with men,
I have repeatedly found
that almost all men can
be successfully taught to
identify the other feelings
that usually accompany or
precede the anger. With
effort and guidance, men
can learn to slow down
and think about all of the
other feelings they are ex-
periencing besides anger. It
would have been helpful if
the author had included a
section helping men to do
this on their own. Despite
this oversight, Nothing’s
Wrong remains a welcome
addition to the self-help
guides out there, especially
as most of those guides are

written for women. i
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resources

this list is not
comprehensive
and does not imply
endorsement of
resources

don’t forget all the
resources listed at
the end of Visions

articles as well

General Mental Health

Jorm, A.E (1996). Men and Mental Health. National
Health and Medical Research Council, Australia. See
nhmrc. gov.au/publications/synopses/mh11syn.htm
Men's Health Information and Resource Centre, Australia.
Several helpful resources including Men, Mental Health
and Cultural Diversity, Separated Fathers and Mental
Health, and The Relationship between Elderly Men, Aged
Care and Depression. Go to menshealth.uws.edu.au and
click on ‘On-line Articles’

Stewart, G. (2002). Men’s mental health [fact sheets].
MIND: UK National Association for Mental Health. See
www.mind.org.uk/Information/Factsheets/Men
Psychology of Men and Masculinity. Relatively new aca-
demic journal. See www.apa.org/journals/men or call
1-800-374-2721 to subscribe.

Brooks, G.R. & Good, G.E. (Eds). (2005). The New
Handbook of Psychotherapy and Counseling with Men: A
Comprehensive Guide to Settings, Problems, and Treatment
Approaches. Revised and Abridged from the Previous
Edition. John Wiley & Sons Canada.

Kennedy, H. (2001). Do men need special services?
Advances in Psychiatric Treatment, 7(2), 93-99. Fulltext
online at apt.rcpsych.org

Addictions

Zelvin, E. & Straussner, S. (Eds). (1997). Gender and Ad-
dictions: Men and Women in Treatment. Jason Aronson.
Alberta Alcohol and Drug Abuse Commission. (1998).
Anger and Addictions. Developments, 18(2). Online at
corp.aadac.com/services/developments_newsletter
Singer, J.A. (1997). Message in a Bottle: Stories of Men
and Addiction. Free Press.

Mood Disorders

Cochran, S.V. & Rabinowitz, EE. (2000). Men and Depres-
sion: Clinical & Empirical Perspectives. Academic Press.
Mayo Clinic. (2004). Male depression: Don't ignore the
symptoms. Go to www.mayoclinic.com and click on
‘Men’s Health’ under ‘Healthy Living Centers’

Lynch, J. & Kilmartin, C.T. (1999). The Pain Behind the
Mask: The Origins, Consequences, and Remedies of Mas-
culine Depression. Haworth Press.
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e Real, T. (2005). | don't want to talk about it: Overcoming
the secret legacy of male depression. Augsburg Fortress.
® Men Helping Men with Mood Disorders. maledepression.com

Body Image and Eating Disorders

e Andersen, A., Cohn, L. & Holbrook, T. (2000). Making
Weight: Healing Men’s Conflicts with Food, Weight, Shape
and Appearance. Gurze Books.

e Pope Jr., H.G., Phillips, K.A & Olivardia, R. (2000). The
Adonis Complex: The Secret Crisis of Male Body Obses-
sion. Free Press.

e Phillips, K.A. (1997). The Broken Mirror: Understanding
and Treating Body Dysmorphic Disorder. Oxford UP.

e Luciano, L. (2002). Looking Good: Male Body Image in
Modern America. Hill & Wang

e Krasnow, M. (1996). My Life as a Male Anorexic.
Haworth Press.

Boys

e Douglas, S. (2004). Dude, What's Your Mood? A game
by a Canadian clinical counsellor that could be useful
for talking with boys about their feelings. See www.
familycounselling.net/DudeWhatsYourMood.html

e Horne, A.M. & Kiselica, M.S. (Eds). (2000). Handbook
of Counseling Boys and Adolescent Males: A Practitioner’s
Guide. Sage Publications.

¢ Kipnis, A. (1999). Angry Young Men: How Parents, Teach-
ers, and Counselors Can Help ‘Bad Boys’ Become Good
Men. Jossey-Bass.

Abuse

e Lew, M. (2004). Victims No Longer: The Classic Guide
for Men Recovering from Sexual Child Abuse. Perennial
Currents.
National Clearinghouse on Family Violence, Public
Health Agency of Canada. (1991-2004). Intimate Part-
ner Abuse Against Men. A great collection of discussion
papers and services directories for abused men and
boys. See www.phac-aspc.gc.ca/ncfv-cnivi/family
violence/maleabus_e.html
Dorais, M. (2002). Don’t Tell: The Sexual Abuse of Boys.
McGill-Queens University Press.
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