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Notes to tables

1  Tables

The majority of tables have a similar format and
show the association between a number of variables
of a similar type (eg socio-economic characteristics)
and a dichotomous dependent variable, such as
onset of common mental disorder present or not.
The content of the tables is as follows, using the
tables for onset of common mental disorder
(chapter 2) as an example. The tables show firstly
the percentage of cases with onset of disorder in
each category of the variable under consideration.
They then show the results from an unadjusted
regression analysis using the dependent variable and
the variable of interest only, followed by an adjusted
regression analysis controlling for age, sex (in
analyses of all adults) and level of disorder at T1.
For each of these regression analyses, the overall
significance of the variable under consideration and
the odds ratios with level of significance and 95%
confidence intervals are shown. Guidance on
interpreting odds ratios and other output from
logistic regression analyses is given in Appendix B.

In other types of tables (for example those in
chapter 7) the varying positions of the percentage
signs and bases in the tables denote the presentation
of different types of information. Where there is a
percentage sign at the head of a column and the
base at the foot (as in table 7.1), the whole
distribution is presented and the individual
percentages add to between 99% and 101% (due to
rounding). Where there is no percentage sign in the
table and a note above the figures (as in table 7.2),
the figures refer to the proportion of people who
had the attribute being discussed, and the
complementary proportion, to add to 100%, is not
shown in the table.

The following conventions have been used within
tables:

- no cases
0 values less than 0.5%
.. data not available

2  Statistical significance

Unless otherwise stated, differences mentioned in
the text have been found to be statistically
significant at the 95% confidence level. Standard
errors that reflect the complex sampling design and
weighting procedures used in the survey have been
calculated and used in tests of statistical
significance.

3  Small bases

Very small bases have been avoided wherever
possible because of the relatively high sampling
errors that attach to small numbers. In general,
percentage distributions are shown if the base is 30
or more. Where the base is lower, actual numbers
are shown in square brackets.
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Summary of key findings

Chapter 1 Introduction and overview of methods used

The longitudinal study described in this report was commissioned by the Department of Health and the
Scottish Executive. It involved an 18-month follow-up of people interviewed in the 2000 Psychiatric
Morbidity Survey. The original sample included people aged 16–74 years residing in private households in
England, Wales and Scotland. The mental disorders covered in the study were common mental disorders
and substance misuse.

The aims of the study were to investigate:

• the proportion who recovered from the common mental disorders of depression and anxiety
approximately 18 months after initial assessment and the socio-demographic and social factors that
are associated with recovery;

• the proportion without current disorder in the original survey who were found to have disorder 18
months later (an episode onset) and the factors associated with this change;

• the onset and recovery from suicidal thoughts and factors associated with these changes;
• the onset and cessation of substance misuse (cigarette smoking, alcohol misuse and drug misuse) and

factors associated with these changes;
• the treatment and care received for mental disorders in the follow-up period in primary care,

secondary care and other services and factors associated with this; in a sub-sample, the met and
unmet needs for social and medical care were also investigated; and

• non-clinical outcomes related to the course of the disorder including employment, physical health
and other indicators of quality of life.

The follow-up interviews took place between September and December 2001. To obtain more
information on the treatment that people were receiving, a sub-sample of people were asked to take part
in a separate telephone interview covering this topic in more detail. The additional interview was
designed to assess whether needs for medical or social care had been adequately met. These interviews
took place between January 2002 and March 2003.

In the main follow-up interview, information was collected face-to-face using computer-assisted
interviewing (CAI). The sections on drinking and illicit drug use were done by respondents themselves
entering the data directly into the computer to encourage honest answers to these potentially sensitive
questions.

The follow-up interview was based on a modified version of the questionnaire used in the baseline survey.
The revised version of the Clinical Interview Schedule (CIS-R) was used to assess common mental
disorders (sometimes called neurotic disorders). A score of 12 or above on the CIS-R was used as an
indicator of disorder. Alcohol misuse and dependence was assessed using the Alcohol Use Disorders
Identification Test (AUDIT) and the Severity of Alcohol Dependence questionnaire (SAD-Q). The
telephone interviews used the community version of the MRC Needs for Care Assessment (NFCAS-C).
Where appropriate, the time period covered by questions was changed to the period between the baseline
and follow-up interviews (instead of the year prior to interview).

Summary
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In the face-to-face survey, interviews were obtained from 2,413 people, 79% of those contacted, 68% of
the set sample and 56% of the sample as a whole. There were very few significant differences between
responders and non-responders in this longitudinal study. However, for the data from this longitudinal
study to be representative of the population as a whole, weighting was necessary. This weighting took
account firstly of the different probability of selection of people in different sample groups and secondly
non-response, in addition to the weighting applied in the baseline survey.

In total, 2,406 people took part in the study and completed the CIS-R at both baseline (T1) and follow-up
(T2). The majority of these (79%) did not have a common mental disorder at either interview. Overall,
5% (95% CI 4 to 7%) of the population had an episode onset, 8% (95% CI 7 to 9%) had a disorder at
baseline but not at follow-up (recovery) while 8% (95% CI 7 to 9%) had disorder at both interviews.

Chapter 2 Onset of episodes of the common mental disorders

This chapter considers factors associated with the onset of common mental disorders in the general household
population. In this study episode onset was defined as the proportion of non-cases on the CIS-R at T1 who
were cases at T2. The term ‘episode onset’ is used in preference to ‘incidence’ to reflect the fact that the
majority of these episodes are likely to be recurrences, rather than first episodes.

Of the 1,656 people who were considered not to have a common mental disorder at T1, i.e. they had a
CIS-R score of less than 12, 184 were found to have disorder at T2 (having a CIS-R score of 12 or above).
The estimated rate of onset of episodes of the common mental disorders among those who were well at
T1 was 6% (after weighting). This rate was higher among women (7%) than men (6%), but not to a
statistically significant degree. The onset of the common mental disorders also did not vary with age to
any great extent.

A very strong highly statistically significant association was found between CIS-R score at T1 and the
likelihood of episode onset between T1 and T2. This association did not vary by sex. Compared with those
whose CIS-R scores at T1 were between 0 and 5, the odds of episode onset increased by seven times
among those with T1 CIS-R scores between 6 and 11 (OR 7.1, 95% CI 4.4–11.5).

In keeping with previous research, there were few statistically significant predictors of episode onset
among the social and economic risk factors assessed at T1. Of the risk factors examined, the clearest
associations were with living in rented accommodation, and experiencing threatening life events either
before the baseline assessment or between the T1 and T2 assessments. Thus, while 12% of social sector
renters and 11% of private sector renters had an episode onset this was true for only 5% of those who
owned or were buying their own homes.

For life events prior to T1, the association with episode onset was greater for women than men. Among
women, 4% of those who reported experiencing none or one of the stressful life events covered in the
survey had onset of an episode of common mental disorder compared with 12% of those who reported 6
or more events.

The association between life events and episode onset was even greater when life events between T1 and
T2 were considered, for both men and women. While the rate of onset among women who had not
experienced any stressful life events between T1 and T2 was 3% this rose to 22% of those who reported
three or more such events. The equivalent figures for men were 3% for those reporting no events, rising to
17% among those reporting three or more. Unemployment and low income were also potent risk factors
among men.
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Chapter 3 Recovery from common mental disorders

Recovery is used in this report in a very limited sense. The original fieldwork was carried out in 2000 and
the average interval between the original survey and follow-up was about 18 months. We only have
information on common mental disorder at these two time points. We have therefore defined ‘recovery’ as
those people who had a common mental disorder at baseline who did not have one at the follow-up. The
analysis we performed was therefore to compare those who ‘recovered’ with those had a common mental
disorder at both T1 and T2.

Amongst the 750 individuals who had a common mental disorder at T1, 51% of men and 49% of women
(weighted percentages) did not have one at the follow-up interview, in other words they had ‘recovered’ in
our terminology. There was also no evidence to support any difference in the proportion recovered
according to age.

The severity of symptoms at baseline, as indicated by the CISR total score, was strongly associated with
recovery. Only 40% of those who scored more than 17 had recovered compared with 59% of those with
lower scores.

Participants who were of lower socio-economic status were less likely to recover, as were the long term
sick and disabled and those who were not employed at the time of both surveys. The long term sick or
disabled were much less likely to recover than those who were in employment, with an odds ratio of 0.2
(95% CI 0.1–0.4) after adjustment for CIS-R score at baseline, age and sex. This was a very strong
association and only 21% of this group had recovered 18 months later compared with 60% of those
working full-time at the time of the baseline survey.

People reporting lower social support and, in particular, more life events were less likely to recover. For
example, 59% of those who did not experience any stressful events between interviews recovered,
compared with 51% of those experiencing one, 48% of those experiencing two and 24% of those
experiencing three or more. This relationship remained after adjusting for severity of disorder at baseline.
However, these life events were reported at the follow-up assessment. The number of life events
experienced before the baseline survey was also related to outcome, though this also included some early
life events from childhood.

Chapter 4 Suicidal thoughts

Of the 2,092 people who took part in the follow-up survey and had not experienced suicidal thoughts in
the year before the baseline interview; 204 reported experiencing suicidal thoughts at some time during
the subsequent 18 months. Adjusting for the length of follow-up this gives an annual incidence of suicidal
thoughts of 4% (95% CI 3% –5%). The incidence was lower in men (3%; 95% CI 2%–4%) than women
(5%; 95% CI 4%–6%).

Incidence was highest among 16- to 24-year-olds, 10% of whom reported onset of suicidal thoughts but
in other age groups the rate was between 4 and 6%.

The strongest predictor of onset was a high baseline CIS-R score; 2% of people with a CIS-R score of 0–5
at the time of the baseline interview reported onset of suicidal thoughts and this rose with increasing
score to 23% of those with a score of 18 or above. The increased risk of onset of suicidal thoughts among
women is accounted for by their higher baseline level of neurotic symptoms.

After controlling for age, sex and baseline CIS-R scores, the onset of suicidal thoughts was associated with:
not being in a stable relationship (i.e. not married or cohabiting); living alone; low socio-economic
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position (lower educational attainment, social class); unemployment and being long-term sick or
disabled; low levels of social support; the occurrence of several stressful life events; and smoking and illicit
drug use.

Overall, 313 people reported experiencing suicidal thoughts in the year before the first interview. Of these,
128 reported at follow-up that they had not experienced any since the baseline survey. After taking
account of the sample design and non-response this gives a recovery rate of 50% over the period of about
18 months between interviews.

Women were slightly less likely to cease experiencing suicidal thoughts than men and people aged 16–24
years were the most likely to recover (66% did so) while those aged 55 and above were least likely to
(44%). These trends did not, however, reach conventional levels of statistical significance.

CIS-R score at baseline was strongly associated with the likelihood of recovery. Those with higher scores
at baseline were the least likely to recover. Compared with people with CIS-R scores of 0 to 5, the odds of
recovery were four times lower for those with scores of 6–11 (OR 0.22), about seven times lower for those
with scores of 12 to 17 (OR 0.15), and twenty times lower for those with a score of 18 or above (OR 0.05).

Factors associated with the onset of suicidal thoughts generally seemed to determine chronicity. Thus
women, people with low levels of social support and from poorer backgrounds were less likely to recover.
However, while the incidence of suicidal thoughts was highest in 16- to 24-year- olds, those in this age
group with suicidal thoughts at baseline were least likely to report experiencing these at the follow-up
interview.

Chapter 5 Tobacco, alcohol and drug use and cessation of use at follow-up

Onset of smoking

In the baseline survey, 1,589 individuals in the follow-up sample had reported that they did not smoke
cigarettes at that time, while 804 people said they were current smokers. Of those who were not smokers
at baseline, 4% reported that they smoked cigarettes at the time of follow up (onset of smoking). The
term onset of smoking includes re-commencement as well as initiation of smoking.

People who, in the baseline survey, said they had smoked at some time were more likely than those who
had never smoked to be current smokers at follow up. Among those who had smoked before, 6% said they
were smokers at the time of follow-up while only 1% of the never smokers reported commencing
smoking.

Unsurprisingly the strongest risk factor for onset was age. Those aged 16–24 were the group with the
highest rate of smoking onset, with 12% reporting they had become smokers by the time of the follow-up
survey. The rate of onset then declined steadily with increasing age to only 1% of those aged 55 and over.
There was no significant difference between men and women in the likelihood of smoking onset.

Both the educational qualifications obtained and household income were associated with risk of onset
even after adjusting for age, sex and history of smoking. In general those with higher qualifications were
less likely to start smoking. However, those with post ‘A’ level qualifications below degree level, such as
teaching and nursing qualifications, were the exception. People in households with lower incomes tended
to be more likely to start smoking.

People living in rural areas were less likely to start smoking between baseline and follow-up interviews
than people in urban and semi-rural areas.
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There was no significant association between level of neurotic symptoms at T1, as shown by CIS-R score,
and likelihood of smoking onset. However, people who had onset of mental disorder by the time of
follow-up (i.e. they had a CIS-R sore below 12 at baseline but had a score of 12 or above at follow-up)
were more than three times as likely to start smoking as those who had no disorder at either interview.

People with hazardous alcohol use or alcohol dependence were more likely to report onset of smoking
than were those without an alcohol problem. While 3% of people without hazardous alcohol use or
dependence reported onset of smoking this rose to 8% of those with hazardous patterns of use and 9% of
those with signs of dependence at baseline. The association with illicit drug use was even stronger. While
only 3% of those who had not used drugs in the year before the baseline interview reported onset of
smoking at follow-up, over a quarter (27%) of the small group who had used drugs had started smoking
by the time of the follow-up interview.

Smoking cessation

In the follow-up survey, 804 people who reported current smoking at baseline were re-interviewed and
asked about their smoking status at that time. Overall, 12% reported that they had stopped smoking.
Although a higher proportion of women said they had stopped than men (14% compared with 9% of
men) this difference was not statistically significant. Age was also not associated with likelihood of
smoking cessation.

The amount people had been smoking at baseline was very strongly associated with the chances of giving
up smoking. While over a quarter (27%) of those who had been smoking 5 or fewer cigarettes a day had
stopped smoking at follow-up, this declined to less than one-twentieth (4%) of those who had been
smoking 20 or more a day.

Although the number of people who changed their employment status was small, this was significantly
associated with smoking cessation even after adjusting for sex, age and number of cigarettes smoked at
T1. Perhaps surprisingly, those who were not working at T1 but had gained employment at follow-up
were less likely to stop smoking than those who were employed at both times, while those who stopped
working between baseline and follow-up appeared more likely to give up smoking. Thus only 2% of those
who gained a job between the interviews stopped smoking, while 13% of those who were employed at
both times did so, as did 22% of those who stopped working. It may be that a considerable proportion of
those who stopped working did so for health reasons and this may have had an impact on their smoking
behaviour, while an increase in income associated with starting work might have also encouraged that
group to continue smoking.

While there was a tendency for increasing severity of common mental disorder and alcohol use problems
to be associated with a lower likelihood of cessation of smoking these associations failed to reach
statistical significance.

Onset of hazardous or dependent drinking

In the sample of people included in the follow-up survey there were 1,723 adults who were considered not
to have had a drinking problem at the time of the baseline survey as they had an AUDIT score of 7 or
below. Overall, 10% of these were assessed as showing onset of hazardous or dependent drinking in the
period between baseline and follow up interviews as they scored 8 or more on the AUDIT questionnaire
in the follow-up interview. Onset of drinking problems was more common among men: found in 13% of
men and 7% of women.

Age at baseline was strongly associated with risk of onset of hazardous or dependent drinking for both
sexes. The age group 16–24 was most likely to have onset of hazardous drinking with 28% reporting onset
(33% males and 24% females), compared with 16% in the 25–34 age group (28% males and 9% females).
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Rates of onset then declined to between 7% and 3%. The pattern showed a little variation between the
sexes. Onset of drinking problems among women was most marked in the 16–24 age group while for men
onset was common in the 25–34 age group as well.

It was found that people who had an AUDIT score of 0 at baseline, i.e. they were tee total or very light
drinkers, were less likely to develop drinking problems than those with AUDIT scores of 1–7. This
relationship was particularly strong for men. Men with an AUDIT score of 1–7 had an adjusted odds ratio
of 10.6 compared with men with an AUDIT score of 0, whereas for women the equivalent odds ratio was
2.5 and was not statistically significant.

Being of non-White ethnic extraction was associated with reduced risk of onset of hazardous drinking for
both men and women. While 8% of White women developed a hazardous pattern of drinking this was
true of 1% of women in Other ethnic groups. Similarly, while 14% of White men report onset, 4% of
those in the Other group did so. However, for men, adjusting for age and AUDIT score at baseline reduced
the association and it was no longer statistically significant.

Other factors associated with increased risk of onset of hazardous drinking among men were low income
and being in a manual occupation. Divorced women were at higher risk of onset of hazardous drinking
than married women after adjusting for age and AUDIT score at time 1, while couples with children had
lower risk of onset than most other family types as were people with high levels of educational
qualifications.

Among women there was an increase in likelihood of developing a pattern of hazardous drinking
associated with the experience of two or more stressful life events between baseline and follow-up. Thus,
while 6% of women who had not experienced any of the life events reported onset, as did 5% of those
reporting one event, the rate increased to 14% of those reporting two and 17% of those reporting three or
more events. The association was not statistically significant for men and the pattern, although similar
overall, was not consistent.

Smoking was strongly associated with an increased risk of onset of hazardous drinking in all adults.
However, when men and women are considered separately, there is no significant association for women
while for men there is a strong effect. Among the men in the sample, 28% of light, 34% of moderate and
14% of heavy smokers reported onset of hazardous drinking.

Recovery from hazardous or dependent drinking patterns

Of the 665 people assessed as being hazardous drinkers at baseline, 54% of women and 33% of men
reported a reduction in drinking and a shift from hazardous or dependent drinking (as shown by a score
of 8 or more on the AUDIT questionnaire) to scoring less than 8 on the AUDIT. There was a trend for
increasing age to be associated with increased rates of recovery, however, after adjusting for sex and
AUDIT score at baseline the association was not statistically significant.

The level of AUDIT score at baseline was strongly associated with the likelihood of recovery, with heavier
drinkers being less likely to recover. Of those scoring 8–15 on the AUDIT at baseline interview, 58% of
women and 38% of men (44% overall) were no longer classed as hazardous drinkers at the follow-up
interview. In contrast, among those with more severe drinking problems who scored 16–40 on the AUDIT
at baseline, only 20% of women and 6% of men (9% overall) report recovery. The association remained
highly significant after controlling for age at baseline interview.

The socio-demographic factors considered in this report did not have a strong influence on recovery from
hazardous or dependent drinking and nor did the economic or social support factors.
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In general, people with the lowest CIS-R scores (less than 6) had the highest rate of recovery from
hazardous drinking. This was most marked among women among whom the relationship remained
significant after adjusting for age and baseline AUDIT score.

People who were non-smokers at T1 were more likely to have stopped drinking hazardously by the
follow-up interview than those who were smokers. While 49% of ex-regular smokers and 47% of those
who had never smoked regularly had recovered from hazardous drinking, the rates for light, moderate
and heavy smokers were 29%, 26% and 24%, respectively. The association was stronger among men than
women and was reduced when age and AUDIT score at baseline were taken into account. A similar
pattern was seen for the association between recovery from hazardous drinking and illicit drug use in the
year before baseline interview.

Onset of illicit drug use

Of those interviewed at T1 who reported no use of drugs in the previous year, 2,100 were re-interviewed
at T2. Overall 4% reported use of a non-prescribed drug in the intervening period and the most
commonly reported drug was cannabis.

There was no difference between men and women in the proportions reporting onset of drug use.
However, as would be expected, age was very strongly associated with onset of use: 18% of those aged
16–24 reported starting to use drugs compared with 5% or less among older age groups.

Few of the socio-demographic and economic factors examined were significantly associated with
commencement of drug use, particularly once age and sex were taken into account. Being in a manual
occupation was associated with a higher risk of onset. Employment status at T1 was also marginally
associated with differences in onset of drug use: 4% of those working full time, 7% of those unemployed
and 7% who were categorised as long term sick or disabled reported onset of drug use. After adjustment
for age and sex, the long term sick and disabled remained more likely to report onset of non-prescribed
drug use with an odds ratio of 4.0.

Perceived lack of social support and stressful life events ever and in the recent past were significantly
associated with the risk of onset of drug use between T1 and T2. These remained, and in the case of life
events increased, after age and sex are taken into account. For example, while 3% of those experiencing no
stressful life events between T1 and T2 reported onset of drug use, the rate for those experiencing one
event was 4%, for those experiencing two stressful events 5% and 13% for those reporting three or more
events. The adjusted odds ratio for those who experienced 3 or more event in comparison to those who
experienced none was 6.3.

Increasing CIS-R scores at baseline were associated with increasing rates of reported onset of drug use
between baseline and follow-up. When change in mental health between baseline and follow-up is
considered, those who did not have a mental disorder at either T1 or T2 had the lowest rate of onset of
drug use, 3%, while those who were assessed as having disorder at both interviews had a significantly
higher rate, 9%.

Increasing AUDIT scores at baseline were associated with increasing rates of onset of drug use; 3% of
those who were not hazardous drinkers at time one reported onset of drug use, compared with 5% who
were rated as hazardous drinkers and 14% of those who were rated as alcohol dependent. This trend
remained statistically significant when adjusted for age and sex. A similar pattern of association was seen
for smoking. After adjusting for age and sex, the odds of onset of drug use for moderate and heavy
smokers compared with never regular smokers were 5.5 and 5.7.
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Cessation of illicit drug use

Of the 293 adults who reported using drugs in the year before the baseline interview and were re-
interviewed in the follow-up survey, 27% reported no drug use in the intervening time period. Women
were more likely to stop using drugs: 49% of women did so, compared with only 16% of men. After
adjustment for age, women remained far more likely to stop use than men (adjusted odds ratio 5.2).
The likelihood of cessation of drug use increased with increasing age. Of the 16- to 24-year-old group
who had reported use at time one only 16% reported no use since time one, compared with 27% of the
25- to 34-year-old age group, 54% of the 35- to 44-year-olds and 57% of the 45 and over group.
Urban area of residence was associated with reduced cessation rates, while being married was associated
with increased cessation rates compared to all other groups. Among married people, 59% reported
recovery or non-use between T1 and T2, compared to 30% of those cohabiting, 18% of those who were
single and 39% of those who were widowed, divorced or separated at T1.

Perceived lack of social support was significantly associated with reduced cessation or recovery rates.
After adjusting for age and sex, the odds ratio for drug use cessation for those who perceived a severe lack
of social support (compared to people with no lack) was 0.1.

Hazardous or dependent drinking were not associated with either increased or decreased cessation rates,
after adjusting for age and sex. However, smoking at T1 was associated with a significantly reduced
likelihood of stopping drug use between T1 and T2.

Chapter 6 Treatment

Nearly a quarter of the population (23%) reported receipt of some treatment or services for a mental
health problem either at T1 or T2. Some sort of treatment, either psychotropic medication or some sort
of psychological therapy or counselling, was reported by 11% of people. The most commonly used
services were the GP or family doctor (mentioned by 13% of people) and community care services
(10%), while 1% or less had used out-patient, in-patient or day care services during the period under
consideration.

People with common mental disorder at T1 and, in particular those with severer psychiatric symptoms at
T1, were far more likely to have received some form of treatment or service contact. The proportion of
people receiving any service or treatment rose from 15% of those scoring 0–5, to 29% of those scoring 6
to 11, 48% of those with scores of 12 to 17 and 56% of those with scores of 18 or above on the CIS-R.
In general, those with persistence of psychiatric disorder over the 18 months were most likely to have
received some form of treatment or service contacts (62% had done so) and those who were well at both
interviews least likely to have done so (15% had). Those with onset of disorder (51%) or who had
recovered by T2 (42%) fell between these two extremes.

Men or women with hazardous or dependent alcohol consumption, or recreational drug use were no
more likely than the remainder to have received any form of assistance.

Although the presence of a psychiatric disorder predicts receipt of treatment and use of services, a
sizeable proportion of people still fail to receive any treatment or service, even among the more severely
ill. For example, 56% of adults who scored over 17 on the clinical interview schedule at T1 (a level usually
associated with people treated in secondary care) reported that they received no assistance whatever and
only a fraction of men and women with alcohol dependence are accessing care.
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Women were more likely to have received treatment or used services of all types than men: 29% of
women had received treatment or services compared with 17% of men. Younger men were less likely to
have been in touch with primary or secondary care services or to have received a mental health treatment,
whereas age was not a factor in women. The proportion of men who had received treatment or services
rose from 8% of 16- to 24-year-olds to 24% of men aged 65–74, whereas for women the corresponding
figures were 29% and 30%. The increased likelihood of receiving treatment or services among older men
remained after adjustment for the severity of mental disorder.

After adjusting for sex, age and CIS-R score at T1, people who classed themselves as White, the widowed
or divorced, those living alone and lone parents with children had greater chances of receiving any mental
health treatment and/or services.

Being unemployed due to long term sickness or disability and, to a lesser extent, being economically
inactive were both associated with an increased likelihood of having received help for a mental or
emotional problem. For example over half (53%) of those who were classed as long term sick or disabled
had received help of some kind, compared with 17% of those working full time. Similarly, those who were
not working at both interviews were more likely to have received treatment or services than those who
were working on both occasions.

Among those who took part in the telephone interview study, 46% of those who were assessed as having a
current significant problem and 49% of those considered to have a past problem or likely problem had
consulted their GP in the two weeks prior to baseline interview. However, only 12% of those assessed as
having no problem had done so.

Over half of all needs for treatment of depressive disorders and adjustment disorder were met. This was
particularly the case in those who had entered the sample because they were in receipt of treatment even
though no disorder was identified in the lay interviews, implying that this group were often assessed as
having no disorder because they were receiving effective help. In this group 48% were assessed as having
their needs met and 10% had an unmet need (the remaining 42% were assessed as having no need for
treatment).

Among those selected for telephone interview because they had a common mental disorder, 37% of the
sample were assessed as having a need for treatment for anxiety disorders, which was made up of 14%
whose needs were met, 12% were considered to have no meetable need (i.e. no action is appropriate or
feasible, for example because treatment would be refused if offered) and 10% with an unmet need (8%
for treatment and 2% for assessment). As for treatment for depression, those selected for the follow-up
survey because they were receiving treatment but were not assessed as having a disorder at T1 were much
more likely to have met needs for treatment – of the 23% of this group who were assessed as having a
treatment need, 17% were people who had these needs met.

Among the group selected for interview because they had an alcohol problem according to the baseline
interview, 44% were assessed as having a problem requiring treatment, but this included 35% with no
meetable need, generally because the respondent would not accept treatment if available. Very few of
those with no meetable need had visited their GP for a mental health problem, underlining the tendency
for this group not to acknowledge problems.

Chapter 7 Quality of life, social support and physical health

The Lancashire Quality of Life Profile (LQOLP) was used to obtain respondents’ ratings of different
aspects of their quality of life in the follow-up interviews only. Scales range from 1–7 and lower scores
indicate poorer quality of life. The group of respondents without a common mental disorder at both
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baseline and follow-up interview rated their quality of life at the time of the follow-up interview most
favourably; those who had disorder at baseline but had recovered by the time of follow-up were next,
followed by those with onset of disorder. Those who had disorder at both initial and follow-up interview
reported the poorest quality of life in all domains. For example, only 3% of those without disorder at
either interview scored three or below on the Life as a Whole scale compared with 9% of those in the
recovered group, 28% of those in the group with onset of disorder and 34% of those who had disorder at
the time of both interviews.

A low rating on the health subscale was strongly associated with having disorder at both interviews.
Almost a quarter of those with persistent disorder (23%) had a score on the health subscale of 3 or below
compared with only 6% of those with onset of disorder, 3% of those who had recovered at follow-up and
1% of those without disorder at either interview.

The non-health domains upon which mental health appeared to have the biggest impact were work and
finances. While fewer than 1 in 10 people (7%) who had no disorder at either baseline or follow-up scored
three or below on the work subscale, this rose to more than 1 in 3 (35%) of those who were assessed as
having disorder at both interviews.

In general long-standing physical health complaints were associated with later development and with
persistence of common mental disorders. While 39% of people without disorder at both interviews had
reported a longstanding physical complaint at baseline, 53% of those who recovered from disorder had
done so as had 56% of those with onset of disorder. Among those who had persistent mental disorder,
66% had reported a longstanding physical problem.

Among, those of working age at the baseline interview, less than half (45%) of those assessed as having a
common mental disorder at both baseline and follow-up interviews were in employment at both these
times. This compares with a little under two thirds of those with onset or recovery from disorder over this
period (62% and 64% respectively being employed at the time of both interviews) and about three-
quarters (76%) of those without disorder at either time.

The people most likely to have reported financial difficulties at baseline interview were those who had
disorder at both baseline and follow-up interviews: almost half (49%) had reported them, and there was
also a high rate in those who had recovered by T2 (40%). Of those who had a disorder at T2 but not at T1,
32% had reported financial difficulties at T1 as had 18% of those without disorder at either interview.
A severe lack of perceived social support at baseline is significantly associated with persistence of disorder.
A severe lack was indicated by 15% of people with persistent disorder compared with 9% of those with
onset, 8% of those who recovered and 6% of people without disorder at both interviews. A similar pattern
of association between level of social support and change in mental health emerged when examining the
size of the persons close social network of good friends and close relations (the ‘primary group’).

Difficulty performing a range of different activities of daily living (ADLs) was, in general, strongly
associated with persistence of disorder. Those with disorder at both baseline and follow-up are most likely
to report difficulties with ADLs in at least one of the interviews and also more likely to report persistent
difficulties. Those with onset of disorder at follow-up tended to be next most likely to report either
persistent difficulties with ADLs or onset of difficulties. In contrast, those without disorder at both
interviews are least likely to report any difficulties with ADLs. Those who recovered from disorder tended
to fall somewhere between those with no disorder and those with onset of disorder in overall reporting of
ADL difficulties and tended to be a little more likely to report recovery from ADL problems.
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1.1 Background, aims and coverage of the

study

Background

Over the past decade, a series of national surveys of
psychiatric morbidity have been carried out by
ONS (formerly OPCS), which were commissioned
by the Department of Health, Scottish Executive
Health Department and Welsh Assembly
Government (or their predecessors).  These
surveys covered a wide range of different
population groups. They included:

• adults living in private households (Meltzer et al,
1995a, b, c; Singleton et al, 2001);

• residents of institutions specifically catering for
people with mental health problems: hospitals,
nursing homes, residential care homes, hostels,
group homes and supported accommodation
(Meltzer et al, 1996a, b, c);

• homeless adults living in hostels, nightshelters,
private sector leased accommodation or roofless
people using day centres (Gill et al, 1996);

• adults known by services to have a psychotic
disorder (Foster et al, 1996; O’Brien et al, 2002);

• prisoners (Singleton et al, 1998);
• children and adolescents (Meltzer et al, 2000);

and
• informal carers (Singleton et al, 2002a).

The results from these cross-sectional surveys of
psychiatric morbidity have shown the value of
using the same psychiatric assessment procedures
and having the same or similar questions on
medication, service use, social functioning etc. for
these populations. The repeat of the 1993 survey of
adults living in private households in 2000
provided some information on trends in mental
health in the household population over time.
However, the cross-sectional design limited the
information on change in mental health within
individuals and possible factors that affect this.
For this reason it was decided to re-interview some
of the respondents from the 2000 survey of
psychiatric morbidity and carry out a longitudinal
study of psychiatric morbidity.

The burden of common mental disorders

The previous psychiatric morbidity surveys have
investigated a wide range of psychiatric and
substance use disorders. These ranged from the
common mental disorders of depression and
anxiety (sometimes called neurotic disorders) with
a combined prevalence of about 15%, to the
relatively uncommon psychotic disorders,
including schizophrenia. In deciding upon the
remit of this longitudinal study, we were limited in
our ability to study the less common conditions as
relatively few people with these conditions were
identified in the original survey. We therefore chose
to concentrate on studying the common mental
disorders of depression and anxiety. We were also
able to study alcohol and substance use and this
topic is introduced more fully in Chapter 5.

Though psychotic disorders such as schizophrenia
are more disabling for the individual than
depression, they are less common, with a
community prevalence of less than 1%. For the
population as a whole, the aggregate disability
associated with depression is far greater than that
for psychosis. The most common mental disorders
(CMD), anxiety and depression, have a combined
prevalence rate of about 15% in the community
(Singleton et al, 2001). They account for one-third
of days lost from work due to ill health and one-
fifth of all consultations with general practitioners
in the United Kingdom (Goldberg and Huxley,
1992). Those affected experience impairments in
physical and social functioning as severe as those
associated with chronic physical disorders (Wells et
al, 1988).

By the year 2020 the WHO’s Global Burden of
Disease study has estimated that depression will be
second only to cardiovascular disease in the
proportion of disability that it creates in the world
(Murray and Lopez, 1997).  Even quite mild
symptoms of depression are associated with
disability and have a considerable public health
impact (Broadhead et al, 1990).

Nicola Singleton,  Alison Lee, Howard Meltzer and Glyn Lewis
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Longitudinal studies of psychiatric disorder

The burden associated with a disorder is related to
its prevalence rather than the incidence of new
episodes. The prevalence of a condition is the
proportion of the population suffering from a
disorder during some period in time. Therefore, it
is determined by both the duration of individual
episodes and the number of new cases that arise
during that time. Longitudinal studies can
investigate the factors related to duration
independently of those that might increase the risk
of developing an episode of disorder. This will
enable patients and clinicians to understand more
about the course and outcome and the possible
factors that affect outcome independently of any
action in increasing the likelihood of new episodes
of disorder. Data on clinical outcome in the general
population is important background information
for studying clinical populations in contact with
services and the performance of health services.

Risk factors for the onset of episodes of the
common mental disorders may not be the same as
those associated with their duration (Goldberg and
Huxley, 1992).  For example, it has been suggested
that female gender is associated with a higher risk
of onset of episodes of the common mental
disorders, but not with the duration of individual
episodes (Kessler et al, 1993).  Unfortunately, there
remains a dearth of prospective, longitudinal
studies of the onset (and outcome) of the common
mental disorders in representative general
population samples.  The present study is one of a
very small number to prospectively follow-up a
representative sample of the general population
using detailed standardised clinical assessments.

Concepts and methods used in assessing common
mental disorders

There are a number of approaches towards
measuring common mental disorder in community
settings. Prevalence estimates will depend on the
choice of concepts and the methods used. This
point needs emphasising as estimates from this
study may not be comparable with those obtained
from other studies using different methods. In
previous reports from ONS, the term neurotic
disorders has been used to refer to this area but in
this report we have chosen to use the term
common mental disorder.

The tenth edition of the International
Classification of Diseases (ICD-10) provides
criteria for disease and thresholds of severity that
equate to the levels that a psychiatrist would regard
as a case likely to require clinical assessment and
treatment. However, people with symptoms below
this threshold still suffer distress, experience
impairment of functioning (Broadhead et al, 1990)
and also consult primary care physicians.  It is now
widely accepted that the symptoms of depression
and anxiety occur as a continuum in the
community (Goldberg and Huxley, 1992; Jacob et
al, 1998). There is no break between normality and
abnormality, as defined using ICD-10 or other
criteria.  In previous reports from the cross-
sectional surveys carried out by ONS, we have
therefore had to use the category Mixed Anxiety
and Depression within ICD-10 to indicate those
people who have not met ICD-10 criteria but still
have a significant number of symptoms.

Another area in which studies differ is in their
treatment of the relationship between diagnoses.
There is a considerable overlap, or comorbidity,
between the ICD-10 diagnoses of depression,
generalised anxiety disorder, phobia, dysthymia
and obsessive compulsive disorder. There is also a
high correlation between the symptoms that are
used to define these diagnoses. Most people with
significant psychiatric problems in the community
have symptoms of both depression and anxiety and
many meet criteria for more than one of the
diagnoses listed above. In this report we have
therefore chosen to produce statistics that have
combined these diagnoses under a single heading
of common mental disorders. We think this
simplification is justified as at our present level of
knowledge it appears that, in the main, similar
factors are likely to be important in influencing
outcome for all these various diagnoses. It also
provides the analyses with more statistical power
and thereby aids interpretation of the data. Some
other studies in this area have adopted a different
approach and restricted their analyses to depressive
disorder. In the ONS studies the prevalence of
depressive disorder was about 2% in the general
population (Meltzer et al, 1995a; Singleton et al,
2001).

There are therefore three ways of defining common
mental disorders in community studies. One can
use ICD-10 criteria to define individuals who meet
one or more of the diagnostic criteria. Secondly,
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one can consider common mental disorder as a
continuous score. Third, one can use a threshold
on a continuous score to define a case. We have
adopted this latter approach for the reasons given
above.  Also even though it is more accurate to
think of most medical conditions along a
continuum, it is often easier to interpret statistical
results when the proportion of cases of disorder are
given (Anderson et al, 1993).

One final point about the measurement of
common mental disorder needs to be noted. A
number of previous longitudinal studies (eg Weich
and Lewis, 1998) have used self-administered
questionnaires such as the General Health
Questionnaire (GHQ) to assess common mental
disorders. However, there are concerns that these
brief questionnaires show some systematic bias in
relation to longer more detailed assessments of
psychiatric disorder. For example, those of lower
socio-economic status appear to under-report
symptoms on the GHQ compared to more detailed
assessments (Stansfeld and Marmot, 1992) and
other reports also confirm the possibility of bias
within and between cultures (Mari and Williams,
1986; Lewis and Araya, 1995). Carrying out
longitudinal studies with more detailed measures
of psychiatric disorder is relatively unusual but is
justified in providing more robust information and
potentially a more valid measure of common
mental disorder.

Previous population-based longitudinal studies

A number of clinical studies have investigated
outcome of those in contact with secondary care.
For example there are some studies with long
periods of follow-up of people with depression
identified in secondary care settings (Lee and
Murray, 1988; Brodaty et al, 2001) and some in
primary care (Lloyd et al, 1996).  The
generalisability of results such as this, to other
clinical services or to people with the same
disorders in the community, is unknown. There is
an extensive literature illustrating that there are
many factors that influence whether people with
psychiatric disorder come into contact with
services (Goldberg and Huxley, 1992). In order to
understand more about psychiatric disorders in the
community we need to identify cases
independently of the likelihood of individuals
seeking or accepting treatment, whether in primary
or secondary care.  There have been relatively few

longitudinal studies that have provided detailed
information about psychiatric disorders in
unselected samples of the population living in the
community. Even fewer have provided information
on representative samples of the population (Eaton
et al, 1989; Spijker et al, 2001). The current
longitudinal study was therefore designed to
provide information on individuals representative
of the private household population of Great
Britain, identified in the original psychiatric
morbidity survey carried out in 2000.

Aims of this longitudinal study

The longitudinal study described in this report was
commissioned by the Department of Health and
the Scottish Executive Health Department to
address the aims listed below by following up a
sample of those people interviewed in the 2000
Psychiatric Morbidity Survey approximately 18
months later. The original sample included people
aged 16–74 years residing in private households in
England, Wales and Scotland.

Therefore, the longitudinal study involved adults
aged 16–74 years at the time of the baseline
interview and who were between 17 and 76 years of
age at the time of follow-up. This age group was
chosen for the original survey because children,
defined as those under the age of 16, had been
covered in an earlier survey using instruments and
procedures appropriate to that age group (Meltzer
et al, 2000). Surveys of psychiatric morbidity
among elderly people also require different
assessment instruments and sampling and
interviewing procedures as dementia is common
and an appreciable proportion are living in
residential care homes. Therefore those aged 75 and
over were also excluded from the original survey.

The mental disorders covered in this study are
common mental disorders, and substance misuse
and dependence. The original 2000 survey also
included assessments of psychosis and personality
disorder but, since these disorders are rare in the
household population, the numbers of people with
these disorders in the follow-up survey are too
small for analysis.

The aims of the study were to investigate:

• the proportion who recovered from the common
mental disorders of depression and anxiety
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approximately 18 months after initial assessment
and the socio-demographic and social factors
that are associated with recovery;

• the proportion without current disorder in the
original survey who were found to have disorder
18 months later (an episode onset) and the
factors associated with this change;

• the onset and recovery from suicidal thoughts
and factors associated with these changes;

• the onset and cessation of substance misuse
(cigarette smoking, alcohol misuse and drug
misuse) and factors associated with these
changes;

• the treatment and care received for mental
disorders in the follow-up period in primary
care, secondary care and other services and
factors associated with this; in a sub-sample, the
met and unmet needs for social and medical care
were also investigated; and

• non-clinical outcomes related to the course of
the disorder including employment, physical
health and other indicators of quality of life.

Content of the report

The main purpose of this report is to provide an
overview of the main findings from the
longitudinal study. In order to interpret these
results it is important to have an understanding of
the methods adopted for the study. This
information is provided in the remainder of this
chapter, which covers the design of the longitudinal
study, the methods of data collection, the response
obtained and the approach taken in the analysis.

Chapter 2 describes the onset of common mental
disorders, i.e. instances where people had no
evidence of current common mental disorders at
the time of the 2000 survey but were assessed as
having a disorder at the follow-up 18 months later.
Chapter 3 examines those people who were
assessed as having a common mental disorder in
the baseline survey in relation to whether or not
they still had significant levels of symptoms of
common mental disorder at follow-up and
investigates the factors associated with recovery.
Both the baseline and follow-up interviews
included questions on suicidal thoughts and
attempts and the prevalence of onset and recovery
from suicidal thoughts and factors associated with
these are considered in Chapter 4. Next, Chapter 5
covers the extent of change in peoples’ levels of
substance use over the period of the longitudinal

study and the factors associated with onset or
cessation of potentially harmful substance use.

The information on treatment for common mental
disorders and substance use is then covered in
Chapter 6. Finally, in Chapter 7 the association
between common mental disorder and a range of
indicators relating to peoples’ quality of life is
considered. This chapter also looks at the
association between mental and physical health
problems.

Access to the data

Anonymised data from the survey will be lodged
with the Data Archive, University of Essex.
Independent researchers who wish to carry out
their own analyses should apply to the Archive for
access. For further information about archived
data, please contact:

ESRC Data Archive
University of Essex
Wivenhoe Park
Colchester
Essex CO4 3SQ
Tel: (UK) 01206 872323
FAX: (UK) 01206 872003
Email: archive@essex.ac.uk.

1.2 Sampling and interviewing procedures for
the face-to-face interviews

Sample design

The sample included three groups of people
selected on the basis of their mental health status at
the time of the original survey in 2000 (T1):

1. All people who were identified as having a
mental disorder at T1.

2. People without a mental disorder at T1 but
who did report some symptoms of common
mental disorder and scored 6–11 on the
instrument used to assess these disorders in
the survey, the revised version of the Clinical
Interview Schedule (CIS-R).

3. Those people without disorder at T1 and with
little evidence of symptoms of common mental
disorder (i.e. with CIS-R scores of 0–5).
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The number of participants in the 2000 survey
within each of the different sample groups, is
shown in Table 1.1. The focus of interest in this
longitudinal study was on those people with
disorder or likely to develop disorder. However, the
majority of people in the 2000 survey were in the
sample group without disorder and with low levels
of symptoms, and a design involving following up
the entire sample would have resulted in a large
proportion of interviews with this group. Therefore
a more efficient sample design was adopted in
which all those in sample groups one and two were
selected for the follow-up sample (T2), but in the
third group only 1 in 5 people were selected.

These sampling fractions and the total number of
people selected in this way is shown in Table 1.1.
However, some people, at the time of the interview
in the 2000 survey, said they did not wish to be
approached for a further interview and they were
excluded from the set sample (that is, the sample
actually approached for a follow-up interview). In
addition, a very small group of people had had 3
interviews already as part of the original survey, as
a result of being selected for repeat second stage
interviews for quality control purposes, and they
were also excluded from the set sample.

The study included people living in private
households throughout England, Scotland and
Wales as was the case for the original 2000 survey.
However, as this survey only covered a sub-sample
of the respondents to the original survey, the
sample size is not sufficient for analysis of the data
by region.

Organisation of the fieldwork

The fieldwork for the face-to-face follow-up
interviews was carried out between September and
December 2001. The aim was to conduct the

interviews about 18 months after the baseline
survey, which took place between March and
August 2000. No keeping in touch procedures had
been put in place after the 2000 survey because at
that time no follow-up was proposed, although
people had been asked if they would mind being
contacted again. Exact timing of the interval
between interviews is always difficult in
longitudinal studies, but is particularly so when
individuals who have moved have to be traced. In
the event, 75% of follow-up interviews were
conducted within 18 months +/- 1 month of the
baseline interview and 94% within 18 months +/- 2
months. Figure 1.1 shows the relationship between
the timing of the bulk of the baseline and follow-
up interviews.

Initial contact with respondents was made through a
letter sent to all sample members from ONS. This
gave a brief description of the longitudinal study,
explained how the sample was obtained and told
them an interviewer would be calling to ask if they
would be willing to participate. Interviewers then
visited each address to provide further information
as required and to arrange a suitable time to conduct
the interview if the person was willing. If no contact
was possible in person, the interviewer would try
and make contact to arrange a visit by telephone, if a
number had been provided at the time of the
baseline survey. Some people who had moved house
received the advance letter after it had been
forwarded to them and they contacted ONS to give a
new address. In some other cases, the new residents
were able to give interviewers an address for the
original respondent when they visited. In this way a
proportion of those who had moved were traced and
asked if they were willing to take part.

In the follow-up interview, information was
collected face-to-face using computer-assisted
interviewing (CAI). The sections on drinking and

Baseline

Follow-up

1 2  3 4 5 6 7 8 9 10  11 12 13 14 15 16 17 18 19 20 21 22
Month M A M J J A S O N D J F M A M J J A S O N D

2000 2001

Figure 1.1 Timing of fieldwork for baseline and follow-up interviews

▼
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illicit drug use were done by respondents
themselves entering the data directly into the
computer to encourage honest answers to these
potentially sensitive questions.

At the end of the interview, respondents were asked
if they were happy to be contacted to see if they
would be willing to consider taking part in an
additional telephone interview for the sub-study on
met and unmet needs which is described below in
section 1.3.

Content of the face-to-face interview

The follow-up interview was based on a modified
version of the questionnaire used in the baseline
survey. Changes to the original questionnaire were
made for two main reasons. Firstly, to reduce
respondent burden and, secondly, to reflect the
different aims of this longitudinal study. In the
original survey in 2000, the interview length had
been 11/2 hours on average, but in some cases it was
much longer. It was felt that it was important to
limit the follow-up interview to 1 hour on average
to ensure a good response and limit the demands
being made on respondents. The smaller sample
size and the focus on the more common mental
disorders in the follow-up survey meant that it was
not appropriate to ask the fairly lengthy sections on
personality disorder and the National Adult
Reading Test (responses to which should anyway be
stable over time). However, the particular interest
in treatment and quality of life as non-clinical
outcomes of disorder led to the inclusion of some
additional questions in this area.

The topics included from the 2000 survey
questionnaire were:
• Common mental  disorder.
• Psychosis screening questionnaire.
• Deliberate self-harm.
• Smoking.
• Alcohol misuse.
• Drug use and dependence.
• Socio-demographic characteristics.
• General health and long-standing illness

(including the SF-12).
• Medication and use of health and related

services.
• Activities of daily living, social functioning and

social support.
• Stressful life events.
• Intellectual functioning (TICS-m and animal

naming test) for those aged over 60.

More information about the standard instruments
used for the assessment of mental health problems
is given in the next section of this chapter. In some
sections of the questionnaire, information from the
baseline interview was fed forward to the follow-up
interview for checking for changes. This helped to
reduce the length of some sections of the interview.

Additional questions were added to the
questionnaire to obtain more information about
treatments received and satisfaction with services.
Questions from the Lancashire Quality of Life
Profile (Oliver, 1992) were also included. Another
change made to the questionnaire from the
baseline survey was that, where appropriate,
questions that covered the time period of the year
before interview were changed to cover the time
since the baseline interview.

A description of the instruments used to assess all
the disorders covered in the baseline survey in 2000
can be found in the main and technical reports of
the survey (Singleton et al, 2001; Singleton et al,
2002b). The technical report also includes a copy of
the questionnaire. The instruments used to assess
the disorders covered in this report of the follow-
up survey are described briefly below with further
details in Appendix A.

1.3 Sampling and interviewing procedures for
the telephone interview study of met and
unmet needs for care

To obtain more information on the treatment that
people were receiving a sub-sample of people were
selected and asked to take part in a separate
telephone interview covering this topic in more
detail (see Chapter 4). The telephone interviews for
this sub-study were conducted by specially trained
Senior House Officers in Psychiatry employed by
University College London. The additional
interview was designed to assess whether needs for
medical or social care had been adequately met.

Sub-sample for the study of met and unmet needs for
Care

Everyone who took part in the follow-up interview
was asked if they would mind being contacted
again if they were selected for the second stage and,
if they agreed, their phone number was obtained at
that time. The sample of people for these telephone
interviews consisted of one in two of those with
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common mental disorder, alcohol and drug
dependence and all those without disorder who
were receiving treatment, psychoactive medication
or psychological therapy, at the time of the baseline
survey. However, people with psychotic disorder
and those who indicated that they did not want to
be contacted again were excluded.

Organisation of the telephone interviews

For each selected respondent who had agreed to be
approached for a telephone interview, two files of
data were prepared by ONS. The first gave basic
contact information, the second contained output
from the baseline and follow-up interviews
providing information from the interviews on
symptoms and diagnoses relating to common
mental disorders and substance use problems. The
second file also contained information on contact
with services before each interview, and on
treatments being received at the time of the
interviews. Individual cases were allocated on the
basis of convenience to the third stage interviewers.
The contact details and information from
interviews were kept separate to maintain
confidentiality.

The interviewers contacted selected respondents by
telephone and, if the person was willing to take
part, either conducted the interview at that time or
arranged a suitable time to call back. The
information on the file gave a starting point for the
interview, and could be used to prompt the
subject’s memory. The interviewers then went on to
review the information necessary to establish the
respondent’s needs in relation to their mental
problem at the first interview. Information from
the second interview was used only as a check on
the course of the disorder, being most useful where
it had persisted throughout the intervening
interval.

The fieldwork for the sub-study on met and unmet
needs was carried out between January 2002 and
March 2003.

Content of the telephone interviews

The telephone interviews used the community
version of the MRC Needs for Care Assessment
(NFCAS-C). This instrument was designed
specifically for the common mental disorders seen
in general populations. It is intended to

approximate, in a more itemised and systematic
manner, the functioning of well-organised primary
care and psychiatric services. It incorporates
explicit guidelines and examples in a manual
(Brewin et al, 1994; Bebbington et al, 1996). This
technology has been used in local community
psychiatric surveys before (Bebbington et al, 1997;
McConnell et al, 2002). Good reliability has been
established (Lesage et al, 1996).

The definition of a primary need for care requires
two distinct criteria: (i) the subject’s functioning
falls below, or threatens to fall below, some
minimum specified level (in the community, this
means significant distress from symptoms, with or
without disablement); and (ii) this is potentially
remediable or preventable. For each area of clinical
and social functioning covered, the assessment
therefore specified a minimum level of functioning
and a set of appropriate interventions or items of
care. Needs for care in each area are then
determined by comparing the actual items of care
provided with a model of what those items of care
should be, based on current clinical consensus and
the literature on treatment efficacy.

Unlike conventional measures of symptoms and
behaviour, this assessment uses information about
level of functioning to identify the appropriate
actions to be taken by clinicians. Needs are defined
in terms of these actions, i.e. have specific items of
care been offered? The primary need status in each
area of functioning falls into the categories: ‘met
need’, i.e. appropriate action is already being
undertaken; ‘unmet need’, i.e. there is some action
appropriate now that has not been undertaken; ‘no
need’, i.e. there is no clinical problem; and ‘no
meetable need’, i.e. there is disablement but no
action that is both appropriate and feasible. The
assessment also provides information on ‘over-
provision’.

The identification of need requires a decision about
how long symptoms must last before treatment
should be considered necessary: the threshold in
the NFCAS-C is the presence of clinically
significant (i.e. moderate or severe rather than
mild) psychiatric symptoms or disability over a
period of 6 weeks. Needs are then evaluated on the
basis of seven specific areas of functioning: ‘positive
psychotic symptoms’, ‘depressive symptoms’,
‘anxiety and obsessional symptoms’, ‘problems with
alcohol’, ‘problems with drugs’, eating disorders’
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and ‘adjustment disorders clearly secondary to an
external event or circumstance’. The professionals
for whom the instrument has been designed are
primarily clinical psychologists and psychiatrists.

This model of needs assessment is based on what
might be feasible in a developed economy. While
services in given areas differ considerably in their
philosophy of care and in the resources available,
particularly for social and psychological treatments,
these differences are deliberately ignored. In order
that services can be compared, unmet needs in a
given service must be rated without considering
whether particular items of care are routinely
provided, or whether the manpower and expertise
exists to provide them.

The application of the Needs for Care Assessment
requires information about the pattern and
evolution of symptoms, the associated impairments
of social function and the relation to social
precipitants. In the first study, of this type carried
out in South London (Bebbington et al, 1997), the
necessary information was obtained from SCAN,
the MRC Social Role Performance Schedule (SRPS)
and the Life Events and Difficulty Schedule
(LEDS). In this study, the use of telephone
interviews rendered it infeasible to use detailed
structured assessments of this type, so the
interviewers made focussed but unstructured
enquiries covering this information. They also
asked about respondents’ attitudes towards and
experience of specific treatments in order to assess
the extent to which needs for treatment were being
met.

1.4 Assessment of disorder and other key
variables

Assessment of common mental disorders

There are a variety of methods used to assess the
symptoms of common mental disorders in the
community. We have already mentioned that we
chose to use a detailed assessment of these
symptoms rather than the short self-administered
questionnaires. Some more detailed assessments
require clinically trained interviewers, such as
psychiatrists, who use clinical judgement based on
their training and experience to assess whether the
symptoms a respondent describes are present. Lay
interviewers using structured measurement

instruments simply record a respondent’s answers.
As in previous surveys carried out by ONS, we
chose to use a method suitable for lay interviewers.
For the purposes of large-scale studies such as this,
it is advantageous to ensure that all the respondents
are asked the same questions and answers are
coded in a consistent way.  This should reduce
observer bias and increase reliability and improve
comparability with previous and future studies
(Lewis et al, 1992; Robins, 1985).

Common mental disorders in the week preceding
interview were assessed using the revised version of
the Clinical Interview Schedule (CIS-R) (Lewis et
al, 1992). The CIS-R can provide data on the
prevalence of 14 symptoms, six ICD-10 disorders
(depressive episode, phobias, generalised anxiety,
panic disorder, obsessive compulsive disorder,
mixed anxiety and depression), and the
distribution of total CIS-R scores, which give an
indication of severity of symptoms.

The CIS-R comprises 14 sections, each covering a
particular area of symptoms as follows:

• Somatic symptoms.
• Fatigue.
• Concentration and forgetfulness.
• Sleep problems.
• Irritability.
• Worry about physical health.
• Depression.
• Depressive ideas.
• Worry.
• Anxiety.
• Phobias.
• Panic.
• Compulsions.
• Obsessions.

Each section begins with a number of mandatory
filter questions. They establish the existence of a
particular symptom in the past month. A positive
response leads to a more detailed assessment of the
symptom in the past week: frequency, duration,
severity, and time since onset. Answers to these
questions determine the informant’s score on each
section. Possible scores range from zero to 4 on
each section (except the section on depressive ideas,
which has a maximum score of 5). The example in
Figure 1.2, shows the elements that contribute to
the score for Anxiety.  Any combination of the
elements produce the section score. The elements
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that contribute to the scores for each of the
symptoms can be found in Appendix A of the
report.

Diagnoses of specific common mental disorders are
obtained by looking at the answers to various
sections of the CIS-R and applying algorithms
based on the ICD-10 diagnostic criteria for
research (World Health Organisation, 1993).  For
reasons given in section 1.1 we have chosen not to
present the results for individual diagnoses in this
report. Instead we use the total CIS-R score, which
is obtained by summing the individual section
scores, and a threshold of 12 or above to indicate
the presence of disorder.

The CIS-R primarily asks subjects whether
symptoms were present in the previous week. This
was done because there is some question over the
reliability of asking about the symptoms of
common mental disorder in the more distant past.
This has, however, some limitations for
longitudinal work of this nature. In particular, it is
impossible to know whether the respondent had
experienced symptoms between the baseline and
follow-up interviews. This issue is discussed in
more detail in the individual chapters that follow
but it is an important limitation of the data
available.

Alcohol misuse and dependence

The principal instrument used to assess alcohol
misuse was the Alcohol Use Disorders
Identification Test (AUDIT). This measure was

developed from a six-country WHO collaborative
project and has been shown to be a good indicator
of hazardous drinking (Saunders et al, 1993). It
defines hazardous alcohol use as an established
pattern of drinking which brings the risk of
physical and psychological harm. The AUDIT
consists of 10 questions covering the topics shown
in Figure 1.3. At the baseline interview the
reference period for the AUDIT was the year before
interview, while at follow-up it covered the period
between the two interviews. Answers to all
questions are scored from zero to 4 and then
summed to provide a total score ranging from zero
to 40. A total score of 8 or more indicates
hazardous alcohol use. Further details about
scoring are given in Appendix A.

Alcohol dependence was assessed using the Severity
of Alcohol Dependence questionnaire (SAD-Q)
(Stockwell et al, 1983). The SAD-Q was asked of all
respondents who had an AUDIT score of 10 or
more. It consists of 20 questions, covering a range
of symptoms of dependence, and possible scores
range from 0 to 3 on each question. Adding up the
scores from all questions gives a total SAD-Q score
of between zero and 60 indicating different levels of
alcohol dependence. A total SAD-Q score of 3 or
less indicates no dependence, while a score of four
or above suggests some alcohol dependence. Mild
dependence is indicated by a score of between 4
and 19, moderate dependence by a score of 20 to
34, and severe dependence by a SAD-Q score of 35
to 60. The reference period for alcohol dependence
was the 6 months prior to interview. Both
instruments were included in the self-completion
section of the follow-up questionnaire which
respondents completed on the laptop.

Figure 1.2 Calculation of symptom score for
Anxiety from the CIS-R

Score

Felt generally anxious/nervous/tense for
4 days or more in the past seven days 1

In past seven days anxiety/nervousness/tension
has been very unpleasant 1

In the past seven days have felt any of the
following symptoms when anxious/nervous/tense
(Racing heart, sweating or shaking hands, feeling
dizzy, difficulty getting one’s breath, dry mouth,
butterflies in stomach, nausea or wanting to vomit) 1

Felt anxious/nervous tense for more than three
hours in total on any one of the past seven days 1

Figure 1.3 Topics covered by the AUDIT
questionnaire

• Hazardous alcohol consumption
– frequency of drinking
– typical quantity
– frequency of heavy drinking

• Dependence symptoms
– impaired control over drinking
– morning drinking

• Harmful alcohol consumption
– feeling of quilt or remorse after drinking
– blackouts
– alcohol–related injury
– others concerned about drinking
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Drug use

A number of questions designed to measure drug
use were contained in the questionnaire.
Information was first collected on all the types of
drugs respondents had ever used, and then about
drugs used since the baseline interview.

Further information about drug use in the period
between interviews and the month preceding
interview was collected about six drugs: cannabis,
amphetamines, crack, cocaine, ecstasy,
tranquillisers and opiates. Included in the questions
about drug use in the past year and month were
five questions to measure drug dependence.
However, as only a very small number of people
were assessed as drug dependent, only drug use in
the past year is considered in this report.

Other variables used in survey

Data were collected at baseline and follow-up
relating to a wide range of demographic and socio-
economic characteristics of the participants:

• Age and sex.
• Ethnicity.
• Marital status.
• Household size and composition.
• Education.
• Employment status.
• Occupational social class.
• Housing tenure.
• Income.
• Social support.
• Life events.

The consideration of the association between these
variables and a range of outcome measures forms
the basis of this report. The way in which social
support and life events were measured is described
below. Details of how the other variables were
defined and categorised are given in the Glossary at
the back of the report.

Social Support
The baseline and follow-up interviews included
two groups of questions aimed at identifying the
level of social support available to respondents.
Firstly, perceived social support was assessed from
respondents’ answers to seven questions which
were originally used in the 1987 Health and
Lifestyle survey, and were also included in the 1992

Health Survey for England (Breeze et al, 1994) and
the ONS (OPCS) surveys of psychiatric morbidity
among adults in private households carried out in
1993 and 2000 (Meltzer et al, 1995c; Meltzer et al,
2002).

The seven questions take the form of statements
that individuals could say were not true, partly true
or certainly true for them:

There are people I know among my family and
friends:
• who do things to make me happy;
• who make me feel loved;
• who can be relied on no matter what happens;
• who would see that I am taken care of if I needed

to be;
• who accept me just as I am;
• who make me feel an important part of their

lives; and
• who give me support and encouragement.

Scores of 1–3 were obtained for each question and
overall scores ranged from 7–21. The maximum
score of 21 indicated no lack of perceived social
support; scores of 18–20 indicated a moderate lack,
and scores of 17 and below were considered to
show that individuals perceived a severe lack of
social support.

Another group of questions assessed the extent of
respondents’ social networks. These were also
adapted from questions used in the other ONS
(OPCS) surveys of psychiatric morbidity and
focused on the numbers of people (aged 16 and
over) that respondents felt close to.

Information was collected about three groups of
people:

• adults living inside the household that
respondents felt close to;

• relatives, aged 16 or over, living outside the
household that respondents felt close to; and

• friends or acquaintances living outside the
household that would be described as close or
good friends.

Close friends and relatives form an individual’s
‘primary support group’. Previous research has
suggested that adults with a primary support group
of 3 people or fewer have a higher prevalence of
common mental disorder (Brugha et al, 2003).
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Life Events
All respondents were shown three sets of cards,
which listed a range of stressful life events (18 in
total). In the baseline interview they had been
asked to say which, if any, they had suffered at any
time of their life, while in the follow-up interview
they were asked to say if any had occurred since the
baseline interview. If an event was reported in the
lifetime of the individual, a further question
established whether this was within the past 6
months. The events included covered relationship
problems, illness and bereavement; employment
and financial crises; and victimisation experiences,
i.e. events which might have an adverse effect on a
person’s mental health. They were the same as
those used in the ONS survey of psychiatric
morbidity among prisoners (Singleton et al, 1998).

However, the lists did not include all common
stressful events, excluding for example, moving
house and having a baby. Previous research has
shown that events such as these are unlikely to
significantly increase risk for psychiatric disorders.
(Brugha et al, 1985).  In addition, when looking at
the number of events experienced, it should be
remembered that the events may not carry equal
weight in terms of their psychological impact, and
that some events are likely to be found in
combination with others; for example running
away from home and homelessness.

1.5 Response to the survey

Survey response rates

The response to the face-to-face survey obtained by
interviewers is shown in Table 1.2. Contact was not
possible in 491 cases (14% of the sample). In 21
cases the respondent had died and another 27 had
moved away and could not be followed up, mainly
because they had moved out of the country. Two
people had moved into an institution which
refused access to the patient (in other cases we were
able to interview people within institutions, eg we
conducted 2 interviews with respondents in
prisons) while the remaining 441 respondents had
moved and the interviewers were unable to trace
them.

Among those contacted response was good:
interviews were obtained from 2,413 people, 79%
of those contacted. The remainder consisted of

17% who refused an interview and for 4% the
interviewer was unable to contact the selected
person. The vast majority of interviews were full
interviews, with only 1 partial interview and 7
proxy interviews. (Table 1.2)

The response obtained in the sub-study of met and
unmet need is shown in Table 1.3. The clinical
interviewers made up to five attempts to phone
potential respondents, varying the time and day of
calls. The possible outcomes were a completed
interview, a refusal, a confirmation that the subject
had moved without forwarding information, or a
failure to contact.

A total of 305 interviews were obtained, a response
rate of 58%, and in the vast majority of cases (301)
a full interview was achieved. The main reason for
non-response was non-contact. Non-contacts
occurred in a few cases because the telephone
number given at the face-to-face interview was
incorrect or no longer functioning, while in 33
cases no attempt at contact was made before the
field period ran out. Otherwise no answer was
obtained to any of the five calls made. (Table 1.3)

While the response rate was highest among those
who were selected because they were receiving
treatment but were assessed as not having a
disorder, there was little overall difference between
selection groups. (Table 1.4)

Characteristics of responders and non-responders

As this is a longitudinal study we have quite a lot of
information available about those who did not take
part in the follow-up. This information can be used
to assess the potential bias arising from non-
response to the survey by comparing the
characteristics of responders and non-responders.
Non-response occurred in several ways in this
survey. Firstly, some people indicated they did not
want to be contacted again at the time of the
baseline survey. Secondly, some of those who
agreed to be re-contacted then decided not to take
part when contacted about the follow-up survey
and, finally, it was not possible to re-contact some
people. All three groups are combined in Table 1.5
under the heading of non-responders.

There were very few significant differences between
responders and non-responders to this follow-up
stage. As occurs in most surveys, young, single
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people were slightly less likely to respond, while
married couples with children were more likely to
do so. There was also a slightly higher non-
response rate in urban areas. Non-responders were
also more likely to be renting their
accommodation, have no educational
qualifications, and have lower incomes than
responders but this might be, in the main, a
reflection of the younger age of non-responders.

(Table 1.5)

However, there was little difference between
responders and non-responders in terms of the
level of symptoms of common mental disorder
they had reported in the baseline survey. As would
be expected given their generally younger age, non-
responders were slightly more likely to be smokers
and to have used drugs in the year before baseline
interview but the difference for hazardous alcohol
use was not significant.                               (Table 1.6)

Weighting and adjustment procedures

The data from the baseline survey were weighted
when analysed to take account of the varying
probability of selection for individuals in different
areas of the country and in different sized
households (because only one person per
household was selected). In addition, in order to
take account of the differential non-response that
occurs by region, sex and age group, the data were
post-stratified to population control totals to
provide a weight that could be used to provide
survey estimates representative of the GB
population as a whole. This weighting procedure is
described in more detail in the Technical report of
the survey (Singleton et al, 2002b).

For the data from the follow-up assessments to be
representative of the population as a whole, further
weighting was necessary. This weighting needed to
take account firstly of the different probability of
selection of people in different sample groups and
secondly non-response.

The first stage of the weighting adjusted for the
different sampling fractions in the sample groups;
all those with disorder or moderate levels of
symptoms of common mental disorder were
selected but only 1 in 5 of those with no or only
low levels of symptoms. People in sample group 3
therefore received a weight of 5, while other groups
had a weight of 1. For the second stage of

weighting, an analysis was carried out using SPSS
Answer Tree™ to identify groups of respondents
with significantly different rates of non-response.
This resulted in the identification of 11 weighting
classes and a non-response weight for each
weighting class was then calculated. The final
weight used for the survey was then calculated by
multiplying together the baseline survey weight, the
follow-up sampling weight and the follow-up non-
response weight. More detail of the calculation of
the weights used is given in Appendix B.

1.6 Approach to the analysis

As discussed above we have chosen to analyse the
data so that our main outcome is a simple binary
variable – a case or not of common mental
disorder. The main approach we have taken in
many of the analyses was therefore to split the
baseline survey into two; those who were cases and
those who were not. At follow-up this enables us to
study the proportion who were not cases at
baseline and develop a new episode, an onset.
Likewise, we can study those who were cases at
baseline and were not cases at follow-up, that we
have called recovery. We realise that the term
recovery is used in a very limited sense in this
report.

In addition to giving percentages for onset and
recovery we also quote Odds Ratios for the
association between the various factors we have
investigated and either the onset or recovery of
common mental disorder (and for the other
outcomes we have studied). In this report, the odds
of a case of common mental disorder is the
number of individuals with the disorder divided by
the number who do not have the disorder. In
contrast, the proportion with a disorder is the
number with the disorder over the total number of
individuals (i.e. both those with and without
disorder). An Odds Ratios is therefore the odds of
being a case in one group divided by the odds in
another reference group. In the tables, the reference
group is therefore given the Odds Ratios 1.0.

There is a strong relationship between the
baseline score on the CIS-R and outcome in both
these groups. Therefore we have chosen to adjust
the Odds Ratios estimates using logistic
regression for age and CIS-R score at T1 and sex
(when the sexes were combined). This statistical
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method allows us to study the associations
between the socio-demographic and other
variables independent of any differences between
the groups in baseline CIS-R score.

A similar approach was taken to the analyses of
onset and recovery from suicidal thoughts and
substance use.

The percentages and confidence intervals we quote
have taken account of the weights explained above
and in Appendix B, and also the clustered nature of
the sample for original survey. The numbers of
subjects in each category cannot therefore be used
to calculate the percentages that are given in the
tables. The Odds Ratios both before and after
adjustment were calculated using the survey
commands of Stata version 7. This also takes
account of the effect on the variance estimates of
the weighting procedure and clustered sampling.

References

Anderson J, Huppert F and Rose G (1993) Normality, deviance
and minor psychiatric morbidity in the community.  A
population–based approach to General Health Questionnaire
data in the Health and Lifestyle Survey. Psychological Medicine
23, 475–485.

Bebbington P E, Marsden L, Brewin C and Lesage A (1996)
Measuring the need for  psychiatric treatment in the general
population: the Community Version of the MRC  Needs for
Care Assessment. Psychological Medicine 26, 229–236.

Bebbington P E, Marsden L and Brewin C R (1997). The need
for psychiatric treatment in the general population: the
Camberwell Needs for Care survey. Psychological Medicine 27,
821–834.

Breeze E, Maidment A, Bennett N, Flatley J and Carey S (1994)
Health Survey for England 1992, HMSO: London.

Brewin C R, Bebbington P E and Lesage A D (1994).
Instruction Manual for the MRC Needs for Care Assessment:
Community Version. Unpublished document. MRC Social and
Community Psychiatry Unit.

Broadhead W E, Blazer D, George L and Tse C (1990)
Depression, disability days and days lost from work. JAMA
264, 2524–2528.

Brodaty H, Luscombe G, Peisah C, Anstey K. and Andrews G
(2001) A 25-year longitudinal, comparison study of the
outcome of depression. Psychological. Medicine. 31, 1347–1359.

Brugha T, Bebbington P, Tennant C and Hurry J (1985) The
List of Threatening Experiences: a subset of 12 life event
categories with considerable long-term contextual threat.
Psychological Medicine 15, 189–94.

Brugha T S, Morgan Z, Bebbington P et al (2003) Social
support networks and type of neurotic symptom among adults
in British households. Psychological Medicine 33, 307–318.

Eaton W W, Kramer M, Anthony J C, Dryman A, Shapiro S and
Locke B Z (1989) The incidence of specific DIS/DSM-III mental
disorders: Data from the NIMH Epidemiologic Catchment Area
Program. Acta Psychiatrica Scandinavica 79, 163–178.

Foster K, Meltzer H, Gill B and Hinds K (1996) OPCS Surveys
of Psychiatric Morbidity in Great Britain, Report 8: Adults with a
psychotic disorder living in the community, HMSO: London.

Gill B, Meltzer H, Hinds K and Petticrew M (1996) OPCS
Surveys of Psychiatric Morbidity in Great Britain, Report 7:
Psychiatric morbidity among homeless people, HMSO: London.

Goldberg D and Huxley P (1992) Common Mental Disorders: a
Biopsychosocial Approach.1–194.  Routledge: London.

Jacob K S, Everitt B, Patel V, Weich S, Araya R and Lewis G
(1998) The comparison of latent trait variable models of non–
psychotic psychiatric morbidity in four culturally diverse
populations. Psychological Medicine 28, 145–152.

Kessler R C, McGonagle K A, Swartz M, Blazer D G and Nelson
C B (1993) Sex and depression in the National Comorbidity
Study I: lifetime prevalence, chronicity and recurrence. Journal
of Affective Disorders 29,  85–96.

Lee A and Murray R M (1988) The long term outcome of
Maudsley depressives. British Journal of Psychiatry 153, 741–751.

Lesage A, Fournier L, Cyr M, Toupin J, Fabian J, Gaudette G,
Vanier C, Bebbington P E and Brewin C (1996) The reliabililty
of the Community Version of the Needs for  Care Assessment.
Psychological Medicine 2, 237–245.

Lewis G, Pelosi A J, Araya R and Dunn G (1992) Measuring
psychiatric disorder in the community: a standardised
assessment for use by lay interviewers. Psychological Medicine
22, 465–486.

Lewis G and Araya R (1995)  Is the general health
questionnaire a culturally biased measure of psychiatric
disorder?  Social Psychiatry and Psychiatric Epidemiology 30,
20–25.

Lloyd K R, Jenkins R and Mann A (1996) Long-term outcome
of patients with neurotic illness in general practice. British
Medical Journal 313, 26–28.

McConnell P, Bebbington P, McClelland R, Gillespie K and
Houghton S (2002) Prevalence of psychiatric disorder and the
need for psychiatric care in Northern Ireland. Population study
in the District of Derry. British Journal of Psychiatry 181, 214–
219.

Meltzer H, Gill B, Petticrew M and Hinds K (1995a) OPCS
Surveys of Psychiatric Morbidity in Great Britain, Report 1: The
prevalence of psychiatric morbidity among adults living in
private households, HMSO: London.

Meltzer H, Gill B, Petticrew M and Hinds K (1995b) OPCS
Surveys of Psychiatric Morbidity in Great Britain, Report 2:
Physical complaints, service use and treatment of adults with
psychiatric disorders, HMSO: London.



14

Introduction and overview of methods used1

Better or worse: a longitudinal study of the mental health of adults

Meltzer H, Gill B, Petticrew M and Hinds K (1995c) OPCS
Surveys of Psychiatric Morbidity in Great Britain, Report 3:
Economic activity and social functioning of adults with
psychiatric disorders, HMSO: London

Meltzer H, Gill B, Hinds, K and Petticrew M (1996a) OPCS
Surveys of Psychiatric Morbidity in Great Britain, Report 4: The
prevalence of psychiatric morbidity among adults living in
institutions, HMSO: London.

Meltzer H, Gill B, Hinds, K and Petticrew M (1996b) OPCS
Surveys of Psychiatric Morbidity in Great Britain, Report 5:
Physical complaints, service use and treatment of residents with
psychiatric disorders, HMSO: London.

Meltzer H, Gill B, Hinds, K and Petticrew M (1996c) OPCS
Surveys of Psychiatric Morbidity in Great Britain, Report 6:
Economic activity and social functioning of residents with
psychiatric disorders, HMSO: London.

Meltzer H, Singleton N, Lee A, Bebbington P, Brugha T and
Jenkins R (2002) The Social and Economic Circumstances of
Adults with Mental Disorders, TSO: London.

Meltzer H, Gatward R, Goodman R and Ford T (2000) Mental
health of children and adolescents in Great Britain, TSO:
London.

Mari J J and Williams P (1986) Misclassification by psychiatric
screening questionnaires. British Journal of Psychiatry 158,
368–74.

Murray C J and Lopez A D (1997) Alternative projections of
mortality and disability by cause 1990–2020: Global Burden of
Disease Study. Lancet 349, 1498–1504.

O’Brien M, Singleton N, Sparks J, Meltzer H and Brugha T
(2002) Adults with a Psychotic Disorder Living in Private
Households, 2000, TSO: London

Oliver J P J (1992) The social care directive: development of a
quality of life profile for use in community services for the
mentally ill. Social Work Social Science Review 3, 5–45.

Robins L N (1985) Epidemiology: reflections on testing the
validity of psychiatric interviews. Archives of General Psychiatry
42, 918–924.

Saunders J B, Aasland O G, Babor T F, de la Fuente J R and
Grant M (1993) Development of the alcohol use disorders
identification test (AUDIT): WHO collaborative project on
early detection of persons with harmful alcohol consumption
– II. Addiction 88, 791–804.

Singleton N, Meltzer H, Gatward R, Coid J and Deasy D (1998)
Psychiatric Morbidity among Prisoners in England and Wales,
TSO: London.

Singleton N, Bumpstead R, O’Brien M, Lee A and Meltzer H
(2001) Psychiatric Morbidity among Adults Living in Private
Households, 2000, TSO: London.

Singleton N, Aye Maung N, Cowie A, Sparks J, Bumpstead R
and Meltzer H (2002a) Mental Health of Carers, TSO: London.

Singleton N, Lee A and Meltzer H (2002b) Psychiatric
morbidity among adults living in private households, 2000:
Technical Report. Office for National Statistics: London.
Available on the National Statistics website at
www.statistics.gov.uk/statbase/Product.asp?vlnk=9324

Spijker J, Bijl R V, de Graaf R and Nolen W A (2001)
Determinants of poor 1-year outcome of DSM–III–R major
depression in the general population: results of the
Netherlands Mental Health Survey and Incidence Study
(NEMESIS). Acta Psychiatr.Scand. 103, 122–130.

Stansfeld S and Marmot M (1992) Deriving a survey measure
of social support; the reliability and validity of the Close
Persons Questionnaire. Social Science and Medicine 35, 1027–
1035.

Stockwell T Murphy D and Hogson R (1983) The severity of
alcohol dependence questionnaire: its use, reliability and
validity. British Journal of Addiction, 78, 145–155.

Weich S and Lewis G (1998) Poverty, unemployment and
common mental disorders: population-based cohort study.
British Medical Journal 317, 115–119.

Wells K B, Golding J M and Burnam M A (1988) Psychiatric
disorder and limitations in physical functioning in a sample of
the Los Angeles general population. American Journal of
Psychiatry 145,  712–717.

World Health Organisation (1993) The ICD-10 classification of
mental and behavioural disorders: diagnostic criteria for research.
World Health Organisation: Geneva.



15

1Introduction and overview of methods used

Better or worse: a longitudinal study of the mental health of adults

Table 1.2 Response to the initial interview stage

Number Percentage of  Percentage of
set sample  those contacted

Number of people in
set sample 3,536 100

Moved no trace 441
Moved abroard etc 27
Moved into institution

and refused access 2
Died 21
Total not traced 491 14
Total contacted

by interviewers 3,045 86 100

Full interview 2,405
Partial interview 1
Proxy interview 7
Total interviews 2,413 68 79

Refusals/incapable 503 14 17
Non-contacts 129 4 4

Table 1.3 Response to the telephone interviews

Number Percentage Percentage
of set of those

sample contacted

Number of people in set sample 522 100
Non-contact 128
No contact attempted 33
Total not contacted 161 31
Total contacted by

interviewers 361 69 100

Full interview 301
Partial interview 4
Total interviews 305 58 84

Refusals 56 11 16

Table 1.4 Response to the telephone interviews
according to selection group

Percentage responding

Reason for selection
Neurotic disorder 58
Alcohol or drug dependent only 57
Treated, no disorder 63

All selected 58

Table 1.1 The sample size in different sample groups

Sample group from baseline Number in Sampling Total number Number in the
survey (T1) group at T1  fraction selected for T2 set sample*

1. Disorder 2,026 1 in 1 2,026 1,685
2. No disorder CIS-R: 6–11 1,212 1 in 1 1,212 1,032
3. No disorder CIS-R: 0–5 5,342 1 in 5 1,068 819

Total 8,580 4,306 3,536

* The sample issued for contact by interviewers.
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Table 1.6 Mental health and substance use
characteristics of responders and non-
responders

Interviewed Non-responders
at T2 at T2

CIS-R score
0–5 33 35
6–11 36 31
12–17 16 17
18 and over 15 17

Any neurotic disorder
Not present 66 63
Present 34 37

Alcohol problems
No alcohol problem 72 70
Hazardous use but no dependence 15 17
Alcohol dependence 13 14

Used any illicit drug in past year
No 88 85
Yes 12 15

Current cigarette smoker
No 67 61
Yes 33 39

Had suicidal thoughts in past year
No 93 92
Yes 7 8

Base 2404 1898

Table 1.5 Socio-economic characteristics of
responders and non-responders

Interviewed Non- responders
at T2  at T2

% %
Sex

Male 43 42
Female 57 58

Age at T1
16–34 29 36
35–44 22 22
45–54 21 16
55–64 16 14
65 and over 13 12

Ethnicity
White 95 93
Non-white 5 7

De facto marital status at T1
Married 51 43
Cohabiting 9 9
Single 19 26
Widowed 7 6
Divorced 11 11
Separated 4 5

Family type at T1
Couple, no child 30 27
Couple and child(ren) 30 25
Lone parent and child(ren) 9 10
One person only 24 31
Adult and parent(s) 7 7

Area type
Urban 66 71
Semi-rural 24 22
Rural 10 7

Educational qualifications
Degree 16 13
Teaching, HND, nursing 9 5
A Level 13 13
GCSE or equivalent 35 35
No qualifications 27 34

Tenure of accommodation at T1
Owned outright 23 20
Owned with mortgage 49 40
Rented from LA or HA 21 25
Rented from other source 7 15

Respondent’s grouped weekly gross income at T1
Under £100 28 34
£100 but under £200 25 25
£200 but under £300 16 17
£300 but under £400 11 10
£400 but under £500 9 6
£500 and over 11 9

Base 2406 1900
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Onset of episodes of the common mental
disorders
Scott Weich

2
2.1 Introduction

There are a number of factors that are associated
with an increased prevalence of common mental
disorder. The prevalence is higher in women, in
single persons, in people of low socio-economic
status, who report poor social support and more
adverse life events. Prevalence depends upon the
rate of new episodes of disorder as well as the
duration of disorder. This chapter is concerned
with reporting the factors that are associated with
the onset of a new episode of common mental
disorder.

Socio-economic status

There have been relatively few longitudinal studies
of the general population that have carried out
detailed psychiatric assessments. Bruce et al (1991)
reported results from the New Haven site of the US
Epidemiologic Catchment Area (ECA) and found
an association between onset of major depression
and poverty defined using the official US poverty
line. However, Bruce and Hoff (1994) carried out
further adjustments including sub-clinical
depressive symptoms at baseline and didn’t
confirm a significant finding. Weich and Lewis
(1998) did not report a significant association with
episode onset after adjustment for baseline scores.
Lorant et al (2003), in a systematic review, report
that the association with low socio-economic status
is stronger for duration than for episode onset but
still report a significant association with onset in
the pooled estimate.

One of the most extensively studied risk factors for
the common mental disorders is unemployment,
which has been shown consistently to be associated
with the prevalence of these conditions. Studies of
school leavers entering the employment market for
the first time have reported consistent associations
between unemployment and episode onset (Banks
and Jackson, 1982; Fergusson et al, 1997). By
contrast, a UK cohort study (Weich and Lewis,
1998) based upon a cross sectional survey of the
adult population, found no evidence of a
statistically significant association between

unemployment and the onset of episodes of the
common mental disorders over twelve months.

Life events

There is an extensive literature documenting an
association between the onset of episodes of the
common mental disorders (especially depression)
and recent life events, particularly those that
convey ‘severe long-term threat’ (Brown and
Harris, 1978; Brown and Harris, 1986; Brown et al,
1995). In general, the association with the onset of
the common mental disorders increases in size as
the interval between life event and onset falls, and
is greatest within three to four weeks of the
occurrence of the former. The likelihood that a
particular life event will precipitate such an
occurrence increases when the event occurs in (or
is ‘matched’ to) a highly valued social domain (Lam
et al, 1996). Although much attention has been
paid to the notion that life events ‘provoke’ the
onset of the common mental disorders in
individuals predisposed to these conditions by
virtue of a variety of different ‘vulnerability factors’
(such as poor social support), this model is not well
supported empirically. It has been estimated that
about one-third of episodes of depression in
community studies are attributable to life events,
and more when only women are studied (Cooke,
1987; Maciejewski et al, 2001). One difficulty of
this type of research, however, is controlling for
confounding by ‘contextual’ factors such as poverty
and poor housing.

Social support

Perhaps the most consistent finding in social
support research is that the perceived adequacy of
social support is associated with the prevalence of
the common mental disorders. This has also been
shown to be associated with an increased rate of
episode onset in prospective, longitudinal studies in
non-clinical settings (Henderson et al, 1981; Romans
et al, 1993; Kessler et al, 1994; Stansfeld et al, 1998).
There is, however, little evidence that social support
acts as a ‘buffer’ against environmental adversity or
life events (Kessler et al, 1994).
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In summary, previous findings indicate that
unemployment and other threatening life events,
and a lack of perceived social support are all
associated with an increased risk of onset of
episodes of the common mental disorders. The
evidence concerning low socio-economic status, as
measured by income, housing, material possessions
and occupational social class, remains more
equivocal.

The present chapter describes the factors associated
with disorder 18 months after the original cross-
sectional survey in the adult household population
in Great Britain. For these analyses, only those
subjects who were not cases of common mental
disorder in the original survey are included.
However, some of those subjects had sub clinical
symptoms of common mental disorder as
measured using the revised Clinical Interview
Schedule (CIS-R).

Definitions

This chapter considers factors associated with the
onset of common mental disorders in the general
household population. The term ‘onset’ is used
judiciously in this study. Episode onset was defined
as the proportion of non-cases on the CIS-R at T1
who were cases at T2. We have deliberately chosen
the term ‘episode onset’ in preference to ‘incidence’
to reflect the fact that the majority of these
episodes are likely to be recurrences, rather than
first episodes. The non-cases at T1 scored less than
12 on the CIS-R, and statistical adjustment was
made for CIS-R score at baseline.

It should be stressed that psychiatric assessments
were conducted only at two points, separated by a
median interval of about 18 months. This
represents the most basic version of the cohort
design, and does not provide any information
about informants’ mental health during this
interval.

2.2 Factors associated with episode onset

In total, 2,406 people took part in the study and
completed the CIS-R at both baseline (T1) and
follow-up (T2). The majority of these (79%) did
not have a common mental disorder at either
interview, while 5% (95% CI 4–7%) of the
population had an episode onset, and the remainder
of the population had a disorder at baseline.

This chapter focuses only on those people who did
not have a disorder at baseline in order to consider
the factors associated with episode onset. Of the
1,656 people who were considered not to have a
common mental disorder at T1, i.e. they had a CIS-
R score of less than 12, 184 were found to have
disorder at T2 (having a CIS-R score of 12 or
above). The estimated rate of onset of episodes of
the common mental disorders among those who
were well at T1 was 6% (after weighting to allow
for non-response as described in section 1.5). This
rate was higher among women (7%) than men
(6%), but not to a statistically significant degree.

 (Table 2.1)

As Table 2.1 indicates, the onset of the common
mental disorders did not vary with age to any great
extent. The pattern was slightly different for men
than women (albeit not to a statistically significant
extent). The rate of onset was highest for men
below the age of 35 and then remained relatively
steady from 35–74, while among women the rate
remained constant from 16 to 54 but fell slightly
among those above this age.

A very strong highly statistically significant
association was found between CIS-R score at T1
and the likelihood of episode onset between T1 and
T2. This association did not vary by sex. Compared
with those whose CIS-R scores at T1 were between
0 and 5, the odds of episode onset increased by
seven times among those with T1 CIS-R scores
between 6 and 11 (OR 7.06, 95% CI 4.36–11.45)

(Table 2.1, Figure 2.1)

Too few informants were from individual ethnic
minority groups to permit consideration of
differences in rates of episode onset between
individual ethnic groups (Table 2.2). Overall, there
was no statistically significant difference in the rate
of episode onset between informants of White and
Other ethnicity. One of the highest rates of episode
onset (8%) was found among those with no
educational qualifications, but there was no
consistent evidence of statistically significant
associations with level of educational attainment,
for either men or women. There were also no
statistically significant associations between marital
status and the onset of episodes of common mental
disorder among men or women. Neither family
unit type nor household size were associated with
onset. There was no evidence that single parents of
either sex were at significantly increased risk of
episodes of the common mental disorders,
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although single fathers had a higher rate of episode
onset than their male counterparts. (Table 2.2)

When groups based on economic activity status
were compared, the lowest rate of episode onset
(4%) was found among those who were working
part-time at baseline though this was only
statistically significant for women (adjusted OR
0.35, 95% CI 0.16-0.78).  Men who were
unemployed at T1 were at especially high risk of
developing an episode of the common mental
disorders prior to T2 (adjusted OR compared with
men in full-time employment 5.86, 95% CI 1.21–
28.30). While the opposite appeared true for
women, this could not be tested formally since
none of the unemployed women at T1 (n=22) were
‘onset’ cases at T2. Both men and women who had
long term sickness or disability had a high
proportion with onset of disorder (16% for all
adults). (Table 2.3)

When change in employment status was
considered, men in paid employment at both waves
had the lowest rate of episode onset (4%). Men
who stopped working between waves (adjusted OR
compared with men employed at both waves 3.97,
95% CI 1.34-11.78) had a slightly higher rate of
episode onset (15%) than men who were out of
work at both waves (8%, adjusted OR 3.38, 95% CI
1.12-10.20). There were no statistically significant
associations between change in employment status
and episode onset among women. (Table 2.3)

A very low rate of episode onset was found among
adults in social class I (3%). Among men, but not
women, there appeared to be a social class gradient
in the rate of episode onset but this was not
statistically significant. (Table 2.3)

Housing tenure was associated with the likelihood
of onset of episodes of common mental disorders,
with those living in rented accommodation being
at higher risk than those who owned their homes at
baseline, either outright or with a mortgage. Thus,
while 12% of social sector renters and 11% of
private sector renters had an episode onset this was
true for only 5% of those who owned or were
buying their own homes. (Table 2.3)

Income was assessed for individual informants, and
also at the household level. When individual
income was considered, no statistically significant
associations were found among women. Among
men, all those with weekly incomes below £400
were at significantly lower risk of episode onset
than those earning £400 per week or more. When
household income was considered, an association
with episode onset was also found for men, but not
women. (Table 2.3)

In general, those with the lowest levels of perceived
social support at T1 had the highest rate of onset of
episodes of the common mental disorders,
especially among women. However, this association
did not reach statistical significance either among
men or women, or in the sample as a whole. No
statistically significant associations were found
between episode onset and the size of participants’
social networks, for either men or women,
although those with the smallest primary support
groups (0 to 3 people) had the highest rates of
onset. (Table 2.4)

Statistically significant associations were found
between the numbers of life events experienced
both prior to T1, and between T1 and T2, and the
onset of episodes of common mental disorder. For
life events prior to T1, this association was greater
for women than men. Among women, 4% of those
who reported experiencing none or one of the
stressful life events covered in the survey had onset
of an episode of common mental disorder,
compared with 12% of those who reported 6 or
more events. The association between life events
and episode onset was even greater when life events
between waves were considered, for both men and

Figure 2.1 Proportion of men and women with
onset of common mental disorder by
baseline CIS-R score
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women. While the rate of onset among women
who had not experienced any stressful life events
between T1 and T2 was 3% this rose to 22% of
those who reported three or more such events. The
equivalent figures for men were 3% for those
reporting no events, rising to 17% among those
reporting three or more. (Table 2.4, Figure 2.2)

2.3 Discussion

The present study is the largest prospective outcome
study of psychiatric morbidity ever conducted in a
representative sample of the United Kingdom
population employing detailed, standardised clinical
assessments. The main strength of the longitudinal
design lies in measuring the factors of interest before
onset, thereby eliminating recall bias and reverse
causality as explanations for the study findings
(Weich, 1998).

One important limitation of this study was the
absence of information concerning informants’
mental health between study assessments. We cannot
exclude the possibility that some individuals
developed episodes of the common mental disorders
that began and then remitted between assessments.
Such episodes would of course have been missed,
and would have led us to under-estimate the rate of
episode onset. On the other hand, we can be
reasonably confident that the factors identified here

are, on average, associated with an increased onset of
episodes of these disorders. However, we cannot
estimate annual onset rates.

Another limitation concerns the sample size.
Although a relatively large sample was recruited at
T1, the low rate of episode onset meant that the
number of onset cases was small (n=184). The
power to detect statistically significant associations
in this sample was therefore modest, and in
consequence some our negative findings may
represent Type II error (i.e. there may be
associations in the population as a whole that our
study was too small to identify). The confidence
limits quoted will give the reader an estimate of the
accuracy with which our findings are reported. Our
findings may have been biased by non-
participation at baseline and loss to follow up. For
example, the estimated association between low
income and repeat prevalence would have been
biased if participants on low incomes were more
(or less) likely to remain cases of the common
mental disorders over 12 months than non-
participants on similarly low incomes. There was
no reason to suspect that this was so and the
associations between factors and common mental
disorder are therefore probably robust. As discussed
in Chapter 1, the response rate of 69% of eligible
households at baseline (Singleton et al. 2001), and
68% of individuals eligible for follow-up should
reduce the possibility of substantial bias.
Furthermore, in the analysis we have used weights
that have taken some account of the different
characteristics of those who took part in the
longitudinal study.

About one in fifteen people who are not currently
cases of the common mental disorders are likely to
experience an episode of this type of disorder in
eighteen month’s time. In keeping with previous
research (Weich and Lewis, 1998), we found
relatively few statistically significant predictors of
episode onset among social and economic risk
factors assessed at T1. Of the risk factors examined,
the clearest associations were with living in rented
accommodation, and experiencing threatening life
events either before the baseline assessment, or
between study assessments. Unemployment and
low income were also potent risk factors among
men. There was no evidence of statistically
significant gradients in episode onset between men
and women, or with age, ethnicity or education.
Somewhat surprisingly, we found no evidence of

Figure 2.2 Proportion of men and women with
onset of common mental disorder by
number of stressful life events
experienced since baseline
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significantly increased risk of onset of episodes of
common mental disorders among single parents, or
among those who reported low levels of perceived
social support.

In keeping with nearly every previous study, by far
the strongest predictor of case status at T2 was the
presence of ‘sub-clinical’ symptoms as measured by
the CIS-R score at T1 (Howarth et al, 1992; Warner
et al, 1992; Weich et al, 1997; Weich and Lewis,
1998). The interpretation of this finding remains
unclear, however. High levels of symptoms that do
not quite meet case criteria at baseline may reflect
the prodrome of an incipient episode of disorder or
the consequences of previous episodes (Kendler et
al, 2000). Baseline psychiatric symptoms may also
reflect genetic vulnerability to the common mental
disorders and/or cumulative effects of multiple risk
factors (including socio-economic adversity) over
the longer term (McEwen, 2000), processes which
many now believe are mediated through
neuroendocrine systems. Research is needed to test
hypotheses about the social and neurobiological
mechanisms that lead to the onset of episodes of
the common mental disorders, if we are to identify
effective interventions to reduce the prevalence of
these costly and disabling conditions.
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Table 2.1 Odds Ratios associated with the onset of common mental disorder at T2

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Women 911 7

Age at T1 ++ +
   16–24 69 8 1.00 ––––––––– 1.00 –––––––––
   25–34 197 9 1.08 (0.37–3.10) 1.69 (0.57–4.99)
   35–44 206 8 1.04 (0.37–2.92) 1.27 (0.45–3.55)
   45–54 166 8 1.04 (0.37–2.97) 1.34 (0.46–3.89)
   55–64 131 4 0.50 (0.18–1.39) 0.71 (0.25–2.02)
   65–74 142 2 0.22* (0.07–0.69) 0.38 (0.12–1.20)

CIS–R score at T1 +++ +++
   0 – 5 365 3 1.00 ––––––––– 1.00 –––––––––
   6 – 11 546 20 8.84*** (4.40–17.76) 8.43*** (4.13–17.20)

Men 745 6

Age at T1 n.s. n.s.
   16–24 85 7 1.00 ––––––––– 1.00 –––––––––
   25–34 130 10 1.49 (0.43–5.23) 1.25 (0.32–4.77)
   35–44 160 4 0.58 (0.14–2.36) 0.53 (0.12–2.31)
   45–54 155 4 0.61 (0.20–1.87) 0.57 (0.17–1.87)
   55–64 110 5 0.76 (0.18–3.14) 0.77 (0.17–3.51)
   65–74 105 5 0.68 (0.16–2.82) 0.77 (0.18–3.39)

CIS–R score at T1 +++ +++
   0–5 429 3 1.00 ––––––––– 1.00 –––––––––
   6–11 316 17 5.97*** (3.05–11.67) 5.85*** (2.97–11.52)

All adults 1656 6

Sex n.s. n.s.
   Male 745 6 1.00 ––––––––– 1.00 ––––––
   Female 911 7 1.23 (0.80–1.89) 1.01 (0.64–1.58)

Age at T1 n.s. n.s.
   16–24 154 7 1.00 ––––––––– 1.00 –––––––––
   25–34 327 9 1.28 (0.57–2.88) 1.40 (0.58–3.37)
   35–44 366 6 0.83 (0.36–1.91) 0.84 (0.35–2.03)
   45–54 321 6 0.84 (0.39–1.80) 0.89 (0.40–1.99)
   55–64 241 5 0.63 (0.25–1.55) 0.73 (0.28–1.93)
   65–74 247 3 0.43 (0.16–1.14) 0.58 (0.21–1.60)

CIS–R score at T1 +++ +++
   0–5 794 3 1.00 ––––––––– 1.00 –––––––––
   6–11 862 19 7.32*** (4.53–11.83) 7.06*** (4.36–11.45)

# Odds Ratios adjusted for other variables in this table.

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant



23Better or worse: a longitudinal study of the mental health of adults

2Onset of episodes of the common mental disorders

Table 2.2 Odds Ratios associated with the onset of common mental disorder at T2:

Demographic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Women

Ethnicity n.s. n.s.
   White 863 7 1.00 ———— 1.00 ————
   Other 44 10 1.51 (0.51-4.48) 1.23 (0.38-4.03)

Area type n.s. n.s.
   Urban 580 8 1.00 ———— 1.00 ————
   Semi-rural 230 6 0.77 (0.41-1.41) 0.95 (0.50-1.82)
   Rural 101 5 0.60 (0.19-1.89) 0.69 (0.20-2.37)

Educational qualifications n.s. n.s.
   Degree 132 6 1.00 ———— 1.00 ————
   Teaching, HND, nursing 88 5 0.90 (0.24-3.35) 1.02 (0.26-4.08)
   A Level 109 8 1.52 (0.56-4.12) 1.99 (0.74-5.39)
   GCSE or equivalent 339 7 1.25 (0.60-2.59) 1.57 (0.74-3.36)
   No qualifications 239 8 1.36 (0.64-2.90) 1.49 (0.69-3.23)

De facto marital status at T1 + n.s.
   Married 489 6 1.00 ———— 1.00 ————
   Cohabiting 71 10 1.64 (0.60-4.48) 1.19 (0.39-3.61)
   Single 129 7 1.13 (0.50-2.52) 0.58 (0.22-1.53)
   Widowed 88 3 0.39* (0.16-0.99) 0.72 (0.30-1.77)
   Divorced 92 7 1.14 (0.39-3.31) 0.89 (0.30-2.61)
   Separated 42 14 2.39 (0.86-6.59) 1.92 (0.55-6.74)

Family type at T1 n.s. n.s.
   Couple, no child 282 6 1.00 ———— 1.00 ————
   Couple and child(ren) 278 7 1.18 (0.60-2.32) 0.79 (0.36-1.74)
   Lone parent and child(ren) 115 6 0.87 (0.38-2.01) 0.56 (0.21-1.51)
   One person only 195 6 0.89 (0.42-1.91) 0.65 (0.29-1.49)
   Adult and parent(s) 41 10 1.65 (0.54-5.12) 0.71 (0.17-2.87)

Household size at T1 n.s. n.s.
   1 174 7 1.00 ———— 1.00 ————
   2 348 6 0.77 (0.36-1.63) 0.82 (0.38-1.78)
   3 165 5 0.71 (0.31-1.62) 0.53 (0.22-1.28)
   4 162 8 1.11 (0.46-2.70) 0.78 (0.29-2.09)
   5 and over 62 14 2.03 (0.74-5.55) 1.11 (0.37-3.36)

# Odds Ratios adjusted for sex (if appropriate), age and CIS-R score at T1.
*** p<0.001, **p<0.01, *p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant

Table continued on page 24.
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Men

Ethnicity n.s. n.s.
   White 707 6 1.00 ———— 1.00 ————
   Other 36 4 0.63 (0.15-2.70) 0.56 (0.14-2.34)

Area type ++ ++
   Urban 478 7 1.00 ———— 1.00 ————
   Semi-rural 194 2 0.27** (0.12-0.60) 0.27** (0.12-0.62)
   Rural 73 5 0.70 (0.25-1.98) 0.81 (0.27-2.37)

Educational qualifications n.s. n.s.
   Degree 142 5 1.00 ———— 1.00 ————
   Teaching, HND, nursing 62 1 0.09* (0.01-0.79) 0.08* (0.01-0.65)
   A Level 111 5 0.92 (0.30-2.83) 0.66 (0.21-2.08)
   GCSE or equivalent 247 6 1.20 (0.46-3.11) 0.96 (0.34-2.71)
   No qualifications 180 8 1.45 (0.53-3.98) 1.46 (0.47-4.58)

De facto marital status at T1 n.s. n.s.
   Married 392 5 1.00 ———— 1.00 ————
   Cohabiting 78 6 1.28 (0.56-2.94) 0.88 (0.34-2.22)
   Single 181 6 1.27 (0.53-3.07) 0.94 (0.30-2.92)
   Widowed 19 [2] 2.15 (0.33-14.10) 3.36 (0.43-26.36)
   Divorced 58 6 1.19 (0.31-4.60) 1.04 (0.26-4.20)
   Separated 17 6 1.19 (0.22-6.45) 1.32 (0.26-6.74)

Family type at T1 n.s. n.s.
   Couple, no child 237 5 1.00 ———— 1.00 ————
   Couple and child(ren) 233 6 1.21 (0.54-2.75) 0.98 (0.45-2.11)
   Lone parent and child(ren) 11 [1] 1.89 (0.21-16.70) 1.75 (0.20-15.71)
   One person only 167 6 1.27 (0.56-2.92) 1.01 (0.42-2.42)
   Adult and parent(s) 97 7 1.41 (0.45-4.36) 1.17 (0.32-4.23)

Household size at T1 n.s. +
   1 150 7 1.00 ———— 1.00 ————
   2 262 5 0.71 (0.31-1.60) 0.89 (0.38-2.10)
   3 143 7 0.99 (0.37-2.65) 1.20 (0.47-3.08)
   4 143 3 0.36* (0.14-0.94) 0.32* (0.12-0.85)
   5 and over 47 11 1.68 (0.49-5.80) 1.44 (0.38-5.45)

Table 2.2 (continued) Odds Ratios associated with the onset of common mental disorder at T2:

Demographic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval
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All adults

Ethnicity n.s. n.s.
   White 1570 6 1.00 ———— 1.00 ————
   Other 80 6 1.00 (0.40-2.53) 0.87 (0.35-2.18)

Area type + n.s.
   Urban 1058 7 1.00 ———— 1.00 ————
   Semi-rural 424 4 0.52** (0.32-0.84) 0.57 * (0.34-0.95)
   Rural 174 5 0.65 (0.31-1.37) 0.73 (0.33-1.64)

Educational qualifications n.s. n.s.
   Degree 274 5 1.00 ———— 1.00 ————
   Teaching, HND, nursing 150 3 0.48 (0.15-1.56) 0.44 (0.13-1.52)
   A Level 220 7 1.22 (0.55-2.70) 1.09 (0.47-2.53)
   GCSE or equivalent 586 7 1.24 (0.68-2.27) 1.16 (0.60-2.25)
   No qualifications 419 8 1.41 (0.74-2.69) 1.40 (0.68-2.92)

De facto marital status at T1 n.s. n.s.
   Married 881 6 1.00 ———— 1.00 ————
   Cohabiting 149 8 1.43 (0.73-2.77) 1.00 (0.47-2.09)
   Single 310 7 1.17 (0.64-2.14) 0.75 (0.36-1.55)
   Widowed 107 4 0.70 (0.26-1.92) 1.13 (0.39-3.31)
   Divorced 150 7 1.17 (0.51-2.73) 0.96 (0.41-2.26)
   Separated 59 12 2.15 (0.89-5.21) 1.84 (0.67-5.09)

Family type at T1 n.s. n.s.
   Couple, no child 519 6 1.00 ———— 1.00 ————
   Couple and child(ren) 511 7 1.20 (0.70-2.03) 0.88 (0.50-1.54)
   Lone parent and child(ren) 126 6 1.10 (0.49-2.48) 0.77 (0.31-1.91)
   One person only 362 6 1.05 (0.61-1.81) 0.80 (0.45-1.43)
   Adult and parent(s) 138 8 1.41 (0.64-3.12) 0.92 (0.35-2.43)

Household size at T1 n.s. n.s.
   1 324 7 1.00 ———— 1.00 ————
   2 610 5 0.74 (0.44-1.26) 0.86 (0.49-1.52)
   3 308 6 0.86 (0.44-1.67) 0.85 (0.44-1.66)
   4 305 5 0.72 (0.38-1.37) 0.58 (0.28-1.18)
   5 and over 109 12 1.83 (0.84-3.99) 1.29 (0.53-3.14)

#Odds Ratios adjusted for sex (if appropriate), age and CIS-R score at T1.
*** p<0.001, **p<0.01, *p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant

Table 2.2 (continued) Odds Ratios associated with the onset of common mental disorder at T2:

Demographic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval
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Women

Social class at T1 n.s. n.s.
   I 26 [3] 1.00 ———— 1.00 ————
   II 304 8 1.83 (0.45-7.52) 2.05 (0.52-8.03)
   IIINM 307 6 1.34 (0.32-5.65) 1.45 (0.37-5.77)
   IIIM 80 8 1.84 (0.36-9.45) 1.96 (0.36-10.72)
   IV 119 6 1.43 (0.31-6.65) 0.93 (0.21-4.10)
   V 50 6 1.24 (0.24-6.43) 1.24 (0.26-6.00)

Manual or non-manual work at T1 n.s. n.s.
   Non-manual 637 7 1.00 ———— 1.00 ————
   Manual 249 7 0.97 (0.53-1.79) 0.74 (0.38-1.42)

Employment status at T1 ++ +
   Working full time 284 10 1.00 ———— 1.00 ————
   Working part time 259 4 0.37** (0.18-0.77) 0.35* (0.16-0.78)
   Unemployed 22 [-] - -
   Long term sick or disabled 46 20 2.39 (0.95-6.01) 1.41 (0.55-3.57)
   Other economically inactive 296 7 0.68 (0.35-1.34) 0.94 (0.42-2.11)

Change in employment status n.s. n.s.
   Employed at T1 & T2 501 7 1.00 ———— 1.00 ————
   Not employed at T1 & T2 321 7 1.05 (0.55-1.97) 1.53 (0.66-3.53)
   Not employed at T1, employed at T2 43 6 0.87 (0.32-2.35) 0.74 (0.27-2.03)
   Employed at T1, not employed at T2 42 4 0.57 (0.18-1.88) 0.94 (0.30-2.93)

Tenure of accommodation at T1 n.s. n.s.
   Owned outright 224 5 1.00 ———— 1.00 ————
   Owned with mortgage 451 6 1.41 (0.60-3.33) 0.85 (0.27-2.66)
   Rented from LA or HA 173 10 2.28 (0.93-5.60) 1.15 (0.38-3.48)
   Rented from other source 58 13 3.04 (0.87-10.55) 1.23 (0.27-5.53)

Respondent’s grouped weekly
gross income at T1 n.s. n.s.

   £400 and over 108 8 1.00 ———— 1.00 ————
   £200 but under £400 206 9 1.17 (0.52-2.65) 1.48 (0.60-3.64)
   £100 but under £200 264 7 0.95 (0.44-2.05) 1.04 (0.47-2.28)
   Under £100 310 5 0.60 (0.27-1.32) 0.62 (0.27-1.41)

Change in respondent’s income n.s. n.s.
   About the same 533 7 1.00 ———— 1.00 ————
   Around 20% or more fall 131 4 0.52 (0.23-1.16) 0.56 (0.25-1.28)
   Around 20% or more increase 211 7 0.88 (0.45-1.74) 0.68 (0.33-1.43)

Household’s grouped weekly
gross income at T1 n.s. n.s.

   £400 and over 360 7 1.00 ———— 1.00 ————
   £200 but under £400 230 7 1.04 (0.50-2.17) 0.97 (0.46-2.06)
   £100 but under £200 170 5 0.69 (0.35-1.37) 0.59 (0.32-1.12)
   Under £100 73 10 1.53 (0.50-4.65) 1.46 (0.50-4.24)

Table 2.3 Odds Ratios associated with the onset of common mental disorder at T2:

Economic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval
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Table 2.3 (continued)  Odds Ratios associated with the onset of common metal disorder at T2:

Economic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Men

Social class at T1 n.s. n.s.
   I 72 2 1.00 ———— 1.00 ————
   II 236 5 2.27 (0.71-7.31) 2.03 (0.63-6.52)
   IIINM 73 7 3.64* (1.06-12.44) 3.24 (0.89-11.76)
   IIIM 225 7 3.65* (1.16-11.49) 3.39* (1.03-11.21)
   IV 88 8 4.20* (1.17-15.17) 4.57* (1.27-16.46)
   V 29 3 1.26 (0.19-8.43) 0.82 (0.13-5.02)

Manual or non-manual work at T1 n.s. n.s.
   Non-manual 381 5 1.00 ———— 1.00 ————
   Manual 344 7 1.57 (0.81-3.06) 1.64 (0.80-3.39)

Employment status at T1 + n.s.
   Working full time 473 5 1.00 ———— 1.00 ————
   Working part time 62 3 0.50 (0.15-1.72) 0.46 (0.13-1.68)
   Unemployed 27 [4] 5.86* (1.36-25.21) 5.86* (1.21-28.30)
   Long term sick or disabled 40 13 2.85* (1.03-7.86) 2.68 (0.91-7.90)
   Other economically inactive 141 4 0.85 (0.35-2.07) 1.27 (0.53-3.06)

Change in employment status n.s. +
   Employed at T1 and T2 507 4 1.00 ———— 1.00 ————
   Not employed at T1 and T2 177 8 1.93 (0.87-4.27) 3.38* (1.12-10.20)
   Not employed at T1, employed at T2 31 5 1.20 (0.27-5.29) 1.16 (0.24-5.56)
   Employed at T1, not employed at T2 28 15 3.64* (1.28-10.31) 3.97* (1.34-11.78)

Tenure of accommodation at T1 + +
   Owned outright 193 5 1.00 ———— 1.00 ————
   Owned with mortgage 377 4 0.83 (0.37-1.87) 0.61 (0.22-1.68)
   Rented from LA or HA 117 13 3.22* (1.20-8.67) 2.44 (0.81-7.36)
   Rented from other source 55 10 2.27 (0.52-9.90) 1.52 (0.33-7.04)

Respondent’s grouped weekly gross income
at T1 ++ ++
   £400 and over 252 2 1.00 ———— 1.00 ————
   £200 but under £400 262 9 6.38*** (2.35-17.31) 6.72*** (2.43-18.60)
   £100 but under £200 120 5 3.52* (1.17-10.56) 3.89* (1.25-12.08)
   Under £100 100 7 5.04* (1.39-18.32) 5.16* (1.46-18.56)

Change in respondent’s income n.s. n.s.
   About the same 485 6 1.00 ———— 1.00 ————
   Around 20% or more fall 72 8 1.42 (0.58-3.48) 1.35 (0.49-3.71)
   Around 20% or more increase 159 4 0.70 (0.31-1.59) 0.57 (0.23-1.43)

Household’s grouped weekly gross income
at T1 n.s. n.s.
   £400 and over 329 5 1.00 ———— 1.00 ————
   £200 but under £400 184 6 1.15 (0.52-2.52) 1.21 (0.53-2.73)
   £100 but under £200 73 10 2.15 (0.54-8.65) 2.28 (0.41-12.51)
   Under £100 40 16 3.48* (1.01-11.95) 3.61* (1.02-12.82)

# Odds Ratios adjusted for sex (if appropriate), age and CIS-R score at T1.

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant

Table continued on page 28.
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All adults

Social class at T1 n.s. n.s.
   I 98 3 1.00 ———— 1.00 ————
   II 540 6 2.47* (1.05-5.79) 2.27 (0.97-5.29)
   IIINM 380 6 2.46 (1.00-6.07) 2.16 (0.85-5.46)
   IIIM 305 7 2.94* (1.17-7.37) 2.86* (1.11-7.40)
   IV 207 7 2.90* (1.09-7.67) 2.27 (0.83-6.22)
   V 79 5 1.78 (0.58-5.42) 1.34 (0.45-4.00)

Manual or non-manual work at T1 n.s. n.s.
   Non-manual 1018 6 1.00 ———— 1.00 ————
   Manual 593 7 1.20 (0.77-1.87) 1.14 (0.72-1.82)

Employment status at T1 ++ ++
   Working full time 757 7 1.00 ———— 1.00 ————
   Working part time 321 4 0.52* (0.28-0.95) 0.42* (0.22-0.83)
   Unemployed 49 14 2.23 (0.57-8.77) 1.96 (0.41-9.33)
   Long term sick or disabled 86 16 2.70** (1.34-5.44) 2.03 (1.00-4.11)
   Other economically inactive 437 6 0.87 (0.52-1.46) 1.12 (0.61-2.06)

Change in employment status n.s. n.s.
   Employed at T1 and T2 1008 6 1.00 ———— 1.00 ————
   Not employed at T1 and T2 498 8 1.41 (0.86-2.31) 2.17* (1.09-4.33)
   Not employed at T1, employed at T2 74 6 1.03 (0.43-2.47) 0.94 (0.37-2.36)
   Employed at T1, not employed at T2 70 7 1.34 (0.58-3.08) 1.84 (0.81-4.14)

Tenure of accommodation at T1 ++ +
   Owned outright 417 5 1.00 ———— 1.00 ————
   Owned with mortgage 828 5 1.12 (0.61-2.07) 0.75 (0.35-1.61)
   Rented from LA or HA 290 12 2.72** (1.40-5.28) 1.70 (0.76-3.80)
   Rented from other source 113 11 2.58 (0.96-6.97) 1.39 (0.46-4.16)

Respondent’s grouped weekly gross income
at T1 ++ ++
   £400 and over 360 3 1.00 ———— 1.00 ————
   £200 but under £400 468 9 3.24*** (1.77-5.92) 3.56*** (1.89-6.74)
   £100 but under £200 384 7 2.32* (1.22-4.39) 2.32* (1.18-4.55)
   Under £100 410 5 1.92 (0.98-3.75) 1.79 (0.84-3.84)

Change in respondent’s income n.s. n.s.
   About the same 1018 7 1.00 ———— 1.00 ————
   Around 20% or more fall 203 6 0.85 (0.47-1.54) 0.86 (0.45-1.65)
   Around 20% or more increase 370 5 0.81 (0.49-1.35) 0.64 (0.36-1.13)

Household’s grouped weekly gross income
at T1 n.s. n.s.
   £400 and over 689 6 1.00 ———— 1.00 ————
   £200 but under £400 414 6 1.07 (0.65-1.78) 1.07 (0.63-1.82)
   £100 but under £200 243 7 1.14 (0.51-2.55) 1.08 (0.39-2.96)
   Under £100 113 12 2.19 (0.97-4.94) 2.16 (0.96-4.87)

Table 2.3 (continued)  Odds Ratios associated with the onset of common mental disorder at T2:

 Economic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

# Odds Ratios adjusted for sex (if appropriate), age and CIS-R score at T1.

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant
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Table 2.4 Odds Ratios associated with the onset of common mental disorder at T2:

Social context variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Women

Perceived social support score grouped at T1 n.s. n.s.
   No lack 701 6 1.00 –––––– 1.00 ––––––
   Moderate lack 161 9 1.39 (0.70–2.77) 1.18 (0.56–2.47)
   Severe lack 44 12 2.03 (0.56–7.35) 2.09 (0.46–9.48)

Size of primary support group at T1 n.s. n.s.
   9 or more 584 7 1.00 –––––– 1.00 ––––––
   4 to 8 288 7 1.10 (0.63–1.90) 0.81 (0.45–1.47)
   0 to 3 35 11 1.71 (0.67–4.40) 1.48 (0.61–3.59)

Number of stressful life events before T1 ++ +
   None or one 128 4 1.00 –––––– 1.00 ––––––
   Two 150 4 0.95 (0.34–2.65) 0.73 (0.27–2.00)
   Three 195 8 2.25 (0.81–6.31) 2.22 (0.74–6.64)
   Four 151 9 2.67 (0.91–7.82) 2.90 (0.89–9.46)
   Five 121 6 1.64 (0.54–5.02) 1.52 (0.47–4.85)
   Six+ 166 12 3.59* (1.32–9.75) 2.60 (0.94–7.16)

Number of stressful life events from T1 to T2 +++ ++
   None 385 3 1.00 –––––– 1.00 ––––––
   One 348 9 2.67** (1.39–5.14) 2.45* (1.22–4.92)
   Two 135 10 3.08** (1.41–6.72) 2.38* (1.06–5.33)
   Three+ 43 22 7.98*** (2.56–24.88) 6.41** (1.83–22.43)

Men

Perceived social support score grouped at T1 n.s. n.s.
   No lack 479 6 1.00 –––––– 1.00 ––––––
   Moderate lack 196 5 0.87 (0.35–2.13) 0.80 (0.31–2.05)
   Severe lack 66 8 1.38 (0.57–3.32) 1.38 (0.57–3.34)

Size of primary support group at T1 n.s. n.s.
   9 or more 492 5 1.00 –––––– 1.00 ––––––
   4 to 8 204 6 1.28 (0.58–2.83) 1.18 (0.51–2.72)
   0 to 3 46 13 2.92* (1.10–7.76) 2.11 (0.75–5.93)

Number of stressful life events before T1 n.s. n.s.
   None or one 94 3 1.00 –––––– 1.00 ––––––
   Two 125 9 3.44* (1.09–10.83) 3.60 (0.98–13.15)
   Three 126 2 0.83 (0.21–3.22) 0.91 (0.21–3.85)
   Four 131 7 2.56 (1.00–6.58) 2.41 (0.79–7.35)
   Five 94 6 2.35 (0.68–8.04) 2.17 (0.53–8.93)
   Six+ 175 7 2.73* (1.16–6.40) 1.86 (0.66–5.25)

Number of stressful life events from T1 to T2 ++ +
   None 383 3 1.00 –––––– 1.00 ––––––
   One 237 6 1.86 (0.82–4.21) 1.62 (0.72–3.64)
   Two 87 14 4.70** (1.75–12.66) 3.91* (1.35–11.33)
   Three+ 38 17 6.12** (1.62–23.16) 4.07* (1.02–16.27)

Table continued on page 30.# Odds Ratios adjusted for sex (if appropriate), age and CIS–R score at T1.

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant
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Perceived social support score grouped at T1 n.s. n.s.
   No lack 1180 6 1.00 –––––– 1.00 ––––––
   Moderate lack 357 6 1.04 (0.60–1.82) 0.97 (0.54–1.74)
   Severe lack 110 9 1.57 (0.75–3.27) 1.67 (0.74–3.76)

Size of primary support group at T1 + n.s.
   9 or more 1076 6 1.00 –––––– 1.00 ––––––
   4 to 8 492 7 1.18 (0.74–1.89) 0.96 (0.59–1.58)
   0 to 3 81 12 2.29* (1.18–4.42) 1.80 (0.97–3.37)

Number of stressful life events before T1 + n.s.
   None or one 222 3 1.00 –––––– 1.00 ––––––
   Two 275 6 2.03 (0.86–4.78) 1.93 (0.77–4.85)
   Three 321 5 1.69 (0.80–3.59) 1.75 (0.78–3.90)
   Four 282 8 2.59* (1.23–5.47) 2.67* (1.15–6.16)
   Five 215 6 1.94 (0.82–4.55) 1.85 (0.73–4.69)
   Six+ 341 9 3.07** (1.60–5.90) 2.24* (1.08–4.64)

Number of stressful life events from T1 to T2 +++ ++
   None 768 3 1.00 –––––– 1.00 ––––––
   One 585 7 2.31** (1.39–3.83) 2.03** (1.20–3.42)
   Two 222 12 3.77*** (1.97–7.21) 2.95** (1.48–5.89)
   Three+ 81 20 7.04*** (2.88–17.18) 5.04** (1.94–13.06)

# Odds Ratios adjusted for sex (if appropriate), age and CIS–R score at T1.

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant

Table 2.4 (continued) Odds Ratios associated with the onset of common mental disorder at T2:

Social context variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval
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Recovery from common mental disorders
Glyn Lewis3

3.1 Introduction

Background

Longitudinal studies can study the factors related
to recovery independently of those that might
increase the risk of developing an episode of
disorder. Studying recovery will enable patients
and clinicians to understand more about the
outcome of common mental disorder in the
community and can inform the study of clinical
populations and the performance of health
services.

Common mental disorders are episodic but there is
little information on their course in the general
population. Earlier studies have followed-up series
of depressed cases identified in secondary care
settings (Lee and Murray, 1988; Brodaty et al, 2001;
Angst, 1997).  It is unlikely that these results can be
generalised either to primary care or to the
community. There is an extensive literature
illustrating that many people with common mental
disorder are not identified as such even in primary
care (Goldberg and Huxley, 1992), and no doubt
further issues of selection influence the appearance
in secondary care. In order to understand more
about common mental disorder in the community
we need to identify cases of depression and anxiety
independently of the likelihood that individuals
will seek or accept treatment. The longitudinal
study described here can accomplish this as it
identified a representative group of cases of
common mental disorder in the 2000 Psychiatric
Morbidity Survey and followed these individuals
up 18 months later.

There have been a handful of previous studies that
are comparable to the longitudinal study described
here. The Epidemiologic Catchment Area (ECA)
study (Sargeant et al, 1990) provided some
information on five geographical areas in the USA.
They found that about 23.5% of subjects with
DSM-III major depression were still cases one year
after the baseline survey. The main factors
influencing outcome appeared to be symptom
severity, duration of episode and number of

previous episodes. The NEMESIS study based in
the Netherlands (Spijker et al, 2001) found that
28.3% of subjects with DSM-III-R major
depression were still unwell after 12 months. The
same study, also identified some new onsets of
major depression, and found that 50% of
participants with major depression had recovered
within three months (Spijker et al, 2002).

There is evidence that the factors associated with
duration of episodes differ from those that might
increase the risk of disorder. For example, a recent
meta-analysis that examined the relationship
between socio-economic status and depression
(Lorant et al, 2003) found that low socio-economic
status was more strongly associated with increased
duration than with the onset of a new episode.
There is therefore good reason, both on theoretical
and empirical grounds, to study recovery from
disorder as a separate issue from onset of an
episode. Such information will provide the
background for clinic-based studies and outcome
measurement in clinical services, particularly
primary care, where most people with common
mental disorder are treated.

The current chapter describes the factors associated
with recovery from common mental disorder in the
private household population of Great Britain.

Definition of Recovery

The term ‘recovery’ is used here in a very limited
sense. The original fieldwork was carried out in
2000 and the average interval between the original
survey and follow-up was about 18 months. We
only have information on common mental
disorder at these two time points. We have
therefore defined ‘recovery’ as those people who
were cases of common mental disorder at baseline
who were not cases at the follow-up. The analysis
we performed was therefore to compare those who
‘recovered’ with those who remained cases of
common mental disorder.

There are some obvious limitations in this
approach that must be acknowledged. We do not
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have much information on the period between the
first and second sweeps. For example, it is possible
that somebody who was a case at the original
survey would have recovered after a few months
but then become a case again by the time of the
follow-up interviews. These people would be
described here therefore as ‘not recovered’. Though
this is an important limitation of the data, it is
reasonable to suggest that, on average, the people
who were not cases at follow-up had a better
outcome than those who remained cases. Also, it is
likely that the factors associated with a better
outcome at 18 months are the same as those at
some different time point.

A further limitation is that common mental disorder
is best thought of as a continuum with no real break
between normality and abnormality. A case of
common mental disorder is defined as scoring 12 or
more on the CIS-R total score. Therefore, for some
people in this study ‘recovery’ would have meant a
drop of only 1 or 2 points on the CIS-R total score.
Our definition of recovery is therefore describing a
group of people who on average have had a
reduction in severity of common mental disorder.
The factors associated with ‘recovery’ as defined here
are still valuable as they indicate the characteristics
of those who are, overall, more likely to have fewer
symptoms 18 months later, but these are
characteristics of the group and may have little
predictive value for individuals.

3.2 Factors associated with recovery

There were 750 people with common mental
disorder at baseline (T1) who were interviewed in
the follow-up survey (T2). Of these, 475 were
women and 275 men, reflecting the slightly higher
prevalence in women in the original survey and the
larger number of women who participated in both
surveys (men being generally less likely to
participate in surveys). As described in Chapter 1
and Appendix B, weights were applied to the data
in our analyses in order to be able to generalise to
the population of Great Britain. The majority of
people in the population had no disorder at either
baseline or follow-up. The prevalence of people
who had common mental disorder at both baseline
and 18 months later in the population as a whole
was 8% (95% CI 7–9%) and the same proportion
had disorder at baseline but had recovered at
follow-up.

Socio-demographic factors

Amongst the group of individuals who were cases
of common mental disorder at T1, similar
proportions of men and women, 51% and 49 %
respectively, were not cases at the follow-up
interview, in other words they had ‘recovered’ in
our terminology. There was also no evidence to
support any difference in the proportion recovered
according to age. However, the severity of
symptoms at baseline, as indicated by the CIS-R
total score was strongly associated with recovery.
Only 40% of those who scored more than 17 had
recovered compared with 59% of those with lower
scores and the Odds Ratio was 0.45 (95% CI 0.32–
0.63) and very similar in both men and women.

 (Table 3.1)

In Table 3.2 associations between recovery and
some other socio-demographic factors are shown.
There were only small numbers of people from
non-White ethnic groups in the survey and so
different ethnic groups cannot be distinguished
and the precision of our estimates is poor. There
was no statistical evidence to suggest either a
reduced or an increased prevalence in this group.

In women, there was a suggestion that educational
level was associated with recovery. Women with
teaching and nursing qualifications had a greater
likelihood of recovery (71% did so), while women
with no qualification had lower rates (37%). There
was also an association between household size and
recovery among women: only about a third of
women living alone recovered compared with
about a half of those living with other people.
However, when the data for men and women were
combined there were no significant associations
after adjustment for age, sex and CIS-R score at
baseline.                                                        (Table 3.2)

Economic factors

There was evidence that those of lower socio-
economic status were less likely to recover in both
women and men (Table 3.3).  Those in manual
occupations were less likely to recover: 40% of
women and 45% of men in manual employment
had recovered at follow-up compared with 56%
and 55%, respectively, among those in non-manual
jobs.
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The long term sick or disabled were much less
likely to recover than those who were in
employment, with an Odds Ratio of 0.23 (95% CI
0.14–0.37) after adjustment. This was a very strong
association and only 21% of this group were
recovered 18 months later compared with 60% of
those working full-time at the time of the baseline
survey. Those who were not working in both
sweeps were also less likely to recover, probably
because the long term sick and disabled make up a
significant proportion of this group.        (Table 3.3)

Income was also associated with the likelihood of
recovery, although less strongly than was
employment status and the association was
reduced when adjusted for age, sex and severity of
disorder at baseline. Of those earning £400 or more
a week at baseline, 63% had recovered at follow-up
but this declined with decreasing income so that
among those earning under £100 the proportion
recovering was 42%.                                   (Table 3.3)

Social support and life events

Women who reported less perceived social support
and a smaller primary support group at baseline
were less likely to recover (Table 3.4). The
association observed in men was less strong but, at
least for perceived social support, was in the same
direction. Thus while 54% of women with no

perceived lack of social support at baseline had
recovered at follow-up, only 35% of those who
indicated a severe lack had done so; for men the
equivalent figures were 51% and 36%, respectively.

There was a strong association between reporting
the occurrence of stressful life events between the
two interviews and a reduced risk of recovery.
Fifty-nine per cent of those who did not experience
any stressful events between interviews recovered
compared with 51% of those experiencing one,
48% of those experiencing two and 24% of those
experiencing three or more. This relationship
remained after adjusting for severity of disorder at
baseline. However, these life events were reported at
the follow-up assessment. The number of life
events experienced before the baseline survey was
also related to outcome, though this also included
some early life events from childhood. Though
there was not a significant association in men, the
direction of association was the same and in the
combined data life events were significantly
associated with less recovery. Among all adults,
compared with those who reported none or only
one life event before T1, the odds of recovery were
reduced fivefold for someone who had experienced
five such events (adjusted OR 0.18, 95% CI 0.08–
0.39) or six or more (adjusted OR 0.22, 95% CI
0.11–0.45).                          (Table 3.4 and Figure 3.1)

Figure  3.1 Proportion of men and women with recovery from common mental disorder by experience
of stressful life events between baseline and follow-up
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3.3 Discussion

On average only 50% (95% CI 46–54%) of subjects
with a common mental disorder at baseline were
recovered 18 months later.  There is therefore a
substantial amount of common mental disorder
that is lasting for quite long periods. A number of
factors were also identified that were associated
with reduced recovery. Participants who reported
more symptoms at baseline and were of lower
socio-economic status were less likely to recover, as
were the long term sick and disabled and those who
were not employed at the time of both surveys.
Finally, people reporting lower social support and
more life events had a reduced risk of recovery.

Our sampling design means that we can be
confident that the participants with common
mental disorder studied here were fairly
representative of the household population of
Great Britain. However, we have to take account of
the response rates to both the original survey and
the follow-up survey. There was some evidence that
those who were not identified in the follow-up had
slightly higher rates of common mental disorder at
baseline. This would have resulted in a less severe
population in this study than in the community
and suggests that our estimate of the recovery rates
may be an underestimate. We used a weighting
process to take account of the effect non-response
would have on the findings. However, this may not
have completely corrected for this possible
underestimate of prevalence.

The revised clinical interview schedule (CIS-R) was
used to estimate the prevalence of common mental
disorder. This provides detailed information about
the prevalence of symptoms in the week before
interview. We do not have information concerning
symptoms during the 18-month follow-up interval.
It is possible that some subjects could have
recovered and become ill once again. It is also likely
that the rate of recovery is not constant, and that
the rate of recovery declined over the follow-up
period (Spijker et al, 2002). As discussed previously,
this should not prevent us drawing conclusions
about the associations we have observed. It does
mean that the 50% recovery figure over 18 months
cannot be easily extrapolated to other time periods.

These results provide the first estimate of the rate of
recovery from CMD in a nationally representative
sample of the UK household population using

detailed psychiatric assessments. The reported
recovery rate may be an overestimate as people with
more severe illness are less likely to have responded
to the follow-up interview. Furthermore, current
data on outcome of depression suggest that those
who have not recovered after 18 months are less
likely to recover (Spijker et al, 2002). The proportion
recovered in this study also takes into account the
current level of treatment of CMD in the United
Kingdom at present. There are therefore clearly a
large number of people with common mental
disorder with quite long term problems. Our
estimate from this study is that 8% of the general
population have a common mental disorder that
lasts at least 18 months.

Previous research from the ECA and NEMESIS
studies reported a recovery rate of over 70% at one
year for those with major depression. The
proportion recovered over 18 months reported
here is considerably lower than this. The figures
might not be easily comparable as we have not
presented results for individual diagnostic
categories but have used a composite category of
common mental disorder.  On the other hand there
may well be international differences in recovery
rates. In a study based upon the 1946 UK birth
cohort (Paykel et al, 2001) 69% of the cases at age
36 years had recovered seven years later.

This has important implications for the delivery of
mental health services in primary care. Our
findings support the idea that common mental
disorders should be treated as chronic medical
conditions (Andrews, 2001; Kendrick, 2000). In
order to improve outcome for this group of people
it will probably be necessary to provide better co-
ordinated treatment in primary health care as well
as developing and investigating more effective
interventions for people with more chronic
disorders.
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Table 3.1 Odds Ratios associated with recovery from common mental disorder by T2

Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio# Interval

Women 475 49

Age at T1 n.s. n.s.
16–24 46 46 1.00 ——————— 1.00 ———————
25–34 105 55 1.44 (0.64–3.24) 1.53 (0.65–3.60)
35–44 95 47 1.02 (0.47–2.23) 1.41 (0.63–3.16)
45–54 105 44 0.93 (0.43–1.98) 0.90 (0.41–1.95)
55–64 81 54 1.37 (0.63–2.95) 1.62 (0.74–3.56)
65–74 43 50 1.16 (0.45–2.98) 1.13 (0.42–3.02)

CIS-R score at T1 +++ +++
12–17 245 58 1.00 ——————— 1.00 ———————
18 and over 230 39 0.46 *** (0.30–0.69) 0.46*** (0.30–0.69)

Men 275 51

Age at T1 n.s. n.s.
16–24 18 [13] 1.00 ——————— 1.00 ———————
25–34 53 49 0.38 (0.10–1.38) 0.45 (0.12–1.73)
35–44 65 52 0.43 (0.12–1.46) 0.46 (0.13–1.72)
45–54 71 45 0.32 (0.09–1.18) 0.40 (0.10–1.58)
55–64 54 42 0.29 (0.08–1.07) 0.32 (0.08–1.26)
65–74 14 [9] 0.60 (0.12–2.92) 0.70
(0.14–3.45)

CIS-R score at T1 ++ ++
12–17 137 61 1.00 ——————— 1.00 ———————
18 and over 138 41 0.43** (0.25–0.75) 0.43** (0.25–0.75)

All adults 750 50

Sex n.s. n.s.
Male 275 51 1.00 ——————— 1.00 ———————
Female 475 49 0.93 (0.65–1.34) 0.86 (0.59–1.25)

Age at T1 n.s. n.s.
16–24 64 54 1.00 ——————— 1.00 ———————
25–34 158 53 0.95 (0.48–1.89) 1.04 (0.52–2.10)
35–44 160 49 0.83 (0.44–1.59) 0.99 (0.51–1.94)
45–54 176 45 0.69 (0.36–1.32) 0.73 (0.38–1.42)
55–64 135 49 0.81 (0.41–1.57) 0.91 (0.46–1.79)
65–74 57 52 0.94 (0.42–2.09) 0.96 (0.42–2.17)

CIS-R score at T1 +++ +++
12–17 382 59 1.00 ——————— 1.00 ———————
18 and over 368 40 0.45*** (0.32–0.63) 0.45*** (0.32–0.62)

# Odds Ratios adjusted for other variables in this table.

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant
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Table 3.2 Odds Ratios associated with recovery from common mental disorder by T2:

Demographic variables

Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio # Interval

Women

Ethnicity n.s. n.s.
   White 448 50 1.00 ——————— 1.00 ———————
   Other 22 [8] 0.74 (0.28–1.92) 0.85 (0.33–2.19)

Area type n.s. n.s.
   Urban 335 50 1.00 ——————— 1.00 ———————
   Semi-rural 99 50 1.03 (0.65–1.65) 0.98 (0.60–1.62)
   Rural 41 44 0.80 (0.34–1.92) 0.66 (0.28–1.55)

Educational qualifications + +
   Degree 58 57 1.00 ——————— 1.00 ———————
   Teaching, HND, nursing 38 71 1.81 (0.68–4.77) 1.78 (0.59–5.35)
   A Level 51 55 0.93 (0.38–2.25) 1.08 (0.42–2.78)
   GCSE or equivalent 167 49 0.71 (0.37–1.38) 0.73 (0.37–1.45)
   No qualifcations 156 37 0.45* (0.23–0.89) 0.47* (0.23–0.93)

De facto marital status at T1 n.s. n.s.
   Married 209 53 1.00 ——————— 1.00 ———————
   Cohabiting 46 52 0.94 (0.50–1.78) 1.01 (0.48–2.12)
   Single 82 47 0.78 (0.42–1.46) 0.74 (0.36–1.51)
   Widowed 38 43 0.68 (0.31–1.46) 0.86 (0.40–1.87)
   Divorced 69 37 0.53* (0.28–1.00) 0.53 (0.27–1.03)
   Separated 31 48 0.81 (0.39–1.71) 1.20 (0.53–2.71)

Family type at T1 n.s. n.s.
   Couple, no child 128 56 1.00 ——————— 1.00 ———————
   Couple and child(ren) 126 50 0.76 (0.46–1.26) 0.74 (0.41–1.33)
   Lone parent and child(ren) 79 50 0.76 (0.41–1.40) 0.80 (0.40–1.60)
   One person only 120 37 0.46* (0.25–0.86) 0.53* (0.28–0.99)
   Adult and parent(s) 22 [10] 0.68 (0.26–1.78) 0.50 (0.16–1.53)

Household size at T1 + +
   1 112 34 1.00 ——————— 1.00 ———————
   2 160 54 2.28** (1.31–3.96) 2.17** (1.24–3.79)
   3 101 45 1.57 (0.88–2.80) 1.33 (0.72–2.48)
   4 68 58 2.62** (1.27–5.39) 2.35* (1.06–5.22)
   5 and over 34 49 1.84 (0.74–4.60) 1.79 (0.69–4.62)

Table continued on page 38.# Odds Ratios adjusted for sex (if appropriate), age and CIS-R score at T1.

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05
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Table 3.2 (continued) Odds Ratios associated with recovery from common mental disorder by T2:

Demographic variables

Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio# Interval

Men

Ethnicity n.s. n.s.
   White 253 51 1.00 ——————— 1.00 ———————
   Other 20 [9] 0.86 (0.29–2.54) 0.70 (0.23–2.10)

Area type n.s. n.s.
   Urban 189 51 1.00 ——————— 1.00 ———————
   Semi-rural 62 53 1.05 (0.57–1.95) 0.99 (0.51–1.92)
   Rural 24 [11] 0.66 (0.25–1.75) 0.57 (0.21–1.56)

Educational qualifications n.s. n.s.
   Degree 47 59 1.00 ——————— 1.00 ———————
   Teaching, HND, nursing 22 [13] 1.00 (0.34–2.93) 0.98 (0.32–2.98)
   A Level 44 50 0.70 (0.25–1.93) 0.65 (0.22–1.92)
   GCSE or equivalent 85 48 0.64 (0.29–1.42) 0.72 (0.32–1.62)
   No qualifcations 75 47 0.62 (0.27–1.43) 0.83 (0.36–1.91)

De facto marital status at T1 n.s. n.s.
   Married 127 51 1.00 ——————— 1.00 ———————
   Cohabiting 26 [14] 1.03 (0.44–2.42) 0.77 (0.31–1.90)
   Single 55 56 1.20 (0.56–2.57) 1.11 (0.47–2.63)
   Widowed 13 [6] 0.89 (0.25–3.23) 0.80 (0.21–3.09)
   Divorced 43 35 0.52 (0.23–1.17) 0.75 (0.31–1.80)
   Separated 11 [7] 1.60 (0.44–5.80) 1.35 (0.37–4.91)

Family type at T1 n.s. n.s.
   Couple, no child 68 53 1.00 ——————— 1.00 ———————
   Couple and child(ren) 85 50 0.91 (0.45–1.81) 0.90 (0.44–1.86)
   Lone parent and child(ren) 14 [6] 0.73 (0.21–2.59) 0.80 (0.22–2.98)
   One person only 89 45 0.74 (0.38–1.47) 0.93 (0.46–1.90)
   Adult and parent(s) 19 [11] 1.33 (0.40–4.45) 1.18 (0.32–4.37)

Household size at T1 n.s. n.s.
   1 83 42 1.00 ——————— 1.00 ———————
   2 83 53 1.53 (0.80–2.93) 1.21 (0.60–2.43)
   3 45 46 1.16 (0.51–2.61) 0.94 (0.39–2.26)
   4 45 52 1.44 (0.63–3.30) 1.03 (0.44–2.41)
   5 and over 19 [13] 3.38* (1.05–10.84) 2.10 (0.63–6.99)
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Table 3.2 (continued)  Odds Ratios associated with recovery from common mental disorder by T2:

 Demographic variables

Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio # Interval

All adults

Ethnicity n.s. n.s.
   White 701 50 1.00 ——————— 1.00 ———————
   Other 42 45 0.81 (0.38–1.70) 0.76 (0.35–1.64)

Area type n.s. n.s.
   Urban 524 50 1.00 ——————— 1.00 ———————
   Semi-rural 161 51 1.05 (0.71–1.53) 0.99 (0.65–1.49)
   Rural 65 43 0.75 (0.39–1.42) 0.62 (0.32–1.20)

Educational qualifications + n.s.
   Degree 105 58 1.00 ——————— 1.00 ———————
   Teaching, HND, nursing 60 66 1.41 (0.69–2.88) 1.36 (0.63–2.96)
   A Level 95 52 0.80 (0.40–1.61) 0.84 (0.41–1.75)
   GCSE or equivalent 252 48 0.68 (0.41–1.12) 0.72 (0.43–1.19)
   No qualifcations 231 41 0.50** (0.30–0.84) 0.58* (0.34–0.98)

De facto marital status at T1 n.s. n.s.
   Married 336 52 1.00 ——————— 1.00 ———————
   Cohabiting 72 52 0.98 (0.59–1.62) 0.91 (0.52–1.58)
   Single 137 51 0.94 (0.58–1.52) 0.89 (0.52–1.53)
   Widowed 51 45 0.74 (0.38–1.43) 0.86 (0.43–1.69)
   Divorced 112 36 0.53* (0.32–0.87) 0.60 (0.35–1.03)
   Separated 42 52 0.98 (0.51–1.88) 1.23 (0.62–2.48)

Family type at T1 n.s. n.s.
   Couple, no child 196 55 1.00 ——————— 1.00 ———————
   Couple and child(ren) 211 50 0.82 (0.54–1.22) 0.79 (0.50–1.23)
   Lone parent and child(ren) 93 49 0.78 (0.47–1.30) 0.83 (0.47–1.49)
   One person only 209 41 0.57* (0.36–0.91) 0.67 (0.42–1.08)
   Adult and parent(s) 41 53 0.91 (0.43–1.94) 0.72 (0.31–1.66)

Household size at T1 + n.s.
   1 195 38 1.00 ——————— 1.00 ———————
   2 243 54 1.89** (1.22–2.92) 1.66* (1.06–2.59)
   3 146 45 1.35 (0.84–2.16) 1.10 (0.66–1.85)
   4 113 55 1.96* (1.14–3.38) 1.58 (0.89–2.81)
   5 and over 53 57 2.15* (1.02–4.53) 1.75 (0.81–3.75)

# Odds Ratios adjusted for sex (if appropriate), age and CIS-R score at T1.

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05
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Table 3.3 Odds Ratios associated with recovery from common mental disorder by T2:

Economic variables

Unadjusted regression  Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio # Interval

Women

Social class at T1 + +
   I and II 133 58 1.00 ——————— 1.00 ———————
   IIINM 151 54 0.87 (0.51–1.50) 0.77 (0.43–1.38)
   IIIM 43 29 0.30** (0.13–0.67) 0.23** (0.09–0.55)
   IV 85 46 0.63 (0.33–1.21) 0.66 (0.34–1.29)
   V 47 40 0.49 (0.23–1.06) 0.55 (0.24–1.27)

Manual or non-manual
work at T1 ++ +

   Non-manual 284 56 1.00 ——————— 1.00 ———————
   Manual 175 40 0.53** (0.34–0.85) 0.56 0.34–0.90)

Employment status at T1 +++ +++
   Working full time 131 57 1.00 ——————— 1.00 ———————
   Working part time 108 57 1.01 (0.57–1.79) 1.07 (0.59–1.94)
   Unemployed 19 [7] 0.58 (0.20–1.71) 0.71 (0.22–2.28)
   Long term sick or disabled 72 20 0.20** (0.10–0.38) 0.23** (0.12–0.46)
   Other economically inactive 140 48 0.69 (0.41–1.18) 0.69 (0.39–1.24)

Change in employment
status ++ +

   Employed at T1 and T2 202 57 1.00 ——————— 1.00 ———————
   Not employed at T1 and T2 204 39 0.48* (0.30–0.75) 0.50* (0.30–0.84)
   Not employed at T1,
   employed at T2 27 [13] 0.57 (0.24–1.36) 0.59 (0.25–1.38)
   Employed at T1,
   not employed at T2 37 57 0.99 (0.42–2.29) 0.98 (0.41–2.33)

Tenure of accommodation
at T1 n.s. n.s.

   Owned outright 90 52 1.00 ——————— 1.00 ———————
   Owned with mortgage 198 54 1.08 (0.62–1.87) 1.27 (0.70–2.31)
   Rented from LA or HA 139 41 0.64 (0.34–1.22) 0.88 (0.43–1.78)
   Rented from other source 43 45 0.77 (0.34–1.78) 1.01 (0.42–2.43)

Respondent’s grouped weekly
gross income at T1 n.s. n.s.

   £400 and over 39 57 1.00 ——————— 1.00 ———————
   £200 but under £400 92 56 0.97 (0.46–2.07) 1.08 (0.46–2.51)
   £100 but under £200 154 47 0.69 (0.34–1.39) 0.78 (0.36–1.69)
   Under £100 176 46 0.64 (0.32–1.30) 0.70 (0.32–1.53)

Change in respondent’s
income n.s. n.s.

   About the same 280 51 1.00 ——————— 1.00 ———————
   Around 20% or more fall 62 47 0.85 (0.43–1.70) 0.84 (0.41–1.72)
   Around 20% or more increase 113 47 0.85 (0.53–1.37) 0.85 (0.52–1.37)

Household’s grouped weekly
gross income at T1 n.s. n.s.

   £400 and over 155 58 1.00 ——————— 1.00 ———————
   £200 but under £400 111 45 0.59 (0.34–1.01) 0.66 (0.37–1.17)
   £100 but under £200 115 42 0.54 (0.32–0.89) 0.65 (0.38–1.11)
   Under £100 57 44 0.57 (0.28–1.16) 0.81 (0.36–1.86)
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Table 3.3 (continued) Odds Ratios associated with recovery from common mental disorder by T2:

  Economic variables

Unadjusted regression  Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio# Interval

Men

Social class at T1 n.s. n.s.
   I and II 108 54 1.00 ——————— 1..00 ———————
   IIINM 24 [14] 1.20 (0.43–3.33) 1.21 (0.42–3.47)
   IIIM 79 49 0.83 (0.46–1.53) 0.94 (0.50–1.78)
   IV 40 39 0.56 (0.25–1.26) 0.77 (0.32–1.84)
   V 14 [5] 0.42 (0.13–1.40) 0.53 (0.16–1.71)

Manual or non-manual
work at T1 n.s. n.s.

   Non-manual 132 55 1.00 ——————— 1.00 ———————
   Manual 133 45 0.67 (0.40–1.14) 0.82 (0.47–1.41)

Employment status at T1 +++ ++
   Working full time 139 62 1.00 ——————— 1.00 ———————
   Working part time 12 [6] 0.64 (0.18–2.27) 0.75 (0.21–2.70)
   Unemployed 12 [8] 1.28 (0.32–5.22) 1.33 (0.31–5.66)
   Long term sick or disabled 80 22 0.18*** (0.09–0.35) 0.23*** (0.11–0.48)
   Other economically inactive 30 54 0.72 (0.30–1.75) 0.67 0.26–1.72)

Change in employment
status +++ +

   Employed at T1 and T2 141 61 1.00 ——————— 1.00 ———————
   Not employed at T1 and T2 109 31 0.29*** (0.16–0.54) 0.35** (0.18–0.69)
   Not employed at T1,
   employed at T2 12 [8] 1.25 (0.32–4.92) 1.32 (0.31–5.68)
   Employed at T1,
   not employed at T2 10 [7] 1.11 (0.20–6.13) 1.09 (0.21–5.74)

Tenure of accommodation
at T1 ++ ++

   Owned outright 40 49 1.00 ——————— 1.00 ———————
   Owned with mortgage 133 54 1.22 (0.55–2.71) 1.20 (0.50–2.88)
   Rented from LA or HA 81 36 0.59 (0.26–1.34) 0.72 (0.29–1.77)
   Rented from other source 16 [11] 4.61* (1.24–17.14) 6.55* (1.46–29.42)

Respondent’s grouped weekly
gross income at T1 + +

   £400 and over 71 66 1.00 ——————— 1.00 ———————
   £200 but under £400 65 53 0.58 (0.27–1.26) 0.67 (0.30–1.51)
   £100 but under £200 61 50 0.52 (0.25–1.11) 0.76 (0.33–1.73)
   Under £100 71 34 0.27** (0.12–0.60) 0.32** (0.14–0.70)

Change in respondent’s
income n.s. n.s.

   About the same 165 50 1.00 ——————— 1.00 ———————
   Around 20% or more fall 30 44 0.77 (0.30–1.96) 0.73 (0.27–1.98)
   Around 20% or more increase 69 57 1.33 (0.70–2.54) 1.40 (0.71–2.73)

Household’s grouped weekly
gross income at T1 + n.s.

   £400 and over 93 59 1.00 ——————— 1.00 ———————
   £200 but under £400 54 41 0.49 (0.24–1.01) 0.64 (0.30–1.38)
   £100 but under £200 55 44 0.55 (0.26–1.18) 0.63 (0.29–1.35)
   Under £100 41 29 0.28 * (0.11–0.73) 0.32* (0.12–0.89)

# Odds Ratios adjusted for sex, age and CIS–R score at T1

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

Table continued on page 42.
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Table 3.3 (continued) Odds Ratios associated with recovery from common mental disorder by T2:

  Economic variables

Unadjusted regression  Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio # Interval

All adults

Social class at T1 + n.s.
   I and II 241 56 1.00 ——————— 1.00 ———————
   IIINM 175 55 0.98 (0.61–1.57) 0.94 (0.57–1.57)
   IIIM 122 42 0.59* (0.37–0.95) 0.56* (0.34–0.93)
   IV 125 44 0.63 (0.39–1.01) 0.74 (0.44–1.23)
   V 61 38 0.49* (0.26–0.95) 0.61 (0.30–1.21)

Manual or non-manual work
at T1 ++ +

   Non-manual 416 55 1.00 ——————— 1.00 ———————
   Manual 308 42 0.59** (0.42–0.83) 0.65* (0.46–0.93)

Employment status at T1 +++ +++
   Working full time 270 60 1.00 ——————— 1.00 ———————
   Working part time 120 56 0.87 (0.54–1.40) 1.02 (0.62–1.70)
   Unemployed 31 54 0.81 (0.34–1.93) 0.94 (0.38–2.34)
   Long term sick or disabled 152 21 0.18*** (0.12–0.29) 0.23*** (0.14–0.37)
   Other economically inactive 170 49 0.65 (0.41–1.03) 0.69 (0.41–1.14)

Change in employment
status +++ ++

   Employed at T1 and T2 343 59 1.00 ——————— 1.00 ———————
   Not employed at T1 and T2 313 36 0.39*** (0.27–0.57) 0.44*** (0.29–0.67)
   Not employed at T1,
   employed at T2 39 51 0.74 (0.33–1.63) 0.77 (0.35–1.73)
   Employed at T1,
   not employed at T2 47 59 1.00 (0.47–2.14) 1.00 (0.47–2.16)

Tenure of accommodation
at T1 + n.s.

   Owned outright 130 51 1.00 ——————— 1.00 ———————
   Owned with mortgage 331 54 1.12 (0.71–1.77) 1.22 (0.76–1.97)
   Rented from LA or HA 220 39 0.62 (0.36–1.05) 0.80 (0.45–1.42)
   Rented from other source 59 58 1.32 (0.65–2.67) 1.74 (0.81–3.73)

Respondent’s grouped weekly
gross income at T1 ++ +

   £400 and over 110 63 1.00 ——————— 1.00 ––——————
   £200 but under £400 157 55 0.70 (0.41–1.17) 0.80 (0.45–1.41)
   £100 but under £200 215 48 0.55* (0.34–0.88) 0.69 (0.40–1.17)
   Under £100 247 42 0.43** (0.26–0.72) 0.48* (0.28–0.84)

Change in respondent’s
income n.s. n.s.

   About the same 445 50 1.00 ——————— 1.00 ———————
   Around 20% or more fall 92 45 0.82 (0.47–1.44) 0.80 (0.45–1.43)
   Around 20% or more increase 182 51 1.03 (0.70–1.51) 1.04 (0.69–1.57)

Household’s grouped weekly
gross income at T1 ++ n.s.

   £400 and over 248 58 1.00 ——————— 1.00 ———————
   £200 but under £400 165 43 0.55** (0.36–0.86) 0.65 (0.41–1.03)
   £100 but under £200 170 43 0.54** (0.36–0.82) 0.64* (0.42–0.98)
   Under £100 98 37 0.42** (0.23–0.76) 0.53 (0.28–1.03)

# Odds Ratios adjusted for sex, age and CIS–R score at T1

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05
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Table 3.4 Odds Ratios associated with recovery from common mental disorder by T2:

Social context variables

Unadjusted regression  Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio# Interval

Women

 Perceived social support
score grouped at T1 + +
 No lack 306 54 1.00 ——————— 1.00 ———————

   Moderate lack 112 41 0.59* (0.36–0.95) 0.64 (0.38–1.05)
   Severe lack 49 35 0.45* (0.22–0.93) 0.46* (0.22–0.97)

Size of primary
support group at T1 ++ n.s.

   9 or more 230 56 1.00 ——————— 1.00 ———————
   4 to 8 196 46 0.66 (0.42–1.04) 0.73 (0.45–1.18)
   0 to 3 44 26 0.27** (0.13–0.58) 0.36* (0.15–0.86)

Number of stressful
 life events before T1 +++ +++

   None or one 41 76 1.00 ——————— 1.00 ———————
   Two 63 66 0.64 (0.24–1.74) 0.68 (0.25–1.85)
   Three 80 60 0.50 (0.20–1.24) 0.45 (0.18–1.16)
   Four 67 47 0.28** (0.11–0.71) 0.27** (0.11–0.66)
   Five 54 31 0.14*** (0.54–0.38) 0.15*** (0.06–0.38)
   Six and over 170 33 0.16*** (0.07–0.38) 0.19*** (0.08–0.43)

Number of stressful
life events from T1 to T2 +++ +++

   None 157 60 1.00 ——————— 1.00 ———————
   One 157 53 0.76 (0.46–1.26) 0.70 (0.42–1.17)
   Two 97 47 0.59* (0.35–0.99) 0.55* (0.32–0.94)
   Three and over 64 20 0.17*** (0.07–0.38) 0.18*** (0.08–0.43)

Men

Perceived social support
score grouped at T1 n.s. n.s.

   No lack 156 51 1.00 ——————— 1.00 ———————
   Moderate lack 76 57 1.27 (0.66–2.44) 1.23 (0.63–2.40)
   Severe lack 42 36 0.54 (0.25–1.19) 0.58 (0.26–1.30)

Size of primary support
group at T1 n.s. n.s.

   9 or more 162 52 1.00 ——————— 1.00 ——————
   4 to 8 82 48 0.84 (0.43–1.66) 0.77 (0.38–1.58)
   0 to 3 30 55 1.12 (0.47–2.68) 1.44 (0.60–3.49)

Number of stressful
life events before T1 n.s. n.s.

   None or one 19 [14] 1.00 ——————— 1.00 ———————
   Two 28 [14] 0.23* (0.06–0.86) 0.22* (0.05–0.92)
   Three 26 [15] 0.48 (0.13–1.79) 0.39 (0.09–1.64)
   Four 42 56 0.34 (0.10–1.16) 0.35 (0.09–1.31)
   Five 37 49 0.26* (0.07–0.93) 0.22* (0.05–0.91)
   Six and over 123 43 0.21** (0.07–0.63) 0.24* (0.07–0.84)

Number of stressful
life events from T1 to T2 n.s. n.s.
 None 102 59 1.00 ——————— 1.00 ———————

   One 98 49 0.67 (0.36–1.26) 0.61 (0.33–1.16)
   Two 43 50 0.69 (0.31–1.54) 0.65 (0.28–1.50)
   Three and over 32 31 0.30* (0.11–0.86) 0.25* (0.08–0.79)

# Odds Ratios adjusted for sex, age and CIS–R score at T1

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

Table continued on page 44.
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Table 3.4  (continued) Odds Ratios associated with recovery from common mental disorder by T2:

  Social context variables

Unadjusted regression  Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio# Interval

All adults

Perceived social support
 score grouped at T1 + +

   No lack 462 53 1.00 ——————— 1.00 ———————
   Moderate lack 188 49 0.83 (0.57–1.22) 0.86 (0.58–1.28)
   Severe lack 91 36 0.49** (0.29–0.81) 0.50* (0.30–0.85)

Size of primary
support group at T1 + n.s.

   9 or more 392 54 1.00 ——————— 1.00 ———————
   4 to 8 278 47 0.73 (0.50–1.06) 0.76 (0.51–1.13)
   0 to 3 74 38 0.52* (0.30–0.93) 0.68 (0.36–1.30)

Number of stressfui
 life events before T1 +++ +++

   None or one 60 77 1.00 ——————— 1.00 ———————
   Two 91 59 0.45 (0.20–1.00) 0.46 (0.20–1.08)
   Three 106 61 0.49 (0.23–1.02) 0.45* (0.21–1.00)
   Four 109 51 0.31** (0.15–0.66) 0.31** (0.14–0.67)
   Five 91 39 0.19*** (0.09–0.41) 0.18*** (0.08–0.39)
   Six and over 293 38 0.19*** (0.10–0.37) 0.22*** (0.11–0.45)

Number of stressful
 life events from T1 to T2 +++ +++

   None 259 59 1.00 ——————— 1.00 ———————
   One 255 51 0.72 (0.50–1.04) 0.66* (0.45–0.96)
   Two 140 48 0.63* (0.42–0.94) 0.58* (0.37–0.92)
   Three and over 96 24 0.21*** (0.11–0.39) 0.21*** (0.11–0.40)

# Odds Ratios adjusted for sex, age and CIS–R score at T1

*** p<0.001, **p<0.01, *p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05
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Suicidal thoughts
David Gunnell and Roger Harbord4

4.1 Introduction

Background

Suicidal thoughts may be considered as the first
symptomatic stage in a pathway leading to
completed suicide. In the baseline survey, 3.9% of
subjects stated that they had considered suicide in
the year before the interview; 4.1% of women and
3.6% of men (Meltzer et al, 2002). The prevalence
was higher in younger compared to older people.
These figures greatly exceed those for completed
suicide (estimated annual incidence of suicides and
undetermined deaths: males: 0.015% and females:
0.005% (ONS, 2002) and the three fold male excess
of suicide (Charlton et al, 1992) is not reflected in
the prevalence of suicidal thoughts. Nevertheless,
an understanding of the social, economic and
psychological factors influencing the development
and recovery from suicidal thoughts may provide
insights into pathways leading to, and protecting
against, completed suicide. Such insights may
inform approaches to prevention (Department of
Health, 2002).

Whilst several studies have documented the
prevalence and risk factors associated with suicidal
thoughts in general population samples (Thomas
et al, 2002; Meltzer et al, 2002; Weissman et al,
1999; Kjoller and Helweg-Larsen 2000; Paykel et al,
1974; Hintikka et al, 1998; Goldney et al, 2000),
most research is based on cross sectional
(prevalence) studies. Such studies measure risk
factors and disease status over the same time
periods. It is therefore possible that concurrent
psychopathology may distort an individual’s
reporting of factors such as social support and life
events, leading to biased estimates of their
association with disease. Likewise, possible risk
factors such as unemployment, reduction in
income and relationship breakdown may result
from, rather than be caused by, psychopathology
(reverse causation). Furthermore, cross-sectional
studies do not enable the investigation of factors
associated with recovery. Prospective (cohort)
studies, such as the one reported here, are a better
means of studying factors associated with disease
incidence and recovery.

To date, the only prospective study to investigate
factors associated with the incidence of, and
recovery from, suicidal thoughts was a 12-month
follow-up of around 2,000 Finns, aged 25–64, who
took part in a questionnaire survey of depression
between 1998 and 1999 (Hintikka et al, 2001).
Factors associated with the development of suicidal
thoughts were high depression scores at baseline,
living alone, unemployment, financial hardship,
alcohol consumption and smoking. As only around
60 people reported suicidal thoughts in the baseline
questionnaire, the study lacked the power to
investigate factors associated with recovery in
detail. However, recovery from suicidal thoughts
was associated with improvements in the
depression score and was less likely in smokers than
non-smokers (Hintikka et al, 2001).

Definitions

In the second national Survey of Psychiatric
Morbidity among Adults in Great Britain
(Singleton et al, 2001), a range of questions
concerning past and current suicidal thoughts and
behaviour were administered to 8,450 adults aged
16–74. In response to the question: “Have you ever
thought of taking your life, even though you would
not actually do it”, 3.9% stated they had done so in
the past year and 0.4% in the week prior to
interview (Meltzer et al , 2002). In view of the
relatively low prevalence of positive responses to
this question, in this analysis of the data collected
in the follow-up of a sub-sample of the original
survey cohort, we have extended the definition to
include those responding positively to two further
questions used in the survey. These questions are
drawn from the 28 item General Health
Questionnaire (GHQ-28): (a) “Have you ever felt
that life was not worth living?” (b) “Have you ever
wished that you were dead?”. This broader
definition is in keeping with the use of four items
from the GHQ in studies by Goldney and
colleagues (Goldney et al, 2000; Watson et al, 2001).

In this analysis, the assessment of incidence is
based on the 2,092 study members who took part
in the 18-month follow-up survey and who
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reported no suicidal thoughts (as defined above) in
the year before the baseline interview. To assess
factors associated with recovery we restricted the
analysis to the 313 subjects who reported
experiencing suicidal thoughts in the year before
the baseline survey; amongst these individuals we
defined recovery as not having experienced suicidal
thoughts (as defined above) between the baseline
and follow-up interview.

4.2 Factors associated with the onset of
suicidal thoughts

2,092 of the people who took part in the follow-up
survey had not experienced suicidal thoughts in the
year before the baseline interview; 204 of them
reported experiencing suicidal thoughts over the
subsequent 18 months. After weighting to take
account of the sample design and non-response, as
described in Chapter 1, this is equivalent to 6% in
the population as a whole.

The age-adjusted annual incidence of suicidal
thoughts was 3.8% (95% CI 3.1%–4.7%).

Socio-demographic factors

Incidence was slightly higher in women than in
men. Among women, onset of suicidal thoughts in
the period between interviews was reported by 7%
compared with 4% of men. The age-adjusted
annual incidence was higher in men (2.8%; 95% CI
2.0% – 4.0%) than women (4.8%; 95% CI 3.8% –
6.0%). Incidence was highest in the youngest age
group (16- to 24-year-olds). While 10% of people
aged 16–24 reported the onset of suicidal thoughts,
incidence ranged from 4 to 6% in the older age
groups. The strongest predictor of onset was a high
baseline CIS-R score; 2% of people with a CIS-R
score of 0-5 at the time of the first interview in
2000 reported onset of suicidal thoughts and this
rose with increasing score to 23% of those with a
score of 18 or above. (Table 4.1 and Figure 4.1)

The strong relationship between baseline CIS-R
score and onset of suicidal thoughts remains when
age and sex are taken into account; in age and sex
adjusted analyses subjects scoring 18 or above at
baseline had an approximately twelve fold greater
risk (OR 11.81; CI 6.33– 22.03) compared with
those with scores of 0 to 5. In contrast, when CIS-R

score and age are taken into account, the increased
risk of onset among women is diminished.
However, the higher risk of onset among those
aged 16–24 persists after controlling for sex and
CIS-R score. (Table 4.1)

There was no strong evidence that incidence
differed between people in White and other ethnic
groups. Incidence also did not differ in relation to
the level of urbanisation of place of residence.
However, it declined with increasing levels of
education; people with qualifications at ‘A’ level or
below having about twice the likelihood of onset
compared to those with higher qualifications.

(Table 4.2)

Married and cohabiting individuals were at lowest
risk; 3% and 5%, respectively, reported onset of
suicidal thoughts compared with 9% of those who
were single or widowed, 12% of divorced and 13%
of separated people. The increased risk associated
with widowhood was seen in males only but the 2-
4 fold increased risks associated with being single,
divorced or separated were similar in both men and
women. Couples with or without children had the
lowest incidence suicidal thoughts (3% and 4%
respectively) while those living in one person
family units had the highest rate (11%). (Table 4.2)

Figure 4.1 Proportion of men and women
reporting onset of suicidal thoughts by
CIS-R score at T1
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Economic factors

Measures of low socio-economic position were
strongly associated with the onset of suicidal
thoughts. The proportion of people reporting onset
of suicidal thoughts rose from 1% of those in
Social Class I to 10% of those in Social Class V, and
those in semi-skilled and unskilled manual
occupations had 6-12 fold increased risk compared
with social class I. Similar patterns were seen in
relation to other markers of low socio-economic
position – housing tenure and income. While this
pattern was seen in both men and women, in most
cases the relationship was stronger in men,
particularly when age and CIS-R score were taken
into account in the analysis. Reductions in income
between the two surveys were not, however,
associated with the development of suicidal
thoughts. (Table 4.3)

People in full time work were at reduced risk of
developing suicidal thoughts: 4% of people who
worked full-time did so – 2% of men and 7% of
women. The effect of part time working was
different for men and women. Among men part-
time working increased the risk of developing
suicidal thoughts but among women the risk
decreased, although not to the extent that the
difference reached statistical significance. The
strongest associations with the onset of suicidal
thoughts in relation to employment status were in
the unemployed (men only – adjusted OR 7.43, CI
1.32–41.85) and long term sick (men only –
adjusted OR 5.91, CI 2.57–13.59). Being
economically inactive was also associated with a
lesser but still statistically significant increased risk
of onset of suicidal thoughts – again more marked
among men (adjusted OR 3.59, CI 1.42–9.06).

(Table 4.3 )

Social support and life events

People with a perceived lack of social support or
small primary support groups were at increased
risk of developing suicidal thoughts, although the
latter association was stronger in men. For
example, in the sample as a whole, 13% of people
who felt a severe lack of social support developed
suicidal thoughts in the period between interviews
compared with 6% of people who had a moderate
lack of support and 5% of those with no lack.

(Table 4.4)

People experiencing one or more life events either
before the baseline or between the two interviews
had an increased occurrence of suicidal thoughts,
but in this case the associations were stronger in
women than men. While 16% of women who had
experienced six or more stressful life events before
the baseline interview reported onset of suicidal
thoughts at follow-up, only about 4% of those who
had experienced four or fewer events did so. The
association between onset of suicidal thoughts and
the new occurrence of stressful life events between
the two interviews was even stronger. The
proportion of women who developed suicidal
thoughts rose from 4% among those who
experienced no events to 22% of those who
reported three or more events between the two
interviews. This represents a four-fold increase in
likelihood of onset after controlling for age, sex and
baseline CIS-R score (adjusted OR 4.24, CI 2.02 –
8.93). (Table 4.4 and Figure 4.2)

Substance misuse

Smokers and illicit drug users, but not those with
alcohol problems, experienced a higher incidence
of suicidal thoughts. Onset of suicidal thoughts
occurred in 10% of people who were smokers at
the baseline interview but in only 4% of non-
smokers. Similarly, onset was reported by 10% of

Figure 4.2 Proportion of men and women
reporting onset of suicidal thoughts by
number of stressful life events
experienced between baseline and
follow-up
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or separated were least likely to recover (40% had)
and single people were most likely to (58% had not
had any suicidal thoughts between the baseline and
follow-up interviews). However the strength of
these relationships decreased when age, sex and
CIS-R score at baseline were taken into account.
There were no significant associations between
recovery and level of urbanisation, family type and
household size. (Table 4.7)

Economic factors

A smaller proportion of those in Social Class V
recovered from suicidal thinking (22%) than did
those in Social Class IIIM and above (among
whom over half recovered), while in Social Class IV
the recovery rose (35% was midway between that
for Social Class V and the higher social classes).
Similarly, social sector renters, another indicator of
socio-economic position, were less likely recover
(36%) than other tenure groups. People with
higher incomes were more likely to recover than
were those with lower incomes. Similarly,
respondents whose income increased by 20% or
more between the two surveys were most likely to
recover: 57% doing so compared with 51% of those
whose income stayed about the same and 43% of
those whose income dropped by 20% or more.
Some of these associations were not significant at
conventional levels and tended to reduce when age,
sex and baseline CIS-R score was taken into
account.

those who had used illicit drugs in the year before
baseline interview compared with 5% of those who
had not used drugs. (Table 4.5)

4.3 Factors associated with recovery from
suicidal thoughts

313 people reported experiencing suicidal thoughts
in the year before the first interview. Of these, 128
reported not experiencing any since the baseline
survey, which after weighting to take account of the
sample design and non-response gives a recovery
rate of 50% over the period of about 18 months
between interviews. Because of the small sample
size, findings are reported for men and women
combined. In tables 4.6 to 4.9, Odds Ratios of less
than 1.00 indicate that that particular characteristic
is associated with a reduced likelihood of recovery.

Socio-demographic factors

Women were slightly less likely to cease
experiencing suicidal thoughts than men, 46% did
so compared with 54% men, but this difference is
not statistically significant at conventional levels
(adjusted OR 0.68, CI 0.37–1.26). People aged 16 to
24 years were the most likely to recover (66% did
so) and those aged 55 – 64 years were least likely to
(34%).

CIS-R score at baseline was strongly associated
with the likelihood of recovery, with those scoring
6 or more considerably less likely to recover than
those with scores of 5 or below. A clear inverse
relationship was seen – the greater the baseline
CIS-R the lower the likelihood of recovery.
Compared with people with CIS-R scores of 0–5,
the odds of recovery were four times lower for
those with scores of 6–11 (adjusted OR 0.23, CI
0.05–0.96), about seven times lower for those with
scores of 12 to 17 (adjusted OR 0.15, CI 0.03–0.66),
and 20 times lower for those with a score of 18 or
above (adjusted OR 0.05, CI 0.01–0.22).

(Table 4.6 and Figure 4.3)

In general there was a tendency for the likelihood
of recovery from suicidal thinking to decrease as
the level of education decreased: 62% of people
with degree level qualifications or above recovered
compared with only 37% of those with no
qualifications. People who were widowed, divorced

Figure 4.3 Odds of recovery from suicidal
thoughts by level of CIS-R score at T1
(adjusted for age and sex)
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People who were employed at the time of the
baseline survey were much more likely to say that
their earlier suicidal thoughts had not occurred in
the time between interviews than those who were
not: 62% had recovered compared with 35% of
those who were not working. This association
remained after age, sex and baseline CIS-R score
were taken into account and the odds of recovery
for those who were working were twice those of
people who were not working (OR 2.15, CI 1.11–
4.17). (Table 4.8)

Social support and life events

Low levels of social support as measured by size of
primary support group and the occurrence of
stressful life events were both associated with a
reduced likelihood of recovery. However, these did
not generally reach conventional levels of statistical
significance. The proportion of people reporting
recovery declined as the number of stressful life
events occurring between baseline and follow-up
interview increased. While 58% of people who
reported no stressful events between interviews
recovered from their suicidal thoughts this declined
to only 33% of those who experienced three or
more events during this time. This association
remained when other factors were taken into
account. (Table 4.9)

Substance misuse

Alcohol problems, illicit drug use and smoking at
the time of the baseline survey were not
significantly associated with recovery from suicidal
thoughts. (Table 4.10)

4.4 Discussion

Over the 18-month follow-up, the highest rates of
incidence of suicidal thoughts were found in
females and in 16- to 24-year-old men and women.
The new occurrence of suicidal thoughts was
strongly associated with high baseline CIS-R scores.
After controlling for age, sex and baseline CIS-R
scores, the following additional factors were related
to incidence: not being in a stable relationship,
living alone, low socio-economic position,
unemployment and being long-term sick or
disabled, low levels of social support, the
occurrence of several stressful life events, and
smoking and illicit drug use. These findings are

broadly consistent with risk factors identified in
cross sectional analysis of the baseline survey
(Meltzer et al, 2002) and with other similar surveys
(Thomas et al, 2002; Hintikka et al, 2001;
Vilhjalmsson et al, 1998; Goldney et al, 2000),
although a number of studies have not found the
female excess of suicidal thoughts seen here
(Renberg, 2001; Hintikka et al, 2001; Goldney et al,
2000; Vilhjalmsson et al, 1998).

The main advantage of this prospective study,
compared to the previous cross-sectional analyses
of UK data, is that causal pathways can be more
clearly identified. As our analysis of incidence was
based on people who reported no suicidal thoughts
in the baseline survey the social and economic risk
factors examined are more likely to be causally
related to the occurrence of suicidal thoughts
rather than, for example, be consequent on the
occurrence of psychopathology (reverse causality).

With one main exception (age), factors associated
with the onset of suicidal thoughts also seemed to
determine chronicity. Thus women, people with
low levels of social support and from poorer
backgrounds were more likely to develop suicidal
thoughts and, once they had developed them, were
less likely to recover. In keeping with some other
studies (Kuo et al, 2001; Goldney et al, 2000), the
incidence of suicidal thoughts was highest in 16- to
24-year-olds. However, those in this age group with
suicidal thoughts at baseline were least likely to
report experiencing these at the 18-month follow-
up interview. This pattern of both high incidence
and recovery in young people may be due to the
rapid mood swings and changes in life
circumstances accompanying the move from
childhood to adolescence and young adulthood.
This pattern is consistent with the age (and gender)
distribution of deliberate self harm (Hawton et al,
1997) – the highest rates being seen in young
adults. In contrast rates of suicide are lowest
amongst 16- to 24-year-old men and women
suggesting a closer relationship between suicidal
thoughts and non-fatal suicidal behaviour than
completed suicide (Charlton et al, 1992).

The annual incidence of suicidal thoughts in this
survey (approximately 4%) is about 400 times
higher than the incidence of suicide (1 per 10,000
per year), indicating that high risk approaches to
prevention based on the detection and
management of those experiencing suicidal
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thoughts would be extremely inefficient. In the
context of the national suicide prevention strategy
(Department of Health, 2002) it is of greater
importance to understand the pathways (protective
and precipitating) linking suicidal thoughts to
completed suicide. Factors important in such
pathways are likely to be those associated with
recovery from suicidal thoughts (see above), help-
seeking behaviours and the recognition and
treatment of those at risk of suicide by health care
professionals.
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Women 1197 7

Age at T1 n.s. n.s.
   16–24 96 12 1.00 ––––––– 1.00 –––––––
   25–34 257 5 0.36 * (0.16–0.81) 0.42 * (0.18–0.96)
   35–44 255 7 0.52 (0.23–1.18) 0.52 (0.22–1.22)
   45–54 246 8 0.59 (0.25–1.41) 0.65 (0.27–1.57)
   55–64 183 7 0.56 (0.24–1.31) 0.65 (0.27–1.60)
   65–74 160 7 0.51 (0.19–1.42) 0.82 (0.29–2.32)

CIS–R score at T1 +++ +++
   0–5 351 2 1.00 ––––––– 1.00 –––––––
   6–11 494 14 7.28 *** (3.14–16.87) 7.49 *** (3.38–16.58)
   12–17 203 19 10.74 *** (4.89–23.60) 11.11 *** (5.29–23.35)
   18 and over 149 23 13.90 *** (5.60–34.49) 14.33 *** (6.00–34.22)

Men 895 4

Age at T1 n.s. +
   16–24 86 8 1.00 ––––––– 1.00 –––––––
   25–34 164 3 0.32 (0.09–1.09) 0.18 ** (0.05–0.62)
   35–44 200 4 0.47 (0.16–1.44) 0.30 * (0.09–0.95)
   45–54 191 3 0.30 (0.09–1.06) 0.21 * (0.06–0.77)
   55–64 143 4 0.51 (0.15–1.74) 0.38 (0.10–1.37)
   65–74 111 4 0.53 (0.12–2.22) 0.57 (0.13–2.51)

CIS–R score at T1 +++ +++
   0–5 420 3 1.00 ––––––– 1.00 –––––––
   6–11 285 5 1.79 (0.76–4.22) 1.75 (0.72–4.25)
   12–17 110 10 4.01 ** (1.54–10.47) 3.95 ** (1.52–10.29)
   18 and over 80 23 11.18 *** (4.79–26.12) 11.10 *** (4.70–26.19)

All adults 2092 6

Sex + n.s.
   Male 895 4 1.00 ––––––– 1.00 –––––––
   Female 1197 7 1.77 * (1.14–2.74) 1.53 (0.97–2.40)

Age at T1 n.s. ++
   16–24 182 10 1.00 ––––––– 1.00 –––––––
   25–34 421 4 0.36 ** (0.18–0.72) 0.31 ** (0.15–0.63)
   35–44 455 5 0.50 * (0.26–0.99) 0.42 * (0.20–0.87)
   45–54 437 5 0.48 * (0.24–0.98) 0.44 * (0.21–0.93)
   55–64 326 6 0.55 (0.27–1.13) 0.53 (0.24–1.18)
   65–74 271 6 0.53 (0.24–1.19) 0.70 (0.30–1.66)

CIS–R score at T1 +++ +++
   0–5 771 2 1.00 ––––––– 1.00 –––––––
   6–11 779 10 4.46 *** (2.51–7.90) 4.29 *** (2.43–7.57)
   12–17 313 15 7.45 *** (4.15–13.38) 7.08 *** (3.96–12.64)
   18 and over 229 23 12.32 *** (6.63–22.90) 11.81 *** (6.33–22.03)

# Odds Ratios adjusted for other variables in this table

*** p<0.001, ** p<0.01, * p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

Table 4.1 Odds Ratios associated with the onset of suicidal thoughts from T1 to T2

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval
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Table 4.2 Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Demographic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Women

Ethnicity n.s. n.s.
   White 1135 7 1.00 ––––––– 1.00 –––––––
   Other 54 12 1.79 (0.70–4.59) 2.07 (0.77–5.57)

Area type n.s. n.s.
   Urban 784 7 1.00 ––––––– 1.00 –––––––
   Semi–rural 289 6 0.86 (0.51–1.47) 1.07 (0.63–1.81)
   Rural 124 7 0.90 (0.34–2.35) 1.13 (0.43–2.98)

Educational qualifications n.s. n.s.
   Degree 171 4 1.00 ––––––– 1.00 –––––––
   Teaching, HND, nursing 111 3 0.74 (0.26–2.15) 0.60 (0.20–1.81)
   A Level 141 9 2.07 (0.83–5.18) 2.05 (0.76–5.50)
   GCSE or equivalent 444 7 1.73 (0.82–3.66) 1.72 (0.83–3.56)
   No qualifications 322 9 2.10 * (1.01–4.40) 1.82 (0.85–3.91)

De facto marital status at T1 +++ +++
   Married 637 5 1.00 ––––––– 1.00 –––––––
   Cohabiting 104 8 1.86 (0.78–4.44) 1.93 (0.71–5.24)
   Single 169 12 2.88 ** (1.48–5.61) 4.16 ** (1.85–9.38)
   Widowed 100 6 1.25 (0.52–2.99) 0.97 (0.35–2.65)
   Divorced 130 15 3.82 *** (1.94–7.52) 3.25 ** (1.62–6.53)
   Separated 57 17 4.16 ** (1.70–10.16) 4.08 ** (1.46–11.36)

Family type at T1 ++ ++
   Couple, no child 376 6 1.00 ––––––– 1.00 –––––––
   Couple and child(ren) 365 4 0.62 (0.33–1.17) 0.56 (0.30–1.06)
   Lone parent and child(ren) 147 10 1.70 (0.86–3.33) 1.60 (0.79–3.23)
   One person only 255 13 2.20 * (1.15–4.23) 1.90 (0.96–3.79)
   Adult and parent(s) 54 12 2.16 (0.86–5.39) 2.58 (0.91–7.31)

Household size at T1 ++ +
   1 231 14 1.00 ––––––– 1.00 –––––––
   2 446 6 0.43 ** (0.23–0.81) 0.48 * (0.24–0.96)
   3 235 7 0.46 * (0.22–0.94) 0.42 * (0.20–0.91)
   4 202 3 0.21 *** (0.09–0.48) 0.21 ** (0.08–0.51)
   5 and over 83 14 1.05 (0.44–2.48) 0.78 (0.29–2.07)
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Table 4.2 (continued) Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Demographic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Men

Ethnicity n.s. n.s.
   White 841 4 1.00 ––––––– 1.00 –––––––
   Other 52 2 0.56 (0.13–2.41) 0.50 (0.12–2.05)

Area type n.s. n.s.
   Urban 581 5 1.00 ––––––– 1.00 –––––––
   Semi–rural 229 4 0.77 (0.33–1.83) 0.88 (0.37–2.10)
   Rural 85 2 0.41 (0.15–1.15) 0.49 (0.18–1.38)

Educational qualifications +++ +++
   Degree 170 1 1.00 ––––––– 1.00 –––––––
   Teaching, HND, nursing 77 1 0.69 (0.13–3.73) 0.62 (0.12–3.17)
   A Level 137 5 3.86 * (1.20–12.42) 3.08 (0.94–10.07)
   GCSE or equivalent 290 5 3.82 * (1.28–11.43) 3.12 * (1.02–9.55)
   No qualifications 218 6 4.43 * (1.38–14.15) 4.38 * (1.20–16.06)

De facto marital status at T1 ++ +++
   Married 480 2 1.00 ––––––– 1.00 –––––––
   Cohabiting 95 3 1.29 (0.45–3.67) 1.28 (0.41–3.98)
   Single 196 7 3.42 ** (1.48–7.93) 4.30 ** (1.83–10.14)
   Widowed 24 [3] 12.06 ** (2.85–50.98) 11.32 * (1.74–73.55)
   Divorced 79 8 3.94 * (1.23–12.61) 3.10 (0.74–12.98)
   Separated 21 [2] 1.94 (0.37–10.10) 2.07 (0.41–10.56)

Family type at T1 ++ +++
   Couple, no child 287 2 1.00 ––––––– 1.00 –––––––
   Couple and child(ren) 288 2 0.93 (0.41–2.12) 0.83 (0.35–1.95)
   Lone parent and child(ren) 20 [2] 4.53 (0.74–27.61) 3.49 (0.46–26.52)
   One person only 201 9 4.07 ** (1.75–9.42) 3.57 * (1.33–9.57)
   Adult and parent(s) 99 7 3.00 (0.95–9.53) 4.31 * (1.42–13.02)

Household size at T1 ++ ++
   1 181 11 1.00 ––––––– 1.00 –––––––
   2 319 3 0.21 *** (0.09–0.49) 0.25 ** (0.10–0.65)
   3 167 6 0.49 (0.17–1.46) 0.50 (0.19–1.34)
   4 168 2 0.17 ** (0.06–0.50) 0.15 ** (0.05–0.44)
   5 and over 60 5 0.46 (0.14–1.53) 0.42 (0.10–1.70)

#  Odds Ratios adjusted for sex, age and CIS–R score at T1

***  p<0.001, ** p<0.01, * p<0.05

+++  p<0.001, ++ p<0.01, + p<0.05

Table continued on page 54.
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Table 4.2 (continued) Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Demographic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

All adults

Ethnicity n.s. n.s.
   White 1976 6 1.00 ––––––– 1.00 –––––––
   Other 106 6 1.13 (0.50–2.53) 1.19 (0.51–2.81)

Area type n.s. n.s.
   Urban 1365 6 1.00 ––––––– 1.00 –––––––
   Semi–rural 518 5 0.83 (0.53–1.30) 0.99 (0.63–1.56)
   Rural 209 5 0.75 (0.34–1.63) 0.89 (0.40–1.98)

Educational qualifications +++ +++
   Degree 341 3 1.00 ––––––– 1.00 –––––––
   Teaching, HND, nursing 188 2 0.80 (0.34–1.90) 0.65 (0.27–1.59)
   A Level 278 7 2.77 ** (1.43–5.36) 2.39 * (1.21–4.71)
   GCSE or equivalent 734 6 2.56 ** (1.40–4.70) 2.17 * (1.16–4.06)
   No qualifications 540 7 3.00 ** (1.61–5.58) 2.62 * (1.26–5.44)

De facto marital status at T1 +++ +++
   Married 1117 3 1.00 ––––––– 1.00 –––––––
   Cohabiting 199 5 1.58 (0.81–3.12) 1.65 (0.77–3.51)
   Single 365 9 2.84 *** (1.67–4.83) 4.22 *** (2.49–7.15)
   Widowed 124 9 2.71 * (1.20–6.13) 2.08 (0.79–5.47)
   Divorced 209 12 3.96 *** (2.21–7.11) 3.19 ** (1.65–6.19)
   Separated 78 13 4.17 *** (1.91–9.09) 3.66 ** (1.55–8.61)

Family type at T1 +++ +++
   Couple, no child 663 4 1.00 ––––––– 1.00 –––––––
   Couple and child(ren) 653 3 0.70 (0.42–1.17) 0.63 (0.38–1.07)
   Lone parent and child(ren) 167 10 2.46 ** (1.31–4.64) 1.94 (0.94–4.01)
   One person only 456 11 2.73 *** (1.63–4.59) 2.37 ** (1.34–4.20)
   Adult and parent(s) 153 9 2.13 * (1.04–4.37) 3.11 ** (1.50–6.44)

Household size at T1 +++ +++
   1 412 12 1.00 ––––––– 1.00 –––––––
   2 765 5 0.34 *** (0.21–0.56) 0.38 ** (0.21–0.66)
   3 402 6 0.47 * (0.25–0.87) 0.45 ** (0.25–0.82)
   4 370 3 0.19 *** (0.10–0.37) 0.18 *** (0.09–0.36)
   5 and over 143 9 0.74 (0.38–1.43) 0.61 (0.28–1.31)

#  Odds Ratios adjusted for sex, age and CIS–R score at T1

***  p<0.001, ** p<0.01, * p<0.05

+++  p<0.001, ++ p<0.01, + p<0.05
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Table 4.3 Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Economic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Women

Social class at T1 n.s. n.s.
   I 33 1 1.00 –––––––– 1.00 ––––––––
   II 375 7 5.98 (0.77–46.53) 4.68 (0.62–35.27)
   IIINM 411 5 4.25 (0.54–33.70) 3.13 (0.42–23.29)
   IIIM 105 7 6.12 (0.73–51.65) 4.53 (0.55–36.95)
   IV 166 11 9.49 * (1.18–76.65) 5.63 (0.73–43.49)
   V 74 11 9.37 * (1.01–86.67) 6.35 (0.71–56.76)

Manual or non–manual work at T1 + n.s.
   Non–manual 819 6 1.00 –––––––– 1.00 ––––––––
   Manual 345 10 1.73 * (1.10–2.73) 1.47 (0.92–2.35)

Employment status at T1 +++ n.s.
   Working full time 378 7 1.00 –––––––– 1.00 ––––––––
   Working part time 321 5 0.65 (0.33–1.29) 0.64 (0.32–1.30)
   Unemployed 34 12 1.93 (0.68–5.45) 1.62 (0.64–4.06)
   Long term sick or disabled 87 25 4.49 *** (2.35–8.57) 1.73 (0.82–3.61)
   Other economically inactive 369 8 1.13 (0.61–2.09) 1.20 (0.60–2.40)

Change in employment status n.s. n.s.
   Employed at T1 and T2 631 6 1.00 –––––––– 1.00 ––––––––
   Not employed at T1 and T2 429 10 1.78 * (1.05–3.01) 1.65 (0.85–3.19)
   Not employed at T1, employed at T2 61 9 1.58 (0.67–3.69) 1.49 (0.66–3.37)
   Employed at T1, not employed at T2 68 6 1.08 (0.42–2.74) 1.06 (0.42–2.65)

Tenure of accommodation at T1 +++ +
   Owned outright 282 6 1.00 –––––––– 1.00 ––––––––
   Owned with mortgage 583 5 0.76 (0.37–1.56) 0.69 (0.29–1.64)
   Rented from LA or HA 240 14 2.30 * (1.07–4.94) 1.62 (0.69–3.77)
   Rented from other source 83 13 2.10 (0.82–5.35) 1.55 (0.59–4.06)

Respondent’s grouped weekly gross
income at T1 n.s. n.s.
   £400 and over 134 5 1.00 –––––––– 1.00 ––––––––
   £200 but under £400 261 8 1.64 (0.77–3.50) 1.60 (0.74–3.48)
   £100 but under £200 350 7 1.36 (0.62–3.01) 1.28 (0.57–2.90)
   Under £100 418 7 1.26 (0.59–2.71) 1.08 (0.48–2.42)

Change in respondent’s income n.s. n.s.
   About the same 706 7 1.00 –––––––– 1.00 ––––––––
   Around 20% or more fall 169 6 0.73 (0.37–1.44) 0.86 (0.43–1.71)
   Around 20% or more increase 273 7 0.94 (0.51–1.72) 0.88 (0.45–1.72)

Household’s grouped weekly gross
income at T1 ++ n.s.
   £400 and over 474 5 1.00 –––––––– 1.00 ––––––––
   £200 but under £400 289 8 1.83 (0.92–3.64) 1.68 (0.83–3.39)
   £100 but under £200 226 10 2.30 * (1.20–4.44) 1.93 (0.99–3.77)
   Under £100 105 16 3.81 ** (1.66–8.75) 3.08 * (1.19–8.00)

# Odds Ratios adjusted for sex, age and CIS–R score at T1.
*** p<0.001, ** p<0.01, * p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05

Table continued on page 56.
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Table 4.3 (continued) Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Economic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Men

Social class at T1 + +
   I 81 1 1.00 –––––––– 1.00 ––––––––
   II 301 2 2.94 (0.59–14.70) 2.51 (0.50–12.57)
   IIINM 88 6 8.00 * (1.41–45.36) 6.30 * (1.07–37.13)
   IIIM 268 5 6.81 * (1.29–35.93) 5.66 * (1.05–30.50)
   IV 102 9 11.69 ** (2.15–63.63) 9.87 ** (1.81–53.64)
   V 33 7 10.07 * (1.54–66.04) 7.88 * (1.38–44.89)

Manual or non–manual work at T1 + +
   Non–manual 470 3 1.00 –––––––– 1.00 ––––––––
   Manual 405 6 2.32 * (1.17–4.62) 2.26 * (1.12–4.57)

Employment status at T1 +++ +++
   Working full time 561 2 1.00 ––––––– 1.00 –––––––
   Working part time 65 7 3.60 (0.98–13.23) 4.06 * (1.13–14.61)
   Unemployed 35 16 9.29 * (1.65–52.36) 7.43 * (1.32–41.85)
   Long term sick or disabled 79 18 10.75 *** (4.75–24.34) 5.91 *** (2.57–13.59)
   Other economically inactive 153 5 2.35 (0.97–5.69) 3.59 ** (1.42–9.06)

Change in employment status ++ ++
   Employed at T1 and T2 593 2 1.00 –––––––– 1.00 ––––––––
   Not employed at T1 and T2 229 9 4.07 *** (1.91–8.67) 5.82 ** (2.15–15.76)
   Not employed at T1, employed at T2 37 4 1.65 (0.31–8.75) 1.18 (0.19–7.34)
   Employed at T1, not employed at T2 33 4 1.84 (0.37–9.03) 1.76 (0.33–9.41)

Tenure of accommodation at T1 + n.s.
   Owned outright 216 2 1.00 –––––––– 1.00 ––––––––
   Owned with mortgage 461 3 1.34 (0.48–3.74) 1.03 (0.37–2.87)
   Rented from LA or HA 158 8 3.63 * (1.26–10.44) 2.18 (0.72–6.63)
   Rented from other source 56 10 4.46 (0.93–21.28) 3.47 (0.83–14.59)

Respondent’s grouped weekly gross
income at T1 +++ +++
   £400 and over 303 2 1.00 –––––––– 1.00 ––––––––
   £200 but under £400 300 3 2.10 (0.83–5.33) 1.98 (0.77–5.12)
   £100 but under £200 147 4 2.81 * (1.02–7.72) 2.44 (0.85–7.02)
   Under £100 131 11 8.12 *** (3.28–20.08) 7.54 *** (3.31–17.17)

Change in respondent’s income n.s. n.s.
   About the same 580 4 1.00 –––––––– 1.00 ––––––––
   Around 20% or more fall 83 4 1.02 (0.37–2.82) 0.98 (0.32–2.95)
   Around 20% or more increase 198 5 1.34 (0.55–3.23) 1.09 (0.42–2.86)

Household’s grouped weekly gross
income at T1 +++ ++
   £400 and over 391 3 1.00 –––––––– 1.00 ––––––––
   £200 but under £400 211 4 1.24 (0.48–3.25) 1.32 (0.50–3.45)
   £100 but under £200 103 15 6.05 ** (2.18–16.78) 5.76 ** (1.72–19.27)
   Under £100 55 12 4.60 ** (1.55–13.63) 4.83 ** (1.59–14.70)
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All adults

Social class at T1 ++ +
   I 114 1 1.00 –––––––– 1.00 ––––––––
   II 676 5 5.33 ** (1.53–18.59) 4.00 * (1.15–13.96)
   IIINM 499 5 6.17 ** (1.74–21.87) 3.93 * (1.08–14.35)
   IIIM 373 6 6.54 ** (1.71–24.95) 5.27 * (1.36–20.35)
   IV 268 10 11.76 *** (3.30–41.95) 7.43 ** (2.04–27.12)
   V 107 10 11.73 *** (3.03–45.40) 7.21 ** (1.89–27.50)

Manual or non–manual work at T1 ++ ++
   Non–manual 1289 5 1.00 –––––––– 1.00 ––––––––
   Manual 750 8 1.74 ** (1.17–2.59) 1.74 ** (1.16–2.60)

Employment status at T1 +++ +++
   Working full time 939 4 1.00 –––––––– 1.00 ––––––––
   Working part time 386 5 1.40 (0.78–2.49) 1.15 (0.57–2.32)
   Unemployed 69 14 4.40 * (1.43–13.51) 3.53 * (1.04–11.98)
   Long term sick or disabled 166 21 6.88 *** (4.04–11.72) 3.09 *** (1.80–5.33)
   Other economically inactive 522 6 1.81 * (1.10–2.98) 1.93 * (1.10–3.39)

Change in employment status +++ +
   Employed at T1 and T2 1224 4 1.00 –––––––– 1.00 ––––––––
   Not employed at T1 and T2 658 9 2.58 *** (1.68–3.95) 2.64 ** (1.46–4.76)
   Not employed at T1, employed at T2 98 6 1.68 (0.76–3.70) 1.41 (0.63–3.14)
   Employed at T1, not employed at T2 101 6 1.46 (0.65–3.26) 1.26 (0.57–2.82)

Tenure of accommodation at T1 +++ ++
   Owned outright 498 4 1.00 –––––––– 1.00 ––––––––
   Owned with mortgage 1044 4 0.93 (0.52–1.67) 0.79 (0.41–1.50)
   Rented from LA or HA 398 11 2.73 ** (1.49–5.01) 1.77 (0.89–3.53)
   Rented from other source 139 11 2.73 * (1.12–6.65) 2.15 (0.89–5.22)

Respondent’s grouped weekly gross
income at T1 +++ +
   £400 and over 437 2 1.00 –––––––– 1.00 ––––––––
   £200 but under £400 561 5 2.24 ** (1.25–4.01) 1.99 * (1.08–3.65)
   £100 but under £200 497 6 2.62 ** (1.36–5.05) 2.05 * (1.03–4.08)
   Under £100 549 8 3.47 *** (1.96–6.15) 2.56 ** (1.28–5.12)

Change in respondent’s income n.s. n.s.
   About the same 1286 5 1.00 –––––––– 1.00 ––––––––
   Around 20% or more fall 252 5 0.88 (0.50–1.56) 0.90 (0.50–1.60)
   Around 20% or more increase 471 6 1.10 (0.66–1.82) 0.96 (0.55–1.67)

Household’s grouped weekly gross
income at T1 +++ ++
   £400 and over 865 4 1.00 –––––––– 1.00 ––––––––
   £200 but under £400 500 6 1.56 (0.89–2.74) 1.54 (0.86–2.74)
   £100 but under £200 329 12 3.44 *** (1.90–6.23) 2.99 ** (1.45–6.18)
   Under £100 160 14 4.21 *** (2.18–8.14) 3.55 ** (1.70–7.40)

# Odds Ratios adjusted for sex, age and CIS–R score at T1.
*** p<0.001, ** p<0.01, * p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05

Table 4.3 (continued) Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Economic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval
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Table 4.4 Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Social context variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval

Women

Perceived social support score
grouped at T1 ++ +
   No lack 905 6 1.00 ––––––– 1.00 –––––––
   Moderate lack 225 10 1.77 * (1.05–2.98) 1.47 (0.85–2.53)
   Severe lack 57 19 3.64 ** (1.58–8.42) 2.88 * (1.24–6.70)

Size of primary support group at T1 ++ n.s.
   9 or more 742 5 1.00 ––––––– 1.00 –––––––
   4 to 8 393 10 1.90 ** (1.19–3.03) 1.48 (0.89–2.46)
   0 to 3 54 14 2.75 * (1.21–6.27) 1.63 (0.77–3.47)

Number of stressful life events before
T1 +++ +++
   None, one or two 346 4 1.00 ––––––– 1.00 –––––––
   Three 248 7 1.96 (0.93–4.15) 2.05 (0.98–4.29)
   Four 198 4 1.14 (0.55–2.34) 1.03 (0.51–2.08)
   Five 146 10 2.84 ** (1.35–6.00) 2.53 * (1.22–5.26)
   Six and over 259 16 4.82 *** (2.76–8.44) 2.99 *** (1.70–5.26)

Number of stressful life events from
T1 to T2 +++ +++
   None 483 4 1.00 ––––––– 1.00 –––––––
   One 438 6 1.67 (0.95–2.94) 1.55 (0.86–2.80)
   Two 197 15 4.36 *** (2.33–8.14) 3.74 *** (2.01–6.97)
   Three and over 79 22 7.24 *** (3.50–14.99) 4.24 *** (2.02–8.93)

Men

Perceived social support score
grouped at T1 + n.s.
   No lack 576 3 1.00 ––––––– 1.00 –––––––
   Moderate lack 231 4 1.24 (0.46–3.31) 1.18 (0.43–3.25)
   Severe lack 85 11 3.51 ** (1.48–8.33) 2.85 * (1.13–7.19)

Size of primary support group at T1 ++ ++
   9 or more 599 3 1.00 ––––––– 1.00 –––––––
   4 to 8 240 7 3.00 ** (1.39–6.47) 3.09 ** (1.47–6.47)
   0 to 3 53 10 4.41 * (1.32–14.72) 3.38 (0.83–13.73)

Number of stressful life events
before T1 ++ n.s.
   None, one or two 245 4 1.00 ––––––– 1.00 –––––––
   Three 139 1 0.35 * (0.15–0.83) 0.42 (0.17–1.01)
   Four 151 4 0.96 (0.32–2.87) 0.95 (0.33–2.74)
   Five 115 3 0.85 (0.24–3.00) 0.90 (0.27–2.98)
   Six and over 245 8 2.27 (0.90–5.69) 1.49 (0.63–3.52)

Number of stressful life events from
T1 to T2 n.s. n.s.
   None 439 3 1.00 ––––––– 1.00 –––––––
   One 293 6 2.44 * (1.06–5.62) 2.05 (0.87–4.82)
   Two 111 5 2.16 (0.74–6.34) 1.77 (0.60–5.18)
   Three and over 52 6 2.34 (0.69–7.94) 1.43 (0.41–5.00)
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Perceived social support score
grouped at T1 +++ ++
   No lack 1481 5 1.00 ––––––– 1.00 –––––––
   Moderate lack 456 6 1.36 (0.83–2.23) 1.35 (0.81–2.25)
   Severe lack 142 13 3.05 *** (1.72–5.40) 2.88 ** (1.57–5.31)

Size of primary support group at T1 +++ +
   9 or more 1341 4 1.00 ––––––– 1.00 –––––––
   4 to 8 633 9 2.30 *** (1.52–3.49) 1.93 ** (1.24–3.02)
   0 to 3 107 12 3.24 ** (1.55–6.77) 2.19 (0.96–4.99)

Number of stressful life events
before T1 +++ +
   None, one or two 591 4 1.00 ––––––– 1.00 –––––––
   Three 387 5 1.22 (0.65–2.29) 1.27 (0.69–2.34)
   Four 349 4 1.05 (0.54–2.03) 0.99 (0.51–1.92)
   Five 261 7 1.75 (0.90–3.41) 1.70 (0.89–3.25)
   Six and over 504 12 3.35 *** (1.99–5.64) 2.20 ** (1.29–3.77)

Number of stressful life events from
T1 to T2 +++ +++
   None 922 3 1.00 ––––––– 1.00 –––––––
   One 731 6 2.02 ** (1.24–3.28) 1.74 * (1.05–2.88)
   Two 308 11 3.73 *** (2.12–6.57) 2.98 *** (1.71–5.20)
   Three and over 131 15 5.26 *** (2.78–9.95) 2.97 ** (1.57–5.62)

# Odds Ratios adjusted for sex, age and CIS–R score at T1.

*** p<0.001, ** p<0.01, * p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

Table 4.4 (continued) Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Social context variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base onset of variable Ratio Interval of variable Ratio# Interval
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Table 4.5 Odds Ratios associated with the onset of suicidal thoughts from T1 to T2:

Substance use variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base recovery of variable Ratio Interval of variable Ratio# Interval

Women

Level of alcohol problem  at T1 n.s n.s
   No problem 992 7 1.00 ––––––– 1.00 –––––––
   Hazardous drinking 142 9 1.41 (0.68–2.92) 1.25 (0.57–2.72)
   Alcohol dependence 57 10 1.51 (0.48–4.75) 0.70 (0.18–2.64)

Smoker at T1 +++ ++
   No 814 5 1.00 ––––––– 1.00 –––––––
   Yes 381 13 2.93 *** (1.81–4.75) 2.06 ** (1.24–3.40)

Illicit drug use in the year before T1 + n.s
   No 1098 7 1.00 ––––––– 1.00 –––––––
   Yes 93 14 2.24 * (1.10–4.58) 1.57 (0.74–3.32)

Men

Level of alcohol problem  at T1 n.s. n.s.
   No problem 518 4 1.00 ––––––– 1.00 –––––––
   Hazardous drinking 174 4 0.95 (0.42–2.16) 0.99 (0.41–2.36)
   Alcohol dependence 201 6 1.49 (0.66–3.32) 0.93 (0.41–2.14)

Smoker at T1 n.s. n.s.
   No 606 4 1.00 ––––––– 1.00 –––––––
   Yes 289 6 1.72 (0.83–3.55) 1.18 (0.54–2.58)

Illicit drug use in the year before T1 n.s. n.s.
   No 748 4 1.00 ––––––– 1.00 –––––––
   Yes 146 8 2.48 (0.96–6.43) 2.08 (0.76–5.67)

All adults

Level of alcohol problem  at T1 n.s. n.s.
   No problem 1510 5 1.00 ––––––– 1.00 –––––––
   Hazardous drinking 316 6 1.02 (0.60–1.74) 1.12 (0.62–2.02)
   Alcohol dependence 258 6 1.18 (0.63–2.21) 0.89 (0.45–1.77)

Smoker at T1 +++ +
   No 1420 4 1.00 ––––––– 1.00 –––––––
   Yes 670 10 2.38 *** (1.61–3.52) 1.68 * (1.09–2.56)

Illicit drug use in the year before T1 + n.s.
   No 1846 5 1.00 ––––––– 1.00 –––––––
   Yes 239 10 2.10 * (1.15–3.85) 1.85 (0.96–3.58)

# Odds Ratios adjusted for sex, age and CIS–R score at T1

*** p<0.001, ** p<0.01, * p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05
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All adults 313 50

Sex n.s. n.s.
   Male 125 54 1.00 ––––––– 1.00 –––––––
   Female 188 46 0.74 (0.41–1.33) 0.68 (0.37–1.26)

Age at T1 n.s. n.s.
   16–24 36 66 1.00 ––––––– 1.00 –––––––
   25–34 64 49 0.48 (0.19–1.22) 0.53 (0.18–1.57)
   35–44 71 52 0.54 (0.19–1.53) 0.33 * (0.11–0.98)
   45–54 60 45 0.42 (0.14–1.26) 0.38 (0.13–1.08)
   55–64 50 34 0.26 ** (0.09–0.70) 0.28 * (0.10–0.80)
   65–74 32 44 0.40 (0.12–1.29) 0.23 * (0.06–0.85)

CIS–R score at T1 +++ +++
   0–5 23 [18] 1.00 ––––––– 1.00 –––––––
   6–11 83 58 0.27 (0.07–1.05) 0.23 * (0.05–0.96)
   12–17 68 49 0.19 * (0.05–0.77) 0.15 * (0.03–0.66)
   18 and over 139 25 0.07 *** (0.02–0.25) 0.05 *** (0.01–0.22)

# Odds Ratios adjusted for other variables in this table.

*** p<0.001, ** p<0.01, * p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

Table 4.6 Odds Ratios associated with the recovery from suicidal thoughts from T1 to T2

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base recovery of variable Ratio Interval of variable Ratio# Interval
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All adults

Area type n.s. n.s.
   Urban 216 49 1.00 ––––––– 1.00 –––––––
   Semi–rural 67 51 1.10 (0.60–2.03) 1.36 (0.72–2.58)
   Rural 30 55 1.28 (0.55–3.01) 0.91 (0.38–2.15)

Educational qualifications n.s. n.s.
   Degree 38 62 1.00 ––––––– 1.00 –––––––
   Teaching, HND, nursing 22 [16] 1.68 (0.39–7.16) 2.00 (0.49–8.23)
   A Level 37 56 0.77 (0.23–2.57) 0.65 (0.18–2.37)
   GCSE or equivalent 104 49 0.58 (0.22–1.55) 0.62 (0.26–1.48)
   No qualifications 110 37 0.36 * (0.13–0.94) 0.65 (0.29–1.49)

De facto marital status at T1 n.s. n.s.
   Married/cohabiting 122 50 1.00 ––––––– 1.00 –––––––
   Single 81 58 1.39 (0.69–2.82) 1.16 (0.52–2.56)
   Widowed/divorced/separated 110 40 0.68 (0.33–1.38) 0.93 (0.44–1.96)

Family type at T1 n.s. n.s.
   Couple, no child 52 50 1.00 ––––––– 1.00 –––––––
   Couple and child(ren) 69 50 1.01 (0.41–2.50) 0.46 (0.18–1.15)
   Lone parent and child(ren) 52 41 0.70 (0.29–1.68) 0.57 (0.21–1.54)
   One person only 114 48 0.93 (0.42–2.04) 0.70 (0.31–1.57)
   Adult and parent(s) 26 [15] 1.50 (0.51–4.43) 0.50 (0.14–1.83)

Household size at T1 n.s. n.s.
   1 106 45 1.00 ––––––– 1.00 –––––––
   2 88 51 1.26 (0.60–2.65) 1.18 (0.56–2.49)
   3 and over 119 52 1.33 (0.65–2.71) 0.76 (0.34–1.69)

# Odds Ratios adjusted for sex, age and CIS–R score at T1.

*** p<0.001, ** p<0.01, * p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

Table 4.7 Odds Ratios associated with the recovery from suicidal thoughts from T1 to T2:

Demographic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base recovery of variable Ratio Interval of variable Ratio# Interval
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Social class at T1 + n.s.
   I & II 89 53 1.00 ––––––– 1.00 –––––––
   IIINM 56 59 1.26 (0.49–3.21) 1.13 (0.40–3.15)
   IIIM 54 52 0.95 (0.36–2.53) 0.74 (0.26–2.10)
   IV 64 35 0.47 (0.20–1.11) 0.58 (0.21–1.57)
   V 33 22 0.25 ** (0.09–0.71) 0.42 (0.13–1.36)

Manual or non–manual work at T1 n.s. n.s.
   Non–manual 145 56 1.00 ––––––– 1.00 –––––––
   Manual 151 40 0.54 (0.28–1.05) 0.58 (0.30–1.14)

Employment status at T1 +++ +
   Not employed1 168 35 1.00 ––––––– 1.00 –––––––
   Employed 143 62 3.02 *** (1.71–5.34) 2.15 * (1.11–4.17)

Tenure of accommodation at T1 + n.s.
   Owned outright 49 63 1.00 ––––––– 1.00 –––––––
   Owned with mortgage 115 50 0.60 (0.23–1.58) 0.77 (0.22–2.70)
   Rented from LA or HA 112 36 0.34 * (0.13–0.87) 0.54 (0.16–1.87)
   Rented from other source 33 60 0.90 (0.27–3.02) 1.02 (0.22–4.70)

Respondent’s grouped weekly gross
income at T1 + n.s.
   £400 and over 33 66 1.00 ––––––– 1.00 –––––––
   £200 but under £400 64 67 1.05 (0.32–3.47) 1.17 (0.42–3.29)
   £100 but under £200 102 42 0.38 (0.12–1.19) 0.77 (0.27–2.19)
   Under £100 108 43 0.38 (0.14–1.09) 0.71 (0.28–1.82)

Change in respondent’s income n.s. n.s.
   About the same 177 51 1.00 ––––––– 1.00 –––––––
   Around 20% or more fall 43 43 0.73 (0.29–1.83) 0.60 (0.22–1.67)
   Around 20% or more increase 81 57 1.28 (0.69–2.38) 1.57 (0.80–3.06)

Household’s grouped weekly gross
income at T1 n.s. n.s.
   £400 and over 72 63 1.00 ––––––– 1.00 –––––––
   £200 but under £400 79 43 0.45 (0.20–1.03) 0.77 (0.30–1.95)
   £100 but under £200 84 40 0.40 * (0.16–0.96) 0.73 (0.29–1.84)
   Under £100 51 43 0.45 (0.17–1.18) 0.87 (0.35–2.19)

# Odds Ratios adjusted for sex, age and CIS–R score at T1.

*** p<0.001, ** p<0.01, * p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

1 The not employed group includes those who were unemployed, long term sick or disabled and economically inactive (including retired).

Table 4.8 Odds Ratios associated with the recovery from suicidal thoughts from T1 to T2:

Economic variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base recovery of variable Ratio Interval of variable Ratio# Interval



64

Suicidal thoughts4

Better or worse: a longitudinal study of the mental health of adults

All adults

Perceived social support score
grouped at T1 n.s. n.s.
   No lack 161 51 1.00 ––––––– 1.00 –––––––
   Moderate lack 89 46 0.82 (0.39–1.69) 0.64 (0.33–1.25)
   Severe lack 59 51 0.98 (0.43–2.24) 0.60 (0.24–1.50)

Size of primary support group at T1 n.s. n.s.
   9 or more 127 55 1.00 ––––––– 1.00 –––––––
   4 to 8 137 49 0.79 (0.42–1.48) 0.94 (0.49–1.80)
   0 to 3 48 35 0.44 (0.18–1.04) 0.67 (0.26–1.71)

Number of stressful life events
before T1 + n.s.
   None, one or two 56 58 1.00 ––––––– 1.00 –––––––
   Three 40 59 1.05 (0.37–2.95) 0.81 (0.26–2.48)
   Four 42 61 1.14 (0.38–3.40) 0.82 (0.29–2.34)
   Five 45 57 0.96 (0.35–2.69) 0.94 (0.36–2.49)
   Six and over 130 33 0.35 * (0.15–0.82) 0.51 (0.22–1.19)

Number of stressful life events from
T1 to T2 n.s. n.s.
   None 105 58 1.00 ––––––– 1.00 –––––––
   One 109 51 0.75 (0.36–1.56) 0.67 (0.30–1.48)
   Two 53 48 0.68 (0.30–1.53) 0.67 (0.27–1.65)
   Three and over 46 33 0.36 (0.12–1.07) 0.32 * (0.12–0.88)

# Odds Ratios adjusted for sex, age and CIS–R score at T1.

*** p<0.001, ** p<0.01, * p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

Table 4.9 Odds Ratios associated with the recovery from suicidal thoughts from T1 to T2:

Social context variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base recovery of variable Ratio Interval of variable Ratio# Interval
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Level of alcohol use at T1 n.s. n.s.
   No problem 217 48 1.00 ––––––– 1.00 –––––––
   Hazardous drinking 44 66 2.10 (0.91–4.86) 1.80 (0.78–4.15)
   Dependent drinking 51 44 0.84 (0.40–1.76) 0.67 (0.26–1.76)

Smoker at T1 n.s. n.s.
   No 178 54 1.00 ––––––– 1.00 –––––––
   Yes 134 45 0.71 (0.39–1.29) 0.78 (0.40–1.50)

Illicit drug use in the year before T1 n.s. n.s.
   No 258 50 1.00 ––––––– 1.00 –––––––
   Yes 54 50 1.01 (0.49–2.08) 1.18 (0.50–2.75)

# Odds Ratios adjusted for sex, age and CIS–R score at T1.

*** p<0.001, ** p<0.01, * p<0.05

+++ p<0.001, ++ p<0.01, + p<0.05

Table 4.10 Odds Ratios associated with the recovery from suicidal thoughts from T1 to T2:

Substance use variables

Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base recovery of variable Ratio Interval of variable Ratio# Interval
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Tobacco,  alcohol and drug use and cessation of
use at follow-up5

5.1 Introduction

Background

Tobacco, alcohol and drug use, both hazardous and
dependent use have been studied extensively in
general population cross-sectional studies and also
in a significant number of longitudinal studies
(Meltzer et al, 1995; Singleton et al, 2001; Kessler et
al, 1997; Degenhardt and Hall, 2001; Becher et al,
2001; Kandel et al, 1999) and much is known of the
very complex nature of the changes over time in
smoking, drinking and drug using behaviour. One
particular point that has been noted repeatedly is
the relative gulf between the characteristics and
patterns seen in general populations and those in
clinical populations. Age and other demographic
factors exert a profound effect, initially in bringing
young people into contact with a range of
substances and, over a longer period of time, in
moving people away from problematic or
hazardous patterns of use.

The most common disorders in the general
population are anxiety, mood and substance use
disorders (Merikangas et al, 1998). There are major
overlaps and influences between these disorders.
One of the strengths of the programme of British
national psychiatric morbidity surveys carried out
by ONS has been the inclusion of tobacco, alcohol
and other drugs as part of the overall assessment of
common mental disorders. Here smoking, drinking
and other drug taking behaviour is explored
separately, but is recognised to have a significant
influence on other common mental disorders. The
evidence that smoking, drinking and other drug
taking are associated with anxiety, mood and
suicidal ideation as well as the other major
psychiatric disorders, persuaded the commissioners
and study design team to include this as an
important component of the follow up study.

There have been a significant number of
longitudinal studies conducted on smoking
(Breslau et al, 1991; Ismail et al, 2000), drinking

(Fillmore and Midanik, 1984; Dawson, 1996;
Vaillant, 1995) and other drug use in both young
people and adults, but the numbers of such studies
as part of large scale psychiatric epidemiological
studies are more limited.

There have been relatively limited reports on
patterns of change in the context of population
based mental health surveys. However, such studies
provide a potentially important opportunity to
explore the boundaries between different disorders,
with a particular focus on the opportunity for
sequencing onset of common mental disorders
such as anxiety, mood and substance use disorders.
The NEMESIS study explored this issue quite
recently. As part of the study of common mental
disorders in the Netherlands it reported that the
onset of substance use disorders was higher in men,
young adults and single people. They also reported
that patterns of substance use comorbidity with
anxiety and mood disorders tend to be variable (de
Graaf et al, 2002; de Graaf et al, 2003). In another
longitudinal study on persistence, the ECA follow
up study (Dryman and Anthony, 1989) reported
that for both men and women high psychiatric
distress at baseline interview and concurrent heavy
alcohol use was associated with higher levels of
psychiatric distress at one year follow up. More
recent work from the ECA study appears to
indicate that cannabis use at baseline is associated
with an increased risk of depressive symptoms at
follow up (Bovasso, 2001). Other follow-up studies
of heavy smokers report a strong association
between dependent smoking and increased rates of
mood disorders (Breslau et al, 1991; Johnson et al,
2000).

This chapter explores the changes in patterns of
tobacco, alcohol and drug use from baseline to
follow-up interview. It focuses on those who have
initiated patterns of behaviour not reported at
baseline (onset) and also, separately, those who
have desisted from patterns of behaviour that were
current at baseline (recovery).

Michael Farrell
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Definitions

Tobacco use
Questions on smoking were adapted from the well-
established set used on the GHS.  The section
looked at whether people smoked, the amount they
smoked, the age they started smoking, whether they
would like to give up smoking, how easy it would
be to give up smoking and how soon after waking
they smoke their first cigarette (a measure of
nicotine dependence).

In this report smoking status is categorised into five
groups: non-smokers, ex-regular smokers and light,
medium or heavy smokers. It was important to
distinguish between those non-smokers who used
to smoke regularly (ex-regular smokers) and those
who had never smoked regularly (non-smokers) as
they are distinct groups with different behaviours.
It was also important to group smokers depending
on how heavily they smoked, as differences can be
observed between these groups.  Definitions were
the same as those used in the GHS:

● those who smoke less than 10 cigarettes (light);
● those who smoke at least 10, but less than 20

(moderate); and
● those who smoke 20 or more (heavy).

At follow-up these questions were repeated so that
changes since the baseline interview could be
identified.

Alcohol use and dependence
The first few questions in this section were taken
from the General Household Survey (GHS)
questionnaire (Walker et al, 2001) and were asked
by the interviewer.  They assessed whether people
drank alcohol or not, and asked the reasons behind
choosing not to drink. The remaining alcohol use
questions were self-completed by the respondents
on the laptop, rather than being asked by an
interviewer.

Alcohol problems were assessed through the
Alcohol Use Disorders Identification Test, AUDIT
(Babor et al, 1992) and the Severity of Alcohol
Dependence questionnaire, SAD-Q (Stockwell et al,
1983). More details of these instruments are given
in Chapter 1 and Appendix A. Two levels of alcohol
problems are used in this analysis, hazardous
drinking but not dependent and alcohol
dependent. Hazardous alcohol use is defined as an

established pattern of drinking which brings the
risk of physical and psychological harm. People
who scored four or more on the SAD-Q were
considered to be alcohol dependent. A score of 8 or
above on the AUDIT is indicative of hazardous
alcohol use so those people who had AUDIT scores
at this level but scored less than four on the
SAD-Q were considered to be hazardous but not
dependent drinkers. At the baseline interview the
reference period for the AUDIT was the year before
interview, while at follow-up the time period
covered was the time between the two interviews.
The reference period for the SAD-Q was the
previous six months at both interviews.

Drug use
A number of questions designed to measure illicit
drug use were contained in the questionnaire. It
was made clear to respondents that they should
exclude any drugs that had been prescribed to them
by a doctor. Information was first collected on all
the types of drugs respondents had ever used, and
then about drugs used in the previous year or, for
the follow-up survey, between baseline and follow-
up interview. Although further information to
assess drug dependence was collected in the survey,
this is not considered here because of the very small
number of drug dependent individuals in the
survey sample.This chapter focuses on use of any
illicit drugs in the year before the baseline interview
in comparison to the use of drugs in the period
between baseline and follow-up interview.

5.2 Onset of smoking at follow-up

In the baseline survey, 1,589 individuals in the
follow-up sample had reported that they did not
smoke cigarettes at that time, while 804 people said
they were current smokers. These two groups are
considered separately in this analysis of factors
associated with change in cigarette smoking status.

Of those who were not smokers at baseline, 4%
reported that they smoked cigarettes at the time of
follow up (onset of smoking). The term onset of
smoking includes re-commencement as well as
initiation of smoking. People who, in the baseline
survey, said they had smoked at some time were
more likely than those who had never smoked to be
current smokers at follow up. Among those who
had smoked before, 6% said they were smokers at
the time of follow-up while only 1% of the never
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smokers reported commencing smoking. The odds
for previous smokers being smokers at follow up
were 7.66 (95% CI 2.05–28.59) compared to never
smokers, when adjusted for age and sex.

(Table 5.1)

Unsurprisingly, the strongest risk factor for onset
was age. Those aged 16 –24 were the group with the
highest rate of smoking onset, with 12% reporting
they had become smokers by the time of the
follow-up survey. The rate of onset then declined
steadily with increasing age to only 1% of those
aged 55 and over. When adjusted for gender and
history of smoking, if the odds of onset for 16- to
24-year-olds are 1.00, those for 35- to 44-year-olds
were only 0.20 (95% CI 0.06–0.67), and those for
65- to 74-year-olds only 0.04 (95% CI 0.01–0.21).
There was no significant difference between men
and women in the likelihood of smoking onset.

(Table 5.1)

Socio-demographic factors

There were no detectable ethnic differences in
smoking onset, but the number of people who
classed themselves in groups other than White were
too small to detect any but extremely large
differences. Type of area of residence was
significantly associated with onset, with 6% of
those in semi-rural settings reporting onset,
compared with less than half of one per cent of
those living in rural areas. People living in urban
areas fell between these two, with 4% starting
smoking in the period between interviews. The
highest educational qualification obtained was also
associated with increased risk of onset, even after
adjusting for age, gender and history of smoking.
In general those with higher qualifications were less
likely to start smoking. However, those with post ‘A’
level qualifications below degree level, such as
teaching and nursing qualifications, were the
exception. While 6% of those with no qualification
reported starting smoking, this decreased to 2% of
those with a degree qualification, but those in the
teaching, HND, and nursing category had the
highest rate of onset at 8%. (Table 5.2)

Single people were more likely than married people
to start smoking (10% compared with 3% doing
so), and respondents who were living with their
parents were more likely to report starting smoking
than other groups, 11% did so compared with 3%

of those living as couples, with or without children.
However, these differences were not significant
when adjusted for sex, age and previous smoking.

(Table 5.2)

Economic factors

In the main, the socio-economic variables
investigated were not significantly associated with
onset of smoking and any apparent differences
reduced when age, sex and past history of smoking
were taken into account. The small group of people
who were unemployed at the time of the baseline
interview were much more likely than those who
were working full time to report onset of smoking
at follow up. Their odds of onset were seven times
those of people who were working full time
(unadjusted OR 7.08, 95% CI 1.54–32.58), but
when age, sex and past smoking experience were
taken into account the odds decreased and were no
longer significantly higher. In contrast, the odds for
someone who was long term sick or disabled
increased after adjustment for age, sex and past
smoking, to over three times that of people
working full time (adjusted OR 3.41, 95% CI
1.07–10.86).

People who owned their homes outright were less
likely than other groups to report smoking onset.
However, this will reflect the fact that older people
are more likely to own their own homes and also
less likely to start smoking, which is confirmed by
the finding that adjusting for age, sex and previous
smoking renders the differences non-significant.

Household income was significantly associated
with onset of smoking after adjusting for age, sex
and having ever smoked. People in the two poorest
categories, incomes of £100 but under £200 and
under £100 were at substantially increased risk of
onset with adjusted odds 3.09 (0.87–11.04) and
2.22 (0.77–6.40) respectively compared with those
in the richest category, although the difference does
not reach conventional levels of significance. People
whose grouped household income was between
£200 and £400 were least likely to report smoking
onset. (Table 5.3)

Social support and life events

Other factors explored were perceived level of
social support, size of primary support group, the
number of stressful life events before baseline
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interview, and the number of stressful life events
between baseline and follow up. There was no
significant association between any of these and
onset of smoking. (Table 5.4)

Mental health and substance use factors

Association between onset of smoking and
psychological distress is commonly reported. In
Table 5.5 the association between onset of smoking
and both the level of symptoms at baseline and
change in mental health between baseline and
follow-up are shown. There was no significant
association between level of symptoms at T1, as
shown by CIS-R score, and likelihood of smoking
onset. However, people who had onset of mental
disorder by the time of follow-up (i.e. they had a
CIS-R sore below 12 at baseline but had a score of
12 or above at follow-up) were more than three
times as likely to start smoking as those who had
no disorder at either interview. In addition, when
age, sex and previous history of smoking were
taken into account, the odds of those with onset of
disorder taking up smoking were increased to 4.65
(95% CI 1.38–15.71). (Table 5.5 and Figure 5.1)

People with hazardous alcohol use or alcohol
dependence were more likely to report onset of
smoking than were those without an alcohol
problem. While 3% of people without hazardous
alcohol use or dependence reported onset of

smoking this rose to 8% of those with hazardous
patterns of use and 9% of those with signs of
dependence at baseline. Although the strength of
the association declined after controlling for age,
sex and past smoking, the odds of smoking onset
were about doubled for those who reported
hazardous alcohol use or dependence at baseline.

(Table 5.5 and Figure 5.1)

The association with illicit drug use was even
stronger. While only 3% of those who had not used
drugs in the year before the baseline interview
reported onset of smoking at follow-up, over a
quarter (27%) of the small group who had used
drugs had started smoking by the time of the
follow-up interview. The association remained
strong even after controlling for age, sex and
previous smoking experience.

(Table 5.5 and Figure 5.1)

5.3 Cessation of tobacco smoking

In the follow-up survey, 804 people who reported
current smoking at baseline were re-interviewed
and asked about their smoking status at that time.
Overall, 12% reported that they had stopped
smoking. Although a higher proportion of women
said they had stopped than men (14% compared
with 9% of men) this difference was not
statistically significant. Age was also not associated

Figure  5.1 Proportion of people with onset of smoking by mental health and substance use factors
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with likelihood of smoking cessation. However, as
might be expected, the amount people had been
smoking at baseline was very strongly associated
with the chances of giving up smoking. While over
a quarter (27%) of those who had been smoking 5
or fewer cigarettes a day had stopped smoking at
follow-up, this declined to less than one twentieth
(4%) of those who had been smoking 20 or more a
day. Controlling for age and sex had no effect on
this relationship. (Table 5.6 and Figure 5.2)

Socio-demographic factors

There were no differences in smoking cessation
associated with ethnicity, with 12% of the White
and 10% of Non white ethnic groups reporting
recovery. Area of residence also did not reveal any
significant differences in likelihood of stopping
smoking. Those with no educational qualifications
were least likely have stopped smoking at follow up,
with 8% doing so compared to 11% or more
among those with some qualifications, but these
differences were also not statistically significant.

While 14% of those who were married reported
having stopped smoking compared with only 6%
of those who were cohabiting, there was no
consistent pattern of variation with marital status
and no other differences reached statistical
significance. There was also no association between
family unit type or household size and the
likelihood of smoking cessation. (Table 5.7)

Economic factors

There was an association between social class and
the likelihood of giving up smoking, people in
higher social classes were more likely to have
stopped smoking at follow-up. While 18% of those
in Social Classes I and II had stopped smoking this
declined to 4% in Social Class V. Similarly, 15% of
those in non-manual occupations reported
cessation compared to 8% of those in manual
employment. However, some of this difference may
be due do differences between the groups in age,
sex and amount smoked at baseline and, when
these factors are taken into account, the differences
between the groups are reduced and no longer
reach conventional levels of statistical significance.

A higher proportion of people who were working
at baseline, particularly those working part-time,
reported having given up smoking at follow-up
than other groups, but in general the differences
did not reach statistical significance. Although the
number of people who changed their employment
status was small, this was significantly associated
with smoking cessation. Perhaps surprisingly, those
who were not working at baseline but had gained
employment at follow-up were less likely to stop
smoking than those who were employed at both
times, while those who stopped working between
baseline and follow-up appeared more likely to give
up smoking. Thus only 2% of those who gained a
job between the interviews stopped smoking, while
13% of those who were employed at both times did
so, as did 22% of those who stopped working. It

Figure  5.2 Proportion of people reporting smoking cessation by daily cigarette consumption at T1
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may be that a considerable proportion of those
who stopped working did so for health reasons and
this may have had an impact on their smoking
behaviour, while an increase in income associated
with starting work might have also encouraged that
group to continue smoking. (Table 5.8)

Accommodation tenure was not associated with
any significant differences in smoking cessation
although those living in rented accommodation
tended to be less likely to give up smoking: 8%
reported giving up compared with 14% of people
with mortgages and 12% of those who owned their
house outright. Income did not appear to influence
cessation rates in a consistent fashion and nor did
changes in the respondents income. (Table 5.8)

Social support and life events

There were no consistent associations between
levels of social support and smoking cessation.
Although 6% of those reporting a severe lack of
social support reported recovery compared with
12% of those with no lack of support, these
differences were not statistically significant.
Previous experience of stressful life events prior to
the baseline interview also did not appear to have
an impact on smoking cessation. Although those
who had experienced a large number of stressful
life events between the two interviews had the
lowest rate smoking cessation the relationship was
not statistically significant overall. (Table 5.9)

Mental health and substance use

Elevated CIS-R scores, above the 11/12 threshold,
would be expected to be associated with higher
smoking rates and lower cessation rates. There was
an overall trend for increasing severity to be
associated with lower recovery rates, but this was
not statistically significant. Thus, 12% of those
scoring 0–5 and 14% of those scoring 6–11 at
baseline interview reported ceasing to smoke
compared with 8% of those scoring 12–17 and 9%
of those scoring 18 or over on the CIS-R. When
change in mental health over the follow-up period
is considered, those with persistent disorder were
least likely to give up smoking and those with no
disorder at either time most likely. However, again
the difference failed to reach conventional levels of
statistical significance.

Heavy and hazardous drinking would be expected
to be associated with heavier smoking rates and
lower cessation rates. Those who were rated by the
AUDIT as not having a hazardous pattern of
drinking had a 14% cessation rate, hazardous
drinkers reported a 10% cessation rate and
dependent drinkers reported a 7% cessation rate.
Although, 11% of those who reported no drug use
in the past year reported stopping smoking
compared with 15% of those who had used a non-
prescribed drug in the last year, the difference is not
statistically significant. (Table 5.10)

Overall there were few factors of statistical
significance associated with either increased or
decreased rates of smoking cessation. By far the most
important determinant was number of cigarettes
smoked at the time of the baseline interview.

5.4 Onset of hazardous and dependent
drinking

Drinking patterns in the general population
fluctuate and increasing age is strongly associated
with a reduction in rates of heavy and hazardous
drinking for both men and women. There are also
consistent gender differences reported in rates of
reported heavy and hazardous drinking and
dependent drinking, with males having higher
reported rates than females. Adolescence is
associated with the introduction to a range of adult
behaviours including smoking, drinking and drug
taking. Most social surveys report high rates of
onset of hazardous and heavy drinking in mid- to
late adolescence with a peak of such behaviour in
the mid- to late twenties and a consistent reduction
in consumption and problems over the following
decades of life.

Drinking is a complex and varied social behaviour
and there may be many variations in the patterning
of drinking behaviour over the life course that can
be associated with positive or negative changes in
overall life style and economic conditions.

Socio-demographic factors

In the sample of people included in the follow-up
survey there were 1,723 adults who were considered
not to have had a drinking problem at the time of
the baseline survey as they had an AUDIT score of
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7 or below. Overall, 10% of these were assessed as
showing onset of hazardous or dependent drinking
in the period between baseline and follow up
interviews as they scored 8 or more on the AUDIT
questionnaire in the follow-up interview.

Onset of drinking problems was more common
among men: found in 13% of men and 7% of
women. The adjusted Odds Ratio for women
compared with men, taking account of age and
AUDIT score at T1, is 0.56 (95% CI 0.36–0.87)
indicating that women were about half as likely to
develop drinking problems. Because of the marked
sex difference in onset of alcohol problems tables
are presented showing results for men and women
separately as well as for all adults. (Table 5.11)

Age at baseline was strongly associated with risk of
onset of hazardous or dependent drinking for both
sexes. The age group 16–24 was most likely to have
onset of hazardous drinking with 28% reporting
onset (33% males and 24% females), compared
with 16% in the 25–34 age group (28% males and
9% females). Subsequent groups had rates of onset
ranging from 7% to 3% in the oldest group. The
pattern showed a little variation between the sexes.
Onset of drinking problems among women was
most marked in the 16–24 age group while for men
onset was common in the 25–34 age group as well.

(Table 5.11 and Figure 5.3)

Onset of drinking problems is likely to be affected
by past drinking behaviour. It was found that
people who had an AUDIT score of 0 at baseline,
i.e. they were tee total or very light drinkers, were
less likely to develop drinking problems than those
with AUDIT scores of 1 to 7. This relationship was
particularly strong for men. Men with an AUDIT
score of 1–7 had an adjusted Odds Ratio of 10.6
(95% CI 2.8–39.7) compared with men with an
AUDIT score of 0, whereas for women the
equivalent Odds Ratio is 2.5 (95% CI 0.6–10.0) and
is not statistically significant. (Table 5.11)

Being of non-White ethnic extraction was
associated with reduced risk of onset of hazardous
drinking for both men and women. While 1% of
non-White women developed a hazardous pattern
of drinking this was true of 8% of women in the
White group.  Similarly, while 4% of non-White
men report onset, 14% of those in the White group
did so. However, for men, adjusting for age and
AUDIT score at baseline reduced the association
and it was no longer statistically significant.

(Table 5.12)

In general, living in a semi-rural area was
associated with higher rates of onset of hazardous
drinking, most notably among men. While the rate
of onset for men living in urban areas was 10%, it
was 15% for rural residents and 19% for people

Figure  5.3 Proportion of men and women with onset of hazardous or dependent drinking patterns by age
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living in semi-rural areas. However the overall
association between area of residence and onset of
hazardous drinking was not significant and it
reduced when age and baseline AUDIT score were
taken into account.

Men with degree level qualifications were less likely
to develop a hazardous pattern of drinking than
those with lower educational qualifications. Men
with degrees had an onset rate of only 6%
compared with 9% of those with no qualifications,
16% of those with GCSE or equivalent, 18% of
those with A levels and 23% of those with higher
educational qualifications below degree level, such
as teaching or nursing qualifications. This
difference remained and increased slightly when
age and AUDIT score at baseline were taken into
account. Among women educational qualifications
had little impact on likelihood of onset of
hazardous drinking.

Overall cohabiting, single and divorced people
reported higher hazardous drinking onset rates than
other groups. However when logistic regression
analysis is carried out taking account of age and
AUDIT scores at baseline these differences cease to
be significant, except in the case of divorced women
who remain more likely than married women to
develop hazardous patterns of drinking.  Family type
was associated with onset, but some of the
associations disappeared when age and AUDIT score
at baseline were taken into account. Couples with
children had reduced odds of developing hazardous
drinking than couples without children, and this
relationship increased when adjusted for age and
AUDIT score at baseline. While the highest rate of
onset was seen among people living with their
parents (27%) and this group had unadjusted odds
of onset three times higher than that for couples
without children, these increased odds disappeared
when age and AUDIT score at baseline were taken
into account. (Table 5.12)

Economic Factors

The likelihood of onset of hazardous or dependent
drinking varied across social class categories with
9% of men in Social Class I reporting onset of
hazardous drinking, compared with 30% of men in
Social Class V.  Women however reported less
variation with rates ranging from 3% of women in
Social Class IIIM reporting onset compared to 10%
of women in Social Class IV.  Overall there was no
statistically significant difference between these

groups when other factors such as age, gender and
baseline AUDIT were adjusted for. Among men
working in manual jobs 17% reported onset of
hazardous drinking compared to 11% of men in
non-manual jobs and the adjusted Odds Ratio for
this was 2.29 (95% CI 1.31–4.65). However there
was no such difference in onset in women and
there was no overall difference when men and
women were combined. (Table 5.13)

Employment status and change in employment
status was not significantly associated with any
increased onset of hazardous drinking in either
men or women. There was also no marked
association between accommodation status and the
likelihood of onset of hazardous drinking.

(Table 5.13)

Income for men was inversely associated with onset
of hazardous drinking, with those men in the
lowest grouped weekly income at time 1 reporting
significantly higher rates of onset of hazardous or
dependent drinking. While 8% of men with an
income of £400 or above developed a hazardous
drinking pattern, the onset rate for the group with
incomes of under £100 per week was 28%. The
strength of the association increased when age and
AUDIT score at baseline were taken into account
and the adjusted Odds Ratio for those on an
income of less than £100 per week compared with
the highest income group was 5.47 (95% CI 2.00–
15.01). However, this finding was not reflected in
women.  Among both women and men, people
who reported a 20% or greater increase in income
had a higher rate of onset of hazardous drinking:
17% compared with 8% of those whose income
was more or less unchanged and 6% of those
whose income had decreased by 20% or more.
However, the strength of the association decreased
when age and baseline AUDIT score were taken
into account. The households grouped weekly
income had no significant association with onset of
hazardous drinking for either men or women.

(Table 5.13)

Social support and stressful life events

The level of perceived social support, size of
primary support group and number of stressful life
events before baseline interview were not
significantly associated with an increased risk of
onset of hazardous drinking for either men or
women or the group as a whole.
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However, among women there was an increase in
likelihood of developing a pattern of hazardous
drinking associated with the experience of two or
more stressful life events between baseline and
follow-up. Thus, while 6% of women who had not
experienced any of the life events reported onset, as
did 5% of those reporting one event, the rate
increased to 14% (adjusted OR 2.85, 95% CI 1.06–
7.64, compared with no events) of those reporting
two and 17% of those reporting three or more
events (adjusted OR 3.46, 95% CI 1.18–10.12). The
association was not statistically significant for men
and the pattern, although similar overall, was not
consistent, because the group reporting two events
between baseline and follow-up had the lowest rate
of onset (4%). Overall this would suggest that
women may be more vulnerable to stressful life
events as a trigger to hazardous drinking.

(Table 5.14)

Mental health and substance use factors

Higher levels of neurotic symptoms at baseline, as
shown by increasing CIS-R scores, were not
associated with any increased risk of onset of
hazardous or dependent drinking for either men or
women, or for all adults. However, women with
onset of common mental disorder at T2 were more
likely than those who remained well to have
developed a hazardous pattern of drinking; 17% of
those with onset of CMD had onset of hazardous
drinking compared with 7% of those without
CMD at both T1 and T2. This association remained
after adjusting for age and AUDIT score at T1.
While men with onset of CMD also had the highest
rate of onset of hazardous drinking (25%
compared to 12% of those with no disorder at T1
or T2), the difference did not reach conventional
levels of significance and the strength of the
association was reduced after adjusting for age and
T1 AUDIT score. (Table 5.15)

Smoking was strongly associated with an increased
risk of onset of hazardous drinking in all adults;
people who had never smoked regularly having the
lowest rate of onset. However, when men and
women are considered separately, there is no
significant association for women while for men
there is a strong effect. Among the men in the
sample, 10% of those who had never smoked
regularly reported onset compared with 28% of
light, 34% of moderate and 14% of heavy smokers.

(Table 5.15)

People who had used illicit drugs in the year before
baseline interview were more likely to have onset of
hazardous drinking at follow-up (35% did so) than
those who had not used drugs (8%). This
association was seen in both sexes but was less
strong among women and was also reduced when
age and AUDIT score were taken into account.
Thus, 20% of women who reported use of any drug
in year before baseline interview had onset of
hazardous drinking compared with 7% of non-
users, but after adjustment this is not statistically
significant. Among men, 50% of those who
reported use of a drug in the previous year at T1
had onset of hazardous drinking compared with
11% of those who reported no drug use. The
adjusted Odds Ratio for onset of hazardous
drinking for men who had used drugs in the past
year was 3.30 (95% CI 1.50–7.23). (Table 5.15)

Therefore it would appear that, for men, smoking
and drug use in the previous year is associated with
increased risk of hazardous drinking onset, but this
does not appear to be the case for women.

5.5 Recovery from hazardous and dependent
drinking

Of those who were rated as hazardous or
dependent drinkers at baseline interview, 665 were
re-interviewed at time 2. Of these, 54% of women
and 33% of men report a reduction in drinking
and a shift from hazardous or dependent drinking
(as shown by a score of 8 or more on the AUDIT
questionnaire) to scoring less than 8 on the AUDIT.
In this sample, there was a trend for increasing age
to be associated with increased rates of recovery,
28% of people aged 16º24 were no longer
hazardous drinkers at follow-up but this rose to
59% among those aged 65–74. However, after
adjusting for sex and AUDIT score at baseline, the
association was not statistically significant.  The
association was stronger among men than women.
Before adjusting for AUDIT score at T1, men aged
45 and over had significantly higher odds of
recovery than those aged 16 to 24, but after
adjustment this was reduced and ceased to be
statistically significant. (Table 5.16)

The level of AUDIT score at the time of the
baseline interview was strongly associated with the
likelihood of recovery, with heavier drinkers being
less likely to recover. Of those scoring 8–15 on the
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AUDIT at T1, 58% of women and 38% of men
(44% overall) were no longer classed as hazardous
drinkers at the follow-up interview. In contrast,
among those with more severe drinking problems
who scored 16–40 on the AUDIT at baseline, only
20% of women and 6% of men (9% overall) report
recovery. The association remains highly significant
after controlling for age at baseline interview. The
adjusted Odds Ratio for recovery for women with
AUDIT scores of 16 or over was 0.21 (0.08–0.56),
for men was 0.10 (0.04-0.31). This indicates that
men scoring over 16 on the AUDIT were
approximately ten times less likely to reduce their
drinking to a non hazardous pattern over the
period of follow up than those scoring 8 to 15.

(Table 5.16 and Figure 5.4)

Socio-demographic factors

The socio-demographic factors considered here did
not have a strong influence on recovery from
hazardous or dependent drinking. The numbers in
different ethnic categories are too small to permit
analysis. While people living in semi-rural areas
appeared slightly less likely to recover these
differences were not statistically significant. There
were also no significant differences in rates of
recovery by highest level of educational
qualifications, although those with higher
qualifications tended to have the lowest rates.

(Table 5.17)

Married people were more likely to report ceasing
to have a hazardous drinking pattern than other
groups; 50% reported recovery compared to 30%
of those cohabiting, 26% of those who were single
and 35% of those who were divorced. However,
after adjusting for age, sex and AUDIT scores the
differences in likelihood of recovery ceased to be
statistically significant. Family type and household
size were also not associated with any significant
differences in recovery rates. (Table 5.17)

Economic Factors

There was no apparent association between social
class and recovery from hazardous drinking for
men, women or all adults and rates of recovery
were also not significantly different between those
in non-manual and in manual occupations.
Surprisingly employment status at time 1 did not
predict recovery from hazardous drinking; the
lowest likelihood of recovery was in the
unemployed and the highest in the economically
inactive. However,  none of these differences were
statistically significant and they were reduced when
age, sex and AUDIT score at baseline were taken
into account. The small numbers who experienced
a change in employment status between baseline
and follow-up makes interpretation of any
association with recovery from hazardous drinking
hard to interpret. However, those who were not
employed at T1 but were working at T2 had the

Figure  5.4 Proportion of people reporting cessation of hazardous or dependent drinking by baseline
AUDIT score and sex
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highest rate of recovery (53%) and, after adjusting
for age, sex and AUDIT score at T1, they were
significantly more likely than those employed at the
both interviews to recover (adjusted OR 2.45, 95%
CI 1.04–5.82). (Table 5.18)

Tenure of accommodation was significantly
associated with rate of recovery: with those who
own their house outright having higher rates than
other groups. However, the strength of the
association decreases and ceases to be statistically
significant when adjustment for age, sex and
baseline AUDIT score is done. The recovery rate for
those who owned their houses outright was 55%
compare with 38% of those who were buying their
house with a mortgage, 33% of those in rented LA
or HA accommodation and 27% of those in private
rented accommodation. (Table 5.18)

Respondents grouped income, changes in
respondents income and the households weekly
gross income were not associated with any
significantly different recovery rate for either men,
women or for the overall group. (Table 5.18)

Social support and stressful life events

Social support for recovery would be expected to
have a significant effect in supporting behaviour
change and sustaining behaviour change. Overall
those with the lowest support group 0-3 at time
one reported a lower recovery rate (23%) than
those with the largest support group (40%), but
these differences were not statistically significant.
However, in contrast, people who perceived a
severe lack of social support had higher rates of
recovery than those who perceived a higher level of
support and, after adjustment for age, sex and
baseline AUDIT score, this was statistically
significant in the sample as a whole (adjusted OR
2.70, 95% CI 1.17–6.26). (Table 5.19)

The pattern of association between experience of
stressful life events before the baseline interview
and recovery from hazardous drinking was
different for men and women. Among men the
association was statistically significant and those
who had experienced between two and five stressful
life events reported generally higher rates of
recovery than those who reported none or one.
However, those who reported six or more events
had lower rates of recovery. Men who had
experienced none or one life event had a recovery

rate of 21% compared with about 40% of those
reporting between two and five stressful events and
15% of those reporting 6 or more stressful life
events. These differences remained statistically
significant after adjustment for age, gender and
baseline AUDIT score, but to a lesser extent.
Among women there was a non-significant trend
towards lower likelihood of recovery from
hazardous drinking the greater the number of
stressful life events experienced. (Table 5.19)

Mental health and substance use factors

In general, people with lower levels of symptoms of
common mental disorders had the highest rate of
recovery from hazardous drinking. This was most
marked for women, among whom the relationship
remained significant after adjusting for age and
baseline AUDIT score.  Among women scoring 0–5
on the CIS-R, 67% had stopped having a hazardous
drinking pattern at follow-up compared with 41%
of those scoring 6–11, 34% of those scoring 12–17
and 43% of those scoring 18 or more. Among both
men and women, people without CMD at both T1
and T2 were most likely to recover from hazardous
drinking. However, among women both those with
onset and those with persistence of common
mental disorder at follow-up were less likely than
those without disorder to recover, while for men it
was only those with persistent CMD who were
significantly less likely to recover from hazardous
drinking. (Table 5.20)

In general, people who were non-smokers at T1
were most likely to have stopped drinking
hazardously by the follow-up interview than those
who were smokers. While 49% of ex-regular
smokers and 47% of those who had never smoked
regularly had recovered from hazardous drinking,
the rates for light, moderate and heavy smokers
were 29%, 26% and 24%, respectively. The
association was stronger among men than women
and was reduced when age and AUDIT score at
baseline were taken into account. (Table 5.20)

Those who reported illicit drug use in the year
before baseline interview were also less likely to
recover from hazardous drinking – 45% of non-
users recovered compared with 23% of users.
However, as with smoking, the association was
strongest among men and was no longer significant
after adjusting for age and baseline AUDIT score.

(Table 5.20)
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5.6 Onset of drug use

Of those interviewed at time one who reported no
use of drugs in the previous year, 2,100 were re-
interviewed at time 2. Overall 4% reported use of a
non-prescribed drug in the intervening period and
the commonest reported drug was cannabis. There
was no difference between men and women in the
proportions reporting onset of drug use. However,
as would be expected, age was very strongly
associated with onset of use: 18% of those aged
16–24 reported starting to use drugs compared
with 5% or less among older age groups.

(Table 5.21)

Socio-demographic factors

Although 4% of people who classified themselves
as White reported onset of drug use compared with
8% of the non-White group, this difference is not
statistically significant. The type of area in which
people lived was also not significantly associated
with onset. Level of qualification was not associated
with major variation in rates of onset except that
those with qualifications at ‘A’ level and GCSE or
equivalent reported rates of onset of 6% and 5%
respectively, compared with 2% for those with
degree level or equivalent. However, this difference
in likelihood of onset reduced when age and sex
was taken into account. (Table 5.22)

Married people were less likely to initiate drug use
than those who were cohabiting or single; with 2%
reporting onset, compared with 5% of those
cohabiting and 12% of single people but these
differences were not statistically significant when
adjusted for age and gender.  People living alone
and, in particular, those living with their parents
were more likely to report onset of drug use,
however only the former association remained after
adjustment for age and sex (adjusted Odds Ratio
2.82, 95% CI 1.23–6.47). (Table 5.22)

Economic Factors

People in non manual occupations reported a 2%
rate of onset compared to a 5% rate of onset of
drug use in those in manual occupations at time
one.  Employment status at time one was also
marginally associated with differences in onset of
drug use: 4% of those working full time, 7% of
those unemployed and 7% who were categorised as
long term sick or disabled reported onset of drug

use. After adjustment for age and sex, the long term
sick and disabled remained more likely to report
onset of non-prescribed drug use with an Odds
Ratio of 4.04 (95% CI 1.65–9.87). Those not
employed at time one but employed at time 2 had
an 11% rate of onset of drug use, markedly higher
than other groups, but this effect disappears when
adjusted for age and sex. (Table 5.23)

Other factors such as housing tenure, respondents
weekly income, changes in weekly income over the
study period and households grouped income are
not significantly associated with onset once age and
sex is taken into account. (Table 5.23)

Social support and stressful life events

Perceived lack of social support and experience of
stressful life events, both prior to time 1 and
between interviews, were associated with increased
risk of onset of drug use between baseline and
follow-up. These associations remained, and in the
case of life events increased, after age and sex were
taken into account. (Table 5.24)

Among those who perceived no lack in social
support at T1, 4% reported onset of drug use
between baseline and follow-up, compared with
11% of those who perceived a severe lack in social
support. The adjusted Odds Ratio for severe lack
compared to no lack of social support was 3.11 (95%
CI 1.34–7.21). There was also a non-significant
trend for a large primary support to be associated
with increased odds of onset of drug use.

The number of stressful life events reported at
baseline was strongly associated with increased
rates of onset of drug use between time one and
time two. Among those who reported none or one
stressful life event before time one 2%, reported
onset of drug use, compared with 6% of those
reporting three stressful life events and 7% of those
reporting six or more stressful life events. The
strength of the association between the experience
of many life events before the baseline interview
increased when age and sex were taken into
account and the adjusted Odds Ratio for six or
more events compared with none or one event was
14.42 (95% CI 3.47–60.00). (Table 5.24)

The number of stressful events experienced
between baseline and follow-up interview was also
directly associated with increased rates of onset of
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drug use. While 3% of those experiencing no
stressful life events between T1 and T2 reported
onset of drug use, the rate for those experiencing
one event was 4%, for those experiencing two
stressful events 5% and 13% for those reporting
three or more events. The adjusted Odds Ratio for
those who experienced 3 or more events in
comparison to those who experienced none was
6.33 (95% CI 2.78–14.40).

(Table 5.24 and Figure 5.5)

Mental health and other substance use

Higher levels of symptoms of common mental
disorder at baseline were associated with increasing
rates of reported onset of drug use between
baseline and follow-up. Those scoring 0-5 on the
CIS-R reported onset rates of 3%, those scoring
6–11 of 4%, those scoring 12–17 of 6% and the
highest scorers (18 or more) reported onset rates of
8%. When these figures were adjusted for age and
sex, those scoring above 18 were at significantly
greater risk of onset of drug use than those with
scores of 0–5, with an adjusted Odds Ratio of 2.70
(95% CI 1.33–5.49). When change in mental health
between baseline and follow-up is considered,
those who did not have a mental disorder at either
T1 or T2 had the lowest rate of onset of drug use,
3%, while those who were assessed as having
disorder at both interviews had a significantly
higher rate, 9%. (Table 5.25)

Increasing severity of drinking problems at baseline
were associated with increasing rates of onset of
drug use; only 3% of those who were not
hazardous drinkers at time one reported onset of
drug use, compared with 5% who were considered
hazardous drinkers and 14% of those who were
rated as alcohol dependent. This trend remained
statistically significant when adjusted for age and
sex. (Table 5.25)

Smoking status at time one was also a significant
risk factor for onset of drug use. After adjusting for
age and sex the odds of onset of drug use for
moderate and heavy smokers compared with never
regular smokers were 5.49 (95% CI 2.31–13.06)
and 5.74 (95% CI 2.49–13.25). (Table 5.25)

5.7 Recovery from or cessation of drug use

Recovery from or cessation of drug use is defined
here as where an individual reported drug use in
the year before baseline interview but reported no
drug use between time one and follow up
interview.

Overall 293 adults who reported using drugs in the
year before the baseline interview and were re-
interviewed in the follow-up survey. Of these, 27%
reported no drug use in the intervening time
period. Women were more likely to stop using
drugs: 49% of women did so, compared with only

Figure  5.5 Odds of onset of drug use associated with number of stressful life events experienced
between interviews (adjusted for age and sex)
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16% of men. Adjustment for age indicated that
women were around five times more likely to stop
use than were men (adjusted Odds Ratio, 5.20 95%
CI 2.46–10.99).

The likelihood of cessation of drug use increase
with increasing age. Of the 16- to 24-year-old
group who had reported use at time one only 16%
reported no use since time one, compared with
27% of the 25- to 34-year-old age group, 54% of
the 35- to 44-year-olds and 57% of the 45 and over
age group. When adjusted for sex the older groups
remained significantly more likely to stop use with
an adjusted Odds Ratio for the 35–44 compared
with 16- to 24-year-olds of 6.71 (95% CI 2.53–
17.74) and for those aged 45 and over of 7.76 (95%
CI 2.41–25.05). (Table 5.26)

Socio-demographic factors

There was no statistically significant difference in
recovery or cessation rates between White and non-
White ethnic groups, but the number in the non-
White group was very small. Urban area of
residence was associated with reduced cessation
rates compared to semi-rural residence with 24%
of urban and 37% of semi-rural residents reporting
cessation at time two. Those with the highest and
lowest levels of qualifications in the sample had the
highest rates of cessation of drug use while those
with higher qualifications below degree level, such
as teaching or nursing qualifications had the lowest
likelihood of cessation. (Table 5.27)

Being married was associated with increased
cessation rates with 59% reporting recovery or non
use between T1 and T2, compared to 30% of those
cohabiting, 18% of those who were single at time
one and 39% of those who were widowed, divorced
or separated. All other categories had significantly
lower likelihood of cessation than married people
after age and sex were taken into account. Family
type and household size did not have a significant
impact on cessation rates. (Table 5.27)

Economic Factors

There was no significant effect for social class on
rates of cessation between T1 and T2. Other
indicators of socio-economic position, manual
versus non-manual occupational groups, tenure,
employment status and income were also not
statistically significantly associated with cessation
of drug use. (Table 5.28)

Social Support and stressful life events

Perceived lack of social support was significantly
associated with reduced cessation or recovery rates.
After adjusting for age and sex the Odds Ratio for
drug use cessation for those who perceived a severe
lack of social support (compared to people with no
lack) was 0.12 (95% CI 0.02–0.64). (Table 5.29)

Overall the numbers reporting cessation were
small and, although the data relating to size of
primary support group at time one and number
of stressful life events from time one to time 2
suggested a trend towards lower recovery rates
with lower support and more stressful life events,
these did not reach conventional levels of
statistical significance.

Mental health and other substance use

Rates of cessation or recovery from drug use were
similar across the different CIS-R groupings at time
one and also when change in mental disorder
between baseline and follow-up is considered.

(Table 5.30)

Hazardous and dependent drinking at T1 were not
significantly associated with either increased or
decreased cessation rates, after adjusting for age
and sex. Overall the effect of hazardous alcohol use
on reducing cessation rates is surprisingly weak,
but then the overall numbers are small. However,
smoking at T1 was associated with a significantly
reduced likelihood of stopping drug use between
time one and time two. (Table 5.30)

5.8 Discussion

Overall this data provides support to the body of
literature that indicates that patterns of substance
consumption are very varied and subject to
substantial change over time. There are both flows
of new people into smoking, hazardous drinking
and drug use and substantial rates of cessation of
this pattern of behaviour. Undoubtedly some of
those who stop will also return to their former
pattern of use at a later date, but it was not possible
to explore that in the context of this study.

At time two 6% of those who had smoked
previously but were not smoking at time one had
commenced smoking and 1% of those who had
never smoked before had started.  Also 10% of
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those were not hazardous drinkers at time one
became hazardous drinkers during the follow up
period, and onset of drug use was reported by 4%
of people who had not used drugs in the year
before baseline interview.

However, in the same follow up time, 12% of
smokers reported they had stopped smoking, 54%
of hazardous drinking women and 33% of
hazardous drinking men had reduced their
drinking and were rated as non hazardous drinkers
at follow-up, and also 49% of women and 16% of
men who had reported drug use before time one
did not use drugs during the follow up period.

de Graaf has explored the issue of the sequencing
of substance use, anxiety and mood disorders. The
relationship is complex and can influence the
associations with other socio-demographic factors
(de Graaf et al , 2003).

The data reported here suggests that, for smoking,
adverse socio-economic circumstances are weakly
associated with increased risk of starting for both
sexes. Onset of mental disorder in between the
interviews was also associated with onset of
smoking but psychiatric morbidity at time 1 did
not appear to play any substantial role.

Drinking and drug use differ from smoking in that
women appear to be less vulnerable to starting and
more likely to stop hazardous drinking and drug
use. Different factors also seem to affect the
drinking patterns of men and women. Family type
appears to affect the risk of hazardous drinking for
women but has no effect for men. While men in
manual occupations and those with the lowest
incomes were at greater risk of onset of hazardous
drinking, this was not true for women. Also among
men smoking and drug use increases the risk of
onset of hazardous drinking but this effect does not
appear to hold for women.

In addition stressful life events, both before time
one and during follow up, significantly increase the
risk of women developing involvement in
hazardous drinking. However paradoxically while
stressful life events increase the risk of the
development of hazardous drinking among
women, stressful life events are associated with
reduced recovery rates for men but not for women.
Also the presence of common mental disorder at
T1 was associated with reduced recovery rates

among women but not among men, unlike the
ECA follow up study where depressed men were
reported to have higher ongoing drinking and
lower cessation rates (Crum et al, 2001).

The numbers are small and allow a limited analysis
but it is interesting to note that those scoring highly
on the AUDIT, over 16, were 10 times less likely to
report recovery to non-hazardous drinking.

The patterns for onset of drug use are similar to
those for alcohol problems with single people being
more and married people being less at risk and
with lack of social support and stressful life events
being associated with increased likelihood of onset
of drug involvement. Also elevated rates of
psychological distress at T1 are associated with
increased risk of drug use onset, as are hazardous
drinking and also smoking.

As with drinking, women are more likely to stop
drug use, and age is associated with an increased
likelihood of stopping but being in an urban
environment and lacking social support is
associated with reduced likelihood. Curiously
drinking and smoking status do not appear to
affect likelihood of stopping.

The overall impression is that there is substantial
opportunity for change in this population with
considerable movement into smoking, hazardous
or dependent drinking and drug use but also a
range of factors supporting moves away from
these risky behaviours. It is clear that for all
substances, the less involved and entrenched the
use is the easier it is to change. It is also
interesting to note that major life difficulties, such
as other psychiatric disorders and stressful life
events, do not come out strongly as negative
factors inhibiting change.
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Table 5.1 Odds Ratios associated with onset of smoking at T2

Unadjusted regression  Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio# Interval

All adults 1598 4

Sex n.s .n.s.
Male 675 4 1.00 ——————— 1.00 ———————
Female 923 5 1.23 (0.61–2.46) 1.36 (0.66–2.80)

Age at T1 +++ +++
16–24 107 12 1.00 ——————— 1.00 ———————
25–34 282 8 0.63 (0.21–1.86) 0.45 (0.14–1.43)
35–44 327 4 0.29  * (0.09–0.92) 0.20 ** (0.06–0.67)
45–54 359 3 0.21 ** (0.07–0.58) 0.14 ** (0.05–0.43)
55–64 277 1 0.07 *** (0.02–0.22) 0.04 *** (0.01–0.14)
65–74 246 1 0.07 ** (0.02–0.33) 0.04 *** (0.01–0.21)

Ever smoked + ++
No 566 1 1.00 ——————— 1.00 ———————
Yes 1032 6 5.11 * (1.38–18.87) 7.66 ** (2.05–28.59)

#  Odds Ratios adjusted for the other variables in this table.

***  p<0.001,  **  p<0.01,  *  p<0.05

+++  p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant
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Table 5.2 Odds Ratios associated with onset of smoking at T2:

Demographic variables

Unadjusted regression  Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio# Interval

All adults

Ethnicity n.s. n.s.
White 1514 4 1.00 ——————— 1.00 ———————
Other 80 4 0.97 (0.13–7.24) 0.50 (0.06–3.90)

Area type ++ ++
Urban 997 4 1.00 ——————— 1.00 ———————
Semi-rural 427 6 1.33 (0.64–2.76) 1.71 (0.80–3.64)
Rural 174 0 0.10 ** (0.02–0.45) 0.12 ** (0.03–0.53)

Educational qualifications n.s. +
Degree 300 2 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 156 8 4.01 * (1.23–13.04) 4.49 ** (1.46–13.84)
A Level 211 3 1.50 (0.46–4.87) 1.23 (0.39–3.89)
GCSE or equivalent 540 4 2.00 (0.76–5.27) 1.75 (0.66–4.65)
No qualifications 387 6 3.00 * (1.07–8.44) 3.86 * (1.17–12.76)

De facto marital status
at T1 n.s. n.s.

Married 937 3 1.00 ——————— 1.00 ———————
Cohabiting 108 5 2.06 (0.64–6.65) 0.96 (0.26–3.59)
Single 244 10 3.81 ** (1.58–9.19) 1.10 (0.38–3.14)
Widowed 105 2 0.83 (0.13–5.15) 3.32 (0.46–23.67)
Divorced 152 4 1.59 (0.56–4.52) 2.03 (0.67–6.14)
Separated 52 7 2.62 (0.60–11.33) 2.63 (0.68–10.15)

Family type at T1 + n.s.
Couple,  no child 542 3 1.00 ——————— 1.00 ———————
Couple and child(ren) 501 3 1.20 (0.48–2.97) 0.79 (0.30–2.06)
Lone parent and child(ren) 112 8 2.91 (0.77–10.99) 1.87 (0.45–7.70)
One person only 332 4 1.30 (0.52–3.30) 1.18 (0.44–3.20)
Adult and parent(s) 111 11 4.46 ** (1.54–12.85) 1.18 (0.29–4.72)

Household size at T1 n.s. n.s.
1 304 4 1.00 ——————— 1.00 ———————
2 619 3 0.79 (0.34–1.82) 0.72 (0.30–1.73)
3 302 5 1.34 (0.48–3.77) 0.72 (0.26–2.05)
4 279 4 0.97 (0.34–2.83) 0.48 (0.15–1.54)
5 and over 94 8 2.07 (0.61–7.06) 0.61 (0.15–2.46)

#  Odds Ratios adjusted for sex, age and ever smoked.

***  p<0.001,  **  p<0.01,  *  p<0.05”

+++  p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant
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Table 5.3 Odds Ratios associated with onset of smoking at T2:

Economic variables

Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable Interval of variable Ratio# Interval

All adults

Social class at T1 n.s. n.s
I and II 664 4 1.00 ——————— 1.00 ———————
IIINM 379 3 0.90 (0.36–2.21) 0.73 (0.28–1.90)
IIIM 252 6 1.58 (0.60–4.11) 2.19 (0.83–5.77)
IV 186 3 0.88 (0.33–2.39) 0.57 (0.20–1.65)
V 75 3 0.77 (0.20–3.02) 0.73 (0.15–3.48)

Manual or non–manual
work at T1 n.s. n.s.

Non–manual 1043 4 1.00 ——————— 1.00 ———————
Manual 515 4 1.27 (0.60–2.67) 1.32 (0.63–2.78)

Employment status
at T1 n.s. n.s.

Working full time 701 3 1.00 ——————— 1.00 ———————
Working part time 308 5 1.55 (0.66–3.65) 1.31 (0.49–3.49)
Unemployed 37 19 7.08* (1.54–32.58) 4.56 (0.75–27.73)
Long term sick or disabled 106 5 1.49 (0.52–4.24) 3.41* (1.07–10.86)
Other economically inactive 442 5 1.41 (0.60–3.32) 1.68 (0.67–4.22)

Change in employment status n.s. n.s.
Employed at T1 and T2 933 4 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 518 5 1.27 (0.57–2.83) 2.86* (1.12–7.28)
Not employed at T1,

employed  at T2 66 9 2.55 (0.60–10.85) 0.89 (0.18–4.27)
Employed at T1,  not

employed at T2 76 4 0.96 (0.18–4.99) 1.15 (0.14–9.46)

Tenure of accommodation
at T1 ++ n.s.

Owned outright 439 2 1.00 ——————— 1.00 ———————
Owned with mortgage 830 5 3.50** (1.62–7.55) 1.42 (0.63–3.24)
Rented from LA or HA 237 5 3.20** (1.47–6.96) 1.70 (0.67–4.29)
Rented from other source 84 7 5.09* (1.06–24.58) 1.05 (0.14–7.74)

Respondent’s grouped weekly
gross income at T1 + n.s.

£400 and over 368 4 1.00 ——————— 1.00 ———————
£200 but under £400 416 3 0.84 (0.32–2.21) 0.98 (0.38–2.57)
£100 but under £200 377 2 0.68 (0.27–1.73) 0.73 (0.27–2.03)
Under £100 406 8 2.44* (1.06–5.61) 1.74 (0.69–4.40)

Change in respondent’s
income n.s. n.s.

About the same 976 4 1.00 ——————— 1.00 ———————
Around 20% or more fall 203 4 1.14 (0.50–2.60) 0.87 (0.32–2.38)
Around 20% or more

increase 356 7 1.93 (0.86–4.37) 0.78 (0.31–2.00)

Household’s grouped weekly
gross income at T1 + ++

£400 and over 674 5 1.00 ——————— 1.00 ———————
£200 but under £400 394 2 0.45* (0.20–0.99) 0.44 (0.18–1.08)
£100 but under £200 234 7 1.43 (0.45–4.60) 3.09 (0.87–11.04)
Under £100 105 7 1.45 (0.45–4.64) 2.22 (0.77–6.40)

# Odds Ratios adjusted for sex, age and ever smoked.

“***  p<0.001,   **  p<0.01,   *  p<0.05

+++  p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.4 Odds Ratios associated with onset of smoking at T2:

Social context variables

Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Perceived social support score
grouped at T1 n.s. n.s.
No lack 1128 4 1.00 ——————— 1.00 ———————
Moderate lack 347 6 1.36 (0.60–3.09) 1.59 (0.69–3.64)
Severe lack 115 1 0.27* (0.08–0.97) 0.27 (0.07–1.06)

Size of primary support
group at T1 n.s. n.s.
9 or more 1004 4 1.00 ——————— 1.00 ———————
4 to 8 501 6 1.44 (0.66–3.14) 1.40 (0.66–2.98)
0 to 3 88 1 0.29 (0.06–1.33) 0.28 (0.06–1.43)

Number of stressful life events
before T1 n.s. n.s.
None or one 194 3 1.00 ——————— 1.00 ———————
Two 269 5 1.68 (0.39–7.29) 3.03 (0.58–15.79)
Three 305 3 1.08 (0.22–5.23) 1.73 (0.33–8.90)
Four 279 7 2.35 (0.59–9.29) 5.66* (1.19–26.99)
Five 203 3 1.04 (0.25–4.24) 2.99 (0.59–15.25)
Six and over 348 5 1.79 (0.50–6.47) 5.25* (1.19–23.10)

Number of stressful life events
from T1 to T2 n.s. n.s.
None 726 3 1.00 ——————— 1.00 ———————
One 570 6 1.96 (0.97–3.93) 2.22* (1.10–4.48)
Two 223 4 1.25 (0.32–4.88) 1.42 (0.38–5.31)
Three and over 79 7 2.30 (0.48–11.11) 2.37 (0.41–11.64)

# Odds Ratios adjusted for sex, age and ever smoked.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.5 Odds Ratios associated with onset of smoking at T2:

Mental health and substance use variables

Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

CIS–R score at T1 n.s. n.s.
0 – 5 575 4 1.00 ——————— 1.00 ———————
6 – 11 600 6 1.51 (0.78–2.90) 1.21 (0.59–2.45)
12 – 17 230 2 0.56 (0.24–1.28) 0.41 (0.16–1.06)
18 and over 193 3 0.79 (0.33–1.92) 0.68 (0.26–1.76)

Change in mental health n.s. +
No disorder at T1 or T2 1058 4 1.00 ——————— 1.00 ———————
Onset of disorder 117 13 3.68* (1.17–11.61) 4.65* (1.38–15.71)
Recovery 229 3 0.67 (0.29–1.54) 0.56 (0.22–1.45)
Persistent disorder 194 3 0.70 (0.29–1.64) 0.57 (0.22–1.49)

AUDIT score at T1 + n.s.
No hazardous use 1238 3 1.00 ——————— 1.00 ———————
Hazardous but not dependent 216 8 2.55* (1.09–5.98) 2.49* (1.02–6.08)
Alcohol dependence 140 9 2.88* (1.24–6.69) 1.75 (0.65–4.66)

Drug use at T1 +++ +++
No drug use 1510 3 1.00 ——————— 1.00 ———————
Used any drug in last year 85 27 11.58*** (5.18–25.89) 5.41*** (2.20–13.26)

# Odds Ratios adjusted for sex, age and ever smoked.

**p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,  +  p<0.05,  n.s. = not significant
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Table 5.6 Odds Ratios associated with recovery from smoking at T2

    Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Sex n.s. n.s.
Male 344 9 1.00 ——————— 1.00 ———————
Female 460 14 1.56 (0.84–2.88) 1.29 (0.68–2.41)

Age at T1 n.s. n.s.
16–24 111 13 1.00 ——————— 1.00 ———————
25–34 202 14 1.04 (0.41–2.63) 1.07 (0.40–2.87)
35–44 199 8 0.55 (0.21–1.47) 0.58 (0.21–1.60)
45–54 137 14 1.05 (0.34–3.30) 1.34 (0.40–4.47)
55–64 98 10 0.73 (0.27–1.98) 0.91 (0.29–2.86)
65–74 57 11 0.84 (0.25–2.84) 0.84 (0.24–2.91)

Number cigarettes per day at T1 +++ +++
less than 5 113 27 1.00 ——————— 1.00 ———————
5 up to 10 113 17 0.56 (0.24–1.30) 0.56 (0.24–1.31)
10 up to 20 317 11 0.33** (0.15–0.74) 0.34** (0.15–0.75)
20 or more 261 4 0.11*** (0.05–0.24) 0.11*** (0.05–0.26)

# Odds Ratios adjusted for the other variables in the table.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.7 Odds Ratios associated with recovery from smoking at T2:

Demographic variables

    Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio # interval

All adults
n.s. n.s.

White 757 12 1.00 ——————— 1.00 ———————
Other 42 10 0.85 (0.29–2.51) 0.69 (0.22–2.19)

Area type n.s. n.s.
Urban 582 12 1.00 ——————— 1.00 ———————
Semi–rural 158 11 0.98 (0.43–2.23) 0.98 (0.40–2.41)
Rural 64 14 1.23 (0.47–3.26) 1.21 (0.46–3.22)

Educational qualifications n.s. n.s.
Degree 79 11 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 54 11 0.95 (0.30–2.97) 0.97 (0.27–3.47)
A Level 104 17 1.54 (0.52–4.54) 1.64 (0.54–4.96)
GCSE or equivalent 298 13 1.16 (0.52–2.61) 1.36 (0.58–3.21)
No qualifcations 263 8 0.68 (0.26–1.77) 0.85 (0.31–2.38)

De facto marital status at T1 n.s. n.s.
Married 279 14 1.00 ——————— 1.00 ———————
Cohabiting 113 6 0.36* (0.15–0.85) 0.31* (0.12–0.79)
Single 202 11 0.74 (0.33–1.65) 0.51 (0.21–1.22)
Widowed 52 10 0.70 (0.20–2.38) 0.86 (0.22–3.41)
Divorced 109 9 0.57 (0.24–1.36) 0.65 (0.24–1.77)
Separated 49 20 1.47 (0.49–4.41) 1.48 (0.51–4.33)

Family type at T1 n.s. n.s.
Couple,  no child 173 12 1.00 ——————— 1.00 ———————
Couple and child(ren) 220 12 1.09 (0.48–2.47) 1.03 (0.42–2.52)
Lone parent and child(ren) 107 10 0.85 (0.34–2.14) 0.72 (0.24–2.09)
One person only 236 12 1.00 (0.45–2.24) 0.93 (0.40–2.15)
Adult and parent(s) 68 12 1.00 (0.32–3.13) 0.95 (0.26–3.46)

Household size at T1 n.s. n.s.
1 212 13 1.00 ——————— 1.00 ———————
2 234 11 0.86 (0.40–1.87) 0.81 (0.37–1.76)
3 152 15 1.18 (0.48–2.89) 0.95 (0.34–2.61)
4 138 9 0.66 (0.27–1.62) 0.64 (0.27–1.53)
5 and over 68 12 0.93 (0.33–2.63) 0.92 (0.32–2.68)

# Odds Ratios adjusted for sex, age and number of cigarettes smoked per day.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant



89

5

Better or worse: a longitudinal study of the mental health of adults

Tobacco, alcohol and drug use and cessation of use at follow-up

Table 5.8 Odds Ratios associated with recovery from smoking at T2:

Economic variables

    Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Social class at T1 + n.s.
I and II 215 18 1.00 ——————— 1.00 ———————
IIINM 176 12 0.63  (0.29–1.35) 0.60 (0.27–1.31)
IIIM 175 7 0.36* (0.16–0.85) 0.50 (0.19–1.26)
IV 146 9 0.47 (0.18–1.21) 0.58 (0.21–1.61)
V 65 4 0.17* (0.04–0.65) 0.19* (0.05–0.75)

Manual or non–manual work
at T1 + n.s.
Non–manual 391 15 1.00 ——————— 1.00 ———————
Manual 386 8 0.45* (0.24–0.83) 0.58 (0.30–1.12)

Employment status at T1 + n.s.
Working full time 326 11 1.00 ——————— 1.00 ———————
Working part time 133 20 1.92 (0.90–4.12) 1.33 (0.61–2.91)
Unemployed 43 4 0.32 (0.08–1.33) 0.31 (0.08–1.27)
Long term sick or disabled 132 8 0.71 (0.33–1.54) 0.70 (0.30–1.66)
Other economically inactive 165 8 0.69 (0.31–1.53) 0.53 (0.24–1.17)

Change in employment status + +
Employed at T1 and T2 418 13 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 293 9 0.64 (0.36–1.15) 0.63 (0.33–1.19)
Not employed at T1, employed

at T2 47 2 0.11* (0.01–0.88) 0.12* (0.01–0.91)
Employed at T1,  not employed

at T2 41 22 1.85 (0.73–4.74) 1.85 (0.69–4.97)

Tenure of accommodation
at T1 n.s. n.s.
Owned outright 108 12 1.00 ——————— 1.00 ———————
Owned with mortgage 329 14 1.19 (0.56–2.52) 0.99 (0.43–2.27)
Rented from LA or HA 273 8 0.62 (0.28–1.39) 0.66 (0.28–1.54)
Rented from other source 88 8 0.64 (0.23–1.77) 0.47 (0.14–1.56)

Respondent’s grouped weekly
gross income at T1 n.s. n.s.
£400 and over 102 10 1.00 ——————— 1.00 ———————
£200 but under £400 209 16 1.70 (0.70–4.15) 1.74 (0.69–4.36)
£100 but under £200 222 11 1.10 (0.43–2.79) 1.09 (0.41–2.85)
Under £100 251 10 0.95 (0.36–2.51) 0.87 (0.32–2.35)

Change in respondent’s
income n.s. n.s.
About the same 487 14 1.00 ——————— 1.00 ———————
Around 20% or more fall 92 7 0.45* (0.21–0.97) 0.48 (0.22–1.02)
Around 20% or more increase 196 11 0.77 (0.37–1.61) 0.64 (0.28–1.46)

Household’s grouped weekly
gross income at T1 n.s. n.s.
£400 and over 263 12 1.00 ——————— 1.00 ———————
£200 but under £400 185 14 1.11 (0.52–2.37) 1.22 (0.55–2.70)
£100 but under £200 179 8 0.65 (0.31–1.35) 0.77 (0.34–1.77)
Under £100 106 7 0.51 (0.20–1.30) 0.47 (0.17–1.32)

# Odds Ratios adjusted for sex, age and number of cigarettes smoked per day.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.9 Odds Ratios associated with recovery from smoking at T2:

Social context variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Perceived social support score
grouped at T1 n.s. n.s.
No lack 514 12 1.00 ——————— 1.00 ———————
Moderate lack 198 13 1.07 (0.57–2.00) 1.31 (0.69–2.51)
Severe lack 86 6 0.48 (0.17–1.35) 0.60 (0.21–1.66)

Size of primary support
group at T1 n.s. n.s.
9 or more 464 12 1.00 ——————— 1.00 ———————
4 to 8 269 10 0.81 (0.42–1.55) 0.79 (0.41–1.53)
0 to 3 67 11 0.84 (0.30–2.36) 1.05 (0.37–2.95)

Number of stressful life
 events before T1 n.s. n.s.
None or one 84 11 1.00 ——————— 1.00 ———————
Two 97 9 0.76 (0.22–2.72) 0.74 (0.20–2.70)
Three 122 15 1.43 (0.43–4.77) 1.37 (0.40–4.66)
Four 112 13 1.22 (0.34–4.40) 1.54 (0.41–5.72)
Five 103 15 1.39 (0.35–5.45) 1.70 (0.42–6.87)
Six and over 286 8 0.71 (0.22–2.29) 0.91 (0.28–3.02)

Number of stressful life events
from T1 to T2 n.s. n.s.
None 300 10 1.00 ——————— 1.00 ———————
One 268 16 1.62 (0.78–3.34) 1.87 (0.89–3.92)
Two 138 12 1.15 (0.52–2.55) 1.22 (0.54–2.73)
Three and over 98 6 0.53 (0.21–1.33) 0.56 (0.22–1.43)

# Odds Ratios adjusted for sex, age and number of cigarettes smoked per day.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.10 Odds Ratios associated with recovery from smoking at T2:

Mental health and substance use variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

CIS–R score at T1 n.s. n.s.
0–5 219 12 1.00 ——————— 1.00 ———————
6–11 262 14 1.19 (0.62–2.30) 1.07 (0.54–2.13)
12–17 151 8 0.64 (0.30–1.37) 0.70 (0.32–1.55)
18 and over 172 9 0.69 (0.32–1.49) 0.76 (0.34–1.71)

Change in mental health n.s. n.s.
No disorder at T1 or T2 414 13 1.00 ——————— 1.00 ———————
Onset of disorder 67 12 0.88 (0.35–2.19) 0.74 (0.28–1.92)
Recovery 136 10 0.75 (0.38–1.49) 0.80 (0.38–1.68)
Persistent disorder 187 7 0.53 (0.26–1.07) 0.62 (0.31–1.24)

AUDIT score at T1 n.s. n.s.
No hazardous use 489 14 1.00 ——————— 1.00 ———————
Hazardous but not dependent 144 10 0.68 (0.30–1.52) 0.78 (0.33–1.87)
Alcohol dependence 169 7 0.46* (0.22–0.94) 0.53 (0.21–1.34)

Drug use at T1 n.s. n.s.
No drug use 594 11 1.00 ——————— 1.00 ———————
Used any drug in last year 208 15 1.47 (0.72–2.98) 1.50 (0.65–3.47)

# Odds Ratios adjusted for sex, age and number of cigarettes smoked per day.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.11 Odds Ratios associated with onset of hazardous or dependent drinking at T2

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women 1136 7

Age at T1 +++ +++
16–24 74 24 1.00 ——————— 1.00 ———————
25–34 234 9 0.34* (0.12–0.97) 0.36 (0.13–1.01)
35–44 236 5 0.18** (0.06–0.52) 0.21** (0.08–0.58)
45–54 231 8 0.28* (0.10–0.79) 0.28* (0.10–0.78)
55–64 188 1 0.04*** (0.01–0.13) 0.04*** (0.01–0.13)
65–74 173 2 0.06*** (0.01–0.29) 0.11** (0.02–0.48)

Audit score at T1 n.s. n.s
0 213 3 1.00 1.00
1–7 923 8 3.03 (0.75–12.22) 2.47 (0.61–9.99)

Men 587 13

Age at T1 +++ +++
16–24 41 33 1.00 ——————— 1.00 ———————
25–34 91 28 0.76 (0.23–2.55) 0.54 (0.16–1.84)
35–44 114 8 0.18** (0.05–0.60) 0.09*** (0.25–0.31)
45–54 137 5 0.11** (0.03–0.37) 0.08*** (0.02–0.30)
55–64 113 8 0.17** (0.05–0.64) 0.14** (0.04–0.52)
65–74 91 5 0.11** (0.25–0.46) 0.12** (0.03–0.54)

Audit score at T1 ++ +++
0 95 3 1.00 ——————— 1.00 ———————
1–7 492 15 5.35** (1.91–15.02) 10.55** (2.81–39.66)

All adults 1723 10

Sex ++ +
Male 587 13 1.00 ——————— 1.00 ———————
Female 1136 7 0.52** (0.33–0.83) 0.56* (0.36–0.87)

Age at T1 +++ +++
16–24 115 28 1.00 ——————— 1.00 ———————
25–34 325 16 0.48  (0.22–1.06) 0.45* (0.21–0.97)
35–44 350 7 0.18*** (0.08–0.38) 0.14*** (0.06–0.29)
45–54 368 7 0.18*** (0.08–0.39) 0.16*** (0.07–0.35)
55–64 301 4 0.11*** (0.04–0.30) 0.10*** (0.04–0.27)
65–74 264 3 0.09*** (0.03–0.25) 0.12*** (0.04–0.34)

Audit score at T1 ++ ++
0 308 3 1.00 ——————— 1.00 ———————
1–7 1415 11 4.02** (1.67–9.65) 5.55** (1.82–16.86)

# Odds Ratios adjusted for the other variables in the table.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.12 Odds Ratios associated with onset of hazardous or dependent drinking at T2:

Demographic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio # interval

Women

Ethnicity ++ +
White 1073 8 1.00 ——————— 1.00 ———————
Other 59 1 0.17** (0.05–0.64) 0.17* (0.04–0.73)

Area type n.s. n.s.
Urban 735 7 1.00 ——————— 1.00 ———————
Semi–rural 279 10 1.50 (0.65–3.43) 1.60 (0.69–3.73)
Rural 122 4 0.51 (0.16–1.63) 0.51 (0.15–1.77)

Educational qualifications n.s. n.s.
Degree 163 4 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 107 7 1.61 (0.35–7.44) 1.68 (0.42–6.81)
A Level 129 8 1.91 (0.65–5.58) 1.29 (0.42–3.99)
GCSE or equivalent 402 9 1.99 (0.89–4.44) 1.73 (0.78–3.83)
No qualifcations 331 7 1.63 (0.63–4.22) 2.95* (1.05–8.26)

De facto marital status at T1 n.s. n.s.
Married 603 5 1.00 ——————— 1.00 ———————
Cohabiting 85 8 1.56 (0.50–4.88) 0.76 (0.25–2.34)
Single 145 14 2.90* (1.14–7.36) 0.79 (0.32–1.91)
Widowed 116 4 0.68 (0.08–5.55) 2.43 (0.26–22.81)
Divorced 128 16 3.52* (1.06–11.68) 4.12* (1.13–14.93)
Separated 59 9 1.79 (0.50–6.35) 1.24 (0.32–4.87)

Family type at T1 +++ ++
Couple,  no child 347 8 1.00 ——————— 1.00 ———————
Couple and child(ren) 340 3 0.34* (0.14–0.82) 0.20** (0.08–0.50)
Lone parent and child(ren) 156 14 1.85 (0.58–5.83) 1.16 (0.34–3.95)
One person only 251 4 0.45 (0.17–1.19) 0.41 (0.17–1.01)
Adult and parent(s) 42 21 2.84 (0.89–9.07) 0.57 (0.18–1.82)

Household size at T1 n.s. n.s.
1 234 5 1.00 ——————— 1.00 ———————
2 416 8 1.70 (0.65–4.48) 1.49 (0.58–3.83)
3 222 7 1.61 (0.52–4.98) 0.75 (0.21–2.74)
4 188 7 1.52 (0.55–4.26) 0.70 (0.25–1.98)
5 and over 76 12 2.73 (0.57–13.18) 1.09 (0.29–4.08)

# Odds Ratios adjusted for sex (if appropriate), age and CIS–R score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant

Table continued on page 94.
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Table 5.12 (continued)  Odds Ratios associated with onset of hazardous or dependent drinking at T2:

 Demographic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Men

Ethnicity + n.s.
White 544 14 1.00 ——————— 1.00 ———————
Other 42 4 0.23* (0.07–0.70) 0.46 (0.14–1.47)

Area type n.s. n.s.
Urban 367 10 1.00 ——————— 1.00 ———————
Semi–rural 158 19 2.09* (1.01–4.32) 1.71 (0.84–3.49)
Rural 62 15 1.58 (0.58–4.31) 1.68 (0.60–4.66)

Educational qualifications n.s. n.s.
Degree 119 6 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 49 23 4.48* (1.06–18.90) 4.74* (1.35–16.72)
A Level 88 16 2.93 (0.94–9.07) 2.65 (0.82–8.59)
GCSE or equivalent 171 18 3.38* (1.15–9.92) 3.54* (1.26–9.99)
No qualifcations 159 9 1.55 (0.49–4.88) 3.31* (1.06–10.37)

De facto marital status at T1 ++ n.s.
Married 350 8 1.00 ——————— 1.00 ———————
Cohabiting 45 26 4.22** (1.53–11.62) 1.51 (0.55–4.15)
Single 99 26 4.22** (1.86–9.56) 1.99 (0.73–5.44)
Widowed 17 3 0.34 (0.04–2.95) 0.89 (0.09–8.83)
Divorced 61 11 1.57 (0.48–5.16) 1.45 (0.38–5.56)
Separated 15 12 1.65 (0.39–7.03) 1.93 (0.39–9.61)

Family type at T1 ++ n.s.
Couple,  no child 193 13 1.00 ——————— 1.00 ———————
Couple and child(ren) 201 7 0.52 (0.23–1.21) 0.30* (0.12–0.78)
Lone parent and child(ren) 13 5 0.39 (0.07–2.04) 0.25 (0.04–1.70)
One person only 131 11 0.80 (0.32–2.03) 0.64 (0.22–1.87)
Adult and parent(s) 49 31 3.14* (1.20–8.24) 1.07 (0.27–4.32)

Household size at T1 n.s. n.s.
1 123 11 1.00 ——————— 1.00 ———————
2 209 14 1.25 (0.48–3.22) 1.84 (0.55–6.17)
3 113 14 1.27 (0.42–3.85) 0.79 (0.23–2.78)
4 107 16 1.56 (0.53–4.54) 0.69 (0.21–2.33)
5 and over 35 4 0.37 (0.08–1.75) 0.26 (0.05–1.36)
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Table 5.12 (continued)  Odds Ratios associated with onset of hazardous or dependent drinking at T2:

Demographic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Ethnicity ++ +
White 1617 11 1.00 ——————— 1.00 ———————
Other 101 3 0.24** (0.10–0.56) 0.31* (0.13–0.78)

Area type n.s. n.s.
Urban 1102 8 1.00 ——————— 1.00 ———————
Semi–rural 437 14 1.78* (1.02–3.09) 1.69 (0.97–2.95)
Rural 184 8 0.96 (0.43–2.14) 1.01 (0.44–2.29)

Educational qualifications n.s. +
Degree 282 5 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 156 14 2.77 (0.95–8.10) 3.23* (1.24–8.37)
A Level 217 12 2.31 (1.00–5.33) 1.98 (0.84–4.66)
GCSE or equivalent 573 12 2.39* (1.17–4.90) 2.65** (1.31–5.39)
No qualifcations 490 8 1.52 (0.69–3.37) 3.31** (1.45–7.56)

De facto marital status at T1 +++ n.s.
Married 953 6 1.00 ——————— 1.00 ———————
Cohabiting 130 16 2.76** (1.31–5.80) 1.13 (0.53–2.42)
Single 244 20 3.76*** (2.02–6.99) 1.22 (0.62–2.38)
Widowed 133 4 0.54 (0.09–3.43) 2.23 (0.31–15.87)
Divorced 189 15 2.56* (1.04–6.31) 3.00* (1.06–8.51)
Separated 74 10 1.60 (0.60–4.27) 1.48 (0.49–4.42)

Family type at T1 +++ +++
Couple,  no child 540 10 1.00 ——————— 1.00 ———————
Couple and child(ren) 541 5 0.44* (0.24–0.82) 0.25*** (0.13–0.49)
Lone parent and child(ren) 169 14 1.36 (0.51–3.62) 1.13 (0.36–3.56)
One person only 382 6 0.60 (0.31–1.19) 0.51 (0.25–1.06)
Adult and parent(s) 91 27 3.22** (1.52–6.81) 0.73 (0.30–1.76)

Household size at T1 n.s. +
1 357 7 1.00 ——————— 1.00 ———————
2 625 10 1.45 (0.72–2.92) 1.66 (0.75–3.64)
3 335 10 1.51 (0.69–3.34) 0.78 (0.33–1.86)
4 295 11 1.60 (0.75–3.42) 0.72 (0.33–1.57)
5 and over 111 8 1.21 (0.35–4.15) 0.61 (0.20–1.90)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.13 Odds Ratios associated with onset of hazardous or dependent drinking at T2:

Economic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women

Social class at T1 n.s. n.s.
I 29 [2] 1.00 ——————— 1.00 ———————
II 360 9 2.17 (0.42–11.21) 2.99 (0.52–17.22)
IIINM 374 6 1.35 (0.26–7.06) 1.91 (0.33–11.15)
IIIM 102 3 0.60 (0.09–3.79) 0.99 (0.14–7.13)
IV 167 10 2.53 (0.45–14.35) 3.83 (0.56–26.10)
V 77 5 1.11 (0.11–11.46) 1.70 (0.14–20.23)

Manual or non–manual work
at T1 n.s. n.s.

Non–manual 763 7 1.00 ——————— 1.00 ———————
Manual 346 7 0.93 (0.42–2.07) 1.06 (0.45–2.53)

Employment status at T1 n.s. n.s.
Working full time 317 9 1.00 ——————— 1.00 ———————
Working part time 298 8 0.96 (0.41–2.26) 1.13 (0.45–2.86)
Unemployed 34 27 3.88 (0.69–21.70) 2.55 (0.71–9.13)
Long term sick or disabled 103 3 0.33 (0.10–1.11) 0.75 (0.19–2.93)
Other economically inactive 380 4 0.49 (0.19–1.24) 0.93 (0.36–2.42)

Change in employment status + n.s.
Employed at T1 and T2 559 9 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 459 4 0.40* (0.19–0.83) 0.85 (0.38–1.89)
Not employed at T1, employed

at T2 58 18 2.28 (0.55–9.48) 1.49 (0.48–4.59)
Employed at T1,  not employed

at T2 56 6 0.65 (0.20–2.13) 0.81 (0.26–2.58)

Tenure of accommodation at T1 +++ n.s.
Owned outright 273 2 1.00 ——————— 1.00 ———————
Owned with mortgage 530 11 5.99*** (2.28–15.71) 3.08* (1.06–8.96)
Rented from LA or HA 251 3 1.47 (0.49–4.39) 1.17 (0.34–4.02)
Rented from other source 77 7 3.66* (1.05–12.76) 1.76 (0.43–7.22)

Respondent’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 122 10 1.00 ——————— 1.00 ———————
£200 but under £400 228 6 0.63 (0.19–2.10) 0.72 (0.20–2.53)
£100 but under £200 340 5 0.50 (0.17–1.49) 0.74 (0.23–2.40)
Under £100 416 10 0.99 (0.34–2.93) 1.36 (0.43–4.25)

Change in respondent’s income + n.s.
About the same 671 6 1.00 ——————— 1.00 ———————
Around 20% or more fall 157 6 1.00 (0.29–3.48) 0.98 (0.26–3.74)
Around 20% or more increase 263 13 2.48* (1.16–5.32) 1.76 (0.81–3.84)

Household’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 421 9 1.00 ——————— 1.00 ———————
£200 but under £400 276 5 0.55 (0.19–1.60) 0.60 (0.21–1.70)
£100 but under £200 240 5 0.53 (0.23–1.19) 1.08 (0.45–2.63)
Under £100 110 4 0.41 (0.11–1.56) 0.65 (0.16–2.65)
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Table 5.13 (continued)  Odds Ratios associated with onset of hazardous or dependent drinking at T2:

  Economic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio # interval

Men

Social class at T1 n.s. n.s.
I 58 9 1.00 ——————— 1.00 ———————
II 193 12 1.28 (0.33–4.98) 1.43 (0.39–5.23)
IIINM 61 11 1.24 (0.29–5.25) 1.61 (0.41–6.37)
IIIM 164 17 1.96 (0.53–7.34) 3.30 (0.89–12.23)
IV 75 16 1.84 (0.44–7.73) 2.57 (0.56–11.69)
V 20 30 4.10 (0.54–31.38) 5.92* (1.27–27.52)

Manual or non–manual work
at T1 n.s. +

Non–manual 312 11 1.00 ——————— 1.00 ———————
Manual 260 17 1.66 (0.83–3.32) 2.29* (1.31–4.65)

Employment status at T1 + n.s.
Working full time 321 14 1.00 ——————— 1.00 ———————
Working part time 43 25 2.05 (0.66–6.32) 2.96* (1.18–7.40)
Unemployed 17 35 3.22 (0.63–16.49) 2.18 (0.56–8.53)
Long term sick or disabled 85 9 0.56 (0.27–1.15) 2.01 (0.76–5.34)
Other economically inactive 120 5 0.34* (0.13–0.91) 1.88 (0.56–6.34)

Change in employment status n.s. n.s.
Employed at T1 and T2 341 16 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 200 9 0.49 (0.23–1.06) 2.59* (1.04–6.42)
Not employed at T1, employed

at T2 21 [5] 0.48 (0.12–1.89) 0.61 (0.15–2.37)
Employed at T1,  not employed

at T2 23 [1] 0.58 (0.07–4.62) 1.26 (0.31–5.13)

Tenure of accommodation at T1 + n.s.
Owned outright 158 6 1.00 ——————— 1.00 ———————
Owned with mortgage 280 18 3.53** (1.43–8.72) 0.96 (0.30–3.07)
Rented from LA or HA 115 10 1.71 (0.53–5.46) 1.06 (0.23–4.95)
Rented from other source 31 17 3.40 (0.71–16.35) 1.04 (0.22–4.85)

Respondent’s grouped weekly
gross income at T1 n.s. +

£400 and over 173 8 1.00 ——————— 1.00 ———————
£200 but under £400 185 14 1.81 (0.68–4.79) 2.52* (1.01–6.31)
£100 but under £200 129 11 1.29 (0.47–3.55) 2.57 (0.69–9.62)
Under £100 91 24 3.40* (1.21–9.61) 5.47** (2.00–15.01)

Change in respondent’s income n.s. n.s.
About the same 383 11 1.00 ——————— 1.00 ———————
Around 20% or more fall 61 7 0.62 (0.13–3.01) 0.53 (0.14–2.04)
Around 20% or more increase 119 23 2.30* (1.01–5.23) 2.04 (0.85–4.90)

Household’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 212 15 1.00 ——————— 1.00 ———————
£200 but under £400 156 11 0.72 (0.30–1.76) 1.38 (0.53–3.59)
£100 but under £200 94 16 1.07 (0.38–3.04) 2.36 (0.90–6.18)
Under £100 44 10 0.63 (0.16–2.50) 1.50 (0.30–7.43)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant

Table continued on page 98.
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Table 5.13 (continued)  Odds Ratios associated with onset of hazardous or dependent drinking at T2:

   Economic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Social class at T1 n.s. n.s.
I 87 8 1.00 ——————— 1.00 ———————
II 553 10 1.29 (0.42–3.95) 1.90 (0.65–5.58)
IIINM 435 7 0.85 (0.27–2.66) 1.57 (0.54–4.62)
IIIM 266 13 1.66 (0.51–5.36) 2.64 (0.85–8.17)
IV 242 13 1.66 (0.52–5.37) 2.84 (0.85–9.51)
V 97 10 1.32 (0.27–6.36) 2.34 (0.52–10.48)

Manual or non–manual work
at T1 n.s. n.s.

Non–manual 1075 9 1.00 ——————— 1.00 ———————
Manual 606 12 1.48 (0.90–2.44) 1.62 (0.95–2.78)

Employment status at T1 +++ n.s.
Working full time 638 12 1.00 ——————— 1.00 ———————
Working part time 341 11 0.92 (0.51–1.64) 1.64 (0.84–3.21)
Unemployed 51 30 3.19* (1.01–10.07) 2.48 (0.98–6.33)
Long term sick or disabled 188 6 0.47* (0.26–0.87) 1.37 (0.65–2.90)
Other economically inactive 500 5 0.37** (0.19–0.72) 1.24 (0.58–2.63)

Change in employment status + n.s.
Employed at T1 and T2 900 12 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 659 6 0.43** (0.25–0.74) 1.37 (0.77–2.43)
Not employed at T1, employed

at T2 79 14 1.17 (0.38–3.55) 1.01 (0.39–2.62)
Employed at T1,  not employed

at T2 79 7 0.53 (0.18–1.54) 0.95 (0.38–2.43)

Tenure of accommodation at T1 +++ n.s.
Owned outright 431 4 1.00 ——————— 1.00 ———————
Owned with mortgage 810 14 4.07*** (2.01–8.25) 1.66 (0.76–3.59)
Rented from LA or HA 366 6 1.51 (0.64–3.55) 1.09 (0.40–2.98)
Rented from other source 108 12 3.42* (1.14–10.22) 1.30 (0.47–3.60)

Respondent’s grouped weekly
gross income at T1 n.s. +

£400 and over 295 9 1.00 ——————— 1.00 ———————
£200 but under £400 413 10 1.23 (0.57–2.65) 1.74 (0.80–3.79)
£100 but under £200 469 7 0.75 (0.36–1.59) 1.71 (0.72–4.08)
Under £100 507 13 1.58 (0.79–3.17) 3.18** (1.45–6.98)

Change in respondent’s income ++ +
About the same 1054 8 1.00 ——————— 1.00 ———————
Around 20% or more fall 218 6 0.74 (0.28–1.94) 0.75 (0.28–2.01)
Around 20% or more increase 382 17 2.26** (1.32–3.88) 1.82* (1.07–3.10)

Household’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 633 11 1.00 ——————— 1.00 ———————
£200 but under £400 432 8 0.69 (0.34–1.42) 0.91 (0.44–1.87)
£100 but under £200 334 9 0.75 (0.37–1.53) 1.60 (0.81–3.16)
Under £100 154 6 0.50 (0.18–1.33) 0.96 (0.33–2.79)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.14 Odds Ratios associated with onset of hazardous or dependent drinking at T2:

Social context variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women

Perceived social support
score grouped at T1 n.s. n.s.

No lack 836 8 1.00 ——————— 1.00 ———————
Moderate lack 219 6 0.74 (0.33–1.66) 0.71 (0.30–1.67)
Severe lack 73 8 1.06 (0.26–4.27) 1.07 (0.22–5.25)

Size of primary support
group at T1 n.s. n.s.

9 or more 675 7 1.00 ——————— 1.00 ———————
4 to 8 394 8 1.10 (0.55–2.18) 1.06 (0.52–2.15)
0 to 3 63 10 1.43 (0.31–6.62) 1.75 (0.33–9.28)

Number of stressful life
events before T1 n.s. n.s.

None or one 139 6 1.00 ——————— 1.00 ———————
Two 175 5 0.89 (0.27–3.01) 0.93 (0.28–3.05)
Three 226 9 1.62 (0.62–4.21) 1.89 (0.74–4.84)
Four 185 10 1.77 (0.62–5.08) 2.64 (0.82–8.51)
Five 139 7 1.23 (0.36–4.20) 2.01 (0.52–7.79)
Six and over 272 5 0.87 (0.34–2.24) 1.22 (0.46–3.21)

Number of stressful life
events from T1 to T2 + +

None 453 6 1.00 ——————— 1.00 ———————
One 415 5 0.86 (0.36–2.06) 0.88 (0.37–2.09)
Two 194 14 2.70* (1.04–7.01) 2.85* (1.06–7.64)
Three and over 74 17 3.27* (1.02–10.49) 3.46* (1.18–10.12)

Men

Perceived social support
score grouped at T1 n.s. n.s.

No lack 364 12 1.00 ——————— 1.00 ———————
Moderate lack 158 15 1.25 (0.58–2.72) 1.24 (0.55–2.77)
Severe lack 62 14 1.18 (0.39–3.58) 1.11 (0.37–3.33)

Size of primary support
group at T1 + n.s.

9 or more 363 12 1.00 ——————— 1.00 ———————
4 to 8 171 17 1.49 (0.72–3.05) 1.13 (0.54–2.37)
0 to 3 51 3 0.22* (0.06–0.86) 0.22 (0.04–1.17)

Number of stressful life
events before T1 n.s. n.s.

None or one 63 19 1.00 ——————— 1.00 ———————
Two 91 20 1.04 (0.36–3.01) 1.27 (0.40–4.02)
Three 95 10 0.49 (0.15–1.57) 1.06 (0.38–2.97)
Four 95 5 0.22* (0.07–0.73) 0.36 (0.11–1.17)
Five 80 14 0.70 (0.21–2.26) 1.41 (0.43–4.67)
Six and over 163 9 0.43 (0.16–1.16) 0.73 (0.27–1.96)

Number of stressful life
events from T1 to T2 n.s. n.s.

None 282 12 1.00 ——————— 1.00 ———————
One 195 16 1.39 (0.64–2.99) 1.21 (0.55–2.69)
Two 74 4 0.31* (0.10–0.98) 0.44 (0.15–1.31)
Three and over 36 22 1.99 (0.63–6.27) 2.59 (0.52–13.00)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant

Table continued on page 100.
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Table 5.14 (continued)  Odds Ratios associated with onset of hazardous or dependent drinking at T2:

  Social context variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All Adults

Perceived social support
score grouped at T1 n.s. n.s.

No lack 1200 9 1.00 ——————— 1.00 ———————
Moderate lack 377 11 1.16 (0.66–2.05) 1.00 (0.55–1.81)
Severe lack 135 12 1.26 (0.50–3.21) 1.08 (0.41–2.88)

Size of primary support
group at T1 n.s. n.s.

9 or more 1038 9 1.00 ——————— 1.00 ———————
4 to 8 565 12 1.26 (0.76–2.08) 1.12 (0.67–1.87)
0 to 3 114 6 0.66 (0.21–2.11) 0.74 (0.19–2.97)

Number of stressful life
events before T1 n.s. n.s.

None or one 202 11 1.00 ——————— 1.00 ———————
Two 266 12 1.05 (0.50–2.19) 1.14 (0.55–2.40)
Three 321 10 0.84 (0.39–1.81) 1.36 (0.69–2.69)
Four 280 8 0.69 (0.30–1.57) 1.14 (0.47–2.75)
Five 219 11 0.91 (0.38–2.15) 1.60 (0.67–3.80)
Six and over 435 7 0.59 (0.29–1.20) 0.91 (0.46–1.82)

Number of stressful life
events from T1 to T2 n.s. n.s.

None 735 9 1.00 ——————— 1.00 ———————
One 610 9 1.05 (0.60–1.84) 1.07 (0.61–1.87)
Two 268 11 1.29 (0.62–2.69) 1.76 (0.78–3.99)
Three and over 110 19 2.36* (1.06–5.24) 3.00* (1.20–7.46)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant
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Table 5.15 Odds Ratios associated with onset of hazardous or dependent drinking at T2:

Mental health and substance use variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women

CIS–R score at T1 n.s. n.s.
0–5 301 7 1.00 ——————— 1.00 ———————
6–11 459 9 1.29 (0.68–2.45) 1.23 (0.64–2.38)
12–17 194 7 0.93 (0.39–2.25) 0.78 (0.31–1.99)
18 and over 182 6 0.80 (0.30–2.13) 0.94 (0.34–2.56)

Change in mental health n.s. n.s.
No disorder at T1 or T2 666 7 1.00 ——————— 1.00 ———————
Onset of disorder 94 17 2.87* (1.05–7.87) 2.86* (1.02–8.04)
Recovery 185 5 0.70 (0.27–1.83) 0.72 (0.26–2.00)
Persistent disorder 191 8 1.14 (0.51–2.54) 1.06 (0.46–2.44)

Smoking status at T1 n.s. n.s.
Never regular 567 6 1.00 ——————— 1.00 ———————
Ex–regular 236 8 1.44 (0.61–3.44) 2.25 (0.99–5.09)
Light 110 11 2.16 (0.69–6.76) 1.65 (0.47–5.75)
Moderate 135 15 2.97* (1.05–8.38) 2.60 (0.77–8.76)
Heavy 88 6 1.16 (0.40–3.37) 0.95 (0.26–3.43)

Drug use at T1 + n.s.
No drug use 1073 7 1.00 1.00
Used any drug in last year 62 20 3.57* (1.01–12.68) 1.45 (0.53–3.96)

Men

CIS–R score at T1 n.s. n.s.
0–5 215 12 1.00 ——————— 1.00 ———————
6–11 201 14 1.15 (0.60–2.22) 1.27 (0.67–2.41)
12–17 86 19 1.72 (0.84–3.51) 1.56 (0.64–3.76)
18 and over 85 16 1.38 (0.57–3.37) 1.59 (0.59–4.31)

Change in mental health n.s. n.s.
No disorder at T1 or T2 373 12 1.00 ——————— 1.00 ———————
Onset of disorder 43 25 2.47 (0.71–8.58) 1.29 (0.45–3.73)
Recovery 87 13 1.16 (0.53–2.52) 1.01 (0.38–2.65)
Persistent disorder 84 22 2.13 (1.00–4.55) 2.25 (0.97–5.22)

Smoking status at T1 + ++
Never regular 241 10 1.00 ——————— 1.00 ———————
Ex–regular 192 11 1.12 (0.48–2.59) 3.23** (1.49–6.99)
Light 46 28 3.66* (1.00–13.34) 5.31** (1.64–17.26)
Moderate 58 34 4.72** (1.67–13.38) 3.66* (1.29–10.39)
Heavy 50 14 1.52 (0.42–5.56) 3.75 (0.82–17.26)

Drug use at T1 +++ ++
No drug use 536 11 1.00 ——————— 1.00 ———————
Used any drug in last year 51 50 8.39*** (3.47–20.30) 3.30** (1.50–7.23)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant

Table continued on page 102.
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Table 5.15 (continued)  Odds Ratios associated with onset of hazardous or dependent drinking at T2:

   Mental health and substance use variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

CIS–R score at T1 n.s. n.s.
0–5 516 10 1.00 ——————— 1.00 ———————
6–11 660 11 1.15 (0.72–1.83) 1.25 (0.78–2.01)
12–17 280 11 1.17 (0.67–2.03) 1.08 (0.57–2.06)
18 and over 267 10 1.02 (0.51–2.01) 1.26 (0.62–2.56)

Change in mental health n.s. n.s.
No disorder at T1 or T2 1039 9 1.00 ——————— 1.00 ———————
Onset of disorder 137 20 2.54* (1.14–5.63) 2.13 (0.93–4.89)
Recovery 272 8 0.86 (0.46–1.61) 0.87 (0.43–1.77)
Persistent disorder 275 13 1.47 (0.84–2.56) 1.51 (0.82–2.79)

Smoking status at T1 ++ +++
Never regular 808 7 1.00 ——————— 1.00 ———————
Ex–regular 428 9 1.31 (0.73–2.36) 2.60** (1.50–4.49)
Light 156 17 2.70* (1.15–6.32) 2.67* (1.17–6.10)
Moderate 193 22 3.63*** (1.79–7.34) 3.08** (1.38–6.85)
Heavy 138 10 1.46 (0.59–3.58) 1.87 (0.64–5.45)

Drug use at T1 +++ +
No drug use 1609 8 1.00 ——————— 1.00 ———————
Used any drug in last year 113 35 5.88*** (2.85–12.15) 2.22* (1.19–4.15)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.16 Odds Ratios associated with recovery from hazardous or dependent drinking at T2

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women 240 54

Age at T1 n.s. n.s.
16–24 40 50 1.00 ——————— 1.00 ———————
25–34 66 57 1.35 (0.49–3.71) 1.01 (0.34–3.02)
35–44 64 40 0.67 (0.22–2.01) 0.48 (0.16–1.43)
45–54 38 55 1.26 (0.44–3.60) 0.76 (0.26–2.25)
55–64 22 [12] 2.65 (0.71–9.93) 1.90 (0.44–8.14)
65–74 10 [8] 5.36 (0.65–44.43) 3.11 (0.36–27.15)

Audit score at T1 +++ ++
8–15 203 58 1.00 ——————— 1.00 ———————
16–40 37 20 0.18** (0.07–0.49) 0.21** (0.08–0.56)

Men 425 33

Age at T1 n.s. n.s.
16–24 62 17 1.00 ——————— 1.00 ———————
25–34 92 27 1.83 (0.68–4.94) 1.52 (0.51–4.53)
35–44 107 34 2.56 (0.95–6.89) 1.83 (0.60–5.61)
45–54 86 43 3.76* (1.32–10.69) 2.62 (0.85–8.07)
55–64 51 44 3.85* (1.29–11.44) 2.66 (0.69–10.16)
65–74 27 [13] 4.73* (1.33–16.82) 3.53 (0.79–15.71)

Audit score at T1 +++ +++
8–15 334 38 1.00 ——————— 1.00 ———————
16–40 91 6 0.10*** (0.04–0.29) 0.10*** (0.04–0.31)

All adults 665 39

Sex +++ ++
Male 425 33 1.00 ——————— 1.00 ———————
Female 240 54 2.34*** (1.51–3.64) 1.96** (1.22–3.13)

Age at T1 n.s. n.s.
16–24 102 28 1.00 ——————— 1.00 ———————
25–34 158 37 1.48 (0.71–3.06) 1.24 (0.58–2.65)
35–44 171 36 1.41 (0.69–2.87) 1.08 (0.51–2.30)
45–54 124 46 2.18 (1.00–4.78) 1.64 (0.73–3.69)
55–64 73 49 2.45* (1.05–5.73) 2.09 (0.79–5.51)
65–74 37 59 3.65* (1.27–10.52) 2.93 (0.94–9.18)

Audit score at T1 +++ +++
8–15 537 44 1.00 ——————— 1.00 ———————
16–40 128 9 0.13*** (0.06–0.25) 0.14*** (0.07–0.29)

# Odds Ratios adjusted for the other variables in the table.

“***  p<0.001,   **  p<0.01,   *  p<0.05”

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.17 Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

Demographic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women

Ethnicity n.s. n.s.
White 234 54 1.00 ——————— 1.00 ———————
Other 6 [1] 0.17 (0.02–1.49) 0.38 (0.03–4.53)

Area type n.s. n.s.
Urban 172 57 1.00 ——————— 1.00 ———————
Semi–rural 50 43 0.57 (0.22–1.46) 0.49 (0.19–1.25)
Rural 18 [7] 0.57 (0.14–2.23) 0.45 (0.10–1.93)

Educational qualifications n.s. n.s.
Degree 26 [9] 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 18 [9] 1.11 (0.23–5.37) 1.24 (0.25–6.19)
A Level 31 62 1.76 (0.44–7.00) 1.25 (0.33–4.74)
GCSE or equivalent 104 51 1.10 (0.33–3.65) 0.94 (0.29–3.00)
No qualifcations 61 57 1.44 (0.42–4.95) 1.23 (0.36–4.22)

De facto marital status at T1 n.s. n.s.
Married 90 63 1.00 ——————— 1.00 ———————
Cohabiting 32 48 0.54 (0.20–1.46) 0.97 (0.34–2.75)
Single 66 44 0.46 (0.19–1.11) 0.84 (0.25–2.87)
Widowed 8 [4] 0.26 (0.04–1.58) 0.29 (0.04–2.34)
Divorced 31 46 0.49 (0.18–1.36) 0.65 (0.20–2.09)
Separated 13 [6] 0.42 (0.12–1.46) 1.20 (0.28–5.12)

Family type at T1 n.s. n.s.
Couple,  no child 59 69 1.00 ——————— 1.00 ———————
Couple and child(ren) 63 50 0.44 (0.18–1.07) 0.38 (0.14–1.08)
Lone parent and child(ren) 37 44 0.35* (0.13–0.94) 0.48 (0.13–1.81)
One person only 60 44 0.34* (0.12–1.00) 0.40 (0.11–1.39)
Adult and parent(s) 21 [8] 0.34 (0.10–1.18) 0.34 (0.06–1.88)

Household size at T1 n.s. n.s.
1 48 45 1.00 ——————— 1.00 ———————
2 88 66 2.36* (1.02–5.47) 1.63 (0.59–4.50)
3 44 42 0.90 (0.36–2.28) 0.69 (0.23–2.02)
4 40 50 1.22 (0.46–3.22) 0.81 (0.26–2.50)
5 and over 20 [5] 0.62 (0.15–2.54) 0.36 (0.08–1.60)
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Table 5.17 (continued)  Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

   Demographic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Men

Ethnicity n.s. n.s.
White 410 33 1.00 ——————— 1.00 ———————
Other 13 [5] 0.73 (0.22–2.43) 1.00 (0.28–3.51)

Area type n.s. n.s.
Urban 295 33 1.00 ——————— 1.00 ———————
Semi–rural 95 29 0.83 (0.43–1.60) 0.73 (0.36–1.48)
Rural 35 41 1.41 (0.48–4.12) 1.28 (0.49–3.37)

Educational qualifications n.s. n.s.
Degree 68 28 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 35 28 1.00 (0.28–3.55) 1.34 (0.36–4.99)
A Level 67 41 1.79 (0.65–4.94) 2.35 (0.74–7.46)
GCSE or equivalent 157 31 1.18 (0.46–3.06) 1.45 (0.57–3.70)
No qualifcations 95 36 1.43 (0.53–3.86) 1.36 (0.48–3.85)

De facto marital status at T1 +++ n.s.
Married 166 45 1.00 ——————— 1.00 ———————
Cohabiting 58 23 0.37* (0.15–0.87) 0.58 (0.21–1.56)
Single 134 19 0.29** (0.14–0.61) 0.61 (0.25–1.52)
Widowed 14 [9] 4.96* (1.33–18.47) 3.90* (1.07–14.21)
Divorced 40 29 0.50 (0.15–1.68) 0.57 (0.16–1.98)
Separated 13 [3] 0.45 (0.08–2.40) 0.45 (0.05–4.17)

Family type at T1 n.s. n.s.
Couple,  no child 110 40 1.00 ——————— 1.00 ———————
Couple and child(ren) 115 38 0.95 (0.47–1.92) 1.20 (0.53–2.71)
Lone parent and child(ren) 11 [2] 0.33 (0.05–2.12) 0.39 (0.05–3.42)
One person only 123 27 0.56 (0.29–1.10) 0.79 (0.35–1.79)
Adult and parent(s) 66 23 0.45 (0.18–1.09) 1.43 (0.44–4.65)

Household size at T1 n.s. n.s.
1 108 28 1.00 ——————— 1.00 ———————
2 133 38 1.54 (0.78–3.04) 1.55 (0.72–3.36)
3 74 37 1.51 (0.67–3.41) 2.53 (0.98–6.52)
4 80 25 0.83 (0.35–1.99) 1.08 (0.41–2.81)
5 and over 30 34 1.32 (0.51–3.44) 2.47 (0.84–7.33)

# Odds Ratios adjusted for sex, age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant

Table continued on page 106.
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Table 5.17 (continued)  Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

   Demographic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Ethnicity n.s. n.s.
White 644 40 1.00 ——————— 1.00 ———————
Other 19 [6] 0.50 (0.18–1.40) 0.84 (0.28–2.52)

Area type n.s. n.s.
Urban 467 41 1.00 ——————— 1.00 ———————
Semi–rural 145 33 0.71 (0.42–1.18) 0.64 (0.37–1.11)
Rural 53 42 1.04 (0.42–2.54) 0.92 (0.36–2.32)

Educational qualifications n.s. n.s.
Degree 94 32 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 53 33 1.04 (0.36–2.99) 1.26 (0.42–3.80)
A Level 98 47 1.87 (0.80–4.34) 1.92 (0.78–4.71)
GCSE or equivalent 261 38 1.33 (0.62–2.86) 1.23 (0.58–2.60)
No qualifcations 156 42 1.56 (0.70–3.49) 1.34 (0.59–3.02)

De facto marital status at T1 +++ n.s.
Married 256 50 1.00 ——————— 1.00 ———————
Cohabiting 90 30 0.41* (0.21–0.81) 0.69 (0.32–1.46)
Single 200 26 0.34*** (0.20–0.60) 0.68 (0.33–1.39)
Widowed 22 [13] 2.07 (0.62–6.89) 1.83 (0.46–7.28)
Divorced 71 35 0.52 (0.23–1.18) 0.60 (0.25–1.45)
Separated 26 [9] 0.47 (0.16–1.38) 0.65 (0.16–2.75)

Family type at T1 + n.s.
Couple,  no child 169 49 1.00 ——————— 1.00 ———————
Couple and child(ren) 178 42 0.74 (0.43–1.28) 0.86 (0.45–1.61)
Lone parent and child(ren) 48 32 0.50 (0.21–1.20) 0.63 (0.21–1.83)
One person only 183 32 0.49* (0.28–0.87) 0.67 (0.33–1.35)
Adult and parent(s) 87 27 0.38* (0.18–0.80) 0.93 (0.35–2.47)

Household size at T1 + n.s.
1 156 32 1.00 ——————— 1.00 ———————
2 221 48 1.92* (1.15–3.22) 1.63 (0.88–3.02)
3 118 39 1.32 (0.69–2.55) 1.69 (0.78–3.65)
4 120 31 0.96 (0.49–1.87) 0.97 (0.46–2.04)
5 and over 50 34 1.09 (0.49–2.40) 1.21 (0.47–3.15)

# Odds Ratios adjusted for sex, age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.18 Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

Economic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women

Social class at T1 n.s. n.s.
I 5 [2] 1.00 ——————— 1.00 ———————
II 68 46 0.39 (0.04–3.54) 0.35 (0.04–3.40)
IIINM 82 59 0.63 (0.07–6.04) 0.47 (0.05–4.86)
IIIM 20 [9] 0.62 (0.05–7.22) 0.61 (0.05–7.54)
IV 37 40 0.30 (0.03–3.03) 0.40 (0.03–4.92)
V 19 [7] 0.46 (0.04–5.46) 0.35 (0.03–4.32)

Manual or non–manual work
at T1 n.s. n.s.

Non–manual 155 54 1.00 ——————— 1.00 ———————
Manual 76 48 0.77 (0.36–1.65) 0.99 (0.45–2.18)

Employment status at T1 n.s. n.s.
Working full time 97 56 1.00 ——————— 1.00 ———————
Working part time 67 46 0.66 (0.27–1.57) 0.48 (0.19–1.22)
Unemployed 7 [0] .. .. .. ..
Long term sick or disabled 14 [7] 0.54 (0.15–1.97) 0.56 (0.10–3.26)
Other economically inactive 55 63 1.30 (0.50–3.44) 1.00 (0.38–2.64)

Change in employment status n.s. n.s.
Employed at T1 and T2 142 52 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 64 55 1.11 (0.45–2.75) 0.94 (0.37–2.36)
Not employed at T1, employed

at T2 12 [5] 1.84 (0.44–7.67) 2.20 (0.50–9.64)
Employed at T1,  not employed

at T2 22 [9] 0.77 (0.24–2.53) 0.82 (0.28–2.40)

Tenure of accommodation at T1 n.s. n.s.
Owned outright 40 66 1.00 ——————— 1.00 ———————
Owned with mortgage 118 52 0.56 (0.21–1.44) 0.65 (0.21–1.99)
Rented from LA or HA 58 52 0.55 (0.21–1.47) 0.84 (0.26–2.76)
Rented from other source 24 [7] 0.35 (0.07–1.66) 0.54 (0.10–2.91)

Respondent’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 25 [9] 1.00 ——————— 1.00 ———————
£200 but under £400 69 54 1.17 (0.33–4.21) 1.01 (0.26–3.94)
£100 but under £200 76 59 1.45 (0.42–5.02) 1.58 (0.42–5.94)
Under £100 68 49 0.94 (0.27–3.28) 0.85 (0.23–3.13)

Change in respondent’s income n.s. n.s.
About the same 139 47 1.00 ——————— 1.00 ———————
Around 20% or more fall 35 53 1.26 (0.46–3.45) 1.01 (0.41–2.49)
Around 20% or more increase 61 61 1.74 (0.76–3.99) 1.96 (0.81–4.73)

Household’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 93 58 1.00 ——————— 1.00 ———————
£200 but under £400 64 47 0.64 (0.26–1.55) 0.74 (0.29–1.93)
£100 but under £200 43 60 1.11 (0.48–2.56) 1.22 (0.51–2.91)
Under £100 19 [7] 0.42 (0.13–1.36) 0.86 (0.20–3.66)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant

. . Not available

Table continued on page 108.
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Table 5.18 (continued)  Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

   Economic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Men

Social class at T1 n.s. n.s.
I 33 30 1.00 ——————— 1.00 ———————
II 131 41 1.58 (0.53–4.70) 1.64 (0.51–5.31)
IIINM 35 12 0.31 (0.05–1.84) 0.39 (0.06–2.40)
IIIM 137 34 1.21 (0.39–3.79) 1.50 (0.43–5.23)
IV 53 37 1.38 (0.39–4.92) 2.46 (0.57–10.59)
V 21 [5] 0.58 (0.12–2.81) 0.47 (0.07–3.34)

Manual or non–manual work
at T1 n.s. n.s.

Non–manual 199 34 1.00 ——————— 1.00 ———————
Manual 212 34 1.01 (0.55–1.87) 1.22 (0.63–2.34)

Employment status at T1 n.s. n.s.
Working full time 288 34 1.00 ——————— 1.00 ———————
Working part time 31 19 0.44 (0.15–1.30) 0.76 (0.21–2.74)
Unemployed 22 [4] 0.48 (0.11–2.19) 1.27 (0.24–6.70)
Long term sick or disabled 32 30 0.80 (0.29–2.17) 1.49 (0.30–7.33)
Other economically inactive 50 41 1.30 (0.60–2.83) 0.92 (0.37–2.27)

Change in employment status n.s. n.s.
Employed at T1 and T2 304 33 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 82 30 0.85 (0.44–1.63) 0.68 (0.29–1.62)
Not employed at T1, employed

at T2 22 [8] 1.58 (0.59–4.26) 2.58 (0.86–7.72)
Employed at T1,  not employed

at T2 15 [3] 0.58 (0.10–3.39) 0.50 (0.09–2.77)

Tenure of accommodation at T1 + n.s.
Owned outright 74 51 1.00 ——————— 1.00 ———————
Owned with mortgage 228 32 0.46* (0.24–0.91) 0.48 (0.20–1.20)
Rented from LA or HA 80 23 0.29** (0.11–0.73) 0.38 (0.14–1.08)
Rented from other source 39 21 0.26** (0.10–0.69) 0.47 (0.13–1.71)

Respondent’s grouped weekly gross
income at T1 n.s. n.s.

£400 and over 148 35 1.00 ——————— 1.00 ———————
£200 but under £400 142 37 1.06 (0.52–2.15) 1.38 (0.66–2.89)
£100 but under £200 50 28 0.70 (0.27–1.79) 1.33 (0.35–5.11)
Under £100 78 23 0.55 (0.25–1.20) 1.59 (0.66–3.83)

Change in respondent’s income n.s. n.s.
About the same 263 35 1.00 ——————— 1.00 ———————
Around 20% or more fall 41 19 0.41 (0.16–1.08) 0.52 (0.19–1.44)
Around 20% or more increase 108 33 0.88 (0.47–1.64) 1.70 (0.80–3.63)

Household’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 208 34 1.00 ——————— 1.00 ———————
£200 but under £400 82 34 1.00 (0.45–2.21) 0.91 (0.37–2.26)
£100 but under £200 31 34 1.00 (0.39–2.51) 1.18 (0.46–3.02)
Under £100 37 31 0.88 (0.32–2.39) 1.00 (0.43–2.31)
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Table 5.18 (continued)  Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

   Economic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Social class at T1 n.s. n.s.
I 38 35 1.00 ——————— 1.00 ———————
II 199 42 1.37 (0.52–3.62) 1.23 (0.44–3.46)
IIINM 117 42 1.37 (0.48–3.92) 0.79 (0.25–2.54)
IIIM 157 37 1.10 (0.39–3.11) 1.29 (0.42–3.94)
IV 90 38 1.18 (0.40–3.49) 1.62 (0.45–5.80)
V 40 34 1.00 (0.28–3.59) 0.59 (0.15–2.35)

Manual or non–manual work
at T1 n.s. n.s.

Non–manual 354 41 1.00 ——————— 1.00 ———————
Manual 288 37 0.83 (0.51–1.35) 1.15 (0.67–1.98)

Employment status at T1 n.s. n.s.
Working full time 385 38 1.00 ——————— 1.00 ———————
Working part time 98 35 0.88 (0.45–1.69) 0.57 (0.26–1.23)
Unemployed 29 [4] 0.33 (0.07–1.48) 0.57 (0.10–3.26)
Long term sick or disabled 46 32 0.75 (0.33–1.74) 1.17 (0.30–4.55)
Other economically inactive 105 52 1.75 (0.95–3.22) 1.05 (0.56–1.98)

Change in employment status n.s. n.s.
Employed at T1 and T2 446 38 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 146 41 1.11 (0.63–1.95) 0.79 (0.43–1.45)
Not employed at T1, employed

at T2 34 53 1.80 (0.79–4.09) 2.45* (1.04–5.82)
Employed at T1,  not employed

at T2 37 32 0.76 (0.27–2.13) 0.64 (0.23–1.73)

Tenure of accommodation at T1 + n.s.
Owned outright 114 55 1.00 ——————— 1.00 ———————
Owned with mortgage 346 38 0.50* (0.29–0.87) 0.54 (0.27–1.11)
Rented from LA or HA 138 33 0.39** (0.20–0.74) 0.52 (0.24–1.12)
Rented from other source 63 27 0.30* (0.12–0.77) 0.50 (0.17–1.46)

Respondent’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 173 37 1.00 ——————— 1.00 ———————
£200 but under £400 211 42 1.21 (0.66–2.21) 1.25 (0.64–2.41)
£100 but under £200 126 45 1.41 (0.72–2.76) 1.61 (0.69–3.76)
Under £100 146 35 0.92 (0.48–1.76) 1.15 (0.55–2.39)

Change in respondent’s income n.s. +
About the same 402 39 1.00 ——————— 1.00 ———————
Around 20% or more fall 76 39 0.81 (0.40–1.64) 0.69 (0.36–1.34)
Around 20% or more increase 169 42 1.13 (0.68–1.88) 1.76 (0.99–3.14)

Household’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 301 41 1.00 ——————— 1.00 ———————
£200 but under £400 146 39 0.92 (0.51–1.65) 0.87 (0.45–1.68)
£100 but under £200 74 47 1.28 (0.67–2.41) 1.29 (0.68–2.43)
Under £100 56 33 0.70 (0.32–1.55) 1.00 (0.45–2.23)

# Odds Ratios adjusted for sex (if appropriate), age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant

. . Not available
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Table 5.19 Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

Social context variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women

Perceived social support
score grouped at T1 n.s. n.s.

No lack 167 54 1.00 ——————— 1.00 ———————
Moderate lack 53 45 0.69 (0.30–1.59) 0.56 (0.22–1.41)
Severe lack 20 [11] 2.30 (0.56–9.47) 2.60 (0.48–14.07)

Size of primary support
group at T1 n.s. n.s.

9 or more 136 54 1.00 ——————— 1.00 ———————
4 to 8 88 55 1.07 (0.51–2.23) 1.23 (0.57–2.63)
0 to 3 16 [6] 0.47 (0.14–1.56) 0.48 (0.11–2.06)

Number of stressful life
events before T1 n.s. n.s.

None or one 24 [14] 1.00 ——————— 1.00 ———————
Two 36 62 0.70 (0.18–2.65) 0.88 (0.23–3.34)
Three 48 53 0.48 (0.14–1.65) 0.51 (0.15–1.74)
Four 33 51 0.44 (0.12–1.60) 0.42 (0.12–1.50)
Five 36 40 0.28 (0.07–1.19) 0.29 (0.07–1.21)
Six and over 63 43 0.33 (0.10–1.09) 0.42 (0.12–1.57)

Number of stressful life
events from T1 to T2 n.s. n.s.

None 86 59 1.00 ——————— 1.00 ———————
One 85 55 0.87 (0.37–2.04) 0.82 (0.35–1.89)
Two 36 53 0.78 (0.26–2.34) 1.03 (0.33–3.16)
Three and over 33 33 0.34* (0.12–0.99) 0.32 (0.09–1.16)

Men

Perceived social support
score grouped at T1 n.s. n.s.

No lack 268 32 1.00 ——————— 1.00 ———————
Moderate lack 111 32 1.00 (0.54–1.87) 1.13 (0.54–2.35)
Severe lack 45 47 1.88 (0.78–4.55) 2.93* (1.12–7.68)

Size of primary support
group at T1 n.s. n.s.

9 or more 285 34 1.00 ——————— 1.00 ———————
4 to 8 115 32 0.89 (0.48–1.66) 0.87 (0.48–1.60)
0 to 3 24 [6] 0.40 (0.13–1.27) 0.97 (0.26–3.59)

Number of stressful life
events before T1 +++ +

None or one 49 21 1.00 ——————— 1.00 ———————
Two 62 42 2.63 (0.89–7.78) 2.12 (0.68–6.58)
Three 57 42 2.71 (0.91–8.05) 2.06 (0.62–6.81)
Four 77 44 2.88 (0.99–8.37) 2.18 (0.68–6.97)
Five 50 39 2.33 (0.73–7.43) 1.56 (0.39–6.28)
Six and over 130 15 0.66 (0.24–1.81) 0.59 (0.18–1.95)

Number of stressful life
events from T1 to T2 n.s. n.s.

None 201 38 1.00 ——————— 1.00 ———————
One 136 33 0.82 (0.46–1.47) 0.93 (0.49–1.75)
Two 55 18 0.36* (0.15–0.85) 0.47 (0.18–1.26)
Three and over 33 30 0.72 (0.22–2.38) 1.14 (0.40–3.25)



111

5

Better or worse: a longitudinal study of the mental health of adults

Tobacco, alcohol and drug use and cessation of use at follow-up

Table 5.19 (continued)  Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

  Social context  variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Perceived social support
score grouped at T1 n.s. +

No lack 435 39 1.00 ——————— 1.00 ———————
Moderate lack 164 35 0.84 (0.52–1.37) 0.90 (0.50–1.61)
Severe lack 65 54 1.85 (0.88–3.88) 2.70* (1.17–6.26)

Size of primary support
group at T1 n.s. n.s.

9 or more 421 40 1.00 ——————— 1.00 ———————
4 to 8 203 40 1.03 (0.66–1.64) 1.02 (0.64–1.62)
0 to 3 40 23 0.46 (0.20–1.03) 0.69 (0.26–1.83)

Number of stressful life
events before T1 +++ +

None or one 73 36 1.00 ——————— 1.00 ———————
Two 98 48 1.70 (0.73–3.97) 1.62 (0.69–3.82)
Three 105 47 1.60 (0.70–3.65) 1.28 (0.52–3.11)
Four 110 45 1.49 (0.65–3.41) 1.40 (0.58–3.37)
Five 86 39 1.17 (0.48–2.86) 0.83 (0.31–2.26)
Six and over 193 22 0.50 (0.23–1.10) 0.54 (0.23–1.30)

Number of stressful life
events from T1 to T2 n.s. n.s.

None 287 43 1.00 ——————— 1.00 ———————
One 221 40 0.89 (0.53–1.48) 0.88 (0.53–1.46)
Two 91 27 0.50 (0.25–1.00) 0.64 (0.31–1.36)
Three and over 66 31 0.60 (0.28–1.31) 0.56 (0.21–1.47)

# Odds Ratios adjusted for sex, age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.20 Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

Mental health and substance use variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

Women

CIS–R score at T1 ++ +
0–5 62 67 1.00 ——————— 1.00  ———————
6–11 84 41 0.33** (0.15–0.72) 0.41* (0.19–0.91)
12–17 48 34 0.25** (0.11–0.59) 0.29** (0.12–0.69)
18 or more 46 43 0.36* (0.15–0.88) 0.61 (0.22–1.75)

Change in mental health ++ n.s.
No disorder at T1 or T2 128 61 1.00 ——————— 1.00 ———————
Onset of disorder 18 [5] 0.23* (0.07–0.79) 0.27* (0.08–0.96)
Recovery 42 46 0.54 (0.24–1.25) 0.70 (0.28–1.77)
Persistent disorder 52 32 0.29** (0.14–0.64) 0.37* (0.15–0.89)

Smoking status at T1 n.s. n.s.
Never regular 71 63 1.00 ——————— 1.00 ———————
Ex–regular 45 61 0.90 (0.34–2.41) 0.80 (0.30–2.10)
Light 30 46 0.49 (0.14–1.67) 0.53 (0.14–1.97)
Moderate 53 41 0.40 (0.15–1.05) 0.47 (0.17–1.31)
Heavy 41 45 0.47 (0.20–1.08) 0.58 (0.24–1.40)

Drug use at T1 n.s. n.s.
No drug use 180 57 1.00 ——————— 1.00 ———————
Used any drug in last year 60 38 0.46 (0.20–1.07) 0.86 (0.36–2.05)

Men

CIS–R score at T1 + n.s.
0–5 213 36 1.00 ——————— 1.00 ———————
6–11 114 29 0.73 (0.41–1.29) 0.88 (0.47–1.63)
12–17 48 21 0.48 (0.21–1.08) 0.68 (0.28–1.68)
18 or more 50 18 0.38* (0.18–0.81) 0.68 (0.28–1.67)

Change in mental health n.s. n.s.
No disorder at T1 or T2 298 35 1.00 ——————— 1.00 ———————
Onset of disorder 29 [8] 1.39 (0.49–3.95) 1.53 (0.56–4.17)
Recovery 46 18 0.41* (0.17–0.97) 0.55 (0.21–1.41)
Persistent disorder 52 22 0.52 (0.25–1.10) 0.93 (0.38–2.28)

Smoking status at T1 +++ n.s.
Never regular 134 40 1.00 ——————— 1.00 ———————
Ex–regular 106 46 1.28 (0.64–2.55) 0.91 (0.41–2.01)
Light 40 12 0.21** (0.07–0.57) 0.38  (0.13–1.13)
Moderate 67 17 0.30** (0.14–0.64) 0.37* (0.17–0.85)
Heavy 78 18 0.32** (0.13–0.75) 0.47 (0.18–1.25)

Drug use at T1 ++ n.s.
No drug use 306 39 1.00 ——————— 1.00 ———————
Used any drug in last year 119 18 0.34** (0.17–0.71) 0.71 (0.29–1.71)
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Table 5.20 (continued) Odds Ratios associated with recovery from hazardous or dependent drinking at T2:

    Mental health and substance use variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

CIS–R score at T1 + n.s.
0–5 275 44 1.00 ——————— 1.00 ———————
6–11 198 34 0.65 (0.42–1.02) 0.68 (0.42–1.10)
12–17 96 28 0.49** (0.28–0.83) 0.45* (0.25–0.83)
18 or more 96 28 0.51* (0.29–0.89) 0.72 (0.35–1.50)

Change in mental health + n.s.
No disorder at T1 or T2 426 42 1.00 ——————— 1.00 ———————
Onset of disorder 47 38 0.85 (0.35–2.02) 0.92 (0.37–2.29)
Recovery 88 30 0.59 (0.34–1.04) 0.66 (0.35–1.25)
Persistent disorder 104 26 0.50* (0.29–0.85) 0.57 (0.29–1.15)

Smoking status at T1 +++ n.s.
Never regular 205 47 1.00 ——————— 1.00 ———————
Ex–regular 151 49 1.09 (0.61–1.97) 0.93 (0.49–1.75)
Light 70 29 0.45 (0.19–1.09) 0.48 (0.19–1.20)
Moderate 120 26 0.39** (0.21–0.72) 0.43** (0.23–0.81)
Heavy 119 24 0.36** (0.20–0.66) 0.49 (0.24–1.02)

Drug use at T1 +++ n.s.
No drug use 486 45 1.00 ——————— 1.00 ———————
Used any drug in last year 179 23 0.37** (0.21–0.65) 0.75 (0.39–1.45)

# Odds Ratios adjusted for sex, age and AUDIT score at T1.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant

Table 5.21 Odds Ratios associated with onset of drug use between T1 and T2

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults 2100 4

Sex n.s. n.s.
Male 844 4 1.00 ——————— 1.00 ———————
Female 1256 4 0.84 (0.48–1.49) 0.78 (0.43–1.41)

Age at T1 +++ +++
16–24 122 18 1.00 ——————— 1.00 ———————
25–34 369 3 0.16*** (0.07–0.39) 0.16*** (0.07–0.40)
35–44 475 5 0.27** (0.12–0.63) 0.27** (0.12–0.63)
45–54 470 1 0.07*** (0.03–0.18) 0.07*** (0.02–0.18)
55–64 365 1 0.07*** (0.02–0.26) 0.07***  (0.02–0.25)
65–74 299 0 0.01*** (0.00–0.05) 0.01*** (0.00–0.05)

#  Odds Ratios adjusted for age or sex as appropriate.

“***  p<0.001,   **  p<0.01,   *  p<0.05”

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.22 Odds Ratios associated with onset of drug use between T1 and T2:

Demographic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Ethnicity n.s. n.s.
White 1989 4 1.00 ——————— 1.00 ———————
Other 104 8 2.31 (0.73–7.32) 1.17 (0.28–4.95)

Area type n.s. n.s.
Urban 1356 4 1.00 ——————— 1.00 ———————
Semi–rural 527 6 1.57 (0.78–3.16) 1.83 (0.91–3.66)
Rural 217 2 0.57 (0.14–2.23) 0.68 (0.17–2.75)

Educational qualifications n.s. n.s.
Degree 332 2 1.00 ——————— 1.00 ———————
Teaching, HND,  nursing 182 2 0.73 (0.11–4.79) 0.83 (0.13–5.30)
A Level 250 6 2.88* (1.08–7.69) 2.14 (0.75–6.14)
GCSE or equivalent 728 5 2.45* (1.08–5.57) 1.82 (0.81–4.12)
No qualifcations 600 3 1.47 (0.54–4.04) 1.79 (0.63–5.07)

De facto marital status at T1 +++ n.s.
Married 1162 2 1.00 ——————— 1.00 ———————
Cohabiting 157 5 2.73* (1.13–6.60) 1.41 (0.52–3.81)
Single 299 12 6.45*** (3.07–13.55) 2.01 (0.87–4.65)
Widowed 155 0 0.22 (0.05–1.03) 0.61 (0.12–3.07)
Divorced 237 4 1.80 (0.87–3.73) 1.89 (0.89–3.98)
Separated 90 1 0.61 (0.13–2.78) 0.50 (0.11–2.36)

Family type at T1 +++ n.s.
Couple,  no child 658 2 1.00 ——————— 1.00 ———————
Couple and child(ren) 659 3 2.06 (0.88–4.82) 1.36 (0.58–3.21)
Lone parent and child(ren) 190 4 2.35 (0.93–5.93) 1.41 (0.54–3.65)
One person only 481 5 2.89* (1.26–6.59) 2.82* (1.23–6.47)
Adult and parent(s) 112 14 9.52*** (3.41–26.53) 1.59 (0.64–3.93)

Household size at T1 n.s. n.s.
1 446 4 1.00 ——————— 1.00 ———————
2 764 2 0.58 (0.27–1.25) 0.44* (0.20–0.99)
3 391 6 1.68 (0.75–3.80) 0.76 (0.34–1.71)
4 363 5 1.26 (0.56–2.83) 0.49 (0.21–1.14)
5 and over 136 5 1.42 (0.53–3.83) 0.33 (0.10–1.13)

# Odds Ratios adjusted for sex and age.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.23 Odds Ratios associated with onset of drug use between T1 and T2:

Economic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Social class at T1 n.s. n.s.
I 112 4 1.00 ——————— 1.00 ———————
II 665 2 0.58 (0.17–2.05) 0.73 (0.21–2.50)
IIINM 490 2 0.46 (0.12–1.74) 0.47 (0.13–1.72)
IIIM 373 5 1.18 (0.31–4.51) 1.30 (0.34–4.92)
IV 288 5 1.32 (0.36–4.82) 1.06 (0.29–3.82)
V 122 6 1.50 (0.24–9.16) 1.22 (0.23–6.65)

Manual or non–manual
work at T1 + +

Non–manual 1267 2 1.00 ——————— 1.00 ———————
Manual 785 5 2.19* (1.13–4.27) 1.80* (1.01–3.23)

Employment status at T1 n.s. +
Working full time 872 4 1.00 ——————— 1.00 ———————
Working part time 391 3 0.76 (0.36–1.62) 0.65 (0.28–1.50)
Unemployed 48 7 1.63 0.32–8.25) 1.11 (0.23–5.51)
Long term sick or disabled 211 7 1.59 (0.70–3.59) 4.04** (1.65–9.87)
Other economically inactive 571 3 0.65 (0.26–1.67) 0.80 (0.30–2.14)

Change in employment status + n.s.
Employed at T1 and T2 1162 4 1.00 ——————— 1.00 ———————
Not employed at T1 and T2 739 2 0.53 (0.26–1.06) 1.23 (0.57–2.63)
Not employed at T1,

employed at T2 90 11 2.97 (0.91–9.69) 1.27 (0.34–4.72)
Employed at T1,  not

employed at T2 101 3 0.78 (0.30–2.05) 0.76 (0.24–2.41)

Tenure of accommodation
at T1 ++ n.s.

Owned outright 524 2 1.00 ——————— 1.00 ———————
Owned with mortgage 1017 5 3.07** (1.52–6.22) 1.28 (0.60–2.72)
Rented from LA or HA 427 3 2.15* (1.03–4.48) 0.76 (0.29–2.04)
Rented from other source 120 9 6.39** (2.24–18.18) 1.58 (0.37–6.76)

Respondent’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 410 2 1.00 ——————— 1.00 ———————
£200 but under £400 542 4 1.63 (0.66–4.01) 1.54 (0.61–3.93)
£100 but under £200 528 5 1.98 (0.91–4.28)  1.85 (0.75–4.59)
Under £100 573 5 2.05 (0.83–5.05)  1.25 (0.52–3.02)

Change in respondent’s
 income n.s. n.s.

About the same 1298 3 1.00 ——————— 1.00 ———————
Around 20% or more fall 259 5 1.47 (0.63–3.44) 1.03 (0.40–2.68)
Around 20% or more increase 459 6 2.04 (0.96–4.34) 1.00 (0.49–2.07)

Household’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 815 5 1.00 ——————— 1.00 ———————
£200 but under £400 520 3 0.66 (0.31–1.41) 0.58 (0.25–1.34)
£100 but under £200 367 4 0.86 (0.40–1.87) 1.67 (0.76–3.68)
Under £100 179 2 0.39* (0.16–0.99) 0.56 (0.20–1.51)

# Odds Ratios adjusted for sex and age.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.24 Odds Ratios associated with onset of drug use between T1 and T2:

Social context variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Perceived social support score
grouped at T1 ++ ++

No lack 1447 4 1.00 ——————— 1.00 ———————
Moderate lack 464 3 0.70 (0.32–1.50) 0.68  (0.31–1.49)
Severe lack 177 11 3.36** (1.49–7.56) 3.11** (1.34–7.21)

Size of primary support
group at T1 n.s. n.s.

9 or more 1278 3 1.00 ——————— 1.00 ———————
4 to 8 682 6 2.03* (1.03–3.98) 1.66 (0.88–3.16)
0 to 3 133 5 1.54 (0.77–3.09) 1.70 (0.83–3.50)

Number of stressful life
events before T1 + +++

None or one 245 2 1.00 ——————— 1.00 ———————
Two 322 2 0.86 (0.23–3.13) 1.60  (0.38–6.67)
Three 394 6 3.30 (0.95–11.42) 8.30** (1.97–35.00)
Four 350 3 1.29 (0.39–4.23) 3.76 (0.99–14.32)
Five 268 4 2.08 (0.51–8.54) 7.51* (1.60–35.27)
Six and over 521 7 3.42* (1.08–10.81) 14.43 *** (3.47–60.00)

Number of stressful life
events from T1 to T2 ++ +++

None 921 3 1.00 ——————— 1.00 ———————
One 746 4 1.24 (0.55–2.83) 1.57 (0.71–3.49)
Two 302 5 1.78 (0.66–4.78) 2.38 (0.89–6.34)
Three and over 131 13 5.01*** (2.14–11.71) 6.33***  (2.78–14.41)

# Odds Ratios adjusted for sex and age.

***  p<0.001,   **  p<0.01,   *  p<0.05

+++ p<0.001,   ++  p<0.01,   +  p<0.05,  n.s. = not significant
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Table 5.25 Odds Ratios associated with onset of drug use between T1 and T2:

Mental health and substance use variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
onset significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

CIS–R score at T1 n.s. +
0–5 692 3 1.00 ——————— 1.00 ———————
6–11 772 4 1.21 (0.66–2.22) 1.07 (0.55–2.08)
12–17 334 6 1.93 (0.87–4.25) 1.80 (0.81–3.99)
18 or more 302 8 2.38* (1.23–4.62) 2.70** (1.33–5.49)

Change in mental health + +
No disorder at T1 or T2 1305 3 1.00 ——————— 1.00 ———————
Onset of disorder 159 4 1.20 (0.49–2.95) 1.12 (0.43–2.88)
Recovery 308 5 1.34 (0.63–2.86) 1.32 (0.61–2.85)
Persistent disorder 328 9 2.80** (1.47–5.33) 3.07** (1.57–6.01)

AUDIT score at T1 +++ +++
No hazardous use 1611 3 1.00 ——————— 1.00 ———————
Hazardous but not dependent 285 5 1.89 (0.88–4.04) 2.04 (0.95–4.35)
Alcohol dependence 202 14 5.54*** (2.93–10.48) 4.13*** (1.98–8.60)

Smoking status at T1 +++ +++
Never regular 958 2 1.00 ——————— 1.00 ———————
Ex–regular 551 4 1.66 (0.71–3.90) 3.72* (1.38–10.07)
Light 157 2 0.88 (0.31–2.48) 1.00 (0.34–2.96)
Moderate 230 11 4.92*** (2.03–11.93) 5.49*** (2.31–13.06)
Heavy 204 9 4.13*** (1.93–8.81) 5.74*** (2.49–13.25)

# Odds Ratios adjusted for sex and age

***  p<0.001,  **  p<0.01,  *  p<0.05

+++  p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant

Table 5.26 Odds Ratios associated with recovery from drug use

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

All adults 293 27

Sex +++ +++
Male 171 16 1.00 ——————— 1.00 ———————
Female 122 49 5.04*** (2.44–10.44) 5.20*** (2.46–10.99)

Age at T1 +++ +++
16–24 96 16 1.00 ——————— 1.00 ———————
25–34 114 27 1.88 (0.66–5.34) 2.37 (0.90–6.25)
35–44 48 54 6.12** (2.11–17.78) 6.71*** (2.53–17.74)
45 and over 35 57 6.81** (1.86–24.89) 7.76** (2.41–25.05)

# Odds Ratios adjusted for sex or age as appropriate.

***  p<0.001,  **  p<0.01,  * p<0.05

+++  p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant
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Table 5.27 Odds Ratios associated with recovery from drug use:

Demographic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Ethnicity n.s. n.s.
White 276 28 1.00 ——————— 1.00 ———————
Other 17 [3] 0.46 (0.11–1.97) 0.41 (0.09–1.80)

Area type n.s. +
Urban 217 24 1.00 ——————— 1.00 ———————
Semi–rural 56 37 1.87 (0.70–4.96) 3.40* (1.24–9.32)
Rural 20 [8] 2.44 (0.75–7.96) 2.28 (0.72–7.22)

Educational qualifications + +
Degree 45 36 1.00 ——————— 1.00 ———————
Teaching, HND, nursing 27 [3] 0.16* (0.03–0.81) 0.18* (0.04–0.96)
A Level 65 17 0.36 (0.12–1.08) 0.39 (0.12–1.31)
GCSE or equivalent 108 30 0.77 (0.28–2.12) 0.83 (0.28–2.43)
No qualifcations 48 48 1.61 (0.49–5.30) 1.24 (0.37–4.23)

De facto marital status at T1 ++ +
Married 50 59 1.00 ——————— 1.00 ———————
Cohabiting 64 30 0.29** (0.12–0.73) 0.36* (0.15–0.89)
Single 146 18 0.16*** (0.06–0.40) 0.32* (0.13–0.81)
Widowed/divorced/separated 33 39 0.45 (0.16–1.32) 0.31* (0.10–0.92)

Family type at T1 n.s. n.s.
Couple, no child 54 32 1.00 ——————— 1.00 ———————
Couple and child(ren) 61 47 1.88 (0.76–4.63) 1.91 (0.81–4.52)
Lone parent and child(ren) 27 [7] 1.41 (0.40–5.05) 0.67 (0.17–2.67)
One person only 85 21 0.56 (0.23–1.35) 0.69 (0.26–1.79)
Adult and parent(s) 66 17 0.44 (0.14–1.41) 1.43 (0.40–5.18)

Household size at T1 n.s. n.s.
1 68 28 1.00 ——————— 1.00 ———————
2 85 28 1.00 (0.47–2.13) 1.09 (0.45–2.64)
3 62 29 1.01 (0.38–2.68) 1.64 (0.64–4.21)
4 53 17 0.51 (0.19–1.36) 1.30 (0.43–3.91)
5 and over 25 [8] 1.64 (0.45–6.02) 2.62 (0.77–8.91)

# Odds Ratios adjusted for sex and age.

*** p<0.001,  **  p<0.01,  *  p<0.05

+++  p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant
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Table 5.28 Odds Ratios associated with recovery from drug use:

Economic variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Social class at T1 n.s. n.s.
I 13 [3] 1.00 ——————— 1.00 ———————
II 88 29 1.21 (0.17–8.77) 0.64 (0.06–7.00)
IIINM 63 21 0.80 (0.11–5.67) 0.38 (0.03–4.24)
IIIM 52 17 0.61 (0.08–4.68) 0.46 (0.04–4.80)
IV 44 40 1.98 (0.27–14.72) 1.66 (0.14–19.87)
V 16 [3] 0.61 (0.06–6.27) 0.35 (0.01–9.43)

Manual or non–manual work
at T1 n.s. n.s.

Non–manual 164 26 1.00 ——————— 1.00 ———————
Manual 112 26 1.01 (0.49–2.06) 1.47 (0.71–3.01)

Employment status at T1 n.s. n.s.
Working full time 154 23 1.00 ——————— 1.00 ———————
Working part time 49 39 2.13 (0.80–5.70) 1.52 (0.63–3.68)
Unemployed 32 30 1.44 (0.31–6.65) 1.91 (0.47–7.69)
Economically inactive 58 24 1.05 (0.45–2.41) 0.65 (0.26–1.66)

Tenure of accommodation
at T1 n.s. n.s.

Own 162 30 1.00 ——————— 1.00 ———————
Rent 131 23 0.72 (0.36–1.43) 0.60 (0.29–1.27)

Respondent’s grouped weekly
Gross income at T1 n.s. +
£400 and over 59 25 1.00 ——————— 1.00 ———————
£200 but under £400 83 30 1.23 (0.47–3.22) 1.59 (0.61–4.11)
£100 but under £200 69 18 0.65 (0.23–1.82) 0.40 (0.13–1.25)
Under £100 81 32 1.40 (0.48–4.04) 1.74 (0.66–4.59)

Change in respondent’s income n.s. n.s.
About the same 160 30 1.00 ——————— 1.00 ———————
Around 20% or more fall 36 21 0.63 (0.19–2.15) 0.67 (0.23–1.99)
Around 20% or more increase 93 27 0.88 (0.37–2.11) 1.19 (0.53–2.67)

Household’s grouped weekly
gross income at T1 n.s. n.s.

£400 and over 120 29 1.00 ——————— 1.00 ———————
£200 but under £400 59 34 1.30 (0.53–3.21) 1.00 (0.39–2.58)
£100 but under £200 43 18 0.54 (0.19–1.57) 0.36 (0.12–1.06)
Under £100 32 29 1.01 (0.36–2.86) 0.78 (0.29–2.12)

# Odds Ratios adjusted for sex and age.

***  p<0.001,  **  p<0.01,  *  p<0.05

+++  p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant
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Table 5.29 Odds Ratios associated with recovery from drug use:

Social context variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

Perceived social support score
grouped at T1 + +

No lack 192 30 1.00 ——————— 1.00 ———————
Moderate lack 77 24 0.73 (0.34–1.55) 0.77 (0.40–1.47)
Severe lack 24 [2] 0.13* (0.03–0.65) 0.12* (0.02–0.64)

Size of primary support group
at T1 n.s. n.s.

9 or more 185 29 1.00 ——————— 1.00 ———————
4 to 8 86 21 0.63 (0.30–1.34) 0.43 (0.19–1.01)
0 to 3 22 [7] 1.41 (0.41–4.78) 0.72 (0.23–2.24)

Number of stressful life events
before T1 n.s. n.s.

None or one 31 8 1.00 ——————— 1.00 ———————
Two 43 22 3.16 (0.62–16.16) 1.91 (0.40–9.19)
Three 33 36 6.31* (1.07–37.36) 3.45 (0.60–19.98)
Four 40 40 7.40* (1.50–36.51) 4.76 (0.81–28.15)
Five 37 37 6.47* (1.17–35.91) 1.83 (0.36–9.36)
Six and over 109 29 4.60* (1.08–19.61) 1.77 (0.40–7.89)

Number of stressful life events
from T1 to T2 n.s. n.s.

None 102 32 1.00 ——————— 1.00 ———————
One 87 31 0.99 (0.40–2.42) 0.89 (0.37–2.13)
Two 58 20 0.53 (0.19–1.52) 0.49 (0.16–1.53)
Three and over 46 16 0.43 (0.16–1.15) 0.29* (0.10–0.88)

# Odds Ratios adjusted for sex and age.

*** p<0.001,  ** p<0.01,  * p<0.05

+++ p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant
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Table 5.30 Odds Ratios associated with recovery from drug use:

Mental health and substance misuse variables

  Unadjusted regression Adjusted regression

Base % with Overall Odds 95% Overall Adjusted 95%
recovery significance Ratio Confidence significance Odds Confidence

of variable interval of variable Ratio# interval

All adults

CIS–R score at T1 n.s n.s.
0–5 101 27 1.00 ——————— 1.00 ———————
6–11 85 29 1.09 (0.45–2.63) 0.78 (0.29–2.09)
12–17 45 25 0.88 (0.31–2.56) 0.51 (0.16–1.64)
18 and over 62 28 1.03 (0.43–2.46) 0.56 (0.20–1.57)

Change in mental health n.s n.s.
No disorder at T1 or T2 161 30 1.00 ——————— 1.00 ———————
Onset of disorder 25 [4] 0.27 (0.07– 1.00) 0.23* (0.06–0.92)
Recovery 55 23 0.69 (0.27–1.79) 0.42 (0.14–1.23)
Persistent disorder 52 31 1.07 (0.46–2.46) 0.69 (0.26–1.83)

AUDIT score at T1 + n.s.
No hazardous use 113 39 1.00 ——————— 1.00 ———————
Hazardoususe but

not dependent 74 15 0.27** (0.11–0.67) 0.44 (0.17–1.16)
Alcohol dependence 106 25 0.52 (0.23–1.17) 0.92 (0.42–1.99)

Smoking status at T1 n.s +
Never regular 56 38 1.00 ——————— 1.00 ———————
Ex-regular 29 [13] 1.55 (0.47–5.06) 1.21 (0.34–4.26)
Light 69 17 0.34 (0.10–1.10) 0.18** (0.06–0.61)
Moderate 84 27 0.61 (0.22–1.69) 0.35* (0.13–0.97)
Heavy 55 18 0.36 (0.11–1.18) 0.25* (0.08–0.77)

# Odds Ratios adjusted for sex and age.

*** p<0.001,  ** p<0.01,  * p<0.05

+++ p<0.001,  ++  p<0.01,  +  p<0.05,  n.s. = not significant
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6.1 Introduction

Whether someone with a common mental disorder
receives appropriate treatment depends on a
number of factors that include willingness to seek
help (Goldberg and Huxley, 1992), the ability of
professionals to recognise the disorder (Paykel and
Priest, 1992), knowledge about and application of
evidence based treatments (Kendrick 2000) and
preparedness to accept treatment (Lin and Parikh,
1999). Studying how people access treatments and
whether they are effective is complex and depends
on data from a mix of cohort and experimental
studies. The national surveys of psychiatric
morbidity among adults living in private
households in Great Britain (Meltzer et al, 1995;
Singleton et al, 2001) present an opportunity to
study the factors that determine which people with
common mental disorders access primary or
secondary care treatment services (Bebbington et
al, 2000a and b).

The main predictors of whether people with
common mental disorders had sought primary care
services in the 1993 survey were: severity of
neurotic symptoms; degree of social dysfunction;
and a number of demographic factors such as sex,
marital status, age and employment (Bebbington et
al, 2000b). However 74% of men and 60% of
women with a common mental disorder had not
consulted their general practitioners for a mental
complaint and less than 30% of those who did so
were actually receiving treatment. The picture with
regard to receipt of psychiatric treatment was
similar; just over one quarter of people with a
diagnosis of depression were receiving any form of
psychiatric treatment, while one-fifth were
prescribed medication. Corresponding figures for
other common mental disorders such as anxiety
were only 11% and 8% respectively (Bebbington et
al, 2000b). The main factor predicting receipt of
treatment was severity; sex and social class were not
determinants.

Evidence on who receives treatment has also arisen
from a number of population surveys in Europe
and North America (ten Have et al, 2001). All have

analysed the relationship between care utilisation
and mental health problems while taking account
of functional ability, and social and demographic
factors. Only one has managed to differentiate
factors that predict take-up of new treatments or
use of services for the first time from factors that
predict current or frequent treatments (ten Have et
al, 2001). Results of two waves of the NEMESIS
study revealed that indicators of new use of care
were quite different to those of frequent use of care.
The main predictors of new care use were lower
education and receiving treatment for a physical
disorder. Predictors of receiving new and frequent
care were female sex, greater restriction of activity,
poorer social function and unmet care needs (ten
Have et al, 2001).

The current longitudinal study provides an
opportunity for studying associations between
mental disorders and treatments received that has
advantages over earlier cross-sectional research
(Bebbington et al, 2000a and b). We can investigate
receipt of treatment in relation to the longitudinal
course of disorder. It is also possible to study
associations between treatment and outcome.
However, it is well known that such associations
cannot provide evidence on the effectiveness of
treatments. This is because clinicians do not
randomly allocate treatments but reserve them for
the most severely ill who tend to have a worse
outcome. However, this analysis can be used to see
if treatments are being successfully targeted on
those people with the poorest outcome.

As well as describing the pattern of treatment and
health service use by people with common mental
disorder and people who have alcohol problems or
have used illicit drugs, the analysis presented here
aimed to determine:

a) the factors associated with receipt of treatments
and services for people with psychological
distress at the time of first interview (T1);

b) whether recovery was associated with receipt of
treatment at time T1; and
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c) the extent of respondents’ needs for psychiatric
treatments and the extent to which these were
met.

6.2 Definitions and methods

In order to achieve the first aim, two principal
approaches to the data were taken. Firstly, the
associations between the presence of a common
mental disorder (score on or above a threshold of
12 on the CIS-R) at T1 and the treatments
participants reported that they received were
examined. One immediate difficulty was to define
over what time period such data should be
applicable. In order to take account of all possible
interventions, treatments and service contacts
reported by respondents at T1 and at follow-up
(T2) were both included. Thus a patient might
report a treatment or service contact at T1 and the
same at T2, or just contacts at either T1 or T2. The
time periods covered for each type of contact were
those thought to be most accurately recalled, but it
must be emphasised that they differ in duration
and not all cover the whole time elapsed between
interviews. Coverage and content of treatments and
service contacts were as follows:

• Treatment was defined as psychotropic
medication (any medication in classes 4.1, 4.2
and 4.3 of the British National Formulary, ie
hypnotics and anxiolytics; drugs used in
psychoses and related disorders; and
antidepressant drugs) and psychological
therapies, such as counselling or psychotherapy.
Data were available for all current treatments at
each interview, but were not available for the
whole 18-month period between interviews.

• Service contacts were defined as:

– Inpatient hospital stays or outpatient/day
patient1 psychiatric contacts in the three
months prior to T1 and/or the three months
prior to T2.

– Day care service1 contacts in the three
months prior to T1 and/or at any time
between T1 and T2.

– Community care contacts in the three
months prior to T1 and/or at any time
between T1 and T2.

– General practice contacts for mental health
reasons for the two weeks prior to T1 and/or
at any time between T1 and T2.

Secondly an analysis was carried out to determine
the factors associated with receipt of treatment or
services as defined above and report unadjusted
Odds Ratios for each of these, as well as Odds
Ratios adjusted for age and CIS-R score at T1.

In order to address the second aim, the data on
treatments and services received at T1 were
combined into one variable in order to examine
whether treatment at T1, broadly classified in this
manner, was associated with recovery at follow-up
after controlling for socio-demographic and other
confounders. Recovery was defined in symptom
terms as those people who scored above the
threshold of the CIS-R at T1 but no longer did so
at T2, as in Chapter 3. Thus, only participants who
had a common mental disorder at T1 were
considered in this analysis. First the proportions
recovering among those who reported receiving at
least some treatment were compared with those
who did not. Then socio-economic factors, CIS-R
scores at T1 and receipt of treatment at T1 were
entered into a multivariate model to predict
recovery, using logistic regression. In this way, the
independent effect of treatment on recovery could
be examined.

The level of need for treatment and the extent to
which these needs are being met has been addressed
using the second-stage telephone interview data.
These interviews were conducted by eleven junior
doctors using the community version of the MRC
Needs for Care Assessment (NFCAS-C). Clinical
judgement is used to assess whether a clinical
problem exists in one of seven areas of function. If
so, need is defined in terms of appropriate actions to
be taken by clinicians in the categories: met need;
unmet need; no need; and no meetable need. The
category ‘no meetable need’ includes those who have
a potential need but have refused treatment or
would refuse it if offered. The assessment also
provides information on over-provision. Further
details of these assessment procedures are provided
in Chapter 1.
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6.3 Extent of treatment and service provision

In this chapter we examine treatments received,
and service contacts made, by people with common
mental disorder over 18-24 months. This provides
a longer-term perspective than the cross-sectional
assessments conducted to date in the two national
surveys of psychiatric morbidity. However, the
proportion of people reporting service contacts in
primary and secondary care or receiving treatments
throughout the follow-up period remained similar
to those reported at T1 (Singleton et al, 2001).

Nearly a quarter of the population (23%) had
received some treatment or services for a mental
health problem either at T1 or T2. Some sort of
treatment, either psychoactive medication or some
sort of psychological therapy or counselling, was
reported by 11% of people. The most commonly
used services were the GP or family doctor
(mentioned by 13% of people) and community
care services (10%), while 1% or less had used out-
patient, in-patient or day care services during the
period under consideration. Women were more
likely to have received treatment or used services of
all types than men: 29% of women had received
either treatment or services compared with 17% of
men. (Table 6.1)

People with common mental disorder at T1 were
far more likely to have received treatment or
services in the time period under consideration
than those who did not have a disorder at that
time. Just over one third of people scoring on or
above the CIS-R threshold at T1 had consulted
their GP for mental health reasons and one quarter
to one third had received medication and/or
counselling for their disorder from primary or
secondary care services. People with severer
psychiatric symptoms at T1 were more likely to
have received some form of treatment or service
contact: the proportion of people receiving any
service or treatment rose from 15% of those
scoring 0-5, to 29% of those scoring 6–11, 48% of
those with scores of 12–17 and 56% of those with
scores of 18 or above on the CIS-R.

(Table 6.1 and Figure 6.1)

In general, those with persistence of psychiatric
disorder over the 18 months were most likely to
have received some form of treatment or service
contacts (62% had done so) and those who were

well at both interviews least likely to have done so
(15% had). Those with onset of disorder (51%) or
who had recovered by T2 (42%) fell between these
two extremes. Women with onset of disorder were
more likely than those who had recovered at T2 to
have received treatment but this was not true for
men. (Table 6.2)

Men or women with hazardous or dependent
alcohol consumption, or recreational drug use were
no more likely than the remainder to have received
any form of assistance, although there was some
indication that women drug users may have had
greater service contacts. (Tables 6.3 and 6.4)

Like several other studies (eg ten Have et al, 2001,
Katz et al, 1997), these results show that the
presence of a psychiatric disorder is associated with
receipt of treatment and use of services. However, a
sizeable proportion of people still fail to receive any
treatment or service, even among the more severely
ill. For example, 56% of adults who scored over 17
on the clinical interview schedule at T1 (a level
usually associated with people treated in secondary
care) reported that they received no assistance
whatever. It is also noteworthy that only a fraction
of men and women with alcohol dependence are
accessing care. Although a similar pattern emerges
for recreational drug use, our data are less clear
about when such use was problematic or when
treatment might have been indicated.

Figure 6.1 Receipt of treatment at T1 or between
T1 and T2 by level of CIS-R score and
sex
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6.4 Factors associated with reporting
treatment or service contacts

Socio-demographic factors

The descriptive tables presented so far merely
indicate who had been in receipt of treatment or in
contact with services, without always taking
account of their mental state at T1. Through
logistic regression modelling we examined which
factors predicted receipt of treatment by
comparing the odds of receiving treatment in
different groups of participants before and after
mental state and other key factors were taken into
account. Women had a greater chance of receiving
any form of psychiatric treatment or service than
men: 29% had done so compared with 17% of
men. These increased odds of receiving treatment
remained after controlling for illness severity and
age. (Table 6.5)

Our finding that women are more likely than men
to be in receipt of treatment and/or in contact with
services is a common finding (Lin et al,1996) and
applies to either first or persistent use (ten Have et
al, 2001). There are many suggested explanations,
such as women’s greater preparedness to accept that
they have a mental health problem, talk about it or
seek help.

Younger men were less likely to have been in touch
with primary or secondary care services or to have
received a mental health treatment, whereas age
was not a factor in women. The proportion of men
who had received treatment or services rose from
8% of 16- to 24-year-olds to 24% of men aged 65–
74, whereas for women the corresponding figures
were 29% and 30%. The increased likelihood of
receiving treatment or services among older men
remained after adjustment for the severity of
mental disorder. Compared with men aged 16–24
years those aged 65–74 had over four times greater
odds of receiving treatment (adjusted OR 4.68,
95% CI 2.10-10.42). (Table 6.5)

The greater likelihood of older men receiving help
for mental health problems is a factor that has not
been described for incident use of services (ten Have
et al, 2001). This may relate to their higher use of
services in general and the result that detection of
mental health problems may be easier. Younger men
in particular are less likely to visit their general
practitioners (Goldberg and Huxley 1992).

As noted above, people with common mental
disorder were more likely to be in receipt of
services and treatment. There was a direct
relationship between increasing levels of symptoms
and receipt of treatment or services, which was
seen among both men and women and did not
change when age was taken in to account.
Compared with people with none or very low levels
of symptoms (scored 0–5 on the CIS-R), the odds
of receiving treatment rose to 2.31 (95% CI 1.77–
3.00) among those scoring 6–11, 5.38 (95% CI
3.94–7.34) among those scoring 12–17 and to 7.49
(95% CI 5.33–10.53) among those scoring 18 or
above. (Table 6.5)

After adjusting for sex, age and CIS-R score at T1, it
can be seen that White people, the widowed or
divorced, those living alone and lone parents with
children had greater chances of receiving any
mental health treatment and/or services. Overall,
about a quarter of those who classed themselves as
White (24%) had received services or treatment
compared with 10% of those in other ethnic
groups. There was no change in the level of
association when age, sex and CIS-R score were
controlled for. This suggests that people from
ethnic groups other than white are disadvantaged
when it comes to receipt of services or mental
health treatments. Although it has frequently been
suggested that cultural differences may be
responsible for misinterpretation of behaviour, a
recent study of the mental health of ethnic
minorities did not bear this out (Sproston and
Nazroo 2002, O’Connor and Nazroo 2002). Thus, it
is likely that less willingness to seek help or a
greater likelihood that the disorder is not
recognised by professionals may be responsible for
this differential.

A greater proportion (about two-fifths) of those
who were widowed, divorced or separated had
received treatment or services than other groups,
among whom about one fifth had done so.
However, when age, sex and CIS-R score were taken
into account the association was not quite so strong
and only the widowed and divorced had
significantly increased odds (approximately
doubled) of treatment or service receipt compared
with married people. While the relationship
between marital status and receipt of treatment was
broadly similar for men and women the increased
odds of receiving help for the small group of
widowed men were particularly striking (adjusted
OR 6.20, 95% CI 1.95–19.76).
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A similar picture was apparent when family unit
type was considered. A significantly higher
proportion of people living in lone parent with
children or one person family units had received
treatment or services than those in other family
types but the association decreased when age, sex
and CIS-R score were controlled for. As might be
expected given that finding, people in single person
households also had a higher chance of receiving
treatment or services than those who lived with
other people. (Table 6.6)

Economic factors

Being unemployed due to long term sickness or
disability and, to a lesser extent, being economically
inactive were both associated with an increased
likelihood of having received help for a mental or
emotional problem after sex, age and CIS-R score
at T1 were taken into account. For example over
half (53%) of those who were classed as long term
sick or disabled had received help of some kind
compared with 17% of those working full time.
Similarly, those who were not working at both
interviews were more likely to have received
treatment or services than those who were working
on both occasions. (Table 6.7)

A low household income was weakly associated
with an increased chance of receiving any form of
treatment after age, sex and baseline CIS-R score
were accounted for. Other indicators of socio-
economic status, lower social class, manual
occupations and living in rented accommodation
also showed a weak association with receipt of help,
which largely disappeared when age, sex and the
level of neurotic symptoms were taken into
account. (Table 6.7)

The observed association between economic
inactivity and a low income and an increased
likelihood of receiving mental health services and/
or treatments, after controlling for illness severity,
has not been reported uniformly in other countries
(Lefebvre et al, 1998), and may reflect the presence
of a health service free at the point of delivery.
Furthermore, research in Holland suggests that
these factors more closely predict frequent rather
than incident service utilisation (ten Have et al,
2001). This is an important finding, given that
poverty, unemployment and financial strain appear
to extend the duration of depressive episodes
(Weich and Lewis 1998).

6.5 Associations between treatment and
service contacts and outcome of common
mental disorder

Specific factors related to recovery from common
mental disorder are examined more fully in
Chapter 3. In this section we are specifically
concerned with describing the relationship between
treatment and recovery. There are several ways of
defining recovery but clearly an important
outcome is improvement in symptoms of common
mental disorder.

Recovery from disorder

As expected, people with a poorer outcome were
more likely to have been in receipt of treatments.
So in the unadjusted analysis, there was an
association between receiving treatments and a
lower proportion recovered. Fifty-five per cent of
people who had scored above the threshold 11/12
on the CIS-R at T1 and who did not receive any
treatment had recovered by T2 (their score had
dropped below the threshold at T2) compared to
38% of those who received any type of treatment.
In order to take account of the severity of disorder
at baseline, as well as social and demographic
factors that have been shown to be important
determinants of receiving treatment or making
service contacts an analysis was carried out
adjusting for these factors. We studied the
association between receipt of treatment and
recovery after adjustment, using logistic regression,
for sex, age, employment status, ethnicity, marital
status, score on the CIS-R at baseline and stressful
life events before T1 and between T1 and T2
interviews. After adjustment for these variables
there was no significant association between
treatment and recovery and the Odds Ratio was
0.88 (95% CI 0.59–1.32). (Table 6.8)

At first glance it appears that treatments are not
associated with recovery of common mental
disorders in the population. However, as
mentioned above the primary and secondary care
services are taking great efforts to ensure that
treatments are targeted on individuals with more
severe disorder and who have a poor outcome.
There is no purpose in treating individuals who
will get better in any case. Decisions by doctors to
recommend treatment, and by patients to accept
them, are not random but based upon a judgement
about whether the condition will resolve



127Better or worse: a longitudinal study of the mental health of adults

6Treatment

spontaneously. The results of our analysis indicate
that the unadjusted inverse association between
treatment and recovery was severely confounded by
severity and the other variables we used for
adjustment. The present results therefore simply
reflect the fact that that those with a more severe and
more persistent condition are more likely to be
receiving treatment. It is apparent that large-scale
surveys such as this are not really suitable for
investigating the effectiveness of treatments because
of the large number of potentially confounding
factors and the difficulties of accurately measuring
treatment and service use in interviews. Randomised
clinical trials have already provided a great deal of
evidence that pharmacological and psychological
treatments for common mental disorders are
effective in speeding recovery and reducing the
likelihood of relapse and recurrence.

6.6 Results of the sub-study of met and
unmet needs

The main procedures for assessing common mental
disorder using the CIS-R (see Chapter 1) are
designed to assess the presence or absence of
symptoms. The telephone interview, in contrast,
was designed to assess whether any disorder that
was present would benefit from treatment, in other
words that there was a ‘need’ for treatment. The
telephone interview was therefore designed to
establish what treatments had been provided as
well as make a judgement about any likely benefit.
It is to be expected that some people with milder
symptoms of common mental disorder would not
benefit from treatment. A limitation of the data is
that there was often a substantial time delay
between the follow-up or T2 interview and the
telephone interview. This will mean that at times
the clinical state of the individual interviewed
would have changed between the two assessments
and it may have been difficult for respondents to
recall how they had felt at the time of the original
interview. A further limitation is that the MRC
Needs for Care Assessment (NFCAS-C) requires
judgements on the part of the interviewer about
whether someone would benefit from treatment.
This part of the study can therefore address the
following questions.

• the relationship between the level of
functioning as judged by the interviewing
psychiatrists and common mental disorder;

• the relationship between the level of
functioning and whether or not respondents
had visited their GPs for mental problems;

• the relationship between primary need status
and whether or not respondents had visited
their GPs for mental problems; and

• the nature of treatments given and the extent to
which needs are met for common mental
disorder.

Comparisons of assessments from the main follow-up
and telephone interviews

The level of functioning and of need obtained from
the NFCAS-C can be related to the symptoms of
common mental disorder assessed in the initial
interviews. An analysis was done investigating the
relationship between level of functioning from the
NFCAS-C and common mental disorder assessed
using the CIS-R and alcohol dependence assessed
with the SAD-Q (Severity of Alcohol Dependence
Questionnaire). It is clear that clinicians only
identified a problematic level of functioning (that
is a clinically significant level of distress from
symptoms) in a proportion of those with assessed
as having common mental disorder or alcohol
problems in the initial interviews. Around half of
all cases identified by the structured questionnaires
were not considered to have a problem by the
clinicians. (Table 6.9)

Table 6.10 shows the distribution of different levels
of functioning on the NFCAS-C according to
CIS-R scores at the baseline interview, among those
people in the telephone sample selected because
they had a common mental disorder or because
they were receiving psychoactive medication or
psychological therapies. The telephone interviewers
used the information they had from the
respondent’s T1 and T2 interviews as a basis for
further questioning to identify the respondent’s
level of functioning during the study period. A
‘current problem’ is a problem that existed at the
time of the first ONS interview.

Overall, about three-quarters (73%) of the people
who received a telephone interview and who had
been identified as having a common mental
disorder at T1 or receiving treatment for such
problems were considered to have a current or past
problem in the clinical interview. The proportion
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of participants adjudged to have a current problem
increased with increasing CIS-R score at T1. Even
so, 17% of those with a CIS-R score of 18 or above
were rated as having no problem as were over a
third (36%) of those with CIS-R scores of between
12 and 17. However, clinical interviews tend to
provide lower rates of disorder than structured
assessment instruments and the considerable time
delay between the assessments might also be
expected to increase the likelihood of a discrepancy
between the assessments. (Table 6.10)

Some of the people who were selected for
telephone interview because they had a common
mental disorder or were receiving treatment were
also assessed as having an alcohol problem, and
anyone else assessed as alcohol dependent was also
included in the telephone interview sample. The
association of level of functioning and need
obtained from the NFCAS-C and the assessments
available from the initial interview was therefore
considered across the whole telephone interview
sample. The AUDIT (Alcohol Use Disorder
Identification Test) and SAD-Q scores were
combined to provide a single measure of the level
of alcohol problem, with four categories. These
were then cross-tabulated with the level of
functioning and primary need status, as judged by
the clinical interviewers. Of those with the lowest
scores on the composite measure, 98% were judged
to have no alcohol problem and no need for
treatment. Of respondents on the next level of the
composite measure, 35% were felt to have a
current, past, or likely problem with alcohol. This
rose to 47% in the next category. The most striking
thing about this table, however, is the large
majority of those with some kind of need where
need was felt to be unmeetable, usually due to their
rejection of any idea that treatment was needed.
This is quite a contrast with respondents who had
common mental disorder shown in Table 6.10.

(Table 6.11)

Help-seeking and treatment need

In this section, level of functioning and of need is
related to whether the respondent had visited their
GP or family doctor because of a mental health
problem in the two weeks prior to the baseline
interview or at sometime between the T1 and T2
interviews.

Among those selected for telephone interview
because they were assessed as having a common
mental disorder or were receiving treatment at T1,
respondents who had an impaired level of
functioning were more likely to have visited their
GP for a mental health reason. While 46% of those
assessed as having a current problem and 49% of
those with a past problem or likely problem had
consulted their GP, only 12% of those assessed as
having no problem had done so. Likewise, those
without a need for treatment were less likely to
have been in contact with their GP, although 16%
had done so. Around half of those with needs,
whether met or not, had seen their family doctor
for a mental health problem in the fortnight before
the baseline interview or at some time between
baseline and follow-up. A quarter of those
considered to have no meetable need (most of
whom themselves rejected any need for treatment)
had even so been in recent contact with their GP
about mental health issues. (Table 6.12)

The same analyses were carried out in relation to
alcohol problems but because a significant
proportion of those selected for the telephone
interview survey because of a common mental
disorder also had alcohol problems the whole
telephone interview sample is included. Of the total
sample, those with some level of problem related to
alcohol were less likely than those with no problem
to have visited their GP for a mental health reason.
This is likely to be because a substantial proportion
of those adjudged to have no alcohol problem had
a common mental disorder rather than a problem
with alcohol. However, it emphasises that people
with alcohol problems do not seek help from GPs.
The relationship between GP contact and primary
need status is obscured by the small numbers with
a meetable need. Very few of those with no
meetable need had visited their GP for a mental
health problem, underlining the tendency for this
group not to acknowledge problems. (Table 6.13)

Individual treatments: needs and levels of delivery

Participants who were identified with an impaired
level of functioning on the basis of the telephone
interview are described in the following tables. In
each table, individual treatments with likely
effectiveness have been identified and the delivery,
possible effectiveness and acceptability are
described. People with common mental disorder
were assessed with respect to their need for
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treatment for depression and for anxiety separately.
Treatments for alcohol problems were also
considered. Only people deemed to have a need for
treatment for these conditions are included in these
analyses.

For depression, apart from assessment, the
treatments most commonly seen as appropriate are
general support and counselling (appropriate for
81%), cognitive therapy (CBT, appropriate for
31%), and antidepressant medication (appropriate
for 83%). While the 20% of respondents who
rejected the idea of medication is not surprising, an
appreciable proportion of respondents also rejected
the idea of counselling or CBT. There was, however,
considerably more unmet need (‘appropriate but
not given’) for CBT than for medication. Nearly
two-thirds of those judged to have a need for
medication were in fact receiving it, while the
equivalent figure for CBT is only 10%. Less specific
psychological treatment in the form of general
support and counselling was considerably more
available: 55% of those who were felt to need it
were receiving it. (Table 6.14)

The pattern for respondents judged to have anxiety
problems (including obsessional disorders) by the
clinical interviewer was rather similar. Again the
commonest treatments were for support/
counselling (appropriate for 82%), CBT (48%),
and medication (67%), and again a surprising
number rejected the idea of these treatments: 27%
rejecting the idea of support or counselling, 24%
CBT and 20% medication. Once more the ratio
between treatment given and treatment thought to
be appropriate but not given was very low for CBT,
6% were receiving treatment compared with 17%
for whom it was deemed appropriate but not given.

(Table 6.15)

Respondents judged to have problems in relation to
alcohol were particularly likely to reject the idea of
any kind of treatment. The ratio between rejection
of treatment and unmet need for treatment was by
far the highest for any group of participants. A
minority of survey participants with alcohol
problems were receiving effective treatment, most
often in the form of simple advice. The
respondents with alcohol problems appear to be
especially difficult to help. (Table 6.16)

6.7 Conclusions

Our results suggest that those with severe and more
long lasting disorders were more likely to be treated
than those with milder conditions. Though these
results are reassuring and suggest that treatment is
being correctly targeted, there were a considerable
number of respondents with substantial symptoms
of common mental disorder that were not receiving
any treatment. In particular, younger people, those
from ethnic minorities and alcohol misusers were
less likely to receive treatment and this is a matter
of some concern. There have been many
suggestions why this might be so. Some people
have a reluctance to disclose symptoms (Goldberg
and Huxley 1992) and there is a reported aversion
to certain treatments, particularly drug treatments
(Priest et al, 1996).

The more detailed assessment of met and unmet
needs that was conducted suggests some
explanation of why such a large number of people
were not in receipt of treatment. One important
point is that in the judgement of the interviewing
psychiatrists, a number of people with significant
symptoms did not have a sufficient degree of
functional disability to require the kind of
pharmacological and psychological treatments
currently available. However another important
reason was that a large number, especially those
with alcohol problems, refused treatment,
presumably because they did not regard themselves
as having a sufficiently severe problem. Despite this
it was apparent that there was considerably more
unmet need in relation to psychological treatments
such as cognitive behavioural treatment than for
pharmacological treatment.

It appears from this study that there are a large
number of people in Great Britain who would
benefit from treatment for common mental
disorder but are not currently receiving it. In part
this is because people with CMD are not seeking or
accepting treatment. Interventions to change these
attitudes might have some benefit. However, there
may also be ways of changing practice in both
primary and secondary care in order to ensure that
psychological treatments are provided for those
who would benefit and accept treatment.
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Table 6.1 Treatment or health care services received at either T1 or T2

by CIS–R score at T1

CIS–R score at T1

0–5 6–11 12–17 18 All adults
and over

          Percentage reporting different types of treatment or services
Women

Treatment
No treatment 92 81 72 63 85
Psychotropic medication only 5 12 20 20 9
Counselling only 2 5 6 6 4
Both psychotropic medication and counselling 1 2 2 11 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 10 20 36 41 17
Had community care in last qtr at T1, T1–T2 8 11 17 27 11
Had day care in last qtr at T1, T1–T2 1 2 2 5 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 – – – – –
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 1 3 6 1

Any treatment / services at T1 or T2 20 36 51 58 29

Base 365 546 245 230 1386

Men

Treatment
No treatment 97 92 80 60 93
Psychotropic medication only 1 5 7 20 3
Counselling only 2 2 9 5 2
Both psychotropic medication and counselling 1 1 4 14 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 4 10 29 38 8
Had community care in last qtr at T1, T1–T2 6 7 19 25 8
Had day care in last qtr at T1, T1–T2 1 1 1 5 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 – – 0 2 0
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 0 1 7 1

Any treatment / services at T1 or T2 10 20 45 53 17

Base 429 316 137 138 1020

All adults

Treatment
No treatment 95 86 75 61 89
Psychotropic medication only 3 9 15 20 6
Counselling only 2 4 7 6 3
Both psychotropic medication and counselling 1 2 3 13 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 7 16 33 40 13
Had community care in last qtr at T1, T1–T2 7 10 18 26 10
Had day care in last qtr at T1, T1–T2 1 1 2 5 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 – – 0 1 0
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 1 2 6 1

Any treatment / services at T1 or T2 15 29 48 56 23

Base 794 862 382 368 2406
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Table 6.2 Treatment or health care services received at either T1 or T2

by change in CIS–R caseness

Change in CIS–R caseness from T1 to T2

Not CIS–R case
at T1 or T2 Onset Recovery Persistence All adults

       Percentage reporting different types of treatment or services
Women

Treatment
No treatment 91 66 81 55 85
Psychotropic medication only 6 21 13 27 9
Counselling only 3 10 3 8 4
Both psychotropic medication and counselling 1 3 3 10 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 10 44 26 50 17
Had community care in last qtr at T1, T1–T2 8 14 16 27 11
Had day care in last qtr at T1, T1–T2 0 6 2 6 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 – – – – –
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 3 1 7 1

Any treatment / services at T1 or T2 21 59 42 66 29

Base 799 112 229 246 1386

Men

Treatment
No treatment 97 87 81 59 93
Psychotropic medication only 1 4 8 20 3
Counselling only 1 7 7 7 2
Both psychotropic medication and counselling 1 2 4 15 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 3 32 24 44 8
Had community care in last qtr at T1, T1–T2 5 13 16 28 8
Had day care in last qtr at T1, T1–T2 1 8 2 4 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 – – 1 2 0
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 6 2 6 1

Any treatment / services at T1 or T2 10 41 42 56 17

Base 673 72 138 137 1020

All adults

Treatment
No treatment 94 76 81 56 89
Psychotropic medication only 3 13 11 24 6
Counselling only 2 8 5 8 3
Both psychotropic medication and counselling 1 3 3 12 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 7 39 25 47 13
Had community care in last qtr at T1, T1–T2 7 14 16 28 10
Had day care in last qtr at T1, T1–T2 0 7 2 5 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 – – 0 1 0
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 4 1 7 1

Any treatment / services at T1 or T2 15 51 42 62 23

Base 1472 184 367 383 2406
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Table 6.3  Treatment or health care services received at either T1 or T2

by alcohol problems at T1

Alcohol use at T1

Hazardous
No hazardous use but no Alcohol

alcohol use dependency dependence All adults

Percentage reporting different types of treatment or services
Women

Treatment
No treatment 86 82 82 85
Psychotropic medication only 9 9 5 9
Counselling only 3 7 4 3
Both psychotropic medication and counselling 2 2 9 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, 1–T2 16 20 21 17
Had community care in last qtr at T1, T1–T2 11 8 13 11
Had day care in last qtr at T1, T1–T2 1 1 5 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 – – – –
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 2 2 1

Any treatment / services at T1 or T2 29 32 33 29

Base 1139 164 76 1379

Men

Treatment
No treatment 92 97 88 93
Psychotropic medication only 3 2 6 3
Counselling only 3 1 4 2
Both psychotropic medication and counselling 2 0 2 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 8 8 13 8
Had community care in last qtr at T1, T1–T2 7 10 7 8
Had day care in last qtr at T1, T1–T2 2 0 1 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 0 0 0 0
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 2 0 1 1

Any treatment / services at T1 or T2 16 17 20 16

Base 588 196 233 1017

All adults

Treatment
No treatment 89 92 87 89
Psychotropic medication only 6 4 6 6
Counselling only 3 3 4 3
Both psychotropic medication and counselling 2 1 3 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 13 13 14 13
Had community care in last qtr at T1, T1–T2 10 10 8 10
Had day care in last qtr at T1, T1–T2 1 1 2 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 0 0 0 0
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 1 1 1

Any treatment / services at T1 or T2 23 22 22 23

Base 1727 360 309 2396
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Table 6.4 Treatment or health care services received at either T1 or T2

by illicit drug use in the previous year at T1

Illicit drug use in last year at T1

No Yes All adults

Percentage reporting different types  of treatment or services
Women

Treatment
No treatment 86 79 85
Psychotropic medication only 9 8 9
Counselling only 3 8 3
Both psychotropic medication and counselling 2 5 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 17 22 17
Had community care in last qtr at T1, T1–T2 11 16 11
Had day care in last qtr at T1, T1–T2 1 2 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 – – –
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 1 1

Any treatment / services at T1 or T2 29 38 29

Base 1257 122 1379

Men

Treatment
No treatment 93 94 93
Psychotropic medication only 3 4 3
Counselling only 3 1 2
Both psychotropic medication and counselling 2 1 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 8 11 9
Had community care in last qtr at T1, T1–T2 8 7 8
Had day care in last qtr at T1, T1–T2 1 1 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 0 0 0
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 1 1

Any treatment / services at T1 or T2 17 15 16

Base 847 171 1018

All adults

Treatment
No treatment 89 89 89
Psychotropic medication only 6 5 6
Counselling only 3 3 3
Both psychotropic medication and counselling 2 3 2

Healthcare services
Seen GP for mental reason last 2 wks at T1, T1–T2 13 15 13
Had community care in last qtr at T1, T1–T2 9 10 10
Had day care in last qtr at T1, T1–T2 1 2 1
Inpatient stay for mental reason, last qtr at T1, last qtr at T2 0 0 0
Outpatient visit for mental reason, last qtr at T1, last qtr at T2 1 1 1

Any treatment / services at T1 or T2 23 23 23

Base 2104 293 2397
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Women

All women 1386 29

Age at T1 n.s. n.s.
16–24 115 29 1.00 ———— 1.00 ————
25–34 302 35 1.30 (0.61–2.78) 1.63 (0.67–3.95)
35–44 301 27 0.89 (0.44–1.82) 0.97 (0.44–2.18)
45–54 271 30 1.03 (0.51–2.10) 1.21 (0.54–2.73)
55–64 212 21 0.66 (0.31–1.39) 0.77 (0.33–1.81)
65–74 185 30 1.02 (0.48–2.17) 1.48 (0.62–3.53)

CIS–R score at T1 +++ +++
0–5 365 20 1.00 ———— 1.00 ————
6–11 546 36 2.21 *** (1.56–3.12) 2.21 *** (1.54–3.17)
12–17 245 51 4.10 *** (2.78–6.06) 4.11 *** (2.75–6.15)
18 and over 230 58 5.49 *** (3.64–8.28) 5.51 *** (3.61–8.40)

Men

All men 1020 17

Age at T1 n.s. ++
16–24 103 8 1.00 ———— 1.00 ————
25–34 183 16 2.02 (0.89–4.56) 1.56 (0.66–3.69)
35–44 225 15 1.97 (0.92–4.22) 1.73 (0.81–3.72)
45–54 226 17 2.22 * (1.06–4.65) 1.97 (0.92–4.21)
55–64 164 20 2.73 * (1.27–5.87) 2.67 * (1.20–5.93)
65–74 119 24 3.36 ** (1.49–7.55) 4.68 *** (2.10–10.42)

CIS–R score at T1 +++ +++
0–5 429 10 1.00 ———— 1.00 ————
6–11 316 20 2.19 ** (1.38–3.48) 2.40 *** (1.50–3.84)
12–17 137 45 7.25 *** (4.42–11.90) 8.44 *** (5.04–14.14)
18 and over 138 53 10.14 *** (5.80–17.75) 11.74 *** (6.54–21.10)

All adults

All adults 2406 23

Sex +++ +++
Male 1020 17 1.00 ———— 1.00 ————
Female 1386 29 2.09 *** (1.63–2.69) 1.98 *** (1.52–2.57)

Age at T1 n.s. n.s.
16–24 218 18 1.00 ———— 1.00 ————
25–34 485 27 1.63 (0.90–2.94) 1.68 (0.87–3.21)
35–44 526 21 1.21 (0.68–2.13) 1.21 (0.66–2.23)
45–54 497 23 1.38 (0.80–2.40) 1.46 (0.81–2.63)
55–64 376 21 1.18 (0.68–2.06) 1.29 (0.71–2.38)
65–74 304 27 1.65 (0.91–2.99) 2.31 * (1.22–4.40)

CIS–R score at T1 +++ +++
0–5 794 15 1.00 ———— 1.00 ————
6–11 862 29 2.35 *** (1.82–3.02) 2.31 *** (1.77–3.00)
12–17 382 48 5.42 *** (4.02–7.30) 5.38 *** (3.94–7.34)
18 and over 368 56 7.31 *** (5.26–10.16) 7.49 *** (5.33–10.53)

# Odds Ratios adjusted for the other variables in this table
*** p<0.001, ** p<0.01, * p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant

Table 6.5 Odds Ratios associated with receiving any treatment or service at T1 or T2

                                            Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base treatment of variable Ratio Interval of variable Ratio# Interval
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Ethnicity + +
White 1311 30 1.00 ———— 1.00 ————
Other 66 14 0.39 * (0.16–0.92) 0.36 * (0.15–0.86)

Area type n.s. n.s.
Urban 915 29 1.00 ———— 1.00 ————
Semi–rural 329 28 0.94 (0.64–1.39) 1.11 (0.73–1.67)
Rural 142 36 1.40 (0.81–2.43) 1.67 (0.94–2.99)

Educational qualifications n.s. n.s.
Degree 190 30 1.00 ———— 1.00 ————
Teaching, HND, nursing 126 35 1.30 (0.68–2.50) 1.25 (0.62–2.51)
A Level 160 24 0.73 (0.37–1.45) 0.72 (0.34–1.50)
GCSE or equivalent 506 31 1.09 (0.66–1.80) 1.09 (0.63–1.87)
No qualifications 395 27 0.88 (0.52–1.49) 0.72 (0.42–1.26)

De facto marital status at T1 ++ +
Married 698 26 1.00 ———— 1.00 —————
Cohabiting 117 32 1.35 (0.82–2.22) 1.04 (0.57–1.88)
Single 211 30 1.25 (0.71–2.20) 0.97 (0.49–1.94)
Widowed 126 37 1.70 (0.97–2.98) 1.99 * (1.05–3.76)
Divorced 161 45 2.34 *** (1.46–3.74) 1.98 *** (1.24–3.18)
Separated 73 42 2.09 * (1.03–4.23) 1.74 (0.74–4.10)

Family type at T1 ++ +
Couple, no child 410 26 1.00 ———— 1.00 ————
Couple and child(ren) 404 27 1.06 (0.71–1.58) 0.94 (0.61–1.43)
Lone parent and child(ren) 194 39 1.80 * (1.08–3.01) 1.49 (0.83–2.66)
One person only 315 39 1.87 ** (1.23–2.85) 1.72 * (1.10–2.69)
Adult and parent(s) 63 26 1.01 (0.39–2.61) 0.76 (0.24–2.39)

Household size at T1 n.s. n.s.
1 286 38 1.00 ———— 1.00 ————
2 508 28 0.64 * (0.43–0.96) 0.70 (0.46–1.08)
3 266 27 0.61 * (0.38–0.99) 0.56 * (0.33–0.95)
4 230 26 0.57 (0.33–1.00) 0.56 (0.31–1.01)
5 and over 96 36 0.94 (0.51–1.73) 0.78 (0.38–1.57)

Table 6.6 Odds Ratios associated with receiving any treatment or service at T1 or T2

Demographic variables

                                            Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base treatment of variable Ratio Interval of variable Ratio# Interval
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Men

Ethnicity n.s. +
White 960 17 1.00 ———— 1.00 ————
Other 56 7 0.34 (0.11–1.01) 0.33 * (0.13–0.87)

Area type n.s. n.s.
Urban 667 18 1.00 ———— 1.00 ————
Semi–rural 256 14 0.73 (0.47–1.14) 0.76 (0.48–1.20)
Rural 97 13 0.68 (0.36–1.29) 0.69 (0.35–1.38)

Educational qualifications n.s. n.s.
Degree 189 14 1.00 ———— 1.00 ————
Teaching, HND, nursing 84 11 0.78 (0.34–1.75) 0.67 (0.28–1.59)
A Level 155 19 1.42 (0.70–2.87) 1.25 (0.57–2.73)
GCSE or equivalent 332 18 1.37 (0.76–2.48) 1.23 (0.62–2.44)
No qualifications 255 16 1.17 (0.63–2.16) 0.79 (0.41–1.51)

De facto marital status at T1 +++ +
Married 519 16 1.00 ———— 1.00 ————
Cohabiting 104 12 0.74 (0.36–1.50) 0.92 (0.39–2.17)
Single 236 14 0.86 (0.52–1.40) 1.33 (0.67–2.64)
Widowed 32 58 7.54 *** (2.88–19.78) 6.20 ** (1.95–19.76)
Divorced 101 36 2.99 ** (1.48–6.04) 2.09 (0.97–4.52)
Separated 28 [9] 1.48 (0.46–4.79) 1.41 (0.47–4.20)

Family type at T1 +++ ++
Couple, no child 305 15 1.00 ———— 1.00 ————
Couple and child(ren) 318 15 1.04 (0.65–1.68) 1.14 (0.65–1.99)
Lone parent and child(ren) 25 47 5.05 ** (1.67–15.29) 4.33 * (1.12–16.72)
One person only 256 30 2.43 *** (1.55–3.82) 2.22 ** (1.31–3.74)
Adult and parent(s) 116 10 0.61 (0.32–1.18) 1.25 (0.53–2.92)

Household size at T1 +++ +
1 233 31 1.00 ———— 1.00 ————
2 345 17 0.45 *** (0.29–0.70) 0.55 * (0.34–0.89)
3 188 14 0.35 ** (0.19–0.65) 0.49 * (0.25–0.97)
4 188 12 0.30 *** (0.17–0.53) 0.43 ** (0.24–0.77)
5 and over 66 17 0.44 (0.19–1.02) 0.81 (0.35–1.87)

Table 6.6 (continued) Odds Ratios associated with receiving any treatment or service at T1 or T2

              Demographic variables

                                            Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base treatment of variable Ratio Interval of variable Ratio# Interval

# Odds Ratios adjusted for the other variables in this table
*** p<0.001, ** p<0.01, * p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant

Table continues on page138.
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Table 6.6 (continued) Odds Ratios associated with receiving any treatment or service at T1 or T2

              Demographic variables

                                            Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base treatment of variable Ratio Interval of variable Ratio# Interval

All adults

Ethnicity ++ ++
White 2271 24 1.00 ———— 1.00 ————
Other 122 10 0.35 ** (0.18–0.67) 0.36 ** (0.19–0.67)

Area type n.s. n.s.
Urban 1582 23 1.00 ———— 1.00 ————
Semi–rural 585 21 0.86 (0.65–1.14) 0.97 (0.72–1.31)
Rural 239 26 1.13 (0.74–1.73) 1.27 (0.81–1.97)

Educational qualifications n.s. n.s.
Degree 379 20 1.00 ———— 1.00 ————
Teaching, HND, nursing 210 23 1.19 (0.69–2.03) 1.01 (0.57–1.76)
A Level 315 21 1.05 (0.66–1.69) 0.94 (0.56–1.57)
GCSE or equivalent 838 26 1.36 (0.94–1.97) 1.16 (0.77–1.75)
No qualifications 650 22 1.10 (0.74–1.62) 0.74 (0.49–1.12)

De facto marital status at T1 +++ +++
Married 1217 21 1.00 ———— 1.00 ————
Cohabiting 221 21 1.03 (0.69–1.53) 0.96 (0.59–1.56)
Single 447 20 0.97 (0.66–1.43) 1.04 (0.64–1.69)
Widowed 158 41 2.70 *** (1.64–4.43) 2.34 ** (1.33–4.12)
Divorced 262 41 2.62 *** (1.75–3.92) 2.05 ** (1.35–3.09)
Separated 101 36 2.12 * (1.12–4.02) 1.69 (0.83–3.44)

Family type at T1 +++ +++
Couple, no child 715 20 1.00 ———— 1.00 ————
Couple and child(ren) 722 21 1.05 (0.77–1.42) 1.01 (0.72–1.42)
Lone parent and child(ren) 219 40 2.60 *** (1.61–4.19) 1.95 * (1.09–3.47)
One person only 571 35 2.08 *** (1.51–2.87) 1.81 ** (1.28–2.56)
Adult and parent(s) 179 15 0.69 (0.38–1.28) 0.86 (0.41–1.78)

Household size at T1 +++ +
1 519 35 1.00 ———— 1.00 ————
2 853 23 0.56 *** (0.42–0.76) 0.67 * (0.49–0.92)
3 454 20 0.47 *** (0.32–0.70) 0.55 ** (0.36–0.86)
4 418 19 0.44 *** (0.29–0.66) 0.52 ** (0.34–0.81)
5 and over 162 26 0.66 (0.39–1.11) 0.78 (0.46–1.31)

# Odds Ratios adjusted for sex, age and CIS–R score at T1
*** p<0.001, **p<0.01, *p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant
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Women

Social class at T1 + +
I 34 12 1.00 ———— 1.00 ———––
II 429 167 0.75 (0.28–2.04) 0.66 (0.23–1.86)
IIINM 458 159 0.49 (0.18–1.31) 0.40 (0.14–1.11)
IIIM 123 58 1.05 (0.36–3.09) 0.89 (0.29–2.73)
IV 204 100 0.97 (0.34–2.81) 0.66 (0.22–2.01)
V 97 48 1.01 (0.29–3.51) 0.76 (0.19–3.10)
Armed forces – – – – – –

Manual or non–manual work at T1 + n.s.
Non–manual 921 27 1.00 ———— 1.00 ————
Manual 424 37 1.61 * (1.10–2.36) 1.42 (0.93–2.16)

Employment status at T1 +++ n.s.
Working full time 415 26 1.00 ———— 1.00 —————
Working part time 367 28 1.10 (0.70–1.75) 1.11 (0.68–1.83)
Unemployed 41 31 1.27 (0.52–3.11) 1.04 (0.44–2.46)
Long term sick or disabled 118 62 4.50 *** (2.54–7.97) 2.42 ** (1.31–4.45)
Other economically inactive 436 29 1.14 (0.79–1.65) 1.20 (0.78–1.85)

Change in employment status + n.s.
Employed at T1 and T2 703 27 1.00 ———— 1.00 —————
Not employed at T1 and T2 525 35 1.48 * (1.09–2.01) 1.49 * (1.02–2.19)
Not employed at T1, employed at T2 70 21 0.74 (0.38–1.43) 0.65 (0.34–1.24)
Employed at T1, not employed at T2 79 32 1.32 (0.54–3.24) 1.34 (0.48–3.72)

Tenure of accommodation at T1 +++ ++
Owned outright 314 28 1.00 ———— 1.00 ————
Owned with mortgage 649 23 0.79 (0.51–1.21) 0.67 (0.39–1.15)
Rented from LA or HA 312 46 2.19 ** (1.29–3.70) 1.60 (0.88–2.90)
Rented from other source 101 41 1.82 (0.95–3.48) 1.31 (0.62–2.77)

Respondent’s grouped weekly gross
 income at T1 n.s. n.s.
£400 and over 147 33 1.00 ———— 1.00 —————
£200 but under £400 298 26 0.69 (0.39–1.22) 0.65 (0.36–1.20)
£100 but under £200 418 29 0.83 (0.48–1.43) 0.74 (0.42–1.31)
Under £100 486 30 0.86 (0.51–1.44) 0.75 (0.42–1.32)

Change in respondent’s income n.s. n.s.
About the same 813 30 1.00 ———— 1.00 ————
Around 20% or more fall 193 29 0.96 (0.60–1.54) 1.07 (0.66–1.73)
Around 20% or more increase 324 28 0.92 (0.63–1.34) 0.86 (0.57–1.30)

Household’s grouped weekly gross
ncome at T1 ++ n.s.
£400 and over 515 24 1.00 ———— 1.00 —————
£200 but under £400 341 31 1.42 (0.95–2.12) 1.25 (0.82–1.90)
£100 but under £200 285 33 1.51 (0.99–2.30) 1.17 (0.74–1.85)
Under £100 130 45 2.57 ** (1.50–4.40) 2.12 * (1.14–3.95)

Table 6.7 Odds Ratios associated with receiving any treatment or service at T1 or T2

Economic variables

                                            Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base treatment of variable Ratio Interval of variable Ratio# Interval

# Odds Ratios adjusted for sex, age and CIS–R score at T1
*** p<0.001, **p<0.01, *p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant

Table continues on page140.
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Men

Social class at T1 n.s. +
I 91 11 1.00 ———— 1.00 ————
II 325 17 1.77 (0.78–3.99) 1.63 (0.63–4.18)
IIINM 97 19 1.95 (0.73–5.25) 1.89 (0.64–5.60)
IIIM 304 14 1.37 (0.61–3.08) 1.07 (0.43–2.67)
IV 128 22 2.42 (0.92–6.38) 2.33 (0.78–6.95)
V 43 20 2.15 (0.73–6.36) 1.66 (0.51–5.36)
Armed forces 2 [1] 48.00 ** (2.68–859.14) 53.89 ** (3.58–811.21)

Manual or non–manual work at T1 n.s. n.s.
Non–manual 513 16 1.00 ———— 1.00 ————
Manual 477 17 1.06 (0.73–1.53) 0.93 (0.62–1.39)

Employment status at T1 +++ +
Working full time 612 13 1.00 ———— 1.00 ————
Working part time 74 11 0.82 (0.39–1.73) 0.87 (0.42–1.80)
Unemployed 39 11 0.88 (0.35–2.21) 0.79 (0.34–1.86)
Long term sick or disabled 120 47 5.99 *** (3.32–10.81) 2.03 * (1.19–3.47)
Other economically inactive 171 22 1.94 * (1.15–3.29) 2.06 * (1.13–3.76)

Change in employment status +++ +
Employed at T1 and T2 648 12 1.00 ———— 1.00 ————
Not employed at T1 and T2 286 29 3.00 *** (1.93–4.66) 2.10 ** (1.25–3.53)
Not employed at T1, employed at T2 43 14 1.23 (0.45–3.35) 1.51 (0.57–4.00)
Employed at T1, not employed at T2 38 26 2.56 * (1.02–6.45) 1.95 (0.81–4.70)

Tenure of accommodation at T1 +++ +
Owned outright 233 18 1.00 ———— 1.00 ————
Owned with mortgage 510 13 0.68 (0.41–1.11) 0.75 (0.41–1.36)
Rented from LA or HA 198 29 1.79 (0.97–3.30) 1.63 (0.85–3.12)
Rented from other source 71 10 0.47 (0.20–1.10) 0.54 (0.23–1.29)

Respondent’s grouped weekly gross
 income at T1 n.s. n.s.
£400 and over 323 15 1.00 ———— 1.00 ————
£200 but under £400 327 14 0.95 (0.55–1.66) 0.84 (0.46–1.55)
£100 but under £200 181 23 1.77 (0.99–3.17) 1.29 (0.70–2.38)
Under £100 171 19 1.32 (0.73–2.42) 1.13 (0.64–1.99)

Change in respondent’s income n.s. n.s.
About the same 650 17 1.00 ———— 1.00 ————
Around 20% or more fall 102 18 1.09 (0.58–2.01) 1.11 (0.59–2.08)
Around 20% or more increase 228 15 0.85 (0.54–1.34) 0.86 (0.51–1.45)

Household’s grouped weekly gross
income at T1 +++ ++
£400 and over 422 14 1.00 ———— 1.00 ————
£200 but under £400 238 12 0.83 (0.48–1.42) 0.69 (0.39–1.20)
£100 but under £200 128 29 2.43 ** (1.36–4.33) 1.41 (0.78–2.54)
Under £100 81 41 4.22 *** (2.08–8.57) 2.56 * (1.13–5.80)

Table 6.7 (continued) Odds Ratios associated with receiving any treatment or service at T1 or T2

              Economic variables

                                            Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base treatment of variable Ratio Interval of variable Ratio# Interval
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Table 6.7 (continued) Odds Ratios associated with receiving any treatment or service at T1 or T2

              Economic variables

                                            Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base treatment of variable Ratio Interval of variable Ratio# Interval

All adults

Social class at T1 + +
I 125 17 1.00 ———— 1.00 ————
II 754 24 1.57 (0.85–2.90) 1.12 (0.57–2.20)
IIINM 555 22 1.36 (0.72–2.57) 0.75 (0.37–1.56)
IIIM 427 20 1.21 (0.63–2.32) 0.98 (0.50–1.93)
IV 332 30 2.10 * (1.06–4.19) 1.26 (0.59–2.70)
V 140 32 2.35 (0.99–5.58) 1.27 (0.44–3.66)

Manual or non–manual work at T1 n.s. n.s.
Non–manual 1434 22 1.00 ———— 1.00 ————
Manual 901 25 1.17 (0.89–1.54) 1.19 (0.87–1.64)

Employment status at T1 +++ ++
Working full time 1027 17 1.00 ———— 1.00 ————
Working part time 441 25 1.55 * (1.08–2.25) 1.15 (0.76–1.74)
Unemployed 80 20 1.22 (0.64–2.34) 0.96 (0.52–1.79)
Long term sick or disabled 238 53 5.32 *** (3.48–8.13) 2.35 *** (1.57–3.50)
Other economically inactive 607 26 1.70 ** (1.25–2.31) 1.45 * (1.01–2.09)

Change in employment status +++ +
Employed at T1 and T2 1351 19 1.00 ———— 1.00 ————
Not employed at T1 and T2 811 32 2.09 *** (1.61–2.72) 1.72 ** (1.24–2.38)
Not employed at T1, employed at T2 113 18 0.95 (0.53–1.70) 0.89 (0.51–1.54)
Employed at T1, not employed at T2 117 30 1.90 (0.95–3.82) 1.57 (0.70–3.49)

Tenure of accommodation at T1 +++ +++
Owned outright 547 23 1.00 ———— 1.00 ————
Owned with mortgage 1159 18 0.75 (0.55–1.04) 0.70 (0.46–1.05)
Rented from LA or HA 510 38 2.04 ** (1.34–3.11) 1.57 (0.99–2.49)
Rented from other source 172 24 1.07 (0.61–1.84) 0.94 (0.52–1.70)

Respondent’s grouped weekly gross
 income at T1 + n.s.
£400 and over 470 19 1.00 ———— 1.00 ————
£200 but under £400 625 19 0.98 (0.67–1.44) 0.80 (0.53–1.22)
£100 but under £200 599 27 1.59 * (1.10–2.30) 0.98 (0.65–1.48)
Under £100 657 26 1.52 * (1.03–2.25) 0.92 (0.60–1.41)

Change in respondent’s income n.s. n.s.
About the same 1463 23 1.00 ———— 1.00 ————
Around 20% or more fall 295 24 1.09 (0.74–1.61) 1.08 (0.72–1.62)
Around 20% or more increase 552 21 0.92 (0.69–1.23) 0.86 (0.62–1.19)

Household’s grouped weekly gross
income at T1 +++ ++
£400 and over 937 20 1.00 ———— 1.00 ————
£200 but under £400 579 22 1.14 (0.82–1.58) 1.02 (0.72–1.43)
£100 but under £200 413 31 1.87 *** (1.33–2.63) 1.23 (0.86–1.77)
Under £100 211 44 3.19 *** (2.11–4.83) 2.32 ** (1.42–3.79)

# Odds Ratios adjusted for sex, age and CIS–R score at T1
*** p<0.001, **p<0.01, *p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant
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Table 6.8 Association between recovery from common mental disorder and treatment

                                            Unadjusted regression Adjusted regression

Overall 95% Overall Adjusted 95%
% with significance Odds Confidence significance Odds Confidence

Base recovery of variable Ratio Interval of variable Ratio# Interval

Received treatment +++ n.s.
No 495 55 1.00 1.00
Yes 255 38 0.49 *** (0.35–0.70) 0.88 (0.59–1.32)

# Adjusted for the following variables
Sex CIS-R score
Age (grouped) Stressful life events prior to T1
Economic activity status Stressful life events between T1 and T2
Ethnicity
Marital status

*** p<0.001, **p<0.01, *p<0.05
+++ p<0.001, ++ p<0.01, + p<0.05, n.s. = not significant

Table 6.10 Level of functioning  and primary need
status with respect to common mental
disorders (depression, anxiety/obsession or
adjustment disorder) assessed in telephone
interviews

by CIS-R score at T1

CIS-R score at T1

18
and

0–5 6–11 12–17 over Total

% % % % %
CMD: level of functioning
No problem or mild problem [3] 26 36 17 26
Past problem or likely problem [5] 31 14 19 21
Current significant problem [4] 41 49 64 52
Insufficient information - 2 1 - 1

CMD: Primary need status
No need [3] 28 38 18 28
Met need [7] 54 26 36 38
Some unmet need [2] 11 15 24 17
No meetable need - 7 22 22 17

Base* 12 54 88 88 242

* People who had a common mental disorder at T1 or with no disorder but
in receipt of psychotropic medication or psychological therapy.

Table 6.9 Relationship between level of functioning
assessed on the Need for Care Assessment
and the diagnostic categories obtained in
the baseline interviews

CIS-R diagnostic categories

Alcohol
Depressive* Anxiety** dependence

% % %
NFCAS-C Level of functioning
No problem 54 43 49
Past problem 7 13 1
Current problem 38 42 46
Insufficient information 2 2 3
Bases 123 86 71

* Depressive episode and mixed anxiety and depression.
** All other CIS-R diagnostic categories.
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Table 6.11 Level of functioning and assessed need
with respect to alcohol problems assessed
in telephone interviews

by level of alcohol problem at T1

Level of alcohol problem

Hazardous
drinking no

dependence Alcohol
No problem (AUDIT score dependence

(AUDIT >7 & SAD–Q (SAD-Q
score of 0–7 score 0–3) score 4+) Total

% % % %
Alcohol problem: level
of functioning
No problem or mild
problem 98 65 49 83
Past problem or likely
problem 1 8 1 2
Current significant problem 1 28 46 15
Insufficient information - - 3 1

Alcohol problem:
primary need status
No need 98 65 52 83
Met need 1 8 6 3
Some unmet need - 2 6 2
No meetable need 1 25 37 12

Base 193 40 71 304

Table 6.12 GP consultations for mental or emotional problems in the 2 weeks prior to T1 or between T1 and T2

by level of functioning and assessed need for treatment for common mental disorders

        Level of functioning

No problem Past problem Current
or mild or likely significant Insufficient

problem problem problem information Total

% % % % %
Consulted GP
   No 88 51 54 [2] 63
   Yes 12 49 46 - 37

Base 64 51 125 2 242

Primary need

Some No meetable
No need Met need unmet need need Total

% % % % %

Consulted GP
   No 84 45 55 76 63
   Yes 16 55 45 24 37

Base 67 91 42 42 242
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Table 6.14 Assessment of levels of delivery of different types of care for those assessed as having current, past or likely
depressive symptoms

Types of care for depressive symptoms

Cognitive Psycho- Marital
Assessment Support therapy therapy therapy Medication ECT Other

% % % % % % % %

Not appropriate and not given 53 19 69 85 94 17 97 98
Appropriate and effective 24 31 - 2 1 39 2 2
Appropriate and partly effective 12 13 3 1 - 15 1 -
Non compliance - 5 1 - - 5 - -
Ineffective - 1 - - - 1 - -
Rejection of idea of treatment 7 19 14 6 2 20 1 -
Overprovision - - - 1 - 1 - -
Appropriate but not given 3 11 13 2 2 2 - -
Not known - 1 1 2 1 2 - -

Base 124 124 124 124 124 124 124 124

Table 6.13 GP consultations for mental or emotional problems in the 2 weeks prior to T1 or between T1 and T2

by level of functioning and assessed need for treatment for alcohol problems

Alcohol problems: Level of functioning

No problem Past problem Current
or mild or likely significan Insufficient

problem problem problem information Total

% % % % %
Consulted GP
No 65 [4] 87 [2] 69
Yes 35 [1] 13 - 31

Base 252 5 46 2 305

Alcohol problems: Primary need

No need Met need Some No
unmet  meetable
need need Total

% % % % %
Consulted GP
No 65 [5] [5] 92 69
Yes 35 [4] - 8 31

Base 254 9 5 37 305
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Table 6.15 Assessment of levels of delivery of different types of care for those assessed as having current, past or likely
anxiety or symptoms

Types of care for anxiety or obsessional symptoms

Support, Cognitive or Other Marital
reassurance, behavioural structured or family

Assessment counselling therapy psychotherapy therapy Medication Other

% % % % % % %

Not appropriate and not given 60 18 52 90 95 33 96
Appropriate and effective 19 28 1 2 1 22 3
Appropriate and partly effective 6 11 4 - - 11 1
Non compliance - 2 - - - 5 -
Ineffective - 1 1 - - 1 -
Rejection of idea of treatment 11 27 24 3 2 20 -
Overprovision - - - - - - -
Appropriate but not given 3 12 17 4 2 3 -
Rated elsewhere - 1 1 - - 1 -

Base 93 93 93 93 93 93 93

Table 6.16 Assessment of levels of delivery of different types of care for those assessed as having current, past or likely
alcohol problems

Types of care for alcohol problems

Marital or
family Self-help Group

Assessment Advice Counselling therapy group therapy Detox Medication

% % % % % % % %

Not appropriate and not given 74 25 57 87 53 89 77 94
Appropriate and effective 11 13 - - - 2 4 2
Appropriate and partly effective 2 6 2 - - - - -
Non compliance - - - - - - - -
Ineffective - - - - - - - -
Rejection of idea of treatment 13 55 32 9 45 9 19 4
Overprovision - - - - - - -
Appropriate but not given - 2 8 - 2 - - -
Not known - - - 4 - - - -

Base 53 53 53 53 53 53 53 53
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7.1 Introduction

The need for measures of quality of life arose from
the realisation that benefits and disadvantages of
interventions such as treatments should include
information on non-disease indicators of the
quality of life lived as well as conventional health
outcome indicators such as disease level and death.
According to Lehman, Quality of Life (QoL)
measures aim to provide information on the
humanistic outcome of services and care (Lehman,
1996). Measures of QoL that attempt to tap an
individual’s own perception and definition of
quality of life, including spiritual and personal
values, would be desirable for large scale survey
data collection. Lehman’s Quality of Life Inventory
(QOLI) was designed for use in community
surveys of people with severe mental illness in the
USA. It was an adaptation of measures developed
by Andrews and Withey (1976) and Campbell,
Converse and Rodgers (1976). The Andrews and
Withey measure was derived by factor analysing
several hundred person-centred statements (which
were arrived at by asking people what they
considered QoL was about).

There is growing agreement that Quality of Life
measures need to incorporate both subjective well-
being ratings, and indicators of objective or
material circumstances (Ruggeri et al, 2001).
Objective circumstances can be captured in a
variety of ways, and for health-related quality of
life, there are many disease-specific instruments
available (Salek, 1988). The domains covered by
these instruments range from material
circumstances (finances, work etc) to activities of
daily living, and other aspects of social functioning
(in health related measures).

Psychiatric epidemiological and social psychiatry
studies often assess several of the components of
quality of life in detail, thus providing an
opportunity to examine different aspects of quality
of life in greater depth. The follow-up of the
second national household survey of psychiatric
morbidity provided an opportunity to do this in

the context of psychiatric disorder identified in the
community in a national sample.

A considerable number of studies examine the
quality of life of patient groups or general
population samples (Evans and Huxley, 2001),
although very few focus on people with common
mental disorders. Only a minority of studies to date
have compared QoL in general population,
common mental disorder and severe mental illness
groups (Goldney et al, 2000; Pukrop et al, 2000)
using the same methodology in both types of
sample. This chapter provides an opportunity to
report on objective and subjective well being in the
general population using a range of indicators. As
well as using a recognised quality of life measure,
information is available on a number of areas
which contribute to quality of life: overall health
status and longstanding physical health problems;
employment status; social support; and difficulties
with activities of daily living.

7.2 The Lancashire Quality of Life Profile

The Lancashire QoL Profile (LQOLP) was used in
the survey to obtain respondents’ ratings of
different aspects of their quality of life. The LQOLP
was adapted from Lehman’s work described above
in order to be culturally applicable to British
Society (Oliver, 1992). The LQOLP has been used
extensively in evaluations of mental health services
(Burns et al, 1999; Oliver, 1992) and has been
adapted for use in Great Britain in local
community surveys (Thomas et al, 2002). The
questions used in the survey cover the respondent’s
subjective appraisal of QoL. These were
supplemented with questions routinely used in the
survey programme which address the same
domains by obtaining more objective information
such as unemployment status and income level.

The LQOLP was administered in the 18-month
follow-up survey only. The variables used in the
follow-up survey did not correspond exactly to
those used in the full Lancashire Scale; not all were
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included, either because they were not felt to be
appropriate (eg they related to institutional care) or
because the questionnaire contained a similar
question brought forward from the baseline survey.
To indicate this to people familiar with the LQOLP,
the QoL variables are labelled slightly differently
when they are different, but in the standard format
otherwise. For example, the global rating of well-
being “How do you feel about your life as a whole
today?”, which is normally asked both at the start of
the instrument and the end, was only included at
the beginning of the interview in this survey. In the
standard LQOLP, the ratings from the two
questions would be averaged and called ‘general’
QoL. In this case the single rating that we have is
called  ‘life as a whole’ (LAW). A ‘global’ QoL score
can also be computed as the average of domain
ratings.

The LQOLP covers a number of domains:
● work;
● leisure;
● finance;
● safety;
● family relations;
● social relations; and
● health.

After questions collecting objective information
about an individual’s circumstances with respect to
that domain, the respondent is asked to rate their
satisfaction with different aspects of the domain on
a seven point scale, where 1 is the worst possible
and 7 the best possible response. The ratings
obtained for all of the questions relating to that
domain are then averaged to give a score between 1
and 7 for that domain. The number of questions
for each domain varies.

In the analysis presented here each domain has
been treated separately, as outcomes in their own
right. This is because the profile (a graphic version
of the individual domain scores) shows that an
individual’s domain scores can differ very
markedly. An overall average score and LAW both
lose this variation.

Table 7.1 shows the percentage distribution of
Lancashire Quality of Life indicators at follow-up
for different groups of respondents categorised
according to change in CIS-R caseness between
baseline and follow-up, as described in earlier
chapters of the report. Those people with sub-scale

scores between 5 and 7 can be regarded as having a
good quality of life in that particular domain while
those with a mean score of 3 or below consider that
aspect of their quality of life is poor.

In general, there was a similar pattern of variation
in sub-scale scores between the different groups.
The group of respondents who had CIS-R scores
below 12 at both baseline and follow-up interview
(no disorder) rated their quality of life at the time
of the follow-up interview most favourably; those
who had disorder at baseline but had recovered by
the time of follow-up were next, followed by those
with onset of disorder. Those who had disorder at
both initial and follow-up interview reported the
poorest quality of life in all domains. For example,
only 3% of those without disorder at either
interview scored three or below for Life as a Whole
compared with 9% of those in the recovered group,
28% of those in the group with onset of disorder
and 34% of those who had disorder at the time of
both interviews.  The mean score for each group
showed a similar pattern being 5.5 for those
without disorder at both times, 5.0 for the
recovered group, 4.2 for those with onset of
disorder and 3.9 for those with disorder at both
interviews. The fact that the proportions of people
giving a low rating for LAW are similar among
those with onset of disorder at follow-up and those
with persistent disorder suggests that ratings of this
aspect of quality life are influenced by current
mental health. (Table 7.1)

A low rating on the health sub-scale was strongly
associated with having disorder at both interviews.
Almost a quarter of those with persistent disorder
(23%) had a score on the health sub-scale of 3 or
below compared with only 6% of those with onset
of disorder, 3% of those who had recovered at
follow-up and 1% of those without disorder at
either interview.

Similar patterns are also seen for the non-health
QoL sub-scales. In general those with an onset or
with persistence of CISR caseness are more likely to
report low levels of QoL. This was also true for
those domains, particularly leisure, family and
social relations, in which people generally rated
their QoL more favourably. The non-health
domains upon which mental health appeared to
have the biggest impact were work and finances.
While fewer than 1 in 10 people (7%) who had no
disorder at either baseline of follow-up scored three
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or below on the work sub-scale, this rose to more
than 1 in 3 (35%) of those who were assessed as
having disorder at both interviews. The difference
in the mean scores between these two groups was
1.4. Similarly, while only 7% of those with no
disorder scored three or less on the finance sub-
scale, 46% of those with persistent disorder did so.

(Table 7.1 and Figure 7.1)

First, there has been a long standing interest in the
repeated finding that mental and physical health
are correlated; the present study provides a unique
opportunity to examine this prospectively in a
national sample. For example, in the first national
survey of psychiatric morbidity it was found that
longstanding heart and respiratory complaints
increased the reporting of one or more neurotic
disorders by about half, digestive and musculo-
skeletal complaints more than doubled the rate and
genito-urinary complaints increased it over 4 times
(Meltzer et al, 1995a, table 2.5). These findings were
confirmed in the 2000 survey (Singleton et al,
2001).

In the survey people were asked whether they
suffered from any longstanding illness or complaint
and, if they did, they were asked to describe it.
These responses were then grouped according to
the chapter headings in the International
Classification of Diseases (ninth revision) (World
Health Organisation, 1977). In general long-
standing physical health complaints at time 1 (T1)
were associated with later development and with
persistence of common mental disorder. While
39% of people without disorder at both interviews
had reported a longstanding physical complaint at
baseline, 53% of those who recovered from
disorder had done so as had 56% of those with
onset of disorder. Among those who had persistent
mental disorder, 66% had reported a longstanding
physical problem. (Table 7.2)

The specific types of physical complaint that
appeared to be most noticeably associated with
mental disorder were musculo-skeletal problems,
nervous system, respiratory and heart and
circulatory system complaints. Those with a CIS-R
score of 12 or above at both interviews had a higher
rate of musculo-skeletal problems (35%) than
those with onset or recovery (26% and 25%,
respectively), who in turn had higher rates than
those without disorder at either time (18%). Those
with persistent or onset of common mental
disorder at follow-up had higher rates of nervous
system complaints than did those who had no
disorder at either time or had recovered by the time
of follow-up. In the case of respiratory and heart
and circulatory system complaints, it was those
with persistence who had higher rates than the
other groups. (Table 7.2)

7.3 Health status

Perceived overall health status is one of the key
components of many measures of quality of life.
Considerable work on the development of
questions on self-rated health has been carried out,
particularly in the context of large-scale surveys,
and such questions are now often included in
national censuses. The ratings for health-related
QoL given in response to the questions in the
LQOLP showed the strength of the association
between general health status and mental health.

In this survey we collected additional information
about longstanding physical health problems
reported by respondents. There are two substantive
reasons for giving attention to physical ill health.

Figure 7.1 Proportion indicating poor quality of
life (score 1–3) on the LQOLP work
and finances subscales by change in
CIS-R caseness
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7.4 Economic Quality of Life indicators

The strong association between the work and
finance sub-scale scores on the LQOLP and
changes in the level of disorder described above
indicates the importance of this area for people
with mental health problems. Melzer and
colleagues examined the role of economic activity
in a systematic review of large community based
studies undertaken from 1980 in developed
countries (Fryers et al, 2003), and in logistic
regression analyses of the 1993 household survey of
psychiatric morbidity in Britain (Melzer et al,
2003). Unemployment was consistently positively
associated with a range of measures of common
mental disorder in each of these analyses.

In both the baseline and follow-up surveys,
information was collected on respondents’
employment status. A range of questions were also
asked about their income and also whether they
had experienced financial difficulties, such as being
in debt, or behind with payments for essential
utilities or had cut down use of these because of
financial problems.

Table 7.3 shows the percentage distribution of
financial difficulties at T1 and of change in
employment status in adults of working age
between interviews, according to change in CIS-R
caseness between baseline and follow-up. Less than
half (45%) of those of working age at baseline who
were assessed as having a common mental disorder
at both baseline and follow-up interviews were in
employment at both these times. This compares
with a little under two thirds of those with onset or
recovery from disorder over this period (62% and
64% respectively being employed at the time of
both interviews) and about three-quarters (76%)
of those without disorder at either interview.

Overall 21% of the population reported financial
difficulties and this applied to 16% of those who
were free of mental health problems at both
interviews. The people most likely to have reported
financial difficulties at baseline interview were
those who had disorder at both baseline and
follow-up interviews: almost half (49%) had
reported them. In addition to the unsurprisingly
high rate of financial difficulties in those with a
persistent mental health problem (given the very
low rate of employment in this group), there was
also a very high rate in those who, by T2, had

recovered from a spell of common mental disorder
experienced at T1. (Table 7.3)

7.5 Social support

The relationship between common mental disorder
and social support has been considered previously
in two cross sectional surveys of the household
population in Great Britain (Meltzer et al, 1995b;
Meltzer et al, 2002; Brugha et al, 2003).  Quality of
life measures typically include one or more
questions on the quality of interpersonal
relationships and a few questions on the range of
relationship types (family, friends, work
colleagues). Such questions are similar in content
to measures of subjective social support, which
have been routinely used throughout the ONS
national psychiatric morbidity survey programme.
Deficiencies in social support and the protective
effect of social support have been the subject of
investigation in clinical and small community
surveys since the theoretical case for conducting
such investigations was set out (Cassel, 1976; Cobb,
1976; Tolsdorf, 1976; Henderson, 1977). Progress
since has been documented in various reviews
(House et al, 1988; Brugha, 1995).

As well as the questions on satisfaction with family
and social relations included in the LQOLP, both
the baseline and follow-up surveys included two
groups of questions aimed at identifying the level
of social support available to respondents. Firstly,
perceived social support was assessed from
respondents’ answers to seven questions which
were originally used in the 1987 Health and
Lifestyle survey, and were also included in the 1992
Health Survey for England (Breeze et al, 1994) and
the ONS (OPCS) surveys of psychiatric morbidity
among adults in private households carried out in
1993 and 2000 (Meltzer et al, 1995b; Meltzer et al,
2002).  These questions were administered at
baseline and follow-up. More detail about the
questions and the way in which they were scored is
given in Chapter 1.

Another group of questions assessed the extent of
respondents’ social networks. These were also
adapted from questions used in the other ONS
(OPCS) surveys of psychiatric morbidity and
focused on the numbers of people (aged 16 and
over) that respondents felt close to.
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Information was collected about three groups of
people:

● adults living inside the household that
respondents felt close to;

● relatives, aged 16 or over, living outside the
household that respondents felt close to; and

● friends or acquaintances living outside the
household that would be described as close or
good friends.

Close friends and relatives form an individual’s
‘primary support group’. Previous research has
suggested that adults with a primary support group
of 3 people or fewer are at greatest risk of
psychiatric morbidity (Brugha et al, 1987; Brugha
et al, 1993; Brugha et al, 2003).

Table 7.4 shows the percentage distribution for
perceived social support by change between
baseline and follow-up in CIS-R caseness. Both the
level of perceived social support at baseline and the
change in perceived social support between the
baseline and follow-up interviews are considered.
Severe lack of perceived social support at baseline
was significantly associated with persistence of
disorder. A severe lack of perceived social support
was indicated at T1 by 15% of people with
persistent disorder compared with 9% of those
with onset, 8% of those who recovered and 6% of
people without disorder at both interviews.
However there was no clear pattern of association
between change in perceived social support and
change in caseness on the CIS-R.

A similar pattern of association between level of
social support at T1 and change in mental health
emerged when examining the size of the persons
close social network of good friends and close
relations (the ‘primary group’). Those with
persistent disorder were most likely to have a small
support group and those without disorder at both
interviews least likely, with those with onset or
recovery falling in between. (Table 7.4)

7.6 Activities of Daily Living

Although most QoL measures do not assess
Activities of Daily Living (ADL), deficits in these
have been consistently shown to be associated with

the presence of mental disorder in community
surveys (Bebbington et al, 2000).  Therefore all
adults interviewed in both baseline and follow-up
surveys were asked about any difficulty they had
with a range of activities of daily living. The
selection of such activities was influenced in the
present study by the topics covered in the MRC
Needs for Care Assessment (Brewin et al, 1987) and
the OPCS Surveys of Disability (Martin et al, 1988).

The seven areas of functioning chosen for this
survey were the same as those included in the
previous, 1993, ONS survey (Meltzer et al, 1995b):

● Personal care such as dressing, bathing, washing
or using the toilet.

● Using transport to get out and about.
● Medical care such as taking medicines or pills,

having injections or changes of dressing.
● Household activities such as preparing meals,

shopping, laundry and housework.
● Practical activities such as gardening,

decorating, or doing household repairs.
● Dealing with paperwork such as writing letters,

sending cards, or filling in forms.
● Managing money such as budgeting for food or

paying bills.

If respondents said they had any difficulty with an
activity, they were asked whether they needed help
and who provided it. For the analysis here
respondents were placed in one of four groups for
each activity: those with no difficulty with that
ADL at either interview; those with difficulty at T2
only (onset); those who had difficulty with the
ADL at T1 but not at T2 (recovery); and those who
reported difficulty with the ADL at both interviews
(persistent difficulty).

Table 7.5 shows the percentage distribution for
change in difficulties with activities of daily living
(ADLs) between interviews by change between
baseline and follow-up in the presence of common
mental disorder. With the exception of difficulties
with practical activities, typically about 90% or
more of respondents did not have a deficit at either
interview. However, deficits in all ADLs except help
with medical care were strongly associated with the
presence of mental disorder.

The pattern of association of ADL difficulties with
mental disorder was similar for most ADLs,
although the differences do not all reach
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conventional levels of statistical significance. ADL
deficits and persistence of common mental
disorder are, in general, strongly associated. Those
with persistent disorder at both baseline and
follow-up tended to be most likely to report
difficulties with ADLs, both persistent difficulties
and also ADL difficulties at only one of the
interviews (onset of or recovery from ADL
difficulties). Those with onset of disorder at follow-
up tended to be next most likely to report either
persistent difficulties with ADLs or onset of
difficulties. In contrast, those without disorder at
both interviews were least likely to report any
difficulties with ADLs. Those who recovered from
disorder tended to fall somewhere between those
with no disorder and those with onset of disorder
in overall reporting of ADL difficulties and tended
to be a little more likely to report recovery from
ADL problems. For example, Figure 7.2 shows that
difficulties with household activities were
mentioned at one or both interviews by only 6% of
people without a disorder at either interview, but
by 14% with recovery from disorder at follow-up,
19% of those with onset of disorder and 37% of
those with persistent disorder. Among people
without disorder at both interviews, 3%
experienced onset of difficulties with household
activities by the follow-up interview, 2% had ceased
to have difficulties and for 1% the difficulties

persisted. In contrast the equivalent figures for
people with persistent disorder were 11% reporting
new difficulty, 8% no longer had difficulties but for
18% the difficulties with household activities
persisted. Among people who had recovered from
common mental disorder at follow-up, recovery
from having difficulties was more common (6%)
than onset or persistence of difficulties (4% in both
cases). However, among people with onset of
disorder onset of difficulties was most common
(10%), compared with 2% who stopped having
difficulties and 7% reporting continuing difficulty.

(Table 7.5 and Figure 7.2)

7.7 Conclusion

As predicted, poor quality of life and the presence
of common mental disorder are strongly
associated. Many of these associations hold up even
when key predictors of quality of life such as
unemployment and perceived social support are
measured at one time point and mental health
outcome is measured subsequently, thus reducing
to a minimum the possible effects of reporting bias.
Our more detailed analyses show that most of the
more specifically focused assessments of the
underlying domains of quality of life, such as work,
social relations and leisure, physical health
complaints, are also related as expected to the
pattern of change in common mental disorder over
time. The ability to carry out daily activities such as
personal care and household activities was also
related to mental health over time. However we
found that change in perceived social support and
change in mental health over time were less
strongly associated, which may be related to the
observation that in the majority of respondents the
overall level of perceived support is relatively stable
over time. These prospective findings reveal the
important relationship between poor quality of life
and common mental disorder. The measurement
of quality of life is a valuable and important step in
the process of identifying and ameliorating the
underlying causes.
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Table 7.1 Distribution of Lancashire Quality of Life subscale scores

by change in CIS-R caseness from T1 to T2

Change in CIS-R caseness from T1-T2

No disorder
at T1 or T2 Onset Recovery Persistence All

Lancashire Quality of Life Profile at T2

Subscale Grouped score % % % % %

Work 1 to 3 7 23 14 35 11
3+ to 5 45 53 50 50 46
5+ to 7 48 24 36 15 44

Mean score 5.2 4.3 4.7 3.8 5.0

Leisure 1 to 3 0 6 0 9 1
3+ to 5 32 61 46 64 37
5+ to 7 68 32 54 27 62

Mean score 5.5 4.7 5.2 4.6 5.4

Finance 1 to 3 7 31 24 46 13
3+ to 5 54 54 49 43 52
5+ to 7 39 15 26 11 35

Mean score 5.0 4.1 4.4 3.5 4.8

Safety 1 to 3 2 6 4 15 3
3+ to 5 40 53 54 49 43
5+ to 7 58 41 42 36 54

Mean score 5.5 5.1 5.1 4.8 5.4

Family relations 1 to 3 0 2 2 8 1
3+ to 5 14 35 26 34 18
5+ to 7 86 63 72 58 81

Mean score 6.0 5.3 5.7 5.2 5.9

Social relations 1 to 3 1 3 2 7 2
3+ to 5 21 40 28 43 24
5+ to 7 78 57 70 50 74

Mean score 5.8 5.4 5.7 5.2 5.8

Health 1 to 3 1 6 3 23 3
3+ to 5 26 72 45 61 33
5+ to 7 73 21 51 16 64

Mean score 5.6 4.5 5.1 4.0 5.4

Life as a whole 1 to 3 3 28 9 34 7
3+ to 5 41 55 55 53 44
5+ to 7 55 16 36 13 49

Mean score 5.5 4.2 5.0 3.9 5.3

Base 1466 181 363 380 2390
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Table 7.2 Longstanding physical complaints at T1

by change in CIS-R caseness from T1 to T2

Change in CIS-R caseness from T1–T2
No disorder
at T1 or T2 Onset Recovery Persistence All

Percentage reporting different types of physical complaint

Musculo-skeletal complaints 18 26 25 35 20
Respiratory system complaints 6 9 9 15 7
Heart and circulatory system complaints 9 8 9 14 9
Digestive system complaints 4 7 7 7 4
Nervous system complaints 3 14 6 16 5
Endocrine disorders 4 9 7 6 4
Genito-urinary system complaints 2 3 4 5 3
Skin complaints 2 1 3 2 2
Ear complaints 2 0 1 3 2
Eye complaints 1 1 2 2 1
Neoplasms 1 1 2 2 1
Blood disorders 1 0 1 1 1
Infectious and parasitic diseases 0 0 1 0 0

Any longstanding physical complaint 39 56 53 66 43

Base 1472 184 367 383 2406

Table 7.3 Economic Quality of Life indicators

by change in CIS-R caseness from T1 to T2

Change in CIS-R caseness from T1–T2
No disorder
at T1 or T2 Onset Recovery Persistence All

% % % % %
Economic QOL indicators

Change in employment status:
Adults of working age at T1
Employed at T1 and T2 76 62 64 45 71
Not employed at T1 and T2 13 27 20 43 17
Not employed at T1, employed at T2 7 5 6 6 7
Employed at T1, not employed at T2 4 6 9 7 5

Base = adults of working age at T1 1184 159 315 337 1995

Financial difficulties at T1 16 32 40 49 21

Base = all adults 1465 182 362 376 2385
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Table 7.4 Social support

by change in CIS-R caseness from T1 to T2

Change in CIS-R caseness from T1–T2
No disorder
at T1 or T2 Onset Recovery Persistence All

% % % % %
Social support

Perceived social support at T1
No lack 73 70 66 58 71
Moderate lack 21 21 25 27 22
Severe lack 6 9 8 15 7

Change in perceived social support
Better level of social support at T2 16 12 19 21 16
Same level of social support at T2 72 73 70 63 71
Worse level of social support at T2 12 15 11 17 13

Size of primary support group at T1
9 or more 70 65 57 48 67
4 to 8 27 29 36 41 29
0 to 3 3 6 7 11 4

Base 1459 183 361 375 2378
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Table 7.5 Change in the extent of difficulties with activities of daily living

by change in CIS-R caseness from T1 to T2

Change in CIS-R caseness from T1–T2

No disorder
at T1 or T2 Onset Recovery Persistence All

% % % % %
Change in difficulties with activities of daily
living*

Personal care
No difficulty at T1 or T2 95 85 91 78 93
Onset 3 8 3 5 3
Recovery 1 1 3 4 1
Persistence 1 6 3 12 2

Getting out and about
No difficulty at T1 or T2 95 90 89 71 93
Onset 2 3 2 8 3
Recovery 1 2 6 4 2
Persistence 2 6 3 17 3

Medical care
No difficulty at T1 or T2 99 98 98 92 98
Onset 0 2 1 3 0
Recovery 1 - 2 4 1
Persistence 0 0 - 2 0

Household activities
No difficulty at T1 or T2 94 81 86 63 90
Onset 3 10 4 11 4
Recovery 2 2 6 8 3
Persistence 1 7 4 18 3

Practical activities
No difficulty at T1 or T2 86 72 78 53 82
Onset 5 10 3 12 6
Recovery 5 6 6 8 5
Persistence 4 12 13 26 7

Dealing with paperwork
No difficulty at T1 or T2 92 85 84 71 89
Onset 2 6 2 10 3
Recovery 3 3 10 8 4
Persistence 3 6 3 11 4

Handling money
No difficulty at T1 or T2 97 91 87 72 94
Onset 1 5 1 9 2
Recovery 2 3 8 10 3
Persistence 0 0 3 10 1

Base 1466 183 363 379 2391

* Onset = no difficulty at T1 but reported at T2; Recovery = reported difficulty at T1 but not T2; Persistence = difficulty reported at T1 and T2.
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The assessment of common mental disorder and
alcohol problems

Appendix
A

A1 Assessment of common mental
disorder using the CIS-R

1. Calculation of CIS-R symptom scores

Calculation of symptom score for Somatic Symptoms

Score one for each of:

● Noticed ache or pain/discomfort for four days
or more in past seven days

● Ache or pain/discomfort lasted more than three
hours on any day in past week/on that day

● Ache or pain/discomfort has been very
unpleasant in past week

● Ache or pain/discomfort has bothered you when
you were doing something interesting in past
week

Calculation of symptom score for Fatigue

Score one for each of:

● Felt tired/lacking in energy for four days or
more in past seven days

● Felt tired for more than three hours in total on
any day in past week

● Felt so tired/lacking in energy that you’ve had to
push yourself to get things done on at least one
occasion during past week

● Felt tired/lacking in energy when doing things
you enjoy or used to enjoy at least once during
past week

Calculation of symptom score for Concentration and
forgetfulness

Score one for each of:

● Noticed problems with concentration/memory
for four days or more in past week

● Could not always concentrate on a TV
programme, read a newspaper article or talk to
someone without mind wandering in past week

● Problems with concentration actually stopped
you from getting on with things you used to do
or would like to do

● Forgot something important in past seven days

Calculation of symptom score for Sleep Problems

Score one for each of:

● Had problems with sleep for four nights or
more out of past seven nights

● Spent at least 1/4 hour trying to get to sleep on
the night with least sleep in the past week

● Spent three or more hours trying to get to sleep
on four nights or more in past week

● Slept for at least 1/4 hour longer than usual
sleeping on the night you slept the longest in the
past week

● Slept for more than three hours longer than
usual on four nights or more in past week

Calculation of symptom score for Irritability

Score one for each of:

● Felt irritable or short tempered/angry on four
days or more

● Felt irritable or short tempered/angry for more
than one hour on any day in past week

● Felt so irritable or short tempered/angry that
you wanted to shout at someone in past week
(even if you hadn’t actually shouted)



158

Appendix A The assessment of common mental disorder and alcohol problems

Better or worse: a longitudinal study of the mental health of adults

● Had arguments, rows or quarrels or lost your
temper with someone in past seven days and felt
it was unjustified on at least one occasion

Calculation of symptom score for Worry about Physical
Health

Score one for each of:

● Worried about physical health/serious physical
illness on four days or more in past seven days

● Felt that you had been worrying too much, in
view of actual health

● Worrying had been very unpleasant in past
week

● Not able to take mind off health worries at least
once by doing something else in past week

Calculation of symptom score for Depression

Score one for each of:

● Unable to enjoy or take an interest in things as
much as usual in past week

● Felt sad, miserable or depressed/unable to enjoy
or take an interest in things on four days or
more in past week

● Felt sad, miserable or depressed/unable to enjoy
or take an interest in things for more than three
hours in total on any day in past week

● When sad, miserable or depressed did not
become happier when something nice
happened, or when in company

Calculation of symptom score for Depressive ideas

Score one for each of:

● Felt guilty or blamed yourself when things went
wrong when it hasn’t been your fault at least
once in past seven days

● Felt that you are not as good as other people
during past week

● Felt hopeless, for instance about your future,
during past seven days

● Felt that life isn’t worth living in past week

● Thought of killing yourself in past week

Calculation of symptom score for Worry

Score one for each of:

● Been worrying about things other than physical
health on four or more days out of past seven
days

● Have been worrying too much in view of your
circumstances

● Worrying has been very unpleasant in past week

● Have worried for more than three hours in total
on any of past seven days

Calculation of symptom score for Anxiety

Score one for each of:

● Felt generally anxious/nervous/tense on four or
more of past seven days

● Anxiety/nervousness/tension has been very
unpleasant in past week

● When anxious/nervous/tense, have had one or
more of following symptoms:

heart racing or pounding
hands sweating or shaking
feeling dizzy
difficulty getting your breath
butterflies in your stomach
dry mouth
nausea or feeling as though you wanted to
vomit

● Felt anxious/nervous/tense for more than three
hours in total in any one of past seven days

Calculation of symptom score for Phobias

Score one for each of:

● Felt nervous/anxious about (situation/thing)
four or more times in past seven days

● On occasions when felt anxious/nervous/tense,
had one or more of following symptoms:
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heart racing or pounding
hands sweating or shaking
feeling dizzy
difficulty getting your breath
butterflies in your stomach
dry mouth
nausea or feeling as though you wanted to
vomit

● Avoided situation or thing because it would
have made you anxious/nervous/tense once or
more in past seven days

Calculation of symptom score for Panic

Score one for each of:

● Anxiety or tension got so bad you got in a panic
(eg felt that you might collapse or lose control
unless you did something about it) once or
more in past week

● Feelings of panic have been very unpleasant or
unbearable in past week

● This panic/worst of these panics lasted longer
than 10 minutes

Calculation of symptom score for Compulsions

Score one for each of:

● Found yourself doing things over again (that
you had already done) on four days or more in
last week

● Have tried to stop repeating behaviour/doing
these things over again during past week

● Repeating behaviour/doing these things over
again made you upset or annoyed with yourself
in past week

● Repeated behaviour three or more times during
past week

Calculation of symptom score for Obsessions

Score one for each of:

● Unpleasant thoughts or ideas kept coming into
your mind on four days or more in last week

● Tried to stop thinking any of these thoughts in
past week

● Became upset or annoyed with yourself when
you have had these thoughts in past week

● Longest episode of having such thoughts was +
hour or longer

2. Calculating total CIS-R scores

The total CIS-R score used in this report was
obtained by summing the symptom scores
described above. This total score reflects the overall
severity of symptoms of common mental disorders
(or neurotic symptoms) and can range from zero
to 57. A score of 12 or above is considered
indicative of common mental disorder. The total
scores are further grouped into four groups:

0–5
6–11
12–17
18 and over

A2 The Assessment of Alcohol Misuse
and Dependence

1. The AUDIT Questionnaire and how it is
scored

The Alcohol Use Disorders Identification Test
(AUDIT) was used for the assessment of alcohol
misuse. This provides a score based on a series of
questions covering different aspects of drinking
behaviour as shown below.

How often do you have a drink containing alcohol?

Never (0)
Monthly or less (1)
Two or four times a month (2)
Two to three times a week (3)
Four or more times a week (4)

How many drinks containing alcohol do you have in a
typical day when you are drinking?

1–2 (0)
3–4 (1)
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5–6 (2)
7–9 (3)
10 or more (4)

How often do you have six or more drinks on any one
occasion?

Never (0)
Less than monthly (1)
Monthly (2)
Weekly (3)
Daily or almost daily (4)

How often during the last year have you found that you
were not able to stop drinking once you had started?

Never (0)
Less than monthly (1)
Monthly (2)
Weekly (3)
Daily or almost daily (4)

How often during the last year have you failed to do what
was normally expected of you because of drinking?

Never (0)
Less than monthly (1)
Monthly (2)
Weekly (3)
Daily or almost daily (4)

How often during the last year have you needed a first
drink in the morning to get yourself going after a heavy
drinking session?

Never (0)
Less than monthly (1)
Monthly (2)
Weekly (3)
Daily or almost daily (4)

How often during the last year have you had a feeling of
guilt or remorse after drinking?

Never (0)
Less than monthly (1)
Monthly (2)
Weekly (3)
Daily or almost daily (4)

How often during the last year have you been unable to
remember what happened the night before because you
had been drinking?

Never (0)
Less than monthly (1)
Monthly (2)
Weekly (3)
Daily or almost daily (4)

Have you or someone else been injured because of your
drinking?

No (0)
Yes, but not in the last year (2)
Yes, during the last year (4)

Has a relative, friend, doctor or other health worker been
concerned about your drinking or suggested that you
should cut down?

No (0)
Yes, but not in the last year (2)
Yes, during the last year (4)

Scoring

The total score is computed across all 10 items and
the threshold score ti indicate hazardous drinking
behaviour was deemed to be 8.

2. Assessing alcohol dependence using the
SAD-Q

People who scored 10 or more on the AUDIT
questionnaire then completed the Severity of
Alcohol Dependence Questionnaire (SAD-Q). This
was completed using Computer-assisted Self
Interviewing.

The SAD-Q is composed of a series of 20 questions,
the exact wording of which can be found I the
questionnaire in Appendix B. For the first 12
questions respondents are asked to recall a period
of heavy drinking in the last six months and then to
say to what extent they experienced a range of
symptoms of dependence. The response categories
given are:

never, or almost never
sometimes
often
or always, or nearly always

Using the same reference period and response
categories, respondents are then asked to say often
they drank different amounts each day at that time,
ranging from 1/4 a bottle of spirits, or the
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equivalent, up to 2 bottles of spirits a day. The last 4
questions ask the respondent to imagine they have
had a period of abstinence from drinking and then
drunk heavily for two days and say to what extent
they would exhibit four signs of dependence in
those circumstances. The response categories used
for these questions are:

not at all;
slightly;
moderately; or
quite a lot.

Responses to each question are given a score from
0–3. A total score is then computed by adding the
scores for all items. An assessment of level of
alcohol dependence is then made based on the total
score as follows:

Score 0–3 = no dependence
Score 4–19 = mild dependence
Score 20–34 = moderate dependence
Score 35–60 = severe dependence

People who did not complete the SAD-Q because
they had an AUDIT score of less than 10 were
included in the group having no dependence.
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 Statistical terms and their interpretation
Appendix

B

B1 Weighting the data

The study involved two survey stages, the initial
survey in 2000 and the follow-up survey in 2001. In
order for the results of the analyses reported here to
be representative of the household population as a
whole it was necessary to apply weights which took
account of the complex survey design and non-
response at both stages.

1. Weighting to take account of design and
non-response at the baseline interview.

Weighting for the baseline survey occurred in three
steps. First the data were weighted to take account
of different sampling rates for postal sectors in
Scotland. Secondly, sample weights were applied to
take account of the different probabilities of
selecting respondents in different sized households.
Finally, weights were applied using post-
stratification based on age, sex and region to weight
the data up to represent the structure of the
national population, to take account of differential
non-response among regions and age groups.

(a) Weighting for differential sampling rates

The PMA sample for Scotland was
disproportionately large, so the first weighting step
was to weight for sample inclusion probabilities.
The numbers of PAF delivery points in the different
countries were used to calculate the proportion of
sectors which would be sampled if the same
sampling rates had been used throughout Great
Britain. The weighting factor to compensate for
over-sampling was calculated by dividing this
proportionate number of sectors by the actual
number of sectors sampled.

(b) Weighting for different selection probabilities
in households of varying size

Only one adult was sampled per household, so a
second factor (the number of eligible adults in the
household) was used to compensate for the
different probability of selection for individuals in

different sized households. The two sampling
weights were then multiplied together.

(c) Post-stratification of the sample

Population estimates for age in ten-year bands, sex
and region (taken from the weighting used on the
Labour Force Survey) were used to post-stratify the
data to population controls. Groups based on
Government Office Region were used, together
with age in ten year bands and sex, for post-
stratification. A grossing factor was calculated by
dividing the known population estimate by the
weighted survey estimate. A new compound weight
was calculated by multiplying the weight obtained
at the end of stage (b) by the grossing factor. More
details of the weighting for the baseline survey can
be found in the technical report of the survey,
Psychiatric morbidity among adults living in private
households, 2000: Technical Report by Singleton et
al, which is available on the National Statistics
website www.statistics.gov.uk.

2. Weighting to take account of design and
non-response at the follow-up interview.

The weighting had to take account firstly of the
different probability of selection of people in
different sample groups and secondly non-response
to the follow-up survey.

(a) Weighting for different sampling probabilities

Three groups of interest were identified from the
PMA survey for follow up as shown in Table B.1. As
the three groups had different chances of selection
for follow up, a probability weight was created to
take account of this (1/probability of selection). All
those with disorder or moderate levels of neurotic
symptoms were selected but only 1 in 5 of those
with no or only low levels of symptoms. People in
sample group 3 therefore received a weight of 5,
while other groups had a weight of 1.
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Interaction Detection) to identify groups of
respondents with significantly different rates of
non-response using the information available from
the baseline survey. The variables considered in this
analysis were ones known to be associated with
variation in mental health. This resulted in the
identification of 11 weighting classes as shown in
table B.2. The response rate for each weighting class
was then obtained after applying a weight
composed of the baseline survey weight and the
follow-up sampling weight. These rates varied from
36% up to 79%. The follow-up survey non-
response weight for each weighting class was then
calculated as the reciprocal of the response rate.

The final weight used for the analyses in this report
was then calculated as the baseline survey weight
multiplied by the follow-up survey sampling
weight multiplied by the non-response weight. This
weight was then scaled back to the actual sample
size.

B2 Statistical terms and their
interpretation

1. Sampling error

All estimates obtained from a sample of individuals
will be subject to error, i.e. they are unlikely to be
exactly the same as the actual value that would be
obtained if the whole population could have been
included. The sampling error is a measure of the
degree to which a percentage (or other summary
statistic) would vary if repeatedly calculated in a
series of samples. It is used in the calculation of

Table B.2 Weighting classes obtained and their response rates and non-response weights

Response category Weighted response rate Non-response weight

Married/widowed in rural area 0.6916 1/0.6916
Cohabiting/divorced/separated and no disorder/one disorder 0.5344 1/0.5344
Cohabiting/divorced/separated and more than 1 disorder 0.4303 1/0.4303
Single aged 25–29 0.3629 1/0.3629
Single aged 30–74 0.5017 1/0.5017
Married/widowed in urban/semi-rural area and in first sample group for the follow-up suvey 0.5632 1/0.5632
Married/widowed in urban/semi-rural area and in third sample group for the follow-up suvey 0.5551 1/0.5551
Single aged 16–24 in urban area 0.4338 1/0.4338
Single aged 16–24 in rural/semi-rural area 0.6756 1/0.6756
Married/widowed in urban/semi-rural area and in second sample group for the follow-up suvey and regions

Northern & Yorks/ Trent/ W Midlands/ NW/ London/ SW/ Wales/ Scotland 0.5933 1/0.5933
Married/widowed in urban/semi-rural area and in second sample group for the follow-up suvey and regions East/SE 0.7886 1/0.7886

  Table B.1 Selection probabilities for the follow-up
survey and the resultant probability weight

Sample group Probability Probability
of selection weight

1. Respondents with a neurotic or psychotic
disorder, alcohol or drug dependence. All selected 1

2. Respondents with moderate levels of
neurotic symptoms (a CIS-R score of 6–11). All selected 1

3. 1 in 5 of everyone else with low levels of
neurotic symptoms (a CIS-R score of 0–5). 1 in 5 selected 5

(b) Weighting to take account of non-response

People were considered to be non-responders if:

● they had been selected for follow up, but had
said at the time of the PMA survey that they did
not wish to be contacted again, or

● if they could not be contacted at the time of the
FUP survey, or

● if they were contacted but declined an interview.

The data presented in chapter 1 comparing
responders and non-responders showed that there
were some small differences between these groups
that might have an impact on the levels of mental
health problems they experienced. Therefore, an
analysis was carried out using SPSS Answer Tree©

(formerly called CHAID, Chi-squared Automatic
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confidence intervals and statistical significance
tests. In this study simple random sampling did not
take place, a multi-stage stratified sampling design
was used in the initial survey and then sub-groups
of the sample had different likelihood of selection
for the follow-up stage and there was non-response
at both interview stages. Therefore, in order for the
data to be representative of the adult household
population of Great Britain as a whole, weights
were calculated as described above. The analysis
package STATA© was used to conduct the analysis
because it is able to provide confidence intervals
and tests for statistical significance which take
account of the complex sample design and
weighting procedures used in this survey.

2. Confidence intervals

The percentages and odds ratios quoted in the text
of this report represent summary information
about a variable (eg CIS-R score) based on the
sample of people interviewed in this study.
However, extrapolation from these sample statistics
is required in order to make inferences about
distribution of that particular variable in the
population. This is done by calculating confidence
intervals around the statistic in question. These
confidence intervals indicate the range within
which the ‘true’ (or population) value is likely to lie.
Where 95% confidence intervals are calculated, this
simply indicates that one is ‘95% confident’ that the
population percentage (or odds ratio) lies within
this range. (More accurately, it indicates that, if
repeated samples were drawn from the population,
the percentage would lie within this range in 95%
of the samples.)

3. Significance

It is stated in the text of the report that some
differences are ‘significant’. This indicates that it is
unlikely that a difference of this magnitude would
be found due to chance alone. The conventional
level used to assess statistical significance is the 5%
level. If a finding is significant at this level the
likelihood that the difference would occur simply
by chance is less than 5%. This is conventionally
assumed to be infrequent enough to discount
chance as an explanation for the finding.

4. Logistic regression and odds ratios

Logistic regression analysis has been used in the

analysis of the survey data to provide a measure of
the effect of, for example, various characteristics on
the likelihood of onset of common mental disorder
in this sample. In most of the tables we present the
results from a simple unadjusted regression in
which the variable under consideration and the
dependent variable (eg onset) only are entered into
the analysis. This shows strength of the relationship
between the two variables without taking account
of any other factors that might be influencing this
relationship. For example, people who own their
house outright may be less likely to report onset of
disorder than other tenure groups but they are also
likely to be older, since mortgages are generally
paid off at retirement age. If age is related to the
likelihood of onset of disorder, it is possible that
the relationship between home ownership and
likelihood of onset is in part due to the effect of
age. In order to take account of this the tables also
show the result of a logistic regression analysis in
which likely key confounding variables are also
included in the analyses. The results of these
adjusted regression analyses show the strength of
the relationship between the characteristic of
interest and the dependent variable after taking
account of these other factors. The factors adjusted
for are age, sex (in analyses for all adults) and a
measure of the severity of disorder at baseline.

Logistic regression produces an estimate of the
probability of an event occurring when an
individual is in a particular category compared to a
reference category. This effect is shown in terms of
odds. For example, Table 2.1 shows that having a
CIS-R score of 6–11 at T1 increases the odds of
onset of common mental disorder compared to the
reference category of CIS-R score of 5 or below.
The amount by which the odds are actually
increased is shown by the Odds Ratio (OR). In the
unadjusted regression for all adults the OR is 7.32
indicating that if someone has a CIS-R score of
6–11 the odds that they will have had onset of
disorder are increased more than seven-fold. After
controlling for the possible confounding effects of
the other variables in the statistical model, in this
case age and sex, the adjusted OR is almost
unchanged at 7.06, indicating that the effect of CIS-
R score at T1 on likelihood of onset of disorder is
independent of age and sex. To determine whether
this increase is due to chance rather than to the
effect of the variable one must consult the
associated 95% confidence interval and p values. In
tables showing adjusted odds ratios, ORs which are
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statistically significant at the 95% level are
indicated by a single asterisk,* those statistically
significant at the 99% level are indicated by double
asterisks ** and those statistically significant at the
99.9% level are indicated by triple asterisks ***.
Confidence intervals (CIs) are described above. In
the case of odds ratios, 95% CIs which do not
include 1.00 indicate differences significant at the
95% confidence level.

The odds ratios and significance levels described
above relate to individual categories of a variable
and involve comparison with a reference category.
The selection of the reference category is to some
extent arbitrary, although in general we have
selected as reference categories large sub-groups
expected to have the best mental health to aid
interpretation of the data. Changing the reference
category will change the odds ratios and their level
of statistical significance and they provide little
information as to the strength of the association
between the variable as a whole and the dependent
variable. Therefore, the tables in this report also
include a column showing the overall level of
significance of the association between the variable
under consideration and the dependent variable (+
= p<0.05, the 95% significance level; ++ = p<0.01,
the 99% level; +++ = p<0.001, the 99.9% level).
Thus from Table 2.1 it can be seen that CIS-R score
at T1 and onset of common mental disorder are
strongly associated with a high level of statistical
significance (p<0.001) , in both the unadjusted and
adjusted logistic regression, suggesting the
association is highly unlikely to have occurred by
chance.
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Adults

In the baseline survey adults were defined as
persons aged 16 or over and less than 75. The
follow-up survey, which took place about 18
months after the initial interviews, therefore
included adults aged between 17 and 77 years of
age.

Alcohol dependence

Alcohol misuse was measured using two different
instruments. First the Alcohol Use Disorders
Identification Test (AUDIT) was used to assess
hazardous drinking (see below). Those who scored
10 or above on the AUDIT were also asked the
Severity of Alcohol Dependence Questionnaire
(SAD-Q). People who scored 4 or more on the
SAD-Q were considered to be dependent on
alcohol.

Area type

Interviewers coded their opinion of whether the
sampled address was in urban, semi-rural or rural
area.

Change in employment status

People were first grouped according to their
employment status (see below) into two groups:
those who were employed (i.e. working either full-
time or part-time) at the time of interview, and
those not employed (i.e. they were unemployed or
economically inactive). A comparison was made
between their status at baseline (T1) and at follow-
up (T2). In this way four groups were obtained:

Employed at T1 and T2
Not employed at T1 and T2
Not employed at T1, employed at T2
Employed at T12, not employed at T2.

CIS-R (Clinical Interview Schedule – revised
version)

The CIS-R is an instrument designed to measure
neurotic symptoms and disorders, such as anxiety
and depression. It comprises 14 sections each

covering a particular type of neurotic symptom.
Scores are obtained for each symptom based on
frequency, duration and severity in the past week.
Individual symptom scores can be summed to
provide an overall score for the level of neurotic
symptoms. A score of 12 or more indicates the
presence of significant levels of neurotic symptoms,
while a score of 18 or more indicates symptoms of
a level likely to require treatment. A score of 12 or
more was used in this study to define a case of
common mental disorder. If required, diagnoses of
6 specific neurotic disorders can be obtained by
looking at answers to the various sections of the
CIS-R and applying algorithms based on the
ICD-10 diagnostic criteria for research.

Common mental disorder (CMD)

Common mental disorders, sometimes called
neurotic disorders, are disorders such as depression
and anxiety. These are characterised by a variety of
symptoms such as fatigue and sleep problems,
forgetfulness and concentration difficulties,
irritability, worry, panic, hopelessness, and
obsessions and compulsions, which are present to
such a degree that they cause problems with daily
activities and distress. The prevalence of neurotic
symptoms in the week prior to interview was
assessed using the revised version of the Clinical
Interview Schedule (CIS-R) (see above). A score of
12 and over indicates the presence of significant
neurotic symptoms while a score of 18 and over
indicates symptoms of a level likely to require
treatment. In this study a score of 12 or more on
the CIS-R was considered to indicate common
mental disorder.

Drug dependence

In the year prior to interview drug dependence was
measured by asking all those who had used drugs
in the past year a series of five questions. These
covered: daily use of the drug for two weeks or
more; feelings of dependence; inability to cut
down; need for increasing quantities; withdrawal
symptoms. For a person to be considered
dependent, a positive response to any one of these
questions was required.
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Economic activity/employment status

Economically active persons are those over the
minimum school-leaving age who were working or
unemployed in the week before the week of
interview. These persons constitute the labour force.

Working

This category includes persons aged 16 and over
who, in the week before the week of interview,
worked for wages, salary or other form of cash
payment such as commission or tips, for any
number of hours. It covers persons absent from
work in the reference week because of holiday,
sickness, strike or temporary lay-off, provided they
had a job to return to with the same employer. It
also includes persons attending an educational
establishment during the specified week if they
were paid by their employer while attending it,
people who worked in Government training
schemes and unpaid family workers.

This category was sub-divided into those who said
they were working full-time and those working
part-time.

Persons are excluded if they have worked in a
voluntary capacity for expenses only, or only for
payment in kind, unless they worked for a business,
firm or professional practice owned by a relative.

Full-time students are classified as ‘working’,
‘unemployed’ or ‘inactive’ according to their own
reports of what they were doing during the
reference week.

Unemployed persons

This survey used the International Labour
Organisation (ILO) definition of unemployment.
This classifies anyone as unemployed if he or she
was out of work in the four weeks before interview,
or would have been but for temporary sickness or
injury, and was available to start work in the two
weeks after the interview. Otherwise, anyone out of
work is classified as economically inactive.

The group of economically inactive people includes
those who are long-term sick or disabled, retired
people, people who are looking after the family/
home and students who have not done any paid
work in the previous four weeks.

The treatment of all categories on this survey is in
line with that used in the Labour Force Survey (LFS).

Educational level

Educational level was based on the highest
educational qualification obtained and was initially
grouped as follows:

1. Degree or higher degree
NVQ Level 5

2. Teaching qualification
HNC/HND
BRC/TEC Higher
BTEC/SCOTVEC Higher
City and Guilds
Full Technological Certificate
Nursing Qualifications (SRN, SCM, RGN,
RM, RHV, Midwife)
NVQ Level 4

3. GCE A levels and AS levels
SCE Higher
ONC/OND/BTEC/TEC/BTEC not higher
City and Guilds Advanced/Final Level
GNVQ (Advanced Level)
NVQ Level 3

4. GCE O level passes (Grade A–C if after 1975)
GCSE (Grades A–C)
CSE Grade 1
SCE Ordinary (Bands A–C)
Standard Grade (Level 1–3)
School Certificate or Matric
City and Guilds Craft/Ordinary Level
GNVQ (Intermediate level)
NVQ Level 2

5. CSE Grades 2–5
GCE O level Grades D and E after 1975
GCSE (Grades D,E,F,G)
SCE Ordinary (Bands D & E)
Standard Grade (Level 4,5)
Clerical or Commercial qualifications
Apprenticeships
NVQ Level 1 and GNVQ (Foundation Level)

6. CSE ungraded

7. Other qualifications

8. No formal qualifications
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For the analyses in this report these groupings were
collapsed into five categories with groups four, five
and six being combined into one category, ‘GCSE
level’ and category seven being added into ‘No
qualifications’.

Ethnicity

People were asked to which of the following nine
groups they considered they belonged. For the
analyses in this report all groups other than White
were combined under the heading ‘Other’.

White White

Black – Caribbean
Black – African
Black – Other

Indian
Pakistani Other
Bangladeshi

Chinese
Other

Family Unit

In order to classify the relationships of the subject
to other members of the households, the household
members were divided into family units.

Subjects were assigned to a family unit depending
on whether they were or had ever been married,
and whether they (or their partners) had any
children living with them.

A ‘child’ was defined for family unit purposes as an
adult who lives with one or two parents, provided
he or she has never been married and has no child
of his or her own in the household.

For example, a household containing three women,
a grandmother, a mother and a child would contain
two family units with the mother and child being
in one unit, and the grandmother being in another.
Hence family units can consist of:

– A married or cohabiting couple or a lone parent
with their children.

– Other married or cohabiting couples.
– An adult who has previously been married. If

the adult is now living with parents, the parents

are treated as being in a separate family unit.
– An adult who does not live with either a spouse,

partner, child or parent. This can include adults
who live with siblings or with other unrelated
people, eg flatmates.

Family unit type

Each informant’s family unit was classified into one
of six family unit types:

‘Couple no children’ included a married cohabiting
couple without children.

‘Couple with child’ comprised a married or
cohabiting couple with at least one child from their
liaison or any previous relationship.

‘Lone parent’ describes both men and women (who
may be single, widowed, divorced or separated)
living with at least one child. The subject in this
case could be a divorced man looking after his 12-
year-old son or a 55-year-old widow looking after a
35-year-old daughter who had never married and
had no children of her own.

‘One person’ describes the family unit type and does
not necessarily mean living alone. It includes people
living alone but includes one person living with a
sister, or the grandmother who is living with her
daughter and her family. It also includes adults living
with unrelated people in shared houses, e.g. flatmates.

‘Adult living with parents’ describes a family unit
which has the same members as ‘couple with child’
but in this case it is the adult son or daughter who
is the subject. It includes a 20-year-old unmarried
student living at home with married or cohabiting
parents, and a 62-year-old single woman caring for
her elderly parents.

‘Adult living with lone parent’ covers the same
situations as above except there is one and not two
parents in the household.

Hazardous alcohol use

Hazardous alcohol use is a pattern of drinking
carrying with it a high risk of damage to health in
the future. The prevalence of alcohol misuse in the
previous year was assessed using the Alcohol Use
Disorders Identification Test (AUDIT) at the initial
interview (for more details of the AUDIT see



169

C

Better or worse: a longitudinal study of the mental health of adults

Appendix C Glossary of survey definitions and terms

Appendix A). An AUDIT score of eight or above
indicates hazardous alcohol use.

Household

The standard definition used in most surveys carried
out by ONS Social Survey Division, and comparable
with the 1991 Census definition of a household, was
used in this survey. A household is defined as single
person or group of people who have the
accommodation as their only or main residence and
who either share one meal a day or share the living
accommodation. (See E McCrossan A Handbook for
interviewers. HMSO: London 1991).

Income

At both interviews respondents were first shown a
card listing a range of income groups and asked to
say into which band their personal income fell.
They were then shown another similar card and
asked to identify the band into which their
household income fell. For the analyses in this
report these were then grouped into four broader
bands: under £100; £100 but under £200; £200 but
under £400; and £400 and above.

Change in income between interviews was also
assessed.

Marital Status

Informants were categorised according to their own
perception of marital status rather than legal marital
status. Married and cohabiting took priority over
other categories. Cohabiting included anyone living
together with their partner as a couple.

Neurotic disorders, depression or anxiety
disorders

In this study we use the term common mental
disorders (see above) to describe these disorders.

Onset of disorder

In this study we use the term ‘onset’ to describe
those cases where a person who did not have a
disorder at the baseline interview (T1) was assessed
as having the disorder at follow-up (T2).

Psychiatric Morbidity

The expression psychiatric morbidity refers to the
degree or extent of the prevalence of mental health
problems within a defined area.

Social Class

Based on the Registrar general’s 1991 Standard
Occupational Classification, Volume 3 OPCS,
HMSO: London social class was ascribed on the
basis of the informants own occupation. If the
informant was unemployed or economically
inactive at the time of interview but had previously
worked, social class was based on the most recent
previous occupation.

The classification used in the tables are as follows:

Descriptive Definition Social Class

Professional I
Intermediate occupations II Non-
Skilled occupations manual
– non-manual III NM

Skilled occupation
– manual III M
Partly-skilled IV Manual
Unskilled occupations V

Social class was not determined where the subject
had never worked, or if the subject was a full-time
student or where occupation was inadequately
described.

Social class was further grouped into ‘non-manual’
and ‘manual’ as shown above.

Recovery

We have defined recovery as those cases who had
disorder at the time of the baseline survey (T1) but
not at the follow-up interview (T2). For recovery
from common mental disorders and also smoking
cessation, we have no information relating to the
period between interviews so any people who had
recovered for a time between interviews but then
relapsed would not be included in the recovered
group.
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Tenure

Four tenure categories were used:

‘Owns outright’ covers people who owned
outright (that is they bought without a mortgage
or loan or that their mortgage or loan has been
paid off).

‘Owned with a mortgage’ includes those who owned
their house with a mortgage and co-ownership and
shared ownership schemes.

‘Rented from LA or HA’ means rented from local
authorities, New Town corporations or
commissions or Scottish Homes, and housing
associations, which include co-operatives and
property owned by charitable trusts.

‘Rented from other source’ includes rent from
organisations (property company, employer or
other organisation) and from individuals (relative,
friend, employer or other individual).
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