
FOR DEBATE
The way we treat each other
Rob Moodie
The Medical Journal of Australia ISSN: 0025-
729X 21 April 2008 188 8 477-480
©The Medical Journal of Australia 2008
www.mja.com.au
For Debate

2002–03.2 The annual cost of child abuse an
Australia in the financial year 2001–02 was est
$4929 million,3 and elder abuse (often psychologic
cial in nature) is both prevalent and costly.4

Bullying is associated with psychosomatic symp
dren.5,6 Bond and colleagues from the Centre fo
Health have estimated that up to 30% of depressi
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ABSTRACT

• There is a heavy burden of disease associated with family 
violence, discrimination, bullying and social exclusion.

• These important causes of suffering and loss of productivity 
all relate to a very fundamental feature of human existence 
and civil(ised) societies — the way we treat each other. We 
can, and do, make each other sick.

• Reducing the resultant human and economic costs has major 
implications for the way we distribute opportunity, wealth and 
amenity.

• These, in turn, have implications for the way we protect and 
empower minority groups, and for legislation, education and 
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the availability of, and access to, services.
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  way we treat each other has the potential not only to

ect our health and wellbeing, but also to engender
nificant social and economic costs to society. In a

landmark study, Vos and colleagues found that intimate partner
violence is the most important preventable cause of illness
among women aged 18–44 years.1 The effects of violence
manifest themselves as suicide, depression, anxiety and sub-
stance misuse. The overall economic cost of domestic violence in
Australia was estimated to be $8.1 billion in the financial year
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are associated with bullying in previous years at school.7 Bullying
in the workplace is common and costly. It appears to be a
relatively frequent experience across the industrialised world,
and the European Parliament has accepted a baseline bullying
incidence estimate of around 8% per year.8 Not surprisingly,
workplace bullying has been found to be a strong risk factor for
depressive symptoms in working populations.9

Apart from the human suffering it causes, workplace bullying
lowers productivity and costs employers and taxpayers consider-
able sums of money. Sheehan and colleagues (cited in Mayhew
and Chappel8) have estimated that bullying costs Australian
employers $6–13 billion a year if both hidden and lost opportu-
nity costs are included. Their review reported that workplace
bullying was a contributing factor in up to 83% of staff turnover
and 87% of absenteeism, and that it was associated with a drop of
21%–58% in efficiency and a decline of 19%–28% in work
quality. Further, up to 18% of victims sought counselling, 10%
initiated mediation or grievance proceedings, 10% showed
increased error margins, 3% lodged workers compensation
claims, 2% took antidiscrimination action, and 1% made an
application to the Industrial Relations Commission.8 Behaving
badly is behaving unproductively and inefficiently.

Discrimination in all its forms appears to be a major cause of ill
health. Racial and ethnic discrimination is associated with
multiple indicators of poorer physical and, especially, mental
health status.10,11 The most recent systematic review of the
relationship between self-reported racism and health showed
significant associations between racism and tobacco smoking and
alcohol and drug misuse in 62% of the relevant studies.8

Social exclusion can come in many forms, and people who are
socially isolated are at risk of dying prematurely at a rate two to
fives times higher than those with strong ties to family, friends
and community.12 Students who have poor school connectedness
and interpersonal conflict in early secondary school are more
likely to have mental health problems and to smoke cigarettes
regularly, use marijuana and consume alcohol in later years of
schooling.13 How students are treated also affects their learning
— low connectedness and bullying limit chances of completing
school.

Our understanding of the role of social exclusion in the genesis
of physical disease, and not only psychological or psychiatric
disorders, is growing. A review by Bunker et al found that there is
“strong and consistent evidence of an independent causal associa-
tion between social isolation, lack of quality social support and
depression and the causes and prognosis of coronary heart dis-
ease”.14 They also showed that the increased risk is of similar order
to the widely recognised coronary heart disease risk factors such as
smoking, dyslipidaemia and hypertension.

Perhaps one of the most worrying examples of the effect of
exclusion has been the treatment of genuine refugees in Australia.
We have shown that we can very successfully incubate mental illness
by detaining them in our immigration centres.15,16 On releasing
many detainees, the government went one step further in ensuring
that they existed in a state of uncertainty by providing them with
temporary protection visas, which allowed them temporary resi-
dence in Australia without any guarantee of access to services. Not
surprisingly, they have been shown to do much worse in terms of
“their mental health and their prospects for a secure resettlement
trajectory” than those with permanent protection visas.17

The way we treat each other

Social exclusion, bullying, discrimination, and violence are all to
do with a very basic feature of human existence — the way we
treat each other. As Homo sapiens (literally, wise or knowing
man), we are fundamentally social beings. We interact constantly,
and we constantly talk of community, neighbourhoods and
society. In families and in workplaces, although we have a need
for autonomy, it is combined with the need for support from
other family members or work colleagues.18,19

My view is that the way we treat each other is such an inherent
part of our lives, such a banal concept, that we don’t see it as an
important determinant of our health, let alone of our wellbeing
and productivity. In a 2001 survey of 600 people, two-thirds of
the participants thought that bullying was part of the Australian
culture, but only 10% felt it should be so.20
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Attitudes to violence against women are complex. To quote a
VicHealth survey in 2005:

Although the overwhelming majority of respondents (97% or
more) did not believe that violence could be justified, sizeable
proportions believed that there are circumstances in which it
can be excused. Nearly 1 in 4 respondents believed that
domestic violence can be excused if the perpetrator genuinely
regrets what they have done afterwards or if the violence
results from a temporary loss of control . . . Nearly two in five
respondents believed that rape results from men not being
able to control their need for sex.21

There has been much popular debate about the social, eco-
nomic and political inequalities, let alone health inequalities, that
exist in Australia and across the globe. Are not these just
reflections of the way we treat each other, but at the larger
national and international levels?

The other aspect that is often overlooked is that it is not only
the victims of bullying, discrimination or violence that suffer, but
also, in some cases, the perpetrators. Kaltiala-Heino and col-
leagues found an increased prevalence of depression and severe
suicidal ideation among both those who were bullied and those
who were bullies in Finnish schools.22 A recent multinational
study, which examined the relationship between levels of patriar-
chy and male health by comparing female homicide rates with
male mortality within countries, found that “oppression and
exploitation harm the oppressors as well as those they oppress,
and that men’s higher mortality is a preventable social condi-
tion”.23

The results of these two studies may have no sway from a
justice perspective, but they do add weight to the notion that the
better we treat each other, the better off we all are.

Implications of the way we treat each other

A common response to violence and discrimination is the belief
that they are simply part of human nature. It is exactly this
approach that I wish to confront. If it is simply human nature,
then why, for example, do countries such as Greece, Italy,
Ireland, Norway and Spain have child death rates from maltreat-
ment 10–15 times lower than those of the United States and
Portugal? And why do child death rates correspond closely to
rates of adult deaths from assault?24

Levinson, in analysing 90 different societies,25 found that
“wife-beating” societies were ones in which men had the eco-
nomic and decision-making power; women did not have easy
access to divorce; adults routinely resorted to violence to solve
their problems; women’s work groups were scarce or absent; rigid
gender roles prevailed; and notions of manhood were linked to
dominance, male honour and aggression. Are these societies
fixed and unchangeable? Of course not.

There is no doubt that resolution of issues such as violence and
discrimination is complex, but the response that they are part of
a natural, unchangeable state of human existence is one that
simply reinforces the problems.

Flood and Pease have said that “to prevent violence against
women, we must not only change community attitudes, we must
also address the structural conditions that perpetuate violence”.26

Similarly, if we are to reduce discrimination, bullying and social
exclusion, there are major implications for the way we structure
our society.

We therefore need to examine some of the more important
ways that we can improve how we treat each other. To date, most
of the work done to reduce discrimination, bullying, violence
and social exclusion occurs outside the health sector. This is
maybe as it should be, given the health sector’s role in “mopping
up” societal ills, but what we must add is that there is a strong
health imperative for society to reduce these harms.

Reducing discrimination

There is a need to ensure protection of civil and political rights,
including protection from discrimination and vilification, as
outlined, for example, in the newly introduced Victorian Human
Rights Charter.27 Such initiatives provide frameworks for the way
we behave, but much more is needed.

There is a premise that much prejudice and discrimination is
due to ignorance and a lack of constructive contact between
different groups. Allport (cited in Pettigrew and Tropp28) postu-
lated in 1954 that reduced prejudice results when the following
four features are present:
• equal status between groups;
• common goals among groups;
• intergroup cooperation; and
• the support of authorities, law or custom.

A meta-analysis of intergroup work in the US has shown that
prejudice and discrimination can be reduced by applying All-
port’s conditions.28 This implies that we need to create many
more long-term and practical avenues for working towards equal
status, common goals and intergroup cooperation and learning,
and for removing institutionalised prejudice. Doing this would
foster the integration and long-term settlement of the many new
arrivals in Australia each year, and, equally importantly, would
improve Indigenous health by reducing the huge burden of
discrimination and racism that Australian Indigenous people face
today.

Reducing bullying

Olweus, the “father” of antibullying programs, developed an
approach in the 1980s in Norway that reduced bullying by 50%.
The program was based on restructuring the learning environ-
ment to create a social climate characterised by supportive adult
involvement, positive adult role models, firm limits, and consist-
ent, non-corporal penalties for bullying behaviour.29

These approaches require major effort on the part of schools.
Like similar programs in the workplace, they necessitate major
cultural shifts in how we perceive our schools and workplaces.

Australian studies of workplace bullying have also recom-
mended that organisations establish antiviolence policies and
programs. These involve monitoring the incidence of violence,
developing codes of rights for victims, suspending perpetrators
before their negotiation of return to work, quarantining victims
from bullies, and retraining perpetrators. They also suggest the
need for occupational health and safety “duty of care” legislative
provisions that recognise explicitly that bullying is physically and
psychologically damaging.8

Reducing family violence

Reducing family violence requires a combination of legislation
and its enforcement. It also requires communications and mar-
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keting, education, and immediate access to intervention pro-
grams in community services, police and the courts. The
response, “it’s just a ‘domestic’”, is simply no longer good
enough.

Community attitudes are not the only factor driving violence
against women, but violence-tolerating attitudes are associated
with perpetration of violence and have a negative influence on
the responses of victims, service providers and the wider com-
munity.30

So, changing these attitudes must include long-term, scaled-up
and repeated education programs about violence against women
targeted to key sectors of the workforce, such as the police, the
justice system, and health and social services. In addition, such
programs need to target institutions and organisations that have
shown greater tolerance of violence towards women, such as
some sporting organisations. This may also require partnerships
with faith-based institutions and religious leaders to address
attitudes towards violence against women.21

In 1990, the National Committee on Violence produced a
report entitled Violence: directions for Australia,31 with 138
detailed recommendations for prevention and treatment of vio-
lence in Australia. It is clear, 18 years later, that many of these are
yet to be implemented, and we could sensibly start by finding
out why they haven’t been and what needs to be changed to
ensure that they are.

Increasing social inclusion

The phenomenon of social exclusion covers an enormous area of
social activity, but a good example is the way we treat our
unemployed workers. In a recent article in The Age, economics
editor Tim Colebatch said:

. . . if you’re out of work, you’re on your own. The OECD’s
[Organisation for Economic Co-operation and Development’s]
Employment Outlook reports that Australia spends just 0.04 per
cent of its GDP [gross domestic product] on training unem-
ployed workers, the third lowest of the 24 rich OECD
countries surveyed. New Zealand and Ireland spend four
times more, Finland 10 times more and Denmark 13 times
more.32

Colebatch quotes Howe from his new book Weighing up
Australia’s values, in which the author says that equality of
opportunity in education should be our goal and that it should
be delivered through lifelong learning:

The challenge is to put in place new institutional arrange-
ments which ensure that people with little education and few
skills will be able to add to their knowledge and skills during
their adult working life . . . A failure to address this issue will
lead to further polarisation in the labour market and will
further entrench inequality.32

One of the most interesting international reports of late to shed
light on the way we treat each other is the UNICEF report
entitled Child poverty in perspective: an overview of child well-being
in rich countries.33 The report reviewed 40 indicators of child
wellbeing in six domains (material wellbeing; health and safety;
education; peer and family relationships; behaviours and risks;
and young people’s own subjective sense of wellbeing). These
domains all relate in one way or another to forms of social
inclusion and reflect the way we treat our young people. The
authors say that:

. . . above all, we seek to know whether children feel loved,
cherished, special and supported, within the family and
community, and whether the family and community are being
supported in this task by public policy and resources.

They admit that the report’s measures “fall short of such
nuanced knowledge . . . but a start has been made”.33 The
authors concluded that, among the 21 countries, The Nether-
lands, Sweden, Denmark, Finland, Spain, Switzerland and Nor-
way had the highest levels of wellbeing and the United Kingdom
and the US had the lowest. Australia could not provide enough
data over all the dimensions to be included in the analysis.

Although I am not entirely convinced of the worth of league
tables, it is interesting to note the results. Do the top countries do
better because they have more inclusive social policies, greater
social cohesion, and more equal distribution of wealth and
amenity distribution? And to which countries should Australia be
looking for inspiration in this area? Does the ranking have
anything to do with active public policy based on a collective
approach rather than on individualism? The United Nations
Development Programme’s Human Development Index —which
measures life expectancy, literacy and GDP per capita — reflects
similar patterns. Among over 175 countries, the US has consist-
ently ranked eighth or ninth over the past few years, with
Australia ranked third or fourth.34

Implications for individuals and health professionals

If we are interested in promoting inclusion and reducing discrim-
ination, bullying and violence in our society as a whole, we need
to look at our own behaviour. Good mental health begins at
home and in the workplace. How do we, as individuals,
discriminate less, bully less, and change our own workplaces,
given that bullying and discrimination are rife in the health
professions?35-37

We need to start by improving our own emotional, psycholog-
ical and spiritual health. Just as physical health doesn’t advance
without daily inputs of healthy food and exercise, our emotional
health will not improve without regular investment of time and
effort — be it prayer, yoga, meditation or walking the dog. As an
example of the positive effect of such practices, Monash Univer-
sity medical students are learning how to practise mindfulness
meditation, with beneficial results for themselves and, poten-
tially, their future work colleagues and patients (Craig Hassed,
Senior Lecturer, Monash University, personal communication).

Conclusion

As a society, we have many opportunities for making each other
depressed, anxious, unproductive and, ultimately, physically ill.
We can choose, as some do, to claim that these are merely
manifestations of the natural state of human existence. On the
other hand, there is ample evidence that safe, inclusive and
supportive families, neighbourhoods and workplaces produce a
happier, healthier and more productive society. It is clearly
possible, if we have the will, to create the latter type of society.
We can learn from our own experience and from that of many
other cultures, societies and countries. But positive change
requires high-level organisation — optimal legislation, constant
communication, expansion of services on the ground, research,
funding and political and community support.
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Treating each other — individuals, families, communities and
nations — respectfully and justly, as truly civilised Homo sapiens
should, is essential to our health and wellbeing. Tomorrow, why
not start to practise, as the bumper sticker says, “random acts of
kindness and senseless acts of beauty”.
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