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Introduction
In the past 40 years there has been increasing economic and
policy intervention to reduce unemployment and poverty and
to decrease the impact of social and economic disadvantage.
At the same time, there has been increasing pressure for
outcomes from social policy programs to be evaluated. As a
result, particularly in the United States (US), large-scale studies
have attempted to measure the impact of intervention activities
on outcomes for individuals and groups. Social policy and
interventions that specifically address health and social problems,
including youth alcohol and drug (substance) abuse, mental

Mental health promotion and socio-economic
disadvantage: lessons from substance abuse,
violence and crime prevention and child health

J. W. Toumbourou, S. A. Hemphill, J. Tresidder, C. Humphreys, J. Edwards and D. Murray

Abstract

Issue addressed: Mental health promotion aimed at populations with low socio-economic status (SES) may benefit
by investigating prevention strategies that effectively address related child and adolescent problems.

Methods: Evidence from a number of literature reviews and program evaluations was synthesised. First, the impact
of SES on development from childhood to adulthood is considered in light of research on substance abuse,
violence, crime, and child development problems. Second, evaluations of interventions are reviewed to identify
those that have shown outcomes in research studies (efficacy) or in real-world settings (effectiveness) in reducing
developmental problems associated with low SES. Low SES is measured in different ways including low levels of
education and/or income or definitions that combine several variables into a new indicator of low SES.

Results: Factors associated with low SES are also associated to varying extent with the development of violence
and crime, substance abuse and child health problems. Interventions that address underlying determinants of low
SES show strong efficacy in decreasing adolescent crime and violence and effectiveness in improving child health
outcomes. Although there is limited efficacy evidence that substance abuse prevention can be effectively
addressed by targeting low SES, programs designed to improve educational pathways show some efficacy in
reducing aspects of adolescent substance use.

Conclusion: Mental health promotion strategies can draw on the approaches outlined here that are associated
with the prevention of child and adolescent problems within low SES communities. Alternatively, such
interventions could be supported in mental health promotion policy as they may assist in preventing related
problems that undermine mental health.
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So what?

AUTHOR TO SUPPLY

illness and crime and violence, have been evaluated. Such
prevention efforts and associated research have increased what
is known about developmental behaviour and associated life
pathways. The association between factors such as SES and
health and psychological outcomes have also been explored.

While many of the studies included in the present article were
conducted in the US, they may have application in Australia.
Although the context is culturally different in Australia, many of
the same associations between risk factors and adverse outcomes
have been noted in epidemiological work undertaken here.
There has been less investment in high-quality evaluation studies
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of prevention programs in Australia and Europe. This article
presents a synthesis of prevention findings gleaned from literature
reviews and evaluation studies that could inform policy and
program development in Australia and could be evaluated to
test their effectiveness in our cultural context.

The aim of this article is to:

(a) Bring together knowledge relevant to the link between socio-
economic status (SES) and a range of problems that influence
mental health (crime and violence, harmful substance use
and child health).

(b) Summarise the evidence to highlight the potential
contribution of specific intervention programs that seek to
reduce problems associated with and affecting the mental
health of individuals and groups experiencing socio-
economic disadvantage.

Method
Recently completed systematic literature reviews were
identified.1-8 Electronic search strategies were also used to locate
additional review and empirical papers published in recent years.
Review papers were included only if they met quality standards
for systematic selection and methodological evaluation such as
explicit criteria for inclusion, appraisal and synthesis9,10 and the
evaluation of underlying processes.11 Key evidence is also
presented in this article from well-conducted and influential
empirical studies. Implications for research and practice from
such studies are noted.

As this article draws together a broad range of research, only
major conclusions about the influence of socio-economic
disadvantage on health and social problems are discussed.
Evidence supporting SES as a causal contribution is only included
if both longitudinal analyses and tests of causal theories indicated
such a conclusion was warranted.

Following this, conclusions about intervention effects are made.
Intervention efficacy is reported where there was overall positive
evidence of impact from well-controlled outcome evaluations.
This article regards interventions as effective where outcomes
have been maintained when efficacious interventions were
delivered in real-world service delivery contexts.12

Socio-economic disadvantage was defined on the basis of three

Table 1: Evidence that health and social problems are influenced by socio-economic status (SES) and can be prevented through SES
interventions.

Health and social problem Evidence for influence of low SES Evidence problem can be prevented
through SES intervention

Violence and crime One among a number of identified influences Strong efficacy evidence

Substance abuse Small influence at population level Limited efficacy evidence

Child health, abuse and neglect Important component among multi-determined influences Effectiveness evidence
Note: The terms efficacy and effectiveness are defined in the Method section based on the Society for Prevention Research12 definitions.

indicators: low education; low income; and low cumulative
status across multiple indicators of education, income,
occupation, housing, and welfare. In this article, low SES is
defined comparative to a majority with higher status and does
not necessarily refer to insufficient resources to fulfil basic needs.

Results
Table 1 documents the main results from this review. It
summarises the evidence that health and social problems
(column 1) are influenced by SES (column 2). The table also
summaries the evidence that indicates these problems can be
prevented through interventions that address factors associated
with low SES (column 3).  The sections that follow elaborate on
the ratings presented in Table 1.

The influence of low SES on violence and crime

Violence can undermine childhood environments, particularly,
although not exclusively, through domestic violence, which is
discussed in later sections examining child health and abuse.
Low SES is linked to higher rates of participation in youth violence
and crime. However, SES is only one among numerous factors
that influence development and is therefore one of the multiple
targets in the prevention of youth violence and crime.
Considerable research has addressed the development of
violence and offending in adolescence and this work has
consistently noted the influence of low SES. In addition, theories
have been developed and tested to specifically describe and
explain the links between being a lower (working) class male
and engaging in delinquency (e.g. the theories of Albert Cohen,
Richard Cloward and Lloyd Ohlin, and Walter Miller13). In both
developed and developing countries, the rate of growth of gross
domestic product (GDP) is associated with lower homicide
rates.14 However, this effect is often counteracted by rising levels
of income inequality.14 This means that the aggregate benefit of
economic advancement on the reduction of crime and violence
will be diluted when advancement is unequal (a similar effect is
noted below for child health).

Evidence from US trend-series analyses demonstrated that
improvements in State unemployment rates in the 1990s
reduced property crimes but had less impact on violent crimes.15

Some reviewers have failed to find effects of ‘social class’ on
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youth violence and crime.16 However, generally researchers17-19

have found that being raised in conditions of low SES is
associated with higher engagement in youth violence and crime,
particularly when the measures of SES include poverty and
unemployment.13 In the Australian context, researchers20 have
presented evidence demonstrating that the increased adolescent
delinquency predicted by low SES may be mediated by poor
parenting. The age at which children and adolescents are
exposed to low SES also has an impact on the association with
youth violence and crime. One review21 found that SES was a
predictor of youth violence and crime when it was measured at
ages 6-11 years but not at ages 12-14 years.

Influence of low SES on tobacco, alcohol
and illicit drug-related harm

The overall population prevalence of tobacco and alcohol use
does not appear to be predictably influenced by socio-economic
trends.4 However, poverty often increases the harm for a given
level of alcohol and other drug (substance) use.22 In the Australian
context, population rates of tobacco use have been dropping
for several decades in response to effective public health
strategies. A number of studies have noted that the trend to
quit tobacco use or avoid uptake has been resisted in specific
populations, including low SES.23,24 Lower SES populations show
a higher prevalence of practices that hold the potential to harm
children, including tobacco and alcohol use in pregnancy and
exposure of children to environmental tobacco smoke.4 Low
education, low status and lack of money have all been implicated
as factors that can undermine family contributions to healthy
child development. Child development problems in turn lead
to experiences of developmental distress that have been
implicated as motives for the most severe forms of harmful
alcohol and drug abuse.7 Although the research is not in
complete agreement, the available evidence from large,
epidemiological, longitudinal studies suggests that lower levels
of employment or reductions in cumulative SES predict slight
increases in population-level heavy alcohol use and alcohol-
related harms.25-27 These trends appear better explained by the
effects of economic stress28 rather than the increased availability
of leisure26,29 and may not be apparent when the measure is
‘social class’ (e.g. low work responsibility) rather than
disadvantage (e.g. low income and education).30

Influence of low SES on child health, abuse and neglect

Available research presents a consistent picture suggesting socio-
economic disadvantage adversely influences child health, child
abuse and neglect. However, the advantage of higher SES for
child health may plateau at higher levels of SES. At a global
level, the economic progress of developing nations is closely
linked to reductions in child mortality.31 A paradox is evident in
many developed countries, including Australia, such that the

recent overall increase in material conditions has not necessarily
increased health and well-being for children.32 Two explanations
have been proposed for this plateau effect. One is that the
general increase in material well-being has been unequally
distributed. The second is that while infectious diseases and
mortality rates have been very significantly reduced, there has
been a more general increase in other major health problems
for children including obesity, asthma, and childhood diabetes.
Parental problems also threaten the health and well-being of
children including child abuse, substance abuse and mental
illness. These problems fall disproportionately on children living
in low SES families.5 A very clear and disturbing health gradient
is evident in Australia with increasing child health risks directly
proportionate to not only increasing disadvantage, but also
increased remoteness. The latter is most notably associated with
an increase in the proportion of Indigenous children in remote
areas of Australia.33 Indigenous children have higher rates of all
child health problems including infant mortality, which is three
times the rate of the non-Indigenous population.32,33

The relationship between increasing child abuse and neglect
and socio-economic disadvantage is evidenced both in
Australian national32 and international studies.34 These studies
show correlates with low birth weight, child behaviour problems,
teenage pregnancy, drug and alcohol use and low literacy. Studies
often show strong connections between the health and well-
being of women and those of their children.35 In particular, the
impact of family violence, which is the most significant risk factor
for the health of women under 45,36 is also a high risk factor for
both the mental and physical well-being of children.37

Prevalence data available from the United Kingdom (UK) is
indicative of a strong correlation between family violence and
socio-economic disadvantage for women and children.38,39

Interventions that prevent violence and crime by
addressing SES determinants: strong efficacy evidence

Efficacy evidence from prevention studies shows that programs
that address determinants of SES also succeed in reducing
developmental pathways to violence and crime. A notable US
study examined the effect on youth violence of physically
relocating families out of areas that had a high concentration of
poverty. ‘Moving to Opportunity’ in Maryland divided families
from high poverty areas into three groups: a) families who
received subsidies, counselling and other assistance to move to
communities with lower levels of poverty; b) families who
received subsidies only; and c) families who received no special
assistance. Decreases in adolescent violent behaviour were
found for families who were supported to move to
neighbourhoods with low poverty levels (Ludwig et al.14). These
promising findings suggest that further research may be
warranted to identify how economic and structural factors could
be modified to reduce their contribution to youth violence.
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Economic measures that improve employment appear to reduce
property crime.15 A number of prevention approaches have
been developed and tested to prevent youth violence and crime
in socially disadvantaged communities. There is efficacy
evidence from systematic literature reviews1-3 suggesting that
improving educational pathways may reduce crime. Not
surprisingly, given the breadth of risk factors across individual,
family, peer, school and community levels of influence that have
been identified for youth violence and crime, serious prevention
attempts target multiple risk factors, of which low SES is one.

Interventions that prevent tobacco, alcohol and
drug-related harm by addressing SES determinants:
limited efficacy evidence

Despite epidemiological analyses showing that economic
participation and employment contribute to population
reductions in heavy alcohol use and tobacco use (see above),
current evidence does not support socio-economic intervention
as a sufficient strategy for reducing population rates of substance
abuse.4 Although enhancing SES may not reduce population
levels of substance abuse, it may be feasible to reduce some
contribution of low SES to aspects of substance abuse.23,28

One important strategy for reducing population levels of alcohol
and tobacco use is to increase price relative to available income.
This strategy works universally but may have a greater impact
on populations with low income.4 However, in the absence of
support and treatment, there is potential for price increases to
diminish vulnerable family budgets. There is consistent evidence
that specific programs designed to improve children’s
educational outcomes (an important factor that can increase
SES) also contribute to preventing the development of substance
use in adolescence. A number of interventions that have been
designed to improve childhood education outcomes have
demonstrated reductions in adolescent alcohol and drug use.40

Efficacy evidence also supports the potential to reduce childhood
pathways to harmful substance use by targeting specific child
development assistance to low SES families.4,23 Services involving
highly trained professionals visiting the homes of disadvantaged
and vulnerable mothers have been experimentally tested within
small samples. When followed-up into adolescence, the children
of mothers supported by this intervention showed lower rates
of alcohol and drug use, better mental health and upward
mobility in their employment and income status.41 Interventions
have also been developed to improve parenting skills among
disadvantaged and drug-using parents. Small efficacy trials have
revealed that parents exposed to these interventions show
improvements in parenting skills and reductions in alcohol and
drug use. It remains unclear whether these interventions improve
child outcomes.42

Interventions that prevent child mortality, abuse
and neglect by addressing SES determinants:
effectiveness evidence

There is effectiveness evidence that interventions designed to
enhance socio-economic conditions can improve child health.
These programs typically do not pursue a simple socio-economic
focus but tend to be multi-faceted.34,43 This reflects
understandings of socio-economic disadvantage and the
relationship with children’s health and well-being that go beyond
income as the only measure of disadvantage, but look at multiple
dimensions of material well-being, health and safety, educational
well-being, family and peer relationships, behaviour and risks,
and subjective well-being.35 For many years, rates of child
mortality have been falling in response to international programs
that incorporate economic assistance as an integral component
of measures to address child health. The Campaign for Child
Survival is a noteworthy example of an integrated United Nations
program that has a sound track record for effectiveness.31 Closer
to home, a particularly powerful example of an intervention
that has evidence for effectiveness in the Newcastle region is
the Hunter Community Renewal Program, which incorporated
economic assistance within a multi-layered program.44

Assessment of the impact of this program has included data on
low birthweight within the locality, which has shifted in a four-
year period from a 15th ranked position to an improved 462nd
rank by NSW postcode. Similarly, rates of maltreatment shifted
from a rank of sixth to a rank of 454th over the same period.

Examples of promising Australian programs
In the sections that follow we point to examples of promising
Australian programs where evidence has been drawn from across
disciplines to develop effective practices. These programs are
reported as they either address SES determinants or target low
SES groups and have incorporated evaluation.

Pathways to Prevention: early years crime prevention

Inter-generational disadvantage is often perpetuated in low SES
communities due to a loss of social capital relevant to healthy
child development. To address this issue, early years intervention
programs have been developed. A recent Australian example is
Pathways to Prevention,45 a universal, early intervention,
developmental prevention project. Its aim is to reduce the inter-
generational continuity of disadvantage by organising social
resources to support children, families and their communities
before problems emerge (not necessarily early in life). The project
focused on the transition to primary school in one of the most
disadvantaged urban areas in Queensland.45 Using a community
development framework, it combined child-focused programs
delivered universally through State preschools (the Preschool
Intervention Program) with individual services for families (the
Family Independence Program).

Concepts and New Frontiers for Development Lessons from substance abuse, violence and crime
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A quasi-experimental design was used to evaluate the impact
of the program. Data were collected at baseline, post-
intervention and in the year following the intervention when
children were in their first year at primary school (n=647
children). In brief, intervention effects were reported more
strongly for boys in the areas of reduced teacher-reported
behaviour problems and increased both teacher-reported
prosocial behaviour and readiness for school. For both boys
and girls, language skills improved and overall behavioural
problems were reduced. Further trials and development of this
promising intervention are continuing.

Improving primary school environments

The success of a number of US trials has encouraged efforts to
conduct similar primary school improvement programs in
Australia. Two notable primary school improvement programs
are KidsMatter and the RAMP program. KidsMatter is a primary
school mental health promotion, prevention and early
intervention initiative developed in collaboration with the
Federal Government (http://www.apapdc.edu.au/kidsmatter/).
The program includes: activities to improve school climate; social
and emotional competence curriculum; family involvement;
and early intervention components. It is being evaluated in a
large waiting-list control trial.

RAMP (Risk Assessment and Management Process) is a program
that encourages a partnership between schools and mental
health agencies. Process evaluation suggested the intervention
is feasible and encourages school staff to monitor evidence-
based factors that influence student mental health and deliver
tailored interventions to targeted students.46 Findings relevant
to effects on students are not yet available for either of these
primary school improvement programs.

A notable US example of a comprehensive and effective primary
school approach to youth violence, crime and substance abuse
prevention is the Seattle Social Development Project (SSDP).47

This longitudinal intervention was delivered to one group from
the first year of primary school and to another from Grade 6
and targeted schools in high-crime neighbourhoods. The
program provided training to teachers (proactive classroom
management, interactive teaching and co-operative learning
techniques), students (social skills training), and parents (effective
parenting and ways to support their children’s educational
success). A control group did not receive any special intervention.
Multiple informants and multi-method measurement was used
to assess a comprehensive list of risk and protective factors and
outcome measures.48

Evidence from this intervention suggests that it has successfully
reduced a number of factors that underlie the intergenerational
transfer of poverty. Relative to the control students, those
exposed to the intervention have shown increased levels of

school bonding, reductions in school failure, drug abuse and
delinquency and reductions in early pregnancy and sexual risk-
taking behaviour.49 At the end of high school, heavy drinking
was reported by fewer of the students who had received the
full intervention (15.4%) relative to those in the control schools
(25.6%).50 Positive effects in improving educational pathways
have been most pronounced for children from low SES
backgrounds.51

Improving secondary school environments

Work completed at the Centre for Adolescent Health has
provided several potential directions for improving educational
environments in disadvantaged secondary schools. The
Gatehouse Project (www.gatehouseproject.com) is a Victorian,
school-based, primary prevention program aiming to improve
the emotional well-being of secondary students by offering a
framework for building the capacity of school communities.
Resources include student emotional competence curricula and
professional training for teachers. A cluster randomised trial in
12 intervention and 14 comparison schools has been used to
evaluate the project. The evaluation found a 3-5% reduction in
substance use for early secondary school students exposed to
the intervention when followed up over 2-3 years.52,53

A further strategy that has been developed to improve secondary
school environments and reduce adolescent substance misuse
involves the encouragement of parent education and family
involvement at school. An Australian trial achieved reductions
in student initiation to substance use within a three-month trial
that compared 14 intervention schools with 14 comparison
schools. The intervention involved offering parent education
groups to all parents in early secondary school.54 This promising
trial led to the development of Resilient Families, a program
providing information and support to both students and their
parents within disadvantaged school communities.46 The project
has been evaluated using random assignment of 12 schools in
Melbourne to an intervention condition and comparison against
a further 12 matched schools. Follow-up was conducted with
2,000 students and their parents over three years from 2004.
The intervention appeared promising, with parents and students
positively evaluating the components delivered in the first year.46

After one year students exposed to the intervention reported
educationally relevant improvements compared with the
students in the control schools, including increased school
rewards and attendance.55 Longer-term outcomes are in the
process of being analysed and reported.

Conclusions
This review reveals a range of prevention-focused strategies that
hold promise for addressing problems in low SES contexts that
can undermine mental health. A common strategy has been
that of improving early development and educational pathways.
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In a number of programs, long-term and multi-layered strategies
have successfully improved a range of indicators underlying the
intergenerational transmission of disadvantage. The findings
point to the integrated nature of prevention and health
promotion and suggest that intervention benefits in one area
are likely to have reciprocal effects in reducing the health, social
and mental health problems that tend to be prevalent in low
SES communities.
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