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Alegria, Green, McLaughlin and Loder (2015) provide a most informative review of four key
factors shaping disparities in mental health outcomes among children and adolescents, focusing
on the role of socio-economic status, childhood adversities, family structure and neighbourhood
factors. The paper concludes with recommendations for a future research agenda, and a plea for a
multilevel intervention model addressing the intersection of various forms of inequality,
attacking inequity as a whole instead of focusing only on single mechanisms. Their argument
confirms the call for broad scope preventative actions by the World Health Organization based
on findings from the 2009/2010 Health Behaviour in School-aged Children (HBSC) Study
comprising many European countries (WHO, 2010). Yet, in Europe the discussion of social
inequality in health is less focused on ethnicity and minority status but on socio-economic
position (Braveman, 2012). It is however recognised that attributing all ethnic differences in
health to socioeconomic factors is not satisfactory, that for some health outcomes socio-
economic gradients vary between ethnic groups, and not adequately accounting for socio-
economic circumstances when examining ethnic group differences in health can reify ethnicity
and its supposed correlates (Bartley, 2004; Davey Smith, 2000).

In this discussion paper | first consider the conceptualisation of the processes that
underlie social inequalities in health. Then I discuss the role of social change and trends in
mental health problems among children and adolescents, and lastly I reflect about how the
recommendations made by Alegria et al. translate into the European context. My discussion

touches only briefly on some key issues, and is largely informed through evidence from the UK.


https://dl.dropbox.com/s/s2yrq0288llo6it/Inequality%20Matters.pdf?dl=0

Conceptualising the relationship between social inequality and health

The conceptualisation of socio-economic position in Europe comprises different indicators, such
as social class, social status, income or education which are often used interchangeably. Lack of
attention to the definition and measurement of socio-economic position does however bring with
it difficulties in understanding the mechanisms by which social circumstances may affect health
(Bartley, 2004). Distinct dimensions of socio-economic position may differently shape distinct
health outcomes. When considering social differentials in health status it is useful to categorise
models of explanations. In this context ethnic inequality or gender differentials are understood in
terms of where members of different groups are situated within social structures and the ways in
which they have been discriminated against (often over a long period of history), rather than
cultural or biological differences between groups. Racial or ethnic differences (or gender
differences for that matter) manifest in different places and societies for different reasons in
history, reasons which are linked to economic and political forces.

Explanatory models. Bartley (2004) differentiates five potential explanations for the relationship
of social inequality to heath involving material, cultural/behavioural, psycho-social, life course
and political processes. It is not intended to suggest that one explanatory models is sufficient or
adequate to account for the health differentials, and it is likely that most, if not all, explanatory
categories make some contributions to observed patterns in health. Exposure to material
hardship brings with it a lack in resources to provide for basic needs, such as nutrition, housing
and safety, which can also include access to health care. The cultural-behavioural explanation
refers to the possibility that different cultures might be prevalent in lower income groups or less
privileged social groups. For example, families in low income groups appear to share a culture
that promotes behaviours and beliefs (for example regarding smoking, drinking alcohol, diet,
exercise, sexual behaviour, concepts of health, etc) or the organisation of family and kinship
(affecting child rearing, parenting styles, gender roles, patterns of social support, etc). Why these
behaviours and beliefs might differ for different groups is rarely asked, and to attribute health
differences to culture or implied deficits such as less effective parenting is less challenging than
tackling inequality in assets and material resources. The psycho-social model focuses on the way
social inequality makes people feel, and how these feelings may themselves change the body
chemistry. It refers to perceptions of one’s own status, the balance between effort and rewards,

available social support, as well as feelings of being in control which can affect health through



their influence of body functions, such as cortisol production and stress experience. Additional
evidence for the importance of psycho-social factors has come from research that has compared
health in populations with different degrees of income inequality showing that health is generally
better in more economically equal societies (Wilkinson & Pickett, 2009). According to this
argument health is not necessarily influenced by the amount of money you earn, but how this
makes you feel about the status that this gives you in society. The psycho-social model bridges
individual and group-level studies with social ecology studies that examine differences in health
between nations. In particular ‘neo-materialist’ explanations pay less attention to the individual
but to whole societies and how they differ for example regarding the provision of public health
services, education, housing and transport that enable individuals on lower incomes to fully
participate in society (Bartley, 2004). This shifts the focus to the political processes and
distribution of power that affect provision of services, the quality of the physical environment
and social relationships.

Last but not least life course models of health inequalities take into account that the
chances for good or poor health can be influenced by events that take place even before birth and
continue throughout childhood, adolescence and the adult years. This influences might not show
there effect immediately, as there can be time-lagged or sleeper effects (Schoon, Sacker, &
Bartley, 2003). Life course theory does not only account for continuity or cumulation of
adversity but also for discontinuity and change, and considers the role of timing of events and
critical periods in development. For example, some young people are able to ‘beat the odds’ and
show resilience despite the experience of adversity (Rutter, 2006; Schoon & Bartley, 2008). The
observation of positive outcomes in the face of adversity has led to a paradigm shift away from a
deficit model, based on expectations of strong unidirectional effects towards adjustment
problems or ill health, to the consideration of developmental processes leading to health and
well-being instead. The manifestation of resilience is however not the result of distinct
personality characteristics but has to be understood as a dynamic process which is shaped by the
opportunities available to individuals and the choices they can exercise (Schoon, 2006)

The review by Alegria et al. addresses most of these processes, yet uses race or ethnicity
as a ‘master status’ (Williams, 1997), as a central determinant of social identity and consequently
of social position. The approach outlined by Bartley (2004) and Davey Smith (2000) regards race
as a socially and politically constructed concept and ethnicity is defined in terms of geographical



origin, linguistic and/or religious differences from the ‘majority’ or dominant population.
Furthermore, regarding the contribution of socio-economic circumstances to ethnic group health
differentials, an understanding of the historical antecedents to the interlinkage between social
and ethnic group membership is required. Where both approaches meet is the need to
comprehensively quantify the risks and resources in the social environment linked to social
inequalities and race/ethnicity and to examine how they cumulate over the life course and
combine with other factors to affect health. For a better understanding of health inequalities
researchers have to take account of the social and economic environment in which people live, as

well as the wider historical and political context.

Trends in mental health problems among children and young people

A number of social changes have occurred in the 21 century, such as increasing income
inequalities and changes in the family environment that could influence the manifestation of
mental health problems. A recent review of the literature suggests that there was no worsening of
mental health problems among children and toddles, but among adolescents there seems to be a
trend for increasing internalizing problems especially among females, while externalizing
problems appear to be stable (Bor, Dean, Najman, & Hayatbakhsh, 2014). For example in
England the proportion of adolescent boys and girls reporting frequent anxiety or depression
doubled between 1986 and 2006, especially among females (3 to 7 per cent among males and 10
to 23 per cent among females). Suggestions regarding increased readiness to report symptoms
appear not to be supported by the literature (Collishaw, Maughan, Natarajan, & Pickles, 2010),
and overall trends in conduct and emotional problems have been large unaffected by changes in
the ethnic composition of the population (Collishaw, Maughan, Goodman, & Pickles, 2004;
Collishaw, et al., 2010; Tick, van der Ende, & Verhulst, 2007). Indeed, using evidence from the
Health Survey in England for young people aged 16 to 24 years, Fagg and colleagues found no
significant associations between ethnicity and mental health as measured by the General Health
Questionnaire after controlling for socio-economic background, except that South Asians were
less likely to report distress than White British (Fagg et al., 2008). There has however been an
increasing income differential for parent reported adolescent emotional problems, suggesting that

mental health-related processes might stem from an increasing gap between the rich and the poor



and associated psychosocial pathways specified in socio-ecological approaches (Elgar et al.,
2015; Langton, Collishaw, Goodman, Pickles, & Maughan, 2011).

Formulating a new research agenda

On the basis of the evidence reviewed Alegria et al. propose an integrated research agenda for a
better understanding in tackling mental health disparities in children and adolescents. This
involves several key pillars that are similarly important in the European context.

1. A developmental focus on key periods of developmental risk and vulnerability. The
European findings regarding trajectories of mental health differ depending on symptom type,
gender and developmental stage. Interventions aiming to support children and young people
should thus adopt a clear developmental focus, as suggested by Alegria et al.. Early interventions
are of obvious preventative value, yet in most cases accumulating risk appears to derive less
from any irreversible effect in early life than from continuing disadvantaging circumstances, and
well as concurrent risk effects in later life, especially during key transition points such as entry
into secondary schooling or reaching compulsory schooling age (Schoon, et al., 2003). For
example young people’s health choices, identity and social roles change during adolescence,
marking it as a crucial period of the development of health differentials that may carry forward
into adulthood. Without appropriate support it will be more difficult to maintain or consolidate
earlier levels of adjustment. There is thus a need to extend support throughout childhood to
adolescence and early adulthood. Moreover, gender differences in health behaviours, values and
life styles make it important to adopt a gendered approach which in turn might have the potential
to reduce gender health differentials in adulthood.

2. Socioeconomic disparities. It is indeed vital to target social inequalities in general in
order to reduce risk levels, and more systematic research into the underlying processes is needed.
This should however not stop at the family level, but also take into account relative inequality,
that is the gap between low, middle and high income groups which has widened over time. For
example, while the UK experienced considerable improvements in average household disposable
income, there has been a steep increase of the UK’s Gini coefficient (a measure of income
inequality), which appears to be associated with a trend towards increased emotional problems

among adolescents (Langton, et al., 2011) (see also (Elgar, et al., 2015).



3. Addressing childhood adversities through implementation of parent training
programmes. Parenting plays a crucial role in shaping children’s and adolescent’s behaviour and
psycho-social adjustment. Despite considerable changes in family size and structures as well as
the working lives of parents, there was little evidence in the UK studies to support the
assumption that parenting quality as a whole had declined, or that it had declined more in the
most disadvantaged groups in society (Collishaw, Gardner, Maughan, Scott, & Pickles, 2012;
Gardner et al., 2012). Parents were responding to social change by spending more time with their
children, exerting increasing levels of supervision and control and demonstrating warm and
positive relationships, although single parents reported more difficulties in parenting their
adolescent children compared to two-parent families. These findings provide material for a more
nuanced debate about the role of parenting. Investing in parent interventions remains a very
effective way of improving outcomes in children, and not investing in parenting improvement
might render the average outcomes for children and young people even worse. We should thus
ask what is going on in families, how much variation is there in parenting behaviour, what is the
role of social norms and expectations, what are the strains of parents due to an extended
adolescence and prolonged dependence, and how can we provide positive and constructive
support for parents who may have an increased need. During the early years nurse-family
partnerships might play such a key role and have now been implemented in the UK context.

4. Improving neighbourhood conditions and reducing violence. Also in the UK there is
evidence to suggest that measures of neighbourhood disadvantage map onto measures of
children’s emotional and conduct problems (Fagg, et al., 2008). Moreover, there have been
increasing inequalities in local economic conditions across England in recent decades and the
gap between richer and poor areas has widened. However, there is still a lack of understanding
about how neighbourhoods affect the mental health of children and young people, and the effects
tend to be small. In particular the issue of selection effects, i.e. why certain groups of people live
in certain neighbourhoods has not been resolved, and it is not clear exactly what it is about
neighbourhoods that affects mental health outcomes. Attempts to conceptualize neighbourhood
effects differentiate between the material aspects of neighbourhood, which refer to socio-
demographic features such as poverty, unemployment, drug use or ethnic mix; social aspects, in

particular social capital and social fragmentation, i.e. the lack of social networks; and stressful



events, such as area violence, crime, shootings, property damage, drug dealing and police
harassment (Curtis et al., 2013; Hagell, 2012).

5. Expanding access to care. Unlike in the USA, in most European countries, including the
UK, public health insurance is universal and it is free at the time of use. Nonetheless, in the UK
there are similar disparities in the access and use of mental health services, especially by ethnic
minority groups, and the strategies discussed to tackle mental health problems are similar (Hatch
& Thornicroft, 2012). There is a need for improvements in services for ethnic minority groups,
including access to talking therapies and better recording of ethnicity. Moreover, response can
vary for different aspects of the treatment, as reported in a study by (Boydell et al., 2012) who
found that black patients were less satisfied with treatment involving medication, but were
equally satisfied with nursing and social care. Innovative interventions have been developed that
adopt localized community approaches, recognizing the heterogeneity within ethnic groups,
aiming for a needs-led package of care and ethnically matched therapists (Hatch & Thornicroft,
2012). Yet more research is needed about how to reach and address the needs of different ethnic
minority groups in a multiethnic environment, and how to provide an integrated service delivery.
A young person has to be viewed from various perspectives, including psychological and
physiological wellbeing, interpersonal relations, life situation, future plans, etc. It is necessary to
support the young person comprehensively, instead of focusing on a single symptom or problem
behaviour.

In addition I would suggest that we need to pay increased attention to the definition and the
assessment of mental health. The studies reviewed by Bor et al. (2014) comprised different
instruments to assess and measure mental health, which might partly explain variations in
findings. Moreover, there have been changes in the conceptualisation of depression and mental
disorder, which now take little account of whether symptoms reflect normal reactions to external
stressors, and every day emotions such as sadness have become ‘medicalised’ (Horwitz &

Wakefield, 2007).
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