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Abstract

Purpose This systematic review aimed to synthesise all quantitative literature on the association between social class and
the effectiveness of interventions for mental health disorders.

Methods Systematic literature searches (inception-March 2021) were conducted across 7 databases, and all quantitative
studies meeting inclusion criteria, examining the impact of social class on access to treatment, or intervention effectiveness,
or the impact of treatment on social mobility, were synthesised narratively.

Results Evidence suggests that lower social class may be associated with reduced access to primary and secondary mental
health care and increased likelihood of access via crisis services, and patients of lower social class may not benefit from all
mental health interventions, with reduced effectiveness. While limited, there was some indication that psychosocial interven-
tions could encourage increased employment rates.

Conclusion Social class is associated with the effectiveness of psychological interventions, and should be considered when

designing new interventions to prevent barriers to access and improve effectiveness.

Keywords Systematic review - Social - Mobility - Intervention - Socio-economic status

Introduction

A growing body of literature has suggested that mental
health problems are not only associated with distress and
impairment, but can also have long term negative conse-
quences on social class and social mobility [1-4]. Social
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class can be multifaceted, encompassing a number of meas-
ures of deprivation, such as income, education and occu-
pational status [5], all of which can be affected. It is likely
that this link is reciprocal, with additional research dem-
onstrating good evidence for multiple conceptualizations
of social class influencing later mental health [6, 7]. With
growing international concern over the rising prevalence of
mental health problems to date in both children and adults
[8, 9], efforts to provide evidence based, effective interven-
tions have increased [10]. However, the link between mental
health and social class extends beyond incidence, and likely
also influences treatment outcomes [11], encompassing both
symptom severity but also later social mobility [12]. This
not only exacerbates impairment and distress, but also con-
tributes to health inequality.

While efforts to establish how indicators of socio-eco-
nomic status impact mental health treatment have been
made [13], relatively little is known about the impact on
patients [14]. To date, there has been no review of the lit-
erature which considers all interventions in people with
both common and severe mental health disorders and their
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association with social class (both causally and as a result
of intervention). In light of this, we aimed to conduct a sys-
tematic review, synthesising all quantitative studies of the
association between social class and intervention effective-
ness for people with mental health disorders, to answer the
following questions: (1) Is there an association between
social class and access to treatment? (2) Is there an associa-
tion between social class and effectiveness of interventions
for mental health disorders? (3) Do interventions for mental
health disorder improve social mobility?

Methods

This systematic review was undertaken as part of a wider
project commissioned by the UK social mobility commis-
sion examining the quantitative evidence available exploring
the link between diagnosed mental health conditions and
social mobility outcomes, and followed PRISMA reporting
guidelines [15]. The protocol for this review was not regis-
tered on PROSPERO because the review aimed to consider
both health and social outcomes, making it ineligible for reg-
istration. However, a detailed protocol, defined a priori and
followed without variation, is provided in online resource 1.

Search strategy

Studies were identified using database and non-database
search methods [16, 17]. Seven bibliographic databases
were searched: MEDLINE (1946-27/09/19), Embase (1980-
27/09/19), PsycINFO (1806-September week 2), Health
Management Information Consortium (1979-May 2019),
Social Policy and Practice (1890-27/09/19), Applied Social
Sciences Index Abstracts (01/01/1987-27/09/2019) and Edu-
cation Resources Information Centre (1966-27/09/19). An
update search of all databases was carried out on the 17th
March 2021. The following study design literature search fil-
ters were used: CADATH RCT/CCT filter [18] and the SIGN
filter [19], adapted to focus on studies reporting prospective/
retrospective cohort or longitudinal designs. The search was
not limited by language or date.

The following supplementary search methods were
undertaken: [20]

e Reference lists of systematic reviews meeting inclusion
criteria were searched;

e Web-searching was undertaken using google advanced
following Briscoe [21].

e The list of studies meeting inclusion were shared with
our expert advisory group to identify any studies known
to our experts which may not have been identified [16].

@ Springer

Studies were de-duplicated in EndNote X8. The full
search strategies are reported in online resource 2.

Study selection

Studies were independently double-screened by two
researchers using Rayyan [22]. A third researcher was avail-
able in the event of disagreement.

Selection criteria

We included randomised controlled trials (RCTSs) or cohort
studies of populations with a mental health condition. We
considered proxies for social class and social mobility, in
line with previous research [23]. These were: socio-eco-
nomic status, employment, income, and education. The fol-
lowing study selection criterion were followed:

1) Reports access to treatment as an outcome and social
class (or proxies for social class) subgroups

2) Reports mental health outcomes of an intervention for
mental health problems and reports outcomes by social
class or examines social class as a predictor.

3) Reports social mobility outcomes (or proxies for social
class) for a mental health intervention or treatment.

We excluded studies with substance and alcohol misuse
disorders or neurodevelopmental disorders as the study pop-
ulation. We also excluded dissertations, conference abstracts
and protocols.

Quality appraisal

Quality appraisal was undertaken by one reviewer and
checked by another. The Cochrane Risk of Bias (ROB)
tool was used for RCTs [24] and a version of the Newcas-
tle—Ottawa (NOS) tool modified by Gondek et al. was used
for cohort studies [23]. In line with recommendations [24],
We characterised RCTs according to aspects particularly
relevant for our research questions. Therefore, we classi-
fied RCTs as high ROB if either comparability of groups or
attrition were rated as high ROB, unclear if either of these
aspects was rated as unclear (with the other rated as low
ROB) and low ROB where both these aspects were low
ROB. Cohort studies were considered as “good”, “fair” and
“poor” quality when they scored seven, six, or five or less
on the modified NOS tool respectively.

Data extraction
A data extraction tool was developed by the research

team and piloted. Data extraction was undertaken by one
reviewer and checked by another. The following criteria was
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extracted: study design, country, and region of study, setting,
mental health condition and population characteristics, study
purpose, intervention/exposure, comparison/control, social
mobility outcome measured and method of measurement
and limitations.

Synthesis of data

We synthesised the results narratively [25]. We organised
studies into categories according to research question, study
type, mental health condition and social class outcome, and
produced summary tables of findings. We did not carry out
a meta-analysis due to the heterogeneity of populations,
interventions, outcomes, and adjustments made to reported
analyses.

Results

In total, 4792 studies were identified by the bibliographic
and non-bibliographic searches after de-duplication. From
101 potentially relevant studies assessed at full text, 13 stud-
ies were included in the review. An additional study was
found during an update search conducted March 2021. Three
systematic reviews were searched for additional studies for
inclusion. Thirteen of the final 27 studies were discovered
through this method. The full systematic search process is
shown in Fig. 1.

The impact of social class on access to treatment

Five studies examined the relationship between social class
and access to treatment [26-30]. These examined different
points of access on the care pathway for depressive disor-
ders (K=2) and mixed mental health disorders (anxiety and
depressive disorders) (K=3). Two studies looked at the
intergenerational impact of parental social class on access to
treatment. These examined access to treatment during ado-
lescence, and assumed that the social class of adolescents
was the same as that of their parents. Three studies exam-
ined the intragenerational impact of social class on access to
mental health treatment. There were no data on employment
or social class, or social mobility itself. Table 2 provides a
summary of findings.

Educational attainment

A good quality study [27] found that in adults with mixed
CMDs, having a low educational level predicted more use of
specialised health care, and more prescription of combined
psychiatric medication, and medication with anxiolytics,

compared to people with higher educational attainment
(»<0.001). There was a significant interaction between
education level and applied medication regime, such that
having a lower educational attainment predicted a weaker
association between the regime prescribed and chances of
future inpatient care. In people of higher educational attain-
ment, the chosen regime was more important in determin-
ing outcomes (p =0.007). The interaction between educa-
tional attainment and medication regime also significantly
predicted chances of attempted suicide (p =0.026). A poor
quality study [29] suggested that having a low educational
attainment reduces contact with GPs (OR=0.71, (95%)
CI 0.67-0.75, p<0.05) and psychologists (OR=0.37, CI
0.35-0.40, p <0.05). Another poor quality study [28] sug-
gested that there was an increased use of inpatient care
before age 13 (OR=3.96, CI 2.65-5.93, p<0.001) and
increased specialist service use (males: OR =2.03, CI
1.78-2.32, p <0.001; females: OR=1.93, CI 1.71-2.18,
p <0.001) in those with low parental education.

Income

A study of poor quality [29] found that low family income
predicted reduced odds of contact with psychologists
(OR=0.49, CI 0.46-0.53, p <0.05) and GP health services
(OR=0.81, CI:0.77-0.86, p < 0.05) compared to those with
higher income and reduced rates of visits in those who did
have contact (visits to outpatient psychiatrists (Incidence
Rate Ratio (IRR)=0.83, CI 0.81-0.84, p <0.05), psy-
chologists IRR=0.94, CI 0.91-0.96, p <0.05) and visits
to GP mental health services (IRR=0.94, CI: 0.92-0.97,
p<0.05)).

Socio-economic status

One good quality study [26] found that adolescents with
depression living in more affluent areas had significantly
higher odds of accessing counselling services (OR =1.35,
CI 1.10-1.66, p=0.004). A study [30] of poor quality found
that the association between socio-economic status and con-
sultation rates for psychiatric disorders was weak in older
people with mixed CMDs. Although rates were highest
among older people from social class V, overall there was
no association. Another study [28] of poor quality found that
low parental socio-economic status (SES) predicted more
use of specialised psychiatric care among children (males:
OR=1.58,CI 1.44-1.73, p<0.001; females: OR=1.55, CI
1.43-1.69, p<0.001) than those with high parental SES.
Low parental SES also strongly predicted psychiatric inpa-
tient care use before the age of 13 (OR=2.75, CI 2.03-3.73,
p<0.0001).
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Fig.1 PRISMA Diagram. Included studies were carried out in a
variety of countries (K=12 USA, K=6 UK, K=2 Sweden, K=2
Finland, K=1 Australia, K=1 Denmark, K=1 Germany, K=1 Nor-
way, K=1 multiple). The quality of the evidence was mixed, with

Summary: the association between social class and access
to mental health treatment
Evidence for the association between social class and access

to mental health treatment is limited and of varying qual-
ity but suggests that lower social class is associated with

@ Springer

seven studies being rated as “good quality” or “low ROB”, six stud-
ies rated as “fair quality” or “unclear ROB” and 14 studies rated as
“poor quality” or “high ROB”. Table 1 shows the characteristics of
each included study

reduced access to primary and secondary mental health care
and an increased likelihood of accessing crisis services, such
as inpatient admission, which may be independent of earlier
intervention.
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The association between social class and mental

- |2 T € health outcomes following treatment

wg % 5 3 Seventeen studies examined the relationship between social
< = A class (and indicators relating to social class) and mental
é health treatment outcomes [11, 31-46]. These included
o g randomized controlled trials (RCTs) (K=9), a before and
E‘: E 5§ after trial (K=1) and cohort studies (K=7). Outcomes of
2 - > 2 treatment for anxiety disorders (RCT: K=2, Cohort: K=1,
pre-post: K=1), depressive disorders (RCT: K=5, Cohort:
:gj & K=1), mixed anxiety and depressive disorders (RCT: K=1,
z 5 :é ® Cohort: K=2), psychosis (RCT: K=1, Cohort: K=2) and
‘é é’ o £ E bipolar disorder (Cohort: K= 1) were reported. One study
e = z ¥ examined the impact of family social class on adolescent
~ mental health treatment outcomes, while another exam-
5 E ined the impact of family occupational status on adolescent

=S|~ 0 : ;
gx | % ® g treatment outcomes. These assumed that social class in ado-

lescents is the same as that of their parents. All remaining
studies examined social class intragenerationally, such that

& 2 g 2 a person’s own social class and intervention outcomes were
§ g“ i 5 E examined. Table 3 provides a summary of findings.
=2 3 @ [
§ By § 5 Common mental disorders (CMDs)
;& £ E g é g % Soc.lal class. RCT evidence Three RCTs examined how
3 g g 8°° social class impacted on treatment for CMDs. One low ROB
2 g4 E RCT in adults with depression [36] found that patients from
= 3 :_‘ce g ?? s = %% § R § 3 lower social classes (classes IV and V) who were treated
2 g ;E%E Z é 523 8 £ 2% with either psychotherapy or pharmacotherapy had lower
lﬁ AEEEE g;f EEEEL %? rates of improvement measured on the Hamilton Rating
=5 | = o 4 Scale for Depression (b=0.96, SE=0.37, p=0.011) than
§ = people from classes III and II. However, outcomes meas-
B E Ze é ured on the Beck Depression Inventory were not predicted
< ﬁ Ei g %E by indicators of social class (b=1.13, SE=0.61, p=0.065).
2 Ef & s E S There was no significant difference between people from
Class I and people from Classes II and III. Another study
of unclear ROB [11] found that in adolescents with an anxi-
§ é’ _ é’ ety disorder treated with individual CBT, family social class
g 2 é % E was negatively associated with no longer meeting diagnos-
£33 £ 8 tic criteria for any anxiety-related disorder at 2-year follow
. up (OR=0.07, CI 0.01-0.55, p=0.03). Also, lower family
5 - o < social class was negatively associated with loss of principal
0 =% inclusion anxiety diagnosis at 2-year follow up (OR =0.26,
4 CI 0.09-0.75, p=0.04). Another RCT of unclear ROB [39]
2 found that assigning a care manager to ensure guideline-
b %5 2 based provision of treatment for older adults with depres-
\‘é; ; % g 2 sion was equally effective across groups irrespective of
=) 8 = g & § é = 5 area-level deprivation (averaged across all follow ups, the
E ) difference in intervention effect between high and low pov-
g g g % § erty areas was not significant (0.9, CI — 2.1 to 3.9, p>0.05).
: & 3 R é Non-RCT evidence One study of good quality [34] found
% % % ng 35:} g that patients from areas of higher deprivation had worse
=& - 2 &
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8 4 45 E outcomes following treatment in IAPT services (p <0.001).
.. Q - .
- % © % s g _§ 3 é However, a study of poor quality [45] found that IAPT out-
E % = g I g#j o B % g £ comes did not differ in different levels of deprivation. There
= =] T = — % . . . . .
S ié i~ E g 5 S g E S was no significant effect of Index of Multiple Deprivation
=33 S 3 5 3 gig -§ § & (IMD) category on average change in PHQO items (F(2,
ZA ST 2
Rzl ScivdzEse 1417)=0.90, p=0.406).
5225 DB fegas g
= 2 [Z B em S —_ .
" BEEC SEEEBECS S Occupational status
&b fgggoaaoanSOO
E shen>E3=2282gl
£ eBFTS 2T HLASONS RCT evidence Three RCTs reported how occupational sta-
= tus was associated with treatment effectiveness. An RCT
g S % g of unclear ROB [37] found that in adults with depression,
% % ';; §' occupational status predicted whether cognitive therapy
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Non-RCT evidence One study of good quality [40] found
that the educational attainment of adults with anxiety dis-
orders did not predict improvements in symptoms at end of
CBT treatment. A fair quality study [35] found that in adults
given an intervention to improve access to treatment, peo-
ple with higher educational attainment made more treatment
gains. Those who had completed secondary school experi-
enced improvements of 1.36—1.58 points higher than those
who had not (p =0.001-0.004).

RCT evidence Three RCTs reported how income was
associated with treatment effectiveness. One RCT of low
ROB [36] found that, measured on the BDI, family income
explained 1% of the variance in depressive symptoms at
end of CBT treatment (b=— 0.22, SE=0.09, p=0.016).
However, variance in symptoms measured on the HRSD
(b=- 0.03, SE=0.06, p=0.559) was not explained by
family income. Another low ROB RCT [42] showed that
having a perceived ‘lack of money’ predicted lower odds
of remission at 6 months post-treatment for an anxiety
disorder (OR =0.72, CI 0.56-0.93, p=0.019). However,
an RCT of unclear ROB [39] found that more ‘financially
strained’ older adults with depression consistently improved
on symptom measures following guideline-based treatment
(citalopram or psychotherapy) more than those who were
less financially strained. Averaged across all follow-ups, the
difference in intervention effect between financially strained
and not was — 4.5, (CI — 8.6-0.3, p<0.05).

Severe mental illness (SMIs)
Social class

Non-RCT evidence Two poor quality cohort studies exam-
ined the differential impact of social class on intervention
effectiveness in adults with psychosis. One study [43] found
a significant relationship between social class and follow-up
treatment status, such that more people of lower social class
remained hospitalised 10 years later (39% class I-11, 49%
class III, 52% class IV, 57% class V). Another [38] found
that both individual (» =— 0.12) and parental social class
(r = — 0.25) were significantly associated with symptom
severity at follow-up after treatment, with lower social class
being associated with more severe symptoms. However, both
of these studies were published over 22 years ago (1965 and
1986, respectively so results may be less representative of
current conceptualisations of social class.

Socio-economic status

RCT evidence A high ROB RCT study [31] of patients
with schizophrenia found that socio-economic status had
some impact on psychotic symptoms over the course of the
two-year intervention (p =0.02)- the interventions effect in

reducing psychotic symptoms was less pronounced in the
first quartile (lower SES) groups.

Non-RCT evidence A fair quality cohort study [46] of
people with bipolar disorder found that socio-economic sta-
tus did not predict relapse following treatment 48 months
post-treatment (Hazard ratio (HR)=0.7, SE=0.47). How-
ever, this study was published in 1990 and therefore should
be considered with caution.

Occupational status

Non-RCT evidence The same study [46] found that people
were not more or less likely to relapse according to their
occupational status 48 months post-treatment (HR=1.1,
SE=0.34).

Summary: CMDs

Low social class may be associated with poorer treatment
outcomes in people with CMDs, hindering improvement
following intervention. Occupational status may also play
some role in influencing the effectiveness of mental health
interventions and some interventions may need to be adapted
to be of benefit to people of a lower educational attainment.
Tailored care (having access to psychosocial interventions
as well as, or instead of, medication) may limit the impact
of deprivation on reducing intervention effectiveness, for
example, for people with lower educational attainment or
income, or people who are unemployed.

Summary: SMls

Evidence regarding the relationship between proxies for
social class and treatment for SMIs is extremely limited and
in many cases, outdated. There is some suggestion of no
relationship between social class and treatment outcomes in
people with bipolar disorder, though social class may play a
role in psychosis. This possible relationship should be fur-
ther explored.

Summary: the association between social class
and treatment outcomes

Overall, evidence from interventions for CMDs suggests that
people of lower social class may not gain as much benefit
from mental health interventions as those of higher social
class. Tailoring interventions (so that people with lower
educational attainment and income or those who are unem-
ployed have access to psychosocial interventions as well as,
or instead of, medication) may help to reduce the impact of
these variables on intervention effectiveness. Evidence is
limited on the association between social class and interven-
tion effectiveness in people with SMI.
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The association between treatment and social class
outcomes following treatment

Six studies examined the relationship between being
treated for a mental health disorder and social mobility
[12, 46-50]. These included one RCT and five cohort
studies. Two cohort studies examined employment out-
comes for patients with schizophrenia (K=1) and bipolar
disorder (K =1) following pharmacological intervention.
One RCT and three Cohort studies examined employ-
ment outcomes (RCT: K=1, Cohort: K=2) and educa-
tion outcomes (Cohort: K = 1) for bipolar disorder (RCT:
K =1, Cohort: K=2) and psychosis unspecified (Cohort:
K=1). All studies examined social mobility outcomes
intragenerationally: changes in social status following
treatment compared to prior social status. Table 4 pro-
vides a summary of the quantitative findings of the iden-
tified studies.

Pharmacological interventions

Occupational status Paliperidone extended-release One
pre-post cohort study of poor quality [48] found that
52 weeks after adults with schizophrenia received treat-
ment with Paliperidone extended release, the percentage of
people in full-time competitive employment increased from
pre-treatment (p <0.0001).

Olanzapine One pre-post cohort study of poor quality
[50] found that people with bipolar disorder treated with
olanzapine for a mean of 28 weeks had reduced rates of paid
employment (59.81% pre-treatment, 30.97% post-treatment,
OR=0.30, CI10.17-0.53).

Summary: pharmacological interventions Overall, evi-
dence on the effectiveness of drug treatments in improving
social mobility outcomes in people with SMI is extremely
limited, mixed and of poor quality.

Psychosocial and service level interventions
Occupational status RCT evidence

Teaching patients with bipolar self-management One
RCT with a low ROB [49] found that people with bipo-
lar disorder who were taught self-management tech-
niques improved in terms of how well they performed
in their employment (measured on a scale of 0-3) com-
pared to the control group at 18 months (mean differ-
ence =0.70, 95% CI 0.07-1.33). However, improve-
ments at earlier time points (6 months, 12 months) were
not significant.

@ Springer

Non-RCT evidence

Early intervention in psychosis One study of poor qual-
ity [12] found that people with psychosis treated with early
intervention in psychosis services (low client-to-care-coor-
dinator ratio, assertive community treatment, regular client
appointments, routine psychological and family therapy for
3 years) who were unemployed at baseline had an increased
probability ratio of becoming employed at 3-year follow-
up compared to people who had standard care (2.16, CI
1.26-3.71, p 0.005).

Hospitalisation One pre-post study of fair quality [46]
found that people with bipolar disorder admitted to hos-
pital and treated at the discretion of the treating psychia-
trist had significant improvements in employment rates
at 48 months post-release compared to 6 months post-
release (60% 6 months, 72% 48 months, McNemar X2 test:
p=0.002). Another study of poor quality [47] found that
hospital admission reduced the odds of people with bipolar
disorder being unemployed 6 months post-release, compared
to before admission (OR=0.12, CI 0.05-0.32, p <0.0001).
However, both these studies cannot control for any improve-
ment in symptoms which was not the result of the treatment.

Educational attainment Non-RCT evidence A study of poor
quality [12] found that people treated in early intervention
in psychosis services did not show an increased probability
of resuming studying compared to people treated in other
mental health services (1.82, CI1 0.79-4.21, p=0.156).

Summary: psychological and service level interven-
tions Limited, high quality RCT evidence suggests that
teaching people with bipolar disorder to identify when to
seek treatment for a relapse is beneficial in helping them
maintain/gain employment. Fair quality observational
evidence suggests that people with bipolar disorder also
respond well to hospital admission with treatment accord-
ing to psychiatrist discretion. Evidence for psychosis was of
much poorer quality and extremely limited.

Summary: the association between interventions
for mental health and social mobility outcomes

Overall, the evidence for associations between mental health
treatment and improved social mobility is limited, particu-
larly for pharmacological treatments. Given the large pool of
research into pharmacological treatments, more work could
be done to encourage the use of social mobility outcomes in
clinical trials to better understand, how such interventions
could improve social circumstances. Psychosocial interven-
tions may provide some benefit in enabling people to return
to or gain employment, for example, people with bipolar
disorder. Evidence for improvements in other populations
was limited.
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Discussion

This review found that social class is associated with inter-
ventions for mental health disorders, and that this link is
multidimensional and reciprocal. Some evidence was found
that social class is associated with access to treatment for
people with mental health disorders. People from lower
social classes appear to access treatment at later points on
the care pathway, encountering crisis level intervention such
as inpatient admission more often than people from higher
social classes, who show more common contacts with pri-
mary and secondary care providers such as GPs and counsel-
ling services. This suggests that efforts should be made to
increase accessibility to primary care for people from lower
social classes, for example through additional funding in
socially deprived areas [51] and more assertive outreach
models [52].

Furthermore, people from lower social classes may not
benefit from all interventions for mental health. More spe-
cific interventions, such as assigning a care manager, offering
psychotherapy in place of pharmacotherapy, or considering
educational level in deciding on treatment plan length may
be required. Tailoring interventions may help to reduce the
disparity in outcomes associated with low social class [53], a
positive addition to work suggesting that adequate funding and
improvement in quality of services in socially deprived areas
can also ameliorate the effects of deprivation [51]. This may be
particularly important given that low-income participants more
commonly drop out of treatment than participants from higher-
income backgrounds [14, 53], as this may reflect a feeling that
current services are insufficient to address their needs.

Evidence for the impact of social class on treatment out-
comes in people with SMI was notably lacking. It is important
to understand how social class may impact treatment gains in
this population, as not only can SMI be particularly distressing
[54], but people tend to reach the point of intervention after
a long period of experiencing symptoms [55], meaning that
SMIs can have a particularly strong influence on downward
social mobility [56]. A clearer understanding of the best ways
to mitigate the negative influence of social class on intervention
effectiveness would allow services to address this in interven-
tion design, enabling a higher proportion of patients stuck in
a cycle of crisis care and relapse to gain benefit. Moreover,
there was some evidence that psychosocial intervention can
help patients, particularly those with bipolar disorder, to return
to employment which may provide optimism to patients. Pos-
sible adaptations to interventions should be evaluated in both
controlled trials and longitudinal designs that evaluate long-
term outcomes (including employment) of these interventions.

Given the vast body of literature on efficacy of pharma-
cological interventions [57, 58], surprisingly few reported
social mobility outcomes. A fuller understanding of how

treatment may impact experience of symptoms and also
social mobility may help patients and clinicians make more
informed treatment decisions.

Limitations

There are some limitations associated with this review.
Reporting of participant characteristics and methods was
poor in some studies, with notable details often omitted from
study descriptions. This may mean that important moderat-
ing variables of intervention effect were overlooked in our
synthesis. Furthermore, the body of evidence addressing
some of our research questions was limited, which meant
that somewhat dated studies had more weight than they
would have otherwise, notably data on the effects of inpa-
tient admission on employment outcomes for people with
SMIs [46, 47]. Similarly, some studies contributing to evi-
dence on the impact of social class or socioeconomic status
on treatment effectiveness were also relatively old [38, 43,
46]. It is important to consider the results of these studies
within the context of their publication date, as the nature and
perception of social class has changed over time [59], and
therefore participants considered to be in one social class
may not be considered to be in this social class in more
recent studies. With this in mind, future work should seek
to update the data regarding the impact of social class on
treatment effectiveness as well as the impact of treatment
on changes in social class, particularly in people with SMI.

Moreover, while employment was a focus in all six interven-
tion studies found reporting social mobility outcomes, only one
considered also return to education [12]. The impact of inter-
vention on socio-economic status more generally, or income
was also markedly lacking. Since social class can be conceived
across a number of different domains [5], it is important to gain
a full understanding of how treating mental health disorders can
ameliorate the impact of symptoms on social mobility.

It is also important to note that included studies (with
the exception of Kozma and colleagues, [48], who included
participants from South Africa as well as the USA) are of
populations which are predominantly White and of western
origin. Findings are therefore limited in their generalisability
to non-western nations who may have very different social
classes, or limited differentiation of social class. Similarly,
alongside the focus on predominantly Caucasian nations, 15
studies did not report the ethnicity of their sample, and only
four studies reported ethnicity in detail. It is therefore not pos-
sible to explore within this review how ethnicity may interact
with socio-economic status and mental health interventions.

Finally, researchers may have included social mobility
measures in their studies but not reported them. A clearer
protocol for examining the relationship between social class
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and mental health treatment and for reporting may aid future
reviews in pooling a wider sample of relevant literature.

Conclusion

In conclusion, social class is associated with the effective-
ness of psychological interventions, but it may also be
improved following treatment. Social class should be an
inherent consideration in intervention design, both to prevent
barriers to access and also to improve intervention effective-
ness. Interventions should be adapted to allow benefits to
be gained across social classes, and to ensure that robust
measurement of social mobility outcomes is part of inter-
vention trials. In turn, this may prevent social class from
inhibiting potential treatment gains, weakening the associa-
tion between poor mental health and reduced social mobility.
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