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Abstract. Amartya Sen, who received the Nobel Prize for Economics, has demonstrated that the incidence of deprivation, in
terms of capability, can be surprisingly high even in the most developed countries of the world. The study of socio-economic
inequalities, in relation to the utilisation of health services, is a priority for epidemiological research. Socio-economic status (SES)
has no universal definition. Within the international research literature, SES has been related to social class, social position, occu-
pational status, educational attainment, income, wealth and standard of living. Existing research studies have shown that people
from a more deprived social background, with a lower SES, are more likely to have a higher psychiatric morbidity. Many studies
show that SES influences psychiatric services utilization, however the real factors linking SES and mental health services utilisa-
tion remain unclear. In this editorial we discuss what is currently known about the relationship between SES and the use of men-
tal health services. We also make an argument for why we believe there is still much to uncover in this field, to understand fully
how individuals are influenced by their personal socio-economic status, or the neighbourhood in which they live, in terms of their
use of mental health services. Further research in this area will help clarify what interventions are required to provide greater equal-
ity in access to mental health services.

INTRODUCTION

The study of the relationship between social condi-
tions and health services utilisation is of crucial impor-
tance for all those interested in mental health services
evaluation at different spatial levels. As the Nobel Prize
winner, Amartya Sen (1992) has demonstrated, the inci-
dence of deprivation, in terms of capability,' can be sur-
prisingly high even in the most developed countries of
the world. For this reason, interest in this topic has grown
among mental health researchers, aware that relative
deprivation in their own countries has an impact upon the
utilization of mental health services. The results of
research studies in this field will enable us to develop the
principal tools required to develop and maintain modern,
effective and safe mental health services that can be
accessed and used by all those who need them.

A couple of years ago we were part of a research
team that published a case register study that posed the

question 'Does socio-economic status affect the use of
community-based psychiatric services?' (Tello et ah,
2005). In that article we endeavoured to demonstrate,
by describing a research study conducted in South
Verona (Italy), that socio-economic status does indeed
affect the use of community-based psychiatric services.
In this editorial, we will examine further the theory that
people from a more deprived social background, with a
lower socio-economic status (SES), are not only more
likely to have a higher psychiatric morbidity but that
they also use services more frequently than people from
a more affluent background. We will also examine the
notion that individuals from a more deprived social
background may sometimes experience greater difficul-
ties in accessing mental health services, such as being
referred or physically getting to a hospital or communi-
ty-based mental health facility, particularly if individu-
als live some distance away.
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1 A. Sen proposed to replace the concept of utility with the concept
of capability in assessing inequalities. Capability is defined by Sen as:
"The capability of a person reflects the alternative combination offunc-
tionings the person can achieve, and from which he or she can choose
one collection. The approach is based on a view of living as a combi-
nation of various «doings and beings», with quality of life to be assessed
in terms of the capability to achieve valuable functionings".
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WHY ARE WE INTERESTED
IN SOCIO-ECONOMIC STATUS?

Socio-economic status (SES) is a complex concept
with no universal definition (Dohrenwend, 1990). When
one looks at the international research literature on SES it
is evident that it is related to social class, social position,
occupational status, educational attainment, income,
wealth and standard of living (Bonizzato & Tello, 2003).
It also appears that there are different ways of measuring
SES, something that is often country-specific and related
to the different questions asked in national population
censuses. For example, a number of well known census-
based SES indices in the UK, such as those developed by
Jarman (1983) and Townsend (1987) include the census
variable 'car ownership' as an indicator of SES.
However, in other countries, such as in Italy, this ques-
tion is not asked in a national census. Accordingly, many
SES indices are country or even place-specific. For
example: the Carstairs scores developed in Scotland
(Carstairs & Morris, 1991); a community-based index
created in Turin, Italy (Cadum et al, 1999); the Rome
SES index (Michelozzi et al, 1999); the deprivation
index of Tuscany Region in Italy (Regione Toscana,
2001); and from Spain the Barcelona index (Benach et
al, 2001).

Regarding the relationship between SES and mental
health, existing studies demonstrate that people from a
more deprived social background, with a lower socio-
economic status (SES), are more likely to have a higher
psychiatric morbidity (Bijl et al, 1998; Glover et al,
1999; Bonizzato & Tello, 2003). We also know that
socioeconomic deprivation is particularly associated with
rates of depression and anxiety disorders (Dohrenwend,
1990; Ostler et al, 2001; World Health Organisation,
2001; Weich et al, 2001).

As discussed by various authors, the culmination of
research findings over the years suggest two possible
classical explanations for the concentration of mentally
ill people in particular localities: social causation and
social selection. Social causation suggests that a lower
individual SES, or lower SES in the community where
people live (i.e. ecological), may produce or contribute to
mental illness because of deprivation, poor living and
housing standards and a lack of social cohesion. The sec-
ond explanation supports the hypothesis that the relation-
ship between SES and mental disorders results from a
drift of mentally ill people to lower SES conditions, with
people's social-economic status worsening as their men-
tal health declines. More deprived areas also offer more
affordable accommodation and frequently there will

already be specialist mental health care services being
provided in the neighbourhood, which may provide a
'pull' factor for mentally ill people. Recently studies have
been published that highlight the importance of urbanici-
ty as a risk factor for schizophrenia (Amaddeo &
Tansella, 2006; McGrath & Scott, 2006; Pedersen &
Mortensen, 2006; Spauwen & van Os, 2006), and the cor-
relation between urbanicity and socio-economic condi-
tions remains ambiguous. For example, it is possible that
some influential factors may be hidden beneath the con-
cept of urbanicity, factors such as population density or
concentration of ethnic minority groups, and a high inci-
dence of infective diseases could also be related with poor-
er living conditions found in some parts of urban areas.

HOW SES AFFECTS MENTAL HEALTH
SERVICE USE

The association between socio-economic characteris-
tics and rates of psychiatric service utilisation is also well
established, with a number of studies demonstrating that
psychiatric service use is more prevalent in geographical
areas characterised by social deprivation, particularly in
urban environments (Faris & Dunham, 1939; Jarman et
al, 1992; Thornicroft, 1991), although studies from the
UK, USA and Italy show that the strength of association
varies according to psychiatric diagnosis (Tansella et al.,
1993; Harrison et al, 1995; Boardman et al, 1997;
Koppel & McGuffin, 1999). A previous study, conducted
in South Verona, Northern Italy, has highlighted the fact
that ecological characteristics, derived from district level
census data, can be good predictors of psychiatric service
use by patients with a diagnosis of psychosis, but not by
people suffering from a neurotic and somatoform disor-
der (Tansella et al, 1993; Thornicroft et al, 1993). Using
1981 Census data, this study identified four socio-demo-
graphic variables that were associated with psychiatric
service utilisation: living alone; unemployment; the per-
centage of the total population who are dependent
(dependent ratio); and the percentage of people who are
separated, divorced or widowed.

In our latest study (Tello et al, 2005), using 1991
Census data at the census-block level, we found that the
annual treated prevalence was two times greater for those
living in more deprived areas compared with those in
affluent areas; only 1-year treated incidence rates, length
of stay in hospital, rates of first-ever admission to hospi-
tal and mean number of contacts with day care were
equally distributed between SES groups. In other words,
while no association between SES and psychiatric service
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use emerged for new patients, those patients who had a
previous psychiatric history and were living in more
deprived areas made a greater use of psychiatric services.

These findings seem to suggest that SES has a poten-
tial to worsen among those suffering from psychiatric ill-
nesses (social selection), whilst the equal distribution of
incidence rates by SES seems to exclude the possibility
that SES is a contributory casual factor to becoming men-
tally unwell. However, important theoretical questions
regarding the effects of social conditions on mental ill-
ness and vice versa, cannot be answered by case register
studies, rather they require population studies.
Nevertheless, it is important to reflect upon the findings
that two service use variables, length of stay in hospital
and number of day contacts, were not significantly asso-
ciated with SES group. This finding could be because of
the relatively small capacity of hospital beds (which
determines, in most cases, a relatively short length of stay
and a relatively high turnover of patients) and also the
small number of day care places available. Only when
mental health care is easy accessible to all and free of
charge, can the quantity and type of service consumption
be regarded as an indicator of the level of severity of the
mental illness.

between where service users live and the health services
they use. There is some evidence within the general
health care literature to suggest that geographical
inequalities do exist, with individuals living further away
from static health services using those services less than
those individuals who live closer to them (NHS Centre
for Reviews and Dissemination, 1997; Joseph & Philips,
1984). However, there is a paucity of studies that consid-
er accessibility and utilization of mental health services,
particularly services that are community-based, rather
than in hospitals. Furthermore, it needs to be acknowl-
edged that service users will not necessarily access the
health service closest to their home, for a variety of dif-
ferent reasons (Curtis et at, 2006). As detailed by Curtis
(2007) researchers now have access to more sophisticat-
ed research tools to examine more closely the complex
relationships between where service users live (or work),
the mental health services they use, and the 'real' dis-
tance travelled to access those services. Future studies of
this nature, seeking to explore service utilization in a
more sophisticated way, have to potential to provide a
greater understanding of the relationship between SES
and mental health service use, guiding the decision-mak-
ing of mental health planners and policymakers.

ACCESSIBILITY AND UTILISATION CONCLUSION

Equitable access to health care is a guiding principle of
health care services in countries with a National Health
Service, such as the U.K. and Italy, with the aim of
national health services to provide care that is based on
need alone, irrespective of where people live.
Accessibility involves more than simply physical dis-
tance, with other related factors also important, such as
the cost of a journey, availability of transportation, time
constraints, psychological barriers of the journey, social
and cultural factors and so on (Lovett etal, 2002; Haynes
et al, 1999; Blazer et ai, 1995). Many of these factors
will be determined by an individual's socio-economic sta-
tus, for example whether they are a car owner and can
drive easily to a hospital or health centre. An individual
with a lower SES may not own a car, and will then have
to rely on public transport, with transport routes that may
or may not pass nearby a static health care facility.

As discussed in detail in Sarah Curtis's editorial in this
issue (Curtis, 2007), we know that the relationship
between distance from hospital and service use is com-
plex, with continued debate in the international research
literature regarding the importance of proximity to static
facilities as well as the best method to measure distance

For the future we need a greater understanding of the
relationship between social conditions and mental health
service use, for two main reasons: Firstly, there is an
urgent need to improve equity in the accessibility and uti-
lization of mental health services in the less developed
countries as well as in the developed ones. In countries
with a well developed welfare state, like the UK and
Italy, equality was until recently considered to be the
equal distribution of services to every individual.
However, this principle does not take into account differ-
ences between individuals, such as their SES, variations
in the social and physical environment in which they live
and their capability to access the health services available
to them. So, even if services are equally distributed with-
in a community, it does not necessarily follow that equal-
ity in access and use of those services is being achieved.
Only when we have a clearer understanding of how the
social and physical characteristics of different communi-
ties shape the 'real' needs for health care, can we achieve
equality in mental health care provision.

Secondly, we know that the allocation of economic
resources in psychiatry is a complex issue, due largely to
the high variability in individual costs of care. All the
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studies that have attempted to forecast the costs of men-
tal health care, using clinical and individual variables,
have failed to reach a defined set of predictor variables
(Jones et al., in press). It seems plausible therefore, that
the inclusion of ecological measures in predictive mod-
els, such as socio-economic status and the geographical
characteristics of areas where service users live, could
improve the explanation of the variation in psychiatric
costs. Our view is that this will be an important step for-
ward in providing high quality and effective community-
based mental health services.
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