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Abstract
Purpose  People living with mental ill-health experience social and economic disadvantages, which contribute to poor out-
comes and limit effectiveness of treatments. Interventions to improve social and economic circumstances have been devel-
oped, however, little is known about whether these interventions are effective for the most marginalised and disadvantaged 
groups, and those most in need of support.
Method  We conducted a systematic review in line with a pre-defined protocol to identify interventions to improve the social 
and economic circumstances of people experiencing mental ill-health. We included relevant records from two previous 
systematic reviews and updated their searches across four databases. We synthesised the intervention domains and locations 
of research, participant characteristics, and if effectiveness varied by participant gender, socioeconomic position, and race 
or ethnicity, and related indicators. We worked in partnership with an advisory board including those with relevant lived 
experience to conduct this work.
Results  We identified 266 relevant studies across 34 countries. Certain intervention domains were better researched than 
others (e.g. housing and employment vs. debt and social security advice). Participant characteristics were poorly reported 
resulting in a limited understanding of inclusiveness and generalisability of research. Only 8% of papers reported any strati-
fied results and statistical reporting standards were poor, limiting our ability to determine what works for whom. Results 
from 4 RCTs indicated that interventions are less effective for those in lower socioeconomic groups.
Conclusion  Improved reporting and representation of marginalised groups, stratified analyses of intervention data, and rep-
lication of results is needed to confidently draw conclusions about what works for whom in this field.

Keywords  Social inclusion · Social and economic adversity · Social interventions · Stratified analyses · Inequalities
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Introduction

People who experience mental ill-health are, compared with 
the general population, typically more disadvantaged across 
multiple domains, including education, employment [1, 2], 
housing stability and quality [3–5], income and finances 
[6, 7], and social isolation [8, 9]. Further, those with severe 

mental ill-health (e.g. psychosis) are more likely to have 
been exposed, over the life course, to violence, trauma, and 
discrimination [10–12]. These adversities increase risk of 
onset of mental ill-health and subsequent poor outcomes [1, 
8, 13], contributing to an entrenched cycle of poor mental 
health and social exclusion. Furthermore, access to, and 
the effectiveness of, psychological and pharmacological 
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treatment varies by indicators of socioeconomic position, 
thereby maintaining and widening inequalities in outcomes 
[14].

This relationship between social adversity and treat-
ment outcomes highlights the need for mental health 
services to directly address the social and economic con-
ditions of people with mental ill-health. Individuals with 
severe mental ill-health living in deprivation report sig-
nificant unmet social needs [15], and failure of services 
to respond to such needs may contribute to lack of trust in 
services. This is particularly relevant to racial and ethnic 
inequalities in mental health systems. For example, in the 
UK, Black people with severe mental ill-health are more 
likely than people with severe mental ill-health from other 
ethnic groups to experience social and economic adver-
sity [16–18] and this is further exacerbated by pervasive 
inequalities in access to mental health care [19–21]. There-
fore, the relationship between social adversity and poorer 
treatment outcomes [14] means the failure of services to 
address social needs disproportionally disadvantages peo-
ple from Black minoritised groups. Further dimensions of 
marginalisation within mental health care include social 
class, gender, and comorbid physical health and substance 
use problems, whereby the most socially excluded typi-
cally face multiple disadvantages and occupy multiple 
marginalised statuses [22, 23].

Interventions have been developed to interrupt this 
cycle of disadvantage by improving the social and eco-
nomic circumstances of people with mental ill-health. Two 
recent systematic reviews synthesised this work [24, 25], 
finding consistent evidence that Housing First (HF) and 
Individual Placement and Support (IPS) were effective in 
addressing housing and employment needs, especially for 
people with severe mental ill-health. Additionally, some 
studies indicated that family psychoeducation interventions 
and supported socialisation interventions were effective in 
improving social circumstances. Both reviews highlighted 
the lack of research in other domains, especially related to 
finances (e.g., debt and social security).

An important but neglected aspect of this research con-
cerns which interventions work for whom and in what con-
texts. At present, it is unclear to what extent studies are 
inclusive of the most marginalised groups and those fac-
ing multiple forms of adversity, within the already highly 
vulnerable group of people experiencing mental ill-health, 
or indeed whether studies report the characteristics of their 
samples in sufficient detail to assess this. As the key aim of 
social interventions is to improve outcomes for those expe-
riencing social and economic adversity, it is essential that 
they are effective in supporting those who experience the 
highest level of need, otherwise they risk maintaining or 
exacerbating systemic inequalities.

Aims

We conducted a systematic review to:

i.Map the domains and contexts of research testing social in-
terventions for people living with mental ill-health (se-
vere mental illness and/or common mental disorders);

ii.Summarise the gender, ethnicity and socioeconomic po-
sition of the participants recruited within these studies.

iii.Assess how effectiveness of interventions varies accord-
ing to these characteristics.

Methods

We conducted a two-staged systematic review in line with 
a pre-established review protocol. This study was delivered 
in partnership with an advisory board comprising people 
with lived experience of mental ill-health, service provid-
ers, third-sector workers, and academics, recruited via the 
ESRC Centre for Society and Mental Health, networks local 
to South London including community organisations (e.g. 
Black Thrive), and services within South London and Maud-
sley NHS Foundation Trust. The research team and advi-
sory board met regularly and made joint decisions about the 
research methodology, data analysis, and write-up, (Advi-
sory board: co-authors MB, AC, GD, SL, BLE, CL). This 
review was conducted as part of a broader research program 
which additionally sought to identify targeted interventions 
designed to address social and/or economic needs in people 
living with mental ill-health from marginalised communi-
ties [26].

Study selection and data extraction

We first identified studies included in two recent reviews 
[24, 25]. Both reviews included research detailing interven-
tions which were designed to improve social and economic 
outcomes in adults with mental ill-health (see SI Table 1 for 
full inclusion criteria).

We then updated these reviews to identify literature pub-
lished between January 2020 and February 2024, searching 
MEDLINE, Web of Science, PsycINFO, and CENTRAL 
(see SI for full inclusion criteria and search strategies). 
In line with the previous reviews, our inclusion criteria 
focused on non-pharmacological interventions designed to 
improve social or economic circumstances of adults with a 
severe mental illness or common mental disorder in any one 
of the following domains: housing/homelessness; money 
and basic needs; work and education; social isolation and 
connectedness; family, intimate and caring relationships; 
victimisation and exploitation; offending; rights, inclusion 
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and citizenship (see SI Table 2 for full details). As the inclu-
sion criteria for the two previous reviews varied slightly, we 
adopted the more inclusive approach where they conflicted 
(see SI Table 1&2 for discrepancies). Barnett et al. (2022) 
included systematic reviews (published from database 
inception- February 2020) and randomised controlled tri-
als (RCTs) (published from 2000—August 2020); whereas 
Killaspy et al. (2022) included any peer-reviewed paper 
reporting primary empirical data published between January 
2016 and July 2020. The updated search included records 
from July 2020-February 2024. We performed study selec-
tion for the updated search in duplicate (HB, AG, HW, ZA) 
at the title/abstract and the full-text screening stages.

We designed a fit-for-purpose data extraction sheet 
informed by data extracted in Barnett et al. (2022) with 
additional extraction of detail on socioeconomic and 
sociodemographic participant data relevant to our research 
question (see SI for further details). Individual researchers 
completed data extraction which was checked by a second 
researcher (HB, AG, HW, ZA, DL). Conflicts at all stages 
were resolved through team discussion.

Quality appraisal

We extracted quality appraisals for studies included in the 
two previous reviews (i.e., Killaspy et al. (2022) used the 
Kmet [27]; Barnett et al. (2022) used the Cochrane Risk of 
Bias tool for RCTs [28]). For studies identified in the updated 
search, we used the Kmet quality assessment checklist as this 
could be applied to both quantitative and qualitative studies. 
A random proportion (10%) of quality appraisals were con-
ducted by a second researcher (HB, AG, HW, ZA).

Data synthesis

For data synthesis, we first summarised participant char-
acteristics (diagnoses, sex/gender, race/ethnicity and 
socioeconomic position), country of research, and domain 
of interventions categorised into nine different domains 
broadly in line with classification frameworks [29]. Where 
data were not available on ethnicity or race, we extracted 
and synthesised any data on other related concepts includ-
ing nationality, immigration status, heritage and indigeneity. 
This was necessary as countries have varying legal frame-
works regarding such data (for example reporting data relat-
ing to ethnicity or race is not permitted in France).

Estimating inclusion of marginalised groups with 
respect to race and ethnicity is complex not least due to 
variations in such legal frameworks, conceptualisations of 
such social constructs, and structural racism within health 
research [30, 30–32]. Language and understanding related 
to these concepts are continually changing and it is crucial 

for researchers to keep these concepts under review while 
researching health inequalities [33]. In this paper, we report 
race and/or ethnicity data from individual studies using the 
language used in the respective studies, we also follow this 
for reporting of sex/gender. We note it was largely unclear 
whether such data pertained to participants’ self-ascribed 
identities or researcher observations.

We narratively synthesised studies reporting stratified anal-
yses to assess whether effectiveness of interventions on social 
or economic inclusion outcomes varied by gender, ethnicity/
race, or socioeconomic status and related indicators. For RCTs, 
we included any study where authors had assessed interaction 
effects between treatment condition and either sex/gender, eth-
nicity/race, or socioeconomic status; or conducted subgroup 
analyses or responder analyses based on these sociodemo-
graphic categories. For non-RCTs, we considered any study 
where authors assessed whether the intervention-related 
changes in social or economic inclusion outcomes varied based 
on these sociodemographic categories, including any subgroup 
analyses. We also synthesised studies that tested interventions 
developed for broader populations but reported results only 
concerning any one of these sociodemographic subgroups (e.g. 
women). We supplemented our synthesis with a separate sum-
mary of results of studies exclusively including participants 
with a psychotic disorder (see SI).

Results

Study characteristics

We included 165 studies from Barnett et al. (2022) and 
Killaspy et al. (2022) after de-duplication (n = 8) and 
removal of one meta-analysis. The updated database 
search identified a further 101 relevant records; therefore, 
266 papers were included (See Fig. 1 for PRISMA and SI 
Table 3 for summary of study characteristics). For the stud-
ies identified in the updated search, Kmet quality appraisal 
scores ranged from 69%−100% for quantitative studies, and 
65%−95% for qualitative studies. 

Intervention domains

Interventions addressed: Employment (n = 90; 34%), Social 
connectedness and social skills (n = 65; 24%), Housing (n = 50; 
19%), Community support (n = 31; 11%), Family (n = 18; 7%), 
Education (n = 11; 4%), Offending (n = 9; 3%), Debt and Finance 
(n = 2; 1%), and Trauma and Victimisation (n = 5; 1%), where 
some addressed multiple domains (n = 15) (see SI Table 4 for 
examples of interventions in each domain). Research attention 
has increased overtime particularly within employment, hous-
ing and social connection domains (see Fig. 2).
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consistent reporting. Of the 149 studies conducted else-
where, 41 (28%) reported data on ethnicity, nationality, 
and indigeneity (or related indicators). Many of these stud-
ies reporting such data were conducted in Canada (n = 17), 
and they mostly (n = 9/17) reported this data according 
to binary categorisations (53%) (e.g. “White” v “non-
White”). There were 21 studies conducted beyond Canada, 
the UK and the USA that reported relevant data, and 17 
(81%) of these reported this data according to a binary. 
We note one multisite study contributed multiple times to 
these counts, due to relevance to multiple countries, but 
did not report any relevant data. Due to these limitations 
in the data, we crudely estimated the inclusion of people 
from minority groups based on ethnicity, race, national-
ity, heritage, indigeneity and related factors all together in 
research in each country (see SI Table 5). 

Socioeconomic position

Indicators of socioeconomic position (including social class, 
occupation, tenure, financial situation, and education [34] 
were reported in 208 studies (78%). There was considerable 
heterogeneity in which indicators were used and studies often 
reported more than one indicator; the most common proxy 
was education (n = 148), followed by employment or voca-
tional status (n = 65), homelessness (current/lifetime) (n = 33), 
income (n = 22), receipt of welfare benefits (n = 20), living 
status (i.e. owning home, private rental, social housing etc.) 
(n = 11), geography-specific socioeconomic stratum (n = 4), 
debt (n = 2), neighbourhood factors including the UK Index 
of Multiple Deprivation (n = 2), availability of food each day 
(n = 1), parental socioeconomic status (n = 1), housing stabil-
ity (n = 1), and savings (n = 1). Due to the heterogeneity of 
the socioeconomic indicators used, and the variation in upper/
lower bounds of socioeconomic disadvantage across geog-
raphies, it was not possible to define and assess inclusion of 
socioeconomically marginalised groups in a meaningful way 
across studies, and so we were not able to provide pooled 
summary statistics regarding the inclusion of the most socio-
economically marginalised groups here. 

Dual-diagnosis and comorbid physical health problems

Fifty-four studies (20%) reported substance use or abuse 
(current and/or lifetime) as an exclusion criterion to partici-
pation. Where the proportions with current substance abuse 
or dependence were reported (n = 69), this ranged from 
1–100% (mean = 56%, SD = 32%). Comorbid physical ill-
health data were reported less frequently (n = 27) and five 
studies excluded participants on this basis.

Geographical location 

The included studies were conducted across 34 countries—the 
majority in the USA (n = 98) (See SI for heat map (Fig. 1) and 
full list;). Most studies were conducted within an urban setting 
(65%; both urban–rural: 9%; rural: 2%; unknown: 24%).

Participant characteristics

No studies reported data on intersecting dimensions of 
marginalisation. 

Gender 

Most studies reported a male/female dichotomy only: 10 of 
the 266 studies (4%) reported on inclusion of individuals 
who identified as non-binary, transgender, gender-free or 
‘other’. Fewer women were involved in research than men; 
the average inclusion of women was 43% (SD = 22%), com-
pared with 58% for men (SD = 22%). 

Ethnicity, race, migration status, nationality, indigeneity, 
heritage

We found a range of relevant indicators were used in 
included studies, including ethnicity, race, nationality, 
migration status, indigeneity, and heritage.

Overall, 126 studies (47%) did not include any data on 
ethnicity, race, nationality, migration status, indigeneity, 
heritage or related indicators. For the 140 studies (53%) that 
did report on such data, there was variation in methods used. 
For example, research in some countries (e.g. France) was 
restricted to reporting nationality according to a binary (i.e. 
French national/not); in the UK and USA, ethnicity and race 
statistics were typically reported according to pre-defined 
census categories. Studies in the UK focused on the concept 
of ethnicity; studies in the USA typically reported statistics 
categorised by racial and/or ethnic groups.

In the UK and USA, ethnicity and/or race were reported by 
104 of the 119 (87%) studies conducted in these countries. We 
were able to calculate pooled statistics for representation of ethnic 
and racial groups in these countries as most studies reported data 
according to consistent categories (see Tables 1 and 2). However, 
these pooled statistics are only based on studies which report this 
data, and are therefore likely to be inflated estimates, as studies 
which do not include any given ethnic group are more likely not 
to report any data. For example, only seven of all the included 
studies conducted in the UK (n = 21) report including any Black 
participants and therefore it is possible that the remainder did not 
include any Black participants (see Table 1).

It is difficult to assess inclusion of specific groups 
in countries beyond the UK and USA, due to lack of 
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Some studies reported multiple stratified analyses (29 
analyses were reported between the 20 studies in total). No 
studies stratified results by multiple intersecting dimensions 
of marginalisation (e.g. women from low-income back-
grounds). Most analyses were conducted on data from RCTs 

Stratified analyses

Very few papers (n = 20; 8%) reported stratified results by 
gender, race and/or ethnicity, or socioeconomic position. 

Databases (n = 4,201): 
MEDLINE (n = 679), PsycINFO
(n = 3,489), Web of Science
SCiELO (n = 33)

Registers (n = 5,931):
Cochrane Central Register of 
Trials (n = 5,931)

Records removed before screening:

Duplicate records removed

(n = 2,223) 

Records screened

(n = 7,909)

Records excluded

(n = 7,681)

Reports sought for retrieval

(n = 228)

Reports not retrieved

(n = 1)

Reports assessed for eligibility

(n = 227) Reports excluded (n = 126):

Population (n = 48)

Intervention (n = 27)

Outcomes (n = 20)

Duplicated data (n = 11)

No outcome data reported (n = 7)

Publication type (n = 7)

Outside of inclusion dates (n = 4)

Study design (n = 1)

Non-English language paper (n=1)

New studies included in review

(n = 101)

Identification of new studies via databases and registers
noitacifitnedI

gnineercS
dedulcnI

Total studies included in review

(n = 266)

Studies included in
Barnett et al (2022) and
Killaspy et al (2022) 
after de-deduplication
and removal of ineligible
studies* (n = 165)

*n= 9 records removed

Previous studies

Total studies included in stratified
analysis synthesis

(n = 21)

Reports excluded (n=245)

No report of stratified
analyses on the basis of
gender/ ethnicity/ race/ 
socioeconomic position

Fig. 1  A PRISMA diagram demonstrating the flow of studies in the review
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Table 1  A summary of race and ethnicity representation across studies conducted in the United Kingdom (n = 21)
Asian or Asian 
British 

Black, Black British, 
Caribbean or African 

Mixed or multiple 
ethnic groups 

White
(incl. Roma)

Other ethnic group
(Arab/any other) 

Unknown/
rather not 
say 

N studies reporting 6 7 5 13 9 2
Mean (%) 9.04 28.04 10.41 70.85 12.59 0.63
SD (%) 9.06 22.93 11.14 24.24 14.67 0.53
Range  1.75–26.5 6–70.97 1.5–29.03 17.4–100 0.75–50 0.25–1
IQR  5.5 20.95 8.7 26 6 0.36
Median  6 18 8 72.2 10 0–0.62
These statistics are calculated only from studies reporting data in these respective census categories. Studies not reporting data were excluded 
from these calculations. IQR = interquartile range; SD = Standard Deviation

Offending Social connectedness and social skills Trauma

Employment Family Housing

Community Debt and Finance Education

1990 2000 2010 2020 1990 2000 2010 2020 1990 2000 2010 2020

0

5

10

15

20

0

5

10

15

20

0

5

10

15

20

Fig. 2  Histograms of primary life domains addressed by social inter-
vention research over time. NB. Barnett et al. (2022) included system-
atic reviews (published from database inception − February 2020) and 
randomised controlled trials (RCTs) (published from 2000 − August 

2020); whereas Killaspy et al. (2022) included any peer − reviewed 
paper reporting primary empirical data published between January 
2016 and July 2020. The updated search included records from July 
2020 − February 2024
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(n = 16) and many exclusively included people with severe 
mental illness (n = 13) (see Table 3 and SI Table 6 for further 
information on each study).

Many factors limit our ability to draw conclusions about 
variation in effectiveness of social interventions for the 
different groups examined. There was no replication of 
stratified analyses as each pertained to studies of different 
interventions and settings. Further, authors reported suf-
ficient effect size data to interpret the results in less than 
half of stratified analyses (45%; 13 of 29); rather, if effects 
were found to be not ‘significant’, researchers often did not 
report any data. Nevertheless, some evidence indicated that 
effectiveness of interventions may vary for different groups. 
Evidence from 2 strong quality and 2 high risk of bias RCTs 
suggests that people from lower socioeconomic groups 
benefit less from some interventions. The extent to which 
outcomes vary by socioeconomic or sociodemographic 
group likely depends on the specific domains, designs and 
contexts of interventions. However, given the sparsity and 
limitations of existing evidence, it is not yet possible to 
investigate these patterns.

Gender

Fifteen studies (5%) stratified analyses by gender. This 
included one non-controlled prospective study of an employ-
ment intervention [35], one quasi-experimental controlled 
study of a social connectedness intervention [36], and 13 
RCTs (see Table 3; SI Table 6). Of the 13 RCTs, 5 reported 
effect sizes data regarding the possible moderating effect of 
gender on the impact of the intervention. Two found a stron-
ger effect for men [37, 38], one reported a subgroup analysis 
finding evidence for effectiveness in women [39], and two 
studies reported effects with confidence intervals indicating 
a range of possible of interpretations [40, 41].

For example in a strong quality-assessed, two-arm, mul-
ticentre RCT (n = 223), which tested the efficacy of a psy-
choeducational intervention programme designed to reduce 
caregiver burden for carers of people with schizophrenia 
[41], a subgroup analysis suggested that the intervention 
may be more effective for women (i.e., there was a mod-
erate association with burden reduction among women 
but not men). However, data were statistically consistent 
with parameter values ranging from a considerable level 
of reduced risk to a considerable level of increased risk 
of burden reduction (Coefficient (95%CI):  Female: 0.14 
(−0.12–0.41)).

There was no replication within these 5 RCTs: they all 
tested different interventions across the domains of hous-
ing, employment, social connectedness and family relation-
ships, and many suffered limitations such as small number 
of women included [38].
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people in higher socioeconomic positions (as indicated by 
work history: having had a paid job for at least two months in 
the last five years), as data were statistically consistent with 
parameter values ranging from lower to higher likelihood 
of intervention success (e.g. OR = 0.67, CI = 0.32–1.40). 
However, although interventions may be less effective for 
those facing more challenging socioeconomic conditions, 
this strong quality RCT highlighted that this inequality is 
reduced in the intervention condition compared with treat-
ment as usual: the impact of previous work history on 
vocational recovery outcomes was lower for participants 
receiving IPS compared with those receiving service as 
usual [40]. Three further RCTs reported stratified analyses. 
However, they did not report sufficient accompanying data 
to interpret their analyses [37, 43, 44].

Discussion

In our review we found that interventions seeking to 
improve social and economic circumstances of people 
with mental ill-health rarely considered of the social con-
texts in which interventions are tested and the social groups 
included. When relevant information was included, varia-
tions in reporting and data missingness did not allow for 
a complete understanding of inclusion of marginalised 
groups. There was similarly a lack of data regarding people 
who experience multiple intersecting forms of marginalisa-
tion. In the rare instances where analyses were stratified by 
social group, some studies found that people from margin-
alised socioeconomic positions may benefit least. Overall, 
we found that the current body of research does not provide 
any substantive information on which interventions work 
for whom — and whether they are effective for the most 
marginalised within an already highly vulnerable group: 
people experiencing mental ill-health who face social and 
economic adversities.

We note there are extensive systemic barriers to design-
ing, implementing and evaluating interventions and services 
which address social and economic challenges of people 
with mental ill health across the continuum of need, includ-
ing the strong focus on medical intervention over social 
intervention in contemporary services, as well as lack of 
resource for social interventions [51, 52], which contextual-
ise the lack of work we identified in this space.

There are some limitations that should be considered 
when interpreting our findings. Due to the slight discrep-
ancy in search strategies between the two reviews we 
updated, coverage of the literature was less thorough for the 
period covered by the two previous reviews compared with 
the updated review period. For example, non-RCTs recruit-
ing people with common mental disorder diagnoses would 

Minoritised ethnic groups and Indigenous peoples

We identified 3 studies (1%) that stratified analyses by eth-
nic group or related indicators. These included one qualita-
tive study of a Housing First intervention in Canada [42], 
one RCT of independent vs. staffed group living for home-
less people in the USA [43], and one RCT of social skills 
training for people with schizophrenia [44] (see Table 3; SI 
Table 6). This is too limited an evidence base to draw any 
conclusions about variation in effectiveness of social inter-
ventions by minoritised ethnic or racial group.

Nevertheless, the RCT of independent vs. staffed 
group living for homeless people (n = 303) did find that, at 
18-month follow up, African American and Hispanic par-
ticipants experienced on average 37 more days of home-
lessness than White participants, across both conditions (an 
average of 59 more days of homelessness in the independent 
living condition; and 15 more days in the staffed condition) 
[43]. This suggests poorer outcomes in both intervention 
arms for minoritised populations, but that this inequality 
may be reduced in staffed living interventions. However, 
this is a single study, rated as having a high risk of bias 
(see Sect."Quality appraisal"). The other RCT of social 
skills training reported that there was no ‘significant’ inter-
action effect by ethnic group, making it impossible to assess 
whether there was any variation in effect.

Socioeconomic position

Eleven studies (4%) stratified results by indicators of socio-
economic position (see Table 3; SI Table 6). Three of these 
were non-RCTs, examining interventions in the domains 
of housing [45], education [46], and social connectedness 
[36]. None of these non-RCT studies reported sufficient 
information on effect size and/or group means to interpret 
their results.

Evidence from 4 RCTs indicated that interventions were 
less effective for people in lower socioeconomic groups 
[47–50]. These interventions spanned the domains of vic-
timisation, debt and finances, employment, and family 
relationships; and sample sizes ranged from 166 to 250. 
For example, in one study rated as strong quality (n = 166), 
responder analysis of a vocational peer support intervention 
found that participants receiving social security payments 
were less likely to be classified as responders, i.e. become 
employed at any time during the 12-month follow-up (those 
receiving social security payments comprised 83% of non-
responders but 52% of responders) [49]. One of the remain-
ing RCTs was rated as strong quality [50], but the remaining 
two were rated as having high risk of bias [47, 48].

One further RCT (n = 720) was inconclusive regarding 
whether an employment intervention was more effective for 
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Socioeconomic status and sex/gender were more con-
sistently reported although only 4% of studies reported any 
data on non-binary genders. Fewer women were recruited 
to the included studies, which may in part reflect variations 
in the prevalence of mental health problems e.g., higher 
proportion of men experience psychosis; however, as with 
ethnicity, investigations of representativeness must also 
consider variations in prevalence of needs in the different 
social and economic domains between different genders, as 
well as use of social interventions.

Inclusion was also limited regarding people with co-occur-
ring conditions, substance use and physical ill-health. Approxi-
mately 1 in 5 studies excluded participants with substance abuse 
or dependence problems, which limits our ability to draw con-
clusions about intervention effectiveness for some of the most 
vulnerable in society. For studies including such populations, 
average comorbidity with a substance use disorder was high 
(55%). Even fewer studies reported the prevalence of physical 
health conditions in their samples. This is problematic given 
interactions between such factors and mental ill-health, which 
worsen outcomes [63–65]. Further research is also required to 
understand the extent to which social intervention research has 
included people with neurodevelopmental conditions, such as 
autism, who are at high risk of developing mental ill-health 
[66], yet are marginalised within mental health care systems 
[67, 68] and experience heightened social exclusion [69].

We found current reporting standards in social interven-
tion research prevent a nuanced understanding of how forms 
of marginalisation may impact outcomes. Poor reporting of 
sociodemographic characteristics precludes any consider-
ation of variation by, and at the intersection of, marginalised 
groups. This is problematic given that mental health out-
comes are worse for people in multiply marginalised groups 
[70]. This reflects the dominant conceptualisation of social 
adversities in mental health research, whereby problems are 
located within the individual, as distinct risk factors (e.g. 
socioeconomic status, ethnicity) without consideration of 
how such factors may interact, or of the processes and social 
structures contributing to poor outcomes [71]. Indeed, draw-
ing on intersectionality theory, we emphasise that forms of 
marginalisation that are experienced together cannot be 
understood through separation into isolated entities [23]. 
Together, this calls for standardised, nuanced reporting pro-
cesses of socioeconomic adversity in future studies.

What works for whom?

Our synthesis shows that we do not know what social inter-
ventions work best for whom. Under 10% of studies inves-
tigated the effectiveness of interventions by socioeconomic 
and sociodemographic groups. No studies or analyses were 
replicated.

have been missed by the two previous reviews as Barnett 
et al. (2022) only included RCTs and Killaspy et al. (2022) 
only included studies of severe mental illnesses. Further, as 
we screened for samples with a diagnosed mental disorder 
or who had accessed mental health services, we may have 
missed social care studies not based on diagnostic frame-
works. Related to this, as we restricted our search to articles 
published in peer-reviewed journals, we overlooked social 
interventions evaluated in the grey literature. Addition-
ally, we only included English language papers and may 
have missed studies conducted in non-English-speaking 
countries.

Social intervention research domains, contexts and 
participants

Most research we identified was conducted in the Global 
North, with most in the USA, and in urban settings. We 
observed a marked increase in research on interventions to 
improve social and economic circumstances since approxi-
mately 2010; however, this has clustered across a few 
specific domains. Most interventions focused on housing, 
employment, social connectedness and community partici-
pation. There are areas of social and economic need that are 
largely neglected, notably interventions addressing debt, 
finances, and victimisation. We did not identify any stud-
ies testing the impact of primary prevention interventions, 
such as Universal Basic Income, which would also address 
the socioeconomic needs of those with mental ill-health [53, 
54]. More work is needed given that debt, poverty and need 
for social security are very high for people with mental ill-
health and can impact recovery [18, 22, 55–57]. Equally, 
mental ill-health can impact a person’s ability to manage 
finances and navigate complex social security systems 
[58–61].

Data on ethnicity and associated concepts were often poorly 
or incompletely reported. Inadequate reporting sometimes 
stemmed from national policy and legal frameworks. Estimat-
ing representativeness of recruited samples was beyond the 
scope of this review, and would be highly complex given the 
lack of national audit data available on use of social interven-
tions in mental health services, despite some local research 
[62]; as well as the sociodemographic variations in prevalence 
of mental ill-health and service use – where the discrepancy 
between these two factors is commonplace given that many 
people face barriers to accessing support. Nevertheless, our 
data highlights that intervention research may not be general-
isable to contexts where the service users are not of majority 
White ethnicity: for example, White participants comprised the 
majority [70.85%) reported in UK samples, and as such may 
not apply to many services and contexts in the UK such as Lon-
don where populations are more ethnically diverse.
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Only 45% (n = 13) of the stratified analyses reported ade-
quate data for us to interpret their findings. Most inferred 
effectiveness based on statistical significance testing against 
arbitrary p-values (i.e. p ≤ 0.05), and did not report any data 
for analyses which were classed as “non-significant”. This 
approach of reporting results according to thresholds of sig-
nificance is problematic and leads to misleading conclusions 
[72–75]. In addition to poor statistical reporting standards, 
the underrepresentation of marginalised groups we identified 
limits our ability to reach satisfactory conclusions about effec-
tiveness. Increased sample sizes must be employed to increase 
precision and reduce uncertainty in inequalities research. One 
way to do so is to foster open science initiatives whereby ano-
nymised trial datasets are made available to other researchers 
to harmonise with other datasets and test outcomes for specific 
groups across multiple studies. Equally, improved attempts 
to pre-specify a priori subgroups for subgroup analyses are 
needed, particularly given the persistent problem of trials 
reporting unplanned subgroup analyses after finding “statisti-
cally significant” effects [76].

Within this context, some evidence suggested that effec-
tiveness of social interventions may be lower for people in 
lower socioeconomic groups. Most RCT studies reporting 
sufficient data (4 out of 5 RCT studies) found this, including 
interventions to prevent victimisation [47], assist with bud-
geting skills [48], provide vocational peer support [49], and 
reduce caregiver burden [50]. Further research is needed to 
firmly draw conclusions regarding socioeconomic position 
due to the limited number of studies.

The paucity of stratified analyses was most striking with 
respect to ethnicity. This is particularly problematic given 
the high inequalities in mental healthcare access and out-
comes for minoritised ethnic groups [77–79]. Further, these 
studies were constrained to the domains of housing and 
social skills, but we know people with mental health prob-
lems from minoritised ethnic groups experience heightened 
adversity across other domains, including social isolation 
[17, 18] and unemployment [80], among others.

Conclusions

In sum, we do not know whether the effectiveness of exist-
ing social interventions varies for different groups, although 
there was some indication that interventions risk reproduc-
ing existing inequalities due to lower effectiveness for those 
from more disadvantaged socioeconomic groups. The lack 
of stratified analyses prevents us from assessing whether 
findings from intervention research are translatable to local 
populations in practice. More nuanced research trials, open 
science efforts, and more representative recruitment prac-
tices are required.
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