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The relationship between poor mental health and
the experience of poverty and deprivation has been well
studied and an association between the two factors has
been established. The World Health Organization report1

on mental health states ‘Mental disorders occur in
persons of all genders, ages, and backgrounds. No group
is immune to mental disorders, but the risk is higher
among the poor, homeless, the unemployed, persons
with low education……’. The link is however, complex
and is influenced by numerous factors.

Prevalence of mental illness and socio-economic
status

Psychiatric epidemiological surveys since the late
1930s have reported higher rates of mental illness in
low-income communities2. Early studies showed this
in major mental illnesses like schizophrenia. Recent
evidence suggests this is the case with other groups of
psychiatric disorders as well3.

Schizophrenia: Early work of Faris and Dunham in
19392 showed first admissions for schizophrenia to
concentrate in the inner city, lower socio-economic areas
of Chicago. This was supported by other studies that
followed4. Some later studies however reported that the
actual incidence of schizophrenia does not vary with
social class, but rather that the lower socio-economic
status was secondary to the psychotic illness5.

Mood disorders: Analyses of the data from the
Epidemiological Catchment Area study, a large
community survey in the United States6, indicated that
the lowest socio-economic group manifested twice the
risk of major depressive disorder (MDD) than the
highest income group. The National Comorbidity
Survey (NCS) concluded that individuals with low
socio-economic status demonstrate higher risk for MDD
than individuals who are economically well-off7.
Bipolar affective disorder on the other hand is reported
to occur more in the upper socio-economic strata8.
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Common mental disorders: Minor or nonpsychotic
psychiatric morbidity that is largely constituted by
symptoms of anxiety and depression are frequently
encountered in the general population. These are among
the most important causes of morbidity in primary care
settings and produce considerable disability9,10. While
earlier studies looking at socio-economic issues focused
on schizophrenia, recent literature has concentrated on
the association with this group of disorders. These,
termed “common mental disorders” (CMDs), are
reported to be most prevalent among those with the
lowest material standard of living, especially among
those with a long-term experience of poverty3,4 .The
explanatory models of persons suffering from common
mental disorders have been described in a number of
studies, in all of which poverty and socio-economic
problems have been cited as one of the most important
factors causing emotional distress11,12. Though
individual perceptions of illness are not evidence of a
causal association, these substantiate the
epidemiological findings.

Poverty and suicide: Suicide is a multifactorial event.
While mental illness is a significant risk factor,
researchers in developing countries including India, note
that often it is the individual’s psychosocial context and
stress which are the most common correlates of suicide.
Among the commonly reported stressors are financial
hardship, lower education and unfulfilled expectations
at work13,14. The high rates of suicide in the unemployed,
marginalized and those subject to rapid and significant
social change15, is explained by the fact that suicide
has been interpreted not only as a gesture of despair
but also a means by which to express a deeply felt sense
of having been wronged. Thus it may be seen an option
to those who perceive themselves as wielding little
power to make a change16. While poverty is easily
understood as an individual -level risk factor, an
ecological perspective on suicide that analyses the
problem at a community level also suggests that areas
of poverty, deprivation, unemployment and poor
education are associated with higher suicide rates17.

Mental health issues associated with poverty

The association between poverty and mental health
can be explored under various headings.

Distress as a result of poverty: Poverty brings along
with it a lack of opportunity, reduced availability and
accessibility to resources and a greater likelihood of
experiencing difficult events. The resultant distress may
manifest in a variety of presentations including

emotional states such as low mood and sadness,
frustration or discontent; in the Indian setting many
individuals may also present with physical symptoms
for which there is no identifiable organic cause. On
enquiry the individual often attributes his problems to
the state of poverty and its attendant hardships. A British
survey which asked respondents what they had
experienced as a result of being poor recorded
difficulties in relationships with friends and family,
being bored, feeling a failure or looked down upon, in
addition to feeling depressed18.

Poverty as a risk factor for mental illness: Poverty,
acting through economic stressors such as
unemployment and lack of affordable housing, is more
likely to precede mental illnesses such as depression
and anxiety, thus making it an important risk factor for
mental illness19.

Psychiatric diagnosis leading to poverty: One of the
difficulties in research on the relationship between
poverty and mental health is the issue of ‘drift’. Since
the 1930s several studies have reported that the greater
prevalence of schizophrenia in people of lower socio-
economic status is a result of the psychiatric disorder
and not due to poverty. Researchers proposed the ‘Drift
hypothesis’ that stated that the disorder results in
deterioration in functioning to such an extent that the
individual drifts down to a lower socio-economic state.
This theory suggests that the greater proportion of
observed psychiatric symptoms and admissions from
poorer areas is the result of inward migration of people
with mental health problems who are attracted to such
areas either due to decreasing income or due to
‘disintegration’. This hypothesis is most commonly
described for patients with schizophrenia; there is little
evidence of this downward drift in people with other
psychiatric disorders. Currently, research has focused
on multi-factorial explanations which accept the
possibility of some drift, whilst also acknowledging that,
particularly at the lower levels of symptomology, drift
is less likely to occur18.

The economic burden of mental disorders

The presence of mental health problems results in
an enormous financial burden on individuals, their
families and society as a whole, in addition to the
emotional toll they carry. The mental illness affects the
ability of the ill person to secure employment. In the
United Kingdom, a 1995 survey revealed that over half
of the people with psychosis were classed as
permanently unable to work, about a fifth were in
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employment and one eighth unemployed1. In those
previously functional and employed, following the onset
of the illness, there is a loss of productivity as a result
of absenteeism or poor quality of work.

The treatment of mental illness involves significant
expenditure secondary to the utilization of health
resources. Many mental disorders are chronic and
require long-term medication. In countries such as India
where most people do not have health insurance and
have to pay for treatment, this places a huge burden on
the family. Side-effects associated with the medication
result in additional costs, for example, elevated blood
sugars and lipids secondary to the use of the atypical
antipsychotics agents are associated with extra costs
related to the monitoring for these metabolic side-
effects, as well as their treatment.

Psychiatric conditions such as mood disorders and
schizophrenia also carry an independent risk of physical
morbidity secondary to lifestyle and neglect. The
treatment of these disorders therefore adds to the burden.
In a study involving patients with co-morbid
schizophrenia/schizoaffective disorder and diabetes
mellitus, limited financial resources and material
deprivation interfered with access to the resources
necessary for adequate diabetic self-care20.

Economic hardship also affects the ability of
individuals with mental illness to re-integrate into
society. The impact of poverty on daily living was
assessed for residents of a mental health care facility.
Individuals reported difficulty meeting basic needs, such
as clothing, shoes and personal care items. The poverty
interfered with their ability to participate in productive
activity, contributed to significant stigma and hampered
their ability to build and sustain social relationships21.

The relationship between impoverishment and
mental illness is, at the least ,bi-directional, as poverty
is a risk factor for certain mental illnesses which can in
turn worsen the economic circumstances of the person
and their families.

The correlates of poverty that influence mental
health

Physical correlates of poverty: The state of poverty is
associated with a variety of issues, causative as well as
consequential-deprivation, a lack of opportunity,
reduced access to and availability of resources and poor
economic conditions. Factors such as education and
employment have a two-way relationship with poverty.
The lack of employment results in financial difficulties

and poverty results in reduced opportunity to be
gainfully employed. Unemployed persons and those
who fail to gain employment have more depressive
symptoms than individuals who find a job22. Further,
employed persons who have lost their jobs are twice as
likely to be depressed as persons who retain their jobs23.

Limited resources result in reduced opportunity for
education which in turn prevents access to most
professional jobs, increases vulnerability and insecurity
and contributes to a persistently low social capital. The
prevalence of common mental disorders is known to be
higher among individuals with low educational levels19.
The National Co-morbidity Survey identified lower
level of education and a lower income as risk factors
associated with having MDD co-morbid with another
mental disorder as opposed to MDD alone7.

Poverty also results in reduced opportunity for
reasonable housing and accommodation that influence
emotional well being. Chronic poverty often is
associated with lower levels of family and community
support, alcoholism, having greater experiences as well
as fear of crime and violence, abuse and high rates of
family desertion especially for men.

Psychological correlates of poverty: The psychological
impact of living in poverty is mediated by stigma, social
isolation, exclusion and the shame and humiliation of
poverty19. People experiencing poverty report higher
levels of hopelessness, fatalism, a lack of control over
their circumstances, an orientation towards the present
rather than the future, and lower levels of satisfaction
with life than the better off. These characteristics are
not only prevalent, but these also perpetuate themselves
and the poverty that induces them. This makes it difficult
for those in poverty to effectively change their socio-
economic status.

Absolute or relative poverty

Relative poverty: Absolute poverty is not the only
contributor to mental ill health. Relative poverty -
dissatisfaction with one’s lot in life compared to that of
others – is seen in every society and seems to correlate
with emotional distress. In developing countries like
India with the rapid social and economic changes that
are occurring, there is rising inequality which results in
a growing incidence of anxiety and clinical depression.
In India, being in debt is a particular source of stress
and worry.

The working poor: While unemployment is a definite
stressor, being in paid work is not a solution if the
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individual remains poor. Working poverty, represented
by financial deficiency and restricted standards of
living, was significantly negatively correlated with
psychological well-being; it was also associated with
increased risk of unmet mental health need24. There is
evidence of the association between insecurity of
income flow and common mental disorders. A study in
Chile reported a strong relationship between acute
income drop in the previous six months and the risk of
mental disorders25. The spate of suicides of farmers in
India is attributed to the impact of financial insecurity
resulting from an inability of the small-scale farmer to
cope with the economic challenges of a rapid
globalization26.

Mental health status and individual or area-based
deprivation

Much of the research on the association between
mental health and socio-economic status has been at
area level rather than at the level of the individual.
Studies have shown higher rates of psychiatric
admissions for psychotic as well as non-psychotic
conditions and suicidal behaviour in geographical areas
with higher levels of deprivation and unemployment
rates27-29.They have also reported highly significant
correlations between psychiatric symptoms in
individuals and more deprived locations30. This
cumulation of mental disorders in deprived urban areas
has been explained by the lower socio-economic status
of the residents at the level of the individual rather than
the cumulation of problems in deprived areas4. Studies
at the level of the individual have shown that people
living in economic hardship, especially on a long-term
basis, were much more likely to be suffering from
clinical depression than those not.

Duration of poverty and mental health

A sudden change in an individual’s socio-economic
status may result in acute and extreme distress and even
suicidal ideation and attempts. However, research also
argues that experiencing sudden economic loss can lead
to a restructuring of financial resources and relationships
in some individuals31. More chronic deprivation is more
often associated with a sense of learned helplessness
and hopelessness and has been most consistently linked
to poor socio-emotional well-being. Studies that have
reported on the relationship between the duration and
developmental timing of poverty to children’s
development mention that chronically poor families
provided lower quality child rearing environments and
children in these families showed lower cognitive

performance and more behaviour problems than did
other children32.

Children, poverty and mental health

Research suggests that household income
influences child mental health. Children from low-
income families appear to have higher levels of
depression and anti-social behaviour -such as bullying,
being cruel, breaking things, cheating or telling lies-
than children from more advantaged households.
Children in chronically poor families show lower
cognitive performance. A change in household income
also influences the child’s mental health. Drops in
income increase depression and anti-social behaviour,
while a move out of poverty and an improvement in
household income results in improved child mental
health33.

Adolescents who experience poverty are more
likely to engage in drug and alcohol use at earlier ages,
initiate sexual activity earlier, have increased mental
health problems, and lower levels of academic
achievement. The changes in the family due to economic
strain are linked to externalized behaviors (marked by
defiance, impulsivity, hyperactivity, aggression and anti-
social features) in boys and internalized behaviors
(evidenced by withdrawal, dysphoria and anxiety) in
girls34.

It is evident that the child who experiences poverty
may also experience other life adversities35. Poverty
results in a less favourable family environment and poor
quality parenting. It diminishes the ability of parents to
provide supportive, consistent behaviour and may
render parents more vulnerable to debilitating effects
of life events. Parental mental health and behaviour in
turn influences well-being of the child. The risk factors
that additively influence a child’s psychological
adjustment include parents’ employment and
educational status, family size, maternal mental health,
parental divorce, unsafe living environment, and
parenting behaviours32,34.

Women, poverty and mental health

Being female is reported to be a risk factor for
common mental disorders. Studies from India have
shown that poverty and deprivation are independently
associated with the risk for common mental disorder in
women and add to the sources of stress associated with
womanhood36. Among women in poverty, there is
support for a significant association between economic
hardship and reports of psychological distress due to
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such issues as being the sole childrearing adult in a
household, multiple roles, unequal power relations with
men and a sense of powerlessness37. Interviews with
relatives of young women in rural China who had
committed suicide and the survivors of suicide attempts
revealed that hopelessness was a core experience,
associated with poverty, limited educational and work
prospects and the migration of husbands to urban areas
for employment; these were in addition to other issues
such as stigma for failing to produce a son, spouse and
family abuse and forced marriages19.

Depression during pregnancy is a common problem
and is associated with indicators of socio-economic
deprivation as well as other problems such as violence
and loss of an intimate relationship38. Within a
household, studies reported that some members of the
household go without certain goods and services in order
to increase the amount available for others; parents most
commonly go without on behalf of children and women
are most likely to go without than men18.

The complexity of measurements

Measurement of mental health and illness: The
relationship between poverty and mental health is
complicated by the difficulties in the measurement of
mental health and illness. The clinician’s impression
may be different from the individual’s perspective. A
clinical approach may medicalize an individual’s
distress, accord it a diagnostic label and prescribe
medication; alternatively the distress may be considered
a normal consequence or reaction and therefore ignored.
Other problems include possible bias in psychiatric
models of mental health such as making more frequent
diagnoses of disorders such as schizophrenia in certain
ethnic or marginalized groups.

Some studies have avoided the clinicians’
definitions of mental health by using the respondent’s
own perceptions of their mental health and the impact
of poverty. Self-perceived mental ill- health is a good
reflection of how people view their mental health and
the way this is affected by living circumstances and the
experience of exclusion. The negative aspect of the self-
assessment question is that the stigma associated with
mental ill- health may result in an under-reporting of
mental illness. Such self-assessments would require
additional objective measurements using standardised
clinical interview schedules to strengthen the analysis
as well as enable comparisons with other studies and
groups18.

Indicators of poverty: Poverty is a term open to a number
of different definitions. Studies on poverty and mental
health have utilized a variety of indicators of poverty.
These include low income, lack of material possessions,
lack of employment, and housing difficulties. Several
studies showed a statistically significant relationship
between prevalence and indicators of poverty, the most
consistent relationship being with low educational
levels19.

Conclusion

Several studies on schizophrenia have shown better
recovery in developing countries including  India39 ,
where there is widespread deprivation. World-wide, not
all those below the poverty line are depressed or suffer
from other mental disorders. Many cope well despite
adversity and difficult economic circumstances.This
resilience is often attributed to family and social support
networks as well as  individual personality traits. The
challenge is to identify these protective qualities and
utilize them to help and prevent mental health problems.

It is evident that poverty and mental ill health are
linked together in a complex manner. Insecurity, low
educational levels, inadequate housing and malnutrition,
which are the correlates of poverty, are recognized as
contributing to common mental disorders. Mental
disorders envisage costs in terms of long-term treatment
and lost productivity. The two are thus linked and affect
several dimensions of individual and social
development. While adequate and appropriate
investment in mental health care services and research
is a necessity, efforts to alleviate poverty are an essential
component of emotional health. Health policy-makers
and planners must recognise the needs of the vulnerable
and focus on the psychological as well as social aspects
of health in order to be truly effective.
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