Social interventions in mental health: a call to action
With this editorial, I am pleased to introduce a series of reviews on the state of the art in social
interventions in mental health. That mental health is intertwined with the social is now accepted by
all but the most diehard reductionists. Recent integrated aetiological models bring social factors
such as discrimination and deprivation into the neuroscientific mainstream1, as explored in a
previous Social Psychiatry and Psychiatric Epidemiology series2. Meanwhile, advances in data science
and epidemiological methods allow deeper understanding of long-established relationships between
mental health and social variables3. The relationship between social adversity and mental health
problems appears bidirectional4: social adversity increases risk of poor mental health, and having a
mental health condition increases risk of poor social circumstances and limited social connections.
An important task for future research is to clarify these complex relationships and the pathways
linking social determinants and mental health outcomes, with a view especially to identifying
potential targets for intervention5.
Even though the relationship between the social and mental health is well-established, the social
remains the poor relative in the biopsychosocial triad when it comes to evidence-based
interventions, such as in guideline recommendations. For example, NICE guidance for major adult
mental health conditions has very brief lists of suggested social interventions alongside much more
extensive lists of psychological and pharmacological interventions6,7.
Potential reasons for this evidence gap are readily identified. Firstly, the most obvious responses to
social determinants of mental ill health such as poverty and inequality are political. An attempt to
intervene with individuals to mitigate the consequences of social adversity may be seen as a
reductionist diversion of attention from the need for wider societal change8. Secondly, clinical
professionals and researchers may feel in danger of paternalism and over-stepping role boundaries if
they contemplate intervening in areas of private life such as friendships, or they may feel
overwhelmed and powerless in the face of the severe social difficulties that many service users face.
Thirdly, the range of potential targets for social interventions is dauntingly wide and extends far
beyond mental health services, encompassing individual, family, community and societal levels.
Fourthly, although there are few well-specified and evidence-based interventions that meet criteria
for guideline inclusion, forms of help focused on the social have long been offered in many settings.
Day centres and sheltered housing are among the environments in which workers offer service users
help with social problems and with enhancing their social activities and connections. One might
argue that these workers, often people with considerable interpersonal skills and life experience,
know how to tailor interventions to clients’ individual circumstances, making development of more
structured interventions unnecessary and a possible threat to individualisation. Finally, the dominant
clinical professions in mental health care research are psychiatry and psychology, with a less
developed research workforce in social care.
And yet there are compelling reasons to promote more extensive development and testing of
interventions aimed at preventing and/or improving outcomes of mental health problems via social
pathways. Firstly, as a group of influential advocates of a social paradigm in in mental health
research have recently argued9, several decades of energetic research on neuroscientific and
psychological approaches in mental health have resulted in relatively little evidence of improved
outcomes. Thus there is a case for trying new directions: the promise of the social lies in our
knowledge that it is a powerful influence on both onset and outcomes of mental health problems.
Secondly, when consulted regarding priorities for mental health care and mental health research,
service users advocate more focus on goals that include reducing stigma and social exclusion,
understanding and alleviating the impact on mental health of social adversities, and promoting good
relationships and support within communities,10,11 . Thirdly, there are substantial benefits in

establishing an evidence base for social interventions rather than relying on intuitions about what
may work. Employment exemplifies this: long-held assumptions that people with mental illnesses
benefit from work preparation such as through sheltered workshops have been overturned through
research on supported employment12. Untested social interventions proliferate: an interesting and
increasingly widespread model in the UK is social prescribing, but as yet we do not have substantial
evidence regarding its outcomes or effective variants13. Fourthly without robust evidence, including
on health economics, it is difficult to make a strong case for funding for social interventions, or for
prioritising them in guidelines. Finally, there is a strong consensus that prevention in mental health
should be prioritised, even though investment in this lags greatly behind rhetoric in most countries.
Many potential targets for preventive intervention are social, but with a handful of exceptions,
evidence to guide priorities is still very limited14, 15.
While the evidence on social interventions is not yet sufficiently substantial or widely recognised to
achieve prominence in clinical guidance, we do have some starting points for their development,
evaluation and implementation. The four reviews introduced by this editorial focus on social
interventions with varying targets, at levels including individual, community and society.
Loneliness has recently become the focus of increasingly interest, especially in research on older
people’s health, with evidence of significant adverse effects on both physical and mental health16.
Mann et al17 describe potential approaches to loneliness among people who have mental health
problems or are at risk of developing them. These range from individual interventions, targeting
cognitive and emotional aspects of loneliness or supporting people in forming new connections, to
ambitious programmes aimed at augmenting community assets. Evaluation of impacts on mental
health outcomes has been limited, but there is some evidence that it is possible to reduce loneliness
through various strategies, a potential starting point for investigation of whether mental health
problems may be averted or alleviated by reducing loneliness.
Webber and Fendt-Newlin18 focus more narrowly in their review of social participation on
interventions to increase social network size in people with mental health problems. A range of
strategies is identified, including individual-level support in increased engagement with others,
individual and group social skills training, and groups involving participating in activities with others.
Again the conclusion is that it appears possible to increase social connections, but the evidence
remains weak on the best approaches and the impact on mental health outcomes. The authors
identify a need to investigate how mental health services can best engage with local communities to
enhance community assets and promote service user participation.
With the review by Henderson19 et al. on interventions to reduce stigma, the perspective broadens
from areas in which interventions have mainly been directed at individuals with mental health
problems, to one of few areas in which large-scale attempts have been made to achieve change in
wider communities and societies. Some inspiring successes achieved through a variety of strategies
are balanced against the short timescale of many interventions and the need to establish how
change can be sustained.
Perhaps the most potentially radical and exciting of the papers is that of Wahlbeck20 and colleagues:
they take a very broad perspective in examining whether any interventions are effective in
mitigating the ill-effects of structural determinants of mental health such as poverty and inequality.
A framework of potential interventions is outlined to address these determinants and the upstream
factors by which they may result in poor mental health. These include interventions at country,
neighbourhood, family and individual level, with potential foci including debt, employment
conditions, parenting, housing, neighbourhood levels of violence and social cohesion, and education.
In many areas the idea of developing and testing specific interventions to improve mental health
remains mainly aspirational. However, notable exceptions include targeted parenting interventions

to reduce inequalities in parents’ ability to meet their children’s needs, early health visiting
programmes and schools’ mental health programmes, all of which have some supporting evidence
as means of reducing the impact of structural inequalities on mental health. Beyond this,
observational evidence suggests many potential targets for efforts to redress the effects of
structural factors, but little evidence as to what works best.
Thus in these four papers, much of what is currently known regarding evidence for social
interventions in mental health is mapped out. Important areas not covered are employment, where
the evidence, more substantial than for other social interventions, indicates a large effect for the
Individual Placement and Support model21, and housing22,23. Taken together, the papers surely
constitute a call to action: established knowledge regarding the impact of the social on mental
health needs to be matched by a range of well-evidenced interventions for whose effectiveness and
cost-effectiveness we may confidently argue. Beyond this, those involved and interested in mental
health may also consider whether they should contribute to addressing the social determinants of
mental health by other means, for example through political advocacy and activism. Targeted
interventions in areas such as parenting and education show some success in addressing the adverse
effects on mental health of social deprivation and inequality, but it is unlikely that they can do so as
effectively as social, political and economic change that directly reduces these powerful negative
influences. Inequality is growing worldwide and its effects on health and well-being are increasingly
clear24,25: Thus alongside development of social interventions as described in this series of articles,
there is a compelling case for researchers and others involved in mental health to be public mental
health advocates, making the case for investment in national and local policies that directly target
the social roots of mental ill health26.
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