
Social inequality and common mental disorders
Desigualdade social e transtornos mentais comuns

Abst rac t

Objective: To analyze the association between the socioeconomic characteristics of individuals and common mental disorders.
Method: A cross-sectional survey of a representative sample of the urban population, 14 years and older, in Campinas (Brazil)
(n = 515) was conducted using a multipurpose instrument that included the Self-Reporting Questionnaire (SRQ-20) to assess
common mental disorders in the previous 3 months. Weighted prevalence of common mental disorders was calculated for each
independent variable. Crude and adjusted prevalence ratios were estimated using Poisson regression. Results: The overall
prevalence was 17% (95% CI 12.8-22.3), 8.9% in males and 24.4% in females. An inverse association was found between
common mental disorders and the socioeconomic characteristics (schooling and employment) even after controlling for all the
other variables. Higher common mental disorders prevalence was observed in those with less than 5 years of schooling (PR = 5.5)
and unemployed or underemployed (PR = 2.0). Conclusions: As in other studies, common mental disorders were unevenly
distributed; it was significantly more frequent in socially disadvantaged individuals. Specific actions to reduce inequalities in the
general and mental health system should be studied.

Descriptors: Mental disorders; Social inequity; Socioeconomic survey; Serial cross-sectional study; Epidemiology

Resumo

Objetivo: Analisar a associação entre características sócioeconômicas e transtornos mentais comuns. Método: Realizou-se um
inquérito epidemiológico transversal em uma amostra representativa da população � 14 anos de idade, residente na zona urbana
de Campinas (SP), utilizando-se um instrumento que incluiu o Self-Reporting Questionnaire (SRQ-20) para avaliar transtornos
mentais comuns nos últimos três meses. A prevalência ponderada de transtornos mentais comuns foi calculada para cada variável
independente. Razões de prevalência bruta e ajustada foram estimadas por regressão de Poisson. Resultados: A prevalência
global foi de 17% (95% IC 12,8-22,3), 8,9% em homens e 24,4% em mulheres. Observou-se uma associação inversa entre
transtornos mentais comuns e características sócio-econômicas (escolaridade e emprego) mesmo após ajuste. Apresentaram
maior prevalência de transtornos mentais comuns os indivíduos com menos de cinco anos de escolaridade (RP = 5,5) e os
desempregados ou subempregados (RP = 2,0). Conclusão: Como em outros estudos, os transtornos mentais comuns estão
desigualmente distribuídos, sendo mais freqüentes em indivíduos que se encontram sob pior condição socioeconômica.
Deveriam ser desenvolvidas ações que pudessem reduzir as desigualdades em geral e no campo da saúde mental.

Descritores: Transtornos mentais; Iniqüidade social; Enquete socioeconômica; Estudos transversais seriados; Epidemiologia
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Int roduct ion

Common mental disorders (CMD) characterized by anxiety,

depression and/or somatic complaints with no identifiable

organic basis cause discomfort and frequent significant

limitation of daily life activities.1 A study performed in Olinda,

Brazil, used the Self-Rating Questionnaire (SRQ-20) with a

cut-off score of 6 or more, revealing a 35% CMD prevalence

in a population aged 15 and older.2 In Pelotas, a study on

individuals aged between 20 and 69 years with the same

instrument verified 28.5% CMD, 21% prevalence in men and

34.2% in women, which was equal to or above the cut-off

score of 7 applied in men and 6 in women.3 In the State of

Sao Paulo, the prevalence of CMD with a cut-off score of 8

was 17.4% in a population sample of 3,890 individuals aged

18 years and older, residing in 4 cities.4

Published studies have indicated a higher prevalence of CMD

associated with unfavorable socioeconomic conditions.1-4

However, a comparison between studies is not possible due to

the diversity of social indicators used: schooling, occupation,

unemployment, property, and income.1 A mental status that

has previously been impaired and deteriorated by unemployment

also contributes to this relationship.5 These studies present

great heterogeneity regarding the diagnostic criteria, even when

the instruments and cut-off scores for “case” definition are

similar.5 The objective of this study was to analyze the

association between the socioeconomic characteristics of

individuals and CMD in a representative sample of a large

urban population.

Method

This cross-sectional study was based on a survey of the Cam-

pinas population, as part of the World Health Organization’s

(WHO) SUPRE-MISS project – Multicentre Intervention Study

on Suicidal Behavior.6 This transcultural study, which was

conducted in 8 countries (Brazil, Estonia, India, Iran, China,

South Africa, Sri Lanka, and Vietnam) under the supervision

of the Australian Institute for Suicide Research and Prevention,

Griffith University, Brisbane, Australia and the National Center

for Suicide Research and Prevention of Mental Ill-Health,

Karolinska Institute, Stockholm, Sweden, aimed at preventing

suicide.

Urban residents in Campinas were randomly selected

according to a stratified cluster sample. The census sectors

were divided in 3 strata, according to the percentage of head

of household who had attended university (high stratum more

than 25%; middle stratum 5 to 25%, and low stratum less

than 5%). Ten census sectors were randomly chosen from

each stratum and 20 domiciles were randomly selected from

each sector. One individual aged 14 or older was randomly

chosen from each of these domiciles. The selection ranged

from “elite” regions, where the population had to be convinced

to collaborate, to slums, where we had to work in groups with

a supporting vehicle to ensure safety. Out of 538 randomly

selected individuals, 515 agreed to participate, a loss of 23

individuals (4.2%; 17 from the sector with higher schooling).7

A standardized questionnaire based on the European

Parasuicide Study Interview Schedule (EPSIS) used by the

WHO/EURO Multicentric Study on Suicide Behavior8 was

applied in the survey. Interviewers were trained graduate

students. Besides data such as socioeconomic and

demographic characteristics, suicidal behavior and others, the

Self-Rating Questionnaire (SRQ-20),9 validated in Brazil,10 was

also incorporated in the original protocol. The SRQ-20

questions with yes/no answers referred to a period of 3 months

before the interview. Scores � 8 on a scale zero to 20 were

used as indicative of CMD. This yes/no-dichotomized variable

was defined as a dependent variable.

Demographic characteristics (sex, age group, current

conjugal status and children) and socioeconomic variables

generally used to characterize social inequalities (schooling,

annual individual income and present occupation of the

interviewee) were defined as independent variables. The

original 11 occupational categories were divided into 3 groups:

1) active - composed of formal employees, employers and

freelancers; 2) inactive - composed of housewives, students

and retirees; 3) unemployed (out of a previous job and presently

looking for a job) and precariously employed.

The STATA software version 7.0 was used for statistical data

analysis. Weighted CMD prevalence was calculated in

accordance with independent variables. Prevalence was

weighted to incorporate the different selection probabilities of

sample constituents. The crude and adjusted prevalence ratios

(PR) and respective 95% confidence intervals (CI 95%) were

calculated. In order to control confounding regarding CMD

prevalence, all variables with p < 0.20 in the univariate

analyses were included in a Poisson regression.

This study received the approval of the Ethics Committee,

School of Medical Sciences, Universidade Estadual de Cam-

pinas, and all the interviewees were guaranteed confidentiality

and signed an informed consent.

Resu l t s

An overall CMD prevalence of 17% was observed. Table 1

highlights the high prevalence of psychiatric morbidity in

women, people aged 55 or older, subjects with less schooling,

those with children and the unemployed or precariously

employed (self-employed, without regular activity).

The multivariate analysis indicated that female sex, age 55

and over, lower schooling and unemployment/precarious

employment are independently associated with CMD.

Individuals with less than 5 years of schooling and between 5

to 12 years of study had, respectively, 4.57 and 4.21 times

higher prevalence of CMD than those with more than 12 years

of schooling. Unemployed or unstably employed individuals

had twice the prevalence of CMD than active individuals.

Discuss ion

The 17% CMD prevalence observed in Campinas was similar

to a study conducted in 4 cities of the State of São Paulo4 but

lower than in Olinda (35%).2 This difference may probably be

due to different cut-off scores and the Campinas sample being

representative of the city, while the Olinda population sample

was from one of the 5 administrative areas, with low income

and high population density.

For comparison purposes, when the SRQ-20 cut-off score

(6) used in Olinda was applied, the prevalence of CMD in

Campinas was 27.5% (CI 95%: 21.8-34.2), 18% (CI 95%:

11.8-26.4) in men and 36.3% (CI 95%: 29.5-43.7) in

women; using the cut-off score applied in Pelotas resulted in

a CMD prevalence in Campinas of 25.7% (CI 95%: 20.1-

32.2), 14.1% (CI 95%: 8.4-22.7) in men. An overall

comparison between Campinas and Pelotas revealed lower

prevalence in the male sex of Campinas (14.1% vs. 21%).

These CMD prevalence rates must be interpreted cautiously

as the SRQ-20 is known to overestimate CMD prevalence due

to high proportion of false positive cases.9,10 Three other
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methodological limitations have to be taken into account. First,

probability sampling was employed. Although, some deviations

from what could be otherwise expected from a random distribution

were found, as the unbalanced sex ratio, this was compensated

by the weighting prevalence rates obtained. Secondly, in a post

hoc analysis, we verified that the size of our sample was adequate

for age range, schooling, income, employment, conjugal status,

and children. Only sex with a design effect of 1.64 would have

required a larger sample. Thirdly, inferences about causality are

limited by the cross-sectional design and thus this study just

indicates associations between the variables and CMD.

This study confirmed the findings of other authors1,2,4,11 regarding

the unequal relationship between CMD prevalence and schooling,

which is higher in individuals with less schooling (< 5 years

elementary school). It also confirmed that CMD decreases as

schooling level increases.2,4 Probably, individuals with less

schooling are usually less able to face adversities. A higher level

of education favors health as it provides better job opportunities

and living conditions, while illiteracy and low level of education

are associated with poor living conditions that make access to

treatment difficult. Patel & Kleinman observed that literacy

programs can positively influence mental health by reducing

hopelessness and insecurity.12

In Pelotas and Sao Paulo,3,4 a gradual decrease in CMD was

observed with the increase in per capita income. In Olinda, this

variable continued associated even after adjustment for other

variables.2 In Campinas, since, differently from other studies,

individual income and not family income was used, this variable

was not statistically associated with CMD. The correlation index

between schooling and individual income was low (0.48).

Most of the interviewees in the category “without income”

were students (29.1%) and housewives (52.7%); some of

them, most probably had a better standard of life due to a

higher family income. Al though income was not

independently associated with CMD, in the adjusted model

its presence reduces in 11-14% the PR of the schooling

categories.

Similarly to other studies1,2,13,14 we observed that in Cam-

pinas, employment status was inversely related to CMD

prevalence: the group of unemployed or with precarious

jobs had the highest prevalence of psychiatric morbidity,

even when this variable was adjusted for the rest. The

economic stability obtained from a stable job status ensures

better living conditions, health and emotional stability.

Unemployment and precarious jobs cause loss of buying

power and economic insecurity that may compromise mental

health. It has to be taken into account that reverse causality

cannot be ruled out, people with CMD may have lower

employability. In Britain, a cohort study has observed the

importance of unemployment in the maintenance of CMD.15

The use of social status indicators such as schooling and

job status revealed important social differences in CMD

prevalence in Campinas. We suggest that mental health

programs in poor socioeconomic areas of the municipality

should receive larger resources for employability programs,

as well as for training health teams to attend to these

patients, so that this inequality is reduced with effective

health care.
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