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Abstract Mental health problems are prevalent in disadvantaged communities.

We encountered these issues first-hand as community development

workers in a community of high unemployment and social welfare

support located in the south west region of Sydney, Australia. In our

community centre, we saw the spectrum of mental health, from mental

well-being and resilience in extreme circumstances to mental health

problems resulting from poverty and marginalization and significant

psychiatric disability. We describe our work in this community with

reference to mental health intervention at three levels: people

(promoting individual capabilities), space (enabling environmental

infrastructure) and place (developing soft infrastructure).

Introduction

It is well established that people living in areas and circumstances of high

socioeconomic disadvantage have higher rates of mental health problems,

including diagnosed depression, anxiety and other forms of serious psy-

chological distress, than people living in more advantaged areas and cir-

cumstances (Muntaner et al., 2004; Fryers et al., 2005). These mental health

problems often occur within, and are exacerbated by, neighbourhood con-
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texts of high unemployment, educational disadvantage, poor housing, reli-

ance on welfare benefits and limited social infrastructure (Draine et al., 2002;

Wilkinson and Marmot, 2003). Social contexts of racism and discrimi-

nation can further impede mental health (Krieger, 1999; Williams and

Williams-Morris, 2000), suggesting a cumulative negative effect on health

of social, economic and cultural marginalization.

Despite the spatial concentration of such problems, there has been sur-

prisingly little focus on community development as a means for mental

health promotion in disadvantaged communities. In this article, we de-

scribe our experience as community development workers in a community

experiencing high unemployment and concentrations of people living on

benefits, many of whom are Aboriginal and Torres Strait Islander people,

located in the south west region of Sydney, Australia. To help tackle these

issues, we articulated a framework for mental health promotion at three

levels: people (promoting individual capabilities), space (enabling environ-

mental infrastructure) and place (developing soft infrastructure).

Context

In 1999, the Valley was a community in crisis. Visible drug dealing, petty

crime and antisocial behaviour, including an attempted fire-bombing of

the community health centre in the town square, led to heightened commu-

nity fear, media frenzy and the removal of essential health services. As one

response to this, a one-stop information, access and referral resource centre,

was established in the vacant post office building on the edge of the main

town square. The centre had a strong focus on community participation

and volunteering, including providing a setting and infrastructure for com-

munity groups and resident action.

Various conceptualizations of community development exist. Our work

was governed by the following four principles, derived from Baum

(2008), Kretzmann and McKnight (1993) and discussions with fellow com-

munity development practitioners:

(1) Power-sharing. As middle-class women from the dominant social

group, enjoying paid work in a large, stable public health bureau-

cracy, we were acutely aware of our status and the difference

between ‘power-over’ versus ‘power-with’ in working respectful-

ly and effectively with the community. We enacted power-sharing

through resourcing groups and individuals with information and

opportunities for action, supporting individual and community

identification of priorities and respecting decision-making and

agency.
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(2) Strengths-based. People who are the most marginalized within

society have significant strengths which can be fostered to create

personal and community change. We enacted a strengths-based

approach through initiating an in-depth facilitative process of

co-identifying strengths with marginalized residents and support-

ing the demonstration of strengths through structured groups and

activities. Even in crisis situations, a strengths-based approach to

decision-making was practised to ensure the dignity and agency

of residents.

(3) Reflective practice. The challenges of working with marginalized

residents in a disadvantaged community necessitated regular re-

flective practice at the levels of senior management, staff and

volunteers of co-located service organizations and community

friends, service users and participants. Our reflections covered

broad questions such as: How do we remain open but safe? Are

we meeting community need and reflecting strengths? Are we

getting in the way of community or individual empowerment?

How do our personal beliefs and organizational structures facili-

tate or limit community participation of the most marginalized?

(4) Access and equity. Too often, access and equity are assumed, but un-

articulated, principles of community development practice. For

us, equity meant not only a desire to reach the most marginalized

groups in the community, such as those with psychiatric disability

and significant social problems, but to prioritize our limited staff

resources towards this group. This posed a considerable challenge

for some of the existing volunteers and community groups who

viewed themselves as different (and perhaps better) from ‘them’.

Framework for mental health promotion

A useful framework for thinking about mental health promotion is people,

space and place where (Macintyre, 2002; Harris et al., 2007):

† people are individuals and groups in the community;

† space is the physical environment;

† place is the nexus between people and space, or the sociocultural

and historical characteristics of communities.

We applied a community development approach to this framework to gen-

erate three mechanisms for mental health promotion: promoting individual

capabilities (people), enabling environmental infrastructure (space) and

developing ‘soft infrastructure’ (place). These are described below.
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People: promoting individual capabilities

Sen’s (1999) capability approach fits well with community development

because it emphasizes empowerment, strengths and optimal human func-

tioning rather than limitations. Promoting individual capabilities requires

resources to address psychological, social and economic problems asso-

ciated with mental distress and providing individuals with opportunities

for personal growth and social inclusion.

Timely and effective crisis management

Our first contact with people with mental health problems was often

through crisis: a suicide attempt, major ‘psychotic’ episode or mental incap-

acity, or concomitant issues such as domestic violence, homelessness or

alcohol misuse. We provided timely and effective crisis management

through working one-on-one to identify the issue, giving information and

choices for resolution, highlighting and reinforcing the action the person

had already taken, supporting service contact and referral and providing

resources for self-management. This type of approach has been referred

to as ‘empowering casework’ (Goldsworthy, 2002).

Group programmes for mental health promotion

We supported effective mental health self-management for people with

mental health problems through the delivery of evidence-based group pro-

grammes to reduce feelings of stress, depression and anxiety. Two pro-

grammes were a psychoeducational depression self-management

programme for men who self-identified as ‘depressed’ and a recovery-

focused support group for and by people with a diagnosed psychiatric dis-

ability.

Information and referral

Mental health problems in disadvantaged communities occur within a

broader context of social and economic deprivation and poor access to es-

sential health and welfare services. Our centre provided people with infor-

mation and referral to welfare support services (e.g. food, help with paying

bills), essential health services (e.g. counselling, drug and alcohol), family

support (e.g. playgroups and child programmes), legal representation

(e.g. community legal centres) and income support services (e.g. pension

and rent assistance).

Opportunities for training, volunteering and employment

A key determinant of mental health problems is unemployment (Bartley,

Sacker and Clarke, 2004). Our centre had a programme of work focused

on employment action, encompassing evidence-based group programmes

to improve mental health and employment outcomes, weekly job club
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with job-search, CV and income assistance, a daily job, training and appren-

ticeships board, volunteering linked to skill development opportunities and

accredited training in, for example, retail operations.

Space: enabling environmental infrastructure

A number of studies point to the importance of the physical environment

on mental health and well-being (Weich et al., 2002; Evans, 2003). The

quality of environmental infrastructure (e.g. parks, bus stops, shopping

centres, public squares, housing) can enable or disable opportunities for

community members to connect, participate and undertake shared activity.

We implemented urban renewal programmes to improve the physical en-

vironment in partnership with a locally focused intersectoral services

group, comprising government services at federal, state and local levels

(e.g. health, housing, council, education), non-government organizations

(e.g. welfare, migrant resources) and community members and organizations

(e.g. Resident Action Group). Our group established community graffiti

walls (and the quick removal of tag graffiti), a clean-up of play equipment

and local parks, the founding of a community garden, and began the long-

term planning of social housing re-development in the local area.

Place: developing ‘soft infrastructure’

‘Soft infrastructure’ or the sociocultural and historical characteristics of a

community can be thought of as the shared values, interests and understand-

ings of place (including physical space) articulated by its members. This soft

infrastructure, much like the social glue of social cohesion (Echeverria et al.,

2008), is the agent that facilitates community action in achieving social

change. Mental health promotion involved bringing local residents together

in purposeful action to challenge negative notions of place and create new

understandings of neighbourhood to support empowerment.

Community participation

Including residents in community activities on its own does not necessarily

lead to good outcomes (Dinham, 2007); community participation must

involve residents in autonomous activities where they can enact strengths

and communicate across social barriers. In our annual birthday event, for

example, a cross-section of the community including volunteers, leaders

of community groups, social housing residents and marginalized residents

participated in the planning (e.g. theme, activities), implementation (set-up,

cooking the BBQ) and evaluation (e.g. structured collection of community

views about the event) of the community celebration.
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Shared values

Bringing people together creates an opportunity for the articulation of

shared values in developing a common understanding. The Valley has a

high proportion of Aboriginal and Torres Strait Islander people, who as a

group have higher rates of mental health problems than nonindigenous

populations (Australian Bureau of Statistics, 2006). Our shared responsibil-

ity for improving Aboriginal and Torres Strait Islander health meant that

many of our activities were focused on promoting social justice and facili-

tating opportunities for the dominant community to reach out to margina-

lized community members. As an example, we organized a well-attended

community event to honour the then Prime Minister Kevin Rudd’s national

apology to the ‘stolen generations’ of Aboriginal and Torres Strait Islander

people who had been affected by child removal under the White Australia

Policy.

Community-led activities

Structuralist interpretations of socioeconomic disadvantage can have the

effect of limiting individual and community agency and focusing action

on service delivery and economic disadvantage. We resourced, mentored

and supported several community-led activities including the Men’s

Collective, a group of unemployed men focused on community improve-

ment; a craft group which provided social support for residents and

organized local and international aid parcels; and a women’s art group

who ran a fortnightly community craft and second-hand household

goods market in the main square. These groups underline the importance

we gave to gender issues in addressing community mental health and

illness.

Conclusion

The people, space and place framework is a useful aid in organizing

community development activity for mental health promotion, sensitive

to issues of economic disadvantage, ethnicity and gender in disadvan-

taged communities. The three ‘action components’ of promoting

individual capabilities, enabling environmental infrastructure and devel-

oping soft infrastructure provide a potential focus for future community

initiatives in social change. In future, we propose evaluating this

framework, giving central place to ‘direct evidence’ from residents them-

selves as to how and why this approach may have made a difference to

their lives.
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