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[1] Universal Programs. Universal programs are desirable because they have the potential to reduce the community

prevalence of mental disorders whereas Selective and Targeted interventions only focus on small sub-populations. A
discussion of this can be found in the 2018 Winston Rickards Memorial Oration which can be accessed on the
MHYFVic website. The Oration puts forward the hierarchy a,b,c,d below, based on the World Health Organisation
literature on Prevention of Mental Disorders.
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[1 a] Safety, housing, food, welfare

Children from more advantaged backgrounds not only have lower vulnerability rates but as a whole they make better
progress. In fact, the gap between the haves and have-nots widens as time goes by. Studies of developmental progress
of children of high, medium and lower initial achievement levels find that children from more privileged socioeconomic
backgrounds make better progress at all levels than comparable children from deprived backgrounds. Within the
socio-economically advantaged group the higher-functioning children make much better than average progress, the
average children make good progress and even the developmentally challenged children make progress towards the
average range. By contrast, disadvantaged children with early signs of potential struggle to maintain that promise; the
developmentally challenged fall way behind. !

It is not just money, but how families are able to use their money to best effect. Advantaged families generally have
better-educated adults with better employment and higher aspirations. They value education, read more, converse
more, and have high expectations of what their children should do. They generally spend more time on their children’s
activities and if there are vulnerabilities are more likely to recognize these and arrange support.

The socially disadvantaged, on the other hand, are struggling to make ends meet. They may well be working several
menial jobs at odd hours that leave them little time to spare for their children. Although they hope for their children
to have a better life, it is difficult for them to do much to make it better, especially if they have not had a good
education themselves. They are often unable to meet the special needs of vulnerable children.
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This socioeconomic disadvantage translates into a biological slipway. The poor have shorter life spans, higher rates of
heart disease, obesity, type two diabetes, smoking and substance use. Recent evidence also indicates impaired brain
function. Neuroscientists used Magnetic Resonance Imaging to study the brains of healthy children from various
socioeconomic strata. They report, “We confirm behaviourally that language is one of the cognitive domains most
affected by Socio-economic Status. Furthermore, we observe widespread modifications in children’s brain structure.
A lower SES is associated with smaller volumes of gray matter in bilateral hippocampi, middle temporal gyri, left
fusiform and right inferior occipito-temporal gyri, according to both volume- and surface-based morphometry.
Moreover, we identify local gyrification effects in anterior frontal regions, supportive of a potential developmental lag
in lower SES children.” This means reduced brain capacity in areas to do with expressive language, verbal reasoning
and executive functioning such as planning and foreseeing the possible consequences of one’s actions. 3

Poverty is by far the most important factor negatively correlated with mental health. Improvement in safety,
housing, food and welfare is the single most important universal intervention in the relief of mental disorders. As
poverty is the strongest adverse factor underpinning prevalence of mental health disorders in children and
families,*>® it would seem logical to expect alleviation of poverty to reduce prevalence.” The limited available
research information on income support payments to impoverished families does not show evidence of
improvements in adverse child experiences of domestic abuse, child maltreatment, parental mental iliness,
parenting practices or marital separation. There is no available long-term follow-up research. Similarly, there is no
mental health improvement stemming from welfare reform initiatives like employment training, financial counselling
and minimum wage legislation, notwithstanding ample evidence of the negative effects of unemployment and
poverty.

Itis clear that by the time these reparative measures are introduced, the damage to family life and parenting has
already been done and is not being reversed. Quality of life and adequacy of parenting need to be available
throughout child development, not just provided retrospectively after failure.

Research on the effects of Universal Basic Income (UBI), however, does show an impact. A comprehensive
systematic review of the health impact of unconditional cash transfers found a 27% reduction in the likelihood of
being sick, also improved food security and diversity, and school attendance of children. National and international
studies of health, wellbeing and happiness show a positive correlation with wealth although diminishing returns for
wealth beyond average standard of living.®

What is the minimum for a family to lead a healthy life? Data from the Social Policy Research Centre at the University
of NSW in 2017 calculated that a single adult would need S600pw. A couple with no children would need $830pw.
Add a child of 6 and that rises to $970. Add a second child and it is $1170. Of that, one third would go on rent and
the remainder to cover all other costs. Current Social Security benefits fall short by at least $100 pw and minimum
wage employment barely scrapes home with no time for nurturance of children.

The political debate about UBI hinges around the cost/benefit analysis. The estimated cost is very high, probably
around SA350M per annum, which could only be achieved through high taxation and major taxation and welfare
reforms. Sceptics argue that such a levelling of income disparity would be a disincentive to business investment and
that people would work less, impairing economic growth. A trial program in Manitoba did find slight reductions in
hours worked during the experiment. However, the only two groups who worked significantly less were new
mothers, and teenagers working to support their families. New mothers spent this time with their infant children,
and working teenagers put significant additional time into their schooling. If this reduction is unimportant and the
financial redistribution is recouped by taxation, the proponents argue that economic growth would be stimulated by
the healthier population and greater participation in education towards higher skilled employment.®

Whilst the costs will be rapidly apparent, the benefits in terms of better health, wellbeing and achievements may not
be fully demonstrable for a generation.*®



The Australian Institute of Health and Welfare has been set up by the Council of Australian Governments as an

independent body to monitor the performance of various health and welfare initiatives. By agreeing on indicators,

setting goals, measuring outcomes and reporting the results to inform further remediation, huge improvements

have been made in public health, but comparable methodology has not been applied to welfare. Instead, ad hoc
initiatives have been made in Social Security payments and perusal of child protection legislation. Until the AIHW
systematically monitors welfare in a comparable way to its monitoring of health, it is unlikely that coordinated
improvement will occur.
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