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Context

• Support for mental health is a key UK Government strategy

• Mental health is framed as an individual, psychological 
problem

 implies treatment can fix an individual

 masks root causes of suffering e.g. social isolation, low pay, 
unemployment

• Wider context of austerity and welfare reform



Source: QualityWatch 2014
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Project aims to understand:

How welfare reforms and austerity are affecting mental health in 
low-income communities

The role of narratives of responsibility in the medicalisation of 
poverty-related distress

How antidepressants and talking therapies (IAPT) are being used in 
low-income communities

Challenges facing GPs supporting low-income patients

Good practice in supporting these patients



Methodology

• Engaged research

• Focus groups and interviews using a narrative 
approach to explore lived experience in low income 
communities

• Interviews with GPs

• Using Conversation Analysis to analyse GP-patient 
consultations relating to mental health



What we mean by engaged research

Engaged research is about researchers and people outside the
university meaningfully working together throughout the
research process, to understand the nature of the issues being
researched, co-creating questions and delivering the research in
partnership to ensure there are outcomes which are beneficial
for all partners.



A culture of engaged research in DeStress

• Commitment to working with our community partners from 
the outset

• Met with people from proposed sites to discuss the research 
before the application went in

• Invited community partners to help shape the design and the 
delivery of the research and its outputs

• Tried to ensure research and university structures and 
processes were fit for purpose

• Spent time understanding what mutual benefit looks like



Engagement via…



Overall data set

• 16 focus groups  (n=97)

• 80 in-depth interviews with people experiencing poverty-related 
distress (n=57)

• Interviews with GPs (n = 10)

• Conversation analysis of 52 video-recorded consultations for 
mental distress



How engagement has affected 
our research

• Made it possible!
– Participant recruitment 

– Shaping the research as it developed 

• Training materials grounded in people’s experiences
– Films made to support training materials

• Findings interpreted with community partners

• Research findings have been co-presented with community 
partners

• Other pieces of research identified and currently being undertaken



Involvement in DeStress

Why did we get involved?
• Personal experience of mental health issues
• Good and bad experiences of GPs

What’s it been like to be involved?
• Empowering to have your point of view taken on board
• Realising your own expertise

Examples of ways in which the research has changed
• Judgement about parenting skills as a barrier to accessing support
• Self referral to talking therapies
• Changing GPs perceptions and language



Moral narratives 

• Neoliberal narrative – people have social and behavioural issues 
that they need to fix themselves

• Shame narrative

– By not acting ‘responsibly’ you are a problem to yourself and others

• Medicalisation narrative – a pathological issue requiring 
medical intervention 



Systemic stressors

• Pervasive and toxic nature of moral narratives:

– impacts on behaviour and identity

– reduces trust 

– reduces willingness to seek support

“I was made to feel, because I had some sort of depression, that I was
obviously a danger to myself and to my child … I just stopped going”
(female participant seeking help for post-natal depression)



Systemic stressors

• The complexity of welfare reform:

– Is dehumanising and a major source of stress in itself

– Undermines lived experience

– Pushes ‘work at any cost’

‘I’ve never done this before this year, but now I find myself having to wade in to 
prevent patients being interviewed and having their benefits stopped. And I’m 
having to do that because the people [WCA assessors] don’t believe them now. If I 
write a letter saying this person is unwell, that should be enough. I shouldn’t have to 
write a letter saying ‘Please don’t threaten this very vulnerable person with this 
action because all you do is make their illness worse and prolong it’. And that’s 
almost a standard letter I could write – I could send that out every week’ (GP)



Systemic stressors

• Stresses on health care:
– Austerity has led to the deterioration of services and running down of 

communities

– GPs reported a rise in cases of poverty-related distress

– Lack of support to address complexity of issues associated with mental 
distress

– There is not a unified GP response to poverty-related distress

• Tendency to medicalise or to discount as a social issue



The medicalisation of distress

• Pressures on patients to ‘legitimise’ stress

• Medicalisation is necessary to remain in the welfare system

– ‘Taking control’ vs accepting ‘defective’ status 

‘I felt like if I turned around and said ‘well I don’t want the tablets, then 
they would probably turn round and go ‘well you’re not that depressed 
then are you if you don’t need the help […]  I took them for three months 
just to keep – to pacify people really’ (female participant)



Dissatisfaction with the medical model

• Role of diagnosis

– Medicalises social and structural issues

– Pressures to diagnose and ‘fix’ patients

– Dilemmas facing GPs as gatekeepers to welfare

‘I will say this [depression and anxiety] is what I’m going to put on the 
form, but I know in my heart of hearts that it’s not a medical problem’ 
(GP)

– ‘Fit notes’ less forthcoming for mental than physical health

– Frustration when GP decisions over-ruled by external assessors



Dissatisfaction with the medical model

Antidepressants
• Paradox of long-term yet sporadic use and adherence

• Medications are perceived by GPs interviewed as an easier 
option than IAPT for patients with complex needs

‘I think the perception is that – certainly amongst GPs – that something 
like fluoxetine is a very safe, fairly clean, drug, and won’t do very much 
harm. So it feels like a kind thing to do if you’ve got somebody in a 
situation that can’t be changed – to prescribe them with medication that 
makes them feel slightly better about their situation. There isn’t good 
evidence to support it, but we still do it’ (GP)



Dissatisfaction with the medical model

• Widespread feeling amongst patients that medicines are over-prescribed, 
with little opportunity for review

• Perceived lack of support to stop taking medications

• People commonly feel that they are being ‘forgotten’ or ‘written off’

‘I think especially in the towers there are a lot of people that feel very, very 
isolated, and very much like society’s forgotten them […] once they’re on 
antidepressants that’s it for life’ 

‘A lot of GP surgeries have gone from here now. Whatever surgeries are in 
existence now, because their workload has increased, I think it’s the easiest, 
quickest thing to give people medication and get them out the door’



Dissatisfaction with the medical model

Talking therapies (IAPT)

• Many logistical and socio-cultural barriers to access and use

• Whilst GPs emphasise the ease of self-referral, patients 
commonly see self-referral as a barrier

• Delays between assessment and Step 3 support causes further 
distress



Dissatisfaction with the medical model

• ‘One size fits all’ IAPT fails to address/find solutions to 
poverty-related distress

• Enormous frustration amongst patients and GPs when those 
refused access to IAPT are referred back to the GP

• Disconnect at the interface of primary and secondary mental 
health care



Dissatisfaction with the medical model

• GPs are reluctant to endorse mental health treatments

• Lack of endorsement can have negative implications for patient 
wellbeing, and in turn, for GP stress and burnout



Negotiation about anti-depressants and 
talking therapy in GP consultations



Prescriptions and referrals

• 64.7 million prescriptions for ADs in England in 2016

• 1.4 million new talking therapy referrals

• <20% patients took ADs in line with clinical guidelines over 6 
months 

• 31% of talking therapy referrals not taken up

• Little is known about how decisions to start ADs and refer patients 
to talking therapy are negotiated in GP consultations



Treatment 
recommendations

How do doctors reveal their orientations to authority 
and agency through their recommendations?

(Byrne & Long 1976; Heritage & Raymond 2005; Stevanovich & Perakyla 2012)

Doctor authority 

Patient agency



Treatment recommendation coding scheme

• Applied in US and UK primary care (Stivers et al, 2017; Bergen et al, 2017, 
Barnes et al, 2017); UK psychiatry (Thompson and McCabe, 2017) UK 
neurology (Toerien, 2017) settings

5 treatment recommendation formats, encourage different levels of patient 

involvement: 

• Pronouncements: I’m going to start you on X

• Proposals: How about we try X?

• Suggestions: Would you like to try X?

• Offers: I can prescribe X if you want?

• Assertions: There are medications available 



Analysis of treatment recommendations

• 33 recommendations in 23 consultations

• In 2/3rd cases, patients  treated as the primary decision-
maker by using suggestions, offers or assertions

• 1/3rd of cases, GPs used more directive pronouncements 
and proposals

• GPs endorsed treatment moderately (67%), weakly (18%), 
or strongly (15%)



Patient Response

1.Acceptance - “I’d like to have that”

2.Passive Resistance: minimal acknowledgement 
“Mhm”, head nod or no response 

3.Active Resistance - “I’m not very keen” ”I’ve tried 
that before”



Treatment 
recommendations

Patient Acceptance

Progress to dosage, next 
issue or closure



Treatment

recommendations

Non-acceptance

Physician pursuit, 

accounts, alternative 

recommendations



How did patients respond to starting ADs or 
talking therapy?

• Only one-quarter accepted immediately 
• Three quarters were resisted (actively or passively)
• Resistance to talking therapy stronger than to medication
• Patients cited fears about 

– doubts about treatment efficacy 
– medication dependency
– medication side effects
– attending group therapy and

• Despite three-quarters of patients initially resisting, 76% were 
given the prescription/ details for referral to talking therapy



Treatment recommendations: Summary

• GPs wish to give patients hope by offering a treatment
• Symbolic value of a prescription/referral
• GPs have doubts about the efficacy of treatment
• Feeling a need to ‘fix’ and provide a solution to complex problems in 

10 mins
• Reflects patients’ concerns about starting and using antidepressants 

–appropriateness, efficacy, dependency, side effects
• Explains ‘non-engagement’ in treatment
• Need for non-medical treatment options, i.e. a wider array of social 

prescribing options



Key messages

• Whilst mental health treatment figures look positive, in reality, 
people from low-income backgrounds face difficulties accessing 
support, and when they do, the support is often not appropriate to 
their needs

• Effective support is undermined by a paradoxical system of rules and 
narratives in which:
– people are being told they are a ‘problem’ – which drives them away from 

care; 

– yet we also have drivers that push people into care that is inappropriate and 
often disempowering

– GPs currently have few options available to them that do not exacerbate 
over-medicalisation



Moving forward:
Reconceptualising responses

• ‘Third way’ between the ‘blaming’ and ‘responsibilisation’ of 
neoliberalism, and denying people agency for their own wellbeing by 
medicalising everything

• What can GPs do to help patients?
– GP-patient connection is vital
– Shift from ‘fixing’ to supporting role that recognises the bio-psycho-social
– Be alert to opportunities for non-medical forms of support

• Looking beyond GPs to wider service and community responses
– Need for coherence between third sector, mental health provider and primary 

care responses
– Supporting individuals look after them selves
– Supporting individuals to work together and generate wellbeing despite adversity 
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