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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



So how does deprivation and adversity affect mental 
wellbeing?

More of what affects all of us:
• Humiliation and shame

• Lack of positive physical, cognitive and emotional stimulation

• Physical illness – pain and function

• What we consume – food, alcohol, drugs, tobacco

• Problematic relationships and violence



The Guardian 2017

Source:

2017



What GPs tend to know already

• Empathy is helpful

• Social problems lead to mental health problems

• Mental health problems lead to social problems

• Mental health diagnoses can change over time

• Medication and CBT don’t always work

• It feels like more time is needed, as so many people come to see us

• It can be stressful supporting people in distress



Problems with the NICE approach

An unscientific process:

• Dichotomies vs continua

• Social problem vs medical illness

• Low precision interventions – with small effects



Problematic predispositions and 
learnt behaviours

• Thinking we know what our patients are thinking

• Eliciting symptoms to clinch a diagnosis

• Confusing association with causation

• Thinking it’s our role to fix everything



What kind of reconstructed model?

• Really engaging at the human level 

• From diagnosis to understanding

• Towards making small differences in multiple ways



How are these issues manifest in 
consultations?

• appreciating an individual’s courage just to attend (stigma, self-stigma)

• knowing we don’t know what some one else is thinking – and 
developing strategies to help patients see that you respect them

• listening and understanding will provide clues as to what psycho-social 
interventions may be important

• the small average effect of ADs and CBT has implications for clinical 
reasoning (eg starting/continuing meds)

• believing it’s ok not to have to fix everyone

• importance of working on personal strategies for witnessing distress



Proposition one: 

A bio-psycho-social model of understanding for each 
individual should take precedent over diagnosis –
particularly in resource poor communities – and this helps 
direct individuals to engage with something most likely to 
make a difference

From Mental Disorder to Shared Understanding – Byng, Groos, Dowrick. BJGP Editorial, March 2019.

Jack E, Maskrey N, Byng R.  A New Model for Clinical Decision Making in Patients with Multimorbidity: 
SHERPA. 
The Lancet, 2018, vol 391.



Thoughts:
• Black/white
• Paranoid
• Ruminating	

Emotions:
• Depressed
• Anger
• Happiness
• Anxiety	

Genetics,	Past	Events	
and	Relationships

- Genetic	predispositions
- Attachments
- Losses	
- Trauma	

Current	social	Situation	
and	Cultural	Context

- Housing/employment
- Relationships
- Societal	norms	

Actions	and	Behaviour
- deliberate	&	automatic
- helpful	&	harmful	(eg
friendliness,	creativity,	
self	harm,	substance	
use	and	eating,	
violence,	avoidance)		

Body	and	Physical	
Health

- Pain
- Symptoms
- Disease
- Physiology

Figure	1:	domains	with	examples	and	
theoretical	links



Social neuroscience

Key concepts for clinicians to take on as tasks to practice:
• Theory of Mind – we can only guess others’ thoughts/beliefs 
• Anger and anxiety, or withdrawal, reduces ability to think 

clearly – recognise when this is occurring in the consultation 
• Genetic inheritance – predisposes but does not determine
• The simultaneous biological and social nature of ‘distress’  
• Trauma, loss, neglect, humiliation affect brain function

• Emotional ups and downs
• Cognition – negative self concepts
• Perception – flashbacks, voices, dissociation

• Brain plasticity – provides hope 
• Theory of Mind – recognise one’s own distress as practitioners



From being the fixer to working together to 
make small differences

• Generating trust 

• Creating a shared understanding 

• Acceptance of not fixing everything

• Working out together what might help

• Working as part of a wider ‘team’ with and around the patient 



Proposition Two: 

Individuals, communities, family doctors, third sector/charities and 
mental health providers should work collaboratively to ensure 
individuals can generate wellbeing through psychological, social 
and medical interventions working together – often/generally not 
using diagnosis or resorting to medication



Wait for 
therapy

Medication

Often rejected by 
mental health services

Primary 
care

Unsupported self care

Isolated, unsupported 
community resources



Therapists

Medication

Mental health services

Primary 
care

Supported self care

Connected supported 
community resources with 
shared understanding of mental 
health
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