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Context
GPs commonly see patients who are affected by poverty-related mental distress. Despite
recognising that the patient's problems are often largely psychosocial in nature, GPs face
dilemmas over providing appropriate support and are often left with a sense of dissatisfaction
with such cases.1 Patients may feel unsupported, confused, judged, and upset. Such situations
can lead to unproductive outcomes for both GP and patient.2
This guidance will highlight the importance of GPs trusting their own psychological abilities
and the strengths of their therapeutic alliance with their patients; and also to have confidence
to know when to act as ‘supporters’ rather than ‘fixers’.

Poverty and mental health
Living with poverty has inter-generational and intra-generational impacts: experiences such as
family disruption, educational disadvantage and material deprivation contribute to poor health
and social outcomes. People living in poverty can also experience stigma, prejudice and
humiliation, leading to loss of dignity and pride, and further damaging health and well-being.3
There is a well-established association between poverty and mental ill health. Most explanations
expound a two-way process or vicious cycle in which poverty is seen to cause mental ill-health,
and mental ill-health may lead to, or exacerbate poverty. Evidence shows for example:
● people facing hunger and debt, and living in poor or overcrowded housing, have high
levels of mental health problems;4
● possession of fewer material assets and poor employment is associated with
depression;5
● people with mental illness are disproportionately represented amongst homeless
populations;6
● children and adolescents with low socio-economic status are at higher risk of mental
health problems than those in higher economic groups.7
As well as poverty and lack of resources being linked to mental health problems, it is clear that
communities facing disadvantage also face more frequent interpersonal violence and
relationship problems that can precipitate and prolong mental distress. Low paid and insecure
employment can also exacerbate these issues.

Why does this matter?
● mental health now counts for up to 30% of GP consultations8 - a figure that is greater in
areas of very high deprivation.9
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● the prevalence of mental health problems in England has increased since the onset of
the recession in 2008, with increases greatest in people with low levels of education and
people out of work.10
● overall poverty in the UK has risen in recent years and is set to rise further in the coming
years without a marked change in government policy.11
● people living in poverty are less likely to access psychological therapy than other groups,
and when they do, they are less likely to recover from depression and anxiety.12
● annual costs of mental health in the UK exceed £11 billion.13 Total costs are estimated to
be between £70-100 billion.14

So what helps in GP consultations?
1) Connection
The primary care setting is the point of entry for most people into the health system. GPs are
well placed to deliver support for mental distress, particularly when they have a long-term
relationship and have built trust with patients and families.15 Even when a long-term relationship
has not been established, it is important to connect with patients in a way that establishes
rapport, shows respect, and allows patients to both tell their stories and feel listened to.
Evidence from our studies suggests that GPs might be able to change their consultation style
in small ways to make a big difference to enable individuals struggling with poverty-related
stress to fully engage.
This can be difficult if patients feel uncomfortable and insecure within healthcare settings. 16,17
People from low-income backgrounds sometimes feel that they are being judged, or that they
do not have the authority or confidence to speak openly about their concerns. It is useful
therefore, for GPs to:
● be aware of the fears and anxieties that patients might have – Box 1 provides some
insights into what a patient might be thinking.
● be aware that for some patients, making and attending a GP appointment is perceived
as an uncomfortable experience, and may have taken time and courage to action.18
Research shows this is a common issue for men from low-income backgrounds.19
● be aware of the perceptions or assumptions that can exist on both sides of the
relationship – this can be especially important when patients are presenting with an
emotional, rather than physical health issue.20
● linked to this, be aware that as a practitioner who may come from a different social and
economic background, you may have inaccurate ideas about what is important for
individuals from more deprived areas.
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BOX 1: What is your patient thinking?
Research has found that people living low-income communities often feel the following
when they visit their GP:







Inferior and stupid – people may be worried about not understanding what is said,
and may feel unable to express their own experiences and concerns
Embarrassed, ashamed and undeserving
That they will be perceived as time wasters, especially when the issue is mental
rather than physical
That they may be judged because of their background circumstances and their
appearance
Fear that divulging information about their mental health might lead to their children
being taken into statutory care
That they will not be listened to, and their concerns will be dismissed

Interpersonal skills are an important and integral part of GP practice. These are summarised
before examining their relevance for patients in low-income areas. There is a large body of
evidence supporting the value of core attributes and skills such as showing empathy and
compassion, and in being able to provide patient support.21,22 These competencies are relevant
for reducing patient distress, and studies have also found that doctors who possess and
demonstrate such skills are more effective,23-28 even when consultation times are short.17
Patients have better faith in their doctors and are more willing to adhere to their treatments,
ultimately resulting in better mental and physical wellbeing.29,30
Techniques such as the Cambridge-Calgary method, which emphasises active listening skills, and
the BATHE technique as a method for assessing a patient’s psycho-social status have been shown
to result in more effective GP consultations and increased patient satisfaction.31 Formal training
of doctors and medical students is effective in enhancing empathy and patient-centred care, and
in reducing burnout.32
Conversely, looking at the computer when the patient enters the room may indicate to them a
lack of interest, and may deter patients from raising and discussing important issues. 33 Patients
from low-income backgrounds report that some behavioural questions asked by GPs (e.g.
around drug use or sexual health) make them feel unfairly judged.

Key methods to generate trust and connection with people in low-income areas:
Building on active listening and interpersonal skills that demonstrate warmth, interest, respect,
empathy and non-judgemental support is important to overcome any perceptions that doctors
might not be interested in a patient’s mental health:
● A warm introduction and greeting, with an opening question that provides the patient
with a cue to start talking e.g. How can I help? What’s brought you in today?
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● Explain the rationale for the standard questions that you need to ask about employment,
drug and alcohol use etc. - ‘we know how our distress can be linked to our social situation’
- to overcome feelings of stigma
● Attentive body language can also help overcome any feelings that the practitioner does
not care: facial expressions; eye contact; gestures to show engagement and interest.
● To help you understand the individual’s perspective and background (especially if
different from yours) use open-ended questions; attentive silences; facilitative responses
● Avoid attending to the computer when the patient is talking, and explaining to the
patient what is being recorded in their notes
● Be even more vigilant about picking up on cues which may be very tentative and
expressed in ways that are unfamiliar, for example expressions of frustration or
unspecific complaints such as ‘I feel really bad’.
● Reflecting skills can be useful to check you understand what may be being said:
paraphrasing, summarising or repeating back what has been said to clarify and show
understanding and reflect back feelings.
● Help show patients that they are ‘legitimate’ – phrases such as ‘I’m glad you came to see
me today’ can be helpful.
● Ensuring that patients know that they can use emergency consultations for psychological
issues can also help validate concerns.34
The BATHE technique has been found to be effective in starting a conversation about a patient’s
psycho-social status, which can then be used in developing a shared understanding in the next
section:
● Background e.g. ‘what’s going on in your life?’; ‘tell me what’s been happening’
● Affect: e.g. ‘how does that make you feel?; ‘how has this affected you?’
● Trouble: e.g. ‘what troubles you about this?’; ‘what bothers you most about this
situation?’
● Handling: e.g. ‘how are you handling that?’; ‘how have you been managing this
problem?’
● Empathy: Instil hope by expressing your understanding of what the patient is going
through e.g. ‘I imagine that could be difficult’; ‘you seem to be going through a lot’

It doesn’t help to

It does help to

Ignore or miss psychological cues

Be alert to cues and prompts, sensitively
accept them and let the patient expand on
them

Assume you know what the patient wants

Remember that some individuals may not feel
able to say what they want until feeling trusted
and cared for.
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Respond defensively to cues that indicate a Try not to take distrust personally as it’s
lack of trust
normally born out of problematic interactions
with others elsewhere.

2) From diagnosis to shared ‘bio-psycho-social’ understanding
Reaching a shared understanding of the issues faced by the patient lies at the centre of GP
practice yet can be very challenging in mental health-based consultations. Often, consultations
start with a physical presentation, with underlying mental health concerns presenting later or
more indirectly.1,35 GPs might be more worried about missing a physical diagnosis than a mental
health diagnosis.36 Some doctors do not feel comfortable dealing with mental health issues and
may be reluctant to explore psycho-social issues in case they open up a multitude of complex
issues that they do not feel they have the skills or resources to address effectively.1
Whilst GPs are generally trained to diagnose between either physical or mental health issues,
recognition of the interconnection between physical, mental and social factors provides a more
complete picture of the patient’s experiences and needs.
For people experiencing mental distress, being listened to and understood can often be just as
important as a diagnosis. However, having a diagnosis can be helpful for some people to help
validate or explain their suffering, and to provide evidence needed to support a claim for various
forms of welfare or social support.
GPs often identify symptoms and treat these with the options available to them. With mental
health, these options are usually limited, and are not always very effective. A key challenge
encountered is in case definition and deciding where the cut-off lies between psychological
distress and clinical depression. GPs are usually able to recognise patients experiencing distress
as a result of problems in their lives, but find it more difficult to decide whether the issues are
clinically significant and whether or not to make an explicit mental health diagnosis.

It doesn’t help to

It does help to

Create false dichotomies between physical and Use a bio-psycho-social model that recognises
mental health, or between mental and social the interconnections between physical, mental
issues
and social issues when they exist
Completely medicalise mental distress – or Recognise that social problems can result in
discount distress as a purely social problem
feelings of distress
Provide a diagnosis too rapidly or without an Allow time to explore the issues. Acknowledge
explanation
and validate the patient’s suffering through
empathic listening on the whole situation. This
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may be what the patient wants more than the
diagnosis.
Be aware of the broader (health, social,
economic) implications of a diagnosis for the
patient.
If the patient only wants a diagnosis to gain
statutory support, look at the option of
demonstrating need through detailing the key
symptoms
Only focus on symptoms

Treat the whole situation, not just the
symptoms

Be judgemental, blaming or critical,

Acknowledge the importance of the patient’s
perspective and circumstance - ask them what
they think has led to their problems

Oversimplify the explanation given for their
distress
Use overly-complicated or medicalised Explain if using a diagnosis of depression or
terminology without explaining what is meant anxiety, that this is shorthand for recognising
that the combination of emotional and
physical symptoms are significant enough that
treatment might be helpful.

Use the patient’s language to offer tangible
explanations of what is causing their symptoms

3) Management and treatment options.
Medication and talking therapies have been the mainstay of mental health treatment for many
years, with some evidence also to support exercise. Effect sizes for all these NICE recommended
options are small however, which affects decision-making and what we can promise if we want
to be honest with patients. More recently, social prescribing to address social causes of distress
has been increasing in popularity, and commissioned; there are no high quality trials – but it
does provide a rational response for distress where social problems appear to be critical causes.
Patients also attest in qualitative studies to how important practitioner’s actions in the
consultation can be in affecting their wellbeing, although again there are no randomised trials
to prove effectiveness.
The small numbers of studies, including our own, which have examined how GP-patient
interaction and decision-making for depression are experienced, show that GPs tend, a) not to
7

dictate what patients do, b) are happy to be led by patient’s preferences, but c) often only offer
one solution initially. This does not appear to differ much by socio-economic group. Patients in
contrast, while often accepting suggestions, are willing to make suggestions themselves, and will
in about a third of cases indicate reluctance, which may or may not be recognised by GPs.
So shared decision making appears relatively well advanced, but could be further supported by:
● Working out which options make sense based on the shared bio-psycho-social
understanding developed above (see example below)
● Laying out a range of options rather than making offers or pronouncements
● Giving patients clear information about what each of their options involves
● Suggesting individuals have time to think and discuss with others if they wish to before
making decisions
Example of interventions linked to a shared understanding:
For a young mother with low mood, interventions might include: choosing counselling over CBT to
address continued rumination about a bereavement; agreeing to ask a friend to accompany her to the
park with her children in order to improve her personal identity as a ‘good parent’. See Figure 2, which
depicts both the shared understanding and the components of a personal action plan which cuts across
biopsychosocial domains.
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We now consider different management options.
The evidence base for treating mental health is weak. It is especially weak for cases in which the
problem appears to be more psychosocial than physical in nature. This can lead to weak
endorsement by GPs. Weak endorsement can make patients feel undermined and
disincentivised, and can result in low uptake and adherence to recommended treatments. 37
Double-checking a patient’s hopes and expectations and their understanding of the treatment
options available to them (including non-medical options) can increase patient buy-in and
adherence.38.
However, rather than giving the impression of certainty about the best treatment option, being
open and confident about uncertainty and being honest that the treatment plan may not work
gives patients a route to come back and discuss what is or is not working for them.39
We recognise that avoiding both weak endorsement and avoiding certainty is difficult. Providing
a confident assertion of uncertainty while promoting hope through being clear that most people
do recover well and that you, or the practice, will be there, is important.

a) Medication
The most common method used to manage common mental health disorders in primary care is
with psychotrophic medications. A key predictor of prescription relates to a GP’s perception that
this is what the patient wants.40 Evidence shows that the magnitude of benefit of antidepressant
medication increases a little with severity of depression symptoms but is small with a number
needed to treat of about 7.41 As most patients in primary care are in the mild to moderate range,
only a small proportion of patients will benefit from antidepressants.42 Improvements are more
likely to be due to a placebo response rather than a medication response. Circumstantial changes
can also bring about improvements. However, patients may give the medication the credit. In
other cases, individuals stop medication soon after prescription because they do not want to be
reliant on them, or because of adverse side effects.
Antidepressant medication appears to have unpredictable effects on individuals – some feel no
effect, others get uncomfortable physical side effects, and the frequently reported effects of
numbing and sedation can be found beneficial or problematic depending on the situation. 43 All
this places GPs and patients in difficult situations when making decisions about medication.
Overuse of antidepressants can also have a negative impact on patient health and create
dependencies, representing an inefficient use of health care resources.44 There are no long-term
randomised studies to examine benefits or harms over more than two years and nonrandomised studies show that most individuals relapse despite medication.
Evidence suggests that prescribing of psychotropic medications in the UK is especially high in
areas affected by poverty and deprivation9. Rates of use vary nearly three-fold between white,
deprived, stable localities such as Blackpool and Lincoln, and more affluent, ethnically mixed
communities such as London and South-East. Reasons for this are not clear-cut. However, there
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is some evidence from our studies to suggest that this situation can be influenced by patient
reluctance to use alternative treatment such as counselling services , logistical difficulties facing
patients (e.g. travel and childcare costs, reluctance to take time out of low-paid or zero hour
contract employment), and by perceptions held by some GPs that patients from low-income
backgrounds will find medication easier to use than counselling. Research has shown that whilst
levels of initial adherence are low,45 long-term use of antidepressants is often high amongst
patients from areas of deprivation.
Before prescribing antidepressants, it is beneficial for GPs to:
● consider, perhaps over several consultations, how the patient can best be supported,
including via non-medical options, as per NICE guidance which suggests talking
treatments first for most people.
● talk through the potential benefits of different treatment options, including non-medical
options, and be open and honest about their strengths and limitations.
● explain that antidepressant medications may make a patient feel worse initially, and be
clear on possible side effects.
● be aware of patient circumstances which might impact on medication uptake and
adherence.
● explain to patients the risk of addiction and any possible withdrawal effects
● remember that some patients expect a prescription, or have been advised by others to
get one, so may make different decisions if more considered approach is used.
● recognise that there is no need to rush to ‘fix’ a patient. Early prescribing can risk a
patient: feeling misunderstood and not returning; having difficulty adhering to or
stopping their medication; overdosing, or having adverse effects from medicine use.
● explain to patients that antidepressant medications do not have a standard effect, and
that different people can have very different experiences whilst taking them.
Long-term antidepressant use is high amongst low-income patients37. Rather than assume that
on-going use of medications is benefiting the patient, it can be helpful for GPs to:
● factor in regular medication reviews which ask patients how they feel about the
medications they are taking and whether they feel the medicines are having a positive
impact on them.
● be clear when medication is likely to be stopped.
● ensure people know there may be a brief or more prolonged discontinuation of
symptoms when stopping.
● ensure that patients know they can ask for a medication review at any point.
● ensure that patients remain aware of alternatives to medication.
● ensure that patients wishing to stop taking medications are supported to do this safely.

b) Talking therapies
Evidence suggests that self-referral for IAPT can result in positive attendance and
outcomes.46,47 However, our research with low-income groups has shown that people often
feel ‘fobbed off’ or ‘dismissed’ when they are handed an information leaflet on IAPT, and
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that this, and logistical challenges, mean they are unlikely to follow up on the referral. To
help counter this, it can be useful for GPs to:
● explain to patients clearly what they think the purpose of the treatment agreed upon is.
● familiarise themselves with the specificities of the local IAPT service so that they can talk
more confidently about this treatment route.
● check with the patient that they feel able to self-refer for an IAPT appointment emotionally, and in terms of resourcing e.g. having sufficient phone credit.
● consider making a referral for a patient.

c) Other options and social interventions
Other forms of non-medical response that promote relaxation, mindfulness and exercise
may be appropriate – think about the shared understanding with the patient and develop
a plan together about what might help.
Incorporating an activity plan is feasible in a routine GP consultation, and achievable goals
should be negotiated with the patient. Activities could include day-to-day essentials (eating,
sleeping, shopping) alongside social activities e.g. meeting up with a friend, and activities
that can promote self-esteem e.g. volunteer work, gardening, involvement in local activities.
When negotiating a plan, it is helpful for GPs to:
● remain mindful of the resource limitations affecting low-income patients and the
challenges people face when placed in unfamiliar settings - options should therefore be
negotiated realistically and sensitively.
● be aware that patients in distress may perceive such suggestions as patronising and
therefore explain to patients why this activity plan may be beneficial
● recognise that online activities and self-help tools may be helpful, but may be
inaccessible or unappealing to some patients.
● have a good and up-to-date knowledge of local organisations, community groups and
telephone helplines to which patients can be referred. Whilst some services may have an
explicit focus on mental health, evidence suggests that services with a broader based
focus can often be helpful and less stigmatise.48 Community connectors have been found
to play a beneficial and cost effective role in linking patients to local activities and
groups.49
● an awareness of freely available mobile phone apps which support self care e.g. 5 Ways
to Wellbeing, Elefriends, RCPsych Mental Health App, may also be beneficial.
● accept the limits of their own knowledge, skills and remit and actively seek support if
they are out of their depth, cognitively or emotionally. A 'reflective pause' prior to each
consultation can help GPs to establish their readiness to see incoming patients.50
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4) Continuity, follow up and endings
Following up patients experiencing mental distress can provide reassurance and solidarity. This
can also be useful in helping patients feel that their experiences are being taken seriously.20 As
part of the patient’s on-going treatment plan, it can be helpful for GPs to:
● consider a phone call to the patient between visits. Evidence suggests that this kind
of support improves clinical outcomes and patient satisfaction.42,51
● see the patient again in a week or negotiate an interval that seems appropriate and
is acceptable to the patient. There is no evidence base for choosing such a time
interval - however, it is important to recognise that the passing of time can feel very
slow for people experiencing mental distress. *Follow up appointment in two weeks
or to contact the patient if follow up appointment is not attended is recommended
by NICE*
● book patient’s follow-up appointments for them - this can help a patient to feel
supported.
● ensure patients feel able to return when they want to - they do not need to feel at
crisis point first. Patients who are waiting for counselling need to know they can
return to their GP at any point, and have not been ‘passed on’ out of the service.
● patients may benefit from accompanied consultations. GPs should ensure that
patients are aware that such consultations are welcome. Although there is limited
evidence available, triadic consultations can be beneficial for patients in helping with
recall of information.52
o In triadic consultations, GPs should be mindful of any agenda setting by nonpatients. An ability to read cues, both verbal and non-verbal, is very important
in this situation.
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