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STATEMENT ON MENTAL HEALTH AND PRIMARY CARE  

Foreword

No less than those with physical illnesses, people suffering mental distress need 
and deserve the skilled support and advocacy of their doctors. Some forms of 
mental illness – schizophrenia, bipolar disorder, severe depression – rightly have 
a high profi le because of their potential for catastrophe. For these conditions, 
the principles of good care are relatively clear and, for the most part, relatively 
well implemented.

But, like the proverbial iceberg, the greater mass of human mental pain is 
hidden below the diagnostic waterline. Countless lives are chronically blighted 
by experiences, ungraced by formal psychiatric labels, such as sadness; worry; 
unfairness; hostility; loneliness; frustration; guilt; disappointment; low self-
esteem; problem drinking; and anti-social behaviour. 

Does such a catalogue of anguish fall within the remit of primary care? Yes of 
course it does. If caring for individuals means anything at all, it means doing 
our best to help them through whatever circumstances put their well-being in 
jeopardy. As you will see, there is much more that we can do, at every level 
of intervention, than we perhaps give ourselves credit for. This wide-ranging 
statement reminds us how much it matters, and how much informed and focused 
action we can take if we apply ourselves. 

Roger Neighbour

President
 Royal College of General Practitioners

November 2005

Members of the Standing Group on Health Inequalities, 2003–2004

Iona Heath: Chair  Gilles de Wildt Helen Lester 

Paul Thomas: Vice Chair Paramjit Gill  Liam Smeeth

Richard Byng   John Rees  Nat Wright
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INTRODUCTION

There is an undoubted link between mental health and inequalities; the 

relationship is complex however. This RCGP position statement fi rst outlines 

our understanding of what constitutes mental health and the role of primary care 

– primary care clinicians need to bear in mind both medical and social models 

of mental health problems when considering recognition and treatment. It then 

examines the impact of inequalities on both mental health problems and the 

care provided in general practice.

Clear and practical guidance is provided as to how general practitioners, 

practices, primary care organisations and national bodies can address inequalities 

with respect to promoting mental health and providing care. Specifi c emphasis 

is placed on patient participation, understanding mind–body links, supporting 

professionals and collaborative working.

UNDERSTANDING MENTAL HEALTH AND ILL-HEALTH, AND 
THE ROLE OF PRIMARY CARE

•  Mental health is a positive state of being in its own right and is much more 

than the absence of a diagnosis of mental illness; low-level symptoms and 

unhappiness, not reaching diagnostic criteria, are associated with poorer 

quality of life.1 

•  When mentally well we have awareness of, and control over, different strands 

of our life. We have the will to live life to its full potential; things make sense 

to us. In the eyes of others, a mentally healthy person talks and behaves in a 

culturally appropriately way; there is an apparent ability to maintain their health 

and develop a role in society. If mental health implies a sense of coherence 

we must remember that what is coherent to one person is not necessarily so 

to another.

•  Mental illness touches on the lives of everyone. Many of us will have some 

kind of mental health problem at some time in our lives and we will all know 

someone affected by such illness. Mental illness accounts for 28% of the 

years lived with a disability in most world regions, and for 10.5% of the total 
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global burden of disease.2 At a national level, antidepressants account for 7% 

of the UK’s primary care drug budget; the total cost to the economy of treating 

people with mental health problems is greater than that for ischaemic heart 

disease, breast cancer and diabetes combined.3 

•  The families, groupings and cultures that help form the identity of an individual 

can profoundly affect their mental health. For example, an overly bullying, 

unappreciative, abusive or dismissive pattern of behaviour can push someone 

from mental balance towards confusion and a distorted self-image; this may 

result in anxiety, depression or defensive behavioural patterns. 

•  All citizens, families and social groups have a role to play in building a mentally 

healthy society. Mental health may be promoted by reinforcing aspects of 

community that help to create a protective and nurturing environment.4 

This may be at the level of the individual (e.g. improving self-esteem), the 

community (e.g. improving housing), and also at the societal level (reducing 

health inequalities). 

•  Personal choice and autonomy are critical in maintaining mental health. Often 

people want to help themselves, approaching the family and peer group before 

coming into contact with primary care. When asked, people repeatedly say 

that they want to learn how to manage their own problems for themselves as 

well as draw upon resources in the community. 

•  Generalists, specialists and communities can all help those in distress to 

reintegrate and maintain their sense of self; they can do this by building on 

the positive and exploring ways of minimising harm from the negative. This 

process often involves bringing into view multiple and often-related issues such 

as life events (e.g. redundancy), social factors (e.g. unhappy relationships), 

physical factors (e.g. disease), environmental factors (e.g. poor housing), and 

spiritual imbalance (e.g. limited ability to refl ect).

•  General practitioners and other primary care professionals frequently identify, 

treat and refer people who have severe mental health problems. However, 

we more commonly encounter patients who are both mentally healthy and 

unhealthy at the same time. Physical, emotional and psychological symptoms 

are intertwined. The continuing splitting of mental from physical functions 
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itself perpetuates the stigma, discrimination and exclusion associated with 

having a mental illness.

•  The core of the generalist role is to help patients make sense of often 

paradoxical symptoms in the context of their whole life story. Listening and 

helping patients to refl ect can often be more relevant than having correct 

answers. How someone is able to function within a family and a community 

is more important than their diagnostic label. At its best, when the system is 

welcoming and the clinicians have both the skills and time available, general 

practice is ideally placed to work with patients with mental health problems; 

however, poor primary mental health care also has the potential to do harm. 

•  Primary care practitioners are also familiar with the concepts of early 

intervention and self-management for people in many predicaments and with 

various illnesses, such as diabetes. Interventions for mental health problems 

can be operated according to the same high-level principles and practices. 

Delay in diagnosis, failure to involve patients in treatment and poor follow 

up can lead to further deterioration of illnesses such as schizophrenia and 

depression.5 

•  The experience of mental health specialists who treat mental health problems 

is different. In the main they encounter people whose mental ill-health has 

been a dominant aspect of their lives. This situation inevitably makes the 

condition for which they have been referred the focus of initial conversations. 

The patient will often have been given – and may have accepted – a diagnosis 

that may not adequately account for physical, social and environmental factors 

affecting them. Another issue marking the singularity of specialist care is that 

the setting of their care may be further from the patient’s home. Some patients 

do value a specialist input and this too can, at times, be provided in primary 

care settings and in conjunction with their general practitioner.

•  Primary care teams can play a key role in helping to prevent and limit 

mental health problems in children and adolescents. Health visitors, general 

practitioners and other members of the team are in a prime position to observe 

the dynamics in vulnerable households and offer interventions when coping 

thresholds are reached. Generalists potentially see people along their whole 

life cycle and so can provide continuity with the transition to adulthood.
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THE IMPACT OF DISADVANTAGE ON MENTAL HEALTH AND 
CARE FOR MENTAL HEALTH PROBLEMS

•  Signifi cant deterioration in emotional and psychological well-being occurs 

disproportionately within populations that are socio-economically or culturally 

disadvantaged, or disadvantaged by a variety of unpleasant life events. 

Those with severe mental health problems are likely to end up in socially 

disadvantaged situations and, whilst the relationship between the two is highly 

complex,6 there is evidence that social adversity causes mental illness.

•  Overcoming the challenges to personal vulnerability can also result in 

great mental strength. Health care professionals need to work with both the 

vulnerability and creativity that can be found in such disadvantaged groups.

•  In the UK only 13% of people with long-term mental health problems are 

in employment, compared with 35% of disabled people generally;2 they 

are over-represented in poorly paid and less secure jobs, as well as in the 

homeless population.7 Mental illness also affects greatly families and children, 

who often act as unpaid carers. Children experience more emotional problems 

in deprived areas and the elderly are less likely to receive adequate mental 

health care.

•  Stigma is common with mental illness. This can be even greater in some 

disadvantaged groups within society, including the elderly, those with less 

education, the poor and certain ethnic groups. Suicide rates are higher amongst 

young men in deprived localities.8 Stigma is a contributory factor to suicide.9 

•  Individuals with mental health problems are also sometimes less able to 

contribute to the social capital of society (through caring acts and 

the development of trusting cohesive communities). Fear, stigma and 

communication diffi culties can also make them less able to benefi t from this 

social capital, as well as from statutory services.

•  Mental health care services in the UK have in the past over-emphasised 

institutional and coercive models of care. Indeed it is acknowledged that 

institutional racism exists within the services that should be caring for such 

individuals.10 There have been situations where non-European people have 
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been diagnosed as psychotic even though they were behaving in a way that 

was considered to be normal within their own culture.11 The RCGP recognises 

the efforts being made to provide more community-based treatment and 

interventions to prevent admission to hospital; this is particularly valuable 

to communities that value community, family and faith contributions to 

improving mental health.12,13 

•  The language of health professionals, whether informed by a medical, social or 

psychological model, is less accessible to those with little education, reduced 

literacy, those for whom English is a second language and to those whose 

cultural models of mental illness are different. Such individuals are also often 

further adversely affected by the impaired mental function associated with 

their mental illness or learning disability. This makes creating meaning of 

their distress, sharing understanding and decisions, enabling self-help and 

talking therapies more diffi cult to achieve. The RCGP supports the use of plain 

English or a patient’s fi rst language in the communication of information.

•  Many people with mental health problems have inadequate housing, including 

threatened or actually enforced homelessness. Special attention to this is 

needed if the best possible environment is to be provided within which a 

person can improve.

•  Deprived urban localities often have disproportionately large numbers of 

patients with multiple problems of personality, drug use and mental health 

problems. Most of these patients will not have a psychosis but will have 

complex needs. Often specialist mental health services do not engage this group 

and primary care professionals may not have the skills to provide high-quality 

care. The RCGP supports the development of more effective relationships and 

new models of care between generalist and specialist services, as well as the 

development of integrated care for patients with mental health problems co-

existing with substance misuse.

•  The National Service Framework for Mental Health, for England and Wales, 

and other policy initiatives across the UK, outline roles for primary care in 

managing both common and severe mental illness.14 The new GMS contract 

provides mechanisms to reward such work, including payments for enhanced 

services in depression.15 However, it is likely that these aims will be harder 
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to achieve in disadvantaged areas and will require particular support from a 

diversity of agencies. Indeed, there are dangers that expecting a higher level of 

service and qualifi cation has the unintended effect of reducing the number of 

practitioners prepared to contribute; having practitioners with a special interest 

in mental health could reduce the interest and core skills of the remainder.

THE RCGP RECOMMENDS THAT PRIMARY CARE 
PRACTITIONERS AND EDUCATIONALISTS:

•  Promote a holistic understanding of mental health. This will be helped by the 

provision of training for primary care practitioners to practise a ‘narrative’ 

approach,16 which involves an equal and full exchange of information and 

shared decision making to the extent desired by patients, particularly the most 

socially excluded groups.17,18 

•  Become skilled at bringing into view the diverse factors that will affect a 

patient’s mental health and aware of the full range of interventions and 

resources available to address mental health problems. 

•  Involve patients, to the extent they prefer, in understanding the cause of their 

distress, in deciding whether a diagnostic label will be given, and in decision 

making about management of their mental health problem.

•  Develop skills of multi-disciplinary team working to provide adequate support 

for patients, mindful that patients also often value the continuity afforded by 

one-to-one relationships. Both supports are needed. There is good evidence to 

support the value of proactive follow up of patients with depression.19 

•  Ensure that the training and educational needs of all primary care clinicians 

regarding mental health are met, including becoming skilled at identifying 

symptoms of depression, anxiety, dementia, early psychosis, relationship 

diffi culties, lifestyle problems and altered perceptions. Provide appropriate 

training for reception staff.
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•  Become skilled at using language that facilitates a discussion about mental 

health issues with disadvantaged patients. Ensure that patient concerns and 

experiences are integrated into such discussions. Explain and promote talking 

therapies to socially excluded patients when appropriate. Use translators, 

advocates and language lines when required.

•  Raise awareness and encourage the use in primary care of methods that will 

assist all patients to increase their potential to help themselves and creatively 

contribute to society, and its understanding of mental health. These may 

include self-help techniques such as diary writing, development of a life plan, 

cognitive behaviour therapy, meditation, art, assertiveness, negotiation and 

basic life skills such as reading and writing. 

•  Facilitate return to work (from unemployment or absence due to sickness) 

for those who are stressed, low and anxious, or who have a mental illness, 

by timely advice, the use of cognitive behavioural techniques, being an 

advocate for the patient and the skilled use of new certifi cation procedures 

(e.g. suggesting phased early return).20,21 

•  Become skilled at working with, and advising on, the range of voluntary, 

community and specialist mental health organisations and individuals who 

can help patients with complex needs.

•  Improve the physical care of patients with mental health problems. First, 

through understanding the latest evidence dealing with co-morbidity and 

medically unexplained symptoms. Secondly, by evaluating and acting on the 

physical health needs of patients with severe mental health problems. This 

may require developing recall systems and joint working with specialists.22

•  Improve practice- and primary care-based services, in conjunction with 

patients, by examining local needs, appraising the evidence base, looking 

for locally applicable examples of good practice, monitoring standards and 

developing new services.
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THE RCGP RECOMMENDS THAT PRIMARY CARE 
ORGANISATIONS:

•  Make mental health a priority for primary care within the NHS. This 

should be supported by a positive, evidence-based holistic understanding 

of mental health and of the causes of mental health problems, and that its 

effective management may involve a number of agencies and individuals with 

complementary roles.

•  Facilitate promotion of mental health, for example as advanced by mentality,4 

through joint work in communities and by encouraging clinicians to work 

with individuals to identify health-promoting solutions to life’s problems.

•  Consider piloting reforms of the whole system of care for mental health based 

on improving the patient’s journey. There is now considerable experience of 

how to do this in a sensitive, managed way;23,24 learning from change may 

involve a closer integration of research and service development. Developing 

longer-term working relationships between generalists, specialists and lay 

experts is essential. This will require considerable skills of whole-system 

facilitation. Such schemes must include a long-term plan for these stakeholders 

to review and reform plans as a learning community, in response to changing 

needs and opportunities.

•   Ensure that developments in primary mental health care include 
°  involvement with early intervention and assertive outreach functions of 

specialist services
°  timely availability of specialist mental health advice or support for the 

management of patients with complex non-psychotic conditions
° joint working with drug and alcohol agencies
°  systems for review of physical health needs of patients with long-term 

mental health problems
°  systems for review of the mental health needs of those patients with long-

term mental health problems who are not receiving specialist care.

•   Use policy levers to promote sustainable system-wide change. Integrate 

gateway workers and graduate mental health workers fully into local systems 

of primary mental health care so they can work productively to promote mental 

health and support improvements in care. 
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•   Use opportunities, such as the intended refocusing of child and adult mental 

health services towards primary care, as pilots of models of system reform. 

Institutional boundaries between mental health services for children, adults 

and elders must be fl exible.

•   Develop a strategy and plan to support those practitioners least able to provide 

high-quality mental health services. This will need to take account of the mental 

well-being as well as the skills and educational needs of clinicians, and the 

stage of organisational development of practices. Localities that are diffi cult 

to doctor need to be prioritised to develop enhanced services for mental health 

that include partnership between medical and non-medical stakeholders, 

including carers and users. Multi-faceted facilitated interventions are likely 

to be required.25

•   Support individual and community development approaches to mental 

health promotion that enhance a person’s social networks and sense of value 

within society.26 These should involve all citizens and encourage particular 

roles for the social services, housing, credit unions, mutual societies, the 

voluntary sector, faith communities, education, sport and leisure industries, 

and business. The development of a range of social prescribing options, which 

may require brokers to facilitate uptake27 (e.g. Time Banks28), for clinicians to 

offer in addition to medication and talking therapies is particularly important 

for patients presenting with symptoms relating to life problems. 

•   Facilitate local collaboration between health services and other organisations 

with an impact on mental health. Examples include
°  the integration of mental health care and promotion into initiatives to combat 

unemployment
°  joint working between citizens advice bureaux (and other advisory agencies) 

and primary care
°  working with local education authorities, juvenile courts and schools to 

encourage the identifi cation of vulnerable children in need of mental health 

promotion or services
°  joint working between primary care teams and nursing and residential homes 

to promote health and identify needs.
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•   Highlight local and national examples of good practice in mental health 

services, where all members of families/households/support networks are 

offered support, regardless of their age. 

•   Provide to practitioners and patients an up-to-date handbook and website of 

local statutory and non-governmental services for mental health.27

•   Develop IT data transfer and coding systems, which encompass holistic health 

promoting care as well as disease-focused management. Develop practice-

based registers of those with long-term mental illness as a basis for voluntary, 

optimal proactive care. Develop primary care data collection and disease 

management IT systems that prompt encouragement of self-management, 

shared decision making and options for health promotion.25

•   Ensure that anonymised data about mental health services, crucial for 

commissioning, audit and service improvement, are collected accurately and 

consistently across primary care. Personalised identifi able data should only be 

used to further individual clinical care.

AT A NATIONAL LEVEL THE RCGP RECOMMENDS:

•   Collaboration between opinion-forming organisations to frame discussions 

about mental health within the broad understanding outlined here, and the 

better integration of training of those concerned with the mental health of 

children and the elderly. These organisations include the Royal Colleges 

(General Practitioners, Nursing, Physicians and Psychiatrists), associations 

that support relevant professional groups including the Faculty of Public 

Health Medicine, voluntary, user and carer groups, Social Services and the 

Department of Health.

•   Support to activities that are receptive to users, ensuring that their 

recommendations are listened to and responded to. Patient and public 

involvement (PPI) is required at all levels. Links need to be built from national 

primary care organisations with the Commission for Patient and Public 

Involvement in Health, the Patient Experience Team at the Modernisation 

Agency, the expert patient movement and with the Department of Health. 
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•   The Department of Health and Educational Authorities pay special attention 

to children and adolescents not attending school, many of whom have mental 

health problems, often associated with illicit drug use. A signifi cant proportion 

of children in secure accomodation have not attended school for a substantial 

period of time before their detention; a considerable proportion of these 

experience mental health problems.

•   Specifi c advances can be made nationally by providing housing security for 

people with mental health problems, by promoting recovery through improved 

sickness certifi cation, and by integrating mental health care (e.g. cognitive 

behavioural techniques) with job-fi nding initiatives.21

•  Support for a broader understanding, by undergraduate and postgraduate 

education providers and by research funders, of the issues outlined here about 

primary mental health care.

•  Collaboration with the media to promote the everyday nature of mental health 

problems, the capacity for recovery, the reduction of stigma and the availability 

of support.
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