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[bookmark: _Toc235437821]1. Introduction
Mental health support refers to assessment, treatment and continuing help provided to people experiencing psychological distress or mental illness. Primary care includes general practice and other first-contact community services. In the United Kingdom, general practitioners (GPs) frequently identify common mental health problems, begin treatment and refer patients to NHS Talking Therapies or specialist services. Access, however, is more than the availability of an appointment. It also includes recognising a need for help, knowing where to seek support, being able to communicate concerns, receiving an appropriate response and continuing with care.
The topic is important because untreated depression, anxiety and other mental health difficulties can affect physical health, employment, relationships and quality of life. Delayed support may also allow problems to become more severe. Although primary care is designed to provide an accessible entry point, evidence shows that adults do not experience this pathway equally. Stigma, cultural beliefs, limited consultation time, waiting lists, fragmented referrals and digital exclusion can combine to make help-seeking difficult (Bristow et al., 2011; Memon et al., 2016; Greer et al., 2019).
A scoping review is suitable because access to research is diverse. It includes qualitative interviews, national datasets, systematic reviews and service evaluations. Scoping reviews map the breadth of evidence and identify patterns and gaps rather than testing one narrowly defined intervention (Arksey and O'Malley, 2005; Levac, Colquhoun and O'Brien, 2010).
The review question is: What barriers affect adults' access to mental health support through primary care services in the United Kingdom?
The objectives are to identify the main personal, professional and organisational barriers; examine how stigma, culture and communication influence help-seeking; explore inequalities linked to socioeconomic position, ethnicity and disability; assess how digital and remote systems affect access; and develop implications for future research, policy and practice.
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Primary care has a central role in mental healthcare because it is often the first service approached when distress becomes difficult to manage. GPs can assess risk, provide information, prescribe medication, offer follow-up and make referrals. Nevertheless, the formal existence of services does not guarantee meaningful access. Access is shaped by the relationship between population need, service design and the ability of individuals to navigate the system.
Stigma is a major personal and social barrier. Clement et al. (2015) found that anticipated discrimination, shame and a wish to manage problems alone commonly reduced help-seeking. Stigma may operate before contact with services through fear of being labelled, but it can also be reinforced by previous dismissive or insensitive encounters. Therefore, awareness campaigns alone are unlikely to be sufficient unless healthcare interactions are also respectful and confidential.
Mental health literacy influences whether symptoms are recognised as requiring professional help. Bristow et al. (2011) showed that people from groups described as difficult to reach did not always interpret distress in biomedical terms. Some connected emotional difficulties with social pressures, loss or practical hardship and therefore did not view a GP consultation as appropriate. This finding is important because services may wrongly interpret low attendance as low need. Flexible responses that acknowledge social and cultural explanations may be more accessible than a purely diagnostic approach.
Communication can either enable or obstruct access. Buszewicz et al. (2006) found that patients valued being listened to, understood and involved in decisions during consultations about psychological problems. Conversely, rushed encounters or an overemphasis on medication could leave patients feeling unheard. Communication is also affected by language, professional power and cultural understanding. Memon et al. (2016) identified language barriers, poor communication, cultural insensitivity and limited knowledge of services among adults from minority ethnic communities. These barriers interacted with stigma and mistrust rather than operating independently.
Organisational pressures create further difficulties. Demand can exceed available appointments and psychological therapy capacity. Referral thresholds, repeated assessments and weak coordination may cause patients to move between services without receiving timely support. Finazzi and MacBeth (2022) found that service users' experiences of psychological interventions in primary care were strongly influenced by therapeutic relationships, expectations and the fit between treatment and individual needs. This indicates that access should be judged by whether suitable care is reached, not simply by whether a referral is made.
Inequalities are evident in national data. Sharland et al. (2023) demonstrated sociodemographic differences in access to psychological treatment services in England. Such differences can reflect varying awareness and preferences, but they can also indicate unequal referral, practical obstacles or service designs that work better for some groups than others. Winsper et al. (2023) similarly showed the importance of co-designed changes to improve mental healthcare access and experience for minority ethnic communities.
Digital transformation has created both opportunities and risks. Remote consultations may reduce travel and make initial disclosure easier for some patients. However, digital access depends on devices, connectivity, skills, privacy and confidence. Greer et al. (2019) found that material deprivation, limited knowledge and symptoms of mental illness contributed to digital exclusion. Oliver, Chandler and Gillard (2024) showed that providing devices, connectivity and personalised support could improve engagement, suggesting that exclusion is not an individual failure but a service-design issue. A systematic review by Antonio et al. (2024) found that remote consultations could be acceptable, although face-to-face care remained important for relational or complex discussions.
Overall, the evidence suggests that barriers occur across a pathway: recognising distress, deciding to seek help, obtaining an appointment, communicating needs, receiving a referral and remaining engaged. A thematic scoping review can show how these stages and barriers interact.
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This study used a scoping review design based on the framework of Arksey and O'Malley (2005), with later recommendations from Levac, Colquhoun and O'Brien (2010). Reporting principles were informed by the PRISMA extension for scoping reviews (Tricco et al., 2018).
Searches were undertaken through UWTSD Library Search, PubMed, EBSCOhost, ScienceDirect and SAGE Journals. Search terms were combined using AND and OR. Examples included: “mental health” AND “primary care” AND access AND barrier AND UK; stigma AND help-seeking AND mental health; ethnic minority AND mental health service AND England; and digital exclusion AND mental health. Reference lists of relevant papers were also checked.
Studies were included when they were peer-reviewed, published in English, concerned adults aged 18 or over and provided evidence relevant to access to mental health support in the UK primary or community pathways. Primary qualitative, quantitative and mixed-method studies were eligible, as were systematic reviews that directly addressed the review question. Studies focused only on children, inpatient treatment, physical healthcare or countries with no clear UK relevance were excluded.
Titles and abstracts were screened for relevance, followed by full-text assessment. Nine key studies were selected for detailed thematic comparison. Data were charted under author, design, participants, setting, findings and limitations. Analysis followed Braun and Clarke's (2006) thematic approach. Initial codes included fear of judgement, symptom recognition, trust, consultation time, cultural understanding, waiting, referral fragmentation, affordability, digital skills and preference for face-to-face contact. Related codes were grouped into four themes: stigma and recognition of need; communication, trust and cultural responsiveness; organisational and socioeconomic inequalities; and digital access and choice.
No new participants were recruited, so formal ethical approval was not required. Ethical practice still involves accurate representation of findings, transparent inclusion criteria, avoidance of plagiarism and recognition of study limitations. A limitation of the method is that screening and coding were conducted by one student reviewer, which increases the possibility of selection and interpretation bias.
[bookmark: _Toc235437824]4. Results
Nine key peer-reviewed studies were included. They represented qualitative interviews and focus groups, national cohort analysis, systematic review and service evaluation. The coding process produced four connected themes. The results table summarises how the selected studies contributed to these themes.

[bookmark: _Toc235437825]Table 1. Summary of included studies and thematic contribution

	Study
	Design/sample
	Main contribution
	Theme(s)

	Bristow et al. (2011)
	Qualitative interviews; hard-to-reach groups
	Recognition of distress, decision to seek help, service navigation
	Stigma/recognition; organisation

	Buszewicz et al. (2006)
	Qualitative study: 20 primary care patients
	Listening, empathy and involvement shaped the consultation experience
	Communication/trust

	Memon et al. (2016)
	Qualitative focus groups: 26 minority ethnic adults
	Stigma, language, cultural insensitivity, waiting and poor information
	Stigma; culture; organisation

	Greer et al. (2019)
	Qualitative interviews: 20 digitally excluded service users
	Cost, technology, skills and symptoms-maintained exclusion
	Digital exclusion

	Sharland et al. (2023)
	National linked cohort study
	Sociodemographic differences in access to psychological therapy
	Inequality

	Winsper et al. (2023)
	Multisite experience-based co-design
	Co-produced priorities for improving ethnic minority access and experience
	Culture; service redesign

	Oliver et al. (2024)
	Service-user interview evaluation
	Devices, connectivity and tailored support facilitated digital access
	Digital inclusion

	Archer et al. (2026)
	Qualitative interviews with patients and practitioners
	Online tools supported reflection but created privacy and disclosure concerns
	Digital access; communication

	Instone et al. (2026)
	Qualitative interviews: 19 adults with complex needs
	Symptoms, uncertainty and precarious self-management affected access
	Complexity; organisation
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Codes concerning shame, fear of judgment, self-reliance, and difficulty recognising distress formed the first theme. Codes concerning listening, language, continuity, cultural understanding and privacy formed the second. Waiting, referral thresholds, service navigation, poverty and unequal treatment formed the third. Devices, connectivity, skills, remote formats and choice formed the fourth. The themes were interdependent: for example, cultural stigma could delay contact, while poor communication or a digital-only referral could then prevent continued engagement.
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[bookmark: _Toc235437828]Theme 1: Stigma, recognition and the decision to seek help
The evidence indicates that access begins before a person contacts a GP. Clement et al. (2015) found that stigma reduces help-seeking through anticipated discrimination, shame and self-reliance. This finding helps explain why simply increasing appointment capacity may not improve access for people who fear the social consequences of disclosure. Bristow et al. (2011) add a further layer: distress may be understood as a social, moral or practical problem rather than an illness. Therefore, non-attendance should not automatically be viewed as unwillingness. It may reflect a mismatch between the language used by services and the person's understanding of their experience.
The studies also show that stigma is not identical across populations. Memon et al. (2016) found that gender expectations, cultural identity, fear of community judgement and limited mental health literacy shaped help-seeking in minority ethnic communities. The strength of this study is its detailed community perspective; however, the sample of 26 adults from a single area limits its transferability. Patel et al. (2026) reached similar conclusions from clinicians' perspectives, identifying stigma, mistrust, and cultural incompatibility alongside limited time and resources. Agreement between service-user and clinician studies strengthens the finding, but clinician accounts cannot replace direct patient voices.
A critical implication is that anti-stigma work should be connected to practical access routes. Public messages encouraging help-seeking may have limited effect when people expect long waits, insensitive responses or loss of confidentiality. Community partnerships, culturally appropriate information and normalising discussion within primary care may be more effective when developed with the populations concerned.
There is, however, a tension between the breadth and the direct relevance of the evidence. Clement et al. (2015) synthesised a large international literature and therefore give strong support to the general relationship between stigma and delayed help-seeking, but it does not isolate UK primary care. In comparison, Bristow et al. (2011) and Memon et al. (2016) provide closer insight into UK experiences, although their smaller qualitative samples limit generalisation. The agreement between these different designs strengthens the interpretation, but it also shows why national prevalence estimates should not replace detailed accounts of how stigma is experienced in communities.

[bookmark: _Toc235437829]Theme 2: Communication, trust and cultural responsiveness
Communication was consistently linked with whether access became meaningful care. Buszewicz et al. (2006) found that patients valued listening, empathy, explanation and shared understanding. Although this older study involved only 20 patients, its findings remain relevant because recent work continues to identify trust and relational continuity as important. The age of a study does not automatically invalidate it, but changes in appointment systems and remote care mean that its findings should be interpreted with contemporary evidence.
Memon et al. (2016) demonstrated that language barriers and cultural insensitivity could weaken trust, while Bristow et al. (2011) showed that narrowly biomedical responses could fail to address how patients understood distress. Together, these studies suggest that communication is not merely a “soft skill”. It affects recognition, diagnosis, referral and willingness to return. A technically correct referral may still represent poor access when the patient does not understand the pathway or feels that their concerns were minimised.
Continuity is also important. Repeating personal histories to unfamiliar professionals can be difficult, especially for people with trauma or complex needs. Instone et al. (2026) found that people with complex mental health difficulties experienced the condition itself as a barrier and described precarious self-management and help. The study's qualitative design offers depth, but its 19 participants cannot show prevalence. Even so, it illustrates how symptoms such as avoidance, low motivation, fear or cognitive difficulty can make complicated appointment systems particularly inaccessible. Services designed on the assumption that patients can repeatedly telephone, complete forms and chase referrals may unintentionally exclude those with the greatest need.
Culturally responsive care should avoid treating ethnic communities as homogeneous. Training can improve awareness, but organisational support, interpreting services, and sufficient consultation time are also necessary. Otherwise, responsibility is placed on individual clinicians without addressing the conditions that restrict good communication.
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Organisational barriers appeared throughout the pathway. Long waits, unclear thresholds and movement between primary and specialist care can create “administrative access” without treatment. Finazzi and MacBeth (2022) found that experiences of primary care psychological interventions depended on the therapeutic relationship, service expectations and suitability of treatment. As a qualitative meta-synthesis, it combines multiple perspectives, but variation between included studies makes it difficult to determine which service model works best.
Sharland et al. (2023) provide stronger population-level evidence of unequal access. Using linked national data allows examination of sociodemographic patterns at a scale that is not possible in qualitative studies. The advantage is breadth and statistical power; the limitation is that routine data cannot fully explain why differences occur. Lower access may reflect referral behaviour, service location, practical constraints, awareness, stigma or preferences. Therefore, quantitative inequality should be interpreted alongside qualitative evidence rather than attributed to one cause.
Socioeconomic disadvantages can affect transport, time away from work, childcare, housing stability and access to a private telephone or internet connection. These practical pressures overlap with emotional distress. The review therefore challenges explanations that focus only on individual motivation. Equality requires proportionate support, such as flexible appointment modes, clear information, interpreting provision and follow-up for people who struggle to navigate services.
Winsper et al. (2023) is important because it moved beyond describing ethnic inequalities and used experience-based co-design across several English sites. Co-design can make recommendations more relevant, although implementation may vary between local services. The study supports involving service users, carers and communities in redesign rather than asking them only to adapt to existing pathways.
The studies also differ in what they can demonstrate about causation. Sharland et al. (2023) identify unequal patterns across a national cohort, but routine data cannot fully explain whether these differences arise from patient preference, referral decisions, local service capacity or treatment eligibility. Qualitative evidence from Memon et al. (2016) and the co-design work of Winsper et al. (2023) helps interpret those patterns by showing how mistrust, language, information and service design may operate together. Nevertheless, co-designed recommendations still require evaluation against measurable outcomes, because an intervention that is acceptable to participants may not necessarily reduce waiting times, improve completion or produce equal clinical benefit.



[bookmark: _Toc235437831]Theme 4: Digital access, remote care and patient choice

Digital systems can reduce some barriers while creating others. Greer et al. (2019) found that lack of devices, money, skills and confidence, combined with mental health symptoms, leads to maintaining digital exclusion. Its small qualitative sample of digitally excluded service users was appropriate for exploring mechanisms, but it was drawn from secondary mental health services and may not represent all primary care users.
Oliver, Chandler and Gillard (2024) evaluated a digital inclusion initiative and found that devices, connectivity and individual support could improve access. This is a significant contrast to approaches that assume patients simply need to become more motivated. The findings suggest that digital exclusion can be reduced when organisations supply resources and tailored help. However, providing technology does not remove concerns about privacy, written disclosure or preference for human contact.
Antonio et al. (2024) found mixed experiences of remote consultation in UK primary care. Convenience and reduced anxiety were benefits for some, whereas inflexible formats and limited relational connection were disadvantages. Archer et al. (2026) similarly reported that online consultation tools could support reflection and disclosure but also led patients to restrict information because they were uncertain who would read it. This contradiction is important: a digital form can make initial contact easier while simultaneously reducing the detail needed for safe assessment.
The evidence does not support a simple choice between digital and face-to-face services. A blended model is more equitable. Patients should be able to use online, telephone or in-person routes according to need, preference, privacy and risk. Digital systems should be tested with people who have disabilities, limited English, low literacy, poverty or complex mental health needs. Removing non-digital routes in the name of efficiency may shift costs from services to patients and widen inequalities.
Synthesis, gaps and implications
Across the four themes, barriers interacted rather than occurring separately. A person may delay help-seeking because of stigma, then struggle to secure an appointment, find the consultation culturally insensitive and be referred to a digital service they cannot use. Each stage can reduce trust and make later help-seeking less likely. This explains why single interventions may produce limited improvement.
The evidence base has important gaps. Several studies used small local samples, while national datasets lacked detailed explanations of patient experience. Refugees, people experiencing homelessness, people with learning disabilities and rural populations were not consistently represented. Research also measured contact more often than whether patients reached suitable and sustained care. Future studies should examine complete pathways and compare outcomes across appointment modes and population groups.
For practice, primary care teams need protected time, continuity where possible, culturally responsive communication and clear referral information. For policy, access measures should include waiting, completion, suitability and patient experience, not only the number of initial contacts. For research, mixed-method and co-designed studies are needed to connect national inequality patterns with lived experience.
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This review has several strengths. It used a clear review question, stated eligibility criteria and a structured search across several academic databases. Including different research designs allowed the review to compare detailed lived experience with wider national patterns. Thematic analysis also made it possible to show how barriers overlap rather than presenting stigma, inequality, organisation and digital exclusion as separate problems. The selected studies included patient, service-user, clinician and population-level perspectives, which strengthened the overall interpretation through comparison of different forms of evidence.
There are also important limitations. The searches were undertaken by one student reviewer, so study selection and coding were not independently checked. This increases the risk that relevant papers were missing or that themes reflected the reviewer's interpretation. The review was limited to English-language peer-reviewed literature and therefore excluded grey literature, local evaluations and evidence written in other languages. Although peer review supports academic quality, publication bias may mean that unsuccessful service changes or negative findings are less visible.
The evidence included was heterogeneous. Qualitative studies provided rich accounts but generally used small, local samples. Their findings cannot be assumed to represent every adult or every UK region. National observational evidence offered greater breadth, but routine datasets could identify unequal access without fully explaining the mechanisms behind it. Some included studies concerned wider community or secondary mental health pathways because these influence referrals from primary care. This increased relevance to the complete patient journey but reduced the precision of conclusions about general practice alone.
The review also covered studies published across a long period during which primary care and digital systems changed considerably. Older evidence remained useful for understanding relationships and help-seeking, but service structures may now differ. Recent 2026 studies improved currency, although their findings have not yet been tested across many settings. Despite these limitations, consistency across different designs supports the conclusion that barriers are interconnected and require changes at more than one level.



[bookmark: _Toc235437833]7. Conclusion and Recommendations
This scoping review found that adults' access to mental health support through UK primary care is affected by connected personal, professional and organisational barriers. Stigma and limited recognition of distress can delay the first request for help. Once contact is made, communication, trust, cultural responsiveness and continuity influence whether needs are understood. Waiting, complex referral pathways and socioeconomic disadvantage can prevent a referral from becoming effective treatment. Digital systems offer convenience for some patients but can exclude others because of cost, skills, privacy, disability or preference.
The evidence shows that access should not be measured only by appointment availability. Meaningful access involves reaching care that is timely, understandable, acceptable and appropriate. Services should retain several routes of contact, provide interpreting and digital inclusion support, improve continuity and involve communities in redesigning. Staff training is valuable, but it must be supported by adequate time and organisational resources.
Future research should include underserved groups, follow patients across the complete care pathway and evaluate whether interventions reduce inequalities in both access and outcomes. Mixed-method research would help explain national patterns, while co-designed studies could identify practical changes that patients and professionals consider workable. Overall, equitable access requires coordinated action on stigma, communication, service organisation and the wider social conditions that shape people's ability to seek and continue care.
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