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The bidirectional relationship between poverty (the lack of financial resources to provide life 
necessities) and poor physical and mental health has been extensively described (Ridley, 
2020)1. Both poverty and global health are complex in nature, multidimensional and 
intertwining. Poverty can induce poor mental health through different pathways. Worries 
and uncertainty about living conditions lead to higher psychosocial stress. Detrimental 
environmental factors (pollution, temperature extremes and night noise), disturbed sleep, 
chronic pain, malnutrition and traumatic early life events compromise cognitive 
development and mental functioning. In the opposite direction is endangered mental health 
responsible for the development of impoverished thinking and wrong economic decisions, 
leading to financial decline and dependency on social security incomes (Lund, 2018)2. 
 
Poverty is not only a shortfall of money, but also a scarcity of psychological possibilities, and 
diminished educational and job opportunities. Cognitive resources are under pressure due to 
attentional capture, intrusive thoughts and impaired insight (Mani, 2013)3. Children growing 
up in poverty have poorer outcomes in terms of education, behaviour and health, and those 
consequences remain visible into adulthood (Duncan, 2017)4. 

 
The United Nations Sustainable Development Goals 2022-report states that the COVID-19 
pandemic wiped out more than four years of progress on poverty eradication and pushed 75 
to 95 million more people into extreme poverty in 2022.5 Financial problems will probably 
continue to increase in all population groups, due to rising energy costs, unstable political 
situations, and climate change. The mental health of people in energy poverty (not being 
able to warm your house) declines significantly (Bentley, 2023)6, with odds for depression 
and anxiety rising by 49%. There are no arguments that increased economic growth could 
reduce financial inequality for people with mental vulnerability. Spivak (2019)7 shows that 
patients with serious mental illness (SMI) who struggle daily with financial hardship exhibit 
more psychiatric symptoms. The consequences of both psychiatric and financial problems 
remain persistent over long stretches of time.  
 
Therefore, it should be of paramount importance that all physicians, general practitioners 
and psychiatrists in particular, have sufficient knowledge on poverty as a social determinant, 
its impact on (mental) health, the consequences for treatment and non-compliance, and 
how to care for this population. Remarkably, very little attention is paid on the subject in the 
scientific literature. The knowledge on poverty in physicians is seldom investigated. Some 
papers report on focus groups to better understand working with poverty and mental illness 
(Thomas, 2021)8, others on learning activities, like poverty simulations, to enhance clinicians’ 
awareness and empathy (Murray, 2022)9. There are no studies assessing the knowledge of 
poverty in medical practitioners.   

 
Advocacy groups from patients with lived experience in Belgium have sounded the alarm on 
the importance of poverty and its impact on mental health treatment in the task force group 
“Poor makes sick, sick makes poor” from the Estates General of Mental Health (EGMH). The 
EGMH is an organization of all interested stakeholders within the extended mental health 
sector. It aspires to arrive at a shared vision of the current strengths and vulnerabilities 
within the mental health sector and translate them into policy recommendations and 
priorities for change.  
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Persons with lived experience in the "Poor makes sick, sick makes poor" working group 
indicated that doctors lack sufficient knowledge about poverty in daily life. Physicians are 
not aware of the out of pocket costs of medication, psychological and other essential non-
medical interventions and do not make sufficient referrals to social services. The working 
group decided to initiate a survey on the topic. In collaboration with De Artsenkrant / Le 
Journal du Médecin – a weekly Belgian journal for medical practitioners with a circulation of 
25.000 copies – an online and paper survey was circulated in March/April 2021 to assess 
physician’s opinions about and attitudes toward patients in poverty.  
 
Remarkably, the interest in the study was low: only 395 valid responses were collected. 
Findings suggest that non-response is not arbitrary. The majority of respondents were 
general practitioners (GP’s) (n=209; 53%), psychiatrists (n=34, 9%), and older than 60 
(n=162, 41%). Compared to younger doctors, the latter reported having more often 
experienced poverty in their own personal lives. GP’s and psychiatrists are generally more 
involved with the familial, social and professional life of their patients, and poverty may be 
more visible. The characteristics of the sample therefore suggest some level of expertise in 
our respondents. 
 
Further data analysis revealed that most respondents acknowledge the intergenerational 
nature of poverty (71%), its situational origin (72%), and the barriers to equally qualitative 
(59%), timely (66%) and affordable care (80%). According to one in three, people in poverty 
have their priorities wrong, and 14% of the respondents claim that people in poverty make 
insufficient efforts to change their situation. Nevertheless, respondents acknowledge that 
adequate care for people in poverty is hindered by administrative burdens (77%) and lack of 
time by healthcare professionals (61%). 
 
Only 10% and 28% always or often initiate a discussion with the patient regarding financial 
problems, 17% do this seldom or never. Despite this, respondents stated that they often 
(41%) or always (41%) take the patient’s financial status into account when prescribing 
medication. According to the participants, patients in poverty often (16%) or always (7%) 
end up with a cheaper but suboptimal treatment. Luckily, patients in poverty remain 
welcome at most practitioners (90%). Some physicians often (24%) or always (15%) offer 
them a consultation without fee overrun. General practitioners and respondents with 
personal experience with poverty were more willing to adjust their treatment proposal and 
payment options. 
 
Though half of the respondents (53%) admitted that they find it (very) difficult to work with 
patients in poverty, 72% were convinced that they have sufficient knowledge to work with 
them. It is, however, unclear where they have acquired this knowledge: 78% indicated that 
poverty was not included in their medical training; 50% indicated that they would participate 
in a training on the subject if that was available. When asked to rank five commonly given 
medications by personal cost to the patient (after reimbursement), only 12% gave the 
correct answer. This is a compelling finding, given the impact poverty has – both as a 
vulnerability and as a sustaining factor – for illness in general and psychopathology in 
particular. 
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The lack of knowledge about poverty among doctors leads to reduced quality of medical 
care for this target group. This is an individual medical-ethical and societal problem, due to 
increased total costs. It is therefore essential to formulate an appropriate approach to 
change. We suggest 10 point-action plan for policy makers, educational institutions and 
physicians: 
 

1. As a government, realise health in all policies such as housing first, sufficient green 
space in every residential area, opportunity for free sports and exercise, etc., as 
indispensable tools in improving the health of people in poverty. 

2. As a government, encourage and invest in integrated care, so that patients in poverty 
will be spontaneously referred to social services. Children, adolescents and their 
parents should be prioritized. Conversely, the right to affordable care should be 
without administrative burden safeguarded for this patients. 

3. Include education on poverty, and its effects on patients' well-being and health, in 
any basic training for physicians and all other health professionals. 

4. Give physicians frequent updates on the cost of treatment: the price of technical 
examinations (radiology and laboratory tests), the price of medication and non-
pharmacological interventions (physiotherapy, psychotherapy, dietary advice and 
smoking cessation counselling). Encourage physicians to actively search for 
treatment costs in dealing with patients in poverty.  

5. Instruct physicians on how patients in poverty can obtain quality healthcare at par 
with the general population by taking financial constraints into account. 

6. Raise physician’s awareness to advocate for better reimbursement or free treatment 
for patients in poverty, towards the government and other agencies. 

7. Encourage doctors and hospitals or other medical institution to accept staggered 
payments from patients in a precarious financial situation. 

8. Set-up peer-to-peer groups and in-house therapeutic support for physicians heavily 
involved in caring for patients in poverty. They are a high-risk group for developing 
moral injury. 

9. Develop an easily manageable screening tool for the detection of patients at risk and 
make it freely available to health workers. 

10. Include buddy work and experts by experience in all forms and levels of medical care,  
as they are important supports for patients in poverty and doctors. 

 
Article 25 of the Universal Declaration of Human Rights is very clear on poverty and health: 
“Everyone has the right to a standard of living adequate for the health and well-being of 
himself and of his family, including food, clothing, housing and medical care and necessary 
social services, and the right to security in the event of unemployment, sickness, disability, 
widowhood, old age or other lack of livelihood in circumstances beyond his control.”11 There 
is no doubt that this article is being violated many times, every day, not only in 
underdeveloped, but also in most developed countries in the world. Physicians have a moral 
duty to denounce and combat this social injustice and do efforts to provide every patient in 
poverty standard quality health care on a par with the general population in their country. 
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