
ED 397 154

AUTHOR
TITLE
REPORT NO
PUB DATE
NOTE
AVAILABLE FROM

PUB TYPE

EDRS PRICE
DESCRIPTORS

DOCUMENT RESUME

UD 031 028

Blackburn, Clare
Poverty and Health: Working with Families.
ISBN-0-335-09734-0
91

177p.
Open University Press, 1900 Frost Road, Suite 101,
Bristol, PA 19007 (paperback: ISBN-0-335-09734-0;
clothbound: ISBN-0-335-0-335-09735-9); Open
University Press, Celtic Court, 22 Ballmoor,
Buckingham, England, United Kingdom MK18 1XW.
Books (010) Reports Evaluative/Feasibility (142)

MF01/PC08 Plus Postage.
Disadvantaged Youth; Economic Factors; *Family
Environment; Foreign Countries; *Health; Housing;
Life Events; Low Income Groups; Minority Groups;
Nutrition; Policy Formation; *Poverty; Public Policy;
*Urban Problems; *Young Children

IDENTIFIERS *United Kingdom

ABSTRACT
This book is concerned with the impact of poverty on

health, focusing on families with young children in the United
Kingdom. It draws together information from a wide range of
disciplines to provide workers in the health and welfare fields with
a better understanding of the complex interconnections between living
conditions, lifestyles, and health problems. Chapters 1 and 2
introduce the context of the exploration, and the next four chapters
examine how poverty affects the health of those who experience it.
Chapters explore the specific issues of nutrition and food, housing,
mental health, and caring for children's health. Chapter 7 summarizes
the main themes and identifies the major issues with implications for
public policy. High unemployment, low pay, and cuts in public
expenditures have worked to make it more difficult to maintain a
decent standard of living, particularly for the urban and minority
poor. The pressure for health and welfare workers to understand the

links between poverty and health is greater than ever. References
follow each chapter. (Contains eight figures and nine tables.)

(SLD)

*
Reproductions supplied by EDRS are the best that can be made

from the original document.

*

i ********i'A).%*AA-**;.::***********************************



s

U DEPARTMENT OF EDUCATION
Office of Educational Reemoch and logrovarromf

E UCARONAL RESOURCES INFORMATION
CENTER (EFISC)

Tom docutoont nas Caen reproduced as
acmmtd from the parson or omanszatgo

gloating it.
0 Minor Chang** nava been mad* to improve

I motoombon Width'

Points of swim or (minions stated in this docu.
mord do not nocessanly imirmant °Moat
OEM position c. nokcy

PERMISSION TO REPRODUCE AND
DISSEMINATE THIS MATERIAL

HAS BEEN GRANTED BY

A M 6-re s
unwask. aels

, TO THE EDUCATIONAL RESOURCES
;',"' INFORMATION CENTER (ERIC)

BEST COPY MAILABLE

2



POVERTY AND HEALTH

Working with Families

CLARE BLACKBURN

OPEN UNIVERSITY PRESS
Milton Keynes Philadelphia



Open University Press
Celtic Court
22 Ballrnoor
Buckingham

IXW

and
1900 Frost Road, Suite 101
Bristol, PA 19007, US

First Published 1991
Reprinted 1992

Copyright © Clare Blackburn 1991

All rights reserved. No part of this publication may be
reproduced, stored in a retrieval system or transmitted
in any form or by any means, without written permission
from the publisher.

British Library Cataloguing-in-Publication Data

Blackburn, Clare
Poverty and health: Working with families.
I. Title
362.5083

ISBN 0-335-09735-9
ISBN 0-335-09734-0 (pbk)

Library of Congress Cataloging in Publication Data

Blackburn, Clare. 1957-
Poverty and health:working with families/Clare Blackburn.

p. cm.
Includes index.
ISBN 0-335-09735-9 (hc) ISBN 0-335-09734-0 (pb)
1. PovertyHealth aspects. 2. PoorHealth and hygiene.
I. Title
RA418.5.P6B53 Y9 I

362.1'08'6942dc20 91-21914 CIP

Typeset by Rowland Phototypesetting Ltd, Bury St Edmunds, Suffolk
Printed in Great Britain by St Edmundsbury Press Ltd,
Bury St Edmunds, Suffolk



CONTENTS

ACKNOWLEDGEMENTS

INTRODUCTION

1 POVERTY: SETTING THE SCENE 7

Introduction
7

What is poverty?
8

Measuring poverty 12

Patterns of poverty 14

Causes of poverty 19

Conclusion and impl:cations for practice 25

2 POVERTY: THE HEALTH HAZARD 29

Introduction
29

Patterns of health by social position 30

The relationship between health and poverty 41

Processes by which poverty affects health 44

Conclusion and implications for practice 47

3 FOOD AND POVERTY
51

Introduction
51

Food patterns between families 52

Major influences on food choices 55

Food distribution within families 62

The effect of food poverty on health 68

Conclusion and implications for practice 71



iv POVERTY AND HEALTH

4 HOUSING CONDITIONS AND HEALTH 77
Introduction 77
Housing patterns where do low income families live? 78
Housing patterns what do low-income families pay7 87
Housing conditions and patterns of health 89
Conclusion and implications for practice 95

5 PARENTS: STRESS, COPING AND HEALTH BEHAVIOUR 100
Introduction 100
Patterns of mental health and illness 101
The relationship between poverty and mental health 108
Coping and health behaviour: smoking and alcohol use 116
Conclusion and implications for practice 119

6 CARING FOR CHILDREN'S HEALTH IN POVERTY 124
Introduction 124
Parents' attitudes to health and child health care 126
Patterns of childcare work 130
Caring in sickness and in health 136
Conclusion and implications for practice 145

7 CONCLUSIONS AND IMPLICATIONS FOR POLICY
AND PRACTICE 151
Introduction 151
Family poverty and health 152
Implications for policy and practice 159

INDEX 169



ACKNOWLEDGEMENTS

I would like to thank a number of people whose support and help have
enriched this book. Foremost, I would like to thank Hilary Graham whose
support and guidance were invaluable. I also owe my thanks to members of
the Health Promotion in Poverty Project Development and Evaluation
Group who took the time to read and comment on drafts of the book: Dorit
Braun, fill Blackshaw, Kate Brown, Ann James, Mary Jones, Moira Keyes,
Gwen Mellon, Heather Page, Kamlesh Sharman and Sylvie Summer. Ann
Phoenix and Shantu Watt also gave valuable feedback that was much
appreciated. Thanks also to Norma Baldwin and Ruth Elkan for all the
encouragement and support they gave when the going got tough. Elizabeth
Leed provided help with the preparation of the manuscript. A special thanks
to Pete Hyde for help with the line drawings and your support. Finally, I am
in debt to. the Health Promotion Research Trust, who provide the funding
for the Health Promotion in Poverty Protect. The views expressed in this
book are those of the author and not necessarily those of the Trust or those
who provided guidance and support.

Figures 3.1 and 4.2 and tables 5.1 and 5.3 are reproduced with the
permission of the Controller, HMSO and subject to Crown copyright.



INTRODUCTION

This book is concerned with the impact of poverty on health. It focuses on
one particular group in poverty: families with young children. It does so
because the relationship between poverty and health is a particularly
important issue with respect to families with young children. Povertylevels
have risen sharply since 1979 amongst families with children. Families
with dependent children now form the largest single group in poverty. At
one of the most crucial life-stages, a substantial number of families have
incomes and living conditions that are not compatible with goodhealth.

The hook seeks to bring together a rich seam of information and insights
on poverty and the health of families with young children. A growing body
of research has pointed to the way poverty affects the health chances and
health choices of those who experience it. This literature has underlined the
need for those who work with families to understand and respond more
effectively to the health and welfare needs that family poverty creates.
Whilst a rich source of material on poverty and family health exists, it has
not been readily available to health and welfare workers. Poverty and
Health: Working with Families attempts to bring together this material,
and make it accessible to those who are concerned about the health of
families with young children. The book draws together literature from
within and across a wide range of disciplines social policy, sociology,
psychology, biological sciences, medicine, and health promotion which
can inform and guide health and welfare practice. It uses both 'hard' and
'soft' data in the acknowledgment that we need not only 'facts and figures'
but first-hand accounts if we are to understand how poverty impacts on
family health and family life.

Poverty and Health: Working with Families s concerned with the kinds
of issues and questions that health and welfare workers confront on a daily
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basis in their work with families. It is written by someone who comes from
health anti welfare practice, for practitioners who face similar dilemmas,
const,aints and concerns in their work. It is written with the information
ner.ds of the multitude of family workers in mind, including social workers,
health visitors, community nurses, school nurses, nursery workers, com-
munity workers and education workers. Drawing together the literature on
poverty and health, the book is designed to be of interest to students on
courses which include health and welfare studies.

This book seeks to provide workers with access to materials which will
help them to deepen their understanding of the complex interconnections
between living conditions, lifestyles and the health problems associated
with poverty. In doing so, it draws out some of the issues for fieldwork
practice and makes some suggestions concerning how health and welfare
work can become more responsive to the needs of families in poverty. It
does not, however, offer any blueprint for practice. The wealth of infor-
mation available from research studies and the accounts of families make it
clear that fieldwork strategies need to be worked out with individual
communities and within and across agencies according to local need.
Whilst families share some common experiences of poverty, their experi-
ences differ according to a number of factors including family structure,
gender, ethnic group, housing location, degree of social integration and level
of social support. To offer a blueprint for practice would be to deny, first, the
diversity of family life and family poverty and, second, to ignore the
complex decisions that fieldworkers have to make, and the contradictions
they face in their work.

The book seeks to address the central question 'Does poverty affect the
health of those who experience it, and if so, how ?' In order to answer this
question it addresses a series of other questions along the way. Chapter I
sets the scene for the rest of the book by examining the extent and causes of
poverty in Britain today. This chapter begins by addressing the question
'What is poverty?' It does so in the recognition that the term poverty is a
controversial term with several meanings. The sense in which the term is
used is shaped by beliefs and current opinion about the nature of poverty. It
is essential to explore the meaning of the term before moving on to assess
the extent of poverty in Britain, and ask the questions 'Whoare the poor?'
and 'What makes people poor in a relatively prosperous industrial society?'
This chapter explores how family structure, 'race' and gender influence a
family's likelihood of being in poverty.

Chapter 2 moves on to ask the question 'What are the links between
poverty and ill-health?' This chapter begins by examining the differences in
health status between different groups in society between social classes,
between different ethnic groups and between men and women. It shows
how those groups with the lowest incomes also have the poorest health. The
chapter shows how household income is a key health resource for families.
By focusing on the role of household income in health it is possible to begin
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to discover what it is about social class, gender, and 'race' that influences a
person's health status. This chapter also introduces a framework within
which the health effects of poverty can be analysed. Itexplores how poverty
affects health through three interconnet. lead processes physiological,
psychological and behavioural. In reality, these processes are not separate or
clearly defined, and it is important to recognize that the book separates
them out merely as a way of helping the reader to understand that the
relationship between health and poverty is complex and cannot be ex-
plained by concentrating on any one dimension alone.

Chapters 1 and 2 are introductory chapters which set the scene for the rest
ot the book. The four chapters which follow examine the question 'How
does poverty affect the health of those who experience it?' In doing so, they
seek to draw out how the health effects of poverty stem from the fact that
poor families do not have access to healthy living conditions: they do not
have access to the financial and material resources that enable them to
make healthy choices. These chapters explore specific health issues
nutrition and food, housing and health, mental health and caring for
children's health to illustrate the links between poverty and poor health.
Finally, chapter 7 summarizes the main themes and evidence and draws out
of the material some of the main issues for social policy and health and
welfare practice.

Although the book draws together a wide range of material on poverty and
family health, it does not aim or claim to be a definitive text on the
subject. It is selective in the literature sources and issues it examines. It
selects the research studies that help the reader to identify and understand a
key set of issues in the poverty and health debate. In selecting some issues
for detailed consideration the book, inevitably, excludes an in-depth dis-
cussion of others. It concentrates on the issues that most clearly demon-
strate thc complex interconnections between family poverty and poor
health. It does so not because the issues it devotes less time to are any less
important, but because the lessons we learn by exploring one dimension of
poverty can often be applied to other dimensions of poverty. The book is
also selective in the sense that it explores poverty and ill health by focusing

on family access to household income. However, the author recognizes that
other factors, such as level of education, also influence access to resources
and life chances. The materials concentrate on the role of income in health
because household income can be shown to be a key health rcsource that
acts as a gatekeeper to other health resources, including housing, food,
transport and heating. A focus on the role of income in health and illness is
relatively unexplored in the research literature, particularly in comparison
to the links between social position and health. Yet this focus has consider-
able explanatory power and offers us the opportunity to begin to unpack
what it is about social position that influences health chances and deepens

our understanding of why health inequalities persist and have widened in a

relatively wealthy nation.
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However, selectivity is not an excuse for omission. The blame for some
omissions lies with the author: other omissions reflect the gaps in research
on poverty and health. There are some clear gaps in the data sources that
need to be attended to by the research community. For example, we need to
know more about intra-household poverty, and, particularly, the distri-
bution of resources within Black and minority ethnic families. Lack of
available material in some areas has also meant that the book has some-
times had to move beyond the data in its search for ways of understanding
family life. For example, in the chapteron stress, mental health and poverty,
the material attempts to make some sense of a diverse range of research
literature that is relevant to an exploration of poverty and health, but which
does not always directly concern itseq with it.

It is useful to note how various key terms are used in the text. The term
'family' is used to describe a group of individuals who live together and use
the same house!, old resources. Thus the term refers to a social grouping of
people rather than a natural, or biological, grouping of people. It does so in
the recognition that there are many different family structures and forms of
family life and acknowledges that no one type or structure is necessarily any
more legitimate than another.

The term 'Black' is used to refer to people of Afro-Caribbean and Asian
descent. It is not used simplyas an alternative to non-white, but to portray a
common unity that is forged out of the experience of racism in British
society. A capital B is used to indicate that the term Black refers to the social
and political identity oi being Black rather than the colour of people's skin.
The materials use this term in the bPlief that it is one that is increasingly
being used by many Black people themselves. Whilst this term is currently
acceptable, its suitability may change over time. By using the term Black,
the author does not wish to deny the diversity of cultures and ethnicities
that together form Britain's Black population. Where appropriate in the
literature ethnic groups are referred to separately.

The term 'minority ethnic' is used to refer to groups who arc not
necessarily Black, but who, like Black groups, are a minority in the numeri-
cal sense, and in the sense that they have minimal power in comparison to
the majority ethnic group, for example, groups of Irish, Chinese and Polish
origin. Again, there is a danger of denying the diversity of groups by using
this term. Thus it should be borne in mind when reading this term that it
refers to groups that each have their own cultural identity, history and way
of life.

The word 'race' is written in inverted commas to signify that it is referring
to social distinctions between groups rather than biological distinctions.

The term 'health' is used to refer to a broad concept, where health is about
nore than the absence of disease and illness and includesa sense of personal
physical, mental and. social well-being and the ability to reach one's
potential.

The changing climate of unpaid and paid health work provides the
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background to this book. A growing number of families with young children
have found it increasingly difficult to maintain a standard of living which is
compatible with health. High unemployment and low pay levels have
increased the number of households with young children with low house-
hold incomes. As some contributory parts of the benefits system have been
weakened, for example, unemployment benefit, more people have become
dependent on means-tested benefits. Benefits make an important contri-
bution to the incomes of the poorest families, yet social-security benefits,
the so-called safety net of the welfare state, remain set at ery low levels. In
many cases the evidence suggests that benfit levels are inccmpatible with
good health.

Cuts in public expenditure have meant, in many areas, that there has been
little investment in more public services, such as provision of council
housing, childcare and transport, that are important to the health of
Britain's poor families. Poor housing conditions, homelessness, unsafe
housing locations, environmental dangers, inadequate transport systems
and poor access to social and health services continue to be some of the
problems that affect poor families disproportionately.

There have been changes, too, in the way professional work with families
is structured. Social-service departments, local health services and volun-
tary agencies are experiencing more requests from families for help with
financial and other material problems. Yet, while demands are increasing,
changes to the social-security system have removed many of the mechan-
isms through which workers in the past were able to assist families to gain
financial help, for example, through the single-payments system. Moreover,
reforms emanating from the National Health Service and Community Care
Act (1990) and the White Paper Caring for People (1989) have reshaped the
roles and responsibilities of many family workers.

Together, the deteriorating material circumstances of families and new
directions for health and welfare work have led to new challenges for those
who work with families. The pressure for health and welfare workers to
understand the links between poverty and health is greater than ever.
Whilst the climate in v iich health and welfare workers currently operate
offers little opportunity for radical change, it is important that workers
maximize the opportunities they do have to support families in poverty and
do not lose sight of what can be done when the social climate changes.

Note on the hook
This book is free standing, but complements Improving Health and Welfare
Practice With Families in Poverty: A Handbook for Community Workers
by the same author which is to be published by Open University Press in the
Spring of 1992. This second book contains a set of training materials that
examine health and welfare strategies in relation to families in poverty.



POVERTY: SETTING THE
SCENE

INTRODUCTION

In the last decade poverty levels have dramatically riren in the United
Kingdom, particularly among families with children. Poor families are the
main users of social services and place high demands on health services,
housing departments and voluntary organizations. But 'poverty' and 'the

poor' are not neutral terms. They are highly controversial terms whose
meanings are shaped by beliefs and current opinion about Cie nature and
cause of poverty. Without doubt, there has been a revival of interest in the
term 'poverty' in the last decade. As the effects of high levels of unemploy-
ment, low pa-, regressive taxation policies, and changes to housing, health
and social-security policies on families have become visible, poverty has
once again found a place on the political agenda. Not only have poverty
levels risen, but the climate in which families look after their health has
changed. Cuts in public expenditure and extensive restructuring of the
welfare state have rolled back the frontiers of the welfare state, placing
responsibility for health and welfare firmly back with the family and
individual. Self-help, family care and reliance on private and voluntary
agencies are strong threads running through policies of the last decade.

Health and welfare workers are increasingly confronting complex and
controversial issues relating to poverty) Poverty and health are intrinsi-
cally linked. Not only are the poor more likely to suffer ill health and
premature death, but poor health and disability are themselves recognized
to be causes of poverty. Whilst there have been undeniable improvements in
health in the post-war years, inequalities in health have widened, with the
poor experiencing the fewest improvements in health. Although there is a
growing acknowledgement that poverty is linked to health, much health
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and welfare practice fails to have any strategic impact on family poverty
The historical development of many health and welfare professions has
resulted in practice based on finding individual solutions to the problems of
poor health and poverty. Fieldwork responses are often fragmented, with
each agency focusing on a separate set of presenting problems rather than on
the problem of poverty itself. Moreover, the same policies that have reduced
the resources for families to care have also made it increasingly difficult for
health and welfare work to break out of models of intervention that
concentrate on individual behaviour, and towards models that acknowledge
the social and economic consequences of poverty for family life.

Health and welfare workers' beliefs about the nature and causes of
poverty influence how they work at two levels. At t' individual level, their
beliefs influence what they do and how they treat ients. At the organiza-
tional level, social and political beliefs about poverty shape the boundaries
and objectives of their agencies. Moreover, how poverty is conceptualized
influences who is identified and counted as being 'poor'. The fact that
poverty is an everyday reality for a growing number of families means that
work with families needs to be based on a clear understanding of the
meaning, causes and dimensions of poverty in Britain today.

This chapter aims to provide those who are concerned with the health of
families with young children with a greater understanding of the issues
surrounding poverty. To set the scene for the rest of the book, this chapter
will cover the following areas:

Concepts of poverty: discussing the different meanings that are associ-
ated with the term poverty, and the importance of seeing poverty as a
relative concept.
Measuring poverty: examining the problems inherent in measuring
whom we identify and count as 'poor'.
Patterns of poverty in the United Kingdom today: highlighting how
poverty is not evenly distributed between different social groups.
The causes of relative poverty in the United Kingdom (UK).

WHAT IS POVERTY?

Before any assessment of the extent and dimensions of poverty in the UK
can be made, it is important to clarify wIlat we mean by the term 'poverty'.
A number of different meanings have been given to the term, and there has
been considerable controversy about which is the most acceptable way to
define it.

There appear to be two broad w'yc nf viewing poverty as an absolute
concept, and as a relative coni ept. These ccepts are based on different
ways of seeing people's needs2 a affect views about what resources should
he allocated to the poor. Page 9 gives some key definitions of poverty.

1 .1
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Some key definittorm of poverty

Families are in poverty when their incomes are 'insufficient to
obtain the minimum necessities for the maintenance of physical
efficiency'.

B. S. Rowntree, 19413

Individuals, families, and groups can be said to be in poverty when
they lack the resources to obtain the types of diet, participate in
the activities and have the living conditions and amenities which
are customaiy, or at least widely encouraged or approved, in the
societies to which they belong.

P. Townsend, 19794

Persons are beset by poverty when 'resources are so small as to
exclude them from the minimum acceptable way of life of the
Member State in which they live'.

Council of Ministers, EEC, 1981s

. . . A family is in poverty if it cannot afford to eat.
K. Joseph and J. Sumption, 19796

ABSOLUTE POVERTY

The concept of absolute poverty, sometimes known as primary poverty, was
developed in the late nineteenth century when government and ruling
groups felt under pressure to define the minimum needs of the poor in and
outside poor-law institutions. This concept is closely associated with the
work of the social reformer Seebohm Rowntree.

The concept of absolute poverty rests on the idea that it is possible to
define a minimum standard for physical survival, and that thc needs of the
poor do not change through time. These ideas were adopted in William
Beveridge's plans for the post-war social-security system (against
Rowntree's advice) and formed the basis of national assistance (later supple-
mentary benefit and now income support). The national assistance scheme
was designed to keep those dependent on it out of poverty and appears to
have been set at a minimum level of subsistence.

The concept of absolute poverty remains a powerful one in the UK today
and is thought by many social scientists to be the basis for the social-
security system. The concept still has many supporters (although few in
academic circles) and is often used to argue that there is no real poverty in
Britain today. ln a speech entitled 'The end of the line for poverty' (May,
1989) John Moore, Social Security Secretary, said poverty in thc 'old and
absolute sense of hunger and want' had been wiped out. He suggests that, if
poverty, as defined by the Victorian social reformers, does not exist, then it
is no longer useful to speak ot it.'
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Critics of this view object to the assertion that poverty should be defined
narrowly in terms of nineteenth-century Britain. Poverty is not only about
what you need to avoid dying from starvation and cold, but the conditions
you need to stay healthy and participate in the society in which you need to
live. Although the concept of absolute poverty has applicability in parts of
the Developing World, where famine is an overriding concern, an alterna-
tive concept is needed to assess poverty in the Western world in the 1990s:

Poor people in Britain are not, of course, as poor as those in the Third
World, but their poverty is real enough nonetheless. For poverty is a
relative as well as an absolute concept. It exists even in a relatively rich
western society, if people are denied access to what is generally regarded
as a reasonable standard and quality of life in Society.8

RELATIVE POVERTY

The idea that poverty is relative to the kind of society we live in at a
particular time has been developed at length by Townsend as an alternative
to the view that poverty can be assessed in terms of the customs and
standards of a previous era, or seen in absolute terms. Absolute rises in
income are not enough if families are still unable to afford resources for
good health. Townsend suggested that people are in poverty when they:

lack the resources to obtain the type of diet, participate in the activities,
and have the living conditions and amenities which are customary, or at
least widely encouraged or approved in the society in which they
belong."

This implies that poverty is about being poor in comparison to the
standard of living of others, and about being unable to do the things that are
generally accepted as part of a way of life:

Now he is at school, and tells me about other children's bikes, and the
toys they take, and holidays, and days out with parents, and it breaks
my heart for there is nothing for him; if he has food and clothes he can
have nothing else.

(A single parent with a 5-year-old sor)'

Here, poverty is concerned with social needs as well as physical needs.
People are social beings, with social roles and relationships. Our needs arise
through these roles and relationships, as well as through our need for
physical survival. Personal accounts sug,gest that poverty hinders people in
their roles and relationships: as parents, friends, partners, active citizens, or
supportive neighbours. Household income not only determines access to
amenities, lifestyles, and choices, it also regulates access to power struc-
tures. Families on low household income often find it difficult to afford the
transport and other costs of attending local-authority council meetings,
school meetings or pressure groups meeting; thus they lose the opportunity

".t
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to challenge decisions and policies that affect them Like health, poverty is a
wider concept than the absence of physical symptoms.

The idea that poverty is relative to today's standards, and about more than
physical needs, appears to be a view shared outside as well as inside
academic circles. A MORI poll conducted for London Weekend Television
in 1983 found that, first, large numbers of the population in Britain make
decisions about what constitutes a minimum standard of living on social
criteria (for example, having enough money to buy birthday presents), and
not just on criteria for physical survival. Second, it highlighted that there is
a public consensus that necessities for living are judged on today'sstandards

and not those of the past:"

9 out of 10 people saw the following as necessities:
heating
indoor toilet (not shared)
damp-free home
a bath (not shared)
beds for everyone

2 out of 3 people saw the following as necessities:
enough money for public transport
3 meals a day for children
2 pairs of all-weather shoes and a warm winter coat
a refrigerator and washing machine
mough money for special occasions (e.g. Christmas and
birthdays)

Here we can see how financial poverty is associated with, and compounded
by, poor access to other resources. Income is a key resource for families. It
determines access to a host of other resources for health. Families with low
incomes arc least able to afford, or have access to, good housing conditions.
They have little choice about the type of accommodation they live in, or
where they live. Families in poverty are more likely to be living in rented
accommodation that is insecure, overcrowded and in poor structural con-
dition than higher-income families. Moreover, poor families are likely to
live in less hospitable areas, with poor access to safe play areas, and health,

education and leisure services. Poverty-level incomes do not enable fami-
lies to buy the foods that are thought to be important for health, or pay for
enough heating to keep homes warm and free from damp and condensation.
Families in poverty cannot afford family outings or goods that make life
more bearable and are important for mental and physical health. Families

on low incomes can often afford only poor-quality equipment and furnish-

ings that are badly designed, wear out or break quickly. For families using
credit facilities, goods may wear out or break even before they are paid for.
Cheap goods not only lack the quality of more expensive goods, but also

frequently fail to meet the same safety standards.
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Above all, poverty is an experience an experience of 'doing without'
that touches every part of life and family health care. These dimensions of
poverty, and the way they impact on the health of families, will be discussed
in future chapters.

Although the concepts of absolute poverty and relative pc.:erty are based
on different ways of seeing people's needs, they share an approach that
defines and measures poverty at the level of the household unit. The
concept of poverty we operate with is important, not only in the sense that it
affects how we view the needs of the poor, but also because it influences
how we measure the amount of poverty that exists in society.

MEASURING POVERTY

Being in poverty means not having a level of income to sustain health, and
being out of poverty means having a level of income which is compatible
with health.12The most common way to measure poverty is in terms of
household income, as income determines access to the amenities and
resources that are important for good health. There is no official poverty line
in the UK. However, if we wish to differentiate those who are poor from
their better-off copnterparts, it is necessary to draw a line between the two.
Where we draw the line depends on how we define poverty and what we
view as a minimum level of income and standard of living for families and
individuals.

SLIPPERY STATISTICS

Two unofficial poverty lines help to measure the level of pcrty in society
and identify those with poverty level incomes. The most extensively used
poverty line uses the level of supplementary benefit (SB) as a bench-mark of
poverty. (Although this benefit no longer exists, the latest figures available
relate to the period when supplementary benefit was available. Future
statistics are likely to use the income-support level as the poverty line.)
Although the level of benefits is, in many ways, an arbitrary figure,
represents a political decision about the distribution of wealth and, by im-
plication, health, in our society. It can be argued that this figure represents a
minimum level of income below which society believes incomes should
not fall.

A wealth of evidence suggests that the levels of supplementary benefit/
income support have been set too low to maintain family health. Research
indicates that 140 per cent of supplementary benefit/income support is a
more adequate measure of poverty and represents the cut-off point between
'poverty' and 'welfare'.13." Thus British studies traditionally define poverty
in the following terms:
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Anyone with an income on or below the level of supplementary
benefit/income support (100 per cent of benefit level) is defined as
living 'in poverty'.

Anyone with an income between 100-140 per cent of supplemen-
Itary benefit/income support is defined as living 'on the margins of
poverty'.

Figures for the numbers of individuals and households with incomes
below I 00 per cent and 140 per cent of supplementary benefit used to be
available from a set of official statistics called the Low Income Family
Statistics. These were published until 1988 (latest figures relate to 1985) by
the Department of Health and Social Security.15 Although the government
used the bench-mark of 100-140 per cent of supplementary-benefit level as
the bench-mark for low income, rather than poverty, these statistics were
frequently used as measures of poverty by anti-poverty groups and volun-
tary and statutory bodies. Poverty statistics are also often used as a way of
measuring the performance of a government. It is hardly surprising there-
fore that poverty statistics arc politically sensitive and the subject of much
controversy. As poverty levels began to rise substantially in the 1980s, the
government became increasingly sensitive over the use of the Low Income
Family Statistics. They argued that they were not an accurate measure of
low income levels as, every time they increased the rate of supplementary
benefit in real terms, that is, above the rate of inflation, the number of
people defined as having a low income automatically increased as more
people found themselves with incomes on or below 140 per cent of the new
supplementary-benefit rate. The government decided not to publish the
Low Income Family Statistics after 1988, despite protests from anti-poverty
groups and the Social Services Select Committee who have both argued that
this set of statistics arc valuable and should be continued. However, the
Institute for Fiscal Studies, I6 an independent organization, has sub-
sequently published a broadly similar set of statistks based on the
supplementary-benefit levels. The government has replaced the Low In-
come Family Statistics with a set of statistics called Households Below
Average Income Statistics.

The Households Below Average Income Statistics use a new set of goal
posts to measure low income. They show how the incomes of people in the
lower half of the income distribution relate to average incomes. A measure,
based on Households Below Average Income Statistics, is now being used
by anti-poverty groups as a second poverty line. This measure uses 50 per
cent of average income as the poverty line:

Anyone with an i ncome on or below 50 per cent of average income
is defined as living 'in poverty'.

Anyone with an income between 50-60 per cent of ayem lgc
income is defined as 'on the margins of poverty'.
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There are advantages and disadvantages to using both poverty lines.
Using the level of supplementary benefit/income support as a poverty line is
useful because it uses the benefit-assessment unit (the family) as the unit of
measure. This is generally thought to be more appropriate than using the
household as the unit of measure (as used in the Households Below Average
Income Statistics), as more than one family unit, with different income
levels may live in a household. Using the level of supplementary benefit/
income support also allows us to measure how many people have incomes
below a minimum level that is set by government. However, a drawback is
that any poverty statistics using this measure after 1988 are.not based on an
official set of government statistics and thus are less likely to be acceptable
to government.

The second poverty line below 50 per cent of average income has an
advantage in that it can be calculated from an official set of government
figures. Moreover, it is a poverty line that is used by the European Com-
munity; thus European comparisons are now easier. However, this second
measure has the drawback that it uses household income, as opposed to
family income, as the unit of measure. The Institute for Fiscal Studies has
calculated that, by using this unit, the figures grossly underesti:nate the
numbers of people living on or below 50-60 per cent of average income."
Furthermore, using this poverty line means that, if average incomes fall, the
figures would show a fall in the number of people in poverty, evei. though
those in poverty may be worse off in real terms. Both poverty lines can be
criticized because they are based on levels of income that are unacceptably
low. The level of benefit and 50 per cent of average income are both very low
levels of income. As wc shall see in later chapters, they do not allow families
to have access to the level of resources that they need for their health.
Furthermore, both poverty lines do not address such questions as the
distribution of poverty between different ethnic groups, between men and
women or between members of the same family or household. Nor do they
give us any information about the numbers of poor people who are home-
less. As we shall see in this chapter, poverty levels diffet significantly
between these groups.

PATTERNS OF POVERTY

As there is no ont straightforward way to measure poverty, this section will
use both poverty lines to show current poverty levels and the distribution of
poverty between different groups. The figures show us that, regardless of
which poverty hne we use, there has been a substantial rise in the number
of people in poverty since 1979. From 1979 to 1987 the percentage of the
population with incomes on oi below a 140 per cent of supplementary
benefit increased from 22 per cent to 28 pei cent. In the same period, the
percentage of people with incomes on or below 60 per cent of average
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FIGURE 1.1 Numbers (thousands) and percentages of people living on or
below margins of poverty in Britain, 1979 and 1987
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benefit or below or below
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; benefit or below

50 per cent of average income .
or below

15,360
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Sources: Johnson, P. and Webb, S. (19901. Poverty in Official Statistics. Institute for Fiscal
Studies Commentary no. 24. London, Institute for Fiscal Studies.
Department of Social Security119901. Households Below Average Income Statistics. London,

HMSO.

income increased from 20 per cent to 30 per cent of the population (see
figure 1.1).

The figures indicate different levels of poverty because they are measur-
ing different things. The measure of 100-140 per cent of supplementary
benefit indicates that, since 1979, more people have an income that falls
below a minimum level. Although a slight rise in the value of supplemen-
tary benefit in this period accounts for some of this increase, it cannot
explain it all. The Institute for Fiscal Studiest8 suggest that two-thirds of
this increase are due to a rise in the number of people who are unemployed.
By using the measure, 50 per cent of average earnings, we can see that more
people have incomes that fall below the average income in 1987 than in
1979. Although average incomes have risen sharply in this period, the
poorest groups have not benefited as much as better-off groups. Whilst
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FIGURE 1.2 Proportion of people living in poverty (using 50 per cent of
average income as the poverty line) by family type, 1987
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no children

41 per cent: Married couples with
children

les,

/111k
Wr16 per cent Single peoplee

without
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Source: Department of Social Security 119001 Households Below Avera,ge Income Statistics.
London, HMSO.

average incomes have risen by 23 per cent, the incomes of the poorest 10 per
cent of the population have only risen by 0.1 per cent (both figures are after
housing costs).19

WHO ARE THE POOR?

Poverty is not evenly distributed between groups. The way society is
organized and the effects of social policies render certain groups of people
vulnerable to poverty. The data tells us that unemployed and low-paid
people. sick people, people with disabilities, older adults and families with
children made up the main groups living in poverty in the UK in 1987.

A significant feature of the 1980s is the fact that there has been a
redistribution of poverty among those groups of people most vulnerable to
it. The burden of poverty has shifted away from older people on to families
with young children. Figure 1.2 shows the distribution ofpoverty by family
type in 1987. Although the numbers of older people in poverty has remained
much the same since 1979, they now form a smaller proportion of people
living in, or on, the margins of poverty. There are several reasons for this.
First, state pensions have fared slightly better than other state benefits in
recent years; and in addition, a growing number of older people have
occupational pensions to supplement their state pension. Second, high
unemployment has dramatically increased the number of people of non-
pensionable age in poverty, a growing number of whom live in families with
dependent children and rely on state benefits, set at subsistence levels, as
their main source of income.

'The figures also tell us that the number of children living in families with



POVERTY: SETTING THE SCENE 17

incomes on or below the margins of poverty has increased significantly. At
a crucial time in their lives a substantial number of children are living in or
on the margins of poverty:

LIFrom 1979 to 1967 the percentage of children living in families on
or below 140 per cent of supplementary benefit level increased
from 18 per cent (2,370,000) to 30 per cent (3,610,000) of all
children in 1987.

From 1979 to 1987 the proportion of children living in families
with incomes below 50 per cent of average income increased from
12 per cent (1,620,000) to 26 per cent (3,090,000) in 1987.

To understand the changing pattern of poverty in Britain, we need to look
at the effect that family structure, and the divisions of gender and 'race'
have on family income and the distribution of resources between family
members.

FAMILY STRUCTURE, GENDER AND 'RACE'

A growing proportion of the poor can he found among families headed by
lone parents. One-parent families appear to be more likely than two-parent
families to be in poverty. Although the proportion of lone-parent families is
still relatively small (14 per cent of all families with dependent children),
the proportion is growing rapidly. Since 1961 the number has doubled as
there has been an increase in the number of births to single mothers and a
rising divorce rate.2° Changing marriage and divorce patterns mean that
parents and children are likely to move in and out of one-parent families
over a period of time. Although only a small minority of children live in one-
parent families at any one time, many more will experience life in a lone-
parent family during their childhood and adolescent years. By implication,
this means that a growing proportion of children will spend part of their
formative years living in, or on the margins of, poverty.

In 1987, 70 per cent of children in one-parent families compared to
13 per cent of children in two-parent families were living in, or on
the margins of, poverty (using 100-140 per cent of SB as measure).

The average total weekly income for a lone-parent family in 1986
was less than half (40 per cent) of that of a comparable two-parent
family, yet the major expenses .f housing, food and costs relating
to children were likely to be th, same.21

The influence of family structure on income is compounded by gender
and 'race inequalities. The high proportion of one-parent families depen-
dent on means-tested benefits is primarily due to the fact that the majority
ot lone parents (90 per cent) are women. Women's poorer access to the
labour market and well-paid jobs, coupled with childcare costs, means that

LI
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many lone mothers (53 per cent) are forced to rely on means-tested benefits.
In general, lone fathers are more able than lone mothers to continue to earn
a reasonable income after separation, due to their higher status and higher
pay in the labour market. Lone motly!rs from Black and minority ethnic
groups share many of the economic and social penalties of lone motherhood
with white lone mothers but face the additional penalties that stem from
the daily experience of racism. Personal and institutional racism appears to
reduce the income of Black and minority ethnic women even further,
increasing their propensity towards poverty. The tendency to treat Black
families as pathological (particularly families with Black lone mothers) still
persists and needs to be seen as a further factor that oppresses Black worn,:n
and their children.

The differences in income between one- and two-parent families have
been much more clearly documented than the differences within families.
Statistics ignore the fact that poverty can occur within families whose
income brings them above the poverty line. This phenomenon is often
referred to as hidden poverty. The victims of hidden poverty are usually
women.22 Poverty is not a gender-neutral term. Research has shown
that, even in high-income families, women can be poor within marriage
regardless of their male partners' income.23

Personally, I feel better off. Although we've got a lot less money in the
family I feel better off because I can control it, you know. When I was
married he used to give me so much a week and if I wanted anything
else, I had to go and ask him and then say what it was, where it was, and
how much it cost and then he may say, 'No, you can't have So I feel a
lot better off.

(A separated mother with two children,
living on supplementary benefit)24

In and out of marriage, women's household and family responsibilities,
and their position in the economy, make them particularly vulnerable to
poverty. Some authors suggest that this is a recent phenomenon a
'feminization' of poverty where the burden of poverty has shifted from men
to women.2r' Other authors suggest that female pm:erty has been a constant
fact, and that women's poverty, previously invisible, is now becoming more
clearly seen.26 Women not only experience more poverty than men but also
face the tasks of managing scarce resources within the family, and protect-
ing other family members from poverty's worst elements (see chapters 3, 4,
5 and 6). Women's poverty and their primary responsibility for caring makes
them especially vulnerable to ill health.

Whilst women's poverty has been fairly well documented, far less atten
tkin has been paid to the relationshii between 'race' and poverty. The
paucity of information on the effect ot 'race' on family income is notable
and symbolic of research's failure to acknowledge 'race as an important
dimension of inequality.

01.
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Black and minority ethnic groups have a greater-than-average likelihood
of being on low income. Employment discrimination reduces access to
employment and well-paid jobs, forcing a high proportion of ethnic-
minority families to rely on social-security benefits set at subsistence
levels. Many people from Black and minority ethnic groups report diffi-
culties in claiming social-security benefits. A number of surveys have
shown that underclaiming of benefits is higher among Black people than
white people. Racist assumptions operate in the benefit system. Access to
social-security benefits and other material resources is dependent on the
attitudes and values of social-security staff. Racist attitudes affect both
the availability of information about entitlements, and decisions about the
allocation of entitlements. Lack of information about the social-security
system and the complexities of the system itself have been shown to be the
main set of barriers to Black and minority ethnic groups.27 Assumptions
about the needs and resources of Black and minority ethnic families act as
further barriers to claimants. It is still wrongly assumed that Black and
minority ethnic groups are responsible for their own poverty. Social-
security decisions also appear to be based on misconceptions about the
organization of family and community networks. For example, claims have
been invalidated because social-security staff have assumed that among
Asian groups other farmly or community members can provide financial
help. Racist assumptions also affect the access and allocation of other
resources. For Black and minority ethnic groups poverty is often com-
pounded by poor housing, poor health care and inner-city residence, as well
as the personal experience of living in a climate of hostility.

CAUSES OF POVERTY

It is clear that, despite several years of economic growth, poverty is on the
increase among families with young children. The 1980s were a decade of
poverty amidst plenty. A key question for health and welfare workers,
politicians, and policy-makers alike is 'What creates poverty in a relatively
prosperous industrial society?' How we answer this question depends on
our beliefs about the nature of poverty. The answer, in turn, affects the
emphasis that policy-makers and politicians place on tackling poverty, and
how health and welfare workers respond to the needs of their clients.

Dominant explanations in the past have regarded poverty as a conse-
quence of the moral weakness or the psychological or social inadequacy of
individuals.28 Moralistic overtones are still present, enc: sulated in the
image of the 'welfare scrounger' and the attitude that the welfare state
removes the incentive for people to help themselves. However, there is
evidence to suggest that both public opinion,29 and the opinion of some
welfare workers" are inclined to identify social and economic factors as the



20 POVERTY AND HEALTH

cause of poverty. An ever-increasing amount of research and literature
clearly identifies poverty with social and economic causes.

The way society is organized and the effect of social and economic
policies influence the conditions under which people live and work and the
amount of support available to enable people to meet their health and social
needs. Family responsibilities, lone parenthood, old age and disability
create extra needs: additional heating, suitable and easily accessible forms
of transport, enough money for suitable clothing, safe and appropriate
housing. The following four sub-sections will examine how high levels of
unemployment, low pay, disability and taxation policies reduce theability
of many families with dependent children to meet their financial and
material needs. The failure of the social-securit y benefits system to act as an
adequate safety net at times of unemployment, low pay and disability will
be discussed within these sub-sections.

UNEMPLOYMENT

Unemployment is still a major cause of poverty today. The real recent
collapse of employment occurred in the early 1980s, when the effects of a
world recession and a Conservative goverr ment's economic policies hit the
job market.31 There has been a fall in the official unemployment count since
1986, and the unemployment figure for May 1990 was 1.6 million.32 It is
suggested that the extent of the problem has been obscured: first, by the way
government has changed the method of counting the unemployed; and
second, by the fact that the unemployment figures do not take account of
the number of people who are on government employment and training
schemes.33 The unemployment figures are another example of 'slippery
statistics'.

The government has changed its method of counting the un-
employed 24 times in the nine years between 1979 and 1988. The
aggregate effect has reduced the figures significantly.34

New benefit regulations reduced the court' by 90,000 in April
1988, when under-I8-year-olds were no longer eligible for income
upport.

The burden of unemployment is not equally shared out among the
population. Certain areas of the country andgroups of individuals bear the
brunt of the problem. A northsouth divide remains, with the north of the
country, Scotland and Northern Ireland having a considerably higher unem-
ployment rate than the south. Some occupations have been affected more
than others. Manual jobs in manufacturing industry and parts of the service
sector have been particularly affected. Individuals with characteristics
perceived as 'attractive' by employers (young, white, experienced workers
with good health and qualifications) are likely to have the least risk of
unemployment.35

2 f;
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The risk of unemployment is also related to gender. Women's unemploy-
ment has increased faster than male unemployment in the decade. Whereas
male unemployment began to level off after 1983, women's unemployment
continued to rise until 1986.

11
In February 1989, women's unemployment remained higher than
men's at 9.1 per cent of the female population, compared to 7.1 per
cent.for men (seasonally unadjusted figures).36

Divisions of labour operate within paid employment. Women, unlike
men, are not found across the spectrum of employment. Women are
concentrated in a much narrower band of occupations than men. Women
tend to be concentrated in jobs in caring and servicing, particularly jobs in
the cleaning, clothing, hospital and clerical sectors. Women's employment
tends to be different from men's employment in that it tends to be low paid,
insecure and part-time. Cuts in public expenditure have had a significant
effect on women's employment levels. The public-service sector (for exam-

ple, the National Health Service, social-services departments, education
services) is a large employer of women. First, spending cuts in these areas
have reduced the number of jobs available to women. Second, cuts have
reduced the numbers of day-nursery places; reduced pre-school provision;
and increased the need for the sick, physically and mentally disabled, and
old to be cared for at home. The result is to reduce women'sopportunities to
take up paid employment even further, as well as to increase the amount of
unpaid domestic work for women.37

The risk of unemployment is also related to 'race'. Unemployment levels
are higher among Black people. For example, people of West Indian origin
have an unemployment rate twice that of the white population, while
people of Pakistani and Bangladeshi origin have an unemployment rate
three times as high. In addition, the more qualifications Black workers have
appears to increase their relative disadvantage in the labour market. For
example, highly qualified Pakistani and Bangladeshi men have an un-
employment rate four times that of similarly qualified white workers.38
Individual and institutional racism reduces the employment prospects of

Black people, regardless of their qualifications and level of skill.
Black women face the dual oppression of sexism and racism in the labour

market. They experience a different position in the labour market to both
white women and men of all races." Black women tend to be in jobs with
the lowest pay and the poorest conditions. Phizacklea has suggested that
Black women, who form a reserve army of labour, are both made redundant
quickly during a recession and re-employed faster when the economy
improves.40 Black women tend to have high levels of participation in the
labour market. This is thought to be related, in part, to the low wages of
Black men. Homeworking is particularly common among women from
Black and minority ethnic groups, particularly women from Asian groups.
These jobs tend to be the lowest paid, least secure of all jobs, but allow
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women who face the greatest discrimination idthe labour market and the
poorest access to childcare resources to earn a wage that helps to raise the
poverty-level incomes of their partners.

The unemployment figures reflect a picture of a particular moment in
time. However, the uhemployed are not a static mass of people. People
move in and out of employment continuously. As a result, unemployment
affects more families than the statistics suggest. A large number of people
will experience a period of unemployment, and therefore poverty, at some
time in their lives. Berthoud's study highlighted that there is no poorer
group of people than unemployed couples with children, with the exception
of the down-and-out homeless.41 The unemployed are heavily dependent on
income support. Having children incurs extra costs, yet income support
rates remain too low to meet the costs of a child. The Child Poverty Action
Group has calculated and published the minimum direct costs of providing
children with food, clothing and other bare necessities and compared these
costs with the personal allowances made to children through the income-
support scheme.41 For children of all ages the income-support allowances
for children fall short of the estimated minimum costs of children.

Child benefit, the only non-means-tested payment made to families, has
been shown to be an important source of additional income to mothers.43
Yet, in 1990 it was frozen at 1987 rates for the third year running. Long-term
unemployed families experience the worst poverty because clothes and
household goods eventually need to be replaced. People classified as long-
term unemployed no longer receive a higher rate of benefit, and the discon-
tinuation of single payments to benefit claimants makes it particularly
difficult to meet everyday living costs.

Since the introduction of the new income-support scheme in April 1988,
claimants of income support have to cover costs which were previously met
by the old supplementary-benefit scheme. These new costs include 20 per
cent of water rates, household maintenance and insurance, and part of the
poll tax. In addition, income-support claimants are no longer entitled to
claim grants from the Department of Social Security (DSS) for essential
items such as a bed or a cooker. The non-repayable single-payment scheme
has been replaced by a money loan scheme. Loans are repayable through
weekly deductions from benefit of between 15-25 per cent of the cost of the
loan. There is no automatic right toa loan, with loan decisions depending on
how a local social-fund manager views the merits of a case, and how much
money is available at the time in the cash-limited social fund. Debt
problems are likely to increase as more unemployed families are forced to
use credit or borrow to cope with daily money-management problems.

LOW PAY

Low pay is now the biggest single cause of poverty in Britain today:14 Like
the definition of poverty, the definition of low pay is controversial and

2 0
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influences who is identified as 'low paid'. There are several definitions of
low pay, all of which rest on the idea of a 'decency threshold', belowwhich
wages are classified as low pay. Some of these definitions, for instance the
Low Pay Unit's definition, are based on relative levels of earnings, while
others are based on absolute levels, such as family credit.

Many people move between unemployment and low-paid jobs. Whatever
has happened to unemployment in the past decade, the problems of low pay
continue to increase.

Since 1979, the number of low-paid adult workers has increased
from 38 per cent to around 48 per cent of the workforce.45

If the Low Pay Unit's definition of low pay as two-thirds of the median
male wage or below an hourly rate of £3.80 (1989 figure) is used, approxi-
mately 9 million workers are low paid (see table 1.1).

The majority of Britain's low paid are women who make up two-thirds of
the low paid. Women are less likely to be in well-paid jobs than men. They
are also more likely to be in less secure part-time jobs, which fit in with their
domestic and child care responsibility within the home. Four out of five
women working part-time earn low wages. Unlike men, many women are
unable to boost their pay by working overtime. Furthermore, women earn
lower wages than men (around three-quarters of men's wages), whether they
are in part-time or full-time jobs. Women'sconcentration in low-paid work
results in particular hardship for Ione mothers and families that rely on the
woman to boost the family income. Women's low wages help to cushion
their families from the impact of male low pay and have the effect of keeping
many families out of poverty.46

A gap in the official statistics is an absence of any data on the earnings of
different ethnic groups. However, evidence from a survey by the Policy
Studies Institute suggests that Asian and West Indian men earned wages
15 per cent lower than white men.47

The social-security benefit, family credit, which replaced family income
supplement in April 1988, is a means-tested benefit to help families on low
income. Although many families may be entitled to this benefit, take up is
very low. In September 1987 only a third of those thought to be entitled to
family credit were receiving it.4" Those that do claim it may find themselves

TABLE 1.1 Numbers and proportions of low-paid workers

How many people are low paid?

5 million full-time workers
4 million part-time workers
80 per cent of all part-time workers
66 per cent of all women workers

Source Winyard, S. and Pond, C. 119891 Ten Years () ri The Pow 1>e(ade Loodon, Low Pay

Unit
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in the 'poverty trap', where any rise in earnings results in lower income due
to withdrawal of part or all of benefit payments, or an increase in taxation.
Lone mothers in part-time and low-paid work are most likely to find
themselves in this situation.

As a single parent I don't earn enough to manage. As a nurse I'm poorly
paid anyway. I'm in this poverty trap ill earn over a certain amount
I'm not entitled to any benefits.

(A single mother cf two children)49

DISABILITY

Families of people with disabilities suffer a disproportionate risk of poverty.
Disability and low income are closely linked. Disability creates extra needs:
the need for extra heating, special food, transport, special aids equipment
and additional clothing. These extra needs incur costs which are above the
costs incurred by families which have no people with disabilities:

The first Office of Population Censuses and Surveys (OPCS)
survey of disability in Britain found that families with disabled
children incurred regular additional average expenditures of £4.55
per week in the case of children with low disability scores and
£12.53 per week for families with children with high disability
scores.50

Yet many families of people with disabilities do not have incomes to
cover these extra costs adequately. The 1988 OPCS survey of disability
highlighted that families with people with disabilities have lower incomes
than other equivalent families. For example, families containing adults of
working age with disabilities had incomes that were only 72 per cent of the
incomes of other equivalent families. Moreover, 34 per cent of families with
adults of working age with disabilities had incomes below half the average
income for the general population, compared to 23 per cent of equivalent
non-disabled families."

Income from employment is often restricted for adults with disabilities
and members of their families. Many adults are prevented from working
because of limited job opportunities for people with disabilities or because
of the severity of their disability. Those who are employed are often in low-
paid jobs or have low incomes because they work restricted hours due to
their disability. Many relatives of people with disabilities, particularly
women, also suffer loss of earnings. Caring for a child or adult with
disabilities may make it difficult to go out to work. Relatives who are able to
work may suffer loss of earnings due to the need to restrict working hours in
order to carry out caring activities. Career moves that entail extra work,
working away from home or job mobility may also be restricted.

Reduced access to income through employment, the absence of a corn-
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prehensive disability income and the inadequacy of benefits such as the
invalidity benefit and attendance allowance means that many families with
people with disabilities have to rely on means-tested social-security bene-
fits. Yet means-tested benefits have received the harshest cuts in recent
years. As a result of changes to supplementary benefit, housing benefit, and
family income supplement, 80,000 sick and disabled people under pension-
able age are worse off.52 Families of children with disabilities in particular
lose out under the new income-support scheme. The disabled child's
premium is very small (£6.15 per week in 1989) and can be claimed only if
the child is in receipt of attendance or mobility allowance or is registered
blind. As some children are under the age limit for attendance or mobility
allowance, they do not qualify for this premium, regardless of the severity of
their disability. Until social-security benefits are based on need, rather than
type of disability, age or place of occurrence, and until a comprehensive
disability-income scheme exists, many families of people with disabilities
will continue to live in or on the margins of poverty or have incomes that are
significantly below those of equivalent other families.

TAXATION

The amount of taxation levied by government on individuals affects the
amount of available income they have to spend on family health. Changes
to direct taxation (income tax and national insurance contributions) be-
tween 1979 and 1988 have had the net effect of increasing the proportion of
earnings taken in tax from the low paid. Hill's analysis of the combined
effect of changes to direct taxation and benefits since the tax year 1978-9
indicates that the bottom 60 per cent of the income distribution have a
weekly net loss, while the top 30 per cent have gained.53 Indirect taxation
(VAT, taxes on alcohol, tobacco and petrol) may also affect the poor
disproportionately, although there has been little research in this area.

CONCLUSION AND IMPLICATIONS FOR
PRACTICE

Three key points emerge from this chapter. First, it is important that those
concerned with the health and welfare of families see poverty as a relative
concept. As a relative concept, poverty becomes an issue that concerns
more than minimum physical needs. It informs us that poverty creates
social and emotional needs, relative powerlessness, and lack of freedom.
Second, the research evidence and government statistics indicate that
poverty is on the increase, particularly among families with young children.
A t the most crucial period in family li:e, an increasing number of parents
and children are experiencing living conditions and levels of financial
hardship that are not compatible with good health. Third, poverty stems
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from the way society is organized, and the effect of social and economic
policies. Individual behaviour or characteristics cannot account for rising
poverty levels. Social and economic policies do not affect all individuals and
families equally. Some groups appear to benefit from these policies, whilst
others, notably low-income groups, women of all ethnic groups, Black and
minority ethnic groups of both sexes, and people with disabilities become
further disadvantaged. Last, the causes of poverty indicate that the solu-
timis to poverty are social and economic. The solutions involve not only
increases in income for vulnerable groups, but a fundamental redistribution
of wealth in society.

This chapter has documented the growing problem of poverty in Britain.
Whilst poverty is once again a political 'hot potato', policies to reduce the
level of poverty have failed to appear on the government's agenda during the
last decade. The impact of poverty on families indicates that health and
welfare workers cannot ignore the consequences of poverty for their clients,
or the links between fieldwork practice and social and economic policies.

The structural nature of poverty may leave many health and welfare
workers feeling helpless, or feeling that tackling poverty is beyond their
remit. But poverty must be a central concern for fieldworkers. A substantial
and growing area of health and welfare work is a reactive response to the
impact of poverty on family life. Policies and interventions to reduce
poverty are important in their own right - all families have an equal right to
a level of financial and material resources to sustain family life. But poverty
also has health costs - it affects the health and well-being of those who
experience it. The following chapter will examine the current evidence on
the relationship between poverty and health. It will place this evidence
within a framework that will help those who work with families to develop
their understanding of how poverty undermines health. It will show the
scope there is for health and welfare work to help families fight the causes of
poverty and avoid its worst effects.
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2 POVERTY: THE HEALTH
HAZARD

INTRODUCTION

Chapter 1 pointed to the scale of poverty and material deprivation in
families with children in Britain. The fact that a growing number of famfics
with children are forced to live in these circumstances means that those
who are concerned with the welfare of families cannot afford to ignore the
social and economic circumstances of their clients. The daily experience of
'doing without' not only brings material hardships but also the health costs
of poverty. For health and welfare workers, the key question to be asked and
answered is 'What are the links between poverty and health?'

The health costs of poverty have been documented in studies from as
early as the 1830s and 1840s, when Chadwick carried out the first system-
atic investigation of the health effects of poverty) This and other
studies2.3 have not only documented a clear association between poverty
and health, they also point to clear health differences between social groups:
between people of different social classes, between men and women, and
between people of different ethnic groups. Whilst public-health measures
and rises in living standards have done much to improve the health and life
expectancy of the population, social inequalities in health persist. More-
over, these studies indicate that inequalities in health have not only
persisted but have widened. The health status of poor social groups has
failed to improve as fast as other groups.

Although studies have indicated a clear link between poverty and poor
health, they have failed to address the nature of the link itself. Whilst the
nature of the link between health and poverty is a crucial issue for field-
workers, social research has been rying to address another (but related)
question. ft has been primarily cm. cerned with the relationship between

I
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social position (social class, gender and 'race's and health. This focus on
social position and health initially appears to be a major drawback.
However, if we examine the data more closely, we can glean a lot of useful
information about the health experiences of low-income groups. First,
research on social position captures how inter-relating factors, such as
income, housing and employment status affect health. For it is the whole
complex of factors that make up people's lives that impact on their health.
Second, social position is a good proxy measure for income and access to
material resources. Focusing on working-class md Black people's experi-
ences through social position provides a very approximate way of looking, at
the macro level, how low income links with a cluster of disadvantages
associated with poor health. An analysis of gender patterns extends our
understanding by sharpening our appreciation of how paid and unpaid work
patterns and conditions, not adequately reflected by social class, appear to
be important. Furthermore, it reflects how complex these health patterns
are. Poverty and low social position go hand in hand.

This chapter will examine the key question 'How does poverty affect
health?' To attempt to answer this question the chapter will examine the
following areas:

Patterns of health according to social position: The chapter will use the
wealth of data on social position and health to document how social
class, gender, and 'race' are linked to both the income and income support
patterns we observed in chapter I and the health status of poor families.
The relationship between income and health: Examining how income
can help us to understand what it is about social position that shapes
people's health status. Here the chapter will focus On how income
determines access to key health resources, and offer some tentative
reasons why social class inequalities have widened, contrary to popular
expectations.
The processes by which poverty affects health: Here the chapter will
draw together the information we have on poverty and health into a
framework which helps us to understand how poverty shapes health in
complex ways. The framework emphasizes three inter-linking processes:
physiological, psychological, and behaviouraLl

This information helps us to question many current beliefs about the
causes of ill health among low-income g. 'nips. It illustrates that the health
of poor families is not within their personal control and is the outcome of
low income and poor access to health resources.

PATTERNS OF HEALTH BY SOCIAL POSITION

Peopk vary tn health as they vary in every other aspect of their lives. When
we examine the area of inequalities in health we are generally focusing not
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on health differences that are the outcome of natural genetic variation or
personality, but health differences that are shaped by social and economic
factors. The concept of health inequalities carries with it the idea that
health differences due to social and economic disadvantage are unjust. At a
meeting on social justice, the World Health Organization (1984)5 stated that
in health terms: 'everyone should have the same .opportunity to attain the
highest level of health and, more pragmatically, none should be unduly
disadvantaged.'

Indicators of health and 'llness tell us clearly that some groups are
disadvantaged, with some groups experiencing far worse health than others.
Measuring this difference in health experience is almost as problematical as
measuring poverty. It involves measures of health status and measures of
inequality. In trying to measure the first of these concepts, health, there has
been a trend away from medical models of health that equate health with
the absence of disease, towards broader models that encompass physical,
psychological and social well-being:

The World Health Organization (1978)defines health as 'a state of

complete physical, psychological, and social well-being ad not
merely the absence of disease and infirmity'.°

The Royal College of General Practitioners (19721 defines health
as 'a satisfacwry adjustment of the individual to the environ-
ment':

It has been difficult to develop indicators of health that reflect this new
thinking. Concepts such as 'well-heing' and 'adjustment to the environ-
ment' are very difficult to measure in a meaningful statistical way. The
most reliable measures of health are, in fact, measures of ill health that stem
from a medical model. Whilst most fieldworkers are happier with a broader,
social model of health, mortality (death) rates and morbidity (illness) rates
remain the most used, surrogate indicators ot health for practical reasons.
The Office of Populations Census and Surveys (OPCS) has provided statisti-
cal information on mortality and aspects of morbidity for years. Reflecting
the shift from a medical (health and the absence of disease) approach to
health to a more social model, there has been a proliferation of new
measures and surveys that aim to assess the more subjective elements of
physical, psychological and social health. Important examples arc the
Health and Lifestyles Survey,8 the General Health Questionnaire and the
Nottingham Health Profile)" Although intended to complement rather
than replace the traditional indicators that provide hard data, many of these
new tools appear promising as alternative measures of health status. They
will become more useful as comparp,ons over time become available, and
they begin to provide information on a range of health fact, In, that have not
been available before. From necessity this chapter will rely on OPCS data
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predominantly, complementing these data with data from the newer types
of studies where appropriate.

New measures of health and illness suggest that health is related to a host
of social factors, including education, occupation, income, housing tenure
and conditions, car ownership and environmental conditions. A person's
relationship to these social factors appears to be strongly related to his/her
social class, gender and 'race'. Differences in health experience and life
expectancy between people of different social classes, between people of
different ethnic groups, and between men and women are the most distinc-
tive form of health inequalities in Britain today. The next three sub-sections
will discuss each of these forms of health inequality in turn.

SOCIAL CLASS AND HEALTH

Social class is the most widely used indicator of the social and economic
circumstances of individuals. It is used to distinguish groups who are
thought to share a common way of life and a common level of resources.
Social class is a central cow-ept in the study of health inequalities as it is
used to show how social and economic circumstances are related to the
health experiences, and expectations, of individuals. Although a number of
factors, such as income, type of housing and education play a part in
determining a person's social class, occupation has generally been thought
to he the best indicator of socio-economic status. Occupation does not
simply indicate type of work hut also implies working conditions, level of
pay, access to fringe benefits and, therefore, access to other resources. Thus
it can be said to also be related to income, housing status and education. The
most common social classification used in British surveys is based on the
Registrar-General's classification of occupations (see table 2.1).

When people are allocated to a social class, their gender and position in
the household determine where they are placed. In most health studies,
while men's social class is directly related to their occupation, women's and
children's social class is indirectly ascribed:

1 _I Men are allocated a social class according to their own occupation.

Married women are ascribed the social class of their husband.

Children in two-parent families are ascribed the social class of
their father.

Single women living alone, or with their children, are alloca ted a
social class according to their own occupation.

While the Registrar-General's social-class classification based on occu-
pation is thought to give a general guide to social position, it is probably a
less accurate measure than it was. Increasing home ownership, second in-
comes, single paienthood, and unemployment cut across the traditional

3 5
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TABLE 2 I Registrar-General's classification of social class

Social class Examples of occupations

Professional Lawyer, doctor,

II Intermediate Teacher, nurse, manager
III(NM ) Skilled non-manual Typist, shop assistant

IIIIMI Skilled manual Miner, cook, electrician
IV Semi-skilled manual Farm worker, packer
V Unskilled manual Cleaner, labourer

relationship between a man's occupation and his family resources.,, There
is some concern that traditional measures based on occupation do not
accurately reflect the social status and experiences of all groups:

Some groups are poorly described by measures of social class
based on occupations, for example, those who have never had a
job, those who do not have a job now and married women who are
classified according to their husband's social class.

The Registrar-General's classification is based on a hierarchy that
reflects the traditional status of male occupations. It does not
always accurately reflect the status or experiences associated with
women's occupations.

It ascribes to all members of the same family the same social class.
Thus it fails to recognize that some members of a family may
experience poorer social and economic circumstances than
others.

Social-class measures do not reflect that social class experiences
are different for Black people and white people, just as they arc for
men and women.

Despite the limitations of social-class classifications based on measures
of occupation, the Registrar-General's classification is used extensively. It
has provided data on social class and mortality since 1921 and reveals a vast
amount about how dimensions of social class relate to health. As the
evidence on health inequalities is extensive, the next section will attempt
only to highlight some of the key areas and general trends in health
inequalities.

At almost every age, people in the poorer social classes (social classes IV
and V), have higher rates of illness and death than people in wealthier
social classes (social classes I and II). This pattern of inequalities is most
marked in the first year of life and least marked in adolescence and early

adulthood.
Statistics on death in the first year of life are thought tohe one of the most

sensitive indicators of the health of the population. Perinatal mortality
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rates (all stillbirths and deaths occurring in the first week of life) and
postneonatal mortality rates (deaths occurring between twenty-eight days
and one year) are the most commonly used statistics. Because perinatal
mortality rates are now low overall, there is a concern as to whether they
can be used reliably as a health measur.5. None the less, despite this note of
caution, they do point to divergent natterns between social classes. This
mortality gap between social classes has remained fairly constant since the
early 1970s and persists even when factors which increase the risk of
perinatal mortality, such as maternal age and family size, are controlled for.
The mortality gap between classes is even greater in the postneonatal period
than the perinatal period but, like the perinatal mortality rate, there has
been very little change in the size of the gap since the mid-1970s.

In 1986, babies born to social class IV and V families were 148 per
cent more likely to die in the perinatal period than babies born to
social class I and II families. 12

In 1986, babies born to parents in social classes IV and V hada 178-
per-cent reater chance of dying in the postneonatal period than
babies of social class I and II parents.'-'

Low birth weight is also clearly associated with social class. It is thought
to be associated with parental poverty and a poor material environment,
rather than the quality of medical care. Although poverty and the poorer
material environment of working-class babies contribute to the increased
incidence of premature. death in the perinatal period, it is not clear as yet,
exactly how big their contribution is.

Two-thirds of all low-birth-weight babies are born to working-
class mothers.14

For children aged 1-15 years deaths also vary clearly by social class,
though less widely than in the postneonatal period. For individual causes of
death, class differences in mortality rates appear to be steepest for accidents
and infections, and lowest or absent for deaths from childhood caneer.1`' It is
thought that social-class gradients in childhood mortality are steepest
where environmental factors play a part. These steep class gradients are
thought to reflect working-class children's experience of poverty and condi-
tions such as poor housing and lack of safe play areas. The childhood death
rate from accidents, the largest single cause of death in childhood, is a clear
example of how living in a poor physical environment, without the re-
sources to make it safe, has serious consequences fOI the health of children.
Chapter 4 illustrates how poverty and poor housing conditions go hand in
hand, and how together they impact on the lives of parents and children.

The mortality rate tor all causes of death tells us that children aged
1-15, from social classes IV and V, are twice as likely to die as their
counterparts from social classes I and '
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Although mortality rates are thought to be the most accurate, surrogate
measure of health status, it is also important to quantify the amount of
illness that children suffer. Comparing morbidity (illness) between different
social groups is more problematic than comparing mortality. Most mor-
bidity statistics are .based on reported or identified ill health and are
gathered in studies that record self-reporting (or, in the case of a child,
polental reporting of symptoms), or medical consultation/hospital admis-
sicn rates. These types of data depend, first, on an individual's interpreting
his/her symptoms as illness and reporting them; second, the doctor or
researcher's recording these symptoms as ill health; and, third, in the case of
consultation/admission rates, the person's seeking medical help. Yet re-
search has shown that self-reporting of illness and help-seeking behaviour
are related to perceptions about the meaningof illness, knowledge about the
symptoms and ability or desire to seek help. These aspects of health
behaviour have been shown to be influenced by social disadvantage, pov-
erty, low educational attainment and wider cultural factors. It appears that
studies that rely solely on self-reporting of illness or use of services are
likely to underestimate morbidity in manual social classes.

Despite the fact that morbidity data are difficult to interpret clearly, they
do generally confirm the same picture as the mortality statistics. Social-
class differences in health do exist, with children from manual social classes
generally experiencing more illness than children from social classes I and

Large-scale longitudinal studies show that children from manual
classes suffer more respiratory infections and diseases, ear infec-
tions, and squints, and are likely to be of shorter stature than their
counterparts in non-manual classes.' 8' 19

Children from manual social classes are also more likely to have
less healthy teeth. In 1983, children from manual social classes
had twice as many decayed teeth as their counterparts.2"

The health of adults as well as children is linked to their social position.
Whilst class inequalities in health are narrower in adulthood than child-
hood, the statistics tell us that death rates are far higher forpoorer classes
than richer classes:

For the years 1979-83, the mortality rate was twice as high for
adults in social class V as tor adults in social clay; 1.11

In 1981, if manual workers had had the same dea,h rates :Is non-
manual workers in the age range 17-74 years, there would have
been 42,000 fewer deaths during that year.22

Almost all major killer diseases affect manual classes more than non-
manual classes. This suggests that wider socio-economic factors are operat
ing consistently in a way that increases mortality rates among those in
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social classes IV and V. Those who wish to examine mortality rates by
specific causes of death will find analyses by Marmot and McDowall
(1986)2-3 or Townsend et al. (1987)24 useful. What is striking is that the
diseases that were once thought of as 'diseases of affluence', such as
coronary heart disease and cancer, are now more accurately described as
diseases of social and economic disadvantage and poverty.

Not only are adults in manual classes more likely to die from major
diseases, they also suffer more ill health. Blaxter (1987) argues that mor-
bidity rates and indicators of general health status are becoming more
important indicators of health inequality now that pcople are living longer
but suffering more chronic and degenerative diseases.25

Surveys indicate that inequalities in health experience between
classes still exist: the gradient is steepest for limiting long-
standing illness, with unskilled manual classes reporting rates
that are double those of professional classes, less steep for long-
standing illness and only evident for acute illness reporting at age
45 and over.26,27

The Health and Lifestyles Survey indicates that, if income, rather than
social class, is used as the variable, the differences in health experiences
become clearer still. Those with lower incomes report higher rates of
symptoms and are far more likely to assess their own health as poor,
compared to those on higher incomes.28

People froni poorer social classes use health services more frequently
than richer social classes, but not as much as would be expected from their
higher levels of illness. The pattern of general-practitioner consultation
rates and use of preventative services do not follow the same social-class-
related patterns as death and illness rates.

`RACE', ETHNICITY AND HEALTH

A further important and inter-linking dimension of social position is 'race'
and ethnicity. It has been shown that focusing on people's ethnic status,
particularly the experience of racism, provides a very illuminating way of
looking at the distribution of social disadvantage and poor health between
social groups. In chapter 1 it became evident that ethnic status shapes a
person's access to material and social resources. The data indicate that
minority ethnic groups, particularly Black groups, have poorer access to
health resources including income, employment, good housing and living
conditions, transport and education than other groups. A growing body of
research evidence clearly indicates that individual and institutional racial
discrimination results in minority ethnic groups receiving a small and
unjust share of material resources." People from minority ethnic groups,
particularly Black people, are more likely to be unemployed, or be in low-
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paid jobs, live in poor housing and live in areas that lack adequate social and
educational resources than white people Black people share the disadvan-
tages of white working-class people and more.

The evidence suggests that racial differences in health clearly reflect
differences in social environments between Black and minority ethnic and
white groups. However, some people still tend to blame health differences
between majority and minority ethnic groups on genetic differences or
cultural differences or deficits. The evidence suggests that racial groups are
genetically similar in their susceptibil to disease, with the exception of a
few specific diseases (for example, sickle cell anaemia and thalassaemia).
The lifestyles and health choices of Black and minority ethnic groups are
sometimes viewed as unhealthy, backward, bizarre and inferior to those
of white groups. For example, the vegetarian diet of Asian families is
frequently seen as the root of health problems such as rickets and heart dis-
ease, although there is little concrete evidence that these diseases can be
explained in this way.

Measuring racial inequalities in health, like the measurement of social-
class inequalities, is fraught with problems. Overall, the problems inherent
in 'race' and health data tend to underestimate the extent of inequalities and
fail adequately to describe the types of health problems and experiences of
Black and minority ethnic groups:

Ethnicity is often inferred from information about people's coun-
try of birth. As a result we know little about the health status and
experiences of Black and minority ethnic groups born in Britain
who now constitute a growing proportion (40 per cent)" of the
minority ethnic community.

Some research studies are based on interviewer-ascribed ethnic
origin. This is likely to introduce biases into studies.

Research studies have tended to concentrate on diseases and
health problems that interest doctors, such as schizophrenia and
rickets, rather than on the everyday health problems experienced
by Black and minority ethnic groups themselves.

Measures do not reflect that racial inequalities arc the outcome of
social class position and gender as well as 'race'.

The main differences between different ethnic groups appear to he
related to differences in access to material resource.s. Beginning with the
early years of life, OPCS data on outcomes of pregnancy hy mother's
country of birth allow us to look at the effect of ethnicity on perinatal and
infant mortality, and birth weight.

Mortality rates arc consistently higher and have reduced less
quickly for babies of mothers born in the New Commonwealth
and Pakistan than for motheis born in the UK.."
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FIGURE 2.1 Standardized mortality rates (ages 20-49) by sex and
country of birth compared to UK-born adults, 1979-83
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Source: OPCS (1990). Mortality among Immigrants in England and Wales, 1979-83, Balarajan,
R. and Bulusu, L. in Britten, M. (ed.) (1990). Mortality and Geography. Series DS 9. London,
HMSO.

Studies of local populations have tried to unravel the cause of these
disparities around childbirth. Low birth weight and congenital malforma-
tions are the most important causes of perinatal mortality. Although
perinatal mortality rates are sometimes thought to reflect the quality of
maternity care available to mothers, low birth weight is more closely
associated with poverty and material deprivation. Studies of pregnancy
outcomes in mothers born outside England and Wales have not assessed the
influence of material deprivation and poverty on perinatal mortality rates. It
is likely that these rates can partly be attributed to the social and economic
conditions of minority ethnic groups.

The first comprehensive study of the mortality rates of adults born abroad
was carried out as late as the early 1980s by Marmot et al. (1984).32 This and
more recent research show a mixed picture, with mortality rates differing
between people born in England and Wales and people born abroad, and
between different ethnic groups for different diseases. Figure 2.1 shows how
mortality rates differ by country of birth for those born outside England and
Wales, compared to those adults born inside England and Wales.

Mortality rates differ for specific diseases according to country of birth.
For example, while the death rate from coronary heart disease is highest for
those born in the Indian subcontinent, death rates from hypertension and
strokes arc higher for people born in Afro-Caribbean countries. Deaths from
cancer are low in those from African countries and the Indian sub-

4 4
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continent.33 Tuberculosis, diabetes and liver cancer cause higher death

rates in adults born in the Indian subcontinent and Afro-Chnl-bean coun-

tries, while the same group has lower death rates from obsvsucnve lung

diseases than people born in England and Wales.34
Statistical data on the mental health of Britain's minority ethnic and

Black population are just as patchy as data on physical healthand subject to

many of the same problems. Studies indicate that Black people born outside

the UK are more likely to be admitted to psychiatric hospitals,35 be diag-

nosed as suffering from a psychotic illness36 and receive physical treat-

ments37 (such as major tranquillizers and electroconvulsive therapy) than

UK-born adults. Patterns of mental health among Britain's Black and white

population will be discussed in chapter 5.

GENDER AND HEALTH

So far we have discussed the effect of social class and ethnic status on health

without referring to the fact that mortality and morbidity patterns may be

different for men and women. Although social class has an inwortaiii
influence on health, gender also exerts an influence on the duration and

quality of life that is independent of social class. For Black women, the

experience of racism exerts an influence on their health that is over and

above the experiences of white women. It is to these important aspects of

health inequality that this chapter now turns.
When we examine gender inequalities in health, we are generally look-

ing at the effect that men's and women's different working and living

conditions exert on health. In chapter 1 we saw how the social position of

women determines their access to income and income support. Woman's

reduced access to the labour market, her family structure and her role as

primary carer in the family are crucial factors. Moreover, for women, their

access to material resources may be further restricted by their ethnic group.

The data in chapter 1 suggest that Black wcmen and their children suffer the

worst social and economic disadvantage. Before going on to examine gender

specific patterns of health, it should be noted that some of the gender

differences reflect biological differences and not social differences. Cancers

and disorders of the male and female reproductive organs, such as cancer of

the breast, ovary and testicle, fall into this category. Women's capacity to

conceive and give birth to children appcars to be related to specific health

problems and illnesses.
The relationship between gender and health is more complex than that of

social class and health. Gender does not operate in the same uni-

dimensional way. Instead, cross-cutting forces appear to be in operation,

protecting and undermining the health of men and women in different

ways.3H
Measuring gender differences, like 'race' and social class differences, is

not free from difficulties. It is useful to note some of the common concerns:
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Women's social inequalities in health have not been mapped as
extensively as those of men

{-1 Women's social and economic environment is not adequately
reflected by social class.

Measures of gender differences in health often fail to reflect that
Black and white women have different social end economic
experiences.

Mortality and morbidity rates for women generally follow similar class
gradients to those of men when women are classified according to the social
class of the male head of household. Although studies which have exam-
ined social-class inequalities in health in relation to women's own jobshave found striking inequalities under certain conditions, the picture isconfusing. For example, cancers of the ovary and breast are more common
among women from richer social classes than poorer classes.39 However,
this may be a reflection of differences in childbearing patterns. Any analysis
of women's health patterns by their own occupation only highlights theneed for more research, and the need to develop a social-class measure that
reflects the nature of their own unpaid and paid employment.

The general pattern of health which characterizes the difference between
the sexes is that 'men die and women are sick'. Men have higher death ratesthan women at every age, in a ratio of 2:1.40 Some researchers have
suggested that differences in mortality rates between the 'sexes can be
explained in terms of differences in behaviour;41 but a more favoured
explanation is that they reflect differences in social and economic con-ditions for men and women.42 It is evident that dif ferences in mortalityrates between men and women are narrowing for sonie causes of death.
However, some of this narrowing is due to rising death rates from certaindiseases, such as lung cancer, among women.

The causes of death, as well as rates of death, vary between men andwomen:

Deaths from accidents and violence are more common among
males in childhood and early adulthood.4 1

In middle age, circulatory diseases are the commonest cause of
death for men, while ,-.omen arc more likely to die from cancer,
particularly of the breast or lung."
Men are more prone than women to die or be seriously injured
at work. But women's occupations have their Own patterns of
hazards, for instance back injuries are common among nurses."
Deaths from suicide are higher among men, particularly among
men of social class V. More than half of these deathsarc thought to
be related to unemployment rather than psychiatric illness."
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If we consider morbidity diffacnces between the sexes, the pattern is
reversed. Although women live longer than men, they suffer more chronic
and acute illnesses.

Studies of mental illness indicate that women consistently suffer
higher rates of neurotic and depressive illnesses than men.47

Women are more likely than men to assess their own health as
poor or very poor.48

There is some debate about the meaning of these sex differences in the
rates of mental illness. Chapter 5 will discuss possible explanations for
these differences.

THE RELATIONSHIP BETWEEN HEALTH
AND POVERTY

An examination of health differences according to social position has
reminded us that social inequalities in health still persist. People from
manual social classes, women and Black and minority ethnic groups have
the highest death and illness rates. There have been many attempts to
explain the existence of health inequalities. Genetic theories fail to provide
an adequate explanation for those differences, although genetic factors
clearly explain some individual differences within groups. It has also been
suggested that social-class differences are the outcome of natural and social
selection: the process whereby those with the poorest health move down
the social scale, whilst those with good health move up the social scale.
Although there is some evidence that this process exists at younger ages, it
cannot explain the overall differences in health that exist between social
groups. The data on social position and health suggest that a whole complex
of inter-related social and economic factors impact on people's health. In
the last decade several researchers have been trying to discover what it is
about social position that influences patterns of health by concentrating on
the role that income plays in health.

As we saw earlier, the' three elements of social position class, 'race' and
gender interlink to determine an individual's and a family's degree of
access to income and, therefore, access to the material resources that are
important for health. To examine the relationship between health and
income, it is useful to begin by looking at this relationship from the macro
level, and then to move on in the next section to examine, at the micro level,
the processes by which low income is likely to shape family health.

INCOME AS A HEALTH RESOURCE

Household income is the greatest determinant of living standards. It
touches every part of family liie. It influences where a family lives (and
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hence the family's degree of exposure to environmental hazards), access to
space, leisure, work, educational facilities and health-care resources. In-
come influences the quality of housing and hence the family's degree of
exposure to the diseases associated with damp and cold. It influences how
much money is available for food, fuel and clothing and thus the body's
capacity to regenerate and resist infection. The total of these determine a
family's degree of domestic comfort and contributes to their sense of
physical, social and emotional well-being. In this way, a focus on income
shows us how the exposure to one health hazard, low income, increases the
chance of .exposure to other health hazards such as inadequate diet, poor
housing and lack of social and recreational facilities.

Blaxter (1990), 49 analysing data from the Health and Lifestyles Survey,
has attempted to ascertain to what extent social-class health differences
reflect differences in income. She found that the apparent strong association
between social class and health was primarily one of income and health.
Wil kinson's research (1986)50 has also highlighted the important influence
of income on health. Moreover, this study of the relationship between
income and mortality has begun to shed some light on why social in-
equalities in health persist and have widened. By focusing on income, rather
than social position, he has shown that changes in income levels correlate
with changes in health. The box that follows describes Wilkinson's main
findings:

An analysis of occupational incomes has shown that those oc-
cupations that enjoyed the fastest rises in income also experi-
enced the fastest fall in death rates, while those that had the
slowest rise in income had the slowest fall in death rates.51

National evidence on the effect of the changing value of state
retirement pensions on death rates illustrates a correlation be-
tween death rates of older adults and the real value of state
pensions. As the real value of retirement pensions has declined,
pensioners' death rates have risen.52

This evidence helps to explain the controversial health statistics that
show a widening of social-class differences in health, despite rises in absol-
ute income and living standards. Wilkinson suggests that the post-war
widening of mortality rates between social classes is related to the trend in
relative poverty." Since as early as 1921, the trend in social-class mortality
differences has matched the pattern of the trend in relative poverty. A
decline in the number of peo2le suffering the worst poverty in the period
1921-50 was accompanied by a narrowing of social-class differences in
death rates. Around the year l 50, the proportion of the population living in
relative poverty was at its low ..!st level since 1921, with only 8 per cent of the
population in poverty. By 1987, the number of people living in poverty had
risen to 28 per cent of the population (see chapter 1). This rise in the level of
relative poverty was accompanied by a corresponding widening of death
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FIGURE 2.2 Example of curvilinear relationship between poverty and
health

Successive rises in income

rates by social class. Over this period the death rates for social classes I and II
reduced faster than those for social classes IV and V. The atypical narrowing
of death rates for young women since 1975 may well be related to the
increase in women's economic activity, and the relative improvement in
women's pay after the Equal Pay Act.

This evidence reinforces the view that we need to work with a relative
view of poverty. With overall rises in living standards over the century,
death rates for the poor have not fallen as fast as death rates for the rich.
Being healthy appears to require more than an absolute level of income to
stay alive. It requires a level of income which allows families to enjoy
similar living standards and participate in a similar way as families with
higher incomes.

Both Blaxter's and Wilkinson's data suggest that the relationship between
income and health is unlikely to be one that runs in a straight line: where
increases in income bring successive health gains. The relationship is more
likely to be a curvilinear line, where successive rises in income bring health
gains only to a certain point, after which there may be no further gains, or
even losses. Thus those groups with very high incomes may have poorer
health than those with incomes that are moderately high. Figure 2.2
illustrates the probable shape of the relationship between poverty and
health.

Further research is needed to establish the exact shape of the curve. It is
particularly important to find out at what point, if at all, successive gains in
income are no longer associated with positive gains in health. Moreover,
if the shape of the curve is curvilinear, increases in income among those
on the lowest incomes would he expected to have a dramatic effect on
mortality rates.
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PROCESSES BY WHICH POVERTY AFFECTS
HEALTH

To develop an insight into the relationship between health and poverty, we
need to look beyond national mortality and morbidity data to the micro
level: to the level of the individual, and the processes by whichpoverty may
influence a person's susceptibility to a disease or condition. Although we
have only limited knowledge of how the various processes operate, it is
possible to examine the general nature of these processes by separating
them. Whilst separating out these processes is creating artificial distinc-
tions between processes which are, in reality, intertwined, the exercise is
useful for two main reasons. First, it enables us to see that more than one
process is at work. The evidence suggests that at least three main processes
need to be examined if we are to understand the way in which poverty
shapes family health and family health care:54 physiological, psychological,
and behavioural processes. Second, it reminds us that poverty affects every
aspect of health, from physical, mental and social health through to health
behaviour. These three main processes will be discussed in turn in the next
three sub-sections.

PHYSIOLOGICAL PROCESSES

The most well-researched and understood way in which poverty affects
health can be described as a physiological process. Poor access to material
resources for health and greater exposure to health hazards that result from
poverty directly harm the body, depriving it of basic necessities for life and
reducing its ability to cope with stresses and infections. This is probably the
process that is easiest to understand, as it fits in well with our understand-
ing of a medical model of disease causation. This process is exemplified in
studies that have sought to show the direct relationship between poor diet
and ill health, and poor housing conditions and ill health.

An inadequate diet directly affects children's growth and development,
the health of pregnant women and is related to diseases such as coronary
heart disease. Research indicates that low income restricts food choices and
limits the quality of food consumed.55 Low-income families are more likely
to live in damp and cold housing conditions. Platt et al. 's56 research has
indicated that exposure to damp and mouldy living conditions has a direct
effect on health. Allergic reactions to mould growth arc likely to explain the
higher levels of respiratory infections, tiredness and fevers found among
people, particularly children, living in these conditions. This study also
highlights how physical symptoms of illness link to emotional behaviours.
Physical symptoms triggered off by the mould appear to cause increased
irritability and unhappiness in children, and 'bad nerves' in parents. These
psychological processes, in turn, shape behaviour: temper outbursts in
children or smoking habits among parents.

BEST COPY AVAILABLE
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From this we can see that th z. physical effects of poverty are also an
indirect cause and consequence of psychological stress associated with the
daily experience of breadline living. Stress is associated with a number of
physical-illness symptoms tiredness, muscle pains, and palpitations as
well as actual ill health, for example, gastro-intestinal disorders.

An understanding of how poverty affects health physically is important.
However, on its own, it fails to illustrate how the health effects of poverty
are not the consequences simply of choices about behaviour and lifestyle,
but the outcome of factors that shape behaviour indirectly. To appreciate
fully the complexity of the relationship it is necessary to examine how
poverty affects health through psychological and behavioural processes.

PSYCHOLOGICAL PROCESSES

Poverty takes its toll on mental well-being. Money and high social status
buy choice and influence to solve problems. Poverty, on the other hand,
allows little scope to cope with either the day-in, day-out stress of limited
access to material resources, or with stressful life-events such as bereave-
ment, loss of employment or marriage breakdown. Not only does poverty
appear to increase the number of stressful life-events for families, it also
appears to militate against the successful resolution of that stress. Parenting
on low income appears to be associated with high levels of stress and
depression. The social position of low-income families means that parents
are less likely to have the physical resources, the emotional support from
confiding relationships or a level of social support that helps them to cope
with the additional pressures that parenting in poverty brings.

Poverty brings with it relative powerlessness and lack of control over
events. Fisher's theory of 'locus of control' suggests that those people who
believe that they have some control over the source of stress may be less at
risk of developing a sense of helplessness and depressive illnesses than
those who feel they have no control.57 Beliefs about whether events are
within one's personal control depend on previous experiences. The daily
experience of poverty does little to foster a sense of 'being in control'.
Moreover, studies of the experiences of poverty, some of which will be
described in future chapters, have documented how the very nature of being
dependent on social-security benefits prevents individuals exercising con-
trol. For example, the timing and arrival of social-security payments are
often out of the control of individuals and dependent on the efficiency of
social security staff and the postal system. Lack of opportunity to exercise
control over one's life and dependence on others for high levels of financial
and material support also work against feelings of positive self -esteem.
Those who lack thc personal or social resources to deal with stress and
conflict may develop methods of coping, such as drugs abuse, heavy drink-
ing or smoking, that are less satisfactory and likely to he damaging to
physical health. Here we can begin to see how psychological processes
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not only interact with },hysiological processes, but also behavioural
processes.

BEHAVIOURAL PROCESSES

Our health is affected by our behaviour. Behaviours such as eating,
smoking, drinking and leisure habits, use of health services and social
relationships with others affect our physical and mental health. Different
behaviour patterns account for some of the differences in health experiences
between social groups. The idea that behaviour is within the control of the
individual underlies much health and welfare work and many of the
government's health promotion programmes. The poor health of many low-
income groups is frequently explained in terms of their unhealthy patterns
of behaviour. As a consequence, the poor are chastised and urged to act more
responsibly by choosing healthier lifestyles and behaviours. Research and
theory from the social sciences have sought to draw attention to the
limitations of this model. This research has highlighted that behaviour does
not occur in a social vacuum. It is shaped by social and economic circum-
stances. Researchers who have looked at the experiences of families in
poverty have illustrated how low income constrains behaviour. For exam-
ple, low income confines the type of food that low-income families can
purchase and therefore the amount of nutrients individuals can eat."
Studies of the attitudes of low-income families to food indicate that they are
knowledgeable about food and would prefer to eat a healthy diet.59 Studies
of the cost of a healthy diet show that whilst low-income families would
prefer a healthier diet, their food choices, particularly the choices of those
dependent on social-security benefits, are severely limited by their in-
comes!'" They are unable to buy the foods recommended by healthy-eating
programmes. In this way, income clearly shapes behaviour (see chapter 3).

In the area of food choices and other areas of behaviour, poverty also
affects health by not only reducing a family's access to health resources, but
by placing them in a situation where they have to make health choices that
serve to protect one aspect of health, or the health of another family
member, whilst undermining another aspect of health or the health of
another person. These health choices are often classed as reckless or
irreSponsible behaviour but appear to act as a mechanism for coping with
some of the stress and hardships of poverty. For example, women in low-
income families appear to continue to smoke as a way of coping with the
tensions of bringing up children in poverty, even though they can least
afford to smoke and know the personal health costs. Bottle feeding and the
early introduction of solids are other examples of behaviours that serve to
protect the health of some family members, in this case the mental health of
mothers, whilst appearing to be irrational decisions to other people. In this
sense, behaviour often determines the nature of the physiological and
psychological processes that affect health in poverty.

r )
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Physiological, psychological and behavioural processes appear to interact
in a complex way to determine the health status of families. For families in
poverty, income, the key resource for health, appears to be the major factor
that determines to which health hazards families are exposed.

CONCLUSION AND IMPLICATIONS FOR
PRACTICE

This chapter has documented the poor health of groups living in adverse
social and economic circumstances. The arguments in favour of improving
the health experience and life expectancy of families in poverty have been
well voiced, with a consensus that acknowledges the benefits both for the
individual and society as a whole. Yet paradoxically the outcome of many
health-promotion programmes has been an improvement in the health of
the rich, therefore achieving results in inverse proportion to the distribution
of ill health in the population. The fact that health promotion programmes
have frequently failed to improve the health of the poor and have had the
effect of widening inequalities in health is the consequence of preventive
health and social-welfare programmes that fail to take into account the
nature of the relationship between poverty and ill health. To adopt an
approach, at fieldwork level up to policy-making level, that ignores the
relationship between health, income and social position is 'as unscientific
as to ignore the evidence of the relationship between nutritional factorsand
disease'.61

This chapter has adopted an approach that focuses on health and poverty
by focusing on the role of income in health. This is an important but under-
developed area of research. By using the research evidence on the link
between social position and health, we have been able to document the
relationship between social class, 'race', gender and health. Focusing on
income has helped us to begin to discover what it is about social position
that determines health. Income is a key resource that determines access to
many other important health resources. Social position and income are
closely related. People in low social classes, women and minority ethnic
groups are likely to have the lowest incomes and the poorest health.

To understand the nature of the relationship between health and poverty
it is useful to draw on the framework that shows which causative processes
come into play. A framework that illustrates how physiological, psycho-
logical and behavioural processes come into play explains the effect of
phenomena other than poverty. It is a particularly useful framework to use
in any attempt to explain the links between poverty and health as it avoids
simplistic explanations that fail to take into account the relationship
between the material and social conditions of people's lives and health
behaviour. Moreover, it places the health and poverty debate firmly in the
arena of social policy, rather than leaving it solely in the arena of health
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education. The reduction of inequalities in health will be achieved by a
fundamental redistribution in wealth and significant rises in income and
access to other material resources, such as good housing for low-income
groups rather than better health-education programmes that focus on
individual behaviour.

The following chapters will examine some specific dimensions ofpoverty
food poverty, poor housing and the stress of breadline living to illustrate

how poverty affects the health of those who experience it.
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3 FOOD AND POVERTY

INTRODUCTION

Food plays a particularly important role in health throughout the life-
course. Good health is dependent on not only having enough to eat, but also
on eating a balanced amount of nutrients. In Britain in the 1920s and 1930s,
the problems of food shortages and undernourishment due to poverty were
major issues for social policy. Today, concern appears to revolve around the
problems of dietary imbalances and over-consumption and their relation-
ship to the so-called 'diseases of affluence'. As a result, food consumption is
no longer seen as an issue for mainstream social policy, but rather the
concern of health educators. Yet undernourishment due to poverty is still
with us, raising the issue that lack of money for food is still a present-day
social issue. This chapter aims to highlight the importance of food for the
wider constituency of health and welfare workers, and not just those whose
work is focused on health promotion.

The research suggests that poor families generally have unhealthier diets
than their better-off counterparts. The poor have been chastised by poli-
ticians, the rich and health educators alike mr their unhealthy diets and
urged to opt for healthier eating patterns. Renewed interest in the relation-
ship between the so-called 'diseases of affluence' and nutrition has height-
ened concern about eating patterns and led to a proliferation of new food and
nutrition policies at both local and national level. These policies focus
primarily on the role of individuals and their responsibility to choose
healthy eating patterns. They rest on the assumption that our food choices

are within our personal control. Within this context of individual respon-
sibility for health, the poor diet of low-income families is often attributed to
three main factors:
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inefficient food purchasing and irresponsible budgeting
preference for unhealthy foods.
lack of knowledge concerning the value and composition of a healthy
diet.

The idea that food choices and eating patterns rest on individual be-
haviour or Knowledge dominates many health-education programmes and
is the basis of much health and welfare work with families. Families are
often given information about what constitutes a healthy diet or healthier
cooking methods, 'encouraged' to spend their money more wisely and buy
healthier food for the family diet. Yet our eating patterns are not only
chosen, they are also constrained.

This chapter will examine the key questions 'Do low-income families eat
a less healthy diet than their better-off counterparts, and if so why?' To
attempt to answer these questions, and examine the validity of the 'ignor-
ance and irresponsibility' explanations, this chapter will look at the follow-
ing areas:

Patterns of food consumption and expenditure between families:
examining how patterns differ according to income and family structure.
Factors that influence family food choices: focusing on the impact of
household income, knowledge and attitudes to food, the cost of a healthy
diet and the availability of healthy food.
Patterns of food intake within the family: according to age, gender and
type of household.
The effect of food poverty on health.

FOOD PATTERNS BETWEEN FAMILIES

DO LOW-INCOME FAMILIES HAVE POORER DIETS?
PATTERNS OF FOOD INTAKE

A number of surveys have shown that families on low income are less likely
to eat a healthy diet than families with high incomes."2 These surveys have
shown that low-income families are likely to eat less fresh fruit and
vegetables, less fresh meat or fish, but more fatty foods, carbohydrate and
filler foods, particularly sugar, white bread, jam, cakes and biscuits than
high-income families. Table 3.1 summarizes the main differences in food
intakes between high- and low-income families.

Patterns of food intake also vary according to family composition, as well
as with household income. Data from the Annual Report of the National
Food Survey Committee (NFS), the main source of informationon patterns
of food consumption lictween households, suggests that average food con-
sumption per perso n is higher in all-adult households, and lower in house-
holds with children. Average food consumption falls as numbers of children

t.) J
r (s.
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TABLE 3 1 Food consumption by selected food items for high- and low-
income families

Foods eaten more in low-income Foods eaten more in high-income
families families

Whitc bread Brown bread
Lard Butter
Margarine Cooking oils
Sugar Cheese
Processed meats Fresh carcass meat
Potatoes Fruit
Canned vegetables Fresh vegetables
Eggs Poultry
Full-cream milk Reduced-fat milk
Cereals
Fish
Preserves

Source: Ministry of Agriculture, Food and Fisheries (1989). Household Food Consumption
and Expenditure. Annual Report of the National Food Survey Committee, 1987. London,
HMSO

increase.3 Although this pattern generally remains the same across income
groups, any reduction in individual consumption is most significant for
low-income families, as their generally lower intakc of food is compounded
even further by the presence of children (see table 3.2). For example, a low-
income family with two adults and three children has an average meat
consumption that is only half the consumption of an equivalent-size, high-
income family, and three times less than that of a low-income family that
contains adults only. Although the presence of children appears to have an
impact on food consumption patterns in families, there do not appear to be
any differences between one- and two-parent households. Possible expla-
nations for this will be considered later in this chapter, when food consump-
tion patterns within families are discussed.

A lower consumption of food in low-income families with children
implies that there will be a corresponding lower dietary intake of essential
nutrients, unless low-income families are compensating in some way.
However, as figure 3.1 (on page 56) indicates, low-income families are less
likely to consume foods that are rich in essential nutrients, such as vitamins
and minerals, or have a diet that is low in fats and sugar and high in dietary
fibre, as recommended by the two major nutrition reports of the decade, the
NACNE (National Advisory Committee on Nutrition Education) Report4
and the COMA (Committee on Medical Aspects of D, , Diet and Cardio-
vascular Disease) Reports.5 Although the NFS measui cs only the intake of
selected nutrients, it shows lower intakes in low-income families than
high-income families for nearly all the nutrients it records, particularly
vitamin C. Yet, when the nutrient intake of vitamins is calculated as a
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TABLE 3.2 Food consumption according to household composition with
income groups, for selected food items (ounces per person per week)

Highest-income Lowest-income
group group

Adults
only

2 adults
+ 3
children

Adults
only

2 adults
+3
children

Milk and creams (pints) 3.93 3.79 4.5 3.31

Cheese 6.04 4.37 4.69 2.19
Carcass meat 15.74 8.38 15.94 5.31

Other meat and meat products 22.82 17.56 28.55 19.34
Fish 7.51 5.10 6.66 2.14
Eggs (nos.) 3.12 1.95 3.73 2.88
Fats 10.39 6.88 12.95 8.07
Sugars and preserves 10.54 8.57 13.53 7.13
Potatoes 29.55 27.00 47.30 42.33
Fresh vegetables 41.04 24.3 35.12 15.30
Processed vegetables 16.53 14.75 19.10 17.35

Fresh fruit 33.14 22.04 21.41 7.80
Other fruit 16.14 17.81 10.22 3.68
Bread 28.32 23.80 36.28 30.23
Other cereals 23.49 25.97 26.49 20.29
Non-alcoholic drink 3.62 1.37 3.90 1.35

Total expenditure (per person) £13.42 £9.39 £11.58 £5.61

Source: Ministry of Agriculture, Food and Fisheries (1989). Household Food Consumption
and Expenditure. Annual Report of the National Food Survey Committee, 1987, London,
HMSO

percentage of the recommended daily allowance in the NFS, it appears to be
adequate for low-income families, with the exception of the intake of
vitamin C. This could possibly be explained by the fact that the NFS records
higher food intakes per person than weighed food surveys. Whilst weighed
surveys take account only of food that is actually consumed, the NFS
calculations are based on the amount of food brought into the house per
week, regardless of whether it is consumed or not. Moreover, it does not
take into account food that is consumed outside the home. As food con-
sumption outside the home is increasing, particularly for high-income
households, it is likely that if food consumed outside the home was taken
into account, the NFS would show even greater differences in nutrient
intakes between high- and low-income groups.

It is also worth noting that recommended daily allowances are thought to
represent the amount of each nutrient required to prevent deficiency
problems rather than the amounts required for optimum health. Moreover,
the UK has lower recommended daily amounts tor most nutrients than the
United States or Europe.
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MAJOR INFLUENCES ON FOOD CHOICES

In order to answer the question 'Why do low-income families eat a poorer
diet than their better off counterparts?' it is useful to examine in more detail
the effect that four factors have on food consumption and expenditure
patterns: household income, knowledge and attitudes to food, the cost of a
healthy diet and the availability of food. The next four sub-sections will
examine each of these factors in turn.

HOUSEHOLD INCOME AND FOOD EXPENDITURE

Patterns of food consumption are closely linked to income and food expen-
diture. Food is the largest, single item of expenditure for most families. On
average, approximately 19.6 per cent of the total household budget is spent
on food.6 However, the proportion of the budget and the amount spent on
food varies between families according to household income, family com-
position and other competing costs, such as housing and fuel costs.

Low-income families spend a higher proportion of their total income on
food than high-income families, leaving less money to spend on other
health resources and luxury items (see figure 3.1).

Low-income families spend less in money terms, than families with
higher incomes. Figure 3.1 shows the total weekly expenditure per house-
hold in low- and high-income faMilies.

Low-income families also spend a larger proportion of their food budget
on the types of food recommended by the various food policies as constitut-
ing a healthy diet. Although high-income groups spent more on healthy
food than low-income groups in absolute terms in 1987, low-income fami-
lies spent more of their income on healthy foods in relative terms. Data
from the Family Expenditure Survey indicates that, in 1986, low-income
families spent 60 per cent of their food budget on healthy foods, compared to
high-income families who spent only 40 per cent on their food budget on
healthy foods.?

Low-income families shop more efficiently in money and nutrient terms
than higher-income families. Evidence that low-income families do not
spend their food budget unwisely can be found in the NFS. In 1987 low-
income families shopped more efficiently, buying nearly every type of food
more cheaply than the national average price.8 In addition to buying food
more cheaply than high-income families, low-income families also buy
food more efficiently in terms of nutritional content. Table 3.3 shows
how low-income families bought approximately 25 per cent more of
every nutrient, per £1 spent on food, than high-income families, with the
exception of vitamin C.

So far the evidence does not support the view that inefficient food
purchasing or irresponsible budgeting is responsible for the unhealthier
diets of low-income families. To identify other possible explanations for

6
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FIGURE 3.1 Proportion and amount of household expenditure spent on
food (weekly) by income group (two-adult, two-children households)

Low-income family
(under £200 household income)

23 per cent
£38.42

High-income famiiy
(£450-plus household income)

N.

17 per cent
£66.67

Source: Department of Employment ( l! 901. FannIv Expenditure Survey, 1988. London,
HMSO.

their poorer diets, it is necessdl y o turn now to examine whether unhealthy
eating patterns amongst low-income families can be explained in terms of
poor knowledge about the value and content of a healthy diet.

KNOWLEDGE AND ATTITUDES TO FOOD

Underlying much current health-education advice and literature is an
assumption that many people do not change to healthier eatiim patterns
because they lack information about the value and composition of a healthy
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TABLE 3.3 Amount of nutrients bought per spent on food for high-
and low-income households, 1987

High- Low-income Difference
income household between
household high- and

With Without low-income
earner earner households

%

Energy(KCal) 170.3 2.30 221 35

Protein(g) 5.8 7.6 7.2 31

Fat(g) 7.9 10.72 10.2 35

Carbohydrate(g) 20.2 17.7 26.7 38

Cakium(g) 75 98 93 30

Iron(mg) 0.97 1.2 1.2 24

Thiamineling) 0.11 0.15 0.14 36

Rihoflavin(mg) 0.15 0.19 0.18 27

Niacin(mg) 1.4 3.0 2.8 25

Vitamin C(mg) 6.6 5.6 5.6 15

Vitamin A(mg) 98.6 143 142 45

Vitamin D(mg) 0.26 0.34 0.35 31

Amount spent (weekly) £11.86 £8.58 £9.71

Source: Calculated from Ministry of Agriculture, Food and Fisheries (19891. Household Food
Consumption und Expenditure. Annuai Report of the National Food Survey Committee.
1987. London, HMSO

diet. In particular, the diets of poor families and Black and ethnic-minority
families have been identified as the result of ignorance and singled out as a
target for change. In the last decade a number of studies have examined
people's knowledge about the value and composition of a healthy diet. The
results of these studies indicate that, contrary to many assumptions, low-
income groups have fairly good knowledge about the value and composition
of a healthy diet, and similar levels of knowledge to high income groups.

Lang et al.'s study (1984) of low-income groups in the north of
England found that 85 per cent of respondents thought diet was
important for health and showed considerable concern about the
health effects of too much fat, sugar, additives and colourings.9

Calnan's study (1988) found that women in social classes I and II
and social classes IV and V mentioned diet, along with exercise,
most frequently as important for health. Women in both the top
and bottom social classes both had a good awareness of the
composition of a healthy diet.")

Data from the NFS suggests that both high- and low-income groups have
beer changing their eating patterns along the lines of current nutritional
advice, since the early 1980s. hi both income groups consumption of
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wholemeal bread and potatoes has increased, and consumption of fat, sugar,
biscuits and cakes has declined. However, while fruit and vegetable con-
sumption has increased marginally in the higher-income groups, consump-
tion has actually declined in low-income groups. This may be associ ted
with the fact that fruit and vegetable prices have increased significantly in
comparison to many other foods since 1982. In view of changing eating
patterns in both high- and low-income groups, there are signs that, within
the limits of their income, the poorest groups may have responded to
nutritional advice to the same extent as other groups.0 In this light we can
see that unhealthy eating patterns are not simply a matter of ignorance or a
careless attitude towards health. Even when knowledge about and attitudes
towards healthy eating are positive, other factors, such as the cost and
availability of food, may override our feelings and influence our eating and
expenditure patterns.

COST OF A HEALTHY DIET

A commonly held assumption is that a healthy diet does not necessarily
cost more than an unhealthy diet. However, this assumption does not seem
to fit in with the facts. People can eat only the food they can afford to buy.
Families with low incomes need to economize to keep their food costs
down, as well as maximizing the amount of calories and nutrients they get
for their money. The foods eaten more frequently by low-income families
tend to cost less than those eaten by higher-income households. Invariably
cheaper food has high fat or sugar contents or low fibre contents. For
example, fatty minced beef is far cheaper than lean mince beef, and white
bread is considerably cheaper than wholemeal bread but has less fibre.
Moreover, healthy foods appear to have undergone greater price increases
than less healthy foods (see table 3.4).

Although many 'healthier' alternatives to cheaper food are lower in fat
and sugar and higher in fibre, they also contain fewer calories, which must
then be made up from other foods. This may have the effect of increasing the
food bill even further. This may have little effect on high-income families

TABLE 3.4 Increases in food prices, 1982-6

Healthy foods Less healthy foods

Wholemeal bread 17 White bread 15
Green vegetables 17-51 Biscuits 19
Root vegetables 29-37 Sugar 13
Salad vegetables 22-42 Bacon 13
Fresh fniit 16-45 Sausages 13
Poultry 26 Whole milk 17
Fish 44 Butter 9

Source: Health Visitor fournol, December 1989, vol. 62., no. Ii
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but is likely to be beyond the means of low-income families. Cole-
Hamilton12 has calculated that a simple piece of dietary advice such as
'throw away the frying pan' is likely to increase the cost of the family food
bill. Cooking fats, despite the fact that they may raise the level of fat in the
blood and increase the risk of coronary heart disease, provide a valuable and

cheap source of calories for low-income families. To replace these calories
with alternatives which are more in line with dietary advice would have
cost between 12p and £2.05 per week per person in 1986.

However, not all foods eaten by low-income families arecheap sources of
calories or nutrients, for example, biscuits and cakes. Although low-income
families spend a higher proportion of their food expenditure on biscuits and
cakes, they actually spend far less in money terms than high-income
families.13 Low-income families could cut out biscuits and cakes or eat
cheaper and healthier alternatives to meat products, such as beans and
pulses. However, food such as beans and pulses can have higher cooking
costs, due to the longer time they take to cook, in comparison to many other
foods. Moreover, eating is a social activity as well as a health activity. It may
well be unrealistic to expect certain groups to make food choices that are
not in line with commonly accepted eating patterns, or to deny themselves
any pleasure from eating. What is commonly accepted and familiar food is
not just a matter of personal taste, but a matter of previous experience, and
hence food traditions. The social importance of food will be discussed later

in this chapter.
Several attempts have been made in recent years, to compare the approxi-

mate costs of 'healthy' and 'unhealthy' diets. Shopping basket surveys
carried out in various parts of the country indicate that a healthy diet can
cost up to 35 per cent more than an unhealthy diet.14 Cole-Harnilton, IS
commenting on the evidence collected over the last four years suggests:

the cost of a diet in line with current dietary advice, which takes into
account individual preferences and social factors, costs significantly
more than the amount most people with low incomes in the UK are able

to spend.

Several attempts have been made to calculate whether families on low
income can afford to buy healthy foods. The Maternity Alliance16 has
estimated that the cost of an adequate diet for an expectant mother may be
beyond the means of families who are dependent on benefits or low wages.
These mothers may have to spend up to half of their income on food if they
conform to the dietary advice given to them by maternity hospitals, leaving
very little money to pay housing, fuel and other bills. The new age-related
structure of income support means that young women, in particular,
receive very low-scale rates, leaving very little money for food.

Research in progress at Brunel University indicates that social-security
rates for children are totally inadequate for the nutritional needs of a
growing child. The research indicates that, even if full claims are made for
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free school meals and free milk, the income-support-scale rates would only
allow for 86 per cent of the nutritional needs of a 5-year-old and 68 per cent
of the needs of an 8-year-old.' 7

Lang et al.'s 18 calculations suggest that families with people with special
needs and disabilities may find it difficult to find the money to pay for
special diets. Families with people with disabilities and special needs often
have lower incomes and higher expenditure than other goups (see chapter
1), increasing the pressure on food resources. The additional costs of special
diets may be beyond the budgets of low-income families with people with
special needs. Lang et al. calculated that a high-fibre diet recommended by a
family doctor cost E.16.86 per week in November, 1985. This would have
accounted for 57 per cent of the total income for a singk householder
receiving supplementary benefit at 1985 scale rates but would have been
partly off-set by a special diet addition of S..11.30 per week (which is no
longer available under the new income-support scheme).

For many low-income families a healthy diet may cost more than their
budget allows, forcing them to buy cheaper foods, despite the higher fat and
sugar and lower fibre contents. The daily food hardships and struzgles of
low-income families are reflected in a number of studies that have looked at
food poverty and the realities of breadline living. These studies indicate
that some low-income families have to cut back on food expenditure and
consumption when money is short.19,20,21 Unlike housing costs, fuel bills or
debt payments, food is a flexible item in the family budget on which
expenditure can be decreased or increased, depending on the amount of
money available each week. Although food expenditure may be cut when
money is short, it is still seen as the most important priority of household
expenditure by the majority of low-income families.22

Food is the only place I find I can tighten up. The rest of it, they take it
before you get your hands on it really. So it's the food . . . The only thing
I can cut down on is food . . .

(Lone mother with two children)2

Whilst surveys of family food circumstances indicate that low-income
families may not have enough money to buy healthy foods, they draw our
attention to another important fact: families in poverty may not even have
enough money to feed every member of the family at each meal, each day.

Lang's et al.'s study of food hardship in the north of England
indicated that 25 per cent of respondents had missed a meal in the
last year because of money difficulties. Twelvf: per cent of re-
spondents said they did not have enough money for food all week,
and 38 per cmt had only just enough money for food all week.24

Burghes's stthly of families on supplementary benefit showed that
15 per cent ot children and 75 per Lent of adults had fewer than
three meals a day when money was short.25

cti
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Whilst all families with low incomes are likely to struggle to find enough
money to provide themselves with enough food and a healthy diet, families
with chiidren appear to experience particular food hardships. The health
and nutritional problems they experience will be discussed later in this
chapter.26

FOOD AVAILABILITY

For people to eat in line with current dietary advice, healthy foods must be
readily available to buy. Surveys that have looked at food availability
indicate that healthy foods are often less readily available than unhealthy
foods.22 These shopping surveys have concentrated on towns and cities
and have indicated that less prosperous localities have the most limited
access to healthy foods. Changes in the food retailing market have seen a
decline in the local shop as more supermarkets have been built on the
outskirts of towns and cities. As a consequence, less food is available to buy
at local level. Whilst this causes problems for people in towns or cities, the
problems may be even greater for rural people who may have to travel great
distances to find a good selection of healthy foods. Where local shops do
exist, they often have poor stocks of fresh foods, particularly fruit and
vegetables, as shopkeepers find it easier to stock and sell foods that are less

perishable.
Food also tends to be more expensive at shops with limited food stocks. A

survey by the London Food Commission (1985)28 found that low-income
families in London had to pay around £4.50 more per week if they shopped
in a store that had a reduced range of food items. Although local shops tend
to be expensive, the fact that they will often split packs of food, such as eggs
and fruit (and nappies and cigarettes), and sell items singly, makes them
attractive to shoppers with limited budgets. Although large supermarkets
stock a large variety of healthy foods, shopping at supermarkets frequently
involves travelling some distance. This adds to the cost of food, as well as
being difficult for families without cars, and groups such as people with
disabilities, older adults and mothers with young children.

Unfortunately, the NFS does not give us any information about the
consumption and expenditure patterns of minority ethnic families. Yet food
availability is frequently a problem for Black and minority etbaic families.
Many traditional foods are not readily available and families may have to
travel considerable distances to buy food. As many foods have been im-
ported, they tend to cost more than many foods used in the British diet.
Although many areas with a large number of minority ethnic families now
have shops that specialize in traditional foods, some families still live in
areas away from other members of their own culture. Where traditional
foods are less available, families may be forced to buy traditional British
foods without information about the nutrient content or health value of
these foods or to rely on a restricted range of their own traditional foods.
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The Natu,nal Food Survey is an invaluable source of data on food-
consumption patterns between low- and high-income families It draws
our attention to the food hardships of low-income families who, despite
efficient food budgeting and management strategies, are often unable to
afford the cost of a healthy diet and, in some circumstances, not even the
cost of three meals a day for all the family. Low pay, inadequate social-
security benefits and the relatively high cost of healthy foods compromises
both the quality and quantity of foods consumed by low-income families.

FOOD DISTRIBUTION WITHIN FAMILIES

The NFS gives us a useful insight into the distribution of food resources
between families. However, it obscures food consumption patterns within
families. Food is a health resource that is not shared equally by all members
of the family. Men, women Lnd children eat differently in terms of quality
and quantity. Whilst a family's access to food is determined by the forces we
discussed- in the first part of this chapter, that is, income, food attitudes and
knowledge, and food availability and costs, food consumption patterns
within the family are influenced by another set of factors. The distribution
of food within families appears to be closely related to age, gender and
family structure. Research has shown that factors such as the social signifi-
cance of food, food preferences, role food plays in behaviour manage-
ment and money management patterns within the family mediate an
individual's access to food along gender and age lines. As a result, some
members of a family may find their food intake, and hence nutritional state,
compromised by social relationshins within the home. Patterns of food
distribution within the home illustiate the complex division of responsi-
bilities and resources within the family29 and mark out the roles of men and
women and of parents and children. The next five sub-sections will exam-
ine, in turn, food patterns within families, the social significance of food,
food preferences, food in behaviour control and money management pat-
terns. The majority of the data in these sub-sections refers to white families
only. In thc absence of research data on Black and minority ethnic groups it
is easy to fall into the trap of making assumptions based on stereotypical
ideas about eating habits in families. It is important to acknowledge that
food consumption patterns differ between and within Black and minority
ethnic families, just as they do in white families.

FOOD CONSUMPTION PATTERNS WITHIN THE FAMILY

Food consumption patterns Within the family Ore stron+dy related to age
and gender. Several studies have indicated how eating patterns differ
between white men and women. Men eat more food than women..") Men eat
'proper' meals (carcass meat and two vegetables) more frequently than
women.31-42 Women tend to eat more brown bread, fruit and salad than



FOOD AND POVERTY 63

men 13 Eating patterns also differaccording to age. Children eat more cereal,
milk, sweets and biscuits than their parents,34 and more conveniencefoods,
fish fingers, burgers, beans.35 Children are also less likely than their parents
to miss meals when money is short. To understand why eating patterns
differ within families we need to examine the social significance of food
within the home.

THE SOCIAL SIGNIFICANCE OF FOOD WITHIN THE FAMILY

Research into the food circumstances of families confirms that food man-
agement is still women's work in the majority of homes.37 The provision of
meals for the family is a responsibility that women, as carers, take very
seriously. Being a mother involves managing the household budget at the
same time as managing the responsibility for the family's health. Families
are often judged by the quality of their food. A good home is where the
children are well fed, and a good mother is seen as someone who provides
nourishing food for her family.

Several studies of white, British families have shown that women attach
both social, as well as nutritional significance to the provision of a 'proper'
meal.38.39 For many women, a 'proper'. meal is a cooked dinner which
consists of carcass meat with two fresh vegetables ald should be consumed
on a daily basis. The typical British Sunday dinner epitomizes a 'proper'
meal. Cheaper alternatives, such as beefburgers, fish fingers, chips Slid

.
baked beans, are seen as lower status food and are rarely seen to constitute a
'proper' meal. The relatively high cost of a 'proper' meal particularly
carcasi meat, means that when money for food is short, women may have
either to cut down on the number of 'proper' meals they are able to provide
or to cut down on other areas of food consumption. The relatively high cost
of high-status food may mean that a 'proper' meal is beyond the means of a
low-income family altogether, forcing them to consume less healthy
alternatives. Low-income families may be very reluctant to change their
eating patterns radically to consume the cheaper and healthier alternatives
recommended by some health-education programmes, such as pulses
and beans, or vegetarian food because they lack the social significance of

more familiar foods.
Some research studies suggests that certain gender differences in food

consumption, particularly the consumption of meat, may be explained in
terms of the relative status and power of different family members.4°
Charles and Kerr 41 suggest that high-status foods and proper meals are more
frequently associated with men than women and reflect their high status as
breadwinner in the household. While historically and in many present-day
cultures food is an indicator of social worth, and the best food is served to
the most prestigious person, it is unlikely that differences in meat con-
sumption among white families of British origin can be explained solely in
terms of status and power. Differences in meat consumption between men
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and women are now small 42 Women generally have healthier diets, con-
suming slightly less red meat, less fatty food and sugar and more fruit,
vegetables and salad. The food industry targets many 'healthy' foods at
women, whilst less healthy foods such as red meat and alcohol are promoted
as masculine foods. In addition to targeting certain foods at men and
women, the food industry also markets certain foods as children's foods.
The higher consumption of lower-status foods, such as fish fingers, and
beefburgers, may be due to marketing and the kind of food preferences
children develop as much as to children's status within the home.

Moreover, gender differences in food consumption do not necessarily
reflect differences in living standards between men and women. Pahl's
latest research suggests that in many households men and women share a
common standard of living, although there is a substantial minority of
households where the male partner has a more affluent standard of living
than his female partner.43 Differences in living standards relating to food
will be discussed later in this chapter.

Whilst we have a wealth of information about the social significance of
certain foods for white families of British origin, we have very little research
data on the way the social significance of food influences food distribution
within Black and minority ethnic families. However, we do know that
Black and minority ethnic families are at greater risk of poverty than many
white families. As a result, they may have difficulty in conforming to
culturally and socially acceptable eating patterns. For some members of
Black and minority ethnic groups food has a religious significance. Food
patterns between and within families may reflect the religious significance
of food. Religious food restrictions diffcr within individual minority groups
depending on individual views. Again, we need to remember that stereo-
typical ideas about the religious significance of food in families often bear
little resemblance to the food patterns of Black and minority ethnic groups.

FOOD PREFERENCES

The food preferences of adults and children also shape family eating
patterns. In some two-parent families, the tastes and preferences of the male
partner may determine the content of the main meal of the day. Charles and
Kerr's44 study of attitudes towards feeding and nutrition in young children
indicated that the male partner's preferences and the female partner's
feeling that men deserve a 'proper' meal tended to make the main meal of
the day more traditional and elaborate and, hence, more expensive, than
other meals. The accounts of food consumption in lone-parent families
suggest t hat meals are likely to be less traditional and elaborate when there
is no male partner's preferences to take into account.4s

Children's food preferences also help to shape family eating patterns.
Although children appear to have less direct control over the content of
their diet than the malc head of household, children's food preferences
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appear to have an indirect effect on the family diet: children may not always
be allowed to choose what they want to eat, but mothers frequently select
food they know their children prefer.46 Charles and Kerr47 suggest that
children's food preferences may be most influential when there is no male
adult present to subordinate their food preferences, for example, when
father is absent or in lone-mother families. Providing food is an integral part
of loving and caring for a child. By selecting food they know their children
will like, parents not only get the pleasure of seeing their children eat, but
they also minimize the risk of the foods being wasted. Often children's food
preferences do not fall into line with current dietary advice. Foods that are
usually palatable to young children fish fingers, beefburgers, beans and
flavoured yoghurts are often foods that are high in fat and sugar and low in
fibre.

Low-income families cannot afford to offer foods that are likely to be
wasted. This may lead to a reluctance to accept healthy-eating advice that
suggests the introduction of new foods into the family diet. Food prefer-
ences may be a stronger determinant of eating patterns than health-
education advice when money is short. For many families it is better to fill
up on something, even if it is less healthy, than risk refusal when an
alternative is difficult to provide.

I usually cook . . . sort of really more for what they like so that I don't
have anything to throw away. Like I know they wouldn't eat either liver
or kidneys so I just never buy it you see, I cook and buy things I know
they'll eat . . .

(Woman whose husband is unemployed)48

FOOD AND BEHAVIOUR CONTROL

As well as being a way of expressing love, food can also be used to control
behaviour and avoid conflict. Mealtimes are a time for socializing children
to eat at a socially accepted time and in a socially accepted way.As a result,
mealtimes are often a time of conflict, as children use the opportunity to
rebel against parental authority and assert their own will by refusing to eat.
By offering food they know their children will eat, parents are often able to
avoid stress and conflict at mealtimes. For low-income families worries
about food are likely to compound the general stress of poverty. Giving way
to children's food preferences may be one way that poor parents cope with
the stress of life on or below the breadline.

Patents use food to control their children and also to punish and reward
them. For example, sweets and biscuits may be used to keep a tired and
irritable child quiet during shopping trips or when preparing food. Whilst
many health and welfare workers often discourage parents from using
sweets and biscuits as treats, or as a way of controlling children's behaviour,
they are cheaper, more convenient and less messy alternatives to other
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healthier foods, such as fresh fruit Although sweets and biscuits are of little
nutntional value, and indeed can be health damaging, paradoxically they
act as an important health resource for many families. Parents appear to use
these foods to help them reconcile their childcare responsibilities with
other caring and household responsibilities (see chapter 6). Other feeding
decisions also appear to fall into this pattern. Early introduction of solids or
adding baby cereal to baby milk may be a way of coping with a crying or
restless baby. Changing from breast to bottle feeding may be the easiest way
a mother can find time for herself and other family members. Food decisions
that may appear irrational or irresponsible to health and welfare workers
may be a rational way of coping with stressful situations in low-income
families.

FAMILY FOOD DISTRIBUTION AND MONEY MANAGEMENT

Women's accounts of factors that affect their ability to care for family
health have highlighted that money arrangements within the home shape
both patterns of caring and the standard of living of each individual family
member, including access to food. Studies of financial arrangements within
families have usually conCentrated on arrangements within marriage or
marriage-type relationships. They have highlighted that, whilst a variety of
systems exist for organizing money within families, crucial to them all are
the issues of who controls money within the home and who manages the
budget on a day-to-day basis. Couples often separate the control and
management of money along gender lines, with control and key decisions
about how money will be allocated resting with male partners, while day-
to-day management of allocated expenditure rests with the female part-
ner.49 Wilson's survey of financial arrangements within marriage-type
relationships indicated that male control over expenditure may increase as
income rises. In low-income households women were usually completely
responsible for all expenditure and coped reasonably well within the limits
of the income, as long as their partners did not keep too much money for
themselves. As women lost control over expenditure, the hardship for them
and their children increased. As income levels rose, male partners became
increasingly involved in the payment of bills and food expenditure.
Although money problems arise far less often, women in high-income
homes may not necessarily have an opportunity to implement their own
spending priorities unless they have incomes of their own.0

For women with poor access to household income, independent sources
of income, however small, become very significant. Child bcnefit is the
main source of independent income available to mothers. It appears to act as
a vital safety net for women. First, it is paid directly to motheis, bypassing
male control. Second, it has an important role in budgeting. Many women
who receive child benefit on a weekly basis use it to pay for school meals or
supplement the food budget, whilst those who receive it monthly often use
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it to pay for more major items of expenditure, such as bills and clothmg.cl
Unfortunately the gradual erosion of the monetary value of child benefit
means that women are less able to use it as a safety net.

The controlling influence of a male partner on a mother's access to money
may bring women's responsibilities for caring for family health into conflict
with her responsibilities for managing the household budget, particularly
keeping the family out of debt. As we identified earlier, food costs are often
met after fixed costs, such as housing and fuel bills, have been paid. Thus
food is often purchased when the household budget is most depleted. When
money for health resources is short, either because of low family income, or
because a woman's access to the household income is restricted by her
partner, women as managers of family resources are faced with the task of
containing family poverty. Surveys of how women cope with poverty
indicate that they often seek to do this by, first, cutting their personal ex-
penditure, and second, when this cannot be cut any further, they cut their
personal consumption. Commonly they cut their own consumption of food
to reduce the effects of food hardship on the rest of the family.52-53 This
research indicates that women at all income levels make personal food
sacrifices when necessary. This suggests that even at high income levels
women may experience food poverty and inadequate nutrient intake.
However, women in low-income families are most likely to have to make
cuts in their own food consumption. The research indicates that personal
food sacrifices are commonest amongst lone mothers. The overall poverty
of lone parents forces them to take steps to reduce expenditure and con-
sumption to a greater extent than two-parent families. In Graham's study
(1987)54 of mothers with pre-school children, 68 per cent of lone mothers
and 35 per cent of mothers in two-parent families identified their diets as an
area for cutbacks.

Although many lone mothers are likely to have less household income
than women with partners, they are no longer subject to the spending
priorities of partners. As a consequence, some lone mothers find it easier to
cut back on personal food consumption than mothers in two-parent fami-
lies. In lone-parent households the distinction between control and man-
agement of money and resources is dissolved, giving women the power to
organize and spend their money as they wish. For these reasons, many lone
mothers can feel financially better off outside marriage, despite the fact that
they may have reduced incomes and increased costs, such as those for
childcare. This may explain why lone-parerit families do not have different
food consumption patterns from other two-parent families. Whilst many
lune parents have the power to improve the family diet, paradoxically they
may use this power to make greater cutbacks in their own food consump-
tion. In dietary terms, the personal health costs may be great. While we have
no evidence of the nutritional content of the diets of lone mothers, lone
mothers themselves arc more likely than women in two-parent families to
rate their own diet as poor." 'I'm better-off I think. Although I have less
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money, it's all mine to allocate where I want . . . It's harder to make ends
meet but I know where the money is so it's easier for me' (a lone mother
with two children).56

THE EFFECT OF FOOD POVERTY ON HEALTH

The relationship between food poverty and ill health is now well known.
Whilst the poor health status of low-income families is due to the effects of
multiple disadvantage, it is clear that the quality and quantity cf the food
they eat have an adverse effect on their health. Although all low-income
families are likely to find it difficult to consume a healthy diet, certain
groups appear to experience particular food hardships and have an increased
risk of nutritional deprivation due to low income. The next six sub-sections
will consider the effects of nutritional deprivation on chilL en, parents,
pregnant women, Black and minority ethnic families, homeless families
and families with people with special needs.

CHILDREN

The additional costs of children are not adequately compensated for by state
benefits. Child benefit, the only source of additional income available
universally to mothers, has been frozen since 1988 and has not increased in
line with inflation since 1985. School meals can no longer be relied on to
provide a nutritious meal for poor children. Research in the 1970s and early
1980s, when free school meals were more widely available and provided at
low cost for other children, has indicated that school meals can be a major
source of energy and nutrients for children from low-income families.57
Since 1980 local education authorities are no Icnger obliged to provide
nutritionally balanced meals or meals at low cost. 'Clie nutritional standard
of meals is thought to have deteriorated in many schools, particularly as
some local education authorities now provide only a sandwich lunch for
children entitled to free school meals. While children from families on
income support are still entitled to free school meals, children from families
on family credit and other low-income families lost their entitlement under
the Social Security Act, 1986. Whilst children usually fare better than their
parents in terms of meals, there is strong evidence to suggest that their diet
is compromised by poverty. Many children are deprived of healthy food
through lack of income at a time when their need for nutrients is at its
greatest. Poor diet in childhood is associated with a variety of problems,
including poor physical and intellectual growth and development, obesity,
dental caries and diseases associated with vitamin and mineral deficiencies,
such as anaemia and rickets. Moreover, there is a growing body of evidence
that suggests that the major public health problems of the decade, in
particular, coronary heart disease, have their origins in childhood.
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A study of children from deprived socio-economic groups showed
that they are often smallei in stature than their peers.5"

Dental caries are commonest in children from the most socially
and economically deprived homes.59

Iron, calcium, and protein intakes can be very low for children
from socially and economically deprived homes.60

A survey of the diets of British school children showed that the
majority of children from all social groups had diets that were too
high in fat and low in fibre. Girls also had low levels of iron and
calcium.61

As we have seen, parents frequently mitigate the effects of food poverty on
their children by cutting down on their own food consumption. Mothers
also appear to experience high levels of stress at meal-times which, for some
women, distracts them from eating their own food. Mothers are particularly
vulnerable to food poverty. Not only are they more likely than their partners
to sacrifice their own food for other family members, and to be wholly
dependent on food produced at home, but they are also more likely to be
earning wages that are below the poverty line. This has particular con-
sequences for lone mothers and their children. Young parents are likely to
be especially at risk of nutritional deprivation and food poverty. The age-
related structure of income support means that young parents receive very
low-scale rates for themselves. Nutritional deficiencies during childbearing
years not only have consequences for the health of parents, they also affect
the health of unborn children. The nutritional state of the parents before
conception, as well as during pregnancy, is thought to affect the health of
the child. Not only do parents go without food when money is short, the
evidence suggests that they also have diets that are too high in fat and sugar
and too low in fibre. Higher rates of coronary hearrdisease and bowel cancer
among poorer social classes may be partly explained by the high-fat and low-
fibre content of the diets of adults living in poverty.

In a survey of people aged 15-25 years, men with low incomes had
the lowest average intakes of thiamin, vitamin C and calcium and
women had the lowest average intakes of protein, calcium,
thiamine and riboflavin."

PREGNANT WOMEN

The importance of diet in pregnancy is well established. Poor diet in
pregnancy has been shown to be associated with low birth weight, perinatal
death and some congenital malformations, such as spina bifida. As the
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nutritional state of the mother is likely to improve with income, nutritional
differences in pregnancy may partly explain why babies born to mothers in
lower social classes have lower birth weights and higher perinatal death
rates. The Maternity Alliance's analysis of the cost of an adequate diet for
expectant mothers shows that some pregnant women on low incomes will
face great difficulties in paying for a healthy diet which is in line with
dietary advice.

A survey of pregnant women on supplementary benefit showed
that one-third of the pregnant women consumed a very poor
diet.63

A survey of pregnant women in a socially and economically
deprived area showed that some mothers from lower socio-
economic groups had serious nutritional deficits in pregnancy.
Mothers of infants with low birth weights (less than 2500 grams)
had significantly lower intakes of energy during pregnancy than
mothers of heavier babies.64

BLACK AND MINORITY ETHNIC FAMILIES

Although we have very little research on food patterns among Black and
minority ethnic groups, in the light of what we know about their economic
and social situations, it is likely thvt many families find it difficult to make
healthy food choices within the li.nits of their income. Many traditional
foods are not always readily available, and they may be more expensive than
other foods. Low income and lack of access to reasonably priced traditional
foods are rarely used to explain health choices and nutritional problems
among Black and minority ethnic groups. Nutritional problems tend to be
more readily explained in terms of the inherent deficiencies of Black and
minority ethnic diets, with health education and more information, rather
than food and income policies, seen as the solution to the problems. For
example, a health-education campaign to reduce the incidence of rickets
was chosen in preference to the fortification of chappati flour, even though
rickets has only been eradicated from the white majority group with the
fortification of margarine. Black and minority ethnic groups also have
poorer access to useful dietary advice. Health-education messages are often
based on the white, British diet and fail to incorporate foods and eating
patterns that are familiar to individual Black and minority ethnic groups.
Moreover, they also fail to provide information in different languages.
Although high rates of some diseases, .such as rickets and heart disease
among sprme Black and minority ethnic groups have been biamed on diet,
the extent to which these diseases have dietary causes is unclear.

1 I The diets of Asian children have been found deficient in iron and
J vitamin D.6h
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FAMILIES WITH PEOPLE WITH SPECIAL NEEDS

As we saw in chapter 1, special needs anddisability increase an individual's
propensity towards poverty. Many special therapeutic diets cost signifi-
cantly more than normal food, and more than the average person spends on
food each week. Since the Social Security Act, 1986, the supplementary-
benefit weekly additional payments for special requirements have been
abolished, including additions for special diets. The Disability Alliance"
has calculated that many people with disabilities may be receiving up to £50

per week less under the new income-support scheme. Some families with
children with disabilities have been particularly hard hit. The disabled
child's premium is only available to families who are entitled to claim
attendance or mobility allowance, yet many children with severe dis-
abilities are too young for this entitlement. Therefore the extra food and
other costs must be met out of existing benefits or wages, regardless of how
inadequate they are. The additional costs of getting to the shops to buy food
for families with people with disabilities only adds to the costs of food. It
appears that those with dietary needs over and above those of others are
likely to suffer the worst food hardships.

HOMELESS FAMILIES

Not only are homeless families likely to have very poor access to cooking
and food-storage facilities, they often have to subsidize accommodation
costs with money from food allowances. Food allowances for homeless
families are unlikely to cover the cost of food all week. This is particularly
worrying as many homeless families are families with young children.

In a survey by the London Borough of Camden, only 6 out of 299
hotels used for homeless people provided accommodation that
was within the cash limits offered.67

Two-thirds of health visitors who responded to a Health Visitor
Association/Shelter survey indicated that malnutrition was a
common problem for homeless families."

Weight loss is common among homeless adults, and low birth
weight is common among babies born to mothers in temporary
accommodation."

CONCLUSION AND IMPLICATIONS FOR
PRACTICE

The problem of food poverty remains a present-day social problem. The
tendency for low-income families to have less healthy diets than their
wealthier counterparts is often attributed by politicians, professionals and

.T7
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the general public alike to ignorance and irresponsible behaviour. These
assumptions underlie not only nutrition policies, but health-education
programmes. However, data from the National Food Survey and numerous
sui veys of food consumption and expenditure patterns inform us that we
need to understand the eating patterns of low-income families in the light of
information about the cost and availability of healthy food, and the role that
food plays in family life. Low income, mediated by age and gender, appear to
determine the eating patterns of poor families. Whilst knowledge and
attitudes to food undoubtedly play a part, there is no evidence to suggest
that low-income families are any more ignorant about the content or
importance of a healthy diet than the rest of society in the UK.

The links between good health and food are well documented. Food
affects health through physiological processes, determining the body's
ability to grow and develop, and resist disease throughout the life-cycle.
This chapter clearly illustrates that behavioural and psychological pro-
cesses also Rlay an important and often misunderstood role in the relation-
ship between food and health. Material and social factors, such as low
income, available shopping facilities, the cost of food, age, gender and our
beliefs about the social significance of food influence our eating behaviour
and, hence, our health. Our food choices, like other health choices, do not
occur in a vacuum nor are they simply the result of our knowledge and
attitudes to food. Food also affects our health through psychological pro-
cesses. The stress, isolation and depression that result from low income,
poor housing, homelessness and unemployment make food purchasing and
preparaticn a demanding task. The additional stresses of coping with a
young child in a restricting environment make healthy eating choices even
more difficult.

This review of the relationship between food, poverty and health informs
us that we need to develop a more dynamic approach towards family health-
education programmes. Misconceptions about the factors that affect family
food choices and lack of political will to acknowledge the links between the
material conditions of people's lives and health have led to a situation
where the bulk of preventive health policy and education programmes are
targeted at individuals. Yet the information in this chapter alerts us to the
fact that individual approaches to health education are unlikely to bring
about the desired behaviour changes or reduce the diseases of the late
nineteenth century until the factors that constrain food and other health
choices are removed. First, household income is a key, if not sole, factor in
improving the eating patterns of low-income families, and chapter I high-
lighted the need for social security, taxation, employment and wage policies
that improve the material conditions and incomes of thepoor. Second, there
is a need for food production and marketing policies at national and inter-
national level that bring healthy eating choices within the reach of all
families. Present-day policies mean that healthy alternatives are the most
expensive and least available choices and often give us little option but to

7S



FOOD AND POVERTY 73

eat high-additive, processed food. Moreover, food policies have created food
mountains while the poor of Britain and the rest of the world suffer food
shortages.

The research that highlights the relationship between food, poverty and
health leaves many health and welfare workers with a feeling of powerless-
ness, a feeling that many of the factors that shape food choices are out of
their control. Yet as practitioners, health and welfare workers have the
responsibility to help families mitigate and cope with fae effects of poverty.
The acknowledgement of the links between food poverty and health has led
some workers to question the value of traditional approaches which aim to
change individual behaviour and to turn to aew approaches that recognize
the material constraints of breadline. living. Food co-operatives, free or
cheap community-transport shopping schemes and the provision of com-
munity eating facilities, where healthy meals are available at low cost, are
examples of initiatives that help families mitigate and cope with the effects
of food poverty. Some workers have discovered that some families have
found budget-cookery courses useful, although the same courses have also
been used to reinforce the belief that poor families simply need to improve
their knowledge of healthy food. It can also be argued that the relationship
between food and poverty demands that practitioners use their knowledge
about food poverty to give information that is useful to families with low
incomes, unlike many health-education messages which are largely irrel-
evant as a guide for action.70 Information on social-security benefits and
using the social-security system, information and help to gain access to
childcare facilities which enable women to get a break from their children,
or information on other forms of social support in the community are areas
of work that may be more appropriate to families in food poverty than
'throw out the chip pan' type advice. Moreover, knowledge about food
poverty means that fieldworkers need to continue to improve their skills to
work in partnership with parents and acknowledge that parents often have
the knowledge to assess their own health needs. Finally, the need for
workers to play a role in shaping and informing nutrition and social policies
at local and national level, through information sharing, research and the
use of professional organizations, emerges as an important and legitimate
area of professional work.
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4 HOUSING CONDITIONS
AND HEALTH

INTRODUCTION

The quality of our home environment has an important bearing on our
quality of life. Most people spend at least half of their waking hours at home.
Some groups such as mothers and young children, carers, unemployed, sick
and disabled people spend substantially longer periods at home each day.
Our home environment not only has an important effect on our quality of
life, it also has a pervasive effect on our health and our relationships with
other people. Housing is, therefore, a major health resource. Housing can
ixotect individuals from physical and mental ill health. Alternatively it can
increase their vulnerability, depending on the standard, location, and type
of accommodation they live in. Like food and eating, poor housing affects
health directly through physiological processes, and indirectly through
behavioural and psychological processes. Housing conditions also help or
hinder parents, particularly mothers, in their role as carers. For parents
living on the breadline, parenting in poor housing hecomes an even more
arduous task. Homes can be a major source of personal wealth. They can be
used for investment or collateral or as a way of passing on wealth. In this
sense, housing is a key resource that can mediate a family's access to other
health resources, such as leisure, transport and health-care facilities.
Furthermore, housing is also a marker of social status and a marker of social
mobility.

Access to healthy homes, like many other health resources, depends on
income, social class, age group, geographical region, ethnic group and
gender. Comfortable and pleas. i. housing conditions are not universally
enjoyed in Britain, nor equally distributed among the population. Poverty
and housing arc inextricably liiiked, with t 1- noorest and most vulnerable
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members of the population living in the least desirable housing conditions.
Studies suggest that housing inequalities undoubtedly contribute to the
relative inequalities in health that have been clearly documented.t'2

In the last decade many politicians and policy-makers have disputed
claims that have linked health with housing conditions, preferring to blame
aspects of individual behaviour instead. The greater frequency of respiratory
symptoms among occupants of damp housing has been blamed on smoking
behaviour, or the irresponsible behaviour of occupants who fail to allow
adeqaate ventilation or heating, and who should refrain from drying wash-
ing indoors. This situation has not been helped by researchers who have
found it difficult to establish the nature of the relationship between housing
and health. This is because people who live in unhealthy homes usually
suffer other forms of social and economic disadvantage, making it difficult
to disentangle the effects of housing conditions from other factors.3
However, a number of recent research studies have shed some light on how
aspects of the home environment have a direct effect on physical and
mental health, causing a multiple of health problems. This chapter will
explore the relationship between poverty, poor housing conditions, and
health by examining:

Housing patterns: examining tenure patterns and type and standard
of accommodation according to income, family structure, gender and
ethnic group.
Housing and fuel costs.
The relationship between housing conditions and family health: high-
lighting the problems of damp, overcrowding, poor layout and design and
inhospitable geographical locations for family health.

HOUSING PATTERNS: WHERE DO
LOW-INCOME FAMILIES LIVE?

There can be little doubt that housing conditions have improved dramati-
cally, in an absolute sense, in the twentieth century. For example, in 1986,
98 per cent of all houses in Britain had the unshared use of a bath or shower
and had an inside toilet.4 Data from the censuses and OPCS paint an
optimistic picture of housing conditions in Britain in the !980s. Yet these
data do not accurately reflect the extent of contemporary poor housing
conditions. They do not, for example, reflect the extent of structural and
disrepair problems. Nor do they reflect the fact that certain groups in society
experience poor housing conditions relative to others. Furthermore, it has
been suggested that returns from local authorities, who provide the bulk of
data on housing conditions, underestimate the extent of housing problems
that exists in Britain today.'i
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TABLE 4.1 Tenure by ethnic group

Household Tenure type

Owner Council Priyate Housing
occupied rented rented association
% % % %

White 59 30 9 2

West Indian 41 46 6 8

Indian 77 16 5 2

Pakistani 80 13 5 1

Bangladeshi 30 53 11 4

African/Asian 73 19 5 2

Source: Brown, C. (1984). Black and White Britain, Third Study Policy Studies Institute

TENURE PATTERNS

Housing tenure is a valuable indicator o'. housing quality. It acts as a
surrogate indicator for a number of other factors such as building standards,
housing type, security and location. For example, building standards are
generally higher in the owner-occupied sector than in the rented sector.
Tenure is also related to type of accommodation. Owner occupiers arc much
more likely to live in detached or semi-detached houses than flats or
terraced houses. In this case, tenure also gives some indication of the
amount of living space a family might have. Families living in flats are far
less likely to have as much living space as families living in detached
houses. Owner-occupied accommodation is also likely to be in morc desir-
able residential areas, and to be more secure than rented housing. Later in
this chapter, we will see that these are important factors relating to the
health of occupants.

If patterns of tenure are examined, it is possible to see striking differences
between social groups.

Housing tenure is strongly related to household income. Data from the
General Household Survey, 19866 indicates that the majority of households
in the lowest income group live in rented accommodation, mainly in the
local authority/new town sector. Only 34 per cent of low-income house-
hlds are owner occupiers. Among h ->useholds with the highest income, the
majorit y 187 per cent) are owner occupiers.

Housing tenure is closely related to household composition and gender.
Two-parent families are far more likely to live in owner-occupied housing
than lone-parem families (see figure 4.1), reflecting their greater economic
prosperity. As we saw in chapter 1, lone-parent families are likely to have
lower household incomes than two-parent families. As a result, lone
parents depend heavily on the public sector for their housing. This is
particularly the case for families headed by lone mothers. Burnell and
Wadworth's study7 of children in lone-parent families found that, while 42
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FIGURE 4.1 Housing tenure and one- and two-parent families, 1986
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per cent of lone-father households lived in owner-occupied accommo-
dation, only 23 per cent of lone-mother families lived in this type of accom-
modation. Housing tenure is often affected by divorce. This occurs
predominantly in the owner-occupied sector, when one or both partners are
forced to move into rented housing due to the sale of the family home in a
divorce settlement, or the inability of the remaining parent to afford the cost
of the home. One in two of all divorced or separated women have thdr
housing needs met by the local authority.8

Housing tenure is also related to 'race' and ethnic group. The most
valuable information on 'race' and housing comes from Brown's survey of
the social and economic circumstances of West Indian and Asian fa nilies in
Britain (see table 4.1). As table 4.1 suggests, tenure profiles differ signifi-
cantly between minority ethnic groups, particularly between Asian and
Afro-Caribbean groups. This is related to the different immigration pat-
terns, immigration policies and labour-market opportunities experienced
by individual minority ethnic groups (for an in-depth analysis see Luthera
1989).9 Owner occupancy is most common among Pakistani, Indian,
African-Asian and white households; with West Indian and Bangladeshi
households least likely to be owner occupiers. Unfortunately we have no
information on the tenure patterns of other ethnic groups, such as Chinese
and Irish households. West Indian and Bangladeshi households are most
likely to be council tenants. Housing associations are an important source
of housing for Afro-Caribbean households, with 8 per cent, compared to 2
per cent of white households, living in housing-association properties.

The general trend in housing tenure is towards increasing home owner-
ship. m The number of owner-occupied homes has doubled between 1961
and 1987 in the UK, to 14.5 million. This represents 66 per cent of the total
housing stock.11 While a growing number of households are choosing to buy
thcir homes, many low-income families do not have this choice. As we shall
see later in this chapter, housing costs are generally higher for owner
occupiers and beyond the budget of low-income families.

The amount of private property available for rent has declined over the
last two decades, increasing the demand for council housing. Changing
marriage and divorce patterns and an increase in the number of households
who have been evicted due to mortgage default and rent arrears have furthcr
increased the demand for council housing in the last decade. However, this
increased demand has been accompanied by a decline in the number of
council properties available for rent. The net result is a shortage of homes.

The decline in the amount of council homes available for rent is associ-
ated with the Housing Act (1985). This Act, based on the Conservative
Government's policy to promote home ownership and reduce the role of the
state in housing, gives council tenants the right tobuy their homes from the
local authority. It has been calculated that between 1980 and 1987, one
million council homes were sold under 'right to buy' legislation." Changes
to housing finance legislation have made it increasingly difficult for local
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authorities to use the proceeds of council house sales to build more homes
for rent. Housing policy was further modified by the Housing Act, 1988,
which abolished the 'fair rent' scheme for all new tenancies after January
1989, allowing private landlords to charge market rates. Critics have argued
that market rents are unlikely to increase the number of properties available
for rent in the private sector. This Act also allows council tenants to choose
a landlord other than the local authority. It remains to be seen whether
choosing an alternative landlord will improve the housing conditions of
tenants. Furthermore, changes to housing association finance provision
under the Housing Act, 1988, reduce government subsidies to housing
associations, forcing them to use private-sector finance. It has been sug-
gested that this will increase housing-association rents substantially, thus
limiting the ability of housing associations to help low-income households
who have traditionally formed the tenant group of housing associations.

The decline in the amount of private property for rent has hit families
who live in rural areas particularly hard. In many rural areas council
properties for rent are scarce and house prices high, forcing those who
cannot afford to buy their homes to move to urban areas or resort to tied
accommodation, 'winter lets' or caravan accommodation the 'true ghettos
of the rural poor'.13 For many low-income families in rural areas, being a
tenant goes hand in hand with insecure tenancy and decaying and sub-
standard property.

A decline in the availability of public and private rented housing and
changes in social-security legislation affecting young people have substan-
tially increased the number of homeless people in the UK. Under the
Housing (Homeless Persons) Act, 1985, local authorities have a statutory
duty to provide accommodation for homeless families in 'priority need':
households with pregnant women, dependent children or ,c..ople who are
vulnerable through age or disability.

In 1987, local authorities in England and Wales accepted re-
sponsibility to rehouse 118,000 households, of which 107,000
were classed as 'in priority need"4 compared to a total of
6,000 households 'in priority need' in 1981, when local

authorities accepted responsibibty to rehouse 74,000 households.

However, these figures do not reflect the true extent of the homelessness
problem. Under the Housing (Homeless Persons) Act, 1985, local author-
ities a: lot obliged to accept the responsibility to rehouse households who
become 'intentionally' homeless or individuals who do not fall into the
'priority need' category: single people or childless couples. These groups are
required to find their own accommodation. An increase in the number of
single people sleeping on the streets, as inhabitants of 'cardboard cities', is a
testimony to the problem of housing shortages.

Those families most at risk of homelessness are those who suffer other
social and economic disadvantage: low-income families, large families,

ES
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lone-parent households and Black and minority ethnic groups. In addition,
a growing number of young, single people are increasingly found among the
homeless.

In 1987 78 per cent of homeless households in priority need
contained a pregnant woman or dependent children. 15

In 1986 Bi.-ck households made up 40 per cent of those families
accepted as homeless in London.16

A reduction in the availability of local-authority housing stock means
that a growing number of homeless families are having to spend a period of

time in temporary accommodation: hotels, hostels and short-term lets.
From 1981-7, the number of households living in temporary accommo-
dation more than doubled.,7 And as the availability of local-authority
accommodation has declined, the length of time that families have had to
spend in temporary accommodation has become progressively longer.18
This has an important knock-on effect on access to local-authority housing
for families who already have homes but who are waiting to be rehoused
because of substandard amenities, overcrowding, racist attacks or medical

reasons.

TYPE AND STANDARD OF ACCOMMODATION

Differences in housing patterns are not iestricted to differences in tenure.

Good standard accommodation is not liversally available or shared out
equally between social groups.

Low-income families are housed in poorer quality accommodation than
their better-off counterparts. While there is a lack of recent data on income
and housing standards, it is clear that higher-income families can afford to

pay for larger and better-quality housing. They can pay to keep their
property in a good structural condition. However, low income means
that poor families have very little choice about the type or standard of
accommodation they occupy.

Low-income families are more likely to live in flats and terraced
houses than higher-income groups. These properties tend to have the
least living space and the worst structural and disrepair problems (see
figure 4.2).

Whilst the structural condition of Britain's housing stock today is,
without doubt, better than that of the early twentieth century, recent
studies of housing conditions have indicated that housing policies have
failed to provide continued improvements in the structure of Britain's
housing stock.19 Although the number of properties lacking basic
amenities, such as unshared use of a bath or toilet, has decreased, the
number of properties in a state of disrepair has not declined and, according

to some researchers,2° is actually growing.



FIGURE 4.2 Type of dwelling by usual weekly Joss income of head of
household
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25 per cent of Britain's housing stock is either unfit for habitation,
lacking amenities or in a state of disrepair.21

Data from the English House Condition Survey, 1986, indicates that low-
income groups frequently live in housing that has the worst disrepair
problems and structural faults:

Half of all households lacking amenities and one-third of all those
in unfit housing had very low net incomes of less than £3000 per
year.22

Low-income families who own or are buying their own homes are
frequently concentrated in pre-1919 housing, in inner cities and industrial
towns. These properties often have substantial structural problems or ar ?. in

a state of disrepair, for example, needing a new roof or beset by damp
problems. Low availability of repair grants and low incomes mean that
repairs are beyond the budget of many families. In recent years this situation
has been aggravated by the fact that house prices have risen rapidly, often
faster than earnings. This means that many parents, partizularly in the
South-east, are faced with very high mortgage repayments at a time when
the presence of children is stretching resources to the limit.

Desrepair and structural faults are also problems for families living in
public-sector rented accommodation, an important source of housing for
low-income groups. While the private sector continued to use tried and
tested construction methods and designs, local-authority building pro-
grammes pioneered the use of new materials and modern designs. The
result is that many properties built in the 1950s .and 1960s have frequently
proved to be unsuitable housing for the veiy people they were meant to
house. Many of these properties, particularly the large number of high-rise
flats that were built, have design and construction faults. The problems
associated with high-rise flats epitomize many of the problems associated
with public-sector housing: damp and condensation problems, poor heat
and sound insulation and lack of private access and safe play space for
children. Many of these blocks are now viewed as unsuitable for families
with young children. The effect of these housing conditions on health will
be discussed later in this chapter. A significant number of these properties
now need demolishing or repairing. Yet changes to localauthority finance
provision means that local authorities ale finding it increasingly difficult to
finance repair and maintenance costs or replace unsuitable housing stock.
In 1984 local authorities estimated that 84 per cent of their stock needed
some kind of renovation. The average cost of repairs per property amounted
to i4,900.2'

A disproportionate number of Black families live in substandard accom-
modation. Data on the housing situation of Black families indicates that
Black families are more likely than w bite families to live in poor housing:

at
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Brown's study (1984) of the living circumstances of Black families
found that they are twice as likely as white families to be in flats,
and have higher levels of overcrowding.24

The English House Condition Survey, 1986, estimated that house-
holds whose heads identified themselves as being born in the New
Commonwealth or Pakistan are 2.5 times more likely to be living
in unfit housing than other households.25

Black families who wish to buy their own homes are often forced to
purchase older properties in poor, declining areas. Not only are repair and
renovation costs likely to be beyond the reach of low-income Black families,
but the quality and the value of the equity held by Black families is
disproportionately low and prone to devaluation.26 Many Black families
live in the least saleable portions of the housing stock (run-down terraced
housing and council properties), and thus have little opportunity to increase
capital assets through house sales.

Several studies have highlighted how racial discrimination affects local
housing allocation and exchange systems. Studies for the Commission for
Racial Equality indicate that Black families living in public-sector rented
accommodation tend to be allocated smaller properties and flats (par-
ticularly flats on the upper floors of high-rise blocks) more frequently than
white families, irrespective of household composition.27,28 Black families
are also more likely than white families to be housed in high-density areas
of Britain's inner cities, and in areas where labour markets and local
economies are less secure.29

Women and children bear the brunt of poor housing standards. In all
tenures, women and children are likely to experience the worst housing.3°
First, women and children usually spend longer periods at home than men,
and thus are more likely to be exposed to the hazards of poor housing.
Second, women's economic disadvantage means that female-headed house-
holds, which frequently contain children, have difficulty paying for decent
housing and are more likely than men to be housed in the sectors that have
the worst construction and disrepair problems: private and public rented
housing. Thus the decline in the number of private and public sector
properties for rent and rising rents in both sectors have had the most severe
impact on women and their children.

r--7 The Glasgow House Condition Survey indicated that children and
1 teenagers are likely to be in poorer housing than any other group.31

LiThe London Research Centre's survey found that two-thirds of the
homeless are women.32

Women with violent partners have found themselves hard hit by recent
housing policies. A shortfall in council properties has meant that women
may have no option but to stay with a violent partner, as the chance of

9 ')
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FIGURE 4.3 Housing and fuel costs as a proportion of weekly household
expenditure, 1987
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alternative accommodation being available is low Women who have been
able to find a place in a refuge find it virtually Impossible to be rehoused into
council properties. This has created bottlenecks in many refuges. Further-
more, changes to housing-benefit legblation have made it difficult for
women to claim the full cost of hostel or refuge accommodation from local

authorities.

HOUSING PATTERNS: WHAT DO
LOW-INCOME FAMILIES PAY?

Weekly housing costs are usually highest for households who are buying
their homes with a mortgage, although these households are accumulating
a capital asset at the same time.33 As a consequence, home ownership is
frequently beyond the budget of low-income families. However, irrespec-
tive of type of tenure, housing costs, like food costs, account for a larger
proportion of the total weekly expenditure of low-income families than of
higher-income families (see figure 4.3).

Rented accommodation is no longer the cheap housing option that it used
to be. Deregulation of rents in the private sector and rises in council-house
rents mean that the cost of housinghas risen for many low-income families.
This has been compounded by changes to housing-benefit legislation. The
housing-benefit scheme has become less generous since the early 1980s, as
the maximum qualifying income for housing benefit has been reduced.
Moreover, the Housing Act, 1988, gives rent officers the power to impose a

3 3
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rent ceiling for benefit purposes. Local authorities can pay over the ceiling if
they wish to, but they then lose any central government subsidy. Thus
families who rely on housing benefit, because of low income, may have to
find an extra amount from the household budget. Furthermore, the intro-
duction of the community charge, or poll tax as it is more commonly
known, has increased the living costs of low-income families. Although this
is a tax on people and not on property like the rates system it replaces, poll-
tax bills indicate that many households in the low- and middle-income
range will have to pay more under the new system than the old, despite the
existence of a rebate system. Although the poll tax will be replaced by a new
charge in the mid-1990s, it remains to be seen whether low-income families
will be any better off under a new system.

Since 1979 there has been a rise in the number of households with
housing-related debts. On the basis of a study on credit and debt in the UK,
Berthoud et al. (1990)34 estimated that:

1 million tenants (16 per cent of all tenants) are in arrears with
their rent-I 250,000 mortgage holders (3 per cent of all mortgage holders) are
behind with mortgage payments.

This confirms other research findings that suggest that family costs rise
with family size. Berthoud et al. found that debt problems appear to increase
with family size and to be linked to changes in householdstructure: births,
deaths and marriage or relationship breakdown. There is no evidence to
suggest that the increase in debt is related to the increase in the amount of
consumer credit.35

Fuel costs are closely related to the housing conditions of low-income
families. If low income affects housing 'choice', it also affects the 'choice' of
fuel for many families. While a family which is buying a home may choose
to avoid purchasing a property with an expensive source of heating, such as
electric central heating, a council tenant is forced to accept what she/he is
offered, regardless of the effectiveness or efficiency of the fuel source. The
fact that many low-income families are confined to housing that is badly
designed and built, and/or in a poor state of repair means that fuel bills may
be increased through damp and condensation problems and poor insulation.
Together with housing costs, fuel costs account for a significant part of the
weekly household expenditure for low-income families (see figure 4.3). Fuel
costs account for a greater proportion of the expenditure of low-income
families than higher-income families.

Studies of how low-income families budget indicate that housing and fuel
costs are frequently paid first, before food or other family expenses.36 There
has been a growing tendency for the housing and fuel costs of families on
social-security benefit to be recovered directly from benefit, before they
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reach the claimant. Although this ensures that bills are paid, it leaves the
budget-holder with less control over weekly income and expenditure and
less opportunity to budget for other household expenses.

Fuel costs are a major source of debt for low-income families. In 1987,
90,000 electricity users and 60,J00 gas users were disconnected due to
debt.37 While the rate of electricity disconnections has remained steady
since 1981, the rate of gas disconnections has increased rapidly. Lone
parents and families with children are over-represented among those with
fuel-debt problems and are therefore likely to form a significant proportion
of households without fuel for a period each year. As women and children
spend longer periods in the home than men, they suffer disproportionately
from both fuel economy and fuel disconnections. Although electricity and
gas boards say they are sensitive to households with children, dis-
connections still occur. Households may also be disconnected where
household appliances are deemed to be unsafe, leaving families who cannot
afford to replace equipment without any means of cooking or heating.

HOUSING CONDITIONS AND PATTERNS
OF HEALTH

We have seen how low-income families are more likely to live in housing
that is badly designed, poorly constructed and in a state of disrepair. The
consequence is that many low-income families have to live in damp, noisy,
overcrowded accommodation that is associated with physical and mental
health problems and increased accident rates in adults and children. While
some housing problems affect the health of any occupant, others are only
likely to be harmful to individuals or families with certain physical, social
or health characteristics.

There is a close statistical correlation between housing tenure and
health. The research indicates that owner occupiers are likely to have the
lowest death rates and council tenants the highest death rates. Studieshave
shown how certain aspects of physical and mental ill health are associated
with tenure. For example:

Kogevinas's study (1990) of social factors and cancer survival rates
suggests an association between deaths from cancer and housing
tenure. This study showed that male council-house tenants were
more likely to die from cancer of the face, oesophagus, stomach,
larynx, bladder and lung, and women tenants were especially
more likely to die from cancer of the cervix, than owner
occupiers.38

The close association between tenure and death rates is explicable in
terms of the fact that tenure, as well as being a proxy indicator of income and
class, is an indicator of the type and standard of housing a family will
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experience. In this sense the association between housing tenure and death
rates is likely to reflect the fact that families who live in rented accom-
modation experience not only the adverse effects of low income and poor
working conditions but also more damp, overcrowding, noise and design
problems and live in less desirable locations than owner occupiers. It is to
these aspects that this chapter now turns.

Damp is a major health hazard and the result of poor structural main-
tenance, design and construction. The problems are further exacerbated for
low-income families who may not be able to afford the costs of heating their
homes adequately. It is a major housing problem faced by many families,
particularly those living in public-sector rented accommodation or older
properties. A number of studies have at tempted to establish a relationship
between damp and ill health. Some of these studies have been criticized as
lacking scientific rigour or displaying methodological flaws. The conten-
tion is that such studies have been unable to show that the greater frequency
of respiratory symptoms among families in damp housing is related to the
damp itself rather than aspects of individual behaviour, such as smoking.
There have also been attempts by policy-makers to redefine damp problems
as condensathin problems, related to the behaviour of residents, rather than
a consequence of structural defects. For example, failure to allow adequate
ventilation, failure to heat properties properly or drying clothes indoors
have all been used as explanations. However, the findings from Platt et al.'s
study, which overcame many of the methodological flaws of previous
studies, indicated that there is a direct relationship between damp and
mould growth and the health of residents:39

Adults living in damp and mouldy housing were likely to report
more symptoms: such as nausea, blocked nose, breathless-
ness, backache and fainting, than people living in dry housing
conditions.

Children living in damp and mouldy housing had a greater num-
ber of respiratory symptoms, such as wheeziness, runny nose and
sore throats, as well as headaches and fever, and irritability than
children living in dry housing.

The number of symptoms increased with increasing exposure to
severe damp and mould growth.

These differences between people living in damp or dry conditions
persisted when smoking behaviour, income, unemployment and
overcrowding were controlled for.

This study also highlights how physical ill health can affect psychological
well-being and behaviour. Both children and adults wIlo were exposed to
high levels of damp and mould growth had higher levels of irritability and
'bad nerves' than their counterparts in similar, but dry housing. Physical
symptoms can cause irritability, depression, and unhappiness, which are
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reflected in an individual's behaviour, for example, temper outbursts in a
child or a low level of patience in a parent of a youngchild. For children it is
likely that damp-related ill health may be compounded by the fact that ill
children are unable to attend school or nursery as frequently as other
children. This in turn may hinder a child's developmental progress.

Overcrowding was recognized as a health hazard as early as the nine-
teenth century and is probasaly the most well-researched housing factor.
Research indicates that overcrowding is associated with a number of physi-
cal and mental health problems in adults and children: respiratory and
digestive-tract infections, depression, stress and psychological dis-

tress. 40,41,42 Living in overcrowdedhousing makes it difficult for individuals
to control the amount of social contact they have with other members of the
family. Lack of privacy, lack of space to store personal belongings and
constant contact with other people are likely to increase stress end domes-
tic tensions. Tension may be difficult to diffuse where individuals are
unable to find personal space or move to a quiet room to calm down. Lack of
space and the tension it creates are likely to affect the quality of both
parental relationships and parentchild relaiionships. Living in an over-
crowded home may make it very difficult for parents to carry out their
parenting role and meet their children's needs. Creating the domestic
conditions necessary for maintaining good health, such as quiet sleeping
arrangements, and hygienic cooking and food preparation facilities, is
difficult, if not impossible, where space is limited. Moreover, it may be
physically and/or emotionally hard, or even impossible, to carry out advice
from health and welfare workers. For example, a parent in a crowded home

may find it impossible to introduce the night-time routine that the family
health visitor advises because the child shares a bedroom with other
children.

Poor layout and design of homes has also been shown to be associated
with health problems. The design and layout of flats and maisonettes have

attracted the most attention, particularly the experience of living above
ground level. Flats have frequently been used to housc families with young
children, particularly in the public sector, although many local authorities
now have a policy of not allocating properties on upper floors of high-rise
blocks to families with young children. Flat-living has been associated with
a number of health problems:

Children who live in flats have higher incidences of respiratory
infections than cl ildren who live in houses.43

People who live in flats have higher incidences of emotional
disturbances and mental-health problems."

Some of these problems are likely to be associated with the fact that, on
average, flats are 50 per cent smaller than houses." and are often more
crowded. They also tend to have worse design and structural faults. Flat
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dwellers arc often exposed to damp and crowding problems. The design of
high-rise flats is a source of stress, particularly for parents who live with the
fear that their children will fall from a window or balcony of a high-rise
block, fall on the stairs, or injure themselves in the lifts or on the fire escape.
Several studies have shown how parental concern about child safety among
flat residents causes high levels of anxiety.46.47 This may partly explain why
women who live in flats experience high levels of nervous disorders. Studies
of flat-residents also draw attention to the fact that design features such as
interconnecting walkways and lack of control over space outside the front
door can be damaging to a resident's sense of well-being. Coleman's large-
scale study" of social malaise among residents of flats and houses found
that the degree of social malaise (indicated by the level of care of communal
areas, graffiti and vandalism) increased in bloc -s of flats where residents had
no control over the entiance to their dwelling. The potential for racial
attacks is also increased in these types of dwellings. While housingtype and
design clearly have an important bearing on the health of families, other
studies have highlighted how the location of a dwelling can affect resCients'
level of satisfaction with their housing circumstances and the number of
illness symptoms they report.

Poor design and layout are also problems that arc frequently faced by
people with disabilities and their families. Many homes are unsuitable for
people with physical disabilities. Rooms may be too small fc r wheelchairs
to manoeuvre or carers to assist a person with daily living activities. Access
into and out of the house and to upstairs rooms may be difficult for people
with disabilities, unless homes have adequate adaptations. For families
with people with mental or learning disabilities, homes that do not have
secure gardens, or window fastenings, to prevent a person's wandering off
may be a problem. Moreover, people with severe disabilities are likely to
need a room of their own, both for their peace, and to allow other family
members some respite from caring. Glendinning's survey found that hous-
ing layout, design and space problems are common among families with
children with disabilities, with half of the respondents reporting housing
difficulties.19

Cramped living conditions and poorly designed housing are both related
to high home accident rates among children. The Child Accident Preven-
tion Trust estimates that 250,000 childhood accidents a year are due to bad
housing design.'" Home accidents are the commonest cause of death to
children over one rar of age. Crowded living areas, poor lighting on
communal stairways, badly designed kitchens, fittings, and balconies ex-
pose children to the risk of accidents more frequently than conditions in
better housing. Moreover, these conditions make it more physically and
mentally difficult for parents to protect their children fre.,n hazards within
the home. For example, a small, badly designed kitchen makes if difficult for
parents to cook safely and supervise children at the same time. For many
parents in this situation the options are either to allow the child into the
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kitchen to play during food preparation and cooking; to leave the child to
play unsupervised in another room; or to restrain the child, usually in a
pram and against his or her will, within view of the parent. Each of these
options has either a safety risk or is so stress-inducing that it may be
imp,. iible to carry out. And for many parents, the opportunity to allow a
child to play outdoors instead of inside an unsafe home is not available.
Low-income families often live in locations where the outdoors offers little
protection to children. Areas with busy roads, no confined safe play areas,
no gard--is, and hazards such as broken glass, discarded rubbish, and dog
excreta, are the only play areas for many children who live in inner cities
and run-down urban areas.

Geographical location has an important influence on mental and physi-
cal health, particularly the health of children. Low-income families, es-
pecially one-parent families and Black families are much more likely to be
housed in neighbourhoods that are unattractive, densely populated, with
poorly maintained houses and communal areas, and poor amenities. Byrne
et al.'s study5' of 'difficult to let' council estates illustrates the importance
of housing location for healt' This study found that residents who lived in
these areas reported high rates of dissatisfaction with their housing circum-
stances and more ill health than residents of other council estates:

47 per cent of children living in 'difficult to let' areas had frequent
chesty coughs compared to 27 per cent of children from other
council estates.

In every age group, except for over 65s, people who lived in
'difficult to let' areas experienced more psychological distress
than people from more desirable council housing areas. This was
associated with location and not housing type.

Although health differences existed between house and flat dwellers,
these were not statistically significant. However, consistent differences
were found between dwellings of the same type and standard, which could
be explained in terms of where they were located. 'Difficult to let' housing
areas were in less desirable locations, had poorer environments and were
not as well maintained. Thus 'bad' housing did not necessarily conform to
the stereotype of high-rise blocks or non-traditional design.

Where we livt. Jetermines our access to other vital health resources.
Townsendr'' argues that we need a concept of 'environmental poverty'
which would refer to lack of, or lack of access to, gardens, parks, play space,
shopping facilities and health centres, as well as taking account of exposure
to pollution such as noise and dirt. Many low-income families are housed in
inner-city areas and urban housing complexes on the outskirts ot large
towns and cities, where 'environmental poverty' abounds. Poor access to
community provision such as playgroups and nurseries, social and rec-
reational facilities, shops that sell healthy foods, safe play areas and health
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services, and transport systems that inhibit movement out of the area make
childcare a difficult task for parents who are already coping with the burden
of living on the breadline. Studies of 'difficult to let- and high-density
housing in Liverpool and the Wirral concluded that infections could also be
(raced to the unhygienic food vans which were used in the vicinity, because
of a lack of food shops; poor refuse disposal; and drying clothes indoors due
of lack of outdoor facilities.53.5 4

From this information it is clear that housing conditions strongly influ-
ence child-rearing practices. However, much health and welfare work with
families with young children is based on an approach that identifies child-
rearing problems with the behaviour of parents rather than the problems
that housing factors pose for them. Thus 'advice' to parents consists largely
of suggestions that parents change aspects of their behaviour rather than
focusing information or action to assist parents to relieve, challenge or
change the effect of poor housing circumstances. Child accident-prevention
work illustrates this point well. Higher home-accident rates among chil-
dren from poorer social groups are frequently blamed on the failure of
parents to supervise and care adequately for their children, failing to take
account of the fact that conditions inside and outside home have a strong
influence on the behaviour of both the parent and the child.

Homelessness appears to be a health hazard that is on the increase.
Surveys of the living conditions of families in hotel accommodation, and of
their health status indicate that the conditions they experience threaten
their health and safety. Hotel accommodation is often overcrowded,
insanitary and lacking the basic amenities for good health:

A survey by the Department of the Environment found that 38 per
cent of multi-occupied dwellings lacked satisfactory means of
escape from fire, 33 per cent needed major repairs, 28 per cent
lacked proper amenities and 16 per cent were overcrowded.56

Insanitary conditions and overcrowding result in higher levels of infec-
tious diseases and vomiting and diarrhoeal illnesses. Dampness and over-
crowding are probably the cause of high levels of respiratory-tra :.t infections
in children in hotel accommodation. Poor access to cooking iacilities and
the extra food e- eenses that homelessness bring lead to nutritional prob-
lems (see chapter 3). High accident rates among children living in hotel
accommodation have been noted in a number of studies."6.5' Hotel and
hostel conditions make it difficult for parents to keep children safe.
Cramped rooms, non-secure windows, steep staircases and unguarded elec-
trical appliances (particularly kettles on the floor) place children at high risk
of physical injury. In addition to the risk of injury from accidents, parents
with children in hotel accommodation have also expressed their fear that
other residents and visitors to the hotel may place their children's safety at
risk. Studies have also indicated that children living in temporary
accommodation suffer emotionally and educationally, as well as physically.
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Behaviour problems such as over-activity, temper tantrums, bed wetting
and soiling and aggressive behaviour are common. Lack of space to play and
do homework can result in speech, gross motor and learning delays. The
stress of living in temporary accommodation also appears to affect the
mental health of parents. Anxiety, depression and problems in maintaining
personal relationships have all been shown to be common in homeless
adults. Living in temporary accommodation frequently involves a move out
of the family's neighbourhood, rupturing social and family support net-
works, and resulting in changes in schools and playgroups. At a time when
many families need additional social and emotional support, it is often least
available.

Research in Bayswater found that 40 per cent of children living in
hotel accommodation had behavioural problems.58

Conway's study of families in hotel accommodation found high
levels of stress and depression among mothers."

The high incidence of ill health among homeless parents and children is
often exacerbated by poor access to primary health care. Families in tempor-
ary accommodation often fail to register with a general practitioner in the
vicinity of their temporary home, in the belief that they will be moved to a
permanent home in the near future. Those who do seek to register with a
general practitioner may only be able to do so as temporary residents, in
which case their medical records remain with their previous family doctor.
Thus immunization and screening check records are often not available,
and immunization and screening programmes are rarely completed. Failure
to receive adequate information from housing officers about the location of
families makes it difficult for health visitors and midwives to trace home-
less families to offer health care. Moreover, health and welfare workers are
failing to offer services that are required due to heavy workloads.

CONCLUSION AND IMPLICATIONS FOR
PRACTICE

The data on housing patterns in the UK indicate that housing inequality
remains today. It is clear that absolute and relative housing inequality
exists. Some households experience housing conditions that fall below an
absolute standard, according to an officiall y recognized minimum standard.
Other households may not live in housing conditions that fall below a
minimum standard but may experience housing conditions that are poor
relative to the rest of society. Absolute and relative housing inequality are
experienced disproportionately by the pom est and most vulnerable mern-
hers of society: lone-parent families, .iami lies on low income, Black and
minority ethnic families, women, people with disabilities, older adults and
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young single people (although the experienCes of the latter two groups are
beyond the brief of this book). A growing number of families have no home
of their own and there is every indication that the number of homeless
families will remain high for some considerable time.

Housing and health are inextricably linked. Studies on the relationship
between housing and health indicate that health inequalities are closely
linked to housing inequalities. But while some studies have been able to
indicate a direct relationship between certain housing conditions and
health, other studies have only been able to indicate a close link rather than
a causal relationship. Nevertheless, the evidence is strong enough to argue
that the housing situation of many households should be improved on
health grounds. In addition, housing inequalities are a vehicle for the
transmission of other inequalities, such as those in education and leisure
and, in particular, inequalities in the ability to accumulate wealth and gain
access to credit. For these reasons, it is important to argue for a reduction in
housing inequalities on social as well as health grounds.

While housing conditions have a direct physiological effect on health,
they clearly affect health through psychological and behavioural processes.
As we have seen, poor housing conditions affect the ability of families to
care adequately for their health. Yet health and welfare workers continue to
work with families from the assumption that people's health behaviour is
unrelated to the social and economic context of people's lives. Approaches
that focus on changing the behaviour of individuals are unlikely to reduce
health problems that stem from poor housing conditions. For many health
and welfare workers this fact may foster feelings of helplessness rather than
a desire to change to more pro-active approaches. But all fieldworkers have
the scope to monitor the housing conditions of clients, to pass this infor-
mation up and across organizations, as a way of putting the issue backon the
agenda. Health arid welfare workers can also support local people to gain
access to local planning mechanisms. Local housing schemes need to take
on board what local people say they want and need in terms of housing and
local facilities, rather than excluding them from decisions.

Health and welfare workers have the opportunity to work toward the
provision of community resources that help to.mitigate or reduce the effect
of poor housing on health. The health of many children and parents may
benefit through the provision of more playgroups, nurseries, safe play areas,
and through the opportunity to meet and receive support from others with
similar lousing problems (for example, through women's support groups).
The health needs of families who live in poor housing, particularly home-
less families, warrant special consideration. Local health services need to
look at how they can reduce the harriers that prevent those with the most
health needs from using them. Families need access to health services that
arc responsive to their particular needs, easy to use and welcoming. Finally,
fieldworkers need to demonstrate to parents that they understand the
context within which parent!Zcare for their own and their children's health
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and well-being, to show they understand the constraints under which
families live and care
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5 PARENTS: STRESS,
COPING AND HEALTH
BEHAVIOUR

INTRODUCTION

In the previous chapters we have seen how some dimensions of poverty
poor access to healthy food and fuel, poor housing conditions, and home-
lessness affect health. The comments of families who experience these
living conditions alert us to the fact that, above all, poverty is a daily
struggle that permeates the whole of family life. This personal experience of
coping with poverty is, itself, worthy of examination. For not only does it
increase our knowledge of what poverty means for families, it also deepens
our understanding of how living on low income affects mental well-being.
Stuiies suggest that across the spectrum of feelings associated with mental
dict,.ess, from feelings of malaise through to symptoms of mental illness, it
is people in low-income groups who suffer most.

The study of the relationship between poverty and mental well-being is
important for another reason: it helps us to see how mental-health status
plays a part in shaping health behaviour. Research studies indicate thathigher levels of unhealthy behaviours among low-income groups can be
partly explained in terms of the role they play in protecting mental health.
Certain behaviours, such as cigarette smoking and certain child-rearing
practices, appear to help parents cope with the stress of low-income living,
whilst at the same time undermining physical health.

Personal health and financial status both have moral connotations at-tached to them. Those who are unhealthy and those who are poor are often
the same group and can find themselves reproached and held personallyresponsible for their poor health and social conditions. As health and
welfare interventions and policy options depend on views about the causesof t hese ptohlems, those who see the health and social problems of the poor
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in terms of 'weakness' and inability to manage their resources effectively
will ascribe different solutions from those who see the coping behaviour and
health of the poor as the outcome of not only social and economic depri-
vation, but also the stress and sense of frustration and oppression that
accompanies these conditions. Competing claims needs to be addressed
through research that seeks to gain a better understanding of the psycho-
social implications of relative poverty.

For health and welfare fieldworkers a key question to be answered is 'How
does the stress and daily struggle associated with living in poverty affect the
health and behaviour of families?' This chapter will examine this key
question in relation to the mental health and behaviour of parents. It will
cover the following areas:

Patterns of mental health problems among parents: paying attention to
the influence of family structure, gender and 'race', income and employ-
ment on mental-health patterns.
The relationship between poverty and mental health: drawing together
the research on stress and depression together with what we know about
the experience of parenting in poverty.
Coping strategies in poverty: here the chapter will briefly examine two
health behavio 3.rs that are commonly a:- .ociated with stress alcohol
use and cigarette smoking.

The lack of research data on the links between poverty and mental health
means that interpretations must be tentative. None the less, because of the
importance of the issues concerned, this chapter, while exploring the links
between poverty and mental health, will move beyond the limited data and
suggest ways in which these links can be understood. As much of the
research data relates to women, this chapter will inevitably concentrate on
women's experiences. Although this fails to recognize the experience of
men as parents, the fact that women remain the principal carers of children
and managers of household resources justifies this focus on women.

PATTERNS OF MENTAL HEALTH
AND ILLNESS

Before wc movz on to examine the relationship between mental health and
poverty, it is useful to identify what we mean hy the term 'mental health'.
The term implies more than the absence of mental-illness symptoms and
generally includes the subjective feelings of mental well-being, feelings of
self-worth and self-esteem, and the ability to carry out social and emotional
foles and relationships. These dimensions of mental health are important to
study: the experience of poverty is likely to lead to feelings ot mental
distress and malaise. And whdst these feelings may go on to cause mental
illness in some individuals, in others they affect an individual's quality of

10
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life and sense of well-being without necessarily causing mental-illness
symptoms. In any study of poverty and health, forms of mental distress are
as important to study as mental illness.

Indicators of mental health are poor in comparison to indicators of mental
illness. Whilst we can look at some studies that have examined the relation-
ship between components of mental health such as social integration, the
relationship between mental-health status and poverty remains an under-
researched field. Lack of direct data on mental health and income means
that, inevitably, we are forced to rely on mental-i .Iness data. If we examine
patterns of mental illness/mental health it is clear that there are significant
differences between social groups: between high- and low-income groups,
men and women, Black and white people, employed people and unem-
ployed people, and people in different family structures. These dimensions
will be examined in the next five sub-sections.

INCOME AND MENTAL HEALTH

A number of studies have examined the relationship between social class
and mental health, documenting a positive link between high social class
and good mental health.1.2 In comparison, there has been little research
which has examined the relationship between income and mental health.
As we have seen in previous chapters, income is a key resource that deter-
mines access to vital physical resources for health. Income also determines
access to emotional resources: to social support networks, to power struc-
tures and participation in social events. Money brings with it high social
status. It brings choice and influence to solve problems and buys domestic
comfort. Clearly we need to examine whether the stress and sense of
frustration of being denied access to these resources affects mental health.

The most useful information on income and mental health comes from
the Health and Lifestyles Survey.3 This survey examined how various
dimensions of health, including psycho-social health (which broadly
equates to the view of mental health uscd in this book), are related to a
number of socic !conomic circumstances, individual characteristics, atti-
tudes, beliefs anu behaviour. Data from this survey indicated that at all ages,
both men and women living in low-income households had poorer psycho-
social health (and physical health) than the average population. Moreover,
the data suggested that low income (independent of social class) increased
the likelihood of poor psycho-social health.

Other studies, while focusing on how aspects of people's lives (usually
women's lives) are linked to mental illness, have highlighted how financial
stress, and dimensions of low income are linked to depression:

Richman, Stevenson and Graham (1982) found high rates of de-
pression among women with children, and that factors such as
money worries and poor housing appeared to fuel depression.4

l o
140



PARENTS STRESS, COPING AND HEALTH BEHAVIOUR 103

TABLE 5 1 All admissions to hospitals and units for selected mental

illnesses, 1986

thagnosis Male Female

Affective psychoses 8,107 16,526

Depressive disorders 11,740 23,469

Neurotic disordcrs 4,978 10,291

Alcohol problems 10,905 4,978

Drug dependency 1,382 806

All diagnoses 83,865 (42%) 113,386 (58%)

Source: Department of Health (1988). Health and Personal Social Se: vice Statistics for

England, 1986. London, HMSO

Data from the Health and Lifestyles Survey and studies of mental health

indicate that the relationship between income and mental health is not

straightforward. Other factors such as gender, race, household structure,
employment status and levels of social integration interlink with income to

determine the mental-health status of individuals.

GENDER AND MENTAL HEALTH

Patterns of mental health are highly related to gender. Research into rates of

mental illness inform us that women in most ethnic groups are more likely

than men to be diagnosed as mentally ill in Britain. Data on admission

rates indicate that significantly more women than men are admitted to
psychiatric hospitals and units. In 1986, women accounted for 58 per cent of

all admissions to psychiatric hospitals and units, whilst men made up 42 per

cent.5 (see table 5.1). From the data on admission rates, it appears that

women are admitted with different types of mental-illness diagnoses from

men. Women are more likely to he admitted to hospital with diagnoses of

affective psychoses and neurotic and depressive disorders, whilst men arc

more likely to be admitted with alcohol-related and drug-dependency

problems (see table 5.1). Prevalence estimates from representative com-
munity studies indicate higher depression rates among women, with 12-17

per cent of women estimated as suffering frorn depression compared to only

6 per cent of men.6
Patterns of psychiatric drug use arc used as a further indicator of mental ill

health. Tranquillizer use appears to have a gender-specific pattern of pre-

scription and use. The evidence ,uggests that women are more likely to he

on tranquillizers than men. A survey of tranquillizer use in 1984 indicated

that 23 per cent of the population had used tranquillizers at some time in

their life. Of those who had used them women were two times more likely

to use them than men.' The main users of tranquillizers appear to he

3 r) (A
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housewives and unemployed and older adults The peak ages for prescribed
tranquillizers for women are what are generally the child-caring years (age25-35) and the years when children are generally leaving home (age 45-54
years) 8 Very little is known about the use of tranquillizers among womenfrom minority ethnic groups, particularly Asian women.

There is some debate about the meaning of gender differences in the ratesof mental illness. On the one hand it is suggested that they may simplyreflect the increased tendency of health and welfare workers to label
women's symptoms as mental illness. For example, symptoms that may belabelled as overwork in men may be labelled as depression and inability to
cope in women. There is also evidence that indicates that higher mental-
illness rates amongst women reflect women's increased willingness to
report symptoms.9 Studies have also indicated th. ; women and men expresstheir stress in gender-specific ways. Whereas men are more likely to turn to
alcohol, drug abuse and violent crime, women are more likely to expresstheir feelings in more silent and self-effacing ways, hence their higher
incidence of depression-type symptoms and tranquillizer use. An alterna-
tive explanation is that higherrates of mental illness may indicate women's
susceptibility to mental illness. Indeed, many studies do highlight the fact
that certain aspects of women's lives and social environment (particularlytheir role as carers and managers of household resources) can have anegative effect on mental health.") For these women the risk of mental
illness appears to increase in the presence of adverse social and economic
circumstances. Some of these factors will be examined later in this chapter.

'RACE' AND MENTAL HEALTH

Another important influence on patterns ot mental health and mental
illness in Britain is 'race' and ethnicity. First, like white groups, Black and
minority ethnic groups suffer emotionally (as well as materially) from the
experience of poverty. However, unlike white groups, they experience an
additional stress that arises from the daily experience of racial discrimi-
nation. Second, there is evidence that racism within psychiatry influenc's
the assessment, diagnosis and treatment of mental-health problems in
Black and minority groups.

Although there is a relative paucity of official information on the mental-
health patterns of minority ethnic groups, the evidence from individual
studies indicates that ethnicity, particularly the experience of being Black,has a strong influence on mental health. Unfortunately most of the infor-
mation that does exist is limited by the way the statistics are collected. In
almost all studies ethnicity is inferred from information about the person's
country of birth: we know very little about the health of individuals from
ethnic minority groups who w,.re born in iH United Kingdom and make up
a significant part of the comm inity. Moreover, research has concentrated
on mental-illness symptoms that interest doctors schizophrenia and other

1 0
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psychotic illnesses rather than the subjective experiences of minority
ethnic groups themselves. Several studies have analysed data by country of
birth, providing information that relates to the number and characteristics
of admissions to psychiatric hospitals, types of diagnoses and the type of
treatment prescr:bcd.

These studies indicate that people born outside the UK have higher
admission rates to psychiatric hospitals than UK-born adults:

People born in Afro-Caribbean countries have higher admission
rates to psychiatric hospitals than UK-born adults)

Some studies show that Asian people born outside the UK have
higher admission rates to psychiatric hospitals than UK-born
adults,'2 but others show mixed results.13

Polish, Scottish and Irish immigrants have been found to have
higher admission rates to psychiatric hospitals than people born
in England and Wales."

However, evidence that rests solely on hospital admission rates is
limited. A number of factors appear to affect the likelihood of someone's
being admitted to hospital. These include factors such as availability of
beds, referral practices, cultural attitudes, availability of other forms of
treatment, as well as the type of symptoms exhibited by the patient.

Data on chagnoses and treatment patterns indicate that Black people
born outside the UK are over-represented at the psychotic end of the diag-
nost ic spectrum:

Cochrane (1977) found that West Indians were more likely to be
diagnosed as schizophrenic than any other group) 5

Some commentators have identified the apparent ease with which Black
people can acquire labels such as 'mentally ill' or 'schizophrenic'. Re-
searchers have pointed out that Black people may be diagnosed as schizo-
phrenic or mentally ill, even though their symptoms may bc atypical of
schizophrenia or other types of mental illness)6 This suggests that biases
affect the diagnosing patterns of psychiatrists. Over-representation of Black
people at the psychotic end of the spectrum has been explained in terms
of the failure of psychiatrists to understand the cultural behaviour of
patients.) It is suggested that failure to understand the cultural background
of Black and minority ethnic groups has led to inappropriate diagnoses of
mental illness.I8 Behaviour that is acceptable in one culture tends to be
viewed as 'abnormal' in another. Torkington (1983)' 9 suggests that 'cultural
racism' influences diagnosing and treatment patterns; the problem arises
when the white culture is assumed to be superior, and other cultures are
perceived and treated as deviant and bizarre to the extent of labelling those
who belong to them as psychotic or schizophrenic. Littlewood and Lipsedge
(1982)," found evidence of biases. When a standardized interview technique
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was used, many patients who had previously been given the dignoses of
schizophrenia could be classified as having short-lasting psychotic
reactions rather than schizophrenia.

Whilst Black people tend to be over-represented at the psychotic end of
the spectrum, they are under-represented at the depressive end of the
spectrum. This may be explained in terms of the failure of psychiatrists to
recognize symptoms of depression in Black people. Studies of depressed
patients attending psychiatric services have found that Asian men reported
symptoms including sexual impotency, and Asian women headaches, a
'spinning head' or sleeplessness. West Indian men complain of loss of
strength and inability to work, and West Indian women infertility and
headaches.2'

Cultural racism within psychiatry also appears to ensure that, once in
contact with the psychiatric services, Black people are more likely to be
involuntarily detained in hospital than white people.22 They also re-
ceive more physical treatments, such as electroconvulsive therapy, and
receive more powerful drugs, particularly major tranquillizers and are
less likely to receive psychotherapy than UK-born adults with similar
diagnoses.2 '

Poor knowledge about the cultural aspects of mental health and racism
within psychiatry may offer some explanation for higher rates of mental
illness among immigrant groups than their UK-horn counterparts.
However, other factors are also likely to play a part in influencing both the
physical and mental health of ethnic minority groups. The culture shock
and discrimination experienced by immigrants from Third World countries
may lead to feelings of alienation, social isolation and stress, which may
precipitate mental illness.24 Race-relations research on institutional and
individual racism in British society offers an alternative or additional
explanation. Although some immigrants may arrive in this country with
poorer health in the first place, any existing health problems are corn-
pounded by the fact that, like many British-horn minority groups, they are
over-represented in manual occupations. They often live in poor housing, in
the poorest environments, with few employment opportunities and low
incomes. They suffer the health disadvantages associated with being work-
ing class and more.2" Furthermore, communication difficulties and health
and social services that fail to take into account the needs of Britain's
minority ethnic population only add to their problems. Eyles and
Donovan's study f 199OP of lay perceptions of health and illness illbstrated
that, for Black people, there was a clear link between the racism they
experienced daily and their health state:

It affects your mind. It you ted depressed that you arc not treated as
other people are or they look down on you, you will feel mentally ill,
won't you? It will depress you that you are not treated as good as you
would he in your own country. So if you are not treated well racially, it
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will affect your health in some way. It will cause depression, and the
depression will cause the illness.

(Comments of an Asian woman)27

Few authors have investigated the effect of material deprivation and
racism on thc health status of minority ethnic groups. The link between the
experience of individual and institutional racism and poor mental health is
an area that requires further research. The need to improve the quality, and
quantity of research on the mental-health patterns and experiences of both
Black and minority ethnic groups born abroad and those who have been
born in the UK is paramount.

HOUSEHOLD STRUCTURE AND MENTAL HEALTH

Research studies suggest family and household structure have a strong
influence on the mental-health status of household members.

Mental health is related to marital status. For both men and women,
being married, or having a partner, generally has a positive effect on mental
health. Married or cohabiting couples appear to have better mental health
than either single, divorced or separated people living without partners.28,29

The presence of children has also been shown to be a factor that
influences the mental health of parents. The presence of children has a
marked effect on the mental health of Ione mothers (see table 5.2). This
finding is not new and has been documented by other studies. For example,
Burnell and Wadsworth's study I 1981 Pn of mental-illness rates among
mothers found higher rates of stress and poorer mental health among lone
mothers than mothers in two-parent families. No similar work appears to
have been done on the mental health of lone fathers, perhaps because they
form a significantly smaller group than lone mothers and are more likely to
go out to work. Whilst the Health and Lifestyles Survey indicated that the
presence of children, in the absence of other factors, made little overall
difference to the mental health of married couples or cohabiting couples (see
table 5.21, both this study and other studies have indicated that the presence
of children, combined with the presence or absence of other factors, can
affect the mental health of mothers (there are no data on fathers). Some of
these factors have been discussed in other chapters, for example, the
experience of living above ground level, or in overcrowded accommodation.
These studies highlight that other factors such as the experience of racism,
employment status, and level of social support interlink with income and
gender to determine a person's mental health status.

LMPLOYMLN I '-,1A I ll- AND MLNIAL HEAL Ill

hn- women with children. employilient status appears to have an import-
ant bearing on merit al healt h. Gender, paid work and parenthood apvar to
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TABLE 5.2 Psycho-social-health ratio* for women with and without
children (age-standardized)

Psycho-social health

Age 18-29 Age 30-45

Lone parent 137 142
Married or cohabiting, with children 99 97
Married or cohabiting, without children 89 99

Psycho-social-health ratio refers to the relationship of a group compared to the average for
the population, with the figure l 00 representing the mean. Thus a value of more than 100
means that a group has poorer psycho-social health than a group with a score below 100.
Source: Blaxter, M (19901. Health and blestvle. London, Rout ledge

combine in a complex way to protect the mental health of some women,
whilst acting to reduce the mental health of others. From an analysis of the
Health and Lifestyles Survey data Blaxter3t concludes that, for married or
cohabiting women, paid employment outside the home may have no ill
effect on the mental health of mothers and indeed may be beneficial if the
job is pleasant and well paid and satisfactory childcare resources are avail-
able. However, if a mother works outside the home primarily because of the
need to increase the household income, finds her job unpleasant and has
poor childcare resources, then her mental health may suffer.

Men's employment status appears to affect both their own health and the
health of their partners. Studies of the health effects of unemployment have
indicated that unemployed people have higher rates of mental and physical
ill health than employed people.32-" Other studies have found an associ-
ation between unemployment and suicide and attempted suicide, with the
highest rates found among those who live in areas of multiple disadvan-
tage.34 Moreover, studies which have documented the effect of male unem-
ployment on family life have shown that the mental health of wives,
partners and children can suffer."

It has been argued that high rates of mental and physical ill health among
unemployed people may reflect a situation where those with poor health are
most likely to become unemployed. However, while this is likely to
account for some of the findings, it cannot explain the excess of mental and
physical ill health found among unemployed people. A more plausible
explanation is that unemployment affects the health of individuals through
stress and the effect of low income.

THE RELATIONSHIP BETWEEN POVERTY AND
MENTAL HEALTH

From an examination of the patterns of mental health, it appears that those
social groups who suffer the poorest mental health women, particularly

I
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women with children, unemployed people and Black people are also the
groups who commonly find themselves in poverty. Whilst patterns of
mental illness indicate a positive association between poverty and poor
mental health, they do not necessarily indicate the nature of the relation-
ship. This prompts us to ask the question 'Do the social and economic
circumstances associated with poverty influence a person's mental-health
status in some way or is there a process of social selection at work, where
those with poor mental health drift down the social scale into poverty?'
Research indicates that a two-way process is at work. There is little doubt
that individuals with poor mental health are at higher risk of poverty than
those with good mental health. Employment, housing, social-security and
community-care policies are ill equipped to provide adequate support and
resources for people with mental-health problems. Like physical illness, a
long-term mental illness reduces an individual's ability to find or maintain
employment, thereby increasing reliance on social-security benefits and
reducing access to other health resources. The social-security system is not
designed to cope with mental ill health which tends to fluctuate in its
duration and severity. Social-security regulations are complicated concern-
ing therapeutic earnings, earnings disregard and fitness for work. They often
fail to meet the needs of people with mental ill health. And whilst
community-care grants from the social fund are designed to give increased
resources to people who are being discharged from long-stay institutions
under 'care in the community' policies, many commentators have argued
that they are inadequate and do not provide for the majority of people with
mental-health problems who are.already cared for at home..36

Although the higher risk of poverty among people with poor mental
health explains some of the association between increased rates of mental
illness and poverty, it cannot entirely account for it. Neither can arguments
that derive from the medical model of mental illness and try to explain
mental-illness symptoms as the manifestation of some underlying person-
ality deficit account for this association. Research studies that have tried to
explain the greater vulnerability of some social groups have highlighted that
a person's social and economic environment influences his or her mental
health status. These studies suggest that factors including income, the
presence of children, employment status, gender and 'race' interact together
in a complex way to determine a person's exposure to stress and ability to
mitigate the effects (if that stress.

The comments of poor families indicate that feelings of stress and power-
lessness feature strongly in their daily experience of poverty. Living on low
income allows little scope to cope with the day-in, day-out pressures of

limited access to material resources. Research that has sought to identify
the determinants of mental health have drawn attention to the way psycho-
logical factors from life-events, poor social integration ta low level of
social tics with others) and low levels of social support influence health
and behaviour. In the next three sub-sections the chapter will look at the

1 1
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relationship between stress and mental illness, the contribution of confid-
ing relationships and social support to mental health and, last, the link
between stress and parenting in poor living conditions.

STRESS AND MENTAL HEALTH

A belief in a link between stress and ill health is not new. Ey les and
Donovan's study (1990) found that almost all respondents identified worry
as a significant cause of illness: 'So many illnesses come on because of the
worries. Tension, mental tension you can't sleep very well with the
tension. Then when that will pass, it will lead to illness, won't it?' (an Asian
woman).37

This lay belief has been repeatedly confirmed by research that has sought
to examine.the nature of the link between stress and ill health. To examine
the hnk between poverty and mental health we need to understand the role
of stress in mental ill health. Stress is an everyday part of all our lives and
does not necessarily lead to pathological changes. At low levels it acts as a
stimulus to achieve goals and progress and improves performance.
However, too much stress or inadequate coping resources can cause ill
health. Specific forms of stress appear to be associated with certain kinds of
mental and physical illness: depression, anxiety problems, heart disease,
gastro-intestinal diseases and lowered immunity to infections 38,39

Much of our present knowledge about the role of stress in mental illness
comes from studies that have examined rates of depression among women.
This work has pointed to a link between life-events and depression. Statisti-
cal pooling of data suggests that stressful life events make a significan-. total
contribution tn mental illness, particularly depression.4" Studies of the role
of life-events in depression indicate that it is the meaning of life-events to
individuals rather than change itself that is important.41.42 One of the most
useful pieces of UK research on the role of life-events in mental illness is
Brown and Harris's study (1978)43 of the social origins of depression in
women.

This study indicated that the key provoking agents for depression were
not just any life-events, but life-events that signified long-term social loss or
threat. For example, actual separation or threat of separation from a key
person through death or serious illness, major material loss, loss of employ-
ment or failure to attain major personal goals were all associated wich
an increased risk of depression. Changes to routine or social contacts or
short-term threats are rarely enough to cause depression, unless they
serve to bring home the implications of some on-going major loss or
disappointment.

Brown and Harris's study recorded significantly higher rates of depression
amongst working-class women with children than amongst comparable
middle-class women. Working-class women with children at home had a
tour-fold greater risk ol developing depression than comparable middle-

,
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class women. There was no class difference in the risk of depression among
women without children. The highest rate of depression was found among
working-class women with a child under six years old at home. This
prompted the researchers to ask 'What is it about the lives of working-class
women with children that increases their risk of depression?' Researchers
have identified both the material conditions of people's lives and a number
of vulnerability factors, some of which are closely linked to people's social
and economic position, as factors that influence mental health.

Several research studies have found an association between the stress
associated with poverty and poor mental hi alth. Brown and Harris's study
found that a significant number of workinl -class women lived in adverse
social conditions, and suffered more li le-events and difficulties
involving social loss than middle-class women." For these women, low

income is likely to determine their social-class experience. Material loss
and social loss have greater implications for low-income families than
higher-income families, particularly women in low-income families. As we
have seen in previous chapters, women are at the sharp end of poverty and
social adversity. Women bear the brunt of poverty. Moreover, as gate-
keepers of family health, women frequently experience the worry and stress
of budgeting to make ends meet and managing debts. For families with
higher incomes, good living conditions and adequate income can cushion
the effect of social loss. For example, for low-income families, the worries
associated with finding the money to cover funeral costs are likely to
compound feelings of grief when a loved one dies. Other studies have also
found an association between poverty and mental-health problems. Finan-
cial poverty, debt problems, difficulty meeting bills and poor housing have
all been strongly associated with depression:

Richman, Stevenson and Graham's study (1982) of families with
pre-school children in Waltham Forest identified high rates of
mental-health problems among mothers, and that these were
strongly related to poor housing conditions, unemployment and
money worries.45

Poverty itself is likely to bring about more severe life-events: bereave-
ment, loss of employment, threat of loss due to serious illness or accidents
for families. This greater adversity and higher risk of severe life-events
explains partly, but not wholly, the higher risk of depression and mental
illness among low-income groups.

Researchers have identified a number of vulnerability factors that medi-
ate between stressful life-events and depression, by influencing a person's
ability to cope effectively with social loss. The most commonly identified
factors include the lack of a confiding relationship, the presence of young
children, social isolation, lack of self-esteem and feelings of lack of
control.46 47

It is probable that a large part of social-class differences in rates of

1
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depression stems from the fact that factors that appear to militate against
the successful resolution of stress occur more frequently among low-
income groups than high-income groups. Most of the social-class dif-
ferences in rates of depression in Brown and Harris's study can be explained
by the fact that working-class women had more vulnerability factors than
other women.48 These vulnerability factors, with the exception of having
lost one's own mother before the age of eleven years, are linked to a person's
social and economic position.

Fisher" has suggested a further mechanism by which stress may influ-
ence mental health. Fisher's theory of locus of control suggests that a person
who feels in control of events may be able to cope with stress more
effectively, thus avoiding stress-related illness, than a person who does not
feel in control. A person's perception of control over events depends on a
number of factors, including personality factors, previous experience and
the nature of the current situation. Fisher suggests that social and economic
deprivation may weaken a person's belief that he or she can exercise control.
The frequent experience of reduced control leads to further feelings that
control is rarely possible in life and pessimism about personal ability to
solve problems.

Poverty curtails freedom of choice. The freedom to eat as you wish, to
go where and when you like, to seek the leisure pursuits or political
activities which others accept; all are denied to those without the
resources . .

CONFIDING RELATIONSHIPS AND SOCIAL SUPPORT

A confiding relationship with a partner and social support from family
members, friends, and neighbours have been shown to be important deter-
minants of good mental health. Good relationships with partners, relatives,
and friends appear to protect against the negative effects of stressful life-
events by increasing feelings of self-worth and offering emotional and
practical support. Those who have low levels of social integration appear to
have poorer mental health than those who are highly socially integrated:

Blaxter )1990) identified poorer psycho-social health among
people with low social integration seores.'1

Brown and Harris 11978) found high rates of depression among
women without confiding relationships.-1

Higher rates ot poor mental health among low-income groups may he
partly explained by lower levels of social integration and social support
among low-income groups than among higher-income groups.

The contribution ot a confiding relationship to mental health is likely to
explain, at least in part, why people with partners have better mental healt h
than single, separated or divorced people. The tact that Brown and Harris
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found that working-class women were less likely to have a confiding
relationship dim other women can partly be explained in terms of their
social and economic position. For example, the majority of lone mothers fall
into low-income groups, or the category working class. Poor access to
training, and secure and well-paid jobs, and the difficulty of finding satisfac-
tory and affordable childcare facilities militate against lone mothers mov-
ing into higher-income or middle-class occupations. Being a lone mother
with dependent children restricts opportunities to socialize, to meet new
partners or meet new people through paid work.

Four main influences appear to determine the levels and type of social
support people receive: social position, gender, 'race' and life stage:

Social integration and support from family and friends appears to be
strongly class related. Middle-class people tend to have larger networks of
friends than working-class people, but working-class people make up for
fewer friends by seeing them more often. Working-class people tend to see
more of relatives than middle-class people.53 Willmot has suggested that
social-class differences in patterns of social support result from differences
in access to material resources and social-class tradition. In his study of
friendship and social support networks,54 he found that on every index,
social status and affluence went with larger social networks. First, material
resources determine which families can afford to entertain and meet
friends, and who has the housing conditions to entertain friends at home.
Car ownership appears to affect opportunities for sociable mixing crucially,
hence the number of friends and their spread and diversity. Being able to
afford telephones and bus or train fares, to travel to visit friends and families
also help individuals to receive support from important people in their lives.
Second, tradition affects styles of friendship and support. Whilst middle-
class styles of friendship are becoming more common among working-class
people, working-class people continue to sce friends somewhere other than
inside the home.

Patterns of social integration and types of networks differ with gender.
Men and women have equally large social networks. Women's networks
tend to he more home and locally based, particularly for mothers with
dependent children. Gender segregation of friends is commoner among
working-class people.'" Gender differences in social-support patterns ap-
pear to he related to gender roles. For example, women with children tend to
have home-based and local social contact networks, whereas men tend to
have networks based outside the home.

Patterns of social support differ bet .een ethnic groups. Extensive sup-
port may be available from extended families or from the religious or the
social community for some ethnic groups, for example, well-established
Jewish, Asian, Chinese, Afro-Caribbean and Irish communities. For people
who have newly moved from their own country, and for those who live
away from members of the same ethnic groups, separation can lead to
feelings of emotional and social isolat ion, and lack of practical help. Mayall
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and Foster's study of muthers in London found that mothers who had been
in the UK less than ten years felt the lack of mothers and sisters. Migration
had cut them off from sources of advice and support. Phoning relatives
abroad was an important item to budget for in many families.56

Families and individuals have different levels of social integration and
support at different life-stages. Families with dependent children, older
adults and people with disabilities have high social-support needs.s7 Sup-
port from their family, friends and neighbours can have a protective effect
on mental health. Social support can reduce the effects of stresses that
appear to be an inherent part of bringing up children. Studies of social-
support networks indicate that relatives (particularly parents and parents-
in-law) appear to be the main source of social support at times of children's
illnesses, with baby sitting and with financial problems and loans:

I think having somebody close to you is very important. There were a
couple of times when I just dumped Peter )n my mum and said, 'You
have him, because if I have him he's just going in the bin!'

(Mother of child under one year)58

Friends (particularly neighbours) are also important sources of social
support, especially if a family has no relatives living nearby. Friends offer
day-to-day help, act as confidantes, provide sociability and are often valued
for the empathy that comes from shared experiences. Having contact and
help from someone who shares similar experiences has been shown to be a
very valuable form of social support, particularly for mothers with young
dependent children:

She'll Ifriend I give me little tips and I'll give her little tips . . . I see her
every Wednesday. At this age, differences in three months are really
dramatic. All little different things I'd seen her baby do I'd see him (her
own baby) doing.

(Mother with young baby)59

However, low-income families have little choice about where thcy live
(see chapter 4); thus they may find themselves housed away from their main
suppurt networks. This is particularly the casc for families who have newly
arrived from abroad, or families in temporary accommodation. Public and
private housing policies often fail to recognize the importance of placing
vulnerable groups, such as families with young children, older adults and
families with people with disabilities near their family and fi iends. Further-
more, housing design, particularly multi-storey block design, appears to
actively work against socialization and interaction with neighbours.
Townsend's concept of 'environmental poverty' (see chapter 4) also alerts us
to the fact that many low-income f. milks are housed in areas that have few
community resources. Playgroups, community centres, community groups
and social and recreational facilities serve to promote social-support net-
works by putting people in touch with each other.

u
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McKee's study (1987)60 of how families with young children 'get by'
during unemployment indicates that giving and receiving support from
family and friends is not always as harmonious or straightforward as
implied by other studies. Acts of support and generosity do not always lead

to feelings of appreciation and can cause feelings of resentment andconflict.
McKee suggests that informal support cannot be separated off from wider
cultural assumptions about social roles and obligations. Whilst it is com-
monly accepted that help is offered and received at times of natural disasters
and major transitions, such as the birth of a child, or bereavement, the rules
governing help in times of unemployment or unremitting poverty are much

more muddled.
Willmot's study indicated that only a minorityof families (approximately

5-10 per cent) received very little help, and these families are most likely to

be in poor social and economic circumstances.61 Low-income families not
only face more barriers to receiving support than other families, they are
also likely to face more barriers to giving material and social help than
higher-income households. McKee's study and other studies"- indicate that
low-income households are less likely to have the material resources to
offer service exchanges or help.

STRESS, PARENTING AND POOR LIVING CONDITIONS

Several research studies63,64 have identified that being a parent increases the
risk of depression, especially for women. This risk appears to rise with the
presence of young children, and with increasing numbers of children. It is
highest for women with three or more children under fourteen years, with at
least one under six years. What is it about the lives of women with
dependent children that increases their risk of depression? Brown and
Harris's study supports other research data indicating that women's posi-
tion in the social structure and their role and responsibilities as parents
make their lives inherently more stressful and depressing.

First, caring for young children at home can be stressful in itself. In
Graham's study of the organization of family health care (1986), 90 per cent

of mothers said they found childcare stressful at times." For many women,
caring for children at home is a twenty-four-hour physically and emotion-
ally demanding job, with no pay, low status and poor work conditions.
Whilst certain aspects of caring for children are common to all mothers, the
conditions under which mothers care vary with income, and the research
evidence suggests that conditions are poorest and most stressful for mothers
in low-income families (see chapters 3 and 4). Chapter 6 will examine how a

lack of health resources and the stress of parentin- in poverty affect
childcare practices.

Second, caring for children can he socially isolating. Graham's study of
mothers with young children found tha t between one-quarter to one-third
of mothers said they were lonel v.(.6 Many women with children find it

1 4) 'II
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difficult to maintain old networks of friends. Limited access to training, and
well-paid and secure jobs, together with the problem of finding affordable
and satisfactory childcare facilities, prevents mothers from experiencing
contact with others and the rewards of going out to work. This is par-
ticularly likely to be the case for lone mothers. The conditions under which
many low-income mothers live also make it difficult to get out to meet
others.

The stress of parenting in poverty has also been associated with higher
rates of child abuse. It has been suggested that it is appropriate to see child
abuse as the result of multiple interacting factors, including the family's
place in the social structure, the balance of external support and stresses
and the psychological traits of parents and children.67 Several researchers
have suggested that low income, combined with disruptive demographic
factors and poor external social support, generate the stress and life crises
that place children at risk and may precipitate child abuse.68,69 This work
indicates that child-protection work needs to be placed in the context of the
debate about child care: that is, the way society cares for children and, in
particular, the resources available to individuals and communities for child-
care. Garbarino's work on the differences between neighbourhoods with
high and low risks of child abuse has indicated that, in areas of social and
economic disadvantage, the availability of mutual social support and help
within the neighbourhood can reduce the neighbourhood risk of child
abuse. Garbarino found that where families with high social-support needs
were clustered together, families were less likely to be able to offer each
other mutual aid or support. Child abuse rates were higher in these areas.
Rates of child abuse appear to be higher among low-income families.
However, this can be partially explained by the fact that low-income
families, particularly lone-parent families, are often subjected to higher
rates of surveillance than high-income families. Child abuse also occurs in
better-off families hut it is less likely to be identified.

Whilst the data suggest that the stress of parenting in poverty may be a
factor in child abuse, to indicate in any way that low-income families are at
high risk of abusing their children would be wrong .21early, the majority of
children in poor families are loved and cared for well In the following
chapter, how well families care in the face of adversity will be discussed.

COPING AND HEALTH BEHAVIOUR:
SMOKING AND ALCOHOL USE

The stress of living on low income not only affects how parents care for their
children's health, it also appears to shape how parents care for their own
health. Alcohol, tobacco and drug use and food behaviours are commonly
brought to our attention by those in the health-promotion and healt h-pol icy
field as aspects of lifestyle that are closely linked to the killer disew,es of the
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TABLE 5.3 Average weekly household expenditure on alcohol and
cigarettes, 1988, for household with two adults and two chddren

Gross normal weekly lumsehold
income

.4 verage weekly spending

Alcohol Cigarettes

under 1200 15.93 16.35
1200-£299 £8.64 £5.77
£.300 -1450 5110.23 £4.49
£450 plus 113.56 £2.97

Source: Department of Employment (1990l. Family Expenditure Survey. IWO?. London,
HMSO

late twentieth century. Moreover, they are behaviours that are often blamed
on the domestic or personal incompetence of low-income families.
Throughout this book it has been apparent that particular ways in which
low-income parents behave can serve as coping strategies that help them to
deal with, and survive, the stresses and financial hardships of family life in
poverty. These behaviours, while acting to sustain coping, and probably
mental health, are often health damaging. By enabling parents to cope, they
appear to promote family welfare; but only hy undermining individual
health:0 Several strategies have been illustrated in other chapters of this
book. For example, chapter 3 illustrated how giving children food they
prefer and using crisps, biscuits and sweets at strategic times helps to keep
family life calm. Earlier in this chapter, it was evident that tranquillizers

, play a crucial role in the lives of many women, helping them to cope with
the most difficult social role and the adversity of circumstances. This
section will examine how two more health behaviours, alcohol use and
cigarette smoking, are related to low-income living.

ALCOHOL USE. AND LOW INCOME

Patterns of alcohol use are linked to ethnicity and culture. Alcohol appears
to be an integral part of British culture, with over 90 per cent of British
people consuming alcohol. We know less about alcohol-consumption pat-
terns among minority ethnic groups but, as alcohol is less culturally
accepted in some groups, for example, among some Asian groups, consump-
tion patterns are likely to reflect thi: acceptability of alcohol within
different cultures.

Patterns of alcohol use are highly linked to household income. However,
unlike patterns of smoking behaviour and unhealthy food consumption,
alcohol consumption and expenditure appear to he lower among low-
income families than higher-income families. Table 5.3 shows patterns of
household expenditure on alcohol and cigarettes. This table indicates that
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alcohol expenditure rises with income. Women drink less than men with
young women, with young, dependent children, having the lowest con-
sumption rates. The belief that low-income families squander their money
away on alcohol appears to be a misconception.

CIGARETTE SMOKING AND LOW INCOME

Unlike alcohol behaviour, smoking behaviour appears to be commoner
amongst low-income groups. This paradox has been the source of much
debate among researchers and health workers, with the result that those
who are the most socially disadvantaged have frequently been the target of
anti-smoking strategies. The fact that health-education campaigns seem to
have little effect on those in low social groups has caused increasing
confusion.

Patterns of cigareue consumption and expenditure appear to be linked to
social class and income. The proportion of women smokers in manual
households is nearly twice as high as the proportion found among women in
the highest social group, and the pattern is similar for Tr. e n, with just over
two times as many men in manual households smoking as men in the
highest social group.", Social disparities in smoking patterns are increasing,
with cigarette smoking fast becoming a habit that is sw,.tained by those in
working-class households.

Cigarette smoking is closely linked to gender and ethnkity. Men smoke
more than women, but smoking rates among women are failing to fall as fast
as among men. This appears to be due to sharp increases in smoking among
young women aged 11-16 years,71 and the fact that womer seem to find it
harder to give up smoking than men.7.' Whilst smokingrates are high among
women in manual classes, smoking among women in the UK is a habit
practised by white women rather than Black women.74 Divorced, separated
and widowed women are more likely to smoke than women who have a
male partner, or single women.'"

Changing patterns of smoking behaviour have acted as a stimulus to
researchers to examine what it is that underlies these changes. It appears
that differences in smoking behaviour between groups of women cannz,t be
explained in terms of differences in health knowledge or pnceptIons of
financial risk. Women smokets appear to be well aware of the health and
financial costs of smoking. For example, Blaxter found that 79 per cent of
women smokers aged 18-39 thought that smoking was a heah:h risk of high
or medium importance.76 Graham suggests that women's smoking is linked
to their everyday experiences, particularly their experience of poverty.
Smoking appears to have a crucial role in the lives of mothers..'t appears to
help them to cope with the psychological stress and financial hardship of
bringing up children in poverty.7' Smoking also helps women on low
income make economies. For example, smokinl; ,,uppressc i. feelings of
hunger.

1() 41.,4
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I think smoking stops me getting so irritable I can cope with things
better. If I was economizing, I'd cut down on cigarettes but I wouldn't
give up. I'd stop eating . . . Food just isn't that important to me but
having a cigarette is the only thing I do just for myself.

(Lone mother)78

CONCLUSION AND IMPLICATION S FOR
PRACTICE

A review of patterns of mental health and mental illness indicate that those
groups who are most at risk of poverty are also likely to have the poorest
mental health. The chapter has illustrated how poverty can affect psycho-
logical health. It highlights how poverty increases the level of stress fami-
lies arc exposed to, whilst at the same time decreasing their resources to
cope with this stress. Although factors such as the level of self-esteem and
the ability to cope with stress are dimensions of personality, an individual's
psycho-social status appears to be strongly influenced by the daily ex-
perience of low-income living. Poverty is a daily experience of financial
hardship, worry, stigma and powerlessness.

Three key points emerge from this chapter. First, families in poverty are
likely to experience more stressful life-events than their better-off counter-
parts. Financial hardship, worries about bills and debts, poor housing
conditions, an unsafe environment for children, unemployment and inad-
equate food, clothing, and heating all bring crises to families. But families in
poverty face more than stressful life-events due to material loss. Poverty
brings with it emotional loss when poverty takes its toll on the health of
loved ones.

Second, families in poverty are less likely than higher-income groups to
experience the social conditions that promote good mental health and the
resolution of stress. Poverty appears to expose people, particularly women,
to factors that increase an individual's risk of depression. The social and
economic circumstances of people in poverty means that it is harder for
individuals to experience good support from a partner, friends or family.
Moreover, low-income families, particularly lone mothers, are exposed to
the stresses of parenting on low income without having any of the material
and sodal resources to help them cope.

Third, some low-income families appear to cope with or avoid the worst
elements of this distress by adopting behaviours that help them to survive.
Various child-rearing practices and parental smoking in white families
appear to fit into this category. The information we have on the link
between these behaviours and low income explains why traditional health-
education programmes that focus on imparting knowledge and changing
individual behaviour have failed among low-income groups and poses new
challenges for future programmes. We know little &lout why relatively few
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people from minority groups smoke, and a greater understanding would
enrich our understanding of why some people never smoke.

The relationship between mental health and poverty has implications for
social policy. To improve mental health, families need higher incomes and
better access to material resources. I-lousing conditions and policies need to
promote social-support networks between families and friends, rather than
working against them. Families need access to community facilities, such
as community centres, recreational facilities and playgroups, which will
bring people together. Sadly these facilities are frequently lacking in de-
prived areas, compounding the isolation of families even further. The
research evidence highlights the need for more research into the needs of
minority ethnic groups and demands that policies and practice redress the
discrimination that these families face.

The research evidence also points to the need for health and welfare
workers to acknowledge in their practice, the experience of parenting in
poverty. The evidence in this chapter emphasizes the urgent need for
workers to take on, or extend their role in. the area of stimulating and
maintaining neighbourhood social-support and self-help networks for
parents. For many workers, this will be a new area of work that demands
new skills, particularly the skill of listening to what parents define as their
support needs. This need is greatest in relation to the support needs of
minority ethnic groups and lone parents. Furthermore, it demands that
workers utilize their skills and resources to extend the social-support
element within their existing work, for example, by increasing the oppor-
tunities for social contact between parents in child health clinics, schools
and social-service centres. For many workers this may demand a change in
focus from 1e:is one-to-one work to group work. The results of work in this
area indicate that this approach has positive benefits for workers and
clients. Moreover, developing good social-support networks demands more
than facilitating groups. For some workers it offers the challenge to 'let go'
by allowing groups to develop their own identities, focus and interests.
Promoting social-support networks also offers a political challenge to
workers. It defines a role where workers need to co-operate with tenants'
groups to argue for better community resources and sensitive policies from
statutory and voluntary agencies. While social-support initiatives and poli-
cies are vitally important for the well-being of families, it is pertinent to
offer a note of caution. In the present political climate, care and support by
the family and community have Lome to represent an alternative w care by
the state. Although social support is a crucial element for a cohesive society,
it is hard to see it as a viable alternative to the state provision of health and
welfare services.

0:!
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6 CARING FOR CHILDREN'S
HEALTH IN POVERTY

INTRODUCTION

Earlier chapters of this book have drawn attention to the fact that, as we
move into the 1990s, family life and family health care for some families are
set against a changing and threatening background. Over the last decade
social and economic changes have adversely affected families with low
incomes. The previous chapters have examined how low income exerts a
major influence on the material and social environment in which parents
and children live and the consequences of this for family health. This
chapter is about how parents care for their children's health in poverty.

Over the last fifty years there has been a proliferation of people, mainly
from the field of psychology, who define themselves as childcare 'experts'.
There is no shortage of advice or theories for parents or those who work with
parents. In much of the literature there is a marked tendency to view
children's health and attainment as the outcome of factors within the
family. Cultural ideas and practices within the home, childcare ideologies
and parental characteristics are seen as crucial variables. Many studies of
the 1960s and 1970s have favoured explanations of differences in childcare
and child health in terms of social class or cultural practices. The childcare
practices of manual social classes and minority ethnic families arc often
seen as being less health enhancing and less in line with professional advice
than the practices of other groups. The lower health status and poorer social
and educational attainment of children in poverty is explained in terms of
the inappropriate attitudes to health and childcare, or the deviant behaviour
of parents, who live in deprived and stressful circumstances.1

This petspective also informs studies that have sought to explain the
continued presence of poverty and deprivation in a society where standards
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of living have risen. These ideas form the basis of the 'culture of poverty'
explanations. Here poverty is seen to be perpetuated when children intern-
alize values acquired from the family. This theory is closely linked to the
'cycle of deprivation' theory which rests on the assumption that parents
bring to the care of their children sets of values and behaviour from their
own upbringing. A deficiency of skills in parenthood and undesirable
attitudes lead to family problems which tend to recur in future generations.
Both the culture of poverty theory and the theory of transmitted deprivation
hold that processes within the family, even if maintained by external forces,
are responsible for the perpetuation of poverty and deprivation.2

The idea that childcare practices are the outcome of factors within the
family is also deeply ingrained in the views of many professionals.3 Much
health and welfare work with families focuses on persuading parents to take
responsibility for their children's health and welfare and giving them the
skills and knowledge to do so. The basis of this work rests on the implicit
assumption that parents do not necessarily know how to be good parents
and need to be taught appropriate parenting skills. The consequence of these
assumptions is that much health and welfare work with parents is problem
orientated and based on interventions that seek to identify deficits in the
childcare skills and attitudes of parents.

The majority of research studies based on these kinds of assumptions
have focused on how parents in different social groups differ in their
childcare practices. As a result they have been able to record, in many cases,
significant differences between families. Maya 11 makes the point that it is
valuable to distinguish between parents' childcare approaches and their
childcare practices. Studies that survey childcare practices will inevitably
find differences between social groups. Maya 11's study of child health care,
by focusing on parents' childcare approaches and what they wish to achieve,
found that parents appear to be more similar than different in their attitudes
to child health care. She suggests that differences in childcare practices are
more likely to reflect the environments in which parents carry out their
child health care rather than their attitudes or goals. Here childcare studies
share similar findings to studies of health behaviour. If individual behaviour
itself is the sole object of study, it is common to record substantial dif-
ferences between groups. This was clear in chapter 3 of this book which
documented how poor families have less healthy diets than higher-income
groups. When the focus of studies is extended beyond practices to include
goals and attitudes, we find more similarities than differences in outlook
across social groups. It is necessary to look behind the practices themselves
to what parents with different household incomes aim to and prefer to do.
This highlights how childcare practices do not necessarily reflect parental
attitudes or skill deficits, but how profoundly child health care is affected by
a lack of material health resources.

In keeping with the rest of au book, this chapter is concerned with the
way income shapes childcare exp riences and practices. To examine the key
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question 'How does poverty influence the childcare practices of parents?'
the chapter will examine the following areas:

Parents' attitudes and beliefs about health and health care: how the
concepts of health that parents hold and their childcare goals shape their
childcare practices.
Patterns of childcare work: examining how childcare is shaped according
to who is involved in child health-care work and the content of this work.
It will discuss the personal and material costs of caring.
Patierns of caring in health and in sickne..s: examining how poverty
shapes the way parents care for their children when they are well and
when they are sick, and how they use doctors and preventive health
services.

PARENTS' ATTITUDES TO HEALTH AND
CHILD HEALTH CARE

A common assumption underlying much paid health and welfare work is
that parents need to change their attitudes to child health and increase their
knowledge about their children's health needs. Mayall and Foster's survey
of parents' and health visitors' perspectives on child health-care work
documented that many health visitors thought that mothers commonly
had poor characteristics for mothering. Mothers tend to be over-anxious,
uncaring, lacking confidence, easily led, often immature and lacking fore-
thought and forward-planning abilities.4 Studies suggest that other groups
of welfare workers hold similar negative attitudes about parents. Attitudes
tend to be most negative towards parents in poverty. Jordan,' has suggested
that, in the case of social work, parents in poverty may have toexpress their
material needs as personal and emotional childcare problems to get help.
This section will address whether these assumption about parents,
particularly parents in low-income groups, are generally correct.

When all parents carry out their childcare work, they bring to it attitudes,
beliefs and knowledge from numerous sources: past and present experi-
ences, friends, relatives, professionals, television, radio, books, magazines,
health-education campaign materials and dominant social and political
values. The attitudes, beliefs and knowledge that parents hold inform their
childcare work in several ways. This section will discuss specifically how
parents' childcare work is informed, first, by the concepts of health and
illness they hold and, second, by what thcy wish to achieve in this work.
Two more factors, the division of childcare labour and the content of
childcare work, will be discussed in the next section.

CONCEPTS OF HEALTH

To establish whether people hold a responsible attitude to health, we need
to establish what they mean by the term 'health' in the first place. Concepts
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of health and illness have been a popular area of study over the last two
decades as researchers have recognized the relationship between views
about health and the health actions that people carry out or fail to carry out.
Studies of adult lay concepts of health have indicated that health can be
defined in three main ways: in a negative way, as the absence of illness;
functionally, as the ability to cope; positively as a positive state of fitness
and well-being.6

Studies have found that concepts of health differ between social groups:
between people in manual and non-manual occupations, between people
with different levels of education and between people of different cultures.
Studies have found that people in manual occupations and those who are in
less educated groups tend to define health narrowly. These studies suggest
that manual classes see health as a more negative or functional conceptthan
non-manual classes and more educated groups. Manual and less educated
groups are likely to see health as the absence of disease or ability to cope
with everyday life. People in non-manual occupations and groups with
higher levels of education tend to see health as a broader and more positive
concept.7.8 For these groups, health is likely to be about more than the
absence of disease, and about a sense of well-being. Other studies have
indicated that, if different interview techniques are used, differences be-
tween social classes are less clear cut. When studies have used interview
schedules that have allowed concepts of health to be explored in more depth
and have given people more time to become familiar with the interviewer,
people in manual occupations have expressed ideas about health that are
Just as broad and complex as other groups.

Studies show that everyday living experiences shape ideas about health
and illness. People select concepts that help them to understand and cope
with their own health experiences and the health experiences of others.9
This approach helps us to understand why people with fewer material
health resources and lower health status may hold concepts of health that
relate to the absence of disease, or to health as a functional state concerned
with 'coping' or 'getting through the day'. These health concepts reflect the
life experiences of low-income groups which for many people are about
surviving and being able to carry on with the necessities of everyday life.

Culture and ethnicity shape people's concepts of health. Our ideas about
health and illness are socially produced. Our cultural and ethnic back-
ground influence the health concepts of us all. An examination of culture
and ethnicity helps to explain why some groups differ from others in the
concepts of health that they hold, and why there may be variance within
groups of similar socio-economic positions. Mares et al. m make the point
that many health workers can easily fall into the trap of thinking that
concepts of health which are not based on Western, medical science are
illogical and invalid. In a multi-ethnic society such as Britain, it is import-
ant that health and welfare workers seek to understand the logic and belief
systems that people hold. Currer's study of Pathan women in Britain' is a
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good example of how health concepts may differ according to culture. This
study highlights how health and illness concepts held by Pathan women
have to be understood in terms of Pathan culture and the structural position
they occupy in a British society. Currer found that Pathan women viewed
health and illness, happiness and unhappiness as part of the same natural
order. Being healthy was not an aim or ideal for these women, as it was seen
as one's fate. They felt little responsibility for health or illness. Their
responsibility, as women in Pathan society, was not to prevent illness, but
to behave correctly in the face of illness.

Studies of lay concepts of health have concentrated on how adults view
their own health. Mayall's study of white parents' views about child health
and child health care examined the concepts of health that mothers held for
their children. The parents in Mayall's study described good health for their
children as a positive state: it was more than the absence of disease. Health
was about reaching their full potential, gaining strength, learning, being
talkative, active and investigative. Healthy children were happy children
who ate and slept well. A further survey of parents' concepts of health was
carried out by Combes and Braun.12 This study, of predominantly Asian
parents and children's tr.lerstanding of health and illness, also illustrated
that parents used complex notions of health and illness. These concepts of
health and illness were related to the everyday circumstances of their lives.
Like the parents in Mayall's study, the parents in Combes andBraun's study
saw a clear connection between children's happiness and their health.
Whereas mothers in poor social groups may have more negative ideas about
what constitutes health for themselves, their social circumstancesmay not
confine what they view as good health for their children. It may be incorrect
to assume that parents' attitudes to child health and childcare can be
surmised from attitudes to their own health.

One of the reasons given by health and welfare workers for their pre-
occupation with parents' health concepts is the concern that negative
health orientations may be picked up by children. This concern, as we saw
at the start of this chapter, has also been one shared by 'culture of poverty'
theorists and thus is an important issue to consider.

The extent to which health orientations are passed on in families is a
question that has aroused the interest of researchers. Whilst some studies
have recorded similarities within families, other studies have found other-
wise. For example, Blaxter and Paterson studied mothers and daughters in
manual occupations in Scotland." They found that there was little dizect
evidence of the transmission of ideas between mother and daughter and
almost no evidence of direct influence on behaviour. Changes in public
attitudes to health over time may be more important than transmission of
ideas from one generation to another. Campbell 14 has suggested that, where
similarities can be found, they can he explained in terms of the fact that, as
children grow older, influences outside the family such as school and
friends become more important. The fact that parents and children share
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the same social-class experiences means that they will inevitably share
some similar ideas about health and illness

CHILDCARE GOALS

Research studies question the assumption, held by some health and welfare
workers, researchers and politicians, that many parents, particularly those
in low-income groups, do not place enough emphasis on health in their
childcare work. A growing body of research suggests that parents, regardless
of their income group, aim for the same goals in their childcare; they place
high emphasis on health in their childcare work and have high standards of
health for their children. Parents' childcare goals are likely to be closely
linked to the concepts of health they hold for their children. There is strong
evidence to suggest that, regardless of social class, all parents, Black or
white, all want what is best for their children.P,16,17 Both Graham and
Maya 11 have documented how parents share similar goals, regardless of
their income group or social class. Mothers see all their unpaid activities as
work that actively promotes and maintains their children's well-being.
Research studies indicate that parents classify all the work they carry out in
the home as health work. Parental activities and concerns that are often
assumed to he directed to other ends, such as cleaning or washing, are often
perceived by mothers as crucial to the promotion of good health in their
children. However, many studies of family health care and childcare ac-
tivities have tended to define tasks narrowly, separating out discrete areas of
activity to survey (for example, shopping and food preparation, or house-
work). By separating out child and family health-care tasks, we end up with
a fragmented and incomplete picture. Graharn'" suggests that we need to
include in our discussions activities which are often excluded as health-care
activities, or taken for granted, such as shopping, cleaning or taking a child
to visit friends. Through these activities, parents are providing the physical,
emotional and social environment in which their children can grow and
develop. Many childcare tasks are carried out simultaneously with other
tasks, for example, a shopping trip to buy essential food supplies also gives
the child an outing. Maya II's surveys (1986,19 199020) of childcare activities
found that mothers perc( ive activities that one might assume were towards
other ends as crucial for children's health. They view childcare and child
development as taking place within the everyday organization of family life.
Health and welfare workers, on the other hand, may hold a different view.
Maya 11 and Foster's study (1990121 showed that health visitors appeared to
regard child health-care activities as being more purposeful activities that
demanded the specific input of adults. Phis perspective may explain why
many contacts between professionals and parents tend to concentrate on a
small proportion of childcare activities those tasks which arc directly
related to health. Other activities remain invisible to the professional. It is
only when professionals are concerned that parents are not providirg
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suitable environment for their children that they pay attention to servicing
activities, such as shopping and cleaning. The way household and childcare
tasks and demands are related and need to be reconciled is rarely given
attention. The conflicts and compromises involved in this reconciliation
will be discussed later in this chapter.

Mayall's study found that all mothers had high standards of health for
their children. Nor did they differ in what they thought promoted good
health. All mothers emphasized that it was their own care of the child that
affected their child's health status. But whilst accepting a personal re-
sponsibility for their children's health, mothers described how material
constraints affected their ability to carry out this care. Some of these
material constraints will be discussed later in this chapter and have been
referred to in previous chapters of this book. Combes and Braun's studyn
also draws attention to the way that parents perceive a broad range of
factors, such as bullying, rubbish in the locality and pollution, as impacting
on children's health. These studies highlight that, when we talk about
caring for children, we need to include the broad issues that parents
themselves identify as affecting the health of their children.

Whilst mothers have positive goals in their child health-care work, they
may have different long- and short-term goals than professionals.23 Where
mothers may give some priority to short-term as well as long-term childcare
goals, professionals may be more likely to operate with long-term goals. The
mothers in Mayall and Foster's study, who were from a number of ethnic
backgrounds, identified two short-term goals as of paramount importance.
First, their children's present happiness and the happiness of others in the
family were perceived as important. Second, for mothers it was important
that their children appeared to be doing well now in comparison to other
children. Health visitors were more interested in long-term childcare goals
for children. Childcare was good if parents carried out activities that would
help the child to do well at school or lead to good health in later life. Both
mothers and health visitors considered it important that children reached
professionally identified developmental targets. Mothers' concern for their
children's present happiness, as well as their future happiness, may explain
why some mothers reject or compromise some aspects of professional
childcare advice. (The need for mothers to compromise the needs of chil-
dren will be discussed later in this chapter.)

PATTERNS OF CHILDCARE WORK

To understand how poverty affects child health care, it is necessary to
examine the everyday experience of parenting and childcare. For some
readers this may appear to be an irrelevant area of investigation. Some
people who work with families and/or have children of their own may feel
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that they already know what this experience involves There are several
reasons why it is valuable to spend a little time discussing this. First, the
conditions under which parents care vary according to a number of factors,
but primarily according to income and access to material resources. The
majority of health and welfare workers will not personally have experienced
the conditions under which many low-income families care for their
cl Ildren. Second, we all make assumptions about family life, including the
e.Iperience of parenting and how parents care for their children. It is
important to check that these assumptions fi t in with what parents actually
experience when they care for their children in and out of poverty. This is
particularly important in relation to families from Black and minority
ethnic groups. This section will attempt to address the experience of
parenting and childcare by first examining who cares for children's health at
home, and second, by examining which activities are involved.

It is important to note that many of the studies that inform this section
are studies of the experiences of white parents who were born in the UK. We
have very little information about how parents from minority ethnic groups
experience parenthood. The need to find out more about the factors that
shape the childcare practices of families from minority ethnic groups is a
key issue for research and practice to address. It is of paramount importance
to investigate how living in a white, ethnocentric and often racist society
shapes the parenting experiences of Black and minority ethnic parents. The
accounts of parents' experiences that we do have suggest that poor Black and
minority ethnic parents share many of the social and economic circum-
stances of poor white parents, plus the additional problems of living in a
society that is often unfriendly and hostile to them.

WHO DOES THE CARING?

Several studies have examined the distribution and organization of child
health-care work. These studies highlight that child health-care work is
firmly divided along gender lines, and differs according to family structure.

Mothers still carry out the vast majority of child health-care work in
Britain today. Surveys of child care have tended to identify who does the
work rather than to what extent the division of childcare labour has changed

over the years. Whilst there is a general consensus that fathers in two-parent
families are a little more involved in child health-care activities now that,
twenty years ago, it is difficult to quantify by how much. The Pritish Social
Attitudes Survey which began in 1983 has recorded that thcre ha been ve,ry
little change in recent years (1983-7) in the amount of housewc,f k that
fathers do, or their degree of involvement in the two childcare activities
measured by the survey.24 Any increase in male participation in childcare
has not matched women's increasing participation in the labour market.
There has been a dramatic increase in the number of women who are
economically active outside the home:
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43 per cent of women aged 15-59 (26 per cent of mamed women)
were in paid employment outside the home in 1951. This has
increased to 66 per cent of women aged 16-59 (61 per cent of
married women) in 1986.25

A large number of families no longer fit the stereotyped image of a nuclear
family, with a bread-winning father and a stay-at-home, home-making
mother. An increasing number of women now have dual roles: they com-
bine paid work with unpaid caring. For many women, their work outside the
home does not significantly decrease the amount of caring work they do in
the family. Moreover, the growing number of lone-mother families means
that an increasing number of women care for their children's health with
no, or only occasional, input from children's fathers. The higherrate of lone
motherhood among Afro-Caribbean womfm than among white, British
women means that Afro-Caribbean mothers are particularly likely to be
doing this caring alone.

Mothers spend substantially higher proportions of their time than men
carrying out child health-care activities, regardless of whether they are in
paid employment or not.

Piachaud's study (1986) of the time costs of childcare indicated
that mothers' input accounted for 89 per cent of the total house-
hold time spent on childcare activities.26

Although Black and white women bear the brunt of child health care in
the majority of families, they do not necessarily care unaided. In two-parent
families fathers share or assist with child health care activities to varying
degrees:

Graham (1986) identified that in-two parent households, 90 per
cent of partners helped in some way with child care.27

Charles and Kerr's study (1985) of family eating habits and atti-
tudes towards nutrition, involving parents with pre-school chil-
dren, identified that only 11 per cent of fathers were not involved
in childcare activities in two-parent households. Only 11 per cent
shared childcare responsibilities and activities equally, and an-
other 12 per cent shared the care when they were not at work.28

Maya 11 (1986) identified that 22 per cent of fathers in households
with a white, British-born mother and a first-born child under 36
months shared equally in child health-care activities when they
were at home.29

Bell, McKee and Priestley's study of fathers, childbirth and work showed
that the majority of fathers voiced the view that they wished to participate
and share in childcare activities. However, their views about the boundaries
of participation and sharing were elastic and shifted widely between
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lathers 30 This study indicated that, althoughmothers carry out the bulk of
childcare activities, fathers' participation increases around the time of
childbirth. Other studies have identified that fathers in two-parent families
are likely to increase their involvement when extra help is needed, for

example, if there are many young children in the family, or if mothers are so

ill that they cannot carry on.31
Other family members and friends also help mothers with children's

health care. Other relatives who live in the same household may also
contribute to the care of children. W11 re families live as extended house-
holds, there is likely to be more sharing of care between parents and other
adults in the household. Some studies have also highlighted how older
children may contribute to the care of younger children, often helping out
with activities such as playing and baby-sitting. This appears to be par-
ticularly the case in large families, where some parenting tasks are dele-
gated to older siblings.32 People outside the household are also important
sources of help for parents. Relatives appear to offer the most practical help:
with baby-sitting, child minding and help when children are ill.33 Studies
indicate that a mother's own family, particularly her own parents, tend to
have the highest input into the care of children.34 There is some indication
that the lack of help from fathers in lone-mother families is compensated
for, to some extent, by higher levels of help from other family members and
friends. However, this help is unlikely to cover the areas where fathers in
two-parent families are most likely to help: with shopping, putting the child
to bed and housework.3

Friends also support parents in their childcare activities. Friends do not

appear to be substitute carers, as they are usually mothers themselves, but
offer short-term assistance when needed. Parents appear to value the social

support and advice that friends offer. The amount of help that parents
receive from others appears to vary between studies. It is useful to make a
distinction between practical forms of help and help in the form of advice
and support. Those studies that indicate that parents receive very little help

are usually referring to practical help, for example, Piachaud36 found that 78
per cent of mothers did not have anyone, apart from their partner, to help
with the care of children. Other studies have illustrated how parents receive
significant amounts of help and support from families and friends.37,38 One

of the most valuable forms of support that other people offer is advice and
emotional support. The companionship of friends is particularly valued.

WHAT DOES CARING FOR CHILDREN INVOLVE?

Caring for children is a physical and emotional task. In their role as carers,
parents experience a wide variety of emotions. The vast majority of parents,
regardless of their social circumstances, stress that loving and interacting
with their child are among the most rewarding aspects of their lives. With
parenthood comes a new identity and a new sense of responsibility:

139
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You don't realize the responsibility. I think you just think you're going
to have this baby and everything's going to stay the same and it doesn't.
Everything changes. Even you, your feelings about yourself and you
think, 'Well I'm not a girl any more, I'm a mother.' You think this little
baby is dependent on you like I was on my mum.

(Mother talking about her feelings after the birth of her first child)39

To examine what childcare involves, it is necessary to examine what
activities need to be performed. Piachaud offers a framework for analysing
the time spent caring for children.40 It illustrates the breadth of child health
activities:

Bi i ht kg c oi li et itei gi 1 v iinc ntghe ihvi il di e( icli dbi tghsi f ed

cleaning, doing the laundry/.

Educational and entertaining tasks.

Indirect supervisory and on-call activities.

1

1

The range of activities involved in childcare denotes the enormity of the
task. Several studies have attempted to calculate the amount of time
involved in child health-care activities. These studies indicate that keeping
children healthy is a full-time job twenty-four hours a day, seven days aweek:

Piachaud calculated that basic childcare tasks alone in families
with a pre-school child (see above for Piachaud's framework) take
on average, seven hours a day, fifty hours a week.41

Graham's survey identified that mothers spent up to 70 per cent of
a fifteen-hour day caring for children.42

Graham's survey of the organization of health resources and responsi-
bilities in white families with pre-school children informs us that we also
need to extend Piachaud's framework to include activities that parents do
for themselves. We need to include activities that parents perform in order
to maintain themselves in their caring role, for example, sitting down and
having a cup of coffee, or maintaining contact with friends. Graham found
that in families with pre-school children:43

80 per cent of main activities in the carer's day were directly
linked to family health.

A large proportion of the remaining 20 per cent of activities was
also related to family health, and included activities that helped to
maintain the health of parents.

The amount of time spent on childcare is likely to differ according to the
age of the child, the number of children in the household, and whether a
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mother is living with a partner or not. Parents with a very young child are
likely to find themselves having more time-consuming childcare activities
than parents with older children. As the number of children in the
household increases, so will the number of times parents need to attend to
their children. As children grow older, the time spent on carrying out
activities for children, such as dressing, washing and toileting, decreases as
children learn to carry out these activities for themselves. However, servic-
ing and supervisory responsibilities are likely to continue much longer for

many parents until children leave the family home. The most time-
consuming activity for many mothers with young children is feeding,
including food preparation, supervising mealtimes and washing-up after-
wards. For parents of children with disabilities, the amountof time spent on
childcare activities is likely to be increased and the duration when the child
is dependent on his or her parents is usually prolonged. In cases of severe
disablement, parents may continue to carry out direct health-care tasks,
supervisory tasks and servicing activities for the rest of the child's or their
own active life.

Studies of the experience of caring for children indicate the nature of
everyday caring activities. First, caring for children's health is heavy, and
tiring work. In Piachaud's study of the time costs of caring in families with a

pre-school child:

83 per cent of mothers thought their total childcare workload was
more than or equal to a full-time job, without a child.

45 per cent of mothers found the job very tiring, 45 per cent found
it tiring, only 9 per cent did not find it tiring.

Unlike paid work, unpaid caring has no official breaks, or officially
recognized workloads. As well as the working day being far longer than any
full-time paid job, mothers who are caring for children at home have very
few breaks away from their pre-school children. Young children frequently
go everywhere with their mothers. Where mothers go, children go. The
following studies indicate how little time mothers can call their own:

Graham found that the majority of mothers of pre-school children
had only 2-4 hours a day to relax, without their children. 12 per
cent had less."
Piachaud found that 64 per cent of women had no break of an hour
or more a week when they were free from children or paid
employment. Only 5 per cent of mothers had one three-hour break
per week.

For lone parents, the opportunities to take breaks or opt outof supervisory
activities are often limited. At particular times of the day -- early morning
and early evening childcare activities appear to be particularly concen-
trated. These are noted to be crisis times, when the pressures of childcare

1 4
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build up, and nerves are fraught. In two-parent families, these are times
when fathers are often present to help out. Lone parents are unlikely to have
this help.

Second, caring for children's health is a highly routinized, but constantly
changing activity. Approximately 80 per cent of main family health-care
activities in both one and two-parent families are likely to be performed
each day.45 A carer's routine is dictated by the needs of the family and the
outside world. While some needs and demands must be met, no matter what
(children need to be fed regardless of what demandsare being made on carers
or whatever crisis occurs), others can be put off. The way children's needs
and demands are reconciled with the needs and demands of others, and
those of everyday life, will be discussed in the section that follows.

CARING IN SICKNESS AND IN HEALTH

On close examination it is clear that all the work that parents do is childcare
work. This involves both unpaid activities that directly involve the child,
and all other work that parents do in the home. For many parents, par-
ticularly working mothers in low-income households, pai t work outside
the home directly provides the health resources that children need. By its
very nature, childcare work is actively concerned with health promotion
and disease prevention. As a consequence, when this work fails to prevent
illness, childcare work is also about caring in sickness. In real-life situ-
ations, activities and roles are not discrete or independent factors. They
interlink and are at times in conflict.

The next four sub-sections will examine how parents care for their
children in sickness, and how they promote good health, illustrating how
their activities and goals are constrained by two issues: lack of choice and
the need to make compromises in their childcare work.

CARING FOR CHILDREN IN HEALTH

Parents feel that they are promoting their children's health in everything
they do. Health promotion is an integral part of their childcare work. Whilst
the majority of parents appear ;:o have the same high standards of health for
their children and share chicare goals, their opportunities to reach these
standards and goals are affected by the social and economic conditions in
which they live.

Control is a ma jor issue in the lives of low-income families. The
majority of low-income families are unable to choose where they live, or
how they live. Lack of money and other material resources shape both the
routines and choices that parents make for their own health and their
children's health. Low income and poor housing conditions are two factors
that hinder parents' health promotion and disease-prevention activities.



CARING FOR CHILDREN'S HEALTH IN POVERTY 137

When children are born, the resource needs of families increase, and
household costs go up. Yet household income rarely increases in line with
needs. Indeed in the majority of families, household income decreases when
women stop work to have children. Although families in receipt of social-
security benefits receive additional amounts for each child, payments are
small and have been shown to be insufficient to meet the health needs of
children.46 Moreover, living conditions that may have been acceptable
before the birth of a child may no longer be acceptable once a child is
present.

Low income makes it difficult to exercise control and choice over child-
care in a number of areas. The difficulties that parents experience in
exercising control and choice in areas of healthy eating, keeping warm and
home safety, were discussed in previous chapters. The following extract
gives some insight into the difficulties that mothers on low income face in
their health-promotion work:

Nine-month-old George had just begun crawling. The lounge is so
cramped that he cannot move more than a metre in a straight line
without trouble. While Mum is making the tea, he bangs his head on the
steel frame of the coffee-table and howls. There is near panic as he
touches the white powder on the air ducts: it is insecticide, put there to
kill pharaoh ants and cockroaches. Meanwhile Peter, only a year older,
falls over a tricycle on to his face and later totters out of the kitchen
with a carving knife in his hand.47

Whilst parents with low incomes lack choice and control in child health
care relative to other families, they are not passive in the face of difficulty.
Whilst poverty reduces the amount of power and choice that parents have,
they appear to go to great lengths to take control over those parts of their
lives which they can control. One of the ways parents do this is by making
compromises. Whilst compromise is a common theme in the lives of all
families, low-income families experience the greatest and most extensive
forms of compromise.

Caring for children's health in poverty involves compromising the needs
of parents forthe sake of children. In poverty, the sacrifices that parents
make for the sake of their children are striking, and have been a recurring
theme throughout this book. The following quotations illustrate some
common areas of compromise for parents:

And I think, well these kids are not going to suffer. I'd sooner they had a
meal than I had a meal sort of thing.

I've had two pairs of jeans since I've got married and that's three years.
You just don't sort of kit yourself. I'd sooner myself go in jeans than
have these (children( go tatty, 'cause it don't look good. I suppose every
family is the same.

(Two unemployed fathers talking)"
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Caring for children's health may also mean compromising one health
activity in favour of another. Faced with a tired and irritable child, a mother
may decide to put a child to bed, unwashed and without cleaning the child's
teeth because, in her eyes, the child's health need for sleep overrides any
immediate need to be clean. Parents may fail to take a child to be immu-
nized because he has a runny nose, which is often viewed by parents as a
contra-indication. A breast-feeding mother may decide to change to bottle
feeding because, as she cannot measure how much milk her infant is
receiving, she worries that he/she may not be getting enough food. For a
mother, changing to bottle feeding may be a rational decision to protect the
health of her baby, even though it may be against the advice of a health
worker.

Caring for children's health involves compromising the needs of one
child for the needs of other people. Parents have obligations to other people.
These obligations may have to take priority over the needs of a particular
child or group of children in a household. A parent may have to leave a sick
child in the care of another person in order to meet the demands of an
employer. Parents in poverty frequently have to compromise the needs of
their children to a far greater extent than parents of children in higher-
income groups. For example, a growing number of mothers in low-income
families feel they have to leave their children to go out to work in order to
ensure that a family has an adequate household income. Their choice to
work or stay at home is significantly more constrained than mothers in
higher-income families. Moreover, a mother may have little option but to
leave her child in day-care provision that is not of the standard she desires.

Compromising children's health needs in poverty may be a matter of
having no choice:

The baby could have had better nourishment before he was born if I'd
had enough money to be able to eat properly and now I'm breastfeeding
he would get better fed if I was.

(Mother of new baby)49

Compromising children's health needs may not be a purposeful choice,
but a necessary decision that is taken to maintain peace and harmony in
the home. Graham has documented how mothers balance the needs of onc
child against the needs of others in the family.50 For example, shemay reject
child health-care advice from health and welfare workers, because to follow
that advice would be to sacrifice the needs of others. The early introduction
of solids may pacify a hutivry baby who wakes at night and needs frequent
feeds. This, in turn, may allow a mother to spend more time meeting the
needs of other family members or let others sleep. Furthermore, parents
may sacrifice the needs o" individual children in order to preserve har-
monious relations with people outside the home. Wilson and Herbert51
found that the collective needs of a neighbourhood may take priority over
the needs of individuals in families. In certain types of housing, where
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proximity of neighbours and lack of play space are evident, the need to
maintain good relationships with neighbours may prevent parents from
allowing their children to play certain types of games or from playing
outdoors. When parents fail to make this latter type of compromise, they are
often labelled as irresponsible parents. It is clear that the behaviour of
parents in poverty and many of their childcare choices are not free choices
but choices that are constrained by parents' sense of responsibility for
others, and the material and social circumstances under which they live.

USE OF PREVENTIVE SERVICES

Childcare practices in the home form a significant part of child health-care
activities, but not the total sum. Caring for children in health also involves
contact with child health services. It is often assumed that parents' atti-
tudes and lack of knowledge act as a barrier towards use of child health
services. Research into the utilization of preventive health services has
been far less extensive in Britain than in the United States, and studies that
do exist have recorded how utilization patterns differ between groups,
without necessarily eamining why they differ. Studies from the United
States indicate that preventive health-care sex eices appear to be least used
by lower socio-economic groups, whether utilization is recorded according
to income, education or occupation. Although findings from these studies
cannot automatically be expected to explain British patterns of utilization
of preventive health services, they are important in that they indicate that
explanatory models that rest on individual or social factors alone are
inadequate. Whether individuals use preventive health services or not
seems to depend on interrelated factors. Moreover, these studies suggest
that, rather than looking at the characteristics of poor attenders of preven-
tive services, it is more useful to examine factors that act as barriers or
enablers to service use.

Child health clinics offer one of the main preventive health services for
children. Although child health clinics now tend to describe themselves as a

resource for parents, they are predominantly places where mcthers go.
However, it is perhaps a little more common to see fathers in a child health
clinic now than it was ten years ago. Several studies have highlighted that
mothers appear to use the clinic if they see it as meeting a need that cannot
be met elsewhere. Mothers value child health clinics as anadvice resource,
and for its role in child health screening and surveillance. They attend to be
reassured that their children are progressing well, to gain advice, and to

meet other mothers.s2.53 Mothers with very young children, particularly
first-time mothers, appear to use clinics the most.5" Attendances appear to
decline rapidly once children reach one year of age. It is suggested that as
mothers become more confident in their parenting role, and Imre know-
ledgeable about the needs of their children, they no longer feel they need to
attend the clinic as frequently. This may also explain why mothers tend to
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use the clinic more frequently with their first child than they do with
subsequent children, and why mothers with older children feel that they no
longer need to attend as frequently. Studies have also indicated that
mothers with low levels of social support tend to use child health clinics the
most. For these mothers, chatting with a health visitor at a clinic may meet
a need that is met by families and friends for other mothers. For mothers
who have recently moved into a new neighbourhood or into the country
from abroad, clinics can be extremely valuable sources of support if they
provide services that overcome cultural and languagebarriers and if the staff
are sufficiently welcoming.

Health and welfare workers often assume that those who would most
benefit from using child health clinics, that is, groups with high levels of
disadvantage, often use them the least. There appears to be some confusion
about which social groups underutilize child healthclinics. Several studies
have indicated that there is little difference in patterns of use by social
class,55,56 whilst others have recorded under use by manual social classes.57
The Child Health and Education Study58 found little differences in patterns
of attendance by social class but, by using a measure of social disadvantage,
the social index, it identified that the children of those who had the highest
disadvantage scores attended clinics the least. This study indicated that a
low number of clinic attendances among groups with high social disadvan-
tage may to some extent, be compensated for by more home-visits from
health visitors.

There is some evidence to suggest that it may bc incorrect to assume that
those groups with the most needs have the worst attendance rates. Morgan
et al.'s study59 of the use of child health clinics in inner-city areas indicated
that comparing the use of clinics by levels of deprivation may be too
simplistic. Morgan's study illustrates the usefulness of looking at the
characteristics of neighbourhoods in relation to use of child health services.
Attendances at child health clinics from parents from the poorest council
estates were higher than expected. They had higher attendance rates than
parents from mixed metropolitan areas (areas with high numbers of people
born overseas) and high status inner-city areas (more prosperous areas).
Higher attendance levels among mothers from the poorest council estates
may reflect the higher levels of unmet needs. More children from this group
were identified as having unsatisfactory findings at the seven-month de-
velopmental screening check, and higher numbers of children needed to see
the doctor. This study indicated that groups with the greatest need appeared
to have the highest attendance rates.

In the absence of any firm evidence on patterns of use of child health
clinics, it is useful to examine which barriers may discourage some groups
from attending. Studies have predominantly studied barriers which dis-
courage white parents. Whilst poor clinic attendance by Black and minority
ethnic families is viewed as a problem and often portrayed as reflecting their
failure to act responsibly, research has failed to comment on the barriers
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that prevent or discourage Black and minority ethnic families from using
preventive services.

Many mothers value child health screening and surveillance checks, but
there is evidence to suggest that they do not use clinics unless they feel it is
necessary to do so. Rather than reflecting a negative attitude to prevenEve
services, this may reflect that mothers feel they are able to assess for
themselves whether their children arei developing well or not. It has been
well documented that parents are sensitive observers of their children and
often detect abnormalities in their children and bring them to the attention
of professionals.60 There is evidence that some mothers are confused about
the role of child health clinics, and how they differ from family-doctor
services. Lack of information about the need for screening checks and the
time schedule of the checks have been shown to be a further barrier to use of
clinics.6i Some mothers have also expressed a concern about the way
professionals control information at child health clinics. Mothers dislike
not being able to see what health visitors and doctors are writing about their
children. Other mothers have expressed a concern that checks were not
always performed to a high standard and often failed to tell them anything
they did not already know about their child.62 Indeed, the value of frequent
screening and surveillance checks, particularly if they are not performed to
a high standard, have been questioned by child-care experts. It has been
suggested that less frequent, but more thorough screening checks would be
more effective in identifying children with unmet health needs.63

Although children from socially disadvantaged groups would most bene-
fit from preventive health services, in view of their higher illness rates, it
appears that they often live in areas that have the least encouraging
facilities. Spencer and Power's study of the characteristics of clinics in
Nottingham64 indicated that clinics in deprived areas were least likely to be
able to offer services that met needs because they were likely to be over-

stretched:

Clinics in deprived areas had more children registered with them
than clinics in non-deprived areas.

A large number of children at clinics in deprived areas presented
with medical problems.

Other studies have identified further barriers and deterrents to the use of
child health services. Some studies have identified that the distance that
mothers have to travel to clinic and the times of clinic sessions are a
barrier6s and others have identified that mothers may be put off by the
formality of child health clinics. As one of the reasons mothers give for
attending child health clinics is a desire to meet other mothers and children,
if the organization of sessions does not allow this, then mothers will
perceive that clinics no longer meet their needs and modify their atten-
dance. The value of making clinic facilities welcoming and convenient to
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use has been demonstrated and shown to be a way of increasing clinic
attendance among poor attenders."

The need to make services more acceptable to minority ethnic groups is of
paramount importance. Mothers from minority ethnic groups experience
the barriers to service use that white mothers do, and more. Many mothers
from minority ethnic groups experience serious difficulties using child
health services that are predominantly run by white workers in such a way
that white people are most likely to be able to gain advice. Communication
difficulties and language differences are significant barriers to using the
service. Trained interpreters are rarely available. A further barrier is that
health service staff often fail to understand the information needs or
cultural expectations of parents from minority ethnic groups. Watson's
study of health-service use by mothers with children under two years, from
different ethnic groups, indicated that some parents from minority ethnic
groups who were born outside the UK were unfamiliar with the benefits of
child-health preventive services because they were unavailable in their
country of origin.67

Use of immunization services and dental services are two more areas of
preventive health care for children. It is not possible to discuss use of these
services in any depth in this chapter, but it is worth noting that immuniz-
ation uptake rates and use of dental services are generally thought to follow
similar patterns to uptake of child health-clinic services. Regardless of
social group, parents appear to have positive attitudes to dental and
immunization services, although socially disadvantaged social groups ap-
pear to use services less than other groups. The lessons that can be learnt
from studies of utilization and consumer views about child health clinics
also apply to immunization and dental-services provision.

CARING FOR CHILDREN IN SICKNESS

The same factors that constrain parents when they care for their well
children also shape how they care for their children when they are sick.
Caring for sick children has been found to be a commoner event in low-
income homes than in higher-income homes. As we saw in chapter 2,
poverty and health are interlinked, with children from low-income groups
having higher illness rates than children from wealthier homes. Parents in
low-income households are more likely, at any one point in time, to be
caring for a child who is not well, or who has a disability. Moreover, parents
in low-income families are more likely to be unwell themselves.

Caring for sick children involves a variety of costs. There arc money
costs: money for special foods and drinks, extra bedding, extra heating,
telephone charges, and the transport costs of visits to family doctors and
hospitals. In many low-income families the money costs of caring for a sick
child will stretch family resources to the limit. Low income means that
some of the sick child's needs will not be met. For example, a child's need to
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be able to rest quietly is not always possible in families with several young
children, and in cramped housing conditions. Other needs may be met by
running up households bills which may prove difficult to pay later (for
example, heating bills), by borrowing from family and friends or, more
commonly, by compromising the needs of other family members. Mothers
commonly sacrifice food and clothing to provide a sick child with the
resources to restore his or her health.

On top of the material costs of caring for a sick child, it is necessary toadd
the time and emotional costs of caring. As we saw earlier, many mothers
physically care for their sick child with limited input from others. Nursing a
sick child not only extends the length of the childcare work day, it also
increases the number and intensity of the activities that have to be per-
formed. In poor living conditions, caring for a sick child is likely to be
physically and emotionally arduous for parents. Maya 11's study of child
health-care work identified that families who had poor material resources
and had children who had persistent illness were most likely to have
problems caring for sick children.68

For parents of children with disabilities, the emotional and material costs
of caring for children may be prolonged. Many children with disabilities
have constant daily nursing needs but also suffer frequent illnesses that
need attention from parents and health-care workers. Disability often
stretches household financial resources to the limit. Baldwin's study69 of
the costs of caring for disabled children highlights how caring for disabled
children can pose extensive financial problems for families. Yet social-
security payments for children with disabilities fail to compensate parents
for either the day-to-day costs of caring, the extra costs of caring in times of
sickness or for lost income when mothers are unable to take up paid

employment.
Parents manage the majority of children's illness without any input from

professionals. The decision to seek help depends on a number of factors,
including how serious parents perceive the symptoms to be, their percep-
tion of their own ability to manage the symptoms, the opportunities they
have to discuss the symptoms with others, and the number of illnesses that
a child has. When parents no longer feel they can manage the symptoms
alone, or feel the symptoms signal something more serious, they seek
professional advice and/or help. Studies indicate tha,: parents are most
likely to seek help in times of illness during the first few years of the child's
life, when illnesses can quickly become life threatening, and with a first-
born child. This is the time when parents are least able to put a label on the
illness themselves or know the appropriate action to take. During the early
years of parenthood, parents begin to build up a picture of what a child looks
like whtn he or she is ill, the meaning of symptoms and what action they
should take to avoid deterioration and aid recovery. They build up this
knowledge from a number of sources, including their experience with their
Own child, from their interactions with professionals, from discussing
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symptoms and illness with family and friends and from books and televi-
sion. Social support and advice from family and friends has been shown to
exert a strong influence on parents' ability to manage illnesses themselves
or seek help. For mothers with low levels of social support, the oppor-
tunities to discuss illness and gain knowledge from family and friends are
limited. Family-doctor consultation rates and child health-clinic atten-
dances have both been shown to be higher amongst this group of mothers.70
Mothers are also more likely to consult when they have a child that has
persistent ill health.

USE OF CURATIVE SERVICES

There has been far less research on the use of curative services for children
than for adults, and less research in Britain than in the United States.
Moreover, British research is hindered, to some extent, by the fact that it has
tended to record utilization rates without always seeking to explain why
some groups use som.e services and not others. Research that has con-
centrated on utilization rates, or the content, rather than on the context of
service use has often failed to explain patterns of service use by dis-
advantaged families, particularly Black and minority ethnic families.

A review of research studies on utilization of curative services shows a
mixed picture of concerns on the part of professionals. On the one hand,
there is concern about the failure or delay of some social groups, usually
manual social classes, to seek help for their children in times of illness. On
the other hand, there appears to be concern about the inappropriate use or
overuse of some services by manual social classes. Accident and emergency
services have frequently been identified as services that are misused by
parents. Roberts' study7' of professionals' and parents' perception5, of acci-
dent and emergency department use illustrates that what may be the most
most appropriate source of medical attention at the time for parent may be
labelled as the most inappropriate form of attention by medical and nursing
staff. When parents who experience difficulties contacting a family doctor
try to be 'good' parents by not taking chances with the health of a child
through seeking help at the hospital, they may be labelled as over anxious,
time wasting and 'bad' parents.

People who have not grown up in Britain may experience further barriers
to the effective use of curative services. They may have experienced dif-
ferent kinds of health-care systems and he used to different types of referral
and utilization patterns. Black and ethnic-minority families also have to
cope with a health service that fails to provide services that meet their
specific health needs. For example, it is estimated that about one in four
hundred piople of Afro-Caribbean and African origin have sickle cell
disease, yet screening and counsclling services remain vastly inadequate:72

It is difficult to drew any firm conclusions from the studies on utilization
of curative services for sick children. The overall pattern seen in adults,
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whereby consultation rates are higher for those from the working class, is
lacking in relation to children.73 The discrepancy between adult and child
consultation rates needs fuither research, since it does not reflect the
increased morbidity suffered by children in low-income groups. Maya 11
found that family-doctor consultation rates were higher in low-income
families who had children with persistent illness74. Mothers with per-
sistently ill children from social classes III, IV and V contacted their family
doctor more frequently than mothers with persistently ill children from
social classes I and II. Maya 11 concluded that this was likely to reflect the
additional worries and constraints that caring for a sick child in poor con-
ditions brings.

It is clear that more research needs to examine what constrains families
from seeking help from their doctor when their child is ill and what
encourages then to seek such help. In addition to the time and material
constraints to seeking help, the quality of the service provided may influ-
ence whether parents use their family-doctor services. There is no evidence
that parents do not consult family doctors because they are dissatisfied with
the nature of the consultation, although other factors such as long waiting
times and discriminating treatment do appear to play a part.

There is some evidence that families who are materially and socially
disadvantaged are more likely to be living in areas where the family-doctor
and other health services are poor. For example, poor families are dispropor-
tionately concentrated in inner-city and deprived urban areas. Family-
doctor premises in these areas often reflect the social and economic condi-
tions of the areas themselves. Surgeries are less likely to be purpose built or
well equipped. Families who live in deprived areas are more likely to
experience difficulties contacting their own doctor outside surgery hours.
Doctors who work in deprived areas are likely to live outside the area and
thus use deputizing services more often. Single-handed practices also need
to use deputizing services often. Parental dissatisfaction with family-doctor
deputizing services is one reason that parents give for using hospital
accident and emergency departments for primary care. In Maya 11's study it
was notable that mothers who were registered with single- or double-
handed family-doctor practices and mothers without a telephone were more
likely to use the hospital in times of illness than other mothers.

Jarman found that the percentage of single-handed family doctors
was significantly higher in inner-city health districts (between
15-25 per cent) than the average for England (5 per cent).75

CONCLUSION AND IMPLICATIONS FOR
PRACTICE

Most general surveys of childcare practices have focused On white families,
and therefore there is little data on the childcare practices and experiences
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of Black and minority ethnic families However, the limited sources of data
we do have suggest that Black and minority ethnic families share the same
positive childcare goals as their white counterparts. Moreover, their social
and economic position means that they share many of the same experiences
of parenting as white, low-income families. Poverty, poor housing andpoor
access to good childcare facilities outside the home means that for Black and
white families alike, caring for children's health effectively is an extremely
difficult task. The need to examine the barriers that Black and ethnic
minority parents experience over and above those of white parents is an
issue of paramount importance for both research and practice, but one that
has received little attention so far.

This chapter has discussed how parents care for their children's health in
poverty. Working with families with young childi en inevitably involves
making value judgements about families. An ideology in which the child-
care practices of parents are seen to stem from poor know!edge, failure to
hold acceptable attitudes or parental failure to acknowledge childcare
responsibilities has set the boundaries for much health and welfare work.
The logical conclusion of this perspective is that the responsibility of
workers is to improve the attitudes and skills of parents. However, as this
chapter has shown, an examination of the research evidence fails to support
the assumption that some groups of parents, particularly poor parents, have
less health-enhancing and less virtuous attitudes to childcare than others.
Parents, regardless of their income, ethnic/cultural background or social
class, appear to start off holding very positive attitudes to childcare and
child health. The sense of responsibility they feel is reflected in their belief
that all their work is child health work. Parents hold very positive and broad
concepts of health for their children. Childcare practices cannot be ex-
plained only in terms of factors within the family. For whilst parental
characteristics and childcare ideologies clearly affect practices, poverty and
poor access to material resources appear to have a powerful influence on the
childcare practices of parents.

Whilst parents appear to hold similar child-health and childcare goals,
their ability to reach these goals is shaped by several factors. Gender and
family structure appear to shape the contours of childcare. Unfortunately
we know very little about how ethnicity and culture affect the distribution
of child health-care work or the nature of the activities themselves, but in
most families in Britain women still shoulder many of the time, material
and personal costs of childcare. The costs appear to be the greatest for
mothers in families with low incomes, particularly lone mothers, and
mothers with children with disabilities. The sacrifices that women make in
their role as the main care givers to children affects their physical and
mental health and affects their long-term employment status. For many
women the financial costs of maternity leave, periods away from paid work
and periods of part-time work are great.

The nature of parenting itself, complicated by the reality of living in

y
-L



CARING FOR CHILDREN'S HEALTH IN POVERTY 147

poverty, means that childcare practices stem from a complex decision-
making process. When we co:.sider them within the context of the everyday
experiences of families, these decisions are neither irrational, nor the
product of ignorance. The evidence suggests that, if health and welfare
workers wish to work more effectively with families, they must question
some of the assumptions they make about families, the nature of family life
and the factors that shape childcare practices. First, this evidence highlights
that we need to listen to what parents say they want to achieve for their
children and what they say prevents them from meeting these goals. We
need to respect the wishes of parents, and acknowledge that parents act in
the best interests of their child and within the material constraints of theif
lives. Childcare advice and support to parents need to be realistic and
achievable for parents in poverty. As we saw in chapter 3, the content of
much healthy-eating advice and literature does not reflect the fact that a
growing proportion of families have low incomes. Health and welfare work
also needs to focus on parents' own goals and agendas rather than those of
agencies. The evidence in this chapter suggests that parents have agendas
and goals that are positive and reflect their worries and concerns.

Second, health and welfare workers need to consider the bathers within
their own services that work against parents using both the curative and
preventive child-health services. Health and welfare services need to offer a
flexible and responsive service that meets the needs of parents in the
locality. The location, times, quality and content of the service are factors
that have the most profound effects on the use of services. These are factors
that can be addressed by workers and their managers, without necessarily
needing substantial resources. The need to address the language and
cultural barriers that prevent minority ethnic groups from using the ser-
vices need to be seriously considered and addressed. Evidence from projects
that have attempted to make child health services more attractive and easy
to use have shown how valuable such attempts can he.

Third, health and welfare workers need to consider the nature of their
relationship with their clients. Health and welfare workers often talk of
giving individuals back responsibility for their health and control over it.
Yet, the evidence in this chapter suggests that the responsibility for child
health does lie with parents. Parents recognize this responsibility and
exercise it on a daily basis. Neither do profeF,sionals have control over the
childcare work of parents, except perhaps in extreme cases of child-
protection work. To a large extent, parents decide what they will do for their
children. Professionals only make a small input to the totality of childcare
work. Whilst professionals may not have the power over their clients that
they think they have, they are able to exercise some control over the
amount of information that parents can have access to. Throughout many
accounts of childcare, parents have expressed a concern that professionals
do not share Information with them. The recognition that parents are the
main primary health-care givers implies that parents have the right to
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information about their own and their children's health. It is pertinent to
note that only in a few areas of the country do parents have access to and
hold their own child's health records. Acknowledging that the majority of
low-income parents do a good job in the face of great adversity opens up the
way for workers and parents to work together in partnership.

Last, the evidence in this chapter illustrates that many parents need
higher incomes and healthier living environments to carry out their child-
care work to the standard they desire. Workers may feel that they have no
.role to play in this. But people who work with families have the knowledge,
the professional duty and the power-base to inform government and policy-
makers about the implications of present policies for childcare and child
health. The need for family policies that recognize the resource needs of
parents has been well documented by anti-poverty groups.76 Anti-poverty
research has stressed the need for realistic household incomes through
increases in child benefit, income support and family credit, housing
policies that reflect the housing needs of parents and the development of
employment policies and day-care provision that recognize the childcare
commitments of parents.
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CONCLUSIONS AND
IMPLICATIONS FOR
POLICY AND PRACTICE

INTRODUCTION

The book has been concerned with exploring the impact of poverty on the
health of families with young children. Family poverty has increased
significantly over the last decade, and there is no indication that the 1990s
will see a significant decline in the number of families bringing up children
on low incomes and in adverse living conditions. This growth in family
poverty has underlined the need for health and welfare workers to under-
stand, and respond more effectively to, the needs of families in poverty.

This book has focused on the central question 'Does poverty affect the
health of families who experience it, and if so, how?' To address this
question, we have had to address a series of other questions along the way.
These have included questions about the meaning and causes of poverty for
individuals and society. We have attempted to address the question of the
distribution of poverty between various social groups in British society
between men and women, between parents and children, between people of
different Ithnic groups and between different income groups. We have also
addressed the question of whether family health is ultimately the outcome
of individual health choices and behaviours, or more closely associated with
the social and economic conditions in which people live. These questions
have, in turn, led to an examination of the assumptions that underlie health
and welfare work with families and an assessment of the extent to which
these assumptions are valid.

Whilst the book has provided some answers to these questions, it ac-
knowledges that answers are often hard to find. Research and literature on
the impact of family poverty on health remain an area for further extensive
research. One of the purposes of this book has been not only to answer
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questions but also, where there are no definitive answers, to stimulate
debate. The book has identified the need for more research into the direct
effect of income changes on the health ofparents and children. We also need
to explore why some low-income families are able to cope better than others
in similar circumstances. We need to find out more about how particular
kinds of social support appear to protect some families from the worst
effects of poverty.

It is clear that many studies of poverty, health and family life concentrate
on the experiences and health status of white families. This book raises
questions about the legitimacy of research and fieldwork approaches that
fail to address the needs of Black and minority ethnic families in a multi-
ethnic society such as Britain. Whilst some studies have begun to address
the social and economic issues that influence how Black and minority
ethnic families care for their health, there is still a dearth of material in this
area. There are virtually no data on the distribution of resources within
Black and minority ethnic families. There is little research either on the
crucial question of how experiences of personal and institutional racism
affect health. The need to identify the social-support needs of Black and
minority ethnic parents and children is particularly important.

This final chapter summarizes the main findings of the book and draws
some conclusions. It will do this by:

Summarizing the evidence on the impact of family poverty on health.
Identifying the key issues for health and welfare practice and social
policy.

FAMILY POVERTY AND HEALTH

THE POVERTY PROBLEM

We began at the start of the book by addressing the question 'What is
poverty?' From the evidence it was clear that we need to see poverty as a
relative concept. Poverty is r,ot just about what is needed to stay alive, but
also about the conditions tha : allow people to stay healthy and participate
in society. Poverty is about b6-ig poor relative to other people.

The idea that poverty needs ,N be viewed as a relative concept has formed
the basis of this book. In wa, k. ng with a relative view of poverty, it is clear
that poverty is an extensive social and political problem in Britain today,
particularly among families with young children. Our discussion of the
meaning and extent of poverty in Britain today led us to address the question
'What creates poverty in a relatively prosperous industrial society?' Family
poverty appears to be inextricably linked to economic policies and social
policies, particularly employment and wage policies and income mainten-
ance policies. This book systematically documented how many women,
families headed by lone mothers, Black and minority ethnic groups, people
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with disabilities and people from manual social classes have poor access to
income and material resources for health. As a consequence, these groups
tend to be disproportionately represented among those in poverty.

Personal accounts of experiences of poverty have been included
throughout this book. They provide us with graphic portrayals of how
profoundly poverty affects family life and family health. These accounts
informed us that, above all, poverty is an experience that permeates every
part of family life. Family poverty means living in conditions that are
distressing, unhealthy, unsafe and stressful. Poverty is not only about 'doing
without' material resources, but also about the lack of opportunities for
social relationships, fulfilment and feelings of security. Whilst individuals
and families share some common experiences of poverty, the experience of
poverty is not the same for all individuals and families. The materials on
which we have drawn suggest that men and women, Black and white
people, and one- and two-parent families have different experiences of
poverty. Racism and sexism, two factors that create poverty and inequality,
also influence how poverty is experienced by individuals and families.

POVERTY AND ILL HEALTH
Chapter 1 looked at the evidence that indicated that family poverty is an
extensive social problem in Britain. Chapter 2 moved on to examine the
question 'What are the links between poverty and health?' The material
reviewed in chapter 2 pointed to a strong link between poverty and ill
health. Poverty is not only a cause of ill health, but ill health can also bring
about poverty. From this, taken together with the information from chapter
1, it was possible to sec that people in manual social classes, women and
people from Black and minority ethnic groups not only have the lowest
incomes, but also the poorest: health at all life stages.

Whilst it is clear that the nature of the relationship between poverty and
health is an under-developed area of research, the information we have
suggests that there is a direct link (although we do not yet know whether it
is a causal link) between poverty and poor health. First, the research
indicated that social-class differences in health appear to represent dif-
ferences in income levels between groups. Second, it indicated that widen-
ing social-class inequalities :n health since the early 1950s appear to be
related to trends in relative poverty. As relative poverty levels have in-
creased, so have health inequalitiLs between social groups. This evidence
reinforces the view that we need to work with a relative view of poverty.
With overall rises in living standards over the century, death rates for the
poor have not fallen as fast as death rates for the rich. Being healthy appears
to require more than an absolute level of income to stay alive. It requires
having a level of income relative to other people which allows families to
enjoy similar living standards and participate in similar ways as groups with
higher incomes.

The evidence that low-income groups have poorer health than their
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better-off counterparts is difficult to dispute. However, there remains a
great deal of controversy over the reasons for these differences. Hereditary
factors and health-selection explanations appeared to offer few insights into
why health inequalities exist and have persisted in a relatively prosperous
society. This led us to address the major question: 'Do the health effects of
poverty stem from the failure of poor families to adopt a healthy lifestyle
and choose healthy behaviours, or do they stem from the fact that low-
income families lack the financial and material resources' for good health?'
Chapters 3, 4, 5 and 6 discussed the extent to which low-income families
can be held responsible for their high death and illness rates.

HEALTH KNOWLEDGE AND ATTITUDES
Poor knowledge about the content and value of healthy behaviours or
undesirable attitudes to health are two reasons commonly cited to account
for high rates of ill health and death amongst low-income families. The poor
health of Black and minority ethnic families in poverty has frequently been
blamed on these factors. This book has questioned the adequacy of such
explanations. A growing body of evidence sug,gests that low levels of health
knowledge, undesirable health attitudes and health orientations are not
responsible for poor health among families in poverty.

First, low-income families appear to have similar levels of knowledge to
other families. Whilst this does not mean that families necessarily possess
high levels of health knowledge, it indicates that differences in levels of
health knowledge cannot explain the poorer health status of low-income
families. Second, there was no evidence to suggest that low-income families
necessarily had less desirable health attitudes than other income groups. As
a group, low-income families hold positive health concepts and health
orientations. This was particularly true in relation to the health of children.
All parents, regardless of income or ethnic group, appear to hold very
positive attitudes to childcare and child health, and these are reflected in the
care they give to them.

BUDGETING AND MONEY MANAGEMENT
A third explanation commonly invoked, and which underlies much health
and welfare work, is that families in poverty have poor health because they
squander away their income, either through poor budgeting skills or
through irresponsthle spending patterns. Studies of money management
and budgeting strategies in low-income families provide no evidence to
support this view. On the contrary, studies of budgeting patterns suggest
that, within the limitations of low-income levels, families manage their
income and expenditure efficiently. Low-income families allocate a greater
proportion of their household expenditure to essential health resources
than higher-income families do. The idea that low-income households
spend their income recklessly appears to stem, first, from the assumption
that poverty-level incomes are sufficient to provide all a family needs to
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maintain good health and, second, from misconceptions about expenditure
patterns on non-essential goods, such as alcohol or video recorders. With the
exception of expenditure on tobacco, low-income families spend signifi-
cantly smaller proportions of their income on non-essential goods than
higher-income families. Many low-income families may have video re-
corders, but video-recorder repayments or hire charges are often the only
weekly expenditure on leisure goods/activities in the household.

Women's accounts of family poverty suggest that financial arrangements
within the home influence budgeting patterns and the distribution of health
resources within the family. In many families day-to-day management of
the household budget tends to be women's responsibility. The evidence
suggests that, when women are able to implement their own spending
priorities, they can modify the effects of poverty on family members
through juggling the budget each week. When male partners control family
spending priorities, the worst effects of family poverty are less likely to be
contained. Women appear to mitigate the effect of poverty on other family
members by cutting down on their own consumption and expenditure. In
lone-mother families the distinction between control and management of
money is dissolved. Lone mothers' accounts of living on a low income
suggest that, although they have lower incomes than two-parent families,
they may find it easier to contain the worst aspects of family poverty
through careful management of the household budget and by cutting their
personal consumption and expenditure.

To conclude, the evidence indicates that the expenditure patterns and
lifestyles of low-income families cannot be explained in terms of budgeting
skills, health attitudes or knowledge levels. Household spending on health
resources, such as food, heating, clothing, transport, safety equipment and
social activities, appears to be closely associated with the level of income
which is available to families. To understand the relationship between
poverty and family health, it is necessary to understand the role that income

plays in family life.

THE ROLE OF INCOME IN FAMILY HEALTH

Family health is dependent on both economic and human resources.'
Household income is the medium through which many economic resources
reach the family. It is also a resource that influences the conditions under
which human resources, usually women, work for family health. A family's

access to many health resources is heavily dependent on income levels.

Income levels influence both the social and economic circumstances in
which people live and their health behaviour. Access to good housing,
healthy food, a safe horne environment and to health and social facilities all
depend, to a large extent, on how much money is available to the household
and how it is distributed within it. Household-income levels therefore have

a direct influence on an individual's level of exposure to anti-health forces:

on exposure to infections and environmental hazards, and on the body's
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capacity to resist and recover from infections and illness. Household-
income levels also determine an individual's degree of domestic comfort
and access to social-support networks. Both of these factors make an
important contribution to mental and social well-being.

Caring for children, particularly if they have disabilities or are sick,
creates the need for extra resources. The evidence we examined suggests
those with the highest health-resource needs are least likely to have an
income level that is compatible with good health. High unemployment
rates and low-paid work, particularly among women and Black and minor-
ity ethnic groups means that many families are totally or partially depend-
ent on social-security benefits for their income. Yet, social-se-zurity rateS
are set too low to meet the health and material needs of fami!ies with young
children. Whilst some social-security benefits have risen in value in real
terms over the last decade, they have failed to keep pace with average
earnings.

Throughout this book we have seen numerous examples of how low
household income prevents families from having access to vital health
resources and carrying out health behaviours that are generally considered
to be important for good health. Chapters 2 to 6 explored how various
dimensions of poverty affect the health of those who experience it. Studies
of food poverty indicate how many low-income families cannot afford the
foods that are considered important for health. Healthy foods are not only
more expensive than less healthy foods, they are also less readily available
to families who depend on local shopping facilities. Women appear to bear
the brunt of food poverty. By cutting hack on their focd, they are able reduce
the effects of food poverty on other family members. For Black and minority
ethnic families, the problems of food poverty are made more difficult
because many traditional foods are not readily available. Travelling to buy
traditional foods adds to the cost of foods that are already likely to be more
expensive due to import costs. The evidence made it clear that many
illnesses and conditions that are more common among low-income groups
than higher-income groups can be explained in terms of food poverty.

Lack of money for food is not an isolated example of the way poverty
restricts access to vital health resources. Low-income families frequently
limit the use of heating as a way of making money available for other
resources, such as food and clothing. Families with poverty-level incomes
cannot afford family outings, or many of the goods that make life more
bearable. The extra costs associated with bringing up children are par-
ticularly hard to meet. Low-income families find it difficult to purchase
safety equipment, such as fire-guards and stair-gates, or buy good-quality
household and childcare equipment that will last and measure up to current
safety standards.

Many low-income amilies have housing conditions that are incompat-
ible with good health. We saw that poor housing conditions are experienced
disproportionately by low-income families. Low-income families arc less

t.6
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likely than other groups to own their homes and more likely to live in damp,
overcrowded and poorly constructed properties that are in a state of
disrepair. Unhealthy conditions within the home are compounded by
unhealthy external environments and geographical locations. As a con-
sequence, low-income families are likely to be exposed to high levels of
environmental pollution and environmental dangers, such as the absence of
safe play areas, a high volume of traffic, poor street lighting and inadequate
measures to protect personal safety. Families in poverty also appear to live
in geographical areas which have poor community resources, such as
childcare, health-care, education and leisure facilities. In many cases, the
facilities themselves are not only less readily available but also often poorly
resourced and offer an inferior service.

Lack of choice about housing location and housing design often means
that families with young children are housed away from friends and family
members. The data suggests that neighbourhoods may not always be able to
compensate for this through community social-support structures. It has
been demonstrated that high levels of social integr2tion and good social-
support networks are important for good mental health. Parenthood and
poverty are two experiences that are known to be associated with high
levels of stress and depression. Low income is a source of stress and prevents
its resolution. Families in poverty are likely to experience more stressful
life-events than families with higher-income levels. Poverty brings with it
the worry and stress of not having enough money to provide for family
health, of not being able to participate in social events in the way that others
do, of bills and debts, and the stress associated with poor housing conditions
and living in an unsafe environment. For some families, poverty also brings
with it a sense of social loss the loss of loved ones who have suffered the
health costs of poverty, and the material losses that low income may bring.
Black and minority ethnic families suffer the stress of poverty and more.
The accounts of Black and minority ethnic families illustrated how the
daily experience of personal and institutional racism compounds the stress
of low-income living.

Social-support networks are not only important for mental well-being,
they are also a source of help for families. Family, friends and neighbours are
important sources of help on a daily basis and in times of crises. Mutual
exchanges of material and social help appear to protect fa nilies from the
worst elements of poverty. However, it appears that tho,,,: who experience
the lowest incomes live in areas where the least help is available.

The way poverty shapes family health care has been a recurrent theme
throughout the book. Income levels influence the conditions under which
families care for their health. Poverty influences how parents care for their
chldren's health, and how they care for their own health. A range of studies
remind us that family health behaviours and practices do not occur in a
social vacuum. They arc influenced by the social and economic circum-
stances of people's lives. Throughout this hook, parents' own accounts of
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their experiences of poverty have illustrated how health-related behaviour
is modified and constrained by two issues: control and compromise.

Parents' own descriptions of caring provided us with graphic accounts of
how low income makes it difficult to exercise control over family health.
Poverty means that families have very little control relative to other groups
over where they live, or how they live. Parents' descriptions of the way they
cope with poverty remind us that low-income parents are not passive in the
face of difficulty. Whilst poverty reduces the amount of power and control
parents have over family health care, parents appear to go to great lengths
to take control over those parts of their lives which they can control.
Low-income parents appear to cope with the lack of control that poverty
imposes by making compromises. Compromising health needs and health
activities is not unique to low-income families. Compromise is an inherent
part of family life. However, for families on low income, compromises
appear to be the greatest and have the most profound effects on family
health.

Three main types of compromises can be discerned from parents' ac-
counts of family health care. First, caring for family health in poverty means
compromising one health activity in favour of another. Second, caring for
family health in poverty means compromising the health needs of parents
in favour of the health needs of children. By cutting back on personal
consumption parents reconcile the necessity to minimize the effects of low
income and maximize the health pf their children. Third, caring for family
health in poverty often means compromising one family member's health
needs for the needs of other family members. Women's smoking behaviour
falls into this category of compromise. One of the reasons why women say
they continue to smoke, even though it has costs for the family budget and
their personal health, is because it allows them to cope with the demands of
caring for family health in poverty. By compromising their own health, they
promote the health of others.

Our knowledge about the links between poverty and health is in-
complete. However, we have enough evidence to suggest that poverty has a
major impact on health. 1 he poor health of families in poverty cannot be
explained in terms of their failure to adopt desirable attitudes to health. The
health effects of poverty stem from the way low income and poor access to
health resources influence the social and economic environment in which
families live, and the climate within which they care for families within the
home.

Poverty affects health in a complex .way. This book identified a frame-
work within which the links between poverty and health could be analysed.
Whilst this framework is somewhat artificial, separating out processes that.
in reality, are intertwined, the exercise is useful for two main reasons. First,
it gives some indication of the key processes by which poverty shapes the
health status of individuals and families. Second, it indicates how poverty
affects every aspect of health: physical, psychological and behavioural. The

164



CONCLUSIONC AND IMPLICATIONS 159

relationship between poverty and health cannot be understood by analyses

that rest on behavioural explanations alone, or on those concentrating
solely on material factors. Poverty influences both the conditions in which
families live and the climate in which they care.

IMPLICATIONS FOR POLICY AND PRACTICE

As we move into the 1990s, health and welfare workers often have few
expectations for radical change: horizons are narrow and optimism limited.
However, it is still important to maintain a sense of what policies are

needed perhaps even more important when opportunities for doing more

than 'holding the line' are limited. The scale of poverty in Britain cannot be

ignored, nor is it likely to diminish significantly in the near future. Tackling
poverty is central to any policy initiatives that aim not only to increase
family well-being, but also to promote social justice and reduce inequalities
in health. The causes of poverty are varied and complex, and no single
strategy alone is likely to solve the problems of poverty and poor health. The

evidence suggests that poverty needs to be tackled on two main, but inter-

related fronts on the social-policy front and on the health- and welfare-
practice front.

SOCIAL POLICY INTO THE 1990s
The evidence we have reviewed points to some clear directions for social

policy. Tackling poverty and its associated health and social problems will

requi -e a range of policy initiatives across the field of social policy. The
picture of family poverty that has emerged suggests that two elements are
essential in formulating policy related to poverty:

Policies need to provide families and individuals in and out of
employment with a icvel of income and material resources that is

compatible with good health.

Policies need to tackle structures that lock certain groups
women, Black and minority ethnic groups, people with dis-
abilities, and people who work in less secure and less valued
sectors of the labour market into poverty and disadvantage c ver

a lifetime.

The remainder of this sub-section will concentrate on some of the main

policy changes that are needed to improve the health and welfare of Britain's

families.
Improving employment and wage policies form a central part of any

strategy that aims to decrease poverty. Income through employment is the

major source of household income for families with children. Unemploy-
ment and low pay remain the major causes of poverty for families in Britain.
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Reducing poverty, therefore, means reducing unemployment by improving
and equalizing access to jobs, particularly well-paid and secure jobs. The
introduction of a minimum wage is a key way of ensuring that all families
with working adults have incomesabove the poverty line. Tackling poverty
through unemployment also means improving access to well-paid and
secure jobs for Black and minority ethnic people, through training schemes
and recruitment policies that remove the racial barriers that force many
Black and minority ethnic workers into the worst jobs, with the lowest payand least security.

Tackling women's poverty through employment and wage policies is
central to any anti-poverty strategy. Poverty levels are higher among
women than men, and women bear the brunt of poverty in the home. Wage
policies need to ensure decent wages for women, and wages that are equal to
men's. Women also need employment policies that promote access to
better-paid and higher-status jobs and, once they have them, women need
policies that enable them to keep them. This will involve improving
women's access to employment after childbirth and periods of unpaid
caring away from work through a number of measures. Improved employ-
ment rights would allow more women to take paid maternity leave and
return to the same job if they wish. Improved, cheaper and more readily
available childcare facilities are an essential prerequisite if women are to
take up employment: the quality, range, costs and availability of childcare
services remain a key issue in women's poverty. Changes in the provision of
education and training for women will contribute to improving women's
position in the employment market. Tackling women's poverty is also
dependent on policies that encourage male partners to take on a greater
share of caring within the home. More flexible working hours would
allow both parents to combine paid work with unpaid caring responsi-
bilities. Extended parental leave, available to either parent on the birth
of a child, and at times when children are ill, would allow fathers to par-
ticipate more fully in family health care, and both parents to combine the
demands of paid work with those of unpaid work in the home with greater
ease.

Improving income maintenance through the social-security system is a
crucial mechanism through which household incomes can be increased.
The inadequacy of the income-maintenance system has been a recurrent
theme throughout this book. It was clear that income-support premiums
need to be raised, particularly for children and expectant mothers. The
evidence also suggests that the income-support system needs to rec:)gnize
that income requirements alter with changing personal and family circum-
stances. Unlike the supplementary-benefit system, the income-support
system fails to provide additional help when families' circumstances
change or additional costs are incurred. The social fund fails to plug thc gap
which was left when single payments under th( supplementary-benefit
system were abolished. The need to reverse the trend away from means-
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tested benefits to universal benefits is also clear. Research has shown that
universal benefits, such as child benefit, are crucial benefits to families and
have high take-up rates. Many means-tested benefits, like family credit,
have low rates of take up and often fail to meet the needs of those with the
greatest needs. The need to improve access to and take up of benefits is
clear. Ensuring that people get the benefits they are entitled to at least
improves the standard of living for some families, even if it cannot lift them
out of poverty. The social-security system is complicated both to adminis-
ter and for families to approach. Improved access to social-security benefits
is particularly crucial to raising the living standards of Black and minority
ethnic families. Many Black and minority ethnic families experience con-
siderable difficulties obtaining social-security benefits.

Families need policies that recognize the additional costs that children
bring and help them to meet these costs. Child benefit, the only universally
available additional concession to parents, has been shown to be a crucial
benefit, particularly to mothers. The future of child benefit, as a universal
benefit, is uncertain. What is certain is that it is now worth less, in real
terms, than in 1979. Improving child benefit is an important way of helping
families to meet the additional costs of children. Free school meals to
children from low-income families are also an important way of ensuring
that children at least get one meal a day. The numbers of chldren who are
eligible for free school meals has fallen over the past two decades. Today
only children from families who are in receipt of income support are
eligible. Other children from low-income families, for example, from
homes in receipt of family credit, or those with incomes who are just above
the threshold for family credit, are excluded.

Families with people with disabilities need income maintenance pol-
icies that fully recognize the costs of caring. The Disability Alliance
suggests that a comprehensive disability-income scheme is needed to
prevent poverty among families with people with disabilities and bring
their living standards up to those of comparable other families. They
suggest that there should be three elements to this scheme. First, a disable-
ment allowance, which would vary according to a person's disability,
should be paid to all people with long-term disabilities, regardless of age or
employment status. Second, a disablement pension should be paid as an
income-maintenance benefit to all people with disabilities who are incap-
able of work, regardless of whether they have paid enough national insur-
ance contributions or not. Third, a carer's pension should be paid to carers of

working age who are prevented from working because they care for an adult

or child with a disability.
Families need housing policies that pi ovide them with housing con-

ditions that are conducive to good health. Housing policies need to address
the shortage of homes for families through house-building programmes. A
relaxation of public-sector borrowing controls would allow local authorities

to spend more on house-building and renovation programmes themselves
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and co-operate with the private sector and housing associations to provide
family homes. New and renovated properties need to be built according to
standards and regulations that work towards the elimination of damp,
overcrowding and unsafe conditions, excessive heat loss and noise pol-
lution. Town-planning policies need to ensure that family homes are built
in locations that improve personal safety, have plentiful play areas for
children, low levels of traffic and environmental pollution and easy access
to health, education, leisure and shopping facilities. Housing inequalities
for Black and minority ethnic families, over and above those of white
families, compound problems of poverty. Eradicatingor reducing the effects
of poverty for Black and minority ethnic families demands that local
housing authorities develop housing policies that remove racial discrimina-
tion in housing through allocation and exchange procedures. Until healthy
family homes become a reality for families in poverty, resources that help
families cope and avoid the worst effects of adverse conditions are neces-
sary. Improved local childcare facilities are needed for children of parents
who are not in paid employment, in order to allow them to spend time away
from the health hazards of damp, cold, overcrowded and poorly designed
homes, and to offer parents a break from the stress of caring for young
children in unhealthy housing.

Families in poverty need health policies that are responsive to their
health needs. Poor families need better access to local preventive and
curative health services. Chapter 6 indicated that those with the most
health needs often have the poorest access to health services, and receive
poor-quality services in comparison to other groups. Health policies at
national and local level need to provide the opportunity for families to
receive services that are responsive to the needs of communities. Whilst
many health authorities have begun to collect data on how social and
economic factors influence the health of local communities, there is still a
long way to go before these data are incorporated into routine planning.
Health policy makers need to develop better strategies for evaluating the
effect that services have on the health of local communities. Health indica-
tors need to form the basis for this evaluation. The present trend towards the
development of service-performance indicators is unlikely to provide infor-
mation on the impact that policies have had on the health and welfare of the
community.

Health-promotion policies exert a strong influence on the health and
welfare of families. The evidence reviewed here suggests that many health-
promotion policies fail to recognize the way poverty influences family
health and family health-care activities. Policy-makers haveian obligation
to re-examine many of the assumptions that underlie current health-
promotion programmes. In particular, they need to question the assump-
tion that poor families can choose healthy lifestyles in the face of poverty.
This assumption forms the basis of many health-promotion policies today.
The recognition that poverty has an important bearing on family health is
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not only likely to lead to policies that are responsive to the needs of families,
but to health promotion policies that seek to challenge the structural causes
of family poverty and poor family health.

Tackling family poverty, in the final analysis, demands policies that seek
to tackle social-class inequalities, sexism and racism in Britain. Social
class, gender and 'race' divisions shape the way health resources are dis-
tributed between and within groups. Policies for the 1990s should recognize
that improving family health rests on strategies which at the very least
begin to reduce poverty and social inequalities.

HEALTH AND WELFARE WORK: WHAT DIRECTION NOW?

It is important to acknowledge that, without social-policy changes, health
and welfare work cannot alone tackle the health and social costs of family
poverty. However, it is the shape of health and welfare practice itself that
has an important influence on families in poverty. There is a two-way
relationship between health and welfare work on the one hand and family
poverty on the other. First, family poverty and its consequences for family
health create a major reason why families become users of health and
welfare services. Poor families are heavy users of health and welfare ser-
vices, and substantial proportions of health and welfare resources are
directly and indirectly absorbed by them. Second, the nature of health and
welfare interventions has an influence on how families experience poverty
and poor health problems. When health and welfare workers provide ser-
vices that are flexible and responsive to the needs of families in poverty,
they can help families cope with and avoid the worst effects of poverty. At
its best, health and welfare work can provide a challenge to policy-makers to
develop strategies that reduce poverty. At its worst, it serves to compound
the effect of poverty on family life and family health.

Although health and welfare workers play a crucial role in the lives of
many families, it is important to recognize that there is no single solution
that can be adopted by fieldworkers and used in their work. The social
events and trends of the 1980s and early 1990s mean that, although agencies
face some common issues relating to poverty, they also face problems that
are unique to their own agencies and to the communities they serve. First,
poverty is not experienced uniformly by neighbourhoods or by social groups
within neighbourhoods. Second, agencies do not necessarily share ideo-
logies, remits for intervention or similar levels of resources. Third, health
and welfare services have been, and continue to be, extensively restruc-
tured. Reforms have had different consequences for individual agencies and
their work. Perhaps the most valuable lesson we can learn from the research
on poverty and family health is that no blueprint can be applied uniformly
across communities or health and welfare agencies. The details of strategies
and solutions need to be worked out with individual communities, and
within and across agencies. Although instant answers are not available,
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research on poverty and health offers us some invaluable insights into the
direction that health and welfare needs to take if it is to develop more
sensitive and appropriate strategies for working with families in poverty.
Three key points emerge from the research and literature reviewed in this
book.

First, any health and welfare strategy that aims to improve family health
and the ability of families to meet their own needs should have family
poverty as its central concern. Family poverty needs to be a central item on
the agenda of health and welfare work. Studies indicate that health and
welfare work often fails to identify family poverty as its prime concern.
Practice has tended to respond at the margins of family poverty and health
problems. Interventions are often reactive, responding to the consequences
of family poverty rather than to the roots of the problems. Studies of
poverty-awareness among health and welfare workers suggest that, for
family poverty to become a central issue for practice, indivi'ual workers
and agencies need to increase their levels of poverty awareness.2 Although
health and welfare workers may recognize that poverty is an extensive
social problem, they do not necessarily see what they do as related to
poverty. Much health and welfare work is not based on either an awareness
of poverty as an issue or on a sound knowledge base concerning the effect of
poverty on family life and family health.

There is evidence to suggest that financial and material problems tend to
be disguised or redefined as issues of personal or emotional inadequacy3 as
the failure of families to cope with their living conditions, as personal
health problems that stem from undesirable attitudes to health and child-
care, as skills and knowledge deficits and as irresponsible personal be-
haviour. Those workers who do recognize the relationship between the
structural nature of poverty and their work with families often feel power-
less and unable to make an impact on povert: and poor health. The
recognition that poverty has structural rather than personal causes under-
standably raises questions in workers' minds about their ability to have any
real influence on the problems that poor families face. Whilst it is important
to recognize that health and welfare work is likely to have little impact on
the structural causes of poverty, nevertheless health and welfare work has
an important bearing on family health and family poverty. It is essential
therefore that this impact is positive.

Incu.asing levels of poverty awareness among workers are the first, and
perhaps most difficult, step to take along the road towards making family
poverty of central concern in health and welfare work. Health and welfare
work needs to evaluate the extent to which practice is influenced by
attitudes to poverty and poor clients at two levels at the individual level
and the organizational level. Individual workers and organizations need to
assess and evaluate how personal and organizational attitudes and values
inhibit and distort the focus of their work. For many people, this will be a
painful experience, and one that cannot be completed without encourage
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ment and support from colleagues and managers. The studies reviewed in
this book remind us that an examination of personal and organizational
attitudes to poverty and poor families cannot be successfully completed
without an examination of how attitudes to 'race' and gender affect health
and welfare work.

Many attitudes to family poverty and the health needs of poor families are
embodied in health and welfare strategies and methods of intervention.
Making poverty a central issue in health and welfare work requires that
workers and organizations examine whether strategies and methods of
intervention should be modified. Individuals and teams of workers need to
ask whether their strategies and methods reflect an awareness of both the
structural nature of poverty and the impact of poverty on family life
and family health. Many agencies will have to become better informed
about the processes that create and maintain family poverty locally and
nationally. Workers will find it useful to build up poverty profiles that
document and analyse the extent of poverty in local areas and its social and
health costs to families. The material reviewed in this book reminds us that
both facts and figures and family accounts of poverty and poor health
provide us with a valuable information base on which to draw when making
decisions about work with families. For some teams of workers this will
involve extending information systems to collect poverty data, whilst
others will need to build new systems to collect appropriate information on
poverty. Titterton4 suggests that evaluation should be placed at the centre
of this renewed concern for family poverty. He identifies the requirement
for two types of evaluative activity: the evaluation of the distribution of
poverty among those who receive interventions, and the evaluation of
outcomes of specific types of intervention. Little progress has been made in
either of these areas, yet only with this new knowledge will teams of
workers be able to consider how they should be responding at the neigh-
bourhood, local and national level, as individuals and organizations, to
poverty and health issues.

A second key point that emerges from the literature is that inter-agency
collaboration should be a fundamental aspect of any strategy that aims to
tackle the health and welfare concerns of poor families. Health and welfare
work needs to respond in a way that recognizes that financial, health and
social problems are inseparable and that they stem from the same set of
social and economic factors. Families tell us that they do not experience
these problems as separate problems. Yet health and welfare work has a
tendency to separate out financial, health and social problems and treat
them as discrete entities. Individual agencies tend to focus on separate sets
of presenting problems. As a result, fieldwork responses to family poverty
and poor health are often fragmented. The value of inter-agency work lies in
its ability to move fieldwork practice away from trying to find individual
solutions to problems that are rooted in social and economic factors.

The case for greater collaboration and more integrative methods of
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intervention between health and welfare agencies and between the statu-
tory and the voluntary sector has been advocated for several decades. Since
the 1970s, there has been a growth of interest in the development of
neighbourhood and community-orientated initiatives in both the statutory
and voluntary sectors. The majority of health and social-service depart-
ments now work in neighbourhood teams. However, the fact that many
local health authorities, social-service departments and education depart-
ments do not have boundaries that are coterminous prevents agencies from
working together effectively. Whilst there has been a growth in inter-agency
collaboration, it typically remains on the margins of mainstream health and
welfare work. The challenge to health and welfare agencies in the 1990s is to
move towards building networks between agencies. Inter-agency collabor-
ation needs to be accepted both as a central strategy and as a method in
health and welfare work. This calls for networks to be built at both the
organizational level and the level of fieldwork practice. Many inter-agency
initiatives have failed simply because collaboration at fieldwork level has
not had the support of managers. Workers will need to seek ways of
increasing their knowledge of what other agencies do, and how they work
with families. This will mean checking out whether the assumptions we
hold about other agencies are correct and being prepared to work out a
common understanding of which skills are unique to each agency and
which are common to all.

As we have seen in earlier chapters of this book, parents' accounts of
parenting in poverty suggest several types of provision are key resources to
families in poverty. First, famil)es value facilities and services that help
them to mitigate and cope with he material effects and stress of breadline
living. Food co-operatives, cheap community transport, shopping schemes,
community eating facilities, more childcare provision, local welfare-rights
advice services and after-school schemes for school-age children are all
initiatives that have been shown to be important resources to families in
poverty. Parents appear to welcome the opportunity to meet together in
groups to learn from each other and to provide and receive social support.
The need 'ior good social-support networks has been a recurrent theme
throughout this book. The evidence suggests that health and welfare
workers urgently need to develop and extend their role in the area of
stimulating and maintaining neighbourhood support networks. Where
health and welfare resources are scarce, or workers lack confidence to set up
and run self-help and social-support groups, co-working across agencies can
be a mechanism by which resources are pooled, costs are shared and skills
exchanged. Statutory agencies have many valuable lessons to learn from
voluntary agencies who have taken the lead in demonstrating the scope for
preventive work with families, based on locally organized and integrated
services such as family clubs, family centres, parent and toddler groups and
women's groups.5

The third key point that emerges from this exploration of the research is
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that parents want the opportunity to care for family health in partnership
with health and welfare workers. Working in partnership with parents-
means valuing the contribution that individual families make to family
health care. Families are not passive recipients of health care, they are the
main providers of care for the family. Partnership means acknowledging
that families recognize their responsibility for health and exercise it on a
daily basis. Professionals only make a small input into the totality of family
health care. When professionals talk of 'giving families back the re-
sponsibility for health and welfare' and getting them `to take more responsi-
bility for health', they are failing to acknowledge and understand how
family health care is constructed.

Working in partnership also means seeing diversity as a strength.6 The
contradictions and compromises that are inherent parts of family life mean
that workers need to acknowledge that there is no right way of doing things.
There are no 'ideal' family structures, methods of child-rearing or health
care, Families need to work out their own solutions. Families ask for
services which give them the information on which they can base decisions
and the support to carry out what they decide. Partnership relationships
with families demand that health and welfare workers question many of the
assumptions they have about family life and family care. They mean
listening to families and accepting what they themselves identify as their
needs and concerns, rather than the imposition of professional agendas.
Listening to what families say means building mechanisms whereby
families can be listened to at all levels, from the level of individual contact
with workers to participation in the planning of services. Clearly working in
partnership raises contradictions for workers who have to exercise statutory
responsibilities, for example, social workers working in the area of child
protection. The political climate in which statutory responsibilities are
currently exercised in childcare work has forced workers to rely on legisla-

tive, rather than voluntary, arrangements.
Families appear to appreciate individual contact when health and weltare

workers value the family health-care work they do. Families want health
and welfare workers to acknowledge the constraints under which they carry

out this work, particularly the compromises and contradictions that
mothers face in their unpaid health work. The valuable insights that studies
on health and poverty bring also help health and welfare workers to
formulate advice for families that is achievable within the limits of low
income. As we saw in chapter 3, 'throw away the chip pan' type advice is
more likely to compound poverty and health problems than to alleviate
them. Families want information on social-security benefits and on using
the social-security system. Women want help to gain access to childcare
facilities and information about other forms of social support in the
community.

Parents underline the importance of easy access to services, particularly
child health services. Parents often find services difficult to use because
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they are in the wrong location, open at inconvenient times, involve long
waiting times or are not welcoming. Moreover, many buildings which
families visit to receive services, such as housing offices, social-service
offices, social-security offices and health centres, are not designed with
parents with young children in mind. Parents also ask for services that
provide high levels of expertise.

For many workers, developing health and welfare strategies and methods
of intervention which are sensitive to the needs of families in poverty and
encompass partnership styles of work may prove to be a difficult experience.
Facing one's own attitudes to poverty and family work and questioning the
styles of work that are familiar and comfortable cannot be undertaken
without encouragement and support. Intra-agency and inter-agency ap-
proaches can enable neighbourhood workers and managers to go through
this process together. They allow workers to mc ve forward in a common
direction and towards a common goal, whilst at the same time providing
and receiving support from fellow workers. The trend towards the de-
centralization of learning and training provides an ideal opportunity to
make family poverty a central part of health and welfare work. Taking
training and staff development to neighbourhood teams will enable workers
to develop strategies that reflect the diversity of needs within and between
neighbourhoods and that recognize the local constraints that they face.

Poverty and its associated effects on family health remain an important
issue for health and welfare policy and practice as we move through the
1990s. There are few signs that the climate in which family health care
takes place will undergo any significant changes for the better in the near
future. Health and welfare workers will continue to provide a backbone of
support for low-income families in the 1990s, but in the face of new
challenges and new constraints. Although we can have few expectations of
radical change, it is important that we maintain a sense of optimism. Health
and welfare workers provide essential support services to families on low
income, and there remains the opportunity to work towards the develop-
ment of nore flexible and responsive services for families.

REFERENCES

1 Graham, H. (1984). Women, Health and the Family. Brighton, Wheatsheaf.
2 Becker, S. (1988). 'Poverty awareness', in Becker, S., MacPherson, S. (eds) Public

Issues, Private Pain. London, Social Services Insight.
3 Jordan, B. (1988). 'Poverty, social work and the state', in Becker, S. and MacPher-

son, S. (eds) (1988). op. cit.
4 Titterton, M. (1988). 'Evaluating social work services for the poor', in Becker, S.

and MacPherson, S. (eds) (1988). op. cit.
5 Holman, B. (1988). Putting Families First: Prevention and Childcare. London,

MacmiPan.
6 Brown, D. (1990). 'Introduction: values and purposes of family education', Journal

of Community Education, vol. 8, 4.

f4-1,



INDEX

accidents in the home, 92, 93
alcohol use, and ethnicity and culture,

117; and gender, 118; and low
income, 117

anti-poverty policies, in health and
welfare work, 73, 163-8; social
policies, 26, 48, 72-3, 152-3, 159,
160-3

Black families, definition of, 4
Black and minority ethnic families, use

of services, 140, 142, 144; and social
security, 19; see also employment,
food, health, housing, 'race'

child abuse, 116
child benefit, 22, 66, 161
childcare costs, financial and

emotional, 137, 142 -3
childcare 'experts', 124
childcare goals, 129, 146
childcare ideologies, 124, 125, 146
childcare perspectives, parents, 125,

129, 130, 147; professionals, 124,
126, 129, 130, 147

childcare work, activities involved,
134-6, 146; division of labour in,
131 -3; and family structure, 131,
135; and paid work, 131; help from
relatives and friends, 131, 135

child health clinics, 139-42

coping in poverty, and behaviour, 46,
66, 116-19; with children, 94, 115,
116, 119, 146; see also money
management

culture of poverty theory, 125
cycle of deprivation theory, 125

depression, 102, 104, 110-12
disability, and childcare, 135, 156; and

employment, 24; and food, 60; and
housing, 92; and income, 24; and
income maintenance, 71, 161

employment, and Black and minority
ethnic groups, 21; and gender, 21;
and lone mothers, 18, 23, 113; and
north/south divide, 20;
unemployment, 20; and wage
policies, 20, 21, 23, 160

environmental poverty, concept of, 93
ethnicity, recording of, 37

family credit, 22, 23, 161
family, definitions of, 4
fieldwork practice, and building

responsive services, 7, 8, 73, 96, 120,
147-8, 163-8; using structural
explanations of poverty, 164

food, attitudes and knowledge, 56-8;
availability of, 61; and behaviour
control, 65-6; Black and minority



170 POVERTY AND HEALTH

food - cont'd.
ethnic families, 61, 62; preferences,
64-5; social significance of, 62

food costs, 58-61
food distribution within families, 62-4
food expenditure, 55-6
food patterns and income, 52, 53, 54,

60
food poverty and effects on health,

Black and minority ethnic families,
40; children, 68-9; homeless
families, 71; parents, 69; people with
special needs, 71; pregnant women,
69-70

fuel costs, 89
fuel debts, 90

health, definition of, 31; and gender,
39, see also mental health; and 'race',
104-7; and social class, 33-6, 42, 43

health concepts, and ethnicity and
culture, 127-8; and parents, 126-8;
and social class, 127

health indicators, 31, 32
health promotion policies, 47, 51, 53, 72
homelessness, and food, 71; and health,

94-5; patterns of, 82-3; and safety,
94-5

housing, and Black and minority ethnic
families, 81, 83, 86; and damp, 44,
90, 157; and health, 44, 89-95, 96,
157; layout and design, 91, 157;
location, 82, 93, 157; and
overcrowding, 91; tenure patterns,
79-81, 82, 85; type and standard of
accommodation, 83-6

housing benefit, 87
housing costs, 87, 88
housing policies, 82, 96, 162-3

income, as a health resource, 11, 41;
42, 47, 155

income maintenance policies, 22, 152,
153, 160

income suppo:t, 22, 59-60, 161
inter-agency collaboration, 165-6

locus of control, 45, 112
low birth weight, 34
low pay, definitions of, 23; patterns of,

23-4

17t)

mental health patterns, and
employment status, 107-8; and
gender, 103; and household
structure, 107; and income, 102; and
'race', 104-5; and social support,
112-13

mental health problems, explanations
of, 109

minority ethnic families, definition of,
4; see also Black and minority ethnic
families

money management, 66-7, 88-9, 154-5

poverty, absolute poverty, 8-9; causes
and explanations of, 19-25;
distribution of, 16-19; and
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poverty, 10-11, 42, 152
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