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Abstract

This thesis examines the presentation of UK public health policy in the late 1990s and the
associated media coverage of health inequalities. It also examines lay perceptions of
these inequalities and of government initiatives to reduce them. Such a project is timely
for a number of reasons. Inequalities in health were once again on the political agenda
with the election of a Labour government in 1997. Subsequent media coverage of the
government’s consultative and policy documents, as well as an independent inquiry, put
health inequalities in the public domain. In addition, research into health inequalities had
been accumulating. One line of enquiry focused on the role psycho-social mechanisms
might play in the causation of ill health, yet little empirical work had been carried out on
lay perceptions.

Two distinct yet interlinking methodologies were employed in the study. Content analysis
was carried out on government public health documents, an independent inquiry, their
press releases, and of the subsequent press coverage, in order to examine the profile given
to inequalities and the manner in which they were presented. Images and headlines from
the press coverage were then used to facilitate discussion, in a focus group setting, on
inequality, poverty, and relative deprivation.

The government’s intention to reduce health inequalities was communicated mainly in
broadsheet publications. An absence of coverage in the tabloid media suggests that a
large section of the population may have been unaware of the government’s intentions.
The transition from Green Paper to White led to a dilution of the initial fervour of the
government to tackle inequalities, and this lack of emphasis was followed through in
media coverage of health policy. What had started out as a strong issue faltered in the
journey from consultation to policy. Political affiliation of newspapers greatly affected
the way in which the inequalities debate was presented. Striking differences emerged in
the reporting of health inequalities by right and left-of-centre newspapers. Right-of-centre
newspapers focused on proposals to improve and promote healthy behaviours, whereas
left-wing publications focused their reporting on initiatives targeted at the deprived.

Researching lay views on health inequalities, and inequality in society at a broader level,
elicited often compelling and emotive responses. The government’s intention to reduce
health inequalities did not appear to register with participants. Inequalities were not
discussed in the manner of a public debate churned out by the media. Rather, inequalities
were a sensitive issue, affecting people in a very personal and far reaching manner. Those
of lower socio-economic status were often painfully aware of their status in relation to
others, and a large proportion expressed frustration, anger and helplessness, and linked
such feelings to their health and well-being. Views from higher income groups tended to
be more disparate and distanced, yet this only reinforced how polarised certain sections
of society have become. The social snapshot presented in this thesis conveys a picture of
a fundamentally fractured and divided modern Britain with very direct consequences for
the future quality of social life.
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Chapter Eight/ ‘I can’t make a connection with them mentally ...

R6 [Sarah]: ‘People don’t want to know, they tend to kind of shut off. If you’re living in poverty you tend
to kind of shut off and say it’s not happening, because nothing is done about it and you can’t see a
way out it. I mean, if that’s the one family [referring to ‘child with plate’ image, Fig. 8], what
must the mother of these kids be thinking? ‘I cannae see a way out this, I cannae provide for my
kids, my kids haven’t got what other kids have got.” You’re not wanting to sit and read about
another family who’s in poverty, because you’re in exactly the same position as the other -family.’
[FGS5:15, lower SES, Greater Glasgow]

One of the more deprived Glasgow groups discuss the complexities of making

comparisons, both from the perspective of residents of an area and outsiders:

RS [Joe]: “You’ve just got to think that other people in parts of the city are just getting on with their life,
don’t sit and think about these things, don’t sit and think, ‘I wonder if [local area] is getting any

better.” [laughter]

R3 [Ed]: It’s no just about places like [local areal, it’s Easterhouse as well, every time someone talks about
Easterhouse you get the Frankie Black thing. I mean that was in the 60s, this is the 1990s, we're
nearly in the year 2000 and they’re still going on about that.

R4 [Richard]: To be quite honest we don’t sit thinking about ‘I wonder how Easterhouse is getting on’.
People are just trying to get on with their lives, basically.” [FG6:11, lower SES, Greater Glasgow]

Later the tone changes as the ‘workers drinking/estate’ image [Fig. 10] is discussed. The

group is asked if they think people compare themselves with others:

R3 [Ed]: ‘I would think so aye. Likes of this woman here would probably see these people with their
money, well with their nice suits and their glasses of champagne and say ‘Why have I no got
that?” And that’ll put them down as well, they’ll think ‘I must be an inferior type person’, well
she’s probably had bad luck or something eh, and she’s saying ‘How can I no be like them? I want

to be like them.

R1 [Andrea]: Yeah, their self confidence.’ [FG6:32, lower SES, Greater Glasgow]

The group is then asked how these comparisons affect people, and they continue to refer

to the ‘workers drinking/estate’ image [Fig. 10]:
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Chapter Eight/ ‘I can’t make a connection with them mentally ...

R3 [Ed]: ‘Oh it makes them feel bad, makes them feel bad if they don’t have what they see on the TV or in
the paper or whatever and there they have this, the woman [in Fig. 10], “Why am I like that, is it
because of me?” ‘Or is it because society has basically fucked me up’, em, I mean also this
photograph could be implying that this is a single mother who’s living off the backs of these two
men. You know, they’re working hard, paying their taxes so she can live her jolly wee lifestyle...a
lot of people Iook down on that person and all that sort of thing, ‘look at the state of her, why’s she
like that, it’s her fault’. Whereas it might not be.

RS [Joe]: People are made to feel it’s their fault, scrounging, and it’s like people in general don’t have a

sense of being exploited...
R2 [John]: I know, I know, don’t know they’re being exploited until they’re told.

RS [Joe]: They don’t realise in a way that’s what’s been happening. Then of course the way, the set-up of
society as it is, individuals feel it’s their fault that they’re no there, you know. That’s how people
try to win the lottery, the quick fix or quick ascension into nae worries and what not, so

everybody’s looking to escape from that.” [FG6:33-34, lower SES, Greater Glasgow]

The group move on to distinguish between the terms ‘poverty’ and ‘deprivation’. As they
do so, Joe no longer refers to ‘they’ or ‘their’ as he did previously. He refers emotively to

‘we’ and ‘us’, presumably referring to himself and the other group members:

I: ‘So the distinction between poverty and deprivation, deprivation maybe meaning that you don’t

have access to the things that other people might have?

RS [Joe]: No just that, no you’re still at a certain level of resources that prevent you from living life to the —
I mean how many of us even, thingmy’s working [referring to other participant], but how many of

us are just going to jump away to a restaurant you know?

[End of side B, tape 1]

RS [Joe]: ...we’re deprived psychologically, we’re deprived intellectually, because we’re inspirations —
probably more than people who are submerged in poverty and you know, they are just trying to
get from day-to-day. In a way we are — there’s a lot of aspirations and so on, deprivation is... the
only reason isnae out the goodness of our hearts, it just means that people might revolt if they left

it, but they’ll no starve, you’ll no starve, and you’ll, you know...” [FG6:45, lower SES, Greater

Glasgow]
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Chapter Eight/ ‘I can’t make a connection with them mentally...

Initially it appeared that participants in group six did not compare themselves with others,
at least that is what Joe, Ed, and Richard claimed. However, as the discussion continues,
it becomes apparent that Joe in particular is making direct personal comparisons about
his, and the group’s fortunes, in relation to others. There was a similar reaction in two of
the affluent groups, as participants claimed they ‘forgot’ deprived areas existed, or
“blocked out’ deprivation from their minds. Rather than comparing herself to others, Sam
explains that she ‘tend[s] to block things out. I’d rather not know...I’d rather live in
ignorance’ [FG12:17, higher SES, Greater Glasgow]. Yet when she is confronted with

other participants” recollections of impoverished circumstances, she rapidly changes her

view.

The graduates in group eight veer between making quite involved comparisons with
people living in the surrounding deprived areas, and then claiming to ‘forget’ that such
people exist. I ask them how much they compare themselves to others, a question to

which they quickly define their terms:

R4 [Catriona): ‘Yeah I think it goes on, I do it.
R3 [Philipa): You see, I don’t really compare myself to anybody in [local area]....
R4 [Catriona]: No, but like, from like this area to somewhere like Brachead, you think oh...

R3 [Philipa): Yeah there’s comparisons with ?? I would think. If somebody told you they lived in
Brachead...

R4 [Catriona]: ‘God they’re dead rough’, or you know.
R3 [Philipa): Yeah.
R4 [Catriona]: Sometimes the way they dress as well.” [FG8:10, higher SES, Lothian Region]

Catriona goes on to make more detailed comparisons, drawing on her experience of
working in a local supermarket. However, she qualifies her comments by saying that she

does not compare herself to others:
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Chapter Eight/ ‘I can’t make a connection with them mentally ...

R4 [Catriona]: ‘But then I would also say, not comparing myself to people, but I work in Tesco’s like part-
time, and see when I get a trolley through, I don’t mean to do it but I can tell by the food that
they’re buying what kind of, well I can guess, what kind of area they come from, and if they have
a lot of money or if they are like, well-off or not well-off, d’you know, just from what they have.
It’s not even necessarily if they buy ‘Value’ goods or not, but it’s just the types of thmgs that they
have in their trolley.” [FG8:11, higher SES, Lothian Region]

Despite comparing themselves so readily with others, and making such detailed

observations as Catriona does, Philipa goes on to say that she forgets that deprived areas

exist:

R3 [Philipa]: ‘I think it wakes you up...you forget, well personally, I forget that areas like this exist
[referring to images depicting deprivation], you know, if you’re in a town like this, you know,
with Edinburgh on one side, Glasgow on the other, you forget that there are these very poor areas
where people are struggling. Even the poor areas here are not that bad, nothing compared to any of
this. So I think you do forget sometimes that people are struggling.’

[FG8:14, higher SES Lothian Region]

These comments were made after Geena had described the valet boys employed in her
workplace [see p. 270]. Perhaps a personal account of coming into contact with these
young men encouraged this more empathetic view from Philipa. However, this leaves
participants in the position of rationalising their views. If they are aware of people less
fortunate than themselves and the poorer quality of their lives, where does it leave them?
When the group is asked how people in deprived areas might feel, and more specifically,
whether they think they also compare themselves with others, an interesting theory

cmerges:

R3 [Philipa): ‘I think they’re happy with who they are, what they are. They don’t try to be something
they’re not, they’re happy if they live in Govan, and they come from Govan, they’re quite proud of
it, or they get on with it at least.” [FG8:20, higher SES, Lothian Region]

Philipa doesn’t appear to know anyone from Govan or have any personal experience of
the area. Yet she uses Govan to illustrate how she imagines people to behave in deprived

circumstances. Govan is well known as an area of Glasgow which declined rapidly as the

300



Chapter Eight/ ‘I can’t make a connection with them mentally ...

shipbuilding industry it relied upon lost momentum. Speculation over whether the
residents of deprived areas are ‘happy” also occurs in group seven. The participants of
this affluent Aberdeenshire group would not be drawn into any involved discussion on
inequality and/or social comparisons. In a similar response to Philipa (group eight),
participants agree that people living in deprived areas compare themselves to others

before speculating on their outlook:

R4 [Debbie]: ‘Oh I would think so yes.

R2 [Lindsay]: But then they may be just as happy ... they probably do compare.’
[FG7:7, higher SES, Aberdeenshire]

When affluent groups in the study did reflect on their standing by making comparative
observations, it was often in very general terms. This is in stark contrast to a number of
the lower income groups who had compared benefit levels, their neighbours, and
different ends of the same street, in the course of discussion. When affluent group
thirteen, based in the North-east of Scotland, make comparisons they focus on how lucky

they are:

R1 [Sheena]: ¢...And I think it is easy, I mean we sit here, we live here, we don’t really have any major

problems of um, food or all this sort of thing. We’re not going hungry, we’re...

R3 [Marion]: We can pay the bills.

R1 [Sheena]: We’re in a beautiful countryside so we can get rid of the stress by going off for a walk or
whatever. It’s so difficult to think about this sort of situation when you’re sitting comf — I don’t
 think it’s that people don’t want to, it’s because they’re unaware of the problems.’

[FG13:15, higher SES, Aberdeenshire]

Group eleven, who seemed the least understanding of those on low incomes, were also
the least likely to become involved in discussion on comparisons. Ironically, when a
comparison was made, it was by Cedrick who describes past society as ‘more caring and

responsible’, qualities that the group demonstrate little of throughout the discussion:
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Chapter Eight/ ‘I can’t make a connection with them mentally....

R6 [Cedrick]: ‘Most of the facilities that you have now we didn’t have, and that was before the war ‘cause
I’m seventy-five. Anyway, in those days, we had a society that was far more caring and far more
responsible and how are you going to make that. Now either move to an area where, or a country
where life is better and society is much more honest and kind and well regimented perhaps, or
stick it out here.’ [FG11:50, higher SES, Greater Manchester)

When discussing image management earlier in the section, Niall had been quoted [see p.
291] as saying ‘we’re actually fucking comfortable compared to a lot of these people’
[FG11:10, higher SES, Greater Gl‘asgow]. Other comments tended to be less emotive,
couched in reflexive reasoning., The observations Sheetal makes are on the macro level,

instead of drawing from personal experience:

R3 [Sheetal]: ‘I wonder whether in the same sense that though we can see these images and go ‘yeah that is
a reality’, how much of an actual reality, how much we can actually empathise with that, Whether
that’s the case in reverse, where these people look out and though they know there are rich people
out there, and they know that this is the way they lead their lives, whether they actually can feel
that as reality, and as part of the world they live in, or that’s just something that’s on the telly.’
[FG14:8, higher SES, Greater Glasgow]

By the end of this chapter it can be concluded that a language of division permeated all
groups in the study. However, lower income groups were particularly aware of their
status. Feelings of embarrassment, shame, stigma and frustration were often
communicated. Participants from the lower income groups were likely to present
themselves as ‘survivors’ and ‘fighters’ against difficult odds, although this tendency was
age-related. Those nearer pensionable age in the lower income groups were less likely to
present themselves in this manner as they often did not perceive themselves to be
deprived. The lower income groups were more likely to make direct comparisons with
other participants within their respective groups and the community around them. In
many senses, social norms and taboos were broken down when comparisons were being
made, but there still remained ‘acceptable limits’ to how far participants would explore

the implications of what is such a sensitive topic.
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Chapter Eight/ ‘I can’t make a connection with them mentally ...

Higher income groups were, on the whole, far less emotive in their discussions on status.
A number of the groups could only speak about social status in very distanced and vague
terms, and were not particularly empathetic to those living in more deprived
circumstances. The groups containing more understanding participants had a more multi-
faceted, complex view of deprivation and the causes underlying it. Self image in the
context of discussions regarding deprivation and inequality seemed to be determined by
participants’ attitudes to the less fortunate. A more disparate range of reactions emerged
when compared with the ‘survivors’ and ‘fighters® of the lower income groups. The
higher income groups did not compare themselves to others in the same direct manner as
some of the lower income groups. They spoke in more generalised, ‘safe’ terms, although
groups consisting of younger participants were sometimes very candid in their discussion

of social comparisons.
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Chapter Nine/ Living in an unequal society: The cost to health and well-being and suggested solutions

Chapter nine

Living in an unequal society: The cost to health and
well-being and suggested solutions

9.1 Introduction

Chapters seven and eight have established the extent to which participants discuss
inequality and the ways in which they do so. Evidence has also been presented to suggest
that people compare themselves with others, and that this evokes feelings of
embarrassment, shame, anger and frustration. The key question that can now be asked is,
do participants relate accounts of inequality to their own health? Does the inequality that
they experience have an impact on them personally? Chapters three to six analysed media
coverage of the government’s public health policy, and returning to this area, the latter

half of chapter nine examines lay perceptions of the government and of the media.

9.2 The cost of ‘keeping up with the Jones’s’: Do participants relate

inequality to their own health?

¢..it is assumed that stress and pressure is a fact of life — almost a ‘natural’ feature of life in modern urban

and industrial environments.” (Cornwell 1984, p. 161)

In the 1980s, Cornwell suggested that stress and pressure had become almost a ‘natural’
feature of modern life, and by the late 1990s, it had arguably become cliché. To be
suffering from stress or to be ‘stressed out’ is perceived to be a common ailment.
Participants in this study often related stress to their experience of ill health, and
depression was readily discussed. Mental health was linked with physical well-being. The
majority of participants believed ‘good health’ or ‘bad health’ to be determined by a
number of, often complex, factors. The attainment of good health or the misfortune of
experiencing bad health was not a straightforward process explainable in simple terms.

Within this multi-factorial model, participants from a number of groups made a link
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Chapter Nine/ Living in an unequal society: The cost to health and well-being and suggested solutions

between poverty and addictive behaviour, seeing the behaviour in question as a ‘coping
strategy’. Comments made in lower income groups, such as ‘it’s either a cigarette or a
tablet’ [FG9:43, lower SES, Greater Manchester] and ‘people are always going to buy
cakes, it’s just the pills of life’ [FG6:26, lower SES, Greater Glasgow] illustrate this.

The data presented in chapter seven have already demonstrated that participants are
aware of health inequalities. Disparities in mortality rates were greeted with little
surprise, particularly by the lower income groups. In fact a resigned acceptance was often
apparent in contrast to the ambivalence of more affluent groups. Participants from low
income groups also appeared very bothered by the idea that patients could ‘queue skip’ if
they could afford private healthcare. The views of those from the higher income groups
were more disparate. Yet overall, the existence of inequalities in health remained
uncontested by the majority of groups, and discussion often attracted emotive responses,

particularly from those in more deprived circumstances.

On the basis of the focus group discussions, can a further link be made to psycho-social
processes, to social cohesion and health? The answer to this question is ‘yes’, although
the challenge is to distinguish between participants relating ill-health to substandard
living conditions on the one hand, and Wilkinson’s theory employing psycho-social
mechanisms on the other (Wilkinson 1996). On the basis of the themes emerging from
the data, section 9.2 will address two areas. The first looks at the ways in which
participants describe the effects of inequality, both physical and mental, with discussion
of social cohesion featuring prominently. The second and concluding part of this section

focuses on accounts of ill health that are linked directly to inequality by participants.

9.2.1 The effects of inequality

The perception that community life is breaking down emerged in a cross section of
groups in the study. Participants mourned the loss of a sense of community, and related
declining levels of social cohesion to health and well-being. Sian, as part of a group of

professionals working for a theatre company, places importance on family and
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community support. She refers to the end of a well-known series of advertisements
featuring family life, which had run on television for twenty-five years. Their demise

seems to be particularly symbolic:

I ‘And when you were talking about community in an area, how would that be a positive effect?

R2 {Sian]: Oh no I’m just talking from sort of emotional support, and em, I mean it’s that whole notion of
families and communities and having somebody to get together with, and to talk over things and
this is completely off the wall — the fact that em, the Bisto gravy ad has been taken off after 25
years.

I Oh, with the family.

R2 [Sian]: Because they reckon that it’s not appropriate. People don’t sit down and actually get together,

and I think that has to have a negative effect.

R4 [Niall]: Taking that off? [laughing]

R2 [Sian]: No [laughter], not the Bisto ad, the fact that — people don’t communicate.

R4 [Niall]: I mean I never, in all the time I was at home — I left home when I was 19, I never, ever had
dinner off my lap in front of the television. It was not allowed, you sat round the table
[agreement].

R2 [Sian]: Yeah, neither did I, it wasn’t allowed.

R4 [Niall]: I sit round the table once a week now if I'm lucky. I mean I eat healthy, so it’s not the food

issue, but, when you’ve got a lot of things to do.
R2 [Sian]: Whereas in Europe you would never...

R4 [Niall]: In my family, the TV goes off, you sit down and you eat your dinner, and you had vegetables on

your plate and —
R3 [Sheetal]: And you talk.

R2 [Sian]: And you talk.

306



Chapter Nine/ Living in an unequal society: The cost to health and well-being and suggested solutions

R4 [Niall]: So it’s kind of, the whole health thing goes beyond just, the issue of food. It’s kind of like, you
create an environment I suppose.” [FG14:11-12, higher SES, Greater Glasgow]

The group is then asked if everyone’s mental health is affected by this social change, to
which they all respond by strongly agreeing. Sheena, a participant in another affluent
group, does not relate her views on social cohesion to society as a whole, referring
instead to deprived communities only. At times she appears to romanticize the idea of
‘community’ and is somewhat patronising in her choice of words. However, she draws on
her personal experience of the benefits of community generating activities in deprived

arcas:

R1 [Sheena]: ‘I think because they’re living on lower incomes and haven’t much hope to the future, the
smoking, the drugs, the alcohol are all means of escape, and they haven’t got anything more
worthwhile in their lives. Because as soon as you find good community groups growing up in
some of these deprived places then they’ve got the reason for moving forward, and there are
examples of that in Aberdeen where um, [names community leader] for instance, put on a sort of
community drama art activities in some of the deprived areas of Aberdeen. And things are still
going on from that foundation, they feel that they belong and there’s something outside their own
little lives to work for, and women, a lot of women have benefited very much from their sort of,
input there.” [FG13:16, higher SES, Aberdeenshire]

Participants living in a deprived area of Greater Manchester readily relate the community
breakdown they have witnessed to a number of ailments. Feelings of shame and
embarrassment are linked directly to their ill health. Sleeplessness and a fear of break-ins
have left them ‘grumpy, depressed, and stressed out’ [FG9:35, lower SES, Greater
Manchester]. Cassie recounts the problems of carrying out seemingly straightforward

tasks such as visiting the local shop:

RS [Cassie]: ‘It’s the impact on your health is quite tremendous because you feel threatened. I'm going to a
different shop at the minute because I won’t - I'll clock these kids, I will. So I'm havingtogoto a
different shop, and I don’t want to because I want to support the shop that’s already there but it’s
been very difficult. So, I'm at the point where I want to move.

R6 [Sonia]: Yeah, it does, yeah.
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RS [Cassie): I really want to get out. So you get depressed, you get anxious.

R6 [Sonia]: Yeah but there’s hundreds like you, feeling like you though, i[s]n’t there Cassie. There’s
hundreds, people like this.

RS [Cassie]: Oooh, gosh yes.” [FG9:23-24, lower SES, Greater Manchester]

Furthermore, it is significant that when discussing the ten-year difference in mortality
rates between different areas of Glasgow, Sonia refers again to the tense social relations

in the community:
R6 [Sonia]: ‘Depends on the area.
R1 [Jerry]: The atmosphere and that.

R6 [Sonia]: Nasty neighbours and things like that. Bound to take time off your life. I think so [sounds of
agreement).’ [FG9:45, lower SES, Greater Manchester]

Participants based in a deprived inner city area of Glasgow discuss the ways in which
health might be affected by the breakdown of communities. They make comparisons with
communities past and present in an attempt to fathom the extent to which health has been
influenced by this perceived social change. The practical ways in which people help each

other is focused upon:

R2 [Ian): “So is that a reason why we’re unhealthy, we don’t bother now? Years ago mining communities,
my parents were from a mining community, my granny...my grandfather was unwell, or she was
unwell, sorry, she was unwell, the other ladies in the close would do the washing, one would make
sure the dinner was made, one would be sure that my grandfather was okay or whatever.

R3 [Margaret): That’s right, exactly, we’ve lost all that now.

R6 [Elizabeth]: They’ve got a community like that over in Newton Mearns, the Jews.

R1 [Betty]: That’s right.
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R3 [Margaret]: So we really have lost that now, I don’t know whether it’s....

R2 [Ian]: The break-up of communities, so maybe we’re losing our sense of community. Not necessarily
made us more unhealthy, but the fact was that if someone was unemployed years ago, there was

always...
R3 [Margaret): There was always be, that’s right, looked after them.
R2 [Ian]: You would look after the old dear up the stairs or whatever.

R3 [Margaret): Exactly.’ [FG3:24, lower SES, Greater Glasgow]

After recounting the moment when a number of mothers in her community had decided
they could not ‘take it any more’, Val describes how the action taken on street gangs in

her area subsequently improved her health:

I: ‘And how do you think your health has improved if you've...?

R4 [Val]: “Cause you’re sleeping better, you’re no getting woke up every night by a bloody fire engine
zooming by your window and twenty or thirty weans at the corner shouting all night.’

[FG2:30, lower SES, Greater Glasgow]

It is clear from these extracts that a lack of social cohesion is being linked to a decline in
health (or 2 more socially cohesive environment to improved health), with participants
drawing on their own experience of living in deprived areas. There are also a couple of
occasions where the effects of inequality are described. Moving on from the links made
between social cohesion and health, an unemployed man describes the health effects that

inequalities arguably produce:

R2 [John]: “The thing I’ve noticed as well through the football teams is that when, see the team I've got
now are eighteen year-olds, when they were twelve year-olds, and we were playing in different
areas of Glasgow, but when you’re playing the likes of say it was my team from [local area] that
were twelve year-olds, and we were played by a team from Newton Mearns [affluent area], you

could see the difference in the build of the two teams...
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R4 [Richard]: Aye, aye, the height and so on....?

R2 [John): Aye you could see they’d broadened out and they were taller and ours, they looked no ill but...
R1 [Andrea]: A bit malnourished.

R2 [John]: ...they did, you could see a difference at that age group, if you go into the different areas likes

of in a sporting committee.
I: And do you think that’s because of better living?

R2 [John]: Uh-huh, aye.’ [FG6:42, lower SES, Greater Glasgow]

It is suggested rather simplistically that John’s observations might be due to ‘better
living’. However, when the group are shown newspaper headlines shortly afterwards, Ed

prompts John to link his earlier comments to inequalities:

I: ‘Right I’ll show you my last lot of headlines very quickly because I know that we’re running out
of time. Gap between rich and poor widens again [Fig. 15], it’s really a lot of what we’ve been

doing. Children at risk as health inequality between rich and poor increases [Fig. 17] and
Wealthy stay healthy but the poor get more poorly [Fig. 16].

R3 [Ed]: Well that really is the case, highlighted with playing with the football boys. I mean that - that, the

‘children’s at risk’ headline, is that what you say about your football team?

R2 [John]: Aye.’ [FG6:43, lower SES, Greater Glasgow]

A similar observation is made in one of the more affluent groups, where Sheena
compares her experiences teaching in affluent and deprived schools in the Aberdeen area.
Her account reflects statistics demonstrating the higher incidence of accidents in deprived
households (Acheson 1998, p. 15, 52):

R1 [Sheena]: ‘But it’s a much better quality of life. If you’ve got a good quality of life you’re likely to be
healthy, unless you’re unfortunate and have an accident or some genetic disease ... I can remember

years ago, but it doesn’t really quite relate to this, I was teaching at [a] school once a week in the
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Spittal in Aberdeen, and that was before the new houses went up and it was really a very very poor
area. And one group [laughs] came in one day and I said ‘you had a good holiday?’ Oh, and out
of, I should think half the class, out of about twenty, had some — either had had an accident with a
fire and gone to hospital, someone had a heart condition and so on. Whereas another school I was
teaching at [laughs] was Airlie Hall, where, I mean, everybody had a nice Christmas holiday. But,
you see accidents happen if you haven’t... if you can’t afford to get an electrician to fix your
points [agreement]. And, you know, it’s, the poverty thing really brings you down in every way.’
[FG13:17-18, higher SES, Aberdeenshire]

There were a number of groups in which the link between inequalities and social
cohesion did not arise. In fact, participants in two of the more affluent groups seemed to

suggest that in deprived communities, ill health may be less of a concern:

R3 [Philipa]: ‘I think that health’s less of an issue in poor areas because you have got other things to be
thinking about like where their next meal’s going to be coming from. That’s quite drastic
obviously, but they’ve got more things, like they’ll just ignore things that a more well-off family’ll
probably panic over and have the child at the doctors every two hours or something.’

[FG8:27, higher SES, Lothian Region]

Philipa seems to be suggesting that ‘health’ is something that can be separated from
everyday experience. However, the accounts offered in the lower income groups suggest
that this is anything but the case. If anything, participants in deprived circumstances
possess a heightened awareness of the health problems they face — or are more vocal at
the very least — as a direct result of their environment. For example, in response to the
‘workers drinking/estate’ image [Fig. 10], with its extremes of poverty and wealth, a
group of office workers reject the idea that the picture may also be conveying ‘extremes
of health’:

R1 [Denise]: ‘But I'm not sure what it’s saying about health, you know, I mean they’re probably none the

healthier are they [referring to the men drinking champagne].
I: What as in they have money but they’re not necessarily ...

R1 [Denise]: Yeah I mean I don’t think that’s a picture of two extremes of health. I don’t know if that’s

what it’s supposed to be showing but it doesn’t to me.
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R2 [Lindsay]: It shows the lifestyle.” [FG7:4, higher SES, Aberdeenshire]

To illustrate the contrast in responses between affluent groups in the study, it is worth
’

comparing this to one of the Greater Glasgow groups who responded to the same image

with the following exchange:

R3 [Sheetal]: “They’ve got a lot more health care [‘workers drinking’].
R4 [Niall]: No, they’ll survive it [‘workers drinking’].

R2 [Sian]: They’ll just go private.

R4 [Niall]: But they’ll just get through it. I mean these two blokes [laughter] as it happens, whatever, if
you’re in that you get through it. It’s kind of, for those people it’s a phase [‘workers drinking’], for

those people it’s a reality [‘estate’], it stretches on.” [FG14:11, highcr SES, Greater Glasgow]

In this case, ‘lifestyle’ is not a separate entity as defined by the participants in group
seven. Sheetal, Niall, and Sian go from the assumption that the people featured in the
contrasting images are pursuing similar lifestyle choices, drinking and drug-taking, for
vastly differing reasons. For the ‘workers drinking’, it is to enhance their social lives, for
the people on the ‘estate’, it is a coping mechanism and a means of escape. The views

expressed in the affluent groups in this study illustrate the diversity of opinion

concerning the links between poverty, inequality and health.

9.2.2 A missing link? Lay accounts of ill health directly attributed to inequitable

circumstances

In what ways do participants directly relate the impact of living in an increasingly
unequal society to their health? Answers to this question were more forthcoming from the
Jower income groups, possibly because they were so much more aware of status, and
their (less powerful) position in relation to others. Three such groups discussed the

pressures of competing materially and keeping up with aspirations which were, more
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often than not, unattainable. Ian and Margaret believe that the pressure of competing
materially can affect health directly:

R2 [Ian]: ‘Again, that’s a part of it, a lot of people spend their resources on that [consumer goods], to keep

up with...
R3 [Margaret]: Exactly, and labelled clothing, to the Jones’ or whatever...

R2 [Ian]: To the expense of not eating properly, not looking after themselves.’
[FG3:30, lower SES, Greater Glasgow]

The group is questioned further to see if they elaborate on the concept of ‘keeping up

with the Jones’s’:

I: ‘And what about when spending money, and people spending it on things that, like say expensive
training shoes that they don’t necessarily need, but they may not have enough money to maybe
have a decent — why do you think they do that?

R2 [Ian]: It makes them feel good.

R4 [Irene]: Want to keep up with everybody else.

R2 [Ian]: It’s the label, it’s the expensive label, it’s not the colour, it’s not... it’s the label...

R3 [Margaret): Or do you think it’s pressure from other kids and things.

R6 [Elizabeth]: No, because my nephew gets bullied at school for that, if he’s not got the proper stuff.

I: And why do you think it makes people feel good then, when they’ve got the label?

R1 [Betty]: The same as everybody else, aren’t they.

RS [Carole]: Keeping up with the Jones’s.” [FG3:30-31, lower SES, Greater Glasgow]

This awareness of a lifestyle to be attained, a lifestyle that some are living whilst others

are not, is put simply by Margaret at an earlier point in the discussion:
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R3 [Margaret]: ‘I think if you’ve got a nice outlook in life, I mean, if you come from, for talking’s sake,
Bearsden [an affluent area], and you open your door and everything’s rosy, you’ll feel rosy. But if
you open your door and it’s full of rubbish and what have you, it makes you feel depressed, you

know.
R1 [Betty]: And that’s also involved in housing as well, you know, giving folk housing and...

R3 [Margaret]: The kids somewhere to play.’ [FG3:4, lower SES, Greater Glasgow]

The power of aspirations is discussed in group six, with Joe referring to the role of the

media:

RS [Joe): ¢... Aye, that’s right. People might be sitting watching the telly and realise somewhere along the
line, well, they like to think that they’re part of all that. But, they’ll sit and they’ll say ‘Well I
don’t see how these people can do what they’re doing, I've no got the money’, and all that kind of
thing. So people are made to aspire for it — that's another health thing you know, it’s a kind of false

thing as well you know, to aspire to be what you think is respectable.

R3 [Ed]: They try and aspire to that and they fail to get to whatever they think they should be. That knocks
them away as well... ‘It must be my fault ‘cause I’m inferior that — that I've not reached that
level’.” [FG6:32, lower SES, Greater Glasgow]

A comment from group nine seems to reiterate the sentiment, with Cassie stating:

RS [Cassie]: ‘And that depresses you. That impacts on your health, the fact you know that this is what
you’ve got.” [FG9:40, lower SES, Greater Manchester]

The last couple of extracts in this section provide powerful examples of participants
linking inequality to health. The first arises in group one, with Jane responding emotively

to the headline Wealthy stay healthy but the poor get more poorly [Fig.16]:

RS [Jane]: ‘I think that statement means, the poor get poorer, or poorly, it’s because we don’t have — you’re
fighting to get your benefits. You get yourself into a state, you get depressed, stress sets in,

because of the circumstances you’re in. We know, or I know, in the back of your head, you’re
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saying, ‘they’ve got money, they’re getting this, they’re getting that’, so you get yourself in a

state, you get more depressed.
I: So it’s kind of a struggle to get what you think is...

RS [Jane]: I mean I was taking, I still do on occasion, I was taking panic attacks. I mean really bad panic
attacks, because I would say right, I’ve got a bill to pay, where am I getting that money fae. I'd get
myself into a state, and I was taken to the hospital from the nursery, and they thought I was having
a heart attack, and the doctor said to me then ‘I’ve never saw an attack the way you’ve done
today’. He says, ‘but that’s a panic attack, the worst I’ve ever seen’. And I was boaking, I was
shaking, I couldnae breathe. I’d passed out beforehand, when I came to [regained consciousness]

my whole body was going, I couldnae control it.’ [FG1:48-49, lower SES, Greater Glasgow]

The other participants are asked if they can identify with Jane’s experience. Doreen
describes not only the effects of living on a low income, but the perceived awareness of

an unfair - and therefore unequal situation - on a wider scale:

R3 [Doreen): ‘I think it’s the system, because see when you try to better yourself, they slap you back into

place.
RS [Jane]: Och I know. You get two steps up and five steps back.

R3 [Doreen]: They put obstacles in your way. I mean they’re saying you’re entitled to Family Credit. Even
when you get that Family Credit you’re no entitled to free prescriptions, you’re no entitled to free

school meals, things like that,” [FG1:49, lower SES, Greater Glasgow]

Scott, a participant in group five, also describes the legacy of an unequal society in

practical terms:

R4 [Scott]: ‘From food, to being at risk to drugs, to being at risk to a hostile environment, just the whole
lot. Health inequality — you’ve seen that picture at the start, overcrowding [Fig. 8, ‘child with
plate’]. If you’ve got four kids living in one room with a television on, how does the one that
wants to get educated do their homework in that type of environment? Something as simple as
that. Anything you get, you need to fight for. But at the end of the day, pure diet — we spoke about

that. I think we’ve covered most of it.
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R6 [Sarah]: Cutbacks. It’s cutbacks.

R4 [Scott]: Arts and sport, the first to be cut. The other thing, and I don’t think it’s only' physical, it’s also
mental, right. At the end of the day it’s very stressful living in cramped conditions. Your parents
are more liable to be arguing all the time and stuff — I mean, I could go on about it all day, but it’s
stressful as well.” [FGS5:29, lower SES, Greater Glasgow]

Jane had described previously how she had ‘begged for help’ [FG1:36, lower SES,
Greater Glasgow, p. 225] only to feel unheard, excluded and ultimately depressed. Her
and Scott’s problem is not so much about having to deal with unrealistic aspirations, but a
struggle for survival in which it has become a ‘fight’ to win basic resources in a
seemingly indifferent climate. A feeling of exclusion away from the population at large,

of unfairness and inequality and its impact on health is recounted powerfully by Scott:

R4 [Scott]: ‘At the end of the day, I can tell you if you take it right down to health issues, that we’re back to
the stage in the seventies here where the women are getting this Prozac now instead of Valium,
‘cause they don’t have the psychological support that’s required in a lot of depression cases and
stuff like that. Now, the fact is, if it’s not seen it’s not there, and if it’s not there it’s not a statistic,
and if it’s not a statistic, then it’s not a political embarrassment. And that’s the problem.’
[FG5:8, lower SES, Greater Glasgow]

In summary, just over a third (five out of fourteen) of the groups in the study linked the
breakdown of communities to deteriorating health. Participants living in deprived areas
gave compelling first-hand accounts as witnesses to such social breakdown themselves.
In addition, a couple of groups contained participants who described the effects of
inequality in their accounts. There was a uniformity of opinion from the low income
groups (five out of eight low income groups) who discussed the links between ill health
and inequalities in society. The power of aspirations seemed especially potent, with the
constant pressure to live up to an unobtainable ideal having resonance with participants.
These conclusions went hand-in-hand with feeling unheard, excluded or ignored by wider

society.
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Two of the affluent groups did not make a link between poverty and ill health, let alone
speculate on whether living in an unequal society might affect health. More than
anything, the affluent groups in the study were characterised by the sheer diversity of

opinion expressed.

9.3 Things can only get better? Lay perceptions of New Labour and of the

media

This section examines lay perceptions of the government and of the media. Chapters
three to six provided an in-depth analysis of the media coverage of New Labour’s public
health policy. It thus takes the study full circle by detailing participants’ perceptions of
the government, and then going on to look at lay views of the media. The materials and
questions used in the focus groups were employed primarily to gain insight into lay
perceptions of health inequalities and the possible role of psycho-social mechanisms. The
use of newspaper images and headlines from the media coverage of the Green and White
Papers and of the Acheson Inquiry in the focus groups was also intended to lead
discussion into the realm of the media and of government. Arguably, a discussion of
inequalities would not be complete without considering the influence of the government
and of the media as both institutions are so inextricably linked with power, control,

representation and accountability.

9.3.1 New Labour and the inequalities debate: a point well made?

¢ ..the government’s made us feel, as if we’re a carpet for [them] to wipe their feet on, and to be brushed

aside.’ [Jane, group one).

By 1998, and with only a few months in office, the government placed health inequalities
at the forefront of its public health policy with the publication of the English and Scottish
Green Papers. The inequalities debate had entered the public domain after years of being
sidelined. However, the transition from consultation process to policy saw a dilution of
the government’s intention to ‘tackle’ inequalities (particularly in the English White

Paper) and a downshifting of the proposals accompanying this pledge. The left-of-centre
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UK national broadsheets continued to give inequalities in health a high profile despite the
government’s change of priorities. Whilst the Scottish White Paper continued to
emphasise inequalities in health as a central part of public health policy, the Scottish-
based media tended to report on specific initiatives in the document rather than entering
into the inequalities debate. Much of the debate was played out in broadsheet
publications, with little being reported in the tabloids. As a result, it could be concluded
that a vast proportion of the British public might have been unaware of the inequalities
debate, or even that inequalities in health was ever a priority for the government. This is

certainly borne out by the focus group data in the study, as this section will demonstrate.

The publication of consultative and policy documents highlighting (to varying degrees)
the health divide appear to have had little or no impact on focus group participants.
Individuals from only five groups out of fourteen (one deprived, four affluent) claimed to
have heard of the Green or White Papers. In no cases did participants elaborate further or
give details of the policy documents. Instead, an overriding cynicism about the political
process was the most prominent topic of discussion. The strongest, and by far most
emotive responses came from participants in more deprived areas. These groups all
expressed disillusionment, feelings of rejection and a conviction that Labour were

pursuing Conservative policies. The following excerpt illustrates this forcefully:

R5 [Jane]: ‘I'm not talking about the whole, I'm talking about me personally, I feel rejected by the
government, like I’ve been told, we don’t need you, I mean, who cares about yous up there, right,

we’ll just deal with people that’s in our category with the suits.

R2 [Katie]: If it helps them politically they’ll ger all the money that you want, but if it’s not helping them, I

mean they’re no interested.” [FG1:23, lower SES, Greater Glasgow]

The view that all actions are politically motivated is confirmed by participants’

experiences at a local level:

RS [Jane]: ‘... These people have come in and said oh — they could do their job at the time, but they’ve got

in now, they’ve got money in their pockets and they don’t care, they don’t care, and I can
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guarantee you they don’t care as long as they’ve got their big bucks at the end of the day. Funnily

enough they all disappeared, when they were...

R1 [Kay]: They just mellowed this past wee bit then now because there’s an election on May the 6", and
they’ve gave us money to carry on for a wee while [to keep the community centre open], but after

May 6"...
RS [Jane]: They don’t care.
R1 [Kay]: That’s it, they’re no caring. As long as their seats are there that’s them.

RS [Jane]: Even Labour’s forgotten where they came fae. They’re supposed to be for the poor, for the
working class. Oh please...I was brought up believing that Labour Party was there for the poor
and for the working class, and they’ve just turned themselves round, they’re no for the working
class, they’re for the people with power, money, the businesses.’

[FG1:24, lower SES, Greater Glasgow]

The lack of power and control these women experience is highlighted as they discuss

politics on a national level:

RS [Jane]: “...I just feel that, if they’re not in, it’s fine and they’re all for you. See once they get in through
that threshold, they change fae a Jekyll to Hyde. Do you know, they become this person that you
think “Christ, what happened to him, I thought he was for the people’. Do you know what I mean,

all of a sudden, ‘I’m in there, I’ve got money in my pocket, I don’t need you’.
R2 [Katic]: They promise all sorts until they get in and then they just change their tune.

RS [Jane]: And it’s rubbish, it’s absolute rubbish. And we don’t get a say in anything that has got to do with
our money. I mean, they spend thousands, billions of pounds. They don’t ask us, they just do it,
like a bloody Millennium Dome, who wants it? They never asked us, they told us, we’re getting
this. We’re no getting it, Scotland’ll never see it, it’s down south.’

[FG1:25, lower SES, Greater Glasgow}]

In her dealings with local councillors, Jane goes as far as to say that she feels ‘frustrated,

angry, [and] threatened’ [FG1:26, lower SES, Greater Glasgow]. As the discussion

319



Chapter Nine/ Living in an unequal society: The cost to health and well-being and suggested solutions

progresses, participants reveal the extent of their cynicism about the new Labour

government (after voting for them in the 1997 election):

RS [Jane]: “The solution is just not to vote Labour again.

R1 [Kay]: But they say precisely the same thing though, they’re nae doing anymore than the Tories were
doing.

RS [Jane]: All he’s [Tony Blair] done is take out old Tory policies.
R1 [Kay]: I think he’s got Maggie Thatcher working for him and we just don’t know it.

RS [Jane]: Probably sleeping with her! [laughter]’ [FG1:30, lower SES, Greater Glasgow]

Referring specifically to government policy concerning lone parents, these women (the
majority of whom are lone parents) discuss the impact recent changes have had upon

them. Their conclusions serve to confirm the view that Tony Blair has done ‘nothing’:

RS [Jane]: ‘It’s all false, false. But he [Tony Blair] arrives when everything’s done, just as if to say, ‘I was

there’.

R1 [Kay]: Just carrying everything on. He’s no changed anything because he’s still shouting now about

single parents and whatnot, the same as what the other ones [Conservatives] were all shouting

about.

RS [Jane]: He’s no doing nothing about it.

R1 [Kay]: So he’s no changing it and you know one of these big things he was saying before that he was
going to change it, he was going to give the under eighteen’s back their money, and he was going

to do this, and he was going to do that, and he’s not done a thing, he’s not done any of it.

RS [Jane]: All he’s done is — if you don’t go back, if you don’t try to get back to work, if you’re not seen as

trying to get back to work, they cut your money.
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R1 [Kay]: What he’s wanting to do with single parents — and that’s what most of all us are [in the group] -
is throw your kids into any childminder that you like and get back to work, and we’re not

supposed to question who these childminders are...” [FG1:31, lower SES, Greater Glasgow]

The similar themes of political opportunism and cynicism emerge in another deprived
Glasgow group. Scott (a Labour voter) describes how his local MP, the late Donald
Dewar, was involved in the community when an election was forthcoming, but was

absent for the rest of the time:

R4 [Scott]: ‘Donald Dewar’s done nothing here...it’s a common saying here: he’s the local MP, none of us
have seen him since he was elected. The night he was elected, he was in the centre till midnight.

Nobody’s seen him since. Correct? But we will see him.

R3 [Grant]: Because there’s elections.” [FG5:22, lower SES, Greater Glasgow]
Talking in terms of inequality, Scott continues:

R4 [Scott]: “There’s an imbalance which has been kept there, and it’s been kept there by everybody - 1
mean, that guy’s [referring to a younger participant] never known a Labour government, neither
have you [referring to interviewer], but they’ve been waiting on this so-called ‘social exclusion
movement’ as they’re saying coming back. It’s just no happening. I don’t know why.’

[FG5:22, lower SES, Greater Glasgow]

Scott expresses the view that the centre and its users are actually worse off under Labour
than the previous Conservative government. This is first alluded to, and then directly

stated later in discussion:

R4: [Scott]: ‘At the end of the day we voted Labour because we didn’t want any less, you know what I
mean? We didn’t want more, but there hasn’t been any more and there’s certainly been a hell of a
lot less over the last two years... [FG5:23, lower SES, Greater Glasgow] ...This place was a
derelict building which we, the community renovated. We’ve had ten years, fifteen years, we’ve
done better under the Tories than we’ve done in the last year under the Labour government, and

that’s me saying that.” [FG5:32, lower SES, Greater Glasgow]
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’

The participants of group six waste no time in drawing unfavourable parallels between

Labour and the Conservatives:

R3 [Ed]: “Well, they’re just carrying on with the policies eh, doing down people who are vulnerable, I
mean the Tory government done it eh, the New Labour government is doing exactly the same

things, they’re just Tories with a different name.

R1 [Andrea]: There’s also the thing that [people] have to come in and be interviewed for — to get their
benefits. They’re not offering people a choice.” [FG6:37, lower SES, Greater Glasgow]

It seems that all the things Labour would like people to think they stand for — equality of
opportunity, access, a fair society — are the opposite of how many (low income)

participants in this study perceive them. Ed, an SNP voter, states:

R3 [Ed]: ‘I mean I think it’s a case, even more so than the Tories, New Labour are actually saying we know
better than you, you’re all Little children, we’ll tell you what to do. Well, like Tony Blair’s your
father, we’re all his children. He knows better than we do, whereas they don’t, they don’t live our
lifestyles, they’ve never lived our lifestyles, and they couldn’t possibly — and they couldn’t

possibly imagine what it is to be us.
R1 [Andrea): They seem to be continuing the same way that the Tory government was.

RS [Joe]: Laissez-faire, no bothered. It means that the government canny do anything about economics, so
they just try and..They’ll no interfere, they’ll no interfere with business, so what's the
government — what the hell are they for?...They canny make any economic decisions, they canny
go in and accept... come up with daft new deals stuff, which is bribe and it’s gonnae take people
for a ride. So that’s what they’re for, it’s laissez-faire policy.” [FG6:38-39, lower SE S, Greater
Glasgow]

Political opportunism and electioneering surface later in the discussion, as Ed and Andrea

(a Labour voter) discuss the Labour Party’s behaviour before and after the 1997 general

election:
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R3 [Ed]: “The night before the election was ‘this is it, the new, it’s all going to change, it’s going, you
know, work for the people and everything else, and then soon as it’s over everything’s back to

normal.

R1 [Andrea]: And it’s all back room deals with the Lib-Dems which is — nothing’s changed.’
[FG6:47-48, lower SES, Greater Glasgow]

Participants in other lower income groups in the study made similar comments to the
groups featured above. However, they tended to be less harsh in their criticism of the
government, acknowledging that Labour had held office for a relatively short period of
time. Furthermore, their comments tended to be less emotive. Bob, an unemployed
Labour voter, suggests that the party are ‘taking after the Tories’. However there seems to
be a strong consensus amongst these participants that more time will be needed to effect

change:

R2 [Jean]: ‘I know we need to give them more time but they made that many promises that there’s nothing

really been done.

R1 [Bob]: I know, I know, don’t forget that this is only their second year, am I right? Their second year?

Don’t forget, in some ways, the Tories went for eighteen year, look at us the now.

R2 [Jean]: Aye they’ve got a lot of things to catch up on.’ [FG2:11, lower SES, Greater Glasgow]

An underlying sense of disappointment is apparent in a group of Labour voters from a

deprived inner city area as they discuss the government:

R1 [Betty]: “Well, I had hoped that the New Labour people would of bridged that gap, you know, but we’re
still waiting — maybe they’ve got ideas — but we’re still waiting. They should have done because
we had eleven years of ... people who were not concerned about the poor.’

[FG3:42-43, lower SES, Greater Glasgow]

Tony Blair’s privileged background is perceived as an obstacle by the participants of

group three. The Prime Minister is seen as far removed from the traditional working-class

roots of the Labour Party:
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R1 [Betty]: “Tony Blair’ll never know the need to undcrstand the poor because he’s never been poor. 1
don’t mean to say that every Labour man should’ve been a poor man, but he’s come from the
high...

R3 [Margaret]: No, no, he’s from the wealthiest families.

R1 [Betty]: The high families, you know. And that’s the only thing I have against Tony Blair, I don’t think
he understands. I think somebody like Gordon Brown [Chancellor of the Exchequer], or somebody

who is more into living, working for their living as well.” [FG3:43, lower SES, Greater Glasgow)

Despite their doubts, Betty and Margaret, like the members of group two, concede that

more time may be needed to rectify the situation:

R1 [Betty]: ‘It’s still very early, it’s still very soon, Rome wasnae built in a day, and if they start to address

the problem now, I mean, they’re only what eleven, what twelve months in office or something?

R3 [Margaret]: I've lost a wee bit of faith in Tony Blair actually, but I just hope I’'m wrong, you know, and
I’ll give him the benefit of the doubt this time.

R6 [Elizabeth]: Aye.’ [FG3:58, lower SES, Greater Glasgow]

Brief comments from participants in groups ten and four suggest the government is
perceived as not doing enough [FG10:35, lower SES, Greater Glasgow] and that ‘they’re
still taking care of theirself’ [FG4:56, lower SES, Greater Glasgow]. The remaining low
income group in the study [nine] was unusual in that participants did not volunteer any
views of the government (either positive or negative). However, this was one of the
groups containing participants who strongly believed that it is up to themselves to effect

any change, implying a lack of faith in government action [see section 9.5].

The more affluent groups (7,8,11,12,13,14) in the study also tended to be cynical about
the government. However the energy and emotion conveyed in a number of the deprived
groups when discussing politics is largely absent in these latter groups. In general terms,
the higher income groups had less engagement with the topic, as the following excerpts

will demonstrate, Niall, a theatre administrator and Labour voter, comments that it is
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‘depressing’ that New Labour ‘don’t seem to be doing much to remedy’ the Thatcher
years [FG14:14, higher SES, Greater Glasgow]. Referring to a specific manifesto pledge,

Niall continues:

R4 [Niall]: ‘Well certainly bringing down waiting lists which is the one they keep getting wrong. Poor
Frank Dobson and Labour’s avoiding answering that question. I mean that’s key, a key manifesto
pledge from Labour, they would reduce waiting lists in the NHS, now.’

[FG14:20, higher SES, Greater Glasgow]

The Labour Party’s ideological stance is questioned by Marion, a Labour voting

university lecturer taking part in group thirteen:

R3 [Marion]: ‘...I think [the government] say all this stuff about, you know, we must include more people
in society. And Tony Blair said this hasn’t he, that it’s one of the most important things just to
make everyone feel they’re a stakeholder in society. But I'm not convinced they really believe that
because if they did they would invest more I think, into changing things. I think that this
government is keen to be sort of, to be all things to all people, so they don’t want to alienate rich
people for example, you know by um — I mean like tax rates for example — we’ve still only got
two tax rates... So I think a lot of what they’re saying is not borne out by what they do, so it’s sort
of words not deeds.” [FG13:3, higher SES, Aberdeenshire]

Julian, a retired professor and Labour voter, reiterates this view when referring to the

government’s aim of tackling social exclusion later in the discussion:

R2 [Julian): ¢...I don’t actually feel too inclined to rise up and say, sort of, three cheers for Tony Blair. It is
such a complex thing to say that you attack social exclusion. It’s not a prescription for action,
they’re all sort of things that need to be done. And obviously some of them are being done, but it’s
not always as clear in the headlines precisely what is being done and what isn’t...’

[FG13:15-16, higher SES, Aberdeenshire]

Despite Marion’s distrust of the Labour government, she is willing to allow them more
time, particularly when it comes to addressing inequalities. She also makes the
observation that, as everyone would see the problems and issues involved differently, it

would be difficult to come to a consensus on what needed to be done;
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R3 [Marion]: ‘We can’t expect [the government] to just solve all the problems at a stroke. And it’s
probably going to take generations if we are going to pull back this gap. And, I think one of the
things that makes it difficult is that people, everyone has their own perception ...of why things are
as the way they are...” [FG13:35, higher SES, Aberdeenshire]

Two of the affluent groups adopt the popular discourse of politicians as ‘liars’, Elaine, a
Labour voting practice manager, states bluntly that the government are ‘a bunch of liars’
[FG11:46, higher SES, Greater Manchester]. Word for word, Catriona, a supermarket
checkout assistant who did not reveal her political stance, also describes the Labour Party
as ‘a bunch of liars’. Participants from both of these groups position this as an admission
of truth, a moment in which they are speaking very honestly [‘if you want to know the
truth’, Alice, FG11:46, higher SES, Greater Manchester; ‘to be perfectly honest with
you’, Catriona, FG8:21, higher SES, Lothian Region]. With a similarly scathing tone,
Debbie, an accountant who did not vote at the last election, likens the interactions
between politicians to the behaviour of ‘a bunch of kids’ [FG7:15, higher SES,
Aberdeenshire]. Catriona (group eight) suggests that the Labour Party were ‘probably
trying’ to aim for the ‘middle to working class’ because that is the ‘majority of the
population’ as they were ‘just trying to get extra votes’ [FG8:21, higher SES, Lothian
Region]. However, amongst the accusations of electioneering, Philipa (a graduate who
‘can’t remember’ how she voted in 1997) questions whether the government can be

blamed for all social ills, although she cannot suggest another cause:

R3 [Philipa]: ‘I don’t know if maybe it was a government thing or if it’s just something that’s going to
happen anyway. Can it all be blamed on the government? I don’t know if you can just, blame it on
the government. I think you have to take in to account a lot of other things. I don’t know what they
are but, it might have happened anyway if the government had stayed the same. I’m no sticking up
for them though [laughter].” [FG8:21, higher SES, Lothian Region]

Geena, who did not vote at the last election, then reinforces the notion that ‘external’

factors could influence events as opposed to the government:

R2 [Geena]: ‘I think it’s one of these things where they always say like, ‘we’ll bring them closer together’,

but no matter what happens some external factor is going to make it widen again, so it’s not
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actually the government that can do it, it would have to be the people that would want to do it as
well. Obviously the richer people don’t really want to give their money in the way of paying more

taxes, they obviously want to stay out of it.” [FG8:21, higher SES, Lothian Region]

A similar line emerges in group twelve as Sandra, a Labour voting development assistant,

ponders over the government’s scope of influence:

R3 [Sandra]: “What if it’s caused by things outwith the government’s control you know. A change to the
service industry is caused, you know, a lot of unemployment for certain sectors. I mean air
pollution’s caused a lot by cars so that’s just change in lifestyles. So I mean really, you can’t
blame the government for it all completely [agreement] em, but they do need to spend more
money on tackling these things.” [FG12:56, higher SES, Greater Glasgow]

The only positive comment to be made in the entire sample about the government arises
in the same group near the beginning of the discussion. Rich, a Labour voting taxi driver

states:

R4 [Rich]: I think the government would love to help health-wise, but maybe they just can’t afford to.
Because if they put a ban on smoking they’ll lose all the revenue from that.”
[FG12:3, higher SES, Greater Glasgow]

However, this comment is preceded by the suggestion from Sam (a Liberal Democrat

voting meeting co-ordinator) that the influence of politics automatically causes distortion:

R6 [Sam]: I don’t know “cause it all is a lot to do with, when you bring politics into - everything seems to

get more twisted.
By the group’s conclusion Rich’s tone has changed considerably:

R4 [Rich]: ‘Well that’s exactly what it is right, I mean, they’re carrying on from where the last government

left off, but only they’re doing it in a wee bit of a better way.

RS [Sadie]: Which is even worse.’ [FG12:56, higher SES, Greater Glasgow]
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Of the groups commenting on Frank Dobson’s statement, ‘This government recognises
that poverty, poor housing, low wages, unemployment, air pollution, crime and disorder,
can make people ill in both body and mind’ [Fig. 18], a clear socio-economic divide
emerged. The statement appeared in a broadsheet newspaper next to an image of the then
Secretary of State for Health, and was introduced last in the focus group running order.
Participants were asked for their opinions on his statement, and if they were aware of the
government’s intention to reduce health inequalities. Participants from the lower income
groups tended to react with exasperation and frustration when confronted with the
government’s pronouncements, whereas those from the more affluent groups were less
emotive and expressed a wider range of views. Sheena, an unemployed Labour voter who
now plans to support the Scottish National Party, says of Mr Dobson’s statement, ‘He
recognises it, but they’re no doing anything about it’ [FG2:24, lower SES, Greater
Glasgow]. Margaret, an unemployed Labour voter from another low income group
comments, ‘It’s alright for him to make statements but what’s he doing about it?’
[FG3:58, lower SES, Greater Glasgow]. Mirroring these reactions, a charity officer and

former Labour supporter states:

R4 [Scott]: ‘What this statement doesn’t say is what he’s going to do about it. We’re pissed off.

R6 [Sarah]: [Frank Dobson’s] probably getting paid two hundred and fifty grand a year to sit and tell us
what we’re telling you.’ [FG5:30, lower SES, Greater Glasgow]

Participants from low income group six, the majority of whom are SNP voters, react first

with humour, then with cynicism to Frank Dobson’s statement:

R2 [John]: ‘Get away [laughter]. I mean that’s every government, or politician. Everybody always

recognises the problems but they never do anything about them.
RS [Joe]: I mean that’s just a stock thing and they put every ill in the world in there, you know, He’s even

mentioned round about — everything except insanity although he’s touched on it you know...’
[FG6:46, lower SES, Greater Glasgow]

328



Chapter Nine/ Living in an unequal society: The cost o health and well-being and suggested solutions

~ Figure 18

SR

‘This government
recognises that
poverty, poor
housing, low
wages,
unemployment,
air pollution,
crime and
 disorder can

. make people ill
in both body
and mind’

Frank Dobson

The group then reveal an interesting slant to the statement by referring to anarchy and
unrest amongst the masses. They begin to elaborate on various issues that Frank Dobson

is listing®. A group of office workers, consisting of both Labour and Conservative voters,

65 R5 [Joc]: ‘He’s made the one thing in there in all that crap, crime and disorder — disorder is a great one
where they say, that was when people take to the street...he’s put crime and disorder, ‘cause that

is, you know what I mean, it’s like it’s his stock answer, and disorder is always in there...
R1 [Andrea]: Yeah, you know, keep us down in case we rebel and have stupid marches and stuff like that.

R5 [Joe]: ...crime and disorder. You know, it’s just, you could list, just put everything down there, poor
wages, low wages, the works. Everything you could think... Crime — but he’s put in disorder — he
couldn’t help referring to the old government, you know. So don’t, nae strikes, nae miners. Don’t

go out in the street and get a bit rowdy, you know.

R1 [Andrea]: ... That’s right, we’re going to rebel.” [FG6:47, lower SES, Greater Glasgow]
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make a similar observation about the government’s perceived lack of action despite Frank
Dobson’s declarations: ‘But he’s not saying what they’re doing about it, he just...
[laughter]’ [FG7:10, higher SES, Aberdeenshire]. However, other higher income groups
depart from this pattern. Marion, a Labour voting university lecturer, adopts an altogether

more positive stance:

R3 [Marion]: ‘I suppose at least it’s a step forward um, in that they are openly stating it, because I suspect
under Margaret Thatcher’s version of Conservatism, the message would be, if people are ill in
body and mind then it’s up to them to do something about it.”

[FG13:34, higher SES, Aberdeenshire]
In vaguer terms, Geena, a non-voter from group eight, states:

R2 [Geena): ‘I agree with this statement, but I didn’t realise the government would be kind of inclined and

looking at it that way, but I do agree with the statement.” [FG8:32, higher SES, Lothian Region}]

So, despite an overall air of cynicism in all the groups, the lower income groups are
distinguished by the energy and momentum of their responses. Many low-income
participants feel betrayed by the Labour government, whereas there is often a non-
committal tone and a utilisation of common discourses surrounding lay political debate in
the higher income groups. Labour’s (initial) intention was to clearly set out an agenda for
addressing inequalities, yet it appears to be a point poorly made, or inadequately
performed, according to the participants of this study, and this is felt particularly strongly

in low income groups.

9.4 A question of recognition? The reporting of poverty, deprivation and

inequality in the media.

Whilst the government’s inequalities message failed to permeate (or convince when
presented in the focus group sessions), many participants readily referred to issues

surrounding poverty, deprivation and inequality they had seen reported in the media. All
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but one group made direct reference to the media in the course of their respective
discussions. Some participants — usually in lower-income groups — cited specific news
reports as evidence of the existence of poverty and deprivation in contemporary Britain.
Some participants simply made reference to media stories in general of deprived, run

down areas.

Of the groups drawing on the media in their discussion of poverty and deprivation, two
contained participants who simply commented that they had seen related reports. For
example, prompted by the focus group images of poverty and deprivation, Scott
comments “You see this kind of stuff every day’ [FG5:6, lower SES, Greater Glasgow].
When the group are asked about what stories might appear alongside such images,
Lesley, another member of this group and a Daily Record and Daily Mail reader,
comments resignedly ‘In the newspapers? I dunno... Could be appearing next to

somebody who’s won the lottery’ [FGS:6, lower SES, Greater Glasgow].

In one instance, unemployed participants (predominantly Daily Record readers) living in
a deprived Glasgow area refer to an item in the news in order to highlight what they

perceive to be a failure of government policy:

R2 [Jean]: ‘There was a housing estate on the news, I never caught it all, it was the other night, it was
somewhere in London and ¢h, they were talking about when Tony Blair first came in [became
Prime Minister]. He went to the housing estate and says that this would change and that would
change and that was the cameras going back to it the other night to ask them what’s happened fae

the first time he’d been there?
R4 [Val]: I think I seen something like that.
R3 [Sheena): And it’s still the same,

R2 [Jean]: And more or less, one of them says, nothing at all, it’s still the same as what it was when he first

came and visited us.” [FG2:25, lower SES, Greater Glasgow]
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The current affairs programme Panorama is referred to in a couple of the groups. Rather
than suggesting, as Jean did, that there has been no improvements, Geena, a local

newspaper reader, cites a Panorama investigation as proof that change is occurring:

R2 [Geena]: ‘But then the council seems to be doing quite a lot ‘cause I watched, there was a programme
on last night, Panorama. They were saying that they knocked down all these buildings because
they were like, damp rot and everything. They had rebuilt them so the government’s obviously

putting lots of money into it.” [FG8:4, higher SES, Lothian Region]

Similar to Jean in group two, and contrasting with Geena, Jane (a lone parent from low
income group one) cites a Panorama programme to confirm the existence of poverty. A
debate ensues between participants (who are tabloid and local newspaper readers) as to
whether the poverty (as depicted in the focus group images and the Panorama

programme) still exists in contemporary society:

RS [Jane]: “Well I don’t know if you’ve been watching your TV but in the eighties there was a thing on
TV, Panorama. And it was a family from Priesthill and there was three children in the bedroom
with a mattress on the floor, stinking of urine, and being fed like dogs, and that was on TV in the

eighties.
R2 [Katie]: Aye that’s the eighties, but this is in 1999.
RS [Jane]: Aye, but I’m saying that’s probably late eighties, nineties.
R2 [Katie]: I wouldn’t, I'd have said earlier.

RS [Jane]: That was the eighties and it wasnae early eighties, it was late eighties, do you know what I

mean?

R2 [Kate]: Reminds me of when I used to stay down at [local] street.’
[FG1:12-13, lower SES, Greater Glasgow]

The conversation culminates with Jane claiming ‘I could take you to a house right now’,
presumably in the impoverished state depicted in the Panorama programme [FG1:13,

lower SES, Greater Glasgow]. Later in the discussion, Doreen (a lone parent) recalls a
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documentary about a politician attempting to live on benefits as confirmation that

government policy is divorced from reality:

RS [Jane]: ¢...they had Margaret Thatcher in the eighties, the early eighties, trying to prove to us that you
could live on — how much was it? God I can’t — twenty-five pound or something — a week. You
could live on that [exasperated sounds]. And my words to her would have been if I'd met her

would have been well, ‘why don’t you try it and I'll take your money for a week’,
R3 [Doreen]: They did that, there was a documentary on, they got an MP...
R1 [Kay]: They had to live on income support’s money, that’s right, I remember seeing that.

R3 [Doreen]: Aye, and they gave the lassie his wages. And he managed to do it, but it was the cheapest of
the cheap he was buying, stuff that was unhealthy and all the rest of it.

RS [Jane]: Probably slept half the fortnight. But he couldnae do that for fifty-two weeks of the year, or for
every year of his life, he couldnae.” [FG1:42, lower SES, Greater Glasgow]

The group of university cleaners, who normally read a combination of tabloid and local
newspapers, take a similar approach, describing a low income family featured in a local

newspaper, struggling to make ends meet:

R4 [Norma]: ‘A family in the paper last night, where was it, Cranhill. He was disabled and he got a
pension, but he also drove, and he got a small wage, and it broke down exactly what they spent his
money on and how they never got anywhere, and they couldnae afford this and couldnae afford
that. The youngest son had, what do you call it, autism. And I mean, reading their story, it was
quite heartbreaking. I mean it’s bad enough being skint, but if you’ve got problems like that, it just

makes it worse doesn’t it.

RS [Jean]: Aye, there’s a lot of poverty. It’s in the [news] the past couple of weeks.

I: So this is in recent — what you’ve seen?

R3 [Alison]: Last night’s [Evening] Times [local Glasgow evening newspaper] I think it was in. Aye, it was
like a big double spread showing you inside their flat and that. The ages of their kids, and how

they broke their money down between rent, council tax, and what type of food that they were

buying. She’d go and buy so many groceries on a Monday with the family allowance and that
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would last them like Tuesday and Wednesday. She’d get his money on a Tuesday, that was like,
they paid the rent, the council tax and the debt, and they tried to save what they’d left for like at
the weekend. And they bought daily, you know, something for Thursday, something for Friday,
something for Saturday. There was nae treats or anything for the kids, or, come a Sunday they’d
nae money left, waiting on the family allowance on the Monday [agreement].

[FG10:5-6, lower SES, Greater Glasgow]

The ‘child with plate’ image [Fig. 8]% reminds Cassie, a community worker and
Guardian and local newspaper reader living in a deprived area of Greater Manchester, of

an item on the radio about poverty in Scotland:

RS [Cassie]: ‘I don’t — maybe this is saying [Fig. 8] that nothing has changed in that particular area in many
years, and I do vaguely remember hearing an article on the radio about Scotland...’

[FG9:15, lower SES, Greater Manchester]

A smaller proportion of affluent groups in the study referred to stories of poverty and
deprivation in the media. Geena (group eight), a local newspaper reader, cited a
Panorama programme, but as evidence of government taking action rather than evidence
of poverty. A further two affluent groups refer to the media in the same sense as the
previous low income groups have — to confirm the existence of deprivation. A discussion
takes place in group twelve, (whose participants read a mixture of tabloid, broadsheet,

and local newspapers) about a Scotland on Sunday feature report:

RS [Sadie]: ‘No, there was an article in Scotland on Sunday about somewhere in Edinburgh. I thought it

was Glasgow but it was actually somewhere in Edinburgh but I can’t remember what it was called.
R4 [Rich]: Sighthill or something.

RS [Sadie]: I don’t know. It was an article, and there was images similar to that [Fig. 7, ‘estate’] but then

you could choose a lot of housing estates and get similar images [agreement].

I Do you remember what the article was about?
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RS [Sadie]): Em, it was just basically, ‘look how bad this area is’ [laughs]. The article — it showed you like
people of different ages, em like a young mum and dad who were heroin addicts but bringing up
their kids.

R3 [Sandra]: I saw that as well. It was really, the pictures...
RS [Sadie]: Did you? It was really — I couldn’t remember the place either.

R3 [Sandra]: It was quite well known, the place,

RS [Sadie]: There was a girl that used to live up there, that was brought up there, that did — I can’t
remember if it’s photography or media studies — went back to cover the area she was from and it
was pretty harrowing. The pictures were really kind a [makes sound].’

[FG12:10, higher SES, Greater Glasgow]

The Scotland on Sunday feature seems to have made a significant impact on Sandra and
Sadie in particular. This group contained some participants who had experience of
impoverished conditions either through childhood or professional experience, and this
seems to be reflected in their reactions toward poverty and deprivation. The Living in
Glasgow takes fives years off your life headline [Fig. 14] prompts Niall, a reader of a
range of broadsheets, to recall another news report highlighting the city’s unenviable

levels of deprivation:

R4 [Niall]: ...every year there’s another article where Glasgow is having the worst health, the worst health

record in Europe 1 think.
R2 [Sian]: I think Northern Ireland’s actually beating it [laughs].

R4 [Niall]: Whey! And you know, there was something recently, showing, it might have been diet or
poverty, showing ten worst areas in Britain. I think six of them were in Glasgow. That’s where
social deprivation’s the greatest, so that comes up constantly.’

[FG14:19, higher SES, Greater Glasgow]

% Figure 8 is an image of a Dickensian-looking child holding a plate surrounded by a group of children
eating.
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Whilst the more affluent groups had less to say concerning the reporting of poverty and
deprivation in the media, they were often outspoken when discussing the media in
general. The majority of comments centred around the media’s perceived preoccupation
with ‘bad news’. Participants in group fourteen, who read a range of (predominantly left-

of-centre) broadsheets as well as local newspapers, illustrate this with the following

exchange:

R4 [Niall]: ‘[the media] ostensibly cover the negative aspects. It’s a story for the press isn’t it. If fiftcen

thousand women had been incorrectly screened or whatever, for cancer, it’s a great story for the

press. Yeah, it’s a tragedy for the two thousand women, but it’s a headline in a newspaper.

R1 [Brendan]: Particularly in Scotland, and Glasgow in particular, you know, over the last year has been
sort of, all the heart disease and the way that’s been phrased. They don’t actually say, you know,
Aberdeen’s the healthiest city in Britain or anything like that. I think the press always focus on the

negative aspects.’ [FG14:2-3, higher SES, Greater Glasgow]

However, this negativity seems to be countered by an acknowledgement of the transient

nature of media reporting:

R1 [Brendan]: ©...it’s a story one day and it’s replaced by something else, an air crash the next day, d’you

know what I mean.’ [FG14:6, higher SES, Greater Glasgow]

Referring to television in particular, Connie, a Daily Express and Sunday Mail reader,
states that there is ‘All bad news on television anyway, there’s never any good’
[FG11:39, higher SES, Greater Glasgow]. Geena and Philipa, who read a selection of
local newspapers, as well as the Daily Record, Herald and Scotsman, believe that
newspapers have a preference for ‘scandal’, particularly the Daily Record. Interestingly,
the discussion between participants in group eight draws a distinction between public

health issues and deprivation, suggesting that they do not readily make a link between the

two:

I: ‘..have you seen any of these type of images [depicting poverty and deprivation] in the

newspapers?
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R4 [Catriona]: No.

R3 [Philipa]: No. Not in the Daily Record anyway [laughter].

I: What sort of things do the Daily Record have in then?

R2 [Geena)]: Scandal [laughter]. Like you will see things like that but it wouldn’t be health and hygiene

awareness. It would be someone’s [referring to deprived images] kind of area.

R3 [Philipa): Or it would be more about the run down areas in like Edinburgh or Glasgow or something,
rather than to do with health-related problems. It would probably come in maybe a run down old
council estate or something, that would be the story, I would think, more than health-related.’
[FG8:4, higher SES, Lothian Region]

The media’s supposed preoccupation with scandal is discussed by participants in group
twelve. The participants list tabloids, broadsheets and local newspapers as reading
material, however, a distinction is made between tabloid and broadsheet newspapers.

Broadsheets can be trusted to give a more objective viewpoint:

R6 [Sam]: ‘The difference between your average tabloid like the Record or the Sun or whatever, they’ll put
something totally blatant and probably half of it’s untrue anyway. And then you get your
newspapers like, you know, the Herald and The Times who are actually reporting on the news, and

they’re not giving such a biased view.

R4 [Rich]: You get a fairer view on the broadsheets than you would on the rags don’t you, obviously.

R6 [Sam]: Yeah, definitely.
I So what sort of view do you think the tabloids are portraying?

R6 [Sam]: They’re just looking for scandal. They’re looking for somebody to pick up their paper because
of the headline that’s on the front of it...They were more likely to put something more like, to
shock you, whereas the broadsheets are more likely to put a fact, you know. Put it in a more subtle
manner, and a more balanced manner because they’re just reporting on the facts as opposed to

trying to grab your attention.
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R3 [Sandra}: I think that the tabloids, like, aim it towards more sort of the class thing and try and say it’s
more to do with poverty and working class, tends to be more of a slant on things than exercise ...’
[FG12:4, higher SES, Greater Glasgow]

This observation is in fact the opposite of what was found earlier in chapters three to six.
My analysis showed that, in the periods studied, the tabloids focused more on lifestyle
and health behaviours, along with the right-of-centre broadsheets, whereas the left-
leaning broadsheets focused on the ‘social issues’ of poverty, deprivation and inequality;
Despite broadsheet publications being deemed arbiters of truth, Sam is aware of the
contradictions in what she is saying, as a Record reader herself. In a similar tone to Geena

and Philipa in group eight, she states:

R6 [Sam]: ‘[laughs]... yeah, can’t be anything more than two syllables just in case nobody gets it. Says me
who reads the Record.

R3 [Sandra]: Exactly [laughter].

R6 [Sam]: Only ‘cause it’s easier to hold [laughter].

RS [Sadie]: It’s a definite problem. They should have small broadsheets [laughter].

R6 [Sam]: It’s a wee bit of a contradiction in terms [laughter].’ [FG12:5, higher SES, Greater Glasgow]

The mixed messages sometimes communicated in the media are highlighted later in
group twelve’s discussion, an aspect borne out in chapters three to six. This finding was
particularly apparent in the left-of-centre broadsheets, where in some instances the text of
a news report would highlight poverty, deprivation and inequality whilst the

accompanying picture would depict health and lifestyle behaviours:

RS [Sadie]: ‘They contradict themselves though. I mean these things come out all the time but, on the
article on the next page or somewhere else in the same newspaper, they can have one that is
implicitly saying these kind of things are your own fault, that are blaming the individual for em,
well a number of things. Like unemployment or ill-health...so it’s total contradiction but it’s a
headline grabber. You go ‘oh god that’s terrible’ then you forget all about it [laughing].’
[FG12:41-42, higher SES, Greater Glasgow]
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Marion’s views (group thirteen) concerning tabloids and broadsheets echo more of the
findings of the content analysis chapters. While she disects the different factions of the
media, as a broadsheet buyer and reader of local newspapers, she resists the urge to label

the tabloids as purveyors of lies and scandal:

R3 [Marion]: ‘I think the media, from what I've seen, it sort of differs in terms of what you’re reading,
because I think the tabloid press, not that I read it of course [laughter], when I read over people’s
shoulders, they seem to see it much more as an individual problem like, you know, people should
give up smoking, people are too fat, or they eat the wrong diet. And there seems to be more of a
suggestion that it’s within people’s own gift to sort themselves out. Whereas if you read
something like the Guardian, it’s perhaps more of a suggestion that this is a, you know, a major
social issue. It’s not just a problem for individuals. And I suppose the two can overlap, and
because obviously ultimately we are as individuals responsible for our health. But if, for example,
your ill-health is brought on by doing a very stressful job, um, then, you know, what do you do
about it...” [FG13:5-6, higher SES, Aberdeenshire]

Two lower income groups comment on the media in similar terms. Briefly describing
tabloid publications, Scott, a Herald and Sunday Mail reader, comments that ‘the front
page is a big picture and not a lot of writing’ [FG5:6, lower SES, Greater Glasgow]. Joe,
a Daily and Sunday Mail reader from group six, describes the media as dwelling on

negativity and sensationalism:

RS [Joe]: “It’s no news when everything’s going alright, you know. They can’t go ‘everything’s fine” —
need to wait until somebody gets killed or something like that, you know ...but it’s sensationalism,
somebody’s a killer, a ‘beast’ you know. He could be probably not guilty next week but he’s a
beast at the moment.” [FG6:13-14, lower SES, Greater Glasgow]

As Ed attempts to link the focus group images together later in the discussion, he and

John make further observations about the media’s negative qualities:

R3 [Ed]: ‘The implication being that the children...near the burnt-out car [‘estate’, Fig. 7] are the products
of single parents and so on. They grow up without the proper two-parent family and so on,

whether that is proper ¢h, and this is what the outcome is.
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R2 [John]: That’d be too elaborate for the newspapers.

R3 [Ed]: Oh, but that’s the kind of thing they imply though. I mean I was brought up for a while in a single
parent family and look at the state of me [laughs].” [FG6:25, lower SES, Greater Glasgow]

Although a number of the affluent groups — and a lesser proportion of deprived groups —
swiftly dismissed the media with offhand criticisms, many of the same groups talked of
the media’s incredible power. Behind this uneasy alliance of dismissal yet deference,
there often seemed to be the assumption that those in deprived circumstances would be
more susceptible to the media’s influence. Participants belonging to a resident’s
association in an affluent area of Greater Manchester strongly link the media to

incidences of crime:

R3 [Elaine]: ¢...you know the media’s there and it’s all available, and it’s you know the pressure to -
you’ve got to have this because it’s on the telly and I’ve seen it and I want it because it’s blasted at
you all the time. It’s like subliminal messages isn’t it. You see it so often you think, ‘oh I'll try

that’.

R2 [Lesley}: And don’t you think as well with a lot of these television programmes, it gives people the idca

of how to commit crime.
R4 [Connie]: I was just thinking the same thing.

RS [Alice]: Yeah I mean last night we watched the Jack the Ripper thing, and my husband was saying, he

said ‘I bet we get another spate of those, somebody else will have watched this’,

R4 [Connie]: That’s right, yes...A few weeks ago there was a film, it was an actual burglar, you know,
showing how he did his crimes and it showed how he got into the front doors, you know, with a
card. And I wondered how many more had learned from him [laughs] and were going to try it out.’
[FG11:37-38, higher SES, Greater Manchester]

Marion, a university lecturer, suggests that television in turn creates aspirations yet also

‘reflect[s] back’ the lives of a vast majority of the population:
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R1 [Sheena]: ‘But I think television has a terrific impact on perceptions. Everyone lives in a home, you
know, like you see on some of the television shows, or everyone buys all these bits of equipment

and so on.

R3 [Marion]: But on the other hand though, ‘cause I was thinking that as you were saying, you would think
that people would be looking at em, TV and thinking, ‘ooh, you know, I'd like that, I’d like a
video recorder’ and whatever. But that’s I think the popularity of some of these soap operas which
seems to just reflect back the lives of people, don’t they, that watch them...maybe it’s just
thinking well other people have my problems and these people are on TV.’

[FG13:21-22, higher SES, Aberdeenshire]

Although theatre administrator Niall makes similar comments about the media and

aspirations, his observations seem to extend to all of society:

R4 [Niall]: “You’re just shown images of what you should be attaining all the time, and you push yourself
to attain those things. And you want a certain lifestyle, and even if you’ve got money you can’t

live it because you’ve worked so hard to do it...’ [FG14:13, higher SES, Greater Glasgow]

Whilst Marion (group thirteen) suggests that soap operas ‘reflect back’ the lives people

have, participants living on a deprived Glasgow estate perceive things very differently:

RS [Joe): ‘Powerful stuff. They’re seeing people looking like themselves, appearing like themselves but

always doing better, you know...

R3 [Ed]: They’re like themselves but they forget they’re actually actors and get one thousand pounds a

week you know, so they’re no actually like themselves at all.
RS [Joe]: Who’s writing it, who’s writing it, nobody’s that came here anyway.

R3 [Ed]: People who don’t live it, write it.” [FG6:37, lower SES, Greater Glasgow]

Comments made by Joe earlier in the discussion sum-up what he and Ed are trying to

articulate:
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RS [Joe]: “Cause really it’s aimed towards middle class, the whole thing is. We’ll stick on Coronation
Street, which is a middle class person’s view of working class people about today. You get albert
Square [Eastenders) and they’re all traders, they’re all cockneys, they’re all, they don’t exist any

more.

R1 [Andrea]: But they all can afford to drink every lunchtime, I want to know how they can?’
[FG6:32, lower SES, Greater Glasgow]

Illustrating the gulf in perceptions on this issue, Debbie from affluent group seven gives

her view from the opposite end of the spectrum:

R4 [Debbie]: ‘I think, really, more affluent people throughout the country tend to take more notice of
media, you know, and what people tell us we need now to lead a healthy life em, than those that
are poorer.” [FG7:12, higher SES, Aberdeenshire]

Thirteen of the fourteen groups in the study referred directly to the media. Participants
appeared to draw on previous knowledge of news stories to confirm their views and
perceptions. Both higher and lower income groups recounted stories in the media to
confirm the existence of poverty. Media stories were also cited to illustrate both
government inaction (low income participants) and action (affluent participants). Higher
income groups talked less about media stories per se, tending to concentrate discussion
on the negative, transient nature of media reporting, and the mixed messages sometimes
communicated. Groups from across the socio-economic spectrum talked about their
varying perceptions of tabloid and broadsheet publications, and the power of the media to

shape both aspirations and behaviour.
9.5 A way out? Resolution, solution and responsibility

¢ ...you can’t suddenly make everybody grow financially so you’ve got to tackle it from the root, you know.

But, in an ideal world, what are you going to do?’ [Denise, group seven]

At times, in the course of discussion on poverty, relative deprivation and inequality, the

government and the media, participants revealed the ways (unprompted by interviewer)
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in which they thought the situation could be improved. Discussion focused ultimately on
the health effects of living in an unequal society, which perhaps contributed to the lack of
emphasis placed on improvements to public services. There was limited discussion in
three groups on improvements to hospitals and health services, housing, the police, and
the judicial system. A small proportion highlighted the social ills of ‘delinquent’ (often

lone) parents and children in the context of societal breakdown.

Discussion focused more on the following areas: investment, access, increases in benefits
and taxes, and finally, change precipitated by communities themselves. The subject of
education also featured highly. The ways in which groups suggested the use of health
education varied dramatically and seemed to be dependent on socio-economic status. A
number of affluent groups cited health education as a touchstone with the potential to
cure all social ills, adhering to a behavioural model where changing lifestyles would
solve the majority of health problems. However, the more left-wing affluent groups

suggest education as a means of escape from deprived circumstances.

The lower income groups tended to look elsewhere for solutions. Just over a third of
groups in the study cited investment and/or access (in various different guises) as the
means by which to effect change. Scott, a charity officer, details what he thinks it takes to

create jobs, thus alleviating poverty:

R4 [Scott]: ‘At the end of the day, the banks, the banks who used to be partners — I honestly believe that the
only people that will cure poverty are entrepreneurs and people who can create meaningful
employment opportunity, which means six pound an hour or more.’

[FG5:13, lower SES, Greater Glasgow]

John, who is unemployed, envisages a situation where industry is encouraged to invest in
people, thereby reducing unemployment as well as the physical and mental health

problems associated with it:

R2 [John]: ‘If you’re on the brew [unemployed] right, you think you’re worthless, now that’s not

something I think... there’s a lot of people... I read about it, and I heard other people saying that
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they think they’re worthless eh, and the government could actually encourage more industry to
invest more in people, as well and get more jobs and so on, their worthlessness would eventually
go away, and they’d be able to have the money to concentrate on their physical as well as mental
health.” [FG6:3-4, lower SES, Greater Glasgow]

Whilst investment would involve monetary commitment from both public and private
sectors, the subject of access was more complex. Scott (group five) makes a distinction
between ‘access’ and ‘money’, although it could be argued from his following account

that the two are inextricably linked:

R4 [Scott]: ¢...And it’s access. It’s not about money, it’s about access. You cannae - this guy [referring to
another participant] cannae go to a football match. It’s fucking nineteen quid to get in the door.
Meanwhile Rangers [football club] are spending a hundred-odd million on football players! I
mean, if they’ve got that type of money, why don’t they reduce it for the unemployed to six
pounds every fourth game and give them access? Or have a childrens seat or whatever. They’re no
doing that.’ [FG5:23, lower SES, Greater Glasgow]

The participants suggesting or alluding to an increase in state benefits or higher taxes
were confined in all but one case to the less affluent groups. John (group six) directly
links his perception of the government’s lack of financial support to the ill health

experienced by those on low incomes:

R2 [John]: “...They don’t give them enough money to go and buy healthy foods right, they blame them
because they’re on the brew [unemployed] eh which is another way of not keeping healthy.’
[FG6:3, lower SES, Greater Glasgow]

Whilst benefits were perceived as too low, the transition from dependence on benefits to
gainful employment seemed especially problematic. Three of the lower income groups

simply felt that work did not pay. Jane, a lone parent, reflects:

RS [Jane]: ‘There are thousands of females, and males, that are single parents, that do want to go back to
work, and the job they want to go for won’t pay enough, they cannae pay the bills.’
[FG1:34, lower SES, Greater Glasgow]
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Beyond discussions of access, investment and benefits, it seemed that many participants
from deprived areas were crying out to be heard, to have an input into decisions affecting
their communities. However, sometimes there was a sense of resignation, or a belief that
if you want something done, you have to do it yourself. Certainly, often the only tangible
change that participants perceived had in their view occurred through the efforts of their
community alone. Placed in the context of an incoming Labour administration and the
ensuing hope for change, it is easy to understand the sense of isolation and hopelessness
people feel. Ed, a participant living in a deprived Glasgow area, summarises this feeling,

and concludes:

R3 [Ed]: ‘I mean they aren’t giving what you want, they’re giving what they want. The developers put in
what they think the people want, they don’t actually ask the vast majority of people actually what
they want. I mean they want easy access to cheap foods that you can get a variation on, eh, dairy
types of foods and so on em, they want a pet shop but they’re no getting it, they’re no getting what

they want.” [FG6:29, lower SES, Greater Glasgow]

Scott, from another deprived Glasgow area, describes a situation where ‘outsiders’ dictate
the fate of those living in deprived areas. As part of his view of poverty as an industry, he
states ‘I don’t know anybody that’s in that industry earning under twenty thousand a
year’ [FGS5:12, lower SES, Greater Glasgow]. Furthermore, he describes the middle

classes as directly benefiting from the myriad of problems arising from deprived

communities:

R4 [Scott]: ‘...what I'm saying is, for every pound that’s flung at deprivation, bad health, you’re lucky if
ten pence of it is getting on to the ground level — at this level — because it’s a rip-off all the way
down...It’s an economy, and it is keeping people in middle class areas...’

[FG5:12, lower SES, Greater Glasgow]
When asked how he would change the situation, Scott declares:

R4 [Scott]: I would have a local — I'd impose a policy which said basically that where there is resources
going in that they should be included, the people at grass-root level, and that basically there are
local priorities. Local priorities for employment, local priorities for investment, etc, etc.’

[FG5:12, lower SES, Greater Glasgow]
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This was also the view expressed in group six. Whilst Scott wants to see a shift in the
balance of power, participants in another lower income group seem to have bypassed the
thought that there could be capacity for change on a wider level. Their’s is a quiet
resignation, rather than optimism, that they are on their own, and it is solely their

responsibility:

R2 [Jean]: I think at the end of the day if you want to improve somewhere, it’s up to yourself.
R4 [Val]: You’ve got to do it yourself. That’s it.
I: And do you think that’s happened around here?

R1 [Bob): Aye [agreement].” [FG2:26, lower SES, Greater Glasgow]

It is suggested to them that the government must have a role, particularly as, at the time
of this group in 1999, the Labour government (with its commitment to reducing

inequalities) had been in office for approximately twenty-two months:

I: So the change you think, has come around is not really through political changes?
R3 [Sheena]: No [agreement]

R2 [Jean]: No it’s through people’s own...

R4 [Val]: Aye it’s through the communities themselves.

R1 [Bob]: About here there’s been a big improvement, about here.

R2 [Jean]: But there again I think it needs to be stronger and all, doesn’tit...”
[FG2:29, lower SES, Greater Glasgow]

Danny, a participant living in a deprived area of Greater Manchester, explicitly dismisses

the role of the “authorities’ in his experience of community life:
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R4 [Danny]: ‘The authorities really, in a sense, don’t matter. It’s down to the community itself.

R7 [Betty]: You mean the people.

R4 [Danny]: Now you remember this Jake, as well as I do. Years ago, the community used to police itself.
If you stepped out a line, like you broke into somebody’s house or something like that, they dealt

with you...
R7 [Betty]: Yeah, they moved you out of town, they moved you out.

R4 [Danny]: No police, you didn’t need the police, you got a good hiding.’
[FG9:20, lower SES, Greater Manchester]

Any change witnessed by lower income participants was perceived to be generated by
themselves. Although investment and access were cited as the means to improve their
situation, it was on the proviso that they were consulted about it. The affluent groups
routinely referred to education as a solution, but in very different senses depending on
their attitude to those on lower incomes. Health education was suggested by four of the
six affluent groups in the study, whilst the remaining two (more empathetic) groups
suggested education in the sense of gaining training and qualifications, as a route out of
deprived circumstances. When education was discussed in the lower income groups, it
was in terms of acquiring training and skills to gain employment. Their perception of
having to do ‘everything themselves’ further emphasised their sense of being excluded.
The transition from dependence on benefits to paid work was especially problematic, as
the kind of jobs they would expect to get would not pay adequately. In short, it was ‘not
worth their while’. Lower income groups also suggested increases in taxes for high

earners, lower taxes for those on low incomes, and severe penalties for tax evasion.

However, such suggestions masqueraded as distant dreams as participants in deprived
circumstances described the grim reality of their lives. Any change instigated had been
mobilised by themselves as part of small groups. Three of the lower income groups
placed utmost importance on the processes of community input and participation. Whilst

the feelings of empowerment generated as a consequence of being part of a community
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can be perceived as positive, there are also negative connotations. The picture that
emerges is one of excluded areas consisting of people who feel they have no-one to rely
on but themselves. There is an overwhelming sense from the data presented in chapters
seven to nine that participants living in deprived areas view themselves as cut-off from

society as a whole, so used are they to fending for themselves.
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Chapter Ten

Conclusion

This study has attempted to contribute to research on health inequalities by analysing the
development and presentation of government public health policy, the subsequent media
coverage, and lay perceptions of societal inequalities. The newly elected Labour
government forced the issue of health inequalities back into the public domain as a key
policy debate in 1997. Inequalities in health had been a highly contested issue, both
politically and academically, throughout the previous two decades, and although some of
the vehemence surrounding the debate had mellowed, key theoretical questions remained
unanswered. One such question arose from the work of Richard Wilkinson who had put
forward the theory that psycho-social mechanisms provide the pathway linking relative
deprivation to ill health. It was suggested that fine gradations of material inequality were
perceived by people, and were sufficiently important to impact not just on their
psychological health, but on longer term and more life-threatening conditions. A growing
body of work on psycho-social theories was emerging yet few studies had empirically

addressed the issue leaving the area relatively underexplained.
10.1 Method and main findings

In order to address the presentation of inequalities in the press, content analysis of five
key ‘news events’ was carried out. In order to begin to explore Wilkinson’s questions
about people’s perceptions of and experiences of inequalities, fourteen focus groups were
conducted. These two related but distinct strands of research addressed questions such as:
How were health inequalities presented in the public domain? What levels of social
injustice or inequality do people perceive to be health damaging and why, and with

whom do they make comparisons?

Content analysis of the press coverage of key consultative, inquiry, and policy documents

on health inequalities was carried out. The development of inequalities in health as an
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issue once again on the public agenda was then documented and public awareness of
these developments was gauged by using the media coverage in the focus group
discussions. Focus group discussions were conducted with a cross section of the
population in order to record lay perceptions, observe interactions between people and
the dynamics within peer groups. These then provided the opportunity to examine how

status and self image were ‘managed’ within the group context.
10.1.1 Findings from the content analysis

The content analysis of five key news ‘events’ over an eighteen month period illustrates
the fluctuating fortunes of the inequalities debate in the UK national and Scottish print
media. It also highlights how, in some sections of the press, namely the tabloids, the
debate made no impact at all. Where tabloids did cover the government’s Green Papers,
the stories showed a strong lifestyle bias, but the overall response of the tabloid press was
to ignore the issue entirely, potentially leaving a vast proportion of the UK population
unaware of the government’s intention to reduce inequalities. This study analysed the
press coverage of the Scottish Green and White Papers, published in February 1998, the
Acheson Report, published in November 1998, the Scottish White Paper, published in
February 1999, and the English White Paper, published in July 1999. Such an approach,
which allowed an analysis of the development of a particular public and policy debate

over a considerable period of time, highlighted the crucial issue of political context and

news timing.

10.1.1.1 February 1998

In February 1998 (when the English and Scottish Green Papers on public health were
published) the initial excitement and novelty of a public airing of the inequalities debate
was apparent, yet the tone of reporting largely reflected the traditional political stance of
the different newspapers. In the UK national press, right-of-centre newspapers focused on
proposals to improve and promote healthy behaviours, whereas left-of-centre publications

focused their reporting on initiatives targeted at the deprived. Meanwhile in the Scottish
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print media, the legacy of Scotland’s ‘appalling’ health record lingered on. Reporting was
more political in a way not seen in the UK national media at this time, perhaps reflecting
Scotland’s stronger socialist roots and long-standing affiliation with the Labour Party, as

well as the sense of ‘them’ and ‘us’ traditionally felt in relation to the English.

10.1.1.2 November 1998

By November 1998, and the publication of the Acheson Inquiry recommendations, little
had changed in terms of the trends emerging in the print media. Very little coverage
appeared in the tabloids, yet again missing out a sizeable section of the population,
perhaps leading to less public awareness of recommendations to increase benefits and to
reinstate free school meals for all children and free milk for the under fives. The right-
leaning broadsheets, in covering the Acheson Report and its recommendations, saw
inequalities in health as an abstract problem, both too impractical and unrealistic to
remedy. The left-of-centre broadsheets viewed any action to reduce inequalities as a
moral imperative, and were sometimes very critical of the government despite the new

administration very publicly putting inequalities at the centre of their public health

policy.

10.1.1.3 February 1999

The effects of devolution were apparent when the Scottish Executive published its public
health policy document (White Paper) nearly five months before England’s equivalent in
February 1999. This was in contrast to the situation in 1998, when the English and
Scottish consultative documents were published in tandem. The Scottish White Paper re-
emphasised the intention to reduce health inequalities in a broad cross-section of policies.
However, the print media coverage was descriptive rather than analytical, and there was
little mention of inequality. This was starkly different from the politicised coverage of the
Scottish Green Paper by the Scottish-based media. For the White Paper, the Scottish
press reported on specific government initiatives, and failed to highlight health
inequalities as a consequence. As a result, the issue did not become a topic for wider

debate and consideration in the Scottish press.
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10.1.1.4 July 1999

The English White Paper was published in July 1999, four months after the focus groups
for this study began. A subtle marginalisation of inequalities had taken place in the
transition from Green to White paper (akin to the fate of the Black Report). Instead of
being central to the White paper, inequalities were addressed in an ‘Action Plan’ separate
from the main policy document. This Action Plan was only available from the
Department of Health, ensuring a restricted circulation, unlike the English White Paper
itself, which was widely accessible from Stationery Office shops around the country and
electronically via the government website. Despite — or because of — the government’s
actions, a lively debate ensued amongst some of the UK national broadsheets over the
downgrading of inequalities in health from the public health agenda. A strong satirical
political dialogue was prominent, as these broadsheets actively engaged with the
inequalities debate rather than merely relaying the government line. However, the
absence of tabloid coverage again left a sizeable proportion of the newspaper-reading
public untouched. Moreover, even for those newspapers reporting on the English White

Paper, the story was overshadowed by the British Medical Association’s annual

conference.

This thesis has shown how media coverage varied between UK national and Scottish
newspapers and how the nature of reporting related to the traditional political stance of
the different newspapers. Right-of-centre newspapers often continued to frame the
problem of health inequalities in terms of health behaviours whereas left-of-centre
publications tended to highlight the consequences of poverty and inequality, although this
pattern changed somewhat in the fifth sample period covering the English White Paper.
The analysis also identifies common themes across the press coverage, such as growing
criticisms about the lack of target setting and, by the time the White Papers were
released, a growing cynicism directed at the new Labour government. The study
highlights the crucial issue of political context and news timing, illustrating how the
English White Paper was overshadowed by other health stories which formed the basis

for attacks on the Labour government in general and the Health Minister in particular.
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The findings of this study suggest that the reporting of inequalities in health is a cyclical
issue, periodically in the limelight but apparently with no sustained, continuous coverage.
These findings fit with Blaxter’s observation that health inequalities are habitually
rediscovered by the media (Blaxter 1997, p. 747) and of Wilkinson’s description of
‘repeat coverage’ of health inequalities (Wilkinson 1996, p. 231).

In addition, the data collected for this study suggest that the views of the population on
inequalities in health would be reinforced rather than challenged by the newspapers they
read. If a Times reader felt that lifestyle was wholly responsible for ill health, their views
would not be challenged, and similarly, if a Guardian reader favoured poverty as an
explanation, their views would be confirmed. The data also suggest that a sizeable
proportion of the UK newspaper readership would not glean anything of the inequalities

debate from the press.

10.1.2 Findings from the focus groups

After examining how the inequalities debate was presented through these five key ‘news
events’, the question remained as to how much public awareness was actually raised. All
of the focus groups for this study were conducted after four of the key news events had
passed, with only a few conducted prior to the fifth news event (the publication of the
English White Paper). The findings suggest that the government’s declaration that they
were committed to tackling health inequalities had little impact. Few research participants
were aware that the government had made such a commitment. In any case, lower income
groups in particular felt disillusioned by Labour and often expressed feelings of rejection
and cynicism. The knowledge of UK Prime Minister Tony Blair’s privileged upbringing
only served to increase negativity, although some low income participants were willing to
give the government the benefit of the doubt as they had held office for a relatively short
period of time. Higher income groups also expressed cynicism about the government, but
there was less engagement with the topic, and a non-committal tone was apparent with

the repetition of the age-old discourse of politicians as dishonest figures.
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Whilst the inequalities debate in terms of these five key ‘news events’ appeared to have
little impact on focus group participants, it did not mean that media reporting of poverty
and deprivation went unnoticed. Lower income groups in particular referred to related
media stories, suggesting that reports of poverty and deprivation are a staple of the media
agenda, and that those less fortunate may feel in some way represented and validated by
such coverage, or sometimes exposed and caricatured. Affluent groups had less to say
about media stories of poverty and deprivation, tending to view them as a symptom of the
media’s preoccupation with ‘bad news’. A theme running throughout the focus groups
was the power of the media, including the fictional media such as soap opera, to shape

aspirations, yet also their ability to reflect back people’s lives.

Blaxter writes that there is ‘no evidence that inequality in health is an issue of great
concern among the lay public in Western industrialised societies” (Blaxter 1997, p. 747).
Confirmation of this view seems evident when considering the lack of impact the five key
‘news events’ had on focus group participants. Certainly, discussion of possible
variations in mortality rates were prompted by the Living in Glasgow takes five years
off your life headline [Fig. 14]. However, it was in the personal accounts of the lower
income participants that inequalities as an ‘issue’ transformed into a subject attracting
passionate views, and such strong emotions appeared to have far-reaching consequences
for those expressing them. Rather than the ‘transformation of public awareness’ of the
linkage of poverty to ill health that Wilkinson claims has occurred as a result of ‘repeat
coverage’ by the media (Wilkinson 1996, p. 231), the data from this study suggest that
lay views result more from a combination of awareness of wider media stories depicting

poverty and inequality coupled with personal experience of deprived circumstances.

The focus group data collected in this study revealed that participants conceptualised
inequality in terms of ‘haves’ and ‘have-nots’, and also in terms of a gradient or
continuum. These models were often used interchangeably, suggesting that they were not
mutually exclusive. Those from lower income groups, and some of the more affluent
groups who had previously come into contact with poverty and deprivation, gave first-

hand accounts of a widening economic divide. Some lower income participants felt that
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they were deliberately being ‘kept down’. Sometimes accounts were complex and
contradictory as people talked in the second person or about others whilst expressing
their feelings. A process of normalising or generalising problems occurred, and a passive

acceptance of poverty sometimes outweighed any anger or injustice felt.

Those on low incomes were particularly aware of their status, and by implication
possessed a heightened awareness of their position in the social hierarchy. Comparisons
took many forms within groups, including talk about the unfair allocation of resources,
pensioners comparing themselves with benefit claimants, the contrast between different
ends of the same street, and local comparisons between affluent and deprived areas.
Some attempted to shut themselves off from the outside world and get on with life, while
some viewed themselves as ‘fighters’ or ‘survivors’. This finding echoes, to a degree,
Popay, Thomas et al's observation that repondents in their study could '(re)construct a
positive identity despite living in what they and others perceive to be an improper' place’
(Popay, Thomas et al. 2003, p. 55). Affluent groups displayed less energy and
momentum and held more disparate views. Some self-consciously expressed politically
correct views or saw themselves as ‘soft’ or ‘soppy’ for empathising with those on low
incomes. Others were judgmental of those on low incomes for their ‘failure’ to get on,
and positioned themselves, by contrast, as respectable citizens. A number of affluent

groups spoke of the deprived in derogatory terms with little or no sense of collectivity or

social responsibility.

Lower income participants in particular were in agreement that people compare
themselves to each other and that such a process had a detrimental effect on self image.
The views of more affluent groups were often contradictory, as after making
comparisons, participants would claim that they usually ‘forgot’ that people lived in
deprived circumstances. Such perceptions fitted in with lower income participants fecling
hidden, disregarded and surplus to requirements. Generally, the powerful accounts
emerging from the deprived groups contrasted with the more detached manner prevalent

in the higher income groups. They were less inclined to get involved in discussion on
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comparisons, and when comparisons were made they talked in a ‘safer’ way in that they

were less direct and more general.

This study has demonstrated that people are aware inequalities exist, and that those 'at the
bottom of the heap' converse in a way that suggests inequalities deeply affect them. This
was shown most clearly when people talked about the effects of inequality, both
individually and socially, on their health and well-being. Accounts of community
breakdown were plentiful, including the demise of family life. People powerfully
expressed their feelings of being ‘marked’, of feeling shame, anger, frustration, rejection,
embarrassment, injustice and alienation. These emotional states, often recounted in the
course of discussion on community breakdown, comparisons and status, were perceived
to lead to sleeplessness, fear, anxiety, depression, stress, and feeling threatened. The
notion that such tense social relations would take ‘time off your life’ was met with little
surprise. In short, a lack of social cohesion was perceived to be directly related to a
decline in health and well-being. These findings therefore lend only partial support to
Cattell's conclusion that perceptions of inequality 'could be a source of social capital as
well as demoralisation' (Cattell 2001, p. 1501). The more affluent groups spoke little of
the negative effects of living in an unequal society, suggesting that those further up the
social scale are less affected. Therefore, on the basis of material collected for this study,

Wilkinson’s assertions that people across the entire social spectrum are affected by a

skewed income distribution remain questionable.

From these data two observations can be made. First, acknowledging inequalities and
their effects did not always appear in any straightforward way to entail admitting ‘inferior
moral status” as Blaxter speculates, for these participants at least (Blaxter 1997, p. 754).
The accounts given by those from deprived circumstances were punctuated with anger
and frustration about the injustice of their situation, yet they did not appear to perceive
themselves to be ‘bad’ people, although they may be aware of the image their situation
might project to others. It seemed that they could verbalise their experiences, within the
confines of a focus group discussion, without their social identity being compromised.

Second, Blaxter describes how the findings of the Black Report were greeted with unease
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and disbelief in a study conducted in the late eighties (Calnan 1987). Yet this study shows
that in the late 1990s, a sizeable proportion of participants (at least when prompted) were
not surprised in the slightest at the existence of large differences in mortality rates. This
was clearly demonstrated by, for example, reactions to a headline stating that Living in
Glasgow takes five years off your life. Lower income participants in particular
responded to the headline matter-of-factly, and there were a number of comments
suggesting that the figure of five years could be an under estimate. Such variations in
findings between studies could be attributed to changes over time, but is most probably
attributable to methodological differences in data collection. Larger scale surveys
involving (semi-) structured interviews would elicit different responses when compared
with a study employing focus groups such as this, which invoked another level of answer
and another type of discourse. The trajectory of the group discussion itself suggests a
progression toward further acknowledgement of inequalities impacting on health as the
discussion evolved. However, in confirmation of Calnan (1987), a recent study by Popay,
Bennett et al. (2003) reported that people in disadvantaged areas were 'reluctant to accept

the existence of health inequalities (Popay, Bennet et al. 2003, p. 1).

Other significant findings concerning lay perceptions of inequalities emerged. Data from
the Health and Lifestyles survey, collected in 1984-5, suggested that higher income
groups appeared to think more in economic or environmental terms about the actiology of
ill health (Blaxter 1990). Few specifically mentioned poverty as a cause of ill health, and
those who did were more affluent. Yet the data from this current study reveal the
opposite. It was participants from lower income groups who were most likely to link
poverty to ill-health. Conversely, higher income groups tended to attribute illness to
lifestyle factors, unless they had some personal or professional contact with deprived
communities or individuals. It was not that those from the lower income groups were
unaware of ‘good’ or ‘bad’ lifestyle choices — indeed they seemed well versed in health
education campaigns — they merely had a more sophisticated understanding as to why
people continued certain lifestyle choices in the knowledge that they were health-

damaging. Stress was seen to drive some behaviours. As one participant lamented ‘it’s

either a cigarette or a pill’.
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Lower income participants talked of how pressures to compete materially can affect
health, for example by diverting resources so the children in the family got what they
wanted. However, participants were prepared to divulge further on the psychological
impact of living in a consumer society where incomes have polarised to an unprecedented
degree. Pressure to ‘keep up with the Jones’ appeared strong, and the desire to have the
‘right stuff’ in order to fit in was particularly important for children (according to parents)
to avoid being bullied. Keeping up with others symbolised attaining respectability, and
failing to do so resulted in feelings of failure, inferiority and depression. Making
comparisons with others who were better-off was, at times, interpreted as a reminder of
personal failure, and of current poor circumstances, and was linked by some lower
income participants to physical manifestations of psychological problems (such as panic
attacks). It seemed that those from deprived areas craved for their voices to be heard, and
in the absence of that happening they instigated change for themselves, to the best of their

ability, with the resources available to them.

From the mid eighties Richard Wilkinson has formulated a theory based on the health
effects of subjective experience, yet there have been only a few studies conducted on lay
perceptions. This study contributes to this burgeoning area of research. It highlights one
potential route which may impact on health by analysing lay accounts of inequalities in a
focus group setting. It identifies the ‘missing social economy of well-being’ that society
lacks. The numerous criticisms of Wilkinson’s thesis deserve careful consideration, yet
the psycho-social theory he has put forward offers a compelling contributory explanation
for the pronounced gradient of ill health experienced in developed societies. Wilkinson
has admitted that his theory needs refining and has increasingly favoured a multi-causal,
multi-layered approach. Certainly, defining the terms ‘social capital’ and ‘social
cohesion’ post Unhealthy Societies (Kawachi, Kennedy et al. 1999) demystifies a
paradox inherent in this Ph.D. thesis. Whilst Wilkinson postulates that social cohesion is
breaking down, the lower income groups in this study seemed to be particularly socially
cohesive within themselves. Yet as Wilkinson points out, a street gang, by way of an
example, can experience high levels of social capital but have a deleterious effect on the

social cohesion in a given neighbourhood due to their anti-social behaviour. Transferring
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this logic to the lower income groups who participated in this study, it would appear that

they have built-up high levels of social capital amongst themselves in order to survive the

breakdown of social cohesion they have witnessed in their communities and in wider

society.

Therefore, returning to the original aims of this study:

In respect of the relationship between societal (media) representations of health
inequalities and lay perceptions of inequalities, this study has demonstrated that there
was little convergence between lay perceptions and the five key news ‘events'
analysed. This is not to say that participants did not draw on wider media stories of
poverty, inequality and deprivation from a range of sources (in addition to
newspapers), spanning considerable lengths of time

In respect of the extent to which people perceive societal inequalities, the answer is
dependent on socio-economic status, with participants on lower incomes expressing
greater awareness. These same participants often related the negative feelings
generated by these comparisons to their mental, and sometimes physical, health. With
regard to this conclusion, it is important to distinguish between lay perceptions of
societal inequalities and health inequalities. A primary aim of this study, following
Wilkinson's thesis, was to research the extent to which participants perceived societal
inequalities generated by widening income differences, and if these fine gradations in
material inequalities were perceived to impact on health. Perceptions of health
inequalities were more salient in relation to newspaper coverage with the five key
news ‘events',

In respect of whether lay accounts confirm Wilkinson's thesis, the data presented here
suggest partial confirmation in that those lower down the social spectrum were
acutely aware of their social position. Therefore the macro (societal) theory that
Wilkinson has advanced is echoed partially in lay accounts

In respect of whether psycho-social mechanisms are represented in lay views, this
was certainly more apparent in accounts from lower income participants. As detailed

previously in this section, feelings of shame, anger, frustration, rejection,
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embarrassment, injustice and alienation were related to sleeplessness, fear, anxiety,
depression and stress. With respect to which health ‘model’ participants utilised, lower
income participants tended to adopt a combination of psycho-social and material
models, whereas higher income participants were more likely to adopt a combination

of material and behavioural models of health.

10.2 Methodological reflection: strengths and limitations

10.2.1 Strengths

This thesis has shown the vital importance of social context, and its pivotal role not only
in the experience of health and illness, but in quality of life itself. An examination of the
presentation of health inequalities in the public domain was enabled by carrying out a
detailed, multi-factorial analysis of the UK press. This study was longitudinal, ‘live’, and
comparative with its focus on Scotland and England, charting current events at a
particularly fascinating juncture in political history as the effects of devolution and a new
stage in the parliamentary cycle became evident. A journey from consultation to policy

has been charted and hard, rather than electronic, copies of all press coverage was

collected.

The focus groups were conducted in a sensitive, considered manner, with the subsequent
in-depth, thematic analysis focusing on the emotions and ambivalence expressed within
groups, the language used, presentation of identity, and the dynamics between
participants. Consequently, the strength of this thesis lies in its originality, as no other

study has researched people’s perceptions of societal inequalities as directly.
10.2.2 Limitations
As with any research, a number of limitations need to be considered in the evaluation of

this work. Due to time constraints, and after preliminary data collection, television (and

radio) news coverage could not be included in the content analysis of media coverage.
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This would have allowed an evaluation of the media coverage of inequalities to be more
comprehensive. However, analysis of the press does at least cover a considerable
spectrum of political affiliations and therefore variations in the presentations of the health

inequalities debate.

A consideration when examining the focus group sample recruited for this study is the
omission of both the very affluent and the very deprived and isolated. With regard to the
very deprived, the lower income groups interviewed tended to be motivated people
banding together against the odds with their high levels of social capital. That possibly
leaves an extremely disaffected and demoralised section of the population whose views
remain untapped. In light of the alternative ‘neo-materialist’ explanations put forward by
Lynch et al (Lynch, Davey Smith et al. 2000), the focus group data collected for this
study illustrates people’s accounts of their experience of poverty as well as relative
deprivation. However, the lay perceptions gathered in this study do convey more than the
experience of living in impoverished circumstances, exploring the impact of status,
hierarchies, and personal comparisons. The focus on lay perceptions means that the wider
debates on the validity and quality of the data Wilkinson uses (i.e. Judge 1995, West
1997, Platt 1998, Catalano 1998, Sinfield 1998, Wight 1998) remain ongoing.

Another potential limitation concerns the focus group sample itself. The sample was
biased towards women and those with left-of-centre political beliefs and it
underrepresented the views of those from ethnic minority communities and from other
minority groups®’. A spectrum of opinion is contained within the study, but there is
potential for a lot more if these sampling biases could be rectified. Only by obtaining
personal accounts from right across the social spectrum on a large scale will a
comprehensive picture of the nature of social relations and cohesion emerge, thereby
contributing to an explanation of mortality and morbidity gradients by social class.
Particular attention also needs to be given to how views change over time, and in the case

of this study, this was not only reflected by socio-economic status, but also in the average

7 There were no ‘out’ lesbians or gay men in the groups, with their potentially differing experience of
social exclusion and coherence.
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age of focus group participants. A broad spectrum of accounts is also needed in order to
assess the influence of cultural and subcultural factors (Forbes and Wainwright 2001) on
social cohesion and the generation of inequalities in health. This study was located in the
UK with a particular focus on the west of Scotland (although a number of groups were
conducted elsewhere), and therefore the findings should be greeted with caution. As
Elstad has already observed, the previous work on psycho-social mechanisms (along with
the content of this study) does not by any means constitute a paradigm shift (Elstad
1998). Any further work in this area should perhaps be of a comparative nature, on both a
national and international level. Subsequent studies may also benefit from the inclusion
of individual interviews as well as focus groups, although group discussions seem
particularly suited to a study of this nature, with their ability to shed light on social
relations, status and hierarchies. Nevertheless, individual interviews (perhaps as a follow-
up for those who have participated in focus group discussions) may tap into the opinions
people may not be so comfortable in airing in front of their peers. Also interviews could
be used to access some people who would not attend focus groups. Another interesting
approach may be to actively recruit groups consisting of strangers on the basis that it
might promote more uninhibited discussion (although it may also have the opposite

effect, see Kitzinger and Farquhar, 1999).

10.3 Policy reflections

In terms of the policy debate, the Acheson Report could have reasonably been expected
to be the foundation on which to develop policies to reduce inequalities in health, Yet
subsequent commentary has concluded otherwise, with little progress made on
researching which interventions actually reduce health inequalities. The promise of the
late 1990s fuelled by a new Labour government coupled with the publication of the
Acheson Report have failed to deliver any conclusive results. It seems, from the policy
literature at least, that inequalities are still a very worrying problem that have yet to be

adequately addressed.

362



Chapter Ten/ Conclusion

The economic climate has changed dramatically over the last twenty years, and it would
take strong political will to make the radical changes required to improve public services,
increase benefits and redistribute income to even a modest degree (beyond the
‘redistribution by stealth’ strategy favoured by UK Chancellor of the Exchequer, Gordon
Brown). For as long as the view persists that the government is ‘impotent’ in relation to
wider economic forces, little will change. A fundamental shift in opinion would have to
occur, reminiscent of 1960s thinking, whereby the government is held responsible, and
publicly accountable, for the quality of social life in Britain through the careful
management of economic trends. Changes of this nature can only be instigated with the
weight of greater public and political awareness across-the-board of how sensitive health
and well-being are to even modest changes in the economic climate, and how deep-rooted
the consequences are for our social fabric. The picture painted in the thesis is clear: wide
social divisions have emerged in society with groups no longer able to identify with one
another. Those in disadvantaged circumstances feel that they are fending for themselves
and that they are no longer a part of society. If social and economic divisions continue to

widen, the consequences can only be detrimental both for health and for the future of

society.
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Appendix A
Methodology

A.I Green Paper coding sheet

Source:

Date:

Headline:
Journalist’s Name:

Journalist’s Specialism:

FORMAT
News report
Feature article
Editorial
Column
Review

Letter

Other

PAGE DESCRIPTION
Front

News

Health

Politics

Feature

Unknown

Other

No. OF IMAGES

32



A.1 (cont) Green Paper coding sheet

TYPE OF IMAGES Description of image
Unveiling of Green Paper

Government Minister

‘Healthy’ image (describe)

‘Unhealthy’ image (describe)

Other

STORY TYPE

Details of contents of Green Paper (news-report style)
Health story (rather than specific Green Paper story)
Issue bound i.e. focusing on one aspect of Green Paper
Personal experience - lay person

Personal experience - professional

TONE
negative
positive

mixture of both

INACCURACIES

Any misreporting (if so, describe)?
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o

A.1 (cont) Green Paper coding sheet

CONTENTS

shared responsibility

Conservatives, mention of

‘third” way

schools emphasis

both Green Papers, mention of

no health inequality targets, mention of
‘holistic’, inter-departmental approach of Government
‘contracts’ for health

what about more resources?

reductions of funding, NHS charging, mention of
job creation, mention of

Scottish Parliament, mention of

Glasgow vs Edinburgh

Nanny State: not to ‘nag’ or ‘nanny’

‘roots’ of ill health

Scotland’s “apalling’ health record

health inequalities worsening, mention of

war imagery (tackle, fight etc.)

hints to psycho-social factors

support for Labour
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A.1 (cont) Green Paper coding sheet

SOURCES

Medical/Research Interviewees

Research scientist
Medical practitioners - GPs, consultants

Public Health/Administration

Politicians (not D of H)

Jack Straw

Peter Lilley

Kenneth Clarke

John Maples

Virginia Bottomley

Calum MacDonald

Department of Health (any rep including Health Minister)

Tessa Jowell
Frank Dobson
Sam Galbraith

NHS executive/administrator/manager

Lay Person Interviewees

Funding/Research/Activist/Charity organisations

National Alliance Against Dental Health Inequalities
British Medical Association
British Dental Association

One Plus
National Children’s Homes Action for Children Scotland

Instant Neighbour Trust
Safe and Sound
HEBS

Shelter
The Office For Public Health in Scotland

King’s Fund
Political Parties
Scottish Conservatives

SNP
Scottish Liberal Democrats

375



A.1 (cont) Green Paper coding sheet

Phrases/language used in articles from Green Papers

‘tackle’

‘root’

‘inequalities’

partnerships/alliances

contract for health

government vs individual role

wider social and economic factors

social exclusion

‘third way’

“individual victim blaming vs nanny state social engineering’
blame

“not about blame, but about opportunity and responsibility’
responsibility:

= individual

= mutual

= government

= local/health authority

= NHS

Action

Challenging

hard choices/not easy/no quick fix
‘well-being, a sense of control over your life,
old(er) people

link between poverty and ill health

‘new’ public health etc.

‘we’ meaning us all, together

working together

“drive’ i.e. against poor health
government departments working together
‘framework’

National Lottery

‘if everything is a priority, nothing will be a priority’
previous Green Paper: ‘its vision for health was limited...’

and optimism for the future’

«good health is more than the absence of disease’
“life circumstances’
‘healthier lifestyles’

‘attack’
Scottish Parliament, mention of

Scottish Health Survey, mention of

Black Report, mention of

‘sense of belonging, hope, sclf-esteem and confidence’
Commitment

cohesive society
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A.l (cont) Green Papér coding sheet

Phrases/words used from Green Paper Press Releases

‘extending fit and healthy life’

tackling inequalities

Tackling

contract for health

‘third way’ for public health

improving all areas of life, not just health
‘tough’ and ‘challenging’

3 key settings for action (children/adults/older people)
Schools — Internet Website Wired

Health Improvement Programmes
Health Action Zones

Healthy Living Centres

Addressing needs of local community
‘drive against poor health’

‘mutual responsibilities’

Mr Motivator & Ainsley Harriot

a ‘self confident’ Scot

improving whole quality of life - ‘barriers to good health’
2 perspectives approach to tackling ill health
Acknowledgement of social circumstances causing poor health
priority spending in all areas

no ‘quick fix’

New Deal - job as most important factor
Bearsden/Drumchapel comparison

‘challenge’ for individual - target problem areas

‘nanny’ or ‘nag’, instead ‘empower’ and ‘encourage’
information and economic ability to choose for themselves
Challenge to tackle together

Health Impact Assessments

COSLA post

Health and Lifestyle targets

fluoridation of water

teenage pregnancies

excessive drinking

directors of public health to become ad hoc members of Local Authority committees
‘choose life’

‘a life less ordinary’

n



A.2 Invitation sheet

Media coverage of health:
Invitation to participate in a discussion group

Can you help?

Health issues have been in the media a lot recently. What do you think are
important health issues? What do you think generally about the coverage of
health in the media?

We are currently doing research into media coverage of health and would like to
hear your views.

This would involve meeting up with the researcher, Rosemary Davidson, for a
group discussion at a time and place that's convenient for you. The discussion
involves being shown some pictures from newspapers and headlines from news

stories.

Perhaps you are aware of some health stories in the media, or maybe this is the
first time you've thought about it. Either way, your opinion is valuable. People
usually find the discussion interesting, and it is important that we talk to as wide a
range of people as possible. This includes people who do not read newspapers
or watch television, as well as people who actively take an interest in health
stories. All views are equally important.

The discussion usually involves between 4 to 6 people, is one and a half hours in
length and is tape-recorded. There is a cash payment of £10 per participant.

I will telephone in the next few days, or if you prefer, you could reach me at work
on 0141 357 3949, or by writing to the address below. | look forward to speaking

to you in the near future.

Yours sincerely

ROSEMARY DAVIDSON

MRC Social and Public Health Sciences Unit
University of Glasgow

4 Lilybank Gardens

Glasgow G12 8RZ
Email: rosey@msoc.mrc.gla.ac.uk

This project is funded by the Medical Research Council.
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A.3 Focus group running order
fg running order
demographics

- can | get you to fill in these questionnaires

warm-up

- these are recent headlines taken from health stories in the news

- what do you think are the ‘root causes’ of ill-health, just write whatever springs to mind.

- if you could set four goals for a ‘healthier Britain’, what would they be?

- you can write your in the middle pages of the booklet, in the boxes

- what sort of things did people come up with? (ask randomly rather than going systematically

round the group)

- what do the rest of you think of that (i.e. what X has said)?

- what do you think the newspaper was saying about the Gowt's proposals?

- do you think the suggestions you have made are similar to what the gowt. is actually doing to
improve people’s health

images |

- these are three images taken from newspapers in February 1998

- they all appear alongside news articles covering the same story

- what do you think the articles are about?

- what do you think these pictures are trying to convey?

- are there other pictures you would associate with this sort of story?

images Il

- can | get you to split into two groups

- these are newspaper pictures taken from another story that appeared in October and November
of last year

- can you make up a story using all these pictures? Try to reconstruct what might have been said
in the actual news article.

(bring groups together)

- what stories did you come up with?

- what do you think of these images?

*how do participants define inequality? If inequality is perceived, what do participants mean by
inequality?

*do participants make reference to themselves/compare themselves to others?

- how would you describe the area in which you live?

- how do you think your community is viewed by outsiders

- do you think that your views are represented in newspapers or on TV?

- do you think these representations change your views in any way?

images Il

- these two sets of photos were also featured in news stories in October and November of last
year to illustrate the same news story as the last set of photos | just showed you

- what do you think the journalist or editor is trying to convey with these pictures?

- can you incorporate them into your existing news stories?

*if participants perceive inequality, can they speculate on possible causes?

*what action would they take to improve the inequalities they perceive?

- do you think people compare themselves to others?
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A.3 (cont) Focus group running order

- how might this affect people’s health?
- why do you think people compare themselves to others?

headlines |

- these headlines are taken from January and February of 1998 (around the same time as the first
set of photos that | showed you)

- have you seen any of these headlines before?

- what do you think the headlines are about?

- what exactly do you think is meant by the ‘three nations’ of Scotland?

- what do you think is meant by the ‘nanny state’?

- what do you think is meant by the headline ‘Living In Glasgow takes 5 years off your life’?

- do you think there is any truth in these headlines?

headlines Il

- these headlines are taken from October and November of 1998 (around the same time as the
second set of photos | showed you)

- have you seen any of these headlines in the press?

- what do you think about this headline? (Gap between rich and poor widens again)

- what about this headline - do you think the better-off are healthier than the less well-off?

- if s0, why s this the case?

- how would the ‘poor’ be more likely to experience ill-health?

- is there anything that could be done to reduce the gap?

- this headline describes health inequalities as widening - what exactly do you think they mean by
‘health inequalities’?

- do you think there is any truth to these headlines?

- in the last exercise, | showed you the headline, Living In Glasgow takes 5 years off your life -
but what about health differences within Glasgow?

- do you think that people living in deprived areas, such as Drumchapel, will die at an earlier age
than those in more affluent areas, such as Bearsden?

- how much earlier - Is it a matter of weeks? months? years?

- how many (weeks/months/years)?

(10 years for men, 7 years for women)

- why do you think there are such differences in life expectancy?

- what would you do to try and change this situation?

*do participants think there is, or are they aware of inequality in this country?

*f so, how did they become aware of it?

*what does inequality mean to participants?

*how do participants feel inequalities are generated?

images Il

- this is a picture of Frank Dobson, Secretary of State for Health
- what do you think about his statement here?
- are you aware that the government has highlighted this area (health inequalities) in its health

plans?
conclusion

- before we finish, can | get you to fill in the last page of the booklet
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Appendix B
The English Green Paper: ‘Our Healthier Nation’

The English Green Paper Our Healthier Nation: A Contract for Health (Department of

Health 1998) sets long-term targets in four areas. By the year 2010, the government aims

to:

*  Reduce the death rate from heart disease and stroke and related illnesses amongst people under aged 65
years by ‘at least a further third’

¢ Reduce accidents by ‘at least a fifth’

*  Reduce the death rate from cancer amongst people under 65 years by “at least a further fifth’

¢ Reduce the death rate from suicide and undetermined injury by ‘at least a further sixth’ (Department of
Health 1998, Summary, p. 6).%

It is calculated that over 90,000 lives will be saved (under the age of 65) if the
government’s four health targets are met. These targets will, according to the English
Green Paper, be achieved by making a ‘contract’ between individuals, communities,
health and local authorities, businesses, voluntary bodies and the government. Three
settings are identified for facilitating action: healthy schools ‘focusing on children’,
healthy workplaces ‘focusing on adults’ and healthy neighbourhoods ‘focusing on older
people’ (Department of Health 1998, Summary, p. 6). To hold this framework together,
the government’s two key aims are stated as:

e “To improve the health of the population as a whole by increasing the length of people’s lives and the

number of years people spend free from illness.
e To improve the health of the worst off in society and to narrow the health gap’ (Department of Health

1998, Summary, p. 5).

The English Green Paper takes the view that past efforts to improve health have been ‘too
much about blame. Individuals were to blame for failing to listen to well-intentioned but
misdirected health advice.” [3.1]® The Conservatives® vision for health as expressed in
the 1992 White Paper ‘was limited, mainly because of its reluctance to acknowledge the
social, economic and environmental causes of ill health.” {4.12] Arguments about health

in the Conservative years rallied between two extremes “...individual victim blaming on

% See Summary section p. 6 and chapter 4 “Targets for Health® (paragraphs 4.1-4.54) of the English Green
Paper for a full discussion of these targets.
% Numbers in brackets indicate paragraphs from the English Green Paper Our Healthier Nation: A

Contract for Health.
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the one hand and nanny state social engineering on the other.” [Summary and 3.2]. The
word ‘blame’ is mentioned 5 times in three adjoining paragraphs in the English Green
Paper [3.1-3.3] as the government distances itself from the previous administration’s

approach.

Thus the English Green Paper acknowledges that ill health has complex causes, and
groups these factors into ‘fixed’, ‘social and economic’, ‘environment’, ‘lifestyle’ and

‘access to services’ (See table B.1).

Table B.1. Factors affecting health (Department of Health 1998, p. 16).

Fixed Social and Economic | Environment Lifestyle Access to
Services
Genes Poverty Air Quality Diet Education
Sex Unemployment Housing Physical activity | NHS
Ageing Social exclusion Water Quality Smoking Social Services
! Social Alcohol Transport
o environment

= . Sexual behaviour | Leisure

1| Drugs

As part of its holistic approach to health, the government sets out an explicit ‘Contract’
for health in three areas, detailing the responsibilities of government and ‘national

players’, ‘local players’ and communities, and individuals.

B.1 Role of Government

For the government to fulfil its role, the Green Paper details the appointment of a
Minister for Public Health ‘to ensure co-ordination of health policy across Government,
not the in the Department of Health.” [3.11] Health impact assessments will be applied to
relevant key policies so that the ‘consequences of those policies for our health is
considered.’[3.11] The government also proposes publicity campaigns to highlight public
health issues [3.24]. A section, ‘Tackling the Root Causes of Ill Health’ [3.28-3.38],

describes the New Deal programme, an initiative designed to get young people, the long
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term unemployed and lone parents into the workforce. Social exclusion will be the
subject of a ‘long term, determined and coordinated Government effort’, led by the Social
Exclusion Unit [3.29]. Additional resources totalling £800 million will be channelled in
to improving the housing stock [3.30] and an Integrated National Transport Policy will
‘tackle congestion and pollution’ [3.31]. Other initiatives include fluoridating the water

supply [3.33], measures to combat crime [3.35] and reforms to education [3.36].

B.2 Role of local organisations

The English Green Paper states that Health Authorities will have ‘an important local
leadership role in identifying local health needs and translating Our Healthier Nation’s
twin aims, priorities, targets and contracts into action.” [3.41] The section ‘Local
Partnership’ outlines the setting up of Health Action Zones which will ‘provide a
framework for the NHS, Local Authorities and other partners’. Health Action Zones will
target health inequalities, their purpose being to ‘bring together all those contributing to
the health of the local population to develop and implement a locally agreed strategy for
improving the health of local people’ [3.51]. With £300 million pounds of lottery money,
the government proposes to set up Healthy Living Centres across Britain. These Centres
will be ‘local flagships for health in the community, reaching out to people who have

been excluded from opportunities for better health, and [be] powerful catalysts for change
in their neighbourhoods.’ [3.62]

B.3 Role of individuals

In terms of individual behaviours, the English Green Paper works from the premise that
most of us know what is beneficial and detrimental to health [3.68]. However, individual
responsibility is emphasised as part of ‘the example we set to those around us’ [3.69).
The English Green Paper cites the positive influence of ‘stable and caring’ families and
the role parents can have in shaping the lifestyles of their children [3.69]. The impact
personal behaviour can have on the health of others is also highlighted, with reference to

the detrimental effects of passive smoking [3.70].
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Appendix C
The Scottish Green Paper: ‘Working Together for a Healthier
Scotland’

The Scottish Office Department of Health published its public health consultation
document entitled ‘Working Together for a Healthier Scotland’ (Scottish Office
Department of Health 1998) on the same day as its English counterpart, Thursday 5"
February 1998. The same philosophy guiding English policy applies to the Scottish
Green Paper. The document argues for a ‘fresh approach...a public health strategy which
addresses the root causes of our health problems’ [3]7°. The ‘root causes’ are described as
poverty, unemployment and the environment [1]. The Scottish Parliament, it is believed,

will facilitate the ‘cohesive approach to health improvement we have hitherto lacked’ [4].

The Scottish Green Paper describes a ‘twin health challenge’ for individuals to improve

their own lives and institutions to protect health through policies [Foreword & 95]:

e ‘We can all act to improve our own lives, avoiding illness as we would accidents.
¢ Public and private bodies — Government, local authorities, agencies, companies — can protect hcalth

through their policies, plans and actions.’

Although the English and Scottish Green Papers are similar in both having two
overriding goals, their respective aims are different’’. However, this is due more to a
difference in emphasis than a difference in approach. Both stress the importance of
different sections of society taking responsibility for health, and both also indicate the
desire to improve quality of life and reduce inequalities in health. However, whilst the
English Green Paper explicitly distances itself from the previous Conservative
government’s health policy, the Scottish Green Paper states in 2 more neutral tone that
‘Brave attempts to tackle ill-health have often foundered on the rocks of real lives, poor

prospects and counter-pressures’ [Foreword].

7 Numbers in brackets indicate paragraphs from the Scottish Green Paper Working Together for a
Healthier Scotland.

! Rather than framing their twin aims in terms of institutions and individuals, the aims of the English
Green Paper are to improve population health overall and to narrow the ‘health gap’ (Department of Health
1998, Summary, p. 5). See also earlier in chapter, p. 3.
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The Scottish Green Paper describes ‘Action at 3 Levels’: ‘life circumstances’, ‘lifestyle
topics’ and ‘health topics’. To make an impact on public health involves improving ‘life
circumstances’ and encouraging ‘healthy lifestyles’. ‘Life circumstances’ include a
worthwhile job, a decent home, a good education and a clean environment’ [Summary, p.
vii]. ‘Healthy lifestyles’ will be maintained by ‘not smoking, by eating for health, taking
greater physical exercise, and avoiding alcohol and drug misuse [Summary, p. viii & 81].
The Scottish Green Paper does not explicitly set out targets for improving health in the
same manner as the English Green Paper. Instead, ‘priority health topics’ are identified

[Summary and 46]:

Coronary heart disease and stroke

Cancer™

Mental health

Sexual health, including teenage pregnancies and HIV/AIDS
Dental and oral health

Accidents and safety

Progress in each of the ‘priority health topic’ areas will be achieved, the Scottish Green
Paper states, by forming ‘strong partnerships between health professionals and other local
bodies within a national framework’ [Summary and 95]. Schools, workplaces,
communities and the Health Service will be targeted as locations for policy

implementation, as these are the ‘places where people are’ [Summary and 92].

The Scottish Green Paper, like its English counterpart, proposes Health Impact
Assessments to ‘consider the consequences of all major policies’. As part of the new
partnerships to be forged, both central and local government as well as other agencies
will be involved in carrying out these assessments [103]. Another element of both the
English and Scottish vision is the proposed Healthy Living Centres. The Scottish Green
Paper describes these as ‘of particular value in deprived communities...with great
potential to improve health’ [118], although less space is devoted to the initiative (one
paragraph) than in the English Green Paper (6 paragraphs). The Scottish document goes
on to propose an expert working group chaired by the Scottish Office Minister for Health

"2 Coronary heart disease, stroke and cancer are also termed ‘Scotland’s Big Three’ in an attempt to ‘place
them firmly on the agenda’ [7].
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which will ‘draw up a strategic framework for strengthening and regenerating
communities, particularly disadvantaged communities’ [108]. Broad programmes of area

regeneration are proposed in places ‘where Scotland’s health is poorest’ [113-117].

As part of the drive to ‘tackle lifestyles that cause illness’, the Scottish Green Paper seeks
views on smoking [121], excessive drinking [122], drug misuse [123-128], diet [129-
130], physical activity [132-137], and water fluoridation [139-142]. Views are also
sought on how to reduce teenage pregnancies, improve mental health and end domestic
violence [143-146], as well as on accident prevention [150], and infectious diseases [151-

153].

Highlighting the role of local authorities, the Scottish Green Paper describes how
Directors of Public Health can assess the health impact of local policies [154]. A Scottish
Office funded public health post in the Convention of Scottish Local Authorities
(COSLA) is proposed ‘to develop good practice and to help co-ordinate healthy local
authority policies’ [157]. Also, the Health Education Board for Scotland (HEBS), the
Scottish Consultative Council on the Curriculum and COSLA are to ‘set up a small

specialist unit to help develop health promoting schools throughout Scotland’[180].

The Scottish Green Paper notes that a separate White Paper, Designed to Care: Renewing
the NHS in Scotland (Scottish Office Department of Health 1997), requires public health
organisations to be ‘responsible for securing health improvement in their area’
[Summary]. To complement this development, the Scottish Green Paper seeks views on
how the overall contribution of the Health Service can be maximised [158-175]. To
enable the communication of health information, the Health Education Board for
Scotland (HEBS) will have a ‘key responsibility for high-profile health education
initiatives in priority health and lifestyle topics’ [177]. Suggestions are sought on how to

use the ‘explosion’ in information technology to ‘harness’ health improvement [182].
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Appendix D
The Scottish White Paper: ‘“Towards a Healthier Scotland’

Towards a Healthier Scotland sets targets in a broad range of areas. Under the banner of
‘Headline Targets’ [Annex A, p. 56], the Scottish White Paper proposes to reduce
premature mortality from CHD by 50% (the forthcoming English White Paper sets the
targets for reducing premature mortality from CHD and stroke by ‘at least’ two fifths
(Department of Health 1999, para’s 6.12-6.24)) and to reduce premature mortality from
cancer by 20% (the English White Paper sets the same target (Department of Health
1999, para’s 5.11-5.31)). Both targets are to be achieved by the year 2010 for persons
under the age of 75. The remaining ‘Headline Targets’ are set in the areas of smoking
(reduce smoking among 12-15 year olds from 14% to 11% and reduce proportion of
women smoking during pregnancy from 29% to 20%); alcohol misuse (reduce incidence
of men and women exceeding weekly limits from 33% to 29 % and 13% to 11%
respectively); teenage pregnancy (reduce rate among 13-15 year old by 20%) and dental
health (69% of 5 year old children to have no experience of dental health disease).

To complement the above targets, six ‘Second Rank Targets’ are listed in Annex A of the
Scottish White Paper (Scottish Office Department of Health 1999, p. 57). These targets
span the areas of diet, smoking, alcohol misuse, physical activity, cerebrovascular disease
and dental health. In contrast, the forthcoming English White Paper favours a more

focused approach, setting targets in four areas only (see Chapter 6, Saving Lives: Our

Healthier Nation).

The many factors influencing health are recognised in paragraph ten of Towards a
Healthier Scotland, echoing the stance of the previous Scottish Green Paper document
(Scottish Office Department of Health 1998):

‘Life circumstances, as reflected in a worthwhile job, decent housing, good education and a clean and

pleasant environment, make for physical and mental well-being: the converse is also true. Lifestyles — as
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reflected in smoking and drinking patterns, diet and exercise ~ have a powerful effect on health but these

factors are linked strongly to social class and underlying life circumstances.’ [10]™

In accordance with this belief, chapter two of the Scottish White Paper describes ‘3
Action Levels for Better Health’ in which all the ‘Headline’ and ‘Second Rank’ targets
previously fall: life circumstances, lifestyles and health topics [11]. From the consultation

process stimulated by the Scottish Green Paper, the Scottish White Paper concludes:

‘..our drive towards better health should focus on 3 linked action levels. Emphasis was placed on
developing a coherent, co-ordinated and inter-sectoral strategy to attack the roots of ill-health, rather than

just focusing on specific diseases or individual behaviours.’ [11]

Child health is to be added to the White Paper’s list of priority health topics due to
emphasis placed on the ‘lifelong impact of ill-health and health-damaging lifestyles in
childhood’ [13] throughout the consultation period.

D.1 First action level: ‘life circumstances’

Chapter three of the Scottish White Paper outlines the initiatives related to the first of the
three action levels, life circumstances. The new proposals fall into one of seven areas:
Social inclusion, Families with children, Housing, Community Care, Employment and
Training, Environment, and Crime. Under the first heading, ‘Social Inclusion’ [18-21],
the government proposes ‘Social Inclusion Partnerships’ funded with £48m over three
years ‘to promote inclusion and prevent exclusion in both urban and rural areas.’ [19]
The ‘New Deal for Communities’ programme will receive £12.9m over 3 years ‘to help
deprived communities articulate their needs better, and to make their public services

more integrated and responsive’ [19].

Under ‘Families with Children’ [22-25], the Scottish White Paper outlines the expansion
of Family Centres (supporting families with children aged three and under) [23], and
part-time pre-school education [23]. A wider age range of children (0-14) will be better

3 numbers in brackets indicate paragraphs from ‘“Towards a Healthier Scotland’,
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off with an increase in Child Benefit [24], and a Childcare Tax Credit (part of the
Working Families Tax Credit) will provide ‘a further £25m to £30m per annum towards

childcare for lower income families’ [24].

With regard to education [25], 60 New Community Schools ‘will offer children and their
families integrated education, social work, family support and health education and
promotion services.” Class sizes with be reduced in Primary 1-3 to 30 or under by August
2001 [25]. Early Intervention Programmes are proposed to help improve the ‘reading,
writing and numeracy skills of young children’ [25]. An extra £25m is earmarked to fund

‘specific alternatives to exclusion of children from school’ [25].

Under the third heading - “Housing’ [26] - the Scottish White Paper details action already
taken including a ‘New Housing Partnerships’ initiative [26] ‘to promote community
ownership of public sector housing and achieve major improvements in housing
conditions.” A “Warm Deal Initiative’ will improve the insulation of low-income family
homes [26]. Legislation is being developed to deal more effectively with ‘neighbour
nuisance and anti-social behaviour’, which can cause ‘health-threatening stress to other
people’ [26]. The ‘Community Care Action Plan (under the fourth heading, ‘Community
Care’ [27]) sets out a strategy ‘for improved delivery of services for older people, and

people with physical and learning disabilitics and mental ill-health living in the

community’ [27].

Under the fifth heading, ‘Employment and Training’ [28-30], the Scottish White Paper
states that “Work is the best route out of poverty and into a healthier life’. Therefore, the
government’s Welfare to Work Initiatives (including the New Deal) are ‘designed to give
more effective help to more people than ever before to get and keep a job’ [28]. A
Scottish ‘New Futures Fund’ has been set up to reach out to ‘our most disadvantaged
young people’ [29]. While for those in work but still living in poverty, a National
Minimum Wage will be introduced (£3.60 per hour from April 1999) [30].

The Scottish White Paper states that ‘A clean environment is a prerequisite for health’

(under the sixth heading of ‘Environment’ [31-33]). To help achieve this aim, there is a
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National Air Quality Strategy [31]. The government is ‘urging’ water authorities to
accelerate their investment in clean water and efficient sewerage services [31]. A Scottish
Integrated Transport White Paper, Travel choices for Scotland, aims to deliver ‘integrated
and effective transport policy’ [32] and the Rural Transport Funding Package aims to
improve transport links in rural areas [32]. This broad-ranging approach to health policy
is also reflected in the last of the seven areas, ‘Crime’ [34]. The Scottish White Paper
acknowledges that crime can affect health in a number of ways and bases its policy on the
social causes of crime, protecting the public, and ‘ensuring that all those involved in the

criminal justice system are treated fairly and humanely’ [34].

D.2 Second action level: ‘lifestyles’

The second action level ‘lifestyles’, is addressed in chapter four of Towards a Healthier
Scotland. Under the heading, ‘Reduction in the use of Tobacco’ [36-38], the ‘Headline
Targets’ for smoking are set out. The Scottish White Paper then goes on to detail laws to
ban tobacco advertising, ‘enhanced’ health promotion campaigns (targeting young
people, pregnant women and low income smokers), and specialist smoking cessation

clinics offering an ‘initial supply’ of free Nicotine Replacement Therapy [38].

Under the heading ‘Eating Better’ [39-41], the government states that it will increase
funding of Diet Action Plan™ initiatives to over £2m over the next 3 years. The
government will also appoint a national dietary co-ordinator to ‘give impetus to
implementation of the Plan’ [‘Action’ below para. 41]. Finally the Food Standards
Agency ‘will improve access by people to information about nutrition and food safety’
[‘Action’ below para. 41]. Under ‘Physical Activity’ [42-43], the setting-up of a Task
Force to develop a National Physical Activity Strategy for Scotland is detailed. The
strategy will ‘bring together key agencies in sport and leisure, education, health, fitness,
exercise and play, in joint action fo help people of all ages and walks of life to enjoy the
benefits of physical activity’ [‘Action’ below para. 42]. The ‘Alcohol Misuse’ [44-45]

section includes the government’s ‘Headline Targets’ for reducing alcohol misuse [see

™ Eating for Health: A Diet Action Plan for Scotland, the Scottish White Paper states, was published in
1996. The document ‘provides the framework for the action needed over a ten-year period to improve
Scotland’s diet’ [40].
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beginning of section 5.2] and describes the improvement of services over the next three
years with £2.5m funding [‘Action’ below para. 45]. In the last section, ‘Drug Misuse’
[46-48], the Scottish White Paper describes an ‘enhanced strategic framework’ to be
published which will ‘co-ordinate and focus drug misuse measures in Scotland’. In
addition, from April 1999, new prevention and treatment services will be funded to ‘help
discourage drug misuse, offer effective treatment and cut drug-linked crime’ [‘Action’

below para. 48].

D.3 Third action level: ‘health topics’

The ‘health topics® comprising the third action level of the government’s strategy are
outlined in Chapter five of Towards a Healthier Scotland. The ‘topics’ are ‘The Health of
Children’ [49-52], ‘Dental and Oral Health® [53-56], ‘Coronary Heart Discase’ [62-63],
‘Cancer Prevention and Screening’ [64-66], ‘Mental Health’ 67-72], and ‘Accidents and
Safety’ [73-74). Four demonstration projects, the core of the third action level strategy,
are to be created, with the titles ‘Starting Well’, ‘Healthy Respect’, ‘The Heart of
Scotland’ and “The Cancer Challenge’ (the Scottish White Paper gives more detailed

descriptions of the demonstration projects in chapter seven, pp. 48-51).

The first demonstration project described, ‘Starting Well’ (fulfilling the more child-
oriented focus of the Scottish White Paper in ‘The Health of Children’ section,
paragraphs 49-52) will ‘develop and disseminate best practice in supporting children’s
health from pre-conception through to school entry.” [‘Action’ below para’s 52] Dental
and oral health comes within this remit, including the responsibility of health boards to

gauge public support for water fluoridation [53-56].

In a section entitled ‘Sexual Health’ the demonstration project ‘Healthy Respect’ is
described [57-61]. The project ‘will develop best practice in the promotion of sexual
health and the prevention of unwanted teenage pregnancies’ [‘Action’ under para. 61].
Funding will also be provided to increase availability of the voluntary sector’s expertise
in more schools to ‘promote a more informed and responsible approach to sexual matters

on the part of young people’ [‘Action’ under para. 61].
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Coronary heart disease [62-63] will be addressed with demonstration project ‘The Heart
of Scotland’. The project will develop an ‘inter-sectoral community-based approach to
the prevention of heart disease’ [‘Action’ under para. 63]. As part of the government’s
strategy concerning cancer prevention and screening [64-66], demonstration project ‘The
Cancer Challenge’ will implement a pilot colorectal screening programme. The Health
Education Board for Scotland (HEBS) will intensify its national media campaign,
‘promoting awareness’ of the factors which contribute to make coronary heart discase

and cancer ‘Scotland’s main killing diseases’ [‘Action’ under para. 66].

Despite the lack of any target for ‘Mental Health’ [67-72], the Scottish White Paper states
that it ‘will be a leading priority for the NHS in Scotland’, The commitment is made to
‘promote mental health in both parents and children.” HEBS will work in conjunction
with the Health and Safety Executive (and others) to ‘safeguard and promote mental
health’. Finally, existing social inclusion initiatives are detailed to ‘help improve mental
well-being and so enhance mental health.” [‘Action’ under para. 72]. The final health
topic, ‘Accidents and Safety’ [73-74], includes proposals to develop a national criteria for
data collection, encouragement of Health boards to participate in inter-agency accident

prevention work, and a ‘new target for reducing road accident casualties’ to be achieved

by 2010 [‘Action’ under para. 74].

Chapter six, ‘Putting the Jigsaw Together’ details the ‘Role of Government’ [75-77], the
‘Role of the NHS’ [78-88] and a ‘Review of Public Health Function’ [89]. “The Role of
Local Government’ is then described [90-94] and ‘Health Information for the Public’ [95-
97]. Also in the English White Paper [Health, 1999 #105], Health Impact Assessments
[98] and Healthy Living Centres [99-100] are featured. There are also sections on ‘Health
Promoting Schools’ [101], ‘Protecting and Promoting Health at Work [102-105],
‘Communicable Diseases’ [106-108] and ‘Food Safety’ [109-110].
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Appendix E
The English White Paper: ‘Saving Lives: Our Healthier Nation’

The English White Paper Saving Lives: Our Healthier Nation sets four key targets for the
year 2010 (Department of Health 1999, Executive Summary):

* ‘CANCER: to reduce the death rate in people under 75 by at least a fifth

e CORONARY HEART DISEASE and STROKE: to reduce the death rate in people under 75 by at
least two fifths

* ACCIDENTS: to reduce the death rate by at least a fifth and serious injury by at least a tenth

¢ MENTAL ILLNESS: to reduce the death rate from suicide and undetermined injury by at least a
fifth.’

If these targets are achieved, up to 300,000 ‘untimely and unnecessary deaths’ will be
prevented. To meet these targets, the government is investing a further £21 billion into
the NHS ‘to help secure a healthier population’, tackling smoking and integrating
government and local government, emphasising health improvement as a key role for the
NHS, and pressing for ‘high standards for all, not just the privileged few’ (Department of
Health 1999, p. ix).

The White Paper goes on to reject past (Conservative) arguments surrounding the causes
of ill health. The previous government’s public health policy was based around the
premise that the majority of ill health experienced by individuals is caused by lifestyles
and health behaviours. Instead, ‘social, economic and environmental factors tending
towards poor health are potent’ and people ‘can make individual decisions about their
and their families health which can make a difference’. For this to be achieved the White
Paper describes a ‘new balance’ in which people, communities and government work
together in ‘partnerships’ to improve health. Healthy Citizens programmes [3.27]
(comprising of NHS Direct, Health Skills and Expert Patients detailed below) are to be
created to help decision-making. The programmes will comprise of NHS Direct [3.30] (a
nurse-led telephone helpline and Internet service providing information and advice on
health), Health Skills programmes [3.36] (for people to help themselves and others,
including training in the use of defibrillators), and Expert Patients programmes [3.36] (to

help people manage their own illnesses).
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Health improvement, the White Paper describes, will be integrated for the ‘first time
ever’ into the local delivery of health care. This means ‘reorienting’ the NHS so that
health authorities have a new role in improving the health of local people and primary
care groups and trusts have new responsibilities for public health. Local authorities will
work ‘in partnership’ with the NHS with health action zones (to break down barriers in

providing services) and Healthy Living Centres (set-up to provide help for better health).

To monitor standards, a new Health Development Agency [11.5] is proposed to assess
and raise quality. The Agency will increase education and training for health, with
specific measures for nurses, midwives, health visitors and school nurses [11.13]. A
review of public health information is proposed [11.29]. Public health observatories will
be established in each NHS region [11.30], disease registers will be set-up [11.33], as
well as the promotion of research [11.36]. A new Public Health Development Fund also
will be established [11.39].

The White Paper includes a section on ‘Communicating risk’, which details the
information, education and training available to the public via initiatives such as Healthy
Citizens, NHS Direct and Health Skills (sub-divided into first aid, parents, later life,
young people and training in the use of defibrillators). A chapter on each of the four
targets follows (Chapter five on cancer, Chapter six on coronary heart disease and stroke,
Chapter seven on accidents, and Chapter eight on mental health), and how the “integrated
action’ of government, local authorities and individuals can bring about improvement.
The White Paper then moves on to ‘wider action” in chapter nine, looking at sexual health
[9.2], drugs [9.8], alcohol [9.21], the ‘genetics revolution’ [9.24], and ‘improving health
for black and minority ethnic groups’ [9.29]. Chapter ten describes how to ‘make it work’
via ‘progress and partnerships’ including reorienting and empowering Health Services
[10.3], new primary care organisations [10.7], local partnerships [10.12] including Health
Improvement Programmes [10.18] Health Action Zones [10.23] and Healthy Living
Centres [10.24]. Chapter eleven continues the ‘Making it work® theme with ‘Standards
and success, including Education and Training for Health [11.8] and Research [11.35].
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