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Foreword

Jamie Pearce

Over the past decade there has been growing unease among researchers and policy makers about the long-term health implications of the global economic recession following the financial crisis in 2007, and the subsequent austerity measures implemented in many countries. National responses to this major economic downturn varied substantially but in many cases led to extensive reductions in public expenditure, including cuts to central and local government budgets, welfare services and benefits. While it may take many years to document and understand the full extent of the health implications of the ‘Great Recession’ and the resulting austerity measures, the early international evidence suggests they have been extremely harmful to physical and mental health. In the UK for example, there is concern that the austerity measures in particular have been instrumental in the observed slowing down in the rate of improvement in life expectancy and an increase in mortality rates at older ages (Hiam et al., 2018).

Although there is emerging evidence that the events of the past decade have had detrimental impacts on physical and particularly mental health outcomes, the implications for health inequalities have received much less attention. This lacuna is despite consistent evidence in the UK showing that austerity measures have resulted in greater socioeconomic inequalities between regions, cities and towns across the country. In particular fiscal retrenchment through changes to benefit entitlements and tax credits as well as reductions in local government expenditure have exerted a far greater impact on some regions of the country, including the North of England. Clearly there is an urgent need to document and understand these spatially uneven processes and to understand the impacts for health and inequalities.

It is for these reasons that this new collection of essays edited by Clare Bambra on the nature of health inequalities in a period of austerity is a welcome and timely contribution to the literature. The book brings together a multidisciplinary team of researchers who turn their collective expertise to examine the impact of the Great Recession and the UK’s programme of austerity. The focus is the town of Stockton-on-Tees in Northern England, which provides an exemplary site to study the health impacts of the recent economic, social and political changes in the UK. We learn that Stockton-on-Tees has a long track record of revealing and addressing health inequalities which dates back to the early 20th century. It is also apparent that the local economy has long been reliant on public expenditure and was therefore particularly badly hit by the financial crisis and the UK government’s ensuing deficit reduction programme. It is also a highly unequal part of the country with areas of extreme poverty in close proximity to areas of affluence, and there is a 15-year gap in life expectancy between the most and least deprived areas of the town. Stockton-on-Tees therefore provides the ideal setting for a detailed and in-depth multi-method study of the implications of austerity for local health and wellbeing.

The authors of the chapters make a number of important contributions that deepen our understanding of the breadth and depth of the health impacts of the substantial economic and social changes in the UK over the past decade, as well as provide novel insights into the interconnections between health and place. Two contributions in particular stand out. First, the authors’ work demonstrates that understanding the extent to which local populations are vulnerable or resilient to the ‘shocks’ of large structural changes such as those recently seen in the UK requires a long-term historical perspective which examines the changing social, economic and physical resources in these areas. This multigenerational longitudinal perspective on health and place relations has been operationalised in the health geography literature using a ‘life course of place’ framework, an approach that is having increasing traction among researchers (Lekkas et al., 2017; Cherrie et al., 2018; Pearce et al., 2018) importantly, also that there can be critical periods where the effects of exposure can be greater. Yet few researchers have applied a life-course perspective to the study of health and place, which has resulted in a partial understanding of the dynamics of person-health-place relations. By explicitly recognising that places are spatial-temporal products, and applying a novel longitudinal life-course approach, this study examines the opportunities for incorporating aspects of place into a life-course framework. The focus is the influence of neighbourhood social deprivation and provision of local green space on mental health (particularly anxiety and depression. Various components of the research presented in this edited collection demonstrates the value of considering the historical development of places in revealing underlying social, economic and political drivers of contemporary health trajectories. Second, an important collective contribution of the work presented in the book is demonstrating the vital importance of political drivers in not only affecting population health but also shaping the relations between health and place. The austerity agenda adopted in the UK from 2010 onwards was a political response to the financial crisis of the proceeding period. The research team’s work reveals how top-down political decision making profoundly affects the health and wellbeing of many residents of Stockton-on-Tees, and also how place-based factors can mediate these political drivers. Examples include how the local experiences of social connectedness, feelings of exclusion and stigma, and the nature of family life may mediate the pernicious influence of many austerity-related concerns.

In a period of significant global disruption characterised by rapid social, political and demographic changes, health inequalities are almost certain to remain a major challenge in a number of nation states. Developing successful pro-equity approaches to improving population health are likely to remain on the policy agenda of national and local policy makers for the foreseeable future. To make progress in addressing geographical inequalities across the UK and elsewhere there is an urgent need to develop a better understanding how the interconnections between structural changes, political prioritisation and place-based processes operate to shape local health and inequalities. This edited collection is a very welcome entry into these debates and will be of great interest to researchers and practitioners working in fields of health inequalities, public health, social policy, and a range of health-related social science disciplines including political science, sociology and geography. The findings provide a number of important insights into how experiences of place can increase vulnerability or promote resilience to structural changes. Importantly, though, the research presented in the Health in Hard Times collection provides a vivid illustration of how health inequalities are largely the result of political choices, including those made in the immediate aftermath of the financial crisis. Therefore, this book should mobilise our political leaders into taking action to address the UK’s unenviable track record in health inequalities. Securing equitable and long-term enhancements to population health will require a sustained political commitment to addressing the social and economic divisions expertly exemplified in this important book.

Jamie Pearce is Professor of Health Geography in the Centre for Research on Environment Society and Health, University of Edinburgh.
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Preface

The financial crisis of 2007 led to a massive collapse in financial markets across the world. Banks increasingly required state bailouts, stock markets posted massive falls and unemployment rates increased. In 2009, the International Monetary Fund announced that the global economy was experiencing its worst period for 60 years. The global economic recession continued throughout 2009 and 2010, and while many wealthy governments injected liquidity into their economies (so-called quantitative easing) it was also accompanied in many countries, including the UK, by escalating public expenditure cuts: austerity. In the UK, no time was wasted in ‘making the most of a crisis’ with the 2010–15 coalition government, and then the Conservative majority government elected in 2015, enacting large-scale cuts to central and local government budgets, increasing NHS privatisation and steeply reducing welfare services and benefits. It is estimated that the UK welfare reforms will take nearly £19 billion a year out of the economy (Beatty and Fothergill, 2014). This is equivalent to around £470 a year for every adult of working age in the country. However, despite the claim by prime minister David Cameron (2010–16) that ‘we are all in it together’, the financial impact of the welfare ‘reforms’ varies greatly across the country: more than two-thirds of the 50 local authority districts worst affected by the reforms are the northern ‘old industrial areas’ – places like Liverpool, Stoke and Teesside.

There is an emerging literature that examines the repercussions of austerity for population health. In a wide-ranging and well publicised analysis of the health effects of austerity, for example, Stuckler and Basu (2013) concluded that the overall effects of recessions on health vary significantly by political and policy context, with those countries (such as Iceland or the US) who responded to the financial crisis of 2007/08 with an economic stimulus faring much better – particularly in terms of mental health and suicides – than those countries (for example, Spain, Greece or the UK) who chose to pursue a policy of austerity: austerity kills. However, the effects on health inequalities have been less explored – although there are early indications that it is serving to increase existing divides such as that between the North and the South of England and having a negative effect on the health of vulnerable groups, especially those individuals and families, including children and people with disabilities, on the lowest incomes.

It is in this context, that this edited book brings together the findings of a five-year Leverhulme Trust funded research project conducted by researchers based at the Institute for Health and Society, Newcastle University, and the Wolfson Research Institute for Health and Wellbeing, Durham University. The intention of this edited volume is to provide a definitive, detailed examination of the effects of austerity on health inequalities by providing an overview of the historical and contemporary nature of austerity and its impacts on local health inequalities. The book also takes a case study approach, combining methods from across the social sciences (ethnographic and qualitative; epidemiological and quantitative; archival and oral history) to provide a holistic, in-depth, interdisciplinary, mixed methods analysis of the experiences of austerity and the impact on local health inequalities in a specific place: Stockton-on-Tees in the North East of England. Stockton-on-Tees has some of the highest health inequalities of any English local authority with a life expectancy gap of 15 years for men and 12 years for women between the most and least deprived neighbourhoods. Stockton is also a de-industrialised, northern borough, disproportionately affected by the public sector and welfare cuts enacted under austerity. Drawing on insights from epidemiology, public health, geography, sociology, anthropology, history and social policy, this book examines this large health divide in a period of economic constraint and austerity, thereby engaging with, advancing and influencing several key debates around the causes, development and localised experience of health inequalities.
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ONE

Introduction: Local Health Inequalities in an Age of Austerity

Clare Bambra

This introductory chapter provides the academic and policy/political context of the project. It starts by outlining geographical inequalities in health and some of the debates from the wider academic literature that are important foundations for the following chapters. It then outlines the financial crisis and the austerity measures that have been undertaken in the UK, and provides an overview of the wider literature on the effects of recessions, austerity and welfare cuts on health and health inequalities. The Leverhulme study is then introduced and situated it within this body of work, providing an introduction to the case study method, the case study location (Stockton-on-Tees) and the project as a whole. It concludes by providing an overview of the main chapters in this edited collection, highlighting their themes and connections.

Place matters: geographical inequalities in health

People in the North of England live two years less than those in the South of England and boys born in the most deprived neighbourhoods of England can expect to live nine years less than those born in the most affluent wards (ONS, 2015). For baby girls, the gap is seven years. In our case study town of Stockton-on-Tees in the North East of England, the gaps in life expectancy are even greater – some of the largest in the world – as there is a 15-year gap in life expectancy between men living in the most affluent suburbs such as Hartburn and those living in the most deprived such as Town Centre ward (PHE, 2017). For women the gap is 11 years. Perhaps most shocking of all is that these two neighbourhoods are only two miles apart.

Understanding place helps in terms of thinking of why these stark geographical inequalities in health exist and how our health is inextricably linked to our geographies (Gatrell and Elliot, 2009). Place can be seen either in simple geometric terms as ‘a portion of space in which people dwell together’ (for example, latitude, longitude, elevation and so on) or in a more experiential (phenomenological) sense as ‘a milieux that exercises a mediating role on physical, social and economic processes and which effects how such process operate’ or put more concisely ‘a distinctive coming together in space’ (Agnew, 2011: 318). Places are not though bounded and static (as is often assumed within statistical spatial analysis) but fluid and relational – nodes within social, economic and political networks (Cummins et al., 2007). Place does though require membership, for example, of communities, cities or states. Place both creates and contains social, economic and political relations as well as physical resources. Spatial inequalities in health are therefore a result of a complex mix of economic, social, environmental and political processes – coming together in particular places. Places can be health-promoting (salutogenic) or health-damaging (pathogenic) (Bambra, 2016).

Research has conventionally presented two main explanations as to why these geographical inequalities in health exist: compositional and contextual (Macintyre et al., 2002). The compositional explanation argues that the health of a given area, such as a ward, town or region, is a result of the individual characteristics of the people who live there. Whereas, the contextual explanation argues that area-level health is also in part determined by the nature of the place itself in terms of its economic, social and physical environmental – the nature of the neighbourhood. The relationship between health and place has therefore been thought of in terms of ‘who lives here’ (compositional/individual) and ‘what is this place like’ (contextual/neighbourhood). More recently though, drawing on political economy approaches, the political determinants of health (the macro/societal context) have also been examined – how our political choices shape the relationship between health and place (Bambra, 2016). It is also acknowledged though that these approaches are not mutually exclusive and that the health of places results from the interaction of people with the wider local and macro environment (Cummins et al., 2007). The characteristics of individuals are influenced by the characteristics of the area; for example, occupational class can be determined by local school quality and the availability of jobs in the local labour market, while these contextual factors are in turn influenced by the wider political and economic environment. Health is influenced by individual (compositional), collective (contextual)and political-economic (macro) factors.

Who lives here: The compositional approach

The compositional view argues that who lives here – primarily the health behaviours (smoking, alcohol, physical activity, diet, drugs) and socioeconomic (income, education, occupation) characteristics of the people living within a particular area (neighbourhood, city, region, country) determines its health outcomes: that poor people result in poor places. Smoking, alcohol, physical activity, diet and drugs – the five so-called lifestyle factors or risky health behaviours, all influence health significantly. Smoking remains the most important preventable cause of mortality in the wealthy world and is causally linked to most major diseases such as cancer and cardiovascular disease (Jarvis and Wardle, 2006). Likewise, excessive alcohol consumption is related to some cancers as well as other key risks such as high blood pressure. Alcohol-related deaths and diseases are on the increase. Poor diet and low exercise rates can lead to obesity which is a major risk factor for poorer health and longevity. Drug abuse is an increasingly important determinant of death among the young (Bambra et al., 2010). People who do not smoke, have only moderate alcohol intake, consume a large amount of fruit and vegetable and engage regularly in physical activity will on average have a 14-year higher life expectancy than individuals achieving no healthy behaviours (Khaw et al., 2008). So, on average, areas (countries, regions, cities, neighbourhoods) with higher rates of these unhealthy behaviours among their populations would have worse health than others, all things being equal.

The socioeconomic status of people living in an area is also of huge health significance. Socioeconomic status is a term that refers to occupational class, income or educational level (Bambra, 2011). People with higher occupational status (for example, professionals such as teachers or lawyers) have better health outcomes than non-professional workers (for example, manual workers). By way of example, data shows that infant mortality rates were 16% higher in children of routine and manual workers as compared with professional and managerial workers (Marmot, 2010). Having a higher income or being educated to degree level can also have a protective health effect, where as having a lower income or no educational qualifications can have a negative health impact. The poorer someone is, the less likely they are to live in good quality housing, have time and money for leisure activities, feel secure at home or work, have good quality work or a job at all, or afford to eat healthy food – the social determinants of health (Marmot, 2010).

There are three main pathways linking socioeconomic status and health: materialist, psychosocial and behavioural/cultural (Skalická et al., 2009; Bartley, 2016). The materialist explanation focuses on income and on what income enables – access to goods and services and exposures to material (physical) risk factors (for example, poor housing, inadequate diet, physical hazards at work, environmental exposures). Psychosocial explanations focus on how social inequality makes people feel – domination/subordination, superiority/inferiority, social support, demands and control – and the effects of the biological consequences of these feelings on health. The behavioural explanation considers the association between socioeconomic status and health to be a result of health-related behaviours as a result of adverse personal/psychological characteristics or because unhealthy behaviours may be more culturally acceptable among lower socioeconomic groups (Skalická et al., 2009; Bartley, 2016).

What is this place like: the contextual approach

So while the compositional view argues that it is who lives here that matters for area health – and that essentially poor people make poor health, the contextual approach instead highlights the fact that what is this place like also matters for health. Health differs by place because it is also determined by the economic, social and physical environment of a place: that poor places lead to poor health. Place mediates the way in which individuals experience social, economic and physical processes on their health: places can be salutogenic (health promoting) or pathogenic (health damaging) environments – place acts as a health ecosystem. These place-based effects can also be seen as the collective effects of the social determinants of health. There are three contextual aspects to place that have traditionally been considered as important to health: economic, social and physical.

The compositional view takes into account the effects of individual socioeconomic position on health status. Area-level economics instead looks at the health effects of the local economic environment, independent of individual socioeconomic position. Area-economic factors that influence health are often summarised as economic deprivation. They include area poverty rates, unemployment rates, wages, and types of work and employment in the area. The mechanisms whereby the economic profile of a local area affects health are multiple. For example, it affects the nature of work that an individual can access in that place (regardless of their own socioeconomic position). It also has an impact on the services available in a local area, as more affluent areas will attract different services (such as food available locally or physical activity opportunities) than more deprived areas as businesses adapt to the different consumer demands in each area (see access to services in the opportunity structures section below). Area-level economic factors such as poverty are a key predictor of health including cardiovascular disease, all-cause mortality, limiting long-term illness and health-related behaviours (Macintyre, 2007).

Places also have social aspects which affect health. Opportunity structures are the socially constructed and patterned features of the area which may promote health through the possibilities they provide (Macintyre et al., 2002). These include the services provided, publicly or privately, to support people in their daily lives such as child care, transport, food availability or access to a general practitioner or hospital, as well as the availability of health promoting environments at home (for example, good housing quality, access and affordability), work (good quality work) and education (such as high quality schools). For example, local environments can shape our access to healthy – and unhealthy – goods and services thus enhancing or reducing our opportunities to engage in healthy or unhealthy behaviours such as smoking, alcohol consumption, fruit and vegetable consumption or physical activity. One example is the obesogenic environment. The local food environment – such as the availability of healthy and unhealthy foods in the neighbourhood – as well as opportunities for physical activity – are there parks or gyms, is the outside space safe and walkable – are both central components of the obesogenic environment. Research has shown that in some low-income areas food deserts exist where there is a paucity of supermarkets and shops selling affordable fresh food on the one hand, alongside an abundance of convenience stores and fast food outlets selling energy dense junk food and ready meals (Pearce et al., 2007). Low-income neighbourhoods – particularly urban ones – may also inhibit opportunities for physical activity. Associations have been found between neighbourhood availability of fast food and obesity rates in a number of wealthy countries including the UK, the US and New Zealand (Pearce et al., 2007; Burgoine et al., 2011).

A second social aspect of place is collective social functioning. Collective social functioning and practices that are beneficial to health include high levels of social cohesion and social capital within the community. Social capital – ‘the features of social organisation such as trust, norms and networks that can improve the efficiency of society by facilitating coordinated actions’ (Putnam, 1993: 167) – has been put forward as a social mechanism through which place mediates the relationship between individual socioeconomic status and health outcomes (Hawe and Shiell, 2000). Some studies have found that areas with higher levels of social capital have better health such as lower mortality rates, self-rated health, mental health and health behaviours. More negative collective effects can also come from the reputation of an area (for example, stigmatised places can result in feelings of alienation and worthlessness) or the history of an area (for example, if there has been a history of racial oppression). Place attachment (an emotional bond that individuals or groups have with specific places) in contrast can have a protective health effect (Gatrell and Elliot, 2009). Certain places become marginalised by obtaining a spoiled identity and subsequently become stigmatised and discredited. This can be as a result of environment factors such as air pollution or dirt as well as from social stigma – such as being labelled the obesity capital of Britain as happened with Copeland in West Cumbria (North West England), or economic stigma such as low property prices (Bush et al., 2001). Residents of stigmatised places can also be discredited by association with these place characteristics. A notable case of such placed-based stigma is Love Canal, New York – the location of a toxic waste dump. Research has shown that such place-based stigma can result in psychosocial stress and associated ill health alongside feelings of shame, on top of the physical health effects of air pollution such as respiratory disease (Airey, 2003). Local attitudes, say around smoking, can also influence health and health behaviours either negatively or positively (Thompson et al., 2007).

The physical environment is widely recognised as an important determinant of health and health inequalities (WHO, 2008). There is a sizeable literature on the positive health effects of access to green space, as well as the negative health effects of waste facilities, brownfield or contaminated land as well as air pollution (Bambra, 2016). A (in) famous example of the latter is the so-called ‘Cancer Alley’ – the 87-mile stretch in the US state of Mississippi between Baton Rouge and New Orleans, the home of the largest petrochemicals site in the country (Markowitz and Rosner, 2003). In 2016 it was estimated that air pollution levels in London accounted for up to 10,000 unnecessary deaths per year (Walton et al., 2015). Another example of how the physical environment of areas varies is in respect to land pollution. A study found that in the US city of Baltimore, mortality rates from cancer, lung cancer and respiratory diseases were significantly higher in neighbourhoods with larger amounts of brownfield land (Litt et al., 2002). Similarly, an English study of differences in exposure to brownfield land found that neighbourhoods with larger amounts of brownfield land have higher rates of poor health and limiting longterm illness (Bambra et al., 2014).

The literature has also established the role of natural or green spaces as therapeutic or health-promoting landscapes. So for example, studies have found that walking in natural, rather than urban, settings reduce stress levels and people residing in green areas report less poor health than those with less green surroundings (Maas et al., 2005). Research also indicates that green space can have an impact on health by attention restoration, stress reduction and/or the evocation of positive emotions (Abraham et al., 2010). Awareness of how such factors differ by place has led to the development of the concept of ‘environmental deprivation’ – the extent of exposure to key characteristics of the physical environment that are either health promoting or health damaging (Pearce et al., 2010). Environmental deprivation is associated with all-cause mortality: mortality was lowest in areas with the least environmental deprivation and highest in the most environmentally deprived. The unequal socio-spatial distribution of the environmental deprivation has also led to commentators developing the concept of environmental justice (Pearce et al., 2010). The fact that more deprived neighbourhoods are more likely to have air and land pollution and less likely to have green space can be seen as an aspect of social injustice (Pearce et al., 2010).

Poor people and poor places: the relational approach

The contextual and compositional explanations for how place relates to health are not mutually exclusive and to separate them is an over simplification and ignores the interactions between these two levels (Macintyre et al., 2002). The characteristics of individuals are influenced by the characteristics of the area. For example, occupational class can be determined by local school quality and the availability of jobs in the local labour market or, children might not play outside due to not having a private garden (a compositional resource), because there are no public parks or transport to get to them (a contextual resource) or because it might not be seen as appropriate for them to do so (contextual social functioning) (Macintyre et al., 2002). Similarly, areas with more successful economies (for example, more high-paid jobs) will have lower proportions of lower socioeconomic status residents.

Further, the collective resources model suggests that all residents, and particularly those on a low income, enjoy better health when they live in areas characterised by more/better social and economic collective resources. This may be especially important for those on low incomes as they are usually more reliant on local services. Conversely, the health of poorer people may suffer more in deprived areas where collective resources and social structures are limited, a concept known as deprivation amplification: that the health effects of individual deprivation, such as lower socioeconomic status, can therefore be amplified by area deprivation (Macintyre, 2007).

Composition and context should not therefore be seen as separate or competing explanations – but entwined. Both contribute to the complex relationship between health and place – an ecosystem made up of people, systems and structures. As Cummins and colleagues (2007: 1826) argue, ‘there is a mutually reinforcing and reciprocal relationship between people and place’ – a relational approach should therefore be taken to understanding how compositional and contextual factors interact to produce geographical inequalities in health.

Politics matters: the political economy approach

The political economy approach to explaining health inequalities focuses on the social, political and economic structures and relations that may be, and often are, outside the control of the individuals or the local areas they affect (Bambra et al., 2005; Krieger, 2003). Individual and collective social and economic factors such as housing, income and employment – indeed many of the issues that dominate political life – are key determinants of health and wellbeing (Bambra et al., 2015). Why some places and people are consistently privileged while others are consistently marginalised is a political choice – it is about where the power lies and in whose interests that power is exercised. Political choices can thereby be seen as the causes of the causes of the causes of geographical inequalities in health (Bambra, 2016).

By way of example, we can examine the causes of stroke or heart disease (Bambra, 2016). The immediate clinical cause could be hypertension (high blood pressure). The proximal cause of the hypertension itself could be compositional lifestyle factors such as poor diet, of which the contextual cause might be living in a low-income neighbourhood. The causes of the latter are political – low-income neighbourhoods exist because the political and economic system allows them to exist. Wages could be regulated so that they are higher (an example being the living wage), or food prices could be controlled/subsidised (for example, in the US it is meat and corn oil that receive government subsidies, not fruit and vegetables; likewise in the European Union, farmers are encouraged to produce dairy) and neighbourhood food provision does not have to be left to the vagaries of the market (which leads to clustering of poor food availability in poor neighbourhoods).

In this sense, geographical patterns of health and disease are produced by the structures, values and priorities of political and economic systems (Krieger, 2003). Area-level health – be it local, regional or national – is determined, at least in part, by the wider political, social and economic system and the actions of the state (government) and international-level actors (supra-national government bodies such as the European Union, international trade agreements such as the Transatlantic Trade and Investment Partnership, as well as the actions of large corporations): politics can make us sick – or healthy (Schrecker and Bambra, 2015). Politics and the balance of power between key political groups – notably labour and capital – determine the role of the state and other agencies in relation to health and whether there are collective interventions to improve health and reduce health inequalities, and also whether these interventions are individually, environmentally or structurally focused. In this way, politics (broadly understood) is the fundamental determinant of our health inequalities because it shapes the wider social, economic and physical environment and the social and spatial distribution of salutogenic and pathogenic factors both collectively and individually (Bambra, 2016). The effects of recessions and austerity on the social determinants of health and resulting effects on health inequalities is an example of the importance of macro political and economic factors – an example that is the focus of this edited collection.

The Great Recession: implications for health

The financial crisis of 2007 was a result of a downturn in the US housing market, which led to a massive collapse in financial markets across the world. Banks increasingly required state bailouts (for example, in the UK the retail bank Northern Rock was nationalised while in the US Lehmann Brothers investment bank filed for bankruptcy and the mortgage companies Freddie Mac and Fannie Mae were given major government bailouts). Stock markets posted massive falls which continued as the effects in the ‘real’ economy began to be felt with unemployment rates of over 10% in the US and the Eurozone. In 2009, the International Monetary Fund announced that the global economy was experiencing its worst period for 60 years (Gamble, 2009). The global economic recession continued throughout 2009 and 2010 (leading to the moniker the ‘Great Recession’) and while many wealthy governments injected liquidity into their economies (so-called quantitative easing), youth unemployment remained high across Europe particularly in the periphery economies of the Eurozone with rates of over 40% (Greece and Spain) and over 30% (Italy and Portugal). General unemployment levels in Greece amounted to 25% of those aged 16–65 in 2015 while poverty rates doubled since the financial crisis of 2007 to 40%. Government debt stood at 177% of gross domestic product (GDP) in 2015.

Recessions, health and health inequalities

National economic wealth (that is, GDP) has long been considered as the major global determinant of population health, with the vast differences in mortality between the developed and developing countries accounted for in terms of differences in economic growth. Changes in the economy therefore potentially have important implications for population health and inequalities in health. Recessions are globally defined as two successive quarters of negative growth in GDP (Gamble, 2009). They are characterised by instability (in terms of inflation and interest rates) and sudden reductions in production and consumption with corresponding increases in unemployment. For example, the Great Recession has been characterised by unemployment rates of around 8.5% in the UK and the US, 10% in France and more than 20% in Spain. The economic downturn since 2008 is popularly referred to as the Great Recession as it has been longer, wider and deeper than any previous economic downturns including the Great Depression of the 1930s.

The short term overall population health effects of recessions are rather mixed with the majority of international studies concluding that all-cause mortality, deaths from cardiovascular disease and from motor vehicle accidents and hazardous health behaviours decrease during economic downturns, while deaths from suicides, rates of mental ill health and chronic illnesses increase (Bambra, 2011). Studies suggesting that recessions are ‘good for health’ include Gerdtham and Ruhm’s (2006) study of 23 OECD countries from 1960 to 1997 which found that mortality rates actually rose during periods of economic growth. Tapia Granados’s (2005) study of mortality trends in the US also found that the overall decline in mortality rates in the 20th century actually reversed during periods of recession. One potential explanation of this inverse relationship between mortality rates and recession is given by Adams (1981), who suggests higher unemployment rates leads to a decrease in business activity and therefore a reduction in work-related deaths, combined with a reduction in alcohol and tobacco consumption as incomes reduce, resulting in a reduction in mortality risks. A number of studies also found road traffic accidents decreased during periods of recession, as people have less need to – and are less able to afford to – drive (Ruhm, 1995, 2000; Tapia Granados, 2005).

In contrast, in terms of mental illness, the literature suggests that recessions are in fact ‘bad for health’. For instance, Katikireddi et al.’s (2012) study using Health Survey for England data found that the self-reported mental health of men in England, measured by the General Health Questionnaire (GHQ12) scores, deteriorated over the two years following recession. Mental health problems such as stress and depression were also found to increase during periods of recession in studies in Spain (Gili et al., 2013), Greece (Economou et al., 2011) and Northern Ireland (Houdmont et al., 2012). In a number of studies this was found to lead to an increase in mortality rates during periods of recession, particularly from suicide (Barr et al., 2012).For example, following the 2007/08 crisis, worldwide an excess of 4884 suicides were observed in 2009 (Corcoran et al., 2015) and over the next three years (2008–10) an excess of 4,750 suicides occurred in the US, 1,000 suicides in England and 680 suicides in Spain. Areas of the UK with higher unemployment rates had greater increases in suicide rates (Hawton et al., 2016). There is also evidence of other increases in poor mental health and wellbeing after the Great Recession including self-harm and psychiatric morbidity (Vizard and Obolenskaya, 2015; Barnes et al., 2017). However, it is not just the mental health of individuals that is affected by recessions, as a number of studies worldwide have found the self-related health status of individuals worsened during times of recession (Zavras et al., 2013).

In many ways it is still too early to be conclusive about the effects of the current Great Recession on health inequalities as few studies have been conducted to date and because it will take time to see the longer-term health impacts, for example on mortality. However, we can look back on data from past economic downturns to gain insights in to what to expect. There were post-war economic downturns in the 1970s, 1980s and 1990s in the UK and other Western countries. Studies of these events suggest that the health effects of economic downturns are unequally distributed across the population thereby exacerbating health inequalities – in some countries but not others (Kondo et al., 2008).

For example, a study of the Japanese working-age population found that economic downturn increased inequalities in self-rated health among men (Kondo et al., 2008), while a Finnish study found that the economic downturn slowed down the trend towards increased inequalities in mortality (Valkonen et al., 2000). Similarly, a comparative study of working age (16–64) morbidity conducted in Finland (Manderbacka et al., 2001), Norway (Dahl and Elstad, 2000), Sweden (Lundberg et al., 2001) and Denmark (Lahlema et al., 2002) found that inequalities in self-reported health remained stable during the 1980s and 1990s. A more recent comparative study of self-reported health from 1991–2010 found that there was a more negative impact on the health of the most vulnerable in England than in Sweden during recessions (Copeland et al., 2013). These findings are also supported by a study of inequalities in pre-term births in the Scandinavian countries which remained broadly stable from 1981 to 2000 despite economic downturn (Petersen et al., 2009).

Studies that have examined whether the health effects of recessions vary by gender have been few and the results varied. For example, Gerdtham and Johannesson (2005) found that recessions increased all-cause mortality in Swedish men, but there was no significant increase in Swedish women. However, Novo and colleagues (2000) study of young adults in Japan found that in fact women suffered worse self-reported health than men during recessions. They also replicated these findings in a similar study in Sweden (Novo et al., 2001). Copeland and colleagues’ study (2013) of health inequalities in England and Sweden found that while overall, recessions had a significant positive effect on the health of women – but not men – in both England and Sweden, in England, this improvement was only enjoyed by the most educated women with the health of less educated women declining during recession. In contrast, in Sweden, the health of all women improved significantly during recession regardless of their educational status, although the most educated benefitted the most.

The health inequalities effects of recessions may well therefore be experienced quite differently by otherwise similar individuals and communities due to national policy variation (Whitehead et al., 2000; Burstrom et al., 2010) with more generous welfare systems protecting the health of the population and especially the most vulnerable (Copeland et al., 2013). This may be because the comparatively strong social safety nets they provide buffer against the structural pressures towards widening health inequalities (Lahelma et al., 2002). The welfare states of the social democratic countries – in contrast to others – seem to protect the health of the most vulnerable during economic downturns. These findings are also in keeping with the wider political economy literature which has shown that population health indicators (including self-reported health, life expectancy as well as infant mortality rates) vary by type of welfare state (Bambra, 2011, 2016; Schrecker and Bambra, 2015) with the more generous and encompassing Scandinavian welfare states enhancing population health (especially infant mortality rates).

Austerity: all in it together?

Unlike previous recent recessions of the 1980s and 1990s, the Great Recession was accompanied in many European countries (including the UK, but most notably in Greece and Spain) by escalating public expenditure cuts: austerity. Austerity – reducing budget deficits in economic downturns by decreasing public expenditure and/or increasing taxes – has arguably exacerbated the recession in some European countries, most notably in Greece, Spain, Italy and Portugal. The UK, while not as affected as the Eurozone by the financial crisis and subsequent recession, still embarked on a programme of austerity. Here, no time was wasted in ‘making the most of a crisis’ with the 2010–15 coalition government (of Conservatives and Liberal Democrats) and then the Conservative government elected in 2015 (and re-elected in 2017), enacting large-scale cuts to central and local government budgets, NHS privatisation as well as steep reductions in welfare services and benefits. In a comparative European study, Reeves et al. (2013) found that the UK austerity policy was the third was most extensive.

Austerity in the UK

It is estimated that the UK welfare reforms enacted up to 2015 will take nearly £19 billion a year out of the economy. This is equivalent to around £470 a year for every adult of working age in the country. The reforms are detailed in Table 1.1. The biggest financial losses arise from reforms to incapacity-related benefits (£4.3 billion a year), changes to tax credits (£3.6 billion a year) and the 1% uprating of most working-age benefits (£3.4 billion a year) (Beatty and Fothergill, 2014). The 2010–15 Housing Benefit reforms result in more modest losses – an estimated £490 million a year arising from the under occupancy charge (most commonly referred to as ‘bedroom tax’), for example – but for the households affected the sums are nevertheless still large (for example, £12 per week reductions per ‘spare room’ for those on benefits that are only around £65 per week).

Despite the claim by the UK Prime Minister David Cameron that ‘we are all in it together’ (Cameron, 2010), the financial impact of the welfare reforms varies greatly across the country. Tina Beatty and Steven Fothergill of Sheffield Hallam University have shown that austerity will widen the gaps in prosperity between the best and worst local economies across England, increasing the socioeconomic divide between the most and least deprived areas of towns and cities and between richer and poorer parts of the country (Beatty and Fothergill, 2014). Britain’s older industrial areas, a number of seaside towns and some London boroughs were hit hardest. Much of the South and East of England (outside London) escaped comparatively lightly. Up to 2015, Blackpool, in the North West of England, was hit worst of all – an estimated loss of more than £900 a year for every adult of working age in the town. The three regions of Northern England alone can expect to lose around £5.2 billion a year in benefit income by 2017. More than two-thirds of the 50 local authority districts worst affected by the reforms are the northern ‘old industrial areas’ – places like Knowsley, Liverpool, Middlesbrough, Hartlepool, Stoke, Burnley and Stockton-on-Tees. The higher reliance on benefits and tax credits in northern, post-industrial parts of England means that the failure to up-rate with inflation and the reductions to tax credits have a greater impact here (Beatty and Fothergill, 2014) The unequal spatial distribution of welfare cuts is shown in Figure 1.1. These ‘reforms’ have also disproportionately affected low-income households of working age (Browne and Levell, 2010) while, in contrast, pensioner households have been more protected by, for example, the universal state pension ‘triple lock’ (a guarantee to increase the state pension every year by whichever is the largest: the rate of inflation, average earnings growth or a minimum of 2.5%) and other universal allowances for older people such as the winter fuel allowance (Green et al., 2017).


Table 1.1: Welfare reform in the UK, 2010–15



	Date
	Measure



	January 2011
	Child Trust Fund abolished



	April 2011
	Child benefit frozen until 2015



	April 2012
	A one year time limit to the receipt of contributory ESA for people in the Work Related Activity Group



	
	Tax credits withdrawn from ‘middle income’ families



	May 2012
	Lone Parent Obligations introduced



	October 2012
	Conditionality, sanctions and hardship payments introduced



	January 2013
	Child Benefit withdrawn from individuals earning more than £50,000



	March 2013
	Housing Benefit/Local Housing Allowance restricted to the Consumer Prices Index – as are other benefits



	April 2013
	Childcare costs covered by Working Tax Credit cut from 80% to 70%



	
	Council Tax Benefit – 10% reduction for welfare recipients in total payments to local authorities



	
	Up-rating of working-age benefits not related to disability restricted to 1% (inflation 3.5%)



	
	Household Benefit Cap (set at £26,000 maximum)



	
	Social Fund replaced by locally determined schemes for crisis loans and community care grants



	
	Under occupancy charge or ‘Bedroom Tax’ if claimant has one spare bedroom (14% reduction) or more (25% reduction)



	
	Restrictions in access to legal aid



	April 2013–October 2017
	Migration of all existing working-age Disability Living Allowance (DLA) claimants onto Personal Independence Payment (PIP)



	June 2013
	Replacement of DLA by PIP for all new claimants



	October 2013
	Universal Credit – new claims and changes



	December 2013
	PIP reassessment of DLA claims



	April 2014
	Universal Credit – transfer existing claims



	February 2015
	Roll out of Universal Credit



	July 2015
	Tax credits and family benefits under Universal Credit limited to the first two children only



	
	Working age benefits frozen for four years from 2016



	
	Working element of Employment and Support Allowance (ESA) payments reduced to Job Seeker’s Allowance (JSA) levels



	
	The benefit cap reduced to £20,000



	
	Housing Benefit entitlement restricted for those aged between 18 and 21



	
	Those earning more than £30,000 pay more if they rent social housing




Source: Based on Bambra and Garthwaite (2015)



Local government spending (excluding police, schools, Housing Benefit) fell by nearly 30% in real terms between 2008 and 2015 in England. In terms of the geographies of local authority budget cuts, a similar pattern to welfare reform emerges: as a general rule, the more deprived the local authority, the greater the financial hit (Beatty and Fothergill, 2014). At the extremes, the worst-hit local authority areas – mainly located in the North (for example, Middlesbrough) – lost around four times as much, per adult of working age, as the authorities least affected by the cuts – found exclusively in the South and East of England (for example, Hart, Hampshire). Here the cuts amounted to less than £50 per head in this period. In contrast, the loss per working age adult in the worst affected northern districts was £470 a year. The geographical distribution of cuts to local authority budgets is shown in Figure 1.2.

These ‘upstream’, politically driven changes of the UK government’s austerity programme have already started to impact on the midstream and downstream determinants of health by unequally changing the social geographies of place and the social determinants of health (Pearce, 2013). For example, there have been spatially concentrated increases in poverty rates across the country – particularly in the North. In 2012, the regions with the lowest levels of poverty were the South East (17%) and East (18%). Rates were much higher in the northern regions with 22% in the North East, 23% in the North West and 24% in Yorkshire and Humber. Child poverty rates follow similar geographies with rates much higher in the northern regions with 29% in the North East, 31% in the North West and 30% in Yorkshire and Humber, compared with the South East (21%). In certain areas of the North, the child poverty figure is over 35% (for example, 38% in Manchester and 37% in Middlesbrough) – although this is also the case in London (36%) (End Child Poverty, 2014).


Figure 1.1: Map of per-head welfare reductions for local authorities, England, 2010–15
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Source: Based on Whitehead et al (2014)



Food poverty has also increased since the era of austerity with almost 1 million people accessing emergency food banks in the financial year 2013–14. In 2013, 83% of Trussell Trust foodbanks reported that benefits sanctions – when payments are temporarily stopped – had resulted in more people being referred for emergency food, and 30% of visits were put down to a delay in welfare payments (Trussell Trust, 2013). Alongside food poverty, many more are now also experiencing fuel poverty as energy costs rise. A household is defined as being in fuel poverty if it needs to spend more than 10% of its income on fuel to maintain a satisfactory heating regime (Bambra and Garthwaite, 2015). In 2011, the number of fuel poor households in England was estimated at around 2.39 million, representing approximately 11% of all English households (Department of Energy and Climate Change, 2013). The North East (21%) and North West (19%) have some of the highest levels of fuel poverty in England, while the South East (11%) has the lowest. Further, the number of children living in fuel poverty has risen to 1.6 million – 130,000 more than in 2010 (Levell and Oldfield, 2011).


Figure 1.2: Map of per-head reductions in local authority budgets, England, 2010–15
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Source: Based on Whitehead et al (2014)



Austerity, health and health inequalities

Studies have found that there are important variations in the effects of recessions and economic downturns on population health – depending on policy responses. In a wide-ranging and well publicised analysis of the health effects of austerity, Stuckler and Basu (2013) concluded that the overall effects of recessions on the health of different nations vary significantly by political and policy context with those countries (such as Iceland or the US) who responded to the financial crisis of 2007/08 with an economic stimulus, faring much better – particularly in terms of mental health and suicides – than those countries (for example, Spain, Greece or the UK) who chose to pursue a policy of austerity (public expenditure cuts to reduce government debt). Similarly, Karanikolos et al. (2013) found that across Europe, weak social protection systems increased the health and social crisis in Europe. While, previously, Hopkins (2006) found that in Thailand and Indonesia where social welfare spending was decreased during the Asian recession of the late 1990s, mortality rates increased. However, in Malaysia where no cut backs occurred, mortality rates were unchanged (Hopkins, 2006). Similarly, Stuckler et al.’s (2009) study of 26 European countries concluded that greater spending on social welfare could considerably reduce suicide rates during periods of economic downturn. In the UK, there is evidence that the pressures that austerity has placed on key social and health care services resulted in up to 10,000 additional deaths in 2018 compared with previous years (Dorling, 2018).

However, the effects on health inequalities have generally been less explored. Those studies that have been conducted suggest though that austerity has increased existing health inequalities such as that between the North and the South of England and between deprived and affluent neighbourhoods. For example, since 2007, suicide rates have increased across England – but at a greater rate in the North than the South: by 2012 they were 12.4 per 100,000 in the North West compared with 8.7 per 100,000 in London (ONS, 2014). Similarly, anti-depressant prescription rates have risen since 2007, again with the highest increases in the North: by 2012, anti-depressant prescription rates were highest in Blackpool (331 per 1,000) and lowest in Brent (71 per 1,000) (Spence, 2014). Foodbank use and malnutrition rates have also increased more in the North, with foodbanks in the South actually shipping food up to the North (Trussell Trust, 2013). Barr et al. (2015a) found that geographical inequalities in mental health and wellbeing increased at a higher rate between 2009 and 2013. Further, people living in more deprived areas have seen the largest increases in poor mental health (Barr et al., 2015b) and self-harm (Barnes et al., 2016). Recent data has also shown that there have been significant improvements in mortality rates among lower socioeconomic status women in the South (East, London and South East regions) but not in northern regions – where they have actually increased since 2002/03 (ONS, 2015). Spatially concentrated increases in unemployment over recent years have also led to an increase in the North–South divide for both morbidity and mortality (Moeller, 2013). It has also been shown that austerity is having a disproportionate impact on the health of vulnerable groups especially those individuals and families, including children, on the lowest incomes or in receipt of welfare benefits (MacLeavy, 2011). Internationally, Niedzwiedz et al. (2016) found that reductions in spending levels or increased conditionality may have adversely affected the mental health of disadvantaged social groups.

These early findings about the effects of austerity on health inequalities are in keeping with previous studies of the effects of public sector and welfare state contractions on increases in health inequalities in the UK, US and New Zealand in the 1980s and 1990s. Such prior research into austerity-style policies suggests that such geographically concentrated cuts to the social safety net will only serve to increase existing local divisions in health. Indeed, these studies from the 1980s and 1990s ‘are almost certain to understate the scale and multitude of the health consequences’ (Pearce, 2013: 2031) given the larger scale of the subsequent spending cuts this time around. Nonetheless, they provide the best available evidence at this stage of the effects on health inequalities of the ‘austerity epidemic’ (Schrecker and Bambra, 2015).

In terms of health inequalities between individuals of different socioeconomic status (compositional factors), for example, a US study found that while premature mortality (deaths under age 75) and infant mortality rates (deaths before age 1) declined overall in all income quintiles from 1960 to 2002, inequalities by income and ethnicity decreased only between 1966 and 1980, and then increased between 1980 and 2002 (Krieger et al., 2008). The reductions in inequalities (1966–80) occurred during a period of welfare expansion in the US (the ‘War on Poverty’) and the enactment of civil rights legislation which increased access to welfare state services. The increases in health inequalities occurred during the Reagan-Bush period of neoliberalism when public welfare services (including health care insurance coverage) were cut, funding of social assistance was reduced, the minimum wage was frozen and the tax base was shifted from the rich to the poor leading to increased income polarisation.

These findings are mirrored in studies of welfare state reductions in New Zealand (Shaw et al., 2005; Blakely et al., 2008; Pearce and Dorling, 2006; Pearce et al., 2006) which found that while general mortality rates declined, socioeconomic inequalities among men, women and children in all-cause mortality increased in the 1980s and the 1990s then stabilised in the early 2000s. Likewise, spatial inequalities in health between local areas and regions increased. The increases in health inequality occurred during a period in which New Zealand underwent major structural reform (including a less redistributive tax system, targeted social benefits, regressive tax on consumption introduced, privatisation of major utilities and public housing, user charges for welfare services and a more deregulated labour market). The stabilisation of inequalities in mortality in the late 1990s and early 2000s was during a period in which the economy improved and there were some improvements in services (for example, better access to social housing, more generous social assistance and a decrease in health care costs).

Research into the health effects of Thatcherism (1979–90) has also concluded that the large-scale dismantling of the UK’s social democratic institutions and the early pursuit of ‘austerity-style’ policies increased socioeconomic health inequalities. Thatcherism deregulated the labour and financial markets, privatised utilities and state enterprises, restricted social housing, curtailed trade union rights, marketised the public sector, significantly cut the social wage via welfare state retrenchment, accepted mass unemployment and implemented large tax cuts for the business sector and the most affluent (Scott-Samuel et al., 2014). In this period, while life expectancy increased and mortality rates decreased for all social groups, the increases were greater and more rapid among the highest social groups so that inequalities increased. Area inequalities also increased in this period with the North and Scotland falling behind the rest of the UK.

These historical increases in social and spatial health inequalities were not inevitable because in the UK – like the US and New Zealand – inequalities in mortality declined from the 1920s to the 1970s as income inequalities were reduced and the welfare state was expanded, showing the importance of social safety nets for health (Thomas et al., 2010). Nonetheless, this all suggests that the health of the poorest people and places suffer the most in times of welfare retrenchment. As northern towns such as Stockton-on-Tees have higher rates of poverty, unemployment and welfare receipt, they will disproportionately suffer the social and health consequences of austerity. This was explored in detail in the Leverhulme study of Stockton-on-Tees and the results are presented in the rest of this edited collection.

The Leverhulme study: local health inequalities in an age of austerity

The existing research literature on recessions, austerity and health inequalities therefore suggests: (1) health inequalities are linked to social and spatial inequalities; (2) the importance of social safety nets in mitigating health inequalities – particularly during recessions; and (3) that austerity is potentially increasing health inequalities by increasing social inequalities (Bambra et al., 2015). It is in this context that the Leverhulme study of local health inequalities in an age of austerity was conducted using Stockton-on-Tees in the North East of England as a case study.

Stockton-on-Tees

The borough of Stockton-on-Tees in the North East of England (Figure 1.3) provides an ideal microcosm for the interdisciplinary study of health inequalities in an age of austerity. It has high health inequalities with life expectancy gaps of 15 years between its most and least deprived wards. It is a highly differentiated place as it has areas with above average rates of poverty existing alongside areas that are very affluent. Stockton-on-Tees is also unusual in political terms as it has historically had a very shifting party political landscape with different political parties holding office at different times in the borough council and has recently been represented by both Conservative and Labour Members of Parliament.

Originally, Stockton-on-Tees was a market borough serving a largely rural and agricultural population. In the 19th century, the shipping and railway industries developed as well as manufacturing and engineering and, to a lesser extent, the chemical industry and iron and steel production. Throughout the 20th century, the borough experienced cyclical economic upheaval and since the 1970s, large-scale deindustrialisation has radically reshaped the character of the area. The shift to a post-industrial service economy in this area has only been partially successful as while most current employment is in the service sector, this is accompanied by well above average levels of long-term worklessness and structural unemployment. The Great Recession saw an above-average rise in unemployment alongside extensive local authority spending cuts and the removal of regional government structures in a local economy that has been historically highly dependent on public expenditure (Beynon et al., 1994). Stockton-on-Tees is thus a prime example of an area affected by economic downturn, the global relocation of primary industries, and which holds a marginal place in the new service based economy. It therefore provides a model contemporary location for case study research into health inequalities.


Figure 1.3: Location of Stockton-on-Tees

[image: ]



Further, Stockton-on-Tees was the location 75 years ago of one of the first studies of the effects of economic downturn and austerity on health. George M’Gonigle, the pre-war Medical Officer for Health in Stockton-on-Tees conducted a series of studies into unemployment, housing, income and health during the Great Depression of the 1930s (M’Gonigle, 1936). It also featured in J. B. Priestley’s (1934) English Journey as well as in the classic commentary on post-industrial decline: A Place Called Teesside (Beynon et al., 1994). It was also the location of Margaret Thatcher’s famous 1987 ‘walk in the wilderness’. The borough therefore provided a unique historical and research legacy within which a case study looking at health inequalities in a period of post-industrial economic decline and austerity could be conducted. The past attention paid to Stockton-on-Tees – and its current situation – presented an opportunity to look at continuity and discontinuity in the health and related experiences of a particular place using a case study approach.

Health in Hard Times: edited collection overview

This edited collection brings together the findings of a five-year Leverhulme Trust funded research project into the effects of austerity on local health inequalities in Stockton-on-Tees, thereby engaging with, advancing and influencing several key debates around the causes, development and experience of local health inequalities in an age of austerity. It provides a detailed overview of the historical and contemporary nature of austerity and its impacts on local health inequalities by taking a case study approach – using methods from across the social sciences (ethnographic qualitative; epidemiological and quantitative; visual, archival and oral history) and drawing on sociological, geographical, epidemiological, historical and social policy data. These aims are addressed through the following seven substantive empirical chapters that present findings of the key strands of Stockton-on-Tees study. Key overlapping themes include the extent and causes of spatial and socioeconomic inequalities in health in Stockton-on-Tees; the effects of austerity on people’s lived experiences and the impact this has on their health; the wider historical context of Stockton-on-Tees within which the process of austerity operated; and the importance of social safety nets in protecting the health and wellbeing of deprived communities.

In Chapter Two, ‘Austerity Then and Now’, Mike Langthorne uses extensive archival research, to examine the political, economic and social determinants of health and health inequalities during the 1930s within the historical perspective of Stockton-on-Tees. This was the period of the Great Depression – another time in which severe economic downturn as a result of collapsing financial markets, was met with austerity by the UK government and the poor were blamed for their own diminished circumstances. This chapter outlines the effects of government spending cutbacks on unemployment, housing provision, and health care in 1930s Stockton-on-Tees, charting the detrimental consequences for health and health inequalities between neighbourhoods and social classes. It also highlights the pioneering work of Dr George M’Gonigle, medical officer of health for Stockton Borough from 1924–39. The parallels, consistencies, continuities and discontinuities between 1930s Stockton and Stockton today are also examined: austerity then and now. It thereby engages with contemporary debates about health and austerity as well as a long-running debate within historical research about the effects of the Great Depression on health and social inequalities.

In Chapter Three, ‘Placing Health in Austerity’, Ramjee Bhandari engages with a key debate within geographical research as to whether the health and wellbeing of an individual is determined by their own attributes (the compositional theory) and/or the political economy and environmental attributes of the area where the person lives (contextual approach). This chapter outlines this key debate and engages with it by using data from a longitudinal household survey conducted in the most and least deprived neighbourhoods of Stockton-on-Tees It examines the explanatory role of compositional and contextual factors and their interaction while longitudinal analysis also examines the effects of austerity and welfare reform as a unique explanatory factor. The survey results indicate that there is a significant gap in general and physical health in Stockton-on-Tees and that compositional-level material factors, contextual factors and their interaction appear to be the major explanations of the health gap. There were few changes in these relationships overtime. The findings are discussed in relation to geographical theories of health inequalities and the context of austerity. It further highlights the importance of ‘relational approach’ in understanding geographical inequalities in health.

In Chapter Four, ‘How the Other Half Live’, Kayleigh Garthwaite examines how people living in two socially contrasting areas of Stockton-on-Tees experience, explain and understand the stark health inequalities in their town. Drawing on extensive ethnographic observations and over 100 qualitative interviews, documentary research and photographic data with people living in one of the most and one of the least deprived neighbourhoods, this chapter emphasises the importance of stigma, place and, perception in people’s everyday lives at a time of austerity. It focuses on three key themes: lay perspectives on inequalities, place and its meaning(s), and the relationship between austerity, family life and health. The chapter emphasises the importance of conducting ethnographic research across two socially contrasting neighbourhoods; explores how explanations for health inequalities, experiences of place, stigma, social networks and communities and family life are all affected by austerity and cuts to the social security safety net; and it concludes by arguing for a prioritisation of listening to, and working to understand, the experiences of communities experiencing the brunt of health inequalities; especially important at a time of austerity.

In Chapter Five, ‘Divided Lives’, Kate Mattheys considers how inequalities in mental health are affected by austerity, providing a qualitative account of the human price of government policy. Engaging with debates around inequalities in mental health, it uses interview data from people experiencing mental health problems in the most and the least deprived neighbourhoods of Stockton alongside interviews with key stakeholders and local service providers, to show how people experience austerity and inequality in their everyday lives. Austerity measures are shown to have a damaging impact on communities in the most deprived areas while leaving those from less deprived areas relatively unscathed. It documents how people’s lived experiences have been shaped by austerity, and how long-standing structural inequalities have been compounded by deeply regressive policies which are shown to be having an incredibly damaging impact on the mental health of those affected by them, causing a chronic level of stress that has a relentless influence on their everyday lives. Although government rhetoric highlighted how we were ‘all responsible’ for fixing the national debt, this chapter shows how it is those on the lowest incomes and living in the most deprived communities who are paying the highest price.

In Chapter Six, ‘Minding the Gap’, Nasima Akhter, Kate Mattheys, Jon Warren and Adetayo Kasim examine mental health using survey data. They engage with key debates on the causes of socioeconomic inequalities in mental health by examining the extent and underpinning determinants of the gap in mental health and wellbeing between the most and least deprived neighbourhoods of Stockton-on-Tees. Using data from the longitudinal household survey, it establishes the extent of inequalities in mental health and wellbeing in Stockton-on-Tees and examines the explanatory role of behavioural, psychosocial and material factors in explaining this gap. Longitudinal time trend analysis also examines the effects of austerity and welfare reform on this gap and on the contribution of the underpinning determinants. The results indicate that there is a significant gap in mental health and wellbeing between the most and least deprived neighbourhoods of Stockton-on-Tees and, in contrast to the majority of public health practice and discourse, it is material and psychosocial factors that are the major explanations of the health gap – not to behavioural factors. There were few changes in these relationships overtime. The chapter discusses the implications of the findings for mental health policy and practice in the context of further likely exacerbation during prolonged austerity.

In Chapter Seven, ‘Mothers in Austerity’, Amy Greer Murphy uses the results of qualitative longitudinal research with mothers to understand the impact that austerity and welfare reform are having on mothers, families and their communities. Women, particularly mothers, face a set of distinct risks under austerity and the narratives presented in this chapter illustrate the detrimental impacts of austerity, as well as demonstrating the intersectional nature of inequalities. Three key themes are explored: first, the effects of austerity and what the continuation of it might mean for respondents’ families, communities and livelihoods; second, the increasing devaluation of women’s roles as mothers and carers; and third, that gender should be central to our reading of austerity. The chapter shows that mothers play a crucial role within families in insulating against many of the negative effects of austerity. It challenges articulations of austerity which ignore its gendered structure and argues that ongoing austerity measures are exacerbating the deeply gendered dynamics of the politics of inequality and austerity in the UK. The chapter concludes that the ongoing and intensifying pressures austerity is placing on mothers and their families is generating negative health consequences and increasing inequality.

In the concluding Chapter Eight, I bring together the main themes of the previous chapters highlighting the key contributions which the Stockton-on-Tees project has made to the wider social science and health inequalities literature, specifically our understanding of geographical inequalities in health during austerity. It discusses the case study, mixed methods approach, the contribution to understandings of health inequalities, and the effects of austerity on health inequalities. The chapter concludes by outlining the research, policy and practice implications of the project emphasising how our case study shows the need to integrate political economy perspectives into geographical research, the importance of universal social policy safety nets, and for public health practitioners to look beyond health behaviours when designing interventions.
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TWO

Austerity Then and Now

Mike Langthorne

Introduction

This chapter uses extensive archival research, to examine the political, economic and social determinants of health and health inequalities during the 1930s within the historical perspective of Stockton-on-Tees. This was the period of the Great Depression – another time in which severe economic downturn as a result of collapsing financial markets was met with austerity by the UK government and the poor were blamed for their own diminished circumstances. This chapter outlines the effects of government spending cutbacks on unemployment, housing provision and healthcare in 1930s Stockton-on-Tees, charting the detrimental consequences for health and health inequalities between neighbourhoods and social classes. It also highlights the pioneering work of Dr George M’Gonigle, medical officer of health for Stockton Borough from 1924–39. The parallels, consistencies, continuities and discontinuities between 1930s Stockton and Stockton today are also examined: austerity then and now. It thereby engages with contemporary debates about health and austerity as well as a long-running debate within historical research about the effects of the Great Depression on health and social inequalities.

The 1930s provide a benchmark against which unemployment and its effects on communities are measured. ‘The Depression’, and the depression which it brought both economically, socially and psychologically, have left a lasting impression on the collective memory. Phrases such as ‘a return to the conditions of the thirties’ are often used in the media and politics, but what does that mean and is such an analogy justified? This chapter will examine the themes of unemployment, housing, healthcare and the health of Stockton during this period of austerity. The austerity imposed in response to the 2007/08 recession echoes to some extent the austerity experienced in the 1930s. Both periods involve a reduction of state spending particularly in welfare and public services. As such, this provides an opportunity to reflect on the effects of austerity on health inequality across the two eras. Comparing the political and social effects on Stockton in the 1930s with those experienced currently – austerity then and now – will indicate whether or not the results are consistent between these two periods.

Background to the 1930s

A slow economic recovery following the First World War had become impeded by Britain rejoining the gold standard at the end of 1925 at an exchange rate which made British exports expensive to the world market. The gold standard is a monetary system where the value of a country’s currency is directly linked to the value of gold. A country that uses the gold standard sets a fixed price for gold and buys and sells gold at that price. In the case of Britain, this exchange rate ‘almost certainly overvalued the pound in relation to other currencies’ (McKibbin, 1975, p. 110), not least the US, German, French and Belgian currencies (Skidelsky, 1998), leading to the export difficulties. The subsequent Wall Street Crash in 1929, whereby share values in the US plummeted rapidly and the resultant global financial crisis followed, further exacerbated an already difficult situation. Demand for British manufactured goods, coal, agricultural produce and shipping collapsed (Williamson, 1992). National income fell while costs of supporting unemployment rose due to the higher numbers of those claiming benefits. The incumbent minority Labour government, headed by Ramsay MacDonald, disintegrated over disagreements regarding imposition of austerity measures in response to the recession: more specifically the dispute revolved around an unwillingness to implement cuts to public sector wages and public spending, including reductions in benefits and increases to insurance contributions which had been recommended by the Royal Commission on Unemployment Insurance in June 1931 (Macmillan, 1966; McKibbin, 1975). Economist John Maynard Keynes advocated government spending to invest in the economy, which would sustain businesses and employment. He believed that cuts at this point would be ‘self-defeating’ and would ‘inadvertently prolong’ the recession (Burton, 2016, p. 13). However, fearing a budget deficit, the recommendations of the royal commission advocated increased taxes on the rich to recoup £24 million and economies totalling £96 million, including £64 million via a reduction in unemployment assistance (Taylor, 1965). An interim coalition ‘national government’ was formed, and a general election soon followed which resulted in a Conservative-dominated national government, although MacDonald remained as prime minister. Public sector wages were cut – by 25% in some sections of the Royal Navy – unemployment benefits were reduced by 10% alongside increased national insurance contributions (Needham, 2013), and taxes increased. However, recovery did not begin until Britain again withdrew from the gold standard in September 1931, devaluing the pound and stimulating exports. Unemployment began to decline through the middle of the decade, although improvements were mainly experienced in the south of the country.

Teesside’s, and particularly Stockton’s, economy relied heavily on iron and steel, shipbuilding and heavy engineering, much of the latter dependent on marine engineering and bridge building (Beynon et al., 1994). Indeed, by 1914 it was an important centre of industry, and Teesside was one of the world’s leading shipbuilding areas. However, nationally 36 shipyards had closed by the end of the decade (Perry, 2000, p. 54), and output had fallen by 85% by 1933 due largely to the economic slump caused by the Wall Street Crash and the accompanying fall in exports on which the area relied. A sharp rise in unemployment followed, suffered disproportionately by the major industrial areas such as the North East of England.

Unemployment

A marked increase in unemployment occurred nationally from 1929 to 1932, as illustrated in Figure 2.1. For example, by 1934 while the rate for unemployment was 16.7% the rate for long-term unemployment nationally was 29.7%, and was as high as 51.4% in the most depressed areas (Denman and McDonald, 1996, pp. 5–11; Perry, 2000, p. 47).

The unemployed had three potential sources of financial assistance – unemployment benefit for those who had accrued enough unemployment insurance; government-funded transitional benefit for those who had not accrued enough insurance, or who had exhausted their unemployment benefit; out-relief (also called outdoor relief or public assistance) for the most destitute who had no entitlement to insurance-funded unemployment benefit. Levels of benefits varied and fluctuated throughout the decade.

By November 1930, County Durham, which at this time included Stockton, had the worst unemployment rate in the country at 29.6% of the working population (Darlington & Stockton Times, 1930a, p. 14). The Bishop of Durham, Hensley Henson, commented on the effects of unemployment. He acknowledged that some unemployed people accepted life on the dole easily, but held that the majority ‘bitterly resented their misfortune’. The major consequences of unemployment that he observed were the low morale and loss of self-respect of workmen due to idleness (Darlington & Stockton Times, 1930b, p. 13). Conditions had not markedly improved by 1934 when a report by the government’s special investigator, Conservative MP Captain D. Euan Wallace, stated that in County Durham ‘… it has been impossible to avoid a strong general impression that the area as a whole is losing hope’ (Ministry of Labour, 1934, p. 74). He went on to say that


Figure 2.1: UK unemployment 1929–39, yearly average
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Source: Created using data from Denman and McDonald 1996, pp. 5–11



Prolonged unemployment is destroying the confidence and self-respect of a large part of the population. Their fitness for work is being steadily lost and the anxiety of living always upon a bare minimum without any margin of resources… is slowly sapping their nervous strength and their powers of resistance. (Darlington & Stockton Times, 1934a, p. 3; Ministry of Labour, 1934, p. 76)

National and regional politics of unemployment

A struggling export market alongside failing businesses meant that the national economy was faltering and income to the Treasury was suffering. The rise in unemployment further depleted government funds. The unemployment insurance scheme was paying out more in benefits than it was taking in contributions, and therefore had to be subsidised from central government.

In July 1931 the Committee on National Expenditure – named the ‘May Committee’ after its chairman – predicted, incorrectly, a budget deficit of £120 million for 1931/32. This figure was used to justify the imposition of austerity which followed. Targeting savings of £96 million the Conservative-dominated national government cut unemployment benefits by 10%. Furthermore, qualification for transitional benefit was means-tested by the Public Assistance Committee (PAC) of Durham County Council (Taylor, 1965; Garside, 1990, pp. 59–60).

Every category of benefits suffered the 10% reduction apart from the amount for dependent children (see Table 2.1).

The 10% cut in unemployment benefit was not restored until July 1934. Additionally, means testing for transitional benefits (the ‘dole’) became more stringent. Prior to 1931 any means testing had examined the economic status of an individual. From 1931 the means test instead determined whether a household as a whole had sufficient income to disqualify them for assistance. Cases could be harshly dealt with:

a young married man paid £1 per week rent and rates. His only income was 10s per week which he received for renting out 2 rooms. The PAC decided he did not need assistance and reduced his benefit from 23s 3d to nil. (Darlington & Stockton Times, 1932, p. 3)


Table 2.1: Unemployment Benefit before and after the cuts



	
	Old payment
	New payment



	Man over 21
	17s 0da
	15s 3d



	Woman over 21
	15s 0d
	13s 6d



	Dependent child
	2s 0d
	2s 0d



	Young man 18–21
	14s 0d
	12s 6d



	Young woman 18–21
	12s 0d
	10s 9d



	Boy aged 17
	9s 0d
	8s 0d



	Girl aged 17
	7s 6d
	6s 9d



	Boy aged 16
	6s 0d
	5s 6d



	Girl aged 16
	5s 0d
	4s 6d




Note: a s = shilling; d = pence. During the 1930s in the UK the units of currency were pounds (£), shillings and pence (or pennies). A pound equalled 20 shillings, and a shilling equalled 12 pence. A shilling equates to approximately £3.10 in today’s money.

Source: County Council of Durham 1933, p. 48; Darlington & Stockton Times 1931c, p. 5



Unemployment in Stockton

Stockton suffered a sharp rise in unemployment following the onset of the Depression in 1929 (Figure 2.2).

In 1931 Neville Chamberlain, UK Chancellor of the Exchequer, wrote to local authorities urgently advocating economy in municipal spending. He stated that local authorities should decide themselves how best to reduce the drain on their economic resources, either through cuts or by raising rates. A number of schemes in Stockton that would have provided training or employment were adversely affected. Stockton Corporation proposed seven infrastructure projects as part of a programme of unemployment relief works. Funding for such schemes relied on the support of a 75% grant from the government’s Unemployment Grants Committee (Markets and Properties Committee, 1931). The ‘May Committee’ report recommended that the Unemployment Grants Committee should reduce expenditure, reflecting the adoption of austerity. Consequently, in December 1931 the Committee decided to accept no further applications for grant aid. A request from Stockton Council to the government that they restore the grants for approved local unemployment schemes was rejected on the grounds of expense to both the state and to local authorities, and the poor provision of real employment (Darlington & Stockton Times, 1933a, p. 3; Parliamentary, Finance and General Purposes Committee, 1933a).


Figure 2.2: Unemployment in Stockton, 1929–38
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Source: Based on M’Gonigle 1929–32, 1933a, 1934, 1935a, 1936–38



Stigma and support

Sympathy for the unemployed existed, but was not universal. The local newspaper attached a stigma particularly to those on the ‘dole’ as being scroungers seeking to exploit the benefit system (Darlington & Stockton Times, 1935a, p. 10). Comment was made that, although the unemployed may have resented ‘what seem to be the inquisitional methods’ of the PAC in applying the means test, it was necessary as there had been so many cases of deception (Darlington & Stockton Times, 1931a, p. 9). There was a complaint that, to circumvent the rule that assessed income for the household rather than the individual, claimants had left home to move into lodgings, thereby having no other income available for support from family members and therefore qualifying for transitional benefit. This was regarded as a ‘trick’ (Darlington & Stockton Times, 1931b, p. 8).

Despite some vilification of the unemployed, charities and churches made efforts to ameliorate their suffering. Stockton and Thornaby District Women’s Association (1935) donated clothing and blankets. The Mayor’s Clothing Bureau, alongside the Personal Service League, had distributed 40,000 garments by 1935 (Darlington & Stockton Times, 1935b, p. 3). Affordability of a nutritious diet was a major problem for those on low incomes. In 1932, 250 allotments were provided for the use of the unemployed by the Mayor’s Committee for the Help of the Unemployed, with the assistance of Durham County Education Committee (Darlington & Stockton Times, 1931d, p. 10; M’Gonigle, 1935a). Food produced from these allotments provided a valuable addition to the diet of the unemployed families. Men working on the allotments confirmed that working on the allotments had also greatly alleviated their depression (Darlington & Stockton Times, 1933b, p. 7). The Salvation Army were also a source of free food: ‘If the band was playing round the streets when I was young I always used to follow it and get a basin of soup … I’d join anything for a bite to eat, I’ll tell you that’ (Nicholas, 1986, p. 182).

The Mayor’s Committee also provided boot-repair shops and, with the support of local churches, arranged meetings and concerts, provided rest rooms and organised recreational activities and sports (Stockton Baptist Tabernacle, March 1927 to September 1944; Stockton Unitarian Church, October 1927 to September 1933; Cemeteries and Parks Committee, 1931; Yarm Road Congregational Church, 1935).

Unemployed workers also organised themselves to take action. Both the National Unemployed Workers’ Movement (NUWM) and the Stockton and Thornaby Unemployed Workers Association were active in Stockton. Predominantly these organisations lobbied the local council for improved benefits, lower rents, food and employment schemes (Town Council, 1931a; Parliamentary, Finance and General Purposes Committee, 1931b). The NUWM organised hunger marches and demonstrations, and provided legal support for claimants to challenge harsh benefits rulings (Croucher, 1987, p. 114). The NUWM also carried out local charitable work:

… we used to run jumble sales but … it was hard to get old clothes. Also we joined together to help somebody who was really poor and having a baby, say, we’d have a street collection round the doors, even if they could just give you a piece of bread. (Watson, 2014, p. 108)

Housing: unhealthy areas

The town of Stockton grew from the banks of the River Tees, and expanded over time to encompass outlying villages within its suburbs. The older areas closest to the centre of town and to the riverbank included some of the most dilapidated and unhealthy housing, as Figure 2.4 illustrates. Outlying areas such as Hartburn ward benefited from having more modern, less densely packed housing. By the 1930s these differences in housing quality were reflected in the social status of the occupiers. The Hartburn area attracted predominantly – though not entirely – professionals, artisans and office workers. Conversely, the older areas consisted more of the skilled or unskilled industrial workers. It is probable that these areas of working-class residents had a higher proportion of unemployed, since ‘unskilled manual workers were more likely to be unemployed … than clerical workers’ (McKibbin, 1998, p. 114).


Figure 2.3: Constables Yard, Stockton, circa 1925
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Source: Stockton Archives, courtesy of Stockton Libraries and Heritage Service, Stockton Borough Council




Figure 2.4: 1930s Stockton – approximate locations of old housing (King Street; Queen Street; Bay Street) and new housing (Manor House Terrace; Brisbane Grove)

[image: ]

Base map reproduced by permission of Durham County Record Office (Durham County Record Office CC/X 185/4/64/4)

Source: M’Gonigle 1934; Housing Committee 1933



Much of the town’s original housing had been demolished by the 1930s, but old housing still existed, for example King Street and its near neighbour Queen Street. By the 1930s, King Street consisted of a mix of the professions alongside manual skilled and unskilled trades. Queen Street conversely was largely an area of industrial and manual occupations. The nearby Bay Street bordered the slum clearance areas identified in the 1930s. This street also housed almost exclusively those in manual trades. In contrast, Manor House Terrace in suburban Hartburn was a much ‘younger’ area. By the 1930s this was a predominantly ‘middle-class’ area, with fewer manual workers and more professionals and businessmen. Also in Hartburn, Brisbane Grove first appeared in directories in 1930–31. Consisting of much lower density semi-detached houses, this was predominantly an area of professionals and artisans, with a small number of manual tradesmen (Ward’s Directory, 1885, 1896, 1904, 1914, 1924, 1930, 1934; Ordnance Survey, 2017). The inequality of economic status of these areas, signified by the types of housing and the occupational classes, is reflected in the inequality of health suffered by these areas. Figure 2.4 indicates the locations of these areas. Zones identified for slum clearance are highlighted in dark grey.

Housing conditions

Most housing was adequate, but this was not universally true. Individual residences commonly experienced multiple problems, as illustrated by a single inspection of 21 Thompson Street: ‘ground damp in front living room; excessive dampness in front bedroom; defective rear eves gutter; defective water closet door frame; defective floor boards in back bedroom; defective back bedroom window frame’ (Health Committee, 1932).

Medical officer reports suggest that vermin infestation worsened, from 33 houses in 1930 to 132 houses in 1937 (M’Gonigle, 1930-1932, 1933a, 1934, 1935a and b, 1936-1938). In 1935, bug infestation of slum housing was conservatively estimated at 60–70% (M’Gonigle, 1935b).

Slum clearance

Slum housing existed in many areas of the country. A slum neighbourhood was an area where the:

narrowness, closeness and bad management, or the bad condition of the streets and houses or groups of houses within such an area, or the want of light, air, ventilation and proper conveniences and other sanitary defects, or one or more of such causes are dangerous or injurious to the health of the inhabitants of the buildings in the said area, or of the neighbouring buildings. (Allan, 1890, p. 4)

In 1930 Dr George M’Gonigle, medical officer of health (MOH) for Stockton, highlighted several areas as having major housing problems, totalling approximately 250 houses (M’Gonigle, 1930, pp. 39–41). A similar survey in 1931 was not acted on due to the need for the local authority to economise. In September 1931 the Ministry of Health called for reductions in local expenditure. The government wished to ‘make large reductions in the national expenditure, some of which are such as to involve heavy sacrifices by the community’ (M’Gonigle, 1933b, p. 17). In 1933, a five-year action plan on slum clearance began. As part of the austerity measures, the subsidy for general house building was abolished under the 1933 Housing (Financial Provisions) Act, but subsidies remained for housing to replace slum clearance (Yelling, 1988 pp. 282–6; Lund, 2011, p. 50). Surveys in Stockton resulted in five areas recommended for demolition totalling 941 houses, to be replaced with 1,046 new houses. These schemes were to be completed by 1938. Following subsequent public enquiries by the Ministry of Health, 578 houses were eventually demolished, with others being instead reconditioned. Seven hundred families were rehoused. By September 1937 all but 30 individual houses had been dealt with (Housing Committee, 1937).

Overcrowding and the link with rent

Living in close, cramped conditions accelerated the spread of communicable disease. Alongside this, the psychological stresses of overcrowding could exacerbate high blood pressure – a major cause of heart disease, which was the biggest killer of adults in Stockton during the decade (M’Gonigle, 1929-1932, 1933a, 1934, 1935a, 1936-1938; NHS, 2014, 2017a). Many local authorities in County Durham did not want housing with low rateable value as they could not recoup the cost of new housing from rates, and this then placed the burden on other rate-payers. If authorities kept rents low, then rates would have to increase to compensate for this. The burden would largely fall on those living in low-rate houses. If they set rents at the maximum in order to minimise rate rises, then this would reduce often already low family budgets. To keep rents down, some local authorities were building working-class housing which was below the recognised national standard (Bottomley and M’Gonigle, 1934, pp. 3–8).

Overcrowding in Stockton

Overcrowding could be assessed by either floor area or number of rooms. The permitted number of persons would be whichever produced the lower figure. A 1935 survey reported a total of 665 houses in the borough were overcrowded, 4–5% of total housing stock, or 6% of the total population of approximately 67,000 (M’Gonigle, 1935a, pp. 22–3). As Figure 2.5 illustrates, South East and Victoria wards suffered most, and these wards also suffered significantly from slum housing. These areas reflected some of the worst mortality figures.

Rents for council housing varied greatly depending on location and size of house – from 2s 6d per week for a single bedroom with kitchen to 12s 6d for the largest houses (M’Gonigle, 1929, p. 26; Housing Committee, 1936b). M’Gonigle commented that most lower-rent houses tended to be two-bedroom dwellings – unsuitable for families, but nevertheless rented by low-income families as they could not afford higher rents. The Housing Committee acknowledged that an unemployed family applying for a house may have had to wait longer than an employed family, as the date on which they could obtain a house ‘would depend on the amount of income pending the applicant obtaining employment’. In other words, they may have to wait until a house became available at a rent they could afford, dependent on their level of benefits (Housing Committee, 1932), a situation not helped by the benefit cuts.

Similar fluctuations in rent existed in the private sector, partly influenced by the regulations on ‘controlled’ and ‘decontrolled’ housing.1 For example, in 1939 in the Calf Fallow Lane area controlled rents were between 6s 3d and 7s 5d, while uncontrolled rents ranged from 7s 5d to 7s 11d (Housing Committee, 1939). Private landlords acknowledged that profiteering existed. As a meeting of the Northumberland and Durham Property Owners’ and Ratepayers’ Association reported, strong demand for housing had enabled landlords to over-charge on properties with, for example, houses worth 12s per week being rented instead for between 15s to 25s per week (Darlington & Stockton Times, 1935c, p. 19).


Figure 2.5: Overcrowding by ward, private housing only, 1935
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Source: Housing Committee 1936a



M’Gonigle reported an acute shortage of houses, with two families often occupying houses intended only for one: ‘much of the overcrowding … is due to inability to pay the rents. … Many families are compelled, on account of reduced income owing to unemployment, to share their houses with other families’ (M’Gonigle, 1930, p. 36).

Families rehoused as a result of slum-clearance or to eradicate overcrowding could find that their rent increased in the new housing. M’Gonigle analysed two neighbourhoods of Stockton, one a low-rent area of slum housing, and one a high-rent area of new housing populated by families moved from recently cleared slums. Contrary to assumptions, those living in the new housing suffered more ill-health than those who remained in the slums. M’Gonigle argued that the higher rents paid in the new housing reduced the available income to spend on food. This resulted in a poorer, less nutritious diet – the catalyst for deteriorating health (M’Gonigle and Kirby, 1936).

Applications for council housing were consistently high from those living in overcrowded conditions. ‘Not a few of the applications are on medical grounds from people who are recommended by their doctors to move to the more salubrious environment of the Council Estates’ (M’Gonigle, 1932, p. 23). However, the borough council’s funding constraints for house building influenced both overcrowding and associated health impacts: ‘…the only reason for the persistence of bad environmental conditions such as insanitary and overcrowded houses is financial’ (M’Gonigle, 1934, p. 6).

The council called for the government to reinstate the subsidy for general house building – previously withdrawn in 1933 – to enable low-rent houses to be built (Housing Committee, 1934). In 1937 the Ministry of Health agreed to subsidise houses required for the abatement of overcrowding. This was offered due to the council’s financial difficulty in funding new housing (Town Council, 1937). Conditions further improved when the Exchequer also agreed to subsidise new houses provided for slum clearance (Housing Committee, 1938).

Health and healthcare

Healthcare services

Access to healthcare was obviously an important determinant of health. However, access could be precarious for those on low incomes. In a time prior to the NHS, healthcare often had to be paid for. This could be difficult, if not impossible, for the poor. Families could choose not to pay for health insurance, but then risked ill health and being means tested in order to receive free care – a situation which many feared since access to such care was not guaranteed. M’Gonigle entreated the agencies involved in the provision and awarding of benefits to be sympathetic to family needs:

… services such as those of … unemployment insurance, public assistance and the unemployment assistance board can by a liberal and generous interpretation of their powers raise the nutritional status of certain parts of the population and so raise the powers to resist disease. (M’Gonigle, 1934, p. 7)

Access to an adequate diet benefited the physical and mental wellbeing of a family, but also, in the opinion of John Boyd Orr of the Rowett Institute, made financial sense as well: ‘It is probable that … the cost of bringing a diet adequate for health within the reach of the poorest would be less than the cost of treating disease which by this means would be prevented’ (Orr, 1936).

The main clinical health services are located on the following map (Figure 2.6). This map concentrates on the identified slum clearance areas of Stockton. Slum residence tends to be an enforced economic necessity rather than a personal choice. These areas therefore represent some of the poorest areas of the borough.


Figure 2.6: Stockton, 1936 – slum clearance areas; doctors; midwives; health care facilities
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The numbers correspond to the following health care facilities:

1 Durham County Council Tuberculosis Dispensary

2 Robson Maternity Home

3 Stockton Dispensary

4 Stockton Fever Hospital/Isolation Hospital

5 Stockton and Thornaby Hospital (voluntary)

6 Poor Law Infirmary (Public Assistance Institution – former workhouse)

Base map reproduced by permission of Durham County Record Office (Durham County Record Office CC/X 185/4/64/4)

Sources: Ward’s Directory 1928, 1930, 1932, 1934, 1938; Kelly’s Directory 1934, 1938; M’Gonigle 1934



Poor areas tend to have poor health. Thus they need good healthcare, but conversely tend to suffer poor healthcare as well. This is the essence of the ‘Inverse Care Law’ which is most prominent ‘where medical care is most exposed to market forces’ (Hart, 1971, p. 405). The proximity of health services to the poorest areas indicates that this ‘law’ did not operate within Stockton. Services, however, had to be paid for. National health insurance funded doctors for those in insured occupations. An unemployed person could also voluntarily contribute to this scheme at a rate, in 1937, of 1s 8d per week (Parliament. House of Commons, 1931, 1936; Darlington & Stockton Times, 1935d, p. 17; Darlington & Stockton Times, 1937c, p. 18). However, insurance committees recognised that the provision of medical assistance from insurance was limited, and that ‘a long and severe illness means almost disaster to a worker’ (Darlington & Stockton Times, 1930c, p. 5). The poorest who had neither national nor private insurance depended on the PAC to determine whether they qualified for assistance. The most impoverished could access a doctor for free, paid for by the PAC. This, however, brought a stigma of destitution and ‘scrounging’2 from the state.

Stockton was served by both municipal and private hospitals. Charging varied depending on the institution. National insurance did not cover hospital treatment and so additional private insurance had to be funded, or patients had otherwise to rely on the availability of free treatment at the poor law infirmary. Treatment at the Isolation Hospital (for infectious diseases), for example, cost 4s 10d in 1935. Perhaps reflecting the extent of unemployment and associated poor diet, by 1933 this hospital had a ward dedicated solely to the treatment of malnutrition. The Robson Maternity Home charged 35s for a 12–15 day stay. Preference of admission was given to those whose home surroundings were such as to be unsuitable for a confinement (M’Gonigle, 1929, p. 61). It seems reasonable to assume that pregnant women from the overcrowded slum areas of Stockton might qualify. Additionally, ‘No person is precluded from taking advantage of the Home by reason of poverty, the amount of fees paid being regulated by the income of the family’ (M’Gonigle, 1929, p. 61).

The 1936 MOH report states that fees were remitted altogether where necessary. In 1931 M’Gonigle stated that the home was almost overwhelmed with clients. A plan to extend facilities had been postponed due to financial constraints. By 1932 requests for admission were being turned away. M’Gonigle intimates that this was due to the cancellation/postponement of the building of the extensions to the accommodation. This situation occurred again in 1934, until the accommodation was eventually extended in 1935.

The poor law infirmary was located in the former workhouse and was administered by the PAC. This hospital provided care for the most destitute who could not afford to pay for treatment. The hospital struggled to cope with the increasing admissions, exacerbated by a difficulty in recruiting sufficient nursing staff. Shortage of beds for female inmates was an ongoing problem. The facility operated, at times, at 100% capacity with no possibility of admitting new patients (Council of the County Palatine of Durham, 1938, p. 27; Darlington & Stockton Times, 1938c, p. 3).

Stockton and Thornaby Surgical Hospital treated patients ‘having sustained injuries, or suffering from diseases, not infectious or contagious, requiring surgical or medical treatment’ (Stockton and Thornaby Hospital, 1926, p. 4). The hospital included 140 beds – a ratio of 1 bed for every 480 residents (M’Gonigle, 1930, p. 14). Patients would be treated ‘on such terms as may from time to time be agreed upon’ (Stockton and Thornaby Hospital, 1926, p. 4). The poorest may therefore have been charged on sympathetic terms. No scales of subscriptions are provided, but in the early 1940s subscriptions to hospital contributory schemes ranged between 2d – 6d per week (British Hospitals Association, 1943, p. 11). Subscribers could use the services on a pro rata basis: once per year as an in-patient for every £3 3s 0d subscribed; once per year as an out-patient for every 10s 6d subscribed (Stockton and Thornaby Hospital, 1930, p. 28).

Patients were admitted via a ‘recommendation’, which appears to have operated essentially as a voucher system since a recommendation was valid ‘for 1 year from the date of issue’ (Stockton and Thornaby Hospital, 1926, p. 6). Some unemployed continued to pay insurance subscriptions for hospital costs. This could be a potentially significant financial burden. For those without such insurance, the prospect of paying from their own meagre resources may have been prohibitive. The hospital encouraged subscribers to assist those unable to fund their own treatment: ‘The Secretary will much appreciate the receipt of Recommendations from Subscribers not in a position to use them for the use of deserving cases’ (Stockton and Thornaby Hospital, 1930, inside front cover).

The term ‘deserving’ may be revealing. Benefit claimants accused of choosing to live on benefits rather than find work, who ‘scrounged’, were seen as ‘undeserving’. Those considered to be ‘genuinely seeking work’ were regarded as ‘deserving’ (Thane, 1996, pp. 64–5; Welshman, 2013, p. 8). Potentially, however, in this context ‘deserving’ patients were merely those unable to fund their own care. In either case, this would have been a precarious method for the unemployed to rely on.

Stockton was well served by welfare clinics and centres, but the service was under stress. A proposed new centre in the North West ward was turned down in 1931 due to the need for economy (Darlington & Stockton Times, 1931e, p. 3). In 1932 M’Gonigle commented: ‘Finance, unfortunately, remains the dominant factor … It dictates and moulds policy, limits staffs and prevents the application of modern knowledge’ (M’Gonigle, 1932, p. 11), although in fairness a new clinic was opened the same year, and another in 1938 (M’Gonigle, 1932, 1938). Maternity and child welfare centres provided milk and food to mothers. In 1935 M’Gonigle asserted that poorly fed mothers could not produce the breast milk required to sustain the health of infants. Providing a good daily meal to the mother would benefit both her and her baby’s health. This service was provided free, or at cost or reduced price (M’Gonigle, 1937, p. 40).

Health

Particularly from 1932 onwards, the MOH reports comment on the detrimental health effects of low income concomitant with unemployment. M’Gonigle considered that the lower purchasing power of the unemployed had resulted in an inability to buy sufficient quantity and/or quality of food alongside other costs (M’Gonigle, 1932). Local clergy also worried that the allowances granted under the means test were inadequate even for a family’s basic needs (Parliamentary, Finance and General Purposes Committee, 1933b). This was particularly pertinent between 1931–34 when benefits were cut, but continued to be a problem once benefit levels had been reinstated. Priorities had to be decided, with diet often being the easiest area to economise. The poorest areas of Stockton appear to have suffered disproportionately high infant and overall mortality. Infant mortality in particular was influenced by poor diet, with causes of death linked to malnutrition, such as premature birth or marasmus,3 consistently ranking as major causes of death.

The difficulty of eating healthily on low incomes was an ongoing controversy among researchers, the media and the government. In response, in 1933 the British Medical Association formed a ‘Committee on Nutrition’ – which included M’Gonigle. The committee argued that the suggested standard daily requirement of 3,000 calories (2,700 after allowing for wastage) was only adequate for a man who was largely sedentary, and not engaged in regular physical activity.4 The committee adopted 3,400 calories as purchased as their standard requirement for an average man with moderate physical exertion. Example diets for various family units were also devised (British Medical Association, 1933). The government criticised the production of the report as being socialistically motivated (Mayhew, 1988). Calculations of the costs of suitable diets, alongside other outgoings such as rent and fuel, showed that some of the poorest on benefits could not afford even the minimum recommended diet.

As illustrated in Figure 2.7, the overall mortality rate for Stockton indicated a generally improving trend, perhaps contradicting an assumption that the 1930s brought universally adverse health effects for the depressed areas.

However, mortality statistics for each ward show that not all wards displayed the same positive results, and some wards suffered higher mortality rates than the national figures.

Apart from 1929, heart disease was consistently the biggest cause of adult mortality in the borough, with cancer or pneumonia predominantly recorded as the second biggest killer (M’Gonigle, 1930-1932, 1933a, 1934, 1935a, 1936–1938). After 1935, however, causes of death were recorded as groups of principal and associated causes, and figures are therefore more difficult to compare. Occurrences of cancer and particularly heart disease rose significantly from 1932 (M’Gonigle, 1930–1932, 1933a, 1934, 1935a, 1936–1938). Modern medical science suggests that the stress associated with unemployment could have contributed to the high incidence of both diseases.5 Respiratory diseases like pneumonia can be linked to poor housing conditions, such as inadequate ventilation, damp and airborne mould spores (WHO, 2010; NHS, 2015).


Figure 2.7: Overall death rate, 1929–39 (per 1,000 population)
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Note: * ‘Adjusted’ figures are those to which an ‘Areal Comparability Factor’ has been applied. The crude figures are multiplied by this factor so that local figures are comparable with national figures taking into account local age and sex demographics (Report of the Medical Officer of Health for Hayes, 1940, p. 4). Crude figures have been used for the graph as the figures provided for County Durham were not adjusted.

Source: M’Gonigle, 1930–1932, 1933a, 1934, 1935a, 1936–1938; Council of the County Palatine of Durham, 1930–1940; Health Committee 1938a, 1938b, 1939a–1939g



Infant mortality refers to death within the first year of birth and is a particularly sensitive indicator of an area’s health. As Figure 2.8 shows, death rates were higher than the average for England and Wales until the mid-1930s when Stockton began to reflect an improving picture, although there was a substantial increase in 1937.

These trends signify an improving picture at national, regional and local levels. Infant mortality rate nationally had been improving since 1900. However, as Mitchell (1985, p. 107) has identified, improvement slowed dramatically during the 1930s:

From 1900–1910 the rate fell by 446

From 1910–1920 the rate fell by 26

From 1920–1930 the rate fell by 20

From 1930–1940 the rate fell by 4

From 1940–1950 the rate fell by 26

Mitchell contends that this poor rate of decline suggests a link between the economic difficulties and infant mortality. Young infants would, she states, have been most susceptible to the poor nutrition of their mothers. Except in 1929, the biggest causes of infant mortality were premature birth, pneumonia, and the combined symptoms of atrophy, debility and marasmus – physical effects associated with malnutrition.7


Figure 2.8: Infant mortality rate, 1929–38 (per 1,000 births)

[image: ]

Source: M’Gonigle, 1930–1932, 1933a, 1934, 1935a, 1936–1938; Council of the County Palatine of Durham, 1939, p. 16; 1940, p.14



Ward-level analysis: localised health inequalities highlighted

In 1936, for the only time in the decade, overall death rates by ward were reported (Figure 2.9).

The slum clearance areas were located in the Central, South East and West End wards. Additionally, an improvement area called the ‘Victoria Ward area’ included the demolition of 300 houses unfit for human habitation (M’Gonigle, 1933a, p. 18), although no description is provided to enable the marking of this area on the map. These wards recorded the highest death rates in the above data. This indicates a correlation between the poorest areas and the highest mortality rates.

In 1935 ward-based data on infant deaths, stillbirths and neonatal deaths was also produced. Infant death rates are summarised in Figure 2.10


Figure 2.9: Overall death rate by ward, 1936

[image: ]

Source: M’Gonigle 1936, p. 11




Figure 2.10: Infant mortality by ward, 1935

[image: ]

Source: M’Gonigle 1935, p. 54



Combining infant mortality and stillbirth figures, illustrated in Figure 2.11, five wards suffered above average rates. South East, Station and Victoria wards all reflect poor mortality rates in both graphs. South East ward and Victoria ward suffered from significant slum areas and the worst overcrowding.


Figure 2.11: Combined infant mortality and stillbirth rates, 1935

[image: ]

Source: M’Gonigle 1935, p. 54



Medical officer of health observations

A major killer of infants was developmental defect, for example imperfectly developed cranium or congenital heart defect. Although such defects were not well understood, M’Gonigle speculated that a deficient maternal diet had adverse effects on the anatomical development of the foetus (M’Gonigle, 1930, p. 71).8 He also suspected dietary deficiencies influenced cases of premature birth9 – the biggest cause of infant mortality. By 1931 he believed that the unemployed were suffering malnutrition, and that malnourished children were dying of diseases that would be resisted in well-nourished children. The impact of poor diet continued into 1936, when M’Gonigle stated:

The importance of good nutrition cannot be overemphasised … inadequate purchasing power due to unemployment … is reflected in the quality of the food supplied to children … the protective foods are expensive and families with low income levels cannot afford to purchase adequate quantities … [this] explains why so many children of the poor are sub-normally nourished. (Darlington & Stockton Times, 1936, p. 3)

The assertion that poverty was a crucial contributor to poor diet, and that low benefit levels could create poverty, brought M’Gonigle and the medical profession into conflict with the government. Results discussed in this chapter support M’Gonigle’s belief in the association between poverty and morbidity/mortality – and thus between government policy and morbidity/mortality. The suggestion of this link was problematic for a government intent on imposing austere policies. Chief medical officer George Newman, after initial hostility, did however illustrate sympathy for the existence of a link: ‘There has been a rise in the maternal mortality rate, and there is evidence of malnutrition in young men and women who are unemployed … People cannot buy good food unless they can afford it’ (Darlington & Stockton Times, 1934b, p. 8).

Although it is unclear that it resulted from this argument, it may be significant that when the 10% cut in benefits was restored in 1934, the benefit allowed for a child was increased by 50%.

Stockton in the Recession: comparing the 1930s with today

In some respects, the political and social responses to economic downturn in the recession stimulated by the banking collapse of 2007/08 echo those of the 1930s. Currently, foodbanks proliferate, mirroring the difficulties of financing a healthy diet. Those who use them are targeted as ‘undeserving’, as people who abuse the system, similar to the ‘scroungers’ of the 1930s (Garthwaite, 2016). As in the 1930s, benefits have been targeted as a means of reducing government spending, and have become more difficult to access. Harsh means testing for benefits has been imposed, causing severe difficulties for some claimants (BBC, 2017a). In June 2017 the government’s proposals to cap certain benefits were overruled by the High Court due to the ‘real misery’ which this would impose for ‘no good purpose’ (BBC, 2017b). The government and elements of the media stigmatise the unemployed as workshy, for example the Channel 4 television programme ‘Benefits Street’, or newspapers such as the Daily Mail (Ramesh, 2013; Toynbee and Walker, 2015). Also paralleling the 1930s, harsh sanctioning of claimants for missing appointments with benefits officials has led to loss of benefits:

A man was sanctioned for being two minutes late, even though he had turned up 15 minutes early but wasn’t allowed to go upstairs to see his advisor until the security guard said so;

A woman who went on a health and social care course the jobcentre sent her on was sanctioned for not going to her jobcentre appointment, even though she was on the course the jobcentre had sent her on. (Garthwaite, 2016, p. 84)

Mitchell (1985) identified a significant slow-down in improvement in infant mortality rates during the 1930s, suggesting that this was linked to the malnutrition experienced due to economic difficulties. Michael Marmot, director of the Institute of Health Equity at University College London and a health adviser to both the UK government and the World Health Organization, has identified a similar slow-down in improvements to life expectancy in England since 2010. Marmot believed it was ‘entirely possible’ that this was due to austerity and cuts to health and social care spending (Coghlan, 2017; Triggle, 2017).

Austerity, income and malnutrition

Benefits changes have particularly affected working-age families and their children (Toynbee and Walker, 2015, p. 109). The 2012 Welfare Reform Act capped levels of entitlement and lengthened the period between becoming unemployed and becoming eligible for benefits. The recent roll-out of universal credit includes a wait of six weeks before benefits commence (Millar and Bennett, 2016; Rampen, 2016). Sanctioning of claimants can stop benefit payments for weeks or months (even years in extreme cases), and even discretionary hardship payments for the neediest cannot be claimed for two weeks. Changes to benefit levels and the complete halt on payments for those who are sanctioned have created poverty for those affected. The reduction in income, combined with the difficulty of paying for fuel or food – the ‘heat or eat’ quandary – has resulted in rising malnutrition, echoing the 1930s. This has stimulated a rise in the use of foodbanks across the country, including within Stockton (Garthwaite, 2016). Echoing the accusation in the 1930s that the British Medical Association’s report on minimum diets was politically motivated, a similar accusation has been raised against the Trussell Trust, a major provider of foodbanks. As Toynbee and Walker (2015, p. 108) suggest, it is as if the Trust were ‘deliberately giving people food … to shame the government’. The link between benefits, low income and malnutrition indicates that in some respects we have returned to the conditions of the 1930s. This link is contested by the government, echoing the political response in the 1930s.

Stockton-on-Tees

In the following maps, the circled area on the 1930s map (Figure 2.12) highlights the slum clearance areas. The modern map of Stockton (Figure 2.13) shows the most and least deprived areas. The circled area on this map shows the approximate position of the circled slum areas on the 1930s map. Substantially the slum wards from the 1930s have been incorporated into the new ward of ‘Stockton Town Centre’. Thus, the slum areas from the 1930s are still among the most deprived areas of Stockton now. There does not appear to have been any ‘social mobility of place’.


Figure 2.12: Stockton 1930s – ‘slum’ wards (circled area)

[image: ]

Base map reproduced by permission of Durham County Record Office (Durham County Record Office CC/X 185/4/64/4)

Source: M’Gonigle, 1934; Housing Committee, 1933



Unemployment

Mirroring the 1930s, unemployment in Stockton rose from 2008 to a peak from October 2011 to September 2012 before generally declining from 2012 to 2017. Unemployment rates regionally, nationally and in Stockton were not as significant as during the 1930s. The national rate peaked at 8.1% and fell to a low of 4.7% between 2008 and 2017 (Figure 2.14). Stockton compared unfavourably with the national rates, peaking at 11.1% and reaching a low of 6.4%.


Figure 2.13: Stockton-on-Tees, 2015, with 1930s ‘slum’ areas circled

[image: ]

Source: Department for Communities and Local Government via NOMIS. Reproduced under UK Government open access licence



It should be noted that unemployment had begun to climb from 2006, prior to the recession. Additionally, the population of Stockton is larger than that of the 1930s.


Figure 2.14: Unemployment in Stockton, 2008–17

[image: ]

Source: Created using data from ONS, 2017



Ward-level comparison

Included earlier was an overview of the socioeconomic makeup of the poorer South East ward, and the more affluent Hartburn ward, in the 1930s. Hartburn ward now has a larger geographical area and South East ward has been subsumed into Town Centre ward, but these contemporary wards can still be used to provide a comparison in modern-day Stockton. A profile of Town Centre ward (Stockton-on-Tees Borough Council, 2015a) reported high levels of claimants for unemployment benefit, and above average levels of poor health. The ward was the most deprived in the borough. Almost 11% of working-age residents claimed job seeker’s allowance benefits, and over 4% had been unemployed for more than a year. Over 44% of households were thought to be struggling to cope on their incomes. Socially rented housing accounted for 53% of households, and 37% of all households could not afford to heat their homes adequately. Almost half of children up to 15 years old lived in households claiming benefits. Life expectancy was the lowest in the borough – 67.7 years for men, 74.8 for women. The averages for the borough were 77.8 and 81.9 respectively. Almost 27% of people had long-term health problems, and almost 11% of births were of low birth weight. This evidence supports Gregory’s (2009) contention that areas that have historically suffered deprivation will tend to experience similar effects in the future.

In comparison, a Hartburn Ward profile (Stockton-on-Tees Borough Council, 2015b), reported that most residents were either working or retired. Incomes were sufficient to live comfortably, mostly in owner-occupied semi-detached housing. Health was generally good. Hartburn was the third least deprived ward in the borough, ranking it 23 wards higher than Town Centre ward. Eleven per cent of children lived in ‘income deprived’ households – the average for the borough was 22%. Only 1.5% of working-age residents claimed job seeker’s allowance, and just 0.3% had been long-term unemployed. Just under 18% of households were struggling to cope on their incomes, but 22% could not afford to heat their homes properly. Life expectancy was higher than average for the borough, at 80.9 years for men and 88.1 years for women. Approximately 19% of people had long-term health problems, and just 4.4% of births were of low birth weight.

In every item discussed above life appears to have been better in Hartburn ward than in Town Centre ward. There is an apparent correlation between low incomes – influenced by benefits, and the quality of housing and poor health in Town Centre Ward. It may be expected that quality of life and health was adversely affected by the welfare changes discussed by Garthwaite (2016) above. This was not the experience in Hartburn ward, where better incomes were less affected by the austerity-hit benefits system and reflected in better quality housing and better health.

Housing

Using occupancy data from the 2011 census, the Strategic Housing Market Assessment (Stockton-on-Tees Borough Council 2016) calculated that overcrowding in Stockton stood at 3,580 households. However, adopting a more stringent ‘bedroom standard’ advocated by the secretary of state, it was estimated that Stockton had 1,253 overcrowded households in 2014. Stockton was by then a much larger geographical area than in the 1930s. From a total housing stock of 82,200 in 2011 this equates to an approximate overcrowding rate of 1.5% – better than the rate observed in 1935. However, if the original ‘census occupancy rate’ method was used then overcrowding increased to 4.5% – similar to the 1935 rate. No breakdown of overcrowding by ward is provided, and ward-level rates may have been higher in some cases.

The term ‘slum’ has been replaced by the term ‘non-decent’ housing. The criteria for ‘decent’ housing are that the house must:


•be above the legal minimum standard for housing (currently the Housing Health and Safety Rating System, HHSRS); and

•be in a reasonable state of repair; and

•have reasonably modern facilities (such as kitchens and bathrooms) and services; and

•provide a reasonable degree of thermal comfort (effective insulation and efficient heating). (Stockton-on-Tees Borough Council, 2016, p. 41)



No figures on non-decent housing for Stockton were provided. However, the national trend is that while social housing is likely to comply with the standard for decent housing, approximately 33% of private rented housing did not. This trend tended to exist at a local level.

House building in Stockton fell sharply after 2007, although rates for following years were close to the national average. Nevertheless, echoing the 1930s, some overcrowding was due to a shortage of affordable housing, and some families were ‘forced to live together due to affordability difficulties’ (Stockton Borough Council, 2016, p. 105). Data from the Department of Work and Pensions reported that, in Stockton, the numbers claiming housing benefit had risen – from 14,100 in 2008–09 to 16,600 in 2014–15. The vast majority of this increase occurred in private rented housing. Again, these figures are for Stockton overall, and there is no breakdown by ward.

In the 1930s the government provided subsidies for house building to replace slum properties and abate overcrowding. In the current period the government had introduced initiatives to encourage house building, for example:


•Affordable Homes Programme – the 2015–18 programme intended to provide 43,821 new affordable homes across England;

•Care and Support Specialised Housing Fund – to accelerate the provision of housing for older and disabled people;

•Community Right to Build – to include some affordable housing provision.



However, the report identified a number of government policies which were depressing the house building market. These included welfare reform, with landlords and house builders concerned that changes to benefits could adversely affect their revenue; reductions in grants, which were discouraging developers – an echo of the reduction in general house building subsidies in the 1930s; and cuts in social housing rents, which reduces available income to support local authority house building.

Mortality and morbidity

In 2016 it was reported that male life expectancy was 16.6 years higher in the most affluent areas of Stockton than in the least affluent. A similar inequality in female life expectancy indicated a gap of 12.2 years between the most and least affluent areas (Public Health England, 2016). Town Centre ward, identified as the most deprived in the borough, suffered the highest five-year average standardised mortality rate at more than three and a half times the national average for males between 0 and 64, and two and a half times the national average for females of similar age. The more affluent Northern Parishes ward, for example, suffered a mortality rate that was significantly below the national average for both genders (Elias, 2015).

Recent research suggests that austerity is responsible for similar inequality on a national level. Malnutrition has increased across much of England, but more so in the less affluent north than in the more affluent south. Mortality rates among lower socioeconomic status women have improved in the south, but have worsened in the north. Similarly, rates of morbidity and mortality overall are higher in the north than the south, a gap which has widened as unemployment has increased (Bambra and Garthwaite, 2015). The strain of unemployment and poverty is a catalyst for mental health problems, and government cuts to mental health services further aggravate this situation (Mattheys, 2015). Inequality in mental health between the most and least affluent areas is evident in Stockton, with the poorest areas being at greater risk than the prosperous (Mattheys et al., 2016).

Conclusion

Austere policies during the 1930s saw cuts to benefits and housing subsidies. Stockton suffered from unemployment, and those relying on benefits suffered from the cuts imposed. This often manifested in a poor diet and subsequent health detriment, although the government contested the idea that their policies contributed to poverty. Alongside the malnutrition which M’Gonigle observed, slum and overcrowded housing further exacerbated conditions for some of the poorest. The combination of bad housing and ill-nourishment was reflected in the worst mortality statistics being observed in the poorest wards. This suggests that an association existed between poverty and ill health, and furthermore, between government austerity and ill health – that austerity caused or exacerbated reductions in household income via benefit cuts; that reduced incomes caused or contributed to poverty; that poverty caused or contributed to poor diet due to the need to economise on food expenditure; and in consequence, poor diet led to malnutrition and malnutrition caused or contributed to mortality.

Webster’s Healthy or Hungry Thirties? (1982) discussed the debate about whether the 1930s were as bad as had previously been considered: whether, in fact, the positive state of health in the country promoted by the government and other commentators was accurate, or was unduly optimistic or intentionally inaccurate. The conclusion presented by Webster is that the data used by the government to illustrate an improving picture was unreliable or misleading. Taken as a national average health could, from some points of view at least, have been regarded as improving. However, a closer examination of the evidence illustrated diverse regional and local results, with the depressed areas suffering significantly worse health than more affluent areas. Framing this chapter in the context of this debate, Stockton in the 1930s reflects a microcosm of the rest of the country. General trends in mortality in Stockton were indeed downward, but ward-level statistics illustrate that poorer wards suffered higher rates than the average for the town as a whole. Thus, although Stockton could be regarded as having improving health overall, the improvement was unequally distributed and poorer areas reflected higher mortality rates. The localised, ward-level picture of health therefore looks quite different, and less positive, than the overall image. With malnutrition a significant problem in the borough, some of the poorest in Stockton appear to have been more hungry than healthy.

Overall, Stockton seems to have fared better during the austerity following the 2007/08 recession than during the 1930s. Unemployment is not as bad, but the rise in foodbank use is a worrying trend and this, alongside inequalities in mortality between poor and affluent areas, perhaps indicates that elements of Stockton remain hungry and unhealthy. Housing is still a problem, although less so than in the 1930s. Overcrowding still exists, and it is estimated that a third of private rented housing is unsuitable. While house building programmes exist, however, government policies have in some respects discouraged developers. The major difference in healthcare is probably, for most people, the NHS (National Health Service), which provides, at least in theory, an equal right of access to care for all. Benefit cuts have not brought the apprehension over costs that existed during the 1930s. There is no trepidation regarding ability to pay, or worries about whether people qualify for free or subsidised health treatment, both of which were a cause of anxiety for the poor during the 1930s. No stigma is attached to receiving this care, unlike, for instance, the stigma associated with the use of the poor law infirmary in the 1930s. This has not, however, eradicated health inequality. It would appear, then, that the improvements in clinical healthcare accessibility have not been able to overcome the detrimental effects of the social determinants of health. Poorer areas tend to experience higher unemployment and thus suffer more from cuts to benefits, and worse health statistics are still reflected in areas of poorer housing, low incomes and higher unemployment, as experienced in Town Centre ward for example. Stockton’s most deprived areas have suffered disproportionately when compared to more affluent areas and appear to be anchored in this position. It would appear that they may have remained anchored since at least the 1930s, and suffered from both historical and contemporary austerity.
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1 Controlled housing had restrictions placed on the amount of rent which could be charged; decontrolled housing had no restrictions (Heath, 2013).

2 A scrounger – work-shy and claiming benefits by choice rather than obtain work, or someone in work but also fraudulently claiming benefit (Deacon, 1976; Welshman, 2013, pp. 35 and 56).

3 Marasmus – wasting of muscle tissue and fat which the body breaks down to create energy. A result of acute malnutrition (UNICEF n.d.).

4 Modern recommendations are approximately 2,500 calories per day for a man and approximately 2000 calories for a woman, varying depending on age and level of physical activity (NHS Choices, 2016)

5 Depression and anxiety have been linked to an increased risk of death from cancer (NHS, 2017b); chronic psychological stress is believed to cause inflammation of the blood vessels, which may in turn lead to heart damage (NHS, 2014, 2017a)

6 Deaths per 1,000 live births.

7 Atrophy – wasting away of body tissues or organs; debility – loss of muscle function, which can include heart muscle (OED, 2017a, 2017b); for the definition of marasmus see note 3.

8 Recent research also suggests a link (for example, Belkacemi et al., 2010; Ford and Long, 2011).

9 This is also suggested by recent studies (for example, Abu-Saad and Fraser, 2010; Bloomfield, 2011).


THREE

Placing Health in Austerity

Ramjee Bhandari

Background

It is well acknowledged that place can create inequalities in health but there is a debate within geographical research as to whether the health and wellbeing of an individual is determined by their own attributes (the compositional theory) and/or the environmental attributes of the area where the person lives (contextual approach). More recently, it has been argued that these determinants interact with each other, signifying that they are ‘mutually reinforcing’ (relational). This chapter outlines this key debate and engages with it by using data from a longitudinal household survey conducted in the most and least deprived neighbourhoods of Stockton-on-Tees. It examines the explanatory role of compositional and contextual factors and their interaction. The survey results indicate that there is a significant gap in general and physical health in Stockton-on-Tees and compositional-level material factors, contextual factors and their interaction appear to be the major explanations of the health gap. The findings are discussed in relation to geographical theories of health inequalities and the political and economic context of austerity. It further highlights the importance of the ‘relational approach’ in understanding geographical inequalities in health.

Stockton-on-Tees has the highest health inequalities in England. Life expectancy at birth reveals a gap between the most and least deprived neighbourhoods of 17.3 years for men and 11.4 years for women (Public Health England, 2015). This is similar to differences in life expectancy between the US and Ghana or the UK and India (WHO, 2016). Life expectancy, though, is only a headline indicator, signifying the need to explore the extent and determinants of other aspects of health inequalities in that area (Bambra, 2016). A complex relationship exists between place, the people who live there and health. Complex in the sense that the characteristics of people (composition) and the nature and attributes of the place (context) act individually and collectively (Macintyre et al., 2002; Cummins et al., 2007). Further, it has been argued that these health divides between areas are ‘political’ in nature, influenced by the wider socio-political and macroeconomic context, for example economic recession and austerity (Schrecker and Bambra, 2015). In this chapter, the health gap between the most and the least deprived areas of Stockton-on-Tees is examined using validated measures of physical and general health. It also examines the contribution of compositional and contextual factors and their interaction in explaining this gap. Uniquely, this was done in a time of economic recession and austerity within the UK. The chapter will therefore be of interest not only to those who study health inequalities in the UK but also to the international public health research community who are tackling similar geographical inequalities in health in major urban settings (Bambra, 2016).

Understanding health and wellbeing

The World Health Organization defines health as ‘a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity’ (WHO, 1995). With this holistic view of health and wellbeing, the primary focus shifts from a specific body part or symptoms of a disease to an overall performance of an individual. The holistic approach looks into the physical, emotional and social factors of an individual and explores how these factors in a collective way produce the health outcome. The principle of holistic approach is to understand how individual functions within their set of environmental and social characteristics. With this in the background, this chapter asserts the importance of the interaction between individual and collective characteristics. In addition, exploration of the determinants of health and wellbeing from a geographical perspective will also help understand the complex and dynamic nature of the social, political and economic factors that shape health and wellbeing (Nyman and Nilsen, 2016). This approach not only helps to understand the issue at an individual level but also looks at the differential exposures to the social determinants which lead to health inequalities. By assessing health and wellbeing from a macro perspective, it is possible to move beyond the traditional approach of individual subjectivity (La Placa et al., 2013). As argued by Knight and McNaught (2011), effective measures of health and wellbeing are able to demonstrate the dynamic construction of these states from an interplay of the individual and social structures at a macro-level.

Social determinants of health

The ‘social determinants of health’ are the collective set of conditions in which an individual is born, grows up, works and lives and which directly or indirectly affects their health. In their broadest form, they are identified as employment status, work and working environment, access to essential services (including health care), and housing and the living environment (Marmot, 2005; Bambra, 2011).

There is a strong research base that shows a relationship between unemployment and poor health (Warren et al., 2013; Beatty et al., 2017). Unemployment is an important life event, which not only induces stress, it is a primary determinant of health inequalities (Marmot et al., 2010; Marmot and Allen, 2014). Unemployment is associated with poor mental health conditions (Mattheys et al., 2016), and poor self-reported health and health damaging behaviours (Skalicka et al., 2009). The health impacts of unemployment are not limited to an individual, but can also extend to families (Bambra, 2011) and also contribute to geographical inequalities in health (Moller et al., 2013).

Work and working conditions also have strong relationships with health and health inequalities (Bambra, 2011). For example, exposure to hazardous chemicals (such as mercury and lead), vibrations (both hand-arm vibration and whole-body vibration with work which requires the use of hand-held power tools or who drive mobile machines) and physical load are associated increased risk of poor health. The psychosocial work environment (such as time pressure, job control and job security) also affects health (Bambra, 2011). Further, Bambra (2011) argues that the psychosocial work environment affects the social gradient among employees.

Access to essential services (including health care, goods and services) influences health and health inequalities from ‘institutional mechanisms’. These services and health-affecting institutions (also referred to as ‘opportunity structures’; for example, GP surgeries and fast food outlets) are socially constructed and can be of varied quality, availability and access (Macintyre et al., 2002; Sykes and Musterd, 2011).

Housing and the living environment are material determinants of health and wellbeing (Bambra, 2011). Housing issues (such as dampness, overcrowding and no heating) are negatively associated with health. Persistent exposure to housing problems results in poorer health conditions and exposure in the past could have health consequences in the present (Pevalin et al., 2017).

Geographical inequalities in health

Neighbourhoods that are the most deprived have worse health than those that are less deprived – this follows a socio-spatial gradient, with each increase in deprivation resulting in a decrease in average health. In England, the gap in average life expectancy between the most and least deprived areas is nine years for men and around seven years for women. Traditionally, geographical research drawing on the wider social determinants of health literature has tried to explain these differences in neighbourhood-level health by looking at compositional and contextual factors – and their interaction (Pickett and Pearl, 2001; Cummins et al., 2007). The compositional explanation asserts that the health of a given area is the result of the characteristics of the people who live there (demographic, behavioural and socioeconomic). The contextual explanation, on the other hand, argues that area-level health is determined by the nature of the place itself, in terms of its economic, social, cultural and physical environments.

The profile of the people within a community (demographic [age, sex, ethnicity], health-related behavioural [smoking, alcohol, physical activity, diet, drugs] and socioeconomic [income, education, occupation]) influences its health outcomes. Generally speaking, health deteriorates with age and health also varies by ethnicity/race. Smoking, alcohol, physical activity, diet and drugs – the five so-called ‘lifestyle factors’ or health behaviours, all influence health significantly. For example, smoking remains the most important preventable cause of mortality in the wealthy world. Alcohol-related deaths and diseases, as well as obesity, are on the increase, while exercise rates are in decline, and drugs are an increasingly important determinant of death among young people (Bambra et al., 2010). However, arguably of most importance is socioeconomic status. The literature suggests that there are several interacting pathways linking individual-level socioeconomic status and health: behavioural, material and psychosocial (Bartley, 2004). The ‘materialist’ explanation argues that it is income levels and what a decent or high income enables compared with a lower one, such as access to health-benefitting goods and services and limiting exposures to particular material risk factors. The ‘behavioural-cultural’ theory asserts that the causal mechanisms are higher rates of health-damaging behaviours in lower socioeconomic groups. The ‘psychosocial’ explanation focuses on the adverse biological consequences of psychological and social domination, and subordination, superiority and inferiority (for further detail see Chapter Six).

The contextual perspective asserts that differential exposure to the ‘local geographical circumstances’, brings about the differences in health status of the population (Pearce, 2015). Galster (2010) for example has proposed four specific, yet broad, mechanisms to describe the role of place in creating unequal health status: the social-interactive mechanism; the environmental mechanism; the geographical mechanism and the institutional mechanism. The social-interactive mechanism defines health inequalities as the outcome of the influence that one’s social neighbourhood has in shaping the health-affecting norms, values and attitudes (Brannstrom and Rojas, 2012). The environmental mechanism deals with the socio-spatial distribution of health-damaging factors (‘pathogens’ such as violence and pollutants) and health-promoting factors (‘salutogens’ such as public parks and healing places), which have a distinct concentration pattern, the former being more common in the socially deprived areas and latter in less deprived neighbourhoods (Pearce, 2015). The geographical mechanism, on the other hand, explains that living in deprived locations over the long term, with limited or poor quality services, may lead to a vicious cycle of poverty and ill health (Hedman et al., 2015). Finally, institutional mechanisms seek to understand the health-affecting roles of institutions and services (also referred to as ‘opportunity structures’; for example GP surgeries, fast food outlets) that are socially constructed and can be of varied quality, availability and access (Macintyre et al., 2002, Sykes and Musterd, 2011).

Macintyre and Ellaway (2009) have argued that a clear differentiation between compositional and contextual factors determining health inequalities is, in general sense impossible. It is because they are not mutually exclusive: the characteristics of individuals are influenced by the characteristics of the area. For example, compositional-level individual factors such as employment and job status of the people living in an area are influenced by the contextual-level characteristics of the local labour market, while these contextual factors are in turn influenced by the wider political and economic environment – with recessions and austerity again affecting local labour markets (Bambra, 2016). Moving away, then, from the conventional approach of focusing only on the contribution of compositional or contextual factors, Cummins et al. (2007) therefore argue for a ‘relational approach’ that accounts for the horizontal and vertical interaction between these factors – in addition to their individual contributions. This approach not only reconnects people and place but attempts to signify the importance of scale in understanding geographical health inequalities. It highlights the dynamic nature of place – how it is constructed and represented in research and how it is embedded in an individual’s life. Place in this relational sense may not be defined by geographical administrative boundaries but by ‘nodes in networks’ (Horlings, 2016).

Recession, austerity and health inequalities

The financial crisis of 2007 – the worst since the Wall Street crash of 1929 – led to the onset of what has been called the ‘Great Recession’. There had been several post-war financial downturns in Western European countries (for example the 1970s and 1990s) but none as serious, on economic and social grounds, as that which has affected the whole of Europe and the UK since 2008 (Ifanti et al., 2013). The UK had some austerity policies in hand such as tax reforms before the full crisis came into existence; this has been described by Blyth (2013) as ‘pre-emptive tightening’. The crisis, though, accelerated after the imposition of austerity policies from 2010 onwards. UK austerity has been characterised by significant cuts to public service budgets, most notably in terms of local authority budgets, significant reductions in social security expenditure, alongside a strong emphasis on relying on a renewed market to repay the national deficit (Kitson et al., 2011). Though there have been strong voices against austerity, it remains in place and its impacts are ongoing (Baker, 2010). These funding and welfare cuts in the UK are geographically patterned and the worst hit areas are those that are already the most socially disadvantaged (Beatty and Fothergill, 2016). This has led to fears of widening deprivation and increases in health inequalities (Pearce, 2013; Bambra and Garthwaite, 2014; Beatty and Fothergill, 2016).

However, there is little by way of empirical assessment of the effects of austerity on inequalities in health (Pearce, 2013). The studies that do exist, however, have suggested a negative impact. For example, Niedzwiedz et al. (2016) found that reductions in spending levels and increased welfare conditionality adversely affected the mental health of disadvantaged social groups. Austerity measures have also affected vulnerable old-age adults, as a study by Loopstra et al. (2016) has noted that rising mortality rates among pensioners were linked to reductions in social spending and social care. Loopstra et al. (2015) also found that foodbank use is associated with cuts to local authority spending and central welfare spending. Across England there has been a widening inequalities in mental health since 2010 (Barr et al., 2015), with the largest increases in poor mental health (including suicides, self-reported mental health problems and anti-depressant prescription rates) in the most deprived areas (Barr et al., 2016).

Furthermore, as well as being few in number, the studies in the UK conducted to date which explore the extent of geographical health inequalities during austerity have also been conducted on a national scale and utilised national-level datasets. National-level statistics are often criticised for failing to represent and explain the proximal area-level situations or even the inequalities that persist between/in regional and local levels (Shouls et al., 1996; Cummins et al., 2005; Bambra, 2013). Those studies exploring different localities have also focused on local authority-level data rather than looking at a finer geographical scale such as neighbourhood or ward level. The indicators used have often been mortality rather than morbidity. This identifies a clear need for more localised studies that apply geographical theories to better understand the extent and causes of geographical inequalities in health in a time of austerity. Furthermore, focusing at a local scale provides us with a unique opportunity to get detailed primary information on health and the social determinants at a small geographical scale, which is not the case with secondary data (such as the census or Health Survey for England).

Methods

To understand the health of people living in the most and the least deprived areas of Stockton-on-Tees, a longitudinal survey was undertaken. The health gap in Stockton was examined using a stratified random sample of adults aged over 18, split between participants from the 20 most and 20 least deprived lower super output areas (LSOA). LSOAs are small areas of relatively even size, with around 1,500 people in each area; there are 32,484 LSOAs in England (DCLG, 2011). When studying deprivation status and relating it to health inequalities, LSOA is usually the preferred smallest spatial unit in England (Cairns-Nagi and Bambra, 2013). From 2010 the Index of Multiple Deprivation (IMD) scores for England was used to determine the 20 LSOAs in each of the extreme ends of deprivation within the borough. LSOA is the smallest geographical unit in England for which the IMD score is computed. IMD score is the key measure to identify area deprivation and its concentration in geographical units lower than local authorities in the England (Noble et al., 2006; Payne and Abel, 2012).

Survey recruitment

The final targeted sample size of 800 (400 in each group) was based on a conservative power calculation, derived from experience of previous health surveys in the same region of the UK (Warren et al., 2013). The sampling process utilised EQ5D (EQ5D is a part of EuroQol, which is a simple and generic health measure used in the clinical and economic appraisal) and SF8 (for detailed information on these indicators see the next section, ‘Outcome variables’, and Table 3.6), which assumed a 5% difference between the least and most deprived areas and the possible attrition in the follow-up surveys. Using a stratified random sampling technique (using ‘R’ statistical software program), a sample of 200 target households in each of the 40 LSOAs were created. Figure 3.1 shows the sampling strategy adopted for the study. For a detailed methodology, see Bhandari et al. (2017).


Figure 3.1: Sampling strategy for the survey
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The baseline survey was conducted face-to-face and there were three follow up waves conducted by telephone (with the last one conducted 18 months after baseline). Table 3.1 presents a total number of survey participants in each wave and the dropout rates for each wave. In reaching the final wave, about half of the participants from the baseline cohort were retained, there was a higher rate of dropout in the least deprived areas which is typical of a longitudinal study (Eysenbach, 2005).

A data cleansing process was carried out and missing data were excluded for both outcome measures and predictor variables so that complete data were available for all cases allowing comparison between models. Table 3.1 summarises the number of participants that were included in the final analysis for each wave after dealing with the missing data. The rate of missing data was slightly over 12% for the baseline survey but it was 10% or less for all the follow-ups.

Outcome variables

The focus of my research was to assess inequalities in general and physical health among the most and least deprived neighbourhoods of Stockton-on-Tees. General health was assessed using EuroQol (EQ5D-VAS) and physical health was measured using ‘quality metric short form (SF8)’. Both EuroQol and SF8 have been well-validated for use in the general population.

EuroQol consists of two parts: EQ5D questionnaire and the ‘Visual Analogue Scale’ (EQ5D-VAS), also known as health thermometer (EuroQol Research Foundation, 2016). EQ5D-VAS represents the perceived health status of the participant, which is measured on a scale of 0–100, 0 being the worst and 100 the best health state they can imagine (Warren et al., 2014).


Table 3.1: Total number of survey participants before and after data cleaning



	
	Least deprived
	Most deprived
	
	Total



	
	Total
	%*
	Complete data
	Total
	%*
	Complete data
	Total
	%*
	Complete data



	
	cases
	
	Cases
	%
	cases
	
	Cases
	%
	cases
	
	Cases
	%



	Baseline
	439
	–
	356
	81.1
	397
	–
	377
	95.0
	836
	–
	733
	87.7



	6m
	286
	65
	257
	89.9
	229
	58
	220
	96.1
	515
	62
	477
	92.6



	12m
	260
	59
	238
	91.5
	218
	55
	205
	94.0
	478
	57
	443
	92.7



	18m
	234
	53
	214
	91.5
	176
	44
	155
	88.1
	410
	49
	369
	90.0




Note: * The percentages (%) represent the percentage of participants retained in the study relative to the number at baseline.



Using eight questions that focus on the health status of the participants during the last four weeks, SF8 produces two health scores: physical health score (SF8-PCS) and mental health score (SF8-MCS) (Warren et al., 2014). However, in this chapter, the analysis is limited to SF8-PCS only and one of the linked studies has used the SF8-MCS (see Chapter Six, this volume). The scores for this measure ranges between 0 and 100: the higher the score, the better the physical health state.

Statistical analysis

Multilevel modelling has been used as a way of determining the role of compositional factors, contextual factors and their interaction simultaneously (Curtis and Rees Jones, 1998; Duncan et al., 1998). MLM analysis was carried out to establish: (1) the magnitude of inequalities in general and physical health (as measured by EQ5D-VAS and SF8PCS); (2) the associations between compositional and contextual variables and the health outcomes; (3) relative explanatory contribution of the compositional and contextual variables and how this changed over time. The gap in the health outcomes between the participants from the most and least deprived LSOAs is labelled as ‘Deprivation’ in the results and tables.

Percentage reduction, percentage change for the specific model and percentage contribution of the categories of explanatory factors were computed for each health outcome as well as the indirect (interactive) contribution.

To explore the mean difference of the measures of health outcomes, multilevel models were applied. While doing so, age and gender were adjusted as the existing literature suggest a significant association of these factors with health inequalities (Graham, 2009) and it also controlled for the potential clustering within the LSOAs. The analysis started with the univariate analysis of the individual variables to filter out redundant variables (Hosmer et al., 2013; Agresti, 2015). Final models were obtained using likelihood ratio test to ensure no substantial information was lost due to variable selection (Verbeke and Molenberghs, 2000). The relative contribution of the variable categories was then calculated from the final model. Direct (sole contribution) and indirect (interactions) contributions of the explanatory variable categories were computed to explain the inequalities.

Results

Baseline characteristics

Table 3.2 shows the baseline socio-demographic information of the study participants that remained in the final analysis after excluding the missing data. These show that, in terms of gender, the sample has a higher proportion of women (60%) compared with the census data for Stockton for 2011 (51%). I also have an older population with 29% of the sample aged over 65 compared with about 16% in the 2011 census (ONS, 2013). However, in terms of socioeconomic status then the participants were broadly in keeping with the census as around 88% of households in the least deprived areas were owner occupied compared with 91% in the census. In the most deprived areas then 28% of the sample were owner occupiers compared with 38% recorded in the 2011 census. My modelling, therefore, adjusts for age and gender to take this into account. Table 3.3 shows the compositional factors. The proportion of participants reporting housing issues was significantly higher in the most deprived areas (inadequate heating – 20% vs. 7%; dampness – 26% vs. 3%; darkness – 17% vs. 8%; and lack of double glazing – 5% vs. 2%). While smoking was more prevalent in the most deprived areas (37% vs. 10%), the use of alcohol was higher in the least deprived areas (79% vs. 59%). Table 3.4 presents the contextual neighbourhood-related factors reported by the survey participants from both areas. A higher proportion of participants from the most deprived areas reported noise problems (24% vs. 11%), pollution (13% vs. 3%) and crime (29% vs. 6%) in their neighbourhood. More than 12% of people from the most deprived areas felt unsafe walking alone in their neighbourhood after dark compared with less than 2% in the least deprived areas.


Table 3.2: Sociodemographic characteristics of the baseline sample



	
	Number (%)



	Variables
	Least deprived
	Most deprived



	Age
	
	



	Under 25s
	15 (4.0)
	37 (10.4)



	25–49
	130 (34.5)
	131 (36.7)



	50–64
	110 (29.2)
	95 (26.6)



	65 and over
	122 (32.4)
	94 (26.3)



	Gender
	
	



	Male
	162 (43.0)
	146 (41.0)



	Female
	215 (57.0)
	210 (59.0)



	Marital status
	
	



	Married
	221 (58.6)
	90 (25.3)



	Single
	67 (17.8)
	142 (39.9)



	Divorced
	39 (10.3)
	58 (16.3)



	Widowed
	39 (10.3)
	41 (11.5)



	Ethnicity
	
	



	White
	360 (95.5)
	340 (95.8)



	Asian or Asian British
	10 (2.7)
	0 (0.0)



	Self-reported general health
	
	



	Good
	280 (74.3)
	174 (48.9)



	Fair
	79 (20.9)
	119 (33.4)



	Bad
	18 (4.8)
	63 (17.7)



	Self-reported mental health problem
	26 (6.9)
	43 (12.0)







Table 3.3: Characteristics of the baseline sample: compositional characteristics



	Material
	
	



	Highest Educational Level
	
	



	Higher or first degree
	100 (26.5)
	17 (4.8)



	Higher diplomas/A-levels or equivalent
	106 (28.1)
	39 (10.9)



	GCSE or equivalent
	87 (23.1)
	138 (38.8)



	Entry level/no formal qualifications
	84 (22.3)
	162 (45.5)



	Housing Tenure
	
	



	Own outright
	193 (51.2)
	61 (17.1)



	Mortgage or loan
	138 (36.6)
	37 (10.4)



	Rent
	44 (11.7)
	254 (71.3)



	Live rent free
	2 (0.5)
	4 (1.1)



	Household receipt of benefits
	266 (70.6)
	311 (87.4)



	Household receipt of Housing Benefit
	16 (4.2)
	193 (54.2)



	Workless out of work) household (at least one member
	142 (37.7)
	237 (66.6)



	Current job skill type
	
	



	Professional
	43 (11.3)
	10 (2.8)



	Unskilled
	27 (7.1)
	42 (11.8)



	Work status
	
	



	Participant in paid employment
	183 (48.5)
	89 (25.0)



	Retired
	142 (37.5)
	112 (31.4)



	Unemployed*
	53 (14.0)
	156 (43.7)



	Household annual income (mode)
	£36400–£41600
	£10400–£13000



	Problems with damp in the home
	10 (2.7)
	94 (26.4)



	Home is too dark
	31 (8.2)
	62 (17.4)



	Home is not warm enough in winter
	27 (7.2)
	72 (20.2)



	Home without double glazing
	6 (1.6)
	19 (5.3)



	Own motor vehicle(s)
	353 (93.6)
	153 (43.0)



	Psychosocial
	
	



	Lacking companionship
	
	



	Hardly ever
	286 (75.9)
	239 (67.1)



	Some of the time
	70 (18.6)
	76 (21.3)



	Often
	21 (5.5)
	40 (11.2)



	Feeling left out
	
	



	Hardly ever
	318 (84.4)
	249 (69.9)



	Some of the time
	47 (12.4)
	66 (18.5)



	Often
	12 (3.2)
	41 (11.5)



	Feeling isolated
	
	



	Hardly ever
	310 (82.2)
	255 (71.6)



	Some of the time
	54 (14.3)
	60 (16.9)



	Often
	13 (3.4)
	41 (11.5)



	Behavioural
	
	



	Respondents who smoke
	39 (10.3)
	132 (37)



	Respondents who drink alcohol
	297 (78.8)
	210 (59.0)



	Fruit/(standard vegetable deviation) intake: average units
	4 (2.0)
	2.8 (1.9)



	Frequency of physical exercise
	
	



	Every day
	113 (30.0)
	128 (36.0)



	Most days
	65 (17.2)
	44 (12.4)



	Couple of times a week
	78 (20.7)
	42 (11.8)



	Once a week
	14 (3.7)
	15 (4.2)



	Less than once a week
	13 (3.4)
	14 (3.9)



	Never
	94 (24.9)
	113 (31.7)






Table 3.4: Characteristics of the baseline sample: contextual factors



	Variables
	Number (%)



	Categories
	Least deprived
	Most deprived



	Problems with neighbourhood noise
	42 (11.1)
	85 (23.9)



	Problems with pollution
	13 (3.4)
	45 (12.6)



	Problems with crime
	24 (6.4)
	105 (29.5)



	Feeling unsafe walking alone after dark
	
	



	Very safe
	207 (54.9)
	107 (30.1)



	Safe
	141 (37.4)
	132 (37.1)



	Unsafe
	23 (6.1)
	73 (20.5)



	Very unsafe
	6 (1.6)
	44 (12.4)





Stockton-on-Tees: the health divide

To explore the gap and relationship between area and the health outcomes, several multilevel models were fitted. Of the different models, the reference model (see Table 3.5) estimates the gaps in EQ5D-VAS and SF8PCS. For both health outcome measures and throughout the study period, there was a significant gap in physical and general health. People living in the least deprived areas had higher chances of having better general and physical health compared with those living in the most deprived areas. This supports the ongoing argument on the damaging effects of deprivation on people’s health and wellbeing (Bambra and Garthwaite, 2015, Rahman et al., 2016, Stuckler et al., 2017).

Figure 3.2 shows the trend in estimated inequality gap in general and physical health between the areas. On average, people from the least deprived areas are likely to score more than 10 points higher on the EQ5D-VAS. Though no particular trend was observed with the general health measures, a steady increase in the gap between the two areas was observed with the physical health measure (SF8PCS). The estimate for SF8PCS increased from 4.76 (2.8, 6.73) during the baseline to 6.53 (4.42, 8.64) during the final wave, which is a 37% increase in the gap. When we correlate the findings presented in Table 3.4 and Figure 3.2, we can see that, over time, the people from the most deprived areas are not doing as well in physical health measures as their counterparts in the least deprived areas.


Table 3.5: Trend of health inequalities in Stockton-on-Tees: estimates of fixed effects



	Health
	
	Estimate (95% confidence interval)



	measures
	Parameter
	Baseline
	Wave 2
	Wave 3
	Wave 4



	
	
	71.85
	77.37
	77.02
	76.91



	EQ5D-VAS
	Intercept
	(66.2, 77.47)
	(71.1, 83.65)
	(70, 83.33)
	(70, 83.72)



	
	
	10.86
	10.41
	10.1
	10.96



	
	Deprivation
	(5.89, 15.82)
	(6.57, 14.26)
	(6.69, 13.59)
	(7.38, 14.5)



	
	
	–0.14
	0.09
	–1.93
	–3.47



	
	Gender
	(–3.15, 2.87)
	(–3.42, 3.59)
	(–5.44, 1.58)
	(–7.05, 0.12)



	
	
	–0.15
	–0.15
	–0.1
	–0.1



	
	Age
	(–0.24, –0.06)
	(–0.25, –0.04)
	(–0.20, 0.01)
	(–0.21, 0.01)



	
	
	54.1
	51.1
	50.3
	50.36



	SF8PCS
	Intercept
	(51.51, 56.78)
	(47.68, 54.4)
	(46.79, 53.86)
	(46, 54.38)



	
	
	4.76
	5.84
	6.48
	6.53



	
	Deprivation
	(2.8, 6.73)
	(3.71, 7.97)
	(4.55, 8.42)
	(4.42, 8.64)



	
	
	0.99
	0.37
	0.90
	1.002



	
	Gender
	(–0.56, 2.54)
	(–1.49, 2.23)
	(–1.07, 2.87)
	(–1.12, 3.12)



	
	
	–0.17
	–0.12
	–0.11
	–0.12



	
	Age
	(–0.2, –0.13)
	(–0.18, –0.07)
	(–0.17, –0.05)
	(–0.18, –0.05)







Figure 3.2: Trend of estimated inequality gap in EQ5D-VAS and SF8PCS scores between most and least deprived areas with 95% confidence interval
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These findings support the argument that during a time of austerity, inequalities in health get wider (Abebe et al., 2016; Barr et al., 2017; Stuckler et al., 2017). A study by Abebe et al. (2016) has found that there was a significant increase in poor self-reported health during the recession and after the welfare cuts in the UK and they have highlighted its role in widening health gap. Bambra and Garthwaite (2015) have suggested that during a time of austerity, spatial health inequalities will increase and this will disproportionately affect the older industrial areas such as Stockton-on-Tees. More recently, compared with the post-financial crisis period, the general health of UK has slowly improved, albeit this improvements has left a trail of inequalities, with the most disadvantaged groups lagging behind (Beatty et al., 2017).

Explaining the Stockton-on-Tees health divide

After analysing the gap in general and physical health outcomes between the most and least deprived areas of Stockton-on-Tees, the next step was to explore the key compositional and contextual factors associated with this gap. Multilevel models were fitted for EQ5D-VAS and SF8PCS and for each wave. The associations between the health outcome measures and compositional and contextual factors are presented in Table 3.6. The relationship between health inequalities and the social determinants of health has been well established. This study adds to the substantial evidence on the role of individual/compositional (Marmot and Allen, 2014) and area level/contextual factors (Cummins et al., 2005) in creating the health gap. This was done by exploring the relative contributions of these determinants and further looking how this changed over time. Association between individual-level factors and health inequalities have been found which is consistent with previous research; for example, see Skalicka et al. (2009), Arber et al. (2014) and Pemberton et al. (2016).


Table 3.6: Association between health outcome measures and the explanatory variables (shaded blocks indicate the presence of significant association)


[image: ]


Table 3.6 shows that having a higher household income, being in paid employment was positively associated with both the health outcome measures. Likewise, worklessness of an adult member, receipt of household and housing benefit were negatively associated with the health outcomes. Among the behavioural factors, people who are happier were more likely to have better general and physical health outcomes. However, frequency of feeling left-out, lacking of companionship and feeling isolated from others were all negatively associated with the health outcome measures. Compared with people who exercise daily, those exercising less frequently have lower EQ5D-VAS and SF8PCS scores. Interestingly, alcohol use was positively associated with the health outcome measures. People who felt belonging to their neighbourhood had better EQ5D-VAS scores (positive association). Feeling unsafe walking alone after dark, neighbourhood noise and pollution were all negatively associated with both EQ5D-VAS and SF8PCS scores. ‘Crime scores’ and ‘outdoor living environment deprivation scores’ (sub-domains of IMD) for IMD 2015 were significantly associated with lower SF8PCS scores.

The second part of model building process involved the exploration of the relative contribution of the variable categories from the final model. Direct (sole contribution) and indirect (interactions) contributions of the explanatory variable categories were computed to explain the inequalities. In this section, I will look into the percentage contribution of the various compositional and contextual factors to the health gap in Stockton-on-Tees borough, and explore who this contribution has changed over time. Figure 3.3 illustrates the approach.

Table 3.7 presents the standardised percentage contribution of the different categories to the gap in EQ5D-VAS. The percentage explanations of the final models were computed for each survey wave. Compared with the baseline survey, the percentage explanation of the health gap dropped in the subsequent follow-up surveys. The direct contribution refers to the unique share of a specific category in explaining the health inequalities gap. On the other hand, the indirect effect is the shared contribution of all the categories in explaining the health gap. The relative contribution was computed from the percentage explanation of the full model and the percentage change for each model. The relative contribution of a category was calculated, which subtracts the percentage change of the model without this specific category from the percentage change of the full model. The indirect contribution or clustering effect was computed in which the sum of the percentage contribution of each category was subtracted from the percentage explanation of the full model.


Figure 3.3: Understanding geographical inequalities in health
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For all waves and for both health outcome measures, clustered effects were high indicating the importance of interaction between the compositional and contextual factors in explaining the gap in physical health between the people living in the most and the least deprived areas of Stockton-on-Tees.


Table 3.7: Relative contribution of different categories standardised to the total explained percentage of the full model for the gap in general and physical health measures



	
	EQ5D-VAS
	SF8PCS scores



	Category
	BL
	W2
	W3
	W4
	BL
	W2
	W3
	W4



	All compositional
	57.8
	35.1
	52.7
	68.6
	46.6
	25.7
	54.2
	54.8



	Material
	28.3
	5.7
	28.2
	8.2
	33.1
	5.8
	38.4
	29.2



	Psychosocial
	1.0
	14.9
	14.4
	28.9
	0.4
	11.4
	4.3
	0.8



	Behavioural
	6.0
	9.9
	2.4
	28.5
	5.1
	0.3
	8.1
	15.8



	Contextual
	20.2
	31.0
	29.5
	15.3
	39.6
	57.5
	31.4
	16.8



	Clustered
	44.6
	38.4
	44.6
	19.1
	21.7
	25.0
	17.9
	27.5



	Total explained
	72.2
	58.0
	49.1
	34.3
	95.4
	90.3
	64.4
	58.1



	Total unexplained
	27.8
	42.0
	50.9
	65.7
	4.6
	9.7
	35.6
	41.9






Discussion

The results show that the health gap in terms of physical health slightly increased over the 18-month study period while the gap in self-rated general health remained constant. Further, in terms of how different factors explained the gap, the results suggest that the contributions of the individual-level compositional factors were more pronounced than the neighbourhood-level contextual factors. For both health measures and for each wave, all compositional factors combined had significant direct contributions, which were higher than the contribution of the contextual factors, such as neighbourhood noise, pollution and crime. Among the compositional factors and in most of the cases, material factors related to income and employment status of the household (such as household income, paid job, worklessness within the household, dampness in the house and lack of central heating) were the most important predictors of the health gap.

These findings match the qualitative findings from other research from the UK (Egan et al., 2015; Moffatt et al., 2016). In keeping with Pevalin et al. (2017) I have found that persistent exposure to housing problems resulted in poorer health conditions and the exposure in the past could have health consequences in the present. Likewise, a study from Norway found that material factors were the most important compositional factors in explaining the inequalities in mortality (Skalicka et al., 2009). The important contribution of household income to the physical health inequalities is also demonstrated by Arber et al. (2014). With my research findings, I agree on the existence of a two-way relationship between worklessness and poor health. For example, a research conducted in England by Pemberton et al. (2016) found that the current labour market does not appropriately cater to the job needs of the people with existing health conditions, resulting in them staying out of the active labour market. Using data from population surveys for England, a study by Moller et al. (2013) has attributed higher prevalence of morbidity (mental health problems and limiting long-term illness) and mortality with rising unemployment. The gap in unemployment between the most and the least deprived groups increased in the UK following the financial crisis and I agree with the argument of Moller et al. (2013) that this difference has disproportionately affected vulnerable families and communities. Worklessness within the household affects individuals and their families (Bambra, 2011).

This means austerity may well exacerbate existing health inequalities. For example, in his report on austerity in Teesside, Edwards (2012) highlighted a sharp rise and a high concentration of benefits claimants in the most deprived areas following the welfare cuts. The same report also highlighted the diminishing resources available to support the voluntary and community sector that are crucial in dealing with the issues (such as an increase in demand for advice and a penalty charge for ‘under-occupation’ also known as the ‘bedroom tax’) that can arise following dramatic welfare reform. The welfare changes mostly affected vulnerable families with low incomes, with members on out of work benefits, and/or who are long-term sick and disabled (Edwards et al., 2013). With more households from the deprived areas of Stockton-on-Tees facing economic hardships and the limited availability of collective resources and welfare support, the health of people from these households may suffer more, a concept known as deprivation amplification: area-level deprivation can amplify the health impacts of individual-level socioeconomic status (Macintyre, 2007; Bambra, 2016). The changing socioeconomic conditions of the households and that of the borough of Stockton-on-Tees as part of the welfare reforms when looked at in conjunction with the findings from my research could be correlated and used as an explanation of prevailing and/or widening health inequalities.

When compared with material and contextual factors, psychosocial and behavioural factors made relatively less contribution to the health inequality gap. Noticeably, people who had higher happiness scores were more likely to have higher scores for both health outcomes. These findings lend support to the argument of Friedli (2009) that happiness is a key element of general wellbeing. I agree with Veenhoven (2008) that happiness, as a compositional factor, is not just a predictor to better physical and mental wellbeing; it also has a strong correlation with contextual factors such as healthy living environment. Veenhoven (2008) further argues that happiness of an individual also depends on the wider socio-political context of the country – material wealth, political democracy, freedom and governance. Welfare reform and austerity were linked with a decrease in happiness score in Greece and Portugal (Blanchflower and Oswald, 2011), and as Veenhoven (2008) argues it is probable that the political context influences the happiness of individuals. Considering this alongside my findings that the average happiness scores decreased among the most deprived areas during the study period, I argue that the welfare cuts have negatively affected people’s psychosocial wellbeing. Further, loneliness, which was assessed as feeling left out and/or isolated, was present in one or both forms in all the health inequalities models and made a significant negative contribution during each wave. These psychosocial factors often affect health from a behavioural pathway, for example, Lauder et al. (2006) have found lonely people had higher odds of adopting sedentary lifestyles and smoking. This could be the case among my survey participants as well because relatively more people from the most deprived areas reported of feeling lonely and left out compared with those from the least deprived areas (12% vs. 3%). Likewise, smoking (37% vs. 10%) and people who never did physical exercise (32% vs. 25) were also more prevalent in the most deprived areas. In addition, frequency of physical exercise was significantly associated with all health outcome measures and during each survey wave.

Throughout the 18-month study period, it was found that the participants who did less physical exercise had a higher likelihood of poorer general and physical health, which is consistent with studies conducted in Spain, Switzerland and England (Chatton and Kayser, 2013; Galan et al., 2013; Maheswaran et al., 2013). As argued by Warburton et al. (2006), there is a two-way relationship between health outcomes and physical exercise: poor health outcome could be the cause or the consequence of less physical exercise. My research involved older population and their health conditions could have an impact on the frequency of physical exercise. However, my research was not designed to explore the frequency of physical exercise as an outcome measure. Consumption of alcohol was, however, positively associated with better health outcomes (participants consuming alcohol could expect to have better general and physical health), which is similar to the finding by Powers and Young (2008). The linked study of mental health outcomes (see Chapter Six), found a similar relationship and that people who had better mental health outcomes and who consumed alcohol did so while socialising with family and friends. I agree that the social aspect of alcohol consumption could have provided protective psychosocial roles in the overall health and wellbeing of the participants (for example via decreased loneliness). This finding, however, contradicts much of the existing evidence base on the detrimental long-term effects of alcohol consumption (Rehm, 2011) – particularly problematic or binge drinking. These behavioural factors were significantly associated with the health gap but their contributions were mostly smaller than that of material and contextual factors. This indicates that attempts to reduce health inequalities by concentrating on behaviour and ignoring other factors are unlikely to be the most efficient or effective.

My research is one of the few studies looking at the relative contribution of contextual factors to the health divide. Ross and Mirowsky (2008) have argued that to correctly infer the contextual effects, multilevel modelling with adjustment of comprehensive individual characteristics is to be adopted in the study. People living in neighbourhoods where they felt unsafe walking alone after dark had higher chances of having significantly lower scores for both the health outcome measures included in this study. A longitudinal study conducted in Australia by Foster et al. (2016) has associated long-standing physical and mental health problems with the lower level of neighbourhood safety. The same study found a significant increase in recreational walking time with an increased perception of neighbourhood safety. I agree with Ruijsbroek et al. (2015) that the behavioural factors such as physical activities are often determined by contextual factors such as neighbourhood crime and feeling unsafe. Neighbourhood safety perception is a key feature of the contextual accounts of geographical health inequalities (Baum et al., 2009, Foster et al., 2016), with unsafe neighbourhoods particularly detrimental to people’s general and physical health.

In my research, a higher proportion of survey participants from the most deprived areas reported the problems with pollution in their neighbourhood (12.6% vs. 3.4%) and neighbourhood noise (23.9% vs. 11.1%). The research findings suggest that the people living in areas with a higher level of neighbourhood noise and environmental problems can expect to have poorer physical and mental health outcomes. This is in keeping with a substantial body of literature which suggests an association between health inequalities and levels of outdoor air pollution (Marshall et al., 2009), with deprived areas being disproportionately and adversely affected. Marshall et al. (2009) has argued that neighbourhood pollution and environmental problems can have direct health impacts (cardiopulmonary morbidities such as chronic obstructive pulmonary disease – COPD) and indirect impacts through behavioural pathways (for example by limiting physical exercise). The disproportionate distribution of pollution and environmental problems between the most and the least deprived areas of Stockton-on-Tees could be linked to the health gap.

Most notably, though, this research shows the importance of the interaction of compositional and contextual variables, empirically supporting a relational view of health and place (Cummins et al., 2007). There were substantial indirect (clustered) effects for both health outcomes and for all waves, which is an indication of the interaction of the factors representing the different groups of explanatory variables. The clustered effects were as high as 44.6% for EQ5D-VAS (baseline and wave 3) and 27.5% for SF8PCS scores (wave 4). For both outcome measures, the combined analysis explains the highest percentage of the health gap, which demonstrates the important interaction between the individual-level material and contextual environmental factors in causing the health gap. A study by De Clercq et al. (2012) among Flemish communities has revealed a complex interaction between individual material factors and the neighbourhood context to produce health inequalities. These findings lend support to the idea of the ‘mutually reinforcing’ nature of compositional and contextual factors, it also justifies the need of ‘relational approach’ in understanding the contribution of individual- and area-level factors (Cummins et al., 2007).

In this study, the secondary data sources used to measure context were based on fixed administrative boundaries and they had little influence on the health gap. However, the contextual factors from the survey measured at an individual level made a significant contribution to the health inequalities gap. This may be because individuals have relatively dynamic and fluid area definitions. They were not confined to the LSOAs of the study but to how participants viewed the relational structure of the neighbourhoods they felt that they belonged to and therefore there was variation by individual (Bernard et al., 2007; Horlings, 2016). This level of data is not usually available at a national or regional scale, which validates the relational approach that was adopted at a local level.

This survey started after the onset of austerity programme in the UK the timeline for the role-out of some specific welfare reform programmes are still underway. In this context, this study will be unable to show direct links of these programmes to health gap. It was, however, able to explore changes during the current period. While my research questions were concerned with the inequalities in general and physical health over time, I also wanted to explore if there was any link between austerity and the health gap. The longitudinal survey has highlighted the existence of a significant and almost constant gap in general health over time while the inequalities gap in physical health was increasing, with the most deprived areas having constantly declining average scores. There was a noticeable gap between the two areas for material and contextual factors: level of unemployment, not in paid jobs, receipt of benefits, worklessness in the household, housing tenure, household annual income, neighbourhood noise, neighbourhood pollution, crime and feeling safe walking out after dark. These findings add to the existing literature on how the global financial crisis of 2008 and the austerity that followed has caused, helped sustain or even widen the local inequalities in general and physical health (Nunn, 2016; Barr et al., 2017; Basu et al., 2017; Ruckert and Labonte, 2017). Regarding the post-2010 period, Barr et al. (2017) have further argued that the increasing trend of inequalities is due to the 2008 financial crisis and resulting politics of austerity. As part of austerity, several large-scale health-promotion policies were reversed (Taylor-Robinson and Gosling, 2011; Barr and Taylor-Robinson, 2014; Loopstra et al., 2016) and the welfare sector received major budget cuts. Existing evidence suggesting that the impacts of welfare reform are more damaging to the poorest parts of society (Pearce, 2013), could be the explanation for the widening gap in physical health in Stockton-on-Tees.

Conclusion

The work presented in this chapter contributes towards understanding the geographical health divide during the time of austerity. Exploiting the power of longitudinal data, this chapter has revealed the causal relationships between different compositional and contextual factors with the geographical health divide in Stockton-on-Tees. This research has shown the extent to which ‘place’ and its attributes matter for health inequalities; these contextual factors either contribute directly or interact with compositional factors in the creation of the health gap between the most and the least deprived neighbourhoods. The results presented in this chapter reinforce the need to understand composition and context of health inequalities from a relational perspective. The study has also found some damaging effects of austerity on physical health. Against a backdrop of continued austerity and further changes in welfare programmes (for example, the shift to universal credit), it is crucial that researchers and policy makers consider their adverse consequences for health and wellbeing.
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How the Other Half Live

Kayleigh Garthwaite

Introduction

This chapter examines how people living in two socially contrasting areas of Stockton-on-Tees experience, explain and understand the stark health inequalities in their town. Drawing on extensive ethnographic observations and over 100 qualitative interviews, documentary research, and photographic data with people living in one of the most and one of the least deprived neighbourhoods, this chapter emphasises the importance of stigma, place and perception in people’s everyday lives at a time of austerity. It focuses on three key themes: lay perspectives on inequalities, place and its meaning(s), and the relationship between austerity, family life and health. The chapter emphasises the importance of conducting ethnographic research across two socially contrasting neighbourhoods; explores how explanations for health inequalities, experiences of place, stigma, social networks and communities, and family life are all affected by austerity and cuts to the social security safety net; and it concludes by arguing for a prioritisation of listening to, and working to understand, the experiences of communities experiencing the brunt of health inequalities, especially important at a time of austerity.

Considerable research attention has been paid to identify and explain how health and place interrelate, and the resultant impact on health inequalities (Sloggett and Joshi, 1994; Curtis and Rees Jones, 1998; Macintyre et al., 2002; Bernard et al., 2007; Bambra, 2016; among others). Geographical research has been dominated by the debate between compositional (population characteristics of people living in particular areas including demographic, health behaviours and individual-level socioeconomic status) and contextual (area-level factors including the social, economic and physical environment) explanations. This academic debate – about the causes and complexities of geographical inequalities in health – could benefit from lay perspectives on health and place and the causes of health inequalities, particularly from people living in the most and least deprived communities.

Research by Popay et al. (2003), Macintyre et al. (2005) and Davidson et al. (2006; 2008) has examined lay perspectives in socioeconomically contrasting areas of cities across northern England and Scotland. Other studies (such as Blaxter, 1997; Parry et al., 2007; Mackenzie et al., 2017) have examined the perspectives of people living in the most deprived areas. These studies have employed mixed methodologies, including surveys, focus groups and in-depth interviews; however, ethnographic research which explores the everyday lived realities of health inequalities is notably absent. Davidson et al. (2008: 168) have recognised this gap in the literature, and noted how ‘even fewer studies have specifically focused on the relationships between the types of place people reside in, and their experiences of, and attitudes to, health inequalities’.

This chapter, in keeping with Popay (Popay et al., 2003), Macintyre (Macintyre et al., 2005) and Davidson (2006, 2008), presents research that directly explores the lived experience of, and perspectives on, geographical inequalities in health of people from socioeconomically contrasting areas. Following Backett (1992: 257) in her research into lay health moralities in middle-class families, the key purpose of this study was to ’develop understandings of how beliefs and behaviours which may have implications for health are part of the fabric of daily life‘. In particular, this study focused on people’s everyday awareness and understanding of living in a place with severe health inequalities, and to question how this might be affected during a time of austerity (as outlined in Chapter One).

This chapter examines how people living in two socially contrasting areas of Stockton-on-Tees experience, explain and understand the stark health inequalities in their town. Through detailed ethnographic observation between November 2013 and September 2017, this chapter emphasises the importance of stigma, place and perception in people’s everyday lives at a time of austerity. It explores how explanations for health inequalities, together with experiences of place, social networks and communities, are all affected by austerity and cuts to the social security safety net. There can also be a significant impact on family life for people residing in the two contrasting areas. This chapter concludes by arguing for a prioritisation of listening to, and working to understand, the experiences of communities living with the brunt of health inequalities; especially important at a time of ongoing austerity and cuts to the social security safety net.

Researching lived experience of health inequalities in Stockton-on-Tees

Studying health inequalities through ethnography allows people’s lived experiences to be studied in everyday contexts, by following a flexible research design, with participant observation and relatively informal conversations forming a central part of the research process. Undertaking participant observation of a particular place involves the researcher walking or driving through local places to observe social environments and happenings (Pink et al., 2010: 3). Routine daily activities across the two field sites were observed in public places that made seeking informed consent unfeasible. The researcher’s casual conversations with residents in local places were included as non-verbatim data in observation notes.

Town Centre ward is the most deprived in the borough and is the 17th most deprived ward in England (Smith et al., 2015). The ward particularly experiences health, disability and employment deprivation. Statistics show 27.1% of economically active people are unemployed and 10.2% are receiving out of work benefits. Only 22% of residents own a house, which is significantly lower than the borough average of 69%. The majority (53%) live in socially rented accommodation and 23% live in private rented accommodation. In the 2011 census, 12% of people reported that they were in bad or very bad health, much higher than the borough average of 6.3%. Further, 26.5% of people have a long-term health problem or disability; this is higher than the borough average of 19.0%. Poor quality housing, takeaway shops, convenience stores selling low quality food, betting and pawn shops, and a pub where all drinks cost £1 are all plentiful in the most deprived area. There has, however, been a recent £38 million regeneration of High Street, which has been much discussed by participants throughout the research. Fieldwork in Town Centre ward began in November 2013, with participant observation and interviews carried out in a Trussell Trust foodbank (Garthwaite, 2016a), Citizens Advice Bureau, children and family centres, community centres, gardening clubs, cafes and coffee mornings alongside engagement with charities, events and services in the area.

From March 2014, participant observation began in Hartburn, the third least deprived ward out of the 26 in the borough, and one of the least deprived wards in England. The unemployment rate here is 5.1%, lower than the average for England and Wales of 7.6% and the Stockton-on-Tees average of 9.6%. Only 1.2% of people in the Hartburn ward are receiving out of work benefits. Statistics show 92% of residents own a house outright or are buying it with a mortgage; only 1% live in socially rented accommodation and 6% live in private rented accommodation; both are much lower than the borough averages of 17% and 13% respectively. Only 4.3% of people reported that they were in bad or very bad health; this is lower than the borough average of 6.3%, and 19.2% of people have a long-term health problem or disability. The area is characterised by manicured green space, flower beds, attractive period houses and independent businesses such as a delicatessen, a dog grooming parlour and a florist. Observations and interviews here took place at coffee mornings, yoga classes, cafes, churches, mother and toddler meetings, a credit union and community centres.

In total, 124 qualitative interviews, including eight ethnographic walking interviews, were completed across both areas between 2014 and 2017, alongside detailed participant observation, field notes, documentary research and photographic data. To ensure a varied sample, in-depth interview participants were sampled across these locations to include variation in age, gender, occupation and marital status. Participants were recruited by a mix of approaches; they were asked following ethnographic observation, and sometimes acted as gatekeepers with snowballing approaches used to recruit others. Topics covered during the in-depth interviews included (but were not limited to) area perceptions, health and health inequalities, austerity and welfare reform, social networks, community, employment, leisure activities and social security benefits receipt. Interviews that were arranged to take place in people’s homes were recorded and transcribed verbatim. The age range of the overall sample varied from 16 to 78 years old and was almost equally split in terms of men and women. Ethnographic observations captured a wider age range.

Participation was voluntary, confidential and secured by either verbal or written informed consent where possible. Interviews were transcribed verbatim and the transcripts produced included references to both field notes made and photographs taken. Data were fully anonymised before transcripts were analysed thematically, using open coding to identify initial categories. Data were then further broken down into sub-themes, allowing me to then compare and contrast data in a detailed manner. Thematic content analysis was used to analyse the data and extract relevant relationships between study ethnographic observation and interview results. In this way participants’ verbal accounts and non-verbal behaviours could be analysed and coded in one dataset to give a fuller picture. Although NVivo 10 software was used to facilitate and organise data thematically, the process of analysis has involved moving between these NVivo ‘nodes’ and full transcripts to ensure that the richness of transcripts was not lost.

Findings

This chapter focuses on three key themes that emerged from the research. First, lay perspectives on inequalities in both areas is examined. Here, there is a focus on people’s everyday awareness and understanding of living in a place with severe health inequalities, and how this might be affected at a time of austerity (for a fuller exploration, see Garthwaite and Bambra, 2017). Second, place and its meaning(s) for residents living in both the most and least deprived areas will be explored, including a discussion of identity making and community networks. Finally, the relationship between austerity, family life and health in both areas will be explored.

1. Lay perspectives on health inequalities

Participants displayed opinions that fluctuated between a variety of converging and contrasting explanations. Three years of ethnographic observation in both areas generated explanations which initially focused closely on behavioural and individualised factors, while 124 qualitative interviews subsequently revealed more nuanced justifications, which prioritised more structural, material and psychosocial influences. Inequalities in healthcare, including access, the importance of judgemental attitudes and perceived place stigma were then offered as explanations for the stark gap in spatial inequalities in the area. Notions of fatalism, linked to (a lack of) choice, control and fear of the future were common reasons given for inequalities across all participants. Following Backett (1992: 257) in her research into lay health moralities in middle-class families, the key purpose in taking an ethnographic approach was to ‘develop understandings of how beliefs and behaviours which may have implications for health are part of the fabric of daily life’.

The importance of lay knowledge has emerged as being central to knowledge and understanding surrounding health inequalities (Blaxter, 1997; Popay et al., 1998, 2003; Backett-Millburn et al., 2003; Macintyre et al., 2005; Davidson et al., 2006, 2008; Elliot et al., 2015, among others). As Davidson et al. (2008: 1368) and others (Blaxter, 1997; Backett-Milburn et al., 2003; Macintyre et al., 2005) have recognised, very few studies have directly explored lay understandings of the causes of health inequalities in general. Further, there has been even less attention dedicated to exploring the relationships between where people live, and their experiences of – and attitudes towards – health inequalities, with a focus on lay understandings of health inequalities at a time of austerity being relatively absent (see Mackenzie et al., 2016 for a notable exception). Ethnographic methods have also been underutilised in this regard.

Beyond lifestyle choice

Explanations that centred on behaviour and education were mostly found in the perspectives of people in the least deprived area, and particularly during ethnographic observation. This tended to be linked to the transmission of generational family values. Katie, 41, worked in marketing and lived in the more affluent suburb with her husband and two children. Katie placed an emphasis on the importance of cultural values and aspirations of education, but also accepts that the “odds are stacked against you” if you’re living in one of the most deprived areas:

‘You’re talking a lot about [a] third generation of people who’ve never had a job. You learn from your parents, you learn your principles and values and everything. Everyone’s looking for the fast and easy way round everything, it’s just not realistic and they just forget about education. It goes right back to even at the beginning, if you’re in a shit school and there’s people with all different needs, the odds are stacked against you, and then if you’re feeding your kids crap right at the beginning, it’s like what’s going on? So I can see why people aren’t living longer, and like the smoking thing, I mean I’ve smoked and as soon as I found out I was pregnant I stopped, and now I wouldn’t dream of it. But I suppose if you live where everybody is smoking around you, it’s just what you do, isn’t it?’

The following field notes extract identifies how fieldwork observations and conversations tended to centre on ‘hard’ (Macintyre, 1997) behavioural explanations.

FIELD NOTES

9 June 2015

It’s my first day of the credit union that’s been set up by some of the people I’ve come to know in Hartburn. Heather invited me into the back room for a coffee and offered to introduce me to the others who I don’t know, who are looking fairly suspicious of me to be honest. I get sat next to a serious looking woman, Jennifer, and Kathryn comes to join us and starts explaining about the project. Jennifer looked at me as if I was stupid and simply said: “Well it’s all about behaviour, isn’t it?” She seemed horrified that a £1 million grant was being used to investigate something that she believed could be explained away by faulty behaviour. I said obviously behaviour is part of the whole story, but actually isn’t the major factor in the gap in life expectancy according to our survey findings – income, education, housing and quite frankly money are more important. She doesn’t look convinced: “I would imagine behaviour is the most important” she said, and turned around to talk to someone else.

In contrast to findings from Popay et al. (2003) and Macintyre et al. (2005) though, participants in this study living in the most deprived areas also recognised that income, housing and stress were all factors in explaining the severe health inequalities in Stockton-on-Tees. Glen, a chef working on a zero hours contract, lived in a deprived area a couple of miles outside of the town centre. He believed the gap in life expectancy was linked to lower stress and higher income levels in the more affluent areas of town. Despite this, he also linked the difference to the behaviour and lifestyles of people living in the most deprived areas:

‘I think it’s cos them in Hartburn have jobs and they have loads of money. They’ve got good work and they’ve got good living. And I think some of these in the town centre they just go around getting drunk, being homeless. It’s a lifestyle choice, it gets them out of it for a couple of days, y’know?’

Participants from the more deprived areas in Davidson et al.’s (2008) study discussed how deprivation was ‘written in the body’ in terms of premature ageing. Our findings (Garthwaite and Bambra, 2017) show that participants across both the most and least deprived areas recognised how poverty can have an impact on people’s health and bodies, both physically and mentally. In an in-depth interview with Steph, 42, a welfare rights adviser who lived in one of the least deprived areas, she expressed her “shock” at how the combination of multiple traumatic incidences, such as bereavement, sexual abuse, domestic violence and ill health, can affect people physically:

‘I suppose you know anecdotally which areas have more concentrations of poor health but sometimes it shocks me how much it ages people. I think they look old, you can see it in their faces the way they are and I think that’s sad. They tell me their date of birth and I think ”God you’re my age”, or a few years older and I think what is it that’s so different about us, that we look so different? But then a lot of people I deal with, they’ve had not just one kind of traumatic thing happen to them, they might have had two or three things that would be almost kind of nobody I know in my friendship circle has had that happen to them, but that person has had like multiple.’

Living in the least deprived area, Catherine, 65, initially spoke during ethnographic encounters of how smoking and obesity were key factors in explaining the large gap in life expectancy, but during an in-depth interview she also identified how psychosocial factors can play a role in explaining the health inequalities within the area:

‘Smoking, obesity … but the overriding thing is that they don’t seem happy. I really would say that the most notable thing is they’re not going round with big smiles on their face, happy jolly people. They’re miserable. So that would come back to the mental health issues, wouldn’t it? It would wear you down.’

The impact of these cumulative traumas can then further widen preexisting health inequalities, and perhaps go some way to understanding ideas of fatalism, choice and hope that participants felt helped to explain the gap in life expectancy in Stockton-on-Tees.

Fatalism, choice and opportunity in a time of austerity

Notions of fatalism linked to (a lack of) choice, control and opportunity were common reasons given for inequalities across all participants, but more often from those living in the least deprived areas. Heather, 72, a trustee of various mental health and addiction charities, felt fatalism was key to explaining the gap in life expectancy within the borough:

‘People feel stuck, don’t they? People don’t feel that any effort they make is going to make a difference where out there in the affluent areas we know that efforts we make will make a difference. There’s an element … it isn’t so much confidence, well it is confidence but it’s also a bit fatalistic, ”Well whatever I’m doing doesn’t matter,” and I think that’s why people don’t bother with healthy living. “Well do I want to be here?” Y’know if you’ve developed lots and lots of poor health, what’s the joy of living to 100? And I guess, but I don’t know, I guess it’s a sense of “Well whatever I do won’t make a difference” for myself or anyone else. It’s about drive isn’t it, and have they ever had drive in the Town Centre? Because people who have drive have got out.’

Heather strongly associated this sense of fatalism with the geographical boundaries of Town Centre ward and the perceived culture among people living there that combined to create an overall sense of hopelessness or lack of control. Carol, 68, was a former health visitor who worked within deprived communities nearby for over 40 years. Living in the least deprived area, Carol agreed that difficulties in thinking about the future may lead to “impulsive behaviour” which she defined as drug taking and smoking:

‘When you’ve got this impulsive behaviour, not thinking about tomorrow, then you don’t care very much about the future of your health, either. You’re thinking about today. And a lot of these people who I worked with, who aren’t going to live very long, actually just getting through today, and they don’t care about 20 years’ time or 10 years’ time. Sometimes today is so awful for them.’

Here, Carol recognises that everyday life can be filled with multiple and complex issues, making it impossible to plan and even imagine a future. Carol, and others across both in-depth interviews and ethnographic observation, regularly referred to the notion of ‘luck’ for helping to explain the differences between their situation and those living in the most deprived area. “We’re kind of a lucky generation really, I think,” was often offered as a justification, generally from the older participants who were now retired. Luck was also used as an explanation for the good health that people in the least deprived area experienced.

For people living in the least deprived area, conversations would focus on the regular trips to the theatre, language courses, horse riding, ukulele classes, dining out and frequent holidays. In contrast, people living in the most deprived area often tried to find free things to do, such as go for a walk with their children in the local park, or sit in High Street on a sunny day, watching the water fountains that had recently been installed as part of a £38 million regeneration of the town centre. People across the least deprived area made full use of the local groups and activities that were often free to access, including ones specifically aimed at people who lived in the most deprived areas, such as Sure Start. Heather, speaking about the weekly coffee morning she helps to run, recognised this as being a particular factor in explaining the gap in life expectancy in the area:

‘I think people, well you know the people come here, particularly as helpers, they’re very active, y’know, walking groups, the community choir, volunteering, the gym. And there are things like cycling groups and walking groups that are provided by the council, but they tend to be taken up by folk like us. We fill them up.’

Ethnographic observations were carried out across various clubs, groups and initiatives aimed at improving the health and wellbeing of people living in the most deprived areas. Due to cuts to local authority budgets, several services and clubs that the researcher became involved with had to be closed due to funding constraints – for instance, a weekly walking group was forced to cease a few months after the researcher joined. Often, such groups would be poorly attended; a notable example being a credit union set up by those living in the least deprived area but situated within a church on one of the most deprived streets in the town. To date, only members of the congregation had signed up to use it, and there was a sense of frustration and incomprehension as to why people living on the doorstep were not engaging with it. But in spending time in the most deprived area, it became clear that one possible explanation for the reluctance to engage with services such as the credit union was a perceived sense of being subject to judgement and stigma.

Importance of judgement and attitude

Participants in the most deprived areas described a hardening of attitudes towards people living in low-income areas. Living in the most deprived area, Lauren, 33, identified the struggles she had with judgemental attitudes, and the effect this could have on accessing support:

‘I think for me it’s people’s attitudes when you go and seek help. I think if you’ve never experienced it, someone looking down their nose at you because you don’t work, or you’ve got depression, whatever if may be, because you need something from society, you know financially or medically. You’d think nurses and doctors and receptionists, you’d think they’d be nice to you but what I found, and I would say … I would assume that people who are on the bad end of the health gap may feel the same, is that people’s attitudes towards you are awful, it makes you not want to ask for help. All the time this message is that you’re bad – it’s on the telly, you’re not a worthy person so at what point do you not access things because you feel it yourself?’

For Lauren, these attitudes were strongly linked to so-called ‘poverty porn’ television programmes which depict a certain lifestyle of benefits receipt or living on a low income. ‘Poverty porn’ has ‘been used to critique documentary television in post-recession Britain which focuses on people in poverty as a political diversionary entertainment’ (Jensen, 2014: 2.6). This genre of television depicts people as lazy, criminal, violent, undisciplined and shameless, playing into the media and government rhetoric about people living on a low income. The impact of ‘poverty porn’ is particularly relevant given the second series of Love Productions’ ‘Benefits Street’ was set on Kingston Road in the deprived Portrack and Tilery wards, next to Town Centre. The significance of ’not speaking the same cultural language‘ as patients and the potential resultant impact on health inequalities was reinforced by Town Centre GP Dr Harrison who spoke of the importance of the health service:

‘I can give you the example of doctors, you know you’ve come into a fancy building here, which is intimidating for people. I speak with a posh voice, I’m wearing a tie which puts a certain barrier up. But also many doctors live in the wealthier parts of town. So they live in this very precious enclave, they drive in in a car, [they’re] protected, sealed in with air conditioning, they’re listening to Radio 4, they’re parking it, coming into their own safety environment which is very different to the environment people live in, they’re seeing people, then they’re going home. Occasionally they might do a home visit but they’re not using … they’re not really understanding where people are coming from, they will never really understand the financial constraints on people – and it isn’t just doctors, it’s nurses, it’s health visitors, it’s midwives, it’s the whole health infrastructure, it’s receptionists as well and they can often act as a barrier. We might say “How on earth do they still continue to smoke? Don’t they know it’s bad for them? I’ve invited them three times to come and they haven’t come,” so you get these kind of … these attitudes, and then of course you get organisational culture where people talk about it in the tearoom and it reinforces those attitudes and you then get a kind of “them” and “us”, patient-blaming culture and it widens health inequalities.’

The attitudes described by Dr Harrison have become progressively more noticeable amidst ongoing austerity and reforms to the social security system, he felt, and it was clear in the perspectives of those living in the most deprived area that they agreed with this. Naomi, 36, a recovering heroin addict, had a range of physical and mental health problems, including gastrointestinal issues, depression and anxiety. Naomi identified a stigmatising and judgemental attitude attached to her accessing the local pharmacy for her methadone:

‘Every day I go to the chemist and it’s supervised, I have to drink it. In the Stockton area everyone knows what you’re going in for, no matter how well you’re dressed, they still know what you’re going in for so you get the funny looks. People look at you up and down and you know what they’re thinking and that gets you down.’

The health implications are clear, with such attitudes possibly having an impact on mental health and wellbeing, as Naomi suggests.

2. Place-based stigma

Residents across both areas identified what made their neighbourhood desirable or health promoting. This was related to the composition of the physical environment, perceptions of safety and fear, and finally, narratives of disgust and how this influenced engagement within a particular space.

Living in Stockton-on-Tees is therefore regularly associated with stigmatising conceptions of poverty and welfare dependency. Here, I explore how territorial stigma can affect residents’ interactions with the environment and their social networks, including their identity and ‘sense of place’. This is also closely linked to political- and meda-driven ideology, which vilifies deprived communities and its residents (Hancock and Mooney, 2013). Interestingly, notions of community were most commonly associated with the least deprived area and were interestingly linked to the ‘poverty porn’ TV show ‘Benefits Street’, which was set in Stockton-on-Tees. Territorial stigma was present in the narratives of residents in both areas. This stigma was related to perceptions of risk and danger in the environment – for instance, in the form of nearby sex work, drug dealing, and also hazardous chemicals from the nearby industries (see also Bush et al., 2001).

(Dis)engagement with the environment

Following a £38 million regeneration programme, Stockton High Street now features independent shops, regular farmers markets, fountains and art installations. This has resulted in it winning a 2016 Great British High Street of the Year ‘Rising Star’ award. Despite this progression, residents from both areas were critical of the town’s rejuvenation, and felt efforts to improve the area were “a waste of money, [as it is] still the same people” living in the area (field notes, 16/4/15). Living in the least deprived area, Fiona, 42, who rarely visited the town centre, said:

‘I don’t know if it’s like sticking a plaster over it really. I don’t know how we change and become an affluent town. It’s gone too far.’

As Slater and Hannigan (2017: 9) have contended, ’it should not be assumed that any investment is uniformly positive. The appropriate question to ask, rather, is, “To what extent is any investment in stigmatized territories in the interests of their residents?”’ This sentiment is evident when speaking to Denise, 49, living in the most deprived area:

‘What they’ve done with the High Street, it’s amazing. That fountain, it’s unrecognisable. They’re [the empty shops] all coffee shops now, it’s nice but it’s no good if you can’t afford a coffee.’

It was evident in Denise’s narrative that despite living in close proximity to the town, she felt excluded by her inability to participate in the newly regenerated space. Participants living in the least deprived area also spoke about their feelings of segregation between their area and the town centre, typically related to the physical environment. Residents living in the most affluent area discussed the importance of what they perceived to be familial values and a child-centred lifestyle in Hartburn. Abundance of green space, proximity to a ‘good school’, and local amenities such as libraries and playgroups were cited as the most important health-protecting features of the area. Living in the least deprived area, Jessica, 41, a journalist who was married with two children, described the importance of the physical environment to her and her family:

‘… it’s ever so green, everyone had their own home and a garden front and back, they planted cherry blossom trees when these were first built and it gives a lovely burst of colour. Our gardens here are really big, that was a huge pulling point. And you can be walking here, everywhere, I feel very much like we’re in a village. The parks you can walk to, the primary [school] and also the Oaktree [Centre] is up there with all the playgroups, we used to amble up there so you can easily walk and that for us was a big, big extra pulling point. I think we’ve got pretty much all that we would ever need just here.’

Many participants in Hartburn described how the physical space was conducive to a healthy lifestyle – there were parks to exercise in and few takeaway shops selling unhealthy food – which contrasted with the myriad of fast food outlets and lack of green space in the town centre. Andy, 43, from Hartburn, explained how the environment of the town motivated him when he was exercising:

‘I think Hartburn has that feeling, you do see people out exercising. I go for a run maybe three times a week, on a weekend I do quite a big loop and end up going in the High Street, but I do see quite a few people out in Hartburn having a run, and when I get to the town centre there’s no one. And part of my motivation is I run past all of the chip shops, and there’s a road called King George Street and I probably run past 20 different fast food [shops], and I just think for those to survive they’re obviously having custom.’

In contrast, Town Centre was associated with unhealthy behaviours and an environment that promoted obesity, drug and alcohol addiction, and smoking. Living in Hartburn, Katie, 41, drew attention to a difference between Hartburn and Town Centre:

‘You don’t really see people smoking as well round here, very rarely, even outside the pubs. Further into town you go, everyone’s vaping or smoking, and obviously if you’ve got a pound pub in your town like Stockton then you’re not really … you’re just fuelling the fire, aren’t you, really.’

Aside from physical health behaviours, participants residing in the most deprived areas described negative ways in which their mental health could be affected – in terms of feelings of self-worth, for example – when faced with the inequalities present in their area. Residing just outside of Town Centre, Naomi, 36, said:

‘You can see certain people looking down their nose at you, just by the way you dress, your accent, even cos even though we’re from the same town they always seem to have a better accent than you, they pronounce their words properly so straight away you’re different, they turn their nose up … even when you’re in a shop as well – it’s not very often I’ll go in Marks and Spencer’s but if there’s a sale on I will go in cos there are some nice clothes in there, and you can see them looking at you … nah, I don’t like it.’

Laura, 33, was a full-time carer to her two sons who were diagnosed with autism. Despite growing up in nearby Hartburn, and now living in one of the borough’s most deprived wards, she described a sense of belonging to Town Centre that she did not associate with her birthplace:

‘D’you know what, I feel comfortable in the town. If I go to Hartburn shops I feel uncomfortable, I feel like I don’t fit there … I just don’t feel like I want to be there, but I go to town and I see loads of people from all these different places, they’re sitting round the fountain and I can hear all these different accents and languages and it reminds me of being away at uni. Going away to uni was such an eye opener to me and when I came back to Stockton there were people seeking asylum, and it looked different. Different types of shops opened, and I love all that, I love seeing a Polish shop or, you know, different places to eat, so I love being in town and I like the atmosphere.’

Although in Laura’s account there is an appreciation of the diversity in Town Centre, for other participants, this led to feelings of fear and negative perceptions of the area. These perceptions were almost always linked to perceived negative behaviour and characteristics of the people, rather than being attributed to the particular place and space, and were also linked to wider concerns over criminality and safety.

Safety and fear

Residents in both the most and least deprived areas regularly associated safety concerns with living in Town Centre, while Hartburn was seen as “a different world” (field notes, 16/4/15) where affluence and success were more easily reachable. Stockton town centre was regularly described as “Tattooville”, “a ghetto”, “Dickensian”, “scummy” and “grotty”. In contrast, Hartburn was described as “idyllic”, “beautiful”, “ideal” and “a dream”. Tim, 69, living in the least deprived area, discussed what he believed was the presence of anti-social behaviour which led to him and his wife avoiding the town:

‘The people you see when you go in, the drunkenness if you go in later in the day, probably the drugs as well playing a part, the language as you’re walking around … it’s not a pleasant experience to go because you’ve got to go to the bank or whatever.’

Living in Hartburn with her husband and two children for over nine years, Jessica agreed, and commented:

‘I don’t like going in [to town] because it makes me sad. I feel as though I look different and I feel very, very conscious of that. My bag I hold that extra bit tightly without actually even meaning to do it. And then I’m thinking “Why is it there are so many young people in town with babies and pushchairs, and other groups of young people who obviously aren’t at work or at college?” And it makes me think about their lives, and why aren’t they doing that? There’s almost this air of sadness. There’s this whole kind of underclass of people I guess, who are there, who exist but who almost people can go past without ever really seeing them. And you do, you know there is this big change and big disparity in people, but you don’t have to see it if you don’t want to. Yet they’re so near us, it’s miles away, if that.’

Jessica identified how she looks physically different from people who she sees in the town centre, resulting in feelings of fear, sadness and disbelief at the vast inequality in the area. Such a perspective was not limited to those living in the more affluent parts of town. Peter, the manager of a drug and alcohol treatment service in the town centre, emphasised the existence of “no-go areas” in the town, which were perceived as too risky and unsafe to enter:

‘I mean, if you talk to anyone in the area and say “Do you go down Harley Road?” they don’t. They keep away from the area, in effect it’s causing … I suppose you could say a ghetto.’

Fears over safety were also linked to the presence of sex workers in the area. Melinda, 44, lived in what she termed “Stockton’s red-light district”, a street just outside of the town centre, with her two children. She said:

‘You don’t feel safe letting your children out, not even in the daylight really. I spent years paying for them to go to theatre school after school just so they weren’t on the streets. When they were younger and were just playing on the street [that was ok], but when they got older and wanted to go to the next street, where I couldn’t see them that was the period when I said “No, you’ve got to do activities somewhere safer,” and that was a big overdraft for me. I complained about it quite a lot because I’m not really very understanding of the kind of people that use that kind of service, so I was quite concerned it was bringing predatory threats into my neighbourhood.’

Safety concerns were less frequent in nearby Hartburn, but were very much on the agenda for residents, as the following field notes extract shows.

FIELD NOTES

26 June 2014

Trish, the chatty local police community support officer, has come to the coffee morning today to give us the monthly crime report. We all gather round and lean in to make sure we don’t miss anything. Normally, we hear about garages that have been broken into, or damage to cars parked in driveways. There’s a buzz today as we talk about it, and Patricia tells me there was some vandalism in the village last night – a dozen ‘youths’, tipping wheelie bins over, and wrecking someone’s fence. They have been hanging around until late at night, 11pm, and it’s intimidating. Everyone is talking about it, and they think police have now caught them. ‘They’re the ones who should know better, they’re not the rough ones,’ Patricia said, and everyone nodded in agreement.

Criminality would be associated with a distinct ‘Other’, rather than those living in the more affluent area. Although connotations of crime, drug use, and health-reducing behaviour such as smoking and drinking alcohol were associated with Town Centre, so, too, was the idea that a sense of community was present – more so than in the least deprived area – as the following section explores.

Community and social networks

When asked about health and what might protect it or damage it, participants across both areas discussed the importance of community and social networks. Living in the least deprived area, Trisha, 54, a healthcare practitioner, described what she termed a “community feel” in the most deprived areas:

‘I often think in Stockton [town centre] people have a network of friends and they sort of help each other, and certainly where I work in the deprived areas there’s a definite community spirit, more so than in the affluent areas. Like my parents who’ve always lived in Hartburn, they hardly ever see their neighbours, you know they’re not in and out of each other’s houses, which they prefer. Yes, if they had a problem the neighbour would be there and they’d help, but certainly where I work when I’m out visiting the neighbour will be coming around, knocking on the door visiting. There’s definitely a community feel.’

Although community was perceived to be more present in the most deprived parts of town, those living in Hartburn emphasised the quality of their social environment, and what they believed constituted a “good neighbourhood” – the presence of families, having relatively similar socioeconomic capital, and sharing similar values and lifestyles, especially regarding bringing up children. Katie, living with her husband and two children in Hartburn, said “we have standards round here … it was our choice, it was a definite choice to move here and raise our kids and I’m happy with it”. Andrew agreed, focusing on education and safety of the environment as factors for deciding to relocate to his childhood home of Hartburn:

‘I like the fact that both my kids can play out, I think it’s a safe environment. I just think it’s a child-friendly place to grow up, and I think as far as going out, either cycling or playing football, I don’t think you have an excuse [not to] around here.’

For those living in the most deprived ward, Town Centre, taking part in leisure activities was rare, largely due to a combination of financial and time constraints. Further, the ‘work’ involved in living in poverty is substantial (Lister, 2015), with regular meetings at the Jobcentre, Citizens Advice Bureau, visits to the housing office, alongside childcare and negotiating (often precarious) employment, meaning there is less time to take part in leisure activities. In contrast, those living in the least deprived area were highly active, engaging in language courses, music lessons, exercise classes, regular holidays and coffee mornings.

The maintenance of community in the most deprived areas becomes increasingly difficult with housing demolition, and the construction of housing and services aimed at a more affluent class of resident is becoming increasingly common. Within Stockton town centre, the Victoria estate, labelled a ‘sink estate’ by local media (Blackburn, 2014), had been fully demolished during the period the fieldwork was undertaken, and was being transformed into an ‘urban village’. A dispersal of current residents has taken place, with people being removed from their communities, thus rupturing pre-existing social networks and ties.

Those in the most deprived area would retreat from the public realm into the private sphere in response to perceived threats related to territorial stigmatisation, as Naomi’s earlier comments show. This was also linked to racial tension in and around the town centre. Denise, 49, did not engage with the town centre very frequently, as she believed it had “changed beyond words” since she recently moved back into the area after living outside of the borough for five years:

‘Hell of a change, really, I can’t say for better or for worse. It’s gone from druggies and drunks to Africans, it scared the life out of me when I come back here.’

Here, we can see a shift in blame for feelings of unsafety from the “druggies and drunks” to what Denise terms “Africans”. Stockton-on-Tees has the fourth highest population of asylum seekers per head of population in the UK (The Economist, 2016), many of whom are housed in and around Town Centre. This was a topic discussed across both research sites, and ethnographic observation witnessed a steady increase of people seeking asylum in Town Centre, particularly at the foodbank and in High Street. Katie was keen to explain that although she had friends from Kenya, she felt that the placement of asylum seekers and immigrants caused tension and division:

‘We have a lot of immigrants but we drop them directly into Stockton town centre. I understand why because it’s the cheapest place for rent and things, but what ends up happening is you just end up creating these areas of like, erm, you know, one type of ethnicity, and it creates division.’

Disassociating himself from Stockton as a place, Glen, living on an estate in Town Centre ward, readily distanced himself from the ‘Others’ he believed were living there:


KG: ‘And do you like Stockton as a place to live?’

GK: ‘Naw … naw wouldn’t want to live in Stockton.’

TK: ‘Well this is classed as Stockton, Glen! [laughs]’

GK: ‘I like round this area where we are – there’s too many different colours and types of people in Town Centre, if you see what I mean.’



Glen’s wife Tracey pointed out that they were living in Stockton, but for Glen the ethnic diversity in Town Centre meant that he was keen to detach himself from the place, which he viewed as “dirty” and “not for us”.

It is clear that classed moral undertones of respectability and what constituted a ‘good’ area were at play when considering residents’ relationships and opinions on their local area. This theme could also be found when considering family life in austerity.

3. Family life and everyday austerity

Third, the relationship between family life and austerity was a key theme throughout the research. Those living in the most deprived area had an ever-present relationship with austerity in the form of visits to a foodbank, fuel poverty, debt and poor housing. This could then have a subsequent effect on mental health (Garthwaite et al., 2015). Living in the least deprived area, austerity was something that people had largely been unaffected by in the way that those in the most deprived area had. However, participants described decisions that they had taken as a family – for example, husbands moving to other parts of the country to work away, avoiding foreign holidays, consciously shopping in cheaper supermarkets, and taking separate holidays to avoid childcare costs – often with a moral undertone of making the ‘right’ choice, and ‘making do’ in times of austerity.

Everyday austerity in Town Centre

Participants from both areas were asked about the impacts of austerity on their own lives, as well as on Stockton as a place. In Town Centre, austerity manifested itself in the form of visits to the foodbank (Garthwaite, 2016a, 2016b), zero hours contract employment, visits to Citizens Advice Bureau and everyday budgeting practices. Constant worry and hardship was therefore a common (yet unsurprising) theme found in the experiences of people living through austerity in the most deprived area. Simon, 52, was a volunteer at the foodbank after using it three times himself. Currently unemployed, he described the daily struggles he had in making his Employment and Support Allowance of £146.20 per fortnight cover his bills, debt and food expenditure:

‘I get a big bag of spuds for £2.75 and that lasts for two weeks, if you’ve got potatoes you can always have chips. Beans, tomatoes is a good one, buy spices every week then you can mix things together. I’ve had pasta and beans before with spices, mix it in, it’s not the best of things to be eating but at least it’s a meal. Porridge is good cos with porridge you don’t need milk, milk is a luxury. Things like that, just things that’ll spread.’

The following extract from my field notes highlights the difficulties of managing during austerity for families.

FIELD NOTES

24 January 2014

Today I met Kim, a single mother with two daughters, aged nine and eleven. She was teary, emotional and embarrassed from the moment she sat down with me. She was not working due to depression and anxiety, and was receiving JSA [Jobseeker’s Allowance] whilst she waited for the outcome of her ESA [Employment and Support Allowance] appeal. Kim had been sanctioned by the Jobcentre as she was required to apply for 17 jobs between 24/12/13 and 31/12/13 (Christmas period). She hadn’t been able to achieve this so she had been sanctioned. She now had no income whatsoever for herself and two kids. She has donated to the food bank before and her kids go to the youth group in the church. She was particularly struggling with energy costs – her kids switch the TV on all the time, leave lights on, have long baths, plug straighteners in. She doesn’t nag them to stop as ‘kids shouldn’t have to worry about things like that’. She recently changed her electricity payment meter – the old meter charged 38p per day for gas and electric even when not in use – the new one, thankfully, does not, and won’t run out if you only have 1p on the meter whereas the old one did. Kim said: ‘I want what everybody else has. Weekends away with the kids, things like that. I want to earn my own money to get the luxuries I want, to feel I’ve earned it.’

Laura spoke about how she managed everyday budgeting practices for herself and her two sons after her partner at the time lost his job. Like Kim, a complex negotiation of relying on family members, selling things to raise extra cash and cutting back were common:

‘We could not live off what we were getting. I wasn’t looking for work and I wasn’t going to pretend that I was so I wasn’t getting Jobseeker’s [Allowance]. He lost his job so was getting Jobseeker’s for us as a unit but not for me. My dad bought all our food shopping out of his DLA [Disability Living Allowance] because he had cancer. My mum and dad were eating scrambled eggs and beans on toast because they were funding themselves and us. Cos I couldn’t … rent was most important, bills came after that and there was absolutely nothing left. Once you’ve paid for nappies and the other things that babies need … I sold everything. People would buy the boys presents and they went straight on eBay. I sold all my clothes. I just left a few things. I sold all my photography equipment that I’d bought for next to nothing, I took my rings round …’

Naomi, 36, described how she would manage her food shopping, and spoke about the difficulty of getting paid her benefits once every fortnight:

‘Well we normally, what we do in the first, we, we fill up our cupboards, like, with tinned stuff, noodles things like that, fill up the freezer with, like, chicken, there’s always meat, vegetables, chips, stuff like that and I’ve just been paid so I’ve filled up the cupboards now, but when you get to the end of the week you see it all go, all the fresh stuff’s gone and it’s really hard to keep some money in your account for the following week cos if something happens and you need some cash for summat, y’know, you’ve got to take it out for something else. A long time ago I got paid weekly and you wouldn’t have needed a foodbank, I think really if they could they should pay people weekly.’

Many struggled to buy their children school uniforms, Christmas and birthday presents, and treating them to days out or holidays. Single mother Anna, 51, spoke of how she was unable to buy treats for her 11-year-old daughter:

‘There has been a dramatic change particularly for my daughter. [Before] she could have the games machines, I could afford to buy them, but that’s all completely gone now. I really struggle to buy Holly anything which is such a shame, I mean she does understand and I am good at explaining it to her but it’s really tough when all her friends have got that kind of stuff and I just can’t provide it.’

A continual battle of getting into debt, stretching food out as much as possible and selling items to receive extra cash were commonplace among interviewees in the most deprived area.

“We cut our cloth accordingly”: middle-class experiences of austerity

Tyler (2015) has argued that the increasingly precarious conditions brought on by neoliberalism has an impact not only on the working classes, but also on some members of the middle classes. Participants in Hartburn spoke about “cutting back” and “being sensible”. In Hartburn, austerity was visible through redundancy, tightening spending practices and library closures. The emotional impact of austerity was highlighted for people who were working in professions such as welfare rights advisers, district nurses and foodbank volunteers. Derek, 64, was retired from his job in the local chemical industry. He volunteered weekly at a local foodbank, 15 minutes’ walk away from his home. Derek said:

‘When I see people in the High Street, you can see they have nothing [because of] the shoes they wear. People who help out at the foodbank, I know one who has electrician’s tape to keep his shoe on. Now I’ve often thought of going to Windsor’s or somewhere and buying him a pair of trainers but I know that would be an insult. So, yeah, austerity has affected me badly really, not financially but emotionally very much so. If I go on holiday I feel guilty about going away, I really do.’

Steph, 42, living in Hartburn, differentiated her family’s experiences between general cost of living and the effects of austerity. However, she was aware that austerity would affect them in certain ways, such as the closure of public services. Steph said:

‘I wouldn’t say it’s affected us in terms of day to day spending, everyone has to tighten their belt but I think that’s more to do with the cost of living that’s not austerity, rising fuel and food prices and everything like that, everyone’s experiencing that. But I think in terms of austerity and government cuts to services, I think it’ll affect people like us when the libraries close, and if it affects like the park being maintained and things like that. I mean you can see it in the streets can’t you, roads not getting repaired, massive holes in the road. I don’t know, what else are we seeing? Libraries is the one … because the middle classes use the libraries don’t they?’

This was echoed by Harriet, 41, who also lived in Hartburn with her husband and three children. When asked if austerity had affected her, Harriet said:

‘Well … I’m a big saver, I really don’t like spending. Even though everything’s become a bit tighter, I’m always so cautious. That’s why we don’t have Sky, that’s why we don’t have gym memberships, they’re luxuries as I see it. My phone is my husband’s old phone, I’m on a pay-as-you-go and I’m happy with that.’

Andy, 43, from Hartburn emphasised how he and his friends were not affluent, but instead “everyone here lives within their means”:

‘We’ve got friends who are teachers, friends who are doing well in the police force, and yeah all of these have got other stresses in their lives. But I don’t think financially anyone’s ever struggled. It’s not as though anyone ever has these plush holidays, it’s not as though they’re driving round in a £30,000 car. I think we’re all survivors, we’re all able to manage on a day-to-day basis. Have the odd meal out, have the odd night out all of us. But I think generally at the end of each month there’s a small bit of cash left in our bank account. Whereas I always think it must be hard when you watch these programmes and see people with a handful of change in their pocket at the end of each month, they can only afford milk today and that’s all. I don’t think any people in Hartburn have probably reached that stage yet. I think Hartburn is one of those places where everyone here lives within their means. I mean I don’t know anybody who has a huge overdraft, second houses, like really taking chances with money. I think we’re quite cautious, certainly the people I know are. We might not have the Rolls Royces and the Porsches on the drive, but it isn’t as though we’re in the courts pleading poverty and ending up in administration.’

Katie said that austerity had led to her “making sacrifices” for herself and her family, but she was reluctant to discuss this with others as they may perceive her as “whinging”:

‘Definitely but I would definitely never whinge on to anyone cos they would never believe it. I mean I don’t have new clothes, we don’t go out, if we go out we do freebie things most of the time … we just go on walks, or like I say if the kids have got like … we go to the seaside a lot, we go to Saltburn and Sands End and things, but we’ll try and … I mean we do go to the pictures but it’s really rare as it’s so expensive, to me it’s a bit of a luxury. What else do we do? Well we used to go out a bit more, we used to go out for meals more as a family but it’s just one of the things that had to be scrapped, can’t do it. Go out on bike rides, erm … that’s about it, really. Swimming, kids go swimming a lot, that’s quite cheap. I’ll do things like I’ll make some popcorn, I’ll get sugary sweets and we’ll buy a video off Virgin for £2.49 and we’ll close the curtains and make a big thing of it, have a cinema night, erm, and then I feel the kids are not missing out on something.’

Discussion and conclusions

This study has outlined lay perspectives on the experiences, understandings and explanations of health inequalities in two geographically close but socioeconomically distant areas of a postindustrial town in the North East of England.

First, conversations and observations in both the most and least deprived areas generated explanations which initially focused closely on behaviour and individualised factors, suggesting smoking, alcohol and the consumption of unhealthy food were root causes of the gap in life expectancy within their area. In-depth interviews revealed more nuanced justifications, for both groups, which prioritised altogether more structural, material and psychosocial factors, such as income, housing, happiness and community networks. These categories were neither separate nor distinct, and participants often displayed opinions that fluctuated between a variety of explanations.

Ethnographic observation generated explanations which initially focused closely on behaviour and individualised factors – ‘hard’ explanations (Macintyre, 1997), while qualitative interviews prioritised more structural, material and psychosocial influences – the ‘soft’ explanations as put forward by Macintyre (1997). Inequalities in healthcare, including access, the importance of judgemental attitudes and perceived stigma were then offered as explanations for the stark gap in spatial inequalities in the area. These lay perspectives link to the wider academic literature on health and place with compositional factors privileged over contextual ones.

A notable difference between the previous work by Popay et al. (2003), Macintyre et al. (2005) and Davidson et al. (2008) and this study is the context of austerity measures and cuts to the social security safety net which do not affect all groups or neighbourhoods equally. The importance of this context is evident when we consider the deeply divisive rhetoric between ‘shirkers’, ‘skivers’, ‘workers’ and ‘scroungers’ being applied to people living on a low income (Garthwaite, 2011) and the emergence of a ‘new welfare commonsense’ as identified by Jensen (2014). The idea of ‘commonsense’ relies heavily on the welfare-dependent and deceptive benefit ‘scrounger’ who is then portrayed as a figure of social disgust by politicians and the media. This thereby enables the state to retreat from providing basic levels of welfare support with reliance on charity instead becoming the norm for many in the most deprived neighbourhoods (Garthwaite, 2016b).

The resultant judgemental attitudes towards people living in low‑income areas can then have negative impacts on people’s (often already poor) mental health, with the ensuing stigma preventing them from seeking further help and support. Seabrooke and Thomsen (2016: 253) identify key ‘story sets’ from their analysis of British and Danish newspaper narratives on austerity. Two of the most popular notions in a UK context are ‘scroungers’ and ‘living beyond our means’. As the findings in this chapter have shown, both themes were important ones in the context of the fieldwork undertaken in Stockton-on-Tees.

Second, place-based stigma was found in accounts of people living in both the most and least deprived areas. Such a ‘blemish of place’ (Wacquant, 2007) can then have impacts on residents in a number of ways, disrupting their sense of identity and social interactions, while also constraining their access to other neighbourhoods (Keene and Padilla, 2014; Wutich et al., 2014). The concept of territorial stigmatisation forged by Loïc Wacquant (for example, 2007, 2008) is defined as ‘not a static condition or a neutral process, but a consequential and injurious form of action through collective representation fastened on place’ (Wacquant et al., 2014: 1270). Territorial stigmatisation can then ‘exacerbate existing inequality for these populations, often leading to considerable consequences for their well-being’ (Collins et al., 2016: 169). Slater and Hannigan (2017: 5) describes how we are witnessing ‘a phenomenon of spatial disgrace’ distinct from other forms of stigmatisation – such as that associated with poverty, race or unemployment – exerting very real and deleterious effects. For Pearce (2012: 1922), ‘a comprehensive conceptualisation of the ways in which place-based stigmatisation can shape population health through the concentration of poverty and ill health, as well as the likely institutional discrimination that leads to inadequate service provision, has not been fully realised’.

It is important to emphasise that territorial stigma is not always a direct result of living in a deprived place. Thomas (2016: 1) found that young people in post-industrial Merthyr Tydfil could ‘resist stigma by Othering certain districts and social groups’. Research in deprived communities in North East England shows similar findings; in order to engage in identification (with ‘the ordinary’) and disidentification (from ‘the undeserving’) participants constructed ostensible ‘Others’; an ‘underclass’ situated financially, culturally, socially and morally below them (Shildrick and MacDonald, 2013: 299). Reducing place-based stigma, and its capacity to both negatively affect one’s health and reinforce social inequalities (Keene and Padilla, 2014), should therefore involve contesting popular discourses about stigmatised places which are promoted in political rhetoric and mass media representation.

Third, the relationship between family life and austerity was a constant throughout the interviews and ethnographic observation. Research by Hall (2017: 305) on the everyday experiences of austerity for families living in Greater Manchester found that ‘Although not all families or family members have felt themselves to be personally impacted by current austerity measures, all describe living “in it” as a social condition.’ Hall (2017: 303) also comments how ‘the experience of austerity, like all elements of social life, is characterised by difference; austerity impacts on individuals, families and communities in different ways’. The findings presented here echo Hall’s findings, and suggest that for those not affected financially, austerity had an emotional affect on some participants living in the more affluent area.

People living in Hartburn were keen to emphasise how they “lived within their means” – a common theme found in reporting of austerity measure in the UK and beyond (Seabrooke and Thomsen, 2016). A common narrative within the mass media focuses on the notion that if you are spending more than you are making, or if you are unable to pay off your debts, you must save in order to do so (see Seabrooke, 2010). In contrast, those living in Town Centre faced the ‘sharp end’ (O’Hara, 2015) of austerity, and were unable to find money for everyday necessities such as food, fuel, clothing and rent. They described daily budgeting practices such as shopping in multiple supermarkets, despite the time and effort this costs. Other practices such as selling personal items, getting into debt and borrowing from friends and family were often reported. In this sense, ‘living within their means’ was taken to the extreme.

Finally, what is needed is the approach of ‘empathetic ethnographers’ (Garthwaite et al., 2016). We must prioritise listening to, and working to understand, the experiences of communities experiencing the brunt of health inequalities; especially important at a time of austerity.
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FIVE

Divided Lives

Kate Mattheys

Introduction

This chapter considers how inequalities in mental health are affected by austerity, providing a qualitative account of the human price of government policy. Engaging with debates about inequalities in mental health, it uses interview data from people experiencing mental health problems in the most and the least deprived neighbourhoods of Stockton-on-Tees, to show how people experience austerity and inequality in their everyday lives. Austerity measures are shown to have a damaging impact on communities in the most deprived areas while leaving those from less deprived areas relatively unscathed. It documents how people’s lived experiences have been shaped by austerity, and how long-standing structural inequalities have been compounded by deeply regressive policies which are shown to be having a damaging impact on the mental health of those affected by them, causing a chronic level of stress that has a relentless influence on their everyday lives. Although government rhetoric highlighted how we were ‘all responsible’ for fixing the national debt, this chapter shows how it is those on the lowest incomes and living in the most deprived communities who are paying the highest price.

While dealing with mental health problems was challenging for everybody in this study (regardless of their background and the areas they came from), there were key differences in their lives and in the day-to-day difficulties that they faced. These included differences in income and financial stability, employment and the environments that people were living in. All were discussed in relation to their impacts on mental health. Austerity, and in particular the ‘welfare reform’ programme, are shown to have disproportionately affected those living in the most deprived areas. This is because austerity has been regressive, overwhelmingly targeting those on the lowest incomes (Hills, 2014). The impact of these cuts has been pervasive, cutting across people’s financial, emotional and social lives. For those already dealing with issues related to their mental health, these policies are creating additional and unnecessary levels of distress, undermining well-being and leading to emotional harm. This is aggravating inequalities in mental health in a place which already had the highest health inequalities in England Public Health England (2015).

Background

Mental health follows a social gradient in the same way as physical health (Marmot, 2010). The higher a household’s income, the lower the likelihood of the individual in that household having mental health problems (McManus et al., 2009). We are not all equally likely to experience poor mental health. There is a strong evidence base for the link between mental health and material deprivation, low income and socioeconomic status (Williams, 2002; Melzer et al., 2009). The effects of living in poverty, including the impact of low income, debt, unemployment, poor working conditions (including insecure employment and zero hours contracts), housing, and living in areas with high levels of deprivation can all have negative impacts on people’s mental health (Rogers and Pilgrim, 2003). Additionally, people who are experiencing mental distress are at increased risk of poverty, due, for instance, to discrimination in the workplace preventing people from being able to secure and maintain employment (Evans-Lacko et al., 2013). Between 30% and 40% of people who report having mental health problems such as depression or anxiety in England are not in employment (Mental Health Taskforce, 2016), while between 85% and 95% of people who have been labelled with schizophrenia are not in paid work (NICE, 2015). Some people are unable to work as a result of their mental and physical health. Discrimination and a lack of appropriate employment opportunities also play a role. When people with mental health problems are in employment, they are overrepresented in insecure, low-paid work (Mental Health Taskforce, 2016). These types of precarious jobs have been shown to have as damaging an impact on mental health as being out of work (Kim and von dem Knesebeck, 2015).

Despite strong links between social inequality and mental health, in the past 30 years the dominant position in public health has been to adopt approaches that focus solely on the individual (Morrow, 2013). These approaches are pathologising and ignore the wider contexts in which people are living (Beresford, 2005). Despite clear research linking mental health problems to intersecting social and structural inequalities such as poverty and racism, these social and structural determinants are often marginalised (Morrow, 2013). Social perspectives provide an alternative to the dominant medical models. Although there is no clear definition of a social model of mental health (Tew, 2005), these approaches recognise the role of broader social and environmental factors (Beresford et al., 2010). This includes, for instance, the impact of income, employment and the environments in which people are living. Social models of mental health do not position people as outsiders with abnormal experiences, but instead as people who are responding to experiences and trauma in their lives. There is a strong degree of support for more socially oriented models from mental health service users (Beresford et al., 2010). These recognise the social and structural determinants of mental health and accept that experiences of inequality and oppression can contribute to poor mental health.

Since 2010, research at a national level has shown that inequalities in mental health (the gap in mental health between people from different socioeconomic backgrounds and between people from more and less deprived areas) has worsened in the UK (Barr et al., 2015a). People living in more deprived areas have seen the largest increases in poor mental health (Barr et al., 2015b). Worsening mental health has been linked to the programme of ‘welfare reform’ that has included numerous and significant cuts in social security. These cuts have led to increasing financial hardship for those on the lowest incomes, and the increasing financial insecurity has affected mental well-being (Barr et al., 2015b). The effects of austerity have not been distributed evenly, either spatially or socially (Bambra and Garthwaite, 2015). The most affected areas have included the older industrial areas such as the North East of England (Beatty and Fothergill, 2016). Further, those on the lowest incomes have been affected most by the cuts in social security as the cuts have fallen most heavily on this group of people (Hills, 2014).

Qualitative studies have identified the negative mental health impact of worsening financial situations and increasing insecurity (Pemberton et al., 2014). Cuts in social security have led to chronic worry, stress and anxiety for people (Patrick, 2015), and this stress created by the social security system has been reported as an endless and unremitting pressure (Garthwaite et al., 2015). This has been accompanied by damning political and media portrayals of people who are in receipt of out-of-work and ill-health-related benefits (Pemberton et al., 2014). This includes people increasingly positioned as to blame for being unable to work, with a divisive rhetoric applied between the ‘shirkers’ and ‘strivers’ (Garthwaite, 2011). Within this context we have seen the rise of the so-called ‘poverty porn’ programmes on television, including ‘Benefits Street’, ‘Benefits Britain: Life on the Dole’ and the ‘The Great British Benefits Handout’. Overwhelmingly these shows portray people in a negative light. Such critical depictions have been found to have a damaging impact on mental health (Garthwaite, 2014).

This chapter will present findings from qualitative research exploring differences in the lives and the experiences of austerity among people with mental health problems living in more and less deprived areas of Stockton-on-Tees. Although there is a social gradient in mental health, experiences of mental health problems still exist across the social spectrum. People’s experiences of austerity are likely to be different between those from different socioeconomic backgrounds (Bambra, 2016). The interviews explored these differences in experience. Alongside the inequalities that are the focus of this chapter, it is important to acknowledge that other experiences were also discussed during the interviews. People talked about the importance of traumatic experiences – such as abuse, grief and loss – they had faced in their lives and which they felt contributed towards their experiences of mental distress. However, for those who were dealing with poverty, factors such as worsening financial situations and relentless benefits assessments served to compound these issues, creating additional levels of strain in people’s lives. The inequalities in their lives and their relationship with mental health is the focus of this chapter. A key point is that dealing with complex and multiple issues compounded the challenges faced by some of the people in the study. So, some were not only dealing with mental health problems, they also faced the challenges of managing on a reduced income, of being unable to work and of increased chronic stress as a result of welfare cuts. Although participants were surviving they were faced with numerous challenges in their lives. Austerity measures such as the welfare cuts were exacerbating the difficulties faced by those on low incomes. While participants from all of the groups had experienced difficulties with their mental health, their lives, and the challenges they faced, were often very different. This had an impact on their mental health and on the strategies they used to navigate this.

Methodology

This research developed out of the findings from the longitudinal household survey exploring inequalities in physical and mental health between people from the most and least deprived areas of Stockton-on-Tees (discussed in Chapter Six). Qualitative semi-structured interviews were undertaken with people from the survey who self-identified as having mental health problems. Additional interviews were undertaken with people with mental health problems who were accessing support from the local Citizens Advice Bureau (CAB), in order to capture the specific experiences of people who were being supported with welfare advice. The participants in the survey who self-reported as having mental health problems formed the sampling frame of participants to take part in the semi-structured interviews. A sample of 17 participants, mixed between those from the most and least deprived areas of Stockton-on-Tees and the CAB was drawn to undertake further interviews, using a theoretical sampling approach. There were ten women and seven men in the sample. Five participants were recruited from the most and seven from the least deprived areas of Stockton-on-Tees, and five participants from the CAB. Ages ranged between 27 and 62 years, although the majority of participants were in their forties and fifties. In the most deprived/CAB groups, two participants were in paid employment, two participants were in receipt of Job Seeker’s Allowance (JSA); six participants received either Employment and Support Allowance (ESA) or Incapacity Benefit (IB); and four participants received Disability Living Allowance (DLA)/Personal Independence Payments (PIP). In the least deprived group, four participants were in paid employment, one participant was in receipt of JSA, and two participants were recently retired. The interviews took place in a six-month period between March and September 2015. A thematic analysis was used to interpret the findings.

Findings: inequality and mental health

In this section, key themes around the relationship between material inequalities and mental health are explored. First, the impact of increasing financial hardship in the more deprived areas is discussed. This is then contrasted with the relatively comfortable financial situations of those in the least deprived areas. People’s experiences of the impact of austerity on their day-to-day lives are explored, including the impact of the social security system, and the cuts, on mental health. The differences in people’s experiences of employment and the relationship between employment and physical and mental health are explored. The chapter concludes by considering the impact of different living environments – the role of place – on mental health.

Increasing hardship: struggling to get by in the more deprived areas

‘You’re living week to week. Food’s gone mad, gas has gone mad, electric has gone mad.’ (Jimmy, 47)

Materialist explanations of health inequalities focus on the impacts of poverty, relative deprivation and processes of social exclusion on health outcomes (including mental health) and life expectancy (Shaw et al., 2006). They link income, and lack of resources and power, to the continuing gap in health. There were large differences in the financial situations of people from the least deprived areas, those from the most deprived areas and CAB. The participants from the most deprived areas talked about their material circumstances as having worsened significantly in recent years. Financial insecurity was a significant issue in people’s lives; they talked about the challenges in trying to get by and the ongoing stress.

Between 2010 and 2015, people on low incomes faced worsening material circumstances across the UK (MacInnes et al., 2015). Increases in the cost of living (including the cost of food, fuel and rent) have had a more substantial impact on people on low incomes, as these items represent a much larger proportion of expenditure. Almost a fifth of the population is now unable to afford three or more items from a list of everyday items such as a washing machine, car or a healthy meal (MacInnes et al., 2015). Paul was a 27-year-old man who lived with his partner in a socially rented flat. He had grown up in Stockton-on-Tees and had strong ties to the area. Paul had type 1 diabetes and mental health problems and was not currently able to work as a result of his ill-health. He described the struggle of getting by day to day. Paying for even basic bills, such as heating and electricity, was a weekly challenge:

‘It is hard, because when you’re thinking of the electric you can’t think “I’ll put this on that,” because you never know how much you’re going to use. And you try and keep some back, but then you run out of something like food and you’ve got to dip into that, and then the leccie [electricity] runs out and … so you’re just going round and round.’ (Paul, 27)

For Paul, alongside the other participants in the study, financial worries affected their mental health by increasing levels of stress and anxiety. This increased stress compounded the difficulties that people were already facing as a result of dealing with mental health problems. The uncertainty of how to make ends meet, and whether they were going to be able to pay their bills that month, or even have enough to buy food had a chronic impact. Generally it was the participants who were reliant on out-of-work or ill-health-related benefits who were in the most difficult financial situations. However there were also participants employed in low-paid jobs who were struggling to cope financially. This reflects increasing levels of in-work poverty in the UK: a record high of 55% of people in poverty are now in working households (JRF, 2016). Since 2007/08 household incomes have risen more slowly than prices for virtually everyone in the UK (aside from the wealthiest, who have managed to fare well from the global financial crisis), leading to declining living standards for many (Hirsh, 2015). This is particularly the case for low-income households of working age (Belfield et al., 2015). Claire was a 49-year-old woman who lived with her husband and worked part-time on a minimum wage in a local community centre. She spoke of the day-to-day difficulties in managing the costs of daily living:

‘I think it’s still bad, like bills and that, they’ve gone up a hell of a lot … it’s absolutely horrendous… Your money doesn’t go as far as it used to. And the wages don’t go up much to compensate. I think it’s definitely harder, we’re struggling.’ (Claire, 49)

The people who were in receipt of either JSA, or ESA, or had been affected by some of the other cuts such as the bedroom tax, were often in challenging financial situations. Laura and her husband were both in receipt of ill-health-related benefits, and had been affected by the bedroom tax and a requirement to now pay council tax. Laura also had a 17-year-old son living at home. While 16–19 years olds from low-income households could previously receive Education Maintenance Allowance (EMA) to attend further education, in 2010 this payment was abolished. Combined, the welfare cuts that the family had experienced were having a really significant impact on their finances. Laura spoke about some of the challenges in getting by on a reduced income.

‘When me son’s at college, we have to pay for him. When me niece went she got about thirty pound a week, but they don’t get it now. He walks to college and we give him money for his dinner. And so that’s coming out of what you get. We only get paid fortnightly, so you find that when you’ve paid all your bills at the end of it, you’re like Oh my god I’ve only got a hundred pound to live on for a fortnight. You know, it’s hard. It’s hard to budget your money. You’re always looking for the cheapest shop. Where once over you could think Ah right, I’ll just go to Asda and do me shopping there, you can’t now. Cause you think, a loaf of bread in there’s £1.50, I could go to Aldi and get two loaves for that price. So you’re dropping between shops, you know.’ (Laura, 53)

As with Laura, the people who were struggling financially adopted a variety of methods and strategies to cope with this. Many of these strategies involved ‘doing without’. Other findings have identified that managing on benefits involves strategies such as shopping in the reduced aisles in supermarkets, ‘shopping around’, and pawning items in difficult times (Patrick, 2015). Similar findings are presented here. Participants talked about the cyclical nature of food consumption and having to do without groceries to make sure they were able to pay for other outgoings. Peter had coeliac disease and received some food items on prescription. He talked about the need to make do with what was in the house because he did not have any money to buy food:

‘Last fortnight was good because I had money for food. This fortnight I don’t. So whatever’s in the cupboard, and whatever me girlfriend helps us out with, like I get pizza bases off the chemist, and she’s going to pick them up for me, I got tomato puree, I got cheese. So that’s it, we’re having pizza for tea. It’s hand to mouth.’ (Peter, 47)

Participants also spoke of strategies such as using catalogues as this meant that, although more expensive in the long run, they could spread the cost of more expensive household goods into more manageable weekly payments. The ‘poverty premium’ is a term to describe how people on low incomes need to pay more for essential goods and services (Davies et al., 2016). This includes, for instance, the need to use higher-cost credit to buy goods because people do not have the money to buy items outright. As an example of these inflated costs, a washing machine at a well-known high street retailer costs £435 to buy outright. The same washing machine, paid for by weekly instalments over a 3 year period, would cost the customer £975 (at an interest rate of 69.9%). For people who don’t have the savings, or income, to be able to buy these items outright, they often have no choice but to pay these rates:

‘It’s a case of get it on the never never. I say that but it’s catalogue, my friend’s got a catalogue.’ (Alison, 50)

Although people had strategies they used to try and deal with a lack of money, and carefully budgeted their finances, there often simply was not enough to get by. This was a source of significant stress.

Managing comfortably: financial stability in the least deprived areas

Finances were not an issue that came up naturally in the interviews with people in the less deprived areas. While they did not perceive themselves as being ‘wealthy’, they talked about being comfortable financially. Money was not a source of stress to them. Dennis was a 57-year-old man who lived with his wife in his own home in one of the more affluent areas of Stockton-on-Tees. He spoke of how he felt that the cost of living had improved recently:

‘I’ve found in recent months the petrol is down, and that’s had a knock-on effect on gas and electricity, and I’ve found that gas and electricity is cheaper than it was maybe two years ago. So I think it’s quite cheap now, inflation is next to nothing anyway. So yeah I find it very comfortable.’ (Dennis, 57)

Participants in the least deprived areas used their income to pay for goods and activities that might help their mental health, and that would give them a break from their daily lives. Holidays were discussed as important as they gave people an opportunity to get away and take some ‘time out’. Participants also frequently spoke about going on trips out for the day, hobbies, going out for meals and drinks with family and friends. They had the financial means to be able to do this. James spoke about the different hobbies that were important to him:

‘I love getting out and about, love walking, love camping … I love motorbikes, passionate about motorbikes … love touring, Scotland, Wales, Spain, France. Me and a few of the lads go over. So I’m passionate about bikes, love cars, love engines, love speed, love going to see the motorbikes race … What else do I do? Work, gym, bike, walking, beer.’ (James, 47)

For James, the ability to get out into the countryside and be outdoors was really important for his mental health. He talked about how he would often take himself away on his bike for the weekend if he was having a bad time and needed some solitude. He could afford to do this. Having enough income also, crucially, gave people the means to resolve situations that were damaging their mental health, such as taking early retirement or dropping down to part-time employment. This was more possible for the participants who were in their fifties and sixties. Dennis had taken early retirement from HM Revenues & Customs (HMRC) as a result of the stress that he had been under at work, and was in a financial situation where he could afford to do this. It was damaging his mental health and as he was in a position where he could afford to retire early, he took that option:

‘I mean, it’s very stressful in HMRC. It was very stressful. So I said “I can do without this, I can get out. I’ve done 39 years.” That’s what I did, took early retirement in May last year.’ (Dennis, 57)

This ability – to be able to escape from a harmful work situation – was not an available option to those living in the more deprived areas.

Being dragged down: the negative mental health impacts of the social security system

For those participants who were managing on a low income, a lack of money, and the stress that this caused, was a recurrent theme. The stress involved in not having enough money was particularly present for those who were in receipt of out-of-work or ill-health-related benefits. This was linked to anxiety around not knowing when (or if) benefits were going to be paid, and the ongoing stress around how to get by financially if benefits were not paid. This was presented as a relentless, ongoing stress that people had to contend with. They discussed how when one benefit was stopped, this often had a knock-on effect on other benefits. This uncertainty and relentlessness often aggravated the difficulties that people were already facing with their mental health. Jimmy was a 47-year-old man who lived with his wife and two children. He was in receipt of ill-health-related benefits and talked about the pressure he had been placed under since 2010:

‘The minute the Conservative government came in, there was no let up. With the pressure. Four years. I worked it out the other day, so in that four year, well it’s a blur to me really. Cause I’m still enduring it.’ (Jimmy, 47)

Stress was particularly spoken about in relation to ESA and the Work Capability Assessment (WCA), the assessment that tests people’s eligibility for this benefit. The WCA was introduced by the previous Labour administration; however, since 2010 its implementation has seen greater conditionality (with significant cuts to eligibility and entitlement) and more stringent medical tests. This is despite ongoing controversy and a five-year review process (Daguerre and Etherington, 2014). Previous claimants and any new claimants are assessed via the WCA. People can also be reassessed at intervals to identify if they are still eligible for the benefit. Since its initial implementation there has been an ongoing and substantial criticism of the WCA, with arguments that it is both unfair and lacks credibility: nearly 40% of appeals lead to decisions being overturned (Barr et al., 2015a). Mental health charities have repeatedly voiced alarm that the process is damaging people’s mental health, concerns which have been supported by academic research finding a link between reassessments via the WCA and an increase in suicides, self-reported mental health problems and prescriptions in anti-depressant use (Barr et al., 2015a). Debra was 55 years old and lived alone in the town centre. She was facing an upcoming reassessment for ESA and had been informed that she would be being taken off it and would need to appeal. She discussed how this worry was affecting her mental health:

‘I’m terrified. It’s absolutely eating me up. How the hell am I going to manage? Because they’ll automatically put me on Jobseeker’s Allowance. How on earth am I going to manage? If I start thinking about it I’ll end up in tears. And shaking. It has brought on some dreadful panic attacks thinking about this coming up.’ (Debra, 55)

The processes involved in ESA were highlighted as being particularly stressful. Participants talked of a relentless process of failing medicals, challenging decisions, passing the appeals and then being sent for a reassessment within a very short period of time. There was no respite from this. Some participants kept going with this process of assessment and appeals (particularly those who were being given advocacy support), whereas others had felt unable to keep appealing. Andy talked about the process of assessment for ESA and how, because he had attended the medical on his own, he was seen as able to work and told his was no longer eligible to receive ESA. He had tried to appeal but “gave up” in the end, despite feeling this was the wrong decision:

’I was on ESA. Usually people take people with them [to the assessment] you know, but I didn’t want to, I wanted to be on me own. They thought I was all right to get there on me own and that’s how they put it. They just didn’t listen. I appealed, I tried to appeal, and in the end I just give up and went back on the dole.’ (Andy, 46)

One of the key ways in which the benefits system aggravated the difficulties participants were experiencing with their mental health was through increased levels of stress. This included being mandated to attend courses or certain activities, such as the Work Programme, as a requirement of receipt of benefits. This was often very challenging for participants who were struggling with their mental health and who had difficulties dealing with these situations. Jimmy had been on the Work Programme, which he was mandated to attend as a condition of receiving ESA. Jimmy reflected on the difficulties involved in this and the impact on his mental health:

‘I’ve just been on a two-year work programme, which was compulsory, but I used to turn up and my brain would be elsewhere, in a terrible state. And that just finished in January, I had two year of that. And that was like pressure that I just didn’t need. Of turning in. I’m all anxious and stressed and going in different environments that I’m not used to.’ (Jimmy, 47)

Increasing conditionality has been one of the key features of the ‘welfare reform’ programme, and has included an increase in sanctioning. Under this process, claimants can be refused benefits for periods at a time when they do not comply with rules relating to job seeking (O’Hara, 2013). For instance, failure to attend a Jobcentre appointment can lead to an initial four-week sanction, in which the JSA benefit is suspended; any further error within the next year will lead to a 13-week sanction. There was a significant increase in the numbers of JSA sanctions given between 2010 and 2014, with over 800,000 applied in that period (Lupton, 2015). Effectively sanctioning leaves people without an income, forcing people into financial hardship. The severity of the cuts, including the increase in rates of sanctions, has been linked to increased suicide rates in the UK (Barr et al., 2015b). In 2013, the suicide rate was at a 13-year high, with the region most affected being the North East (ONS, 2015). Andy talked about suicides in his local neighbourhood and attributed this to the rise in sanctions:

‘I think nine people in the last few months have jumped in that river, local people. Out of all of them, I think one was an accident. All the rest, it’s just that bad around here … People aren’t coping.’ (Andy, 46)

Being caught up in the benefits system put many in a situation where they were powerless about the decisions being made about them. Alison spoke of the stress involved in this, although she remained committed to fighting unfair decisions. She spoke of the ‘fear of the brown envelope’, a theme identified in other research (Garthwaite, 2014):

‘It’s really, really got me so down and depressed. Regarding the benefit changes and having to fight for it. And then them realising you should have stayed on that one. Some people give in and they say “Ok, whatever.” No. If that’s right, then I’ll fight for it. But it’s dragged me down so much, because then you get into debt more, and you get more into this and have to find extra for that. It’s hard, and when you’re not well anyway. I dread them brown envelopes coming, I put them to one side and then I look away. It makes you feel sick inside, with everything. And with the pain all the time as well, that doesn’t help. But what can you do?’ (Alison, 50)

Narratives of powerlessness were present in discussions around a host of agencies, including housing, social services, GPs and the police. Negative encounters with formal agencies were repeated often. While there was at times a sense of helplessness in their narratives, people nevertheless responded to this lack of power with the resources that were available to them. Anger was a common response. Participants reported anger at the government and the benefits system and the impact that this had on their daily lives. They were also angry at the labelling and stigmatisation of them by the government and the media, and the impact this had on their self-esteem. Jimmy spoke about the media portrayal of people who are not in work and the rise of the so-called ‘poverty porn’ on television:

‘It seems that now we’re under attack from all angles. You just watch the television and see what’s happening. How people on the dole are portrayed. It’s entertainment to see a girl drunk and shouting and swearing at two in the afternoon, ’cause that’s what all people do on the dole. From ‘Benefits Street’ to refugees with six bedrooms.’ (Jimmy, 47)

He went on to describe the impact of this and the feelings of shame that he had subsequently experienced:

‘You know, I don’t tell people that I don’t work and stuff like that … you wouldn’t dream of telling anybody that you’re on the dole. You’d just make something up. Anything’s better than saying you’re on the dole. Believe me, when I’m in the garden with my kids, and my neighbour comes home from work, I can see that he hates me. When he sees that stuff on the telly and he sees me in the garden with my kids, it just reinforces what they’re saying. That we’re just lazy.’ (Jimmy, 47)

The employment divide: work, health and mental health

The evidence base on employment and health suggests that being out of work negatively affects health and leads to worsening mental health (Bambra, 2016). However, insecure, poor-quality employment is also a risk factor for mental health (WHO/CGF, 2014): insecure employment can be equally as bad for health as unemployment (Kim and von dem Knesebeck, 2015). Participants from the most deprived areas and the CAB generally had employment trajectories of insecure, low-paid work. Although the majority of these participants were not in paid employment at the time of the interviews, none of them fitted into dominant neoliberal stereotypes of being part of an ‘underclass’ who had never worked. Participants had lengthy employment histories and wanted to be in work if they were able (some, as a result of their physical and mental ill-health, were not able to work). Paul spoke about his extensive employment history:

‘Me first job was a paper round … after that, I went to college. Me next job was B&Q, I was on the tills about a year and a half, I worked in the garden department … I worked for Bells, and I worked at Zanzibar, one of the nightclubs. It’s now closed down. I cleaned for Middlesbrough council … I used to be a youth worker … I had that job for about six months before government cuts and stuff closed it down.’ (Paul, 27)

Claire was still in part-time employment, although as a result of her deteriorating health she was unsure how long she would be able to stay in work. Claire had stopped working for a period when her children were young in order to care for them. She spoke about the shop and production jobs she had had in the past and the insecurity of those roles:

‘I’ve done a lot of shop work, filling shelves, on the till. I’ve worked at the crisp factory. I’ve worked at Frankie D’s, it’s not that now, it’s Sainsbury’s… I’ve worked at Tesco’s as well. I didn’t work for a lot of years because of my children. I had no one to mind them… I was made redundant from Tesco’s, that was why I left there. I liked that job but it closed down and I lost my job.’ (Claire, 49)

Claire had then trained to become a teaching assistant; however, the lack of permanent jobs meant that she had been unable to continue in that career. She talked about the difficulties of being employed by an agency:

‘I was working for an agency, and they were reluctant to take you on because of money. So I was shoved all over the place. And they were putting me further and further away, and you were supposed to get paid for your bus fares but only so much. I had to get a taxi to one, ’cause it was the other side of Middlesbrough and I couldn’t get to it by bus. But they were messing me about … I couldn’t get a permanent job and like I say, I started at the community centre.’ (Claire, 49)

As in other studies, for participants who were not able to work as a result of ill-health or disability, they spoke about their illness or disability as determining their relationship with the labour market (for example, Pemberton et al., 2014). Their employment histories often involved unskilled or manual work. For the participants who had developed physical health problems, this had meant that they were often then unable to continue in previous roles when their health problems had become too severe (for example, labourer). Lily had previously been a care worker for severely disabled people. She had loved her job; however; her physical health problems had affected her ability to work and she had to leave. Lily developed lumbar spondylosis, a degenerative disease of the spine. It was very painful and Lily was on the waiting list for operations to her neck and back. Lily spoke of having to leave employment:

‘The last project, when I was finished, were two old gentlemen in Hartlepool. Both with severe epilepsy. But you see, when they had seizures, you don’t just stand there and watch them have the seizure. You get down, and if I get down I can’t get back up again, so what good would I be. So, you know, that was the end of my career.’ (Lily, 60)

The participants who had chronic physical health problems spoke of how these interacted with their mental health. These narratives were more present in participants from the more deprived areas. Participants spoke about their health being cyclical (about having ‘good’ days and ‘bad’ days). When their physical health was bad, this often affected their mental health, and vice versa: the one would aggravate the other. Coping with pain appeared to have a particularly detrimental impact. Claire was living with significant pain on a daily basis as a result of fibromyalgia. She described the interaction with her mental health and how this affected her:

‘I get depressed, bit worse now because of the fibromyalgia. I think it’s because I am coping with the pain. It all came to a head and I thought I can’t go on like this. I didn’t want to go on because of the pain and that, I thought I can’t cope. I had a bit of a breakdown and I went to the doctor’s and he put me on the amitriptyline, just one then, to block some of the pain. It does affect me a lot. The depression has been brought on again because of this.’ (Claire, 49)

The participants who were not in employment missed working and wanted to be in work, discussing the social benefits of working, doing something they felt was ‘productive’, and the benefit of having more income. Paul discussed how he missed the financial freedom that working had given him:

‘I enjoyed getting up, going to work, coming home, having me tea. End of the month, a thousand pound or so, paid the rent, paid tax and stuff, and I was still coming out with like six or seven hundred pound a month … It’s more freedom. Nowadays, it’s like, you’re on the dole, being on the dole it’s like a lifestyle, and it’s a big come-down from work. It’s a big shock to the system. When you’re depressed and things like that, and you lose your job, it makes you anxious thinking how am I going to live, how am I going to afford this, and, that’s another thing that doesn’t help with depression and that either.’ (Paul, 27)

Participants in the least deprived areas generally reported more secure employment histories; for instance, with long careers in the public sector. James, who came from a working-class background, described his initial employment history after leaving school:

‘Having that work ethic from me dad, and that council estate upbringing, I’d do anything. I did loads of jobs, worked in shops, worked for friends, did gardening jobs, went down to London for a bit on a building site. And then I worked with severely disabled kids, at this college.’ (James, 47)

After a year working with disabled children, James was subsequently recruited by the police, and remained in the police force for almost 30 years:

‘The Metropolitan Police were recruiting all over the country … I saw the girl from the Met in the job centre, it was about 1986 … She said “Come down to London”… So I went, did five years down there. I transferred back up here in 1992 … And that was it, I bounced around doing different jobs in the police, and then went into the CID [criminal investigation department]-type role in 1998 … And I’ve been pretty much doing that since then.’ (James, 47)

Although these participants reported more secure employment histories, some also reported increasing job insecurity, increasing pressures and changing demands at work. For this group of people, austerity was particularly felt in relation to its impact on the working environment, including the impact of reduced budgets and increased workloads. This gave people significant stress. Dennis discussed the impact of austerity on his work at HMRC:

‘There’s been a push in recent years, I can sum it up as more for less. So they wanted more money bringing in for less resource being put into it. So what you found was, since 2010, it’s very political, there was more justification of the jobs, which is fair enough, but in return for investing a billion in the service they expect five billion back. So it was tough going. Very tough. A lot of people have found it very stressful. I’ve left friends there who are in a bad way, they’re not happy. I’ve got one friend who I’ve been seeing in the summer, she’s off work, with stress, she’s going through what I went through a couple of years ago.’ (Dennis, 57)

Psychosocial factors relating to work environments have all been shown to be damaging to mental health (for example, Brunner and Marmot, 2006). As participants in the interviews were generally older, they were often able to report on changing demands at work over a period of many years in the same agency. Employment was cited more often as affecting mental health for participants in the least deprived areas (for participants in the most deprived areas, employment appeared to have a greater impact on their physical, as opposed to mental, health). Brenda talks about her changing role at work, initially the Department for Health and Social Security which then merged into Jobcentre Plus:

‘I used to work for the benefits side of things, the helping caring side of it, you know, making sure that people’s benefits were there, not all about finding people jobs. But then they did the merger a few years ago, so I jumped before I got pushed. I went into Jobcentre because I could have ended up anywhere … I’ve done it for too long. The job’s changed so much. You get the impression that you’re not there to help people any more, you’re there to do a business.’ (Brenda, 56)

The interviews revealed a complex relationship between employment and its impact on mental health. Participants who were not in paid employment missed work and missed the benefits that work had provided. In particular for participants from the least deprived areas, issues relating to the work environment, such as work-related stress, were spoken about as having an impact on their mental health. This supports other research suggesting that psychosocial work factors, such as a lack of control at work, may affect mental health (Brunner and Marmot, 2006; Finne et al., 2014; Niedhammer et al., 2015). Notably, the work environment was one area in which austerity had an impact on people from the less deprived areas. For some this had led them to make decisions to remove themselves from the stress, such as reducing their employment to part-time working or taking early retirement. Having greater financial stability gave people the choice to make those decisions.

Whereas work had an impact on mental health in the less deprived areas, it more frequently had a physical health effect on people living in more deprived areas. Many of the participants wanted to work and missed the economic and social benefits that working had given them; however, sometimes paid work was not a viable option. There was no evidence of a ‘culture of worklessness’ that has been represented in dominant narratives (Pantazis, 2016). This perspective places the blame for being out of work on ‘faulty’ behaviours and attitudes; people out of work are seen as those who ‘won’t work’ rather than as people who in fact face multiple barriers in accessing paid work (Bambra, 2011). Without exception, the participants in this study who were not in employment faced numerous difficulties in accessing work. This included significant barriers posed by chronic health problems and a lack of suitable jobs to apply for. The lack of employment opportunities is borne out by the data. Office for National Statistics job density profiles for 2014 showed there were 0.73 jobs per working-age resident in the local authority, meaning that there were not enough jobs for the number of people looking for them (Nomis, 2015). Participants presented extensive employment histories and no culture of being ‘workshy’ or ‘idle’.

The difference place makes: mental health and home

‘Everyone’s got their own different opinions of it and that, but to me, it’s where I was born and it’s where I live, it’s where I grew up. To me it’s home.’ (Paul, 27)

This final section considers the differences in the living environments of people in different areas of Stockton-on-Tees, and any associated impact on their mental health. Most participants (from all groups) had very strong ties to Stockton-on-Tees, having been born there and lived in the borough for most, if not all, of their lives. As a result they had a strong sense of belonging to Stockton and to their communities. In the least deprived areas, most participants had lived in the same home for a long time; apart from one participant they all owned their home (either buying it with the help of a mortgage or owning it outright). There was more fluctuation in the more deprived areas and with the participants from the CAB: some participants had lived in the property a long time while others had moved in relatively recently. Most participants in these two groups were renting their current home. Participants from the deprived areas (and from the CAB) had lived in Stockton-on-Tees for most of their lives, often in the same ward. Their own personal identity was connected with the place where they had lived and grown up. Places can be seen to have specific identities, made up of a history, a geography, industry and culture, and these ‘biographies of place’ (Warren and Garthwaite, 2014; Warren, 2017) were at times reflected in the personal biographies of participants. Laura spoke of her connection to the neighbourhood she came from:

‘I was brought up on Norton Grange. And then got married, moved around a bit, but always in Norton. Been in here about eight year now … Me mam and dad always lived in Norton. So did [her husband’s] parents. So we’ve always, like, been in Norton.’ (Laura, 53)

Despite the strong ties that people had with the places they lived, there were key differences between those from the least deprived areas, the most deprived areas and the CAB. People in the more deprived areas were dealing with problems with housing, crime, and social problems such as drug and alcohol abuse, while those living in less deprived areas did not face these difficulties with their living environments. Curtis (2010) discusses the importance of the physical environment in terms of ‘therapeutic landscapes’ and ‘landscapes of risk’. Therapeutic landscapes are the landscapes people live in that may benefit mental health. Conversely, landscapes of risk describe places that are damaging to mental health, where persistent exposure to poverty and harmful physical surroundings (such as poor-quality housing, pollution and run-down neighbourhoods) may contribute to increased mental ill-health (Curtis, 2010).

This was a theme in which, alongside the differences between people living in the most and least deprived areas, there was also a difference between participants from the most deprived areas and those who had been recruited via the CAB (who generally lived in relatively deprived areas; however they did not live in the most deprived areas of the local authority). While some participants from the CAB discussed problems in their living environments, generally they perceived the streets they lived on as being relatively safe spaces. The concern about neighbourhood safety was cited as important by many participants in the interviews (regardless of whether they came from the most or least deprived areas) and also feeds into more psychosocial models of the determinants of mental health (for example, Marmot and Wilkinson, 2006): people wanted to live in places that felt safe, both for themselves and for their families. The reason for feeling positive (or negative) about the home environment often concerned how safe it was perceived to be:

‘It’s a nice quiet area. And it’s good for the kids, because the kids can all play out the front and there’s always some mum have got their eye on them all.’ (Alison, 50)

However in the most deprived areas, participants talked more frequently about social problems, in particular about the difficulties of living in proximity to drug and alcohol abuse, problems with noise and crime. Paul talked about the lack of safe green spaces in the neighbourhood for his family:

‘When the bairn’s here, she’s like “Can I go and play out?” Like, the little park bit around there, we only allow her to stay there, we don’t like her going on the field … The amount of needles we’ve found on that field. We don’t want the bairn going over there, like falling, and pricking herself on one of them.’ (Paul, 27)

Along with several other participants in the most deprived group, Paul was also living in a home that had structural problems with damp and was in a poor condition. Paul was in the process of applying to move and spoke of the problems with his flat:

‘It’s getting worse. The windows are knackered. It’s like damp and stuff on the floor so we’ve had to pull all the carpet up, that’s why there’s no carpet. The flat itself, when there’s loads of traffic, it shakes. It vibrates for about half an hour. It’s horrible, absolutely horrible.’ (Paul, 27)

Problems with living environments could at times have a significant impact on participants’ mental health. However, the environmental and social problems that people in the deprived areas were dealing with were largely absent in the narratives of those from the least deprived areas. They lived in areas that they perceived as relatively safe, where crime was not a significant problem, where they had enough space that they did not have to deal with noise from neighbours. Although some spoke of how the sense of community was not ‘what it once was’, there was no sense of the physical environment having a damaging impact on participants’ mental health. The ‘therapeutic landscapes’ (Gesler, 1992) literature discusses the potentially beneficial impact of certain natural environments on mental health, such as access to woodland or the coast. James had lived in Ingleby Barwick, one of the least deprived areas, for over 15 years with his wife and daughter. He talked about the area and reflected on how it was safe, affordable and met his family’s needs, although he would have preferred to live somewhere more aesthetically attractive:

‘We moved to Ingleby Barwick. The houses are cheaper over there so that’s why we’ve stayed. It’s not ideal but it does. Thousands of brand new houses, just stacked up on top of each other, so it’s not like an olde worlde place with lots of character about it. It’s just a brand new housing estate. It’s dry and it’s warm and it serves its purpose. And it’s cheap enough. And there’s no crime up there really. And the kids are all right.’ (James, 47)

James went on to discuss his ideal home, in the countryside in North Yorkshire:

‘I’d like a static caravan, maybe in Swainby … the views are stunning. You come out on your veranda with a cup of tea on a morning and there’s like rabbits and deer and stuff, no traffic, no horrible people. I could probably see meself finishing up in one of them, checking out of society, sat there on my meditation cushion with my incense sticks and my little Buddha. Grow old out there.’ (James, 47)

For James, as with some of the other participants, access to green spaces, woodland and more ‘therapeutic landscapes’ (Gesler, 1992) were reflected on as being important for their mental health. However although these participants were living in some of the least deprived areas of the local authority, they generally spoke of having to travel to benefit from more ‘therapeutic’ environments. The home environment, for participants in the least deprived areas, was beneficial because it did not have those features of deprived environments, such as crime, which could have such a detrimental impact on people living in the most deprived areas.

Summary

This chapter has explored differences in the lives of people experiencing mental health problems in more and less deprived areas of Stockton-on-Tees. There were key differences in people’s lives, and experiences, across a range of different areas. This included employment, finances and the physical environments that people were living in. People living in the least deprived parts of the local authority have a good quality of life, adequate income, decent jobs and live in communities that are safe and relatively protected from crime. Financial stability gives people more power: to live in environments free from crime, to not have to worry on a daily basis about money, to be able to access opportunities and activities that benefit wellbeing, and to break away from situations that are harmful to their mental health. The people interviewed in the less deprived areas were still dealing with mental health problems and talked about how challenging this could be at times. Coping with mental distress was hard for everybody, regardless of their background. However there were additional pressures placed on those who were managing on low incomes and living in the more deprived areas of Stockton-on-Tees.

Poverty affects mental health. This includes the impact of living on a low income, the benefits system, unemployment/insecure employment, deprived housing and living in communities in which there is crime and other social issues. Poverty prevents people from being able to engage in normal everyday life and constrains the choices that people have. While people have agency to make their own decisions, and do so, those choices become increasingly limited when people are facing material hardship. Participants in the most deprived areas spoke of struggling financially and of finding it increasingly difficult to make ends meet. The stress that came about from a lack of money had a detrimental effect on their mental health. The findings support the consistent evidence base showing the link between factors relating to material deprivation and their impact on mental health, including low income (Melzer et al., 2009), unemployment and underemployment (Rogers and Pilgrim, 2003) and living in areas with high levels of deprivation (Curtis, 2010). Material deprivation compounds and exacerbates the difficulties people are facing with their mental health, leading to chronic emotional strain. Poverty presents significant financial and psychosocial challenges to those who are forced to deal with its effects.

This study has found that features of the austerity programme, in particular the welfare cuts, are disproportionately affecting those on the lowest incomes. While narratives about austerity were largely absent from the accounts of people living in less deprived parts of Stockton, they were pervasive in the lives of those from the CAB group and most deprived areas. These were people (and communities) who had already been dealing with issues relating to poverty and deprivation in their lives. Austerity had served to exacerbate and compound those issues. The relentlessness and rigidity of the benefits system aggravated the problems people had with their mental health, creating uncertainty and chronic stress. Since 2010 the series of cuts in welfare and in public spending has affected social inequality in the local authority, and is ultimately having an impact on the mental health of the people who are bearing the brunt of those spending cuts. For those on the lowest incomes, they have been placed under greater financial hardship; they have faced significantly more stress as a result, and this has had an inevitable impact on their mental health.

Politically the programme of austerity measures were outlined as an economic necessity, as a need to balance the £103.9 billion budget deficit held by the UK in 2009/10 (Lupton, 2015). However, Hall et al. (2013) argue that in reality austerity has been a project to justify the ideological aims of the government. This has included a move towards shrinking the role of the state and a further restructuring of the state along market lines. The post-war welfare state was developed with the principle of trying to ensure that people had sufficient income at times when they were unable to work (in childhood, old age, unemployment or as a result of sickness); it is based on the idea that benefits and services should go to people according to their need (as opposed to whether they can pay for it) (Hills, 2014). These principles are being eroded, with dominant narratives increasingly attributing poverty to individual choice and individual responsibility, removing the responsibility of the state to ensure that its citizens do not have to live in poverty. These narratives have permeated public discourses, with increasingly stigmatising rhetoric and media representations all leading to a hardening of perceptions of people who live in poverty (PSE UK, 2013). Social safety nets are being removed to such an extent that people are increasingly left without enough income to be able to meet even basic necessities. This is not acceptable. Poverty is a social – and a political – problem.

A continuation of these regressive measures is likely to lead to growing inequalities, and lives that are even further separated by social division. Planned changes in social security include further reforms to Housing Benefit and the imminent rollout of Universal Credit, a benefit that is best understood as a repackaging of six means-tested existing working-age benefits (Beatty and Fothergill, 2016). The government is currently moving forward with the implementation of Universal Credit, despite widespread and significant concerns about its design and implementation. Failures throughout the implementation period mean that the rollout is five years behind schedule. Claimants must wait for a minimum of six weeks for a first payment (although typically residents in some areas are waiting for 12–13 weeks), effectively leaving them without any income at all in this period (Butler, 2017). As a result, rent arrears have skyrocketed in the areas in which it has been tested and people have been forced into debt and significant financial hardship. Concerns have been so vocal and widespread that the chief executive of Citizens Advice argued that this is ‘a disaster waiting to happen’ (Cowburn, 2017). If the rollout continues as planned, this is likely to have a severe impact.

Issues relating to poverty and deprivation are central determinants of poor mental health. People on the lowest incomes are faced with daily – and often insurmountable – challenges in meeting even the most basic of needs. Life on a low income creates chronic stress, which has a significant impact on mental health and wellbeing. In continuing with policies that regressively target those on the lowest incomes, this is likely to lead to a widening of the gap in mental health and wellbeing. Unequal societies are unhealthy ones (Wilkinson and Pickett, 2010). It is only by addressing social inequality, and raising the living standards of those on the lowest incomes, that inequalities in mental health can begin to narrow.
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Minding the Gap

Nasima Akhter, Kate Mattheys, Jon Warren and Adetayo Kasim

Introduction

This chapter examines inequalities in mental health in Stockton-on-Tees using survey data. It engages with key debates around the causes of socioeconomic inequalities in mental health by examining the extent and underpinning determinants of the gap in mental health and wellbeing between the most and least deprived neighbourhoods of Stockton-on-Tees. Using data from the longitudinal household survey, it establishes the extent of inequalities in mental health and wellbeing in Stockton-on-Tees and examines the explanatory role of behavioural, psychosocial and material factors in explaining this gap. Longitudinal time trend analysis also examines the effects of austerity and welfare reform on this gap and on the contribution of the underpinning determinants. The results indicate that there is a significant gap in mental health and wellbeing between the most and least deprived neighbourhoods of Stockton-on-Tees and, in contrast to the majority of public health practice and discourse, it is material and psychosocial factors that are the major explanations of the health gap – not behavioural factors. However, there were few changes in these relationships overtime. The chapter discusses the implications of the findings for mental health policy and practice in the context of further likely exacerbation during prolonged austerity.

The Great Recession

Recessions are period of temporary economic decline (technically defined as two consecutive quarters of negative growth in gross domestic product: Oxford Dictionaries [2012]). The 2007/08 economic crisis affected most countries around the world. Economic recessions are accompanied by a rise in unemployment, decline in income, unmanageable debts, precarious job environment, stress, and consequently higher prevalence of mental health problems, substance misuse and an increase in suicides. The 2007/08 crisis also resulted in increased bankruptcies, downward trends in stock markets, increased unemployment and housing repossessions. According to the International Labour Organization, worldwide the number of jobless people increased to 212 million in 2009 compared to about 34 million jobless people in 2007 (Chang et al., 2013). The post-2007 economic decline has been longer, wider and deeper than earlier recessions (for example, the 1930s Great Depression) and is commonly known as the ‘Great Recession’. The International Monetary Fund (IMF) has stated that this Great Recession is the worst experienced in the global economy for 60 years (Gamble, 2009).

The effect of the recession varied by country as a result of social safety nets and the policy measures taken. International responses varied and the UK responded with policies of austerity (Reeves et al., 2013). In an attempt to reduce public deficits, large cuts were made to central and local government budgets, health care system, welfare services and social security benefits (Reeves et al., 2013; Kitson et al., 2011). Reeves et al. (2013) compared policies across European countries between 2009–11 to assess how the UK fared with rest of the Europe (Reeves et al., 2013). They found that the UK had the third most extensive austerity policy among other European countries. There have been a raft of ‘welfare reforms’ initiated in the UK, with many individuals affected by multiple cuts. Consequently, the UK had a large rise in unemployment and a strong association was evident between unemployment rates and increased rates of suicide in males. For example, Knapp (2012) reported that more than 2.7 million people were unemployed with over 860,000 of them being unemployed for more than a year. The average household debt was high and rising (Knapp, 2012). Between 2009 and 2011, the UK experienced a reduction of 2.5% public expenditure (equivalent to about £245 per capita). At this time of increased unemployment, there were also considerable cuts to social security with those on the lowest incomes who have been most heavily affected (Reeves et al., 2013). It is also the most deprived local authorities that have been hardest hit by the cuts (Beatty and Fothergill, 2016). Since 2010 the North East as a region has lost £966 million (O’Donoghue, 2016). Previous international research on welfare changes has shown that where welfare services are cut, this has a detrimental impact on the health of the poorest (Shaw et al., 2005; Blakely et al., 2008). This chapter discusses the effect of post-recession austerity on neighbourhood inequalities in mental health in Stockton-on-Tees using data from our longitudinal household survey.

Inequalities in mental health

Mental health is a crucial element of the overall wellbeing of individuals, societies and countries (Box 6.1), and deprivation in various forms can be detrimental to it. Positive mental health promotes wellbeing so that individuals can realize their abilities, are able to cope with normal stresses of life, to work productively and to contribute to their community (WHO, 2003). There is ample evidence that mental health and social position are inversely associated and even follows a social gradient (Murali and Oyebode, 2004; Reiss, 2013; Delgadillo et al., 2016; Marmot, 2017). The 2001 World Health Report, for example, shows that in high-income countries the prevalence of mental health problems such as depression and anxiety was 1.5 to 2 times higher among the most deprived than their most affluent counterpart (WHO, 2001).


Box 6.1: Mental health

Concepts of mental health include subjective well-being, perceived self-efficacy, autonomy, competence, intergenerational dependence and recognition of the ability to realize one’s intellectual and emotional potential. It has also been defined as a state of well-being whereby individuals recognize their abilities, are able to cope with the normal stresses of life, work productively and fruitfully, and make a contribution to their communities. Mental health is about enhancing competencies of individuals and communities and enabling them to achieve their self-determined goals. (WHO, 2003: 7)



Poverty and deprivation have wide-ranging impacts. Poverty acts as a constraint for many of the material conditions of life. This includes leading to limited access to adequate housing, inability to access good nutrition, constrained opportunities to participate in society and reduced access to goods and services (Shaw et al., 2006; Bambra, 2016). Poorer health and higher rates of mortality are found in almost all studies of neighbourhoods characterised by poverty and unemployment, and the link between income and health is evidenced in the vast majority of studies in this area (Bambra, 2016; Bartley, 2016). The stress associated with life on a low income – such as insecure work, financial difficulties, and living in areas with high levels of deprivation – also appears to have particularly damaging effects on mental and physical health (Marmot and Wilkinson, 2006; Thoits, 2010).

While poverty and health are inversely associated, economic hardship due to crisis such as recession has an additional mental health impact (Friedli, 2009). The 2008 global recession had both short and long-term negative impacts on mental health, particularly on key groups such as disabled people and those experiencing mental distress (Frasquilho et al., 2016). The effects of economic hardship are widespread, negatively affecting many aspects of wellbeing and functioning (Barnes et al., 2017). Following the 2008 recession, worldwide an excess of 4,884 suicides were observed in 2009; these would not have occurred if the trend in 2000–07 had continued (Corcoran et al., 2015). A rise in suicide attempts or self-harm was also evident in Ireland, Greece, Spain and Italy (Hawton et al., 2016). In the longer term, an excess of 4,750 suicides in the US, 1,000 suicides in England (Corcoran et al., 2015), and 680 suicides in Spain were observed over the next three years (2008–10). Although suicide is often reported, it is only tip of the iceberg. Both self-harm and nonfatal negative effects on wellbeing follow a gradient of socioeconomic deprivation (Hawton et al., 2016).

The long-term public health impacts of recession varied between countries as a result of their respective policy measures (Hawton et al., 2016; Ruckert and Labonté, 2017). Stuckler and Basu (2013) argue that it is how the state responds to economic crises that determines their impact on health. Where social safety nets are reduced for instance, economic shocks can rapidly turn into health crises (Stuckler and Basu, 2013). Conversely, economic stimulus can have a protective effect on the harm caused by recession. Whereas Sweden, Poland and Germany substantially increased government spending, the austerity measures adopted in the UK (expenditure cut of about £245 per capita) ranked the third largest for spending cuts in Europe after Greece and Luxemburg. Greece, Spain and Portugal adopted strict fiscal austerity and restricted health budget and a rise in prevalence of suicides and infection disease were evident in these countries. In the contrast, Iceland had little or no negative effect on health when it rejected austerity and instead increased public expenditure (Karanikolos et al., 2013).

Though health outcomes are influenced by the distribution of social and economic resources between and within countries, high levels of inequality within a country or region further increases the risk to physical and mental health. Virtually all health and social problems are worse in more unequal societies (Wilkinson and Pickett, 2010). The more inequitable a society is, the higher the risk for its population to experience increased stress, anxiety, depression, and in the worst cases suicide and self-harm (Wilkinson and Pickett, 2010): social inequality is bad for mental health. These adverse effects were evident for both individual-level and area-level aggregated analysis: the neighbourhoods with greater unemployment had higher rates of suicide (Hawton et al., 2016). While population mental health usually declines during an economic recession and then recovers, this has not been the case in the current period: 2013 witnessed the highest male suicide rate since 2001 (ONS, 2015). Between 2010 and 2013, the largest increases in poor mental health (measured by suicide rates, self-reported mental health problems and anti-depressant prescriptions) have been in the most deprived neighbourhoods, leading to increasing inequalities in mental health (Barr et al., 2016). These widening inequalities have been attributed to the raft of welfare cuts, and worsening financial situations, of those on the lowest incomes. Deprived areas have been the hardest hit by austerity and this is having an impact on spatial and society inequality (Hastings et al., 2015). A recent study using data from European social study survey observed that there was a negative association with social expenditure and health inequalities in welfare countries in Europe (Álvarez-Gálvez and Jaime-Castillo, 2018). They also found that social expenditure can moderate the relationship between socioeconomic status (SES) and health inequality.

Social inequalities are closely linked to health inequalities, and by having an impact on social inequality, UK austerity policies are likely to further widen the existing north-south divide and health inequalities at the local level (Beatty and Fothergill, 2013; Bambra et al., 2014; Coope et al., 2014; Bambra and Garthwaite, 2015; Clayton et al., 2015; Bambra, 2016). These negative effects will challenge the progress in reaching the United Nations Sustainable Development Goal 10 of making the world a more equitable society (United Nations). Therefore, it is important to assess and understand the impact of austerity, as evidence has shown that the impact of recession may vary depending on responses, such as whether a country chooses austerity over alternative measures on increased public expenditure. It is crucially important that health inequalities are investigated and understood properly, and adequate policy responses are in place.

Explaining inequalities in mental health

There are three key explanatory models for why such health inequalities exist: materialist, psychosocial and behavioural/cultural (Bambra, 2016; Bartley, 2016).

The materialist explanation of health inequalities describes how the distribution of financial and related resources relates to health (Williams, 2003; Shaw et al., 2006). It focuses on how the various material conditions of life (such as the physical environment, income, housing, nutrition, opportunities for participation and access to health care services) affect health outcomes. An important aspect of the material model is that there is clear negative association between poverty, deprivation and health. Every increase in deprivation is associated with worse health: the higher the level of neighbourhood deprivation, the higher is level of mortality or illness. The effect is twofold: someone with a low income has limited capacity to buy things important for their health, but s/he also has may well live in a deprived neighbourhood which further limits their access to salutogenic factors: the amplification of deprivation (Macintyre, 2007). Dreger et al. (2014), for example, have identified material deprivation, such as ability to pay for basic goods and services, as a significant determinant of mental health and wellbeing.

Psychosocial models of health inequalities focus on how relative deprivation may influence health outcomes: “What matters is where we stand in relation to others in our own society” (Wilkinson and Pickett, 2010: 25). The position held in a social hierarchy can make a person feel frustrated and stressed if they are lower down. This is particularly the case in high income countries (Wilkinson and Pickett, 2010), where people from lower socioeconomic backgrounds cannot afford the range of commodities available and accessible to wealthier households. The psychosocial pathway describes how stress related to low position and feelings of lack of power caused by living in an unequal society act as psychosocial risk factors for mental health (Marmot and Wilkinson, 2001; Bambra, 2011; Marmot, 2017). It emphasises that people’s experience and emotions are translated as acute and chronic stress and then cumulatively have an impact on the body and result in adverse physical and mental health outcomes (Marmot and Wilkinson, 2006; Thoits, 2010). The effect of chronic anxiety, low levels of self-esteem and a lack of control at work – or at the community level – can be very damaging to physical and mental health (Brunner and Marmot, 2006). Availability of social support, having control and autonomy at work, being able to balance between home and work and having a balance between efforts and rewards are also included as factors in this model that can affect health (Bartley, 2016).

Behavioural models, on the other hand, suggest that what people do as an individual can be damaging to their health, and that certain groups of people are more likely to demonstrate health damaging behaviours compared to others (Marmot and Bell, 2012). They focus on unhealthy behaviours, such as smoking, drinking alcohol, lack of fruit and vegetable consumption and lack of exercise. These behaviours are more commonly seen in deprived communities. The behavioural model shifts the focus from collective to individual responsibilities for health inequalities. This model attributes health inequalities to the personal characteristics of individuals (that is, their choice of behaviour) (Bartley, 2016). The wider structural determinants of health (and health behaviours) are thereby marginalised in favour of focusing on the individual, and apportioning blame, and the impetus for change, firmly on that person.

Stockton-on-Tees survey

Stockton-on-Tees is an area in the North East of England with high spatial and social inequality (Bambra et al., 2014; Mattheys et al., 2016), which has one of the highest life expectancy gaps of all English local authorities (Schrecker and Bambra, 2015; Bambra, 2016). This chapter examines changes in inequalities in mental health between least and most deprived neighbourhoods of Stockton-on-Tees using a longitudinal household survey that was conducted over 18 months between 2014–16. It investigates the size of the gap in mental health between the least and most deprived areas of Stockton-on-Tees over the study period and assesses the relative contribution of different factors in explaining neighbourhood inequalities in mental health: physical material environment, socioeconomic material environment, and psychosocial and behavioural factors. It also presents a longitudinal analysis of the key factors associated with the mental health outcomes.

We conducted a longitudinal household survey over an 18-month period with participants surveyed at Wave 1 (April–June 2014), Wave 2 (October–December 2014), Wave 3 (April–July 2015) and Wave 4 (October 2015–February 2016). The gap in health between the two areas is examined using a multistage stratified random sampling of adults aged over 18, split between participants from the 20 most and 20 least deprived lower layer super output areas (LSOAs). In order to create a sample for the survey the research team used the 2010 Index of Multiple Deprivation (IMD) to identify the 20 most and 20 least deprived LSOAs in Stockton-on-Tees (DCLG, 2011). The IMD is a summary measure of relative deprivation for each local authority district, unitary authority and LSOA in England. It is published at the level of LSOA and is formed by pulling together 38 individual indicators that are situated within seven broader domains: income deprivation; employment deprivation; health deprivation and disability; education, skills and training deprivation; barriers to housing and services; living environment deprivation; and crime. Figure 6.1 shows the neighbourhoods included in the survey.


Figure 6.1: Maps of Stockton-on-Tees including most and least deprived survey neighbourhoods
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Source: Mattheys et al., 2016



The scale at which deprivation is studied can have a really significant impact on the results, as different patterns prevail with different geographical scales. Using larger areas, such as data at the local authority level, can lead to variations within them being smoothed out. As such it is important to use data at as low a level as possible. LSOAs provide the best means of doing this in England (ONS, 2017). LSOAs are small areas of relatively even size (of around 1,500 people in each). There are 32,484 LSOAs in England (DCLG, 2011). It is important to be aware however that although the IMD will identify areas that have characteristics that are associated with deprivation, it does not identify deprived people (people who could be considered as deprived may be living in an area that is not considered so). It also should be considered a summary measure; IMD scores are made up of weighted individual domain scores and so the summary score does not tell us how each individual domain is scoring.

Participants were sampled initially by household, and then at the individual level, using a multi-stage sampling strategy. Within this approach, a sample of areas are drawn up (initially larger areas are selected and then progressively smaller ones until a sample of households are randomly selected within the areas) (De Vaus, 1991). A random sample of 200 target households in each of the 40 LSOAs was selected resulting in a total of 8000 households (4,000 most and least deprived) who were sent study invitation letters (200 per LSOA) in April and May 2014. This was done assuming a response rate of 10%. In order to avoid bias in the selection of individuals within a household (for instance the person who is not in employment in a household always responding), we followed the selection procedure that is outlined by De Vaus (1991).


Figure 6.2: Sampling strategy for the survey
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Mental health outcomes

Two measures were selected to assess mental health in the survey: the Warwick Edinburgh Mental Wellbeing Scale and the SF8 Mental Health Score. The Warwick-Edinburgh Mental Well-Being Scale (WEMWBS) is a 14-point scale that considers both hedonic and eudaemonic aspects of wellbeing and asks respondents to self-report their experience of each of the statements over the past two weeks. The 14 statements included in WEMWBS each has five possible answers that are scaled from ‘none of the time’ up to ‘all of the time’. The scale gives the individual a total score (up to a maximum of 70), which is used as the dependent variable and is treated as a continuous variable. It has been well validated for use in the general population and has moderate to high levels of construct validity (it measures what it says it is measuring) (Tennant et al., 2007).

The SF8 instrument provides a measure of physical and mental health and provides a separate score for both physical and mental health. It is a condensed version of the SF36 and has eight questions. The individual is asked to report how much each question is applicable to them over the past 30 days. The SF8 tool has two components: Physical Component Summary (PCS) and Mental Component Summary (MCS). The SF8MCS includes questions about social functioning, mental health and emotional role limitation (Roberts et al., 2010). The shorter version of SF8 was used as it was felt that although it is less sensitive than the longer version, on balance it was a more cost effective tool to use within a relatively large survey (Bowling, 2005).

Factors that explain inequalities

To understand how mental health is influenced by various factors, variables were separated into four categories: material socioeconomic variables; material physical environment variables; psychosocial variables and behavioural variables. The group of material socioeconomic variables included questions around how the person occupied their home, whether anyone in the household was in receipt of benefits, receipt of housing benefit, whether the participant was in paid employment, whether the household was a workless household, total household income and highest educational level. The material physical environment variables included questions around living conditions including whether there were problems with damp, whether the house was too dark and not warm enough in winter. It also included questions around the neighbourhood status including problems with crime, pollution/environmental problems and problems with noise. The psychosocial variables included frequency of meeting socially with friends, family or work colleagues; how safe the participant felt walking alone after dark; how often the participant felt they lacked companionship; how often the participant felt left out; how often the participant felt isolated from others; and how happy the person would identify as on a scale of 1–10. Finally, the behavioural questions included whether the participant smoked, whether the participant drank alcohol, weekly alcohol consumption units, daily fruit and vegetable consumption portions and frequency of physical exercise.

Analysis

The study data were initially utilised to produce summary statistics and visualisation aids, which described the changes in demographic, material socioeconomic, material physical, psychosocial and behavioural factors over the study period.

The key analyses are then done in three segments: first, in line with the objective of the survey to investigate neighbourhood inequality in mental health between the most and least deprived LSOAs in Stockton-On-Tees over time, we fitted multilevel models (MLM) for the mental health outcomes with only deprivation indicator and Waves as the predictor variables. The models also included demographic factors (age and gender), so that the results are adjusted for them. MLMs were used to analyse the mental health outcomes so that it will account for correlation between the repeated observations per participant. The study used individual level data collected from the same individual over a period, which means that these repeated measures are likely to be correlated.

Second, in addition to the longitudinal analysis, compositional and contextual analysis of the relative contribution of the different health inequalities factors to the inequality gap was performed on the baseline data. The analysis focused on the gap in the two mental health scores between respondents from the most and least deprived areas. MLMs were used to calculate what percentage of the mental health inequalities between the most and least deprived areas were explained by material, psychosocial and behavioural factors. A similar approach was used with regard to explaining socioeconomic inequalities in health in Norway (Skalická et al., 2009) and with respect to the North–South health divide in England (Bambra et al., 2015).

The reference model for each health outcome is a MLM containing only the indicator for the most and least deprived areas together with age and gender. The percentage reduction on inequality gap due to different health inequalities factors or combinations of them was calculated as the ratio of the difference between the reference model and the model including the compositional and contextual factors. Repeating the same process, percentage reduction in inequality gap was calculated for material socioeconomic; material physical environmental; psychosocial, and behavioural factors. This process allowed calculation of their relative contribution in explaining the health inequality gap.

Finally, MLMs were used to assess which factors were associated with mental health inequality over the study period. Associations were examined using longitudinal data for SF8MCS and WEMWBS outcomes separately. The most parsimonious models were used to explain the outcome that included variables adequately explaining the association.

Further details of the underpinning statistical methods are available in Mattheys et al. (2016) and Akhter et al. (2018).

Results

Demographic characteristics

About 27% of the participants in the most-deprived LSOAs belonged to the age group of 65 years and above at Wave 1, which was slightly higher in the least deprived areas (Table 6.1). In the later waves, the percentages of older participants tended to increase with 38% in most deprived and 46% in the least deprived LSOA’s. There was not much change in percentage of females participating to the study in both areas (57%–59% for most deprived; 59%–61% for least deprived LSOAs). Throughout the period, the percentages of single participants were much higher in most deprived areas (35%–39%); whereas it ranged from 11%–17% in least deprived areas. In both areas, over time there was slight increase (6%–8% in most deprived; 1%–2% in least deprived) in participation of those who were married and living with their spouses.


Table 6.1: Summary statistics (mean, standard deviation or %, n/N) for outcome and demographic indicators for least and most deprived areas in Stockton-on-Tees across waves



	
	Variable
	Wave1
	Wave2
	Wave3
	Wave4



	
	SF8MC (mean, SD)
	49.5 ± 11.8
	49.4 ± 10.8
	49.7 ± 10.7
	48.7 ± 11.0



	
	WEMWBS (mean, SD)
	49.7 ± 12.6
	50.6 ± 11.6
	51.7 ± 11.5
	50.1 ± 12.5



	
	
	27.5
	33.6
	35.3
	38.1



	Most deprived
	Age >=65 (%)
	(109/397)
	(77/229)
	(77/218)
	(67/176)



	
	
	59.4
	57.2
	57.8
	56.8



	
	Female (%)
	(236/397)
	(131/229)
	(126/218)
	(100/176)



	
	
	39.0
	28.8
	28.4
	25.0



	
	Single (%)
	(155/397)
	(66/229)
	(62/218)
	(44/221)



	
	SF8MCS (mean, SD)
	53.5 ± 8.4
	52.4 ± 9.0
	53.7 ± 7.7
	52.2 ± 8.5



	
	WEMWBS (mean, SD)
	54.8 ± 10.2
	55.3 ± 9.2
	55.8 ± 11.1
	55.8 ± 9.7



	
	
	32.8
	40.6
	43.2
	46.2



	Least deprived
	Age >=65 (%)
	(144/439)
	(116/286)
	(112/259)
	(108/234)



	
	
	58.8
	60.8
	61.5
	60.3



	
	Female (%)
	(258/439)
	(174/286)
	(160/260)
	(141/234)



	
	
	17.3
	14.0
	12.7
	10.7



	
	Single (%)
	(76/439)
	(40/286)
	(33/260)
	(25/234)






Material socioeconomic characteristics

Table 6.2 shows that at Wave 1, 23% more people living in most deprived areas had no formal education compared to those living in least deprived boroughs (47% vs 24.1). The characteristics of participants in both areas remained very similar over the next waves of data collection and the difference remained static (24%). Similarly, majority (72% at baseline) people in most deprived boroughs rented their house, which was significantly lower for the least deprived areas. Over the period, although percentage of those renting houses dropped a bit for the most deprived areas, at any point it was 58%–60% higher than that of the least deprived LSOAs. In the most deprived areas nearly 90% received any benefit at the Wave 1 and it was 6% less at Wave 4. At Wave 1, it was about 18% less in the least deprived areas and remained unchanged for next one and half years. Almost half of those living in most deprived areas received Housing Benefit during baseline, which was less than 5% for least deprived areas. At Wave 4, it dropped by 13% in most and 3% in least deprived areas. About one quarter of the participants in most deprived areas were employed, which remained similar. For those living in least developed areas, it was nearly double at baseline, which then dropped by 9% at Wave 4.

Table 6.2: Summary statistics (%, n/N and median) for material socioeconomic indicators across waves for most deprived and least deprived areas of Stockton-on-Tees



	
	Variable
	Wave1
	Wave2
	Wave3
	Wave4



	
	No formal education
	46.7
(185/396)
	46.1
(105/228)
	46.1
(100/217)
	46.0
(81/176)



	
	Tenure-rent
	72.0
(286/397)
	66.8
(153/229)
	65.7
(132/201)
	64.1
(109/170)



	
	Annual income*
	£26,916
(377)
	£29,716
(222)
	£30,657
(208)
	£33,413
(170)




	Most deprived
	Benefit
	88.2
(350/397)
	83.0
(190/229)
	83.0
(181/218)
	81.8
(144/176)



	
	Housing Benefit
	54.7
(217/397)
	38.4
(88/229)
	46.8
(102/218)
	41.5
(73/176)



	
	Workless household
	67.8
(26967.8 /397)
	–
	–
	–



	
	Employed
	23.9
(95/397)
	25.8
(59/229)
	26.6
(58/218)
	26.1
(46/176)



	
	No formal education
	24.1
(106/439)
	22.0
(63/286)
	21.9
(57/260)
	21.8
(51/234)



	
	Tenure-rent
	11.6
(51/439)
	8.7 (25/286)
	8.5 (22/260)
	6.4 (15/234)



	
	Annual income*
	£110,173
(388)
	£111,990
(258)
	£106,268
(238)
	£94,603
(215)



	Least deprived
	Benefit
	70.4
(309/439)
	66.8
(191/286)
	71.9
(187/260)
	72.6
(170/234)



	
	Housing Benefit
	4.1 (18/439)
	3.1 (9/286)
	2.7 (7/260)
	1.3 (3/234)



	
	Workless household
	36.7
(161/439)
	–
	–
	–



	
	Employed
	46.9
(206/439)
	39.9
(114/286)
	40.4
(105/260)
	38.5
(90/234)





*Median income

Material physical environmental characteristics

Table 6.3 describes the physical environment of the participants living in most and least deprived areas of Stockton-on-Tees. At Wave 1, double the participants in the most deprived areas responded that their houses were too dark than in least deprived areas (18% vs. 9%). The situation remained similar all through, except that fewer people from both areas reported this at the last wave. About one quarter to the participants from most deprived areas mentioned in Wave 1 that they experienced having damp in their households. Over period, this percentage tended to be smaller and at Wave 4 it was about 11% less. However, in the least deprived areas it was only 1%–2% who mentioned having damp at any point of the study.


Table 6.3: Summary statistics (%, n/N) for material physical environmental indicators among households from most deprived and least deprived areas in Stockton-on-Tees across waves



	Variable
	Wave1
	Wave2
	Wave3
	Wave4



	Dark
	18.1 (72/397)
	18.3 (42/229)
	19.9 (40/201)
	6.8 (12/176)



	Damp
	25.4 (101/397)
	21.8 (50/229)
	18.9 (38/201)
	13.6 (24/176)



	Warmth
	80.3 (318/396)
	78.2 (179/229)
	76.6 (154/201)
	86.9 (153/176)



	Noise
	22.9 (91/397)
	22.7 (52/229)
	20.4 (41/201)
	17.6 (31/176)



	Pollution
	13.1 (52/397)
	14.8 (34/229)
	13.9 (28/201)
	12.5 (22/176)



	Crime
	28.0 (111/397)
	31.9 (73/229)
	31.3 (63/201)
	24.4 (43/176)



	Dark
	9.3 (41/439)
	8.4 (24/286)
	9.2 (24/260)
	2.1 (5/234)



	Damp
	2.3 (10/438)
	1.4 (4/285)
	0.8 (2/259)
	0.9 (2/234)



	Warmth
	93.4 (410/439)
	89.9 (257/286)
	85.4 (222/260)
	97.4 (228/234)



	Noise
	10.5 (46/439)
	11.5 (33/286)
	10.8 (28/260)
	6.0 (14/234)



	Pollution
	3.4 (15/439)
	4.5 (13/286)
	4.2 (11/260)
	1.7 (4/234)



	Crime
	6.4 (28/439)
	6.3 (18/286)
	6.5 (17/260)
	5.1 (12/234)







Psycho-social characteristics

Similarly, differences existed for those living in most deprived areas with 8%–11% more of them experiencing their houses not warm enough, or noise and pollution in the area. This difference was larger in terms of crime which was 19%–22% higher in most deprived areas. Only 5%–6% households in least deprived areas experienced crime within the period of survey. Table 6.4 shows the profile of households from most deprived and least deprived LSOAs in Stockton-on-Tees. Nearly double the participants in the most deprived areas reported that they often felt lack of companionship. In the least deprived areas, about 5%–8% participants often felt lack of companionship. At Wave 1, 11% participants from most-deprived areas reported often feeling left out and there was slight decrease to 8% at Wave 4. However, only 3%–4% participants in the least deprived areas had such experience. Similar difference was evident for often feeling isolated, which was reported by small percentage (3%–4%) among participants from least developed areas. About 20%–30% more participants from most deprived areas also felt their area was unsafe. Social meeting, however was more common in most deprived areas but average happiness score remained roughly 0.4–0.5 point lower than those living in least deprived areas.

Table 6.4: Profile of psychosocial indicators (%, n/N or mean, standard deviation) for households in most and least deprived areas of Stockton-on-Tees across waves



	
	Variable
	Wave1
	Wave2
	Wave3
	Wave4



	
	Often lack companion
	12.1
(48/397)
	14.1
(33/229)
	15.1
(33/218)
	10.2
(18/176)



	
	Often felt left out
	11.1
(44/397)
	10.9
(25/229)
	8.7
(19/218)
	8.0
(14\176)



	Most deprived
	Often felt isolated
	11.8
(47/397)
	11.8
(27/229)
	10.6
(23/218)
	10.8
(19/176)



	
	Social meeting
	24.7
(98/397)
	21.0
(48/229)
	22.5
(49/218)
	13.1
(23/176)



	
	Feels unsafe walking
	34.0
(130/382)
	35.7
(79/221)
	34.8
(73/210)
	25.6
(40/156)



	
	Happiness
	7.4 ± 2.1
	7.4 ± 2.0
	7.4 ± 2.0
	7.5 ± 1.9



	
	Often lack companion
	6.4
(28/438)
	8.0
(23/286)
	6.9
(18/260)
	4.7
(11/234)



	
	Often felt left out
	3.9
(17/438)
	2.8
(8/286)
	2.7
(7/260)
	3.0
(7/234)



	Least deprived
	Often felt isolated
	4.1
(18/438)
	3.8
(11/286)
	2.7
(7/260)
	4.3
(10/234)



	
	Social meeting
	15.3
(67/438)
	15.4
(44/286)
	14.6
(38/260)
	9.0
(21/234)



	
	Feels unsafe walking
	2.7
(29/435)
	6.4
(18/283)
	6.6
(17/258)
	7.6
(17/225)



	
	Happiness
	7.9 ± 1.6
	7.8 ± 1.5
	7.9 ± 1.4
	8.0 ± 1.4




Behavioural characteristics

In terms of behavioural aspect, consumption of alcohol was much lower (19%–16%) among participants in the most-deprived areas (Table 6.5). About 57% in least deprived areas drank alcohol at Wave 1, which was somewhat lower in Wave 2 and Wave 3. At Wave 4, half the participants there were drinking alcohol. On the contrary, higher percentage of study participants in most deprived areas were doing exercise every day. The difference was 6% at Wave 1 and halved at Wave 4, but was bigger in Wave 2 and Wave 3. On average, consumption of fruits and vegetables among participants from most deprived areas was about one portion less and it remained static.

Table 6.5: Summary statistics for behavioural factors (%, n/mean, SD) among most and least deprived areas of Stockton-on-Tees



	
	Variable
	Wave1
	Wave2
	Wave3
	Wave4



	
	Drink alcohol
	57.2
(227/397)
	41.0
(94/229)
	41.7
(91/218)
	50.6
(89/176)



	Most deprived
	Exercise everyday
	34.5
(137/397)
	41.5
(95/229)
	45.0
(98/218)
	31.8
(56/176)



	
	Fruits & Veg
	2.9 ± 2.0
	2.9 ± 2.1
	2.9 ± 2.0
	2.9 ± 1.9



	
	Smoking
	36.8
(146, 3970
	28.8
(66, 229)
	28.0
(61, 218)
	25.6
(45, 176)



	
	Drink alcohol
	75.9
(333/439)
	67.1
(192/286)
	65.0
(169/260)
	70.1
(164/234)



	Least deprived
	Exercise everyday
	28.9
(127/439)
	31.1
(89/286)
	34.2
(89/260)
	28.6
(67/234)



	
	Fruits & Veg
	4.0 ± 2.0
	3.8 ± 1.8
	3.8 ± 1.8
	3.9 ± 1.8



	
	Smoking
	9.8
(43, 439)
	7.0
(20, 286)
	7.7
(20, 260)
	5.6
(13, 234)




Changes in neighbourhood inequalities in mental health

The average profiles presented in Figure 6.3 shows a significant gap in mental health outcomes between the least and most deprived areas at baseline and that this remains more or less constant during the 18-month study period. As expected, for both WEMWBS and SF8MCS participants living in least deprived areas have better mental health scores than those living in the most deprived areas.

The MLMs also showed that the neighbourhood inequality in mental health in Stockton did not change during the study period. The results show that people living in the most deprived areas are much worse at baseline than those living in the least deprived areas. The difference in scores for the participants from the most deprived areas were on average 3.71 (confidence intervals: 2.26, 5.15) and 5.16 (confidence intervals: 3.55, 6.77) unit lower than the participants from the least deprived areas as measured by SF8MCS and WEMWBS, respectively (Figure 6.3). However, the gap in mental health did not change significantly over time. The average difference between the most and least deprived at Wave 1 is not statistically different from the mean difference between the most and least deprived areas at Waves 2, 3 and 4 for both the SF8MCS and WEMWBS. In general, average mental health scores were constant over the study period, independent of the neighbourhood of the participants. The longitudinal analysis results confirm that the difference in health outcomes between the least and most deprived areas identified at baseline remained constant over the study period.


Figure 6.3: Mean Warwick Edinburgh Mental Wellbeing Score (WEMWBS) and SF8 Mental Component Summary (SF8MCS) for study participants in most and least deprived areas across waves
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Contribution of different factors in explaining the mental health gap

Using the baseline data, we explored the relative contribution of different material, psychosocial and behavioural factors to the gap in mental health between the least and the most deprived areas. Table 6.6 presents the relative contribution of the different factors to gap in mental scores between the least and most deprived areas. Among the material factors, socioeconomic factors explained 32% of the health inequality while the material physical environment factors explained 5% based on WEMWBS. For this outcome, material factors contributed the most to explaining the estimated inequality gap while behavioural factors contributed the least. Psychosocial factors appear to contribute 54% of the gap in SF8 MCS score in Stockton-on-Tees, while material factors were secondary in importance (17%) to psychosocial factors. The combination of the different factors is also likely to be important as, for example, people often experience both psychosocial and material factors simultaneously (Mattheys et al., 2016).


Table 6.6: Percentage contribution of direct and indirect effects SF8-MCS and WEMWBS



	Direct effects
	SF8-MCS
	WEMWBS



	Material (combined)
	17.38
	36.51



	Material socioeconomic
	 7.62
	32.00



	Material physical environment
	 9.45
	 4.56



	Behavioural
	 4.91
	 1.61



	Psychosocial
	54.07
	 7.61






The MLMs for the longitudinal analysis of the factors associated with SF8MCS and WEMWBS outcomes found that among material factors, employment and income had statistically significant positive association with SF8MCS and WEMWBS, respectively. On average, those with employment are likely to have 1.61 (confidence intervals: 0.58, 2.65) unit higher score for SF8MCS than those without an employment. On the other hand, having one or more dark rooms in their house had a statistically significant negative association. Those living an accommodation with one or more dark room had on average –2.65 (confidence Intervals: –4.36, –0.94) unit lower SF8MCS score than those who did not have such room in their houses.

Figure 6.4 shows the psychosocial factors that were statistically significantly associated with mental health outcomes. Those who felt lacking in companionship, felt left out, felt isolated or did not feel safe walking home at night had significantly lower SF8MCS score than their counterparts. Except for the lack of companionship variable, similar negative associations were also evident for WEMWBS. Those who felt left out had on average –1.50 (confidence intervals: –2.33, –0.67) unit lower score for SF8MCS, whereas the difference was larger for WEMWBS (–1.88 unit lower, confidence intervals: –2.71, –0.93). Happiness was positively associated with both SF8MCS and WEMWBS. The happier a participant was, the better was their SF8MCS and WEMWBS score – regardless of which neighbourhood they lived in.


Figure 6.4: Longitudinal analysis of association between psychosocial factors and mental health outcomes, estimates from multilevel models
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In terms of behavioural factors associated with mental health outcomes over the study period, consumption of alcohol was significantly positively associated with both outcomes. Those who had less frequent exercise or physical activity also had significantly lower (–0.40 unit, confidence intervals: –0.62, –0.18) WEMWBS scores those that exercised more frequently.

Discussion

This chapter explored the mental health gap between people from the most and least deprived areas of Stockton-on-Tees, during austerity. It also examined the contribution of different type of factors to explaining these inequalities. The longitudinal analysis showed that there was a large inequality gap at baseline, which remained constant during the study period. Over the study period, material factors such as employment and income were positively associated with inequalities in mental health. Similarly, from a psychosocial perspective, people who did not lack companionship, did not feel left out or isolated, felt safe walking at night or were happier had better mental health. In terms of behavioural factors, people who regularly exercised had better mental health outcomes.

At the beginning of the study there was a large gap in mental health between those from the most and the least deprived areas. We did not observe any increases or decreases in this gap over time. There could be several reasons for not observing any further widening of gap over the period. First, the gap was already big at baseline, which shows that the people living in most deprived areas were already living a difficult life and had much worse mental health. The potential of further changes in their context reflecting on the gap could have been limited. In most cases, the MLMs used in this study to longitudinally examine factors associated with mental health did not observe significant changes. It is therefore reasonable that without significant changes in the underlying factors, that the outcome remained unchanged. However, the IMF suggests that there will be significant rise in the implementation of austerity starting in 2017. This could exacerbate the existing inequalities in mental health that we found in Stockton.

The second reason is that it may be that a longer period of assessment would identify further changes to the gap in mental health between people from the most and least deprived areas, as the incomes of those in the most deprived areas are further stretched. Our study was only 18 months’ duration. The programme of ‘welfare reform’ has been a regressive programme that has almost exclusively targeted those of working age on the lowest incomes, leading to a worsening financial situation for the poorest members of society (Belfield et al., 2014, 2016). As shown in Chapter Five, this has had a chronic impact on the lives and mental health of those who are forced to deal with the effects of these policies. Current moves towards rolling out Universal Credit are likely to have an additional financial and emotional toll. This study may have underestimated the inequality gap due to timing of the survey. Data were collected between 2014–16, a post-recession period when the acute phase of the recession had already passed and after the implementation of the first wave of austerity. Ruckert and Labonte (2017) noted that austerity and budget cuts enacted between 2012–15 were at a much slower rate.

Assessment of changes in Stockton-on-Tees between 2010–16 using public health data is in keeping with the observation of Ruckert and Labonte (2017). The negative trends in self-harm and long-term unemployment were much less evident during 2013–16, compared to the earlier period. For example, the unemployment rate in Stockton-on-Tees between 2014–16 was lower than the rate between 2009–13 (Figure 6.5). However, increasing rates of employment in the study period has not led to improved mental health for people living in the more deprived areas of Stockton-on-Tees. This suggests that rising employment is not having a protective mental health impact. Although employment may have risen in Stockton-on-Tees, the figures do not incorporate the quality of that employment, for instance whether that is precarious, low paid or zero hours employment. This type of work has been found to be as damaging to mental health as unemployment (Kim and von dem Knesebeck, 2015). In-work poverty has also increased nationally since 2009, with over half of all people in poverty now either in work or living with a working adult (Belfield et al., 2016).

The composition of our survey sample may have also affected this results, as comparison with census results showed that our sample were generally older than general population of the Stockton-on-Tees. Since austerity measures were more protective of pensioners and older people, it might partially explain why we did not see further deterioration in mental health in our study. It is important to note that, the universal state pension and other universal allowances for the elderly (including winter fuel allowances) were unchanged and in some cases were increased (Green et al., 2017). Our findings are therefore likely to have underestimated the effects of austerity measures, which were implemented from 2010 onwards by the incoming coalition government. Some of the austerity measures were already in place by the first wave of the survey (in 2014), although cuts to social security and to public spending have continued since. It is possible that some of the mental health harm caused by austerity, as identified by national studies finding widening mental health inequalities between 2010–13 (Barr et al., 2015), was already reflected in the baseline gap.


Figure 6.5: Unemployment prevalence in Stockton-on-Tees 2004–17 in comparison to North East England and Britain

[image: ]

Source: Public Health England, 2017 data



A social determinants model was applied to explore the relative contribution of material (incorporating material physical environment and material socioeconomic), psychosocial and behavioural determinants of mental health and wellbeing. We have demonstrated the importance of material factors in explaining the gap in mental health in Stockton-on-Tees. A continuation of measures that lead to worsening finances for those on the lowest incomes (while those at the other end of the income spectrum remain largely unaffected) is likely to have an impact on spatial inequalities in mental health. Living in less deprived areas affords considerable protection towards mental health and mental wellbeing, and people who live in these areas are likely to score significantly higher on mental health measures (SF8-MCS and the WEMWBS). This is consistent with the substantial research base evidencing inequalities in mental health (Marmot and Bell, 2012). Consistent associations have been found between mental ill health and low income, low education; low social status; unemployment; and poorer material circumstances (Fryers et al., 2004). The literature suggests that it is not only individual factors (such as having a higher income or better housing) that have an impact on the relationship between living in a more affluent area and better mental health, but also the context of the area itself which could be protective including such things as the physical environment (for example, there is better access to green space in more affluent areas), opportunity structures (for example, better access to health care services or education or childcare), or the economic environment (for example, availability of better jobs) (Bambra, 2016).

The baseline analyses showed that material and psychosocial factors are the most important determinants of the divide in mental health and wellbeing in Stockton-on-Tees. With the SF8 score, psychosocial factors contributed most to the gap (54%), whereas in the WEMWBS it was material factors that took precedence (37%). Psychosocial variables, such as social isolation was particularly important in the SF8. Participants in the most deprived areas, who tended to be slightly younger, seemed more isolated and lacking in companionship than those in the least deprived areas. These are social problems that are often associated with the mental health of older people (Cattan et al., 2005). As such, our findings suggest that either deprivation is strongly associated with social isolation in addition to age, or that the older participants in the most deprived areas were feeling much more isolated than their counterparts in the least.

Our results have also shown that behavioural indicators are the least important of the categories determining the inequality gap in mental health and wellbeing. This is important, as many public health activities focusing on reducing health inequalities tends to lean towards behavioural interventions and individual behaviour change. This shift towards a focus on the individual has been labelled as ‘lifestyle drift’. This finding should be a wakeup call to policy makers that focusing on the individual (Hunter et al., 2009) alone will not reduce the inequality gap in mental health. Health is socially determined, and approaches that avoid a consideration of the contexts in which people live will not succeed in addressing health inequalities (Bambra, 2018).

Conclusion

Our study used detailed longitudinal data to examine the effect of austerity on inequalities in mental health. We found a significant gap in mental health at baseline. However, no statistically significant change in the gap was observed over the 18-month, post-recession period of austerity. We found that material factors (most notably income and employment) and psychosocial factors contributed the most to explaining the mental health gap while behavioural factors contributed the least. Over the study period, employment, companionship, feeling included, not feeling isolated, safety, happiness and exercise were positively associated with mental health. Psychosocial factors such as feeling left out, isolated or not feeling happy or safe were commonly associated with decreased mental health. However, this effect could be a combination of the direct and indirect effects of material deprivation. Overall, the factors associated with mental health are interrelated and have combined effects on the mental health gap.
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Mothers in Austerity

Amy Greer Murphy

Introduction

This chapter provides an overview of research conducted with mothers living in Stockton-on-Tees. The research is concerned with understanding the impact that austerity and welfare reform are having on mothers, families and their communities in an area of wide health inequalities. Such austerity reforms include the withdrawal of local services, the ongoing precaritisation of the labour market, reduced incomes from reforms to benefit payments, and the general reform of the social security landscape. The chapter begins by setting out the context of austerity in Stockton, a place experiencing many different inequalities – health, spatial, economic. It then discusses the repercussions of austerity for women in particular. Next there is a discussion of the research design and methods employed in this study: qualitative longitudinal interviewing and ethnography. It emphasises the importance of conducting qualitative research with those affected by austerity as women, particularly mothers, face a set of distinct risks. The research takes an intersectional perspective in understanding how gender interacts with other factors such class, age, disability and place. Intersectionality is the consideration of ‘multiple, co-constituted differences’ and is an important but underutilised way of framing the social context of health. It views social positions as relational and acknowledges the ‘multiple positionings that constitute everyday life’ (Dhamoon, 2011: 230).

There is then a discussion of three key themes from the research findings. The first theme relates to the role respondents saw themselves playing as mothers. They found the value attributed to their roles as mothers and carers lessened by welfare reforms. The expectation that caring work should be provided by the market and that they should seek formal work as a primary source of income did not fit with their sense of self. Welfare conditionality applied to those claiming benefits of various kinds was felt to be punitive and unhelpful when it came to raising their children. The pressure to demonstrate legitimacy and perform responsibility in the eyes of the state was enacted through the push to be financially autonomous. This was to be enacted through wage labour (albeit low-wage work), or for those out of work, ‘actively seeking work’ or being ‘work focused’ was essential, and reinforced the inequalities many of the mothers experienced by exerting excess pressure on them. They felt quality work was unavailable in their areas, childcare was unaffordable, and an important source of identity formation, their role as carers and mothers was of diminished value under austerity.

The second set of findings relates to experiences of health, and specifically to mental health issues. There was a clear indication that austerity was having a negative impact on the mental health and wellbeing of participants. Most respondents had experienced depression and anxiety, and many had taken medication or attended counselling to help deal with these issues. For many mothers in the study, life had ‘always been’ tough but they felt that austerity was a compounding factor contributing to depression, anxiety and more severe mental health issues. The experience of being mothers in a context of financial insecurity, shouldering emotional burdens, emerging health issues with their children or themselves, as well as the struggles of everyday life under austerity led to poor mental health experiences. The intersectional dimensions of this are discussed with specific reference to financial insecurity, living in poor quality housing, welfare reform and feelings of living in a stigmatised place.

The third theme discusses women’s experiences of ‘invisible inequality’. This argument is threefold and incorporates economic, political and social factors. First, the effects of austerity on women are multidimensional and relate to a combination of service cuts, labour market reforms and welfare reforms – the ‘triple jeopardy’ described by the Fawcett Society (2014). The impact is a women’s issue because women, on the whole, have less recourse to earn a formal wage and are less able to move around for work (with acknowledged variations based on age, availability of resources and dependents). Second, it is mostly women who engage in the ‘noneconomic’ work of social reproduction. This work takes up a huge amount of time and energy, leaving them unable to engage in public life to the same extent as men. Policy making and government is organised and controlled largely without their input, putting them at a structural disadvantage. Third, the inequalities women experience manifest through higher rates of depression, anxiety and more extreme mental illness (Verbrugge, 1976, 1980). The chapter argues that this situation is not unique to low-income women, although for them the inequality is greater. Rather, that this inequality is due to a combination of different factors, which are not all to do with economic resources, and are played out in all strata of society in different ways at different times.

Context of austerity

Austerity in the UK has been an explicit feature of all national budgets since 2010. It was originally introduced as a set of economic and social policies to reduce the budget deficit post–2008 financial crisis (Konzelmann, 2014). Public overspend was cited as a major cause of individual countries economic failings across European Union states. In the UK it was argued by then-Prime Minister David Cameron that welfare spending had reached unsustainable levels and a period of austerity would be needed to balance the budget. The cuts have had a negative impact on many groups and undermined the health and capacities of certain communities across the country. This chapter contributes to a growing literature on the impacts of austerity in such areas as the voluntary sector (Milbourne and Cushman, 2015), adult social care (Power, 2014) and early childhood education (Lewis and West, 2016), and the everyday lived experiences of welfare reform (Patrick, 2014) as well as the literature on health inequalities in particular parts of the UK, such as Stockton (Bambra and Garthwaite, 2015; Mattheys et al., 2016; Garthwaite and Bambra, 2017).

Different places across the UK have been affected differently by austerity measures. There have been varying degrees of service provision and cuts, labour market changes and local council service provision (Watts et al., 2014). This has in turn played a part in shaping the experiences and practices of individuals, such as mothers, who live in different places and occupy spaces in different ways. For example, those with fewer financial resources rely more on state services such as children’s centres for family support services, community centres for advice services and libraries for internet access. Notably, it is often those areas already experiencing disadvantage which are most likely to experience larger cuts. In England, the most deprived local authorities have seen cuts of more than £220 per head in contrast to £40 per head in the least deprived (Hastings et al., 2015). Local government has enacted a huge amount of cuts, as the responsibility for carrying them out has been transferred from central government by HM Treasury. Recent benefit changes are having a cumulative effect on many households across Stockton – housing benefit has not increased since 2010 and other changes, such as the ‘bedroom tax’ (or under-occupancy penalty) are affecting those who have children living with them on a shared basis or have other housing needs, such as those with a disability who cannot share a bedroom with a partner (Beatty and Fothergill, 2016).

However, Beatty and Fothergill (2018) have emphasised that the biggest financial losses for claimants have come, not from the measures that have attracted the most public attention, such as the ‘bedroom tax’ and Benefit Cap, but from the ‘overall jigsaw of welfare reform’ and specifically changes to tax credits (£4,210 million a year), Child Benefit (£3,030 million) and the 1% uprating (£2,700 million) which have all had a huge impact (Beatty and Fothergill, 2018: 954). In Stockton there will be a projected overall reduction in government funding of 61% by 2019/2020 (Stockton-on-Tees Borough Council, 2016). In England, local authorities were forecast to spend 11.8% less on children’s centres in 2016/17 than in 2015/16, from £763.9m to £673.9m (DfE, 2016). Budgetary responsibility for the provision of a range of core crucial services (for example, old-age social care and children’s centres) has been gradually devolved to local governments, who have in turn had their budgets for providing such services severely reduced.

Differences in life expectancy, experiences of health and wellbeing, and years of life lived in good health vary enormously within the borough of Stockton-on-Tees. The gap in life expectancy between most and least deprived words stood in 2017 at 15.7 for men and 12.7 for women (Public Health England, 2017), an improvement for men from 17.3 years in 2015, but a deterioration for women from 11.4 (Public Health England, 2015). At the time of conducting research, this was the largest gap of any local authority in England. As a significant example, Stockton’s spending on children’s centres fell from £404 million to £276 million between 2011 and 2014 (ONS, 2016a). This is coupled with post-2015 welfare reforms that were predicted to have an impact on families with dependent children (notably lone parents) most of all (Beatty and Fothergill, 2016). The consequences for children’s health, wellbeing and development are stark (Bradshaw and Main, 2016) as economic and social policies put in place since austerity began represent a reduction in support for low-income children and their families, something which has been shown to cause anxiety and worry for children and inhibit their life chances (Ridge, 2013). This evidence indicates that ‘the poorest places and the poorest people are being the hardest hit’ by austerity (Beatty and Fothergill, 2013; Hastings et al., 2015).

Austerity and women

Austerity’s effects on women have been considerable. Recent reports calculate that 85% of tax and benefit changes have affected women’s incomes directly. Women in deprived, low-income areas are particularly affected. The restructuring of the public sector and major changes to local authority budgets have contributed to this. This is because women rely to a larger extent on a broad array of public sector services and are employed in the public and voluntary sector in higher numbers than men. Their greater reliance on part-time and low-wage work, and more sustained engagement with the benefit system to top-up incomes is leading women to experience a ‘triple jeopardy’ of cause and effect, from public sector service cuts, job losses and welfare cuts (Fawcett Society, 2014; Craddock, 2017). At present, there are less economically inactive women in the UK than at any other time in history (ONS, 2016b), but much labour market growth in recent years, particularly in the North East, has come largely from part-time, temporary work, and self-employment often in low-wage, feminised sectors of the economy (ONS, 2017). This new age of insecure work and financial insecurity in spite of increased economic activity, when coupled with increasingly conditional social welfare reforms, has numerous knock-on effects, particularly for women (Fawcett Society, 2014).

Literature on time and motherhood has indicated that extended periods of mothers’ lives are shaped by reproduction, caring work and as a consequence, interrupted engagement with the labour market over time with differing experiences of caring work depending on how they negotiate ‘re-entry’ (Crompton, 2006; Thomson et al., 2011). Furthermore, changes are taking place within the welfare state and labour market challenging greater gender equality achieved in recent decades. In this context, welfare reforms such as the under-occupancy penalty known as the ‘bedroom tax’ (Moffatt et al., 2016), different experiences of chronic physical and mental health issues (Carter et al., 2013), cuts to services for women, and a reliance on low-paid work affect women in particular ways. These factors all influenced the research. In contrast to respondents’ own views about the importance of their caring and other non-waged (‘social reproduction’) work, and bolstered by the literature which emphasises this (Fraser, 1989), neither the state, particularly the neoliberal austerity state, nor wider society, affords their work a high level of value. Fraser (2016) has described the capitalist economy as ‘freeriding’ on social reproduction, not affording it a significant level of value. The chapter acknowledges the centrality of social reproduction to maintaining society, and how neoliberalism, with austerity as an intensification of this is undermining it (Fraser, 2013).

Close attention is also given to the impact of austerity on health inequalities for women and for children. Emerging findings suggest that the gap between richer and poorer children in the UK is beginning to widen. In 2015 this gap widened for the first time in a decade (ONS, 2015). As Taylor-Robinson and Barr (2017) have noted, since 2010 the rate for the poorest children has been increasing while continuing to decline for more advantaged groups. What this means is that health inequalities affecting infants, a telling and accurate indicator of the consequences of socioeconomic inequality affecting children, are widening. Child poverty is rising as budget cuts to support services have directly affected children, and indirectly hit them through their families falling incomes (Taylor-Robinson et al., 2014). At the same time it has been recorded that there has been a gendered aspect to this – the gap in life expectancy between the poorest and wealthiest females in England is now at a record high (ONS, 2018).

Research methods: longitudinal and ethnographic methods

The research discussed in this chapter examined qualitatively how life is changing under austerity for mothers living in an area in the North East of England. This chapter draws on qualitative longitudinal interviews (QLR) with 15 women, as well as ethnographic encounters over an 18-month period (March 2015–September 2016). The key research aims and questions underpinning this study were to understand the everyday effects that austerity measures such as welfare reform, public service cuts, and labour market reforms, were having on mothers in Stockton-on-Tees and to examine how these experiences varied across class, income and geographical contexts, and the intersectionality of these. The responses of all participants and respondents were anonymised and ethical considerations respected throughout the research. The research sought to address a lack of empirical qualitative studies on the lived experience of mothers under austerity and highlight the value of women’s ‘everyday’ perspectives on health, life, choices and value making. The research sought to emphasise the importance, for policy making, of considering the everyday lived experiences and narratives of those affected by welfare reform and austerity (Patrick, 2014; Hall, 2015; Garthwaite, 2016; Holloway and Pimlott-Wilson, 2016; Jupp, 2017).

Two qualitative methods were employed: ethnography and qualitative longitudinal interviewing. Ethnography, or participant observation, involves immersing oneself in a particular cultural context to generate ‘thick data’, concerned with the meaning attributed to both the actions undertaken and the world they take place within (Geertz, 1973). Ethnographic fieldwork was conducted for 18 months. It consisted of becoming a participant in a women’s group run by a charity and meeting at a community centre in the town centre. The women’s group met weekly and there were numerous other opportunities to engage with the members and the organisation; from training days, workshops, events we attended and informal meet ups for coffee and a chat.

The second method employed was qualitative longitudinal interviews (QLR). Fifteen women, 14 mothers, were interviewed in total. Interviews took place from September 2015 to September 2016. Mothers ranged in age from late teens to mid-sixties. Two interviews were conducted with each to explore everyday lived experiences of austerity. Having respondents from across socioeconomic groups within the borough emphasised classed differences of experience. The method emphasised how experiences evolved over time (Neale, 2012). Our discussions of imagined futures (Adam and Groves, 2007; Patrick, 2017) provided insight into hopes, fear, and alternative versions of life respondents envisaged. This is particularly important in the context of austerity, when cumulative waves of cuts and reforms are taking place in quick succession, swiftly changing lives in the midst of the normal parts of life; relationship breakdown and beginning, parenthood, job loss, dealing with death, illness or growing up.


Figure 7.1: Home baking from women’s group

[image: ]

Source: author’s photograph



Researching with mothers

The decision to research with mothers was based on the fact that both they and their families are particularly vulnerable to the effects of austerity measures. It was also hoped that mothers would have unique insights into how their everyday lives and families might be shaped by this phenomenon. Women experience subtly different levels of structural disadvantage and in many ways lead different lives from men. This is even more so for mothers. The research employed purposive sampling and snowball sampling (Strauss and Corbin, 1998). As part of the sampling process mothers who had a wide range of experiences were recruited. This included lone mothers, mothers with disabilities and children with disabilities, BAME (black and minority ethnic) women, women who worked in the public sector and third sector; and women of ages ranging from late-teens to mid-sixties. Mothers were recruited through the women’s group I attended, Facebook, the local Sure Start centres and through snowballing.

A thematic framework for analysis was derived in part from the study objectives and partly by identifying themes from ongoing analysis of transcripts. Analysis was conducted in several stages. First, the documentation of the data and the process of data collection took place. The data was then organised and categorised into concepts and themes. Next, the data was presented to demonstrate how concepts influenced and related to each other. Following on from that was the process of corroboration or legitimisation, broadly speaking, to find explanations or alternative meanings behind the narratives presented. Finally, the findings were compiled (Schutt, 2012). A combination of NVivo and Microsoft Word were used for coding, classification and grouping. Microsoft Word was used for ordering texts, quotes and themes. Pen and paper was used for highlighting and drawing charts. This multi-modal method allowed the data to be viewed from a variety of angles. Eventually, themes and key concepts began to consistently emerge. There was an ongoing revisiting of assumptions and themes throughout the writing period.

Findings I: Being a mam, juggling paid work and care

For respondents, three key themes emerged in relation to their experience of motherhood, work and care. First, many respondents, particularly those from lower income households, stated that they desired to be first and foremost mothers. Second, while their ideal role was as ‘just a mam’, they were clear that the stay at home mother (SAHM) role was not available to them as low-income/working-class women. Some needed to work to top up the household income. Benefits no longer covered their cost of living and had conditionality attached to their receipt. This welfare conditionality was a new experience. Intensified since reforms in 2012, sanctions represented the possibility of an entire loss of income for a period of time. There were also historical accounts given of mothers and grandmothers who worked as cleaners, bar staff and child minders to earn crucial money for their household, even though they were considered first and foremost mothers. Finally, for those in work, there was a prevalence of part-time and often also low-paid work – with underemployment cited by many. These experiences of low-paid, part-time work, underemployment and precarity of work (Shildrick et al., 2012) were felt to be increasing as a consequence of austerity.

Desire to be ‘just a mam’

Ethnographic findings indicated that engaging in caring work was immensely important for the participants at the women’s group. This was reinforced during subsequent interviews. Constant and nonnegotiable facets of interviewees’ everyday lives were tasks like caring for children, for partners, and managing the home. These tasks form what is broadly characterised as ‘social reproduction’ and include acts of provisioning, care-giving and interaction that produce and maintain social bonds (Fraser, 2016). To a large extent they shape the everyday experiences of women (and mothers more so) in distinct ways. For many of the women, caring duties were a lifelong job; they didn’t finish when children began school, or even when children grew up. Anne, a pensioner, had her own children and grandchildren living with her at various times and she was still very much involved in their day-to-day care. Here she states:

‘I’ve started to say no. I don’t feel guilty because my family have said no to me before, without giving it a thought. I’m taking me life back. I think its mothers [that can’t say no] actually. I think mother will tend to look after the kids more; it’s a natural basic instinct. But you can’t do everything. My 38 year old still relies on me; he wants me to solve all his problems he can’t solve.’ (Anne, Wave II)

Many participants also felt that they were responsible entirely for the household; paying bills, getting the food shopping in, and cooking. If they became unwell, they needed to micro-manage this work, as their partners or husbands wouldn’t necessarily know what to do, or how to do it right:

‘I can’t get sick. I had the flu mind, and I just had to keep going. I have to go out and do the shopping even when I’m sick. I gave him the money once to go shopping … I was trying to tell him what he needed to do, rent, gas, electric. When he come home I said “What did you get for my tea?” He said “Oh, nowt.” He’d done no shopping for me for a full week and I thought “I’m gonna be starving.” Cos like I said, we’ve all got different tastes. He didn’t have a clue what I liked. Like it doesn’t matter if I’m dying I still have to get up, so it doesn’t matter, you get used to it.’ (Pat, Wave II)

Many respondents felt their roles as carers was not only given a less important place in society under reform, but the emphasis on paid work devalued their endeavours. The type of work constituting ‘social reproduction’ was highly valued by respondents. This was felt to be at odds with shifts in policy and society at large whereby women are increasingly obliged to engage in wage-labour, while care is not adequately commodified (Lewis and West, 2016) and there was a growing prevalence of low-paid, insecure work (Holloway and Pimlott-Wilson, 2016).

The following extract from fieldwork illustrates an oft-repeated issue the women at the group had with the position of women.

FIELD NOTES

13 October 2015

‘When did women have to start going out to work? Mams used to go and do cleaning jobs at night, or bar work but they were at home during the day to do housework and cook meals. Families are different now. Mothers are not given the choice to choose. Being a woman is a 24-hour job. Being a man is a 16-hour job and you get to go to the pub.’ (Anne)

Under neoliberalism, and increased during austerity, there has been a distinct rise in ‘workfare’ policies. These consist of linking the receipt of benefits to labour market engagement or training to become ‘work-ready’, emphasising individual responsibility of citizens and minimal state supports (Peck, 2001). In this way, work has become a major source of legitimacy in the eyes of the state (Allen and Taylor, 2012). In contrast to the views respondents held about the importance of their caring and other non-economic work, the state does not afford their work the same level of value, nor does wider society. Fraser (2016) has described the capitalist economy as ‘freeriding’ on social reproduction while affording it no significant level of value. Welfare conditionality explicitly links benefit receipt to ‘moving towards’ the world of work, and work to legitimacy (Fletcher et al., 2016). As a consequence it diminishes the value of unpaid caring work. Furthermore, the value of benefits was decreasing and low-wage work failed to provide adequate income so respondents found themselves in a bind – expected to find work in order to avoid being labelled a ‘scrounger’, but destined to work in low-paid jobs that would not cover living expenses.

‘Stay at home mother’ role: out of reach for many

Those on lower incomes felt the idea of the ‘stay at home mother’ was a middle-class notion and out of their reach, as the following field note illustrated.

FIELD NOTES

16 June 2015

They acknowledged that working-class women did not have the luxury of being stay at home mams like middle-class women, but that they were very much present in the home and managed the home. They saw it as a middle-class thing to be able to choose unpaid leave to take care of kids. Middle-class relatives ask ‘why don’t you work’ (to women who are unemployed with children) while they themselves are staying at home with their children as their husbands can afford it with their salaries.

The significant factor separating the SAHM from non-working or unemployed respondents was the amount of leisure time and disposable income available to them. In one such instance, Lucy described running into a group of middle-class SAHMs and feeling the contrast with her own position. Lucy had, in the past, lived in a different area with her ex-husband. They had been financially comfortable and her life with her new husband felt a world away, socially and financially:

‘There were all these yummy mummies in, in all their stuff and it was just like, I was aching with jealousy. And I was “I remember being you. In a different life, I was you.” So I’d drop my kids off at school, then I’d go out and have lunch and I’d think that my day was really full, and I’d talk about my budget, in a way that I really believed. That was back when my mortgage was almost paid off, a four-bedroom house. And now, I was sat there on the other side of it.’ (Lucy, Wave II)

To give another example, working-class women have, to a greater extent, historically engaged in more sustained periods of low-paid factory, shop or domestic work, as Pat’s quote illustrates:

‘My mam had to work. There was six of us. I’m the youngest; my life was like “Go to the park with your big sisters.” That was lucky. Bread and jam, you know, taking sandwiches up, you know. But I had no option. She worked all the time. And me dad did. Six mouths to feed.’ (Pat, Wave I)

Respondents were keen at all times to emphasise that a women should have the right to choose whether they would engage in wage labour or not. They also noted that the true ability to be a full-time SAMH was really not available to them and other low-income families. They saw it as a possibility only for middle-class mothers who could spend money on leisure activities and hire a cleaner or a babysitter to go out. The mantra that women now ‘have it all’ does not reflect the everyday lives of many women, particularly working-class women, who are subject to the ‘sociocultural artefacts of class, nation and gender’ (Mannay, 2015: 159).

Combining low-wage or part-time work with being a mother

Respondents were critical of the push to engage in paid work they felt from both the state and their partners, amid the pervasiveness of low-paid and insecure work in the area. Anne noted how there were not a lack of jobs, but it was the type of jobs that was an issue:

‘Low-paid jobs, that’s all there is. You can walk into a job, and it’s social caring, cleaning houses, in nursing homes.’ (Anne, Wave I)

Five respondents were in paid work. They all worked part time, although the reasons for this were diffuse and not always out of choice – underemployment was an issue for public and third sector workers, as well as the expense of childcare. Of the remaining respondents, some were far removed from the labour market, economically ‘inactive’, some were taking care of young children and all were in receipt of various benefits as an important source of income. All parents noted the difficulty in finding quality work and adequate childcare.

‘They’ve reduced the age at which mothers have to go out and find work. And they want to be a mam, and they want to stay at home and be a role model to their children in that way. But they can’t cos now they’re forced to look for a job. The cuts in tax credits, the benefit cap, all of these things, financially have an impact on women. And the lack of services in the local area to support women.’ (Jill, Wave I)

There was also an important distinction to be made between paid and voluntary work. Many of the mothers were involved in their local Sure Start centres and volunteered there. It was also a place they could finish their school education, improve literacy and learn new skills. This voluntary work was important to them and added structure to their days and value to their experience as mothers. However, they did not express an interest in doing this work in a paid capacity.

‘I haven’t thought ’bout a career. In the Star centre we do voluntary. So I’m looking on doing that next year when me daughter goes to the nursery properly and I was hoping since she was going to the nursery I wouldn’t have to look after her and can help out with the volunteering.’ (Trish, Wave I)

There was also a general consensus among respondents that working as a social care worker or being paid to care for children in a nursery would not be a desirable job, given the zero hour contracts and low pay. One mother stated:

‘My partner keeps going ‘“Oh you’ve got to get a job soon, even if it’s just in a care home,” and I go “I don’t want to work in a care home. I’ll be miserable.” I’m not going to just go out and get a job because he says I need to get a job. I’m not doing it. Plus the work wouldn’t fit around her because it can be late at night or in the middle of the day or whatever. I want a job to fit around what she’s doing and he doesn’t understand that … I’m a full-time mum and he just comes and goes. He doesn’t understand how much it takes to look after her.’ (Jody, Wave II)

It is important to note that these experiences and perspectives run contrary to wider policy context and media discourse and are part of a historical preoccupation with working-class habits, values and practices (Skeggs, 2005a). There is an enduring and entrenched attitude that those in receipt of benefits and those not actively engaged in the labour market, particularly women such as white working-class mothers, get pregnant ‘as a career option’ and are lazy and work-shy (Tyler, 2008).

Class, mothers and respectability: policy and politics

Evans’ (2016) work on women, poverty and the ‘politics of respectability’ has highlighted that under austerity women’s ‘respectability’ is increasing being linked to their participation in the labour market. This is in part perpetuated through negative media stereotypes which have a historical legacy (Skeggs, 2005a, 2005b; Hayward and Yar, 2006; Tyler, 2008). In the austerity era this rhetoric has centred on such categories as large families and families on out-of-work benefits being framed as ‘welfare problems’ (Jensen and Tyler, 2015: 11). By framing those not engaged in formal wage labour in this way, and the corresponding withdrawal of benefits, a distinction between ‘deserving’ and ‘undeserving’ female poverty is being created. Women who live on a low income with more than two children, those engaged in low-paid work, living in social housing, or not living with partners are some of those groups framed as ‘undeserving’ (Jensen and Tyler, 2015).

The contemporary discourse around work and active participation in the labour market is highly gendered and classed; discussion of gender equality and women’s participation in the labour market so often centres around the struggles and gains of middle-class women, and their future-oriented career trajectories (Allen and Taylor, 2012: 17). This is due, in part, to a sociological and economic tradition which has taken the family or the household as the unit of analysis. The result was a screen which effectively prevented gender from coming into view as an axis of inequality. Thus, the tradition of social-class analysis based on male occupation created ‘a whole genus of work which was restricted to class as a male concept’ (Oakley, 1993: 217). In the contemporary austerity context emerging literature indicates that poorer families, those from working-class communities and young mums experiencing are at the receiving end of an ongoing process of normalisation, individualisation of their problems and stigmatisation by the state and media (Jensen and Tyler, 2015; Wenham, 2015).

Working-class women (such as in the anecdote shared by Pat about growing up) have been engaging in low-paid work for much longer than the period in which middle-class women have been entering into higher education and professional work in large numbers. This is obscured by not only dividing up economic and non-economic work, but of discounting this low-paid women’s work entirely. The following fieldwork extract elaborates on this point.

FIELD NOTES

16 June 2015

Working-class women had to be either factory workers or barmaids, and that was that. Anne said that her mam was a ‘stay at home mam’, but when we delved a little deeper we learned that in fact she had always worked in jobs as well as being the main carer in the family. The members of the group came to an agreement that working-class women had ‘always worked’, they did not have the luxury of being a stay at home mam like middle-class [women], but that they were very much present in the home and managed the home.

The desire to be first and foremost a mother was felt to be at odds with shifts in government policy, and society at large. There is a pervasive theme of valorising being in paid work (in opposition to being ‘on benefits’) running strongly through social policy in recent decades (Jupp, 2017). Women are increasingly obliged to engage in wage-labour without the requisite provision for childcare or accommodation for time off due to having a baby. As well as this, parents are increasingly held accountable for the social mobility of their children and themselves in the gradual removal of a safety net. The government reinforce these ideas through linking claiming out-of-work benefits with behaving irresponsibly and lazily (Cameron, 2011; Jensen and Tyler, 2015). Lisa’s experience represents this situation very clearly, and also illustrates the valuable insight to be gained from longitudinal research as her circumstances changed considerably between Wave I and Wave II. When Lisa split with her partner, she found herself and her two sons, both with autism, on the sharp edge of the cuts. Lisa’s mental wellbeing worsened due to the stress of financial insecurity and of her relationship coming to an end. The family, who already struggled with money, risked getting into further debt. They risked being unable to run the car (which the boys needed as they did not find it easy to use public transport) and not being able to properly heat their home. The uncertainty of when her stopped benefit payments might resume, coupled with the perceived unfairness of this when caring for two children with complex needs and issues, weighed heavily on Lisa:

‘I’m now on my own with the boys. Waiting for my Housing Benefit, my tax credits, everything got stopped for me. My partner’s claim continued, mine all stopped. They classed his change as a change of circumstances, mine as a new claim. So my money got suspended. Until that’s sorted you can’t get any Housing Benefit. So even though I haven’t actually moved out of the house, that’s been stopped. Because it’s a new claim, with no date as to when it’s going to start again. Even though the tax credits are for the children, that’s been stopped. We’re in limbo now. And I have to have a work-focused interview at the job centre every six months. Or whenever they call me in. He never has to have one.’ (Lisa, Wave II)

Respondents did not agree with classed forms of ‘placed parenthood’ (Allen and Taylor, 2012) – self-regulating, future-oriented subjects who should earn money and not rely on the state for benefits or services. They also resented the notion that women should aspire first and foremost to be ‘skilled’ workers, rather than mothers and carers.

FIELD NOTES

4 August 2015

Pat felt pressured by her husband to go into caring work at a hospital, because it was some job, any job. She doesn’t want to care for old people in a hospital, and is quite adamant about that. She already does more than enough caring work in her own home.

Respondents indicated that they valued caring for their families, having enough money to live a reasonably comfortable life, and to have the ability to have time for themselves, either to do hobbies or leisure activities, or to do training or further education. They wanted to be involved in building stronger and more cohesive communities. They challenged the notion that their worth was located primarily in the job they might do.

Findings II: Mental health of respondents compromised by austerity

Mental health issues emerged as a strong theme throughout the research. Most respondents had experienced depression and anxiety, and many had taken medication or attended counselling for these issues. Experiences of post-natal depression, anxiety, and depression were common. More extreme manifestations of poor mental health, such as suicidal tendencies and self-harm were also discussed. It is very important to emphasise that for many mothers in the study, life had ‘always been’ tough. However, austerity was a compounding factor and something which was characterised out as having clear impacts on some respondents’ mental health. One respondent, Lucy discussed the very sad circumstances surrounding the death of her child in this era of austerity, stating that the lack of state support and lack of a safety net for her family made managing much harder:

‘The tax credits one [proposed reforms in 2015] were genuinely terrifying. This was the first time in a long time that we’d been eligible. Because he’d earn quite a lot in a short period, the knock-on effect when he lost his job was we’d lost our entitlement to them when we needed them most. One year they massively overpaid us, about six years ago, and they’re still clawing it back off us. In fact, we got a letter from them just a couple of months ago saying “We’re going to change the way that we’re taking back overpayments by taking more out of your tax credits.” And that was it, no when, how much, nothing. And I was like “What? Is that on purpose just to intimidate people?” When we came out of the hospital after losing our son, and you need to rest and you just can’t function anyway. Without my buffer [of income] we were absolutely buggered, like within a month. It was a disaster. We weren’t paid, people were angry, what we were entitled to was really confusing. I lost him in April, and I had to go back to work in early July. I really wasn’t ready, it was absolutely horrible. It was so brutal, and this is what we’ve come to.’ (Lucy, Wave I)

To emphasise the difference more generous welfare provision could have on mental wellbeing, at our second interview Lucy was in a great mood. She explained that a chunk of money had arrived in her bank account – the tax credits which had been taken off the family (which, it transpired, was due to an administrative error). She said her physical health and that of her husband’s was improving and their confidence had increased enormously after a bad few months.

The main factors attributed to the experience of poor mental were related to financial insecurity (not having enough money and benefit cuts), the stress of dealing with a reforming benefit system, anti-social behaviour on estates and poor quality housing. For respondents, their experience of being mothers in a context of financial insecurity, heavy emotional burdens, emerging health issues with their children or themselves, as well as the struggles of everyday life under austerity in Stockton-on-Tees led to poor mental health experiences. As Mattheys et al. (2016) found, living in more deprived areas increased the likelihood of experiencing mental ill health. Public Health England (2017) data has also indicated a widening in the gap in life expectancy for women in Stockton, up to 12.7 years from 11.4 years in 2015.

Mental health is crucial for general wellbeing, and to live a happy and productive life. Psychosocial stress is of huge significance; chronic low-level stress ‘gets under the skin’ and makes this difficult to achieve (Garthwaite and Bambra, 2017). Discussions of mental health issues arose in interviews with all but one participant. Jackie, the mother with the highest income, a husband working in a professional job, and a mortgage, never mentioned struggling with mental health issues (that is not to say she did not experience any, of course). The lived experience of social depletion (the pressure of combining caring work with the additional pressures of austerity including mounting debt, a feeling of the deteriorating in the quality of community life and worsening mental health) (Rai et al., 2013) may have led to the stress or mental ill-health that was reported by others. For respondents, their experience of being mothers in a context of financial insecurity, heavy emotional burdens, emerging and evolving health issues with their children, as well as the struggles of everyday life such as poor quality housing and living in places where anti-social behaviour was prevalent, led to poor mental health experiences.

Financial insecurity and ill health

Personal over-indebtedness and financial vulnerability can have a huge impact on physical and mental health (GCPH, 2016). It can also generate knock-on consequences for families and exacerbate levels of exclusion. Glasgow Centre for Population Health have argued that being in debt, especially to high cost lenders, represents a public health risk as it can lead to increased stress levels and mental health issues (GCPH, 2016). Mental wellbeing was being affected through increased feelings of insecurity and disempowerment and struggling with money. Pat’s family, for example, were living on less and less money all the time. She found juggling increasingly difficult. She said, ‘it does worry me, yeah. And I’ll tell you the truth. Today I’ve walked in cos I’ve got 30p in me purse and that’s gotta last me til … next week. Cos it’s the only time I get paid’ (Pat, Wave I).

Brenda, who was struggling through multiple austerity reforms and ill health, had been very negatively affected. She had been hit by the bedroom tax and had to move, had been denied disability benefits and won them on appeal, and had mounting priority debts (unpaid rent and council tax) and high-interest debt. Here, she describes her situation:

‘Because the rent arrears were accumulating, a welfare rights adviser was put on to help us. She put me through for PIP [Personal Independence Payment] and I got it. I was absolutely dreading it, and when that letter came I cried. Although my health has deteriorated since I was put on PIP, I was put on the lowest rate, but it wasn’t about that. I phoned my welfare rights adviser and she said “You can appeal this, you should be on a higher rate,” but I said “I’m not doing it.” With Carer’s Allowance, when my husband was found eligible for that, he got a letter, they said “Yeah, but you’re not getting it until eight weeks’ time.”’ (Brenda, Wave I)

In Wave II Brenda was living in new accommodation and, while she was feeling much better the day I spoke to her, her mood had not been good overall. She said:

‘The doctor at the hospital accepts that I am in pain, but says there’s nothing more they can do for me. Nothing shows up on the scans. Even morphine doesn’t touch me. I’m on three lots of medication for pain. When I went to see the psychologist there I said I feel like I’ve got two depressions – one is for me physical health and the other’s for the … the mental stuff. The emotional things. I said I wanted to concentrate on the emotional things first, which I’ve been trying to do with no success. I’m still fighting the depression and all of this. I’ve come to the point where I feel like there’s nothing more I can do, everyone’s just waving me away …’ (Brenda, Wave II)

Place, austerity and mental health

The places you live in, come from and spend time in affect your health. The work of Cummins and colleagues is useful here in conceptualising the ‘relational’ ways place affects health – ‘through complex relational spatial interdependencies which exist between people and places’ (Cummins et al., 2007: 1835). Many respondents lived in areas with multiple and complex issues of deprivation, clustered around a few specific estates. Dee had been told to remove the name of her estate from job applications, to only use the postcode as the estate had a bad reputation. This is a pertinent example of how certain places are rendered tainted or blemished – ‘territorial stigma’ (Wacquant et al., 2014). Trish explained the situation on her estate, which was the same place where quite a few respondents lived or had lived at some point:

‘It can be nice round here but … lately, it’s different. Things are different from when I first moved in. It was horrible when I first moved in. Police round every night. Then things quietened down. And then last couple of months it’s changed, really. Young guys on motorbikes round the streets. Where I live on the corner on a morning you get drug dealing. On the corner. And they’re there every morning. The atmosphere’s not the same anymore. There’s a community centre but it’s not open. Becky went to a meeting with the housing association a fortnight ago, she brought it up that there is a community centre there and to do something with it cos it’s just getting ruined.’ (Trish, Wave I)

Respondents detailed anti-social behaviour in their areas, such as drug dealing, which made day-to-day life that bit more challenging. Jody said on her estate ”most people will keep to themselves. There’s some dealing going on. There’s about three or four drug dealers in one block of flats. It’s very hard from that sense because I don’t want [daughter] to go outside” (Jody, Wave I). As Shildrick et al. (2012: 163) stated, ‘living and growing up in neighbourhoods of multiple and concentrated deprivation meant that the interviewees faced wider disadvantage beyond their difficulties in accessing decent, lasting employment’.

Many respondents spoke negatively about their houses. Both the location of poorer-quality housing, on specific estates in specific parts of the borough, and the houses themselves which were described as being damp and breezy, reinforce a set of inequalities for those living in certain places. Lisa’s experience relates to multiple issues – an insecure tenancy in unsuitable housing, dealing with her children’s disabilities and negotiating the welfare system in a period of major reforms to the social security system:

‘… It’s better [now] than what we were living in before. We were living in a two-bedroom bungalow that was cold, it had damp, I had a bad chest the whole time we lived there. We’re lucky we’ve managed to move on. We got the boys’ diagnosis, and I managed to get Carer’s Allowance. It was because of that that we could move. Before, when your children still have something different about them, you still have to look after them but you don’t get Carer’s Allowance. I couldn’t get Job Seeker’s [Allowance], I couldn’t get any Income Support, I could get nothing. I was being a carer, but that wasn’t being recognised.’ (Lisa, Wave I)


Figure 7.2: Row of terraced housing in Town Centre ward
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‘The sense of social indignity that has come to enshroud certain urban districts … has implications for residents in terms of employment prospects, educational attainment, and receipt of social assistance’ (Slater, 2017: 8). It led Dee to report, as stated previously, that her Jobcentre Plus adviser had told her to avoid putting her estate on her CV, and to opt for the postcode instead. Dee refused; she wasn’t ashamed of where she came from (Wave I). These mechanisms place those in poorer areas at a disadvantage and have a significant impact on mental health. Pearce (2013: 1924) has found that austerity will have implications for future health inequalities as ‘one of the likely implications of reducing investment into communities with a multitude of social problems is that such places will become increasingly stigmatised, which is likely to be detrimental to the health of local residents’.

Findings III: Intersectionality and invisible inequalities

Experiences of inequality are mediated through the intersections of disability, place, socioeconomic status and gender. The intersections of these inequalities both create the conditions for, and exacerbate lived experiences of poor health, debt, and multiple disadvantages. There is a lack of insight into the intersecting nature of gendered and spatial inequalities stemming from austerity (Greer Murphy, 2016). Gender is an important determinant of health because gender inequality leads to different experiences of health for women, rooted in imbalances of power and societal roles and expectations. Stein has argued that health has been perceived as having a single, dominant determinant but to more adequately understand women’s health it might be more sensible to view it as having multiple determinants or as ‘an intricate, non‑linear, tangled web of factors, some of which are socio‑political’ (Stein, 1997: 89). This can be enhanced by an intersectional perspective (Hill, 2016) wherein characteristics of individuals or groups represent ‘reciprocally constructing phenomena’ which combine to affect how inequalities are experienced (Collins, 2015).

Brenda’s experience illustrates the intersectionality of inequality. Brenda was in her late forties at the time of our interviews. She had two children and had remarried. In Brenda’s childhood she was a victim of abuse, and suffered from post-traumatic stress disorder as a result. Her first marriage was conflictual. From it she had two children, a daughter who lived with her, and a son who was homeless and addicted to drugs, living in Newcastle. She had suffered from postnatal depression with her first baby, and again with her second. With her second, she used to take her temper out on her eldest all the time without being able to control it. In her own words, she “would have knocked her across the room if the bed hadn’t been there”. She told her midwife this straight away and reported feeling bad about her behaviour. She was glad she divulged this when she did and got the help she needed (Wave II). Brenda suffered from osteoarthritis and at times had been confined to a wheelchair. She reported suffering from very poor mental health, had depression and sometimes felt suicidal. She was taking numerous pain killers, including morphine, for chronic pain. Our second interview highlighted how her mental health had deteriorated in a few short months:

‘Me health’s been up and down. I had the crisis team involved with me because I’m suicidal. They said they’d contacted somebody the first time they were out in September but nobody had contacted me for counselling. But they got them out the same day for me. They referred me to a local counselling service and I thought “Yes, I’m finally going to get some help.” Not once were any of my issues broached. I had a couple of sessions and then either, I think I cancelled one. She cancelled a few of them and when I cancelled the last one she went “Well do you want us to just close your file?” and I went “You might as well.” And I was devastated.’ (Brenda, Wave II)

Brenda’s mental health and debt issues were intertwined, as she explained:

‘Last year, we asked for help, we went to the housing for help, all these people for help, and nobody would help us. I suffer from serious depression, so my mental state was just on the floor. All these things they put into place, you get with one hand and it’s taken with the other. I hate not being mobile and not being able to work. I wasn’t bothered by the rent and that when we were both working, d’you know what I mean? We could do that. Even though we struggled.’ (Brenda, Wave I)

Women’s lives frequently feature what could be characterised as an ‘invisible inequality’ whereby economic, political and social factors intersect to amplify the aspects of women’s lives which reinforce gender-based inequality and which are subsumed under dominant beliefs rooted in biological determinism and gender roles. Under austerity some of these effects are magnified. Women are being affected to a great extent by service cuts, labour market and social security reforms. The Women’s Budget Group have recently produced an important report highlighting the intersectionality of inequalities for women under austerity (Hall et al., 2017) highlighting that low-income families, lone parent-headed households and BAME households have been particularly affected. As women are the main group carrying out social reproduction, their diminishing financial capacities coupled with more pressure to carry out such work with fewer supports places them at a further disadvantage and may increase levels of stress, anxiety and worry. It is of enduring importance that women, particularly women on low incomes, living in poverty, with disabilities and in vulnerable situations, are heard and that policy is formed taking their experiences into account.


Figure 7.3: Town centre on market day

[image: ]

Source: author’s photograph



Conclusion

This chapter introduced the significance of austerity’s effects on Stockton and on women in a context of growing inequality. It discussed research findings relating to the specific experiences of mothers in Stockton – their experiences of being a mother, of low-paid work, of caring duties, and the desire for many to be first and foremost a mother. It illustrated some of the inequalities respondents face – the desire to be a stay at home mother in a time of diminishing incomes, and mounting pressure leading to anxiety, depression and other mental health issues. I have argued that there is a need to acknowledge the role of social reproduction and how ongoing austerity measures are exacerbating the deeply gendered dynamics of the politics of inequality in the UK. Articulations of austerity which critique welfare state retrenchment without focusing on its gendered structure and an intersectionality of advantages and disadvantages are limited. In this context of worsening mental health, decreased incomes, diminished value of the roles of carers, the experience of women, especially in an intersectional context, warrants ongoing investigation. Future research which explores the everyday lived experiences of those groups specifically targeted by welfare reforms (women, those with disabilities, minority ethnic groups) is therefore of great importance. Longitudinal research has the added benefit of being able to explore how these experiences change over time.

The central arguments of this chapter were threefold. First, it was argued that there is an inherent interplay between macro level policies such as national politics and policy making and the micro experiences of these. Second, the everyday experiences of austerity, particularly relating to experiences of health, require ongoing academic investigating. Qualitative investigation such as this piece of research is well suited to drawing out the nuances of the lived experience of austerity. Finally, the experiences of women, particularly the ‘invisible inequalities’ of women’s lives discussed in the previous section, constitute a negative outcome of austerity, and one which needs further investigation and to be challenged. These experiences represent an intersectionality of inequality whereby the way gender roles operate place women at a structural disadvantage. This disadvantage is being increased under austerity.
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EIGHT

Conclusion: Health in Hard Times

Clare Bambra

In this concluding chapter, I bring together the main themes of the previous chapters highlighting the key contributions which the Stockton-on-Tees project has made to the wider social science and health inequalities literature; specifically, our understanding of geographical inequalities in health during austerity. The following three key contributions that the research project has made are discussed: (1) The value of taking a case study, mixed methods approach to the exploration of place-based health inequalities; (2) The contribution made by the project to understanding health inequalities and the relationship between health and place by localising the study of health inequalities; and (3) what the project found in terms of the effects of austerity on health inequalities. The chapter concludes by outlining the research, policy and practice implications of the project emphasising how our case study shows the need to integrate political economy perspectives into geographical research; the importance of universal social policy safety nets especially for women, those with disabilities and health conditions, and older people; and for practitioners to look beyond health behaviours when designing public health interventions.

Revitalising the case study approach

Our project has contributed to the literature methodologically by resurrecting the case study approach in UK social science. The case study approach has a long tradition in UK social research, arguably dating back to the work of Charles Booth in the late 19th century (1889–97). Other prominent early research in this tradition includes Joseph Rowntree’s studies of poverty in York in the early 20th century (1901) as well as the Marienthal town study in Austria (Jahoda et al., 1971 [1930]). In the post-war period, the case study method was elaborated by the Chicago School of urban ethnography (for example, Whyte, 1993 [1944]), while in the UK, there was more of a focus on particular occupational settings or occupational groups with the intention of examining the dynamics of social class such as Coal is Our Life (Dennis et al., 1956), Working for Ford (Beynon, 1973) or The Affluent Worker (Goldthorpe, 1963). However, the popularity of the case study method declined in recent decades in UK social science, partly as a result of an increased contestation of the concepts of ‘place’ and ‘community’ in social science research (Studdert, 2006; Agnew, 2011). Methodologically though the case study approach has many advantages – many of which have been demonstrated in the previous chapters – it encourages the combination of quantitative and qualitative data and methods of analysis and interpretation, it is interdisciplinary – drawing on the insights of different disciplines within and beyond the health and social sciences.

In our case study of health inequalities in Stockton-on-Tees during a period of austerity, we have produced an example of an intensive, longitudinal, triangulated study. This has enabled the production of a rich, multi-faceted and detailed explanatory account. This is in stark contrast with the majority of health inequalities research which has traditionally been dominated by quantitative approaches and the broad-level analysis of a large number of cases or places. This reflects the dominance of epidemiological methods in the study of health and of health inequalities conventionally being viewed from a public health rather than a social science perspective. In applying an intensive, mixed methods case study approach, we have instead demonstrated how different methodological approaches (including ethnographic, qualitative and archival research) and different disciplines (including anthropology, sociology, social policy, geography, history alongside social epidemiology) can also contribute to and advance our understandings of health inequalities. The methodological and disciplinary diversity of the case study approach enabled the research to take a long view on the nature of health inequalities, anthropological and sociological approaches meant that the project could engage with issues of intersectionality and the fluid nature of place and community, while the social policy and geography traditions were fundamental throughout the project in thinking through the impacts on geographical inequalities in health of austerity and welfare reform. Our project has therefore shown how research into health inequalities can be methodologically reshaped and the perspectives from different disciplines incorporated. In doing so, we hope that we have shown how a broader range of social scientists and even humanities scholars can engage with health inequalities and enhance understandings of their causes within a period of austerity.

Nonetheless, it also needs to be noted that a case of approach obviously has some limitations. First, by only examining one place – Stockton-on-Tees – albeit in an intensive manner, and research findings are not easily generalisable to other locations. Data only relates to one place and the uniqueness of Stockton-on-Tees in terms of the scale of its health inequalities also means that it may be that specific issues affect Stockton that might not affect other localities. However, we are still able to expand knowledge of the complex causal factors involved in the aetiology of health inequalities and the theoretical and empirical insights from our case study will still have implications for research and practice in other localities and nationally. Second, by taking a mixed methods approach, the findings from the different methodologies are sometimes complementary but on other occasions they contradict one another. It’s difficult therefore to tease out universal findings even within the specific case study area. Finally, the contested nature of community within social science and place is also something encountered within this project. Different parts of the project conceived community and place in different ways. For example, the quantitative analysis in Chapters Three and Six used a more traditional, bounded and fixed conception of place that used administrative geographical boundaries to define which neighbourhoods of Stockton-on-Tees – and therefore which people – were sampled for the survey (Pahl, 2005). In contrast, the qualitative research in Chapters Four, Five and Seven and the historical research in Chapter Two took more fluid approaches to the conceptualisation of place and community. For example, in Chapter Seven, Amy Greer Murphy’s sampling approach emphasised the importance of social networks (Savage, 2008), while the relational nature of community was evident in the sampling frame taken by Kate Mattheys and Kayleigh Garthwaite in Chapters Four and Five (Studdert, 2006). The role of affect in communal being-ness is very apparent within all of the qualitative chapters (Walkerdine and Jimenez, 2012). The project therefore incorporated developments in the social scientific understanding of place and community into the case study.

Advancing understanding of health inequalities

There is a long history in the UK of research into health inequalities and the relationship between health and place, arguably dating back over three hundred years (Macintyre, 2003; Smith et al., 2016). For example, records from the 1840s show that gentry and professional men residing in Bath had a life expectancy which was more than double that of labourers living in the same area (Chadwick, 1842). A similar socioeconomic health divide was visible in Liverpool, although life expectancies for both occupational groups were lower than for the equivalent groups in Bath – demonstrating spatial as well as socioeconomic inequalities in health (Chadwick, 1842). Despite significant increases in life expectancy for all-population groups over the last two centuries, socioeconomic and spatial inequalities in health remain with gaps in life expectancy between the most and least deprived neighbourhoods of England amounting to nine years for men and seven years for women (ONS, 2015). Health inequalities also remain higher in the North of England than in the South (Bambra et al., 2014). Gender and ethnic inequalities also exist, operating in an intersectional way (Gkiouleka et al., 2018).

Historically, there have been intermittent UK government attempts to tackle socioeconomic health inequalities. For example, Chadwick’s work on sanitary conditions underpinned the 1848 Public Health Act (Golding, 2006). Concerns over inequalities in health also contributed to the establishment of the post-war welfare state and the National Health Service (NHS). The persistence though of health inequalities in the post-war period led to the government-commissioned Black Report (1980) on inequalities in health, which examined aetiology and made policy recommendations on reduction. In more recent decades, health inequalities have managed to sustain a more consistently high policy profile with, for example, the 1997–2010 Labour governments commissioning two further reports (Acheson, 1998; Marmot, 2010) and putting into place the first national reduction strategy in Europe (Barr et al., 2014; Bambra, 2016; Barr et al., 2017). The strategy included ‘upstream’ interventions such as the national minimum wage and higher benefits and pensions, as well as more targeted initiatives, such as the Sure Start programme and increased NHS spending as well as ‘downstream’, more behavioural interventions (such as nicotine replacement therapy) (Mackenbach, 2011). Over time, the policy suffered from ‘lifestyle drift’ – whereby the government moved from a commitment to dealing with the wider structural, social determinants of health to instigating narrow, lifestyle interventions focused on individual behaviour change (Hunter et al., 2010). However, arguably as a result of this ‘lifestyle drift’ (and the curtailing of the policy by the economic crisis and the change to austerity under the Conservative led governments since 2010) the New Labour approach was only partially successful, there were small reductions in health inequalities in terms of life expectancy and infant mortality rates but these were not on the scale anticipated (Mackenbach, 2011; Bambra, 2012; Barr et al., 2014; Bambra, 2016; Barr et al., 2017). Subsequent Conservative-led governments since 2010, have focused exclusively on lifestyle interventions while also implementing austerity (Bambra, 2016). The lack of success of the New Labour approach may have been as a result of the ‘lifestyle drift’ (discussed below) or because interventions were nationally conceived and delivered on a ‘one size fits all’ policy basis despite evidence that ‘standard issue’ public health and social policy interventions may not work in every context (Chow et al., 2009; Joyce et al., 2010). Within this context, our case study of Stockton-on-Tees aimed to provide a more localised understanding of health inequalities and particularly the impact of a major economic, social and policy ‘system shock’ in the form of austerity on health inequalities in the local authority.

The UK has also long been at the forefront of research into health inequalities with a considerable body of work – largely situated in the public health and epidemiological literature – which outlines patterns of health by socioeconomic factors and considers their causes (Smith et al., 2016). However, while there has been much UK and international research into the causes of health inequalities, the aetiology is still unclear particularly when examined at the local level. This is especially the case in terms of examining geographical health inequalities where there are additional debates about the importance of place in shaping people’s health (Dorling et al., 2001). There are competing explanations for inequalities in health between socioeconomic groups: cultural-behavioural (inequalities result from health-related behaviours), materialist (inequalities result from income, access to goods and services including health care, as well as exposures to material conditions such as housing or the physical work environment), psychosocial (inequalities result from exposure to feelings of inferiority and subordination particularly in the workplace), life course (inequalities result from the accumulation of social, psychological, and biological advantages and disadvantages over time) (Bartley, 2004). However, the majority of studies tend to privilege the behavioural explanation over the others, even though the importance of the social determinants of health (access to essential goods and services, housing and the living environment, access to health care, unemployment and social security, and working conditions) is almost universally accepted (Marmot, 2010). This is mirrored in public health practice and policy responses to the ‘wicked issue’ of health inequalities (Blackman et al., 2011) which, with some notable exceptions such as the New Labour government policies of the late 1990s (discussed above), have almost exclusively tried to tackle health inequalities (if they have tried at all) through behavioural or health service means.

Our research project localised the examination of the multi-faceted causality of socioeconomic health inequalities in Stockton-on-Tees –qualitatively, quantitatively and historically. In contrast to much previous research and policy trends though, we found little evidence that behavioural factors were the most important determinants of socioeconomic and spatial health inequalities in Stockton. Indeed, we found that material and psychosocial factors mattered far more for the health divides found between the most and least deprived neighbourhoods of Stockton-on-Tees. This was a consistent finding across the different methodological and disciplinary approaches as shown in the previous chapters. This suggests that a research focus on examining health behaviours – particularly in isolation from the wider social and economic environment – as the main cause of health inequalities is at best misguided and at worst it lends support to the continuation of behavioural interventions and individualised policy solutions (of ‘lifestyle drift’) which are unlikely to be effective in the long term (Hunter et al., 2010).

Through qualitative work, our project has also examined how socioeconomic status and locality intersects with gender in the aetiology of health inequalities (Arber and Cooper, 1999; Hill, 2016; Gkiouleka et al., 2018). Intersectionality was initially developed by Black critical thinkers and activists as a way to conceptualise multiple disadvantage (like that experienced by Black women) as an oppressive experience that could not be captured by approaches that disregarded power relations and treated race and gender as distinct entities (Crenshaw, 1991). Since then, intersectionality has influenced scholarship in various fields (Crenshaw, 2001) – most recently it is beginning to influence health inequalities research. Intersectionality can be defined as an analytical strategy in which social categories like gender, race, socioeconomic status, or sexuality are mutually constructed and underlie intersecting systems of power that foster social formations of complex social inequalities (Gkiouleka et al., 2018). Individuals, groups and places are differentially located within the intersecting systems of power and their location shapes their experience – including their health (Hill, 2016). In Chapter Seven, Amy Greer Murphy draws on intersectionality to show how the health of women – and particularly of mothers – living in deprived neighbourhoods is particularly affected by austerity and the cuts to social safety nets and social services that this entailed. This considerably advances the use of intersectionality as an analytical frame within health inequalities – where research into gender and health, ethnicity and health, or socioeconomic status and health have traditionally emerged as distinct and separate fields of research. Indeed, the sizeable health inequalities literature has had a predominant (and arguably excluding) emphasis on socioeconomic status as the key axis of inequality. In the UK for example, the term ‘health inequalities’ refers almost exclusively to socioeconomic status with little reflection on how that is stratified by other factors such as gender. Our project has therefore added to the growing interest in intersectionality in health inequalities research by highlighting empirically – not just theoretically or discursively – the gendered implications of austerity for health (Gkiouleka et al., 2018). It has also shown that fears raised by women’s groups and poverty charities about the unequal gendered effects of austerity were well founded (MacLeavy, 2011).

Our project has also engaged with and advanced a key debate in the geographical literature about the relationship between health and place. Specifically, and as outlined in the introductory Chapter One and in Chapter Three, this concerns the relative health impacts of the composition (socioeconomically disadvantaged people live in socioeconomically disadvantaged areas) versus the context (socioeconomically disadvantaged places may suffer from having poor economic, social and physical environments) (Macintyre et al., 1993). There have been theoretical moves away from this dualism towards a more relational approach that recognises the ‘mutually reinforcing and reciprocal relationship between people and place’ (Cummins et al., 2007: 1826). A consensus is beginning to emerge that acknowledges that different contexts have different health effects on different individuals: that place matters (Dorling, 2001). However, little attention has previously been made to factors that sit above the individual (composition) or the local (contextual) such as the role of macro political economy factors. Context has also been shown to be important in terms of the success – or not – of public health interventions (Chow et al., 2009). However, to date, much of our knowledge of geographical inequalities in health in England comes from national-level datasets that are unable to account for the specificities of particular places or use proximal area-level deprivation indicators which are themselves the aggregate of individual characteristics (Cummins et al., 2007). Our project provided the opportunity for a more detailed and multi-faceted investigation into how geographical inequalities in health develop, are subsequently shaped and experienced at the local level during a period of substantial changes in political-economy – austerity.

Our case study of Stockton-on-Tees empirically demonstrated the importance of a relational understanding of health and place – that it is not either context or compositional factors that matter for health but their interaction. Most notably in Chapter Three, Ramjee Bhandari’s quantitative analysis demonstrated that the interaction of individual, compositional factors (behavioural, material and psychosocial) with contextual place-based environmental factors accounted for the greatest amount of the inequality gap in physical health. This was further emphasised in Chapter Six where Nasima Akhter and colleagues noted the importance of the interaction of environmental-material factors with individual factors in explaining geographical inequalities in mental health during austerity. The qualitative chapters by Amy Greer Murphy, Kayleigh Garthwaite and Kate Mattheys also highlighted how individual factors interacted with the wider context to produce different lived experiences of austerity and health. For example in Chapter Five, Kate Mattheys interviews with people with mental health issues showed that the effects of austerity varied both by place and individual circumstances. The relational approach was also demonstrated in Mike Langthorne’s historical research in Chapter Two whereby the contextual social determinants of health in 1930s Stockton interacted with compositional factors. Most significantly though, through focusing on the effects of austerity, the whole project has demonstrated the importance for research into the relationship between health and place to take political economy factors into account. Our findings in relation to austerity and health inequalities are explored further in the next section.

Health inequalities in an age of austerity

An important aspect of our project was examining local health inequalities in Stockton during austerity. Austerity was an important meta-contextual factor or political economy backdrop for our study. The political economy approach to explaining health inequalities focuses on the social, political and economic structures and relations that may be, and often are, outside the control of the individuals (compositional) or the local areas (contextual) they affect (Krieger, 2003). In this sense, geographical patterns of health and disease are produced by the structures, values and priorities of political and economic systems (Krieger, 2003). Area-level health – be it local, regional or national – is determined, at least in part, by the wider political, social and economic system and the actions of the state (government) and international-level actors (supra-national government bodies such as the European Union, international trade agreements such as the Transatlantic Trade and Investment Partnership, as well as the actions of large corporations) in shaping the compositional and contextual determinants of health (Bambra, 2016). Political choices are seen as the causes of the causes of the causes of geographical inequalities in health (Bambra, 2016). The effects of recessions and austerity on the social determinants of health and the resulting effects on health inequalities is a clear example of the importance of macro political and economic factors – an example that was the focus of our project and this edited collection.

The global economic downturn which followed the widespread financial collapse of 2007 and 2008 (Gamble, 2009) was followed in the UK by the implementation of a wrath of austerity policies (reducing budget deficits in economic downturns by decreasing public expenditure and/or increasing taxes). As outlined in the Introduction Chapter, economic downturns are characterised by instability (in terms of inflation and interest rates) and sudden reductions in production and consumption with corresponding increases in unemployment. In terms of the general population health effects of economic downturns, the fairly large international research literature suggests that while all-cause mortality – as well as deaths from cardiovascular disease and motor vehicle accidents – decreases during economic downturns, deaths from suicides among men, psychological ill health, limiting longterm illness and poor self-rated health all appear to increase (Bambra, 2011). The evidence base also suggests that health behaviours improve during downturns, especially among heavy alcohol and tobacco consumers (Bambra, 2011). However, the effects of downturns on health inequalities are less clear with far fewer studies in this area. For example, a Japanese study found that economic slowdown increased relative occupational inequalities in self-rated health among men but not women (Kondo et al., 2008), while a Finnish study found that it slowed down the trend towards increased inequalities in mortality (Valkonen et al., 2000), and a series of Scandinavian studies of morbidity concluded that there were no significant effects of the 1990s recession on inequalities in morbidity in these countries (Lahelma et al., 2002). The health effects of downturns are also unequally distributed geographically with some areas doing better than others (so called ‘resilient’ areas) (Cairns and Bambra, 2013).

An important aspect of the economic crisis of 2007/08 was the policy response in the UK where austerity measures were applied with public expenditure on health, education and welfare as well as local authority budgets, which were radically decreased in order to reduce the public deficit. Commentators have called the austerity measures in the UK (which include welfare benefit cuts and caps, restrictions on benefit entitlements, and freezes or reductions to health, education and local authority budgets – as outlined in the Introduction Chapter) ‘unprecedented’ in scale (Taylor-Gooby, 2012). They were predicted to have the most negative impact on those with the lowest incomes or in receipt of benefits (especially those on incapacity-related benefits), and on women (MacLeavy, 2011). Our project was designed to explore if this was the case in one particular place – Stockton-on-Tees.

Further, we focused on exploring the effects of austerity on health inequalities as, although there is a long-standing British tradition of poverty research examining unemployment, benefit receipt, living on a low income and the effects on communities of de-industrialisation, such studies have seldom engaged with the implications for health (for example, Townsend, 1979). Further, there had been little research before our project which examined the effects of large-scale welfare state retrenchment on health inequalities and the limited research that did exist in this area was very macro in scale, often examining the impacts of welfare state changes on national or cross-national trends in inequalities in mortality (Fawcett et al., 2005; Blakely et al., 2008; Kreiger et al., 2008). Additionally, little attention had been paid to changes in the social determinants of health as a result of rapid welfare state contraction although data from cross-national studies suggest that differences in the generosity of out-of-work benefits and conditionality could well have important impacts on inequalities in health (Bambra and Eikemo, 2009). Further, until our Stockton project, studies of the effects of economic downturns and austerity on health inequalities tended to either be conducted on a large national scale, with little ability to account for differences at the local level, or focused only on the health of specific groups such as the unemployed rather than on the whole community (Bambra, 2011). Differential health effects by gender were also lacking despite considerable changes in the labour market participation of women (Bambra, 2010). So we set up a localised study which explicitly examined the links between changes in macro political economy factors (austerity) and health inequalities.

Through using different methodological approaches and drawing on different disciplinary perspectives, we examined the effects of austerity on health inequalities in Stockton-on-Tees in a multifaceted way. In Chapter Two, Mike Langthorne’s historical research found important changes in inequalities in health in Stockton during the 1930s – the other key example of a period of deep economic recession and subsequent government cut backs. In his study of Stockton during the Great Depression, he found evidence of the detrimental health effects of poverty and unemployment with the poorest areas of Stockton suffering disproportionately high infant and overall mortality rates. In Chapter Three, Ramjee Bhandari’s analysis of household survey data found mixed effects of the current period of austerity on health inequalities in Stockton – with increases in the gap between the most and least deprived neighbourhoods of Stockton in terms of physical health, but no change in the gap in terms of general health. He also found that there were no changes in the effects on the gap of the underlying compositional and contextual factors – with material and psychosocial factors and their interaction remaining the most important determinant of the health gap in Stockton-on-Tees both at the beginning and the end of the 18-month survey period. In Chapter Four, long-term ethnographic research by Kayleigh Garthwaite found growing external and internal stigma in people’s everyday lives at a time of austerity and that experiences of place, social networks and communities, were all affected by austerity and cuts to the social security safety net. This was further reinforced by Kate Mattheys’ qualitative research in Chapter Five into the lived experiences during austerity of people with mental health issues. She found that there were clear inequalities in experience based on where people lived and their own individual resources. People with mental health issues living in the most deprived neighbourhoods of Stockton particularly adversely affected by cuts to their welfare benefits and this is exacerbated their mental health conditions. However, in contrast, in Chapter Six, Nasima Akhter and colleagues’ analysis of trends in inequalities in mental health using the household survey found that there was no significant increase in health inequalities during austerity in Stockton-on-Tees. Further, there were no changes in the underpinning social determinants. Throughout the study period, a large gap in mental health existed between the most and least deprived neighbourhoods of Stockton and this was as a result of the interaction of psychosocial and material factors. In her analysis of the specific experiences of mothers in one of the deprived neighbourhoods of Stockton-on-Tees, Amy Greer Murphy (Chapter Seven) found that these low-income women particularly negatively affected by changes to the welfare system and that this increased their stress and isolation and she also noted emerging mental health problems. Overall then we found mixed effects of austerity on health inequalities in Stockton-on-Tees – while there was little evidence from the quantitative survey of increases in health inequalities in Stockton during austerity, the qualitative research suggested that key groups – most notably mothers and people with mental health issues were particularly adversely affected.

The results of our qualitative research is therefore in keeping with broader research into the effects of austerity on health inequalities in the UK and internationally where studies suggest that austerity has increased existing health inequalities such as that between the North and the South of England and between deprived and affluent neighbourhoods. For example, Barr et al. (2015a) found that geographical inequalities in mental health and wellbeing increased at a higher rate between 2009 and 2013. Further, people living in more deprived areas have seen the largest increases in poor mental health (Barr et al., 2015b) and self-harm (Barnes et al., 2017). It has also been shown that austerity is having a disproportionate impact on the health of vulnerable groups especially those individuals and families, including children, on the lowest incomes or in receipt of welfare benefits (MacLeavy, 2011). Internationally, Niedzwiedz et al. (2016) found that reductions in spending levels or increased conditionality may have adversely affected the mental health of disadvantaged social groups. Our qualitative results are also therefore in keeping with research into welfare state retrenchment in the 1980s and 1990s. These studies found that reductions in the social safety net increased inequalities in premature mortality and infant mortality rates in the US (for example, Kreiger et al., 2008), all-cause mortality in New Zealand (for example, Pearce and Dorling, 2006), and life expectancy and mortality rates in the UK (for example, Scott-Samuel et al., 2014). Our qualitative research therefore adds weight to this international evidence base showing that social safety nets matter for health inequalities (Bartley and Blane, 1997). Reductions in the provision of welfare benefits for people who are experiencing poverty – either by being out of work (due to unemployment, lone parenthood or ill-health) or having low wages (in work poverty) – have negative health effects, particularly in terms of mental health and other related measures such as psychosocial stress. Because the reduction in welfare benefits and key local services (such as social services or leisure facilities) particularly affect people from more deprived neighbourhoods, austerity therefore has very negative implications for health inequalities by reducing the resources available to people in the most deprived communities to live a healthy life.

However, the findings from our quantitative analysis of the household survey data – that health inequalities remained fairly stable during austerity is in contrast with other national and international research. This may be as a result of some of the limitations of the survey (such as timing and sampling – as discussed further in the relevant chapters) but it may also be because participants in the survey were generally older than the general population with a higher proportion of people who were retired. This has important implications for how we interpret the results of the household survey as austerity measures particularly with regards to welfare reform, were targeted at working age people as well as children. Pensioners were largely protected (with the exception of reductions in social care which had the biggest impact on those over 85 years (Hiam et al., 2017). Most notably, the universal state pension and other universal allowances for older people such as the winter fuel allowance (Green et al., 2017) were either left untouched during austerity or were enhanced (for example, the pensions ‘triple lock’) while working-age and child-related benefits were cut (Green et al., 2017). Arguably, then, the survey findings are actually in keeping with the wider literature as the fact that the gap in mental health among an older group did not change over time potentially shows the importance of maintaining social safety nets. This is in keeping with other studies of the importance of pensions for health and health inequalities, including pan-European research by Lundberg and colleagues (2008) who found that increased expenditure on pensions improved older age mortality; Beckfield and Bambra (2016) who highlighted the importance of pensions for post-65 life expectancy; and Copeland and colleagues (2015) who noted the importance of social safety nets for stabilising health inequalities during times of recession.

Implications for research, policy and practice

Our study has major implications for research, policy and practice: first it shows the need for research into geographical inequalities in health to integrate political economy perspectives; second, for policy makers, it highlights the importance of universal social policy safety nets for health inequalities particularly in terms of vulnerable groups such as low-income women and mothers, those with mental health conditions and older people; and third, for public health practitioners to look beyond their focus on health behaviours when designing interventions to reduce health inequalities.

Research into geographical inequalities in health and the role of place in shaping health has focused almost exclusively on examining the effects of compositional and contextual factors and their interrelationship (Cummins et al., 2007). Traditionally, geographical inequalities in health have been explained in terms of the effects of compositional and contextual factors (Bambra, 2016). More recently, it has been acknowledged that these two approaches are not mutually exclusive and that the health of places results from the interaction of people with the wider environment – the relational perspective (Cummins et al., 2007). While this body of work has advanced our understanding of the effects of local neighbourhoods on health considerably, and re-established an awareness of the importance of place for health, it has arguably done so by privileging horizontal influences and at the expense of marginalising and minimising the influences of vertical, macro political and economic structures on both place and health (Cummins et al., 2007; Bambra, 2016). Our study has overtly set out to examine health inequalities during a period of rapid economic change and it has important implications for geographical research, not just in terms of understanding the causes of geographical inequalities in health but also for theorising and implementing policy solutions. In their seminal paper on the relational nature of health and place, Cummins and colleagues highlighted the importance of vertical place-based influences on health, stating that researchers should ‘incorporate scale into the analysis of contexts relevant for health …. For the local to the global’ (Cummins et al., 2007: 1832). Further, Macintyre and colleagues (2002) note the importance of incorporating scale and into the analysis of contexts. Elsewhere in epidemiology, other commentators have asserted the importance of political economy approaches for understanding health inequalities (for example, Schrecker and Bambra, 2015; Beckfield, 2018). In this project, we built on the analytical space opened up by these authors by outlining what one example of such a scaled up political economy approach to understanding the relationship between health and place looks like – looking beyond individual and local factors to thinking through the health implications of the wider political and economic context. We urge other researchers to build on our work so that they can make a contribution to political and policy efforts to reduce place-based health inequalities, by identifying the policy levers with the most potential to reduce health inequalities, at both local and national levels.

In terms of policies to reduce health inequalities, then, our project has further highlighted the importance of universal social policy safety nets for health inequalities particularly in terms of vulnerable groups such as low-income women and mothers, those with mental health conditions, and older people. Austerity has led to severe and rapid decreases in social security benefits for working age people in and out of work and reduced the support available to children growing up in low-income neighbourhoods or families. Our study has shown that this has had negative implications for health – particularly among the most vulnerable groups. Relatedly, our research has also suggested that the maintenance of social safety nets for pensioners may have protected their health – and prevented health inequalities in Stockton increasing. This is in keeping with a wider body of research into the effects of social policies on health and health inequalities and suggests that a basic social security safety net is essential for preventing an increase in health inequalities. It suggests that the effects of austerity have not been shared equally – people in the UK were not ‘all in it together’ as Prime Minister David Cameron claimed (Cameron, 2010) – but that certain groups have been more adversely affected than others. Health inequalities are not just an issue though for those most affected, but also for our wider society. For example, an European Union-level analysis suggested that the costs of health inequalities amounted to EUR 980 billion per year, or 9.4% of gross domestic product (GDP) – as a result of lost productivity and health care and welfare costs (Mackenbach et al., 2011). Similarly, in England, over 250,000 excess hospitalisations were associated with health inequalities (Cookson et al., 2018) with an estimated cost to the English NHS of £4.8 billion per year (Asaria et al., 2016). Analysis has also suggested that increasing the health of the lowest 50% of the European population to the average health of the top 50% would improve labour productivity by 1.4% of GDP each year – meaning that within five years of these improvements, GDP would be more than 7% higher (Mackenbach et al., 2011). So austerity has negative implications health care spending, productivity and competitiveness – the latter are becoming particular concerns for the UK in light of Brexit.

In terms of more day-to-day public health practice, our project has shown the need for practitioners to look beyond their long-term focus on health behaviours when designing interventions to reduce health inequalities. We found that inequalities in health behaviours were the least important determinant of the health gap between the most and least deprived neighbourhoods of Stockton-on-Tees-health behaviours did matter when they interacted with psychosocial, material and contextual place-based factors. Our study therefore suggests two things, first that practitioners need to look beyond just focusing on health behaviours if they want to reduce health inequalities; and second, that behavioural change interventions need to understand the wider context within which they are taking place (Bambra, 2018). Evidence suggest that behavioural interventions – however well intended – (such as smoking cessation or health education interventions (Lorenc et al., 2013; Thomson et al., 2018) – are unlikely to reduce health inequalities – and might actually increase them (Bambra, 2018) unless they also address the contextual determinants of health such as by using regulatory (for example, age restrictions, standardised packaging, fast food marketing restrictions) or fiscal approaches (e.g. tobacco pricing; food subsidy programmes) (Lorenc et al., 2013; Thomson et al., 2018). So our study suggests that a more context driven approach is required that combines behavioural interventions with more place-based interventions. An example of a successful set of interventions which combined ‘upstream’ and ‘downstream’ approaches to reduce health inequalities is the English Health Inequalities strategy that ran from 1997 to 2010 (outlined earlier in this chapter) and which led to some reductions in inequalities in life expectancy and infant mortality rates (Mackenbach, 2011; Bambra, 2012; Barr et al., 2014; Bambra, 2016; Barr et al., 2017). However, our project, in highlighting the importance of political and economic factors most notably austerity – means that it must be acknowledged that the efforts of local public health practitioners are likely to only have limited effects on health inequalities when they are fighting against the tide of austerity.
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