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Understanding lay perspectives on socioeconomic health
inequalities in Britain: a meta-ethnography

Katherine E. Smith and Rosemary Anderson

Social Policy, School of Social & Political Science, University of Edinburgh, Edinburgh, UK

Abstract The links between socioeconomic circumstances and health have been extensively
studied in Britain but surprisingly few studies consider lay perspectives. This is
problematic given popular efforts to reduce health inequalities appear to be based
on assumption that public understanding is limited (this is evident in efforts to
raise awareness of both ‘upstream’ causes of health inequalities and health-
damaging behaviours). The results of this meta-ethnography, involving 17
qualitative studies, fundamentally challenge this assumption. We show, rst, that
people who are living with socioeconomic disadvantage already have a good
understanding of the links between socioeconomic hardship and ill-health. Indeed,
participants” accounts closely mirror the research consensus that material-structural
factors represent ‘upstream’ determinants of health, while ‘psychosocial’ factors
provide important explanatory pathways connecting material circumstances to
health outcomes. Despite this, people living in disadvantaged circumstances are
often reluctant to explicitly acknowledge health inequalities, a nding that we
suggest can be understood as an attempt to resist the stigma and shame of poverty
and poor health and to (re)assert individual agency and control. This suggests that
work to increase public awareness of health inequalities may unintentionally
exacerbate experiences of stigma and shame, meaning alternative approaches to
engaging communities in health inequalities discussions are required.

Keywords: inequalities/social inequalities in health status, experience of illness, lay
epidemiology, poverty, meta analysis, systematic reviews

Introduction

A large, cross-disciplinary body of research demonstrates the signi cant association between
socioeconomic disadvantage and poor health experiences in Britain (Marmot 2010, Smith
et al. 2016). This continually growing literature has informed an explicit recognition that
socioeconomic health inequalities are socially produced; meaning they are considered by many
researchers and policymakers to be avoidable, unfair and unjust (Whitehead 2007); all of
which inspires a desire to intervene (Garthwaite et al. 2016). Yet, while post-1997 policy ini-
tiatives have seen Britain labelled as a global leader in policy efforts to reduce health inequali-
ties (Mackenbach 2011), most indicators suggest either that health inequalities have continued
to widen (see Mackenbach 2011) or that progress has been extremely limited (Bambra 2012).
There is some agreement (Garthwaite et al. 2016) that this failure re ects a policy preoccu-

pation with trying to change people’s behaviours (improving diets, reducing alcohol intake,
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etc.), while available evidence highlights the importance of ‘upstream’ (material, structural)
determinants and suggests that efforts to change people’s behaviours often exacerbate health
inequalities (Whitehead 2007). Mackenbach (2011) argues that the dissonance between
research and policy at least partially re ects the fact that policymakers did not believe they
had a public mandate for the kinds of ‘upstream’ policies that research evidence suggests is
required. In her interviews policy actors, the lead author of this article previously reached simi-
lar conclusions but noted that it was unclear how policy actors were assessing public opinion
about health inequalities since they themselves often commented on the lack of evidence on
this topic (Smith, 2013). In this context, the lead author (Smith, 2013) criticised health
inequalities researchers for not suf ciently incorporating community voices in their research
and for seeking to effect change (on the public’s behalf) via an elitist approach that involves
directing messages towards what Weiss (1990: 9) calls the ‘ubiquitous benevolent despot, the
decision maker’, rather than via more democratic approaches. More seriously, Heath (2007:
1301) has charged researchers with participating in the creation of a health inequalities ‘indus-
try’ in which af uent researchers ‘piggyback’ on the distress of the poor as ‘a substitute for
dif cult political effort — opium for the intellectual masses’.

Where researchers do attempt to engage the public in debates about health inequalities in
Britain, such efforts appear to be disseminative in nature, broad in scale and informed, at least
to some degree, by an assumption that public understanding is limited. Innovative and creative
examples include Bambra’s (2015) foothall ‘league-tables’ of inequalities between urban cen-
tres in England and McCartney’s (2011) metro map of health inequalities in Glasgow. The
limited survey based-research (which is only included in our meta-ethnography where it was
accompanied by more in-depth, qualitative data) provides support for such efforts, nding that
the British public tend to under-estimate the extent of health inequalities (Macintyre et al.
2005) and downplay material, structural and environmental causes of poor health (Blaxter
1997, Popay et al. 2003a, 2003b). However, as this meta-ethnography demonstrates, sociologi-
cal studies provide a rather different perspective on public understandings of health inequali-
ties.

Drawing on 17 in-depth, qualitative studies this review asks three, linked questions (which
were developed on the back of earlier scoping reviews that simply asked what studies tell us
about lay understandings of health inequalities (Smith 2013)). The rst two questions were our
guiding analytical questions, which we asked of each study included in the meta-ethnography:
(i) how do people living in Britain understand the links between socioeconomic circumstances
and health?; and (ii) to what extent do people acknowledge the existence of health inequalities
in Britain? The third question, which we explore towards the end of the paper, emerges out of
the analysis we present and this is to ask what the implications of these ndings are for health
inequalities research and public engagement. In sum, the ndings demonstrate the value of
sociological enquiry in this area, challenging: (i) the need for further descriptive research, ana-
lysing the ‘problem’ of health inequalities (since there appears to be a strong consensus
between epidemiological and lay perspectives about the causes of health inequalities); and (ii)
the merit, ethics and impact of efforts to raise public awareness of health inequalities (given
the risks of exacerbating shame and stigma). Instead, we outline some alternative approaches
to research and engagement.

Methods

Our aim was to identify all published, qualitative studies exploring how people living in Bri-
tain understand the links between socioeconomic circumstances and health and/or
© 2017 The Authors. Sociology of Health & Iliness published by John Wiley & Sons Ltd on behalf of Foundation for SHIL.
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acknowledge/speak about health inequalities. We conducted a systematic search of seven aca-
demic databases (ASSIA, EBSco, which included EconLit and CINAHL Plus, Embase, which
included PsychINFO and Medline, IBSS, PubMed, Sociological Abstracts and Web of
Science). The main search string, which was developed iteratively and re ned following feed-
back from colleagues, combined the names of methodological approaches deemed likely to
capture lay perspectives with terms relating to socioeconomic disadvantage and health, as fol-
lows: (‘focus group*’ OR interview* OR deliberative OR survey OR ethnograph*) AND (dis-
advantage* OR poverty OR depriv* OR poor OR inequ*) AND (health OR suicid* OR
depress* OR anxi* OR cancer OR cardiovascular OR ‘heart disease’ OR stroke OR diabetes).
We also tried to limit searches to studies written in English, published in peer-reviewed
sources and focusing on the UK or sub-regions in the period from 1997 onwards (i.e. the point
at which tackling health inequalities became a clear policy priority). We did not include stud-
ies that had a speci ¢ focus on a particular behavioural risk factor (e.g. diet or smoking) or ill-
ness (e.g. cancer), although we had included these studies in an earlier, rather broader scoping
review, since we wanted to capture people’s broad accounts of the links between socioeco-
nomic circumstances and health. The speci ¢ approaches to searching varied by database,
depending on available options (e.g. where databases had geographical options as lter, we
used those but, in other cases, we added relevant terms to the search string). Between them,
these searches resulted in 24,876 hits, each of which was assessed for relevance (using title
and, where necessary, abstract) by KS, a process which was cross-checked by RA.

This preliminary analysis identi ed 36 articles which were downloaded and read in full by
KS, who identi ed 10 as meriting inclusion in the review. RA again cross-checked this pro-
cess and identi ed a further two papers for inclusion. KS checked the reference lists of these
12 articles for further relevant publications and used citation tracking tools to help identify
newer articles. This process garnered an additional seven relevant publications. We then
checked our results against a recent international review of qualitative research on health
inequalities (Elliott et al. 2016) which identi ed one additional publication (Bolam et al.
2006) linked to a study that was already included. This resulted in the inclusion of 20 publica-
tions in total, which covered 17 distinct studies (three studies had been written up twice and in
all three cases we opted to analyse the publications collectively, since there were signi cant
overlaps across the papers). Where authors had written non-peer reviewed and peer-reviewed
publications from the same study, we only included the peer-reviewed publication since these
were the ones we were most easily able to access and share.

Informed by, Noblit and Hare’s (1988) ‘meta-ethnography’ approach to reviewing qualita-
tive studies, we only included in-depth, sociological studies. We also decided to restrict our
geographical focus to the UK, in light of Noblit and Hare’s (1988) caution regarding the
appropriateness of considering studies across contrasting cultural settings. A rapid review of
the international evidence base on this topic, conducted by Elliott et al. (2016), suggests that
the literature in this area is, in any case, dominated by UK studies and that those undertaken
elsewhere vary greatly in contextual setting (Australia, Bangladesh, Ireland, Japan, New Zeal-
and, Sweden and the USA). Table 1, which summarises the geographical location and method-
ological approach of the 17 studies, shows that most included studies were based on
interviews or focus groups, with a smaller number using other qualitative methods and only
two studies (one of which was written up as two publications) employing a mixed methods
approach (Popay et al. 2003a, 2003b, Vassilev et al. 2014). Table 1 summarises the geograph-
ical focus of included studies (since no studies focused on Northern Ireland, our review focus
became Britain).

The earliest included study was published in 2001 (Cattel 2001) and the most recent in
2016 (Mackenzie et al. 2017 - rst published online in 2016). This means that, over our

© 2017 The Authors. Sociology of Health & Iliness published by John Wiley & Sons Ltd on behalf of Foundation for SHIL.
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Table 1 Summary of methodological approach & geographical focus of included studies

Number Geographical
Main methodological approach of studies  focus Number of studies
Qualitative interviews (some with 8 England 9 (1 South-East, 2 Midlands,
prompts, supplementary methods) 2 North-West, 3 North-East,
1 Southern)
Focus groups 4 Scotland 5
Other (ethnographic, photovoice, etc.) 3 Wales 1
Mixed methods (survey combined 2 Multiple sites 2
with in-depth interviews) in Britain
Total 17 Total 17

20-year search period (1997-2016), we identi ed an average of less than one study per year,
af rming the low level of research on this topic (Elliott et al. 2016). An overview of all 17
studies is provided in Table 2. Given the dif culty of searching for a relatively broad set of
criteria (and the multiple potential search terms), it is possible that we missed some relevant
studies (our choice of databases means we are particularly likely to have missed book chapters,
PhD theses and grey literature). Nonetheless, the reference mining and citation tracking we
undertook helped address some of these limitations and demonstrated that many included stud-
ies cited each other, suggesting that we had managed to identify the most relevant peer-
reviewed studies.

We chose not to assess the quality of included studies and instead relied on peer-review as
a marker of suf cient quality for inclusion. This decision re ects existing critiques of applying
quality appraisal check-lists to qualitative studies (e.g. Barbour 2001) and because of a con-
cern, when experimenting with applying Critical appraisal skills programme (CASP) (Public
Health Resource Unit 2015), that studies we deemed to be high-quality were receiving low
scores due to a lack of methodological information (rather than because of de nitive aws).

Having identi ed the 17 studies (20 publications) summarised in Table 2, we worked to
synthesise the ndings, using an approach informed by Noblit and Hare’s (1988) guidance on
undertaking meta-ethnography. This involved KS chronologically reading each of the publica-
tions several times to gain an in-depth understanding of the key ndings regarding our two,
linked questions. This initial analysis led us to conclude that, of the three types of synthesis
associated with meta-ethnography, a ‘line of argument’ approach was most appropriate. As
Noblit and Hare (1988: 62) put it, ‘A line of argument synthesis is essentially about inference:
What can we say of the whole [...] based on selective studies of the parts?” In other words,
our original aim was to ascertain how people living in Britain, particularly those in disadvan-
taged circumstances, understand health inequalities, based on our interpretation of 17 in-depth
studies exploring how speci ¢ communities and groups within Britain understand health
inequalities.

Our intention had been that we would then identify all relevant examples of what meta-eth-
nographers refer to as “ rst order constructs’ (participants’ accounts and interpretations of their
experiences) and ‘second order constructs’ (authors’ views and interpretations of participants’
accounts). However, like Atkins and colleagues (2008), we immediately found ourselves strug-
gling to distinguish between the two since the amount of original data included in most of the
studies was so limited that the author(s)’ decision to include these particular small sections
(over others) meant we felt these extracts were more akin to ‘second order’ constructs. Re ect-
ing this, we decided to focus only on identifying second order constructs (treating the small

© 2017 The Authors. Sociology of Health & Iliness published by John Wiley & Sons Ltd on behalf of Foundation for SHIL.
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extracts of original data that most publications included as ‘second-order’ by virtue of the
authors’ decision to include them).

Having made this decision, we rst identi ed all potentially relevant second order constructs
relating to our two, linked questions. We then considered how the second order constructs
identi ed in each study could be translated to those in others, a process which involved group-
ing similar constructs into broad interpretative categories and, where necessary, iteratively edit-
ing the wording of these categories to enable very similar constructs to be merged. In practical
terms, this translation process was initially undertaken on hardcopies of the publications (in
note form), before employing tables created in Word. In addition, for constructs categorised as
relevant to lay explanations of the links between socioeconomic circumstances and health, KS
produced a hand-drawn diagram illustrating the links between constructs within each study.
KS also worked to combine these diagrams and, while the end result was deemed too complex
to be of use to readers, it played an important role in our analysis, providing a source against
which to check emerging ndings. RA then read each study once to cross-check KS’s analysis,
at which point a small number of studies were identi ed as making brief mentions of second
order constructs KS had not identi ed.

Findings

This analysis allowed us to produce Table 3, which: (i) takes a temporal approach to order our
overarching interpretative categories of second order constructs, from initial socioeconomic cir-
cumstances, through health experiences, to potential for change; (ii) provides readers with
some quanti able evidence regarding the number of studies in which we identi ed speci ¢
second order constructs (within each interpretative category, constructs identi ed in the great-
est number of studies are listed rst and those that appeared in the fewest, last); and (iii) uses
colour-shading to thematically cluster the constructs according to broad sets of popular,
research-informed theories for explaining health inequalities (informed by Bartley 2004 and
Smith et al. 2016). In producing this table, we focused rst on (i), then (ii), with the thematic
colour-shading representing the nal stage. Since Table 3 is complex, we developed Figure 1
as a simpli ed, visual summary of the tabulated information.

Taken together, the included studies demonstrate that people in Britain, or more speci cally
people in Britain experiencing socioeconomic deprivation (who were the main focus of all of
the included studies), have a complex and dynamic understanding of the ways in which
socioeconomic circumstances impact on health (see Figure 1 and also Parry et al. 2007). In
this section, we begin, by discussing what the studies reveal about lay understandings of the
relationship between socioeconomic circumstances and health, before moving on to consider
factors and experiences that emerged as potential agents of change (either ‘amplifying’ health
impacts or providing some form of ‘resilience’ or resistance). These two sections build directly
on Table 3 and Figure 1. In the nal sub-section, we go beyond Table 3 to consider how and
why participants resisted ideas about the existence of health inequalities (despite their evident
understanding of the impact of socioeconomic circumstances on health).

Lay understandings of the ways in which socioeconomic circumstances impact on health

Our decision to distinguish between ‘initial conditions’ and ‘secondary factors’ in Table 3
re ects a consistent pattern across the studies in which authors and their participants described
initial conditions to which they attributed both direct health impacts and indirect health
impacts (as we describe below, with reference to housing).

© 2017 The Authors. Sociology of Health & Iliness published by John Wiley & Sons Ltd on behalf of Foundation for SHIL.
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