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Abstract

 

Diet and nutrition, particularly among low-income groups, is a key public health concern in the
UK. Low levels of fruit and vegetable consumption, and obesity, especially among children,
have potentially severe consequences for the future health of the nation. From a public health
perspective, the UK government’s role is to help poorer families make informed choices within
healthy frameworks for living. However, the question is – to what extent are such policies in
accordance with lay experiences of managing diet and nutrition on a low-income? This paper
critically examines contemporary public health policies aimed at improving diet and nutrition,
identifying the underlying theories about the influences on healthy eating in poor families, and
exploring the extent to which these assumptions are based on experiential accounts. It draws
on two qualitative systematic reviews – one prioritizing low-income mothers’ accounts of ‘man-
aging’ in poverty; and the other focusing on children’s perspectives. The paper finds some
common ground between policies and lay experiences, but also key divergencies. Arguably, the
emphasis of public health policy on individual behaviour, coupled with an ethos of empowered
consumerism, underplays material limitations on ‘healthy eating’ for low-income mothers and
children. Health policies fail to take into account the full impact of structural influences on food
choices, or recognize the social and emotional factors that influence diet and nutrition. In
conclusion, it is argued that while health promotion campaigns to improve low-income families’
diets do have advantages, these are insufficient to outweigh the negative effects of poverty on
nutrition.
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Introduction

 

Diet is a key issue for UK health policy: low levels of
fruit and vegetable consumption among people in

poorer socio-economic groups are of particular con-
cern, as are increasing levels of obesity, especially
among children (Acheson 1998; Department of
Health 2002a,b, 2003a,b,c, 2004a,b). Socio-economic
differences in diet and nutrition across the UK are
striking. Lower-income families, socially excluded
groups, and those living in deprived areas, consume
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less fruit and vegetables and higher levels of fat, sugar
and salt in their diets (Cooper 

 

et al

 

. 1999; Hunt 

 

et al

 

.
2000; Henderson 

 

et al

 

. 2002; Department of Health
2003b). It is well documented that low-income house-
holds face difficulties in achieving a healthy diet,
including affordability and access to fresh food
(Piachaud & Webb 1996; Riches 1996; Lobstein 1997;
Dowler 

 

et al

 

. 2001; Sustain 2002; National Children’s
Home 2004) (but see Dibsdall 

 

et al

 

. 2003 for a counter
argument). The result is that children from poorer
households eat on average 

 

half

 

 as much fruit and
vegetables as children from higher-income families
(Gregory 

 

et al

 

. 2000), and are at a greater risk of
obesity (Jebb 

 

et al

 

. 2004). Recent survey evidence
suggests that the last decade has seen no significant
improvement in the diets of children from low-
income families (National Children’s Home 2004).
One explanation is simply that eating more healthily
costs more. A study by the Food Commission com-
pared the cost of a basket of regular food with that
of healthier equivalents, such as low-fat, reduced-salt
and wholegrain versions. In 2001, the Commission
found that the average cost of healthier foods was
51% more than the regular items (Davey 2001). Inad-
equate nutrition can have long-term negative impact
on health, especially for children, and makes a major
contribution to health inequalities (Department of
Health 2002a).

A key goal of UK public health policy is to achieve
better health for all members of society, and to nar-
row the health gap between social classes (Depart-
ment of Health 1999). The aim is to engage everyone,
both adults and children, in ‘choosing health’, and
thus improve health outcomes (Department of
Health 2004b). The rationale underpinning UK pub-
lic health policies is that too many people, particularly
the worst off in society, experience preventable illness
and early death (Department of Health 1999); there-
fore, the government needs to intervene to support
the development of healthy frameworks for living
(Department of Health 2004b). According to
Wanless’ (2004) report, the benefits of a population
‘fully engaged’ in promoting and protecting health
would be people living longer, healthier lives, fewer
working days lost, and reduced pressure on the
National Health Service (NHS). Adequate diet and

nutrition are seen as vital to promoting health
throughout the life course (Department of Health
1999), providing protection against ‘killer diseases’
such as coronary heart disease, stroke and diabetes.

Recent years have seen the introduction of numer-
ous government initiatives aimed at improving diet,
particularly among poorer groups in society. Govern-
ment strategies to improve nutrition include promot-
ing ‘healthier choices’ of food, such as fruit and
vegetables and foods low in saturated fat, sugar and
salt, in line with World Health Organization guide-
lines (WHO 1990; Department of Health 2003a,
2004a).

For example, the NHS Plan highlighted diet and
nutrition as key areas for action, and introduced the

 

5 a day

 

 programme, as part of a government drive to
address problems in disadvantaged areas of the coun-
try, and improve children’s long-term health (Depart-
ment of Health 2000). The 

 

5 a day

 

 programme aims
to increase consumption of fruit and vegetables by
increasing awareness of the health benefits, and to
improve the availability of fruit and vegetables
(Department of Health 2003a). The programme has
five main strands: The National Fruit Scheme, local 5-
a-day initiatives, a communications programme, work
with industry, and with national and local partners.
The National School Fruit Scheme provides one piece
of fruit a day to children in Local Education Author-
ity maintained infant and nursery schools (Depart-
ment of Health 2002b). Reforms to the Welfare Food
Scheme (renamed 

 

Healthy Start

 

) have introduced
vouchers for fresh produce and milk for low-income
families (Department of Health 2004c). Other
schemes aimed at improving nutrition for people liv-
ing in disadvantaged areas include school breakfast
clubs, neighbourhood renewal projects, Single
Regeneration Budget programmes, Sure Start initia-
tives and Healthy Living Centres (Department of
Health 2004a). Many interventions are designed to be
implemented in partnership with local communities,
including food cooperatives, community cafes, and
‘cook and eat’ projects (Food Matters 2003). Healthy
eating is also a key theme of the National Healthy
Schools Programme (Department of Health 2003a).

To what extent, however, do such policies accord
with families’ own strategies for coping on low
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income? The aim of this paper is to explore how UK
health policies conceptualize the type of issues that
low-income mothers and children see as important
with regard to diet and nutrition. The paper critically
analyses policies aimed at improving diet and nutri-
tion, identifies the underlying assumptions about
healthy eating in poor families, and explores the
extent to which these assumptions have their founda-
tions in experiential accounts. Evidence is drawn
from two qualitative systematic reviews of studies
undertaken in the UK – one prioritizing low-income
mothers’ accounts of ‘managing’ in poverty; and the
other focusing on children’s perspectives (Attree
2004a,b, 2005a,b).

The impact of socio-economic factors on diet and
nutrition is widely recognized as a risk to public
health in many countries. For example, in recent years
the impact of food inequality on health has been
acknowledged by the World Health Organization
European Office, and action taken to address the
problem (WHO 2000; Dowler 2001). However, cul-
tural and social factors mean that social groups have
different priorities and ideas regarding nutrition and
what constitutes a ‘healthy’ diet; the findings of UK
studies are therefore limited in their transferability
to other countries and cultures. Public health policies
to address nutritional inequalities for low-income
groups also vary, and are not readily generalizable. A
notable difference between countries, for example, is
the emphasis placed on private, charitable forms of
aid, such as food banks and emergency kitchens, com-
mon in the United States, Canada and parts of
Europe (Dowler 2001).

Evidence from developed countries suggests, how-
ever, that there are more similarities than differences
in poor households’ experiences of securing adequate
food (Center on Hunger and Poverty 1999; Dowler
2001; Tomkins 2001). Reflecting the UK studies
described in this paper, a Canadian ethnographic
study of disadvantaged women noted the innovative
strategies they used to ‘stretch’ food budgets (Travers
1996). Other studies of low-income families found
that money intended for food was often eroded on
other household necessities (Hamelin 

 

et al

 

. 1999;
Tarasuk 2001). Parents were aware of nutritional
messages about healthy eating, but simply unable to

respond to them because they lacked the means.
Again mirroring research in the UK, low-income par-
ents in the United States and Canada described mak-
ing do with ‘skimpy meals’, or going without, in order
to shield their children from poverty (Hamelin 

 

et al

 

.
1999; Connell 

 

et al

 

. 2005).

 

Research methods

 

Systematic review protocols broadly followed the
NHS Centre for Reviews and Dissemination (2001)
guidelines. The main stages of the process are out-
lined in Fig. 1.

In stage 1 of the reviews, literature was sought
through a mixture of electronic database searching,
contacts with experts, website and citation searching.
At stage 2, titles and abstracts were sifted for rele-
vance to the research questions and ‘fit’ with the
inclusion criteria for the review. Primary papers were
then obtained and further scrutinized against the
inclusion criteria (stage 3).

Studies were then appraised for quality (stage 4),
using a checklist based on earlier models of assessing
qualitative research (Popay 

 

et al

 

. 1998; Seale 1999;

 

Fig. 1.

 

Main stages of the systematic review process.

Identify relevant studies – 
search databases etc. 

Sift references for 
relevance to review and 
obtain primary papers 

Critically appraise studies 
for quality 

Re-apply 
inclusion/exclusion
criteria

Stage 1 

Stage 2 

Stage 3 

Stage 4 

Stage 5 
Meta-synthesis – identify 
sub-set of studies on diet 
and nutrition 
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Mays & Pope 2000; NHS CASP 2001; Spencer 

 

et al

 

.
2003). This was divided into 10 main sections –
research background, aims and objectives, study
context, appropriateness of design, sampling, data
collection, data analysis, reflexivity, contribution to
knowledge, and research ethics – with specific ques-
tions asked of studies in each section. Two experi-
enced qualitative researchers graded the studies for
quality on a scale from A to D, initially independently,
then meeting for discussion. Studies graded A to C
were included in the main meta-synthesis; those
graded D were excluded. In the initial stage of the
analysis, studies graded A and B were scrutinized to
identify the main ideas, concepts and interpretations.
When an analytical framework was established, data
from grade C studies were introduced, to flesh out the
conceptual categories. The evidence presented in this
paper therefore is based only on research where there
is a high level of confidence attached to the findings.

For each review, a meta-synthesis of data was car-
ried out separately (stage 5) (cf. Britten 

 

et al

 

. 2002;
Arai 

 

et al

 

. 2003; Campbell 

 

et al

 

. 2003; Harden 

 

et al

 

.
2003). The term meta-synthesis is used in its broadest
sense to represent ‘a family of methodological
approaches to developing new knowledge based on
rigorous analysis of existing qualitative research find-
ings’ (Thorne 

 

et al

 

. 2004, p. 1343). Noblit & Hare’s
(1988) guidelines for conducting a meta-ethnographic
synthesis were used to structure the analyses. Meta-
ethnography provides an alternative to aggregative
methods of synthesizing qualitative research, in which
authors’ interpretations and explanations of primary
data are treated as data and are translated across
several studies (Britten 

 

et al

 

. 2002; Campbell 

 

et al

 

.
2003). The analytic steps carried out were as follows:

 

1.

 

Reading the studies – checking for relevant meta-
phors, ideas, concepts and interpretations.

 

2.

 

Identifying the relationship between studies, using
lists of key metaphors, ideas and concepts arranged
in matrix form.

 

3.

 

Interpretation and translation – that is, assessing
whether some concepts, metaphors and interpreta-
tions are able to encompass those of other accounts
(while maintaining the integrity of individual studies).

 

4.

 

Writing the synthesis.

(Adapted and simplified from McCormick 

 

et al

 

. 2003,
p. 939)

The process of translation entails ‘examining the
key concepts in relation to others in the original
study, and across studies, and is analogous to the
method of constant comparison used in qualitative
data analysis’ (Campbell 

 

et al

 

. 2003, p. 673). Although
the method is described in linear terms, in practice it
consists of a series of overlapping stages of reading
and rereading, comparing similarities and differences
across studies, interpreting, recording and synthesiz-
ing findings (McCormick 

 

et al

 

. 2003). It was at this
interpretive stage of the reviews that diet and nutri-
tion emerged as key themes.

Next, key public health documents published since
1997 were located through UK government official
websites: these were 

 

Saving Lives: Our Healthier

Nation

 

 (Department of Health 1999), 

 

Tackling Health

Inequalities: A Programme for Action

 

 (Department of
Health 2003c) and 

 

Choosing Health

 

 (Department of
Health 2004b). Two further public consultation
documents, seen as indicative of the government’s
approach to diet and nutrition, were also included in
the analysis – 

 

Choosing Health: Choosing a Better

Diet

 

 (Department of Health 2004a) and 

 

Healthy Start

 

(Department of Health 2004c). Policy documents
were examined in the light of the experiential evi-
dence from the systematic reviews. They were read
and reread to identify key themes, to explore areas of
commonality, and to note disparities in approach and
terminology. The assumptions underpinning policy
were then compared with key findings from the sys-
tematic reviews – to identify areas where the qualita-
tive evidence supports the government’s perspectives
on improving diet and nutrition, and where it runs
contrary to them.

 

Findings

 

Promoting ‘healthy choices’: the role 
of government

 

What understandings of poverty, diet and nutrition,
are evident in contemporary government health pol-
icies? Policy documents suggest that the role of the
UK government is primarily to support people in
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making healthy choices, and to create the conditions
for individuals to make healthy decisions (Depart-
ment of Health 2004b). Supporting people in making
healthy choices includes communicating the health
risks of a poor diet (Department of Health 2003c),
and providing practical health education and skills
(Department of Health 2004b). From this perspec-
tive, the government’s primary role is to facilitate
increased consumer awareness and understanding of
healthy food choices. Thus, an integral component of
the 

 

Healthy Start

 

 scheme is the ‘added value’ of
contact with health professionals for low-income
mothers, offering opportunities to provide health
education (Department of Health 2004c).

Policies acknowledge constraints on choice for
low-income families, such as high prices for fresh
fruit and vegetables in disadvantaged areas and ‘food
deserts’ (i.e. a lack of affordable ‘healthy’ foodstuffs
in poor communities) (Department of Health 1996,
1999; Policy Action Team 2000). Part of the govern-
ment’s role in creating the conditions for individuals
to make healthy food choices therefore is to increase
access to a wider range of foods and improve the
availability of healthy foodstuffs in deprived areas of
the country, for example, through the National
School Fruit and Vegetable scheme, community initi-
atives such as food cooperatives, Healthy Start
(reform of the Welfare Food Scheme), and transport
reforms (Policy Action Team 2000; Department of
Health 2002a,b, 2004c).

 

Individual responsibility and informed choice

 

In contemporary policy approaches, the apparent fail-
ure of lower socio-economic groups to adopt health-
ier eating practices is explained in two main ways:
deficiencies in knowledge, attitudes and behaviours,
and restricted access and availability of healthy food-
stuffs. Poverty and social exclusion are seen as the
‘breeding ground of poor health’ (Department of
Health 1999, p. 3) and thus as contributing to health
inequalities; however, poor parenting and ‘risky’
behaviour, such as eating an ‘unhealthy’ diet, are also
seen to influence health outcomes (Department of
Health 2003c). These factors are considered amena-
ble to change through the implementation of public

health policies (Department of Health 2004b). Policy
documents draw on the concept of the ‘cycle of dep-
rivation’ (Department of Health 2003c, 2004b,c), in
which patterns of ill health ‘flow down the genera-
tions’ (Department of Health 1999, 3:13), to make the
case that changes in attitudes and behaviour, as well
as material improvements, should properly be the
focus of health promotion measures. Individual
behaviourist explanations therefore appear to carry
greater weight in political discourses. Commentators
commonly use the language of individual responsibil-
ity and informed choice (which, of course, will be a
‘healthy choice’). For example:

 

Individuals also have to be responsible for their own health

and that of their children by making appropriate and

informed lifestyle choices on smoking, diet and exercise, all

of which can widen health inequalities. (Department of

Health 2003c, 5:36)

The prime responsibility for improving the health of the

public does not rest with the NHS nor with the Government,

but with the public themselves. (John Reid, Secretary of

State for Health, 3 February 2004, Department of Health

2004d, p. 7)

 

Policies are also informed by notions of the
empowered consumer, who is (or should be) actively
pursuing health as a goal. In the 

 

Choosing Health

 

White Paper, for example, the government draws on
a social marketing model to argue that:

 

Promoting health on the principles that commercial markets

use – making it something people aspire to and making

healthy choices enjoyable and convenient – will create a

stronger demand for health and in turn influence industry

to take more account of broader health issues in what they

produce. (Department of Health 2004b, p. 20)

 

In the sections that follow, evidence drawn from
the systematic reviews is used to explore the utility of
the social marketing model in practice.

 

Explaining diet and nutrition in low-income 
families: insights from experiential accounts

 

‘Strategic adjustment’ to poverty was one of the main
concepts identified in the mothers’ systematic review
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(cf. Attree 2005b). The concept refers to the material
constraints on choice that low-income mothers expe-
rience, in particular the cutbacks in household spend-
ing on food typically associated with living in poor
circumstances. The concept encompasses several
factors; first ‘juggling’ household bills to make ends
meet, prioritizing the purchase of certain items, such
as food, rent and fuel (not necessarily in that order).
Allocating money in this way was often complicated
by debt repayments, however, which could leave little
for necessities. For example:

 

. . . I only get £53 . . . all her child benefit goes on our cata-

logue bills . . . and I have to pay . . . gas . . . electric . . . water

rates . . . I find that once I’ve bought her nappies . . . I

haven’t got no money left for myself . . . I even struggle to

buy dinners for myself . . . I’ve got to buy her baby food and

everything. My cupboards are bare. I can’t tell you the last

time I ever even bought shopping . . . I just find it really

hard. (Peggy, ‘alone’ lone mother) (Dearlove 1999, p. 207,

unpublished thesis)

 

Second, managing on a low-income meant that
mothers’ ability to buy ‘healthy’ food, such as meat,
fruit and vegetables, was severely compromised.
These more expensive items were therefore often
cut back to make financial savings. One woman
explained, for example:

 

We try to eat ‘proper meals’ like meat and veg. and that but

there just isn’t the money to do it all the time. So we eat

properly maybe once or twice a week depending on the

money and the rest of the time we make do with things like

sausages, pies, potatoes and things like beans. The meals

aren’t as good but they do the job, they’ll fill them [children]

up and stop them from being hungry, it’s the best I can do.

(Long-term Income Support recipient, couple, more than

one child) (Dobson 

 

et al

 

. 1994, p. 17)

 

At worst, mothers’ struggle to manage on restricted
budgets meant inadequate nutritional intake, poorer
food variety, and less healthy dietary patterns (cf.
Dowler & Calvert 1995). Many women said that they
would prefer to include more fruit and vegetables in
their children’s diets, but were restricted by limited
budgets. However, children’s tastes were also a factor
influencing food purchasing in poor families. For
example:

 

With having the children, they’ve got likes and dislikes so I

have to try and cater for their likes and dislikes. (Long-term

Income Support recipient, lone parent) (Dobson 

 

et al

 

. 1994,

p. 31)

 

Mothers’ desire to provide food familiar to chil-
dren that they would eat without fuss was often
driven by the need to avoid waste. Cost was again a
major influencing factor.

Finally, some women shopped around for cheaper
food as a way of coping on a low income. For example:

 

. . . yae can get 4 tins of beans in Asda for 99 pence, whereas

yer like 40, 50 odd pence for one tin of beans up here. Ken

[you know] that’s why a lot – most – folk dae their shopping

in Airth – because it’s cheaper. (Focus group participant,

peripheral housing estate, small de-industrialising town in

rural area) (McKendrick 

 

et al

 

. 2003, p. 11)

 

The costs associated with ‘shopping around’ as a
strategy tended to fall on mothers, who typically
invested much time and effort in searching for food
bargains. Those living in poorer areas often had prob-
lems in accessing healthy food in local shops, exacer-
bated by a dearth of public transport. Shopping for
affordable foodstuffs was more often than not a
source of stress for mothers, especially when accom-
panied by young children.

 

Walking up to the shops is nice during the summer, but if

it’s winter then it’s just a nightmare. And it’s dragging the

shopping home with you that gets me sometimes. Jackie’s

just walking along and there’s me with a bloody pushchair

full, sky high with shopping and trying to push up the road.

It would be nice just to dump it in the car and come home,

you know. (White lone mother, on income support, caring

for two children aged 5 and 3 years) (Bostock 2001, p. 14)

 

This finding suggests that access to affordable,
healthy food in convenient locations continues to be
a problem for some families in deprived areas of the
UK.

 

Social and emotional aspects of diet and nutrition

 

The strategies described thus far in ‘adjusting’ to pov-
erty in terms of household food purchasing have been
mainly practical. There are social and emotional



 

UK public health policies and low-income households

 

73

 

© 2006 The Author. Journal compilation © 2006 Blackwell Publishing Ltd. 

 

Maternal and Child Nutrition

 

, 

 

2

 

, pp. 67–78

 

aspects to diet and nutrition in poor families, how-
ever, which are not reflected in official policies. Read-
ing across women’s accounts of ‘managing’ poverty,
the concept of the ‘good’ mother emerged as impor-
tant, for example (Attree 2005b). This concept relates
to ‘keeping up appearances’ in public, especially for
children, even if this requires a degree of self-sacrifice
(Ritchie 1990; Cohen 

 

et al

 

. 1992; Kempson 

 

et al

 

. 1994;
Middleton 

 

et al

 

. 1994). From women’s perspectives,
part of the role of a ‘good’ mother was to make sure
that their children did not stand out as ‘different’
among contemporaries. Thus, providing chocolate or
crisps for consumption at school, although perhaps
less than ideal from a healthy eating perspective,
meant  that  mothers  could  at  least  ensure  that
their children fitted in with their more affluent peers
(Dobson 

 

et al

 

. 1994).
Evidence from the mothers’ systematic review sug-

gests that within low-income households, children’s
nutritional needs often take precedence. Because it is
most often women who organize household shopping
and cooking (Travers 1996), it is relatively simple for
them to go without food or ‘make do’ at mealtimes,
so that their children have sufficient. Graham (1985),
for example, describes how women practised ‘individ-
ualised consumption’, and prioritized their children’s
needs if money for food was tight. One mother
explained:

 

Oh yes, I cut down myself. Sometimes if we’re running out

the back end of the second week and there’s not really a lot

for us to eat, I’ll sort of give the kids it first and then see

what’s left, and we’ll have what’s left. (Mother in low

income, two-parent family) (Graham 1985, p. 144)

 

If women were able to keep their children reason-
ably happy, and budget within their means, then they
felt that they were coping satisfactorily as mothers.
However, the economic stringencies of low income
meant this was not always possible; consequently,
women could feel that they had failed in one of their
primary roles. For example:

 

I just get the kids together and say, well, I’m sorry, but this

has happened, I’m afraid there’ll be no dinners this week. I

try to supplement it [sandwiches] with soup or something to

make it more like a meal. But there again, you see, I’m sort

of getting used to doing that now, but I still feel, God, you

know, I’m not fulfilling my role as a mother properly here.

(Single parent) (Cohen 1991, p. 31)

 

‘Keeping up appearances’ was also a central theme
in children’s experiential accounts (Middleton 

 

et al

 

.
1994; Daly & Leonard 2002; Ridge 2002; Attree
2004b). While in the main this theme relates primarily
to physical appearance – that is, children wearing the
‘right’ kind of clothes and shoes (cf. Morrow 2001;
Daly & Leonard 2002) – food, especially within
schools, is an important aspect of social inclusion.
Children eligible to claim free school meals may be
dissuaded from doing so by the stigma attached to

 

appearing

 

 poor, for example – which could go some
way towards explaining low participation rates
(Ridge 2002; Child Poverty Action Group 2005). As
meals are the largest item of parental expenditure
relating to children’s schooling (Brunwin 

 

et al

 

. 2004),
this additional expense increases pressures on low-
income family budgets.

 

Discussion

 

To what extent therefore do policies to improve diet
and nutrition in low-income groups chime with the
experiential evidence synthesized in the reviews? I
would suggest that, while there are certain areas of
commonality between policy assumptions and lay
experiences, divergences are also apparent. First,
measures which aim to increase the access and avail-
ability of healthy foodstuffs in disadvantaged areas
are broadly in accord with mothers’ experiential
accounts. However, those aspects of policy which
emphasize increasing consumer awareness and
understanding, and changing attitudes and behaviour,
are more problematic.

Second, there is little evidence that low-income
mothers are ignorant of healthy food choices
(although the systematic review did not specifically
explore mothers’ knowledge of nutrition). The major-
ity wanted to provide ‘healthy choices’ for their chil-
dren, but felt constrained by their circumstances. This
evidence is reinforced by recent surveys. For example,
the Food Standards Agency (2004) found that low-
income parents had a basic knowledge about healthy
eating guidelines, although they tended to group
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foods into ‘good’ and ‘bad’ categories (for example,
cereals were broadly categorized as ‘good’, whatever
their nutritional content). However, the price of
healthy foods was an major factor influencing house-
hold purchasing. This study found two main factors
influenced food purchasing decisions – children’s
preferences and cost. As the review evidence sug-
gests, experimentation with new and unfamiliar,
albeit ‘healthier’, foods is less likely if every penny
has to be accounted for.

School children interviewed for a Barnardo’s study,
many of whom received free school meals (a proxy
for low income), also had relatively clear ideas about
healthy eating, although the majority failed to apply
this knowledge to their own diets (Ludvigsen &
Sharma 2004). Peers were a powerful influence on
children’s food choices, both for school meals and for
packed lunches (Ludvigsen & Sharma 2004). Chil-
dren also made connections between branded foods
and family incomes, displaying strong pressures
towards conformity. Eating ‘healthy’ food was prima-
rily associated with affluence, and therefore seen as
outside the ‘norm’ within children’s peer groups.
However, buying cheap branded foods was perceived
as an indicator of poverty, and thus an outward sign
of ‘difference’.

Third, a major difficulty is that the policy emphasis
on increasing consumer awareness of healthy eating
takes little account of the psychosocial and cultural
aspects of food consumption, and both mothers’ and
children’s desire to ‘fit in’ with mainstream tastes and
values. Therefore, whether a social marketing model,
which emphasizes the importance of the empowered
consumer, is an appropriate one to employ for health
promotion initiatives among poorer groups in society
is open to question.

Finally, the notion of ‘choice’ in relation to health
is problematic. As Cockerham 

 

et al

 

. (1997) point out,
‘common sense dictates that a person would choose
health’ (p. 332). But attitudes to personal control over
health differ fundamentally according to socio-
economic status (King’s Fund 2004). The lower down
the social scale the individual – the less power they
feel they have to influence their health status. The
ability to ‘choose health’ is constrained by life circum-
stances beyond the control of the individual, such as

social class and status, educational and economic
opportunities, gender, age, race and ethnicity (Cock-
erham 

 

et al

 

. 1997; Marmot 2004). Thus:

 

. . . health lifestyles are patterns of voluntary health behav-

iour based on choices from options that are available to

people 

 

according to their life situations.

 

 (Cockerham 1995,

p. 90, my emphasis)

 

Cockerham 

 

et al

 

. (1997) suggest that health promo-
tion campaigns (such as the 5 

 

a day

 

 programme)
reflect fundamentally middle-class ideas about
healthy lifestyles, and attempt to apply these to the
rest of society. From this perspective, health is seen
as an achievement, requiring discipline and self-
control, to the extent that:

 

In an increasing ‘healthist’ culture, healthy behaviour has

become a moral duty and illness an individual moral failing.

(Crawford 1984, p. 70)

 

Crawford (1984) argues that health, and the pursuit
of a healthy lifestyle, has taken on the character of a
moral discourse through which mainstream middle-
class cultural values are disseminated and validated.
He further suggests that this coexists with a opposi-
tional discourse, which is resistant to health promo-
tion messages, and in which ‘the cosmology of an
instrumental,  future-oriented  control  is  rejected
in favour of an immediate, experiential, ethic’
(Crawford 1984, p. 85). Twenty years later, these
arguments remain cogent.

Importantly, in attributing primacy to individual
choice, health as moral discourse underplays the sig-
nificance of structural determinants of health. The
underlying influences on health are acknowledged in
policy documents; for example, in the preface to the

 

Choosing Health

 

 White Paper on public health, John
Reid, the Health Secretary, remarked that ‘existing
health inequalities show that opting for a healthy lif-
estyle is easier for some people than for others’
(Department of Health 2004b, p. 5). It is also recog-
nized by the government that inequalities and
restricted opportunities for choice are a feature of
market systems. Arguably, however, public health
policies attribute greater weight to modifying individ-
ual behaviour and influencing healthy lifestyle
choices than to structural change (King’s Fund 2004).
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For some low-income mothers, faced with competing
demands on restricted budgets, and influenced by the
desire to ‘keep up appearances’ for their children, it
remains likely that ‘choosing health is an unafford-
able luxury’ (Crawford 1984, p. 69).

The arguments presented in this paper are based
on systematic review evidence drawn from UK stud-
ies only; thus the extent to which they are transferable
to other countries and cultures is limited. In recent
years, the UK has experienced greater levels of pov-
erty and increases in inequality than elsewhere in
Europe, for example (Dowler 2001). There are differ-
ences, both in low-income families’ experiences of
diet and nutrition and policy responses, which are
beyond the remit of this paper to explore. However,
there are also substantial areas of commonality
between poor parents in different countries in the
difficulties they face in providing a healthy diet for
their families (Center on Hunger and Poverty 1999;
Dowler 2001; Tomkins 2001). Research concerning
the impact of ‘adjusting’ to low-income on social and
emotional aspects of well-being chimes with experi-
ences in the UK, for example. In both Canada and
the USA, studies demonstrate that food insecurity
can reinforce both parents’ and children’s feelings of
social exclusion and powerlessness (Hamelin 

 

et al

 

.
1999; Connell 

 

et al

 

. 2005).

 

Conclusions

 

This paper has critically examined UK government
health policy documents, with the aim of identifying
the assumptions underpinning policies, and examin-
ing the extent to which these premises are grounded
in low-income mothers’ and children’s experiential
accounts. The role of government is seen to be two-
fold; first, to create the conditions for people to make
healthy decisions, and second, to support individuals
in making healthy choices. While the first of these two
aims, creating the conditions for healthy choices, is
broadly supported by research evidence, the second
is more problematic. Research evidence suggests that
health promotion campaigns to improve the diets of
poor families, and thus reduce health inequalities, do
have benefits, but these are insufficient to outweigh
the effects of poverty. Thus:

 

Practices that encourage parents and children to eat ‘fresh,

healthy food’ can make a difference, even in smokers’ fam-

ilies, and even on a limited budget. But they do not take

away the effects of being poor: diets 

 

are

 

 worse in poorer

households. . . . (Dowler & Calvert 1995, p. 4)

 

This paper argues that the emphasis in policy doc-
uments on individual choice, coupled with an ethos
of empowered consumerism, underplays the limita-
tions on achieving a healthy and nutritious diet expe-
rienced by low-income households. Experiential
accounts of managing in disadvantage cast doubt on
the utility of adopting an individualistic model as a
basis for public health policies relating to diet and
nutrition. It is less a failure to apply knowledge about
healthy eating, and poor attitudes, that influence diet
and nutrition in low-income families, but in the main,
lack of resources. Therefore:

 

Dogmatic nutritional messages do not assist the disadvan-

taged in making reasonable and moderate choices among

available alternatives, but foster a sense of inadequacy and

guilt for failing to live up to the standard set by them.

(Travers 1996, p. 551)

 

Parents’ attempts to protect their children from the
impact of poverty on their diets may be undermined
by benefit and tax credit entitlements that leave fam-
ilies living below the poverty line (Child Poverty
Action Group 2005). Evidence suggests that material
changes in family’s circumstances such as improve-
ments in income, if of sufficient magnitude, can have
a positive effect on diet and nutrition in poor families
(Farrell & O’Connor 2003). Such an approach carries
broad public support. For example, in an opinion sur-
vey, 64% of respondents, and 70% of those from
lower socio-economic groups, said that tackling pov-
erty would be the surest way to achieving a healthier
nation (King’s Fund 2004). From a policy perspective,
placing the emphasis on measures to lift families out
of poverty is essential if ‘choosing health’ is ever to
be an achievable goal for all.
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