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Abstract

 

Diet is a key issue for UK health policies, particularly in relation to poorer socio-economic
groups. From a public health perspective, the government’s role is to help low-income families
to make healthy food choices, and to create the conditions to enable them to make healthy
decisions. Arguably, however, current policy on nutrition and health is influenced by individu-
alist and behavioural perspectives, which fail to take into account the full impact of structural
factors on food choices. This paper draws on a systematic review of qualitative studies that
prioritize low-income mothers’ accounts of ‘managing’ in poverty, synthesizing a subset of
studies that focus on diet, nutrition and health in poor families. Synthesis findings are explored
in the context of dominant discourses concerning individual responsibility for health and gen-
dered societal values concerning ‘good’ mothering. The paper concludes that a shift in emphasis
in health policies, affording a higher priority to enabling measures that tackle the underlying
determinants of health, would be advantageous in reducing nutritional inequities for low-income
mothers and their children.
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Introduction

 

The food we eat has an enormous impact on our
health. Our vision is of better health for everyone. We
are especially concerned to see improvements that
will benefit the groups of people who are most at risk

from poor health caused by diet, including people on
low incomes, pregnant women and children in the
early years of life. (Hazel Blears, Public Health Min-
ister, DEFRA News Release, December 12, 2002.)

Poor nutrition, especially amongst families from
poorer socio-economic groups, is of particular con-
cern for public health (Acheson, 1998; Gregory 

 

et al

 

.,
2000; Henderson 

 

et al

 

., 2002; Department of Health,
2004a). An unhealthy diet, defined as one which is
high in fat, sugar and salt, and low in fruit and vege-
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tables, can have long-term negative health conse-
quences, especially for children, and makes a major
contribution to health inequalities (Department of
Health, 2002). A recent survey by the National
Children’s Home (2004) found that there had been
no substantial improvement in the diets of children
in low-income households since 1991. One-fifth of the
families surveyed said they did not have enough
money for food, and more than a quarter of the chil-
dren never ate green vegetables or salad. The size of
the population ‘at risk’ of poor nutrition remains sub-
stantial. Despite a considerable reduction in child
poverty levels since 1997, in 2002/2003 some 28% of
children lived in low-income households (using a
threshold of 60% of median household income after
housing costs) (Department for Work and Pensions,
2004).

The UK government has introduced numerous ini-
tiatives aimed at improving diets in poor households
and encouraging ‘healthy choices’ of food. From a
public health perspective, the government’s role is to
help people ‘make informed decisions within health
friendly environments’ (Department of Health,
2004b, p. 7). But evidence suggests that interventions
aimed at modifying behaviour are generally less
effective amongst lower socio-economic groups who
are their prime target (Lynch, 1996; Emmons, 2000).
Furthermore, research has identified barriers to a
healthy diet for those on low income, including
affordability and access to fresh food (Lobstein, 1997;
National Children’s Home, 2004). Policy documents
acknowledge constraints on low-income families’
food choices, for example ‘food deserts’ (that is
restricted access to good quality foodstuffs in poor
areas) and high prices for fresh fruit and vegetables
in deprived districts (Department of Health, 1996,
1999). However, this apparent government accep-
tance of structural limitations on ‘choice’ for poor
families is set alongside the perceived need for indi-
viduals to take responsibility for their own health.

 

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,

2004b, p. 7)

 

Individualist approaches to social inequalities in
health stress the effects of ‘risky’ and health damaging
behaviours, such as eating an ‘unhealthy’ diet, on
the health of lower socio-economic groups (cf.
Whitehead, 1988 and Townsend, 1990 for a discus-
sion). However, as long ago as 1980, the Black Report
made a convincing case for the primary role of mate-
rial deprivation in determining health differences
between social classes (Townsend & Davidson, 1982).
More recently, the Acheson Inquiry (1998) reached
similar conclusions.

Following a wide-ranging consultation, a public
health white paper entitled 

 

Choosing Health: Making

Healthier Choices Easier

 

 was published recently
(Department of Health, 2004c). This document
emphasizes the benefits of achieving a society more
fully engaged in protecting and promoting personal
health. Similarly, Derek Wanless’s (2004) second
report for the Treasury, 

 

Securing Good Health for the

Whole Population

 

, argues that:

 

Individuals are ultimately responsible for their own and

their children’s health and it is the aggregate actions of

individuals, which will ultimately be responsible for whether

or not such an optimistic scenario as ‘fully engaged’ unfolds.

(Wanless, 2004, Summary, p. 4)

 

The Wanless report notes a tendency for lower-
income groups to discount future health benefits from
behavioural change (in other words, living for the
moment), coupled with failures in ‘social context’,
that is negative influences on health in the family and
social environment. It acknowledges the direct
impact of income inequalities on the material
resources (including time constraints) available to
individuals to protect health. Furthermore, the report
stresses the role of government and other stakehold-
ers in supporting the context for individual change.
Brief mention is made of interventions to tackle mar-
ket failure and promote greater equity in society,
although no detailed proposals are provided. The ide-
ology underpinning the report is primarily one of free
choice and behavioural responsibility, therefore
(Lynch 

 

et al

 

., 1997), an approach which downplays
the influence of social and economic circumstances
on poorer groups (Marmot & Wilkinson, 1999;
Kneipp & Drevdahl, 2003).
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Following Kneipp and Drevdahl (2003), this paper
will argue that if health policies are to be effective
they must take full account of the ‘socio-political
backdrop that shapes life circumstances’ (p. 167).
Gender is central to the discussion, as it is women
who are the primary ‘managers of poverty’ within
households (Hanmer & Hearn, 1999, p. 119); more-
over, the majority of the studies included in this
review focus for the most part on low-income moth-
ers. There is a rich vein of research on how individual
responsibility for providing ‘healthy choices’ of food
for children is experienced by mothers in poor fami-
lies. As yet, this is largely untapped. The qualitative
systematic review described in this paper provided a
vehicle for exploring this research and identifying
recurring concepts across studies that characterize
women’s experiences. While the systematic review
took a broad approach to the topic of parenting in
disadvantage, the process of cross-study comparison
identified food and nutrition as important facets of
‘managing’ poverty for low-income mothers. The evi-
dence in this paper is therefore drawn from a subset
of studies, which explore the ways in which mothers’
coping strategies in poverty shape the place of food
in households. The paper also highlights the particu-
lar challenges faced by low-income lone mothers.

 

Research design

 

Systematic review methods were used to locate, crit-
ically appraise and synthesize qualitative studies
undertaken in the UK since 1987, which prioritized
low-income mothers’ accounts of parenting in pov-
erty. The advantage of carrying out a systematic
review, in comparison with a traditional literature
review, is that systematic reviews use explicit criteria
to locate, appraise and synthesize studies (Petticrew,
2001; Hawker 

 

et al

 

., 2002). Reviews of primary
research can be used to produce a map of the ‘bigger
picture’, to facilitate understanding of a topic, identify
common threads across studies or develop theory
(Kearney, 2001; Hammersley, 2002).

The systematic review protocol broadly followed
the NHS Centre for Reviews and Dissemination
(2001) guidelines. The main stages of the review are
outlined in Fig. 1 below.

In stage 1 of the review, literature was sought
through a mixture of electronic database searching,
contacts with experts, website and citation searching.
Drawing on earlier experience of locating qualitative
studies, a limited number of databases were searched,
with particular emphasis placed on contacts with key
informants and citation searching. At stage 2, titles
and abstracts were sifted for relevance to the research
questions and ‘fit’ with the inclusion criteria for the
review. Two experienced researchers double-checked
500 references (7% of total) for relevance, with a high
level of agreement. 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;
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

 

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 

Reapply  
inclusion/exclusion criteria 

Stage 1 

Stage 2 

Stage 3 

Stage 4 

n =7538 

n =52 

n =22 

n =15 

Stage 5
Meta-synthesis – identify 
subset of studies on diet  
and nutrition

n =11 
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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.

A meta-synthesis of data was then carried out
(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 repre-
sent ‘a family of methodological approaches to devel-
oping new knowledge based on rigorous analysis of
existing qualitative research findings’ (Thorne 

 

et al

 

.,
2004, p. 1343). Noblit and Hare’s (1988) guidelines for
conducting a meta-ethnographic synthesis were used
to structure the analysis. 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 analagous 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 dif-
ferences across studies, interpreting, recording and
synthesizing findings (McCormick 

 

et al

 

., 2003). It was

at this interpretive stage of the review that diet and
nutrition emerged as key themes. The evidence in this
paper is therefore drawn from the following subset of
studies that address the topic of food in poor families
(Table 1).

The synthesized studies range across different
family structures, family size, geographical areas and
ethnic groups, although the majority of women are
drawn from the white population. In those samples
that are ethnically diverse, however, there are striking
similarities in women’s accounts of caring for  chil-
dren in poverty. A particular strength of meta-
ethnographic methods is that the process of
comparing concepts and interpretations across a
number of studies enables researchers to produce a
more detailed explanation of a phenomenon than any
individual study (Suri, 1999; Finfgeld, 2003; Varcoe

 

et al

 

., 2003).

 

Results of the systematic review

 

Exploring the similarities in women’s accounts across
studies identified three overarching concepts con-
cerning low-income mothers’ ‘management’ of pov-
erty that exert an influence on diet and nutrition:
strategic adjustment, resigned adjustment and mater-
nal sacrifice. The first concept, ‘strategic adjustment’,
appears in McKendrick 

 

et al

 

.’s (2003) study of low-
income families in Scotland, in the context of fami-
lies’ adaptation to impoverished circumstances. The
term captures a related set of concepts and metaphors
explicit or implicit in other studies, relating to mate-
rial strategies adopted by mothers in coping with
poverty. ‘Resigned adjustment’, the second concept
explored in this paper, refers to the ways in which,
over time, ‘managing’ poverty and the lifestyle
changes this entails can become routine for low-
income mothers. However, women’s coping strategies
in poor circumstances are also affected by social and
cultural values concerning what constitutes ‘good’
mothering, in other words, what discourses they draw
upon to make sense of their situations (Duncan &
Edwards, 1999). The final concept, ‘maternal sacri-
fice’, encompasses those aspects of women’s accounts
relating to social ideals of the ‘good mother’, and how
these shape diet and nutrition in low-income families.
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Strategic adjustment to poverty

 

‘Strategic adjustment’ serves as a starting point to
explore mothers’ management of low income in poor
households, in particular as it shapes families’ food
consumption. The concept implies an element of
choice in the control of household resources. For
example, mothers in the majority of synthesized stud-
ies ‘strategically adjusted’ to poverty by prioritizing
the purchase of collective necessities, such as food,
rent and fuel (Graham, 1987; Cohen 

 

et al

 

., 1992;
Kempson 

 

et al

 

., 1994; L. Bostock, unpublished PhD
thesis; McKendrick 

 

et al

 

., 2003). Many ‘juggled’ bills
to pay the most urgent first (Malseed, 1990; Dobson

 

et al

 

., 1994; Kempson 

 

et al

 

., 1994; J.P. Dearlove,
unpublished PhD thesis; Ghate & Hazel, 2002). The
following examples illustrate the complexity of this
period of ‘adjustment’ for families.

 

I don’t pay nothing until I’ve got food in ma press [cup-

board]. I don’t care if ah’ve got nae money left to pay debt

or anything. Nothing gets paid until ma messages [food

items] are bought, not a damn thing . . . no’ even Council

Tax gets paid unless my messages are in the hoose. Ah even

make sure I’ve got gas and electric. Nae money left efter

that, though! (Focus group participant from peripheral

housing estate, small de-industrialising town in rural area)

(McKendrick 

 

et al

 

., 2003, p. 12)

But it’s just with bills to pay, the gas bill, you know, I pay

about 10 pounds per week, and I try and save the telephone

stamps each week. I buy two each week, so that’s four

pounds. Then there’s the electric to buy each week, we have

the cards to put them in the meter . . . water rates each week

and that’s before I’ve even thought about food. So that’s

twenty, 25 pounds gone before I’ve even bought food.

(Long-term Income Support, lone parent, one child)

(Dobson 

 

et al

 

., 1994, p. 23)

 

While some low-income mothers prioritized buying
food, for others it was a part of the budget where
spending was flexible and cutbacks could be made.
For many, debt repayments made ‘juggling’ their
finances more complex (Malseed, 1990; Owens, 1997;
L. Bostock, unpublished PhD thesis; Ghate & Hazel,
2002). Parents borrowed both to fulfil basic needs and
to enable them to participate in special occasions. For
Asian families in one study, for example, food was

often bought from local shops ‘on tick’ [credit]
(Cohen 

 

et al

 

., 1992). Typically, mail order catalogues
were used to spread the costs of clothes and house-
hold items (Ritchie, 1990; Cohen 

 

et al

 

., 1992; Dobson

 

et al

 

., 1994).
Linked to the concept of strategic adjustment is

Kempson 

 

et al

 

.’s (1994) concept of ‘minimizing
expenditure by resourceful purchasing’, for example
by restricting spending on certain foodstuffs. For
some mothers this could mean cutting back on
the purchase of ‘healthy’ foods such as fruit and
vegetables.

 

My son likes expensive things like oranges and grapefruit,

and I just can’t afford them very often. (Mother in low-

income household) (Kempson 

 

et al

 

., 1994, p. 107)

You see people with trolleys, throwing things in, and there

I am with my basket hunting for all the cheapest things.

(parent, subsistence group) (Malseed, 1990, p. 33)

 

Dobson 

 

et al

 

.’s (1994) research indicates that lone
parent and couple families use food priorities and
choices as one way of adapting to the ‘discipline of
poverty’. Mothers in this study aspired to provide
‘mainstream diets’ and ‘proper meals’ for their chil-
dren, rather than snacks or ‘quick and cheap’ meals.
However, the constraints of low income meant that
this was not always possible.

 

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)

 

Similarly,

 

I used to cook a big evening meal every night. Now I get

slices of bread to cover breakfast and sandwiches, almost

exactly. I budget to the last slice of bread now. (Lone mother

living on a low income) (Graham, 1987, p. 71)

 

‘Focused shopping’ was another way in which fam-
ilies in McKendrick and colleagues’ study minimized
household expenditure; typically this meant buying a
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week’s food in advance, to avoid impulse purchases
(cf. Owens, 1997; McKendrick 

 

et al

 

., 2003).

 

You get your money and make a shopping list of everything

we’re going to eat between that day and the next day you

get money. You go to the shop and you buy all that. (Focus

group participant, peripheral housing estate, large rural

town) (McKendrick 

 

et al

 

., 2003, p. 12)

 

However, ‘shopping around’ for the best food bar-
gains was a more common means of eking out house-
hold budgets (Graham, 1987; Ritchie, 1990; Cohen

 

et al

 

., 1992; Dobson 

 

et al

 

., 1994; Ghate & Hazel, 2002;
McKendrick 

 

et al

 

., 2003). For mothers, this usually
meant expending time and effort, searching for
cheaper goods than were available in their local areas.
For example:

 

I get the Asda cornflakes because they’re quite cheap and I

get the big 750 gram [packet] . . . and I get my milk from

down there. I’m always looking around for bargains, because

you can’t always afford the expensive stuff. You have to go

around and look . . . (Mother, bad accommodation, low

income, poor health) (Ghate & Hazel, 2002, p. 209)

 

Across the synthesized studies, lone mothers’
opportunities to manage poverty differed somewhat
from those of women in couple families. Typically, as
the sole adult in a household, they were able to
exert a greater degree of control over both house-
hold finances and their diet. In Graham’s (1987)
study, for example, over half the lone mothers
regarded themselves as financially better off living
independently than living with a partner. Their
opportunities to ‘strategically adjust’ to the stringen-
cies of low-income living, such as cutting back on
food save money, were therefore increased. This
could be an advantage, in terms of increased inde-
pendence, but also a potential cost to health. Dob-
son 

 

et al

 

. (1994) found, for example, that lone
mothers were less likely to cook ‘proper’ meals for
themselves.

 

. . . very rarely do I cook a ‘proper meal’. I’ll cook a ‘proper

meal’ on Sundays and probably Saturdays, but the rest of

the time, he [child] just snacks and then . . . he’ll have a

pizza . . . I live on toast. I don’t go in for fancy meals, they

are a waste of time and money . . . (Income Support recipi-

ent, lone parent, one child) (Dobson 

 

et al

 

., 1994, p. 18)

 

A significant minority of lone mothers in Dobson
and colleagues’ study had lost interest in food; the
stress involved in coping on a restricted budget meant
that it was no longer a source of pleasure. Graham
(1987) and Cohen 

 

et al

 

. (1992) found that lone moth-
ers had the poorest diets, both in terms of quality and
quantity. Although lone parenthood allows women
greater flexibility in strategically adjusting to and
managing poverty, this takes place in the context of
material constraint, and may undermine maternal
health.

 

Resigned adjustment to poverty

 

Next, we turn to McKendrick 

 

et al

 

.’s (2003) concept
of ‘resigned adjustment’, which relates to both mate-
rial and psychological aspects of life in low-income
households. This concept is characterized by a sense
that, over time, poor families must adjust to prevail-
ing circumstances, in the absence of realistic alterna-
tives. Ritchie (1990) suggests that there is an
‘adaptation period’ of adjustment to poverty that
some households negotiate (although families’ cir-
cumstances and reactions to them may fluctuate). In
time, further lifestyle changes become impractical or
impossible. Dobson 

 

et al

 

. (1994) study found that
modification to purchasing and consumption patterns
in low-income families eventually became a ‘taken for
granted’ part of life; for example:

 

You get used to watching what you spend and thinking to

yourself, can I buy that cheaper from somewhere else, it gets

to the point where you don’t realise that you’re doing it

anymore. (Long-term Income Support recipient, lone par-

ent, more than one child) (Dobson 

 

et al

 

., 1994, p. 24)

 

Similarly, Graham (1987) suggests that economiz-
ing can become a ‘way of life’ for mothers in poverty,
especially if the experience is prolonged, while Ghate
& Hazel (2002) describe parents in disadvantaged
circumstances facing up to household poverty as a
reality they ‘just had to deal with’ (p. 210).

 

You get a bill, you just deal with things. It might be hard,

and I know I’m in debt and I’ve got catalogues, but you just

deal with it. There’s nothing I’d like more than for me to say

[to the children], ‘Right, I’ll give you better things . . . and
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(let) you know a better life’. But that’ll never happen.

(Mother, lone parent, difficult child, low income) (Ghate &

Hazel, 2002, p. 210)

 

Over time, the psychological impact of poverty
became increasingly apparent. For example, a num-
ber of mothers in Malseed’s (1990) study perceived
their situations as hopeless. For example:

 

It’s the whole psychological thing. We’ve got no reason to

bother, to save or anything, because we know things won’t

change. You begin not to expect anything. You live from day

to day. (Mother, subsistence group) (Malseed, 1990, p. 35)

 

Across studies, the concepts of strategic and
resigned adjustment are interpreted as ways of sur-
viving poverty, rather than as means of escaping
impoverished circumstances. However, such strate-
gies may entail health costs for the individual, both
physically and emotionally. As this paper goes on to
demonstrate, ‘managing’ poverty for low-income
mothers (especially lone mothers) can mean compro-
mising their own nutritional needs for those of their
children.

 

Maternal sacrifice: the ‘good’ mother

 

The concept of ‘maternal sacrifice’ appears in various
guises in the synthesized studies – suggesting that
mothers frequently prioritized their children’s needs
over their own. Self-denial for women on low-income,
according to Dobson 

 

et al

 

. (1994), can be seen as the
‘price’ of successful mothering. This idea recurs across
studies, for example:

 

Participant 1: There is always this odd thing you know you

really want to get your kid. You know you really can’t afford

it. You end up starving for a week but oh you are going to

get it anyway.

Participant 2: You give up a load of home comforts really.

So even if you just had a load of indulgent stuff for like your

bath or just a nice long soak you give all of that up. I think

mums generally give up anything so that their child would

have everything. (Young adults, rural town in northern

Scotland) (McKendrick 

 

et al

 

., 2003, pp. 17–18)

 

Although maternal sacrifice cuts across all aspects
of providing for children, food consumption is the

area where hardship is most keenly felt. Because, in
the main, it is women who organize shopping and
cooking within households, it is relatively simple for
them to prioritize their children’s food intake at the
expense of their own. Women’s accounts illustrate
that going without food or ‘making do’ in order to
feed children was common (Malseed, 1990; Owen,
1997; J.P. Dearlove, unpublished PhD thesis).
Indeed, mothers sometimes felt it was their duty to
go without to protect their children (Cohen 

 

et al

 

.,
1992). In Kempson 

 

et al

 

.’s (1994) research with low-
income families, for example, it was mothers who
sacrificed their own food intake to protect their
children.

 

I don’t cut down, as I say, with the kids. I try to make sure

they get, but like I cook a meal and as long as there’s plenty

for them, I make do with a piece of toast. (Low-income

mother) (Kempson 

 

et al

 

., 1994, p. 283)

 

Graham (1985) also describes how women prac-
tised ‘individualized consumption’ within families; it
was children’s needs that came first, if money was
tight. For example:

 

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)

 

For a number of lone mothers, an awareness of the
negative and stigmatizing discourses around lone
motherhood (cf. Roseneil & Mann, 1996; Silva, 1996;
Duncan & Edwards, 1999) meant that being seen to
put their children’s welfare first was particularly
important. Dearlove (1999) explains, for example,
that low-income lone mothers attempted to have
children who were ‘not poor’, often at the expense
of their own needs.

 

. . . I don’t buy nothing for myself any more. It’s a luxury to

buy myself something . . . it’s all for [son] now. (Collette,

lone mother, two children aged under 3) (J.P. Dearlove,

unpublished PhD thesis,  p. 202)

 

Dearlove (1999) interprets this desire on the part
of lone mothers to be seen to be managing, despite
impoverishment, as ‘a faultline in women’s under-
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standing of inadequacy’; in other words, they blamed
themselves rather than any shortcomings in welfare
support, if they struggled to provide for their chil-
dren. Lone mothers in her study were anxious to
demonstrate that they could be ‘good’ mothers. For
many low-income women, an inability to provide ade-
quate nutrition for their children struck at the core of
their perceived responsibilities, as a lone parent in
another study explained:

 

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.

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

 

Discussion

 

This systematic review illustrates the ways in which
disadvantaged mothers ‘manage’ poverty, strategi-
cally adjusting to living on low income by adopting a
number of coping strategies. Lone mothers’ ability to
‘manage’ poverty is further influenced by having sole
responsibility for their children’s well-being: typically
they enjoy no second income to cushion financial
hardship, nor do they have a partner on hand to share
child care responsibilities. Their accounts highlight
the additional control that they are able to exercise
over household resources, but situate this within a
context of scarcity. Moreover, they suggest that lone
mothers attempt to maximize their children’s welfare
in a moral atmosphere that lays the blame for any
shortcomings in behaviour and lifestyle firmly at the
door of the individual. While the concept of strategic
adjustment implies a degree of choice, it is choice
experienced within externally imposed limitations,
which restricts its utility for poor mothers. Over time,
the constraints associated with poverty, such as cut-
ting back and making do, can become second nature,
despite potential costs to physical and emotional
well-being.

This review also emphasizes the moral dimensions
of ‘managing’ in poverty, reflected in societal values
concerning mothering, and demonstrated by the cen-

trality to women’s accounts of providing adequate,
nutritional food for their children. In the context of
poverty, their self-worth as mothers is often
expressed through their ability to maintain ‘main-
stream’ diets for their children, despite costs to their
personal health and well-being. McKeever & Miller
(2004) argue that children who are physically healthy
can be seen as evidence of the efficacy of their
upbringing, and thus as a source of ‘symbolic capital’
for mothers (Bourdieu, 1984). For poor women,
whose alternative sources of capital and ways of
legitimizing their roles in society are few, this is
especially important.

There are certain limitations to this systematic
review which limit its generalizability; for example,
studies draw on different populations, such as Income
Support recipients, women on low income, unem-
ployed families and those with varied experiences of
poverty, in different social contexts, making compar-
ative analysis problematic. Although the majority of
studies include two-parent and lone parent families,
some authors fail to differentiate between family
types in their analyses. It is often difficult therefore
to identify similarities and differences between par-
ents living in diverse family circumstances. Nor is it
always possible to relate aspects of mothers’ accounts
directly to low-income or family structure. As Marg-
aret Kearney cautions, the conditionality and partial-
ity of small-study qualitative findings should be
acknowledged and care should be taken in generaliz-
ing from research undertaken in unique contexts
(Thorne 

 

et al

 

., 2004). Some commentators suggest
that combining the findings from qualitative studies
that use different epistemological, philosophical and
methodological approaches runs contrary to the fun-
damentally interpretive and contextual nature of
qualitative inquiry (Estabrooks 

 

et al

 

., 1994; Jensen &
Allen, 1996; Sandelowski 

 

et al

 

., 1997; Dixon-Woods

 

et al

 

., 2001; Morse, 2001). Arguably, however, deci-
sions to include studies in syntheses are most usefully
based on their relevance to research questions rather
than identical methodological perspectives (Booth,
2001; Doyle, 2003). Moreover, some researchers
advocate synthesizing findings from diverse but com-
plementary theoretical traditions as a means of
enhancing the credibility of reviews and enriching
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analyses (Knafl & Breitmayer, 1991; Field & Marck,
1994; Finfgeld, 2003).

Much of the synthesized research is silent (or
muted) on the subject of gender. While a number of
studies include male respondents (e.g. Ritchie, 1990),
there is little analysis of the ways in which dis-
advantage impacts differently on men and women;
parenting on low income is largely presented as
gender-neutral. This is in contrast to feminist research
that focuses on women in couple families, or lone
mothers (Graham, 1987; L. Bostock, unpublished
PhD thesis; J.P. Dearlove, unpublished PhD thesis),
in which the gendered social organization of child care
is a key factor. Lone fathers’ accounts of parenting
are particularly lacking. Gender-sensitive research
with low-income lone parents of both genders is
therefore needed to fill this gap in the evidence base.

Conclusions

This systematic review has identified some of the ways
in which low-income mothers attempt to ‘manage’
poverty, and the potential effects on their health and,
in particular, their nutritional needs. A survey of pub-
lic attitudes to public health policy, commissioned by
the King’s Fund (with support from the Health Devel-
opment Agency and the Department of Health),
found that the majority of people agree that individ-
uals are responsible for their own health and that of
their families (King’s Fund, 2004). However, over
40% of the sample surveyed also said that there are
too many factors beyond the control of the individual
to hold them wholly responsible for their health.
Other commentators have noted that research on
public attitudes to health tends to produce individu-
alized responses rather than structural explanations,
because health is seen as central to social identity.

In the face of the moral imperative in Western society to be

healthy, however, it is understandable that it is those who

are most exposed to ‘unequal’ health who will be least likely

to talk readily about their risk status . . . taking responsibil-

ity for ‘health’ . . . is accounting for one’s social identity.

(Blaxter, quoted in Bolam et al., 2004, p. 1357)

The King’s Fund survey found social class differ-
ences in attitudes to health. Notably, a higher propor-

tion of people in socio-economic groups D and E said
that health was beyond individual control, while
those in higher socio-economic groups were more
likely to embrace the notion of lifestyle changes to
protect health (King’s Fund, 2004). These findings
support Cockerham et al.’s (1997) theory that ideas
about ‘healthy lifestyles’ and the need to exert per-
sonal control over one’s health are fundamentally
middle class concepts. Drawing on Bourdieu &
Wacquant (1992), they argue that lifestyle choices are
not merely constrained but shaped by life chances.
For the poor, therefore:

Unrealistic choices are not likely to be achieved or main-

tained. Realistic choices are based on what is (structurally)

possible and are more likely to be operationalised, made

routine, and can be changed when circumstances permit.

(Cockerham et al., 1997, p. 325)

Whitehead (1988) suggests that while materialist
and individual/behavioural approaches to explaining
health inequalities both offer partial explanations for
health inequalities between social classes, these are
interrelated, rather than mutually exclusive. Thus
parents in poor circumstances are able to make
choices, but their environment, available income and
other variables affect these choices. For example:

Diet is profoundly influenced by cultural and local social

customs, informal and formal education, the availability as

well as the price of goods in local markets, advertising, rec-

ipes and fashions recommended by the media, and decisions

taken by farmers and the manufacturers of food products as

well as by government. (Townsend, 1990, p. 383)

Therefore, interventions that aim to encourage
individual changes in lifestyle must also be multifac-
eted and include measures to improve families’
socio-economic circumstances. The authors of the
King’s Fund report (2004) offer a useful distinction
between initiatives that encourage individual change
in health practices, such as the provision of advice
about health risks, and those which enable, for exam-
ple, through structural interventions that tackle
wider economic, social and environmental disadvan-
tage. This systematic review suggests that low-income
mothers’ efforts to ‘manage’ poverty are contradic-
tory in their effects on health. A shift in emphasis in
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health policy therefore affording a higher priority to
enabling measures that tackle the underlying deter-
minants of health would be advantageous for reduc-
ing nutritional inequities for low-income mothers
and their children.
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