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Poverty, choice and dying in the UK: a call to examine 
whether public health approaches to palliative care address 
the needs of low-income communities
Lorraine Hansford , Felicity Thomas and Katrina Wyatt

Wellcome Centre for Cultures and Environments of Health, University of Exeter, Exeter, UK

ABSTRACT
People living on a low income are less likely to access palliative 
care in the UK; however, beyond the statistics, little is known 
about the impact of poverty on attitudes towards death and 
experiences of dying and bereavement. Covid-19 has dispropor-
tionally affected poorer communities and foregrounded issues of 
social and health inequalities including experiences of loss and 
grief. Whilst this might suggest an opportune moment for embra-
cing inclusive health-promoting approaches to palliative care, this 
paper argues that the centrality of concepts such as choice within 
such approaches, and assumptions about what constitutes 
a ‘good death’, disregard the ways in which structural, social and 
economic aspects of poverty interface with attitudes towards and 
experiences of dying, and may exacerbate inequalities in death 
and dying.
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Introduction

The UK is considered as a worldwide leader in palliative care (The Economist 
Intelligence Unit, 2015). However, the UK Government’s End-of-Life Care Strategy 
acknowledged that although some people receive excellent care at the end of life, 
many do not (Department of Health, 2008). Over a decade later, inequalities in access 
to end-of-life care services are still evident (Care Quality Commission, 2016; Dixon 
et al., 2015). The Care Quality Commission (CQC) report ‘A Different Ending’ (2016) 
states that whilst quality of end-of-life care is generally good it also varies, both in 
terms of the experience of different population groups and across healthcare set-
tings. Although over 90% of hospices inspected by CQC were rated as good or 
outstanding, 42% of end-of-life care services in acute hospitals were inadequate or 
required improvement. Significantly, people with a lower socio-economic status are 
less likely to ask for a hospice bed and to die in a hospice (Kessler et al., 2005), more 
likely to die in hospital (Davies et al., 2019) and less likely to feel they had sufficient 
support to care for someone dying at home (Dixon et al., 2015) than those with 
a higher socio-economic status.

CONTACT Lorraine Hansford L.J.Hansford@exeter.ac.uk Wellcome Centre for Cultures and Environments of 
Health, University of Exeter, Queens Drive, Exeter EX44QH, UK

MORTALITY                                                   
https://doi.org/10.1080/13576275.2022.2044299

© 2022 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group.  
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/ 
licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly 
cited.

http://orcid.org/0000-0002-8795-117X
http://orcid.org/0000-0002-7572-3030
http://orcid.org/0000-0001-7099-159X
http://www.tandfonline.com
https://crossmark.crossref.org/dialog/?doi=10.1080/13576275.2022.2044299&domain=pdf&date_stamp=2022-03-03


The CQC report examines barriers to accessing quality care for 10 specific groups and 
cites examples of good practice addressing needs within these groups, for example, 
people with dementia, homeless people (Care Quality Comission, 2016). This population- 
specific approach is common in the research examining inequalities in access to palliative 
care. Although these studies provide important insight into issues for particular groups, 
examples of practice addressing these needs are the exception rather than the norm 
(Stajduhar, 2020). Perhaps because of the charitable status and undoubtedly valued care 
provided by the hospice movement, there may be an understandable reluctance to 
critique such services, however Stajduhar (2020, p. 89) asserts that palliative care remains 
‘an idea that only becomes reality for those privileged enough to access it’, i.e. those who 
benefit from high socio-economic status and family support. Stajduhar questions whether 
palliative care is meeting its core mandate given that the original purpose of hospice care 
was to care for the ‘poor, the abandoned, the isolated, people with no home, family or 
options for care’ (Stajduhar, 2020, p. 91).

This paper argues that to better understand the underlying causes of socio-economic 
differences in access to palliative care, and the findings from health service focussed 
research in this area, we need to explore these questions about privilege and dying more 
broadly. It purposefully draws from a wide range of literatures and whilst recognising 
differences in definitions between palliative care, end-of-life care, public health 
approaches to palliative care and health-promoting palliative care (and indeed debates 
about those definitions), this paper will make deliberate reference to thinking and 
practice within all of these fields, as well as exploring perspectives on death and poverty 
from the social sciences and cultural phenomena such as the death awareness movement 
and changes in funeral practice. It examines the narratives and assumptions surrounding 
death (such as choice, demystification and responsibility) often present across these 
different fields, and why they might be problematic in the context of poverty. By casting 
a broad sweep across these different spheres, it aims to show the inter-relatedness of 
socio-economic factors (e.g. funeral poverty), cultural or public health approaches (e.g. 
death awareness events) and the accumulated effects of structural poverty across the life 
course in influencing experiences of dying. It will examine whether a public health 
approach to palliative care is capable of addressing these concerns and suggest that 
findings from the field of health inequalities can inform our understanding of the impact 
of poverty upon attitudes towards, and experiences of, death and dying and help identify 
gaps in knowledge.

There is no universally accepted measure of poverty; for example, the UK government 
defines relative poverty as households with income below 60% of the median in that year 
(Francis-Devine, 2021), whereas the Joseph Rowntree Foundation defines poverty as 
‘when a person’s resources (mainly their material resources) are not sufficient to meet 
their minimum needs’ (Joseph Rowntree Foundation, n.d.). Other terms used across 
disciplines include those utilising standardised measures such as ‘socio-economic status’, 
more relative terms such as ‘low-income’, and broader (and more contested) terms such 
as working-class which relate not only to income levels. As this paper argues for the 
benefit of drawing on a range of literatures, it mirrors the language used in research cited, 
and otherwise uses the terms poverty and low-income interchangeably to denote the 
situation described simply by the Joseph Rowntree Foundation as having insufficient 
resources to meet minimum needs.
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Why look specifically at poverty?

Covid-19 has brought issues of mortality and inequality into sharp relief, underlining an 
urgent need to understand their interconnectedness (Pentaris & Woodthorpe, 2021) and 
the wider impact on families and communities. On the face of it, a good death should not 
depend on income in the UK, given that healthcare is free at the point of delivery. 
However, scratching beneath the surface a myriad of factors influence the experiences 
of people on a low-income at end of life.

Whilst some socio-economic barriers to practices thought to indicate a ‘good death’ 
have been identified, e.g. insufficient space for specialist equipment to die at home (Wahid 
et al., 2018), there is little research investigating the more nuanced ways in which poverty 
impacts end-of-life experiences (Lewis et al., 2014; Song et al., 2007). Whilst acknowledging 
ongoing debates about the definition of terms such as class (Bartley, 2016), this paper 
argues that there is an urgent need to understand how the structural, social and economic 
aspects of poverty, as well as cultural values of class and community, may interact with and 
impact upon attitudes towards preparing for end of life, as well as experiences of dying and 
bereavement. Most importantly, it argues for the need for research to listen to the lived 
experience of those living, and dying, on a low-income.

Much of the multidisciplinary and professional literature about dying is of a psychological 
nature, focussing on the experience of the individual or family (Thompson et al., 2016). Even 
within the field of sociology, Howarth (2007b) points out that death studies have largely 
focussed on issues such as identity, emotion and the body. Whilst there is much discussion 
about individual psychological and emotional responses to terminal illness and grief 
(Howarth, 2007b), little attention has been paid to either the wider social context that 
frames each individual’s experience, or key sociological concepts such as power and 
alienation (Thompson et al., 2016) that impact upon both the individual’s experience of 
dying and the practice of health and other professionals involved in their care.

Concerns about the medicalisation of dying, which originally sparked the birth of the 
hospice movement in the UK in the 1960ʹs, have resurfaced more recently as part of 
a broader unease about the ways in which we, as a society, deal with dying. Debate has 
spilt out from the palliative-care field into more mainstream discourse and a swathe of 
books in the last decade by medics such as Atul Gawande (2014) and Kathryn Mannix 
(2017) have drawn attention to the dissonance between the highly medicalised and 
largely hidden approach to death that has become the norm, and what might, arguably, 
be called a ‘good death’. Prominent displays of such texts in high street bookshops and 
plentiful coverage in broadsheets suggests that they have brought the topic to a ready 
and receptive public, however what we already know about health inequalities suggests 
that these debates are unlikely to be the immediate concern of those struggling to survive 
in the here and now. Whilst in the UK and other parts of the world, there has been 
a growing call to open up conversations about death and dying, there is a danger that for 
those living in poverty the concept of planning ahead for a ‘good death’ may be perceived 
as an unobtainable luxury. Without doubting the genuine, and experience-driven motiva-
tion of what can loosely be termed the ‘death awareness’ movement to improve end-of- 
life experiences, the tendency to focus on individual action and preparedness fails to 
address the wider social context, which undeniably affects the individual’s ability to 
engage with the constructs, such as ‘choice, implicit within it.
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Why choice is problematic

In his critical exploration of ‘What Death Means Now’, Walter (2017) describes a ‘new craft 
of dying’ that is characterised by open communication, choice, control and a natural 
accompanied death. This, he argues, is rooted in three things: the hospice and palliative 
care movement’s experience of caring for cancer patients, baby boomer values of choice, 
and a neoliberal ideology. Borgstrom and Walter (2015) point out that the word ‘choice’ 
appears 44 times in the UK End-of-Life Strategy and suggest that whilst this approach 
resonates with the neoliberal agendas that have more recently shaped the National 
Health Service (NHS), it may not resonate with the lived experience of frail and possibly 
confused elderly people at end of life. Central to this discourse is the assumption that the 
individual wants, feels able, and is able, to make choices about his or her life, death and 
affairs after life, which is also problematic when set alongside the experience of those 
affected by poverty because it a) ignores the fact that personal, social and economic 
context can limit choice and shapes experiences at end of life, and b) assumes that the 
middle-class model of a ‘good death’ fits all and therefore that a lack of awareness is the 
only barrier.

The importance of context

Access to provision

Within the UK, there is a tension between the ideals expressed in the End-of-Life Care 
Strategy (Department of Health, 2008), which include identifying and agreeing a care plan 
for people approaching end-of-life and high-quality co-ordinated care and support for 
carers, and the realities of provision available. The combined pressures of an ageing UK 
population (Office for National Statistics, 2019b), increasing demand on the NHS and cuts 
to local authorities have culminated in a crisis in health and social care (Oliver, 2015), 
which has left many older people struggling to access the care that they need even before 
end-of-life. The need for palliative care is predicted to rise by 42% by 2040 in England and 
Wales (Etkind et al., 2017), yet even at the current level of need reports show the quality 
and availability of palliative care to be inconsistent, with significant levels of unmet need 
(The Choice in End of Life Care Programme Board, 2015). With socio-economic inequalities 
in access possibly increasing (Sleeman et al., 2016) the population most likely to experi-
ence multi-morbidity, to have complex needs and to require management of advanced 
disease are also those least likely to have the social and material resources to ‘augment 
the gaps between formal and informal care contexts’ (Lewis et al., 2014).

Impact of austerity on experiences of death and dying

As well as the crisis in health and socialcare provision, the UK has also been subject to 
a period of austerity over the last decade, which has widened inequalities in income and 
pushed a greater proportion of families into poverty (Marmot et al., 2020). Whilst the 
direct impact on end-of-life is in itself shocking – a widening of the gap in life expectancy 
years between those in the highest and lowest income brackets (Office for National 
Statistics, 2019a), a lowering of life expectancy for poorer women (Marmot et al., 2020), 
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cuts to end-of-life care services (Foster et al., 2019) – the more indirect ways in which 
austerity impacts on experiences of death and dying are less obvious. Although little 
evidence is as yet available, those working within low-income communities cite, for 
example, the difficulties faced by those employed in the gig economy needing to care 
for family members at end of life, to request bereavement leave or even to attend 
a funeral; or the stalling of attempts to develop end-of-life care in hostels for homeless 
people following cuts to services.

Welfare reforms have also impacted experiences of death in low-income communities; 
for example, charities in the UK recently reported that over a 6-month period 2,000 
terminally ill people died while waiting for benefit payments that were issued too late 
(Butler, 2020) and changes to welfare conditionality have been linked to an increase in 
suicides (Barr et al., 2016). The construct of ‘funeral poverty’ has emerged relatively 
recently (Corden & Hirst, 2016) to describe the situation faced by bereaved families unable 
to meet rising funeral costs; a situation expected to become more common (Woodthorpe, 
2014). Charities and media reportage have drawn attention to the acute financial crisis 
that can be associated with bereavement and the inadequacy of the current level of 
welfare support (Sprenger et al., 2019), however despite a Work and Pensions Committee 
inquiry and report (Work and Pensions Committee, 2016) which called for radical reform 
of the benefits system for bereaved people, government action to implement the recom-
mendations has been minimal (Foster et al., 2019). Little is known about the impact of 
funeral poverty on those who do not qualify for state support, and more generally there 
has been little research into the ways in which the stress and trauma of the above impact 
upon attitudes towards death and dying, or experiences of grief, for those affected.

Covid-19

The longer term impact of Covid-19 on public discourse around death and dying cannot 
yet be known, and will of course differ between individuals and across circumstances, 
cultures and communities. What we do, however, know is that the virus has disproportio-
nately affected Black and Minority Ethnic (BAME) individuals, has hit the poorest areas in 
the UK (and globally) hardest (Bhatia, 2020), both in terms of number of deaths and 
economic hardship (Patel et al., 2020), and that there are now 690,000 more people living 
in poverty in the UK (Legatum Institute, 2020). Whilst there are those in the field of 
palliative care hoping that the experience of living through a pandemic may encourage 
people to engage in conversations about dying (Selman et al., 2020), there is a danger, 
particularly for vulnerable or disenfranchised members of the population who may feel 
alienated from concepts such as rights or choice, that some of the implicit and explicit 
narratives about who ‘deserves’ emergency healthcare may have only served to increase 
fear and distrust. Indeed early indicators show vaccine hesitancy to be higher in the UK in 
people with no qualifications compared to those who are degree educated (Robertson 
et al., 2021), suggesting that mistrust of public health systems remains a significant factor.

Emerging evidence also suggests that a number of hospices and other charitable 
organisations offering support to people with terminal illnesses have been forced to cut 
services due to a reduction in fundraised income during the pandemic; a situation likely to 
have affected hospices in low-income areas most severely and one which increases the 
pressure on NHS services (Mahase, 2020).
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Assumptions underlying the death awareness movement

The ‘death awareness movement’ has gained momentum in the UK and globally in recent 
decades, with voices from a variety of sources calling for more open discussion about the 
arguably taboo subject of death and offering a plethora of alternative approaches to 
preparing for death, care at end-of-life, and the rituals of death and grief (Doka, 2003). 
Examples include the death café model in which people come together to ‘drink tea and 
discuss death’ (Death Cafe, n.d.) and ‘Coffin Clubs’, an international initiative (with eight 
groups in the UK) where individuals meet regularly to make their own coffins and talk 
about death (Somvihian-Clausen, 2017). Perhaps indicating the lack of available and 
suitable care or knowledge at end-of-life within communities, the newly emerging role 
of ‘death doula’ or ‘soul midwife’ appears to be gaining traction, although little has as yet 
been documented about the scope or take-up of this service, which is self-regulating and 
can be paid or voluntary (Rawlings et al., 2019). The UK has seen a growth in more flexible, 
person-centred ‘progressive funeral providers’ advocating for greater choice in funeral 
arrangements (The Natural Death Centre, n.d.). There have also been a flurry of TV and 
radio series fronted by popular media figures such as Miriam Margolyes and Joan 
Bakewell encouraging us to deal more openly with death.

These are just a few examples of initiatives that form part of an amorphous ‘death 
awareness’ movement, and whilst each may have a subtly different focus or driver, they 
share a belief that the processes of death and dying should be demystified, as exem-
plarised in the strapline of the UK Dying Matters Coalition, ‘let’s talk about it’. As Walter 
(2017) points out, these messages urging us to discuss our feelings, to take control and 
make choices in order to have a ‘good death’ are largely driven by experience and passion 
rather an evaluation of evidence which is, as yet, largely absent or unclear.

There have been critiques (though limited) of the central tenets of death awareness or 
education, not only the lack of evidence for the notion that talking about death is good 
but the assumptions about what a ‘good death’ looks like. Howarth (2007b) and Conway 
(2012) both argue that sociology has neglected the death-related experiences of working- 
class people, and has privileged middle-class norms, such as the importance of verbal 
communication (e.g. open awareness of dying, counselling), control and individualisation 
(e.g. alternative and natural funerals).

Meier et al.’s (2016) literature review of studies seeking to define a ‘good death’ points 
out that whilst there is considerable lay literature describing positive approaches to dying, 
there is little agreement within the healthcare community about what specifically con-
stitutes a good death. Most of the studies reviewed did not report the demographics of 
participants and the authors identify a need for more divergent perspectives. As people in 
lower socio-economic groups are under-represented in health research (National Institute 
for Health Research, 2020), it is unsurprising that poverty-related concerns have received 
little attention in debates about what constitutes a good death. Although there is 
literature exploring the financial impact of illness and bereavement, particularly on 
caregivers (Corden & Hirst, 2013), it often focuses on changes in economic status when 
someone becomes ill or dies, rather than examining how income and class may affect 
attitudes towards, and experiences of, death, dying and bereavement across the life 
course. In their review of evidence on the financial costs of informal care giving 
Gardiner et al. (2020) identify socio-economic status as one source of inequity alongside 
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diagnosis, gender, cultural and ethnic identity and employment status, and call for further 
research to inform a more detailed understanding of the systematic disadvantage faced 
by some carers.

Thinking about formal providers of care, Howarth cites Clark’s assertion that ‘too often 
hospices appear as white, middle-class, Christian institutions serving a carefully selected 
group of patients’ and argues that as well as understanding a range of cultural belief 
systems there is also a need to acknowledge different social circumstances and power 
relations (Howarth, 2007a, p. 145). In terms of class, there has been little exploration of 
either cultural or social context in relation to death. ‘Middle class reformers’, Howarth 
argues, inaccurately perceive working-class people ‘as lacking a sophisticated under-
standing of death, as needing to be “empowered” in order to more meaningfully engage 
with death’ (Howarth, 2007b, p. 430). In reality, there is absence of in-depth knowledge 
within the palliative care and bereavement literature about the attitudes and needs of 
people on a low income.

Do community and public health approaches provide the answer to the 
equality gap?

The World Health Organisation has been advocating a public health approach to palliative 
care since the 1990s and Sallnow et al. (2016) argue that contemporary challenges (i.e. an 
ageing population, pressure on services, inequalities in access) have reignited an interest 
internationally in applying health-promoting principles to end-of-life care, as a sustainable 
response with the potential to counter the medicalisation of dying. Whilst there is no single 
definition of a public health approach to palliative care, they describe a range of practices 
that have been adopted across different countries including mobilising community 
resources to support those at end-of-life and/or the bereaved (either through naturally 
occurring social networks or by training volunteers), attempting to change public attitudes 
towards death and dying through education, and promoting awareness of and receptivity 
to ways of preparing for end of life, e.g. writing wills or advance care plans.

Developing public health approaches to palliative care is a growing practice and field 
of study in many countries (Zaman et al., 2018). The Compassionate Communities model 
founded by Allan Kellehear (2005) is a well-developed framework that has been widely 
adopted in different international contexts including the UK (Paul & Sallnow, 2013). 
A specific and widely cited example of a successful community approach is the regional 
model that has been developed in Kerala, India, where local networks of volunteers 
identify chronically ill people in their neighbourhood, organise support and care, and 
liaise with medical services (Kumar, 2007). Kumar describes as important to its success an 
early recognition that a hierarchical doctor-led initiatives were inadequate, both in terms 
of reach and other aspects of ‘total care’. The model therefore evolved to become 
‘community-owned’ – led by volunteers who mobilise local resources and respond 
holistically to needs, with active support from professionals. It also addresses the wider 
determinants of health, supporting communities to live well, for example, by promoting 
access to education.

Different terms such as community development, community engagement and death 
literacy can be found within the literature; as well as describing a range of activities, they 
also represent varying levels of community involvement, from more traditional 
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consultation or volunteering services to more collaborative and community-led initiatives 
(Abel et al., 2013; Sallnow & Paul, 2015), as is perhaps reflected in the diversity of terms. 
What they have in common, however, is an ethos that end-of-life and bereavement care is 
‘everyone’s responsibility’, and should not be the sole preserve of professional health or 
social services (Kellehear, 2013). On the face of it, an approach which is based within 
a local community, and looks to the needs of the individual, would indeed appear to be 
a major step forward in terms of addressing the needs of people who may find it difficult 
to access help from professional services, or for whom the help on offer might not feel 
appropriate. However as described, the ways in which a public health approach are being 
implemented are diverse, and whilst some are clearly deeply rooted within the commu-
nities in which they operate, others are instigated by institutions such as hospices or 
statutory services. Whilst not necessarily problematic in itself, it is important to pause to 
consider some of the assumptions that may be inherent within them, and whether in fact 
there is a danger that these approaches could inadvertently perpetuate the inequalities 
that they seek to address.

What don’t we know?

Despite the fact that a majority of people in the UK say that they are comfortable talking 
about death, a survey in 2016 found that only 25% of people had talked to someone about 
their own end-of-life wishes, and 7% had written down any wishes or preferences about 
their future care (The National Council for Palliative Care, 2016). Unsurprisingly, it also 
showed differences in age, with older people more likely to be willing to engage in end-of- 
life conversations. There is some research looking at the communication needs and 
priorities of particular groups, e.g. people with a cancer diagnosis (Lamont & Siegler, 
2000; Leydon et al., 2000), or the homeless (Song et al., 2008), however the lack of literature 
about the needs of those living in poverty in the palliative care field is acknowledged by 
those researching disenfranchised populations (Song et al., 2007). As barriers to preparing 
for end of life in the general population have been found to include a lack of knowledge 
and accessible resources, the need to be computer literate and the cost in time and 
finances (Webb et al., 2020), the absence of knowledge in relation to potential links 
between socio-economic status and engagement in end-of-life preparation is of concern.

Given that little is known about what is important to people living on a low-income, 
and those caring for them, at end of life, it is hardly surprising that there is also an absence 
of discussion, within practice and policy, about how low-income communities can best be 
supported to engage in end-of-life planning. The evidence base around who benefits, 
how, and who is excluded is, as yet, missing from the field of health-promoting palliative 
care (Sallnow et al., 2016) and death awareness initiatives more generally.

Choice and responsibility

Research into the health needs of low-income communities has largely neglected the 
end-of-life stage (Lewis et al., 2014) thereby paralleling the knowledge gap in death 
studies; however, literature examining the complex relationship between poverty, health 
and concepts such as choice, responsibility and shame can provide important insight 
(Thomas et al., 2018; Walker, 2014).
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The language of ‘fighting’, a ‘struggle’ or ‘succumbing’ within narratives surrounding 
life-threatening illness remains pervasive, as evidenced recently in the UK when the British 
Foreign Secretary announced to the press that he was ‘confident’ of the Prime Minister’s 
ability to recover from Covid-19 because ‘he’s a fighter’ (BBC News, 2020). Such narratives 
have been challenged, both by activists and academics, particularly in the field of cancer, 
for placing responsibility upon the individual to combat a disease over which they have 
no control, and implying that those who lose their ‘battle’ do so because of a lack of 
commitment or strength (Harrington, 2012).

Similarly, whilst the ‘new craft of dying’ may include acceptance, it also, as previously 
described, centres firmly on choice and control as key components of a ‘good death’. 
Conway’s exploration of the limited research on death and class cites Young and Cullen’s 
1996 study of cultural practices in relation to dying which found that one working class way 
to face death was to accept the relinquishing of control (Conway, 2013). There has, however, 
been little recent research regarding perceptions of choice, and what might be important in 
terms of a good death, from the perspective of people living on a low income. In the search 
for more recent literature examining death and class, it is perhaps research related to cultural 
competence in health care that comes closest. However in their review of the British 
literature on palliative care and cultural competence, Evans et al. (2012) state that whilst 
there is a common thread urging practitioners to recognise that everyone is influenced by 
their cultural background, recommendations for the use of cultural competency approaches 
in UK end-of-life care policy refer solely to race, and not class or other cultural factors.

End-of-life preparation, as advocated by organisations like Dying Matters, typically 
focuses on making choices regarding medical care (e.g. advance care planning), finances, 
funeral arrangements and legal issues such as wills. More recognition is needed not only 
that making such arrangements may be inaccessible to many but that they may also seem 
of little relevance to people who are aware that their choices are limited and do not have 
the resources to pay for care or a funeral.

Interestingly, although the field of health literacy has conventionally focussed on the 
need for patient education, there has been an increasing recognition within the literature 
of the importance of considering contextual issues, including socio-political environments 
and the communication skills of health professionals (Rudd, 2015). Reviewing the literature 
on palliative care and socioeconomic deprivation, Lewis et al. (2011) note a lack of 
discussion of health literacy, and little discourse seeking to address the communication 
needs of this group. Whilst a re-examination of communication methods might be timely, 
there is a danger that a conventional focus on ‘health literacy’ will be perceived as a need 
for education – and will return full circle to a well-meaning ‘awareness-raising’ approach. It 
may equally be about recognising the cumulative effects of inequality across a lifetime, i.e. 
the reality that people may be living with structural barriers that deny choice. It may also be 
about educating professionals to understand that worries and concerns about facing death 
may go beyond the issues addressed by, for example, an Advance Care Plan or funeral plan.

The impact of shame

The negative impact of shame as an effect was alluded to above in the discussion of the 
‘fighting’ narrative and its implications of failure for the terminally ill. The role played by 
feelings of shame in determining help-seeking behaviour cannot be underestimated, 
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whether in relation to health care or other support such as welfare (Thomas et al., 2018). 
Research shows that people with life-limiting health conditions perceived to be caused by 
‘irresponsible’ behaviours (e.g. liver disease, lung cancer) particularly experience feelings of 
shame, which can lead to a fear of being judged by healthcare professionals as less entitled 
to care, or to internal feelings of being undeserving (McNeil & Guirguis-Younger, 2012).

Walker’s (2014) research exploring the global experience of poverty found that people 
in low-income communities almost invariably feel ashamed at being unable to fulfil 
personal aspirations or live up to societal expectations, and that this shame undermines 
confidence and individual agency. This suggests that there may be a ‘double whammy’ for 
people dealing with both poverty and life-limiting illness. With the exception of some 
studies exploring attitudes to end-of-life care amongst homeless people (McNeil & 
Guirguis-Younger, 2012; Song et al., 2007), there has been little exploration of the impact 
of shame within palliative care literature. However, findings from more general research 
on health inequalities suggest a complex relationship between shame and health (Smith 
& Anderson, 2018). Given some of the characteristics of palliative care (for example, that 
hospice provision is provided by charities, that health professionals often need to visit 
patients in their home) further exploration of the impact of shame may help improve 
understanding of inequalities in access to end-of-life care.

Understanding need

These considerations suggest that there may be need to step back from examining 
inequalities in access to services, to firstly try to understand what kinds of care, support, 
information or structures would better support people in thinking about end of life. In her 
discussion of poverty in relation to death, Bevan (2002) highlights the danger of 
a functionalist concept of need, i.e. one in which needs only exist where there is 
a service available to meet them, and so needs that are difficult to define or respond to 
may not be identified. The underlying ethos of palliative care and indeed ‘death aware-
ness’, whilst looking beyond the biomedical to the social, emotional and spiritual needs of 
the individual, may inadvertently maintain the status quo (in terms of reach) by not 
attending to the social and political structures denying access to its world. A world 
which Bevan (2002, p. 106) claims will not alter until ‘inclusive participation in policy 
development is developed’.

Conclusions – key questions for future research

How might a focus on choice and responsibility alienate certain populations?

The current Dying Matters campaign in the UK centres on ‘5 things you can do to die well’- 
the first three of which are to make a will, record your funeral wishes and plan your future 
care (Dying Matters, n.d.); we need to understand better whether the framing of initiatives 
such as this resonates with people necessarily focussed, for example, on more immediate 
concerns such as food or heating bills, or insecure housing.

Ironically, whilst Thompson et al. (2016) makes a case for the potential for sociology, 
as a ‘listening art’, to provide insight into the social processes and structures contribut-
ing to inequalities in death and dying, he cites the emergence of the death café 
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movement as a positive example of this. Although little has yet been documented in 
terms of attendance at death cafes, anecdotal evidence suggests that those who 
participate tend to be predominantly white, middle-class, middle-aged and older 
women. Whilst not suggesting that any of these initiatives are not of benefit to those 
that participate, we need to look more closely at whose needs are not being responded 
to and addressed.

How useful is ‘funeral poverty’ as a construct?

The concept of ‘funeral poverty’ has undoubtedly drawn much needed attention to the 
enormous financial pressure experienced by some families at a vulnerable time, and 
exposed exploitative elements within the funeral industry. However, the narrow focus 
of the term does present the issue of poverty at end of life as solely economic, and ignores 
other structural factors confronted by those dealing with terminal illness both before and 
after death, e.g. social isolation due to inaccessible housing, or a lack of entitlement to 
bereavement leave for workers dependent on the gig economy.

Foster et al. (2019) argue for a co-ordinated social policy approach to death, 
pointing out, for example, the disconnect between local authorities in the UK 
increasing cremation fees and the inadequacy of the government’s Funeral 
Expenses Payment. Developing this idea further, it may be more effective to draw 
attention to the broader ways in which poverty impacts end-of-life experiences (as 
opposed to a focus on funeral poverty) and consider the ways in which social policy 
changes may complement a public health approach to death and dying. One 
example may be the commitment within initiatives such as the compassionate city 
charter for authorities to review the impact of housing policies on the dying and 
bereaved (Abel & Kellehear, 2020).

How can public health approaches be community-led?

In recognising that death is ‘everyone’s responsibility’, the compassionate city charter (as 
one example of a public health approach to palliative care) challenges the narrative of 
death and dying as an individual responsibility and places it in the community rather than 
solely with professionals. But the danger is that such approaches rarely acknowledge or call 
to account the impact of social policy, as suggested above, and the power of the state to 
affect individual experience. Public health approaches are implemented differently in 
different places; it may be useful to examine whether some initiatives may rely on com-
munities to be resource-rich (e.g. a retired population with capacity to volunteer; employers 
willing to voluntarily adopt compassionate policies rather than a workforce predominantly 
dependent on the gig economy), or whether, by being led by statutory or medical 
institutions, they are failing to understand the priorities of those living on a low income.

It would be useful, therefore, for research to consider whether public health 
approaches are addressing the issues that are important to low-income communities, 
and explore ways in which already existing peer networks might extend to end-of-life and 
bereavement support, to avoid imposing a ‘top down’ model which may not be appro-
priate. Crucially, engaged research exploring the views and lived experience of people 
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within low-income communities in relation to other health issues (e.g. mental health) has 
found that informal peer support is highly valued (Thomas et al., 2020), and this may be 
the case with support at end of life.

There is potentially an underdeveloped idea within the literature that caring at end of 
life can be reconceived as two-way; that we have something to learn from the dying. One 
example is Malcolm Johnson’s experimental ‘Old People’s home for 4 year olds’ exposing 
the untapped social capital of the elderly who are often isolated from other generations 
(University of Bath, n.d.). It would be useful to explore, therefore, how public health 
approaches might facilitate a mutual learning and caring process within communities 
rather than solely a support service for those approaching end of life.

What is a ‘good death’?

Conway asserts that whilst dated, the limited literature that does explore death and class 
in the UK ‘may challenge the idea that the “good” death derives from individual psychol-
ogy, professional prescription or middle-class know-how’ (Conway, 2012, p. 447). What 
constitutes a ‘good death’ for each person cannot be pre-supposed; research in this area 
perhaps then needs to go back to basics to listen to the lived experiences of people whose 
views are currently under-represented.

These four questions are not, of course, exhaustive. Whilst this paper purposefully focuses 
on income inequality, we of course know that other factors such as diagnosis, age, cultural, 
religious and ethnic identity impact on engagement with and access to palliative care (and 
health care more generally). The widening of inequalities during the Covid 19 pandemic has 
exposed the urgent need to better understand the ways in which these factors intersect and 
influence attitudes towards, and experiences of, end of life. If we are to affect the systems 
that impact most on the way that people experience end of life (i.e. health care, social care, 
housing, welfare) such that they are responsive to the needs of under-served populations, 
we need to conduct our research in different ways too. We need to co-create research with 
people within low-income communities, paying attention to their experiences, needs and 
priorities. We also need to consider the implications of our findings not only for palliative 
care practice but for social policy, and identify system changes that might better support 
‘compassionate communities’ and address inequalities at end of life.

Acknowledgments

Thank you to Dr Kate Woodthorpe for feedback and comments on an earlier draft.

Data access statement

This study did not generate any new data.

Data availability statement

The data that support the findings of this study are openly available in the UK Data Service at 
https://beta.ukdataservice.ac.uk/datacatalogue/studies/study?id=853488 ReShare record 853488.

12 L. HANSFORD ET AL.

https://beta.ukdataservice.ac.uk/datacatalogue/studies/study?id=853488


Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

This research was funded in whole by the Wellcome Trust [Grant number 203109/Z/16/Z]. For the 
purpose of open access, the author has applied a CC BY public copyright licence to any Author 
Accepted Manuscript version arising from this submission.

Notes on contributors

Lorraine Hansford is a Research Fellow at the Wellcome Centre for Cultures and Environments of 
Health at the University of Exeter, and part of the Relational Health Group at Exeter Medical School. 
She has a professional background in Youth and Community Work and takes an engaged approach 
to research, working alongside communities and community organisations. Her research focuses on 
health inequalities, particularly in the areas of mental health, end of life and the experiences of low- 
income communities. Her current fellowship is exploring the impact of poverty on end of life and 
bereavement experiences.

Felicity Thomas is a Senior Research Fellow in the Wellcome Centre for Cultures and Environments 
of Health, and Director of the WHO Collaborating Centre on Culture and Health. She has a wide 
disciplinary background, which draws on medical anthropology, global health and health educa-
tion. Her work involves close collaboration with primary healthcare practitioners, public health and 
socialcare providers, and policymakers, with a particular focus on mental health, poverty and 
migration.

Katrina Wyatt is a Professor of Relational Health at the University of Exeter Medical School, Deputy 
theme lead for Public Health and Health inequalities for the South West Peninsula Applied Research 
Collaboration and part of the Wellcome Centre for Cultures and Environments of Health. Her 
research is largely focussed on using a complex systems approach to co-create health promoting 
environments and address health inequalities. She is co-founder of Connecting Communities 
https://www.c2connectingcommunities.co.uk/ a transformative engagement programme for health 
creation in communities disadvantaged by poverty.

ORCID

Lorraine Hansford http://orcid.org/0000-0002-8795-117X
Felicity Thomas http://orcid.org/0000-0002-7572-3030
Katrina Wyatt http://orcid.org/0000-0001-7099-159X

References

Abel, J., & Kellehear, A. (2020). Compassionate communities. Compassionate Communities UK. 
Retrieved February 2, 2021, from https://www.compassionate-communitiesuk.co.uk/the- 
compassionate-city-charter 

Abel, J., Walter, T., Carey, L. B., Rosenberg, J., Noonan, K., Horsfall, D., Leonard, R., Rumbold, B., & 
Morris, D. (2013). Circles of care: Should community development redefine the practice of 
palliative care? BMJ Supportive & Palliative Care, 3(4), 383–388. https://doi.org/10.1136/ 
bmjspcare-2012-000359 

MORTALITY 13

https://www.compassionate-communitiesuk.co.uk/the-compassionate-city-charter
https://www.compassionate-communitiesuk.co.uk/the-compassionate-city-charter
https://doi.org/10.1136/bmjspcare-2012-000359
https://doi.org/10.1136/bmjspcare-2012-000359


Barr, B., Taylor-Robinson, D., Stuckler, D., Loopstra, R., Reeves, A., & Whitehead, M. (2016). ‘First, do no 
harm’: Are disability assessments associated with adverse trends in mental health? A longitudinal 
ecological study. Journal of Epidemiology and Community Health, 70(4), 339–345. https://doi.org/ 
10.1136/jech-2015-206209 

Bartley, M. (2016). Health inequality: An introduction to concepts, theories and methods (2nd ed.). 
Policy Press.

BBC News. (2020). Coronavirus: Raab ‘confident’ prime minister will recover from illness. https://www. 
bbc.co.uk/news/av/uk-52205777 

Bevan, D. (2002). Poverty and deprivation. In N. Thompson (Ed.), Loss and grief (pp. 93–107). 
Palgrave.

Bhatia, M. (2020). COVID-19 and BAME Group in the United Kingdom. The International Journal of 
Community and Social Development, 2(2), 269–272. https://doi.org/10.1177/2516602620937878 

Borgstrom, E., & Walter, T. (2015). Choice and compassion at the end of life: A critical analysis of 
recent English policy discourse. Social Science & Medicine, 136–137(July), 99–105. https://doi.org/ 
10.1016/j.socscimed.2015.05.013 

Butler, P. (2020, November 1). Ministers urged to speed up review of benefits for terminally ill. The 
Guardian. https://www.theguardian.com/politics/2020/jan/11/ministers-urged-to-speed-up- 
review-of-benefits-for-terminally-ill 

Care Quality Comission. (2016). A different ending Addressing inequalities in end of life care. https:// 
www.cqc.org.uk/sites/default/files/20160505%20CQC_EOLC_OVERVIEW_FINAL_3.pdf 

The Choice in End of Life Care Programme Board. (2015). What’s important to me. A review of choice 
in end of life care. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/ 
attachment_data/file/407244/CHOICE_REVIEW_FINAL_for_web.pdf 

Conway, S. (2012). Death, working-class culture and social distinction. Health Sociology Review, 21(4), 
441–449. https://doi.org/10.5172/hesr.2012.21.4.441 

Conway, S. (2013). Representing dying, representing class? Social distinction, aestheticisation and 
the performing self. Mortality, 18(4), 327–338. https://doi.org/10.1080/13576275.2013.850470 

Corden, A., & Hirst, M. (2013). Economic components of grief. Death Studies, 37(8), 725–749. https:// 
doi.org/10.1080/07481187.2012.692456 

Corden, A., & Hirst, M. (2016). The meaning of funeral poverty: An exploratory study. University of York 
Social Policy Research Unit. http://eprints.whiterose.ac.uk/98772/ 

Davies, J. M., Sleeman, K. E., Leniz, J., Wilson, R., Higginson, I. J., Verne, J., Maddocks, M., & 
Murtagh, F. E. M. (2019). Socioeconomic position and use of healthcare in the last year of life: 
A systematic review and meta-analysis. PLOS Medicine, 16(4), e1002782. https://doi.org/10.1371/ 
journal.pmed.1002782 

Death Cafe. (n.d.). What is a death cafe? http://deathcafe.com/what/ 
Department of Health. (2008). End of life care strategy - promoting high quality care for all adults at the 

end of life. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attach 
ment_data/file/136431/End_of_life_strategy.pdf 

Dixon, J., King, D., Matosevic, T., Clark, M., & Knapp, M. (2015). Equity in the provision of palliative care 
in the UK: Review of evidence. London School of Economics and Political Science.

Doka, K. (2003). Chapter 6: The death awareness movement: Description, history, and analysis. In 
C. Bryant, and D. Peck (Eds.), Handbook of death and dying (pp. 50–56). Sage . https://doi.org/10. 
4135/9781412914291.n6 

Dying Matters. (n.d.). 5 Things you can do to die well. https://www.dyingmatters.org/page/5-things- 
you-can-do-die-well 

The Economist Intelligence Unit. (2015). The 2015 quality of death index ranking palliative care across 
the world https://eiuperspectives.economist.com/healthcare/2015-quality-death-index 

Etkind, S. N., Bone, A. E., Gomes, B., Lovell, N., Evans, C. J., Higginson, I. J., & Murtagh, F. E. M. (2017). 
How many people will need palliative care in 2040? Past trends, future projections and implica-
tions for services. BMC Medicine, 15(1), 102. https://doi.org/10.1186/s12916-017-0860-2 

Evans, N., Meñaca, A., Koffman, J., Harding, R., Higginson, I. J., Pool, R., & Gysels, M. (2012). Cultural 
competence in end-of-life care: Terms, definitions, and conceptual models from the British 
literature. Journal of Palliative Medicine, 15(7), 812–820. https://doi.org/10.1089/jpm.2011.0526 

14 L. HANSFORD ET AL.

https://doi.org/10.1136/jech-2015-206209
https://doi.org/10.1136/jech-2015-206209
https://www.bbc.co.uk/news/av/uk-52205777
https://www.bbc.co.uk/news/av/uk-52205777
https://doi.org/10.1177/2516602620937878
https://doi.org/10.1016/j.socscimed.2015.05.013
https://doi.org/10.1016/j.socscimed.2015.05.013
https://www.theguardian.com/politics/2020/jan/11/ministers-urged-to-speed-up-review-of-benefits-for-terminally-ill
https://www.theguardian.com/politics/2020/jan/11/ministers-urged-to-speed-up-review-of-benefits-for-terminally-ill
https://www.cqc.org.uk/sites/default/files/20160505%20CQC_EOLC_OVERVIEW_FINAL_3.pdf
https://www.cqc.org.uk/sites/default/files/20160505%20CQC_EOLC_OVERVIEW_FINAL_3.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/407244/CHOICE_REVIEW_FINAL_for_web.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/407244/CHOICE_REVIEW_FINAL_for_web.pdf
https://doi.org/10.5172/hesr.2012.21.4.441
https://doi.org/10.1080/13576275.2013.850470
https://doi.org/10.1080/07481187.2012.692456
https://doi.org/10.1080/07481187.2012.692456
http://eprints.whiterose.ac.uk/98772/
https://doi.org/10.1371/journal.pmed.1002782
https://doi.org/10.1371/journal.pmed.1002782
http://deathcafe.com/what/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/136431/End_of_life_strategy.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/136431/End_of_life_strategy.pdf
https://doi.org/10.4135/9781412914291.n6
https://doi.org/10.4135/9781412914291.n6
https://www.dyingmatters.org/page/5-things-you-can-do-die-well
https://www.dyingmatters.org/page/5-things-you-can-do-die-well
https://eiuperspectives.economist.com/healthcare/2015-quality-death-index
https://doi.org/10.1186/s12916-017-0860-2
https://doi.org/10.1089/jpm.2011.0526


Foster, L., Woodthorpe, K., & Walker, A. (2019). From cradle to grave?: Policy responses to death in 
the UK. Mortality, 24(1), 1–16. https://doi.org/10.1080/13576275.2017.1414776 

Francis-Devine, B. (2021). Poverty in the UK: Statistics (Briefing Paper Number 7096). House of 
Commons. https://researchbriefings.files.parliament.uk/documents/SN07096/SN07096.pdf 

Gardiner, C., Robinson, J., Connolly, M., Hulme, C., Kang, K., Rowland, C., Larkin, P., Meads, D., 
Morgan, T., & Gott, M. (2020). Equity and the financial costs of informal caregiving in 
palliative care: A critical debate. BMC Palliative Care, 19(1), 71. https://doi.org/10.1186/ 
s12904-020-00577-2 

Gawande, A. (2014). Being mortal: Medicine and what matters in the end. Profile Books.
Harrington, K. J. (2012). The use of metaphor in discourse about cancer: A review of the literature. 

Clinical Journal of Oncology Nursing, 16(4), 408–412. https://doi.org/10.1188/12.Cjon.408-412 
Howarth, G. (2007a). The good death. In G. Howarth (Ed.), Death & dying (p. 132). Policy Press.
Howarth, G. (2007b). Whatever happened to social class? An examination of the neglect of working 

class cultures in the sociology of death. Health Sociology Review, 16(5), 425–435. https://doi.org/ 
10.5172/hesr.2007.16.5.425 

Joseph Rowntree Foundation. (n.d.). What is poverty? Retrieved July 23, 2021, from https://www.jrf. 
org.uk/our-work/what-is-poverty 

Kellehear, A. (2005). Compassionate cities. Routledge.
Kellehear, A. (2013). Compassionate communities: End-of-life care as everyone’s responsibility. 

QJM: An International Journal of Medicine, 106(12), 1071–1075. https://doi.org/10.1093/ 
qjmed/hct200 

Kessler, D., Peters, T. J., Lee, L., & Parr, S. (2005). Social class and access to specialist palliative care 
services. Palliative Medicine, 19(2), 105–110. https://doi.org/10.1191/0269216305pm980oa 

Kumar, S. K. (2007). Kerala, India: A regional community-based palliative care model. Journal of Pain 
and Symptom Management, 33(5), 623–627. https://doi.org/10.1016/j.jpainsymman.2007.02.005 

Lamont, E. B., & Siegler, M. (2000). Paradoxes in cancer patients’ advance care planning. Journal of 
Palliative Medicine, 3(1), 27–35. https://doi.org/10.1089/jpm.2000.3.27 

Legatum Institute. (2020). Poverty during the Covid-19 crisis. https://li.com/news/government-benefit 
-changes-protecting-700000-people-from-poverty-during-covid-crisis/ 

Lewis, J. M., DiGiacomo, M., Currow, D. C., & Davidson, P. M. (2011). Dying in the margins: 
Understanding palliative care and socioeconomic deprivation in the developed world. 
Journal of Pain and Symptom Management, 42(1), 105–118. https://doi.org/10.1016/j.jpainsym 
man.2010.10.265 

Lewis, J. M., DiGiacomo, M., Currow, D. C., & Davidson, P. M. (2014). Social capital in a lower 
socioeconomic palliative care population: A qualitative investigation of individual, community 
and civic networks and relations. BMC Palliative Care, 13(1), 30. https://doi.org/10.1186/1472- 
684X-13-30 

Leydon, G. M., Boulton, M., Moynihan, C., Jones, A., Mossman, J., Boudioni, M., & McPherson, K. 
(2000). Cancer patients’ information needs and information seeking behaviour: In depth inter-
view study. BMJ, 320(7239), 909–913. https://doi.org/10.1136/bmj.320.7239.909 

Mahase, E. (2020). Covid-19: Charity cuts could put the NHS under even more pressure. BMJ, 370 , 
m3261. https://doi.org/10.1136/bmj.m3261 

Mannix, K. (2017). With the end in mind. William Collins.
Marmot, M., Allen, J., Boyce, T., Golblatt, P., & Morrison, J. (2020). Health equity in England: The 

marmot review 10 years on. Institute of Health Equity. https://www.health.org.uk/publications/ 
reports/the-marmot-review-10-years-on 

McNeil, R., & Guirguis-Younger, M. (2012). Illicit drug use as a challenge to the delivery of end-of-life 
care services to homeless persons: Perceptions of health and social services professionals. 
Palliative Medicine, 26(4), 350–359. https://doi.org/10.1177/0269216311402713 

Meier, E. A., Gallegos, J. V., Thomas, L. P., Depp, C. A., Irwin, S. A., & Jeste, D. V. (2016). Defining 
a good death (successful dying): Literature review and a call for research and public 
dialogue. The American Journal of Geriatric Psychiatry, 24(4), 261–271. https://doi.org/10. 
1016/j.jagp.2016.01.135 

MORTALITY 15

https://doi.org/10.1080/13576275.2017.1414776
https://researchbriefings.files.parliament.uk/documents/SN07096/SN07096.pdf
https://doi.org/10.1186/s12904-020-00577-2
https://doi.org/10.1186/s12904-020-00577-2
https://doi.org/10.1188/12.Cjon.408-412
https://doi.org/10.5172/hesr.2007.16.5.425
https://doi.org/10.5172/hesr.2007.16.5.425
https://www.jrf.org.uk/our-work/what-is-poverty
https://www.jrf.org.uk/our-work/what-is-poverty
https://doi.org/10.1093/qjmed/hct200
https://doi.org/10.1093/qjmed/hct200
https://doi.org/10.1191/0269216305pm980oa
https://doi.org/10.1016/j.jpainsymman.2007.02.005
https://doi.org/10.1089/jpm.2000.3.27
https://li.com/news/government-benefit-changes-protecting-700000-people-from-poverty-during-covid-crisis/
https://li.com/news/government-benefit-changes-protecting-700000-people-from-poverty-during-covid-crisis/
https://doi.org/10.1016/j.jpainsymman.2010.10.265
https://doi.org/10.1016/j.jpainsymman.2010.10.265
https://doi.org/10.1186/1472-684X-13-30
https://doi.org/10.1186/1472-684X-13-30
https://doi.org/10.1136/bmj.320.7239.909
https://doi.org/10.1136/bmj.m3261
https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on
https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on
https://doi.org/10.1177/0269216311402713
https://doi.org/10.1016/j.jagp.2016.01.135
https://doi.org/10.1016/j.jagp.2016.01.135


The National Council for Palliative Care. (2016). Dying matters coalition - Public opinion on death and 
dying. ComRes. https://www.dyingmatters.org/sites/default/files/files/NCPC_Public%20polling% 
2016_Headline%20findings_1904.pdf 

National Institute for Health Research. (2020). Serving the under-served - how NIHR’s INCLUDE 
initiative will make trials better reflect all members of society. Retrieved January 2, 2021, from 
https://www.nihr.ac.uk/blog/serving-the-under-served-how-nihrs-include-initiative-will-make- 
trials-better-reflect-all-members-of-society/26289 

The Natural Death Centre. (n.d.). The natural death centre. http://www.naturaldeath.org.uk/ 
Office for National Statistics. (2019a). Health state life expectancies by national deprivation deciles, 

England and Wales:2015 t0 2017. https://www.ons.gov.uk/peoplepopulationandcommunity/ 
healthandsocialcare/healthinequalities/bulletins/healthstatelifeexpectanciesbyindexofmultiple 
deprivationimd/2015to2017 

Office for National Statistics. (2019b). Overview of the UK population: August 2019. file:///C:/Users/ 
ljh220/Downloads/Overview%20of%20the%20UK%20population%20August%202019.pdf 

Oliver, D. (2015). We cannot keep ignoring the crisis in social care. BMJ: British Medical Journal, 350 
(may21 3), h2684. https://doi.org/10.1136/bmj.h2684 

Patel, J. A., Nielsen, F. B. H., Badiani, A. A., Assi, S., Unadkat, V. A., Patel, B., Ravindrane, R., & Wardle, H. 
(2020). Poverty, inequality and COVID-19: The forgotten vulnerable. Public Health, 183(June), 
110–111. https://doi.org/10.1016/j.puhe.2020.05.006 

Paul, S., & Sallnow, L. (2013). Public health approaches to end-of-life care in the UK: An online survey 
of palliative care services. BMJ Supportive & Palliative Care, 3(2), 196–199. https://doi.org/10.1136/ 
bmjspcare-2012-000334 

Pentaris, P., & Woodthorpe, K. (2021). Chapter 1 familiarity with death. In P. Pentaris (Ed.), Death, grief 
and loss in the context of Covid-19 (pp. 15–28). Routledge.

Rawlings, D., Tieman, J., Miller-Lewis, L., & Swetenham, K. (2019). What role do death doulas play in 
end-of-life care? A systematic review. Health & Social Care in the Community, 27(3), e82–e94. 
https://doi.org/10.1111/hsc.12660 

Robertson, E., Reeve, K. S., Niedzwiedz, C. L., Moore, J., Blake, M., Green, M., Katikireddi, S. V., & 
Benzeval, M. J. (2021). Predictors of COVID-19 vaccine hesitancy in the UK household longitudinal 
study. Brain, Behavior, and Immunity, 94(May). http://doi.org/10.1016/j.bbi.2021.03.008 

Rudd, R. E. (2015). The evolving concept of health literacy: New directions for health literacy studies. 
Journal of Communication in Healthcare, 8(1), 7–9. https://doi.org/10.1179/1753806815Z. 
000000000105 

Sallnow, L., & Paul, S. (2015). Understanding community engagement in end-of-life care: Developing 
conceptual clarity. Critical Public Health, 25(2), 231–238. https://doi.org/10.1080/09581596.2014. 
909582 

Sallnow, L., Richardson, H., Murray, S. A., & Kellehear, A. (2016). The impact of a new public health 
approach to end-of-life care: A systematic review. Palliative Medicine, 30(3), 200–211. https://doi. 
org/10.1177/0269216315599869 

Selman, L., Lapwood, S., Pocock, L., Anderson, R., Pilbeam, C., Johnston, B., Chao, D., Roberts, N., 
Short, T., & Ondruskova, T. (2020). Advance care planning in the community in the context of 
COVID-19. Internet publication: University of Oxford. phc.ox.ac.uk/publications/1193997 

Sleeman, K. E., Davies, J. M., Verne, J., Gao, W., & Higginson, I. J. (2016). The changing demographics 
of inpatient hospice death: Population-based cross-sectional study in England, 1993–2012. 
Palliative Medicine, 30(1), 45–53. https://doi.org/10.1177/0269216315585064 

Smith, K. E., & Anderson, R. (2018). Understanding lay perspectives on socioeconomic health 
inequalities in Britain: A meta-ethnography. Sociology of Health & Illness, 40(1), 146–170. https:// 
doi.org/10.1111/1467-9566.12629 

Somvihian-Clausen, A. (2017). Kiwi coffin club throws glitter on the idea of dying. National 
Geographic https://www.nationalgeographic.com/news/2017/10/new-zealand-coffin-club- 
death-music-spd/ 

Song, J., Bartels, D. M., Ratner, E. R., Alderton, L., Hudson, B., & Ahluwalia, J. S. (2007). Dying on the 
streets: Homeless persons’ concerns and desires about end of life care. Journal of General Internal 
Medicine, 22, 435–441. https://doi.org/10.1007/s11606-006-0046-7 

16 L. HANSFORD ET AL.

https://www.dyingmatters.org/sites/default/files/files/NCPC_Public%20polling%2016_Headline%20findings_1904.pdf
https://www.dyingmatters.org/sites/default/files/files/NCPC_Public%20polling%2016_Headline%20findings_1904.pdf
https://www.nihr.ac.uk/blog/serving-the-under-served-how-nihrs-include-initiative-will-make-trials-better-reflect-all-members-of-society/26289
https://www.nihr.ac.uk/blog/serving-the-under-served-how-nihrs-include-initiative-will-make-trials-better-reflect-all-members-of-society/26289
http://www.naturaldeath.org.uk/
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthinequalities/bulletins/healthstatelifeexpectanciesbyindexofmultipledeprivationimd/2015to2017
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthinequalities/bulletins/healthstatelifeexpectanciesbyindexofmultipledeprivationimd/2015to2017
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthinequalities/bulletins/healthstatelifeexpectanciesbyindexofmultipledeprivationimd/2015to2017
http://file:///C:/Users/ljh220/Downloads/Overview%20of%20the%20UK%20population%20August%202019.pdf
http://file:///C:/Users/ljh220/Downloads/Overview%20of%20the%20UK%20population%20August%202019.pdf
https://doi.org/10.1136/bmj.h2684
https://doi.org/10.1016/j.puhe.2020.05.006
https://doi.org/10.1136/bmjspcare-2012-000334
https://doi.org/10.1136/bmjspcare-2012-000334
https://doi.org/10.1111/hsc.12660
http://doi.org/10.1016/j.bbi.2021.03.008
https://doi.org/10.1179/1753806815Z.000000000105
https://doi.org/10.1179/1753806815Z.000000000105
https://doi.org/10.1080/09581596.2014.909582
https://doi.org/10.1080/09581596.2014.909582
https://doi.org/10.1177/0269216315599869
https://doi.org/10.1177/0269216315599869
http://phc.ox.ac.uk/publications/1193997
https://doi.org/10.1177/0269216315585064
https://doi.org/10.1111/1467-9566.12629
https://doi.org/10.1111/1467-9566.12629
https://www.nationalgeographic.com/news/2017/10/new-zealand-coffin-club-death-music-spd/
https://www.nationalgeographic.com/news/2017/10/new-zealand-coffin-club-death-music-spd/
https://doi.org/10.1007/s11606-006-0046-7


Song, J., Wall, M. M., Ratner, E. R., Bartels, D. M., Ulvestad, N., & Gelberg, L. (2008). Engaging homeless 
persons in End of life preparations. Journal of General Internal Medicine, 23, 2031–2045. https:// 
doi.org/10.1007/s11606-008-0771-1 

Sprenger, R., Rinvolueri, B., Costa, M., & Lamborn, K. (Eds.). (2019). Funeral Poverty: One woman's 
battle to pay for her son's burial - video. The Guardian. https://www.theguardian.com/society/ 
video/2019/apr/10/4000-in-four-days-one-mothers-battle-to-pay-for-her-sons-funeral-poverty- 
video 

Stajduhar, K. I. (2020). Provocations on privilege in palliative care: Are we meeting our core 
mandate? Progress in Palliative Care, 28(2), 91. https://doi.org/10.1080/09699260.2019. 
1702334 

Thomas, F., Hansford, L., Ford, J., Wyatt, K., McCabe, R., & Byng, R. (2018). Moral narratives and mental 
health: Rethinking understandings of distress and healthcare support in contexts of austerity and 
welfare reform. Palgrave Communications, 4(1), 39. https://doi.org/10.1057/s41599-018-0091-y 

Thomas, F., Wyatt, K., & Hansford, L. (2020). The violence of narrative: Embodying responsibility for 
poverty-related stress. Sociology of Health & Illness, 42(5), 1123–1138. https://doi.org/10.1111/ 
1467-9566.13084 

Thompson, N., Allan, J., Carverhill, P. A., Cox, G. R., Davies, B., Doka, K., Granek, L., Harris, D., Ho, A., 
Klass, D., Small, N., & Wittkowski, J. (2016). The case for a sociology of dying, death, and 
bereavement. Death Studies, 40(3), 172–181. https://doi.org/10.1080/07481187.2015.1109377 

University of Bath. (n.d.). How ‘old people’s home for 4 year olds’ might force a shake-up in social care. 
https://www.bath.ac.uk/case-studies/how-old-peoples-home-for-4-year-olds-might-force 
-a-shake-up-in-social-care/ 

Wahid, A. S., Sayma, M., Jamshaid, S., Kerwat, D. A., Oyewole, F., Saleh, D., Ahmed, A., Cox, B., Perry, C., 
& Payne, S. (2018). Barriers and facilitators influencing death at home: A meta-ethnography. 
Palliative Medicine, 32(2), 314–328. https://doi.org/10.1177/0269216317713427 

Walker, R. (2014). The shame of poverty. Oxford University Press.
Walter, T. (2017). What death means now. Policy Press.
Webb, W. A., Mitchell, T., Snelling, P., & Nyatanga, B. (2020). Life’s hard and then you die: The end-of- 

life priorities of people experiencing homelessness in the UK. International Journal of Palliative 
Nursing, 26(3), 120–132. https://doi.org/10.12968/ijpn.2020.26.3.120 

Woodthorpe, K. (2014). I can’t afford to die: Addressing funeral poverty. I. L. Centre. https://ilcuk.org. 
uk/wp-content/uploads/2018/10/I-cant-afford-to-die-addressing-funeral-poverty.pdf 

Work and Pensions Committee. (2016). Support for the bereaved. House of Commons. https:// 
publications.parliament.uk/pa/cm201516/cmselect/cmworpen/551/551.pdf 

Zaman, S., Whitelaw, A., Richards, N., Inbadas, H., & Clark, D. (2018). A moment for compassion: 
Emerging rhetorics in end-of-life care. Medical Humanities, 44(2), 140–143. https://doi.org/10. 
1136/medhum-2017-011329

MORTALITY 17

https://doi.org/10.1007/s11606-008-0771-1
https://doi.org/10.1007/s11606-008-0771-1
https://www.theguardian.com/society/video/2019/apr/10/4000-in-four-days-one-mothers-battle-to-pay-for-her-sons-funeral-poverty-video
https://www.theguardian.com/society/video/2019/apr/10/4000-in-four-days-one-mothers-battle-to-pay-for-her-sons-funeral-poverty-video
https://www.theguardian.com/society/video/2019/apr/10/4000-in-four-days-one-mothers-battle-to-pay-for-her-sons-funeral-poverty-video
https://doi.org/10.1080/09699260.2019.1702334
https://doi.org/10.1080/09699260.2019.1702334
https://doi.org/10.1057/s41599-018-0091-y
https://doi.org/10.1111/1467-9566.13084
https://doi.org/10.1111/1467-9566.13084
https://doi.org/10.1080/07481187.2015.1109377
https://www.bath.ac.uk/case-studies/how-old-peoples-home-for-4-year-olds-might-force-a-shake-up-in-social-care/
https://www.bath.ac.uk/case-studies/how-old-peoples-home-for-4-year-olds-might-force-a-shake-up-in-social-care/
https://doi.org/10.1177/0269216317713427
https://doi.org/10.12968/ijpn.2020.26.3.120
https://ilcuk.org.uk/wp-content/uploads/2018/10/I-cant-afford-to-die-addressing-funeral-poverty.pdf
https://ilcuk.org.uk/wp-content/uploads/2018/10/I-cant-afford-to-die-addressing-funeral-poverty.pdf
https://publications.parliament.uk/pa/cm201516/cmselect/cmworpen/551/551.pdf
https://publications.parliament.uk/pa/cm201516/cmselect/cmworpen/551/551.pdf
https://doi.org/10.1136/medhum-2017-011329
https://doi.org/10.1136/medhum-2017-011329

	Abstract
	Introduction
	Why look specifically at poverty?
	Why choice is problematic
	The importance of context
	Access to provision
	Impact of austerity on experiences of death and dying
	Covid-19

	Assumptions underlying the death awareness movement
	Do community and public health approaches provide the answer to the equality gap?
	What don’t we know?
	Choice and responsibility
	The impact of shame
	Understanding need
	Conclusions – key questions for future research
	How might a focus on choice and responsibility alienate certain populations?
	How useful is ‘funeral poverty’ as a construct?
	How can public health approaches be community-led?
	What is a ‘good death’?

	Acknowledgments
	Data access statement
	Data availability statement
	Disclosure statement
	Funding
	Notes on contributors
	ORCID
	References

