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Abstract.

This research project deploys a multi-method case study approach to better
understand the relationship between class, neoliberalism, and mental health in the
Cardiff Health Area. Quantitative analyses reveal that class has a more statistically
significant influence on the prevalence of mental ill-health than deprivation.
Qualitative analyses situate phenomenological experiences of mental health and
healthcare within the context of a neoliberal, class-divided society. This
dissertation thus argues that, at the macro-level of society, neoliberal hegemonic
forces individualise responsibility for the development and management of
psychological distress. Individualising discourses are then propelled at the micro-
level by the immunising model of governmentality, in interactions between service
users and healthcare professionals, whereby psychological distress is framed as
internal to individuals. Combined, these theories explain how the neoliberal
paradigm of mental health is constructed and reproduced. The dissertation
concludes that by circumventing the role of social inequalities, the neoliberal
paradigm of mental health inhibits the development of critical, class consciousness.
Future research which focuses on class and deprivation as determinants of mental
ill-health could contribute to a paradigm shift in mental health discourses, away
from individual responsibility and towards the root causes, i.e., the fragmentary

nature of neoliberalism in a class-divided and unequal society.



Introduction.

The World Health Organisation (2022) identifies mental ill-health to be the leading
cause of disability and premature death, detrimentally impacting communities,
economies, and wider society. In Britain, the prevalence of mental ill-health is
rising (Baker and Kirk-Wade, 2023; McManus et al,, 2016). There is also a growing
interest in the relationship between structural inequalities, e.g., gender, race,
ethnicity, sexuality, poverty, and mental ill-health (Meyer and Zane, 2013;
Ventriglio et al,, 2021; Willie et al., 1995; Poole et al,, 2014). Despite class often
intersecting with many structural inequalities, thereby compounding people’s
experiences of marginality and exclusion, a comprehensive account of how class
impacts mental health in Britain remains undeveloped (McEvoy et al., 2021;

Kearney, 2018; Smith, 2005; Ballinger and Wright, 2007).

Research demonstrates that working-class people are the social group most
referred to mental health services and least likely to complete treatment
(Delgadillo et al., 2018, 2016). Why, then, is class ‘rarely discussed’ in relation to
mental health? (McEvoy et al., 2021, p.324). The neoliberalisation of society
fragments people, through ideological forces, into a series of individual actors, each
responsible for their socio-economic conditions and emotional wellbeing (Hall,
2017d, 2017c; Lazzarato, 2012; Duménil and Lévy, 2001; Tyler, 2013). This has
contributed to a persistent decline in class analysis within much of academic
literature, though an exorbitant rise in socio-politico-economic inequalities has led

to a recent resurgence in the relevance of class analysis in Britain (Tyler, 2015;



Reay, 2018; Bennett et al., 2009; Lawler, 2005; Back, 2015; Mood, 2017; Bottero,
2004; Savage, 2015; McKenzie, 2015; Friedman and Laurison, 2020). We have
context, therefore, whereby neoliberal ideologies have downplayed the role of class
divides in driving inequalities in Britain, yet, despite limited research, it seems

class influences social disparities in mental health and healthcare.

This research project attempts to address this knowledge gap by investigating the
relationship between neoliberalism, class, and mental health. It aims to present ‘a
faithful picture’ of this relationship by mobilising a multi-method case study
approach which uses primary and secondary data to conduct quantitative and
qualitative analyses of the Cardiff Health Area (Tressell, 2005, p.1). Three research
questions guide this dissertation to explore this relationship: Is there a statistically
significant association between deprivation, social class, and mental ill-health in
the Cardiff Health Area? How do stakeholders in Cardiff Health Area mental
healthcare make sense of the relationship between social class and mental ill-
health? How do hegemony and governmentality interact to construct a neoliberal

paradigm of mental health?

This dissertation unfolds in four chapters. The first reviews the literature and
introduces the theoretical framework. It suggests that class and deprivation play a
causative role in the development of mental ill-health and greatly influence
healthcare outcomes. Therefore, it is necessary to investigate the statistical
association between deprivation, class, and mental ill-health. It also highlights that

the reluctance to discuss the relevance of class often leads to tension between



healthcare professionals and service users, resulting in working-class
disillusionment with mental health services. Consequently, this dissertation
explores the sociological forces perpetuating classed inequalities in access to
mental healthcare. Then, it considers the political and ideological drivers of the
relationship between class and mental health, leading to an evaluation of the
theoretical framework, which suggests that Gramscian and Foucauldian theories of
power and ideology operate symbiotically to produce a neoliberal paradigm of
mental health. At the macro-level, neoliberal hegemony popularises individual
responsibility as an ontological truth. At the micro-level, the immunising model of
governmentality reinforces this by framing responsibility for developing and
managing mental ill-health as internal to the individual. Together, they eschew the
role of structural inequalities in producing psychological distress and work to
perpetuate the neoliberal paradigm of mental health by inhibiting the development

of critical, class consciousness.

The second chapter discusses the methodologies deployed in the design and
conduct of this research project. It identifies the research objectives and justifies
using the National Statistics Socioeconomic Classification (NSSEC) as an
appropriate class schema for this study. It also reveals how taking the Cardiff
Health Area as the site of study and analysing quantitative data alongside
qualitative data allows for an enriched understanding of the relationship between
neoliberalism, class, and mental health. Next, it shows how Spearman’s rank
correlation and Ordinary Least Squares (OLS) regression analyses can measure the

strength of association between deprivation, class, and mental ill-health, using



open-access secondary data on the health and demography of people living in the
Cardiff Health Area. The section then focuses on how anonymous surveys and
semi-structured interviews with service users and healthcare professionals allow
the theoretical framework to be contextualised within the everyday experiences of
people living in the Cardiff Health Area. It concludes by discussing ethical
considerations surrounding the wellbeing of all involved in this research project
and the steps taken to ensure the anonymity and integrity of participants and their

data.

The third chapter presents quantitative analyses and responds to the first research
question. Spearman’s rank correlation and OLS regression analyses reveal a
statistically significant association between deprivation, class, and mental ill-
health. Significantly, it suggests a statistically stronger association between the
distribution of class and the prevalence of mental ill-health within
neighbourhoods, relative to deprivation ranking. This indicates that future
national-level research could focus on how the class composition of
neighbourhoods influences the prevalence of mental ill-health. Should the findings
of this chapter be generalisable to the UK population, it suggests that class and
deprivation need to be considered as determinants of mental ill-health.
Furthermore, survey results identify that despite a lack of academic and social
commentary, service users and healthcare professionals believe that class greatly
influences mental health. In identifying a statistically significant association

between deprivation, class, and mental health, the findings of this chapter thus



present a need to consider further how class influences mental health in the

context of a fragmentary neoliberal society.

The fourth chapter addresses the how by conducting a qualitative analysis and
responding to the second and third research questions. First, it examines how class
influences the development of mental ill-health, suggesting that neoliberal
hegemony and governmentality collaborate to perpetuate a neoliberal paradigm of
mental health. This paradigm views mental ill-health as an internal issue,
disregarding external structural injustices as contributors to psychological distress.
Consequently, it depoliticises the determinants of mental ill-health, compelling
individuals to focus on their thought processes and overlook socio-politico-
economic factors. Second, it explores class dynamics in accessing mental
healthcare, emphasising how private mental healthcare creates classed inequalities
in access to, and quality of, treatment. It then reveals how contradictory hegemonic
forces exclude working-class and BAME individuals from NHS mental healthcare,
and how helplines broaden the immunising model’s scope by serving those
typically excluded from professional support, suggesting change must come from
within. Third, it delves into how neoliberal hegemony popularises self-care, laying
the foundations for the commodification of mental healthcare. It then assesses the
counter-hegemonic nature of working-class interpretations of community as
feeling. It argues that Wales’ social prescription model for mental healthcare is an
intriguing development that could shift the paradigm away from neoliberal
individualism towards community-building to prevent and alleviate mental ill-

health symptoms.
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Lastly, this dissertation concludes by summarising the findings and suggesting
avenues for further research. It posits that class significantly influences mental
health, particularly in the context of a class-divided, neoliberal society. Throughout
this dissertation, two key contributions are made: first, the class composition of
neighbourhoods has a statistically significant impact on the prevalence of mental
ill-health. Second, the neoliberal paradigm of mental health is reproduced
differently at the macro and micro levels of society and works to depoliticise the
determinants of mental ill-health, which inhibits the development of critical, class

consciousness.
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Chapter 1 - Literature Review.

Introduction.

This review comprises of two sections. The first section draws upon three themes
to address the field’s ‘continued failure to take class seriously’ and contextualise
the present research within the available literature (Ballinger, 2017, p.132). First, it
addresses how class influences the prevalence and development of mental ill-
health. Second, it examines how class dynamics function within mental healthcare.
Third, it examines the political and ideological drivers of the relationship between
class and mental ill-health. The first section concludes by asserting that conducting
statistical analyses of the relationship between class, deprivation and mental ill-
health, alongside probing class dynamics and the impact of neoliberal ideology, are

the primary avenues for this research project to investigate.

The second section introduces Foucauldian and Gramscian theoretical frameworks
to understand how they can be deployed to make sense of the relationship
between class and mental health. Foucault’s (2008) theory of governmentality
suggests that institutions use mechanisms of covert coercion to control how people
understand and respond to mental ill-health, primarily through self-regulation.
Gramsci’'s (1971) theory of hegemony asserts that power and control are exerted
through the dominance of cultural and ideological discourse. The convergence of
these theories provides a sociological lens to analyse how the neoliberal paradigm
of mental health is reproduced at both the macro and micro levels of society.

Hegemony operates at the macro-level to generate commonsensical individualising
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discourses surrounding mental ill-health. At the micro-level, through
governmentality, healthcare institutions reinforce that mental ill-health is internal
to the individual. By framing mental ill-health as the personal responsibility of
individuals, people become preoccupied with introspection to understand their
experiences of psychological distress. This results in a lack of awareness of how
external, structural, forces shape a classed quality of life by determining people’s
access to resources, opportunities, and power. Consequently, the neoliberal
paradigm of mental health works to inhibit the development of critical, class

consciousness.

i. Literature review.

Most British studies in this field have focused on the statistical relationship
between deprivation and mental ill-health, consistently finding that increased
deprivation correlates with an increased prevalence of mental ill-health (Poole et
al,, 2014; McLeod and Shanahan, 1996; Delgadillo et al., 2016; Skapinakis et al.,
2005). Other variables shown to impact mental ill-health include education and
ethnicity, though this is expected given that significant numbers of ethnic
minorities and people with low education levels often comprise the poor and
working classes in Britain (Savage, 2015; Reay, 2018; Francis-Devine, 2020;
Institute of Race Relations, 2020). Fryers et al. (2003) claim two studies have
investigated the relationship between class and mental-ill health in Britain,
identifying no statistically significant association; however, these studies identified
an association between other markers such as income and material circumstances.

The findings are surprising given that research has consistently demonstrated

13



strong associations between one’s class position, education, and income (Reay,
2018; Savage, 2015; Friedman and Laurison, 2020). The disparities identified here
make a strong argument for contemporaneous quantitative research on the
relationship between mental ill-health, class, and deprivation. Consequently, this
research will conduct quantitative analyses of the prevalence of mental ill-health in
the Cardiff Health Area, using the Welsh Index of Multiple Deprivation (WIMD) and
National Statistics Socio-Economic Classification (NSSEC), to explore whether

current statistics reveal such statistical associations.

An issue frequently raised in this field is the exclusion of the voices and
experiences of those with mental ill-health (Balmforth, 2009; Ballinger and Wright,
2007; McEvoy et al., 2021; Kearney, 2018; Thompson et al., 2012). This can be
understood as a tool of marginalisation whereby those most impacted by mental
ill-health are excluded from essential debates on understanding mental ill-health
and the provision of services and treatments. Therefore, it is vital for future
research to include the very demographic, often marginalised groups, it attempts to
study. Indeed, this research aims to address this by conducting anonymous surveys
and confidential interviews with Cardiff Health Area’s service users, listening to
their testimonies and phenomenological experiences of the relationship between
class and mental ill-health. The objective is to enrich the findings of the
quantitative analyses and attempt to ground the theoretical debate within the

everyday lives of working and middle-class people in the Cardiff Health Area.
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Another group with great insight into the relationship between class and mental
ill-health are the healthcare professionals providing mental health services. Studies
reveal that they often provide crucial insights, including nuanced understandings
of how systemic issues and structural limitations of healthcare impact the
development and treatment of mental ill-health (Jones, 2019; Bennett et al., 2020;
Appio et al,, 2013). Healthcare professionals’ insights further demonstrate how
class’s relevance to mental-ill health is perceived within this predominantly
middle-class profession (Trott and Reeves, 2018; Smith et al,, 2011; Kearney,
2018). Consequently, this research will collect survey and interview data from
healthcare professionals and situate them alongside service users’ testimony to
propel its understanding of the relationship between class and mental ill-health in

the Cardiff Health Area.

As for how class impacts the development of mental ill-health, there are two
prominent hypotheses. The first is Eaton’s (1980) ‘social drift” hypothesis, which
argues that as mental ill-health progresses and the symptoms become more severe,
thereby straining occupational, familial, and social relationships, individuals
experience downward social mobility. Eaton (1980) argues that professional
support is sought after experiencing downward mobility, and this accounts for why
many people experiencing mental ill-health belong to the poor and working
classes. Methodological errors have since been identified in Eaton’s (1980)
statistical analysis, which reveals that the social drift hypothesis is statistically

unfounded (Fox, 1990). Despite this development, Eaton’s (1980) theoretical
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insight and hypothesis retain their salience in mental health (Cummins, 2018;

Murali and Oyebode, 2004; Poole et al., 2014).

In contrast, Dohrenwend and Dohrenwend (1996) hypothesise a social causation
to mental ill-health, suggesting that harmful social environments cause
psychological distress, culminating in mental ill-health. As the poor and working
classes are most likely to experience harmful social environments, they are thus
more likely to experience mental ill-health. Whilst largely rejected in psychiatric
and psychological fields, a substantial body of sociological literature documents the
harms of capitalism and the impact it has on the poor and working classes
(McKenzie, 2015; Friedman and Laurison, 2020; Reay, 2018; Sennett and Cobb,
2023; Chomsky, 2021; Marcuse, 2002; ZiZek, 2015; Lazzarato, 2012; Davies, 2022).
Furthermore, research conducted after COVID-19 indicates a rise in mental ill-
health amongst those facing socio-economic adversity in the UK (Kwong et al.,
2021). Given sociological testimony and recent statistical evidence supporting
social causation, this research will attempt to contribute to this ongoing debate by
providing a platform to stakeholders in Cardiff Health Area’s mental health services

to express their thoughts on the determinants of mental ill-health.

Class is also thought to impact the treatment of mental ill-health (Delgadillo et al.,
2018; Murali and Oyebode, 2004; Blackshaw et al., 2018; Wright, 1993). The
strength of the therapeutic relationship in mental healthcare is widely accepted as
being intertwined with the effectiveness of treatment and its outcomes (Thompson

etal,, 2012; Lambert and Barley, 2001; Norcross, 2010). With psychology and
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psychiatry being predominantly middle-class professions, class differences
between the service user and clinician are often identified as a source of tension
that negatively impacts on the therapeutic relationship (Smith et al., 2011; Trott
and Reeves, 2018; Ballinger and Wright, 2007; Balmforth, 2009). This typically
occurs when middle-class clinicians dismiss class’s relevance to the therapeutic
process, thus ignoring the great influence that socio-economic factors have on
working-class people’s quality of life. As a result, feelings of shame, powerlessness,
and discomfort often foster within working-class service users, and therapy
becomes an ‘oppressive’ act (McEvoy etal.,, 2021, p.326). Such adverse experiences
have made many working-class people question the relevance of therapy to their
recovery from mental ill-health, as they cannot reconcile the tension between

fundamentally different, classed worldviews (Balmforth, 2009; Kearney, 2018).

The unwillingness of clinicians to accept, address, and mitigate class differences in
mental healthcare is often referred to as 'class blindness’ (Ballinger, 2017, p.131).
While some scholars have focused on overt practices of class discrimination to
explain the negation of class’s importance, others have pointed towards how class
is often excluded from training and clinical guidelines, contributing to sentiments
of class apathy within the discipline (McEvoy et al., 2021). Much of the work done
towards addressing class in therapy is claimed to come from working-class
therapists and academics themselves (Ballinger and Wright, 2007; Balmforth,
2009). Indeed, they claim that by developing ‘class awareness’ and explicitly

addressing class differences, the negative impacts of class dynamics in therapy can
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be mitigated, thereby strengthening the therapeutic relationship and positively

influencing treatment outcomes (Ballinger and Wright, 2007, p.332).

Balmforth (2009) identified that for many working-class people, class is
particularly relevant to their experiences of mental healthcare. This might explain
why, despite working-class people being the group most referred to mental health
services, they are also the group least likely to complete treatment (Delgadillo et
al, 2018, 2016; Imber et al,, 1955). Nonetheless, it is essential to note that class
and power dynamics are not always directed from therapist to service user. Indeed,
Balmforth (2009, p.382) highlights how one middle-class service user, who
perceived their therapist as working-class, felt they held power in the therapeutic
setting and conceded they felt proud to be able to “educate” the therapist during
treatment. Both examples suggest that mental healthcare is intrinsically political,
with historical power relationships between classes often emulated (Proctor,
2017). Given the potentially exclusionary nature of such practices and their
implications for the relationship between class and mental ill-health, this research
will explore the impact of class dynamics by analysing data from surveys and

interviews with stakeholders in Cardiff Health Area’s mental health services.

Another aspect of the relationship between class and mental ill-health is the
quality of mental healthcare. Having identified that working-class people are least
likely to complete treatment, it is fundamental to explore the quality of treatment
provided. The NHS’s principal treatment for mental ill-health is Cognitive

Behavioural Therapy (CBT), which addresses the detrimental symptoms of
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negative thought patterns and emotions (Bolsover, 2007; Layard, 2006).
Conversely, private mental healthcare typically addresses the root causes of
psychological distress and trauma through various psychotherapies - though these
are often time-intensive (Mind, 2017; Knapp et al,, 1999; Montgomery, 2014).
Given the extensive literature on the association between severe trauma and the
poor and working classes, it is concerning that the treatments to address these are
often only accessible through private healthcare, which excludes many poor and
working-class people due to the significant costs involved (Thompson et al., 2012).
An area of investigation for this research will thus be how stakeholders consider
the quality of NHS treatments and whether a classed disparity exists in accessing

private treatment.

[t is well documented that psychiatric and psychological disciplines have
traditionally positioned themselves as apolitical, objective sciences to become
accepted within the broader academic field (Foucault, 2001; Frazer-Carroll, 2023;
Szaz, 1997; U’'Ren, 1997). However, attempting to understand human behaviour
and consciousness is an intrinsically political act (Fisher, 2011; Rogers and Pilgrim,
2014; Ramon, 2008). This argument has gained traction in recent years, with
theories of “social-justice-orientated” and “progressive” treatments embedded into
training and practice, particularly concerning structural inequalities and
discrimination experienced according to race, gender, and sexuality (Smith, 2008).
Despite these advances, the impact of class remains largely unexplored (Ballinger,

2017). This is significant because class often interacts with many other structural
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inequalities and shapes people’s access to opportunities, resources, and power at a

systemic level.

The neglect of class in the context of increased representation for other
marginalised social groups is likely explained by how formal knowledge is often
produced by academics and clinicians of a privileged, middle-class milieu (Reay,
2018; Kearney, 2018; Chalifoux, 1996). Whilst recent decades have seen increased
participation for women and ethnic minorities within academia, working-class
participation remains chronically low (Black, 2005; Loveday, 2015; Reay et al,,
2009). Consequently, academia and medicine become more diverse on account of
race, ethnicity, and gender, yet their class composition remains unchanged (Todd,
2021; Gilbert, 2018). This is problematic because, understanding that class often
amplifies experiences of discrimination, research that negates class is unlikely to
sincerely represent the marginalised group(s) it seeks to interpret (Combahee
River Collective, 1977; McKenzie, 2013; Manstead, 2018; Mood, 2017). Whilst this
research focuses primarily on class, it aims to uncover how class intersects with

other inequalities in mental health as foundations for future research.

Prevailing inequalities within mental healthcare have resulted in several scholars
discussing the role of ideology within the field and how certain ideologies
detrimentally impact marginalised social groups (Kearney, 2018; Proctor, 2017).
Neoliberal ideology is understood to be pervasive in the field of mental health,
whereby social/societal factors are understated, and mental ill-health becomes the

pathologised personal property of individuals (Timimi, 2011; Esposito and Perez,
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2014; Ramon, 2008; Cosgrove and Karter, 2018). This often results in negative
perceptions of the self as people see their mental ill-health as a reflection of their
individual failure to promote their internal emotional wellbeing. There are also
ideological repercussions for treatment, with an exorbitant rise in public health
campaigns and social commentary on the importance of “self-care”, whereby
individuals are responsible for managing symptoms and curing their mental ill-
health (New Economics Foundation, 2011; Lucock et al,, 2011). Despite being
popularised to sustain the revolutionary Black Panther movement through mutual
aid practices, “self-care” has been usurped by neoliberal ideology to reflect what is
becoming a social norm: individuals are ultimately responsible for their emotional

wellbeing and mental health (Frazer-Carroll, 2023).

A consequence of neoliberal ideology in mental health is its impact on class
consciousness; it drives individuals to inwardly contemplate how their thoughts
and emotions impact their wellbeing, as opposed to the material and social
conditions that shape access to opportunities, resources, and power for them and
the class they belong to (Esposito and Perez, 2014). In doing so, it frames a
paradigm of mental healthcare that centres on the pathologisation of the individual
and limits the scope of public mental health measures to “awareness campaigns”
instead of reducing the root causes, i.e., poverty and inequality in society (Cosgrove
and Karter, 2018; Ramon, 2008). Given the significant impact neoliberal ideology
can have on society’s understanding of mental ill-health, it is worthy of detailed
exploration within this research project. Unravelling this relationship can help

increase awareness of the centrality of ideology’s role in mental health and provide
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greater insight into neoliberalism’s impact on the development of class

consciousness.

ii. Introduction to the theoretical framework.

Given the significant political and ideological drivers identified in the literature,
Foucault’s (2008) theory of governmentality is worthy of exploration. Understood
as a covert method of control whereby healthcare institutions influence people’s
understanding of and relationship to mental health, governmentality operates
through policy directives, treatments, and establishing boundaries between “the
human condition” and what constitutes mental ill-health (Larner, 2000). A
particular aspect of governmentality concerning the above literature is the focus on
self-regulation, whereby contemporary mental healthcare encourages people to be
introspective and develop coping mechanisms to manage their mental ill-health at
the micro-level, thus enabling people to contribute efficiently to capitalism's
production and consumption mechanisms (Catoi, 2011; Foucault, 1991, 2008). The
implications for class dynamics are compelling, as governmentality demonstrates
how working and middle-class people become self-regulating subjects that uphold
and reproduce the status quo to benefit the ruling class. Whilst governmentality
explains the self-regulating discourse in mental health, this needs to be situated

within the wider dynamics of individualisation pervasive in contemporary society.

Esposito (2013) attempts to expand on this through the immunising model of

governmentality. Here, individuals and their psyches are separated from their

community. Whilst immunity is an essential aspect of self-preservation and liberty
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of individuals within a community and indeed supports a healthy community by
ensuring diverse thoughts and personalities, over-immunisation harms both the
individual and the community to which they belong (Esposito, 2011). When over-
immunisation occurs through the immunising model of governmentality,
individuals see themselves as autonomous from the community and the socio-
politico-economic structures that govern their lives. This is damaging to the
individual as it limits their ability to critically position themselves within the
structure of society, thus impeding the development of critical consciousness. It
also damages the community by negating its very existence and fragmenting

society into individual, autonomous actors.

A contrasting theoretical perspective is presented by Gramsci (1971), asserting
that power and control in modern capitalist society are exerted through hegemony.
Under hegemony, the values and ideas of the ruling class form a mass psychology
and culminate in political and social consciousness, providing the consent
necessary for political and economic governance. Hegemony is popularised by
commonsensical worldviews and disseminated by ‘civil society’ comprising state
and religious institutions, as well as cultural and social organisations (Gramsci,
1971, p.243). Whilst multiple and often contradictory hegemonic ideologies exist,
their complexity and omnipresence across society create a ‘thick ideological veil’
that impedes people’s ability to achieve critical consciousness (Femia, 1981,
p-230). Whereas Foucault (2008) suggests that power and control are exerted by
institutions that impact people’s consciousness through covert coercion, Gramsci’s

(1971) hegemony claims that power and control are exerted by establishing
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cultural and ideological dominance, which generates self-sustaining consent.
Hegemony is thus a useful conceptual device to explore how macro-level
hegemonic ideologies (re)produce the neoliberal paradigm of mental health.
Furthermore, Gramsci (1971, p.325) argues that identifying and deconstructing the

hegemonic forces operating in society is fundamental to achieving praxis.

Hall (2017d) attempts to do this, identifying neoliberal hegemony as the principal
hegemonic force in contemporary capitalist society. For Hall (2017c), neoliberalism
is a continuous political and ideological project marked by increased privatisation,
areduction in state welfare and public services, and individualisation.
Paradoxically, neoliberal hegemony eschews how the economic base of society is
maintained by the fiscal and judicial interventions of the state (Hall, 2017b).
Despite society not being technically neoliberal, as people’s access to opportunities
and powers are dictated by structural forces, a mass psychology is created in which
people’s commonsensical (hegemonic) worldviews lead them to believe that they
are individually responsible for their material and social conditions. Applied to the
field of mental health, the economic and class structure of society shapes people’s
access to resources, opportunities, and power, as well as determining their overall
well-being. However, these structural forces are concealed by the individualising
discourses of neoliberal hegemony whereby people think they are individually

responsible for their mental health.

The distinguishing feature between the theoretical frameworks presented above is

that for Foucault (2008), power and control in society are exercised through covert
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practices of coercion. Whereas for Gramsci (1971), dominant cultural and
ideological views shape the contours of society, which generates consent for
governance. | argue these theoretical frameworks can co-exist. For example,
neoliberal hegemony provides the dominant cultural and ideological foundations
at the macro-level of society for people to consider themselves responsible for the
development and management of mental ill-health, with the popularisation of self-
care serving to commodify mental healthcare itself. Then, at the micro-level, the
immunising model of governmentality operates through healthcare professionals
to reinforce that psychological distress is developed internally within service users’
mind-bodies, and that only internal behavioural change can lead to better mental
health. These theories combine to (re)produce a neoliberal paradigm of mental
health which circumvents the role of social injustices in causing psychological
distress, thereby inhibiting the development of critical, class consciousness and

resistance to neoliberal capitalism.

Summary.

The themes discussed in the first section of the review indicate that despite being
largely overlooked, class does impact mental health. The first theme reveals that
contemporary research consistently demonstrates a positive association between
deprivation and mental ill-health. Two historical studies on class and mental ill-
health in Britain were identified, which found no significant statistical association.
Given the similarities between working-class demographics and those described as

deprived, this research will use modern data to investigate whether significant

25



statistical associations between deprivation, class, and mental ill-health can be

identified.

The second theme explores how class influences mental healthcare, with clinicians’
unwillingness to acknowledge class differences identified as a source of tension.
This might explain why many working-class people choose not to engage in
treatment despite being the social group most referred to mental health services. It
also highlights the differences in standards of care between NHS and private
mental healthcare, raising questions concerning the quality of care that working-
class people typically receive. Consequently, this research project will explore how
negative class dynamics and poor-quality care drive classed inequalities in mental

healthcare provision.

The third theme focuses on the political nature of mental health and healthcare and
identifies a lack of working-class representation in this field as problematic for
producing and disseminating knowledge. It also explores how neoliberal ideology
fosters individual pathologisation of mental ill-health, with individuals responsible
for maintaining their emotional wellbeing. The role of neoliberal ideology in
mental health and how it shapes class consciousness thus becomes an exploratory
objective of this research project, and it will attempt to address this by situating the
phenomenological experiences and articulations of its participants within the

theoretical framework summarised below.
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The second section draws upon Foucauldian and Gramscian perspectives on how
power and control are exerted within society to produce a neoliberal paradigm of
mental health. It identifies that when merged, the theories explain how dominant
cultural and ideological tenets operating at the macro-level can recalibrate society
along neoliberal values and ideals. The influence of neoliberal hegemony then
positions institutions to exert governmentality and coerce people at the micro-level
into self-regulating their mental ill-health. Combined, these forces circumvent how
classed inequalities in a neoliberal society determine people’s social and material
conditions - and how they influence emotional wellbeing and mental health. The
theoretical framework introduced here thus provides a sociological lens to explore
how hegemony and governmentality eschew the role of structural inequalities in
reproducing psychological distress and that, framing mental ill-health as internal to

individuals inhibits the development of critical, class consciousness.
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Chapter 2 - Methodology.

Introduction.

This chapter introduces the methods used to address the research questions (RQ),
objectives, and methodologies used to investigate any link between class and
mental health. It consists of five sections. First, it introduces the multi-method case
study design. Second, it presents my interpretation of class as a sociological
concept. Third, it explains how statistical analyses allow the relationship between
class, deprivation, and the prevalence of mental ill-health to be measured. Fourth, it
explores how participants’ testimony can contextualise the relationship between
class and mental health and allow sociological theory to be situated within the
everyday experiences of people living in the Cardiff Health Area. Lastly, it discusses
ethical considerations and measures taken to ensure the integrity and wellbeing of

all involved in this research.

i.  Multi-method case study design.
At its core, this research project is interested in the ‘meaning and measurement’ of
the relationship between class and mental health in the Cardiff Health Area
(Bryman, 1998, p.126). Consequently, this study mobilises a multi-method case
study approach to provide qualitative context to quantitative measurements of this
relationship. Through statistical analyses, secondary demographic and healthcare
data will measure the relationship between class and mental health in the Cardiff
Health Area. Two anonymous surveys are then used to corroborate the findings

and determine whether people are conscious of the relationship between class and
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mental ill-health. Next, semi-structured interviews with stakeholders in Cardiff
Health Area mental healthcare are used to provide a deeper understanding of this
relationship and situate sociological theory within people’s everyday experiences.
By deploying quantitative and qualitative methods, this research aims to develop a
‘better understanding’ of the relationship between class and mental health in the

Cardiff Health Area (Creswell and Clark, 2018, p.75).

The literature review reveals that class remains overlooked in mental health and
that mental health stakeholders are often excluded from research. Consequently,
this research aims to infuse broader theoretical perspectives within the context of
localised empirical data to ‘render social action in a manner that comes closest to
the action as it is understood by the actors themselves’ (Feagin et al., 1991, p.8).
Doing so will help to reveal the class dynamics and ideological structures that
influence mental health and provide avenues for future research into this field.
Because healthcare in Britain varies at local, regional, and national levels, people’s
experiences and understanding of the relationship between class and mental
health may differ according to where they live. Thus, this research takes the form of
a case study to analyse social phenomena occurring at a specific site (Widner et al,,

2022).

The Cardiff and Vale University Health Board (Cardiff Health Area) is the site of the
case study. It is the third-largest health board in Wales and serves 16% of the
Welsh population, providing an extensive pool of prospective participants (Welsh

Government, 2021). Furthermore, the Welsh Government (2019a) provides open-
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access data about the health and demographic composition of the Cardiff Health
Area, allowing useful insights into this geographical locality. My professional
experience with mental health services in the Cardiff Health Area means I
understand how this service operates and many of the issues facing its service
users. Being raised in the Cardiff Health Area, its socio-cultural idiosyncrasies are
second nature to me as a researcher, which allows for a more nuanced
interpretation of participant responses. My knowledge of the area, a large pool of
prospective participants, and easy access to demographic and healthcare data,

solidify the Cardiff Health Area as an appropriate site for the case study.

ii. Conceptualising class.

Class as a sociological concept is quite broad, with multiple perspectives
attempting to interpret it and competing approaches to its definition (Goldthorpe
and Marshall, 1992; Bourdieu, 1987; Grusky, 2014; Savage, 2015). Nonetheless,
class is a powerful tool for understanding how power and opportunities are
distributed within society (McKenzie, 2015; Ainsley, 2018; Friedman and Laurison,
2020; Tyler, 2015). Cultural class analysis defines class as an amalgamation of
social, economic, and cultural capital whereby measures of deprivation are used as
a proxy for class (Bennett et al., 2009). However, in a society where culture is
commodified, produced and disseminated en masse, cultural class analysis is likely
to mistake historical markers of class for its fundamental characteristics (Skeggs,

2015; Bottero, 2004).
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Structuralist occupational interpretations of class have been critiqued for failing to
account for how deindustrialisation has altered the occupational landscape
(Baraud et al,, 2022). Nonetheless, its focus on people’s relationship to, and
categorisation of, labour continues to reveal the dynamics of power and
opportunity that are fundamental to class as a sociological concept (Bukodi and
Goldthorpe, 2018). The National Statistics Socioeconomic Classification (NSSEC)
class schema mobilises this structuralist conception and is frequently used as a
measure of social class across public and private institutions, as well as academia
(Siegler et al., 2008; Chatzitheochari et al., 2022; Chandola, 2000; Scambler, 2012;

Rose and Pevalin, 2003).

Consequently, this research project adopts the NSSEC to measure social class
(Office for National Statistics, 2022a). NSSEC classes 1-2, comprising those in
professional occupations, are considered middle class and NSSEC classes 3-8,
comprising the more routine and ancillary occupations, are considered working
class. In addition to revealing how the labour market influences the distribution of
power and opportunities, the NSSEC is also widely used in population statistics
(Office for National Statistics, 2022a). Thus, the NSSEC is a reliable and accessible
variable that can provide class insights at a granular level for the population under

study in this research.
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iii. ~ Deprivation, class, and the prevalence of mental ill-health.
This research begins by measuring the association between deprivation, class, and
the prevalence of mental ill-health using statistical analysis and conducting a

hypothesis test:

Ho: There is no significant statistical association between
deprivation, social class, and mental ill-health

in the Cardiff Health Area.

Hi: There is a significant statistical association between
deprivation, social class, and mental ill-health

in the Cardiff Health Area.

To access contemporaneous data on this relationship, a Freedom of Information
(FOI) request was submitted to the health board for a list of postcodes and their
respective number of people who had sought mental health support in the most
recent calendar year. However, the health board declined the FOI request, citing
data protection regulations. Consequently, Welsh Government (2019a) data
showing the proportion of GP-recorded mental health conditions in Cardiff Health
Area’s Lower-Layer Super Output Areas (LSOA) is used. LSOAs are geographical
units used in the Census, they are deployed in this analysis because their small size
reflects demographic variations across the Cardiff Health Area, demonstrating how
deprivation and class interact side-by-side at a small scale (Ajebon and Norman,
2016). Healthcare data is thus analysed alongside the NSSEC profile of Cardiff
Health Area’s LSOAs (Office for National Statistics, 2022b). Using Stata, Spearman’s

rank coefficient calculates any associations, and an Ordinary Least Squares (OLS)
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regression analysis evaluates how class influences the prevalence of mental ill-

health.

Because the use of NSSEC as a variable to measure the relationship between the
distribution of class and the prevalence of mental ill-health within neighbourhoods
is a novel contribution to the field, it is appropriate to simultaneously test for an
association between deprivation and mental ill-health in the Cardiff Health Area.
This is conducted by repeating Spearman’s rank coefficient and OLS regression
analyses, using the deprivation rank of Cardiff Health Area’s LSOAs per the Welsh
Index of Multiple Deprivation (Welsh Government, 2019b). In doing so, [ attempt to
replicate the findings of several studies that identify a positive association between
deprivation and mental ill-health. Should this be replicated, it indicates a degree of
external validity, meaning the statistical analyses conducted could be generalisable
to the broader population. Thus, providing a basis for further research into the

statistical relationship between deprivation, class, and mental ill-health.

Anonymous surveys are then used to investigate whether the opinions and
experiences of Cardiff Health Area’s service users and healthcare professionals
corroborate the results of the statistical analyses. Question seven asks participants
whether they believe social and economic environments impact their mental
health. The term “class” is omitted to increase accessibility for participants and
reduce response bias because many scholars claim class is irrelevant to the British
public and has left-wing political associations (Pahl, 1989; Bourdieu, 1987; Tilley

and Evans, 2017; Ainsley, 2018; Ollman, 1972; Hall, 2017a). Consequently, “social
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and economic” is used as a proxy for “class”. The survey also explains the term to
mitigate confusion: “Social and economic environment’ means the things that
shape your daily life such as income, housing, working conditions, education, and

access to food and leisure.”

Combining statistical analyses on the relationship between class, deprivation, and
mental ill-health with data gathered from participant surveys, this research aims to
build an objective picture of how class and deprivation interact with mental health
to provide an answer to RQ1. Furthermore, providing a platform to participants
makes it possible to understand how people make sense of the structural

inequalities within society and the impact they have on mental ill-health.

iv.  Stakeholders’ understanding of the relationship between mental health
and class.

After measuring the extent to which class and deprivation influence mental health,
this research turns to how service users and healthcare professionals make sense
of these relationships. Because mental health is a highly stigmatised topic, I
anticipated difficulty attaining stakeholders’ data (Ismail et al., 2014; Dickson-Swift
et al., 2009). To mitigate this, | designed two anonymous surveys: one for service
users and one for healthcare professionals. By creating two surveys, | ensure
questions are relevant to the participant groups and that, when analysing the
results, clear distinctions and comparisons can be made between them. The

surveys are also crucial tools for recruiting interviewees, as the final question
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invites participants to provide contact details should they wish to participate

further.

The surveys are designed using Qualtrics, and a pilot is created to test for
inclusivity and accessibility. Feedback suggests some questions were difficult to
understand and that text boxes for open-ended questions needed to be bigger to
provide detailed responses. Consequently, text boxes are enlarged, and questions
are reworded to omit academic language and be accessible to and inclusive of as
many people as possible. The pilot was instrumental in designing the final survey,
as it highlighted that user-friendliness is equally important to the questions asked.
This results in succinct and user-friendly surveys, achieving high response rates?.
Before survey completion, participants are given information about the research
project and how their data will be used and processed. Participants are informed of
their right to withdraw consent at any time, and I provide my contact details
should participants wish to raise any concerns relating to this. The first section of
the survey consists of an online consent form to ensure participants give their

informed consent before participating.

To understand how representative the participants were of Cardiff Health Area’s
population, demographic questions are asked. Aware that ethnic minorities and
working-class people are often excluded from research, an effort is made to
promote this research within these communities by engaging with community

leaders and publicising the research project in community hubs (Alvarez et al.,

1338 people respond to the surveys.
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2006; Foster, 2009). Nonetheless, participants in both surveys are
disproportionately white, female, and highly educated compared to the Cardiff
Health Area’s population, and healthcare professionals are markedly
unrepresentative of Cardiff Health Area’s population?. This demonstrates that
despite efforts to widen participation in research, the sample reflects many
research projects that need to be more inclusive of marginalised social groups
(Townson et al,, 2004; Oliver, 1992; Nind, 2014). To address this, the research
project mobilises affirmative action by giving particular attention to the testimony

of BAME and working-class interviewees (Berthoud et al., 2009; Smith, 2019).

Twelve interviews are conducted, split evenly between service users and
healthcare professionals. The semi-structured method is deployed to cover key
topics on class, power, and ideology whilst simultaneously giving participants
autonomy over their responses and the direction of the interview (Clark et al,,
2021). As with the surveys, participants are given information on how interview
data is used in the research, and additional informed consent is sought to conduct,
record and transcribe the interviews. Kvale’s (1996) criteria for successful
interviews is mobilised, and by being a clear, sensitive, and empathetic interviewer,
many participants are comfortable disclosing their unfiltered opinions and
experiences of mental health(care) in the Cardiff Health Area. The interviews are
transcribed and processed using ATLAS.ti, and coding is used to draw out

prominent themes and relate participants’ experiences to the interaction between

z Appendix A presents and compares survey demographics with the Cardiff Health Area’s
population.
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hegemony and governmentality (Gramsci, 1971; Foucault, 2008). Combined,

survey and interview data are used to answer RQ2 and RQ3.

Ethical considerations.
Ethics are considered the cornerstone of research (Israel and Hay, 2006; Economic
and Social Research Council, 2022). Two key ethical considerations are the
wellbeing and integrity of all involved with this research project. To protect
participants’ wellbeing, interviews focus on general research themes rather than
individual experiences of psychological distress. Participants are also reminded
that they can decline to answer questions, pause the interview, and withdraw their
consent to participate at any time. For safeguarding purposes, interviews are
conducted online, and a resource pack is available to all participants with
information on accessing self-help and professional mental health support in the

Cardiff Health Area.

Equally important is my wellbeing as a researcher. To address this, | attended ESRC
workshops on vicarious trauma in research, limited the number of interviews
conducted in a day to two, and ensured I could discuss (without compromising
anonymity) difficult topics raised in interviews with trusted peers and friends. To
protect participants’ anonymity, information relating to specific circumstances that
might be used to identify individuals has been altered so that the context becomes
anonymised, but the sentiment remains, allowing such testimony to be integrated

into the research project. Furthermore, per the conditions of this research project’s

37



ethical approval, all information is encrypted, stored locally and processed using

university-licensed software.
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Chapter 3 - Quantitative Data Analysis.

Introduction

This chapter investigates and responds to RQ1: “Is there a statistically significant
association between deprivation, social class, and mental ill-health in the Cardiff
Health Area?” The analysis develops in three sections. First, a Spearman’s rank
coefficient matrix is performed to calculate whether any associations exist between
the variables of class, deprivation, and mental ill-health. Regression is then used to
measure any associations using Ordinary Least Squares (OLS). Last, survey data is
used to understand whether public opinion corroborates the results of the
statistical analyses. It concludes by discussing the findings and suggests that when
exploring mental health, class should be considered as a significant factor affecting
health outcomes. In doing so, it allows scholars to reframe the discussion on the
determinants of mental ill-health and locate psychological distress within

capitalism'’s (re)productive mechanisms.

i.  Strength of association between deprivation, class, and mental ill-health.
The literature suggests a relationship exists between mental ill-health and both
class and deprivation. Thus, the quantitative analysis presented here evaluates the
association between neighbourhood deprivation, the distribution of class, and the
prevalence of mental ill-health. The variables used to calculate these associations
are “mental health”, “deprivation”, and “working class”. The prevalence of mental ill-
health is measured according to the proportion of people with GP-recorded mental

health conditions in Cardiff Health Area’s Lower-Layer Super Output Areas
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(LSOASs). The level of deprivation is measured according to the Welsh Index of
Multiple Deprivation (WIMD), which ranks each LSOA by level of deprivation. The
lowest rank of 1 represents the most deprived LSOA, while the highest rank of
1909 represents the least deprived LSOA. As for the proportion of working-class
people residing in Cardiff Health Area’s LSOAs, this is calculated by dividing the
total number of people in NSSEC classes 3-8 (routine, ancillary occupations) by the
total number of people in NSSEC classes 1-8 (professional occupations), and

multiplying this figure by 100.

To begin, [ conduct a correlation analysis to discover whether any relationships
exist between the three variables. Spearman’s rank correlation coefficient is used
because at least one of these variables, deprivation, is measured using a rank score.
Figure 1, below, presents the Stata output of this correlation matrix. It reveals that
there is a strong negative correlation between mental health and deprivation
(-0.69) and a strong positive correlation between mental ill-health and the
proportion of working-class people in a neighbourhood (0.74). This suggests, as we
would expect, that as the WIMD rank increases (thus, deprivation decreases), the
level of mental ill-health decreases. It also suggests that as the proportion of
working-class people residing in an area increases, so does the level of mental ill-

health.
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Figure 1: Spearman’s rank coefficient matrix of the correlation between class,

deprivation, and mental ill-health in the Cardiff Health Area.

Number of observations = 289

mental~h depriv~n workin~s

mentalhealth 1.0000
deprivation -0.6917 1.0000
workingclass 0.7439 -0.8488 1.0000

Source: Stata output based on data from the Welsh Government (20193, 2019b)

and Office for National Statistics (2022b).

ii.  OLS regression of the relationship between deprivation, class, and mental
ill-health.

Having identified a statistically significant association between deprivation, class,
and mental ill-health, OLS regression analysis is performed to measure these
relationships. Two regression models are tested, both with the dependent variable
being mental ill-health. One of these regressions (Figure 2) introduces deprivation
as an independent variable, and another (Figure 3) with class as the independent
variable. Given the strong correlation between class and deprivation (see Figure 1),
it is concluded that these two variables are not independent of one another and,
therefore, should not be included in the same regression model. The results of the

first regression are presented in Figure 2, below.
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Figure 2: OLS regression analysis of the relationship between deprivation and

mental ill-health in the Cardiff Health Area.

Source SS df MS Number of obs = 289

F(1, 287) = 269.65

Model 5198.59023 1 5198.59023 Prob > F = 0.0000
Residual 5532.99231 287 19.2787189 R-squared = 0.4844

Adj R-squared = 0.4826

Total 10731.5825 288 37.2624394 Root MSE = 4.3908
mentalhealth Coefficient Std. err. t P>|t]| [95% conf. intervall
deprivation -.0065905 .0004013 -16.42 0.000 -.0073805 -.0058006
_cons 29.91659 .499014 59.95 0.000 28.9344 30.89878

Source: Stata output based on data from the Welsh Government (20193, 2019b).

Figure 2 reveals a statistically significant association (P < 0.001) between the rank
of deprivation and the prevalence of mental ill-health. These findings are in line
with other studies that suggest an association between deprivation and mental ill-
health (Holzer et al., 1986; Hounkpatin et al., 2015; McLeod and Shanahan, 1996;
Eibner et al., 2004; Delgadillo et al,, 2016, 2018). Furthermore, the OLS regression
coefficient (-0.007) suggests that as the WIMD rank increases, deprivation
decreases, and the prevalence of mental ill-health decreases by 0.007. Inverted, this
analysis suggests that as the WIMD rank decreases (and deprivation increases), the
proportion of people with GP-recorded mental health conditions increases by
0.007. The OLS regression analysis thus provides sufficient confidence to reject the
null hypothesis and accept the alternative hypothesis: there is a significant
statistical association between deprivation and mental ill-health in the Cardiff

Health Area.
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Having identified an association between deprivation and the prevalence of mental
ill-health, the second regression model measures the relationship between the
prevalence of mental ill-health and the working-class composition of

neighbourhoods. This is presented in Figure 3, below.

Figure 3: OLS regression analysis of the relationship between class and mental ill-

health in the Cardiff Health Area

Source SS df MS Number of obs = 289

F(1, 287) = 371.86

Model 6056.88337 1 6056.88337 Prob > F = 0.0000
Residual 4674.69917 287 16.2881504 R-squared = 0.5644

Adj R-squared = 0.5629

Total 10731.5825 288 37.2624394 Root MSE = 4.0359
mentalhealth Coefficient Std. err. t P>|t] [95% conf. intervall
workingclass .3284679 .0170335 19.28 0.000 .2949415 .3619944
_cons 3.090278 1.054619 2.93 0.004 1.014509 5.166048

Source: Stata output based on data from the Welsh Government (2019a) and Office

for National Statistics (2022b).

Figure 3 reveals a statistically significant association (P < 0.001) between the
working-class composition of Cardiff Health Area’s neighbourhoods and their
respective rates of mental ill-health. It confirms a positive relationship whereby a
one percentage point increase in the working-class composition of Cardiff Health
Area’s LSOAs, corresponds with an increase in the prevalence of mental ill-health
by 0.33 of a percentage point. The OLS regression analysis thus provides sufficient

confidence to reject the null hypothesis and accept the alternative hypothesis:
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there is a significant statistical association between class and mental ill-health in

the Cardiff Health Area.

iii.  Anonymous surveys.
To capture the opinions of service users and healthcare professionals involved in
Cardiff Health Area’s mental health services, anonymous questionnaire surveys
were conducted that asked participants whether they believe social and economic
factors impact mental health. 225 people responded to this survey question,

presented in Figure 4, below.

Figure 4: Bar chart demonstrating the results of anonymous surveys conducted

with service users and healthcare professionals in CAVUHB.

Do social and economic environments influence
mental health?

100
80

60

40
20 I
0 | . . S JR—

Definitely not Probably not Might or might not Probably yes Definitely yes

m Service users  m Healthcare professionals

Source: Primary data collected via anonymous surveys3.

3 Appendix B presents the questions and results in full.
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An overwhelming majority of participants believe that class* influences mental
health, corroborating the findings of the statistical analysis. Thus, providing
additional context to assert that a statistically significant association exists
between class, deprivation, and mental ill-health. The findings also suggest that
people are aware of their class position and how it might influence their mental
health and treatment. This may be considered as representing some form of class
consciousness, thereby revealing ‘the contradiction between the positive official
definition of reality and the starkness of their own subordination’ (Femia, 1981,
p.44). This contradiction seems most apparent in the responses of healthcare
professionals, as they are more adamant than service users that class influences
mental health. In the context of class being excluded from clinical training and
guidelines, perhaps the contradiction between canonical psychological literature
and the lived experiences of their working-class patients is too great to ignore. And
whilst the majority of service users agree that class influences mental health, many
believe that class may not, or does not, influence mental health. Consequently, it is
imperative that the qualitative analysis also considers the ideological forces that
contribute to worldviews that socio-economic conditions bear no influence on

emotional wellbeing and mental health.

4 Page 33 explains how “social and economic environments” are used as a proxy for class.
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iv.

Discussion.

The three modes of quantitative analysis deployed in this chapter indicate a
statistically significant association between deprivation, class, and mental ill-health
in the Cardiff Health Area, both actual and perceived. Beyond providing a definitive
answer to the hypothesis test designed to answer RQ1, there are several findings
worthy of discussion. Namely, the contrast between class and deprivation as
variables for the statistical analyses and the significance of the survey findings, to

which this section will turn.

The use of NSSEC as a variable to measure the relationship between the
distribution of class and the prevalence of mental ill-health within neighbourhoods
is a novel contribution to the field. Spearman’s rank correlation identifies a
statistically significant association between class and mental ill-health (P < 0.001).
Furthermore, OLS regression reveals that the correlation between class and mental
ill-health (0.33) is stronger than deprivation (-0.007). This is significant because it
reveals that people’s relationship to labour might be a more substantial
determinant of mental ill-health than experiences of deprivation. An explanation
for this is that one’s class position is typically fixed and often intergenerational,
thus having a lasting impact on people’s psyche and understanding of the world
(Todd, 2021; Manstead, 2018). Contrarily, deprivation can be experienced by
anyone at any time, irrespective of class, and its lasting impact is likely determined
by its duration. Thus, future research into the determinants of mental ill-health
might benefit from focusing more on the relationship between class and mental ill-

health than deprivation. Should future research repeat the findings of this research
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project, it could circumvent the pervasiveness of ‘pro-poor’ rhetoric whereby
poverty is seen as an unfortunate fact of society (Pogge, 2010, p.93). Instead, it
could reframe the discussion on mental health to capitalism’s (re)productive
mechanisms, which, through low wages, precarious employment, and repetitive,
mentally stifling labour, lead the working classes to experience psychological

distress disproportionately to the middle classes.

Whilst the findings of the statistical analyses are significant, it is essential to note
that the data in this analysis comprises of NHS-recorded mental health conditions
only. The long waiting times and typically poor standard of mental healthcare
available on the NHS are well documented, which results in many people seeking
private psychological support (Royal College of Psychiatrists, 2020; Punton et al,,
2022; Health and Social Care Committee, 2022). As private mental healthcare is
often expensive, middle-class people with larger disposable incomes might be
better positioned to seek mental health support privately (Van Doorslaer et al.,
2006; Richmond, 1996). Consequently, future research would benefit from
accessing private healthcare data to ascertain a more rigorous understanding of

the statistical relationship between class, deprivation, and mental ill-health.

As for the surveys, they corroborate the findings of the statistical analyses, which
increases confidence in asserting that a statistically significant association exists
between class and mental ill-health. Despite a void in much of the social and
political commentary on the pertinence of class to British society, the impact of

class on mental health is clear in the case of these participants (Longhurst et al.,
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2001; Lawler, 2005; Tilley and Evans, 2017; Hall, 2017a; Ainsley, 2018). It also
highlights a need to better understand how class influences people’s experiences of
mental health(care), which will be the focus of the following chapters. By
understanding how mental healthcare inequalities are produced and maintained, it
becomes possible to address and eradicate these inequalities. Such a focus might
also lead to a deeper understanding of the causes of mental ill-health and the role

that reconciling class divides in Britain may play in preventing mental ill-health.

Another significant survey finding is the consensus amongst service users and
healthcare professionals that class influences mental health. I anticipated a
disparity in the responses between these groups because mental healthcare is a
predominantly middle-class profession, and class is typically excluded from clinical
training and guidelines (Ballinger, 2017; Kearney, 2018; Liu, 2011; McEvoy et al,,
2021). Nonetheless, the impact of class on mental health is clear to an
overwhelming majority (94%) of this sample of professionals. This suggests that
discord exists between the ‘thought and action’ of healthcare professionals insofar
as they understand class as paramount to mental health yet, practice an
immunising model of governmentality by framing psychological distress as internal
to the service user (Gramsci, 1971, p.326). The implications of this dynamic for

class consciousness are profound and will be explored in the following chapters.
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Summary.

This chapter responds to RQ1 by deploying three modes of quantitative analysis.
Hypothesis tests are performed using Spearman’s rank correlation and OLS
regression analyses, demonstrating a statistically significant association (P < 0.001)
between deprivation, class, and mental ill-health in the Cardiff Health Area. Indeed,
the statistical association is stronger for class (0.33) and mental ill-health than for
deprivation (-0.007). Anonymous surveys of service users and healthcare

professionals in the Cardiff Health Area corroborate these findings.

The discussion revealed how stronger associations between class and mental ill-
health than deprivation provide avenues for further research into class and its
influence on mental ill-health. Should the strength of this association be
generalised beyond the Cardiff Health Area, it could contribute to a paradigm shift
in mental health, away from individuals’ thoughts and feelings, and towards
tackling the underlying social problems e.g., social fragmentation and the
reproduction of inequalities, that contribute to mental ill-health under capitalism.
Next, the discussion highlighted that middle-class people are more likely to access
private mental health treatment. Thus, future research that incorporates private
healthcare data will likely provide a more rigorous analysis of the relationship
between class, deprivation, and mental ill-health. Lastly, the discussion reveals an
overwhelming consensus amongst service users and healthcare professionals that
class influences mental health. In the context of a literary void on the relevance of
class to mental health, this suggests a need to better understand how class affects

participants’ experiences of mental health(care).
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Chapter 4 - Qualitative Data Analysis.

Introduction.

Having identified a statistically significant association between class and mental
health using secondary data, this chapter uses primary data from surveys and
interviews to situate participants’ phenomenological experiences of mental health
and healthcare within the context of a neoliberal, class-divided society. It develops
in three sections. First, it focuses on the relationship between class and the
development of mental ill-health and argues that governmentality and neoliberal
hegemony interact to produce an individualistic, neoliberal paradigm of mental
health. Second, it reveals the ideological forces that exclude working-class and
BAME people from accessing mental healthcare, thereby depoliticising and
strengthening the neoliberal paradigm of mental health. Third, it explores how
working-class people might resist the commodification of mental healthcare,
particularly in the context of the paradox of community as locality and community
as feeling. It concludes by suggesting that class significantly influences the
development of mental ill-health and the provision of mental healthcare in the
context of neoliberal society. Furthermore, hegemony and governmentality act
symbiotically to depoliticise mental health and frame psychological distress as
internal to the individual, thus inhibiting the development of a critical, class

consciousness.
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i.  Class and the development of mental ill-health.
Building on the previous chapter, which identified an association between class,
deprivation and the development of mental ill-health, this section explores
interview and survey data to better understand this relationship. It begins by
identifying how the neoliberal paradigm of mental health attributes the
consequences of social inequalities and deprivation as symptoms of mental ill-
health. Next, it explores how neoliberal hegemony facilitates the immunising model
of governmentality whereby healthcare institutions reinforce individual
responsibility for the development and management of mental ill-health. Then, it
evaluates how the neoliberal paradigm of mental health inhibits the development
of critical, class consciousness by framing psychological distress as internal to the
individual and encouraging people to see their behaviour as the root cause of their

problems, rather than the fragmentary nature of neoliberal capitalism.

Working-class people in Britain are likely to have lower incomes, poorer housing
and working conditions, and less time for leisure activities than middle-class
people (Bennett et al., 2009; Mood, 2017; McKenzie, 2015; Embery, 2020;
Friedman and Laurison, 2020; Savage, 2015). For working-class people on low
wages and precarious work contracts, this is likely to result in poverty, particularly
in the context of the cost-of-living crisis (Joseph Rowntree Foundation, 2020;
Bolger and Butler-Warke, 2021; Patrick and Pybus, 2022; Neal and Webster, 2022).
This comes with additional psychological burdens as they attempt to access food
banks and navigate the depleted social welfare system to secure the minimal

subsistence needed to survive. Participant 8 elaborates on this:
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“Being poor is really difficult, and obviously, it's gonna impact
your mental health. Just the constant anxiety and worry. Then,
being [mentally] unwell massively disadvantages you, so you can't
even get out of poverty, you know? You can't work, you can't hold
down a job... it becomes a kind of cycle, which can't be broken out

of atall”

For Participant 8, it is clear that poverty results in “constant anxiety and worry”.
However, rather than seeing them as symptoms of an unequal distribution of
wealth and resources under capitalism, Participant 8 goes on to identify these
feelings with someone who is “unwell”. This exemplifies how the popularisation of
therapeutic discourses within civil society causes people to view difficult emotions
as symptoms of mental ill-health (Ecclestone and Hayes, 2009). Furthermore,
Participant 8 highlights how therapeutic discourses have become a neoliberal
hegemonic force across society. A ‘thick ideological veil’ prevents people from
locating their psychological distress within societal inequalities and their
(re)productive mechanisms (Femia, 1981, p.230). Instead, they turn inwards and,
through a process of self-diagnosis, attempt to explain their distress in the context
of a mental health condition. Indeed, within the present mental healthcare system,
those who disclose such symptoms to healthcare professionals will likely be
diagnosed with a mental disorder. This likely inhibits the development of critical
class consciousness, as the social conditions causing much of the psychological

distress are overlooked, and healthcare professionals reinforce that service users’
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distress are due to chemical imbalances or negative thought patterns (Moncrieff et

al, 2022).

As Participant 8 identified, psychological distress can become so severe that people
are unable to function and become unemployed. This process is exemplified by the
case of Participant 5’s family member, who was told by Cardiff Health Area’s mental
health services that they were “lazy” and should “get a job”. Participant 5 expressed
disappointment in the mental health service’s response, which they identified as
“out of touch” with the reality of the situation and the harmful psychological effects
of poverty and unemployment. When Participant 5 attempted to get further
support, the mental health service declined, claiming they had “done everything” to

help.

This case highlights how the immunisation model of governmentality operates in
mental healthcare (Esposito, 2011; Foucault, 2008). Service users’ mental state
might make them increasingly vulnerable to governmentality. This is pertinent
given the unequal power dynamics in healthcare, whereby healthcare professionals
have the authority of specialised knowledge, and the service user trusts that the
professional is imparting knowledge in their best interests. By framing mental ill-
health as internal to the individual, healthcare institutions coerce service users into
believing they are solely responsible for their thoughts and feelings. Whereas in
this case, it is evident that social and economic conditions have a significant

influence. However, by over-immunising the service user, the role of structural
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inequalities in perpetuating harmful social environments is negated, and the

service user views themselves as deficient.

Whilst the immunisation model of governmentality operates most acutely in
interactions between healthcare professionals and service users, there are broader
institutional mechanisms that facilitate it. Since 2008, Cognitive Behavioural
Therapy (CBT) has been the principal psychological therapy available on the NHS
(Clark, 2011). CBT seeks to reduce the symptoms of distress by altering how
individuals understand their feelings, behaviours, and emotions (Layard, 2006;
Bolsover, 2007). CBT is criticised for its one-dimensional approach to suffering, and
its economic basis in reducing workplace absences due to mental ill-health (Jones
et al.,, 2015; Lynch et al,, 2010; Twisk and Maes, 2009; Magee et al., 2012; James,
2008; Salkovskis, 2004; Poole et al,, 2014). Indeed, one healthcare professional
voiced concern about the use of CBT in mental healthcare, and its neoliberal

implications:

“CBT seems [said with sarcastic emphasis] to be the most evidence-
based, but the evidence base isn't huge, and I think that's the
challenge with mental health services, isn't it? Actually, we're very
much in the early days, and we don't really understand very much.
What about the root causes? If we can prevent it at the beginning
rather than having to intervene, it would be much, much better”

(Participant 10).
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Despite resistance from some academics and healthcare professionals, the
implementation of CBT has reframed British mental healthcare through an
immunisation lens, whereby healthcare professionals pathologise individual
symptoms and disregard the “root causes” (Participant 10) i.e., social
environments, that often contribute to mental ill-health. Governmentality,
therefore, operates hierarchically, with healthcare institutions developing clinical
guidelines at the national level and implemented by healthcare professionals at the

level of individual service users.

Foucault’s (2008) theory of governmentality thus demonstrates how healthcare
institutions coerce service users into understanding mental ill-health as their
individual responsibility. However, given that individualising discourses are
omnipresent in society, it is important to consider how ideological mechanisms at
the macro-level of society facilitate the immunisation model of governmentality in
mental healthcare (Poulantzas, 2014; Lazzarato, 2009; Hall, 2017c). Following
Gramsci (1971), Hall (2017d, 2017b) identifies neoliberal hegemony as the
principal hegemonic force operating at the macro-level of society. Society is
recalibrated according to neoliberal values of individual responsibility, which
dominate sites of cultural, social, and economic activity. This generates false
commonsensical (hegemonic) worldviews that individualises responsibility for

wellbeing:

“It's all my doing... like, your issues in life are your own, you get

me.” (Participant 3).
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By describing their psychological distress as “all my doing”, Participant 3 suggests
that wellbeing is the result of ‘individual choices which are both irreducible and
non-transferable’ (Foucault, 2008, p.272). Furthermore, “you get me” (Participant
3) is a colloquial term that means: “you understand what I'm saying.” This
colloquialism is a statement rather than a question, and so Participant 3 uses this
phrase to confirm that we both hold the same worldview. “You get me” thus
exemplifies the pervasiveness of neoliberal hegemony across society, whereby
individual responsibility is understood as an ontological truth rather than an
ideological construct. Understood this way, neoliberal hegemony acts as a macro-
level fertiliser for people to be subject to the immunisation model of

governmentality at the micro-level e.g., mental health appointments.

Gramsci (1971) adds that identifying and becoming conscious of the hegemonic
forces operating in society is a crucial step in achieving the critical consciousness
necessary to overcome oppressive social systems. Indeed, the survey reveals that
67% of healthcare professionals believe the mental health service is not “fit for
purpose”, and 47% believe that the mental health services do not provide “clients
with appropriate solutions to their problems”. This suggests that among
healthcare professionals, there is a degree of counter-hegemony that generates

critical, class consciousness.

Participant 12, who finds “it genuinely impossible to separate what we do from the

political”, is part of an organisation in the Cardiff Health Area that understands

positive social and economic environments as fundamental to good mental health.
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By addressing the material conditions of their service users, this organisation
reports a significant reduction in symptoms of psychological distress. Through
mutual aid, this organisation mobilises counter-hegemonic forces to circumvent
the individualising and depoliticising forces operating within mental healthcare.
Nonetheless, Gramsci (1971, p.191) warns that such counterhegemonic acts are
expected within society, given the conflicting nature of hegemony, and that without
systematic application, such attempts amount to little more than ‘turbulent chaos’
Despite healthcare professionals’ dissatisfaction with the immunising model of
governmentality in mental healthcare, and organisations counteracting it,
hegemony’s power lies in the neoliberal paradigm of mental health being
synonymous with the neoliberal worldviews of civil society. Thus, healthcare
professionals continue to enact the immunisation model of governmentality, and
there is little scope for people to explore how structural inequalities influence the

development of mental ill-health.

The idea that material conditions and harmful socio-economic environments
contribute to psychological distress and the development of mental ill-health is not
new (Dohrenwend and Dohrenwend, 1996). Several participants inadvertently
refer to the social causation hypothesis by noting the “political” (Participant 12)
“root causes” (Participant 10) of psychological distress, which generates a “cycle
that can’t be broken out of” (Participant 8). Alarmingly, Participant 7 states that

people are powerless to address the root causes of psychological distress:

“Those things are a bit more fundamental and are not actually

within our control.”
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Participant 7 thus reveals the political and economic drivers of the neoliberal
paradigm of mental health. Fragmenting people into individual actors solely
responsible for their material conditions and emotional wellbeing neutralises any
attempt at critical consciousness. By understanding social problems as “not within
our control” (Participant 7), the focus of mental healthcare is directed towards the
self, whereby it is presumed that the only power and control people have is over
their individual thoughts and feelings. Rather than pathologising the societal
inequalities reproduced through the unequal distribution of wealth, opportunities,
and resources, the individual is pathologised. The power and agency to effect
change are framed as emanating within individual mind-bodies, with individual
mind-bodies as the site of change. The political and economic drivers of this
paradigm are thus to neutralise the development of critical, class consciousness,
and challenges to the status quo. Indeed, no paradigm of mental health centred on
individuals’ thoughts and feelings can tackle the “root causes” (Participant 10) of

psychological distress.

ii.  Class and access to mental healthcare.
Delgadillo et al. (2018, 2016) identify that working-class people are excluded from
accessing mental healthcare. Consequently, this section investigates the barriers
working-class people face in accessing professional support. It begins by exploring
how private healthcare generates classed inequalities in accessing support. Next, it
investigates how cultural hegemony excludes working-class and BAME people from
mental healthcare by devaluing their experiences of psychological distress, and

how self-medication is weaponised by governmentality to strengthen the
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neoliberal paradigm of mental health. Lastly, it investigates the role of helplines in
disseminating neoliberal ideologies and neutralising critical, class consciousness
by suggesting that individuals are responsible for their emotional wellbeing, and

that change must come from within.

To escape the immunisation model of governmentality prevalent within NHS
mental healthcare, many people choose private mental healthcare as it focuses on
holistically interpreting the causes of psychological distress and addresses them
through more substantiative therapies (Mind, 2017; Kearney, 2018). However,
private mental healthcare is expensive and is more likely to exclude working-class
people (Thompson et al,, 2012). This is reflected in the survey responses: 71% of
working-class respondents who expressed a desire to access private treatment
stated they could not afford it. Conversely, all middle-class respondents who
desired private treatment could access it. Participants who accessed private
treatment identified the principal difference between NHS and private mental
healthcare as being how they could locate their distress within their social context
and better understand the social, economic, and cultural factors influencing their
wellbeing. This was a welcomed difference from NHS care, which had a one-

dimensional focus on their internal thought processes.

It seems, therefore, that those who access private mental healthcare are not subject
to the immunisation model of CBT in NHS mental healthcare. However, this results
in a classed mental healthcare inequality whereby working-class people are

typically coerced into taking individual responsibility for developing mental ill-
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health and managing its symptoms. On the other hand, middle-class people with
access to private mental healthcare are encouraged to locate their experiences of
psychological distress within their social, economic, and cultural environments.
Additionally, this inequality likely impedes working-class people’s ability to achieve
critical consciousness, as they are disproportionately coerced into introspecting on
how their internal thought processes influence their mental health, rather than

structural inequalities.

Many working-class participants spoke about the difficulty of overcoming cultural
stigma that prevents them from disclosing mental health concerns, only to be
“brushed off like dandruff from a shoulder” (Participant 3) by healthcare
professionals who deem their experiences not severe enough to warrant
intervention. Exploring what prevents working-class people from accessing NHS
mental healthcare, one healthcare professional suggests that not “having the right
upbringing and the right education to be able to properly express yourself”
(Participant 10) is one of the principal barriers. Such sentiments are symptomatic
of a predominantly middle-class profession and could be interpreted as class
discrimination (McKenzie, 2015; Reay, 2018). However, these sentiments are also

explained by the contradictory nature of hegemonic forces.

One hegemonic force operating here is neoliberal hegemony. Because
individualised worldviews are a core component of neoliberal hegemony, these
sentiments are decoupled from their associations with class and are instead

attached to individualised interpretations of human behaviour. Another hegemonic
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force operating here takes a more culturally moralistic form. The emphasis on
having the “right” upbringing and education reveals how middle-class values and
behaviours are embraced, and working-class characteristics are devalued. Taken in
isolation, this moralistic hegemonic force could be seen as classist. However, when
combined with neoliberal hegemony, it negates the role of class in producing
cultural differences and allows such sentiments to be expressed freely without
regard to their discriminatory implications. The contradictory nature of these
hegemonic forces allows class-based discriminatory sentiments to be expressed

without acknowledging the role of class in forming moralistic judgments.

“Self-medication” is the act of using drugs or alcohol to reduce the intensity of
negative thoughts and emotions; it is common among people experiencing mental
ill-health (Bolton et al., 2009; Luciano et al., 2022). Furthermore, several studies
identify a positive association between working-class people and substance use
(Cohen, 1972; Padgett et al.,, 2011; Redonnet et al., 2012; Karriker-Jaffe, 2011).
These statements are corroborated by many participants who describe self-

medication as a coping mechanism for psychological distress:

“For the last 25 years, I've self-medicated really heavily. So, alcohol

is a massive problem for me, but I also smoke weed every day.”

(Participant 6).
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“It helps me get through daily life, ‘cos there’s no help out there,
innit?”

(Participant 2).

“It's no wonder you smoke, take drugs, you know. Why wouldn’t

you?”

(Participant 7).

“Young people and adults are continually self-medicating. They
smoke weed because it makes them feel better, it takes away their
anxiety. And you know, like, people who drink to numb the pain.
Why have we got such a large proportion of society who are

continually self-medicating? Why is everyone so sad?”

(Participant 8).

Participants 7 and 8, both healthcare professionals, demonstrate empathy towards
those who self-medicate. Furthermore, Participant 8 sees self-medication by “such
a large portion of society” as relating to structural problems that influence
wellbeing. On further exploration, Participant 8 identifies widespread

psychological distress as a culmination of:

“All that neoliberal stuff. We're so materialistically focused that

we're missing connections and relationships and compassion and
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warmth and kindness. And I'm not saying that those things don't
exist in the world, but it's very disparate, and it's not joined up.

These things only exist in small pockets.”

According to Participant 8, the fragmentary, neoliberal, nature of capitalism causes
much of the psychological distress in British society. Participant 8 argues that
consumerism has led people to (falsely) equate happiness with possessing cultural
goods and services. As Marcuse (2002) argues, this creates a One-Dimensional
mode of human existence which culminates in emotional suffering. Understood in
this way, self-medication can be seen as both a mechanism of neoliberalism and a
form of resistance against it. [t takes the form of resistance because people actively
seek in substances the “compassion and warmth and kindness” (Participant 8)
scarce in neoliberal society. However, it is also a mechanism of neoliberalism
because the escapism offered by substances is inherently individualist: it offers a
way for individuals to temporarily escape reality. However, when the intoxicating
effects subside, people find themselves situated within a “disparate” (Participant

8), fragmentary society of individuals.

In addition to harmful long-term effects, self-medication makes it difficult for
service users to access treatments. Several participants who disclosed their self-
medication during a mental health assessment were told they were not eligible for
support due to substance use: “there’s no help out there, innit?” (Participant 2).
This is confirmed by a healthcare professional: “They’re all gonna fight about who's

gonna take you, and none of them will end up taking you!” (Participant 11). A
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dilemma is thus created whereby working-class service users self-medicate
because of treatment accessibility issues, and their substance use is then used to

deny treatment.

Healthcare professionals’ empathy towards those who self-medicate highlights
another instance where professionals are dissatisfied with mental healthcare
guidelines but continue implementing them by denying treatment to those who
need it. It seems the neoliberal paradigm interacts with the immunising model of
governmentality here. One mechanism of governmentality is the discipline of
subjects to influence behavioural change. In this context, service users are
disciplined for their substance use by the denial of healthcare. This is then applied
through the immunisation model of governmentality, whereby the social drivers of
self-medication are negated, and service users are told that their behaviour is
problematic. Healthcare professionals deliver them an ultimatum: you must change
your behaviour to access support. In doing so, it reframes the context of self-
medication away from the “root causes” (Participant 10) of psychological distress
and the exclusionary practices that restrict working-class access to mental
healthcare. In the context of self-medication, governmentality is exercised. Hence,
service users are ‘transformed and improved’ into willing subjects who will accept
that their thought processes cause psychological distress - not society's social and

economic conditions (Foucault, 1991, p.136).

Another barrier hindering access to mental healthcare is the intersection between

class and race. Earlier, this section explored how different classed worldviews often
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result in misunderstandings between the service user and the professional. For
working-class, Black, Asian and minority ethnic (BAME) people, the
misunderstandings are amplified as they must overcome class and race cultural
differences. Participant 3 reveals how they “culturally translate” their experiences
of psychological distress to access support from “white mainstream services”. This
participant further discussed how mental health is considered taboo within their
working-class BAME community, with many people “struggling in silence”.
Healthcare groups typically label such communities ‘hard to reach’ (Krobath and
Taylor, 2021; Bonevski et al., 2014). However, Participant 3 claims it is a “very

white-sounding term used to deflect responsibility and accountability”.

The exclusion of BAME communities from accessing mental healthcare suggests
overt racial discrimination. In this instance, white values, behaviours, customs and
experiences are validated, and those of ethnic minorities are deemed inferior
(Fanon, 2021; Davis, 2019; Said, 2019). In a society where racism is pervasive,
racial discrimination adequately explains how ethnic minorities are excluded from
healthcare (Joseph-Salisbury et al., 2020; Hamed et al., 2022; Hall, 2021; McKenzie
and Bhui, 2007). Participant 3, however, believes that “unfamiliarity” and
“subconscious biases” lead to more covert forms of racial discrimination. This
might be explained by the development of racial-ethnic hegemonic forces in
healthcare, whereby white characteristics become standardised, and the
idiosyncrasies of ethnic minorities’ characteristics are “othered”. This hegemonic
force is then strengthened by the disproportionate participation of white people in

healthcare, particularly at senior levels (UK Government, 2023). Combined with
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neoliberal hegemony, the framing of BAME communities as ‘hard-to-reach’ is
separated from its racist context and applied to individualist, moral interpretations
of human behaviour, thus allowing the medical community to “deflect
responsibility and accountability” for failing to provide adequate mental healthcare

to ethnic minorities (Participant 3).

The above-mentioned issues demonstrate that several barriers hinder working-
class and BAME people from accessing mental healthcare. Consequently, many
people turn to helplines for guidance during times of crisis, with the Samaritans
(2023) receiving over three million calls for help in the last year alone. However,
research suggests for most users, they are used as a substitute for professional
mental healthcare (Iversen and Westerlund, 2022). While helplines can offer
crucial support during acute periods of crisis, it is essential to consider the purpose
of helplines and how they are integrated into mental health services. A participant
with senior involvement in government-funded mental health helplines suggested
that the aim is to help users achieve “self-efficacy and manage themselves”
(Participant 7). Consequently, when people cannot access support from mental
health services and turn to helplines, they are instructed to self-manage their
symptoms by increasing physical activity, using mobile applications, and practising

“self-care”.

The use of helplines is thus indicative of the pervasiveness of neoliberal hegemony

operating at the macro-level of society. Indeed, the fragmentary nature of

neoliberalism leads to people “feeling alone, like they have no one” (Participant
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11). Combined with the exclusionary mechanisms of professional mental health
services, many people seek empathy and connection through helplines. However,
this empathy and connection is inherently neoliberal because helplines typically
propagate the worldview that the development and management of mental ill-
health is the responsibility of the individual. The result is the reinforcement of
neoliberal ideologies manifesting as “self-care”, whereby people are reminded that
change must take place within. Helplines also depoliticise mental health by
disseminating knowledge that circumvents a wealth of research demonstrating the
strong associations between social inequalities, deprivation, and poor mental
health (Knifton and Inglis, 2020; Boardman, 2011; Fitzsimons et al., 2017;
Whitehead et al,, 2021; Poole et al.,, 2014; Delgadillo et al., 2016). By suggesting
that introspection and behavioural change lead to better mental health, helplines
discourage service users from attempting to understand the social and political
context of their distress. Whilst helplines exist at the periphery of mental health
services in Britain, they nonetheless play a fundamental role in hindering the

development of critical, class consciousness.

Class and mental health treatment.

Research suggests that working-class people are the social group least likely to
complete a course of mental health treatment (Kearney, 2018; Imber et al., 1955;
Smith, 2005; Delgadillo, 2018). This section seeks to understand why this classed
inequality exists by drawing on participants’ experiences of mental health
treatment. First, it examines how neoliberal hegemony has reframed self-care and
commodified mental healthcare, to the exclusion of many working-class people.

Next, it interrogates how the popularisation of psycho-analytical discourses has
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pathologised emotional angst, and how negating the role of harmful social and
economic environments depoliticises the field of mental health. Lastly, it explores
the paradox of community as locality and community as feeling, and reveals the

counter-hegemonic potential of mobilising genuine community care.

Several scholars argue that psychological distress cannot be overcome whilst
forces causing distress continue to impact the service user (Yakeley et al., 2016;
Crown, 1983; Goldbloom and Davine, 2011; Scott and Young, 2016). In the context
of harmful social environments such as poverty, it is concerning that healthcare
institutions exercise governmentality at the micro-level by framing mental ill-
health as internal to the individual. This is exemplified by the popularisation of
self-care within mental healthcare, whereby individuals are coerced into changing
their behaviours to promote better well-being, such as exercise, social activities,
and self-help booklets. In the words of Participant 6: “You're being told you can
fuck off and deal with it yourself.” The strong sentiments of this participant suggest
that neglecting the role of social inequalities and material conditions is harmful
and leads to disillusionment with mental healthcare. Indeed, this might explain
why working-class service users are less likely to complete mental health
treatment than middle-class service users (Imber et al., 1955; Delgadillo et al,,

2018).

Understanding how governmentality-imposed self-care relates to society's broader
cultural and ideological structures is essential. Through neoliberal hegemony, self-
care has been re-framed, popularised and commodified. Stemming from the

revolutionary Black Panther movement, self-care was a state of wellbeing achieved
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through mutual aid (Frazer-Carroll, 2023). Recently, however, it has come to
represent a series of consumer activities: for example, face masks, exotic holidays,
detox smoothies, and gym memberships. Self-care is thus a neoliberal commodity
that can be acquired, exchanged, and purchased (Ward, 2015; Tokumitsu, 2018;
Franssen, 2020). The popularisation and commodification of self-care is thus a
macro-level primer for governmentality to be implemented by healthcare
professionals at the micro-level. For some, this leads to disillusionment with
mental healthcare, whereas for many others, it is another mechanism which
individualises and depoliticises mental health. A participant expands on this by
linking the commodification of self-care with the marketisation of mental

healthcare:

“There’s this huge online company called Better Help. They target
people who don't need therapy and advertise it as just a way to
have, basically, a conversation about things that we used to sit
down and talk to friends and family about. But now people don’t
have time, so they’ve, like, repackaged it as something to pay for
from professional therapists. And it’s actually really damaging
because they’re telling people there’s something wrong with
them. When what they’re experiencing is completely normal, it's
just human. And their [Better Help] whole thing is projecting a
neoliberal ideology because then people don’t see the link

between poverty and feeling bad about yourself. Like, it’s as if the
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constraints of living in modern society have just completely gone

or never existed.” (Participant 1).

Participant 1 raises concerns about the popularisation of psycho-analytical
discourses across society, whereby disturbing thoughts and emotions are
“repackaged” as mental ill-health that requires professional intervention.
Consequently, the marketisation of mental health support provides an opportunity
for corporations to monetise misery, as “normal”, “human” emotions are
pathologised as mental disorders. In the context of neoliberal ideology
individualising responsibility for emotional wellbeing, self-care is expanded to
include app-based professional mental health support. The digitalisation and
marketisation of mental health support thus result in mental healthcare being

commodified.

Participant 1 sees the commodification of mental healthcare as “damaging” insofar
as its “neoliberal ideology” stops people from seeing “the link between poverty and
feeling bad about [themselves]”. In turn, this discourages people from questioning
the role of social inequalities in producing mental ill-health. Combined with the
individual pathologisation of psychological distress under a commodified model of
mental healthcare, the preoccupation with working on the self effectively
neutralises the development of critical, class consciousness. This can be explained
by the macro-level influences of neoliberalism. Neoliberal hegemony, by reframing
self-care, posits that individuals can remedy their psychological distress by paying

for goods and services. Gramsci (1971, p.161) notes that hegemony ‘must also be
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economic... exercised by the leading group in the decisive nucleus of economic
activity’ The commodification of mental healthcare can thus be understood as
exercised on the ideological plane, which popularises the notion of individual
solutions to individual internal distress. The ideological forces then generate
demand for the marketisation of mental healthcare, providing an economic base
for companies like Better Health to operate on. Combined, these hegemonic forces
reproduce worldviews that money can buy happiness, thus mental healthcare is

simultaneously commodified and depoliticised.

In the context of the cost-of-living crisis, many working-class people are excluded
from the commodity of mental healthcare, and it becomes a predominantly middle-
class activity. This might lead to a stratification of mental healthcare outcomes, as
due to a lack of economic resources, many working-class people cannot participate
in the consumption practices of self-care to acquire a sense of positive wellbeing.
This is echoed by survey results revealing that 69% of service users and 49% of
healthcare professionals do not believe ‘mental health services understand what
it's like for people to experience mental health difficulties whilst living in poverty’.
Indeed, one healthcare professional left the profession because they could not
“with good conscience” frame the symptoms of social inequality as individual
deficiencies (Participant 9). Combined, the survey results, alongside the
experiences of Participants 1 and 9, demonstrate disillusionment with the
neoliberal paradigm of mental health. Nonetheless, the pervasiveness of neoliberal
hegemony throughout civil society and the exertion of governmentality within

healthcare institutions act symbiotically to reproduce the individualistic,
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commodified form of mental healthcare and depoliticise the determinants of

mental ill-health.

The individualistic, commodified form of mental healthcare seems paradoxical to
how much of British mental healthcare operates under the guise of “community
care” (National Collaborating Centre for Mental Health, 2012). Research
demonstrates that historically and contemporarily, strong communities are vital to
working-class people as they often bring solace to experiences of hardship
(McKenzie, 2015; Willis, 2016; Cohen, 1972; Beider, 2011; Holgate, 2015; Clark,
1995). It appears, therefore, that community care circumvents the neoliberal forces
previously identified as fundamental to the present paradigm of British mental
healthcare. Nonetheless, it appears that by interpreting community as geographic
localities comprising a series of small clinics, healthcare institutions create a
commodified caricature of community. Indeed, this contrasts with participants’

understanding of community, which they describe as:

“Looking out for people.”

(Participant 1).

“Putting your roots down.”

(Participant 4).

“Being part of something greater than yourself”

(Participant 10).
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“Being with other people, you know, having a feeling like there's a

community around you.”

(Participant 8).

“This enormous sense of community, like when I moved [into an
area of Cardiff], if | needed anyone, you know, there’s someone
out fixing my car. I mean, [ was an outsider, but I just felt this
enormous sense of community. And I think that is something that
you get particularly, I guess, in areas like [that] because the
community kind of has to help each other. Because that's the only

way it’s going to survive.”

(Participant 11).

Participants’ testimony reveals that community is a feeling, a feeling generated by
the goodwill and solidarity of the people around them, which makes them feel like
“part of something greater than yourself” (Participant 10). Indeed, several scholars
corroborate this interpretation of community (Lefebvre, 1991; Laclau and Mouffe,
2014; McKenzie, 2015; Willis, 2016; Back, 2015). Whilst Participant 5 concedes
that “some communities can be pretty nasty”, it seems that communities typically
provide members with a sense of belonging and togetherness that boosts
emotional wellbeing. Following this interpretation of community, they can be seen
as a counter-hegemonic force which by “looking out” (Participant 1) for others,

people are able to “survive” (Participant 11) the fragmentary character of
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neoliberal hegemonic forces. In this context, community as feeling is an act of

solidarity and resistance against the pressures of life under capitalism.

Conversely, healthcare institutions’ understanding of community as locality is an
intrinsic part of neoliberal hegemony. By dividing social spaces geographically, the
interpersonal emotional foundations of community as feeling are transposed onto
specific streets, wards, towns, and counties. As a result, people do not form deep-
rooted human connections through solidaristic mutual aid practices. Rather, they
form more superficial connections with people based on the geographic locality in

which they reside.

Questioned on the formation of this paradox between community as feeling and
community as locality, Participant 9 states: “people in policy and research circles
don’t understand what community means and the impact it can have”. The lack of
“understanding” identified here might be explained by the typically middle-class
composition of policy and research fields. Perhaps in middle-class communities
there is less of a need for people to be reliant on one another, because the
increased economic capital of the middle-classes acts as a resource to “survive”
(Participant 11), thus producing a more objective interpretation of community.
However, community as locality can also be seen as a force of neoliberal hegemony
which, through its dissemination across civil society e.g., healthcare, education,
local authorities, religion, attempts to deconstruct the notion of community as

feeling because of its counter-hegemonic, revolutionary character. This is
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corroborated by participants who identify community as locality as “quite isolating”

(Participant 2) and “everything but community” (Participant 6).

To counter healthcare institutions’ implementation of community as locality, an
organisation in the Cardiff Health Area offers “genuine community care”
(Participant 12). They do this by engaging service users in cultural activities,
helping them to develop interests, and encouraging them to participate in social
activities within their community. Participant 12 claims that by giving people a
sense of belonging, alongside supporting them to access professional support, their
service users are more likely to achieve good mental health, thus breaking the
“cycle of people continuously re-engaging with services”. This is significant because
it demonstrates the relevance of community as feeling to working-class people’s
lives and that by (re)integrating people into “genuine” communities, many of the
psychologically harmful implications of neoliberalism are neutralised. Nonetheless,
similar to the organisation described earlier, which provides financial support to
those experiencing psychological distress, such counter-hegemonic acts are
unlikely to have a significant impact without systematic implementation (Gramsci,

1971, p.191).

In Wales, the Welsh Government is launching a new scheme of ‘social prescription’
whereby cultural and social integration is promoted as an alternative to medication
or therapeutic interventions (Lugonja, 2021). This is an interesting development,
as community as feeling could become central to Wales’ mental healthcare

practices. This might result in a reframing of mental health, whereby a more
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socially integrated approach replaces the immunisation paradigm. Nonetheless, for
this social prescription to have a truly counter-hegemonic impact on the dominant
neoliberal forces, its political and ideological significance must be understood,
supported, and implemented by the working classes (Gramsci, 1971, p.325).
Without this, there is a risk that social prescriptions will become a ‘war of
manoeuvre’ rather than a ‘war of position’ (Gramsci, 1971, p.234). In this instance,
social prescription becomes another element of the healthcare system, and its
counter-hegemonic potential is neutralised. Theoretical implications
notwithstanding, social prescription is an innovative development in mental
healthcare that is likely to positively impact the working classes insofar as it aligns

better with their understanding of community as feeling.

Summary.

This chapter uses primary data from anonymous surveys and confidential
interviews to better understand the relationship between class, neoliberalism, and
mental health. Three themes are analysed by combining Gramscian and
Foucauldian theoretical frameworks to demonstrate how the neoliberal paradigm
of mental health is produced and maintained. It is found that the neoliberal
paradigm detracts from the root, societal, causes of psychological distress. The key

findings from this analysis are summarised below.

The first key finding is that class influences the development of mental ill-health.

However, this relationship is circumvented by governmentality and neoliberal

hegemony to produce and disseminate the notion that mental ill-health is
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developed internally within the mind-bodies of individuals. Consequently, mental
health is depoliticised, and the role of social inequalities in developing mental ill-
health is downplayed. This “turn inwards” restricts people from relating their
psychological distress to the unequal distribution of power, opportunities, and
resources under capitalism, and the fragmentary nature of neoliberalism. Thus,

reducing the working-class’ ability to achieve critical, class consciousness.

The second key finding highlights the ideological forces that exclude working-class
and BAME people from accessing mental healthcare. Neoliberal and cultural
hegemonic forces cooperate to neutralise the discriminatory nature of exclusionary
practices in mental healthcare, and, for BAME people, these experiences are
amplified. Furthermore, helplines expand the scope of the neoliberal paradigm to
those typically excluded from mental healthcare by suggesting that they are
individually responsible for their emotional wellbeing, and that change must come

from within.

The third key finding is that the commodification of self-care and community care
act as further tools of marginalisation, which exclude working-class people from
engaging in the cultural consumption practices deemed necessary to achieve a
state of positive emotional wellbeing. The counter-hegemonic potential of Wales’
new social prescription model is identified. Nonetheless, without popular support
for its political and ideological significance, there is a risk that social prescription

will become usurped by the dominant forces of neoliberal hegemony.
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Taken together; the findings of this chapter suggest that neoliberalism significantly
impacts mental health in a class-divided society. Furthermore, blending neoliberal
hegemony with governmentality allows for a deeper understanding of the
neoliberal paradigm of mental health. By circumventing the role of structural
inequalities in producing psychological distress and framing mental ill-health as
internal to the individual, this neoliberal paradigm limits the likelihood of

resistance being developed through critical, class consciousness.
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Conclusion.

This study sets out to critically examine the relationship between neoliberalism,
class, and mental health. It deploys a multi-method case study design that unfolds
in two chapters of analysis: quantitative and qualitative. The quantitative analysis
uses secondary healthcare and demographic data to conduct Spearman’s rank
coefficient and OLS regression analyses. In doing so, it objectively measures (and
identifies) a statistical association between class, deprivation, and mental health.
The qualitative analysis draws upon interview and survey data to provide a
theoretical grounding to participants’ understanding of the relationship between
class and mental health. Significantly, it identifies that cultural hegemony and
governmentality interact to (re)produce a neoliberal paradigm of mental health
that frames mental ill-health as internal to the individual, thereby eschewing the
role of external socio-economic factors in causing distress and inhibiting the

development of critical, class consciousness.

The quantitative analysis chapter attempts to investigate the statistical association
between deprivation, class, and mental ill-health. An OLS regression analysis
corroborates previous research findings, demonstrating a statistically significant
association between deprivation and mental ill-health. However, prior to this study,
little was known about how the distribution of class impacts the prevalence of
mental ill-health within neighbourhoods. Statistical analyses reveal a statistically
significant association between class and mental ill-health, whereby a one

percentage point increase in the working-class composition of Cardiff Health Area’s
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LSOAs corresponds to an increase in the prevalence of mental ill-health by 0.33.
Significantly, this finding indicates that there is a stronger association between
mental ill-health and class, than between mental ill-health and deprivation. This
suggests that social class gives more explanation for variation in mental ill-health
than deprivation measures. Future research on mental health should therefore give
more focus to exploring the influence of social class. Furthermore, a lack of
academic and social commentary notwithstanding, anonymous surveys
demonstrate that people firmly believe that class impacts mental health. More
research is thus required to establish whether the findings from the Cardiff Health
Area are generalisable to the UK population. Doing so would provide foundations

for a deeper understanding of how class acts as a determinant of mental ill-health.

The qualitative analysis chapter demonstrates how the theory of cultural
hegemony blends with governmentality to provide a comprehensive
understanding of the mechanisms underpinning the neoliberal paradigm of mental
health, and its implications for class consciousness. At the macro-level, neoliberal
hegemony produces and disseminates ideological worldviews that individuals are
responsible for their material conditions and emotional wellbeing. This provides
the social foundations necessary for the immunising model of governmentality to
be instilled at the micro-level, whereby healthcare professionals inform service
users that their mental ill-health is developed and located within their mind-
bodies. Combined, these theories illustrate how the neoliberal paradigm of mental
health is produced and maintained, as well as its political function. By framing

mental ill-health as internal to individuals, it actively discourages people from
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locating their psychological distress in the context of social inequalities
perpetuated by the present socio-politico-economic order. Consequently, its
function is to neutralise political resistance to neoliberal capitalism by inhibiting

the development of critical, class consciousness.

The findings of this dissertation are subject to at least three limitations. First, the
healthcare dataset consists of NHS-recorded mental health conditions.
Consequently, people in the Cardiff Health Area who experience mental ill-health
but are only treated privately are excluded from the quantitative analysis. Because
many working-class people are excluded from private treatment, this may cause a
degree of bias in the results whereby the statistical significance of deprivation,
class, and mental ill-health is overstated. To address this, future research could
include healthcare data from NHS and private records, though this may prove
difficult. Second, participants are disproportionately white, highly educated, and
female compared to Cardiff Health Area’s population. Whilst affirmative action is
used to boost the voices of BAME, working-class, and male participants, the
testimony cannot be considered representative of Cardiff Health Area’s
demography. Third, the participation of healthcare professionals in the anonymous
survey is low. Consequently, the healthcare professionals’ survey findings may not
be considered representative of all healthcare professionals working in the Cardiff

Health Area.

Limitations notwithstanding, this study has several strengths. A key strength is its

novel contribution to the field by statistically investigating how the distribution of
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class impacts the prevalence of mental ill-health within neighbourhoods (LSOAs).
Significantly, this dissertation suggests that the distribution of class is a stronger
statistical indicator of the prevalence of mental ill-health than the deprivation
ranking of LSOAs. Further research should, therefore, consider class and
deprivation when investigating the determinants of mental ill-health. Another
strength of this study is the inclusion of testimony from stakeholders in Cardiff
Health Area’s mental health services to make sense of the relationship between
class and mental health. In doing so, it situates theoretical frameworks within the
everyday experiences of those most impacted by mental ill-health. Furthermore,
evaluating testimony from service users alongside that of healthcare professionals
reveals that both groups have similar criticisms regarding the neoliberal paradigm

of mental health.

The findings from this research project make two critical contributions to the
current literature. First, the class composition of neighbourhoods has a statistically
significant impact on the prevalence of mental ill-health. Second, the neoliberal
paradigm of mental health is reproduced differently at the macro and micro levels
of society. At the macro-level, cultural hegemony produces neoliberal worldviews
that individuals are solely responsible for their socio-economic conditions and
emotional wellbeing. At the micro-level, and through the immunisation model of
governmentality, healthcare institutions locate psychological distress as internal to
service users and suggest that emotional wellbeing can only be achieved by
working on the self. Consequently, the fragmentary nature of neoliberalism and the

unequal distribution of power; resources, and opportunities under capitalism are
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negated. The neoliberal paradigm of mental health thus acts to discourage people
from linking harmful social environments to psychological stress and, in doing so,

inhibits the development of critical, class consciousness.
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Appendix.

Appendix A.

Table comparing demographics between survey participants and the Cardiff

Health Area’s population.

411731

82518

240444

162 76.4% 29 72.5% 253803 51.4%

N/A

155617

86 41.3% 4 10% 152409 30.8%

112 53.8% 35 87.5% 186222 37.7%
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Cardiff Health Area Population sources:

Ethnicity:
Office for National Statistics (2021) Census data: Ethnic groups in the Cardiff and
Vale University Health Board. Available at: Available at:

https://www.ons.gov.uk /datasets/create /filter-outputs/22537481-02cc-4296-

a55f-9d044a5c5eb7#get-data (Accessed: 30 June 2023).

Sex:
Office for National Statistics (2021) Census data: Sex in the Cardiff and Vale
University Health Board. Available at:

https://www.ons.gov.uk/datasets /create /filter-outputs/259ad4dc-7391-47b0-

bdce-ad7132ad447f#get-data (Accessed: 30 June 2023).

Education:
Office for National Statistics (2021) Census data: Highest level of qualification in the
Cardiff and Vale University Health Board. Available at:

https://www.ons.gov.uk/datasets/create /filter-outputs /8887c¢150-c19f-424c-

be2d-6f907c611e2d#get-data (Accessed: 30 June 2023).
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Appendix B.

Survey data used to produce Figure 4.

Service users’ question (n=190):

“Do you think that your social and economic environment impact your mental
health?

‘Social and economic environment’ means the things that shape your daily life such

as income, housing, working conditions, education, and access to food and leisure.”

Healthcare professionals’ question (n=35):

“Do you think that social and economic environments impact your clients' mental
health?

‘Social and economic environments’ mean the things that shape daily life such as

income, housing, working conditions, education, and access to food and leisure.”
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