The impact of physical ill-health on social mobility: a qualitative study

Abstract  
Socio-economic position is a well-established driver of health status in the United Kingdom. However, less is known about the reverse relationship — the effect health conditions have on socio-economic position and social mobility. The purpose of this qualitative study was to explore individual experiences and perceptions of the relationship between ill-health and social mobility amongst people with long-term physical health conditions.  

[bookmark: _Hlk88472794]Structured, in-depth interviews or focus group discussions were conducted with 37 people with long-term physical health conditions (including asthma, cancer, diabetes, heart disease, back pain, arthritis and lipoedema) between November 2019 and January 2020. Participants were asked about the impact of physical health on their career, education, and social life. Factors affecting their ability to cope with their condition were also explored.   

Participants reported their conditions had been a barrier to upward, and a facilitator of downward social mobility. Physical health conditions were commonly reported to have affected the participants’ educational attainment, choice of occupation, financial stability, and retirement age. Participants also described a lack of understanding from employers about their conditions, with some experiencing instances of discrimination.  Factors that reduced the extent to which their condition affects social mobility included, a feeling of control over their condition, support from their employers and knowledge of the available support systems. Individual experience, psychological make-up, and early-life experience also mediated the impact. Participants described clear regional differences in terms of access to services. Advice and support services were often filled by charitable organisations. 

In conclusion, physical ill-health was reported to have a substantial downward impact on social mobility; by negatively impacting a person’s education, choice of occupation and earning ability. Key changes that may enable people to better manage their condition and its impact on social mobility include, improved training of and support from employers and better and consistent access to multi-disciplinary support services from the health and social care system. 
Introduction
[bookmark: _Hlk88492412][bookmark: _Hlk88483601][bookmark: _Hlk88484034]It is well known there are persistent health inequalities globally, including in the United Kingdom, where people living in the most deprived areas can expect to spend nearly 20 fewer years in good health compared with those in the least deprived areas (1). While a wealth of evidence exists describing the relationship between negative health outcomes as a result of lower socio-economic status (2), the inverse relationship, meaning the effect of negative health outcomes on an individual’s socio-economic status, is less well explored.  Social mobility (SM) has been defined by the social-mobility commission in the UK, as “the link between a person’s occupation or income and the occupation or income of their parents”;(3) (inter-generational mobility). Social mobility can also relate to upward and downward movements for the same individual during their lifecourse (intra-generational mobility).  the relationship between an individual’s socio-economic starting point in life and the extent to which this changes over time, even within an individual’s life time and how much that differs from that of their parents. This study examined this latter definition specifically two dimensions of social mobility, taking  from the perspective of individuals living with long-term conditions (LTCs) and how their LTC has affected their occupational mobility (social class and working hours) and income mobility (earnings, income and household income). 
[bookmark: _Hlk88558492][bookmark: _Hlk88486503][bookmark: _Hlk88558520]The King’s Fund defines LTCs  as any condition that requires ongoing medical care, but for which there is no cure (4). LTCs are often chronic and can include a wide variety of conditions including genetic conditions (e.g. lipoedema), those often linked to the environment (e.g. asthma) and those that can be linked to lifestyle factors such as poor diet, physical activity, tobacco use, and alcohol misuse (e.g. type 2 diabetes, cardiovascular disease and some cancers). The UK has a high burden of the latter group of conditions, often grouped together as ‘non-communicable diseases’ (NCDs), across the population. NCDs are a significant burden of disease in the UK, but only part of LTCsNCDs across the population accounting for 89% of all deaths. (5). 
Based on a recent analysis by the Organisation for Economic Co-operation and Development (OECD),(6) it would take five generations for children born in a family at the bottom of the income distribution to reach the mean income in the UK, accounting for current levels of intergenerational social mobility and social inequality. This is longer than in other OECD countries, on average. (6). In the UK, the odds of reaching the top earnings group in society are four times larger for children born to fathers who themselves belong to the top-earnings group compared to children born to low-earning fathers .(6). 
[bookmark: _Hlk88488361][bookmark: _Hlk88488327]Poor physical health associated with LTCs is known to have a negative impact on employment opportunities and socio-economic status for those affected because of factors such as lack of employer support and unsuitable jobs that are hindered by or worsen their condition. (2,7). These factors are important to an individual maintaining their position in the social hierarchy. Understanding the mechanisms that drive the impact of poor physical health conditions on social mobility will provide insight into the needs of individuals with LTCs with regards to employment and wider lifestyle opportunities, thus is key to guiding effective policies and identifying appropriate solutions. Therefore, we carried out a qualitative study to explore individual experiences and the extent to which physical health conditions contribute to downward mobility or act as a barrier to upward mobility. This aimed to provide new evidence for policy action. 
Methods
Design
[bookmark: _Hlk88473784][bookmark: _Hlk88474288][bookmark: _Hlk88558630][bookmark: _Hlk88555093]This study explored the impact of physical long-term conditions on socio-economic, educational and employment opportunities. Mental illness was outside of the scope of this analysis. The study used a qualitative design based on an in-person focus group as well as individual telephone interviews. This was a pragmatic decision to ensure that participants who were unable to travel to London were able to participate in the study. The study followed research ethical principles and was approved by the Imperial College Research Ethics Committee on 14/08/19 with reference number 19IC5427. 
[bookmark: _Hlk89087768]Twenty-five major NCD and patient advocacy organizations were contacted via email addresses obtained from each organisation’s website. An invitation email was sent along with a patient information sheet outlining the aims of the study. These documents can be found in the supplementary material. One or two follow-up phone calls were made where no reply was received.  Eleven organisations agreed to take part in the study (see Table 1 for details). Non-participating organisations provided different reasons for not taking part. Examples included: research not being part of the organisations’ remit, GDPR processes not being set up for research processes, lack of response to the invitation or staff at the organisation had no time or resources to take part in research. 
Participants and sampling
Table 1 : Organisations that agreed to participate in the study
	
	Organisation 

	[bookmark: _Hlk88470222]  1
	Asthma UK  

	  2
	Diabetes UK  

	  3
	NI Chest, Heart & Stroke  

	  4
	Macmillan Cancer Support (cancer voices)  

	  5
	Cancer Research UK  

	  6
	National Voices   

	  7
	Arthritis UK  

	  8
	Breast cancer now 

	  9
	Pain UK 

	  10
	BackCare 

	  11
	Lipoedema UK 



For organisations who agreed to take part, an email and flyer were prepared, based on the information shown in the supplemental information, for distribution to their patient populations or as an advert in their newsletter/patient forums. A total of 39 people were recruited across the UK through convenience sampling. Two people were excluded from the study as they exclusively had mental health rather than physical health conditions as judged by their own declaration of their LTCs. Other patients did report mental health conditions, but in combination with physical health conditions so were included in the study. Participants were given a patient information sheet that clearly explained the purpose of the research and guaranteed privacy and protection of their data. Signed informed consent was obtained for all participants. Thirty participants took part in four focus groups held in central London between November 2019 and January 2020. The remaining seven participants completed in-depth, one-on-one telephone interviews over the same time period. 
Data collection
[bookmark: _Hlk88475925][bookmark: _Hlk88476191]Participants were asked to complete an anonymous demographic survey at the start of each focus group or interview to collect information relating to age, gender, occupation, family group, ethnicity, education, geographic region, and diagnoses of LTCs. A focus group and interview protocol, developed for use in this study, was followed as described below. All interviews and focus groups were recorded and transcribed.
[bookmark: _Hlk88481949][bookmark: _Hlk88471457]The focus group and phone calls followed a pre-determined interview schedule. Participants were first informed of the purpose of the research and asked to discuss factors that impact health, factors that affect their health condition and examples of times their LTC impacted their life opportunities.  Neutral, open-ended questions were posed (e.g. “what impact does your health condition have on your life?”) and probes given (e.g. “consider education, job opportunities, career progression) to initiate and/or continue discussion. Additional follow-on questions were asked ad hoc when the occasion emerged to gather further detail as the conversations evolved. Next, participants were asked to comment on their perception of their community and environment, and how this had affected their health. Finally, participants were asked to make recommendations about what could be changed to mediate against any effects their ill-health may have had on their life opportunities. No ethical concerns arose during the course of the study.
Analysis
Focus group and interview recordings were transcribed verbatim and analysed using a thematic framework analysis (8). NVivo software was used to organise and store transcript data, and then to categorise participants’ views/perceptions into themes and sub-themes using a quasi-iterative approach (9,10).   Two researchers worked reflexively, reading and rereading the transcripts, and analysing data separately. Conflicts in themes were reviewed, discussed and resolved to guard against selectivity bias.  
Results
The study included 37 study participants of which 28 were women and nine were men. Participants ranged in age from 18 to 80 with the majority of participants falling into the 50-59 (n=9) and 60-69 (n=8) age groups. Participants were highly educated; 14 participants had post-graduate qualifications and 11 had graduate-level qualifications. Nine participants were fully retired, eight were in full-time employment, and seven indicated being employed part-time. Income levels among participants were low, with the majority indicating that their incomes ranged between £0-19k (n=10) and £20-39k (n=8) annually. 
Eighteen participants indicated they were married while 13 were single (Table 2). Eight participants had children. The majority of participants identified as White (n=26) with smaller numbers of Asian (n=4) and Black (n=3) participants. Nineteen participants lived in Greater London. Other regions represented included the East of England, East Midlands, West Midlands, Southwest and Southeast England. 
Twenty-five participants said they were living with one or more long-term health conditions. These conditions included: lung fibrosis; ischaemic heart disease; lymphoedema; asthma; hypogammaglobulinemia; metastatic breast cancer; thyroid problems; hypertension; juvenile myoclonic epilepsy; microscopic colitis; and chronic back pain. In addition to these LTCs participants also reported experiencing anxiety, depression, dyslexia, autism, and post-traumatic stress disorder. No single condition prevailed. 


Table 2. Participant characteristics
	 
	Count

	PARTICIPANTS
	Total #
	37

	AGE 
	18-29
	5

	 
	30-39
	3

	 
	40-49
	4

	 
	50-59
	9

	 
	60-69
	8

	 
	70-79
	4

	 
	80+
	1

	GENDER
	Female
	28

	 
	Male
	9

	OCCUPATION
	Employed
	8

	 
	Part-time Employed
	7

	 
	Unemployed
	3

	 
	Retired
	9

	 
	Student
	1

	 
	Other
	 -

	
	Missing
	9

	FAMILY
	Single
	13

	 
	Partner
	1

	 
	Married
	18

	 
	Widowed
	1

	
	Missing
	4

	 
	# w/ children
	8

	 
	Total # of children
	14

	ETHNICITY
	White
	26

	 
	Mixed
	1

	 
	Asian
	4

	 
	Black
	3

	 
	Other
	0

	
	Missing
	3

	EDUCATION
	Year 12
	1

	 
	6th Form
	4

	 
	Graduate
	11

	 
	Post-graduate
	14

	
	Missing
	7

	INCOME
	0-19k
	10

	 
	20-39k
	8

	 
	40-59k
	6

	 
	60-79K
	1

	 
	80k+
	2

	
	Missing
	10

	REGION
	London
	19

	 
	Northern Ireland
	0

	 
	Wales
	0

	 
	North(England)
	0

	 
	East (England)
	1

	 
	Yorkshire & the Humber
	0

	 
	North West (England)
	0

	 
	North East (England)
	1

	 
	East Midlands
	2

	 
	Scotland
	0

	 
	West Midlands
	2

	 
	Southwest (England)
	3

	 
	Southeast (England)
	5

	
	Missing
	4

	LONG-TERM CONDITION
	Yes
	25

	 
	No
	5

	
	Missing
	7



[bookmark: _Hlk88477186]Following thematic analysis of the data, three key themes emerged from the data: ‘Impact of health conditions on social mobility’, ‘factors that mediate the impact on social mobility’ and ‘recommendations’ of what participants would like to see changed which were then sub-divided into further categories as shown in Table 3. The substance of each category is described in more detail in the sections below.
Table 3. Key themes and sub-themes emerging from thematic analysis of the interview transcripts. 
	Theme
	Sub-theme

	Impact of health conditions on social mobility
	Occupational mobility
Income mobility
Educational attainment
Personal life

	Factors that mediate the impact on social mobility
	Individual differences
Availability and access to a support system 

	Recommendations
	What would participants change?



Impacts of physical health on social mobility
Occupational mobility	
Long-term physical health conditions were reported by the majority of participants to have had a strong impact on the type of occupation a person had as well as their career trajectory. Specific examples given included that the health condition would lead to having periods where they were unable to work because they were in hospital:
“So, I can have months when I’m totally fine...I can work full-time but I also have a series of months where I’m in and out of hospital, I can’t do anything, and unfortunately the state I’m in at that moment, who on earth would employ me?” {FG1]
Other conditions, limited participants from choosing an occupation requiring a certain uniform or being on their feet all day, if a condition does not allow for that: 
“I couldn’t go now and get a job where I was on my feet all the time because of the energy levels to do with having an underactive thyroid and lipoedema and the discomfort, so the lack of opportunities that results.” [FG3]
Others said lack of understanding of their condition or late diagnosis affected their career choices:
“People couldn’t quite work out what was wrong with me. And it really wasn’t until I was in my 20’s that there was a suspicion in my mind that I had dyslexia [too]. And that has informed my choice of career.” [FG3]
Furthermore, long-term conditions led to several participants having taken early retirement, for example: 
“I quickly became very tired and I don’t know whether that was old age or whether it was post-cancer fatigue. But that became a limiting factor on my career and in the end I dropped my hours and ended up taking early retirement, which has been an absolute benefit to me. But I wonder, had I not had the experience of that cancer and that treatment, whether I would have had far more energy and maybe stayed in my job or gone for even further promotion.” 
Many participants reported having experienced a lack of understanding about living with a long-term condition from employers and colleagues, and the kind of adjustments that were needed for them to cope with it. This was found to be a particular hindrance in the working conditions of participants:
“I worked through my treatment, after surgery, and then there was just a point, that the fatigue was just a bit too much. So, I talked to them at work about the hours I was working, So, they cut my hours. Which was fair enough. However, I can’t get the hours back, now that I’m well.” 
Other participants described overt or covert discrimination about their condition, often having adverse impacts on their confidence and mental health: 
“I was selected for redundancy because of my autism because the director named me redundancy[sic], because [of] my autism. It was this year... Fortunately for me, my head of department in that meeting was also selected for redundancy. So, he told me what had happened at the meeting and had two witnesses who confirmed what had happened. So, I was able to get a more equitable redundancy package. But it still made me feel discriminated against and rejected.”
Only one participant said their health condition had not impacted their occupation, and one other reported a positive outcome on their career, though these were notable exceptions:
“So, out of what was to start with negative because it took away lots of other opportunities. I found this opportunity almost by accident, to go into teaching and horticulture.”
Income mobility
Living with a long-term condition was frequently reported as having a negative impact on income. The income and financial assets which come from having a stable, well-paying job are often not experienced by those living with long-term conditions, or are lost over a period of time as work circumstances change due to an illness: 
“So I ended my career. In the civil service. Because I couldn’t do my job anymore. I lost my home. So I haven’t got a house. I’ve got a huge amount of debt.” 
Long-term health conditions also had an impact on day-to-day expenses:
“Macmillan recognised about 10-12 years ago, that people who were having their treatments didn’t have pay for 6 months. I can’t afford to have food and get to the hospital today. And that’s a terrifying prospect.” 
It was clear that individuals felt their condition had been a barrier to upward, and facilitator to downward income mobility.  
“Do I think I could be earning like four times more than what I am or what I would be? If I wasn’t ill, then I would be in a higher tax band bracket? Definitely.” 
The financial burden was also reported to extend to those who were carers:
“But I think there are a lot of people that are acting as carers and are not necessarily recognised as being a carer. My mum. She’s retired. I come from a single parent family background. I’ve now had to move back in living with her. She now lives without the 23% council tax exemption that she would have had, had I not lived with her...so, if I say she is my carer, she’s not like my body carer, but she helps around doing a lot of stuff that she shouldn’t have to do, But, yet she’s not ever going to be able to receive any kind of financial compensation for that because she’s retired and a homeowner. Again I think there are a lot of other people that their husbands or wives work and they have children and they are acting in an informal way as a carer but they are not seeing the benefits of that in a financial way.” [Int] 
Participants described other factors that mediated the impact on income and occupation due to physical ill-health. For example, the level of control an individual has over their condition and its predictability. This determined the type of job a person could do and the social life they could have. Also, the level of supportive relationships individuals had in response to their condition, and both covert and overt discrimination at work was reported to lead to terminations in employment and to affect participants confidence and mental health. Better training or legal support to ensure that employers treat people with health conditions with more dignity would therefore be recommended.
“I was able to go back to work, although I wasn’t able to go back to my primary occupation, because of my back injury, I was at risk, because I cannot lift and things like that. So, that occupation was no longer viable. So I had to do something more social in that. I couldn’t find employment, no one would take me on. So I have gone into voluntary work." [FG4]
"By communicating with your employer. They may see you as a potential liability." [Int]
Educational attainment
Living with a long-term condition was reported to have a substantial impact on an individual’s ability to obtain a qualification or to stay in education:
“The problem with a lot of health conditions. Is that they cause you a lot of physical pain, which I have quite a lot of, and also fatigue, which would probably impact your ability to be a student full time.” 
Others did however report their university helped them continue studying whilst dealing with their condition:
“I’m on sick leave from my university at the moment because of the problems. But the uni have been really good and each stage we’ve sat down and said, how can we make adjustments at this point or that point, so I know that if I do have to step off the course... they would have gone through every process to make it possible... So I won’t feel it’s unfair, because they have actually worked with me. Unfortunately, I think that’s lucky and it doesn’t happen that often.”
Personal life
Living with a long-term condition had multiple impacts on an individual’s personal life – how they engage with the wider world – beyond work. For example, the condition could impact one’s ability to plan social engagements, might require lifestyle changes that take you away from friends or family, or the condition might mean certain activities that friends and family do are impossible:
“I wouldn’t go on holiday because I didn’t want to go on the beach, I wouldn’t go swimming. I wouldn’t do sports. So, all this stuff the normal stuff of life that most people just get on with they didn’t think about completely. I didn’t socialise that much. So, you don’t meet people, so you don’t network.” 
Furthermore, maintaining relationships and planning personal activities outside of work were reported by some to be very difficult because people do not always have control over their symptoms and for some their condition led them to lose self-confidence:
“I think for me the lipoedema just basically puts a block on your confidence. I was always feeling that I’d be judged by my appearance, probably wrongly. I do sometimes wonder what I didn’t do, I held back from so many things.” 
Factors that mediate the impact on social mobility
Individual differences 
An individual’s experience of their current condition, as well as their past life experience and personality factors were reported to be important elements driving the relationship between physical health and social mobility. Different conditions were reported to cause different issues in terms of mobility, and different people reported different reactions and experiences. For some people their condition was controllable and this meant it was easier to minimise the impact it had on life, but for others this was not possible:
“The extent to which having a long-term condition impacts on your life is whether or not its controllable or not.” 
As well as the manifestation of the condition itself, an individual’s personality, such as their level of drive seemed to influence their experience of their condition and their ability to manage it: 
“You do have to have some level of sort of motivation, and inquiring mind, because looking into things and trying to get answers is exhausting... I’ve always tried to advocate for better care. And recently my Grandad was the complete opposite... He had no interest. He didn’t have the energy. He just sort of gave up and was happy to drift through the system as it came...”
Furthermore, respondents suggested that positive early experiences which included being in a higher social class, or having a higher level of education may act as a buffer to social mobility impacts due to physical illness:   
“I’m educated and I’m able to read whatever information I had. Actually, I had a conversation with someone from the DSS, when I went on half pay, if I haven’t[sic] been educated and know what my rights are, or maybe if I didn’t have the English as the first language, or maybe if I was very sick, I would not have had the capacity to have a two-hour conversation with someone filling in a form at the other end. I think there’s a lot of people who don’t know how to ask those questions….and access the information... I am also computer literate so I could come home and Google stuff” 
Availability and access to a support system
The way in which an individual interacts with the system, defined here as ‘institutions and structures which govern and support people’s lives’ (i.e., the NHS, social care, employment support, use of the internet for finding out health information, etc.), also influences physical health and impacts their outcomes. 
Being able to understand and navigate the system at large had a clear positive impact on how individuals live with long-term conditions. Participants felt ‘the system’ was often impersonal, and hard work trying to find which services existed and how to get the best care:
“It’s also almost a full-time job. To hunt around and try to find what my CCG provides health wise and to keep on pushing to try and find out appointments and stuff.” 
Participants’ ability to maintain relationships with health and social care providers were key in determining whether their condition was well managed. There was a variation in that some people had positive experiences, while others negative, though this was often coupled with education, and the ability to ‘ask the right questions’ whilst for others it was a lack of understanding from the health workers:
“I’m still disregarded by my doctor and my nurses. And, you know, they still refer to my weight, even though they know more or less what’s left now is the lymphedema.”
Overall, participants described a lack of support at the system level for people living with long-term conditions. There were clear regional differences in being able to access services in the first place, with the more affluent areas not always being where there was better access:
“In London I got grab handles and you name it they threw it at me. Then I moved down to Oxfordshire....I ring up social services to say I’m moving to Oxford now. I didn’t get one grab handle. They promised me all sorts of access things. They should stop this postcode lottery. If one council will give people grab handles it should be every council in Britain.
One participant noted that having health insurance was key to helping them, and they would not have been picked up through the NHS:
“I was lucky enough to have private healthcare.  It was just because I have private healthcare. That’s the only way I was diagnosed.” 
However, no other mention of private healthcare was made across the study suggesting that the majority of people in the study use the NHS as their primary source of healthcare. The third sector was able to contribute to filling gaps in the NHS, and to provide people with links to the system at large. This support includes for example, providing information and support during an acute period (i.e., cancer treatments) and in getting back into work:  
“So, we [charity group] have speakers, they bring in high profile oncologists, consultant surgeons. We had a lady come who does specialist bras, and about exercise….it’s extremely supportive. It’s outstanding. They bridge the gap, this massive void in the health system in the NHS. The charity filled that gap.” 
However, this support was reported to be in some cases disease specific:
“…the challenge comes in how do you rebuild your life and how do you reintegrate into society or into work? And those bridges are not really there. I can remember feeling slightly envious of people who have breast cancer because they were in a group. There was support. Whereas my cancer was very rare and I was very, very alone.”
For some, technology now plays a role in health and social care, and for many this is positive: 
“I think technology can offer solutions from an accessibility point of view or some sort of personal integrative care management, empowerment of the patient, sort of being able to on the spot, understand disease pathology better, etc”
However, people with ill health do not all have the same level of connectivity and/or technological literacy:
“my Mother is 88 and she doesn’t have a mobile phone. People assume that they’re just going to send your text to cancel your appointments. So, there is that assumption that everyone is connected”
There are often physical access and environment issues that limit or fully restrict how someone with a long-term condition is able to function. This varies with income levels and the extent of physical disability: 
“...the number of times that comes up about having to pay for parking. I have to go to BARTS for my treatment. And I can afford that, other people paying their tube fare everyday for six weeks to have radiotherapy. It’s quite an impossible situation that some people find themselves in. So I think that there are huge factors like that.”
Others suggested that the current situation was working for them, but they worried about how future policies would affect their ability to get around:
“Whenever I hear a politician talking about getting people to stop using their cars. Well actually, there are some people who have some serious disabilities who have no other options. I think a lot is being done to improve the physical environment, my worry is that people who are less able and less mobile are going to be discriminated against because of the transport policy.” 
Finally, one respondent felt that trade unions were not adequately set up to fully support people’s health conditions:
“...most unions now play the same game as employers...they don’t want to rock the boat too much because they want to keep people in jobs generally. So you may have individuals that are really struggling, but the trade union has members working in the same area. They have to go up against their own management. That’s where the trouble comes.” 
Recommendations
Several recommendations also emerged from the focus groups and interviews. The first was the importance of investing in prevention and early diagnosis for diseases, to reduce the number of people who have to deal with physical health conditions. 
For those who have a physical health condition, participants recommended their ability to participate fully in the work force could be improved by ensuring better engagement from people living with physical health conditions when designing solutions. This included:
 “...personalised medicine. Not ‘one size fits all ‘, you need that to be accounted for because I know my own condition, you will have two people with exactly the same diagnostic label and act in a completely different way and have completely different ability to work and therefore completely different earning potential.” 
It was noted that the Patient Partner Voice for NHS England and NHS improvement was engaging patients to improve the situation, but more in-depth ‘outreach’ style assessments were requested to better understand the needs of those who are struggling the most within as the system, as:
“patient representatives are a self-selecting group who have got the time and the inclination to do that.”
Specific suggestions included things like specially designed toilets, more access to sharps boxes such as in disabled toilets, and better adapted transport which were not always described to be adequate. Furthermore, participants described that everyone ideally needed a single key worker who could help them: 
“One of the practical things is when you have a mental disability or impairment and a physical impairment you get tossed from one clinician to another. You should be able to have a named carer or named person or clinician who can navigate you through the damn process of getting access to help.”
Another participant stressed the importance of providing uniformly available services: 
“They should stop this postcode lottery. If one council will give people grab handles it should be every council in Britain.” 
Some participants also noted that people who are caring for people with physical health conditions need better support themselves. Both improved psychological support and financial support were suggested. 
In terms of the use of technology and the internet, those who were less computer literate needed further support to access online processes and procedures. For those who were used to using the internet a suggestion was made that online resources should be better regulated to ensure that accurate information was being discussed and shared: 
“It’s almost like, NHS Choices or NHS Direct’s website, where you can put your symptoms in and diagnose everything. That’s been very good in providing evidence-based information. But I’m wondering actually if the NHS should provide a kind of list of places where you list of things that don’t work or, does that exist?”
Finally, one participant suggested that universal basic income would help ensure that at least monthly bills were paid, so that rather than focusing on finding the odd shift to make ends meet, it would be possible to focus on utilising their time and energy for building one’s career.
[bookmark: _Toc50110248]Discussion 
[bookmark: _Hlk38966959][bookmark: _Hlk88477513]This study described how individual experiences and perceptions of health conditions (specifically, asthma, cancer, diabetes, heart disease, back pain, arthritis and lipoedema) can be a barrier to upward, and a facilitator of downward, mobility.  The perspective of the participants was that physical ill-health often leads to a reduction in income and working hours which may reduce a person’s occupation opportunities. One participant found that their physical ill-health had opened the door to a different, and more fulfilling career, while another said there was little impact, but these views were very much in the minority. 
The findings from this study are generally in line with other literature. For example people with cancer (11-26) pulmonary disease, (27, 28) and heart disease (29-37) have fairly consistently shown to have an increased risk of adverse labour market outcomes, including loss or detachment from employment or earlier retirement as compared to the general population. The literature also supports that carers’ incomes can be affected, for example mothers of children with cancer have been shown to have reduced income especially if the child is under the age of 10.(38) People with multiple LTCs have also described how lack of support from family, employers or the community is an obstacle in their ability to manage their wellbeing and that challenges related to their employment, caused by their health status can lead to socio-economic disadvantage, further worsening  their situation.(2)
Accessing and completing education was described as difficult for those with physical ill-health since it may lead to being in pain or having to take time off for treatment. However, given the high level of education achieved by most participants the barriers in terms of work may have been worse than those in the education system, or may simply be due to physical ill-health occurring beyond typical school/University age. Existing literature supports that physical ill-health can impede educational outcomes. For example, three studies reported that growing up with chronic illness may not impede social development but increase the risk of poorer educational and employment outcomes. Young adults with LTCs were less likely to meet important educational and vocational milestones, and more likely to receive public assistance. (39-41). A high level of education enabled individuals to better understand their condition, navigate the health system, and seek the support they needed. 
In terms of the support system currently available, respondents suggested that support could be strengthened. Participants criticised how difficult it was to navigate the support system, with one saying it was like a full-time job, and another saying that a single key worker per person was needed to help people navigate the system. It was clear that there were regional differences in access to services, and several participants describe what they saw as a ‘postcode lottery’ at play. Furthermore, some diseases were described as having better support systems than others. Other studies have confirmed there is inconsistency across diseases, for example breast cancer sufferers are more likely to receive sickness benefit than other cancer sufferers, often thanks to third sector advocacy efforts and campaigning which may not exist for other conditions.(14, 19, 23, 43) The third sector generally played an important role in bridging the gap between finishing treatment (in the case of cancer) and transitioning back to ‘normal life’, such as supporting individuals in their return to work. However, such services were not experienced universally amongst the participants. The new implications to individuals living with long-term conditions and services available to them due to the COVID-19 pandemic should be explored in the context of health and social mobility. The resultant shrinkage of charities – accelerated by the pandemic – suggests a need for a general ‘bridging’ function for transitioning back to ‘normal life’, to fulfil this role.
Technology and the internet were also important parts of the support system. However, for people with physical health conditions who are not computer literate, technology can be inaccessible, and for others it could be a source of misinformation. Better support and training alongside better regulation of internet chat rooms or information sites would therefore be helpful.
[bookmark: _Hlk88471150][bookmark: _Hlk88472049][bookmark: _Hlk88471952][bookmark: _Hlk88556103][bookmark: _Hlk88555275][bookmark: _Hlk88557606][bookmark: _Hlk88477672]There are some limitations to this analysis, notably that participants were selected through organisations that support people with physical health conditions, meaning that people who do not have access to, or choose not to access, these organisations are not represented, therefore the sample are self-selected. Further, only 25 NCD organisations were approached as it was beyond the timeline of this study to involve a wider scope. Participating organisations determined the scope of the study; meaning that asthma, cancer, diabetes, heart disease, back pain, arthritis, lipoedema are represented by this research and results may not be generalisable to other NCDs not represented by the sample. This was a non-comparative study meaning that there was no means of comparing our results with a control, or broader population. Although other barriers to social mobility exist, the scope of the study described here was limited to exploration of the impact of poor health status. Therefore, it was not possible to determine how the barriers to social mobility caused by poor health status, as identified by this study, compare with other structural and social barriers faced by individuals in the wider society. Furthermore, the study did not collect information on the participants’ social class prior to having an LTC or their parents' backgrounds, meaning that the downward social mobility observed in the study can only be viewed in the context of each individual’s life course, rather than in the context of inter-generational mobility. Participants were also self-selected, meaning only those with time, capability and motivation to respond to the flyer were able to participate. The study was conducted during the winter months which may have meant people with certain conditions that are exacerbated by cold weather were underrepresented. In addition, we took a pragmatic decision to use a mixed methods approach, namely focus groups and one-to-one telephone conversations. This had the benefit of including people who may not have been able to attend in-person focus group sessions but added complexity to the methods. Participants were in general more highly educated than typical in the UK; in this analysis a high proportion 38% (14/37) of participants had post-graduate qualifications, much higher than the nationwide average. People with lower levels of education were possibly under-represented in this sample. Furthermore, London was heavily represented and other parts of the country less so, which might be important given the regional disparities in access to support. Finally, the diversity of experience of Black, Asian, Minority ethnic (BAME), and male participants were clearly underrepresented as a result of the relatively low number of participants in these groups. Given that different ethnic groups experience a difference in morbidity associated with health conditions (4), differences in access to health care, and differences in experiences of social mobility it will be important to investigate this further.
Conclusion
[bookmark: _Hlk88477815]Long-term physical health conditions can have a downward impact on social mobility; by negatively impacting a person’s educational attainment, choice of occupation and earning ability. The richness of qualitative data provides deep insights into the impact that LTCs can have on an individual’s life and their family. 
Participants emphasised that no person or condition is the same and individualised support is necessary. One participant summed up the findings that your experience in life is interdependent with your background, and the resources available to you: “Your pathway and your condition are interlinked.” 
Furthermore, improved support and understanding from employers, trade unions, and the health and social care system would enable sufferers to manage their condition and its impact on social mobility more successfully. Participants recommended several implementable solutions that would improve their ability to manage their health condition and mitigate its effects on their social position. For example: investing in prevention and cure to minimise the number of people with physical health conditions, ensuring the full spectrum of people living with physical health conditions are consulted when designing solutions, reducing mis-information on the internet about health conditions and the support available, and nominating a key worker for every person with a health condition to support them with navigating the care system. 
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