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Health and Social Inclusion

Introduction


Firstly, this literature will identify what health is, the significance of health and the variety of influences that can affect health amongst numerous groups, in relation to their situation.  Additional discussion will focus on the circumstances which can have an impact on the health of individuals and groups, and the effect this could have on health prevention strategies, with a clarification as to why ‘normal’ health differs between groups. When undertaking a consideration of what the definition of ‘health’ is, individuals from a diverse range of ages and groups have mixed opinions, therefore, the ideas of health amongst different groups will also be debated in the literature. Finally, the most current policies which reflect health and behaviour maintenance will be emphasised. To illustrate the above points further, this literature will discuss the health issues, obesity and how obesity is significantly impacting on certain groups.

Background

This literature will also reflect on The Marmot Review (2010) into health inequalities which was published on 11th February 2010. It proposes an evidence based strategy to address the social determinants of health, the conditions in which individuals are born, grow, live and age and which can lead to health inequalities. Based on 2013 report of the European review of social determinants of health and the health divide, steered by Professor Sir Michael Marmot and his team. Led to Health 2020 is a new value-and evidence-based health policy framework for Europe, it recommends for government and society to promote health and wellbeing and the reduction in health inequalities. It was adopted at the 62nd session of the Regional Committee held in Malta in September 2012. It sets out to tackle the root causes of health inequalities within countries. However, opportunities to be healthy are not remotely being equally distributed in our countries, and remain closely connected to respectable upbringing and education, decent work, housing and income support during our life course (World Health Organisation (WHO), 2014). 
[bookmark: _Hlk534209046]The majority of individuals associate the word ‘health’ with doctors and hospitals. Whilst considering ‘good health’ they incline to think simply of an absence of illness.  Good health in a broader sense is a person’s level of good physical and mental health, to the degree to which people in society are able to live healthy flourishing lives. A healthy individual is somebody with the opportunity for secure housing, meaningful work, healthy behaviours, stable relationships and high self-esteem.  Positivity within family life offers a child opportunities for a healthy life by making the early life foundations for them to feel loved and cherished (Allen and Donkin, 2015, cited in The Health Foundation, 2018); building supportive relations; develop intellectual, social and emotional skills (Dyson et al., no date, cited in The Health Foundation, 2018) and develop lifelong healthy habits (Bellis et al., 2014, cited in The Health Foundation, 2018) throughout adulthood.


There are a range of factors that combine together to affect the health of people and communities (The Open University, 2016). Whether people are healthy or not, is determined by their circumstances and environment. The diagram below (The Open University, 2016) consists of inherited attributes relating to age, sex and hereditary factors. The inner layer indicates that health is somewhat determined by individual lifestyle factors, such as poor diet, lack of exercise, alcohol and smoking. The next layer of the diagram focuses on income, education level, and our relationship with family and friends within the local community, which all can have a major impact on health. Living and working conditions include accessibility to housing, food, clean water, and health services, as well as the opportunities to education and employment. The concluding two layers relay to the upstream determinant of health. For example, cut backs in welfare services that may affect individuals’ access to adequate housing, work, and healthcare (The Open University, 2016).





[image: ]

Determinants of health (Dahlgren and Whitehead, 1992, cited in The Open University, 2016).


Sir Michael Marmot (2010) announced that approximately 550 people a day in the UK would die prematurely because of social inequalities that are becoming entrenched.
According to Marmot (2010) everyone deserves the opportunity to live a long, healthy life free from preventable disease and injury. However, significant health inequalities, have been well documented for decades, which exist among different groups. For example, association among health and social class has continually been an issue, and despite improvements in health and the welfare state in all sectors of society throughout the years, this inconsistency remains (Marmot, 2010).

Throughout the 20th century, the United Kingdom saw a pattern of premature deaths that started around the beginning of the 19th century. The period for life expectancy at birth in the mid-19th century was around 42 years for females, and 40 years for males (Gallop, 2006). 
The UK were at the forefront of researching health, social and inequality, which they were attempting to tackle. In the early 1980s, the publication of the Black Report showed a clear correlation between levels of illness and mortality rates and social circumstances (Black, 1982, cited in Hutt and Gilmour, 2010). In today’s world, most individuals can assume to live into their 60s and beyond (Leveillee et al., 2000, cited in WHO, 2015). In low and middle-income countries, this is mainly the result of large drops in mortality at younger ages, especially during childhood and childbirth, and from infectious diseases (Rodrigues, et al., 2009, cited in WHO, 2015). In high-income countries, continuing increases in life expectancy are now mostly due to declining mortality among those who are older (WHO, 2002, cited in WHO, 2015). Public Health England (2018) in 2014 to 2016, discovered the level of inequality in life expectancy amongst the most and least deprived areas of England was 9.3 years for males and 7.3 years for females (Public Health England, 2018).  (OECD, 2017). Recent projections, published in 2017, statisticians at the office for National statistics (ONS) announced that life expectancy in the UK remained lower than in several other comparable countries internationally. life expectancy at birth declined by 0.1 years in 2015 to 2017 for males and females in Wales and Scotland. However, life expectancy at birth showed no change for male and females from 2014 to 2016 in Northern Ireland and England 

[bookmark: _Hlk532228201][bookmark: _Hlk532228287]According to the Report (Marmot 2010) individuals in the lower group will die on average seven years earlier than individuals living in the higher group. Even more worrying, the average difference in disability free life expectancy is 17 years (Marmot, 2010). Marmot (2010) mentions that it is expected that inequality in sickness accounts for productivity losses of £31-33 billion per year, lost taxes and higher welfare payments in the range of £20-32 billion per year (Frontier Economics, 2009, cited in Marmot, 2010) and additional NHS healthcare costs connected with inequality are well in excess of £5.5 billion per year (Morris, 2009, cited in Marmot, 2010). If these issues are not dealt with the total expenditure of treating the many illnesses that relate from inequalities in the level of obesity alone will increase from £2 billion per year to nearly £5 billion per year in 2025 (McPherson and Brown, 2009, cited in Marmot, 2010). The poorer you are, no matter what age the more likely you are to see your local doctor, or have a public health outpatient appointment, or to be admitted into hospital to receive a funded treatment.

There is a social gradient in health, individuals with higher socioeconomic position in society have better health, life chances and far more opportunities to lead a flourishing life. For example, studies have shown that individuals that have a good education such as a degree have longer lives than those without (Marmot, 2010). In educational and economic studies, it has been established that background variables including family type, family income, family size, and maternal education are factors of the amount and quality of education children receive over their lifespan (Jones and O’Brien, 1999, cited in DeSerf, 2002); Rosetti and Tanda, 2000, cited in DeSerf, 2002). Education is significant factor in earnings. This fact is why education has become increasingly important to future generations (DeSerf, 2002). 

[bookmark: _Hlk534209541]Economists are involved in inequalities in health, consumption, educational, educational performance and housing, to name just a few, inequalities regarding income is equally high priority in the UK (Cribb, 2013). In 2010-11 the middle full-time salary was £26,200 per annum, the minimum wage would just be around £11,000, whereas the top 10% earned over £52,600 (Cribb, 2013).

Furthermore, employment earnings and working conditions make a substantial contribution to the development of social inequalities in health, leaving those in lower socioeconomic positions at higher risk of poor health and injuries (Siegrist et al., 2010).

The British Government introduced occupational questionnaires, that would allow research to be undertaken on the population of Britain to view the disparity in health equality. As a result of this, five social classes in Britain were defined as the Register General’s Social class (RGSC) and were put into a social class as a result of their occupation (Rose, 1995). As time progressed, the national statistics socio-economic classification (NS-SEC) was born, and its purpose was to measure the conditions and employment relations of occupations. It has been rebased from SOC2010 (Office for National Statistics, 2018).

[bookmark: _Hlk534211050][bookmark: _Hlk534211164]The UK contains several areas of immense wealth, being the fifth largest economy, its capital is a leading centre of global finance. It thus seems patently unjust and contrary to British values that so many people are living in poverty. Latest figures (Alston, 2018) show that 14 million individuals, a fifth of the population are living in poverty. Four million of these are more than 50% are beneath the poverty line (Social Metrics Commission, 2018, cited in Alston, 2018) and 1.5 million are impoverished, incapable of buying essentials (Fitzpatrick and Bramley et al., 2018, cited in Alston, 2018). Fiascal Studies forecasts a 7% increase in child poverty between 2015 and 2022, and many sources foresee child poverty percentages as excessive as 40%. (Institute for Fiascal Studies, 2017, cited in Alston, 2018) for approximately one in every two children to be poor in twenty-first century. These figures show that compared to England, Scotland and Northern Ireland, Wales has the highest population of individuals living in poverty with approximately one in 4 individuals living in relative income poverty (Welsh Government, no date, cited in Alston, 2018). This is not just a disaster, it makes Britain a disgrace. According to the Joseph Rowntree Foundation, if the UK government does not sufficiently increase benefits to account for inflation after Brexit, up to 900,000 more people could fall into poverty (Joseph Rowntree Foundation, 2018, cited in Alston, 2018).

The connection between health and social class remains a problem, even though improvements in health and the welfare state in all sectors of society throughout the years, this inconsistency remains (Knott and Cox, 2015).  Food provisions given to individuals in crisis by the Trussell trust foodbanks allocated an astonishing 1,332,952 in the financial year 2017-2018, a 13% a rise on the previous year 484,026 of these went to children (The Trussell Trust, 2019).  

In 2017 estimated deaths were a total of 597 of homeless people in England and Wales there was a rise of 24% since 2013 (Office for National Statistics, 2008).
(Marmot, 2010) discusses the challenges that individuals face living in the poorest districts, housing has a significant influence on health inequalities. Several people do not live in a home that is warm, dry and affordable. Income, wealth and the welfare system are at the heart of the relationship between housing and health inequalities. Damp is considerably more common in homes of the lower income groups, in fact it appears virtually four times as often in residences of the lowest income group as in residences of the highest income group. Over Crowding is also an issue in the lowest income group, which can lead to poor health, including mental health, physical health, as well as higher risks of accidents within the household. Some residence often experiences noise disturbance which can result in sleep deprivation (Braubach and Savelsberg, 2009). The most vulnerable individuals with the least power and money are deprived of their rights on a daily basis (Capacity Global, no date, cited in CABE, 2010). Government cuts to public health and services they provide, add to the costs of health and social care as well as widen health inequalities (Parliament, House of Commons, 2017). 

[bookmark: _Hlk534212127]A combination of climate change and rising levels of inequality are significant risk factors in today’s world. As we move into the new millennium, medical technology drives healthcare more than any other force, which will continue to enhance the effect on the general health of the population (Thimbleby, 2013). However, modern technology, such as cars, planes and power plants are pollutant and are contributing to global warming through carbon dioxide, (Air Quality Expert Group, 2007), climate change and rising levels of inequality are significant risk factors in today’s world. Climate change will severely impact on the less wealthy, who are more likely to live in areas exposed to environmental hazards. The warming of the planet puts at risk the protection and improvement of human health and well-being. Climate change effects some of the most fundamental determinants of health:  water, clean air, sufficient food, shelter, and freedom from disease. Extreme weather causes deaths and injuries caused by floods. Furthermore, flooding can cause outbreaks of diseases, such as cholera, Storms and floods are now amongst the most recurrent and deadly forms of natural disasters (WHO, 2008).

Lifestyle is an expression to describe the way societies, individuals and family circles live and which behaviour they manifest in coping with their physical, psychological, social, and economic environments on a day-to-day basis. (Ezzati, et al., 2002, cited in Trovato, 2012). It is closely related to unhealthy behaviours such as smoking, alcohol use, physical inactivity and poor diet, compared to the groups of which are higher up on the socioeconomic scale (Pampel, Krueger and Denney, 2010). (Carmarthenshire Public Services Board, 2017) reported that there has been an increase among adults smoking in the county which is a major modifiable risk factor for low birthweight; although remaining moderately low the amount of low birthweight babies in Carmarthenshire has increased in recent years. low birthweight can result in health and social disadvantages not only in childhood but also in adult life (Scottish Government, 2008).

According to Joseph Rowntree (Benzeval et al., 2014) some individuals may use unhealthy behaviours as a way of coping with challenging circumstances. A linked argument is that the struggles of managing life on low incomes inclines individuals to discount the future more heavily, meaning individuals are less concerned with the lifelong health consequences that effects their behaviours, which currently brings them current pleasure or stress relief (Benzeval et al., 2014).  






Obesity: health issue associated with health and social inequalities? 


Obesity has reached epidemic proportions globally, it is a major health challenge, facing both economically advanced and less advanced societies (WHO), 2003). Obesity is defined as the condition of excessive fat build-up to such a degree that it can affect an individual’s health (WHO, 2018). Obesity is a complex condition, with serious social and psychological dimensions, essentially affecting all ages and socioeconomic groups (WHO, 2003). Individuals who are overweight are more at risk of getting type 2 diabetes, certain cancers and heart disease.  Marmot (2010) predicted an increase in the expenditure of treatment of various illnesses that result from inequalities in obesity alone to rise from £2 billion per year to nearly £5 billion per year by 2025 (Marmot, 2010). However, the actual costs to the NHS was £6.1 billion in 2014 to 2015 associated to health conditions connected with being overweight or obese. The UK-wide NHS expenditure is predicted to reach £9.7 billion by 2050. Additional weight can also affect an individual’s ability to find or sustain work, and it can contribute towards low self-esteem and mental health, impacting on economic development. The overall cost of obesity to wider society is projected to be £27 billion (Public Health England, 2015). The prevalence of obesity has almost tripled since 1975; in 2016, more than 1.9billion adults were overweight and 650 million were obese. The majority of the world’s population live in countries where overweight and obesity kills more individuals than underweight. It is estimated that 41 million children under the age of 5 were overweight or obese in 2016. As well as 340 million children and adolescents aged between 5-9 were overweight or obese in 2016 (WHO, 2003).  
The Foresight Report (2007) estimated that half the UK population would be obese by 2050.

(WHO, 2003) identifies that the increasing prevalence of obesity reflects the changes in society and in behavioural patterns of communities over recent decades. Although genes are significant in determining an individual's proneness to weight gain, energy balance is determined by calorie intake and physical activity. Meaning, societies changes and global nutrition modulation are leading the obesity problem. Economic growth, modern technology, city-living and the worldwide use of food markets are just some of the factors thought to underlie the epidemic (WHO, 2003).

[bookmark: _Hlk531530475]There has recently been more attention on how health behaviours such as diet and physical activity can influence one’s health. For several years, studies have shown that the consumption of a healthy balanced diet is essential for good health (WHO, 2003).
To obtain a balanced diet, there are a variety of nutrients required including carbohydrates, proteins, fats and vitamins and minerals (GOV.UK, 2018). There is no single food that contains all these essential nutrients, therefore they are required from natural sources such as fruit and vegetables, dairy produce, wholegrains, pulses and lean meat and fish (Public Health England, 2018). A healthy diet can benefit weight control and reduce the risk of certain types of diseases, in particular non-communicable diseases such as obesity, cardiovascular disease, diabetes, some types of cancer and skeletal conditions (WHO, 2002).
[bookmark: _Hlk534109639]Getting individuals to adopt a healthy lifestyle is widely acknowledged to be difficult, data indicates that traditional public information campaigns are not effective with lower socio-economic or other hard-to-reach groups. Studies have shown that these interventions can actually widen health inequalities as wealthier groups respond better to health promotion messages (Parliament, House of Commons, 2008).  The occurrence of obesity is increasing in numerous countries and growing fastest in low socioeconomic population groups (WHO, 2014). Research on why there has been no progress in reducing obesity should be a major priority. Unfortunately measures taken are not as effective as they need to be, the Government must show itself to be committed to invest in the health of future generations by supporting measures which do not promise overnight results, but which constitute, effective and defined strategy (Parliament, House of Commons, 2004).  
[bookmark: _Hlk534023726][bookmark: _Hlk534023417]Overeating has been attributed to the ready availability of food (Nelson et al., 2006; Wiecha et al., 2006, cited in Ifland et al., 2008) sedentary lifestyle (Berkey, Rockett and Field, 2000; Boynton, et al., 2003; Kruger, Kruger and Macintyre, 2006; Lindstorm, Isacsson and Merlo, 2003, cited in Ifland et al., 2008) and economic considerations (Epstein et al., 2006; Horgen and Brownell, 2002, cited in Ifland et al., 2008). Whilst some or all of these notions could have some degree of explanation, none of them address a critical question; specifically, why do individuals in industrial societies continually overindulge despite desperate and repeated efforts not to? The hypothesis is that the likely reason is that processed foods with high concentrations of carbohydrates (such as flours), sugar or other refined sweeteners, salt, fat, and caffeine are highly addictive substances, and, so consequently, many individuals lose their willpower over their ability to control their consumption of such foods (Ifland et al., 2008).

Proposals to limit marketing and improve the composition of unwholesome food with excessive fat, sugar and salt and sugary drinks could contribute to reducing inequities, due to the higher exposure and vulnerability of disadvantaged individuals to marketing (WHO, 2014). Public Health England (2015) concluded that there were over 50,000 fast food chains in England, the amount of fast food outlets was mainly found in lower socio-economic areas (Fenton, 2017). Living in the proximity of fast food outlets are found to be associated with a greater consumption of takeaway food, and with BMIs (body mass indexes) up to 1.21 higher than for those less exposed (Chang, Green, Steinacker and Jonsdottir, 2016).

There are many factors that disadvantaged groups in society face on a daily basis, which could contribute to obesity levels. Firstly, the lack of availability to fresh produce in their community, additionally, fruit and vegetables can cost up to 30–40% more in poor neighbourhoods (Going hungry, 2013, cited in WHO, 2014). Living conditions can be a major contributor in preventing individuals from preparing healthy meals as well as knowledge inadequate facilities for cooking and safe storage, as well as financial hardship, budgeting and planning (WHO, 2014).

[bookmark: _Hlk531966568]Pregnancy and early childhood are important stages for intervention on inequities in obesity. Significant interventions include: promote healthy weight before, during and after pregnancy, provide support for exclusive breastfeeding until 6 months of age. Public Health England (2016) confirms ‘that breastfeeding can ultimately save lives, improves health and cuts healthcare costs world-wide, including the UK’ (Public Health England, 2016, p. 4). There is a strong case for investing in services to support breastfeeding as part of a local child health strategy. This is especially important for mothers from low income groups, as evidence has shown that breastfeeding protects the health of babies and mothers and reduces the risk of illness (Public Health England, 2016). The UK is seen to have one of the lowest breastfeeding rates in the world: only 34% of babies are receiving any breastmilk at six months compared with 71% in Norway. There are social, cultural and economic barriers which mean that many mothers are unable to breastfeed successfully despite genuine efforts to do so. This is a Public health challenge as improving breastfeeding rates is not solely the responsibility of individual mothers struggling alone in a culture that can be hostile towards breastfeeding (Public Health England, 2016). It is not always easy finding the resources available for mothers-to-be faced with eligibility rules and agency locations for government aid (Haney, 2018).

[bookmark: _Hlk531967916]Additional interventions for early years should include subsidised healthy meals including breakfast in childhood centres (WHO, 2014). Breakfast has been defined as the most important meal of the day, despite breakfast’s positive attributes, countless children attend school without breakfast (Lynch, 1996, cited in Mahoney et al., 2005; Morita, 1972, cited in Mahoney et al., 2005; Robson, 1971, cited in Mahoney et al., 2005; Wirths,1976, cited in Mahoney et al., 2005).  Evidence has suggested that cereal-based breakfast can reduce factors contributing to obesity and diabetes in young persons, as the absence of breakfast can lead to binge eating on high calorific food (Leidy, 2012).

[bookmark: _Hlk534028484][bookmark: _Hlk534029561]Schools are ideally placed for many early interventions such as promoting healthy eating, as eating behaviours grow throughout the first years of life.  Children learn by observing the eating behaviours of others, which can transition into late childhood and adolescence. (Birch, Savage and Ventura, 2007). Schools can also provide free school meals and free fruit and vegetables, which can help improve the dietary intake of children from all backgrounds (WHO, 2014). 
Dietary recommendations of fruit and vegetables can play a significant role in health, due to their vitamins, minerals, dietary fibre, flavonoids and antioxidants. Reduced fruit and vegetables is associated to poor health and an increased risk to noncommunicable diseases. An estimated 5.2 million deaths globally were attributable to insufficient fruit and vegetable consumption in 2013 (WHO, 2018).   

[bookmark: _Hlk534114120]The National Health Survey for 2016/17 acknowledged that children in disadvantaged areas of Wales, 53% consumed vegetables and 69% consumed fruit everyday compared to 70% eating vegetables and 78% eating fruit every day in the more wealthier areas (NHS Wales, 2018). Furthermore, adults in Wales are not consuming the recommended guidelines, with as little as 20% reporting to eat 5 or more portions of fruit and vegetables per day in the more affluent areas (NHS Wales, 2018).  Additionally, epidemiological researchers have consistently shown that most types of fruit consumed in adequate amounts have anti-obesity effects (Sharma, Chung, Kim and Hong, 2016). 

[bookmark: _Hlk534032659]In 2015, the UK advertising expenditure for fruit and vegetables amounted to an inadequate £15 million pounds, compared to £200m on confectionery and snacks and an additional £87m on soft drinks (Nielsen, 2016, cited in Food Foundation, 2016). In the Child Obesity Proposal, the government has assured to remove sugar in a variety of products that contribute to children’s sugar intake by at least 20% by 2020. The Child Obesity Strategy, published by the government in August 2016, failed to bring in tighter controls on advertising to children even though this was recommended by Public Health England, the body that advises the government (Food Foundation, 2016).

Throughout previous years, the effects on health of obesity, insufficient nutrition and inadequate physical activity have been well documented and cover health outcomes such as depression, type 2 diabetes, cancer, hypertension and cardiovascular diseases (WHO, 2013). 
[bookmark: _Hlk534033394]WHO (2017) highlights that Cardiovascular disease (CVDs) has the highest percentages of death world-wide, an estimation of 17.9 million individuals died from (CVDs) in 2016, 85% died from heart attacks. Furthermore, 17 million premature deaths due to noncommunicable diseases in 2015 82% were from low-middle income countries (WHO, 2017). Most cardiovascular diseases can be prevented by risk factors such as obesity, poor diet, smoking, alcohol, and physical inactivity (National Heart, Lung and Blood Institute, 2018). If you are regularly physically active you could significantly lower the risk of heart disease, as exercise strengthens muscles, and helps your heart work more efficient by pumping blood through the body allowing the heart to beat slower keeping blood pressure under control. Being active regularly, allows healthier blood flow in the small vessels around the heart reducing the risk of clogged arteries which can lead to a heart attack (National Heart, Lung and Blood Institute, 2018). Exercise increases levels of HDL cholesterol, the good cholesterol that decreases heart disease risk by clearing the artery of LDL cholesterol, bad cholesterol out of the system (National Heart, Lung and Blood Institute, 2018). 
Physical inactivity is one of the 10 leading risk factors world-wide, insufficient exercise can increase all causes of mortality by 20%-30% (WHO, 2018). The recommended physical exercise for children aged 5-7 should accumulate to 60 minutes per day Adult should accumulate to at least 150 minutes per week, any more than the recommended can provide additional health benefits (WHO, 2018).  
[bookmark: _Hlk534033921][bookmark: _Hlk534033953]WHO (2018) Draws our attention to Policies and strategies to tackle physical inactivity that have been developed in approximately 80% of WHO Member States, however, these were only active in only 56% of the countries in 2013. Who Member States have agreed to lower insufficient physical activity by 10% by 2025. The occurrence of inadequate physical activity rose according to the level of income, for both men and women, with 32% of men and 42% of women being insufficiently physically active in high income countries as compared to 13% of men and 19% of women in low income countries (WHO, 2018). In wealthier- income countries, the change regarding more inactive occupations, recreation and motorised transport might describe the higher levels of inactivity, whilst in the poorer-income countries, more activity is undertaken at work and for transport. Though declines in occupational and domestic physical activity are unavoidable as nations flourish, and use of technology grows, governments should provide and maintain infrastructure that encourages increased walking and cycling for transport and active sports recreation (WHO, 2018).
[bookmark: _Hlk534034142][bookmark: _Hlk534113222][bookmark: _Hlk534034283]The 2009 Department of Health Publication “Be Active, Be Healthy” recognises the importance of the outdoors, as natural environments offer ideal settings for health enhancing physical activity (English Outdoor Council, 2010) suggesting that nature has been publicised to improve health physically and mentally. OFSTED published a thematic report on learning outside the classroom in October 2008. They concluded that learning outside the classroom contributed considerably to raising standards and improving pupils' personal, social and emotional development (English Outdoor Council, 2010). However, confirmation from ‘Surviving poverty: the impact of lone parenthood’ (2013) found that 82.5 % of lone parents cut back on social and leisure activities due to financial hardship. Research also emphasised pressures placed on family relationships when children had to miss out on extra-curricular activities due to financial hardship (McHardy, 2015). 
[bookmark: _Hlk534034962]The impact on play in and around the home has led sedentary behaviour resulting in more children becoming obese (Inyang and Okey-Orji, 2015). Children incline to have higher levels of sedentary behaviour if their parents or siblings also participate in high levels of sedentary behaviour. The researchers discovered that increased sitting time watching TV or playing computer games within the home can contribute to numerous chronic diseases such as obesity, Type – 2 diabetes, heart diseases, cancer, osteoporosis, deep vein thrombosis, muscle and skin disorders including others with their resultant increase in morbidity and mortality. Inactivity and those who sit for 5 hours or more are at risk of muscle atrophy by 1% daily (Olds, Ridley and Dollman, 2006, cited in Inyang and Okey-Orji, 2015) when muscles are not used, fibres get replaced with fat which results in muscle wastage. Individuals who apply more than 40hrs per week watching TV or using the computer are 3 times more at risk of type -2 diabetes compared to those who spend less. This is due to higher levels of sedentary behaviour, unhealthy eating patterns associated with screen time. WHO (2010) and National Family Health Survey (2006, cited in Inyang and Okey-Orji, 2015) suggested that, it is not lack of exercise that influences diabetes, but the quantity of time spent sitting increases the risk of type -2 diabetes. 
To conclude, the evidence has revealed that there are numerus aspects that can directly affect one’s health, particularly between the lower socio-economic groups. Although medical advancements are making progress in fighting diseases, the social gradient in health still exists which allows them to have better health, life chances and far more opportunities to lead a flourishing life. life expectancy inequalities have increased, which signifies that further work must be done to improve health outcomes. It is clear that health inequalities will continue to do so if the government dosent  step up and make changes based on the policies outlined for health in their manifesto. life expectancy inequalities have increased, which signifies that further work must be done to improve health outcomes.
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