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Obesity
Introduction 
Obese “describes a person who’s very overweight, with a lot of body fat”. Although, “It’s a common problem in the UK that’s estimated to affect around one in every four adults and around one in every five children aged 10 to 11” (NHS, 2016). Obesity is mainly measured using BMI with a score of 25 to 29.9 meaning you’re overweight, 30 to 39.9 means you’re obese and 40 or above meaning you’re servilely obese. However, “BMI isn’t used to diagnose obesity, because people who are very muscular sometimes have a high BMI without excess fat” (NHS, 2016).  Obesity can lead to all kinds of health concerns such as; type 2 diabetes, coronary heart disease, breast cancer, bowel cancer and strokes. 
Although the above is just a brief understanding about obesity, health concerns such as obesity are associated with material and social circumstances as well as public conceptions about the illness all around the world. This study is going to focus on Wales Using epidemiology, The Marmot Report and the Joseph Rowntree foundation. This study will try to build an understanding of the social gradient, health inequalities and public conceptions of health including behaviour. Before the study continues is obesity linked with social class? According to researchers this is the case stating that the prevalence of obesity is related to social class, this was determined by three social class indicators education, income and poverty. These were all used to describe prevalence of normal weight, overweight and obesity (Cole et al., 2000; Gortmaker et al., 1993; Messina and Barnes, 1991; Stern et al., 1995 cited in Wilmore and Anderson, 2003).  
To create a better understanding of the question on hand this study has been categorized into 5 different sections. The first section looks as factors such as; genetics, ethnicity, lifestyle and poverty and how they might affect Individuals or groups. The second section tries interoperating hypothesis’s which may play a factor in health prevention strategies, this is highly related to the first section. Although, the third section tries to build an understanding of lifestylism and fatalism and the different perceptions that different social class order their lives and understand their experiences of health. The fourth section looks at why normal health varies between groups in this case obesity. Groups such as gender and age are studied and the impact social class might have upon them, this was done using epidemiology. The last section was looks at policies from the Welsh government on tackling health inequalities and the social gradient, this is then compared to Rowntree reports Government issues and Marmots policy recommendations to understand if the Welsh government are taking the correct action.
Circumstances which affect health of individuals or groups
Factors that influence individual’s health is going to be different from factors that influence social groups. Thus, circumstances such as; genetics and lifestyle factors are among the most important.
 Supporting the concept of genetics influence on obesity Beamer (cited in Wilmore and Anderson, 2003) highlights that two different people can exercise and eat the same amount, one being obese and the other not. Could it be because they have different genes? Genetics and ethnicity have been strongly linked with certain health problems in the past therefore does ethnicity and genetics play a part in obesity? El-Sayed et al., (2011) believes this might be the case, as a study measuring adult obesity among South Asians in the UK, measuring 3193 men and 561 women aged 40-69 in London. The findings showed;
“that Asian men had significantly higher waist/hip ratios than both Afro-Caribbean and Caucasian men and that Asian women had significantly higher mean BMI and waist/hip ratios that Caucasian women. South Asians also had significantly larger subscapular skin-folds than all other groups. Asian men and women both had significantly higher abdominal diameter, subscapular/triceps skin-fold ratio and subscapular/ anterior skin-fold ratio than Caucasians” (El-Sayed et al, 2011) 
[bookmark: _Hlk510530424][bookmark: _Hlk510530773]However, why could this be the case? An older hypothesis by Neel (1962 cited in Stryjecki et al, 2017) sated that human genome is enriched with metabolically genes that provide survival instincts when there is food shortage. Although, these genes have been rendered detrimental by progress. This hypothesis can be used today to explain the high and ethnic-dependent prevalence of obesity. For example, ethnic groups who are known to tackle food shortage like South Asians and Africans are more likely to develop genes that store more fat than other ethnic groups to tackle food shortage although, this can then lead to obesity. 
Some researchers believe that genetics might not have a big impact on ethnicity as we think instead environmental factors are the most important. Thus, in a review of epidemiology evidence on ethnic inequalities in health Davey-Smith et al. (2000) argued “that there is more genetic variation within ethnic groups than between ethnic groups, thus concluding that social and environmental factors are more significant than genetic ones”. This evidence clearly shows that genetics does have an influence to some degree however, how prevalent genetics and the relationship to obesity is unknown. Future research needs to understand how prevalent this gene might be. 
Although, some believe that lifestyle factors have a bigger contribution. However, over recent years a healthy lifestyle has become more popularised, although, what is lifestyle? A definition by Davison et al (1992) is that 
“The aspects of health-related behaviours and conditions which entail an element of personal action at the individual level strongly associated with the possibility of individual choice and the triumph of self-control over self-indulgence” (Davison et al., 1992, p. 675). 
In other words, lifestyle is a person’s action of choice and control over different circumstances which may present themselves. The main lifestyle factors associated with obesity are diet and physical activity. Lifestyle choices seems straight forward therefore, it can be argued that if individuals exercised regular and ate the correct diet they will not become obese. A question remains, is retaining the correct lifestyle choices as easy as it looks? 
Hesketh et al. (2005) creates and insight to this question, studying 119 children focusing on barriers to healthy eating, physical activity and child obesity. However, the study concluded that, “The contradictions in messages children receive were reported to be a barrier to a healthy lifestyle” (Hesketh et al., 2005). Could knowledge be the key factor leading to obesity and childhood obesity? Is this a case of lack of knowledge and education that is causing children in wales to have the highest obesity rates in the UK, as a “survey undertaken in 2011, which showed that 35 per cent were classes as overweight or obese (breaking down to 16 per cent being classed as overweight and 19 per cent as obese)” (National Assembly for Wales, 2014). 
However, on the other hand theorists strongly believe that circumstances such as behaviour can cause negative lifestyle choices thus, leading to obesity. Therefore, this is a theory that individuals can believe which shows that health is caused by external factors; this means that the individuals deny that behavioural change. Rotter (1954) highlights “locus of control” which is described as behaviour that is either is or nor directly related to health outcomes (Rotter, 1954). For example, someone may not change an unhealthy diet as they believe health concerns such as; obesity may be caused by other factors. supporting the concept that behavioural circumstances may lead to obesity. Hays et al. (2002) analysed “3 measures of eating behaviour with weight gain”, concluding “findings suggest that eating behaviour has an important role in the prevention of adult-onset obesity” (Hays et al, 2002).
Although genetics play a part in obesity, this factor only effects a small part of the population therefore, genetics may not be a major factor contributing to obesity. However, individual’s behaviour about healthy lifestyle choices effects every single individual, and how they may act upon it. Thus, lifestyle choices are deemed a bigger contributor towards obesity, yet more research is needed to analyse individual’s behavioural changes. 
On the other hand, highlighting social classes the lower down the social class ladder people are the more circumstances leading to health concerns such as; obesity is apparent. Although, the higher up the social class ladder there is the less negative factors that impact health (Obesity). Poverty is highly associated with the lower part of the scale. Supporting the notion poor health is linked with poverty as Dorling (2013) states “the strongest correlation to poor health is poverty, and the longer people live in poverty, the shorter their life expectancy” (Dorling, 2013). What poverty circumstances can affect obesity rates? 
People in poverty result in comfort eating and have a lower resistance to junk food advertisement also, poor lifestyle behaviours such as excessive drinking and physical inactivity. Dibsdall et al (2007) conducted a study to analyse behaviours and attitudes towards healthy lifestyle in a low-income population, with 680 people analysed between the ages of 17-100. The findings showed that “Less than 5% felt they had a problem with eating healthily yet only 18% claimed to eat the recommended 5 or more portions of fruit and vegetables every day” (Dibsdall, et al, 2007). This study shows overwhelming supporting evidence of the concept that people in poverty lower down the social scale have poor lifestyle behaviour due to only 5% admitting they had a problem with healthy eating. People in poverty at the bottom of the scale. Poor education is a major contributor to obesity in Wales, a study by Egan (2008) stated “fourteen per cent of 16-year-olds fail to get five GCSEs at any level” and “Ten per cent of 16-to 18-year-olds are not in education, or training, or employment” (Egan, 2008). Therefore, clearly showing education is a problem within poverty, people are going to lack the knowledge of how to lead a healthy lifestyle.
[bookmark: _Hlk511480447]How do these circumstances affect health prevention strategies? 
[bookmark: _Hlk510534864]A key health prevention strategy focusing on genetics in this case is ethnicity. However, addressing the importance of how ethnicity can differ can help approaches in treatment. A study conducted by Shintani and colleagues (1991) cited in Wilmore and Anderson (2003) highlighted “that weight loss research using intervention designed to match participants’ cultures resulted in enhanced treatment adherence”.  However, if the hypothesis by (Neel, 1962 cited in Stryjecki et al, 2017) is true, that human genome is full of metabolically genes that provide survival instincts when there is food shortage thus, explaining ethnic prevalence of obesity. This suggests that prevention strategies such as; weight loss research will be ineffective as the human genome is prevalent in most ethnicity groups. Thus, until this gene can be altered obesity will still be prevalent among ethnicity groups. 
[bookmark: _Hlk510533203][bookmark: _Hlk510533787]Dietz (1994) cited in Wilmore and Anderson (2003) highlighted that the most critical periods of prevention focus on between 5 and 7 years old, and adolescents. However, regarding individuals living a healthy lifestyle changing diet can be very effective, Wilmore and Anderson (2003) noted;
“weight loss results when energy expenditure exceeds energy intake. This can be achieved by altering one’s diet to reduce caloric and fat intake while increasing the nutritional value of food intake” (Wilmore and Anderson, 2003)
Taking part in physical activity is also an effective obesity prevention strategy as, “Exercise accelerates weight loss via increased caloric expenditure and increases the likelihood of maintaining lost weight” (Brownell and Wadden, 1991, cited in Wilmore and Anderson, 2003). A question remains, what effect does behaviour have on these? Wilmore and Anderson (2003) argues that behaviour towards these prevention strategies can wane over time, especially if the weight loss is less desired or expected. Problematic situations can occur such as; children may be frustrated with change of necessary behaviour change, children might feel unfairness in that they feel different from their peers. This clearly shows negative behavioural changes towards these prevention strategies will cause children not to follow the guidelines thus, causing the onset of obesity. How can these negative behavioural changes be managed? Wilmore and Anderson (2003) suggests a solution using a therapist and parental motivation to encourage the positive behavioural changes, stating “Behavioural changes need to be reinforced by both therapist and parent”. However, more research needs to be conducted to understand how effective this solution may be.  
NHS Wales (2014) have a vision “To reduce the inequalities that exists in the health, education and economic outcomes for children living in poverty, by improving the outcomes of the poorest”. The health board has prioritised improving health and reducing inequalities. For example, the development of children’s centre’s in all counties in North Wales funded by charities and fundraising initiatives. Working to prevent ill health and the relationship of children’s health, social and educational development (NHS Wales, 2014).  Through providing this they hope to improve education to reduce health problems such as obesity. However, Marmot (2010) highlighted that “550 people a day in the UK are dying prematurely because of social inequalities that are becoming entrenched”. Dorling (2013) agreed with Marmot’s statement that inequalities are becoming entrenched stating “that British society is now as unequal as it was in the 1930’s, reversing a long trend towards greater equality”. This is clearly showing that the inequalities are worsening and prevention strategies mentioned by NHS Wales is clearly ineffective, this leads to poor education, lower income etc thus, leading to health inequalities such as the onset of obesity therefore leading to other health problems.  
How do the rules by which different social groups order their lives and their experiences of health?
People follow rules every day to comply with law and even society, there needs to be an understanding of the relationship between the individuals and the society that they live in and, how does society shape people’s beliefs, behaviour and life chances that may control their health outcomes in this case obesity.  Giddens (1979:5) once stated that “Structure enters into the constitution of the agent and social practices and exists in the generating moments of this constitution”. Thus, he goes on to argue that for society to function effectively that people have a sense of order, these are the social rules that people draw upon their social practices. 
[bookmark: _Hlk511405494][bookmark: _Hlk511406765]Although, very similar to the section above on circumstances that may affect health about one’s behaviour however, “Most sociological studies of lay health beliefs agree that public conceptions of health and illness vary according to the immediate material & social circumstances in which people find themselves” (Concepts of Health and Illness, no date). Work by Davison et al (1991) cited in Concepts of Health and Illness (no date) highlighted to oppose lifestylism to fatalism is to misunderstand the real situation for most people. In other words, to disagree with lifestylism in comparison to fatalism it does not solve people’s problems. In compassion to obesity and lifestylism, is for someone to understand they are obese or overweight because they don’t exercise or lead a healthy lifestyle. However, in the case of fatalism and obesity people believe that they maybe obese or overweight due to external factors for example, someone might believe they are obese due to genetics. A study conducted in South Wales supporting the fatalism found that;
“Only very few informants whose belief in randomness led them to deny or ignore the possible benefits of lifestyle change. Rather, the recognition of a pervasive uncertainty in the field of illness and death existed side by side with a common-sense approach to taking appropriate care” (Davison et al., 1991 cited in Concepts of Health and Illness, no date).
In other words, the people believed in fatalism did not think a lifestyle change would help. As known South Wales is known for deprivation and lower-class citizens, this suggests that fatalism is consistent in the lower part of the social scale and might not be apparent in middle class and higher. Thus, Saving Lives: Our Healthier Nation (1999) cited in Concepts of Health and Illness (no date) highlighted “we know that the better off are more likely to act on health information to change behaviour”. 
Bourdieu (1977) cited in Concepts of Health and Illness (no date) work of the body as physical capital analyses working and middle-class citizens. The working-class perception is that the body is a machine that is built for work and nothing else thus, people working 6 days a week with no social time to focus on a healthy lifestyle and, taking part in physical activity. Also, fast food is a cheaper option, might this be the reasoning why obesity rates are high in working class people? However, the work of Bourdieu continues that middle class see the body as a personal object and are willing to maintain a healthy lifestyle. However, this is because middle class are associated with more options, more money, have more free time thus, being able to live a healthy lifestyle.
Marmot (2010) states that “Social and economic differences in health status reflect, and are caused by, social and economic inequalities in society”. Marmot sums up what has been previously said and that the way that social groups order their lives and their experiences of health, being good or bad is down to social and economic equalities in society.
Explain and consider why normal health varies between groups?
There are different perspectives on what normal health is, Ley (2015) believes that variables such as; “declining eye sight is not normal”, “difficulty sleeping is not normal” and “chronic low energy is not normal”, These examples are not normal health. Regarding the subject of obesity Ley (2015) then continues to say, “weight gain as we age is not normal- nor is large amounts of body fat”. Thus, stating “our perception of what normal is shapes our belief of what is possible. We also tend to take out average behaviours from those that are around us” (Ley, 2015). 
In this case groups are analysed from social groups to different types of groups such as age and gender. Could focusing all limited sources on people most in need at the bottom of the social gradient help them maintain normal health? However, according to Marmot (2010) this is not the case as stated;
“If the focus were on the very bottom and social action were successful in improving the plight of the worst-off, what would happen to those just above the bottom, or at the median, who have worse health than those above them? All must be included in actions to create a fairer society” (Marmot, 2010).  
Could this be the reasoning why normal health varies between groups? Thus, the only way to understand and explain why normal health varies is using epidemiology. What is epidemiology? It evaluates factors of risk for disease, illness and accidents, conduct studies where are long-term on the population to what can cause these diseases, illness and accidents and lastly conduct experimental research to evaluate control and prevention methods. This should give a better understanding why normal health varies between social groups, gender and age in Wales.
Seen in figure 1, the health of one’s weight is affected by age. Between the ages of 45 and 64 being of the most overweight and obese with the least percentage of being a healthy weight, with more being obese and overweight than of a healthy weight. What is the reasoning for this? However, this theory is not presented by Wales, according to Age Concern (2005) within Scotland, one quarter of households of older people have a low income, and many of these incomes that they are entitled to claim other benefits. As known and talked about low income is associated with health problems such as obesity.
However, regarding how normal health in this case obesity might vary between genders, the Welsh Health Survey (2007) cited in National Public Health Service of Wales (2009) noted from data released in 2007 for Wales that; 
“62% of men were overweight or obese, compared to 51% of women. However, the proportions were much more similar for obesity; 20% of men and 21% of women were obese” (Welsh Health Survey, 2007 cited in National Public Health Service of Wales, 2009)
Why is there such a large percentage of men and women obese or overweight? With most of both genders being in this section, how can this be explained.  The National Public Health Service of Wales (2009) highlighted the reasoning that a social class gradient is observable and that “Adults in managerial and professional households are less likely to be overweight or obese in routine that manual households. This could cause women to be stay at home mothers and men to work high demanding jobs both resulting in lack of time to concentrate on their own health. On the other hand, people in professional households have more time to concentrate on their health thus, reducing the risk of being overweight and obese.
With evidence supporting that social class might be the reasoning for obesity rates in wales (Figure 2) shows this clearly the case. Again, the epidemiology shows that “rates to be the greatest in the deprived parts of south Wales Valleys, indicating that investment in prevention and treatment may need to be focused on these areas” (National Public Health Service of Wales, 2009). 
Although, is Wales the only country in the United Kingdom effected by the social class link to obesity? According to Stamatakis et al (2005) this is not the case due to a study conducted measuring overweight and obesity trends in English children from 1974 to 2003. The study found that obesity prevalence has accelerated in recent years. However, it was found that;   
“Children from manual social classes had marginally higher odds (OR 1.14, 95% CI 0.98 to 1.33) and children from higher income households had lower odds (OR 0.74, 95% CI 0.61 to 0.89) to be obese than their peers from non-manual class, and lower income households” (Stamatakis et al., 2005). 
This shows that Wales is not the only country in the UK that is affected but in fact the entire UK is. The evidence is clearly apparent that normal health (obesity) varies due the social class gradient, with groups at the lower end of the social gradient having a higher prevalence of obesity.
Policies 
With inequalities in health highly apparent due to social consequences such as poverty, could creating policies to tackle these inequalities be the best way forward. The Rowntree Report on Poverty and Social Inclusion (2010) highlights, to tackle poverty and social exclusion governments need to tackle these issues;
‘in-work poverty, poverty among children in workless households, deep poverty, educational outcomes among the lowest- attaining school children, young adults without minimum qualifications, progression in work, young adult unemployment, underemployment, health inequalities, lack of access to essential services’ (Rowntree report, 2010). 
To reduce obesity rates and illnesses related to obesity such as cancer, diabetes, and cardiovascular disease policies to tackle poverty and social exclusion need to be implemented. The Marmot report on Fair society and Heathy lives (2010) gives a six-policy recommendation to reduce health inequalities. “Give every child the best start in life”, this is implemented by reducing inequalities in early development, ensure high quality parental programmes and child care services and build the well-being of young children across the social gradient (Marmot, 2010). This policy is very important regarding obesity as Marmot (2010) again highlights the need to give a child the best start in life by stating “what happens during these early years has lifelong effects on many aspects of health and well-being-from obesity, heart disease and mental health, to educational achievement and economic status”. 
Another policy Marmot (2010) highlights is creating fair employment and good work for all thus, improved access to good jobs and a decline in long-term unemployment, improvement of jobs across the social gradient. However, Marmots other policies are to; Ensure a healthy standard of living for all, create and develop healthy and sustainable places and communities, strengthen the role and impact of ill-health prevention and enable all children, young people and adults to maximise their capabilities and have control over lives (Marmot, 2010). This clearly shows that focusing on aspects of the policies such as income, prevention, importance of children, leading healthy lifestyle, improving communities, education and employment is going to improve health inequalities and social inclusion. 
As this essay is focusing on Wales, a question remains which is that has the Welsh government taken Rowntree’s and Marmots issues and policies into consideration? And how effective are the policies that focus on poverty, health inequalities and social exclusion? The Welsh Government has created a poverty action plan called TRAP which is focusing on aspects such as; preventing poverty, helping people into work and mitigating the impact of poverty (National Assembly for Wales, 2015). The TRAP policy clearly shows focus on aspects alerted by Rowntree and Marmot such as; the creation of programmes such as “communities first, flying start, families first, job growth wales, the pupil deprivation grant, credit unions, advice services and health initiatives” (National Assembly for wales, 2015). 
However, the Welsh Government has taken some of these policies and issues stated by Marmot and Rowntree although, why does Wales have some of the worse deprived areas and biggest health inequalities in the UK? The Communities, Equality and Local Government Committee cited in National Assembly of Wales (2015) provided reasoning why the Welsh policies such as TRAP are failing stating;
[bookmark: _Hlk511489457]“The primary failing of the government’s approach to tackling poverty is the lack of a clear economic policy. This needs to be rectified and developed alongside an effective poverty reduction strategy. We are aware that the Enterprise and Business Committee’s inquiry into trade and inward investment heard that the Welsh Government needs to be clearer about its economic strategy. That Committee recommended, in its October 2014 report, that the Welsh Government should set out “a clear economic development strategy”. We strongly believe that only a bold, long-term realignment of the economy will tackle the scale of poverty in Wales” (The Communities, Equality and Local Government Committee cited in National Assembly of Wales, 2015). 
Clearly showing the main problem is poor economic policy causing lack of understanding, this is suggesting above that an economic development strategy is the best way forward. However, the policy created by Marmot called Creating fair employment and good work for all highlights the importance of “active labour market programmes to reduce long- term unemployment” (Marmot, 2010). Therefore, an idea of improvement for the Welsh Government policies focusing on poverty would be to adopt Marmots ideal policy and use active labour market programmes as an economic development strategy. This might not be the answer to eradicating poverty however, it’s a step in the right direction. 
Conclusion
A summary over the overall conclusion concluded that one’s behaviour is a major contributor in the actions one takes to tackle health; where people lower down the social scale are more likely to agree with self-diagnosis and fatalism and people higher up are more inclined to confront health issues. However, it was also proved using epidemiology that people in poverty, people with a low income and the lower part of the social gradient, are more likely to become overweight and obese. Although focusing on Wales, outside evidence of epidemiology which focusses on England highlighted the same results that people lower down the social gradient are more likely to be obese and of health concern. With inequalities in health due to the social gradient and poverty, policy is the only way forward. However, the Welsh Governments policy of TRAP was deemed insufficient due to its lack of economic policy. Recommendations have been suggested that Marmots ideal policy and the use of active labour programmes might be the way forward. Strongly agreeing with Marmot (2010) the social gradient is growing, until effective policies are introduced this trend is going to continue.
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25-34 2 48 50 17
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Source: Welsh Health Survey1


image2.wmf
Local authority:

Overweight or 

Obese (BMI ? 25)

Obese (BMI ? 30)

Isle of Anglesey

52

17

Gwynedd

52

16

Conwy

50

15

Denbighshire

53

18

Flintshire

55

19

Wrexham

52

20

Powys

55

16

Ceredigion

54

17

Pembrokeshire

58

20

Carmarthenshire

58

21

Swansea

54

19

Neath Port Talbot

60

24

Bridgend

58

21

The Vale of Glamorgan

50

16

Cardiff

54

18

Rhondda Cynon Taf

62

25

Merthyr Tydfil

61

22

Caerphilly

62

25

Blaenau Gwent

61

23

Torfaen

62

26

Monmouthshire

52

17

Newport

59

22

Wales

56

20

Source: Welsh Assembly Government. 

Welsh Health Survey 

[Online]. 2005/07

1

.


