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Health and Social Inclusion

This essay will aim to discuss the unequal distribution of health within society which will be achieved through the investigation of the occurrence of cardiovascular disease within society, particularly the lower socio-economic group. An additional purpose of the essay will be to identify and discuss the factors that affect health across a person's lifespan, and its determinants. An analysis of applicable social policy will be provided together with relevant public health policies associated with tackling cardiovascular disease.
“Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity” – (WHO Constitution, 1948)
WHO’s definition has raised some public concerns, as it is argued that this the word ‘complete’ in the definition makes it unrealistic as it leaves people thinking that it is unlikely that anyone would be in a healthy state for a reasonably extensive amount of time (Taylor et al., 1998). 
Today, three types of definitions of health seem to be conceivable. One is that health is the absence of any disease or injury. The second is that health is a state that allows the individual to adequately cope with all demands of daily life (including the absence of disease and injury). The third defines health as a state of balance, stability that an individual has recognised within himself and between himself and his social and physical setting (Sartorius, 2006). In areas like the UK health and well-being would be the absence of ill related symptoms, and no disease. However, such definitions may vary from one culture to another. A worldlier view would be that cultural groups integrate physical, emotional, and spiritual well-being, and believe that all three are essential for optimal health (Maloof, 1991: cited in Giddens, 2013).
Several cohering factors in a person’s life influence their health. Even if the individual deems themselves as being ‘healthy’, certain circumstances and the environment still play a considerable role. Factors including where we live, the state of our environment, genetics, our income and educational background and relationships with family and friends all have substantial impacts on our health. As stated by WHO (2018), some determinants of health include; the social and economic environment; the physical environment, and the person’s individual characteristics and behaviours (WHO, 2018).
The social construction aspect of health refers to the way health varies from one society to another, and some researchers argue that social issues have a significant influence on the state of health. People in more disadvantaged circumstances have poorer qualities of health at most ages, according to researchers. During the eighteenth and nineteenth centuries, relations of low living standards and health problems were easier to identify – poor housing and hygiene, malnourishment, dangerous professions, injuries and infectious diseases. Although today’s living standards have improved drastically since then, a graded association remains: increased income associated with better health. Increasing household income of disadvantaged groups has been recommended as a basic way of reducing health inequalities (Rowntree, 2014). 
According to Public Health England, in the context of health status, risk or outcomes, “inequality” refers to differences in health among groups of individuals’. Other terms used include “disparities” or “variations” in health. While measuring health, it is essential to emphasise the most important indicators of health status and use the most suitable categories of population group for comparison. Many categorisations or auxiliary measures may be used, many of which are connected. According to Public Health England, the primary determinants that were reported are measures of economic status (such as employment, income) and measures of social position (education, employment, occupational social class). (I Kawachi, 2002)
Registrar General’s Social Class (RGSC) has been the principal classification of socio-economic status used in the UK since its first appearance in the Registrar General’s Annual Report for 1911 (ONS, 2002). It was first introduced in 1913 and then renamed in 1990 as ‘Social Class based on Occupation’, the classes are as follows: 
I Professionals 
II Managerial and technical 
IIIN Skilled Non-manual 
IIIM Skilled Manual 
IV Partly skilled manual 
V Unskilled Manual
People are allocated to the classes first by being assigned to an occupational group according to the type of work they fulfil, and then each occupational group is allocated to one of the Social Classes. Lastly, if their employment status changes or they are moved, e.g. supervisors in Social Class IV may be transferred to Class IIIM then individuals are reassigned to different Social Classes. In 1991 it was replaced by the 1990 Standard Occupational Classification (SOC90), in 2001 this was SOC2000. The most recent classification is SOC2010 (CelSIUS, n.d.). The Government’s Office for National Statistics who are responsible for the pivotal collection of all relevant national data utilise an eight-level system of socioeconomic classification, ranging from NS-SEC1 (National Statistics Socio-Economic Classification) Higher managerial/professional occupations to NS-SEC8 - Never worked/long-term unemployed (ONS, 2018). Accordingly, NS-SEC8 are the underclass. 
Alternatively, the more basic approach to viewing class structure is using a simple model of four classes: Upper, middle, working and underclass. The top group in the class hierarchy is recognised by a variety of titles: Upper class, ruling class, the rich, the establishment, the elite, or the capitalist class (Saunders, 1990). It is believed to be a significant social group due to its great influence and power. As for middle-class Runcimen (1990) divides them into three main groups: upper middle class (higher grade professionals and managers, small business proprietors); middle, middle class (lower grade professionals, technicians and managers); and lower middle class (routine nonmanual, clerical and sales occupations). In the Registrar General’s scheme, the working class is represented by ‘manual workers’, (classes 3M, 4 and 5). The working class has reduced somewhat over the years. It accounted for 75% of the total population in 1951, but declined to less than half by 1991. Runcimen (1990) identifies only two working-class strata, the skilled and the unskilled. The underclass is the most disadvantaged group, at the bottom of society. The term underclass became popular in the 1980’s, it was deemed as a convenient way of describing a group which is excluded from the affluence enjoyed by the general population. The underclass is defined by its economic, social and cultural features (Taylor et al., 1998). Therefore, although class structure consists of four main groups, there are also subdivisions within the classes.
Inequality grew dramatically during the 1980’s and has remained at a high level ever since then. Health inequality was emphasised by the publication of the Black Report edited in 1980, demonstrating that there was a clear correlation between socioeconomic status and health. It refers to the unequal distribution of health among social groups that is distinguished by the unequal organisations of which the group is a part (Graham, 2007). The Black Report (1980) found a clear link between social class and the incidence of ill-health. The report investigates the problem of inequalities in health in the UK and analyses the health and lifestyle records of people from all social classes. It discovered that the health of the nation had improved slightly, although it had not been dispersed equally across society. Inequalities in health between men and women have been noted in many research studies. For instance, women have a longer life expectancy than men in almost every country in the world (Giddens, 2013). 
Social inequality exists in all societies. Some researchers would argue that social inequality automatically generates poverty since those at the bottom of the system are poor compared to the rest of society. Others would argue that this merely confuses poverty with social inequality. Just because people are at the bottom of the system of social inequality, this does not necessarily mean that they are poor (Taylor et al., 1998).
Rowntree worked out an allowance, according to the size of families, which was his ‘poverty line’. Households whose total income fell below this line were described as being in poverty (Taylor et al., 1998). The national assistance benefit was designed to provide a minimum income for those who are unable to cover the cost of essentials (Taylor et al.,1998) such as cheap foods, clothes and other sundries. While there is no official poverty line in Britain, many researchers argue that income support levels provide a convenient measure of absolute poverty. A study by Nina Oldfield and Autumn Yu (1993) undertaken for the Child Poverty Action Group attempted to calculate low-cost budgets for different types of families. They devised a ‘modest but adequate family budget’ and a more stringent ‘low-cost budget’ which included only the bare necessities required day to day (Taylor et al., 1998) like those of Rowntree’s suggestion. 
The costs of a child increase with age and vary depending on whether budgets are put down for childcare costs, and a second child costs slightly less than a first child. The relative costs of a child implied in the modified Organisation for Economic Co-operation and Development (OECD) equivalence scale is too low, which means that child poverty is almost certainly underestimated (Oldfield and Bradshaw, 2011). Tucker (2017) argues that that restoring the value of children’s benefits would bring vast child poverty improvements, while restoring the work allowances, and introducing a second earner work allowance for couples, would boost the incomes of families and help make work pay (Tucker, 2017).
Material factors can also influence women’s health according to Lesley Doyal (1995) who suggests that patterns in women’s health and sickness may concern the areas of activities that constitute their lives. Women’s activities are characteristically different to men’s regarding roles and duty's that are commonly performed, such as domestic work, sexual reproduction, childbearing, mothering and so on, although this may be changing as more women begin work to this day. 
Heather Graham (2009) examined the effects of stress on the health of white working-class women, highlighting that women who are at the lower socio-economic end of the spectrum that are working-class tend to encounter more stressful occurrences than those of middle class. She also argued that smoking is a method of reducing tension levels, thus increasing the health risk for women and their children while allowing them to deal with difficult circumstances (Graham, 2013). 
The Black Report (1980) states that the material situation of the poor is the most crucial factor in determining their poorer health. Individuals with incomes considerably below the national average are more likely to live in substandard housing, which could be damp, overcrowded and perhaps dangerous. Wilkinson (2010) discovered that people in occupations that increased their incomes relative to average earnings experiencing a fall in their incomes, corresponding decrease in mortality rate. Those occupations suffering a fall in their earnings relative to the average age level experienced a relative increase in their mortality rate (Wilkinson, R 1986, The Black Report, 1980: cited in Gray, 1982). 
The Marmot Review, Fairer Society Healthy Lives (2010) highlighted that people from different socioeconomic groups experience avoidable differences in health well-being and length of time, but that the relationship is graded: the higher a person’s socioeconomic status, the better his or her health is. The review highlighted that creating a fairer society is a fundamental way of improving the health of the whole population and ensuring a more equitable distribution of good health. Prevalence of many diseases such as cardiovascular disease and cancer is high among people from lower socioeconomic groups. Other health factors such as mortality, life expectancy, infant mortality and self-reported health shadow similar patterns (Marmot, 2010). 
How much richer are the richest 20% than the poorest 20%, Wilkinson & Pickett’s, The Spirit Level (2009) demonstrated the income gaps, in which how many times richer the richest fifth are than the poorest fifth in some of the world’s countries. Highlighted here, it is seen that there is a 7.2% gap, amongst the population of the UK. Wilkinson and Picketts’s Impact of Inequality illustrates that the quality of social relations is better in more equal societies where income differences between the rich and the poor, are smaller. It is pointed that in more equal societies, people are a lot more likely to trust one another, and standards of social capital and social cohesion display that community life is better, levels of crime and violence are comparably lower. Whereas living in an unequal society causes stress and status anxiety, which is damaging to health, individuals are also more likely to develop mental illness or obesity (Wilkinson, 2010; The Equality Trust, n.d.). Wilkinson demonstrates that the quality of social relations and low social status are among the most significant influences on health (Wilkinson, 2010). 
Numerous studies have been devoted to the examination of lay beliefs about illness and cures. Many of these have concerned specific problems,
One study, by Herzlich analysed predominantly middle-class Parisians. This study did not address inequality in health, or focus on the health of the socially deprived. But it aimed to provid several key understandings, identifying interpretations of ill health and distinguishing the different "social representations", collective methods of constructing the social realism of health and illness found within the population. Understanding what makes people healthy can be exceptionally different from clarifications of why they become ill in the first place: Illness comes from behaviours and from society. Illness depends on both the individual and the way of life, both playing a role. Health otherwise, is more straightforward: as it is contained within the individual and never sits outside him. Herzlich determined that health, inside the individual, was the product of harmony, equilibrium, and self-fulfilment. Illness, on the other hand, was an assault from outside, caused by the wear and tear of modern life. Individual behaviour was also implicated, but this could itself be a product of the assaults from outside (Herzlich, 1973; as cited in Blaxter 1997). 
Herzlich suggests that health is viewed as the result of harmony, equilibrium and self-fulfilment. Illness was seen as a form of assault from outside, caused by the wears and tears of life. Similarly, to Herzlich, Pill and Stott proposed that amongst their respondents of which are working class women, the studies respondents did not feel accountable for contracting illness. Illness was regularly caused by external causes for which they had no accountability, and was out of their control. Pill and Stott argued against the stereotyping of the working class as fatalistic and laissez-faire, signifying that poor respondents could be described as realistic, feeling illness to be unavoidable in their environments. Many women in this series of studies did on the other hand, feel guilt for allowing their health to go downwards. Pill and Scott also noted that the respondents were extremely articulate while discussing their own illness, compared to discussing illness in general (Pill and Stott, 1982; 1985: cited in Blaxter 1997). 
According to the report, a limited amount of studies has sufficiently compared the accounts offered by middle-class and working-class respondents. Blaxter argues that there is no valid evidence to imply that inequality in health is an issue in Great Western societies. Much research does insinuate that the impact of low social status causes feelings of degradation, being poorer, or put down and disrespected is damaging to one’s self-esteem. However, a review of research on self-esteem was conducted by Nicholas Elmer (2001), appears to show that there is very little evidence to prove that it has this effect (Elmer, 2001). 
Another study by Pierret, which analysed spontaneous responses to an invitation to discuss health among residents of two different environments in Paris. It suggested that the manual workers and farmers associated illness as a threat to duty of work, whereas the middle-class respondents showed more focus on health rather than illness (Blaxter 1997). 
In the developed world, cardiovascular disease affects more men and women and is still one of the most prevalent killers of men and women. However, men tend to suffer from higher rates of death because of accidents and violence and are more prone to drug addiction (Sorenson, 2011). Cardiovascular disease (CVD) is a general term for conditions affecting the heart or blood vessels. It is usually associated with a collection of fatty tissue inside the arteries – known as atherosclerosis – and an increased risk of blood clots. There are four different types of CVD, these include coronary heart disease, strokes, peripheral arterial disease and aortic disease. It is one of the main causes of death and disability in the UK, however the exact causes are unclear, due to there being many risk factors that may lead up to the development of the disease (NHS, 2016) The disease affects around seven million people in the United Kingdom (UK) and is a substantial cause of disability and death, changing individuals, families and communities. CVD is responsible for one in four premature deaths in the UK and was responsible for 26% of all deaths (129,147) in England in 2015 (Public Health England, 2017). 
Smoking and tobacco has a significant impact on the risk of CVD, as well as obesity, which is associated with high blood pressure, high cholesterol and diabetes, all of which are risk factors for CVD (NHS, 2016). Despite the condition being preventable through leading a healthy lifestyle, it is known to be one of the leading causes of death in the UK. It was reported in 2006 that 13.6% of men and 13.0% of women were diagnosed with cardiovascular disease. The prevalence of ischaemic heart disease (IHD) or stroke was higher among men than women, with 8.1% of men and 5.6% of women suffering from either or both conditions. Rates of cardiovascular disease and many of its risk factors were found to be highest in low income groups. (Health Survey for England, 2006). The following factors were higher in lowest income groups: 
• CVD (among men only) 
• Hypertension (among women only) 
• Diabetes and raised glycated haemoglobin combined 
• Obesity and raised waist circumference (among women only) 
• Low levels of physical activity 
• Low levels of fruit and vegetable consumption 
• Low HDL-cholesterol level
• Mean C-reactive protein level

Rose and Marmot (1981) argue that CHD is a ‘disease of affluence’ but as one that is highly associate with the lower classes of society. (Rose and Marmot; 1981 Similarly, Macintyre reports that epidemiological studies have revealed that smoking and drinking and other behaviours are associated with health and risk of ill-health or death, and are differentially engaged in by different social groups (MacIntyre, 1986; cited in Taylor et al., 1998).
Marmot’s study of Whitehall Civil servants found that cigarette smoking declined, and participating in physical activity increased the higher the employment rank, lower graded smokers were more likely to die from cardiovascular disease than higher class graded smokers. 
Some explanations may not be down to behaviour, but other factors (culture, accessibility, time, money, locality, opening hours, may influence the lack of ability to select better quality, healthy food choices, or prevent the participation of regular physical activity (MacIntyre, cited in Taylor et al., 1998). Blaxter notes that area variations can have an association on an individual’s relationship with alcohol and social class. Moderate to high consumptions have been found to be linked with poor health (Rose and Marmot, 1981). 

For people that already have CVD, staying as healthy as possible can decrease the chances of it worsening (NHS, 2016). 
In 2017 Publich Health England launched a new Food Smart App, which includes information about saturated fat and salt. PHE also updated the Heart Age tool, which allows people work out their heart age and their risk of heart attack and stroke. Before June 2017, the tool has been used by 2.9 million people, with 1.2 million completions (Public Health England 2017). 
To conclude this essay, it is gathered that there is a clear link between socioeconomic factors and health inequalities, particularly among the lower the group of the population. People on low income, especially young adults are greatly affected by this issue. The Marmot review found that in England the population living in the poorest areas will will die before those with more wealth (Marmot, 2010). The population living in more deprived areas are more likely to continue being at the bottom of the society system, as the welfare state remains the same. As for cardiovascular disease, rates have shown to decrease over the past few decades however, it still remains a serious health risk, due to obesity levels constantly increasing. Various reports have highlighted that there are several determinants that influence health and well-being, however researchers argue that a person cannot help the environment that they live in, and others argue that ill-health related symptoms are avoidable. Nonetheless, inequalities in health exist and are a consequence of social and economic influences.
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