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	Personal Evaluation – to support your academic progress please complete the section below BEFORE submitting your work.

	What do you consider to be the best aspects of this work?
	Understanding of the distribution of wealth and inequalities in income.

	Which aspects do you consider could have been improved in this piece of work?
	Could have writing more about mental health.

	What have you found most satisfying whilst undertaking this submission?
	Researching inequalities in health.
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	Ability to select, synthesise and evaluate appropriate sources relating to chosen theme
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	Evidence of independent research using a range of sources and the ability to present key findings clearly
	1,2,3
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	Problem-solving skills in locating appropriate material within secondary sources, internet and primary material.
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10%

	It is expected that students will present work that is proof read and follows the School Reference Guide and Assessment Checklist. Therefore a range of 0 – 10 marks will be deducted for poor referencing, spelling, grammar, punctuation, and presentation
	0/10







The Determinants of Health

Health is not defined with a one-word answer. Health is one broad and a state of complete mental, physical and social well-being and the absence of illness, injury and pain, (WHO 1948). The distribution of health is determined by a variety of factors. 

Table 1. Dahlgren, G. and Whitehead, M. (1991).
[image: ]

Table 1 shows the inherited attributes relating to age, sex and hereditary factors. The middle part of the table suggests that health is determined by individual lifestyle factors, such as patterns of smoking, social class, diet and physical activity. Which eventually draws the attention to relationships with family and friends and community networks. The next column focuses on living situations, housing, jobs and access to healthcare services etc. Finally, the last column shows the broader socio-economic, environmental forces and culture, shifts in welfare systems, political change and social structures. These all relate to determinants of health.  

The black report was published by the UK department of health and social security in 1980. The report consists of information in regard to ill health and death are unequally distributed among people in the UK. In addition, the black report suggested that the inequalities and increased rather than decreased since the establishment of the national health service 1948. The report implies that the inequalities were not mainly attributable by the failings of the NHS, but other inequalities which influences health including income, education, housing, diet, employment and work conditions. Thus, a wide strategy of social policy measures was recommended to tackle inequalities in health, (Gray, 1982). 

The four major models are the behavioural model, materialist model, psycho-social model and the life course model. 

The behavioural model consists of health damaging behaviours such as drugs, alcohol consumption, tobacco, dietary choices, active leisure time pursuits, contraception and antenatal services and use of immunisation. However, the Whitehall study which collected information on risk factors such as smoking and blood pressure. The study found mortality and inequalities in health between employment grades found that risk factors could only show one third of the observed variation in health by employment grade. Thus, evaluation of interventions that try and change health behaviours have not found clear improvements in health that would be predicted by the behavioural model, (Bartley and Blane, 2008).

Secondly, the materialist model shows poverty express people to dangers in health. Disadvantaged people are more likely to live in areas which have damp housing or air pollution. According to the black report, mate lists are to be the most important when explaining the differences of health and social class, (Marmot. M et al., 2010). Furthermore, in the UK and internationally inequalities in health tend to follow a steady gradient, instead of poor outcomes for the most disadvantaged and good outcomes for the rest of the society. 

The psycho-social model is about social inequality and how may it affect people’s feelings which can turn the body’s chemistry. This includes stressful situations which can produce emotional responses to the body. Biological changes may increase the risk of heart disease. Risk factors contain social support, control and autonomy at work, home and work balance. Evidence shows that people with good relationships with family and friends, have a longer life expectancy than people who are isolated. Also, studies show a higher risk of heart disease among people who work in high demands. 

Lastly the life course model. This explains health that can reflect on patterns of psycho-social and biological advantages and disadvantages experienced by an individual over time. In other words, people who experienced poor home conditions in childhood are more likely to experience occupational disadvantage. The model was developed recently and studies investigating life course explanations require detailed longitudinal data. The Welsh Adverse Childhood Experience (ACE) study in 2015, highlighted the impact of adverse childhood experiences occurring during childhood that harm a child for example, physical or sexual abuse or the effect of where they are brought up in; such as living in a house with domestic violence, (Fox et al., 2015).

In the middle of 2010, 2.5 million people in the UK were unemployed, which increased since 2009. An average of 6 million were unemployed and economically inactive but wanted work, or part time jobs. Individuals were unable to find full time work, (Joseph Rowntree Foundation, 2010). Employment in Wales rates rose over the last 20 years. Wales remained higher than Northern Ireland but lower than England and Scotland. Wales rose from 66% in 1997 to 70% after 10 years and the increased to 73% in 2017. According to the National Welsh Assembly, around 4.7 percent of the age population in Llanelli, based in Carmarthenshire County, were claiming Job seekers allowance. The equivalent figure was 4.6 percent in Wales in February 2010. Around 69 percent of working age adults were employed compared with 71 per cent in Wales in 2008, (Dolman, 2010).   



Table 2: Employment rate in Wales over time, 16- to 64-year-olds: (National Welsh Assembly Wales, 2011).











The Welsh Index of Multiple Deprivation 2008 is a measure of deprivation for small areas in Wales. It ranks statistical geographies known as Lower Super Output Areas (LSOAs) in terms of deprivation across various categories (known as domains) such as health and employment, as well as providing an overall deprivation rank. 
Over the last two decades, Wales has been rising with the risk of poverty for adults living in both workless households and where at least one person is in work. The risk of poverty is lower for people who are in paid jobs. In Wales 2013 to 2016 rates of poverty for working-age adults living in workless households was 65%, compared with 16% in households where at least one adult was working. Table 3 shows that, 16% of households in Wales were unemployed in 2017. Wales began with the greatest rate of unemployment, but after 2001, it dropped considerably from 25% to 20% in 2008. There was an increase to 23% by 2010 before a decrease to the current value. 
Paying for a house, whether it is renting or mortgage payments, is the biggest cost for many households being able to afford a decent, secure home is fundamentally required, underpinning mental and physical health, relationships and access to education and work. The cost of housing has a huge impact on whether people can meet this basic need, and what resources they have left to reach all of their needs. 
[bookmark: _Hlk534301606]Table 3: Shows a percentage of workless households in England, Wales, Scotland and Northern Ireland. (National Welsh Assembly Wales, 2011).
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The cost of housing gives a huge impact on poverty – high housing costs leave families with less money to pay for the rest of their needs. The quality of housing which a person or family can afford is also linked to income and tenure. The housing system with social housing, housing benefit and support for the homeless have a role in protecting people from some of the impact of poverty. It also broke the cycle of poverty and housing condition, (Tunstall, R et al., 2013). The protection offered by the housing system to those in poverty has been weakened. People who are living in poverty rented sectors have increased and exposed to many more families with children, due to lower standards and greater insecurity of that sector.
[bookmark: _Hlk534307165]Table 4: Housing tenure profile in Wales over time, (National Welsh Assembly Wales, 2011).
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In 2004, the National Public Health Service published Deprivation and Health which highlighted the relationship between poor health in poorer areas. The report showed that people living in the most deprived areas in wales had the poorest health than those in the most affluent areas. 
According the National Audit Office and The Trussell Trust’s foodbank network, Carmarthenshire had a 13% increase in the number people in receipt of Universal Credit in Carmarthenshire. Senedd Joyce Watson said,
 ‘We all know 1 in 4 people falling into debt because they have not received their first payment on time and that 4 in 10 people struggle to pay council tax, rent and bills many have claimed that they have fallen into more debt due to the new system’. 
The Universal Credit is a monthly payment for people who are unemployed or low-income workers. It includes support in financial sickness, disability, housing and children, (Llanelli, 2018). 
Llanelli food bank is one of the biggest in the UK in which has had an increase in the use of the service. An average of 52% increase in foodbank use after the 12 months of full credit rollout. Concerns about increased pressures on charities following the rollout of the new benefit system. According to the MP of Llanelli, businesses, unions and charities have been demanding a rethink of how Universal credit works, claiming that it may cost many self-employed people large sums of money each year whilst damaging entrepreneurship. She then continues by highlighting that people should have a ‘real living wage’ and taxpayers often subside the low wages of employers, many of who are corporation offering profits, (Griffith, 2018). 

Jobseeker’s Allowance claimant, Llanelli and Wales, (National Welsh Assembly Wales, 2011).
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First Minister believes that ‘The UK Government is persisting with its rollout and the national findings on universal credit.’ Many problems have raised with the UK government. 
According to the MP, the Welsh Government are committed to make sure the vulnerable people in today’s society have access to free independent support on social welfare issues, such as debt, welfare and money management through financial inclusion work. 
Home ownership provides protection against poverty, especially for pensioners who have paid off their mortgage and therefore have low housing costs. The Welsh Housing Quality Standard (WHQS) was introduced in 2002 and aimed that all dwellings are of good quality and suitable for future resident needs. The Welsh Government set a target for social landlords to improve the housing stock to enable to reach the WHQS standards. In 2016, 21% of social housing did not reach the Welsh Housing Quality Standards. It had dropped from 40%. The quality varies between owned housing by local authorities and owned by registered social landlords. In 2013, 61% of local authority’s dwellings failed to meet the standard, falling to 46% by 2016. In 2013, 26% of social landlord properties also failed to meet the standards of WHQS with a percentage of 4% in 2016. 
Table 5: Proportion of working-age adults living in relative income poverty in 2013/14-2015/2016, by family type, Wales and the UK. (National Welsh Assembly Wales, 2011).
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From looking at table 5, the graph shows that lone parenting has relatively the highest percentage of income poverty. There is a strong association between child abuse and severe deprivation, (Gingrich RD and Hudson, JR, (1981). As a result, many believe that only parenting is the only problem amongst families in deprivation, (Waylen et al., 2008). Yet, patterns of suboptimal parenting, which can be shown to improve development, are less closely with poverty, and some aspects of suboptimal parenting are more common among older and better educated parents. There is a variation in parenting within social groups between them, (Hart B, 1995). Parenting programmes targeted at families living in deprivation or rated by professionals to enable to attract problemed stigma. There is research based showing that children from families living in poverty do less well in early stages of life, including falling behind in school, more likely to develop mental health problems and difficulty finding employment in adult life, (Reiss F, 2013). Policies have been created to reduce childhood poverty.
All children under two from deprived backgrounds in Wales are allowed free school lunches and education as well as family welfare improved under by the government. However, some studies believe that good parenting can protect children from the effect’s deprivation involves and the importance of parenting mediator in the relationship between poverty and poverty outcomes for children, (DuMont K et al., 2012).  
The well-known life course studies suggesting long term impact of poverty and deprivation in childhood and life outcomes, hardly addresses parenting or this mediator between deprivation and poorer outcomes. Parenting could account for the fact that by no means deprived children do poorly, suggesting that whilst poverty and deprivation are profoundly taxing for families, they are not necessarily toxic to children, (Waylen and Brown 2010). 
It is important to acknowledge policies and approaches to intervention to recognise the combination, well recognised primary care professionals, of parental mental health problems, low parental educational achievement due to early stages of mental health problems, difficulty coping and money management, also abusive and neglectful parenting which trends to repeat the pattern of disadvantage in the next generation. These families could suggest the impact of childhood poverty and deprivation in the long-term outcomes. To enable change for children, families with warrant intensive investments such as support for the parents and their personal mental health, parenting support, high quality schooling in schools where emotional and social development are a high importance and should provide targeted support for children from certain families. Whilst improving family financial circumstances is clearly valuable for families for many reasons but there is little evidence to suggest that it improves parenting, (Waylen and Brown, 2010). 
Table 6 shows, child poverty in Wales fell from 36% to 29% between 1994 to 1997 and 2003 to 2006, but it was at a similar level with 30% in 2013 to 2016. Even though it reached to 33% during the intervening years before it decreased again. Child poverty rates in Wales is now similar to England but higher than Scotland or Northern Ireland. 
Table 6: Proportion of children living in relative income poverty (AHC), by England, Wales, Scotland and Northern Ireland, (Rowntree Foundation, 2018).  
 [image: ]
 Child deprivation can include living in low income families or neighbourhoods which have worse health than children in a middle- or upper-class family. For example, children living in poverty can have low birth weight, infant mortality, asthma, overweight or obesity, mental health problems and a lack of readiness to learn, (Gupta et al., 2007). 
Furthermore, figures of 19% of children in Carmarthenshire was living in poverty in 2012. However, The Carmarthenshire Well Being Assessment had calculated 35% of households and 20% of children were living in poverty, 62% of children were under 10 years old. The three factors which have led to fall in poverty and is now under question; state support for many people on low incomes is dropping, rents are increasing, and rising employment is no longer reducing poverty. Joseph Rowntree is calling for national mission to transform the prospects of millions of people living in poverty in the UK, (Joseph Rowntree Foundation, (2018). 

Obesity is a major concern in Wales and across the globe. Obesity can affect an individual to participate in everyday activities. According to the Welsh Health Survey, WHS (2013), almost two thirds (58%) of adults are overweight and more than one in four children were classified as overweight or obese. Health problems can occur, such as breathlessness, difficulty sleeping, feeling tired, pain in the joints. Many people suffer from mental health problems including, low self-esteem, poor self-image, lack in confidence, which can follow up to anxiety and depression. Longer problems include coronary heart disease and strokes. People who have obesity commonly suffer from high blood pressure and a greater risk of high cholesterol. Health care services such as the NHS, have high costs when treating obesity.   
(WHS, 2013).
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Obesity is a result of people consuming food that does no equal the energy expended to enable the body to work properly and through taking part in physical activity. A poor diet and a sedentary lifestyle are the main causes of obesity. According to Wales Online, (2018), a survey recorded 50% of adults in wales are currently treated for illness such as 20% are being treated with high blood pressure, 13% respiratory illness, 12% for arthritis, 12% for mental illness, 9% for heart conditions and 7% for diabetes. 

The fundamental cause of obesity and overweight is a too much calories consumed, and calories expended. Nationally and internationally there has been increased intake of food that are high in fat and, an increase in physical inactivity due to the increase of sedentary nature forms of work, changing modes of transportation and greater urbanization, (WHS, 2013).

Furthermore, machinery and government policies, the supply of availability of food, advertising, changes in work and living conditions have linked to biological predisposition. The Welsh Assembly Government have created an obesity pathway which is a tool for health boards, working communities and local authorities, local policies, to work together to enable activities and services for both children and adults to prevent obesity. The four ties are to create a comprehensive and community-wide approach to managing these issues. 

Level 1: Community based prevention and early intervention (self-care).
Level 2: Community and Primary care weight management services.
Level 3: Specialist multi-disciplinary team weight management services.
Level 4: Specialist Medical and Surgical Services.

Community prevention activities include initiatives to promote healthy eating and physical activity to enable to maintain a healthy body weight throughout the lifecycle such as schools and the workforce. Change4Life was designed to support families make changes to their lifestyles and to include more healthy foods into their diets. The planning policy involves healthy eating and physical activity support; consideration of green spaces availability, active travelling, growing your own food and location of fast food outlets. Communities services and local authorities working in schools and clubs to adopt appetite for life recommendations and developing and implementing a policy based on food and fitness. Also, school nurses measuring and monitoring the BMI of school children.


Health Care:

During the 19th century, inequality in health were poor due to overcrowding, insufficient availability to local treatment facilities and poor sanitation (Marmot, 2008). Today’s society, these have faded. Modern hospital treatment centres are now commonly accessible across the UK. However, not everyone in Britain can afford treatment. The National Health Service began in 1948 in a society weary but disciplined by war and was accustomed to austerity. Today the NHS is taken for granted due to ‘free’ health care availability and the impact it has to people’s lives. Whereas, 60 years ago poor people who often went without treatment and relied on dubious and sometimes dangerous home remedies. Some doctors of charity would offer free care to the poorest patients of that time, Rivett G.C (1998). 

The NHS provides a range of general practioners who often walk in clinics, hospitals and other departments in the community. Local authority services are provided also by the NHS. Poor social and economic circumstances affect health and wellbeing throughout life. The longer people live in stressful economic and social circumstances, the greater the physiological and psychological wear and tear they have. Thus, the older they get, the less likely they will experience a healthy old age. As difference in income between social groups widens, the overall health status of the population goes worse in developed countries. An estimate by Public Health Wales, (2017), found that men in the most deprived areas of North Wales had an average of seven years less life expectancy, than those in affluent areas. For women, it is five years less. A healthy life expectancy suggests an even greater difference of thirteen years for men and women. Yet, there is positive evidence that interventions in early childhood that break the cycle and hack poverty disadvantages can have a lifelong impact and reduce health inequalities. 

Graph 7: Inequality gap in life expectancy (SII in years), 2009-2013 
All ages, local authorities, (NHS Wales, 2015).

                      Males
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Life expectancy in the UK has improved steadily over the past century, health measures such as childhood immunisation and health screening, medical advances, and life changes including reductions in the number of people who smoke, have increased life expectancy from 55 to 78 for men and from 59 to 82 for women between 1920 and 2010. However, the rate of improvement of life expectancy at birth went down in 2015 but increased again in 2016 and 2017. There has been much debate about debates on why improvements in mortality figures are slowing. Many attributes it to austerity policies such as constraints on health and social care spending and cuts in welfare benefits, some to declining the NHS performance, i.e. the number of delayed discharges in hospital. The flu has played a role in various years, particularly in excess deaths among older people, others noted that many European countries show the same outcomes. With life expectancy lower improvements weaker in the UK than in other European countries, the Health Foundation worked to initiate an investigation when looking at the mortality trends in the UK, (Raleigh, 2018).

The Welsh Assembly Government have produced a strategic action plan in order to reduce inequalities in health. Fairer health outcomes for all through planning and delivery of programmes such as the teenage pregnancy pilots, action and stop smoking and the for forthcoming quality of food and mental health promotion action plans are fundamental to improving health and wellbeing in wales and reduce health inequalities.

As health inequalities are not simply a matter of chance but are stronger in influenced by the actions of individuals, governments, stakeholders and communities, they are not inevitable. Action to reduce health inequalities means tackling those factors which impact unequally on the health of the population in a way which is avoidable and can be dealt with through public policy, (Commission of the European Communities, 2009). 

The chief medical officer for Wales annual report for 2009, confirms the inequitable gaps in health and wellbeing that exist across the country due to their social circumstances. These gaps in health and wellbeing have been increasing over the past 20 years. While data provides a compelling argument for action, there is also economic data based on the costs of inequalities to society. Based on calculations for England, the annual economic cost of dealing with the consequences of inequalities in health in Wales is estimated at £3.2 billion and £4.0 billion. 

A long-term evidence approach by the Welsh Government recognise across Wales, people experience different levels of health and wellbeing as a result of a variety of factors. There is no simple solution to tackle these variations in health and collective action is required. Focus on public health research, welsh assembly government and its partners in the NHS take up the challenge to tackle the determinants of health including conditions in which people are born, grow, live, work and age. Thus, action of health inequalities need action across all such determinants of health through appropriate policy development and evidence-based interventions. For E.g., supporting people program support people who are at risk of losing their homes. The children and young people’s plan recognise the need for a good start in life and introduce new visions in maternity services. For e.g., breast feeding, childhood immunisation, smoking and alcohol misuse and obesity prevention. Healthy school schemes and the flying start program support vulnerable families living in poverty and help with parenting skills.

As described by WHO, addressing health literacy requires a whole society approach, many sectors, setting actions in need to work together to improve health literacy of individuals and communities to make environments easier to navigate in support of health and wellbeing. According to the WHO solid facts publication launched 15 years ago based on scientific studies and reviews, provided a concise overview of health literacy. High literacy rates in population groups benefits societies. Literate individuals participate more in society; have higher earnings and employment and enjoy better health and wellbeing. Limited health literacy is associated with participation in health, taking riskier health choices i.e. higher smoking rate, more work accidents, diminished management of chronic diseases such as diabetes, HIV infection and asthma. Poor adherence to medication increased hospitalization, increased morbidity and premature death. This argues that health literacy as a determinant of health – one that is closely related to other social determinants such as general literacy, education, income and culture, (Shore, 2001). 

According to Bowlby, (1940), positive association between education and health is well established that explanations are not. Theoretical explanations fall into three categories. Work and economic conditions, social psychological resources and health lifestyles. Well educated people are less likely to have full time jobs and high incomes. Education is key to a person’s position socially. It shapes the persons likelihood and being, the kind of job and income. 
Assembly of Wales (2009), claims more than one in five people live in poverty in Wales. Half of people in poverty live in working households. Changes to the working market means that work is no longer a straight forward out of poverty. 

In conclusion, although there are many theories and explanations for health inequalities, reasons provided are quite similar. The main ones are poverty, unhealthy lifestyles and a lack of health care. Once there is improvement among the deprived areas, inequalities can be controlled, and health care can be provided to all people in society. Awareness should also be spread regarding these inequalities for people can protest against these.  
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Over 20 years, since 1997, the share of social rented housing in Wales has fallen

from 20% to 16%. Since 2006 that share has remained generally stable. However,
there has been a marked shift away from owner occupation (which fell from 75%

to 69%) towards private rented accommodation (which increased from 8% to 15%
of all dwellings).

Chart 12: Housing tenure profile in Wales over time
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Figure 4: Jobseeker's Allowance claimants, Llanelli and Wales (a)
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(@ These figures are based on annual averages for each year and will therefore differ to monthly figures

shown in table 2 and other publications by Members' Research Service
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Poverty rates for adults in different types of working-age family are generally
similar in Wales to the UK as a whole (Chart 7).

Chart 7: Proportion of working-age adults living in relative income poverty
(AHC) in 2013/14-2015/16 by family type, Wales and the UK
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Note: Figures are based on three-year averages.
Source: Households Below Average Income (JRF Analysis)
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Northern Ireland (Chart 6)

Chart 6: Proportion of children living in relative income poverty (AHC), by
England, Wales, Scotland and Northern Ireland

Proportion of children living in relative income poverty (AHC), by England,
Wales, Scotland and Northern Ireland
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Note: Figures are based on three-year averages.
Source: Households Below Average Income (JRF Analysis)
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Employment rate in Wales over time, 16- to 64-year-olds
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