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Health and Social Inclusion
Introduction
In the most basic of terms, it is often found that one’s perceived health is not equal to one’s actual health, and perceived health varies according to the individual due to several factors which will be explored in more detail throughout this paper. The act of being healthy will mean different things to different people, but a clear definition has been constructed: ‘Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity’ (WHO, 1948; Smith, Tang and Nutbeam, 2006). This source states that in order to call one’s self “healthy” one must ensure that they are not only free of illness or injury of either a physical or mental nature, but that they are also socially apt in a group or club. Some may also debate the above definition of health, claiming that despite having a certain injury or disease they are in fact still “healthy” because they eat well, still have the ability to exercise, etc. The “but” in the equation will vary depending on the specific person and their level of understanding of health. Even the characterisation of illnesses and health problems can vary from person to person depending on certain traits, beliefs or upbringings. It is widely thought that ‘perceived health may be “a common feature” which links various adverse psychosocial states such as social isolation, negative life events and job stress’ (Kaplan and Camacho, 1983; Idler and Benyamini, 1997). Different people will have differing health ideals and view their health differently to another’s. What one person may characterize as a serious health issue, another may feel is not significant, or not serious enough to seek medical, if any help; or said individual may not have the ability to comprehend that their personal situation/health is in anyway damaging. Again, the factors that will be listed below will influence this phenomenon. Not only can descriptions of health and illness change depending on the person, they can also vary with time, as indicated in a journal article which postulates that within the last 200 years there has been a shift in the way that illness can be defined, with the revelation of varying mental disorders (Manderscheid et al., 2010). Although there is overall health, certain components can be broken down and defined or explained themselves. For example, ‘wellness refers to the degree to which one feels positive and enthusiastic about oneself and life, whereas illness refers to the presence of disease’ (Manderscheid et al., 2010). Given the high expectations required to be in overall good health, it would not be illogical to postulate that perhaps no one is healthy or of good health, or that the number of people whose physical, mental and social well-being is of a good level is extremely small. Many studies have indicated individual’s self-doubt and distaste for their current situation whatever that may be, and there are countless people suffering from some form of physical or mental block. In a consensus conducted in 2001, looking at the lay beliefs of health of individuals in England and Wales there were large percentages who considered themselves to be in bad health (Davies, 2018). The many variables can also influence each other i.e. a problem in any area of health can have a negative impact on the other areas of health e.g. dissatisfaction with one’s social life can cause one’s mental health to deteriorate and cause the individual to overeat as a coping mechanism, resulting in obesity (Manderscheid et al., 2010).
In this paper, the area of health that will be concentrated on for the most part is obesity. There is a clear relationship between one’s position in society and one’s health, especially concerning weight and obesity (Black Report 6 Explanation of Health Inequalities, 1980). This relationship will be explored in more detail throughout this paper.  
Impact of social class
 Different social classes will have different opinions, beliefs and behaviours. There will be some cross over between groups, but the core beliefs and behaviours within groups are generally similar. Within the realm of social class is a hierarchy which is primarily decided by the job one has. It is as follows: professional (I), manager/technical, skilled non-manual, skilled manual, partly skilled manual, unskilled manual (V) (Davies, 2018). The first being the highest social class, and the last being the lowest. Naturally, the more skill, time or knowledge a job requires, the higher paying it will be. Obviously, there will be a small number of anomalies that exist in the real world, but the above general rule applies. 
It is often found that the best educated, with the most money will also have the best levels of health, or the best chances of having any given health problem eradicated or minimised quickly because they are able to afford private medical care, among other reasons. There is evidence stating ‘Private hospitals treat patients with fewer comorbidities and past hospitalisations. Controlling for observed patient characteristics and treatment type, private hospitals have fewer emergency readmissions’ (Moscelli et al., 2017). Those who make use of private healthcare are generally of better health to begin with and are much less likely to require readmissions. This demonstrates the observation, ‘Proportional increases in income are associated with equal proportional decreases in mortality throughout the income distribution’ (Deaton, 2002). The ability to pay for faster and possibly better medical care will decrease rates of mortality, which will benefit those with the means to do so. However, for those in a lower social class, of lower wealth who are unable to afford basic amenities, healthcare will be more difficult to come by regarding immediateness of treatment. The Black Report (1980) explains this in terms of mortality rates between the classes, stating that throughout each age bracket, the lowest social class (V) have higher mortality rates than the highest social class (I). The difference in mortality rates varies throughout the years: twice as many dying at birth; 4-5times as many dying at ~1 year; 1.5-2 times during childhood and adolescence (Black Report 6 Explanation of Health Inequalities, 1980). The statistics are less specific from adulthood, but mortality rate increases once more in early adulthood, before dropping in middle and old age (Black Report 6 Explanation of Health Inequalities, 1980). While there is evidence to suggest that mortality rates in the lowest classes have either fallen or remained consistent to those reported thirty years ago (Joseph Rowntree Foundation, 2010), this does not mean that the population in question is any healthier, it may be the great strides we have made in medicine that is keeping this section of the population alive. There is evidence to suggest that those from working class backgrounds will make use of GP facilities more frequently than those from middle class backgrounds, but the quality of care may be lower (Black Report 6 Explanation of Health Inequalities, 1980). This source strongly suggests that social class, and therefore wealth have a strong relationship with health. 
Personal wealth and the wealth of an area will both have a similar impact on one’s health. For example, a study conducted investigating the prescription of antidepressants found that the largest number of prescription use occurred in some of the most deprived areas in Britain, with the majority being in the Welsh valleys (Health Solutions Wales, 2009; Davies, 2018). This occurrence happened because there was a lack of health services in those areas, especially of counselling facilities (Health Solutions Wales, 2009; Davies, 2018). It is not only the more deprived the individual the lower the standard of care that will be received. The relationship between depravity and healthcare translates to larger areas so that the areas with the largest depravity rates will also have the lowest standards of care available to them. Providing medication and medication only will not provide any long-term solutions and could cause the individual to develop an addiction. Without private medical care an addiction would become much more difficult to teat, creating a vicious cycle of problems for the individual in a deprived area. 
The above phenomenon can be observed in many places around Britain, Wales especially and for many different aspects of health. It is often found that the areas with the highest rates of poverty will also have the highest rates of obesity (Public Health England, 2016; Dorling, 2013; Leahey et al., 2018). As has already been explained, members of a higher social class will generally be more intelligent and have more money. The combination of education and wealth often create a better level of health in individuals. Not only are these individuals more aware of the health benefits and drawbacks associated with certain health behaviours, they are also more able to provide themselves with the relevant tools to live a healthier lifestyle. Healthier, less calorie-dense food is often seen to be more expensive than unhealthy, calorie-dense food and is less commonly on offer (Laska et al., 2018) which further decreases incentive. Some members in society don’t have the relevant skills to cook properly making consuming healthier food much more difficult. Gym and club memberships and exercise equipment including but not limited to appropriate clothing and footwear, weights, instructor all have a cost which some are unable to afford. Maintaining a healthy weight and BMI score requires consumption of certain foods, and involvement in physical activity to burn off excess calories (NHS Wales, 2016). Those without the means can find it more difficult to do so, and thus one’s chances of becoming and remaining obese are very high. 
Health prevention strategies 
Smoking Tax
For a brief moment, let’s take the attention away from obesity, and focus on smoking. The cigarette or smoking tax is an example of a health prevention strategy that did not go to plan. The government hoped that rising the price of cigarettes would deter smokers resulting in better health for the nation. However, any individuals in a higher social class that continued to smoke would still be able to afford cigarettes very easily, and the lowest social classes which the strategy was aimed at continued to purchase cigarettes/tobacco. One study found, ‘half as many professional men (social class 1) smoke as do unskilled working (social class 5) and mortality from smoking related disease is becoming a predominantly lower social class problem’ (Townsend, 1987). This occurrence is not only prominent in Britain, it is in fact a worldwide phenomenon (WHO, 2004).  Although in theory increasing the tax of cigarettes should hit the lowest social class the hardest and put an end to smoking, in reality this was not the case, ‘the results suggest that smokers of lower social class may be more responsive to tax changes and that cigarette tax increases may not be regressive’ (Townsend, 1987). The policy in the majority of cases has actually had the opposite effect to what the government(s) were hoping for, creating a “vicious cycle” (WHO, 2004). Most smokers in the lower class have continued to purchase cigarettes despite the price increase and instead chose not to purchase essential products and services; in Britain this may include products such as fruit and vegetables, suitable clothing (including new school uniform for children), medicine etc. Yet again this negative mindset and way of spending is seen elsewhere, as indicated by The World Health Organisation who state, ‘For the poor, money spent on tobacco is money not spent on basic necessities, such as food, shelter, education and health care’ (WHO, 2004). The same source sums up the effects of the smoking tax and smoking in general, ‘Tobacco tends to be consumed by those who are poorer. In turn, it contributes to poverty through loss of income, loss of productivity, disease and death. Together, tobacco and poverty form a vicious circle from which it is often difficult to escape’ (WHO, 2004). This reinforces the belief that social class can have a direct impact on one’s health (The Black Report 6 Explanation of Health Inequalities). 
Change 4 Life Wales
Change for life Wales is a campaign aimed at decreasing obesity levels in Wales. The campaigns main objectives include encouraging the public to consume less fat, get more active and eat five portions of fruit and vegetables a day (Change 4 Life Wales, 2009). All of these can be considered positive objectives to encourage the public to live healthier lifestyles however, there are also many issues with the campaign. Firstly, it would be impossible to find statistics on the effectiveness of the specific health prevention strategy because it is not monitored. It would be extremely difficult to calculate how many people have seen the advertisement, and from that how many chose to make a change to their behaviour in order to lose weight, and in turn, improve their health. There is no mention of sugar on the homepage in the objectives section, which is causing many problems in the development of diabetes which 7% of the Welsh public are being treated for with an estimated extra few thousand being affected who have not yet been diagnosed (NHS Wales, 2016). Consuming large volumes of sugar without performing appropriate levels of physical activity is widely known to cause weight gain and thus lead to obesity. Decreasing one’s sugar intake has been advertised in the past few years, but it is still not at the forefront of the organisation’s aims, or at least it does not appear this way considering there is very little information about sugar on the website. An update is clearly required. Diabetes is strongly linked to obesity (Caspard et al., 2018) and as was indicated above many are not aware they have it (NHS Wales, 2016) if a sufficient amount of information is not provided regarding sugar intake those at risk of developing it may go untreated causing multiple issues in the future for both the NHS and the individual. 
 The above campaign is generally advertised on the television which may mean it is more likely to be viewed by the target audience, however, many people now have televisions which allow fast forwarding through advertisements, in which case the advert would not be seen. The whole idea behind this campaign involves a great deal of intrinsic motivation i.e. a want to better one’s health, which many people living in Wales clearly do not have with 21% of all Welsh adults being obese and national health boards expecting that figure to double by 2050 (NHS Wales, 2016). It is likely that the audience this scheme is trying to reach will be the least motivated to improve their health. The majority of people who are serious about attaining and maintaining a healthy weight and lifestyle would already have measures put in place to achieve this. 
 While this campaign may not prevent or eradicate obesity completely, it could induce adults and parents to re-consider their eating and exercise habits making positive changes for themselves and their children.  Most food consumed by children is dependent on the food the parents provide them with. Unhealthy parents generally breed unhealthy children (Black Report 6, 1980; Dorling, 2013). If parents can improve their personal health, it is likely the health of their children will benefit by proxy. The website specifically contains a ‘families’ section which encourages parents to get their children involved in the scheme and provides information about how to make family meal times better, and common mistakes to avoid. The idea of making portions specific to the person i.e. not giving children the same amount as parents which is especially good where child obesity is concerned as it reduces energy intake for children. However, the portion sizes are not specific which could pose a problem. If an entire family who is currently obese were to follow the advice provided by Change for life Wales, who do not understand the concept of portion sizes, simply encouraging families to provide their children with slightly smaller portions than themselves may not be that helpful realistically. This may also encourage parents to give their children less fruit and vegetables if they do not already know what a normal portion of fruit and vegetables looks like. Several recipes are provided which involve fresh ingredients to encourage families to consume less processed foods. However, within the recipe section is a number of dessert recipes. This may encourage families to overeat, consuming excess calories which would ultimately end in weight gain. It appears that the website needs to attempt to better cater for people who are completely new to healthy eating and bring in more basic information such as correct portion sizes of each macronutrient, what foods to avoid, among other things that will provide the individual with the knowledge and skills to make and consume healthier food. 
While this is not necessarily a widely used health-prevention strategy, it seemed appropriate to include an explanation abbot the use of money as reward for weight loss. Earlier this year a study was published which examined the effects of cash incentives as a way to improve weight loss specifically in women from deprived areas (Leahey et al., 2018). Two groups of women were provided with internet behaviour weight loss treatment either on its own or with the addition of cash incentives (Leahey et al., 2018). Women were found to lose significantly more weight when provided with money as well as internet weight loss assistance (Leahey et al., 2018). However, this was only true if they came from low-income, deprived backgrounds (Leahey et al., 2018). The results of this study indicate that the use of cash incentives may be an effective way to increase weight loss in obese individuals from deprived backgrounds. There is the question however of whether this would be a long-term solution and whether those who could qualify for this scheme would gain weight intentionally so that they can get paid to lose it again. 
Circumstances 
Whilst sex, age and genetics will have an uncontrollable effect on health, some of the largest impacts individuals will face will be dependent on lifestyle factors i.e. what we choose to do with our lives; our behaviour (Whitehead and Dahlgren, 1991). 
Behaviour model
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The most basic lifestyle factors will include diet, smoking, sedentary lifestyle, alcohol consumption and body mass index (BMI) (Pazoki, et al., 2018). An unhealthy diet can lead to many other health problems and affect BMI. Unhealthy diets can cause weight gain which increases BMI, especially when paired with a sedentary lifestyle; all these factors combined have very strong links with the development of both cardiovascular disease and diabetes (Ssewanyana et al., 2018). Each individual lifestyle factor on its own can negatively affect morbidity. Following on from an unhealthy diet, eating high volumes of salt and salt-containing food specifically can cause the development of hypertension which is a highly recognised fact (Alves et al., 2018) and is said to be ‘the leading risk factor for cardiovascular disease’ (Tay et al., 2018). Obesity is currently one of the biggest issues in health, in Wales especially. Most of the lifestyle factors listed above have impacted upon this. Childhood obesity is rising with around 1 in 5 obese children at age 5, the majority of which will be in the lowest social group in society (Public Health England, 2016). A strong correlation between social class and childhood obesity has been identified, with the most obese children, both the extent to which they are obese and the largest numbers, living in the most deprived areas (Public Health England, 2016). While the majority of statistics explaining the extent of the obesity problem were derived from Public Health England, and therefore statistics were based on the population of England, the statistics are very similar, however numbers in Wales will be higher, for example child obesity levels in England were reported amongst approximately one in ten reception children; and one in six year 6 children (Public Health England, 2016); while levels in Wales were higher with one in eight reception children being classed as obese (National Assembly for Wales, 2014). In addition, despite the fact the statistics above also focus on childhood obesity, it is very common for obese children and adolescents to continue their unhealthy behaviours i.e. unhealthy eating and a distaste to involvement in physical activity will continue into adulthood (Dehghan, Akhtar-Danesh and Merchant, 2005). 
Lifestyle factors are a choice (Davison et al., 1992) this has been made very clear, however there will be certain events which make the choice to make better decisions regarding one’s health more difficult. This was explained in the ‘Impact of class’ section. In the most basic of terms, the amount of money one has will impact their health as it will dictate most of what food, clothing, access to exercise facilities/clean housing/clean water etc. can be afforded.  
 It is a well-known fact that smoking increases one’s chance of developing lung cancer, having been reported as being the foremost cause of 79% of female and 90% of male lung cancer cases (Ozlu and Bulbul, 2005). Smoking can also lead to a more sedentary lifestyle, with evidence suggesting that smoking can reduce one’s involvement in physical activity and personal levels of physical endurance (Conway and Cronan, 1992). A domino effect often results: smoking makes exercise more difficult encouraging a sedentary lifestyle, increasing BMI, further decreasing one’s ability to exercise which increases one’s chance of developing various cancers. An individual’s living situation i.e. the area and whether or not it is classed as being deprived and one’s education will also impact one’s decision to take up smoking which is more prominent in people who have low incomes as has been identified in the literature. 
Alcohol consumption has many negative impacts including malnutrition, mainly B-vitamin deficiencies (Cook, Hallwood and Thompson, 1998) which can cause numerous problems with basic bodily functions making it more difficult to regain a somewhat decent level of health. A clear relationship has been established between alcohol consumption and smoking (Reiss, Quintal and Lourenco, 2018; Bobo and Husten, 2000). This relationship is increased when drinking to excess; one study found individuals who binge drink are also more likely to smoke (Bobo and Husten, 2000). Both are negative behaviours which, when performed in unison can cause numerous health problems in the future.   
All the lifestyle factors mentioned are common unhealthy behaviours which individuals take part in who either care very little about their health or are not educated enough to comprehend how these unhealthy behaviours will affect them. It is largely understood that individuals with co-morbidities who are unable to explain why they have their specific co-morbidities are generally less educated than those who do (Timmermans et al., 2018). This is not always necessarily because of the general lower level of intelligence but also because they may not have been properly educated on their behaviour i.e. exactly how and why eating a take away meal instead of a freshly made salad for example, is going to negatively affect them over a prolonged time. 
Lifestyle factors and social class can sometimes form a vicious cycle in themselves. A publication produced by Public Health England found that some lifestyle factors can be further impacted by social class; ‘People of lower socioeconomic status show greater susceptibility to the harmful effects of alcohol and are more likely to die or suffer from a disease relating to their alcohol use’ (2016). Not only are individuals of a lower class more at risk when taking part in certain activities, they are more likely to develop an illness or disease than an individual of a higher class even when the behaviours mimic each other; ‘disadvantaged populations who drink the same or lower levels of alcohol, experience greater alcohol-related harm than more affluent populations’ (Public Health England, 2016). In the Rowntree report, a document assessing how poverty and social exclusion can affect individuals in the UK, it was stated that ‘The risk of mental illness for someone in the poorest fifth of the population is around twice the average’ (Joseph Rowntree Foundation, 2010). These sources demonstrate how certain factors can combine and impact one’s health and wellbeing i.e. any negative lifestyle factor will have a negative impact on an individual; this impact will be greater if the individual is of a low or lowest social class. This rule, can be transferred across many areas, of which begin in childhood, ‘Effects of children's self-control could be disentangled from their intelligence and social class’ (Moffitt, et al., 2011). Therefore, social class can have huge impacts on the rest of one’s life. For example, the extent of a child’s obesity status could extend from not only the lack of money and intelligence they have due to their lower ranking among the social classes but also because they cannot physically control their appetite, making them believe they are hungry more often and not possess the self-control needed not to consume unnecessary calories, sugar and fat.
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