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Health disparities and social inequality among the United Kingdom population


Introduction 
People’s social and economic circumstances significantly affect their health and well-being throughout life (Wilkinson and Marmot, 2003). These disadvantages can have many forms such as: low income household, poor quality education, lower- paid jobs or insecure employment, living in poor housing and home conditions and other difficult circumstances affecting bringing up a family (Public Health Wales, 2012). However, inequalities in health are not only apparent between people of different socio-economic groups, but they can exist between different genders or ethnicities; the elderly and people suffering from mental health problems or learning disabilities, who tend to have worse health than the rest of the population (House of Commons, Health Committee, 2009). 
This paper attempts to explain in depth the circumstances responsible for poverty and deprivation. Showing statistics will help better understand how differences vary across England and Wales. Moreover, this paper concentrates in particular on obesity, which is considered as a main factor of inequalities in health, explaining in detail factors which are responsible for this issue: how poverty and deprivation impact on the individual’s health; why certain age groups, gender and ethnicity are more exposed to overweight and obesity; and what should be done to reduce that health inequality (HI).

[bookmark: _Hlk533843835][bookmark: _Hlk533106708]     Everyone in the United Kingdom (UK) should have an opportunity to live a decent and secure life. Rising living costs, in particular housing costs, cutting of working age benefits and poor-quality jobs are leading to an increased risk of living in poverty and, consequently, a large number of people both in and out of work are still struggling to meet their needs (Joseph Rowntree Foundation, 2016).  Sevinc (2018) states that poverty is a persisting issue and all societies are facing this problem. There are many drivers behind the unequal allocation of advantage versus disadvantage. One important example is being born poor, which often results in a lifetime of poverty. Poor schools make being poor seem more acceptable (GOV.UK, 2013). Another study shows that it is difficult to clearly answer what makes a situation this way, regarding poverty, nevertheless, it states that numbers of indicators, such as income, levels of deprivation, early school leaving, jobless household and long-term unemployment can significantly increase the progress of poverty (Public Health England, 2014).The Social Metrics Commission  (SMC) (2018) reports that for a more accurately completing picture of poverty, it is crucial to look not only at the income of people but also at a range of unavoidable costs such as: rent or mortgage payments, childcare and the extra costs of disability, as well as at the impact of financial elements such as: savings, stocks and shares. They found several key conclusions that express the current economic situation of Britons. The finding shows that 14.2 million people in the UK are living in poverty, where 8.4 million are working-age adults; 4.5 million children; and 1.4 million pension age adults (SMC, 2018). According to Welsh Government (2018), Wales is the leader of poverty-stricken nations in the UK. The figures show that the total number of people living in poverty is 710,000 with 185,000 children, 405,000 working-age adults and 120, 000 pensioners. Partington (2018) reports that the UK is in fifth place as the most unequal country in Europe. Rising inequality of financial wealth includes multiple factors, such as: income, geography, gender, ethnicity and age, all of which have a major impact on the economic status of the public (Partington, 2018). Social context is a particularly important driver that influences people’s welfare and social inequalities (Spicker, 2018). The Great British Class Survey of 2013 shows that the majority of Britons are no longer fitted to three social clusters, therefore the traditional class model has been superseded and a new way of sorting people into social groups was created (Horton, 2015). Social class ‘have been defined as one’s position in the economic hierarchy in society that arises from a combination of annual income, educational attainment, and occupation prestige’ (Kraus, Park and Tan, 2017: 422-435).
[bookmark: _Hlk533851162]The new seven classes are outlined as: Elite (the most privileged group, distancing others because of its wealth, but also the largest resource of other types of capital); Established middle class (the largest and most gregarious group, only slightly less affluent than the elite.); Technical middle class (a small class associated with technical professions. Wealthy, but characterized by little cultural activity and not very ‘sociable’); New affluent workers (a young, socially and culturally active class with an average amount of material resources); Traditional working class (an old, good "working class", not very rich in all three forms of capital, but not without some material support, including in the form of valuable real estate. This is also the oldest age class); Emergent service workers (a new, young, city-related class. It includes people with low incomes, but a large cultural and social capital); Precarious (the poorest, most excluded and uncertain tomorrow group of people with a low level of all three forms of capital) (BBC News, 2013). According to Dore (2015) the results, consequently, express the increasing levels of inequality in the UK population. Furthermore, evidence show that appurtenance to social class has an impact on individual’s occupation choice. Traditional classification of social groups relies mostly on the type of profession that people do (Office for National Statistics, 2010). Hinsliff (2017) shows that people from working classes are more likely to enter occupation at a lower-paid level. The author explains that factors such as: education, age, the choice to specialise in a less well-paid job, as well as confidence, have a significant influence on the “occupational segregation’. In turn, working conditions can have a substantial impact on health. Conditions such as: back pain, exposure to hazardous chemicals, asbestos or silica are often found in manual physical professions (Burgard and Lin, 2013). Furthermore, these types of occupation can lead to mental health problems. The feeling of lack of control or autonomy at work, which people from lower social groups are exposed to, can result in a sense of alienation, which negatively impacts their mental wellbeing, and high levels of stress, which may cause depression and raise the risk of cardiovascular disease (Matthews, 2015).
Research shows the strong relationship between social class and educational attainment is present (Paterson and Lanelli, 2007).  According to AQA (2016), factors such as: material deprivation, cultural influence and factors within school significantly affect educational achievements. Material factors generally have a negative effect on a child’s education: poor housing quality, like not enough space or cold, can be a cause of lower pace of development; poor diet can lead to damaged cognitive development; and low income, that influences the ability to purchase educational resources (Revise Sociology, 2014). Cultural factors consist of language, values and attitudes. Lack of these elements brings risk of underachieving in many aspects of educational development. Studies show that children from working classes very often have restricted speech code which is, consequently, leading to misunderstanding teachers at school or affecting the results of written exams (Aliakbari and Allahmoradi, 2014; Cook, 2011). Furthermore, evidence suggests that parental attitude can have an impact on a child’s educational development. This is likely caused by the fact that parents from working classes are less liable to encourage their children to be well-educated (Harris and Goodall, 2007). Finally, the poorer socio-economic groups’ access to more advanced cultural entertainment is limited due to being socialised in a certain manner, therefore such groups are more likely to watch sitcoms than documentaries and read magazines rather than novels. That consequently can impact on lower achievement (Edgerton and Roberts, 2014). 
Another aspect that class inequality affects is experience on health (Cassedy, et al., 2013). The social conditions that people find themselves in, such as: being born, growing, living and working in a particular social setting, as well as age, are important indicators of the distribution of health inequalities (HI).
However, different research shows that HI are not only dependent on social conditions, for instance gender, age and ethnicity significantly influence people’s health. Disabilities such as: mental health problems and learning disabilities also affect the general health of individuals. The causes of HI are complex, and include lifestyle factors such as: smoking, diet, and physical activity.  Similarly, poverty, poor housing and education may significantly affect the HI (House of Commons Health Committee, 2009). Marmot’s report (2010) concludes that inequalities are a matter of life and death, good health and sickness, as well as well-being and misery. Moreover, it shows that avoidable differences in social circumstances that people experience are simply unfair.
Nevertheless, social context plays a crucial role in HI. Black (1980) defines HI as differences between populations. This may be understood as differences in mobility between young age populations and elderly or differences in mortality indicators between social classes. Black’s report (1980) shows that mortality is increased among the occupational classes and is the same for men and women at any age.  For example, the report shows the differences in mortality rates at birth and in the first month of life are twice as high in lower classes than mortality of babies in upper classes. 
Another aspect that is associated with unskilled manual workers is the increased risk of respiratory diseases, and again these trends are twice as high between unskilled manual men labourers and twenty-one times higher among their wives than among professional classes (Black, 1980). Moreover, the Office for National Statistics (2010) stated that HI and life expectancy among lower classes are liable to deterioration. Furthermore, it has been estimated that patterns of poverty and deprivation lead to intensification of HI. Children born in families with low income are more vulnerable to increased risk of drug abuse, alcohol drinking, smoking related disease or sexual transmission of disease (Patrick, Wightman, Schoeni, and Schulenberg, 2012). Another factor to consider is how people from different backgrounds enjoy different levels of health. Arcaya, Arcaya and Subramanian (2015) state that social differences in health corelate with education, social classes and income. A clear example of this is education levels and health behaviours. 
One theory says that better education elevates the consciousness levels of individuals and their sense of control over their lives, which contributes to acquiring of a healthier lifestyle (Li, 2014). Other study claims that socio-economic status of the individuals ‘give them less reason to invest in future longevity and more reason to focus on the present in making decisions about health behaviours’ (Pampel, Krueger and Denney, 2010: 349-370).
It is widely accepted that socio-economic deprivation has undoubted influence on human health. Stress is strongly associated with social inequality and leading not only to mental illnesses and personality disorders, for example depression, schizophrenia and psychoses, which are some of the more common among those disadvantaged (Wilkinson and Pickett, 2018); but it is also associated to physical health conditions like obesity, heart disease, diabetes, depression and asthma (Everson, Maty, Lynch and Kaplan, 2002; Diabetes UK, 2009). Although obesity is an overall major public health concern and many factors can vary on obesity outcomes, it is usually defined as the result of an energy imbalance, for example when the energy intake from food is not equal to the energy used by the body on keeping itself working properly through physical activities. The two main reasons for being overweight or obese, are poor diet and an inactive lifestyle (Sahoo et al., 2016).
According to World Health Organization (2014) obesity is more prevalent in disadvantaged societies, especially for women. They state that obesity among women, in particular during pregnancy, may lead to health risks for their children and builds up across generations. Furthermore, research shows that childhood obesity prevalence has changed over a few decades. While children from poorer backgrounds born in 1946 had a lower average weight than those from higher socioeconomic classes, childhood obesity increased in recent decades among children from poorer backgrounds (NHS, 2018). Mail Online (2018) reports that the environment’s influences have big impact on eating choices. Moreover, living in lower income households encourages buying cheaper food alternatives. The data suggests that cheap junk food, which is usually high in calories and low nutritionally, is often chosen by poorer families as they base their choices primarily on satisfying hunger. Other aspects include socio-demographic changes, like increased women’s employment leading to lack of time for meal preparation (Adams and White, 2015).
[bookmark: _Hlk533604719]According to Drewnowski and Darmon (2005), a healthy diet becomes less convenient and accessible and more expensive. Studies show that obesity contributes to many physical and psychological problems. Some people can experience numbers of emotional issues; low self-esteem, poor self-image, low confidence levels can all significantly increase the risk of depression. That, consequently, has negative effects regarding the quality of life and wellbeing of individuals affected by obesity (Wardle and Cooke, 2005; Vallis, 2016). Agha and Agha (2017) show that excessive fat accumulation in the body may lead to impairing health and significantly increasing the risk of developing diabetes, coronary heart disease, osteoarthritis, and develop certain cancers. For example, Cancer Research UK (2018) states that overweight and obesity are the UK's second biggest cause of cancer after smoking and are associated with thirteen different types of cancer. Prevalence of obesity is widespread among the whole of the UK. NHS Digital (2018) reports that in England, 26% of adults and 1 in 5 of year 6 children are classified as obese. In turn, Wales also has a significant number of obese people: 23% of adults where 65 % of men compared with 53% of women (Baker, 2018). According to Public Health Wales NHS Trust (2018), 11.7% of children aged 4-5 in Wales are obese, and 14.5% are overweight. The total of 26.2% of overweight and obese children is higher than England’s 22.6% for the same age group. Moreover, the data shows that obesity among children is much higher in deprived areas. As shown below (Figure 1.), 4-5-year-old children are more obese in the most deprived places (12.5%) compared to those from least deprived areas (6.6%). Furthermore, 26% of children aged 10-11 are obese in the most deprived area while the number of obese children in the least deprived area is less at 12.8%. These figures show that the most deprived places are characterised by an approximately twice as high number of obese children.

Figure 1. Obesity rates in deprived areas
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[bookmark: _Hlk533755750][bookmark: _Hlk534391616]The data shows that obesity is consequently related to deprivation thus the number of obese children is the lowest in the Vale of Glamorgan, as overall the county is comparatively wealthy, and is highest in Merthyr Tydfil, which has been ranked as the most deprived location in the country (Public Health Wales NHS Trust, 2018; Vale of Glamorgan.GOV.UK, 2017; Wales Online, 2013).
Research shows that obesity is predicted to occur more often among females due to women’s bodies adapting to store fat due to biological factors related to reproduction (Lee, 2017). OECD (2017) state that in the majority of countries obesity is more prevalent among women than men, however that figures are changing in industrialised countries where male obesity has been growing rapidly. According to Meikle (2015), 36% of men and 33% of women will be obese in 2030, compared with 26% of both sexes in 2010 in the UK. NHS, National Institute for Health Research (2016) suggest that men are less likely to be trying to decrease their weight when they are overweight than obese women. Other data shows that differences between gender are too small, and that neither males or females are more predominant within particular definitions (Sweeting, 2008). The author says that contrary to small gender patterns on obesity, ethnicity can play a bigger role in increased body weight among women. Gatineau and Mathrani (2011) report that obesity prevalence varies substantially between ethnic groups for both genders. According to the Health Survey for England (2004) obesity prevalence is lower among men with Black African, Indian, Pakistani, Bangladeshi and Chinese roots. Moreover, obesity is more widespread among women from Black African, Black Caribbean and Pakistani communities than Chinese ethnic group. According to some estimations, obesity is the most prevalent among black African women, when employing waist circumference as a measure, and among Pakistani women when in the case of waist-to-hip ratio, (mean waist circumference divided by mean hip circumference) (Gatineau and Mathrani, 2011). Wiklund (2016) shows that lack of exercise contributes to obesity. It is estimated that levels of activity among minority ethnic groups is much lower in comparison to the white population in the UK, which consequently can be yet another factor leading to increased obesity (National Obesity Observatory, 2011). It is often the case that ethnic minorities are more exposed to poverty and deprivation than white populations, therefore as the excess body weight can be related to many major chronic diseases, people from minority ethnic groups can be seen as disproportionately affected by socioeconomic differences (Law, Power, Graham and Merrick, 2007). 
Obesity can affect anybody, but some people are more exposed to becoming overweight or obese. There is no doubt that income, social inclusion and ethnicity have a substantial influence on exposure to obesity (Marmot, 2010).  Research shows that obesity is a complex problem and drivers such as: behaviour, environment, genetics and culture all play an important role and consequently there is no single or simple solution to resolve that growing epidemic issue (Skouteris et al., 2014).  GOV. UK (2018) reports that food and drink environment and physical inactivity are main risk factors in increasing obesity. The report says that following the Eatwell Guide can significantly increase chances to maintain good health and appropriate body balance.  It is suggested that eating 5 portions of fruits and vegetables a day, lower sugar intake by choosing alternatives, choosing unsaturated oils and spreads and maintaining it within the recommended intake, and finally drinking 6-8 glasses of fluid every day (Public Health England, 2018). Chin, Kahathuduwa and Binks (2016) argue that the biggest strategy in treating obesity is creating a negative energy balance by reducing calorie intake and increasing physical activity. So according to the research physical activity plays an important role in weight loss and maintenance. Moreover, Public Health England (2016) reports that increasing physical activity levels has the potential as well to improve the mental and physical health of individuals. Their recommendations suggest that adults should have at least 150 minutes of moderate intensity exercise each week. 
In recent years the Welsh Government has focused not only generally on health inequalities but mostly concentrated on reducing the number of overweight and obese people (BMA Cymru Wales Community, 2018). There is evidence that children are most vulnerable to obesity, (Sahoo et al., 2015) where as much as one fifth are overweight or obese when beginning school, and this number rises to one third by the time of leaving the primary school. It is not only a serious and growing problem for individuals and wider groups, but also it significantly contributes to health inequality (House of Commons, 2015). Therefore, the Welsh Government (2018) prepared a new initiative to prevent obesity among children in Wales. This programme’s purpose is to help 1-12-year-olds in childcare settings to achieve a healthy weight and develop through practical guidance for food and nutrition, such as the provision of meals, snacks and drinks. They state that children attending childcare settings from a young age and whilst the receive up to 90 percent of their nutritional food intake thus that initiative can encourage children to eat a healthy, balanced diet and help establish positive eating habits to take into later life and adulthood. Following the guidance, children should receive: a range of tasty and nutritious meals to help develop good eating habits; portion sizes should be appropriate for the children’s age; served snacks that are nutritious, with a small amount or no sugar and salt; and supplied drinks that are hydrating and protective to teeth for instance, milk and water (Welsh Government, 2018). However, Roxby (2018) reports that school programmes encouraging children towards physical activity and eating healthily did not bring any improvement on childhood obesity. A 12-month anti-obesity programme with 600 primary schools in the West Midlands showed that was no actual effect on pupil’s diet and improvement of their physical activity. 
Moreover, Gray (2015) argues that anti-obesity plans do not work because concentration should be directed on babies and mothers. It is said that wasting millions by NHS and Governments will not change anything until they realise that obesity starts before babies are born.
Reducing overall inequality and disadvantage in Wales is a fundamental policy of the Welsh 
Assembly Government (2011). Their ten principles in reducing health inequalities are: improving the individual’s mental health and well-being; improving occupational health; encouraging smoking reduction; increasing the levels of physical activity; encouraging the replacement of unhealthy foods with healthier ones; reducing alcohol and drug addiction; reducing teenage pregnancy rates; reducing the risk of accidents and injuries; and improving immunisation uptake. Moreover, they state that efforts undertaken in areas such as: education and skills, economic development, transport and housing can significantly contribute to reducing inequities in health. Furthermore, the purpose of the Supporting People Programme23 will help people who are at risk of losing their home due to domestic abuse, problems associated with ageing or mental disorders. They aspire to achieve those results before 2020 with the aim of reducing HI and levels of disadvantage. 
Additionally, in the past there were also many concerns about reducing inequality of health status among social classes. For example, Black’s report (1980) concentrated the most upon differences in mortality rates, child development, reducing health risk among lower social groups, elderly retired, differences in financial recourses, and education and housing. Broom (2000) states that the Black report, despite it not being the first programme addressing the issue of HI, was, however, crucial for formatting and publishing other valuable reports and recommendations during the time. Finally, the Marmot Report (2010) was published and proposed a basic strategy of focusing on social determinants of health, such as the conditions in which people live and work, are born, grow, and age, and which can cause health inequalities. 

Conclusion 

Although, everybody should have equal chances to decent and secure life, there is still a high number of individuals that face poverty, deprivation and social inequalities. It has been estimated that the low income and material deprivation influence on HI is undeniable. This study attempted to show how many factors are behind this still growing issue. Social circumstances, low income, education levels, gender, ethnicity and age have been highlighted in this paper showing how these inequalities impact on the individual’s standard of living, health and well-being. Consequently, the focus on obesity which is strongly associated with HI showed how poverty and other circumstances contribute to this epidemically growing problem. Childhood obesity is the most worrying problem and effective strategies to tackle it are needed. However, many initiatives have been prepared to reduce rates of obesity, but figures show these trials, so far, have just not been effective. Consequently, the Welsh Government prepared anti-obesity programmes especially for children, in order to encourage them towards healthier eating choices which could be embedded through the lifespan. Moreover, the Welsh Assembly Government created a strategy to tackle socio-economic inequalities, that could help to provide equal chances for living among the Welsh population and secure them against any circumstances that could contribute to deprivation. 
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