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Is obesity associated with a lower social status in Wales? 
Introduction
Obesity is a rising health pandemic affecting the populations of developed countries mostly, including Wales in particular. The ratio of overweight or obese adults in Wales has remained at 57% since 2008. This includes 22% of adults classed as obese with levels of obesity higher across all ages in the more deprived areas (Welsh Health Survey 2013). The highest rates of obesity are reported in the parts of Wales with a poorer economic climate such as former areas of heavy industry, thus meaning the less wealthy have fewer opportunities to improve their income, wealth and education for further generations, an analysis of factors is discussed below relating to the difference between sociological material past and present involving epidemiological study. Subsequently the complications from obesity can cause such problems as type 2 diabetes, cardiovascular disease, stroke and certain cancers NHS (2018). This being considered, it is paramount to find evidence relating to the structure of obesity related health in society through the ages to determine why obesity is most prevalent during our current climate, which gives the opportunity to explore inequalities in health, who they affect and why this might be the case.
What are the Inequalities in Health?
Health inequalities can be defined as differences in health status or in the distribution of health determinants between various population groups, arising from social conditions in which people are born, grow, live, work and age according to Public Health Wales (2017). Examples of this can be differences in mobility between elderly people and younger populations or differences in mortality rates between people from different social classes. Therefore, it considers factors that alter your chances of achieving and obtaining good health or access to health care, such as age, gender, areas of employment, locality, social class or wealth, with clear diversity in health noted between the least and most deprived areas in ‘Measuring Inequalities 2016’ by Public Health Wales Observatory (2017). Subsequently, these can be considered unfair as they favour particular social groups and exclude others and can be changed with the right mix of government policies. Social factors can therefore be identified as significant influencers over health, wellbeing and mortality rates. It can be seen in the Rowntree Foundation (2018) that poverty is the most noteworthy prospect towards probability of health, with Wales being noted to have the highest rates of this in the UK. 
What are the causes of HI?
The idea of social stratification still exists in earlier literature by The Black Report (1980) but it is suggested by The Telegraph (2013) with limited background research due to evolved society practice such as state sponsored education in a chosen field and the development of new positions in employment this has now progressed in to the 7-class system in the UK. The Health and social care act (2012) recognises a narrowing of social inequalities however this could be due to an influx of the lower middle class. While the population may be benefitting from an increased sense of self, potentially as a whole these new job roles bring with them stresses that newly emerging classes may not be accustomed to cope with as well as previous classes. This is related to the fact that those individuals of lower social class often did not work outside of their boundary, which gives rise to obesity, as more individuals are working longer hours for less money in a far more sedentary job. This accompanied with stress and lack of awareness of healthy dietary consumption and physical activity is a formula for modern day obesity as well as the implications surrounding, such as type 2 diabetes and cardiovascular disease. 
The fundamental causes of health inequalities are an unequal distribution of income, wealth and education that can result in poverty and marginalisation of individuals and groups, resulting in altered circumstances in their wellbeing. These factors can also influence access to services in the community that may aid upkeep of their health, social and cultural opportunities in an area and in society that additionally impact upon this. As a result, it can be seen that the gap between the working and upper classes isn’t closing, however the lower middle class is expanding, with more levels within this, potentially acting as a tactic to inform society of progression. 
What is the main cause of obesity?
Studies, including that of have found that many psychosocial factors have an influence over an individual’s chance of developing obesity, with this further resulting in complications such as heart conditions, diabetes, stroke and depression, which will be explored below. Numerous studies note the most direct link between an individual’s income, level of education and social stratification, notably by many renowned government-based reports previously conducted, such as The Black Report (1980), the Marmot Report and the Rowntree Report. In addition, the link between health and these predominant social factors remain as noted in more recent research by Pickett, et al (2005) and Berkman, et al (2011). 
Income
Income relates to a person’s financial worth at each interval of payment if they are employed. The Black Report (1980) considers the inequalities of health in relation to social status and the class system, by means of income and diet relating to obesity and how unequally distributed morbidity and mortality rates are between classes. Although there is no direct comparison on morality rates from obesity it is apparent that the implications of obesity such as type 2 diabetes and coronary heart disease are noted to be increased in the working class. During the construction of this report, it was noted that there were 60 incidents of mortality more in men and 28 in women within the most deprived class than in the least deprived class, as seen in appendix 2. It can further be noted in the report that those in lower classes undertook more manual labour-based occupations that additionally were seen to contribute to ill health, with some of the causes of death of the public being noted in appendix 3. These deaths were commonly associated with incidents of diabetes, with 108 cases in the second to lowest class, which can be related to a poor diet and obesity. The House of Commons (2004) reflecting 6% of men and 8% of women being obese in 1980. At the time of this report inequalities were therefore seen to be widening rather than improving, as seen in the artefact explanation by means of the results which were gathered from hospital admission and death certification of the general population. This is a clear indication of the reliability of this source as is the lack of governmental publicity at the time.
In comparison, the Health & Social Care Act (2012) details an improvement in health equality between classes, but that a wide gap remains, reinforced by Picket, et al (2005) and Moody, A (2016), who reflect the epidemiology of obesity, portraying the highest rates to persist in the lowest classes, seen in appendix 1. Subsequently this reflects that while there have been changes to society that target health inequalities relating to social differences, poor health and mortality rates have continued to be highest within the lowest classes. Subsequently, a reflection by Barnard (2018) reinforces this by depicting the significantly lower life expecting in lower classes, compared to the upper class, which can be referred to in appendix 4 relating to poverty which in turn affects health chances. However, the research conducted by White (2016) suggests chances of health are more complex than income alone, with further factors influencing income itself. These can further be influenced by other sociological factors such as overall wealth, education and social status, although all of which can be interlinked with one another, with income having an impact over these in turn, found and discussed by Dahlgren & Whitehead (1991), also considering individual features such as age, gender and environmental factors. Therefore, it may be the case that the gap in health inequalities is present, but this gap may be portrayed as being narrower than it is by the media to ensure conformity and contentment of the lower classes.
Wealth
Wealth is considered to be a complete acquirement of an individual’s assets, possessions or finance either passed along through generations or earned over a period of time and can refer to a personal status and value as well as money, according to Hall & Klitgaard (2011). Alongside income, a gradual profit on a weekly, monthly, quarterly or yearly basis to equate to the individual’s overall wealth, is a considerably determinant of their health, probabilities of ill health and access to facilities to aid this. Poorer wealth has long been identified as a significant influence over higher mortality rates in such documentation by both The Rowntree Report (2011) and Wilkinson (1992), who reflects a clear gap in health between those of different levels of wealth, however within this its correlation with health has been identified as highly complex. The Rowntree report (2011) considers the impact of poverty on health and wellbeing of the public, researching into areas with the highest levels of poverty and strategies to overcome this and create an equal society. While the distinct gap in mortality has been widely acknowledged, the issue of wealth was not adequately researched as a singular causation of poor health during the time of this research, more recently a review by Baum (2004) recognised the need for clearer public health research and action being taken upon this by the government to close this gap. The impact of this social factor is frequently discussed within the literature, particularly in that of The Marmot Report (2010), which investigates the health inequalities that result from social position, class and wealth, with the chances of maintaining a good level of health drastically differing between these. An inevitable example noted within the report is the distinct gap between the life expectancies of the upper and lower classes, with this being on average 74 years in the most deprived areas of lower overall wealth and 83 years in the least deprived areas in 2001-2003 in relation to poorer health and impact of illness. This is also seen in the Whitehall study (1967), that compared British civil servants from opposite ends of the class scale, resulting in cardiovascular disease, which can be directly linked to obesity being most prevalent at the lowest end of the social stratosphere Marmot, Stansfield & Patel et al (1967).
In terms of the levels of obesity, it can be identified within the report, shown in appendix 1, that those within the areas of highest deprivation and poorest wealth have the uppermost rates of this, which coincide with its reflected prevalence of ill health and earlier mortality rate. This research outlines the unequal distribution of wealth, which in turn impact upon the access to resources, such as healthy food, gyms, GP surgeries and pharmacies, indicated by Robertson (2014) with often unhealthier options becoming a more achievable normality. As poor health develops as a result of these factors concerned with poor wealth, chances of obtaining and managing employment becomes slimmer, ultimately individuals remain within their social positions and therefore their poorer chances of health continues within this cycle, known as reverse causation, reinforced by Benzeval (2014) and The King’s Fund (2017). However, this unequal access to wealth may differ for each economic area of inequality as government initiatives relating to health promotion, such as Change for Life, government benefits and improved housing targeting the most deprived are aiming to make living conditions for the areas of lower wealth more desirable. 

Education
While there have been clear educational approaches to narrow the health gap between classes, through means of health promotions and schemes, a clear disparity in this area can again be identified. Inequalities can still be noted within the lack of education on obesity in those in these areas is still lacking, and where an attempt to provide this through health promotion is attempted, it can be seen by Bukman, et al (2014) that the level of those accessing, seeking out and actively putting this to use remains poor within the most deprived areas. Through semi-structured interviews with four groups of participants of lower economic status and those of higher, perceptions of health and opportunities to change behaviours to promote this was discussed alongside advice being provided to those involved about healthy eating habits to assess their response to health education. Those of lower economic status identified cost as a direct implication to healthy eating and were the most hesitant about changing this lifestyle, reflecting the overall understanding, poor perceptions and motivation all being a mutual factor of life for those in areas of lower wealth despite active information and advice being provided. 
Lack of awareness of their current chances of poor health in relation to their weight, poor eating habits was identified as a root cause of this poor response. Additionally, it was noted that commonly the approach of health promotion schemes does not take those of lower wealth and income into consideration, and do not target or focus on health changes that are actually accessibly and achievable to individuals from this background. An example in the change for life is promoting five portions of fruit and vegetables a day, while this could be seen as targeting those of higher wealth alone who have the financial ability to regularly purchase these items that are more expensive than unhealthy options. Therefore, it can be seen that, while the government has endeavoured to narrow the gap of health and mortality between social groups, those of particular social groups such as the upper classes have primarily been in focus, with these being more reachable targets for those within these, maintaining their higher chances of good health. Furthermore, this reflects that the lack of action and research into wealth and its influence over approaches towards education and health improvement noted by Baum (2004) is still prominent today.
Education relating to socioeconomic factors can be correlated with a public or private school education, also whether a university degree has been obtained, which is typically influenced by an individual’s wealth, background and motivation. It has been identified by Meara et al (2008) that obesity rates are steadily rising, and the majority of cases are those at a lower level of education, revealing its impact on health, and with the persistent lower tolerance and benefit of health education in these individuals prevents an improvement in this gap. As a result of this, the gap in mortality rates between those that had achieved higher and lower education became evident, with Aitsi-Selmi et al (2012) relating this lower level of education resulting in higher obesity levels to records of lower household wealth. This research was repeated from during the years 1992-2008 to represent an accurate comparison, by gathering information from participants as part of surveys, reflecting an increase in the rates of those with obesity by 78%, with this approach precisely depicting the changes of the epidemic by gathering two sets of data.
The Marmot Report (2010) investigates the health inequalities that result from social position, class and wealth, inevitable causing a gap between life expectancies, with this being on average 74 years in the most deprived area and 83 in the least deprived in 2001-2003, as stated within the report. In years 2014 – 16 in Wales the life expectancies on average for men have increased to 78.4 and women 82.4 according to the Office of National Statistics (2018) on reflection this shows increase for men possibly due to potential lifestyle choices being altered by means of health campaigns such as Foodwise for Life and the Xpert course targeting consumption of unhealthy food choices, but as we see this has actually decreased the life expectancy figure for women this could partly be due to the new age drinking culture and ‘ladette’ behaviours. The Marmot report (2010) closely relates with the Equality & Human Rights Commission (2010) by outlining the unequal distribution of wealth and resources, which in turn influence the higher rates of ill health in the areas of highest deprivation. but this may differ for each area of inequality as government initiatives such as health promotion, benefits and improved housing are making living conditions for the poorest areas more desirable, however education on obesity in those in these areas is still lacking. Educational interventions were shown to have a significant influence over health behaviours and motivation according to a study by Moore and Littlecott (2015) conducted in Wales, however, it can be argued by Ahern et al (2016) that those from more deprived areas are less likely to enrol themselves towards these interventions. Therefore, while government educational interventions that aim to reduce obesity in deprived areas where it has the highest rates, it can be seen that this is less likely to be productive than when utilised within more affluent areas. As a result, people are living longer in deprived areas but with increased ill health which may seem an initial positive from a longevity point of view, but quality of life is vastly diminished. Subsequently this means an overall strain on society with resources being allocated and taken as the poor need increasing care for the illness caused from obesity by means of the National Health Service and government benefits creating a decrease in productivity within the societal workforce population. 
 The Marmot Report (2010) focusses heavily on the early stages of life as a source of reducing inequalities in health, with the concept of good quality health education and ill health prevention during this period being key to closing this gap, despite the individual’s social background. In turn, this provides individuals with control over their own lives, choices and subsequent chances of obtaining and maintaining a good level of health, which in combination are inclusive of the report’s objectives for fairer society and closing the gap mortality between areas of deprivation. As the root cause of the problem is not currently addressed, that being an education on the causation and impacts obesity may have on individuals at this early stage, the statistics reflect the on-going problem of treating the symptoms of the growing pandemic rather than the origin of the issue. By addressing the problem at these stages through educational and health promoting strategies, it has been shown to have a more beneficial, long-lasting impact on the individual into their adulthood, due to the basic norms, perceptions and behaviours being developed during these stages, according to Leahy & Simovska (2017). The Marmot Report (2010) further supports this with their key policy objectives focusing on the understanding of ill health prevention during childhood to “enable all children young people and adults, to maximise their capabilities and have control over their lives” and subsequently “give every child the best start in life”.
the government would be providing a more stable economy with a happier healthier workforce. Of course, obesity would still exist but on a much less prevalent scale.
It has been theorised that certain health prevention strategies have a more profound effect in decreasing demographic obesity patterns, such as the sugar tax which has shown individuals may pay more attention to health damaging consumption of excess sugar. In other countries this has actually not had any positive effect as people lack the basic education needed in order to interpret why a sugar tax has been put in place and continue to consume with the only effect being they are spending more on items they see as basic necessity which only pulls them further in to an overall state of financial deprivation as well as poor health prospects. 
However, as suggested by the Marmot Report, wealth and education as well as income are interlinked, and each child’s access and chances at a good education can vary depending on their economic background. 
Conclusion
Overall, no one factor alone can account for the prevalence of obesity but rather a combination of enhanced education, income, wealth and personal influences, as summed up by the 12 factors of health identified by the UN Determinants of Health WHO (2008). These are changeable influences which can be bettered by an individual in order to benefit one’s existence, this being said the improvement would not be enough to rival a basis of wealth already obtained in most cases. As generational wealth brings its own agenda for income and education in the elite sectors of society. 
[bookmark: _Hlk534921200]Considering all the above factors, while they are all seen to have an influence over quality of health Parsons (1950) discussed the influence of the sick role, whereby the individual is seen to have no control over their health prospects but should access advice, treatment and facilities that aid health recovery. Mitchell (2013) reflects on how this has changed in recent years, due to technological advances and digital health allowing patients the chance to avoid the hospital based sick role altogether and maintain as normal a life as possible by continuing to work and meet social responsibilities in turn giving them control of their own recovery to a certain degree. Regardless of social status, the National Health Service is available to all, although, how the time with a health professional is spent will be primarily dictated by the individual’s capacity of knowledge surrounding obesity and options for various treatments. Also, the upper middle or elite classes have access to private health care which will enable improvement to their health at a faster rate than those of lower classes. Along with enhanced education, this allows for more socioeconomic productivity as they are less likely to initially develop a long-term disease such as obesity. The inverse care law NHS (2007) programme was set up in the deprived areas of the South Wales valleys, namely the Cwm Taf and Aneurin Bevan university health boards. This classifies people at greater chance of developing cardiovascular disease which can be directly related to obesity on a community basis potentially targeting disadvantaged people. 
It can be seen that multiple social factors influence the health of the individual, with some of the key issues having been discussed, however, each have been shown to correlate with one another. Income and wealth ultimately have an impact over social stratification and level and availability of education likely to be pursued, alongside access to resources and facilities that impact upon health, such as good quality food, exercise amenities or pharmacies. As a result, poor health is inevitable of those with lower level income and overall wealth, with this being maintained by their social standing, which in turn effects their chances of upholding employment and education to progress and improve their income. Subsequently, it can be seen that the unequal gap between chances of health are preserved by society, despite attempts to narrow this through health promotion, schemes and benefits that supposedly target the more disadvantaged. 
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Appendix [image: ]1: Prevalence of Obesity by region and deprivation quintile















Appendix 2. TABLE 2-7: SMRs (16-64) by Sex and Class
Source: Occupational mortality, 1970-72, HMSO, p.211.
	
	Class
	Ratio

	Sex
	I
	II
	IIIN
	IIIM
	IV
	V
	V/I

	Men
	77
	81
	99
	106
	114
	137
	1.8

	Married women
	82
	87
	92
	115
	119
	135
	1.6

	Single women
	110*
	79
	92
	108
	114
	138
	1.25






Appendix 3. COMPARISON OF DISTRIBUTION OF STANDARDISED PATIENT CONSULTATION RATIOS MALES 15-64, MAY 1955-APRIL 1956) AND STANDARDISED MORTALITY RATIOS MALES 20-64, 1949-53) By CLASS: SELECTED CONDITIONS 
Source: Logan and Cushion, 1960 p. 16
	
	SPCR Class
	SMR Class

	
	I
	II
	III
	IV
	V
	I
	II
	III
	IV
	V

	respiratory tuberculosis
	102
	85
	105
	102
	91
	58
	63
	102
	95
	143

	malignant neoplasms
	75
	111
	94
	91
	111
	94
	85
	104
	95
	113

	diabetes mellitus
	89
	123
	100
	108
	74
	134
	100
	99
	85
	105

	coronary disease/angina
	89
	108
	102
	89
	93
	147
	110
	105
	79
	89

	hypertension
	120
	127
	99
	70
	89
	123
	106
	103
	83
	101

	influenza
	83
	82
	103
	113
	107
	58
	70
	97
	102
	139

	pneumonia
	70
	87
	90
	121
	132
	53
	64
	92
	105
	150

	bronchitis
	49
	70
	99
	118
	146
	34
	53
	98
	101
	171

	gastric and duodenal ulcer
	48
	78
	99
	88
	116
	68
	76
	101
	99
	134


Appendix 4


Appendix 4: Chart 17: Healthy life expectancy at birth by quintile of area deprivation
England 2013-15, Northern Ireland 2012-14, Wales 2010-14, Scotland
2009-13
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Chart 17: Healthy life expectancy at birth by quintile of area deprivation
England 2013-15, Northern Ireland 2012-14, Wales 2010-14, Scotland
2009-13
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