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Health and social status
[bookmark: _GoBack]What is Health
The subject of health is hugely complex and what it means can differ from person to person depending on their opinion. This opinion can be shaped by various ideals experienced through life. Everyone has their own view of health which has now become a large topic of conversation between not only professionals but the average individual due to the stress the government place on it being the issue for everyone to begin taking seriously. Sooner or later finding the topic of health can be found in everyday life from radio stations to magazines featuring this topic and often offering tips and tricks on how to stay in shape. The media certainly know that health has become a major part of everyone’s life and brags various programmes about different topics usually at least once a night ranging from physical implications of health, such as weight gain to effects of environmental pollution, to the more unexposed topics of mental health such as suicide, depression and the effects it has on the elderly. 
	Health now plays such a big factor in our everyday lives that the health industry is booming with the introduction of various supplements to the noticeable increase of gym facilities in local areas. Health has become so widely involved with business that some may begin to think the recommendations set by governments is simply a way to increase the spending of an individual with those partaking in attempting to innovate the industry with the next best gym or supplement simply only doing so to take advantage of the boom it is experiencing. Crawford (1980) fittingly summed this up with the word ‘healthism’ which, although was conjured up almost 40 years ago, still seems to fit the current obsession of health if not worthier of the term. Crawford (1980) also terms this obsession as being unhealthy rather than beneficial to the individual, eventually being so obsessive and ‘healthy’ that what they are currently doing or look like is no longer good enough, so they resort to more extreme measure in an attempt to improve when in fact, they increase the potential of harming themselves.

Health and social status are thought to be closely linked being health is affected by social status and essentially vice versa (Mirowsky and Ross, 2003). The rise in interest between health and social status is somewhat credited to the widespread participation of social scientists dedicating large quantities of research in an attempt to explicate the relationship between health and social status. Social scientists, such as sociologists, psychologists and geographers, look further into the social aspects of health, rather than focusing on the physical implications they aim to achieve an understanding of the causes that lie beneath that cause the individual to make the choice of following down a certain path. These choices could stem from specific conditions such as environmental backgrounds like where they are born, grow, live, occupation age and other less prominent factors such as number of supermarket choices, social norms or how much of their income is considered dispensable. 
Factors that affect health are diverse and usually interact with each other over the course of the individual’s life. Using an adapted version of Dahlgren and Whitehead’s levels of health determinants, Panter-Brick and Worthman (1999) depict a circle with various levels of health determinants differentiating between individual and social factors beginning with a person’s individual traits such as their age, sex, race and biological factors which then moves onto the next level of individual behaviour which is different to individual traits. Individual behaviour consists of the health decision a person makes such as smoking, physical activity levels and diet. The next level is social, Family and community networks.  These are the actions seen within the community and family life that shape the decisions that the individual would make based upon experience. Next comes the largest and possibly most complex level of health determinants, the individuals living and working conditions. This is a major part of the determinants of health levels as the individual would most likely be in contact with this level most out of all due to spending a lot of their life both in their houses and work place. This level does not just consist of their house and workplace conditions but spans a much broader range of health determinants such as psychosocial factors, socioeconomic status (income education and occupation), public health services and health care services amongst other factors. The last level is the broadest level, that being of the social, economic, health and environmental conditions as well as policies at the global, national, state and local levels. In layman’s terms, how the government looks after the individual in the sense of welfare systems, political changes bringing different and/or the scrapping of certain policies all the way down to local council interaction and specificity on the welfare of their local public. As mentioned before, between these layers there is the potential for a layer-to-layer style of interaction meaning some layers can affect and/or dictate a certain aspect from another layer. This makes finding the cause of a person’s health extremely difficult if not critically evaluated over a period of time whilst keeping in mind social determinant effects on physical and psychological health.
There are 4 major models that are used to help explain health inequalities in social classes:
· Behavioural Model – This model states that there are differences in health damaging or promoting behaviours between social class such as dietary choices, use of drugs, alcohol and tobacco, level of physical activity to the use of immunisation and contraceptives.
· Materialist Model – This model primarily focuses on the aspect of income and money to determine a person’s health. Poverty can expose people to health hazards such as health hazards in their housing (damp, inadequate heating etc.). However, due to the time it takes to determine the full impact of living conditions on a persons health, materialist models are found to be insufficient in explaining the full scale of health inequalities.
· Psycho-social Model – This model finds that social inequality can affect how a person feels and in turn affects their body chemistry. Stressful circumstances can cause an emotional response to the situation which can then cause biological changes which can increase the risk of heart disease. Although this model produces strong evidence to suggest an association between jobs where demands are high and control is low and a higher risk of heart disease, the quantity of research performed on stress at work and health lacks. 
· Life-course Model – This model looks at the effect of life has on a person’s health. Although this model has been developed recently and requires detailed data, it has been shown that health disadvantage accumulates over time. The model implies that those individuals who experience(d) poor living/home conditions in their childhood years are more likely to experience disadvantages in their occupation. 
(Bartley and Blane, 2008; Bartley, 2004)

Inequalities
	Health inequalities found within countries worldwide present a major challenge to the world. These inequalities are a matter of life and death, good health and sickness and of well-being and hardship and with all this risk depending on a person’s social circumstances can only be described as unfair. With the quantity of research increasing around this topic, the quality of understanding of the cause of these health inequalities becomes more apparent with social factors at the root of the inequalities of health (Marmot, 2005). Evidence suggests that the social position of a person is a good predictor of morbidity as well as mortality (Smith et al. 1990 and Singh-Manoux et al. 2003). Health inequalities not only refer to the health of the individual but also the access they have to health facilitates in order to receive the care they need. The existence of this gradient is commonly accepted amongst professionals, those that are on the higher socioeconomic scale have better health than those at the bottom and middle levels (Marmot et al. 1991). 
Health inequalities have been measured in various ways such as mortality rates, morbidity, disability and life expectancy. Shown through the measurement of life expectancy data, at birth the life expectancy of a person living in the Sierra Leone region is a low 34 years and comparing that to the life expectancy at birth in Japan, 81.9 years, there is a clear difference of almost 50 years. The divide between average annual earning helps to strongly support the idea that the amount earned correlates closely with the average life expectancy with the average yearly salary of a Japanese person is around 39,000 USD (OECD Better Life Index, no date) whereas the average salary of a person living in Sierra Leone is around 340 USD (2013 Investment Climate Statement - Sierra Leone, 2013). However, this correlation does not spread to all countries with evidence suggesting that there is little correlation between the gross national product (GNP) per person and average life expectancy. Greece has a GNP of around 17,000 USD and has an impressive life expectancy of 78.1 years where as when compared to the USA with a GNP of more than 34,000 USD, their life expectancy drops to 76.8 years (United Nations Development Programme, 2003) further supporting the evidence that not all health inequalities are solved by encouraging individuals to earn a higher income although id does increase the likelihood of the individual bettering themselves.
 On the other hand, poverty cannot be summed up into one category such as poverty being in the form of material deprivation. This can also be seen in the form of dirty water and poor nutrition in the country of Sierra Leone, this form of poverty along with the poor quality of medical care can account for the greatly shortened lifespan of an individual which may not necessarily change with an increase of money on a large scale. However, simply stating that providing cleaner water sources or increasing the quality of medical care will offer the relief needed to the area is more complex in a practical matter, who is prioritised these resources would essentially boil down to socially determined aspects to help those deciding form a judgement (Marmot, 2005). These points are not to dismiss that poverty is a largely important factor to an individual’s health but rather to expose the idea that the form that poverty takes is also important to understand to help those living in poverty-stricken areas.  
Education is also a marker of socioeconomic status and those with low educational achievements correlate strongly with higher death rates for various conditions (Jemal et al. 2008). Jemal et al. (2008) concluded that lower educational status correlated with higher, potentially avoidable factors, cause of death standing at around half. In theory, an increase in educational status could reduce the death rates caused by aforementioned factors leading to an ideal intervention of preventative measures to be put in place to effectively better the health of the public. Low educational attainment is usually comprised of those living in a low-income area correlating largely with education and income. This lower income presents various problems for the individual to live and maintain a healthy lifestyle such as less opportunities for physical activity due to lack of access to a gym/open area (Powell et al. 2006). The individual is also more susceptible to marketing from the likes of tobacco or alcohol industries as well as fast food companies/outlets within their area attempting to generate more revenue for their businesses so marketing those who are more susceptible is an easy way to do so (Jemal et al. 2008). Furthermore, Powell et al. (2007) found that fewer chain supermarkets were found within lower-income communities, this presents a major problem to those with a lower income as they often have to pay higher food prices for poorer quality and poorer quantity while chain-supermarkets offer food at a lower price and better quality. Additionally, given that low-income populations have a much lower likelihood of owning a form of private transport (car, motorbike etc.), the methodology behind transport creates yet another barrier for those who know and want to use large supermarkets as their source of shopping but are not able to get transport there due to the cost of public transport and the distance of walking to such supermarkets being too much to. This leaves the individual having to use local grocery stores or convenience stores creating one big circle. 
	However, the relationships between social factors and health are highly complex and compile large numbers of active controversial views regarding the evidence being of sound quality. To help demonstrate the relationship between health and social status, the assignment will be looking at the current obesity epidemic and the correlation between social status and health implications. Obesity has become a worldwide recognized public concern which not only affects adults but is becoming more prominent during childhood ages (World Health Organization, 2017). The consequences of becoming obese at a younger age is the health implications which affect the child during their childhood remain with them into their adult years if no intervention has been put in place to combat the disease. A study performed by Umberson (1987) found that parents act as an effective deterrent towards health-compromising behaviours thus creating a start place to implement preventative measure such as educating parents along with children. However, some parents may be set in their ways and so convincing them to change certain behaviours may be far more challenging than first anticipated, even when presenting a better lifestyle for their child as the potential reward.
	This barrier leads onto the problems presented with environmental barriers. A study performed by Powell et al. (2006) and Sallis et al. (2016) found that environmental barriers preventing physical activity could be a crucial factor that can potentially be modified to encourage behaviours such as walking, biking, sporting activities and other forms of exercise to help promote a healthier lifestyle. This could be a problem for those within a low-income area due to the lack of opportunities and facilities compared to those who have a higher disposable income as there are more facilities available to them in order to perform some sort of physical activity from garden allotments to top of the range gym facilities (Wolch et al. 2014). Furthermore, as individuals living in low-income areas work the standard 8 hour jobs, the Office for National Statistics (2018) showing an average actual weekly hours at around 37 hours between 2014 and 2017, most come home later at nights so finding time to fit in exercise can be seen as a harder than is task, the late nights can also prove a problem as areas with low-income can have an increased rate of crime creating an unsafe environment for those who wish to exercise. Although a common theory of increased crime in low-income areas is due to poverty, Pare and Felson (2014) found that income inequality is unrelated to the change in crime where poverty is controlled. It was also found that most crime incidents are interpersonal rather than random outbursts due to income related stress issues (Pare and Felson, 2014). However, Sallis et al. (2016) also reported that residents of built up environments that are supportive of physical activity, levels of physical activity were significantly higher supporting the theory that allowing more opportunities and or choices increases the likelihood of and individual performing exercise. 
Environmental factors not only affect physical activity levels amongst adults but affect a child’s interactivity with enjoyable forms of exercise such as park environments, specialised/designed areas such as sporting fields, access to sporting facilities no matter the weather and also their total interest in outdoor activities. The influence of parents can also play a factor into how a child interacts with environmental influences of physical activity which offers another barrier of health inequality. Parenting can be a tough barrier to determine as it is a compilation of social factors, upbringing and psycho-social implications of how the parent learns and parents their child in the future. The level of physical activity a child experiences affects their current health status and exposure to a range of potential health risks. The involvement in physical activity from an early age can support the child’s social and psychological development such as peer relations and self-esteem (Weiss and Duncan, 1992) and there is evidence to suggest that parents have considerable amounts of influence on their children’s motivation or desire to be involved with various forms of activity such as games, exercise and sports (Brustad, 1996; Brustad, 1993; Eccles and Harold, 1991 and Weiss and Hayashi, 1995). Brustad (1996) noted that there was a significant relationship between a child’s perception of their parents’ physical activity processes and their own familiarization of physical activities. In the study Brustad (1996) carries on to mention that the most instrumental parent variables were perceived parental encouragement and perceived parental enjoyment whereas for the child variables most related to these parental influences were attraction to physical activity through enjoyment of games and sports, perceived fun of physical exertion meaning they find it more enjoyable and fun than boring and hard, and the last variable was perceived physical competence. However, the stronger variable for each group, boys and girls, were parental encouragement and parental enjoyment. In a condensed form of information, if parents were to encourage their children to partake in more physical activity such as sports, family trips or even to spend more time outside in their garden or park area whilst interacting with them, through the use of their influence then the management of child obesity could be reduced further with the improvement of other social skills as well as mental development. 
	Environmental barriers essentially filter down to money in the form of country economic status, local economic status and individual economic status. Without the funding governments are not able to put facilities in place for individuals to use and without those facilities to use, the public will find excuses to blame other on their current health status. However, individual economic status is highly important for the reduction of environmental barriers as most governments have preventative measure for ensuring that they can reach as many local areas to place facilities as possible, but the use of the facilities may not be what they would expect. The link between socioeconomic status and environmental inequalities are strongly related and go hand in hand with one another, with an inequality in one area there is likely some form of inequality in the other such as for this example. The lack of use of facilities in an area the government has introduced new facilities could be due to the lack of disposable income available to the individual or family. This in turn would lead the government to believe that, although presented with the opportunity to do so, the facilities are not or would not be used so brings them to the conclusion that investing in that area, especially with new facilities, would be a waste of investment funding that can be used in another area needing it. 
Conclusion
The science behind social determinants of health are far more complex than it may seem to the layman and includes various levels of different causes. Alongside these causes, attempting to locate a specific cause that does not intersect with another cause is almost impossible such as environmental barriers intersecting with socio-economic factors which can then be proposed to cross with educational attainment and so on so forth. 
	Given that social determinants of health, such as and including, those mentioned above can be said to be outside the domain of standard medical care professionals then these areas may not be so relevant to public health and medical care providers. Many public health practitioners have had no training outside of their public-health delivery training and those who provide medical care such as nurses, physicians and doctors have been trained in medicine and not social aspects of health and the belief that medical care can heal almost anything creates a dependent aspect upon those working in the medicine sector rather than taking advice from public health practitioners who work more closely with the social aspects of health. However, the increase in research and knowledge focusing on the crucial role socio-economic and other factors is helping shape the health sector creating more of an interaction between each other. 
	In The Marmot Review, a report  to propose how to tackle health inequalitites, Marmot (2010) begins by saying that to improve the health of an entire population and ensuring a fairer distribution of good health, a fairer society must first be created and due to the close link between social and economic components of society and the distribution of good health throughout the population, health inequalities are a good marker to help determine the progress towards creating the society needed, a fairer society. Marmot (2010) does not place blame upon any one section on society rather than society on a whole, this can be agreed upon in being the basis of intervening and placing preventative measures across all groups of population and incorporating measures seamlessly into health sectors as well as placing a focus on increasing the use of social sectors to deliver advice and information on health. 
	Social aspects in any form can affect a person’s health either in a negative way or in a positive way. It is primarily up to the individual to ensure they live their life to the best of their ability maintaining a good diet, good hygiene and good levels of physical activity where as it is the responsibility of the government to ensure that their public remains up to date with information that could benefit their health and help those who struggle to implement this into their lifestyle.
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