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Health inequalities: The social and material circumstances that impact public health outcomes.

This essay will discuss in detail the rules by which different social groups order their lives and make sense of their experiences of health. Further discussion will highlight the circumstances which affect the health of individuals and groups, how this may affect health prevention strategies, with an explanation as to why ‘normal’ health varies between groups. Furthermore, the latest policies which consider health and behaviour maintenance will be highlighted. To illustrate the above points further, the health issue, Chronic Heart Disease (CHD) shall be discussed in detail.

Background 
Medical technology has advanced greatly in the past century and its development has enhanced the general health of the population. However, equal access to health care is yet to be achieved as inequalities persist in society. Reducing health care inequalities has significant importance and understanding why such inequalities exist despite modern advancements is vital amongst health care professionals, researchers and advisors in government, to achieve that goal. Association between health and social class has always been an issue, and despite improvements in health and the welfare state in all sectors of society throughout the years, this inconsistency remains. Discrepancies are identified in all aspects of health, including maternal and infant mortality, life expectancy and general level of health. This failure to close the social gap is a disgrace to some, but others see no issue, society believes if parameters are improving in all levels of society, there seems no need for concern. There is evidence to suggest such inequalities exist, and The Office for National Statistics highlights this releasing a report indicating that marked differences remain in all parameters of health across social classes despite the decades of health care provided by the NHS (Steel, 2015). The report indicates that women continue to live longer than men, but the gap is decreasing with changes in lifestyle and health care impacting both sexes. 

The issue is complicated however, due to the inequality identified in the report amongst local areas, which has increased during a 20-year period. Another report from The Office for National Statistics shows that the life expectancy of males in deprived areas compared to males in more affluent areas was 9 years shorter and that they were in ‘good’ health within that shorter life for less time (70.5% compared to 84.9%). Females faired better, with those in deprived areas having a life expectancy of 6.9 years shorter than their less deprived counterparts, with less time in ‘good’ health (66.2% compared to 82.9%) (Olatunde, 2015). Life expectancy for men at age 65 was greater in Chelsea and Kensington (21.6 years) and at its lowest in Manchester (15.9 years). Women of this age had a life expectancy greater in Camden (24.6 years) with Manchester women at the lowest (18.8 years) (White and Edgar, 2010). 

This outcome is discussed extensively in The Marmot report (2010) “Fair Society, Healthy Lives”. Marmot states that “People living in the most deprived areas will on average die 7 years earlier than people living in the richest neighbourhoods. Even more disturbing, people living in poorer areas not only die sooner but spend more of their lives with disability - an average total difference of 17 years”. Marmot also suggests that health inequalities will cost the NHS more than £5.5 billion per year, with illnesses such as obesity alone set to rise from £2 billion per year to approximately £5 billion per year by 2025. The outcome of the review was to see health inequalities tackled with urgency and as one of societies core priorities alongside the issue of climate change. The review further argues that a future that is sustainable must be created through action to reduce health inequalities, suggesting that active transport, sustainable communities and food production, and zero carbon houses will create health benefits throughout society. It is clear from this evidence that health inequalities amongst social classes not only exist but continue to do so despite medical advances in health. Furthermore, the term social class and its understanding is over-simplified and could incorporate many factors which create inequality such as wealth, status, culture, employment and background. These many factors mean that the affiliation amongst ill health and class is not simple by any means, there are several diverse influences on health, some of which include social class. Evidence from (Yang, Eldridge and Merlo, 2009) using the method of multilevel analysis demonstrates this by highlighting health inequalities, including those households living in the same street. Similar research from (Seaman, Leyland and Popham, 2016; Barr, Higgarson and Whitehead, 2017) supports this further. 
Sigerist, (1943) wrote, following the understanding of Virchow, “The task of medicine is to promote health, to prevent disease, to treat the sick when prevention is broken down and to rehabilitate the people after they have been cured. These are highly social functions and we must look at medicine as basically a social science” (Black Report, 1908, p. 1.11). This statement is an important one and highlights that it is improved social conditions that have had the greatest influence on health improvements such as longer life expectancy and lower infant mortality etc, rather than the impact of medical discoveries alone. A study from (Byers, 2010), highlights the idea that social inequalities have greater influence, the research indicated that despite medical improvements such as early cancer detection and treatment, inequalities in cancer mortality rates are primarily associated to social class and race. The understanding here indicates that social class has a definite impact on health outcomes, the lower down in the social class you are the more likely you are to suffer ill health. To explore this issue in depth, coronary heart disease (CHD) shall be discussed.

CHD: Ill health issue associated with health and social inequalities? 
The most common form of cardiovascular disease is Coronary heart disease (CHD). It happens when coronary arteries are narrowed by a build-up of atheroma, a fatty material inside their walls. This narrowing of the arteries is known as angina and can cause pain and discomfort and even lead to a heart attack if a blockage occurs (BHF, 2018). Cardiovascular diseases such as CHD, were the biggest cause of death in 2012 according to statistics from the British Heart Foundation (BHF, 2012). The report also shows that in 2010 almost 180,000 people died from heart diseases with approximately 80,000 deaths being from CHD. Premature deaths from heart disease in the UK totalled around 46,000, the highest proportion affected were men at 68%, with nearly one in twelve women and one in seven men dying from coronary heart disease in the UK. Deaths from CHD have been falling in younger age groups but at a slow rate than their elder counterparts however, there is some research that suggests these rates are beginning to level off (Allender et al., 2008). A social health model (shown below) developed by Dahlgren and Whitehead (1992) is widely used to illustrate how numerous factors of health result in unequal dispersal of health consequences within populaces. 
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Determinants of health (Dahlgren and Whitehead, 1992)
The relationship between the individual, disease and their environment are mapped out. At the centre is the individual, with characteristics that are fixed and cannot be altered by policies such as age. Surrounding these characteristics are modifiable health influences. Spending capacity from government can be affected by these general conditions, influencing health and social policy priorities directly (PHE, 2017). Marmot, (2010) found that CVD has the greatest impact on health inequalities. Treatment of CHD has positive effects and can be prevented through simple interventions. To allow treatment-focused and preventative measures to be structured effectively, understanding where CHD is impacting lives more is required. The inequalities of CHD are prolonged by many factors such as socio-economic status, differentiating in rates of CHD and its risk factor, lack of health understanding in some poorer groups, differences in area, i.e. postcode lottery, genetic factors predisposing risk and access to services. The socio-economic gradient highlights significant health inequalities including wealth, income, profession and educational attainment. Such socio-economic health inequalities are highlighted in research from (Torssander and Torssander, 2008) which indicates that mortality rates were 50% higher in the poorest areas from CVD related illness compared to the least deprived areas. 


Individual-level measures taken from the most recent data indicate that death rates in 2001/03 from CHD were higher in the lowest socio-economic group and lower in the higher socio-economic group. Women had higher CHD death rates than men in similar roles with female workers in routine jobs five times more likely to have the disease than those in professional or managerial jobs (Bhatnagar et al, 2014). The intricacy of health inequalities is highlighted in these findings, despite a higher rate of men having premature death from CHD than women, inequalities are more apparent among women from different socio-economic groups. Those with other health issues are at risk of CVD related illness too, a report from (NHS, 2012) states that individuals with mental health issues are more likely to have long-term health problems such as CHD. It further states that those with severe mental health issues have less access to health promotion and intervention and will often have a shorter life span. Unhealthy lifestyle choices such as smoking, inactivity and poor food consumption also pose greater risk of CHD, Bhatnagar et al, (2014) highlights a marked relationship between rates of CHD and socio-economic status. The reasearch found that lower socio-economic groups are more likely to adhere to health risk taking behaviours than those of a higher socio-economic group. Health literacy can also impact the outcome of an individuals health and the risk of developing CHD. If individuals do not have the capacity to understand, process and obtain basic health requirements, health inequality risk is greater (NHS, 2015). 

Individuals with low health literacy have poorer health outcomes, their understanding of disease and self-care is lacking, they are likely to have lower self-esteem and manage their ill health poorly, take up less health screening and have lower medication compliance, individuals with low health literacy are aslo more likely to have hospital admissions. Furthermore, low health literacy can decrease an individuals likelihood of participating in health promoting behaviours (Taggart et al., 2012). Large sections of society have shown to be impacted by health literacy, making the issue a significantly important one. In a study from (Bostock and Steptoe, 2012) the health literacy of a large subject group was observed aged >52. The study focused soley on the subjects ability to take asprin following the instructions set out with the mediction. The results found that a third of older adults had difficulty reading and understanding simple health related written information. This lack of understanding is linked to higher mortality, which has consequences for the relaying of information and delivery and design of services provided.
Other health issues that can increase risk of CHD may be genetic related such as Familial hypercholesterolaemia (FH). The genetic condition FH affects one in 500 people and those with FH have abnormaly raised levels of cholesterol at birth. FH can vastly increase the the risk of premature death from CHD if untreated, and where possible, it is encouraged that’s family history details are well documented (BHF, 2018).  Certain ethnic groups have higher CHD risk however, its relationship to illness and risk factors are multifaceted. South Asian men have a higher risk of  CHD with a 46% mortality rate and women have a 51% mortality rate compared to non-Asian populace. South Asian people also have higher risk factors of high blood pressure and diabetes (Mindell et al., 2014). However, dietary intakes of saturated fats and salt consumption and incidence of high cholesterol levels are higher in the white population in the UK compared to Black ans Minority Ethnic groups (Scarborough et al., 2011). To plan and better target services, an understanding of the complex relationship of health inequalites and the incidence of the highest risk factors is paramount. The social model of health from Dahlgren and Whitehead (1992) has fixed charactersitics of ethnicity and geneitics, and cannot be altered therefore, there needs to be progress in addressing inequalites linked with fixed characterisitcs with better access to information and services for target groups. 

Another notable marker of CVD inequalities in the UK is Geography. CHD rates are sharply divided in the North/South of England, CHD incidence is 50% hifher in the North compared to the South. Throughout the UK however, Scotland obstinately has the highest rates of mortality from CVD (Scarborough et al., 2010). Rates of CVD have been falling since the late 1970’s however, with diabetes and obesity on the rise, certain CVD risk factors are increasing in incidence (Scholes et al., 2012). Some sections of the population are likely to be affected by these risk factors more than others. To highlight this further, one study from (Kearney, 2010) indicated that risk factors displayed clear social gradients, with quantiles being greater in affluent areas. The study included risk factors such as consumption of fruit and vegetables, physical activity and obesity for analysis. In 2005, the World Health Organisation (WHO) Commision on the Social Determinants of Health was established to produce evidence on steps to take to improve health equity. Three broad reccomendations from the commision’s report were set out to realize this. They were, tackle the unequal dispersal of money, resources and power, improve daily living conditions and understand and measure the problem with assessment of the impact of the action (CSDH, 2008). 
The WHO further states that lack of coronary care units is not the cause of heart disease, but by the way in which people live their lives, which are ultimately shaped by their living environments. Therefore, the primary action on social determinants of health must come from means beyond the health sector if individuals are to achieve better health equity and social policies, economics and politics should be people centred. The Marmot Review (2010) shares a similar view, noting that reduction in health inequalities necessitates action on six policy objectives. The first is to give every child the best start in life, second is to permit all children, young people and adults the ability to maximise control over their lives, third is to create fair employment and work for everyone, fourth is to guarantee a healthy standard of living for everyone, fifth is to produce and develop sustainable and healthy communities and places and the final objective is to strenghthen the impact and role of health illness and inequality prevention (Marmot, 2010). The objectives outlined here fit well with practical measures that aim to tackle inequalities in CHD at the healthcare, public health and policy health levels.

As discussed earlier, life expectancy has improved  for men and women in the last 30 years however, disparities remain, making life expectancy a key indicator of health inequality. Life expectancy variations between the wealthiest and most deprived areas has risen. Life expectancy inequalities between local authority communities increased by 0.1 years for men with no change for women (IHE, 2018). CHD mortality rates show a similar picture, a study from (Asaria et al., 2012) examined data between 1982 and 2006 throughout 8,000 areas in England and found that deaths from CVD have more than halved across England. Decline rates for men and women over 65 years old in the poorest communities was smaller than that of the richest areas, increasing the gap. Deaths from CVD in the best performing 1% of areas  fell nearly 5 times more than the worst performing 1% of areas for men over 65 years of age, for women the disparity was ten-fold. Bringing down death rates for CVD is an issue for continued concern. Local authorities are taking up public health issues, designating budgets to support them however, there is the risk of health budgets taking a reduction as they compete with other services such as education. If health inequalities are to be limited, services such as cardiovascular screening and prevention programmes must continue to have importance so that they don’t get cut as a consequence (Parkinson, 2012). 
Recent data on CHD mortality reflects the amount of CHD deaths per 100,000 individuals in specified areas. The numbers indicate that regional inequalities remain and occur along a North-South divide in England. The national average CHD mortality rate for England shown in (figure 1) is 74.21. Many regions had rates above the average, the North East had a rate of 80.61, the North West had 89.48, the East Midlands had 79.66, Yorkshire and Humberside had 86.63 and West Midlands had 75.33 (PHE, 2013). 
Figure 1. Coronary heart disease mortality in England showing the North South divide
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The North West have the highest CHD deaths compared to the South East of England which has the lowest. Further evidence produced from (PHE, 2017) suggests that health inequalities are still a prominent issue amongst social classes. In England there are health disparities amongst those living in the North and South of the country particularly in health issues such as CHD indicated in (figure 2)
Figure 2. Deaths caused by heart disease, stroke and cancers made up half of the gap in life expectancy between the most and least deprived quintiles in England
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This table shows that in both males and females, circulatory issues such as CHD, cancer and respiratory issues are the 3 top causes of death and contribute to lower life expectancy amongst the most and least deprived individuals. Figures indicate 24% of deprived females and 27% of deprived males are more likely to die from circulatory disease than their least deprived counterparts with respirational causes of death contributing 20% to the gap in females and 15% to the gap in males (PHE 2017). The most recent data for individual-level measures comes from 2001/03. Death rates in 2001/03 from CVD, CHD and stroke were all highest in the lowest socioeconomic group and lowest in the highest socioeconomic group, with a clear gradient across the social groups. This inequality was more striking in women than men, with the CHD death rate in female workers with routine jobs five times higher than those with managerial or professional jobs. 

To measure socioeconomic differences in health, individual and area-level measures can be used. Factors such as an individual’s income, wealth, occupation, education or these factors combined make up the basis of individual-level measures and area-level measures tend to be based on an areas resources, geographical features, population or these factors combined (BHF, 2012). There are many risk factors, medical and lifestyle, that can attribute to CHD and related deaths. Individuals with medical health issues such as high blood pressure, diabetes or high blood cholesterol are at greater risk of developing CHD. People with high blood pressure are up to three times more likely to develop heart disease, with diabetes doubling those chances. Adaptable lifestyle risk factors such as smoking, physical inactivity and poor diet contribute significantly to the risk of CHD, smoking is attributed to an estimated 20,000 UK deaths from cardiovascular disease each year. Other risk factors such as age, gender, ethnicity and family history can significantly increase risk of developing CHD, air pollution can have an impact too with up to 40,000 premature deaths being associated with this environmental issue (BHF, 2018). The global strategy for achieving health for all proposed in 1977 by The World Health Organization (WHO) is fundamentally directed towards achieving greater fairness in health within and between populations. In other words, everyone should have an equal opportunity to develop and maintain good health through fair and equal access to resources for health (WHO, 2018). Targets in the United Kingdom (UK) as part of the global strategy, aim to improve the health of the deprived groups and the population as a whole. The aims also have focus on closing the gap in health inequalities (PHE, 2016). 

To tackle health inequalities, a gradient approach directs focus towards the systematic variances in life expectancy and living ideals associated with an individual’s social status in the socio-economic hierarchy. Focus needs to centre around the causes of health inequality and health damaging behaviours linked with an individuals unequal position within this hierarchy (Graham, 2009). To reduce the socio-economic gradient, the improvement of health and position amongst the poor relative to other groups has significant importance. A review on tackling health inequalities form The Department of Health (DofH) recognises that achieving real, continued improvement requires rigorous action throughout government and with other sectors. Local communities should have the power to address health inequalities in their areas by working in partnership with all services that have a role to play (Blears, 2002). 

Marmot (2010) identifies that focus on the most disadvantaged in society alone is not enough to reduce health inequalities, Graham (2009) supports this, stating that policies need to be associated with unified improvements in health across all socio-economic groups if the social gradient is to improve, and that the rate of improvement increases on each level of the socio-economic ladder. Published in 1999, The White Paper: Saving Lives: Our Healthier Nation, aimed to improve the health of the population, especially for the poorest in society, with the intent of narrowing the health gap (DofH, 1999). The paper states that it is not the role of the governement alone to improve health inequalities but that of the individual themselves. As a govenrnment, a pledge to “tackle air pollution, unemployment, low wages, crime and disorder, and poor housing” was made in the report (DofH, 1999, p. 4). It also indicated that a ‘nanny’ state approach was avoidable and that individuals had a responsibility to prevent ill health by avoiding habits that increased illness and disease such as smoking and drinking, and increase habits such as healthy eating and exercise. Narrowing the gap in health inequalities between the wealthiest and poorest is paramount however, such issues have not improved since the White Paper was produced. Graham, (2009) suggests that narrowing the gap between the wealthy and poor needs major improvement and consistency, with focus on raising the health of those in the lower socio-economic groups to a level of those in higher socio-economic groups. However, focusing on the poorest in society can leave other intermediate groups who may experience poor health, in obscurity, subsequently compromising health throughout the socio-economic hierarchy (Marmot, 2008). 
Targests set for achievement by 2010 in The White Paper included the reduction of CHD deaths in people under 75 years, by two fitfhs, saving 200,000 lives (DofH, 1999). Programmes were implemented with a budget of £96m. The proposed targets in the White Paper report were met, with evidence from the British Heart Foundation indicating premature deaths from CHD were reduced by 60% by 2010. In Wales the target of a one third reduction in CHD mortality in 65 -74 year olds by 2012 was met in 2006 and the targets for the inequality gap to be reduced by 40% by 2010 were reached in 2005 and 2008 respectively (BHF, 2012). In 2001, the national health inequalities Public Service Agreement target was introduced to focus on the reduction of inequality around life expectancy and infant mortality by 2010. The target for life expectancy inequality was to reduce the gap by 10% between the fifth of areas with the poorest health and the populace as a whole. The same reduction was set as a target for infant mortality by 2010, closing the gap of the death rate between routine and manual occupation groups and the populace as a whole. The Marmot review suggests the data for the two targets “show substantial improvements in life expectancy and infant mortality for all groups, including those in disadvantaged groups and areas” (Marmot, 2010). Where there has been decline in CVD, the majority of such has been attributed to reductions in significant risk factors such as smoking and cholesterol levels through the prescription of smoking cessation programmes and statins. However, the report from the CQC which documented this decline, indicates that CVD disparities continue despite such interventions because the rate of improvement reducing risk factors amongst deprived groups is slower than their wealthier counterparts (CQC, 2009). The report went on to further state that GP’s are less inclined to document CVD in the poorest areas meaning insufficient access to treatment. 

Research from (Wiltshire, Lee and Williams, 2017) on multiple unhealthy behaviours such as smoking, excessive alcohol use, poor diet and low levels of physical activity, has also identified inequalites between socio-economic groups, outlining suggestions for tackling health disparities. The research found that the number of people engaging in unhealthy behaviours were down but those individuals were from higher socio-economic groups. The gap between the wealthy and the poor is widening amongst those who partake in three or more risky behaviours, the research found that the less educated were five times as likely to engage in unhealthy behaviours compared to their more educated counterparts. 
The Marmot Review suggests that education is one measure of social position and can impact the outcome of health and social inequality stating that “People with university degrees have better health and longer lives than those without” (Marmot, 2010). The review further states that if those above the age of 30 without a degree saw a death rate reduction to that of their counterparts with degrees, approximately 202,000 premature deaths a year would be achieved. The health and wellbeing of the nation rests in the hands of the government, and it is their responsibility to implement health equality for everyone. The governement has implemented a range of initiatives over the last 15 years to tackle health inequalites. Such initiatives include Sure Start, supporting children of disadvantaged families in the early years, and Health Action Zones, set up to include multi-agency partnerships in 26 areas of England with a budget of £4-5 million per year, per zone. Local authority areas were also ‘spearheaded’ if they were in the lowest fifth nationally for three or more of the following five issues: cancer mortality rate in under 75s, cardiovascular disease mortality rate in under 75s, Index of Multiple Deprivation 2004 score and Male life expectancy at birth/Female life expectancy at birth. However, the House of Commons Health Committee carried out an investigation of governement policies in 2009 and found Sure Start had not demonstrated any significant improvements in health for either parents or children policy and that Health Action Zones were poorly funded (HCHC, 2009). 

Throughout this essay the division between the wealthy and the poor and their health outcomes have been discussed with emphasis on CHD. It is clear that health inequalities exists between these socio-economic groups and will continue to do so under the current government based on the policies outlined for health in their manifesto. Although life expectancy has improved overal in recent years, life expectancy inequalities have increased, which indicates that far more needs to be done to improve the causes of health inequalities. Medical advancements are making progress in fighting illness and disease but the gap only widens between groups when only the wealthy can afford such procedures through private care, and the poor are left without care due to NHS finance cuts year after year. Will the gap ever close? This research worryingly, has indicated not so.
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