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Health inequalities: The social and material circumstances that impact public health outcomes and a further look into obesity.
This essay will discuss how different groups order their lives and how they make sense of their experiences of health. The public conceptions of health and illness will be discussed according to the immediate material and social circumstances in which people find themselves. Followed by the rules by which different social groups order their lives and make sense of their experiences of health. The circumstances which affect the health of individuals or groups will be talked about along with recent policies which consider behaviour and health maintenance. Obesity is a major health issue and will be discussed in more detail throughout the essay. 
'Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity. ‘
(World Health Organization, 2018)
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Figure 1 The main determinants of health (Dahlgren and Whitehead, 1991)

There is a multifactorial approach between different individual and social factors, which is demonstrated in the diagram, with layers that can be peeled away. The core of the diagram highlights attributes which are inherited, relating to sex, age and hereditary factors. The inner layer of the diagram proposes that health is somewhat determined by an individual’s lifestyle choices, such as if they take part in physical activity, patterns of smoking, and diet. 

Moving outwards, the diagram focuses on relationships with family members, friends and others. Which are the downstream determinants of health because it is the actions of individuals and communities. The next layer of the diagram draws attention to working and living conditions, access to healthcare services, employment and housing. The outer layer consists of broader socio-economic, environmental and cultural factors such as economic development, political change and social forces. These last two layers consist of the upstream causes of health. There is potential for layer-to-layer interaction, although it is not included in the diagram. For example, reductions in welfare services may affect access to adequate housing and therefore influence their health (Dahlgren and Whitehead, 1992).
Over the past few years there has been much discussion and debate about if genetic factors contribute to inequalities and differences in patterns of morbidity and mortality, mainly in relation to chronic conditions such as coronary heart disease and hypertension and diabetes (DoH, 2000). 
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Figure 2 Life expectancy: 1901–2026 (Source: ONS, 2005c)
Figure 2 demonstrates how it has been assumed that gender determines health. In most countries, male life expectancy is lower than a female and this is predicted to continue. Although, in recent years the male disadvantage is now less significant than before (ONS, 2005c). In England and Wales, between 1970 and 2003, life expectancy for males increased by four years although, for women life expectancy increased by just three years, with the gap being 6.2 years during 1971 and only 4.3 years during 2003. Women were assumed to have a biological advantage, because of changes in patterns of life expectancy (ONS, 2005c).
Illness and ageing are known to be linked, and old age is often seen as a period of decline and weakness. In recent years, because of an increasingly aging population, there has been panic over the concept of ageing positively and healthily which is now promoted as the way forward for older people to live their lives. Whereas illness in old age used to be a consequence of chronology and biology, it is now seen that social, behavioural and environmental factors all have a role in it (Sidell, 2007). Research by (de Groot et al., 2004) suggests the relationship between aging, health and activity has had a lot of attention. There is an emphasis between the role of physical activity throughout an individual’s life course and positively linking it into later life.
The Marmot Report suggests that education is one measure of social position and it can affect the outcome of health and social inequality. People who have a higher socioeconomic position in society have greater opportunities to lead fulfilled lives with better health. The Marmot report (2010) suggests a strong link between a higher social position and economically and having better health. Education is a measure of social positioning. Research from the Marmot report (2010) suggests people with university degrees result in having a better health and live longer than those without. Therefore, getting a good education in school and getting a degree should be a goal worth striving for. The Marmot report (2010) also suggests that the real concern for health should focus on individual’s unhealthy behaviours and the UK’s health care system, the NHS. 

The Marmot Report suggests inequalities in education can affect mental and physical health, as well as employment, income and overall quality of life. To have equality from the start, investment in childhood years is critical. Success in education has many advantages such as better employment, physical and mental health and better income. The benefits of education are important. People in society would be better off in many ways, including the circumstances in which they are born, grow, live, work, and age. People would see an overall improvement in well-being, better mental health and less disability, their children would do better, and they would live in sustainable, cohesive communities (Marmot report, 2010). Evidence shows the most important factors influencing education are family background, relationships with peers, neighbourhoods and what goes on in schools (Marmot, 2010). 
Findings by The Round Tree Report, (2018) suggest that in 2009 the numbers of 16-year-olds not achieving five GCSEs at any level and 19-year-olds not achieving a level 2 qualification were lower than any time in the previous decade. Approximately 50,000 pupils did not obtain five GCSEs in 2009 (8% of all pupils). Of these, 7,000 got no GCSEs at all. As the number of 16-year-olds lacking five GCSEs has fallen for several years now, the number of 19-year-olds not attaining qualifications has also fallen. Also, in 2009, approximately 180,000 19-year-olds lacked at least a level 2 or equivalent qualification. At 23%, this results in the lowest proportion in the last decade. 
Marmot (2010) suggests that low financial incomes are a key factor in the cause of health inequalities. As society becomes richer, the levels of income and resources that are adequate also increase in price. The calculation of Minimum Income for Healthy Living (MIHL) contains the level of income needed for a balanced diet, physical activity, medical care, housing, transport, social interactions and hygiene. In the UK there are gaps between a minimum income for healthy living and a level of state benefit payments that many people receive. Although important steps made by the Government trying to tackle child poverty, the percentage of the UK population living in poverty remains shockingly high, well above the European Union average and worse than in Germany, the Netherlands, France and the Nordic countries. The UK benefits system remains inadequate, although the Employment policy has helped (Marmot, 2010).
According to the Marmot report (2010), to implement standards for minimum income for healthy living, the government will need to remove ‘cliff edges’ for those going in and out of work and work on improving flexibility of employment. Implementing systems of pensions, taxation, benefits and tax credits to provide a minimum income for healthy standard of living and pathways for moving upwards.
 Further research by The Round Tree Report, (2018) suggests in 2009 saw the first rise in the percentage of children not reaching basic levels of literacy and numeracy at the age of 11 years old, for over a decade. This rise was more evident in English than maths, and mostly seen in schools with high proportions of children entitled to free school meals. All displays of ill-health have either improved or stayed stable for the past ten years. The rates for infant mortality are down amongst children born to parents in manual and non-manual social classes. Premature death rates have dropped amongst men and women (JRF, 2018).
Findings by The Round Tree Report, (2018) states in the UK by 2010, almost 2.5 million people were unemployed, which is slightly more than in 2009. Around 6 million in total were unemployed either, ‘economically inactive’ but want to work, or employed part-time and unable to find Full-time work. The unemployment rate among those aged 16–24 was at 20%, which is the highest in 18 years and three times that for other adults in 2010. A household is in poverty is if the income is less than 60% of median household income for the year. In 2008/ 2009, 60% of median income was worth £119, per week for a single adult.  These numbers are net of council tax and income tax and after deducting housing costs (JRF, 2018). These figures demonstrate the difficulty that many may have with affording to make healthy choices.
According to WHO (2018), health inequalities are defined as the difference in health status among groups of people between countries and within countries. These inequalities result from inequalities within societies. Social and economic situations and their effects on people’s lives impact on their risk of illness and the actions taken to prevent illness or treat illness when it occurs. The groups in the United Kingdom showing differences in health chances are mostly based on social class, ethnicity, region and gender (WHO, 2018).  The Marmot report (2010) inequalities in health is a main concern in the 19th and 20th centuries continuously trying to find solutions to the problems. Reducing health inequalities is a matter of social justice and equality. Inequalities can be a matter of well-being and misery, of health and illness and life and death. Inequalities in health is created by inequalities in society. It may come from where people are born, where they work, age and where they live. Taking action to reduce inequalities in health requires action across the whole of society and not just only those it affects. 
The World Health Organisation (WHO), (2018) stated that ‘social injustice is killing on a grand scale’. A shocking discovery by Marmot (2010) suggest that in England people who live in the poorest areas will, on average die seven years earlier compared to people living in the richer areas. Inside countries, there is evidence that suggests the lower an individual’s socioeconomic position the worse their health is. In health there is a social gradient that runs from top to bottom of the socioeconomic spectrum. Which is a global phenomenon, seen in all low, middle and high-income countries. The social gradient in health means that health inequalities affect everyone from all around the world (WHO, 2018). In England as well as significant differences between best-off and worst-off, the relationship between health and social circumstances is also a graded one, results in the social gradient of health. Social gradient classifying people not by where they live, but by the level of education, there housing conditioning and their occupation. Marmot (2010) suggests the higher someone’s social positioning, the better someone’s health is predicted. Health inequalities are not created by a bad genetical makeup or unhealthy behaviours, they are caused by social and economic inequalities in society. 
To reduce the sheerness of social gradient in health action must be universal, this is known as proportionate universalism (Social Exclusion Unit ESU, 2004). Focusing alone on the most disadvantaged will not reduce the health gradient and will only tackle a small proportion of them problem. To achieve a positive impact on health inequalities the issue in social gradient for children should be addresses to positive early on in life. 
The Social Exclusion Unit ESU, (2004) suggests social exclusion is when people suffer with a mixture of problems such as discrimination, unemployment, poor housing, poor skills, ill health, high crime and family breakdown.  When the mixture of problems combines which can create a vicious cycle. Social inclusion can happen from a problem that has occurred in their lives or could start from birth. Being work into poverty has a major influence on future life chances (Social Exclusion Unit, 2004). The groups that may suffer with social exclusion include teenage mothers, ex-prisoners, teenage runaways and people with mental health problems.  The groups lack social structures that promote wellbeing and positive health (Social Exclusion Unit, 2004). 
Marmot (2010) suggests the commissions of Social Determinations of Health state that social inequalities in health are because of inequalities in people’s daily lives and the factors that give rise to them including inequalities in money, power and resources. These social economic equalities reinforce factors that shape well-being and health. These factors include, social environment, biological factors, material circumstances and behaviours. In which these factors are influenced by race, income, gender, education, social positioning and gender. All of these are affected by the cultural and socio-political in which they are in. 
The definition of ‘lifestyle’ is ‘the aspects of health-related behaviours and conditions which entail an element of personal action at the individual level, strongly associated with the possibility of individual choice and the triumph of self-control over self-indulgence’ (Davison et al., 1992, p. 675). 
Students often lead an unhealthy lifestyle participating in risky behaviours such as smoking, unhealthy eating and excessive drinking. A study by in the UK by Nelson and Weschsler (2003) found that around 52 percent of undergraduate students drank above the recommended level. This statistic suggests most students make unhealthy lifestyle choices while they are young, not considering the health consequences that they would possibly face later in life. A report by the Office of National Statistics (2008) suggests of the 8.5 million adult smokers most of which started whilst they were teenagers. The OFS General Lifestyle Survey (2008) states that in England 200,000 young people start smoking each year, 84% of which start before the age of 19. Social and community factors also influence health and it is important to consider the way people live and if and how they work. Research by Grahams (1993) found evidence that women who had the lowest income and single parents smoked to cope with social exclusion and poverty. 

Research by Lader and Goddard, (2004) has shown that it is very difficult to change an individual’s behaviour. There has been debates about how far health can be improved through targeting an individual’s behaviour. For example, a recent Survey of smoking behaviour by (Lader and Goddard, 2004) found that nearly 80 per cent of current smokers had tried and were unsuccessful to give up smoking, and of these, 46 percent had received advice on smoking cessation.

According to SEU, (2004) 30 percent of young homeless people are estimated to have been in care at some point in their lives. Further research suggests an estimated 40 percent of homeless people have multiple needs, for example a mental health problem and issues such as drug or alcohol misuse (SEU, 2004). People who live in social exclusion and poverty often have a greater need for good housing, healthcare, education, jobs and transport. A study by the Joseph Rowntree Foundation (Wheeler et al., 2005) found evidence of the ‘inverse care law’ which means that those who need the most have the least access to good quality services. 

The Joseph Rowntree Foundation report (2018), suggests that harmful working conditions, such as work stress, poor ergonomic design, as well as physical job demands may lead to health damaging behaviours and illness. A study by Hemström, (2005), analysed working conditions conducted in Sweden. The study concluded that the work environment is an important means by which socio-economic class influences inequalities in health.

Attention of levels of sickness absence have increased in recent years and absenteeism has been recognised as an important public health issue, not only because the levels provide evidence of morbidity but because absenteeism is expensive for both the private and public sectors. A survey by CIPD, (2005), of over 1,000 employers by the Chartered Institute of Personnel and Development the commonest reason for sickness absence for all workers was minor illness, followed by stress, and back pain for manual staff.

Obesity
Being overweight is a reality of modern life around the world that is now commonly recognized as an environmental problem. The BBC News, (2018) suggests Britain is the most obese nation in Western Europe, the obesity rates are rising more significantly than any other developed nation. Obesity rates have doubled over the last two decades, meaning 63% of UK adults are now overweight. Statistics by The BBC News, (2018) state that Britain is now sixth heaviest and "considerably worse" than the 35-member club of wealthy nations. The UK's high drunkenness rate adolescent is also a vital concern. Although, the OECD Health at a Glance report states the overall health and life expectancy of people living in Britain remained average, a result that could be assisted by a reduction in smoking and adult drinking.
British obesity rates have grown and there is a shocking 27% of people with a body mass index (BMI) above 30, which is considered over weight. The OECD rank the UK as one of five countries suffering from "historically high" rates of obesity since the 1990s which is increasing by 92%, compared to the United States which is increasing by 65%. 
According to The BBC News, (2018) obesity is linked to higher risk of chronic illnesses, particularly cholesterol, diabetes, cardiovascular diseases and hypertension," the report states 
the OECD recognised campaigns to fight obesity, such as the decision by hospitals in England to ban 'super-size' chocolate bars from hospital machines, and the implementing the sugar tax, although, said "more could be done. 
Children from a low- or middle-income county are vulnerable to inadequate pre-natal, infant, and young child nutrition. In witch these children are exposed to high fat, sugar, salt, energy dense diet which is usually lower in cost but also lower in nutrient quality. These dietary patterns, are result of conjunction mixed with low levels of physical activity, result in increases in childhood obesity (World Health Organization, 2018). In the UK nearly a third of 10-year-old child are either overweight or obese and it is predicted by 2050 70 percent of 20-year-old boys and girls will be overweight or obese (Government Office for Science,2007). A shocking discovery by the National Statistics and NHS Information Centre (2009) found nearly a quarter of all 4-year olds are either overweight or obese in the UK. A rise in obesity in the UK may explain the increase of people with the disease diabetes (Gonzalez et al, 2009). According to World Health Organization, (2018) childhood obesity related to a higher chance of disability and premature death. However, in addition to increased future risks, obese children may also suffer with hypertension breathing difficulties, insulin resistance, increased risk of fracture, early markers of cardiovascular disease and psychological effects.
According to Marmot (2010) the benefits of reducing health inequalities are economic and social. It is estimates that inequality in illness accounts for losses of £31 to 33billion each year. With NHS healthcare cost related to inequality are £5.5 billion each year. If nothing is done the cost of treating illnesses such as obesity alone by 2025 will increase from £2 billion to £5 billion each year. 
Sturm (2002) suggests participating in risky behaviours such as smoking, heavy drinking, over-eating and sedentary lives are known to cause chronic health conditions such as heart disease, diabetes type 2, cancer and stroke. Younger people are among the segments of the population and are more likely to participate in unhealthy behaviours which may result in long-term consequences. This risk-taking behaviour is seem more in developed countries such as America and the UK (Nelson and Wechsler, 2003)
The BBC News, (2018) report also suggests since 2013, England has seen a dramatic increase in the number of days people stay in hospital after they are declared ready to be discharged, people are reaching over 30 additional bed days per 1000 population in since 2015. This reflects the negative state of ongoing health services. Obesity has a total economic cost of £7 billion each year (Government Office for Science, 2007). Further research by year the Government Office for Science (2007) states that in the UK the obesity prevalence has more than tripled in the last 25 years. The epidemic is more dramatic amongst the younger segments of the population.

The World Health Organization, (2018) states many low and middle-income countries are currently facing a "double burden" of disease. As these countries continue to deal with the problems of diseases and undernutrition, they are also experiencing a rapid increase in noncommunicable disease risk factors such as people being overweight and obesity, mainly in urban settings. Obesity is largely preventable. Having supportive communities and environment is fundamental in shaping people’s life choices, by making the choice of regular physical activity and healthier foods the easiest choice which can be accessible and affordable and help to prevent people from being overweight (World Health Organization, 2018).

An individual’s responsibility can only be used to a full effect when they have access to a healthy lifestyle. At the societal level it is crucial to support individuals in physical activity and maintaining a healthy diet. Evidence by The World Health Organization, (2018) suggests there are policies that make healthier dietary choices, regular physical activity available and affordable, particularly to the poorest individuals. An example is the recent introduction of a tax on sugar sweetened beverages. The food industry could also play a significant part in promoting healthy diets by reducing the sugar, sugar and salt content of processed foods. And restricting marketing of foods high in fats, sugars and salt, especially those foods aimed at children.
In the UK good access to treatment is stable for patients, but the number of nurses and doctors is down per head by 18 and 12%. The report also states there have been improvement in some cancer outcomes, with a survival rate for breast and rectal cancer outstanding the average for the first time (BBC News, 2018). In 2004 the World Health Assembly created the "WHO Global Strategy on Diet, Physical Activity and Health" which talks about the actions needed to support regular physical activity and healthy diets. The Strategy calls upon all stakeholders to act at global, regional and local levels to improve diets and physical activity patterns at a population level (World Health Organization, 2018).
To conclude, research has shown there is a huge division between the wealthy and the poor and their health outcomes. There continues to be health inequalities between socio-economic groups and this will continue if no change by the government is put in place. Although life expectancy has improved in recent years, life expectancy inequalities have increased. This suggests that more action is needed in order to improve the causes of health inequalities.
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