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The following essay discuss’ the findings of what most sociological studies of lay beliefs agree, that public conceptions of health and illness, vary according to the immediate material and social circumstances in which people find themselves. Key literature including: reports; statistical reports; policies; strategies and journal articles, will be examined to support the findings. Both the Marmot (2010) and Rowntree (2010) reports will be used as main references, as they provide accurate statistics on the subject. The essay will look at different social groups and how they order their lives, alongside the circumstances that affect their health; and to discover why ‘normal’ health varies between the different social groups. Furthermore, the inclusion of different policies and strategies that consider health maintenance and behaviour will be explored, to help define key health promotion initiatives and their success; with a focus on obesity. 
In the first instance, it is vital to define what is health? The World Health Organisation (WHO) define ‘Health’ as “a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity.” (WHO, 1948). The quote can be seen as the most accurate definition of health, as it has not been changed to date. Whereas, in the medical journal, The Lancet, where Horton (2009, p. 781) challenges the WHO’s (1948) definition in regards to its place within today’s society. He highlights the relevance of contemporary known meanings of disease at molecular, individual and societal levels. 
Health is surrounded by everyone; and is part of everyday life. Although health can be seen universally, it is portrayed in two main forms; where physical health is the health of the human anatomy, and mental health is the health of the brain, where cognition and well-being are at play. Representations of health, are present in many forms and can be promoted through media and numerous other resources. The mass-media present health-related topics for the population to envisage on a daily basis; different forms of media explore factors regarding both physical and mental health and reported ‘hot topics’. Areas such as diabetes, obesity, depression, eating disorders, coronary heart disease and assorted cancers are commonly discussed (Wakefield et al., 2010); below, figure 1.1 explores these factors. The health of someone can be determined by their immediate genetic structure as abovementioned, their social background, and other factors that affect their place within communities, in a wider sense.
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Figure 1.1 The main determinants of health (Dahlgren and Whitehead, 1991)


On looking at Dahlgren and Whitehead’s (1991) diagram, it provides the viewer of the key determinants of health. Where age, sex and hereditary factors, or the inner layers, are lifestyle related determinants of health. For example, smoking/drinking patterns or diet. Working outwards, these are the ‘downstream’ determinants of health, where the actions of individuals and communities affect one’s health. Furthermore, the socio-economics, cultural and environmental factors can be seen on the outer layer of the diagram. Age, sex and hereditary factors have been over-looked in the past century, where society is now focusing on understanding inequalities and experiences of health and illness, (Davies, 2018).

There are many factors that can influence an individual’s health - Age, sex and hereditary is one of the main factors surrounding a person's health. It can be nurtured through family, or it can be a result of your sex or age (Dahlgren and Whitehead, 1991). Obesity is the result of a relationship between genetic and environmental factors. Public Health Wales (2016) discuss the 2009 Welsh Health Survey which state that obesity in Wales showed 57% of adults in Wales were classified as overweight and obese. Furthermore, Public Health Wales (2016) discuss the efforts made to limit obesity in Wales.  There are 4 different levels of healthcare provided by the NHS and private sectors. Level 1 (as seen below) is the earliest intervention, leading to level 4 which is a ‘last resort’ scenario.

Level 1: Community-based prevention and early intervention (self-care)
Level 2: Community and primary care weight management services
Level 3: Specialist multi-disciplinary team weight management services
Level 4: Specialist medical and surgical services.

An example of a level 4 patient would be a severely obese individual that has a risk to life. Other interventions include the ‘change4life’ initiative, which is set up by the NHS, offering information and guidance on healthy eating and becoming physically active. Hereditary diseases are also a factor associated with an individual’s health; an example of this is cystic fibrosis; a genetic disease that can be passed through families. It is characterised by abnormally thick mucus that affects the lungs and other vital organs in the human body (National Health Service Choices, 2018) (NHS); it is not curable, but can be controlled by medication.

Ageing is another factor that can have positive or negative health outcomes. Typically, old age is seen to be a time when a person becomes weaker, whereas the individual ages, so does their health. Sidell, (2007) analyses ageing, explaining illness in old age to be seen as the natural causes of life. To gain a positive healthy ageing lifestyle, physical activity has in recent years proven to improve health and well-being (Hayes et al., 2013; De Groot et al., 2004). Hayes et al., (2013) discovered “improvements in cardiorespiratory fitness, body composition and anabolism by adhering to simple lifestyle changes”. The simple lifestyle changes have been confirmed to have changes in life expectancy (LE). LE in England and Wales has recently increased by eight years since the 1970’s, (NHS choices, 2011). The Office of National Statistics (2015) (ONS) provides LE statistics for both England and Wales. Their statistics are based around public health, which is either ‘very good’ or ‘good’. From birth, the LE in Wales is considerably lower than most regions in England; where for females, 83.35 is the life expected to live and 78.51 years for males. Even though both figures for both sexes are considered low, Wales’ LE has increased. Adversely, the city of London, compared with Wales as a whole; individual LE has increased to around 2 years for both sexes. Females on average will live to 84.2 years and males will live to 80.3. 
For ages 65, in 2014, females in Wales had another 20.6 years to live, however, males had another 18.19 years. At the age of 65 and living in London, females could live up to another 21.9 years and males 19.2 years (Office of National Statistics, 2015). “For every 10 percent increase in older population, the LE falls by 6 months”, (Buck and Maguire, 2015).  Comparing both Wales and London shows an increase in LE at birth and at the age of 65. The reasoning behind this is that London’s suburbs’ ‘travel-to-work’ scheme, means that every individual’s LE is 5-months higher and roughly double for central London’s travel-to-work area (Buck and Maguire, 2015). The Kings Fund also note that the west of the UK is much more deprived than central and suburban London; discovering the bulk of areas with low life expectancy had higher proportions of people earning low or no wages (cited in Buck and Magire, 2015). ONS (2013) measure deprivation by: income; education; employment; health and crime - amongst others. Inequality is then measured from least to most deprived. The life expectancy from birth, between the least and most deprived in the UK alone, is 81 years old for the least deprived males, to 73 years old for the most deprived males. Females have a life expectancy of 85 years old, however, the most deprived females have a life expectancy of 79 years. Furthermore, deprived areas, such as some parts of Wales can not afford fresh fruit and vegetables, where for every 10 percent more fruit and vegetables consumed, LE increases by four months. At age 65, LE in Wales is considerably lower than in London, particularly in males rather than females. NHS England (2017) state that, the UK alone has half as many people aged 75 and over, than in 2010. Are the extra years of life benefitting society or damaging the pockets of the NHS? NHS England (2017) comment that it costs “three times more to look after a seventy-five-year-old” in addition to “five times more to look after an eighty-year-old” (NHS England, 2017). Figure 1. demonstrates a predicted increase in cost for the NHS for ages 65 and over.
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Figure 1. Health care spending prices, (NHS England, 2017).

From age 65 and above, an increase in cost (in excess of £10,000 per person) in the NHS is shown. In today’s society, the elderly population, whom are in critical condition, are predominately being cared for by the NHS. The Office of Budget Responsibility (2016) proclaim that the amount of money spent on health peaked in 2009, where the NHS spent £7600 per capita on the elderly. To improve the health of the elder population, Louria (2005) argued it will consist of a broad approach that includes changing the retirement age; implementing strategies to saving during the working age, as well as building a strong ‘social security system’. Another factor effecting LE is obesity; obesity doubles the risk of dying prematurely, as commented by HM Government (2017). Individuals who are obese are also seen to have a higher chance of obtaining cancerous cells. Policies and strategies to limit obesity in the UK are discussed towards the end of the essay.


‘Social capital’ has become a current topic in public health in recent years (Hawe and Shiell, 2000); it allows communities to support one another, whilst promoting quality life. Social capitalism is defined by Bourdieu as, (1986).

‘The aggregate of the actual or potential resources which are linked to possession of a durable network of more or less institutionalized relationships of mutual acquaintance or recognition – or in other words to membership of a group’ (Bourdieu, 1986, p. 248).

The possession of social capitalism, can open opportunities to work and socialise. For example, an obese person may may be struggling to improve their physical health and they may know an individual through a social group, that can help them with their weight loss.
Another example of social capitalism can be seen as parent teacher associations. Bagnall et al. (2003) work looks at the differences between working and middle-class society; they discovered a corresponding link between middle-class parents and ‘parent and teacher associations’ (PTA). It was found that working-class parents did not attend ‘parent and teacher associations’, because of the social group they surround themselves with. PTA a groups can also be classed as a social capital (Hawe and Shiell, 2000). Social capitalism and health are stated to have similarities. Those who are not a part of social capital can be labeled as ‘socially excluded’. Social exclusion can be a result of deprivation or an inequality, or it can start from birth.  Some social groups who often suffer with social exclusion are individuals with a mental disorder, teenage mothers or ex-prisoners, as stated by the Social Exclusion Unit, (2004). There have been many attempts to decrease social exclusion by promoting social inclusion. Social inclusion is “positive action taken to change the circumstances and habits that lead, or have led, to social exclusion”, (Charity Commission, 2001). Charity Commission (2001) work together to promote social cohesion within individuals and communities.  Whereas, one of The World Bank Group (2018) strategies, was to “assess the manner and extent to which projects and programs address social inclusion”, (The World Bank Group, 2018). By firstly assessing the situation, it provides the understanding of what should be done to tackle social exclusion. Moreover, from social exclusion Graham (1993) states that social exclusion can effect both living and working conditions. For instance, for those who live in the poorest and most deprived areas, smoked to avoid stresses from poverty and social exclusion, Graham (1993). Adding to Graham (1993) work, individuals that do not have a set home can also suffer from social exclusion; as they are constantly moving away from social groups. Different communities, such as traveller communities, chose to be mobile because of their culture, whereas homeless individuals do not chose this lifestyle and is often the result of social inclusion, (Social Exclusion Unit, 2004). Depression is one of many results of social exclusion and poverty. In some cases, individuals take time off work due to these reasons. The Office of National Statistics (2005b, p. 149) state that between March and May in 2004 1.7 million working days were lost because of minor illness in the UK alone. In 2017, the Office of National Statistics (2018) update their statistics stating that 714,000 days were lost in the first quarter of 2017. Over a million days have been regained in recent years, suggesting an increase in the overall quality of working conditions. In 2005, the UK Government appointed a national director of occupational health. Since then, the ‘Health, Work and Well-being Strategy’ (DfWP, 2005) has been applied to today’s society, increasing the amount of the overall working days in the UK by over half.


On re-focussing on social exclusion, poverty can also be related to this theoretical stand-point. Lister (2009) begins her work by defining poverty; in which, descriptions can vary. One of her sources describes poverty as the “inability to participate in society”, (Townsend, 1979: Lister, 2009, p. 13). The context of the word ‘inability’ has a broad meaning. It can vary from not being able to afford healthy foods, to being excluded from the surrounding community. The Rowntree Report (2010) on poverty and social exclusion provide important statistics that will enlighten the scale of poverty and un-employment within the United Kingdom (UK) in 2010. They state that 2.5 million people in the UK were unemployed in 2010, whereas it was slightly higher than in 2009. However, in 2004 it was almost 50% more. In Wales, the ‘Joseph Rowntree Foundation’ written by Kenway and Maclnnes (2009) state that nearly 100,000 of the 3 million population were unemployed in Wales; however, in England 13 million were in poverty and 5.8 million of those were in ‘deep poverty’. Household income has also decreased in recent years as in 2008/2009, the Rowntree Report (2010) state that 60% of the workforce received an average of £119 per week for a single adult, £161 for a lone parent with 1 child (under the age of 14), £206 for a couple with no children and £288 for a couple with 2 children (under the age of 14). The lowest income recorded was £80 per week, which was categorised as the deepest poverty. Education within the UK showed 50,000 16 year olds did not get 5 GCSE in 2009 (8% of pupils) where 180,000 19 year olds did not obtain at least an NVQ level 2 in a subject. In 2009, it was recorded that children at the age of 11 did not attain basic levels of numeracy and mathematics.

The Marmot Report (2010) discusses the socio-economic qualities and the factors that shape, influence and affect health and well-being. Well-being and health are created by interrelating factors, such as: “material circumstance, social environment, psychosocial factors, behaviours and biological factors”, (The Marmot Report, 2010). Furthermore, influencing a positive health and well-being can be determined by the individual’s social position, education received, their occupation, income, gender, ethnicity and race. The report also establishes a cost that health and well-being can be measured in. The “years of life lost” and the “years of active life lost” is used to explore the amount of years and cost of premature deaths that have been lost in the UK. The Marmot Report (2010) state that 1.3-2.5 million extra years of life are lost a year in comparison to the average death rate in the UK; £31-£33 billion per year with relation to inequality illness’, of which the NHS have spent £5.5 billion per year. The report then recommends six policies that should be implemented within today’s society to reduce health inequalities. The first policy begins with giving a child the best start in life (The Marmot Report, 2010, p. 16). Current policies such as the ‘Sure Start’ and the ‘Healthy Child Programme’ promote healthy living with a positive social background in children under the age of 5. The report then produces six recommendations for current policies in-place; where they would like to see “Support [given to] families to achieve progressive improvements in early child development”, (The Marmot Report, 2010, p. 13). The report consists of: 
To “give every child the best start in life; enable all children, young people and adults to maximise their capabilities and have control over their lives; create fair employment and good work for all; ensure a healthy standard of living for all; create and develop healthy and sustainable places and communities and strengthen the role and impact of ill-health prevention.”, (The Marmot Report, 2010).
One of the report’s recommendations within giving a child the best start in life, was to provide parents a year’s maternity leave with a minimum funding to support a child’s healthy living (The Marmot Report, 2010, p. 13). Furthermore, creating a fair employment and good work for all, where a recommendation was giving guidance for stress management and promotion of mental and physical health at work (The Marmot Report, 2010, p. 20).  Both recommendations have a positive promotion aspect, where instead of applying a worse case scenario, such as limiting the wage of an individual on maternity leave, or overlooking mental issues in work colleagues.
As aforementioned, Public Health Wales (2016) state that 57 % of adults in Wales alone are obese or overweight; whereas, 27% of children in Wales at the age of 10, are either obese or overweight (Public Health Wales, 2014). It is highly likely the 33% of children who are over weight or obese have been either born into poverty, or it is hereditary (Effective Healthcare Programme, no date). The Effective Healthcare Programme also note that as obesity is robustly becoming a world epidemic, by 2050, 60% of men, 50% of women and 25% of children will be obese. Obesity in children should become a main focus point in contemporary debate, to help prevent further long-term health problems, which are costly for the NHS, (2017). It has been commented that parents have little knowledge on healthy diets, as well as a lack of money to buy those healthier foods, (Effective Healthcare Programme, no date). The Effective Healthcare Programme also comment that a sedentary lifestyle is due to the modern day child using technology and social media instead of physical activity to have ‘fun’. A policy created by HM Government (2017) focuses on ‘Childhood Obesity: a plan for Action’, as abovementioned, HM Government state that ‘obesity doubles the risk of dying prematurely’. This is one of the factors that policies such as ‘Childhood Obesity: a plan for Action’ are trying to change. Some of the policy’s initiatives begin with the introduction of a ‘soft drink industry’, removing ‘20% of sugars in products’; HM Government have recently introduced a sugar tax for those who want to keep the sugar in their products. Another initiative for businesses is to support innovation within the business to make it healthier. For the UK population the HM Government look to support those who cannot afford the healthier foods, whilst promoting 60-minutes of physical activity everyday for children. One initiative that has been on-going in the past 20 to 30 years, is making school foods healthier. A school food plan was published in 2013, which has since been updated due to the recent publications on sugars. An example of this initiative, is the ‘breakfast club’ supplied by the school whilst supporting parents with stressful situations, as well as providing children with a healthy diet (HM Government, 2017). In reducing obesity in Wales, the Welsh Assembly Government (2005) policy have provided initiatives such as ‘Climbing Higher’, which focuses the strategy around children and adults, whilst directing their plan towards promoting sport and physical activity.  
To summarise, factors that affect both the health of individuals and groups are thoroughly discussed by (Dahlgren and Whitehead, 1991), wherein figure 1.1, the layers of these factors are examined to determine whether they are considered nature or nurture. It was found that the inner layers of the diagram were more ‘natured’, where age, sex and hereditary factors are developed, uninfluenced by the surrounding environment. Furthermore, LE within individuals and groups was heavily criticised to cultivate an understanding to what influences LE. It was determined by NHS England, (2017) that over the age of 65, there is an increase in illness, meaning an increase in costs. To limit these increases, HM Government (2017) have put policies in-place to narrow down the high costs of elderly illnesses, as well as helping to prevent obesity. Physical activity and healthy eating were the two main policies looked at to decrease LE and obesity. Childhood obesity, stated by HM Government (2017) is the main focus alongside adults; to decrease future obesity, providing a healthy lifestyle for those who need it the most, such as children who are born into poverty - in addition to childhood obesity (Marmot Report, 2010). The Marmot Report (2010) and the Rowntree Report (2010) provided accurate statistics with relevance to poverty and health. The Marmot Report issued six possible suggestions for current policies, with one of the main focuses being the provision of the ‘best start to life’ for all children; whether they are born into poverty or obesity. 
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