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This essay will firstly try to define the meaning of health. Then it will explain the concepts of health and health related fitness. It will then go on to describe how disease prevalence and therefore life expectancy in the UK are related to socio economic status. The second part of the essay will then focus on a discussion about the association between socio economic status and physical activity in particular.
Health was defined most prominently by the World Health Organisation as “being a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity” (WHO, 2022). Though, Leornardi (2018) argues that the definition is flawed nowadays as it doesn’t deal with the challenges from the number of people living with chronic disease and the growing survival rates for these diseases. 
From this point of view, Marks, Murray and Estacio (2018) concur, as how can the complete state of wellbeing be fully achieved by anyone and also argue that the WHOs definition also overlooks the psychological, cultural and economic factors of health. Leonardi (2018) explains there are 9 theories and factors defining health which is simply summed up as being able to cope with your own illnesses and discomforts and your wellbeing circumstances.
When talking about health and health related fitness, The Consensus Statement, should be mentioned, work from 95 world renowned exercise scientists on sport and exercise related topics. Bouchard and Shephard (1993) from this conclude that health related fitness can be defined as “ an ability to perform daily activities with vigour and demonstrate traits and capacities that are associated with a low risk of premature development of hypokinetic diseases and conditions”. They also explain there are also many important components when considering health related fitness which when you have a positive profile in each component the better the health outcomes. 


The components are outlined here:
· Morphological Component which includes things like Body Mass Index (BMI) and bone density. 
· Muscular Component like strength and endurance. 
· Motor Component including things like balance and coordination. 
· Cardiovascular Component relating to all functions of the blood, heart, and lungs. 
· Metabolic Component which relates to homeostatic functions like glucose, insulin and lipid metabolism. 
· (Bouchard and Shephard, 1993).
Other components to consider are lifestyle factors including behaviours, stress, sleep and mental illness. Social environment factors including things like socio economic, gender and age should be taken into consideration. Even physical environment should be considered, for example, things like air quality and temperature (Bouchard and Shephard, 1993). These are all important factors as when a component is missing or dysfunctional an individual could be impacted by negative health consequences. 
Health inequalities can be shown by comparisons in life expectancy and morbidity. Between countries with different economic statuses it’s common to see and to understand the inequalities due to variations in circumstances such as having access to health care, education, to food and basic sanitation, even living in a safe environment. However there are health inequalities within countries with high economic status, lower socio economic status is associated with worse health (Kay, 2018; Marmot et al 2008). 
Public Health England (2018a) found that there is a difference in life expectancy of 9.3 years for men and 7.3 years for women between the most affluent and the most deprived areas of England in 2014 to 2016. The figures for 2016-2018 were even more stark for the inequality gap. Marmot (2020) found that the difference in life expectancy was 9.5 years for males and 7.7 years for females between the most affluent and those in the most poverty. He argues that this is a reflection on how well a country and society is doing. 
In 2018-2020 there was a further difference of 9.7 years for men, with life expectancy for the most deprived of 73.5 years and 86.3 years for the least deprived. Also an increase in the gap for females to 7.9 years, although these statistics also include covid-19 deaths so the socio economic gap is not clear yet (Office for National Statistics 2022). 
Furthermore in Scotland premature mortality rates from cardio vascular disease, cancer and cirrhosis are higher than in England, with Wales and Northern Ireland rates in between England and Scotland. These differences suggest that these are due to socio economic reasons and risk elements not health care expenditure (Steel et al, 2018).
Marmot (2020) has declared since his Fair Society Healthy Lives review in 2010 in some parts of England life expectancy has actually started to fall, especially women from the most deprived areas in the North. The Office for National Statistics (2022) found there was a actually a decrease in life expectancy in the most deprived areas between 2015-2017 and 2018-2020 in both males and females. 
[bookmark: _Hlk120995903]Steel et al (2018) also found deprivation is more concentrated in urban areas in the North of England. Surprisingly, some small coastal communities in England, have poor health outcomes also due to high levels of deprivation (Chief Medical Officer Annual Report, 2021).Steel et al (2018) in their systematic analysis for the Global Burden of Disease study 2016, agree that the life expectancy rate has slowed down and this requires investigation and that poorer parts of the U.K. need improvement in economic regeneration being that the social determinants of health are a concern because the substantial variations in health within the U.K. point to socio economic deprivation.
The socio-economic gap between the most affluent area and the most deprived is even more depressing. Public Health England (2018a) found that healthy life expectancy, that is the years you live your life in good health, has a difference of 19 years in both females and males. Those that are disadvantaged economically are diseased and dying earlier from illnesses related to drugs, alcohol, and smoking. Inadequate nutrition and obesity, mental illness and NCDs such as heart disease and cancer are also causes of morbidity and mortality (Marmot, 2010). Public Health England (2018a) state smoking, which is more prevalent in deprived areas, and obesity are the main influences in causing heart disease, lung cancer and chronic lower respiratory disease.
Unfortunately there are many factors impacting those from lower socio economic backgrounds that in turn impacts their health, for example obesity is higher in areas of deprivation, behaviours in these environments may be hard to change and factors such as food choice, income and education are all correlated with socio economic status (Chief Medical Officer Annual Report, 2021). Marmot (2010) confirmed children from lower socio economic backgrounds who are receiving free school meals are more likely to have negative impacts in areas of their lives which could then influence their future health outcomes.
Social policy strategies therefore should focus on access to education, employment, housing, and social structure. Focussing on reducing damaging behaviours associated with deprivation and ill health such as smoking, alcohol, and diets which cause risk factors such as high B.M.I., high blood pressure and cardio respiratory diseases that then could lead to premature morbidity and mortality (Steel et al, 2018). 
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[bookmark: _Hlk121052601]Figure 1: Life expectancy at birth by area deprivation deciles and sex, England, 2016–18. Based on data from Public Health England, 2020 (Marmot, 2020).
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[bookmark: _Hlk121235501]Figure 2:
Life expectancy at birth, England, 2018 to 2020 (Office for National Statistics, 2022).
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Figure 3:
Dahlgren and whitehead (1991) model social determinants of health (Public Health England, 2018b).

One area to mitigate negative health outcomes is by partaking in Physical activity (PA). Firstly, Physical Activity includes not just exercise which is intentional but also can include household and occupational duties. It can also include leisure time physical activity (LTPA). Additionally, PA can be in the form of transport, for example walking to work (Bayles and Swank, 2018). PA can be defined by any energy expenditure that is over that of resting (Shephard, 2018). 
Physical activity is important and helps to avoid and control NCDs, being physically inactive is a leading risk factor for developing these diseases. Participating in enough PA also helps with issues pertaining to mental health and other health problems like hypertension and obesity, which could eventually develop into NCDs such Cardiovascular disease, type 2 diabetes and some cancers (WHO, 2022). Figure 4 and 5 illustrates the recommended guidelines regarding PA and sedentary behaviour (WHO, 2021; Chief Medical Officers’ Physical Activity Guidelines,2019).
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Figure 4:
WHO guidelines on Physical Activity and Sedentary Behaviour (2020).
World Health Organisation (2021).
[image: ]
Figure 5:
[bookmark: _Hlk121246564]Chief Medical Officers’ Physical Activity Guidelines (2019).

According to the WHO (2022) 81% of adolescents and 27.5% of adults do not meet the recommended amounts of PA. One in four women and one in four men in England do less than 30 mins of PA per week, this lack of activity is costing the U.K. 7.4 billion a year. People living in deprived areas are twice as likely to be inactive as those living in more affluent areas. The North West has lower levels of people getting the correct levels of PA than the South East of England (Public Health England, 2014).
Additionally, Howlett et al (2017) found those with lower socio economic status are more inactive than those of higher SES, furthermore involvement in moderate to vigorous activity and walking is lower in those groups compared with those with higher SES, affirming that in the U.K. PA and sporting participation needs to be increased in these groups.
Evidence suggests that LTPA is associated with socio economic status. Elhaheem et al (2015) found in their systematic review that there was a correlation between lower socio economic status in childhood and less LTPA in adulthood. They also found more evidence of a relationship in British compared to Scandinavian, and women compared to men.
Additionally Juneau et al (2015) found evidence in their systematic review that there is a strong correlation in socio economic status early in life and the amount of physical activity you do in adulthood and that it was significant in all types of PA but especially in LTPA. Therefore, the higher the socio economic status earlier in life the higher the LTPA. 
Furthermore Gidlow et al (2006) in their systematic review found that those of low socio economic status had lower levels of LTPA or moderate-vigorous activity than those at the top. Although did conclude that the socio economic gradient against levels of activity is not as reliable as other health behaviours due to the inconsistency of measuring both variables of PA and SES. 
Regarding differences in perception, Calnan and Williams (1991) found people from different economic backgrounds perceived exercise and physical activity differently. Working class groups perceived physical activity as from either working or performing everyday chores whereas middle class individuals saw PA as more leisure time or recreation. Around the world SES has a strong positive relationship with LTPA, which has evident positive associations with overall health benefits (Western et al, 2021).
In addition, Withall et al (2011) acknowledges there are differences in the perceptions according to SES, recognising that programmes set up to help people to develop better health behaviours are more likely to be taken up by the well-educated with higher socio economic status who already have a positive attitude to health, therefore there is already a difficulty in enrolling those in lower SES in health promoting programmes and it was found that uptake in men is even lower.
Furthermore there are disparities in facility availability and again perception. Green spaces have been found to be beneficial on physical and mental wellbeing but people in poor communities generally have access to less (Public Health England, 2018). 
However Giles-Corti and Donovan (2002) argues that even when individuals in a low socio economic area had better access to recreational facilities, compared to those in more affluent areas, they were less likely to use them. This was due to a perception that their area was busier, had more traffic and less pleasant for walking. Therefore, their perception of opportunities was more negative. 
Additionally it has been found that adults from a lower socio economic area were less likely to perceive themselves as overweight thus lessening the chance of an intervention for weight loss through PA (Howlett et al, 2017).
In conclusion, unfortunately health and illness correlate with social disparity, the lower the socio economic status the worse the health. This is shown in many behaviours including physical activity. Lacobucci (2020) states the U.K. Prime Minister must lead a policy to reduce health inequalities which have got worse after 10 years of austerity.
 Social policy and planning should focus on fairness from the start of life and childhood development where perception on PA could be formed. Thus early education is important, Craike et al (2018) found in their umbrella study that school involvement was successful in improving PA in lower SES children. 
Marmot (2018) agrees that there should be fair starts and education to develop good behaviours. Furthermore development of healthy places, creating environments important to make opportunity for green spaces and attractive areas to influence perception, and accessibility for all (Giles-Corti and Donovan, 2002) Lastly there should be access to fair employment, social protection and universal health care to develop equal health opportunity for all (Marmot, 2018).
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