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      Inequalities in Society and its Impact on Health and Wellbeing
The purpose of this paper is to look at the psychosocial factors that are ever growing in today’s society and the impact it has on a person’s health and wellbeing. It will also look at how social and geographical differences play a huge part in this. According to the World Health Organisation (WHO) social exclusion has an enormous impact on all aspects of health, often detrimental, it states that people residing in more disadvantaged areas are more likely to suffer from ill health at all stages of their life span (Commision on social detriments of health, 2008). The WHO also identifies that health is not just a physical state, but also that of social and mental well being and not just the absence of disease or infirmity (WHO, 1948). In a diagram developed by Goran Dahlgren and Margaret Whitehead in 1991, The Main Determinants of Health or as it is more commonly known as, the rainbow model, Dahlgren and Whitehead talk of the layers of impact on a person’s health. They attempt to chart the relationship between a person, the environment they live in and illness. At the centre are the individuals with a set of fixed genes. Surrounding them are suggested influences on health that can be changed. The first layer is based on the actions of the individual and ways of living that can promote or damage health alongside their individual choices. Individuals are affected by friendship patterns and what is considered normal in their community. The next layer defines the social and neighbourhood influences, which provide common support for the individual in sometimes unfavourable conditions. The third layer includes fundamental factors: housing, working conditions, access to services and provision of essential facilities. (British Medical Journal, 2010). The model defines the four positives needed to ensure a certain standard of living is met which are education, employment and its environment, living conditions and income.
While good health and long life are important, there are many other major elements which have implications on one’s quality of life. Wilkinson and Pickett both agree that in any country, people’s health and overall wellbeing are related to their income, and on average that richer people tend to be healthier and happier, and are more likely to lead a fulfilled life than the poorer people in society (The Spirit Level, 2009) . The view that social problems are caused directly by material problems, such as lack of educational opportunities, inadequate living conditions, poor nutrition and so on implies that the more affluent, developed areas of society would automatically achieve a better quality of life. The higher a person’s socioeconomic position in society the greater their greater range of opportunities are and the more likely they are to lead a thriving life. They also have better health, the more favoured people are, both socially and economically the better their health (Gibbons, 2015).  There is a noticeable social gradient in health, the lower a person’s social position the worse his/her health is. The fact that in the United Kingdom (UK) people in different social circumstances experience preventable differences in health and wellbeing and length of life is quite unacceptable. Inequalities in health arise because of inequalities in society, in which the conditions people are born, develop, reside and work. Early childhood in particular, impacts on health and disadvantages throughout one’s life (Elstrad, 1998). In England people living in the poorest neighbourhoods will on average die seven years younger than those in the richest areas (Marmot, 2105). The Commission on Social Determinants of Health (CSDH), recognises that we as a society are unlikely to completely eliminate a social gradient in health, but acknowledges that it is possible to have a much smaller social gradient in health and wellbeing than is currently the case (Closing the gap in a generation, 2008).
 It has been suggested that the effects of inequalities begin in early childhood, some state even as early as prenatal stages. Giving every child the best start in life is critical in reducing health inequalities throughout the course of life. The footings for the main elements of human development and the course of life are laid out in early childhood. Physical, emotional and intellectual development is crucial at this stage. Research shows that access to positive early experiences, known as early intervention, is considerably more effective at this early learning stage than later intervention (Guralnick, 1987).
Although good schooling makes a difference, the biggest effect on their educational achievement, how well a child performs in school and in later education, is a strong, supportive family. In today’s society we should be enabling children and young people to maximise their capabilities giving them more control over their lives at later stages. In a report on The Future Education in Britain, Melissa Benn and Fiona Millar define how a major problem  British schools are currently facing is the gap between the fortunate and the less fortunate which can majorly differentiate when comparing  a child’s home background (Benn, 2006). Treachman suggests that children perform better if their parents have higher incomes and themselves have received a good education, giving them a better start in life. He also suggests that they are more likely to do better if they come from homes where reading and writing is encouraged, where parents promote education and where they have a place to study (Treachman, 1987). It poses the question, why do disadvantaged children achieve less in school despite society being committed to education, and equality in education? A nationwide study in the UK found that by the age of three, children from disadvantaged backgrounds were already educationally behind the children from more privileged homes, some by up to one year (Garrett, 1994). Young People’s Changing Routes to Independence is a report from the Rowntree Foundation which compare how children grew up in the fifties through to the seventies, it describes an expanding gap between those on the fast and slow lanes to adulthood. The report states that in the slow lane, young people born into families in higher socioeconomic classes spend considerably longer in educational settings compared to people on the fast track, here shorter education often leads them into a fragmented pattern of employment often with a lower wage, rather than a well-organized, upward career route (Bynner, 2002).
[bookmark: _Hlk29996513]Duncan Selbie chief executive of Public Health England states that having a stable well paid job is good for your health, and that the quality of the job is what makes the difference,                                                                                                                ensuring  people have a safe, encouraging and supportive working environment will help keep them both mentally and physically well leading to a longer healthier more productive working career. This is something he believes that all employers should take steps to achieve (Williams, 2018). Getting people into work is essential for reducing health inequalities, that said jobs need to offer a minimum level of quality, to include not only a decent living wage but safe and suitable working conditions and environments. Improving access to good jobs and making it easier for those who are disadvantaged to gain meaningful employment. Rates of unemployment are reportedly higher in people with very few or no formal qualifications, disabled people, people with mental health problems, single parents, older workers or the younger unskilled workers. When people in these categories find employment it is unfortunately  more likely to be in low paid, unskilled jobs with little or no chance of progression (Marmot M. , 2010). Karasek (1992) suggests that there are methods of intervention in the prevention of stress related to working conditions. Firstly, there are person‐based methods, which offer counselling and education to increase an individual's skillset and their ability to cope with the stresses sometimes caused by the working environment. Secondly, there are improvements in interaction patterns and human relations, providing more chances for decision making, joint problem solving with colleagues and productive feedback on how the individual is progressing, which in turn is reinforcing mutual support in the work environment. Although these interventions, it could be said, can help treat the symptoms rather than finding the solution to the problem itself. There are many studies which show the links between the quality of work and mental and physical health (Marmot M. R., 1978). These studies show that those classed as being higher up in the career ladder were less likely to die of heart disease than those in lower down the ladder, it is thought that the higher up you are the more likely you are to make more informed decisions regarding their work load and environment, giving them greater control over their life. There are many work-based interventions schemes which are aimed at supporting individuals in disadvantaged situations, this is done using person-based strategies. Interventions such as these address the problem in terms of an individual's characteristics, and the solution in terms of personal education and development to make up for these deficiencies, this comes in many forms such as, coaching life skills, one to one counselling and support to increase the individual skills and capacity to cope with stress formed by the work set up and access to essential services (Whitehead, 2007).  Working conditions are key in social inequalities in health because of the noticeable social gradient, with weaker conditions and diminishing positions. It has been suggested that the connection between social position and the risk of diseases such as cardiovascular illness may be due to differences in psychosocial working conditions (Marmot,M. Hemmingway,H., 1997). The evidence all suggests that gaining good employment is crucial in promoting and maintaining good health and wellbeing.
For various reasons not everyone is in employment and those without it have a much lower income, usually provided by the government in the form of benefits, the type of benefits and the amount received is dependant on an individuals circumstances  (GOV.UK, 2020). Having insufficient money to lead a healthy life is a highly significant cause of health inequality, bigger income differences make the social pyramid taller and steeper. Household income has been related to many health issues, with the most obvious being stress related illnesses and depression (Wilkinson R. , 1996). The Joseph Rowntree Foundation’s Uk Poverty 2017 shows that over 50% of people living in relative poverty are those in working households and many are in vulnerable groups, all too often certain employment does not pay enough or people fall into poverty through exceptional conditions often beyond their control (Barnard, 2017). Poverty means different things to different people, it is when you can not afford the basic needs of life, poverty is lack of food, lack of shelter, being sick and not being able to see a doctor. Donal Hirsch of the Joseph Rowntree Foundation identifies that in the 2019 update of the Minimum Income Standard (MIS) for the UK it is shown that after almost a decade of austerity, many households both employed and unemployed and on low incomes are living well below the minimum accepted standard of living (Hirsch, 2019). The Minimum Income Standard (MIS) makes recommendations as to what UK households need today in order to have, what is considered a suitable living standard. Lots of families are surviving on incomes well below the MIS, some of them in profound poverty. Recent research on households whose incomes fall well below the recommendations set out in the MIS, show that they are hampered by unsteady jobs, lack of assistance in times of need, and rising living costs, in particular the cost of housing and childcare (Hill,K. Davies,A, 2018). With the cost of living on the rise, and benefits for people of working age being frozen, households consisting of the unemployed continue to get worse off relative to MIS. For a single working adult, the amount of benefit they are entitled to only provides them with less than 32% of the required household budget, this is a 10% drop in a decade. For families with children, the amount has decreased significantly dropping from around two thirds to barely half, so a family of two adults and two children relying on benefits has only 56% of what they need.
 The level of income we receive also determines where we live, and the type of housing we live in. one in five dwellings in England does not meet the Decent Homes Standard (Department of Communities, 2020). Poor living conditions are linked with a wide range of health conditions, including respiratory conditions such as asthma and chronic obstructive pulmonary disease (copd). Substandard housing conditions includes a lack of safe drinking water, the lack of hot water for washing, lack of waste disposal and inadequate food storage, these factors have long been identified as causing the spread of infectious disease. Today, public health departments have introduced new approaches to improve housing, such as developing and enforcing new and improved housing guidelines, and executing “Healthy Homes” programs to improve housing conditions, and promoting healthy, affordable housing (Krieger,J. Higgins,D, 2002). People on low incomes are more likely to live in overcrowded homes adding to physical and mental problems.
[bookmark: _GoBack]The only sustainable solution for reducing the financial barriers to crucial health services in the UK, which will in turn reduce the current pressure on the National Health Service (NHS) is to introduce systems which incorporate social co-hesion, in which the more elite members of society sponsor the care of the sick and the elderly, local authorities do more to aid and support the less fortunate .Although this might sound good in theory enforcing this is another matter.
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