
 

 
 

Health and Sport Committee 
 

Health Inequalities Inquiry  
 

Response to the Scottish Government  
 
  

Background  
 

1. The Committee agreed earlier this year that its work on health 
inequalities would focus on the inequalities of gender, location, ethnicity and 
deprivation, specifically in relation to cardiovascular disease.  In this context, 
the Committee later agreed to consider Equally Well: report of the ministerial 
task force on health inequalities (“Equally Well”) and report its findings to 
inform the Scottish Government’s development of an implementation plan.  

2. The Committee’s approach to this subject was to speak to a range of 
stakeholders, including ‘on-the-ground’ health professionals, public health 
specialists and officials from local government and NHSScotland.   

3. Initially, the Committee intended to focus on the health inequalities 
associated with cardiovascular services in NHSScotland. However, in the 
course of taking evidence, a number of wider issues were raised. 
Accordingly, the structure of this response is to consider (1) issues 
pertaining to health inequalities, as a whole and (2) issues specific to health 
inequalities associated with cardiovascular disease.  

Health inequalities – general issues  

Early intervention 
4.  There is consensus that to address the root causes of health 
inequalities, there needs to be a focus on early interventions and prevention 
– it is accepted that children’s circumstances in the earliest years of life are 
critical to future health inequalities. The Committee agrees with the view of 
the Chief Medical Officer that being serious about this issue means 
intervening with those very young children who are known to be vulnerable 
and also with vulnerable pregnant women.1  

                                            
1 Scottish Parliament Health and Sport Committee, Official Report, 16 April 2008. Col 738. 
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5. The Committee endorses the view expressed in Equally Well that the 
best way of making long-term inroads into health inequality is to provide high 
quality ante-natal care for vulnerable women that identifies and addresses 
risks at an early stage.2 The Committee believes that there is a better 
chance that intervention of this type will carry through to improved 
interaction between parents and children with health visitors and other 
parenting services.  

Long-term indicators  
6. The Committee notes that the Scottish Government recently published 
a statistical document, Long-Term Monitoring of Health Inequalities: First 
Report on Headline Indicators3. It provides more details on the eight 
headline indicators of inequalities in health outcomes, namely— 

• Health life expectancy;  

• Premature mortality;   

• Mental wellbeing; 

• Low birthweight;  

• Coronary Heart Disease – (1) first ever hospital admission for those aged 
under 75 and (2) deaths in the 45-74 years age group;  

• Cancer – (1) incidence rate for those aged under 75 and (2) deaths in the 
45-74 years age group;  

• Alcohol related diseases – (1) first ever hospital admission for those aged 
under 75 and (2) deaths in the 45-74 years age group; and 

• All-cause mortality – 15-44 years age group.  

7. It is not clear to the Committee how these indicators translate into 
measurable targets or trends by which people can judge whether 
success is being achieved. The Committee believes there should be  
specific targets for, and means of monitoring, reducing inequalities, 
both absolute inequalities and relative inequalities, within a given 
timescale and with milestones to be used to hold to account those 
bodies accountable for their delivery.       

                                            
2 Scottish Government, (2008) Equally Well: report of the ministerial task force on health 
inequalities. Page 19.  
Available at http://www.scotland.gov.uk/Publications/2008/06/25104032/0 [Accessed 19 June 
2008] 
3 Scottish Government, (2008) Long-Term Monitoring of Health Inequalities: First Report on 
Headline Indicators.  
Available at  http://www.scotland.gov.uk/Publications/2008/09/25154901/0 [Accessed 30 
September 2008] 
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Social circumstances and mental wellbeing 
8. One of the key lessons to have emerged from the Have a Heart 
Paisley programme and the Keep Well programme is that there is a need for 
a clear statement at the outset of what outcomes can be realistically 
achieved, as well as detailed information on the resources and time required 
to deliver these outcomes via a logical set of steps to be reached at various 
stages of the programme.   

9. The Keep Well logic model sets this out over a 10 year period with 
short terms outcomes focused on increased engagement between users 
and services, medium term changes in health behaviour, social 
circumstances and access to treatment with long-term outcomes focused on 
reduction in illness and premature death.4  

10. In Equally Well, there is an acknowledgement of the need to measure 
and manage progress in the short and medium term.  Very little more is said 
about short-term progress in Equally Well.  But, as far as the medium-term 
is concerned, Equally Well sets out four outcomes that agencies should be 
working separately and jointly to achieve— 

• reduced inequalities in outcomes for children (e.g. literacy levels, school- 
leaver destinations);  

• reduced inequalities in economic conditions and work environments (e.g. 
child poverty, low income, financial exclusion and unemployment);  

• more equitable access to basic resources and services (e.g. adequate and 
affordable housing, neighbourhood satisfaction, reduced crime rates, 
opportunity for active travel); and 

• reduced inequalities in individual health-related behaviours (e.g. smoking, 
alcohol and drug misuse, domestic abuse).5  

11.   Equally Well states that much of the task force’s work is based on the 
importance of factors such as resilience and optimism. It is stated that these 
factors go towards creating a sense of mental wellbeing and quality of life, 
whereby people are better able to deal with life’s problems and normal 
stresses.6  

12. The Committee considers that the four outcomes listed above are 
all critical to creating this sense of mental wellbeing. The Committee 
believes that greater emphasis needs to be placed on the importance 
of achieving mental wellbeing, as those who achieve this state are 
more likely to look after their own health. This is the end goal that 
everyone wants to achieve.  But the challenge is huge, given the multi-
dimensional nature of these outcomes and measures will be required 
to monitor success.   

                                            
4NHS Health Scotland. Written submission to the Health and Sport Committee. 
5 Equally Well: report of the ministerial task force on health inequalities. Page 53.  
6 Equally Well: report of the ministerial task force on health inequalities. Page 35. 
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Achieving outcomes through joint working   
13. In evidence sessions with COSLA and the Minister for Public Health, 
much was made of how the task force’s way of working represented a new 
approach whereby local government and others were partners (with the 
Scottish Government) in developing the policies needed to tackle health 
inequalities. It was argued that this type of partnership working (between 
central and local government and between local government and 
NHSScotland) would carry through to the creation of an implementation plan 
for Equally Well.7 

14. It was stressed that joint working structural arrangements – for 
example community health partnerships and community planning 
partnerships – would deliver a joined-up approach so that processes and 
delivery mechanisms are changed for the benefit of individuals and families. 
In changing these processes, COSLA stated that the principal means by 
which this joined-up approach was going to be delivered was through test 
sites and through the indicators contained within single outcome 
agreements.8  

15. The Committee notes that eight test sites are being established – each 
being a collaboration between local public services in relation to one or more 
of the task force’s priorities and each with the aim of “improving the 
pathways or routes into, through, between and out of a range of local public 
services.”9 Furthermore, in contrast to some previous pilot studies, the 
Committee understands that one of the criteria for selection of Equally Well 
test sites was that their outcomes should be capable of being applied 
elsewhere.10 

16. The Chief Medical Officer spoke of a “learning network” whereby 
individuals involved in test sites would provide feedback to colleagues ‘as 
they go’ on the basis of their contact with services users.11 The argument is 
that effective monitoring and evaluation systems established early in test 
sites, coupled with the dissemination of lessons learned via these learning 
networks on an on-going basis will ensure rapid learning and replication of 
‘what works’.   

17. On taking ownership of the implementation of Equally Well, COSLA 
also stressed the need for all stakeholders to take ownership in order for it to 
succeed. To this end, it was stated that community planning partnerships 
would be very important in delivering change and that single outcome 
agreements would be the most appropriate vehicle to give effect to the 
objectives of the Scottish Government and COSLA.12  

                                            
7 COSLA. Written submission to the Health and Sport Committee. 
8 COSLA. Written submission to the Health and Sport Committee. 
9 COSLA. Written submission to the Health and Sport Committee. 
10 Details of the test site are provided in a letter to the Convener from the Minister for Public 
Health 
11 Scottish Parliament Health and Sport Committee, Official Report, 24 September 2008. 
Cols. 1154-1155. 
12 COSLA. Written submission to the Health and Sport Committee. 
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18. The Scottish Government is shortly to publish medium-term outcome 
indicators which, according to Equally Well, are critical to the achievement of 
reductions in the key health inequalities outcomes.  These indicators are  
designed to “reflect the National Performance Framework and the new 
relationship between the Scottish Government and local authorities as 
embodied in the single outcome agreement process…[and will] guide 
community planning partnerships in their own planning and performance 
reporting.”13 

19. The Committee has reservations as to whether the use of test sites 
and the creation of single outcome agreements – as means of implementing 
Equally Well – will lead to the step change in delivery of improved outcomes 
for service users that both COSLA and the Scottish Government appear to 
think that they will. The Committee hopes that progress achieved through 
community planning and delivery partnerships will not be lost.  

20. The Committee’s reservation is supported by, for example, the  written 
evidence of NHS Health Scotland which stated— 

 “given the need for a multi-sectoral approach it would make sense to 
have more explicit and intensive use of community planning and 
delivery partnerships. These partnerships have been under 
development since 2002.”14

21. NHS Health Scotland also went on to say— 

“Equally Well could provide a greater focus and demand a higher local 
accountability for partner actions/contributions regarding their impact 
on narrowing equalities.  The Equally Well pilot test sites may help 
inform the merits of this approach”.15   

22. In later evidence to the Committee, the Chief Medical Officer and the 
Minister for Public Health both strongly argued that this time – through 
maintaining the momentum and visibility of the messages of Equally Well 
across the public sector and at all levels – the outcomes of narrowing health 
inequalities could be delivered as a result of on-the-ground action.16 

23.  The Committee accepts that single outcome agreements may 
well be a spur to genuine joint working. But, given the timescales 
referred to by COSLA, the Committee is concerned that progress in the 
short-term will have more to do with performance and planning 
frameworks than with representing anything more tangible and 
measurable for those individuals who suffer through health 
inequalities.  

                                            
13 Equally Well. Recommendation 72. 
14NHS Health Scotland. Written submission to the Health and Sport Committee. 
15NHS Health Scotland. Written submission to the Health and Sport Committee. 
16 Scottish Parliament Health and Sport Committee, Official Report, 24 Septembe 2008. Cols. 
1154-1157. 
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Identification of the target population  
24. Many of the organisations that gave evidence to us stressed the need 
to ensure that resources were targeted not just on deprived areas but also 
on those individuals in the poorest circumstances at greatest risk of being 
most adversely affected by health inequalities.  

25. It is acknowledged that it is currently difficult to pinpoint the individuals 
and households that are living in deprivation, as opposed to deprived areas. 
This is particularly the case in rural areas where, despite improvements in 
the sophistication of the Scottish index of multiple deprivation, only 16% of 
income-deprived people in rural areas are currently being identified under 
this measure (and 35% in the population as a whole).   

26.  Clearly, there is a need to make this instrument sharper particularly in 
relation to rural areas.  

27. One of the recurring themes from the evidence – particularly from  
health professionals working ‘at the coalface’ – was the need for anticipatory 
services to be as accessible as possible for ‘hard-to-reach’ people. The 
Chief Medical Officer told us earlier this year that these individuals should 
not be characterized as being hard to reach; rather they are people to whom 
it is difficult to deliver services because they choose not to take them up.17 

28.  On this basis, the Committee considers that individuals within 
the most deprived decile need to be empowered to make contact with 
the appropriate services – most obviously using the local GP practice 
as an entry point to these services.  

29. The Committee notes, however, the Keep Well experience in north 
Glasgow where the experience appears to be that the ‘hard to reach’ section 
of society is not as large as is commonly thought. The evidence from that 
study is that 95% of the population engaged with primary care services over 
the course of a three to four year period.18   

30. The challenge for service providers would appear to be to make sure 
that the most is made of the opportunities when these members of the public 
do get in contact.  In Keep Well, one of the ways in which this challenge has 
been met has been to invest in additional capacity in the primary care 
service so that time and space is created to enable half-hour initial sessions 
so that the GP or nurse can explore wider health and wellbeing issues with 
the patient.   

31. The Committee believes that it is important to ensure that 
adequate capacity exists to carry out risk assessments in the first 
place and to ensure that high-risk groups continue to be prioritised 
across the country.  

                                            
17 Scottish Parliament Health and Sport Committee, Official Report, 16 April 2008. Col. 746. 
18 Per Alex Mackenzie, Scottish Parliament Health and Sport Committee, Official Report, 17 
September 2008. Col. 1099. 
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Distribution of primary care resources 
32. Earlier this year the Committee received evidence to the effect that the 
prevalence of health problems is two and a half to three times higher among 
the most deprived people but that there is a flat distribution of general 
practitioners across the country.19  The Chief Medical Officer went on to tell 
us that he had no doubt that the approach needed to be taken in Scotland 
was to target services to meet need, saying “services need to be targeted 
where need is greatest, so a differential focus is needed.”20 

33. While the Committee recognises the extra resourcing that has been 
made available to GP practices participating in the Keep Well pilot, the 
Committee considers that more systemic action is required in order to 
redress the inequity that exists in how resources are currently distributed to 
GP practices across Scotland.  

34. The Committee recognises that the current allocation formula for GP 
practices takes into account a number of factors, including one for morbidity 
and deprivation. But it appears to the Committee that the minimum practice 
income guarantee in the GP contract (which ensures that GP practices 
continue to receive the same income as they had received under the old 
contract) militates against funding additional GPs in deprived areas. As the 
Minister for Public Health said in evidence, it continues the old inequities.21 

35.  The Committee notes that the Scottish Government wishes to revise 
the contract so that the minimum practice income guarantee is begun to be 
taken away.22 

36. The Committee believes that unless structural barriers like the 
minimum practice income guarantee are removed, then progress in 
tackling the consequences and root causes of health inequalities will 
be much slower and more fragmentary than it ought to be. The 
Committee therefore encourages the Scottish Government to take a 
robust stance in its negotiations on this matter.    

Accessing services 
37. Making access to services as convenient as possible also means 
seriously addressing long-standing issues like transport to health services in 
both urban and rural areas.  For rural areas it means making real progress 
in telemedicine. There appears to the Committee to be a lack of central 
impetus in implementing telemedicine across NHSScotland (and not just 
within a single health board area) as a means of avoiding asking patients to 
travel long distances for some consultations where the same level of service 
could be achieved by carrying out the consultation by, say, videolink.   

                                            
19 Per Professor Graham Watt, Scottish Parliament Health and Sport Committee, Official 
Report, 12 March 2008.. Col. 661. 
20 Scottish Parliament Health and Sport Committee, Official Report, 16 April 2008. Col. 742. 
21 Scottish Parliament Health and Sport Committee, Official Report, 24 September 2008. Col. 
1163. 
22 Per Dr Jonathan Pryce, Scottish Parliament Health and Sport Committee, Official Report, 
24 September 2008. Col. 1162. 
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38. The Committee considers that these are exactly the types of areas 
where short-term progress could be achieved, provided there is a 
common drive from the relevant agencies to make sure that changes 
happen.   

39. It is important to note that the issues discussed above, while 
characterized as pertaining to health inequalities as a whole, are, of course, 
relevant to coronary heart disease. Having considered the broader picture, 
the next section of the Committee’s response addresses issues that 
specifically relate to inequalities in the prevention and treatment of coronary 
heart disease.    

Health inequalities – cardiovascular services 

40. The recently published long-term health indicators on coronary heart 
disease show that between 1997 and 2006 the rates of first hospital 
admission for heart attack amongst those aged under 75 years fell by 45% 
in Scotland as a whole.  Inequalities have narrowed in absolute terms and 
also in relative terms.  But in 2006 adults aged under 75 years in the most 
deprived decile were still 1.3 times mores likely to be admitted to hospital 
than those in the least deprived decile.  

41. The position with regard to coronary heart disease mortality in the 45-
74 years age group is more mixed. Again, rates fell by 45% but adults in this 
age range in the most deprived decile were 3.8 times more likely to die from 
coronary heart diseases than those in the least deprived decile. The position 
is that for this indicator while inequalities have narrowed in absolute terms, 
in relative terms the position has deteriorated, that is to say people living in 
the most deprived areas have benefited from health improvements less than 
the population as a whole from health improvements. 

42. Recommendation 46 in Equally Well is that the Scottish Government’s 
commitment to health checks for all at age 40 should be implemented in 
ways that build on the Keep Well programme. The Committee notes NHS 
Health Scotland’s view— 

“This recommendation will require extremely sensitive targeting of 
resources to ensure that those 40 years olds at highest risk of CHD 
receive a range of “protected” services proportionate to need. Without 
this targeting, the inequalities gap could increase considerably as those 
who normally engage with services will not only be the first to engage 
but will demand the highest level of core and referral services to the 
detriment of those who need them most.”23   

43. Equally, the Committee notes the view of Chest Heart and Stroke 
Scotland that the current target age range of 45 and above may well be 

                                            
23 NHS Health Scotland. Written submission to the Health and Sport Committee.  
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inappropriate for the most deprived communities, where risk factors for 
coronary heart disease and stroke may be established much earlier in life.24 

44.  This suggests that rather than a blanket introduction of health checks 
at 40, there needs to be a more sophisticated approach.  

45. The Committee considers that there is a danger that introducing 
health checks for all at 40 may exacerbate health inequalities. The 
Committee therefore recommends that the implementation plan for 
Equally Well should set out in detail how this commitment will be 
implemented in such a way that this situation does not arise.  

Access to services following screening 
46. The Committee heard evidence from several witnesses about the 
importance of services having the capacity to cope with the demands for any 
interventions that may be identified in coronary heart disease assessments. 
The Committee agrees with the views of the British Heart Foundation, 
amongst others, that mental health services, for example, will need 
additional resources to cope with increased numbers of people identified, if 
as proposed such checks are incorporated into Keep Well health checks.25 

47. The same principle will apply to smoking cessation services. With the 
reduction of ring-fenced funding of services at local level, the Committee 
considers that it is vital for health bodies to work closely with local authorities 
to ensure that these services are able to cope with the anticipated growth in 
numbers of service users. 

48. The Committee also notes the disparity between the most deprived 
and the most affluent in the provision of cardiovascular procedures to 
address the physical signs and symptoms of cardiovascular disorder, such 
as heart bypass and angioplasty.  

49. Given that over the last 10 years the relative health inequalities 
have worsened in respect of mortality rates in the 45-74 age group for 
coronary heart disease, the Committee considers that the Scottish 
Government needs to produce a SMART target, as part of the 
implementation plan, to address this matter. 

 

                                            
24 Chest Heart and Stroke Scotland. Written submission to the Health and Sport Committee.  
25 British Heart Foundation. Written submission to the Health and Sport Committee. 
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