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This resource is one strand of a wider induction and development programme led by the
NHS Chairs Group and the Public Appointments Office at the Scottish Government.

It was written with, and for, Non-Executive Directors of NHS Boards. However, the
document and additional resources referred to within the document may also be of value
to Executive Directors of NHS Boards.

NHS Boards should consider how to use this resource in relation to their local Board
development. NHS Health Scotland would be pleased to provide support to Boards in
this respect.




Ministerial Foreword

When the NHS reached its 65th birthday in 2013,

I said it was the ‘embodiment of a just and equitable society’.

The Scottish Government is committed to tackling the significant
inequalities in Scottish society and NHSScotland’s Healthcare Quality
Strategy, the 2020 Vision and the Public Bodies (Joint Working)
(Scotland) Bill are all focused on ensuring that the original values
of the NHS in Scotland are kept alive and that reducing health
inequality is fundamental to improving service quality.

I consider it an injustice that across all social groups in Scotland,
where you were born determines how long you are likely to live
and for how long you are likely to stay in good health. Health
inequalities are largely shaped by the social inequalities and life
experiences that disadvantage people and limit their opportunities
for good health. For example, the availability of good quality work,
education, and housing. However this doesn’t mean that the NHS
has no role to play - equity of access to health services and equity
in the quality of care that people experience are as important in
reducing unequal health outcomes. Providing services in proportion
to need is a fundamental element of effective action by the NHS to
reduce health inequalities.



I am delighted to welcome a publication that focuses on
strengthening the role of Non-Executive Directors of NHS Boards.
They have a crucial role in providing the scrutiny and governance
necessary to ensure that Boards maintain a commitment to justice
and health equity.

This publication outlines the actions that NHS Boards could and
should take to contribute to reducing health inequalities in Scotland.
As such, the resource will be of value to executive directors and
senior managers as well as to Non-Executive Directors.

I look forward to hearing from Boards about how they have acted
on this advice when | meet them for their Annual Reviews.

| commend this resource to all NHS Boards and their Non-Executive
Directors.

Alex Neil
Cabinet Secretary for Health and Wellbeing



NHS Health Scotland
Foreword

This resource has been developed for Non-Executive directors
working in national or local NHS Boards within NHSScotland. It
focuses on supporting Non-Executive Directors to strengthen their
contribution to the role of NHS Boards in reducing health inequalities
which will take up an increasing proportion of their attention, and
improving the health of the communities they serve.

The resource is clear that there are actions that Boards can and
should take to reduce health inequalities. These are actions that
lie within the gift of Boards and Non-Executive Directors have a
critical role in ensuring Boards take those actions.

We would recommend the resource for use in national and local
induction programmes for Non-Executive Directors, and that
Executive and Non-Executive Board members see the potential
to use this resource for whole-Board development purposes.

On behalf of the NHS Chairs Group and the Non-Executive Director
publication working group, we are delighted to recommend this
resource to you.

Margaret Burns CBE

NHS Health Scotland Chair with Dr Karen Facey, Non-Executive Director,

NHS Health Scotland and Chair of the working group for this publication
and Andrew Johnston, Vice-Chair, NHS Dumfries and Galloway



Population health has been steadily improving in Scotland but, at the same time,
health inequalities have been growing. Non-Executive Directors can play a pivotal role
in ensuring NHS Boards act to reduce health inequalities.

Health inequalities are unfair differences in the health of the population that occur
across and between social classes or population groups. They are largely determined
by social and economic factors and the way that the resources of income, power and
wealth are distributed. In turn, this unfair distribution of resources has an impact on the
environments people live and work in: their experience of discrimination and prejudice;
the quality of their housing; play and leisure areas; and access to and experience of
public services —including health and education services.

Trends and patterns in health inequalities show that they are not inevitable and are
closely related to the predominant social and economic climate and public policy,
including socio-economic and welfare policies.

Health inequalities are often expressed in terms of the gap between those with the
best and worst health outcomes. However, health inequalities exist across the social
gradient. This means that the more favourable your social circumstances, such as
income and education, the better your chance of enjoying good health and a longer life.
In other words, we are all affected to a greater or lesser degree. In addition, there is a
complex interaction between social circumstances and personal characteristics, such
as age, gender, race and sexual orientation, and health inequalities which is not yet
fully understood or addressed.

Although individuals can take action to lead healthier lives and avoid risks to their
health, many of the causes of health inequality are beyond the control or the choices
of an individual. Government and public services, including the NHS, must take
concurrent action. Research over a substantial period of time indicates that these
actions must cover the steps that can be taken to undo the fundamental causes

of health inequalities, preventing the harm done by the environmental causes and
mitigating the impact of inequality on individual health outcomes.


http://www.healthscotland.com/Equalities/characteristics/index.aspx

A review of policy in Scotland shows that, despite a robust policy landscape:

public health action on health inequalities currently focuses most on mitigating
the effects of inequality and not the fundamental causes

addressing lifestyle factors through health improvement and health promotion
initiatives is not sufficient to reduce health inequalities

more needs to be done to address the fundamental causes, as well as responding
to the effects.

Health and health equity cannot be created or protected by healthcare services on their
own — fair and equitable access to resources, such as housing, employment and income
are as, if not more, important. Nevertheless, healthcare services have a pivotal role in
ensuring that they plan and deliver their services in a way that that promotes and
protects the right of everyone to good health. Health Boards can take action in the
following key areas:

the quality of services the NHS plans and provides

what the NHS does in partnership, for example, in the development of health
and care integration

the NHS as an employer and procurer
the advocacy role of the NHS.

Knowing and understanding what to scrutinise in relation to these key areas is a critical
element of the role of a NHS Board Non-Executive Director. A set of questions and
pointers has been developed in this publication to support the Non-Executive Director
in this.



The quality of services the NHS
plans and provides

e [sthe Board using data and information
about inequality to plan its services?

¢ |sthe Board planning for health equity?

e Are Board plans informed by the
evidence of what is most and least
likely to reduce health inequalities?

e Does the Board look for inequity
in patient access and quality of
experience?

What the NHS does in partnership

e Do the Board’s strategic partnership
plans include any intended action
to address the fundamental and
environmental causes of health
inequalities as well as reacting to
the effect?

¢ |s the Board working in partnership
with the third and community sector
to strengthen community engagement
and empowerment?

The Board as an employer and
procurer

Is the impact of inequality being
considered in procurement policy
and practice?

Is the Board systematically using
equalities data to plan its workforce?

To what extent are the principles of
‘good work’ incorporated into the
monitoring of the Staff Governance
Standard?

The Board as advocate for action

Are the leaders in the Board actively
advocating for action in partnership
with local authorities, the third sector
and others in their community?

Does the Board ensure that inequality
has a focus within each of its
sub-committees?



Introduction

Sir Harry Burns, former Chief

Medical Officer (December 2012)
Average population health has been steadily

improving in Scotland whilst, at the same time,

health inequalities have been growing. Many people

die prematurely or live with preventable illness as a result of inequalities in Scotland.
This is a human tragedy, but it also causes a reduction in economic output and increase
in social problems. Reducing health inequalities is, therefore, a concern for us all.

NHS Health Scotland is a national Health Board in Scotland, working with the public,
private and third sector to reduce health inequalities and improve health.

This resource follows a similar publication developed by NHS Health Scotland for
elected members in local councils published in 2012. It has been developed to support
Non-Executive Directors working in national or local NHS Boards within NHSScotland.
It focuses on supporting Non-Executive Directors to strengthen their contribution to
the role of NHS Boards in reducing health inequalities and improving the health of the
communities they serve.

NHSScotland’s Healthcare Quality Strategy has made a clear commitment to strengthening
the contribution of the NHS in reducing health inequalities (see quote on page 9).

This resource provides a high-level overview of what causes health inequalities and what
Non-Executive Directors can do to reduce them. It is not intended to provide comprehensive
or in-depth information. Signposting to more detailed information is provided throughout
the resource. While the role of national NHS Boards differs from that of the local Health
Boards, the material in this resource is designed to be of value to Non-Executive Directors
in all Boards in considering how inequality is of central relevance to the strategy and
governance of their organisation.

Audit Scotland published its national report Health inequalities in Scotland in December
2012. A paper accompanying the report set out issues that elected council members
and NHS Board Non-Executive Directors may wish to consider in relation to how health
inequalities are being addressed within their own council and NHS Board areas. It also


http://www.healthscotland.com/topics/settings/local-government/elected-members.aspx
http://www.scotland.gov.uk/Publications/2010/05/10102307/0
http://www.audit-scotland.gov.uk/docs/health/2012/nr_121213_health_inequalities_supp_issues.pdf

aimed to help elected members and Non-
Executive Directors pose questions they may
want to ask of Executive Board members,
senior professionals and managers in order
to seek assurance about local activities and
progress. The findings of Audit Scotland’s
report and the questions posed are used
throughout this resource.

This resource is structured as follows:
Section 1: What are health inequalities?

This section provides an overview of the right
of everyone to good health and the barriers to
that right being realised. It looks at the human
right to optimal health and the concepts of
health inequality, health equity, equality

and human rights. In doing this, the impact
that the complex interaction between social
circumstances and characteristics, such as
age, gender and race has on health outcomes,
is outlined.

Section 2: The policy and public sector
landscape

This section looks at the policy and public
sector landscape within which NHS Boards
and Non-Executive Directors are working.

It provides an overview of the actions NHS
Boards can take and the key governance and
scrutiny role Non-Executive Directors can play
in relation to ensuring this action is taken.

Healthcare Quality Strategy
(2010)

Section 3: Four ways Boards can act

This section looks at four key areas
within which NHS Boards can take action
in order to reduce health inequalities.
Questions that Non-Executive Directors
may want to ask their Executive Director
colleagues, or actions they may wish to
scrutinise, are provided at the end of
each key area.
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Section 1:
What are

health
inequalities?

Introduction

This first section provides an overview of the right of everyone to optimal health and the
barriers that can prevent that right being realised. It looks briefly at the concepts of health
inequality, health equity, and equality within the context of NHS services.

In doing this, it describes the potential impact that the complex interaction between
social circumstances and protected characteristics, such as age, gender, race and sexual
orientation has on health outcomes, or — more specifically — health inequalities. While

any number of personal characteristics and circumstances are known to have a potential
impact on health (for example, carer status, being a veteran, geographical location), those
characteristics, which are protected by law from discrimination or unfair treatment, are
referred to as ‘protected characteristics’.



Defining terms

It is important to start with a definition of the terms health, health inequality, health
equity, human rights, and equality and what these mean in the context of health and
healthcare within Scotland.

Health: the World Health Organization (WHO) created the most widely quoted modern
definition of health:

‘Health is a state of complete physical, mental and social well-being
and not merely the absence of disease or infirmity.’

This definition has not been amended since 1948. However, during the Ottawa Charter
for Health Promotion in 1986, the WHO said that health is:

‘a resource for everyday life, not the objective of living. Health is a
positive concept emphasizing social and personal resources, as well as
physical capacities.’

This definition clearly illustrates that health cannot be created or protected by healthcare
services on their own — personal characteristics and access to resources, such as housing,
employment and income are as, if not more, important.

However, this should not be seen as diminishing the pivotal role healthcare services have
in ensuring that they plan and deliver their services in a way that does not adversely
impact on the right of everyone to good health.

Health inequality: put simply, health inequalities are unfair differences in the health of
the population that occur across and between social classes or population groups. Put
even more simply, health inequalities means ‘sicker longer, die younger’ (Voluntary Health
Scotland Sounding Board event, October 2013).

11


http://www.vhscotland.org.uk/vhs-sounding-board-health-inequalities/
http://www.vhscotland.org.uk/vhs-sounding-board-health-inequalities/
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EASR per 100,000

Health inequalities are often expressed in terms of the gap between those with the best and
worst health outcomes. However, health inequalities exist across the social gradient. This
means that the more favourable your social circumstances, such as income and education,
the better your chance of enjoying good health and a longer life. Put another way, all groups
except the best-off experience health inequalities. While there is a significant gap between
the wealthy and the poor, the relationship between social circumstances and health is in fact
a graded one, as illustrated below:

All cause mortality amongst those aged <75y by Income-Employment Index: Scotland 2010
(European Age-Standardised Rates per 100,000)

Least 9 8 7 6 5 4 3 2 Most

deprived deprived
Income-Employment Index

800
700
600
500
400
300
200
100

Source: Scottish Government 2013

Inequalities in mortality are the starkest manifestation of health inequality. However, it

is important to remember that inequalities in outcomes can be seen across a range of
indicators, including experience of healthcare, and in relation to experience of poorer health
within and across groups with shared characteristics.

Health equity: this refers to the differences in the quality of health and health outcomes
across different population groups. For example, differences in the presence of disease,


http://www.scotland.gov.uk/Publications/2013/10/7316/4

health outcomes or access to healthcare across racial, ethnic, sexual orientation and
S0cCio-economic groups.

For NHS Boards, this means recognising that individuals may need to be treated
differently according, and in proportion, to their level of need, in order to achieve the
same outcome. This is the essence of person-centred care and it should be central to
both the allocation of NHS resources and the planning and delivery of services.

Equality: this means ‘ensuring that every individual has an opportunity to make the

most of their lives and talents, and believing that no one should have poorer life chances
because of where, what or whom they were born, or because of other characteristics’
(EHRQ). The Equality Act 2010 includes the General Public Sector Duty. The specific duties
indicate how the Scottish Government wants us to implement the UK-wide General

Duty. These duties include: mainstreaming equality; setting equality outcomes; impact
assessing policies and practices; gathering and using employee information; and focusing
on the equal pay and the gender pay-gap.

Equality in the context of healthcare means how understanding individual characteristics
and circumstances can help to improve individual care and support at the point of service
delivery, as well as avoiding systemic discrimination in the way that services are provided.
Recording and utilising information about personal characteristics, and systematically
thinking through the impact of service plans or changes on particular groups, will

help to plan services that are accessible and beneficial to all. Health inequality impact
assessment is an important tool that enables Boards to ensure that they are protecting
and promoting equality.

Human rights: these are the basic rights and freedoms to which everyone is entitled.
They ensure that people are able to live freely, flourish, reach their potential, participate
in society and be treated fairly and with dignity and respect (EHRC). Scotland’s National
Action Plan for Human Rights (SNAP) was published in December 2013. It sets out key
commitments from government, civil society and the private sector, all aimed at improving
human rights protection in Scotland. The Action Plan — a first for the UK — comes after four
years of research overseen by the Scottish Human Rights Commission.

Equality is part of the human rights framework, promoting fairness and freedom from
discrimination so that everyone can realise their human rights. The International Human
Rights Convention includes the right of everyone to reach the highest attainable standard
of health.

13


http://www.equalityhumanrights.com/scotland/
https://www.gov.uk/equality-act-2010-guidance
http://www.scottishhumanrights.com/
http://human-rights-convention.org/
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What determines health?

To take the action necessary to reduce health inequalities, it is first important to
understand what determines health and then what causes health inequalities.

The health and wellbeing of individuals and populations across all age groups is
influenced by a range of factors both within, and to a larger extent, outside the
individual’s control.

One model which captures the interrelationships between these factors is the Dahlgren
and Whitehead (1991) ‘policy rainbow’, which describes the layers of influence on an
individual’s potential for health (see Figure 1 opposite). They describe these factors as
those that are fixed, such as an individual’s age, sex and genetics, and a set of modifiable
factors expressed as a series of layers of influence, including: the physical and social
environment and wider socio-economic, cultural and environment conditions.

As many of the determinants of health are modifiable, this tells us that health inequalities
are not inevitable. It is also important to note from this model that universal healthcare
(focused on primary care and free at the point of need) is one of the determinants of health.

What causes health
inequality?

As well as understanding what determines health, we need to understand how these same
determinants can cause health inequalities to arise. To do this, NHS Health Scotland has
developed a ‘Theory of Causation’ for health inequalities (see Figure 2 on pages 16-17).


http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx

Figure 1: What determines health?
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The Main Determinants of Health (1991) Dahlgren and Whitehead
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Figure 2: What causes health inequalities?
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The starting point for the theory of causation is the left-hand side of the model in Figure

2, and what WHO calls the ‘fundamental causes’. It is increasingly accepted that health
inequalities have their roots in the major socio-political forces that drive decisions and
priorities for governments and public bodies. This results in an unfair distribution of
power, money and resources. It is this unfair distribution that often leads to discrimination
and marginalisation of individuals and groups.

Moving along the model we can see that these fundamental causes in turn influence the
distribution of ‘wider environmental influences’. These are: the availability of jobs; good
quality housing; education and learning opportunities; and access to social and cultural
opportunities and to services in an area. Because the distribution of these influences is
shaped by the same fundamental causes, they tend to be clustered. So some areas and
population groups have poorer access to jobs, affordable transport, good quality housing
and schools and have low levels of social capital and democratic engagement.

Moving to the next box we can see that the wider environment in which people live and
work shapes their individual experiences of, for example, discrimination, prejudice, low
income, poor housing and access to health services. This results in the effects we see in
the last box of the model — the unequal and unfair distribution of health, ill health and
mortality in the population.

What does this mean for
people?

Few people would argue against the principle that everyone (and that includes people
who use health services, members of staff and those working in services procured by
the NHS) has the right to be treated with dignity and respect and to achieve the highest
attainable standard of health.

People are not defined by their characteristics of gender, age, disability etc, nor by
their comparative level of power, money and resources. People are complex and come



with unique and variable experiences and circumstances. However we know that some
people in Scotland do face discrimination and barriers to access and/or poorer quality of
experience when using health services. We also know that all of the factors referred to,
including socio-economic inequality and protected characteristics, often interact with each
other and lead to inequalities in health outcomes.

However,the systemic nature of the problems and the fact that there is a social gradient
in exposure to harm means it is not just ‘the poor’ or ‘the stigmatised’ who are affected -
everyone (except those at the very top of the social gradient) is affected.

We know that investment in access to health services which is in proportion to a person’s
needs is critical, as is addressing the wide range of barriers to people accessing or getting
the best utility from the services they access.

The National Institute for Health and Care Excellence describes access in terms of physical
access (such as absence of ramps for wheelchair users or poor and/or expensive transport
links to hospital services) and cognitive access. Cognitive access is described as barriers
to understanding complex medical advice or information.

The most common way of describing health inequalities is by area of deprivation because
this is where there is the most data on these inequalities exists. However, it is important
to remember that area deprivation is only a proxy for need — many of those with the most
need do not live in the most deprived areas. For example, it has previously been estimated
that only 41% of unemployed people and 34% of low-income households lived in the 20%
most deprived areas. Furthermore, health inequalities occur across the social gradient.
These barriers therefore exist across the social gradient, not just in the most deprived
areas. For example:

e We know that people in the most deprived areas have poorer health and, therefore,
require greater access to hospital services — but these people tend to have poorer
access and worse outcomes. However, we know that health inequalities occur across
the social gradient and so it is likely that access to services will be an issue for many
individuals living outside deprived areas, as well as those within them.

® People from deprived areas are more likely to miss hospital appointments due to a
range of factors, such as a lack of access to transport. Again we are able to measure
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http://www.nice.org.uk/

this on an area basis but it is likely that individuals living outside deprived areas
may also have problems, particularly if they live in remote areas with poor access to
transport and/or have literacy or sensory difficulties (Audit Scotland Report).

* People with protected characteristics often find it difficult to access health services
and/or have a poorer experience of their care, often compounding or contributing to
poorer health outcomes (Scottish Better Together survey).

e Health literacy is an important barrier to accessing health services and the subsequent
relationship between this and poor outcomes for people is becoming increasingly
understood. A report produced for the Scottish Government provides background
information and recommendations for NHSScotland.

The following excerpt from an NHS Greater Glasgow & Clyde report puts this complex
mixture of challenges to access very powerfully:

‘Many of ‘our patients’ face a day-to-day struggle choosing between
food or heating and supporting their children when they feel unwell
or depressed. For some people communicating with the world is

a constant struggle as they do not have fluency in English or they
cannot hear or they have not had the opportunity to learn the
language of officialdom or medical expertise.

Others may be experiencing abuse because they are perceived as
being different and inferior by others because of their ethnicity, their
sex, their sexual orientation or their disability. These experiences
alone are sufficient to cause health problems, some may make
existing health problems more difficult to deal with and some make
the experience of seeking care and support, an overwhelming
obstacle.

NHS Greater Glasgow & Clyde (2012)

The story opposite illustrates what this complex interplay of factors can mean at the level
of individual experience.
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http://www.audit-scotland.gov.uk/docs/health/2012/nr_121213_health_inequalities_supp_issues.pdf
http://www.healthcareimprovementscotland.org/programmes/patient_experience/better_together.aspx
http://www.scotland.gov.uk/Publications/2009/12/16090906/1

Individual experience: Sandra is a lone parent, living 14 floors up in a damp high
rise flat with her seven year old son, Sean. She works part time as a school canteen
assistant and is on a low wage, topped up by tax credits.

She often goes to her local Housing Office to complain about the damp and the
unsafe state of the play area outside, but feels that no one is listening to her. The
dampness is affecting her asthma and she has asked her GP, whom she likes, for a
letter. She finds it stressful to keep Sean cooped up at home and this also makes
her feel isolated. Sandra doesn’t read or write very well and worries that she will
miss her hospital or housing appointments. She is anxious and stressed most of
the time and feels that smoking helps to calm her nerves. Let’s look at some of the
‘wider influences’ and ‘fundamental causes’ that are linked to Sandra’s individual
experience.

e Environmental influences: Low pay and living in a damp house with unsafe
play space is impacting on Sandra’s physical and mental health. Smoking is her
coping mechanism but is likely to be making her asthma worse. Her poor literacy
affects her access to services e.g. reading appointment letters and will have
limited her job choices to unskilled, low paid employment. Sandra has a positive
relationship with her GP and accesses the service.

Housing policy over a number of years has led to a lack of good quality,
affordable housing. Environmental and neighbourhood policies have failed to
provide safe play areas for Sean.

¢ Fundamental causes: social forces and political decisions have determined the
distribution of power, money and resources that in turn shaped the environment
in which Sandra was born, grew up and now lives. Gender-discrimination in pay
and expectations of Sandra’s role in childcare, together with a lack of accessible
childcare, impact on Sandra’s income and opportunity to access different work
or training opportunities.
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¢ Fundamental causes level: A progressive economic policy that addresses
low pay and assures a living wage and minimum income for healthy living,
progressive taxation policy, and equality legislation to close the gender pay gap.

e Environmental influences level: Improved housing policy leading to adequate
levels of good quality, affordable social housing, with accompanying
improvements to the local neighbourhood (lower speed limits, area-wide traffic
calming, good quality green space, safe areas for play etc.).

¢ Individual experience level: Public services, which are sensitive and responsive
to Sandra’s needs, including her housing and literacy needs. Sandra is living in a
dry house, so her asthma has improved. There are safe areas to let Sean out to

play.
Sandra’s GP helped with her asthma and stress as well as helping Sandra to

contact a local adult education literacy classes — she also arranged phone
reminders for her appointments in the meantime.

After going to the literacy classes and meeting new people, Sandra is now
actively involved in local campaigns to improve her community. Improved
literacy means she is able to keep hospital appointments and is applying for
better-paid work. She is not as stressed or isolated as before and is considering
cutting down on smoking.

Action needs to be taken at all three levels: fundamental, environmental and
individual. Action only at the level of the individual is necessary, and will mitigate
the fundamental and environmental influences, but it will not be sufficient to
reduce health inequalities.


http://jech.bmj.com/content/54/12/885.full.pdf

How are we doing in
Scotland?

Health inequalities’ is used widely in this overview to encompass the concepts of ‘equity’
and ‘equality’. Population health is improving in Scotland for the population as a whole
— premature death (deaths of those age below 75) is decreasing and life expectancy

is increasing. The Scottish Government monitors long-term trends in health inequality

in Scotland. The story for health inequalities is far less positive than that for average
population health improvement.

The most common measure of health inequalities is incidence of death at a certain age
compared across geographic areas in Scotland using a measure known as the Scottish
Index of Multiple Deprivation (SIMD).

We know from these data that there are clear inequalities in health between the most

and least deprived in Scotland. In 2009/10, for example, life expectancy at birth for men
was 69 years for those living in the most deprived 10% of areas compared to 82 years for
those living in the least deprived 10%, a difference of 13 years. The difference in healthy
life expectancy (years lived with good health) was even starker, at 47 years for men in the
most deprived 10% compared to 70 years for those in the least deprived 10%, a difference
of 23 years.

In addition, we know that the manifestation of health inequality (which conditions are
causing premature mortality) is changing over time, but that the presence of health
inequality itself is not diminishing despite best efforts.

Finally, we know that society and the demographics of Scotland are constantly changing
and that there is evidence available, both nationally and locally, on inequalities in patterns
of disease and the inter-relationship between illness and, for example, gender, disability,
age and ethnicity.
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http://news.scotland.gov.uk/News/Long-term-monitoring-of-health-inequalities-599.aspx
http://news.scotland.gov.uk/News/Long-term-monitoring-of-health-inequalities-599.aspx
http://www.sns.gov.uk/
http://www.sns.gov.uk/
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Below are just some examples drawn from the data and evidence available to us:

People from minority ethnic groups generally have lower mortality than the general
population in Scotland. However, there is a higher prevalence of heart disease and
diabetes among those in the South Asian population (Gordon et al, 2010).

People with learning disabilities have been found to have untreated medical conditions
that would normally have been identified and resolved for other members of the
community. These can be minor conditions but also include serious concerns such as
breast lumps or diabetes (Gordon et al, 2010).

We have a good understanding of how a person’s gender is associated with certain
health conditions. For example, in terms of mental health and wellbeing, in 2007,
74% of suicide deaths were men, yet women are more likely than men to be admitted
to hospital for self-harm and women account for 70% of GP consultations in which a
diagnosis of ‘anxiety and other related conditions’ is recorded (Gordon et al, 2010).

Studies in Scotland demonstrated that the inverse care law (where resource
distribution favours the affluent) was entrenched within general practice and
exacerbated by primary care quality measures rather than reversed (Guthrie, 2006). A
recent report by the Deep End Practices highlights the need for a more proportionate
response to need within Primary Care.

In 2010, the Scottish Better Together patient survey programme found that patients
who were most likely to report poorer experience of Scottish hospitals were those
with poorer self-reported health status, a disability, or those requiring translation,
interpretation or communication support.


www.healthscotland.com/documents/3988.aspx
http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/
http://www.healthcareimprovementscotland.org/programmes/patient_experience/better_together.aspx

What works to reduce health
inequalities?

Much of the research in this field is rich in explanation of the problem of health
inequalities and what causes them and the research has also produced clear pointers for
policy development to address these causes.

Countries that have lower levels of income inequality also have lower levels of health
inequality and crime, with higher levels of social cohesion and generally higher levels of
wellbeing (Wilkinson and Pickett, 2011).

There is compelling evidence and growing consensus that the fundamental causes of
health inequalities — the unfair distribution of resources such as power, income and
wealth — need to be addressed.

Since the 1979 Black Report there has been a steady stream of recommendations to
redress the unfair distribution of power, money and resources. However, action has
consistently defaulted to addressing the effects rather than the fundamental causes

of inequality as they manifest themselves in individual poor health or health-risking
behaviour. It is clear that, while addressing effects is important, it is not sufficient and
action on the fundamental and environmental causes must be taken at the same time if
real improvement is to be achieved.

A review of the evidence of what is most and least likely to reduce health inequalities can
be summarised as shown in the table on page 26.
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http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1971951/pdf/jroyalcgprac00099-0005.pdf
http://www.sphsu.mrc.ac.uk/news/new-report-on-health-inequalities-in-scotland.html

Interventions likely to be Interventions less likely to be
effective in addressing health effective in addressing health
inequalities inequalities

e Structural changes to the e Written materials (pampbhlets).
environment, legislation, regulatory

Siltetas, Feel olizes e (Campaigns reliant on people taking

the initiative to opt in.

* Income support. e Campaigns/messages designed for

e |Improving accessibility of public the whole population.
SErVICes. ¢ Whole-school health education

e Prioritising disadvantaged population approaches (e.g. school-based anti-
groups, intensive support, and smoking and alcohol programmes).

starting younsg. e Approaches that involve significant

cost or other barriers (i.e. if it costs the
individual significant amount to take
part in the intervention).

-l )

(adapted from Inequalities in health in Scotland; what are they and what can we do
about them?)

The next section looks in more detail at the policy and public sector landscape and
the key areas of action for NHS Boards and how the role of Non-Executive Directors in
their governance role can be used to best effect.
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http://www.sphsu.mrc.ac.uk/news/new-report-on-health-inequalities-in-scotland.html
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Section 2:
The policy and

public sector
landscape

Introduction

The work undertaken by NHS Boards across the country provides the strategic framework
to ensure that the management of healthcare is more efficient, more accountable and
more effective. Boards bring together key partners who deliver healthcare. One of the
main functions of these different bodies is to put government policies into practice in the
best way possible.

The role of an NHS Board is to be a Board of governance, which has responsibility for
issues such as health improvement, strategic planning and resource allocation. With the
other members of the Board, non-executive members will be expected to tackle a wide
range of demanding responsibilities, balancing national policies and local needs.

So it is important to consider the policy and public sector landscape that NHS Boards
work in through a health inequalities lens. When Non-Executive Directors are making
important strategic decisions or prioritising services, they need to consider the impact of
their decisions on health inequalities.
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Since devolution, a number of policy documents have focused on the issue of health
inequalities in Scotland. The influential 1999 White Paper, Towards a Healthier Scotland,
recognised that health improvement action should encompass the circumstances people
live in (the determinants of health) as well as lifestyles and disease. All action was to be
underpinned by the need to reduce health inequalities.

In 2007, the Scottish Government set up a Ministerial Task Force on Health Inequalities.
The report of the Task Force, Equally Well, was published in 2008 and outlined
recommendations for tackling the underlying causes of health inequalities under a range
of headings including: early years and young people; poverty and employment; physical
environments and transport; alcohol, drugs and violence; health and wellbeing. Equally
Well, along with Achieving our Potential and the Early Years Framework, were seen as the
basis for cross-sector action on reducing inequalities in Scotland. The Equally Well Task
Force has been reconvened regularly with their latest report published in January 2014.

Most recently, the NHSScotland Healthcare Quality Strategy has put the patient
experience and standards of care at the heart of the NHS. This strategy, the 2020 vision
for the NHS and Health and Social Care Integration all have improving health and reducing
health inequality as fundamental ingredients alongside improving service quality. Key to
this is the concept of person-centred care, which recognises that healthcare quality is
‘built from the ground up and is dependent on the effects of millions of individual care
encounters’.

Care encounters need to be consistently person-centred, clinically effective and safe for
every person, every time. However, these encounters cannot be effective without a sound
understanding of what determines health and what causes health inequalities.

Despite this robust policy landscape, there is still a gap between the policy aspirations to
address the fundamental causes of health inequalities and predominant action. A policy
review, carried out by NHS Health Scotland on behalf of the Ministerial Task Force on
Inequalities in 2013, identified the key messages shown on page 29.


http://www.scotland.gov.uk/News/Releases/1999/02/51f0e0be-cf47-4e01-9526-6596e84b14e8
http://www.scotland.gov.uk/Publications/2008/06/25104032/0
http://www.scotland.gov.uk/Resource/Doc/246055/0069426.pdf
http://www.scotland.gov.uk/Topics/People/Young-People/Early-Years-and-Family/early-years-collaborative
http://www.scotland.gov.uk/Publications/2010/05/10102307/0
http://www.scotland.gov.uk/Topics/Health/Policy/2020-Vision
http://www.scotland.gov.uk/Topics/Health/Policy/Adult-Health-SocialCare-Integration
www.equityhealthj.com/content/pdf/1475-9276-11-12.pdf
www.equityhealthj.com/content/pdf/1475-9276-11-12.pdf

Key messages from the
implementation of policy in Scotland

¢ Public health action on health inequalities currently focuses on responding
to the effects of inequality and not the causes.

e Health improvement and health promotion initiatives to address lifestyle
factors are not sufficient to reduce health inequalities.

e More needs to be done to address the fundamental causes, as well as

k responding to the effects. J

Public sector landscape

The context for public sector reform is driven by the recognition that public sector services
need to strengthen their ability to both reduce health inequalities and to respond to the
demographic challenges Scotland faces: the decreasing numbers of adults of working

age and increasing numbers of people in retirement living longer, but not always in better
health.

The reduction of health inequalities has been an important component of all public service
policy and delivery for over a decade and yet they have continued to increase.

The challenge is clearly outlined in the Scottish Government’s response to the Commission
on the Future Delivery of Public Services, otherwise known as the ‘Christie Report’.
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http://www.scotland.gov.uk/Resource/Doc/358359/0121131.pdf
http://www.scotland.gov.uk/Publications/2011/06/27154527/0
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The response outlines key objectives of a reform
programme as:

Public services are built around people
and communities, their needs, aspirations,
capacities and skills and work to build up
their autonomy and resilience.

Public service organisations work together
effectively to achieve outcomes — specifically,
by delivering integrated services which help
to secure improvements in the quality of life,
and the social and economic wellbeing, of the
people and communities of Scotland.

Public service organisations prioritise
prevention, reduce inequalities and promote
equality.

All public services constantly seek to improve
performance and reduce costs, and are open,
transparent and accountable.

Prevention and preventative spend to be at
the heart of public service planning.

The Scottish Government has
stated that:

Public Bodies (Joint Working)
(Scotland) Bill

The Scottish Government has committed to the introduction of an integrated system
of health and social care to improve outcomes for people using health and social care
services, and to help address funding and demographic challenges over the longer term.



The consultation on proposals for the integration of adult health and social care in
Scotland was launched on 8 May 2012 by the Cabinet Secretary for Health, Wellbeing and
Cities Strategy and concluded on 11 September 2012. The Public Bodies (Joint Working)
(Scotland) Bill was introduced to Parliament on 28 May 2013. The objectives of the
intended changes to legislation are that:

e health and social care services are firmly integrated around the needs of individuals, their
carers and other family members

e they are characterised by strong and consistent clinical and care professional leadership
¢ the providers of services are held to account jointly and effectively for improved delivery

e services are underpinned by flexible, sustainable financial mechanisms that give priority
to the needs of the people they serve —rather than the organisations through which they
are delivered.

Seven outcomes have been identified for the integration of health and social care. The first
of these is of particular pertinence to this resource:

Outcome 1 - Healthier living: Individuals and communities are able and motivated to
look after and improve their health and wellbeing, resulting in more people living in good
health for longer, with reduced health inequalities. Achieving this outcome will require the
NHS and its partners to understand the fundamental and environmental causes of health
inequality. This understanding will be critical to ensuring that there the right balance is
struck between action that needs to be taken by government and public bodies and those
by the individual. We have seen that many of the causes of health inequality lie outwith
the control of the individual.

The next section gives an overview of four key areas on which NHSScotland can take
action to strengthen its contribution to reducing health inequalities.
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Section 3:
Four ways

Boards
can act

Introduction

This section focuses on the four areas within which NHS Boards can strengthen their
contribution to reducing health inequalities and the specific role Non-Executive Directors
can play to ensure these aspects are addressed.

When considering the complex interplay of individual characteristics, the fundamental
and environmental causes of health inequality and the core role of NHS Boards to provide
healthcare services, it could be concluded that NHS Boards have little power to reduce
health inequalities.

However, whilst it may be true that the NHS cannot solve health inequalities alone, it has a
vital contribution to make. This is a contribution that can be substantially strengthened.



What can the NHS do?

The NHS can and should ensure that it does not indirectly harm health through the way it
plans and delivers services. It should provide care in proportion to need, free at the point
of need. It should also ensure it does not deepen health inequalities through presiding
over unequal access and/or discriminatory practice.

Working for Health Equity: The Role of Health Professionals (2013) was published by the
Institute of Health Equity. The report highlights that, despite having the most equitable
health service in the world, inequalities in social and living conditions are driving
inequalities in health across the UK.

The report, which is aimed at those working in the NHS, points out that eight people a
second are seen by the NHS, yet not enough attention is given to the social and economic
problems (the fundamental and environmental causes) of their poor health.

The following four areas for action have been identified for action in the NHS, based on
the above report and the experience of the Scottish Centre for Healthy Working Lives.
They are:

e the quality of services the NHS plans and provides
e what the NHS does in partnership

e the NHS as an employer and procurer

e the advocacy role of the NHS.
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The quality of services the
NHS plans and provides

As stated previously, good quality care cannot be provided consistently if people from
disadvantaged groups and/or who have particular characteristics have an unequal
experience of healthcare. This needs to be addressed at the level of frontline practice.
Equally, it needs to be addressed at the level of how services are planned, resourced
and allocated to need. This includes the provision of universal services such as primary
care services, including GPs, dentists, pharmacies, practice nurses, health visitors and
community nurses. Critical to this provision is the allocation of resources and services
proportionate to need. This is a vitally important aspect of the action that NHS Boards
can take.

The universal provision of services provides a sense of everyone benefiting, and of
society buying into providing for all regardless of means. Allocating these services in
proportion to need is necessary if health inequalities are to be reduced. Importantly,
universal services delivered in proportion to need means only targeting communities
living in particular areas — it means making tough decisions about allocating resources

in all areas in proportion to need. This is important as we know that there is a social
gradient to health inequalities and that not all people with the greatest need live in areas
of deprivation.

To allocate universal services in proportion to need, Boards need to know and
understand the nature of need within the communities they serve.



What Non-Executive Directors can do in
the planning and delivery of services

There are four key areas that Non-Executive Directors should scrutinise when
carrying out their role.

1 Information and data

Knowing and understanding the role and statutory responsibilities of the Director
of Public Health is important in order to:

Scrutinise to what extent the Board is using evidence of population need, public
health profiles and intelligence available from the third sector, elected members,
community organisations and others to plan its services.

Determine whether the information the Board is collecting is likely to measure the
reduction of health inequality. If not, advocate for the collection of information that
will enable the Board to measure its progress in reducing health inequalities.

Scrutinise performance targets — will they have an impact on reducing health
inequalities?

2 Planning for health equity

Scrutinise whether strategies, plans and major service change are routinely impact
assessed for equality, human rights and health inequality using health inequality
impact assessment (HIIA) tools at the earliest possible planning stage. Is the
information produced rigorous and is it used to help ensure that fair decisions are
made and justifiable?

Scrutinise whether the Board is monitoring the use of hospital services by different
groups.

\_ J
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Look for evidence that access to services is planned and delivered in proportion
to need and complexity, and that continuity and integration between services is
improving.

Enquire as to the extent to which strategies to reduce health inequality and
promote health equity are integrated and mainstreamed with the core strategy of
the organisation.

Scrutinise whether health inequalities are being considered when financial
priorities are set and how (and whether) resources are being allocated in
proportion to need.

Scrutinise the allocation of the Change Fund and other funding streams, including
their planned or actual outcomes — is the evidence of what is least and most likely
to work to reduce health inequalities being used to shape initiatives?

Enquire if the Board, through its contribution to partnership work, is maximising
opportunities for collaboration — particularly around the maximisation of joint
services and resource to benefit those who are most disadvantaged.

3 Are Board plans informed by the evidence of what is most and least likely
to reduce health inequalities? (see table on page 26)

Scrutinise all strategy aimed at improving the health of the population. Is it biased
towards individuals opting-in and towards health behaviour change of individuals?
Does the Board understand that this bias will not reduce health inequalities?

Enquire as to how the Board mitigates the impact of poor health literacy in all of its
services, particularly outpatients and acute-based services.

Is the Board seeking out and learning from initiatives and practices that have been
effective in reducing equality gaps elsewhere?




4 Patient and public experience and feedback

Enquire as to whether feedback from patients/service users is collected and
analysed to support service improvement.

Scrutinise the methods used to gather feedback (they should be systematic and
meet agreed standards) to ensure they are not discriminatory, and review any
patterns of feedback that suggest different groups are experiencing services
differently.

Determine whether the Board is reviewing patterns of non-attendance for hospital
appointments by different groups within the population and whether the Board is
using this information to take specific action to help particular groups to access
hospital services.

Where applicable, is the Board taking targeted action to improve attendance rates
of patients living in deprived areas or amongst those population groups known to
be at risk of poor health outcomes?

Scrutinise whether the Board is monitoring the use of primary care, preventative
and early detection services by different groups. Is action being taken to improve
uptake where appropriate? For example, what is being done to improve access to
cancer screening services or free eye examinations?
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What the
NHS does in
partnership

We have seen that health inequalities are
caused by factors at a number of levels — many
of which are beyond the control of the NHS or
other public services — and that single agency
effort, such as the NHS acting on its own, will
not be sufficient to reduce health inequalities
in Scotland.

Audit Scotland (2012)

This means that the added value agencies can
bring when they work effectively together must be maximised.

The Scottish Government has clearly described Community Planning Partnerships
(CPPs) as the primary mechanism for the delivery of public service reform and improved
outcomes for communities. CPPs are the overarching umbrella for all other strategic
partnerships including Health and Social Care Partnerships and thematic partnerships
such as Alcohol and Drug Partnerships.

Each of the 32 Community Planning Partnerships in Scotland has a key role in reducing
inequalities. Advocacy for shared action on the fundamental causes relies on shared
values and action at leadership level within NHS Boards and in their role as community
planning partners. The strengthened Board responsibilities for single-outcome
agreements (SOA) provide an important opportunity for Boards to influence action to
prevent and/or mitigate the causes of health inequalities.



The Local Delivery Plan 2014 /15 Guidance for Boards highlights the vital contribution
Boards need to make in Community Planning processes.

This includes the focus on achieving shared outcomes for communities, particularly in
respect of the SOA priorities of: economic recovery and growth; employment; early years
and early intervention; safer and stronger communities, and offending; health inequalities
and physical activity; and older people. The health inequalities aspect of these key
priorities is highlighted in the Health Scotland SOA briefing notes.

To understand this more clearly, a quick overview of the pattern of health inequalities
within local authority or CPP partnership areas is presented.

Health inequalities across and
within local authority areas

Information about local community health profiles can be sourced from the Scottish Public
Health Observatory (ScotPHO). Led by the Information Statistics Division of the Public
Health Intelligence Business Unit of National Services Scotland and NHS Health Scotland,
ScotPHO brings together information and data on public health from key national
organisations. It also has downloadable copies of all ScotPHO publications.

Speak to your Director of Public Health for more information regarding locality profiles
and data and how they are used within your Board or in your Community Planning
Partnerships.

Figure 3 on page 40 shows male life expectancy at birth in the most and least deprived
quintiles within each Scottish local authority area (2006—2010). A similar pattern can
be shown for females. This is just one illustration of inequality within and across all
local areas.
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Working with the public
and the third sector to
improve quality

The need for public services to work with communities to design services that meet
their needs is at the heart of public sector reform agenda in Scotland. The Community
Empowerment (Scotland) Bill aims to: make the most of the talents that exist in our
communities; deliver high quality and improving public services; and support strong
local democracy and local decision-making.

Working with individuals and communities to empower them to take an active part in the
planning and design of services (so that services reflect what matters to people and not
what matters to services) is crucial to improving the quality of services.

The importance of assets at the level of individuals and communities and the co-
production of health is an important driver within public policy in Scotland. The Glasgow
Centre for Population Health has produced a very helpful report regarding the use of
asset-based approaches.

Working with their local community and voluntary sector groups is essential to
achieving this aspiration and can help NHS Boards more effectively involve the public in
meaningfully shaping and influencing how services are planned and delivered.

In relation to reducing health inequalities, NHS Boards should ensure that they and their
services are reaching out to all the groups and communities that make up the populations
they serve. This is particularly necessary for those at most risk from discrimination,
prejudice and exclusion, and those who find it most difficult to access and or benefit from
the services provided and to make their voices heard.

The third sector includes a wide range of national and local community and voluntary
groups who can act as intermediaries or interfaces between the NHS and communities.
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http://www.scotland.gov.uk/Topics/People/engage
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The Scottish Government, the NHS and the third sector have worked together to produce a
matrix tool; this can be used as both an assessment of the quality of engagement between
the NHS and third sector and as a planning tool.

Each NHS Board has a matrix lead and an Executive Director lead for patient and public
involvement. They should be able to provide information about what your Board’s
strategies for community empowerment and public engagement are.

What Non-Executive Directors
can do in partnership to reduce
health inequalities

Scrutinise how their Board plans, gathers and shares information and intelligence
about health needs in communities for integrated partnership planning purposes
within CPPs.

Ask how the Director of Public Health is resourced to fulfil WHO essential public
health functions 1 and 2.

Scrutinise to what extent strategic partnership plans include any intended action to
address the fundamental and environmental causes of health inequalities, as well
as reacting to the effects of these.

Scrutinise whether single outcome agreements and other partnership agreements,
for example Alcohol and Drug Partnerships, have evidence of clear health
inequality outcomes.

Scrutinise the extent to which the Board is working in partnership with the third
and community sector to support communities mobilise community assets and the
local action that will strengthen local democracy and empowerment.

Ascertain how GPs engage with the Board when developing plans in their locality to
reduce health inequalities.

Ensure that HIIAs are performed and acted upon when designing new services or

Cdesigning existing services. )



http://www.vhscotland.org.uk/wp-content/uploads/2013/02/Engagement_Matrix_finished_web_2.pdf
http://www.wpro.who.int/publications/docs/Essential_public_health_functions.pdf 
http://www.wpro.who.int/publications/docs/Essential_public_health_functions.pdf 

The NHS as an employer
and procurer

The Healthcare Quality Strategy, the Health Promoting Health Service, the 2020 vision and
Staff Governance Standard all highlight the importance of staff health and wellbeing.

There are a wide number of actions the NHS can take under this heading to address
inequalities:

Implementing the Staff Governance Standard and the 2020 Workforce Vision, both of
which are aimed at achieving a workforce that is motivated and protected by values of
fairness, inclusiveness and good employment practice.

Supporting the delivery of employment duties, including improving the monitoring of
their workforce composition by protected characteristics and having in place equal pay
strategies.

Using the characteristics of ‘good work’ as a baseline against which to measure practice
and behaviour relating to employment processes and practice.

Providing an income that supports healthy living. Although the ‘living wage’ is not always
enough to achieve this, it can result in ‘healthy living’ for more people than the minimum
wage can achieve.

Ensuring the workforce across the NHS supply chain procures benefit from the same
standard of health, safety and wellbeing at work as Health Board employees.

In relation to procurement, measuring and scoring in terms of the extent to which these
contribute to addressing health inequalities.

Supporting local small and medium sized businesses to reach a state of readiness to
compete successfully in public sector procurement to enhance local economic benefits.

Ensuring equality in access and the quality of the services requires an NHS workforce to
know and understand causes health inequalities and to be motivated to see it as part of
everyone’s role to address health inequality. This includes not only staff who directly deliver
services, but also those who have strategic leadership, planning and governance roles.
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44

What Non-Executive Directors can
do to reduce health inequalities as
an employer and procurer

Scrutinise the Board’s procurement
policies and practice to determine if
the impact of inequalities has been

considered across the supply chain.

Use the annual equality report
to ensure that the Board is
systematically collecting and
using equalities data to plan its
workforce.

Scrutinise how health at work
policies are implemented and
reviewed.

Ensure the Board undertakes an
audit of equal pay and acts upon it
to reduce inequalities.

Enquire to what extent the Board’s
monitoring of the Staff Governance
Standard incorporates ‘good work’
characteristics.

e Enquire to what extent the Board is

confident that they and the wider
workforce know and understand
the fundamental causes of health
inequalities and know what actions
lie within their direct gift or within
partnership work.

Scrutinise the extent workforce
plans, including senior leadership
development plans, ensure that
knowledge and understanding of
the determinants of health and
the fundamental causes of health
inequality are integral to these
plans.




Section 3

The advocacy
role of the NHS

The Working for Health Equity report includes a
very clear statement that the NHS, particularly
senior leaders, must be prepared to act as
advocates to reduce inequality.

NHS Boards have an important role in
advocating for action at national and local levels
to address the fundamental and environmental
causes of health inequality. This means
advocating for fairer policy and fairer planning Working for health equity:
when engaging with policymakers and at The role of health
community planning levels. professionals (2013)

This sort of leadership and momentum is
challenging to create and sustain, but it is at
the bedrock of the Christie recommendations.
The challenge of allocating funding and

shared budgets proportionately to need and
ensuring action to address the fundamental
and environmental causes of health inequalities
needs to be met.
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What Non-Executive Directors
can do as an advocate to
reduce health inequalities

¢ Determine whether the leaders in the Board are advocating for action to
redress the unfair distribution of the determinants of people’s health —income,
power and other resources, such as housing, education and health equity
—in partnership with local authorities, the third sector and others in their
community.

e Does the Board ensure that inequality has a focus within each of its sub-
committees?

e Consider what role you have to champion inequality, equality and human rights
within and outside the Board.

\ )

And finally an example of
advocacy in action...

We have seen that Non-Executive Directors have a key role to play in scrutinising their
Boards plans to take action to reduce health inequalities. The following example from the
Director of Public Health in NHS Tayside illustrates how this role, together with effective
advocacy, can drive the promotion of health equity by NHS Boards.



‘My chairman and our other non-executive colleagues have played an
important role individually and collectively in promoting health equity.

They did that in the first instance by unanimously approving our Health
Equity Strategy - Communities in Control. As you will gather from the
title this is a very radical document which has committed NHS Tayside
to a very different path from our previous direction of travel locally and
from elsewhere in Scotland.

In particular, it has committed us to targeting healthcare and other
services towards those most in need - our most deprived communities.
This is intended to address head-on the Inverse Care Law which, in
Tayside as elsewhere, describes a status quo whereby those most in
need are those least likely to benefit from services.

Furthermore, Communities in Control has committed NHS Tayside to
targeting co-production and asset-based approaches towards our most
deprived populations as it is these communities which are currently
least able spontaneously to co-produce solutions to health and
wellbeing problems alongside public and third sector agencies.

Following approval of Communities in Control, our chairman and non-
executive colleagues have consistently used opportunities in Board
meetings, committee meetings of the Board, CHP meetings and
Community Planning meetings to question the extent to which papers,
policies, discussions, services and approaches are sufficiently focused
on the principles outlined in our Strategy.

Through their advocacy they have thus raised the profile in Tayside
of health inequalities and the actions needed to tackle them to the
extent that there has been a clear organisational culture shift locally
towards the pursuit of health equity’.

Dr Drew Walker (December 2013)
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In conclusion

We hope you find this publication useful and use it to further develop your
understanding of health inequalities and your role in reducing them. We will
update this resource on a regular basis —in the meantime please contact us
if you would like any further support or information by emailing:
nhs.HealthScotland-StrategyandEngagement@nhs.net



Acknowledgements

The working group who developed this
resource included:

Chair: Dr Karen Facey, Non-Executive
Director, NHS Health Scotland

Jane Cantrell, Programme Director,
NHS Education Scotland

David Davidson, Non-Executive Director,
NHS Borders

Susan Douglas Scott, Non-Executive
Director, NHS Education for Scotland

Fiona Gavine, Non-Executive Director,
NHS Forth Valley

Andrew Johnston, Vice-Chair, NHS
Dumfries and Galloway

Robert Kirkwood, Corporate Business
Manager, Scottish Government

Ros Micklem, Non-Executive Director,
NHS Greater Glasgow & Clyde

George Walker, Non-Executive Director,
NHS Lothian

Anne Maree Wallace, Non-Executive
Director, NHS Health Scotland

Katherine Bennett, Project Editor,
NHS Health Scotland

Carrie Blair, Senior Strategy and
Engagement Officer, NHS Health
Scotland

Cath Denholm, Director of Equality,
People and Performance, NHS Health
Scotland

Christine Duncan, Head of Strategy and
Engagement, NHS Health Scotland

Della Thomas, Strategy and Engagement
Manager, NHS Health Scotland

49



50

References

Protected characteristics
www.healthscotland.com/Equalities/
characteristics/index.aspx

Reducing health inequalities and improving
health, what councillors can do to make a
difference (NHS Health Scotland)
www.healthscotland.com/
documents/6241.aspx

Healthcare Quality Strategy (NHSScotland)
www.scotland.gov.uk/Publications/2010/
05/10102307/0

www.healthscotland.com/topics/settings/
local-government/elected-members.aspx

Health Inequalities in Scotland (Audit
Scotland)
www.audit-scotland.gov.uk/docs/
health/2012/nr_121213_health_
inequalities_supp_issues.pdf

Voluntary Health Scotland Sounding
Board event
www.vhscotland.org.uk/vhs-sounding-
board-health-inequalities/

Premature mortality — from all causes, aged
under 75 years

www.scotland.gov.uk/
Publications/2013/10/7316/4

Equality and Human Rights Commission
www.equalityhumanrights.com/scotland/

Scottish Public Sector General Equality Duty
www.equalityhumanrights.com/scotland/
public-sector-equality-duty/non-statutory-
guidance-for-scottish-public-authorities/

Equality Act 2010 Public Sector guidance
www.gov.uk/equality-act-2010-guidance

Health inequalities impact assessment
www.healthscotland.com/equalities/hiia/
index.aspx

Scottish Human Rights Commission
www.scottishhumanrights.com/

Dahlgren G, Whitehead M. Policies and
Strategies to Promote Social Equity in Health.
Stockholm, Sweden: Institute for Futures
Studies; 1991.
www.bridgingthegap.scot.nhs.uk/
understanding-health-inequalities/
introducing-the-wider-determinants-of-
health.aspx

National Institute for Clinical Excellence
www.nice.org.uk

McLoone P. Targeting deprived areas within
small areas in Scotland: population study.
British Medical Journal. 2001. 323:374-375.

Scottish Better Together patient survey
programme
www.healthcareimprovementscotland.
org/programmes/patient_experience/
better_together.aspx


www.healthscotland.com/Equalities/characteristics/index.aspx
www.healthscotland.com/Equalities/characteristics/index.aspx
http://www.scotland.gov.uk/Publications/2010/05/10102307/0
http://www.scotland.gov.uk/Publications/2010/05/10102307/0
http://www.healthscotland.com/topics/settings/local-government/elected-members.aspx
http://www.healthscotland.com/topics/settings/local-government/elected-members.aspx
http://www.audit-scotland.gov.uk/docs/health/2012/nr_121213_health_inequalities_supp_issues.pdf
http://www.audit-scotland.gov.uk/docs/health/2012/nr_121213_health_inequalities_supp_issues.pdf
http://www.audit-scotland.gov.uk/docs/health/2012/nr_121213_health_inequalities_supp_issues.pdf
http://www.vhscotland.org.uk/vhs-sounding-board-health-inequalities/
http://www.vhscotland.org.uk/vhs-sounding-board-health-inequalities/
http://www.scotland.gov.uk/Publications/2013/10/7316/4
http://www.scotland.gov.uk/Publications/2013/10/7316/4
http://www.equalityhumanrights.com/scotland/
http://www.equalityhumanrights.com/scotland/public-sector-equality-duty/non-statutory-guidance-for-scottish-public-authorities/
http://www.equalityhumanrights.com/scotland/public-sector-equality-duty/non-statutory-guidance-for-scottish-public-authorities/
http://www.equalityhumanrights.com/scotland/public-sector-equality-duty/non-statutory-guidance-for-scottish-public-authorities/
http://www.gov.uk/equality-act-2010-guidance
www.healthscotland.com/equalities/hiia/index.aspx
www.healthscotland.com/equalities/hiia/index.aspx
http://www.scottishhumanrights.com/
http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx
http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx
http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx
http://www.bridgingthegap.scot.nhs.uk/understanding-health-inequalities/introducing-the-wider-determinants-of-health.aspx
http://www.nice.org.uk
http://www.healthcareimprovementscotland.org/programmes/patient_experience/better_together.aspx
http://www.healthcareimprovementscotland.org/programmes/patient_experience/better_together.aspx
http://www.healthcareimprovementscotland.org/programmes/patient_experience/better_together.aspx

Wilkinson R, Pickett K. The spirit level: why
more equal societies almost always do better.
London: Allen Lance; 2009.

Health literacy scoping study
www.scotland.gov.uk/
Publications/2009/12/16090906/1

Long-term trends in health inequality
http://news.scotland.gov.uk/News/
Long-term-monitoring-of-health-
inequalities-599.aspx

Scottish Index of Multiple Deprivation
WWW.sns.gov.uk

Dimensions of Diversity (Gordon et al 2010)
www.healthscotland.com/
documents/3988.aspx

Deep-End GP practices
www.gla.ac.uk/researchinstitutes/
healthwellbeing/research/generalpractice/
deepend/

1979 Black Report
www.ncbi.nlm.nih.gov/pmd/articles/
PMC1971951/pdf/jroyalcgprac
00099-0005.pdf

Inequalities in health in Scotland, what are
they and what can we do about them?
www.sphsu.mrc.ac.uk/news/new-report-
on-health-inequalities-in-scotland.html

Towards a Healthier Scotland White Paper
www.scotland.gov.uk/News/
Releases/1999/02/51f0e0be-cf47-4e01-
9526-6596e84b14e8

Equally Well
www.scotland.gov.uk/
Publications/2008/06/25104032/0

Achieving our Potential
www.scotland.gov.uk/Resource/
Doc/246055/0069426.pdf

Early Years Framework
www.gov.scot/
Publications/2009/01/13095148/0

2020 Vision
www.scotland.gov.uk/Topics/Health/
Policy/2020-Vision

Health and Social Care Integration
www.scotland.gov.uk/Topics/Health/Policy/
Adult-Health-SocialCare-Integration

Commission on the Future Delivery of Public
Services (the ‘Christie Report’)
www.scotland.gov.uk/
Publications/2011/06/27154527/0

Scottish Government's response to the
Christie Report
www.scotland.gov.uk/Resource/
Doc/358359/0121131.pdf

Consultation on proposals for the integration
of adult health and social care
www.scotland.gov.uk/
Publications/2011/06/27154527/10

Working for Health Equity: The role of

health professionals (Marmot 2013)
www.instituteofhealthequity.org/projects/
working-for-health-equity-the-role-of-
health-professionals

51


http://www.scotland.gov.uk/Publications/2009/12/16090906/1
http://www.scotland.gov.uk/Publications/2009/12/16090906/1
http://news.scotland.gov.uk/News/Long-term-monitoring-of-health-inequalities-599.aspx
http://news.scotland.gov.uk/News/Long-term-monitoring-of-health-inequalities-599.aspx
http://news.scotland.gov.uk/News/Long-term-monitoring-of-health-inequalities-599.aspx
http://www.sns.gov.uk
http://www.healthscotland.com/documents/3988.aspx
http://www.healthscotland.com/documents/3988.aspx
http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/
http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/
http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1971951/pdf/jroyalcgprac00099-0005.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1971951/pdf/jroyalcgprac00099-0005.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1971951/pdf/jroyalcgprac00099-0005.pdf
http://www.sphsu.mrc.ac.uk/news/new-report-on-health-inequalities-in-scotland.html
http://www.sphsu.mrc.ac.uk/news/new-report-on-health-inequalities-in-scotland.html
http://www.gov.scot/News/Releases/1999/02/51f0e0be-cf47-4e01-9526-6596e84b14e8
http://www.gov.scot/News/Releases/1999/02/51f0e0be-cf47-4e01-9526-6596e84b14e8
http://www.gov.scot/News/Releases/1999/02/51f0e0be-cf47-4e01-9526-6596e84b14e8
http://www.scotland.gov.uk/Publications/2008/06/25104032/0
http://www.scotland.gov.uk/Publications/2008/06/25104032/0
http://www.scotland.gov.uk/Resource/Doc/246055/0069426.pdf
http://www.scotland.gov.uk/Resource/Doc/246055/0069426.pdf
www.gov.scot/Publications/2009/01/13095148/0
www.gov.scot/Publications/2009/01/13095148/0
http://www.scotland.gov.uk/Topics/Health/Policy/2020-Vision
http://www.scotland.gov.uk/Topics/Health/Policy/2020-Vision
http://www.scotland.gov.uk/Topics/Health/Policy/Adult-Health-SocialCare-Integration
http://www.scotland.gov.uk/Topics/Health/Policy/Adult-Health-SocialCare-Integration
http://www.scotland.gov.uk/Publications/2011/06/27154527/0
http://www.scotland.gov.uk/Publications/2011/06/27154527/0
http://www.scotland.gov.uk/Resource/Doc/358359/0121131.pdf
http://www.scotland.gov.uk/Resource/Doc/358359/0121131.pdf
http://www.scotland.gov.uk/Publications/2011/06/27154527/10
http://www.scotland.gov.uk/Publications/2011/06/27154527/10
http://www.instituteofhealthequity.org/projects/working-for-health-equity-the-role-of-health-professionals
http://www.instituteofhealthequity.org/projects/working-for-health-equity-the-role-of-health-professionals
http://www.instituteofhealthequity.org/projects/working-for-health-equity-the-role-of-health-professionals

52

Scottish Centre for Health Working Lives
www.healthyworkinglives.com

Local Delivery Plan 2014/15 Guidance
for Boards

www.scotland.gov.uk/
Publications/2013/11/4395

Single-outcome agreement briefing notes
www.healthscotland.com/
documents/20687.aspx

Scottish Public Health Observatory (ScotPHO)
local community profiles
www.healthscotland.com/scotlands-
health/population/index.aspx

Community Empowerment (Scotland) Bill
www.scotland.gov.uk/Topics/People/
engage

Use of asset-based approaches (Glasgow
Centre for Population Health)

www.gcph.co.uk/publications/374_assets_

in_action_illustrating_asset_based_
approaches_for_health_improvement

Engagement matrix tool
www.vhscotland.org.uk/wp-content/
uploads/2013/02/Engagement_Matrix_
finished_web_2.pdf

Health Promoting Health Service
www.knowledge.scot.nhs.uk/home/
portals-and-topics/health-improvement/
hphs.aspx

Staff Governance Standard
www.scotland.gov.uk/
Publications/2012/06/9560

Characteristics of good work
www.instituteofhealthequity.org/projects/
fair-society-healthy-lives-the-marmot-
review

Living Wage (Scotland) Bill
www.scottish.parliament.uk/S4_
MembersBills/Living_Wage_Consultation_
Final.pdf

Working for Health Equity: The role of health
professionals
www.instituteofhealthequity.org/projects/
working-for-health-equity-the-role-of-
health-professionals


http://www.healthyworkinglives.com/
http://www.scotland.gov.uk/Publications/2013/11/4395
http://www.scotland.gov.uk/Publications/2013/11/4395
http://www.healthscotland.com/documents/20687.aspx
http://www.healthscotland.com/documents/20687.aspx
http://www.healthscotland.com/scotlands-health/population/index.aspx
http://www.healthscotland.com/scotlands-health/population/index.aspx
http://www.scotland.gov.uk/Topics/People/engage
http://www.scotland.gov.uk/Topics/People/engage
http://www.gcph.co.uk/publications/374_assets_in_action_illustrating_asset_based_approaches_for_health_improvement
http://www.gcph.co.uk/publications/374_assets_in_action_illustrating_asset_based_approaches_for_health_improvement
http://www.gcph.co.uk/publications/374_assets_in_action_illustrating_asset_based_approaches_for_health_improvement
http://www.vhscotland.org.uk/wp-content/uploads/2013/02/Engagement_Matrix_finished_web_2.pdf
http://www.vhscotland.org.uk/wp-content/uploads/2013/02/Engagement_Matrix_finished_web_2.pdf
http://www.vhscotland.org.uk/wp-content/uploads/2013/02/Engagement_Matrix_finished_web_2.pdf
www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx
www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx
www.knowledge.scot.nhs.uk/home/portals-and-topics/health-improvement/hphs.aspx
http://www.scotland.gov.uk/Publications/2012/06/9560
http://www.scotland.gov.uk/Publications/2012/06/9560
http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
http://www.scottish.parliament.uk/S4_MembersBills/Living_Wage_Consultation_Final.pdf
http://www.scottish.parliament.uk/S4_MembersBills/Living_Wage_Consultation_Final.pdf
http://www.scottish.parliament.uk/S4_MembersBills/Living_Wage_Consultation_Final.pdf
http://www.instituteofhealthequity.org/projects/working-for-health-equity-the-role-of-health-professionals
http://www.instituteofhealthequity.org/projects/working-for-health-equity-the-role-of-health-professionals
http://www.instituteofhealthequity.org/projects/working-for-health-equity-the-role-of-health-professionals

Further reading

Community Benefit Clauses
www.scotland.gov.uk/Topics/Government/
Procurement/policy/corporate-
responsibility/CSR/SSPAP/ComBen

Reducing health inequalities: What
would it take?
www.scotpho.org.uk/downloads/
scotphoreports/scotpho131018_
whatwouldittake_report.pdf

Targeting deprived areas within small
areas in Scotland
www.ncbi.nlm.nih.gov/pmc/articles/
PMC37397/

Developing NHS Greater Glasgow & Clyde

as an Inequalities Sensitive Health Service:
Where is the organisation now after 5 years?
www.equalitiesinhealth.org/public_html/
documents/Stocktakewebversion.pdf

Health Inequalities, Deprivation and General
Practice in Scotland (RCGP Scotland Health
Inequalities Short Life Working Group Report
December 2010)
www.rcgp.org.uk/policy/rcgp-policy-
areas/~/media/Files/Policy/A-Z-policy/Time-
to-Care-RCGP-Scotland-report-on-Health-
Inequalities-2010.ashx

Deprivation and quality of primary care
services: evidence for persistence of the
inverse care law from the UK Quality and
Outcomes Framework
http://jech.bmj.com/content/60/11/
917.short

Beeston C, McCartney G, Ford J, et al.
Health Inequalities Policy Review for the
Scottish Ministerial Task Force on Health
Inequalities. Edinburgh: NHS Health
Scotland; 2014 (in press).

53


http://www.scotland.gov.uk/Topics/Government/Procurement/policy/corporate-responsibility/CSR/SSPAP/ComBen
http://www.scotland.gov.uk/Topics/Government/Procurement/policy/corporate-responsibility/CSR/SSPAP/ComBen
http://www.scotland.gov.uk/Topics/Government/Procurement/policy/corporate-responsibility/CSR/SSPAP/ComBen
http://www.scotpho.org.uk/downloads/scotphoreports/scotpho131018_whatwouldittake_report.pdf
http://www.scotpho.org.uk/downloads/scotphoreports/scotpho131018_whatwouldittake_report.pdf
http://www.scotpho.org.uk/downloads/scotphoreports/scotpho131018_whatwouldittake_report.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC37397/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC37397/
http://www.equalitiesinhealth.org/public_html/documents/Stocktakewebversion.pdf
http://www.equalitiesinhealth.org/public_html/documents/Stocktakewebversion.pdf
www.rcgp.org.uk/policy/rcgp-policy-areas/~/media/Files/Policy/A-Z-policy/Time-to-Care-RCGP-Scotland-report-on-Health-Inequalities-2010.ashx
www.rcgp.org.uk/policy/rcgp-policy-areas/~/media/Files/Policy/A-Z-policy/Time-to-Care-RCGP-Scotland-report-on-Health-Inequalities-2010.ashx
www.rcgp.org.uk/policy/rcgp-policy-areas/~/media/Files/Policy/A-Z-policy/Time-to-Care-RCGP-Scotland-report-on-Health-Inequalities-2010.ashx
www.rcgp.org.uk/policy/rcgp-policy-areas/~/media/Files/Policy/A-Z-policy/Time-to-Care-RCGP-Scotland-report-on-Health-Inequalities-2010.ashx
http://jech.bmj.com/content/60/11/917.short
http://jech.bmj.com/content/60/11/917.short

www.healthscotland.com

4976 8/2015



	Ministerial Foreword
	NHS Health Scotland Foreword
	Introduction
	Section 1: What are health inequalities?
	Section 2:  The policy and public sector landscape 
	Section 3:  Four ways Boards can act
	Acknowledgements
	References 
	Further reading

