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Foreword
Inequalities in health, between the most and least privileged people and 
communities, are clearly apparent in Scotland. In 2009/10, for example, life 
expectancy at birth for men was 69 years for the most deprived 10th of the 
population compared to 82 years for the least deprived 10th, a difference of 
13 years. The difference in healthy life expectancy was even more stark, at 
47 years for men in the most deprived 10th compared to 70 years for those 
in the least deprived 10th, a difference of 23 years. This demonstrates how 
social inequalities in a range of life chances (early life experiences, education, 
employment, family life, income and wealth, housing, environmental hazards, 
etc.) can become literally ‘embodied’ and shape people’s health and longevity. 
Such differences are clearly unacceptable by any standards of social justice.

This Review by NHS Health Scotland was set up to provide information to the 
2013 Scottish Ministerial Task Force on Health Inequalities. It describes the 
factors generating health inequalities, Scotland’s health inequalities position 
compared to other countries, and recent trends in health inequalities in 
Scotland; reviews the 2008 Equally Well strategy and its implementation; and 
summarises the best available evidence about measures likely to be effective 
and ineffective in reducing inequalities in health. An important conclusion 
is that relying on individual efforts (‘downstream’ interventions) is likely 
to be relatively ineffective in reducing inequalities compared to improving 
the life circumstances and environments of more deprived people and 
communities (‘upstream’ policies). This Review commends the policy principle 
of proportionate universalism (the whole population having access as of 
right to benefits and opportunities, but greater investment for those in more 
disadvantaged circumstances), and notes that policies to reduce inequalities in 
health need to extend beyond health care to cover numerous other sectors such 
as environmental regulation, and education, housing, employment, welfare and 
transport policies.

The report was produced by a professional team at NHS Health Scotland, 
supported by an external advisory group. On behalf of the advisory group I 
would like to commend this report and its conclusions to the Scottish Ministerial 
Task Force.

Professor Dame Sally Macintyre CBE, PhD, DSc 
Chair, External Policy Review Panel
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Key messages 
Review of Equally Well

Equally Well was launched in 2008 with the aim of addressing health inequalities in 
Scotland. The strategy was bold, grounded in good evidence and has made progress in 
some areas. The improvements in the overall health of the population and the decrease 
in average mortality rates have continued. However, the gap between those with the 
best and the worst health outcomes persists and too many Scots still die prematurely. 

Key messages:

 1.  Absolute health inequalities, (the outcome gap between the most deprived 
and least deprived) remain high. Relative inequalities, (the ratio between the 
two) have increased steadily since 1981. This is because the health of the least 
deprived groups has improved at a faster rate than the most deprived.

 2.  Equally Well actions have been more focused on mitigating the consequences of 
social inequalities, like smoking and alcohol misuse, than on addressing the long- 
term underlying causes, such as poverty and income. Learning from the test sites 
has, so far, achieved a limited amount. 

 3.  Despite its ambitions, Equally Well has primarily been delivered as a health and 
wellbeing initiative with limited spread into policy areas other than early years. 
Genuine cross-government linkage around Equally Well has been limited. Many 
of the underlying causes of health inequalities require a broader understanding 
of the need for social and economic, rather than mainly health-based, solutions. 
There is a continuing need to ensure that policies across national and local 
government address the underlying causes of health inequalities.

Understanding and addressing health inequalities

Inequalities are caused by a fundamental inequity in the distribution of power, money 
and resources. This has an impact on the opportunities for good-quality work, education 
and housing, etc. In turn, these determinants shape individual experiences and health 
throughout life (Figure 1 below).

Key messages:

 4.  Average life expectancy in Scotland has improved steadily, but more slowly 
than in other wealthy countries. Within Scotland, those at the top of the social 
scale have been able to take health improvement messages on board which has 
resulted in health benefits for them. However, less affluent groups have benefited 
less and have been left behind. Inequalities in mortality in Scotland are among 
the highest in Western and Central Europe, rising rapidly during the 1980s and 
1990s; this situation is not inevitable and can be improved.
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 5.  The scale of the health inequalities problem is strongly influenced by the 
magnitude of the underlying inequalities in power, money and resources 
within a society. Action on the worsening trends in health inequalities needs 
to be rebalanced to address the fundamental drivers of social inequality which 
determine income, employment, education and daily living conditions.

 6.  The ways in which health inequalities are manifested in the population, through 
specific diseases and causes of death, are likely to change over time; strategies 
focused on specific diseases and single risk factors are important but will not 
substantially impact on the overall inequalities in death rates.

Figure 1: Health inequalities: theory of causation (summary version)

What works to address health inequalities?

A strategy to address health inequalities in Scotland will require actions operating across 
all three levels of determinants: Fundamental, wider environmental and individual. 
Action to address the wider environmental causes, such as the availability of quality 
work, housing and education; and individual experiences, risks and lifestyles are 
important, but will not solve the problem. The fundamental causes (upstream) of health 
inequalities such as lack of power and money also need to be addressed through, for 
example, fiscal policies including changes in the tax and benefits system and initiatives 
to address democratic deficits. All actions will need to balance the goals of improving 
overall population health as well as reducing health inequalities.
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Key messages: 

 7.  Actions that are more likely to be effective in addressing wider environmental 
causes include: structural changes in the environment, for instance on roads; 
speed-reducing measures in deprived areas; legislative and regulatory controls, 
for example the smoking ban; and housing regulations. What is known to 
date about the range of specific actions that are effective in reducing health 
inequalities are summarised in Table 1. 

 8.  Actions that are more likely to be effective in mitigating the effects of health 
inequalities at an individual level may require redesign of public services. They 
include targeting high-risk individuals, intensive tailored support for those with 
greatest need, and a focus on early child development. Where possible, for 
individuals, it is best to use a direct measure of need (e.g. individual income, 
disability, housing status or long-term health condition) rather than a proxy 
(e.g. area deprivation).

 9.  Inequalities account for a significant element of the increasing demands on our 
public services because of a persisting cycle of deprivation and low aspiration. 
Around 40 per cent of our spending is currently accounted for by interventions 
that could have been avoided by prioritising a preventative approach. The focus 
needs to shift away from meeting the cost of dealing with health or social 
problems after they have developed to prevention and early intervention.

The challenges ahead

Given the complexity of the challenge, concerted action across all three levels of the 
social determinants of health requires political commitment and leadership at both 
national and local levels and effective actions led by Community Planning Partnerships 
(CPPs). Action must be based on evidence of need and what is most likely to work, and 
delivered through partnerships and ways of working that are based on sound principles. 
Resources and actions need to be reallocated from interventions that are not effective to 
those focused on reducing health inequalities.

Key messages:

 10.  Policy – national level, preventative actions that protect and benefit the whole 
population are likely to be more effective and cost-effective if they focus on 
legislative and regulatory controls, and fiscal policies. Political commitment and 
leadership is required to ensure public resources are distributed in a way that 
brings universal benefit, but with a scale and intensity that is proportionate to the 
level of need.

 11.  Practice – Community Planning Partnerships (CPPs) are the main vehicle for the 
cross-sectoral work that is necessary at local level to address inequalities and 
ensure, for example, the delivery of linked services that support those in greatest 
need and offer intensive tailored support. Services should be co-designed with 
citizens to ensure they meet the needs and aspirations of the population rather 
than being imposed. All CPPs need to address inequalities. However, to ensure 
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a significant impact on national health inequalities there needs to be particular 
focus on those CPP areas that contribute most to the overall health inequalities in 
Scotland. The relationships between communities and services matter, and working 
with people rather than targeting initiatives at people is important. Scaling up 
initiatives, and the use of improvement methodology, is commendable when it 
ensures and can demonstrate the reach of services to those in greatest need.

 12.  Advocacy and evidence – there is an important role for national agencies to 
support local delivery through advocacy and evidence-building. This includes 
building the will among leaders and influencers, expanding and making 
accessible the evidence base about what works to address health inequalities, 
spreading effective practice through a workforce that understands the 
fundamental and wider environmental determinants of health inequalities, raising 
public awareness and support for effective actions and ensuring that the voices 
and experiences of the least advantaged communities are taken into account in 
the planning and delivery processes.

Recommendations

 1.  Health inequalities policy should be at the heart of the Scottish Government’s 
drive for social justice, a key plank of the Single Outcome Agreements and 
central to the preventative spend agenda. Priority must be given to addressing 
the upstream fundamental causes of health inequalities which include poverty 
and income, as well as the wider environmental factors such as housing and 
education over the downstream consequences like smoking and alcohol abuse.

 2.  The Scottish Government and COSLA should regularly review the balance of 
policy and resources directed to actions aimed at tackling the fundamental causes 
of health inequalities rather than individual lifestyle interventions, which do not, 
on their own, deliver the changes required.

a)  A future inequalities strategy should consider actions at all levels of the social 
determinants of health – the economic and social conditions in our society and 
how they are distributed.

b)  A life course approach is helpful, particularly if actions and resources are 
targeted at early years which offers the best opportunity of preventing future 
health inequalities.

c)  Central and local government need to focus on the implementation of the 
measures which are most likely to be effective and to discontinue those which 
widen inequalities. Examples of effective interventions are given in Table 1.

 3.  While action will be taken at a national level, a significant contribution needs 
to take place locally, connecting with communities and building the hopes of 
people that face the greatest challenges. The National Community Planning 
Group should advocate that those CPP areas which contribute most to health 
inequalities in Scotland should prioritise their actions in a drive to narrow health 
inequalities. The focus for spending needs to shift away from meeting the cost of 
dealing with health and social problems after they have developed, to prevention 
and early intervention.
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 4.  There is a continuing role for national and local government, meeting regularly, 
to ensure the political focus on cross-government and cross-agency work to 
address the fundamental causes and social determinants of health inequalities, 
with linkage to equality. There is also a key role for a national agency, such as 
NHS Health Scotland, with a remit to drive forward the necessary changes in 
policy, practice and, ultimately, outcomes. 
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Table 1: What works to address health inequalities across the three levels of determinants

Theory of 
causation

Principles of effective 
interventions

Examples of effective actions Measures of success

Fundamental 
causes 

•  Policies that redistribute 
power, money and resources

•  Social equity and social 
justice prioritised

•  Introduce a minimum income for healthy living

•  Ensuring welfare system provides sufficient income for healthy living and 
reduces stigma for recipients through universal provision in proportion to need

• More progressive individual and corporate taxation

• Active labour market policies to create good jobs

•  Creation of a vibrant democracy, greater and more equitable participation in 
elections and in decision-making, including on action on health inequalities

Reduced inequality in 
power, money and resources 
(e.g. reduced income 
inequalities and inequalities 
in participation in elections)

Social, economic 
and physical 
environment

•  Use of legislation, regulation, 
standards, fiscal policy and 
structural changes to ensure 
equity in the environment 

•  Ensuring good work is 
available for all

•  Equitable provision of 
high-quality and accessible 
education and public services

•  Housing: extend the Scottish Housing Quality Standard to privately rented 
accommodation; improved housing and building standards; implement affordable 
heating, ventilation and quality energy efficiency measures in all housing (e.g. 
without the need to apply for grants); changes to housing infrastructure (e.g. 
design, quality); rehousing and renovation to reduce the risk of falls and other 
accidental injuries

•  Neighbourhoods: create a Neighbourhood Quality Standard to ensure local service 
availability and high-quality green and open spaces, including space for play 

•  Air and water: greater controls on outdoor and indoor air pollution (e.g. second-hand 
smoke), water fluoridation

•  Food and alcohol: further restrict unhealthy food and alcohol advertising, further 
restriction of food outlets to reduce exposure to cheap unhealthy food, ban trans-fats 
and reduce salt content of foods, further restrictions on the number and ownership 
of alcohol outlets 

•  Transport: drink-driving regulations, lower speed limits, separation of pedestrians and 
vehicles, loan schemes for child restraints in cars

•  Fiscal: raise the price of harmful commodities like tobacco and alcohol through 
taxation; reduce or eradicate the price barrier for healthy products (e.g. healthy 
foods); essential services (e.g. water, education, health care) and prevention services 
(e.g. free smoking cessation, eye tests, school meals and fruit and milk in schools)

Reduced inequalities 
in the exposure to the 
socio-economic and 
physical environment 

More equitable access 
to public services and 
education
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Theory of 
causation

Principles of effective 
interventions

Examples of effective actions Measures of success

•  Environmental: area-wide traffic calming schemes, separation of pedestrians and 
vehicles, install hard-wired smoke alarms, implementation of the measures and 
principles of ‘Designing Streets’, changes to physical environment to meet a new 
Neighbourhood Quality Standard

•  Protection from adverse work conditions, greater job flexibility, enhanced job control 
and in-work development, participation in workplace decision-making, increased job 
security, support for those returning to work and to enhance job retention 

•  Provision of high-quality early childhood education and adult learning; accessible 
support and advice for young people on life skills, training and employment 
opportunities; providing work-based learning, including apprenticeships, 
for young people and those changing careers; increased availability of non-
vocational lifelong learning

•  Ensure that public services are provided in proportion to need as part of a universal 
system (i.e. proportionate universalism)

Individual 
experiences

•  Equitable experience of 
socio-economic and wider 
environmental exposures 

•  Equitable experience of 
public services

• Targeting high-risk individuals
•  Intensive tailored individual 

support
•  Focus on young children 

and the early years

•  Training to ensure that the public sector workforce is sensitive to all social and 
cultural groups, to build on the personal assets of service users

•  Linking of services for vulnerable or high-risk individuals (e.g. income 
maximisation welfare advice for low-income families linked to health care) 

•  Provision of specialist outreach and targeted services for particularly high-risk 
individuals (e.g. looked after children and homeless) 

•  Ensure that services are provided in locations and ways which are likely to 
reduce inequalities in access (i.e. linked to public transport routes and avoiding 
discrimination by language and internet access)

•  Culture of services is collaborative and seeks to co-produce benefits, including 
health and wellbeing, through work with service users 

Reduced inequality in 
the experience of the 
socio-economic and 
physical environments

Reduced inequality in public 
service access 
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1. Introduction

1.1 Purpose
This is a report to the Scottish Ministerial Task Force on Health Inequalities from NHS 
Health Scotland, with advice from a Review Panel chaired by Professor Sally Macintyre. 
The purpose of the Review is to inform the Task Force deliberations on what can be 
done to address health inequalities in Scotland. The aim of the report is to assess 
whether the current strategy – as set out in Equally Well and associated policies 
– is effective and what else might be needed. The report learns lessons from the 
implementation of Equally Well and other polices, summarises the latest understanding 
of the problem and recommends next steps based on the current evidence. The Review 
aimed to address the following key questions:

 1.  Outcomes. To what extent are the policy outcomes being achieved? Are there 
signs of inequalities narrowing?

 2.  Strategy. Is the current strategy about right? Are we focusing on the right 
things? What else is needed?

 3.  Implementation. What are we doing in Scotland that has been successful? 
What has been less successful? Are there problems with how the strategy is 
being implemented?

 4.  Learning. What can we learn from experience so far? How might we improve 
data gathering, evaluation and sharing learning to inform the change process?

1.2 The context for the policy review
The Scottish Government has a commitment to social justice and narrowing health 
inequalities.1 The Scottish Ministerial Task Force on Health Inequalities was established 
in autumn 2007 by the Minister for Public Health to agree priorities for cross-
government policy and action, and to foster commitment and support among the key 
delivery partners to build the evidence base and address the most significant health 
inequalities in Scotland. The resulting strategy in 2008, Equally Well, contained 78 
recommendations.2

The policy is one of a trio of social policy frameworks introduced by the Scottish 
Government. The other two focus on poverty and the early years.3 4 Their preparation 
also coincided with the onset of a sharp and prolonged economic downturn.

Progress towards implementing the Equally Well recommendations was reported in 
2010. As proposed, the current Minister for Public Health reconvened the Task Force 
in November 2012 to review progress. The Task Force Review took place after the 
Community Planning Review that aimed to provide much clearer guidance and support 
for Community Planning Partnerships (CPPs), the local mechanism for coordinating 
local cross-sector action on health inequalities.5 Addressing health inequalities has been 
identified as a priority area for all CPPs in the coming years.6 
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Soon after the meeting of the Task Force in November 2012, Audit Scotland published 
its report on health inequalities.7 This review focused on NHS endeavours and, within 
this scope, it found that national policies and strategies have so far shown limited 
evidence of impact and there was an unclear picture of progress. At meetings of the 
Scottish Parliament Public Audit and Health & Sport Committees, the Chief Medical 
Officer and NHSScotland Chief Executive expressed the view that the problem and 
solutions were far more complex than suggested in the Audit Scotland report. This 
prompted the decision by the Health and Sport Committee to hold an inquiry on health 
inequalities.8

There is, therefore, political interest in health inequalities within and beyond the 
Ministerial Task Force, amid the continuing backdrop of a harsh economic climate. This 
report, and the evidence-based review contained within it, should be used to inform 
the evidence gathering efforts currently underway, to complement the stakeholder 
engagement process undertaken by the Task Force and to inform the emerging 
programme of the Health & Sport Committee.
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2. Review of Equally Well 

This chapter appraises Scotland’s health inequalities strategy, centred on Equally Well, and 
considers progress in terms of the population trends in health inequalities in Scotland.

Health inequalities have been defined as ‘the unjust differences in health which 
occur between groups occupying different positions in society’.9 Health 
inequalities can also occur by gender, income, social class, deprivation, educational 
status, ethnicity and geography.10 Health inequalities are the result of systematic and 
socially modifiable difference, not random variation. Health inequalities are an issue of 
social justice for societies that value equity and fairness.11 12 Furthermore, the loss of 
economic activity and health service costs associated with premature, preventable 
illness and death damages the economy. Health inequalities occur across the social 
gradient, not just among the poorest groups. Reducing health inequalities therefore 
benefits everyone.

Equally Well was launched in 2008 with the aim of addressing health inequalities 
in Scotland. The strategy was bold, grounded in good evidence and has made 
progress in some areas. The improvements in the overall health of the population 
and the decrease in average mortality rates have continued. However, the gap 
between those with the best and the worst health outcomes persists and too 
many Scots still die prematurely. 

Key messages:

 1.  Absolute health inequalities, (the outcome gap between the most deprived 
and least deprived) remain high. Relative inequalities, (the ratio between the 
two) have increased steadily since 1981. This is because the health of the 
least deprived groups has improved at a faster rate than the most deprived.

 2.  Equally Well actions have been more focused on mitigating the 
consequences of social inequalities, like smoking and alcohol misuse, 
than on addressing the long-term underlying causes, such as poverty and 
income. Learning from the test sites has, so far, achieved a limited amount. 

 3.  Despite its ambitions, Equally Well has primarily been delivered as a health 
and wellbeing initiative with limited spread into policy areas other than 
early years. Genuine cross-government linkage around Equally Well has 
been limited. Many of the underlying causes of health inequalities require 
a broader understanding of the need for social and economic, rather than 
mainly health-based, solutions. There is a continuing need to ensure that 
policies across national and local government address the underlying causes 
of health inequalities.
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2.1 The Equally Well strategy
The Equally Well report was published by the Ministerial Task Force on Health 
Inequalities in June 2008 and is jointly owned by the Scottish Government and 
Convention of Scottish Local Authorities (COSLA), reflecting the Concordat between 
central and local government agreed seven months earlier. Equally Well was the first 
government strategy in Scotland specifically to address the issue of health inequalities 
distinct from the broader challenge of population health improvement, and to develop 
this as a cross-government strategy rather than one led by the NHS in Scotland. The 
report describes the nature and extent of health inequalities in Scotland, and sets out a 
series of principles and priorities for action to address both the causes and consequences 
of these ‘unfair and unjust’ inequalities. To effect change and achieve the desired short-, 
medium- and long-term outcomes, the report made 78 recommendations. To support 
delivery of these recommendations, an Implementation Plan was published in December 
2008.

A progress review was undertaken in 2010, with a further 18 ‘recommendations/key 
statements’ proposed, including the recommendation to undertake a further progress 
review in two years’ time.13 To this end, the Ministerial Task Force was reconvened in 
Nov 2012.

The following sections provide a brief overview of the approach that the Task Force 
adopted to understanding health inequalities, the strategy for addressing the causes 
and consequences of these inequalities, and the funding and delivery arrangements for 
putting the strategy into effect.

2.1.1 Understanding health inequalities

‘There are inequalities in the health of people in Scotland which are unfair 
and unjust because they are based on social structure and factors such as 
how much money people have. These inequalities mean that some people 
are more likely to be ill or have low levels of wellbeing and to die younger 
than others.’2

The Equally Well report and subsequent review made explicit the drivers behind the 
focus on addressing health inequalities in Scotland: firstly, the fundamental injustice that 
some people have shorter lives and poorer health and wellbeing due to social structural 
factors beyond their control; secondly, the negative impacts that health inequalities have 
on achieving sustainable economic growth – the effects of health inequalities are ‘bad 
for Scotland’. Redressing health inequalities was seen as a value in itself and a means to 
an economic end:

‘Creating a skilled resilient population with the sense of wellbeing and control over 
their own lives, keen to look after their own health and able to participate in the 
economy and employment opportunities for the future.’2

In the Equally Well report the Task Force set out its understanding of why and 
how health inequalities are generated. This included recognition of the structural 
determinants of health inequalities and the need to address both the absolute 
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differences in health outcomes (the gap) and the relative differences (the ratio). The 
Scottish Government monitors progress using absolute and relative measures applied to 
a set of eight headline indicators.a 

Equally Well also acknowledged that area-based measures of deprivation are limited 
because not everyone living in areas of deprivation is deprived, nor, conversely that all 
people who are deprived live in areas of deprivation. Furthermore, the report recognised 
that health inequalities can occur between other population sub-groups (such as 
ethnicity or gender).

Drawing on the Dahlgren and Whitehead model of health,14 the Equally Well 
strategy recognised the influences of both ‘upstream’ economic, social and physical 
environments as well as the influences of ‘downstream’ individual factors such as the 
accessibility of services, behaviours/lifestyles, and personal strengths, vulnerabilities and 
social networks. Chronic stress, a sense of hopelessness and lack of control were seen 
as important mechanisms linking socio-economic deprivation with an increased risk of 
poor health and early death. Children’s exposure to the various manifestations of socio-
economic deprivation in their early years influences their future adult capacities and the 
perpetuation of inequalities. 

This focus on early years and strengthening individual capacities is given much 
greater emphasis in the 2010 Review.13 Importance is placed on fostering a ‘sense of 
coherence’,b and recognising individual assets to enable the development of personal 
internal resources so that the world is perceived as manageable and that efforts to 
invest in health appear worthwhile. By the 2010 Review, less emphasis is given to the 
upstream determinants of health inequalities and the fundamental causes, and more to 
the early years and strengthening individual capacities and assets. This shift in emphasis 
is illustrated by the focus given by the Early Years Collaborative (launched in late 2012) 
to mitigate the downstream consequences of inequalities by strengthening parenting 
skills in young mothers.15

2.1.2 Addressing health inequalities

‘The Task Force’s new and ambitious approach has been to take our emerging 
understanding of the underlying causes of health inequalities and turn it into 
practical and linked action across all of national and local government’s key 
responsibilities: for making Scotland Smarter, Wealthier and Fairer, Greener, Safer 
and Stronger and, ultimately Healthier.’2

To address the underlying causes of health inequalities and the consequences, Equally 
Well proposed a cross-government approach, both locally and nationally, given the 
understanding that reducing health inequalities ‘cannot be achieved through health 
policies and healthcare systems alone’.2 Indeed, Equally Well was the first of a set of 
three linked social policy frameworks for tackling inequality, positioned alongside the 
Early Years Framework and Achieving our Potential (both launched later in 2008). This 
linkage is based on a recognition that children’s start in life (addressed in the Early Years 
Framework), breaking the cycles of poverty (the focus of Achieving our Potential), and 

a  These are: healthy life expectancy, all-cause premature mortality (for two age bands), mental wellbeing, first 
admissions to hospital for coronary heart disease, coronary heart disease mortality, cancer incidence, cancer 
mortality, first admissions to hospital for alcohol-related conditions, and alcohol-related mortality

b  Defined as ‘an individual’s inherent understanding of the world as a comprehensible place’
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inequality and poor health (Equally Well) are interlinked and work across generations to 
hold back Scotland’s progress. This trio of linked policies on inequality was reinforced 
in the 2010 review of Equally Well. The linkage did not explicitly extend to Good 
Places Better Health, the Scottish Government’s strategy on physical environments 
and health, which was launched on the same day as Equally Well and included many 
relevant actions with a potential inequalities impact. Similarly, Equally Well did not 
include subsequent legislative or regulatory actions with the potential to impact on 
health inequalities, such as the introduction of the smoking ban in public places and the 
proposed pricing controls for cheap alcohol.

Equally Well was intended to serve as an ‘umbrella’ strategy that drew together the 
inequalities-relevant aspects of pre-existing policy initiatives and programmes under the 
Scottish Government’s new strategic objectives to form a coherent and complete set.2 
The 2010 Review included some new areas for action. 

 •  Smarter Scotland: Early years and young people (2010: specified looked after 
children).

 •  Wealthier and Fairer Scotland: Tackling poverty and increasing employment 
(2010: included addressing the impact of the recession on persistent poverty and 
long-term unemployment).

 •  Greener Scotland: Physical environments and transport (2010: included 
addressing the impacts of climate change).

 •  Safer and Stronger Scotland: Harms to health and wellbeing: alcohol, drugs and 
violence (2010: included tackling offenders’ alcohol problems).

 •  Healthier Scotland: Health and wellbeing (including children and young people, 
primary care; mental health and wellbeing; smoking; vulnerable groups, access 
to services).

Table 2 summarises the Equally Well recommendations under these five strategic 
objectives, together with the explicit or implicit anticipated outcomes (where possible). 

For each of the five strategic objectives, the 2008 strategy draws on evidence to indicate 
why the particular objective matters for addressing health inequalities, the evidence of 
what works and gives examples of activities already happening in Scotland. However, 
the mechanism by which these interlinked objectives would be monitored and their 
impacts on inequalities assessed was not directly addressed. The remit of the Ministerial 
Task Force on Health Inequalities was focused primarily on Equally Well, and the 2010 
Review almost entirely focused on the Equally Well test sites, rather than monitoring 
progress across the broader cross-government portfolio of interlinked policies.
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Table 2: Equally Well – Reducing inequalities in Scotland’s health 

How will we measure progress in Scotland?

Headline indicators: 
Healthy life expectancy (at birth)

All-cause premature mortality (under 75 years)
Mental wellbeing (aged 16+ years) 

Low birthweight
Coronary heart disease (first ever hospital admission for heart attack under 75 years; deaths aged 45–74 years) 

Cancer incidence rate (aged under 75 years; deaths aged 45–74 years) 
Alcohol (first-ever hospital admission aged under 75 years; deaths aged 45–74 years) 

All-cause mortality aged 15–44 years (to capture large inequalities in mortality observed in this age group) 

What do we want to improve?

Smarter: early years and young people 
Linked to The Early Years Framework

Wealthier and Fairer: Tackling poverty and 
increasing unemployment 
Linked to Achieving our Potential

Greener: Physical environments 
and transport

Safer and Stronger: Tackling alcohol, 
drugs and violence

Healthier: Health and wellbeing

Intermediate outcomes:c 
Social environment:
• Improved parent–child relationships
•  Children’s and young people’s skills for life, 

including literacy and numeracy
Economic environment:
• Reduction in child poverty
•  School leavers in positive and sustained 

destinations
Physical environment:
•  Children have more access to green space 

and opportunities for play
Individual behaviours:
• Healthier lifestyles
• Improved breastfeeding rates
• Children have more active lifestyles
Health:
• Reduction in vulnerable pregnancies
•  Improved children’s mental wellbeing/

resilience
• Reduced % of children overweight or obese
•  Improved health and wellbeing of looked 

after children

Intermediate outcomes:d Intermediate outcomes:e

•  Better opportunities, especially for children 
and young people, to enjoy the health 
benefits of safe green and open spaces 

• Increased walking and cycling
• Increased community cohesion 
• Reduced risks to community safety
• Public services are more accessible

Intermediate outcomes:
• Reduction in average alcohol consumption
• Reduction in alcohol-related harms
• Reduction in drug use
• Reduction in drug-related harms
• Less drug-related crime
• Reduction in domestic abuse
• Fewer offences involving violence
•  Fewer adults experiencing (non-domestic) 

violence
• Violence becomes less socially acceptable
•  Greater uptake of positive activities for 

young people

Intermediate outcomes:
1) Big killer diseases:
Physical environment:
•  Reduced exposure to second-hand smoke
Individual behaviours:
• Reduced number of people smoking
• Reduction in average alcohol consumption
•  Reduction in risk factors, e.g. diet and lifestyle
Health:
• Reduced incidence of depression and anxiety
• Improved dental health of vulnerable groups
•  Improved health of people with learning 

disabilities
•  Sustained or improved physical and mental 

wellbeing of offenders
2) Mental wellbeing:
Social environment:
•  Less reported discrimination, harassment 

or abuse
•  Greater mental health literacy across the 

public and professions

c  The intermediate outcomes can be found on the NHS Health Scotland website at: www.healthscotland.com/topics/settings/local-government/ImplemetationEquallyWell.aspx

These include: early years and young people, harms to health and wellbeing, ‘big killer diseases and risk factors’, and mental wellbeing. Some intermediate outcomes were still under development when the outcomes frameworks were published
d  A separate outcomes framework was not developed for this objective
e  A separate outcomes framework was not developed for this objective: the ‘intermediate outcomes’ indicated are implicit in Equally Well (2008)
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Economic environment:
• Reduced proportion of people living in poverty
• Reduction in fuel poverty levels
•  Greater financial inclusion and better financial 

management by individuals
•  Better prospects of moving into good and 

sustained employment
Physical environment:
• Healthier workplaces
•  Increased use of green space and more 

physical activity
•  Greater satisfaction with public services and 

local neighbourhoods
Individual behaviours:
•  Greater financial inclusion and better financial 

management by individuals
• More volunteering

How will improvement be achieved?

Recommended actions 2008:
•  Antenatal services to reach higher-risk 

groups and identify and manage risks 
during pregnancy

•  Develop support services for families with 
very young children at risk of poor health 
and other poor outcomes 

•  Develop a community-based integrated 
school health team approach, increasing 
the nursing staff and other professionals 
supporting schools

•  Continue a strong focus on literacy and 
numeracy and health and wellbeing in school 
curriculum (Curriculum for Excellence)

•  Keep young people in learning after the 
age of 16 – continuity and progression 
through school to post-school (Curriculum 
for Excellence)

•  Create the physical environments and 
opportunities for children for play, physical 
activity and healthy eating (local authorities 
and other public services)

Recommended actions 2008:
•  Use of Fairer Scotland Fund by CPPs to 

improve health and healthy life expectancy
• Income maximisation schemes 
•  Local leadership in activating business 

participation in community planning 
•  NHS Boards play an active part in 

employability partnerships.
•  Business and enterprise contribute to local 

community action 
•  Improving health through work should be part 

of remit of economic development agencies 
at national, sectoral and local authority levels 
including urban regeneration

•  NHS Boards and public sector employers 
should act as exemplars in increasing and 
supporting healthy employment for 
vulnerable groups

•  Public sector leaders should promote 
the evidence on the health benefits of 
employment with staff, patients and clients

Recommended actions 2008:
•  Improvements to healthy weight and to the 

quality of local neighbourhoods 
•  Steps to encourage the use and enjoyment of 

green space by all
•  The National Transport Strategy – specific 

actions to improve health and reduce health 
inequalities (e.g. local projects that improve 
active travel within deprived communities)

•  Measure the impact of whole-community 
initiatives on health and health inequalities

Recommended actions 2008:
•  Programmes designed to support and engage 

with young people who have started on the 
cycle of offending 

•  More support for: parents whose children 
begin to display violent behaviour; for victims 
of violence; for young people at risk of 
damaging, violent or antisocial behaviour

•  More positive activities for young people, 
including improved access to existing facilities

•  NHS drug treatment and recovery services, link 
to other forms of support that address clients’ 
wider problems and life circumstances

•  More effective local delivery of joined-up 
services for problem drug and alcohol users 
via re-formed ADPs 

•  More targeted local resources for deprived 
groups and communities

Recommended actions 2008:
•  Keep Well health checks in deprived areas 

should identify people with depression and 
anxiety and make sure they get treatment 
and support

•  Create and fund new evidence-based 
anticipatory care programmes for other 
high-risk groups

•  Reform the funding of primary care services 
to meet the needs of groups and communities 
most at risk of health inequalities

•  Develop a framework for regular health 
assessments for people with learning 
disabilities in all NHS Boards

•  Offenders who want to tackle their drug 
problems should be able to get access to 
addiction and health services within six weeks 
of release from prison

•  Develop an accessible communication, 
translation and interpreting strategy for 
the NHS
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Additional actions (2010)
•  An early years pathfinder approach to 

promote the integration of frontline services
•  Importance of ensuring the provision of health 

care and health improvement services to 
looked after children

•  Endorse the new programme for Looked 
After Children and Young People Strategic 
Implementation Group

•  Endorse Curriculum for Excellence as a key 
vehicle for improving the life changes of 
children and young people and contributing to 
reducing health inequalities

•  Develop a new approach to partnership 
working between education practitioners, 
health and other professions as a key focus 
for delivering health and wellbeing outcomes 
within Curriculum for Excellence

Additional actions (2010)
•  Prioritise and sustain public services which 

directly support the most vulnerable people
•  Initiate early discussions with the UK 

government on welfare benefits and 
tax credits

•  NHS boards and other public sector 
organisations should look to mainstream 
successful approaches to income maximisation 
and financial inclusion

Additional actions (2010)
•  Climate and health benefits can be realised 

in the SG approach to climate change 
mitigation and adaptation. Actions to include 
measures to protect the most vulnerable 
groups of people, and avoid widening health 
and other inequalities

Additional actions (2010)
•  Continue work underway in context of the 

Reducing Reoffending programme, setting 
offenders’ health in a wider context

•  Support cross-agency partnership to develop 
new ‘community reintegration’ units for 
women offenders nearing their sentences in 
Aberdeen and Inverness prisons

•  Support the development of community 
payback orders tailored to women’s needs

•  Support a range of work addressing alcohol 
misuse among offenders

•  ADPs to continue to develop locally 
appropriate services

•  Support the proposed review of the 
Throughcare Addictions Service

•  SG together with national partners, including 
the Violence Reduction Unit to support local 
partnerships in developing and implementing 
programmes to prevent and tackle violence

Funding allocated

Early years and young people Poverty and unemployment Physical environments and transport Alcohol, drugs and violence Health and wellbeing

2008/9 to 2010/11f

£26.80 million for initiatives to improve 
diet and levels of physical activity for 
pregnant women and children 

2008/9 to 2010/11g 
£667.62 million for initiatives to 
address fuel poverty and improve 
employment opportunities

2008/9 to 2010/11h 
£67.80 million for a range of 
environmental initiatives

2008/9 to 2010/11
£309.40 million for tackling alcohol 
and drugs misuse
2011/12i 
Local NHS Boards:
• Alcohol misuse £42m
•  Drug treatment and rehabilitation 

£29m

2008/9 to 2010/11
£721.68 million for promoting healthy 
weight through diet and physical activity, 
health checks, smoking cessation services, 
and performance-related payments for GPs
2011/12j 
Local NHS Boards – total £11.7 billion: 
£134 million allocated to Quality and 
Outcomes Framework (QOF) (GPs) 
£170 million allocated to general health 
improvement programmes (of which £15 
million on targeted programmes)

f  Figures from Equally Well, Scottish Government 2008 
g  Figures from Equally Well, Scottish Government 2008
h  Figures from Equally Well, Scottish Government 2008
i  Figures from Audit Scotland (2012) Health Inequalities in Scotland. 
j  Figures from Audit Scotland (2012) Health Inequalities in Scotland. 
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The extensive set of recommended actions that were included in Equally Well, and 
extended in the 2010 Review, did not systematically apply the set of principles and 
list of effective/ineffective policies in reducing inequalities set out by Macintyre for the 
Task Force in 2008.16 Examples of recommended actions included in Equally Well that, 
according to these principles, were likely to be effective include:

 •  The clear focus on early years – including, for example, improving the capacity of 
antenatal services to support higher-risk groups, and identifying and managing 
risks during pregnancy (Recommendation 4).

 •  Prioritising disadvantaged groups (including offenders, looked after children, 
vulnerable children and families, deprived communities, unemployed people).

 •  Improving the accessibility of services (e.g. Recommendations 55–58).

There are also a number of Equally Well recommendations that have merit to improve 
population health, but are unlikely to reduce health inequalities, and may even risk 
increasing them:

 •  Whole-population campaigns to encourage the use and enjoyment of green 
space by all (Recommendation 29).

 •  Providing information to young people in a whole range of settings, including 
easily accessible drop-in services, staffed by health professionals and youth 
workers (Recommendation 44).

 •  Health checks for all at the age of 40, building on the Keep Well programme 
(Recommendation 46).

At the same time, actions identified by Macintyre as likely to be effective in reducing 
inequalities that are not included in Equally Well’s recommendations are:

 •  Structural changes in the environment: (e.g. area-wide traffic calming schemes, 
separation of pedestrians and vehicles, child-resistant containers, installation of 
smoke alarms, installing appropriate ventilation, insulation and affordable heating 
in damp, cold houses). 

 •  Legislative and regulatory controls (e.g. drink-driving legislation, lower speed limits, 
seat belt legislation, smoking bans, child restraint loan schemes and legislation, 
house building standards, vitamin and folate supplementation of foods). 

 • Fiscal policies (e.g. increase price of harmful products).

 • Income support (e.g. tax and benefit systems).k

 •  Reducing price barriers (e.g. free prescriptions, free school meals, fruit and milk, 
free eye tests).

Nonetheless, several of these measures came into effect through other policies and 
legislation. For instance, the Good Places, Better Health strategy made a number of 

k  Further opportunities are available from the Scotland Act 2012 which devolves to the Scottish Parliament powers to 
set a rate of income tax for Scottish taxpayers to raise stamp duty land tax and landfill tax and making provision for 
new devolved taxes.
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recommendations on structural changes to the environment some of which mirror 
structural changes in the environment examples listed above.17 For example, social 
landlords have been obliged to bring all housing stock up to a minimum standard 
(the Scottish Housing Quality Standard) which is likely to be a highly effective means 
of reducing health inequalities. However, the link into the Equally Well portfolio and 
outcomes is not explicit. 

In short, in the move to considering how to address health inequalities, the balance 
of attention in Equally Well shifted towards the more downstream consequences 
of inequalities (such as alcohol misuse, drug treatment and rehabilitation, smoking 
cessation, healthy weight, depression and anxiety), focusing less on the policy areas 
which are more likely to be effective in narrowing inequalities. Experience from other 
countries suggests that this ‘lifestyle drift’ is not unusual when implementing a health 
inequalities strategy and may occur for a number of reasons. The drift downstream 
suggests, however, that although the set of recommended actions may contribute to 
improving the population health, Equally Well’s impact on health inequalities may be 
limited on its own. Its stated ambition to address the underlying causes of inequalities 
could be strengthened through better linkage with other relevant policies that have an 
inequalities impact, but the coherence of policy across government and the oversight of 
all domains was lacking.

2.1.3  Shifting resources to address health inequalities – recent 
developments

Changing the way resources are allocated from dealing with the health effects of 
inequalities to more upstream intervention was recognised by Equally Well (and other 
strategies) as essential to tackling health inequalities.2 13 18 More recently, making a shift 
towards preventative spend has become a priority challenge for the public sector in the 
current financial climate.19–22

‘The government should protect current resources targeted at reducing health 
inequalities and consider the need for further investment in its longer-term 
spending plans, based on the Task Force’s learning networks, about any further 
resources required for public services to address health inequalities and their 
underlying causes more effectively.’ (Recommendation 68)

Using the figures contained in the 2008 Equally Well report, of the nearly £70 
billion ‘global’ funds allocated by the Scottish Government to NHS Boards and local 
government for health and wellbeing over the three financial years (2008–2011), only 
2.5% was identified as supporting actions directly tackling health inequalities and the 
underlying causes, of which:

 •  40% was allocated on health and wellbeing, including promoting healthy weight 
through diet and physical activity, health checks, smoking cessation services, and 
performance-related payments for GPsl

 •  37% on poverty and employment, including initiatives to address fuel poverty, 
and improve employment opportunities

l  These figures are not comprehensive. For example, they do not include the Family Nurse Partnership initiative or the 
Quality and Outcomes Framework (QOF) payments which are both aimed at addressing health inequalities.
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 •  17% on harms to health and wellbeing, including tackling violence, alcohol and 
drugs misuse

 •  4% on physical environments and transport, including a range of environmental 
initiatives

 •  1% on early years and young people, including initiatives to improve diet and 
levels of physical activity for pregnant women and children

 •  In addition, £15 m of new funding was made available over this three-year 
period to help support Equally Well recommendations, including the local test 
sites (£4 m), support services for families with very young children, children’s play, 
and school healthcare capacity (£11 m).

The extent to which public sector resources have actually shifted towards addressing 
health inequalities was investigated by Audit Scotland’s performance audit in 2012.7 
It attempted to estimate how much the public sector spends on reducing health 
inequalities. However, their analysis was limited because the government’s available 
expenditure information only covered special initiatives and mainstream NHS spending. 
Wider government inequalities-related expenditure could not be captured and tracked. 
Policymakers recognised that as influences on health inequalities include, but extend 
well beyond, health and health care (e.g. transport, physical environment, poverty and 
employment, etc.), the inability to track related expenditure and thus cost-effectiveness 
poses particular challenges.

On the basis of its own analysis, Audit Scotland concluded there was little evidence 
to show a long-term shift in government spending to address health inequalities 
despite the significant commitment to this by successive governments since devolution. 
Recorded spend on health and wellbeing was more likely to be allocated to general 
health improvement rather than specifically to addressing health inequalities, and 
the effects of general health improvement are not always compatible with the goal 
of reducing inequalities (see section 3.5.3). Resources allocated to addressing health 
inequalities were mainly to area-targeted initiatives and services in areas of high 
deprivation. Substantial numbers of individuals in need who do not live in deprived areas 
would be missed by this approach. This reliance on area targeting, together with the 
small scale of the resource allocation, suggests these actions are unlikely to have resulted 
in a reduction in the overall problem of inequalities in health on their own.

2.1.4 Delivering Equally Well

‘Our recommendations for action run across Government and local services and 
that is what makes them new and different. They will involve public services 
working together more than they have in the past, in order to make a difference to 
the complex underlying reasons for inequalities in health.’(p. 3)2

In terms of delivery, the emphasis of Equally Well is on ‘refocusing and redesigning’ 
public services with a view to improving their accessibility for clients with multiple and 
complex needs and smoothing pathways through services – summarised as ‘getting in, 
getting through, getting on’. Achieving better joint working across agencies and services 
as well as involving local communities and target groups are seen as the cornerstones 
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for successful delivery on health inequalities. Equally Well reiterated the need for a ‘step 
change’ improvement in partnership working, a challenge laid clearly at the door of 
Community Planning Partnerships (CPPs). These elements of Equally Well were given 
added weight by the Christie Commission recommendations20 and subsequently by the 
Review of Community Planning in 2012 whose statement of ambition is:

‘Effective community planning arrangements will be at the core of public service 
reform. They will drive the pace of service integration, increase the focus on 
prevention and secure continuous improvement in public service delivery, in order to 
achieve better outcomes for communities. Community Planning and SOAs [Single 
Outcome Agreements] will provide the foundation for effective partnership working 
within which wider reform initiatives, such as the integration of health and adult 
social care and the establishment of single police and fire services, will happen.’23

Both the 2008 Equally Well report and the 2010 Review recognised that achieving the 
desired changes posed both an opportunity for CPPs in terms of helping them to meet 
outcome targets, as well as a delivery challenge to local authorities and their community 
planning partners. The role of the third sector was seen as ‘planning and delivering 
innovative ways of supporting people’. To explore and support the necessary changes in 
culture and ways of working, in 2008 the Scottish Government established a series of 
Equally Well test sites in local areas. Following the 2010 Review, the Local Government 
Improvement Service was tasked with developing a capacity building resource for CPPs 
(which is still under development).

The eight local test sites were the only new initiatives ‘badged’ as Equally Well that 
stemmed from the 2008 strategy. All were concerned with tackling health inequalities. 
Six sites adopted an area-based targeting approach, working in neighbourhoods 
ranging from 4,000 to 15,000 people. Two of the sites (Glasgow City and Dundee) 
covered the whole local authority area. Most test sites had a focus on a specific aspect 
of health or health behaviour (tobacco, alcohol, early years and mental wellbeing), but 
Govanhill focused on wider neighbourhood management issues, such as housing and 
environmental improvement, community safety and training and employment; and 
Glasgow sought to improve health generically through improved spatial planning. 
(see Box 1). 

Box 1: Equally Well test sites

• East Lothian: Health inequalities in early years

•  Govanhill, Glasgow: Community regeneration and development through a 
neighbourhood management approach

• Glasgow City: Integrating health into current and future planning

•  Blairgowrie: Delivering health inequalities sensitive services in a rural setting for 
people with multiple and complex needs

• Lanarkshire: Sustained employment and supporting people to find decent work

• Fife: Antisocial behaviour in relation to alcohol and underage drinking

• Dundee: Improving wellbeing in a local community

• Whitecrook, West Dunbartonshire: Targeting the high prevalence of smoking
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The test sites were set up as vehicles for learning about innovative practice in redesigning 
and refocusing local public services to address health inequalities.23 The focus of interest 
was on service redesign and improving interactions and relationships between services and 
with local communities. A health inequalities learning network was established to share 
experiences across the test sites and to stimulate a wider community of practice. The local 
test site areas were expected to operate within existing resources.

Overall, learning from the test sites has reiterated the necessary pre-conditions for 
successful joint working: effective coordination; senior commitment; clear and shared 
outcomes; creating a space for learning; engagement of service users or communities; 
and a shared understanding of partner roles and contributions. When evaluated after 
two years of implementation, the Equally Well test sites were still, understandably, ‘at 
an early stage in a long journey towards reducing health inequalities’. Most of the test 
sites’ learning has been about the implementation process and partnership working. 
When asked what was the most significant change achieved by the test sites, the most 
common response was improved joint working (40% n=96). The national evaluation 
concluded that there had been progress towards some short-term outcomes, such as 
joint working, but it was not possible at that time to assess the overall effectiveness. 
National–local collaboration on the test sites aimed to spread and scale up the service 
redesign practice to other areas in Scotland, but this has not yet occurred on the 
expected scale.24 

Over the same period as the Equally Well test sites, the Scottish Government also 
sponsored local pilots in the policy areas of obesity (Healthy Weight Communities) 
and healthy environments (Good Places, Better Health). The common lessons from 
the full set of pilot and test sites include strengthening the complementary roles of 
national and local level interventions in addressing inequalities. From the findings of 
these evaluations, the Scottish Government concluded that national level (Scottish 
Government and COSLA) should lead cross-government collaborative actions on the 
social determinants of health and focus on population measures such as setting laws 
and regulating industry and prices, (e.g. minimum pricing on alcohol, regulation to 
reverse the obesogenic environment, prioritising early years). In local areas, the main 
role was seen as direct service delivery which is coordinated and delivers universal 
services proportionate and tailored for specific high-risk or vulnerable individuals, 
families or groups in need.25 

In summary, Equally Well has developed over five years as the centrepiece of health 
inequalities policy in Scotland. Its creation marked a bold break with past endeavours, 
focusing on the social determinants of health, ranging further outside the health sector, 
and attracting the joint ownership of local authorities. Equally Well was positioned 
alongside a portfolio of policy developments also designed to promote social equity, 
most notably the anti-poverty and early years strategies. However, in the process of 
moving to implementation, Equally Well gave greater attention to downstream actions 
and the intended cross-government policy linkage has not been optimised. These 
factors, coupled with a deep and sustained economic recession, have limited Scotland’s 
prospects for narrowing health inequalities.
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2.2 Trends in health inequalities in Scotland – are there signs 
of change? 
The Scottish Government created a long-term monitoring framework for measuring 
Equally Well’s impact on health inequalities and publishes annual updates.26 The 2012 
update concluded that health inequalities are still a major issue with several indicators 
showing signs of deterioration.26 The Equally Well headline indicators use data based 
on the Scottish Index of Multiple Deprivation (SIMD) for data zone areas (which were 
created in 1996 and are therefore only available for a relatively short time frame). A 
longer time series is available from 1981 to 2001 using the Census-based Carstairs 
deprivation index (this is currently only available to 2001 as the full 2011 Census dataset 
has not yet been released). The two deprivation measures are not directly comparable 
because they include slightly different age groups and differently sized geographies. 
However, taken together, they allow the overall trends in health inequalities in Scotland 
to be assessed.

The trends in all-cause mortality for the most and least deprived tenths of the population 
are shown in Figure 2. All-cause mortality declined for both the most and least deprived 
deciles between 1981 and 2001 for the whole population, and for those under 75 years 
old between 1997 and 2010. However, there was little evidence of a decline among 
young adults (aged 15–44 years). Between 1981 and 2001, inequalities increased in 
both absolute (from a gap of 472 to 492 deaths per 100,000 per year) and relative 
terms (from a ratio of 0.5 to 0.8). Relative and absolute inequalities also increased for 
those aged 15–44 years between 1998 and 2010, although the changes in mortality 
rates were only slight. For all those aged under 75 years, there was a slight decrease in 
absolute inequalities (from a gap of 491 to 466 deaths per 100,000 per year) and an 
increase in relative inequalities (from a ratio of 1.7 to 2.4). 

The data contained in Figure 2 is shown in a more statistically advanced way in Figures 
3 and 4. These show the trends in the absolutem and relativen gradients across all 
deprivation groups over the longest time period available. Figure 3 shows that absolute 
health inequalities have remained high over the entire time period from 1981 to 2010, 
with a large degree of year-on-year variation. The apparent dip towards the end of the 
time series should not therefore be interpreted as a measure of the success or otherwise 
of the Equally Well policy approach, as more data are required in order to demonstrate a 
sustained and consistent trend.

In contrast, relative inequalities have consistently increased from 1981 onwards 
(Figure 4)o with less year-on-year variation (again the small dip at the end of the 
time series should not be interpreted as a turning point). This consistent increase in 
relative inequality is partly due to the success in reducing the average mortality in the 
population. To reduce relative inequalities, there therefore needs to be a more rapid 
reduction in mortality in the deprived groups than the average for Scotland.

m  Absolute inequalities (or the gap between groups), taking account of the proportion of the population in each 
group, is most appropriately measured using the Slope Index of Inequality (SII), where larger numbers indicate a 
larger absolute difference across the population. 

n  Relative inequalities (or the ratio between groups), taking account of the proportion of the population in each 
group, is most appropriately measured using the Relative Index of Inequality (RII), where larger numbers indicate a 
larger relative difference across the population. 

o  Note that the measures using SIMD rather than Carstairs are more sensitive to detecting inequalities because of the 
smaller populations used as the unit of analysis. Furthermore, any single measure taken alone, particularly area-
based measures such as these, underestimate true inequalities.
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Figure 2: Trends in all-cause mortality rates (for men and women combined) for 
the most and least deprived deciles (by Carstairs 1981–2001 (all ages) and SIMD 
1997–2010 (aged <75y and 15–44y)) (Source: National Records for Scotland)

Note: data are not available separately from the Scottish Government monitoring report 
for those 45–75y.
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Figure 4: Trends in relative all-cause mortality inequality (1981–2001 using 
Carstairs index (all ages); 1996 onwards using SIMD (<75y and 15–44y); men 
and women combined) (Source: National Records for Scotland)

Figure 3: Trends in absolute all-cause mortality inequality (1981–2001 using 
Carstairs index (all ages); 1996 onwards using SIMD (<75y and 15–44y); men 
and women combined) (Source: National Records for Scotland)
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2.3 Summary
The Scottish Government’s strategy to tackle health inequalities, Equally Well, has been 
in place for five years. This is the second review of its progress toward implementation. 
An annual monitoring programme is in place to assess progress against defined 
indicators, and a series of test sites have been created, some with evaluations of 
outcomes relevant to specific aspects of health inequalities. Other policies which 
were not included in the scope of Equally Well are likely to have a positive effect on 
health inequalities: in particular the implementation of the Scottish Housing Quality 
Standard, the introduction of the ban in smoking in public places and the proposed 
introduction of minimum unit pricing for alcohol. There is an apparent mismatch 
between the understanding of the health inequalities problem that underlies the Equally 
Well strategy and which focuses on the determinants of health, and the Equally Well 
recommendations which focus more on influencing the resulting behaviours and their 
health effects. Public service reform and renewed vigour to ensure the delivery of policy 
locally through Community Planning Partnerships (CPPs) should work in favour of the 
health inequalities strategy, although monitoring and evaluation research is needed to 
ensure effective implementation.

Monitoring data on health inequalities shows no worsening of absolute health 
inequalities (i.e. the gap) over recent years, although this remains high compared to 
the rest of Western Europe. However, relative health inequalities have risen consistently 
from 1981 to the present day, partly because of the reduction in the average mortality 
rate. In order to reduce both absolute and relative inequalities, a more rapid reduction in 
mortality in the most deprived groups, compared to the average, is required.

The following chapters consider evidence and experience that the Task Force should 
consider in developing the Scottish Government’s and local authorities’ future response 
to the challenge of narrowing inequalities.
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3. Understanding and addressing 
health inequalities

This chapter summarises the current understanding of how health inequalities in 
Scotland compare internationally, how health inequalities arise, how they are best 
addressed and the scope for intervention within the Scottish context.

3.1 What are health inequalities?

3.1.1 International trends and comparisons

Despite the reductions in mortality in Scotland over the last 150 years, average life 
expectancy remains lower in Scotland compared to the rest of West and Central Europe. 
Figure 5 shows the trend from 1950 onwards. Although life expectancy has increased 
in Scotland, the increase in life expectancy in other countries has been more rapid. For 
example, Portugal, Spain, Finland, Ireland, Austria and Italy all had life expectancies 

Inequalities are caused by a fundamental inequity in the distribution of power, 
money and resources. This has an impact on the opportunities for good-quality 
work, education and housing, etc. In turn, these determinants shape individual 
experiences and health throughout life (Figure 9). 

Key messages:

 4.  Average life expectancy in Scotland has improved steadily, but more slowly 
than in other wealthy countries. Within Scotland, those at the top of the 
social scale have been able to take health improvement messages on board 
which has resulted in health benefits for them. However, less affluent 
groups have benefitted less and have been left behind. Inequalities in 
mortality in Scotland are among the highest in Western and Central Europe, 
rising rapidly during the 1980s and 1990s; this situation is not inevitable 
and can be improved.

 5.  The scale of the health inequalities problem is strongly influenced by the 
magnitude of the underlying inequalities in power, money and resources 
within a society. Action on the worsening trends in health inequalities needs 
to be rebalanced to address the fundamental drivers of social inequality 
which determine income, employment, education and daily living conditions. 

 6.  The ways in which health inequalities are manifested in the population, 
through specific diseases and causes of death, are likely to change over 
time; strategies focused on specific diseases and single risk factors are 
important but will not substantially impact on the overall inequalities in 
death rates.
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lower than Scotland in 1950, but have improved more rapidly such that they now have 
higher life expectancies.27–29 Even within Eastern Europe, deprived deindustrialised 
regions are improving more rapidly than the similarly deindustrialised area around 
Glasgow.30 31 For young adults in Scotland (aged 15–44 years), there has not been any 
improvement in mortality rates over the last 30 years.27 

Figure 5: Life expectancy at birth for men and women in Scotland compared 
with other Western European countries from 1950 28

Figure 6 below shows that inequalities in mortality among men in Scotland in recent 
years are higher (i.e. the gap between groups is wider) than in all other countries in 
Western and Central Europe who have data available. The only countries with bigger 
health inequalities are Hungary, the Czech Republic, Poland and Lithuania. Figure 7 
shows the same pattern for women.
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Figure 6: Mortality inequalities between the most and least educated men in 
selected European countries c.200132 33

Figure 7 – Mortality inequalities between the most and least educated women 
in selected European countries c.200132 33
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Both of these statistical comparisons represent thousands of unjust and avoidable 
premature individual deaths in Scottish communities as a result of health inequalities 
which are not seen in comparable countries. However, these deaths are not inevitable 
and can be reduced.34 35 For example, between the 1920s and the 1970s there was a 
substantial reduction in health inequalities in both the UK and USA. This corresponds 
with a period of institution building (state pensions, health services, local government), 
social solidarity and decreasing income inequalities. However, the trends in both the UK 
and USA reversed from the 1970s to the present day, corresponding with a period of 
rapid economic growth, privatisation, increasing individualism and increasing income 
inequalities in both countries (Figure 8).36 

Figure 8: Mortality gap between local authorities and income inequalities in 
Great Britain 1921–2007  (Source Dorling et al; Institute for Fiscal Studies)

3.2 Theory of causation – how do inequalities arise?
The causal pathways which lead to health inequalities are numerous, interrelated and 
not fully understood. Despite this complexity, there is value in articulating the current 
understanding of the key pathways and mechanisms in simple terms in an attempt 
to identify priorities for action. Figure 9 below provides a visual representation of 
the current understanding on the causes of health inequalities and how these are 
manifested as differences in mortality, morbidity, wellbeing and healthy life expectancy. 
This ‘theory of causation’ underpins the remainder of this policy review. 
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Figure 9: Health inequalities: theory of causation
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3.2.1 Fundamental causes

There is increasing recognition that health inequalities have their roots in the major 
sociopolitical forces which drive decisions and priorities and which, depending on 
the social and economic principles underpinning these decisions, result in an unequal 
distribution of power, money and resources.37 This leads to poverty and marginalisation 
in certain social groups, with discrimination compounding the effects. This unequal 
distribution of power, money and resources are considered the ‘fundamental causes’ 
of inequalities in health outcomes. Inequalities in all-cause mortality persist, despite 
the rise and fall of inequalities in particular specific causes of mortality such as heart 
disease. This is taken as evidence that the ‘fundamental causes’ of inequalities are the 
most important, and the only sufficient, explanation of how health inequalities arise and 
persist.38 Resources such as power, money, social connections, knowledge and language 
are protective to health, no matter what mechanisms are relevant at any time.12 Recently, 
international evidence has been gathered that demonstrates the importance of income 
inequalities in driving health and social problems.39 

3.2.2 Wider environmental influences

Power, money and resources determine the physical, economic and social environments 
in which people live and work. Inequitable distribution of wider environmental resources 
and constraints occurs in all aspects of the environment including: economic and 
work; physical; learning; services; social; and cultural. The distribution of these wider 
environments are all shaped by the fundamental causes; hence wider environmental 
constraints (such as low availability of jobs, transport, quality schools and public services, 
low levels of social capital and democratic engagement) tend to coexist, compounding 
the effects.40 

3.2.3 Individual experiences

It is well documented that individuals have different levels of exposure to harms in the 
physical/built environment (e.g. polluted air, traffic, damp housing), to healthy products 
and environments (e.g. green space, healthy food) and to supportive social networks 
and relationships, and this fuels health inequalities.12 16 The level and balance of enabling 
resources versus constraints in an individual’s or family’s environment determine the 
balance of exposure to health-promoting or health-damaging factors. However, the 
influence goes much deeper. Physical and social environments shape the options 
available to individuals and choices they take, meaning that even ‘lifestyle’ factors have 
to be interpreted on the basis of the contexts in which they arise.41 For example, an 
unhealthy individual diet is often the result of interactions between wider environmental 
factors, such as low availability of affordable, healthy food and access to adequate 
cooking facilities, and individual experiences such as low disposable income alongside 
the socially influenced individual decisions and behaviours.

Thus, the ability of individuals and families to live in ways that create and sustain 
health is influenced by factors largely beyond their control. The consequences for 
children conceived and growing up in such environments become apparent early on, 
often accumulating, interacting and persisting over the life course.42 For example, low 
birthweight babies who have a poor early environment have more coronary health 
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disease in adulthood. Exposure to harm in the wider environment at critical periods of 
development, such as early childhood and adolescence, can have a cumulative effect 
and shape health outcomes in later life. It is now also understood that the physical and 
psychological environment in which we live can switch genes on or off, thus changing 
how they function,43 44 although evidence that certain epigenetic changes (i.e. those 
caused by wider environmental exposures) can be inherited and passed between 
generations remains very tentative.45 46 

3.2.4 The effects

These fundamental causes, wider environmental influences and individual experiences 
throughout life bring about an unequal and unfair distribution of wellbeing, ill health 
and mortality in the population. Health inequalities are therefore the manifestation of 
social inequalities.

3.3 The manifestations of health inequalities change over time
Mortality outcome measures which report only specific causes of death without 
reference to the all-cause trends can be misleading. Improvements in specific cause 
mortality may reduce average mortality, but the contribution of specific causes rises and 
fades over time and may not reduce inequalities in mortality (Figure 10).38 For example, 
150 years ago in Scotland, the most important causes of mortality, and of inequalities 
in mortality, were infectious diseases such as cholera and tuberculosis. Before it was 
understood what caused these conditions and what worked to treat them, infectious 
diseases affected rich and poor at similar rates. However, as knowledge increased over 
time, the more affluent groups were able to protect themselves by moving to less 
overcrowded areas and by accessing treatment. In time, these benefits spread across the 
population and average health improved. As people started to live longer, other causes 
of death started to become more important. Heart disease, for example, was initially 
thought to be a ‘rich man’s’ disease, but as knowledge increased and lifestyles changed 
in response, and treatments improved, inequalities rapidly emerged which again 
reinforced the overall mortality inequality. During the 1980s and 1990s, other causes 
of deaths (which had previously been relatively rare in Scotland) such as alcohol-related 
and drug-related deaths become more prominent, filling the inequality gap left by heart 
disease. 

Coordinated and radical cross-government action through economic, social and housing 
measures as well as treatments has succeeded in the past to tackle the inequalities in 
mortality associated with infectious disease. Action across all sectors to tackle modern 
diseases through reductions in poverty and inequalities is still possible and needed now.
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Figure 10: Schematic representation of the changing causes of health 
inequalities over time

3.3.1 Trends in coronary heart disease inequalities

Ischaemic heart disease mortality trends are an example of the relationship between 
the measures of inequalities and how a reduction in absolute inequality can lead to 
an increase in relative inequality. A dramatic decline in mortality has been witnessed 
(Figure 11). The decline in Scotland has occurred across all deprivation quintiles, leading 
to a decline in the gap in mortality between the most and least deprived areas. However, 
as premature mortality among populations in the least deprived areas is now relatively 
uncommon and, in many deprived areas remains common, relative inequality widens. 
(Relative inequalities are how much worse mortality in the most deprived is compared 
to the least deprived. If the least deprived are improving faster than the most deprived, 
relative inequality will, by definition, be getting worse.)p Moreover, this rapid decline in 
ischaemic heart disease mortality did not result in a decline in inequality, because other 
cause-specific mortalities intervened. 

p  It has been estimated that around 44% of the decline in coronary heart disease mortality has been due to 
improvements in medical treatment and around 39% due to other factors (e.g. diet and smoking), although the 
decline in more deprived groups was more likely to be due to non-treatment factors than in the least deprived 
groups. (Hotchkiss et al, forthcoming). 
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Figure 11: Ischaemic heart disease mortality trends for the most and least 
deprived deciles (men and women combined, <75y, by SIMD deciles, 1997–2010) 
(Source: National Records for Scotland)

3.4 Explaining trends in health inequalities 

3.4.1 Economic development and distribution of wealth

Links between economic activity (i.e. economic growth or economic recession) and 
health are not straightforward. Within societies, people with greater income and wealth 
are healthier,47 and various longitudinal studies have established that this relationship 
is largely causal: greater income and wealth leads to better health.48–50 In order to 
maintain good health, individuals have to meet their core needs. This means having 
access to food, clean water, housing, leisure and various other goods and services. At an 
individual level, needs are often met through the provision of public goods (e.g. social 
housing and water supplies), although access to many goods and services, particularly 
beyond the most basic needs, requires an income to maintain health.51 52

Despite this strong relationship between income and health within societies, it does not 
follow that those societies with the greatest wealth have the best health outcomes. It 
is known that the relationship between average national income and life expectancy 
is not straightforward: increasing income within poor countries improves health, but a 
further increase in income within rich countries does not.53 For example, some countries 
(most notably Cuba) maintain average population life expectancy comparable to much 
wealthier nations (such as the USA, UK, Singapore and Australia) despite much lower 
national income.54 
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Although the reductions in mortality seen across high-income countries in the last 150 
years28 have coincided with a prolonged period of long-run economic growth, the 
evidence that economic growth has caused improved health is actually quite weak. It is 
more likely that improvements in nutrition, social infrastructure, education or scientific 
progress (all of which have unclear relations to economic growth) are more important 
explanations for improved average population health.55–58 Furthermore, improving life 
expectancy has continued in countries like Japan and Cuba, where economic growth has 
been virtually non-existent since 1990.59

In their book The Spirit Level, Wilkinson and Pickett have suggested that income 
inequality rather than income per capita (mean income) is a more important determinant 
of mean population health. There is substantial evidence for this since, among high-
income nations, the most unequal countries (e.g. USA, UK, New Zealand) have worse 
health and social outcomes than the more egalitarian countries (e.g. Sweden, Norway, 
Finland and Japan).39

Economic growth can arise from different process, and it may be that the health impact 
of the growth might be different depending on the mechanism. For example, economic 
growth arising from the exploitation of natural resources within a country, particularly 
when the wealth generated from the extraction is not shared among the local 
population, may be less likely to generate positive health outcomes.60 For example, many 
of the Middle Eastern states such as Saudi Arabia have experienced rapid increases in 
national income without corresponding increases in social and economic development. 
As such, health improvements are less than might be expected of a country with such a 
high national income. 

Countries which pursue economic policies, such as neoliberalism,q which widen 
income and wealth inequalities are likely to have increased health inequalities in their 
population.36 In the Scottish context, the rise in health inequalities from the 1980s 
onwards has actually been associated with a decline in life expectancy in the poorest 
communities,61 despite rapid economic growth. Even considering mean population life 
expectancy rather than health inequalities, those countries which have pursued a more 
neoliberal economic policy agenda have been found to have worse health outcomes.28 

62 63This is supported by the finding that countries which neglect social protection and 
active labour market policies at times of recession have worse health outcomes.59 64 

3.4.2 Employment, economic activity and health

The evidence on the links between unemployment and health is stark: a recent 
systematic review summarised that, on average, mortality rates in the unemployed 
increased by 63% compared to those in continuing employment.65 Negative health 
impacts are also seen where employment changes to become less secure or rewarding.66 
In Scotland, the proportion of the working-age population claiming unemployment 
benefit declined from 1992 to 2008 for both men and women before increasing 
rapidly during 2009 and 2010. However, it is well recognised that the proportion of 
the working-age population registered unemployed is an underestimate of the actual 

q  Neoliberalism is an economic ideology characterised by privatisation, low taxation and non-universal public services. 
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proportion that are unemployed.67 An alternative measure of the population who are 
not in work, and which may be less sensitive to bias, is the proportion of the working-
age population who are economically inactive (although this includes those involved in 
unpaid labour such as caring for children and relatives). These data for Scotland suggest 
a mixed and changing picture between genders; the proportion of the female working-
age population who are economically inactive has declined steadily from 1992 to 2010 
before increasing, while the proportion of the male working-age population who are 
economically inactive rose slightly from 1992 to 2000, declined slightly to 2010 before 
rising again in 2011. 

3.4.3 Poverty and health

Although being able to obtain a minimum quantity of goods and services is clearly 
important for health, in high-income countries poverty is better conceptualised as a 
relative phenomenon. In this way, income to maintain a level of consumption which 
allows individuals to participate in the norms of society is what is important for 
health. Aside from the need for income to obtain material goods and services in either 
absolute or relative terms, individual income and wealth is also likely to be linked to 
health outcomes through other mechanisms. Perceived security and personal assets, 
in the sense of being more certain about how things will be paid for in the future, job 
satisfaction, self-worth, sense of identity, access to social networks and connectedness 
to community life, may all be mechanisms linking income to health outcomes. 47 65 68 69 
Beyond absolute poverty of homelessness and hunger, it is the width of, and place 
within, the social hierarchy which is more important than any particular mechanism in 
determining individual health.38 18

3.4.4 Putting it all together: what explains the health inequality trends? 

As noted earlier, the health inequalities gradient in Scotland is steeper than in the rest 
of Western and Central Europe and has risen rapidly during the 1980s and 1990s. 
The most important influences on health inequalities are differences in power, money 
and resources across the population. Mortality statistics are the most robust and 
accessible indicators of the effects of inequality. It is also recognised that the specific 
causes of health inequalities can change over time without impacting on the overall 
all-cause mortality inequalities, and that there is an inevitable delay in changes in the 
determinants of inequalities and their effects as they appear in mortality figures.

For all-cause mortality, Figure 12 shows the trends in absolute and relative mortality 
health inequalities, alongside the trends in income inequalities for the period 1981 
to 2012. Absolute mortality inequalities in all-cause mortality were high with some 
year-to-year variation, while relative inequalities rose rapidly, with a 41% increase in 
relative inequalities using the Carstairs index for all adults between 1981 and 2001. 
More recently for younger adults, between 1996 and 2011 there was a 23% increase 
in relative inequalities and for the population aged <75y there was a 28% increase. 
These rises correspond to the rapid increase in income inequalities and relative 
poverty witnessed during the 1980s for Great Britain overall, and the rises in income 
inequalities seen in Scotland between 2005 and 2010, although the relationship is not 
straightforward. Apparently encouraging signs, such as the downward blips in the data 
for income inequalities and health inequalities in 2009 and 2010, should not be over-
interpreted as there are insufficient data available to assess whether there is a sustained 
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Figure 12: Trends in absolute and relative all-cause mortality inequalities 
and trends in income inequalities (men and women combined, for various 
age groups, using Carstairs and SIMD indices) (Source: National Records for 
Scotland; Institute for Fiscal Studies)



NHS Health Scotland: Health Inequalities Policy Review  June 2013

38

trend rather than simply year-to-year variation. It is likely that some of the differences 
in the income and health inequality trends are due to delays between the exposure to 
rising income inequality and unemployment in the 1980s and subsequent mortality.28

Recent changes to welfare benefits and the economic recession are likely to impact 
on income levels, employment and consequently health inequalities. Further work to 
monitor and disentangle these impacts is currently underway. 

Unfortunately, data are not available for a long enough time series for many of the 
intermediate outcomes of interest such as educational attainment inequalities and 
smoking inequalities. 

3.5 Addressing health inequalities: some guiding principles 

3.5.1 Policy design and impact – three scenarios

A key challenge when designing a health inequalities strategy or interventions is 
addressing the twin and sometimes conflicting goals of reducing health inequalities and 
improving population health. Policies and interventions can have different impacts on 
inequalities and overall population health.70 71 Three different policy scenarios have been 
described in relation to how interventions may impact on the twin goals of improving 
population health and reducing health inequalities.70

 1.  Ideal scenario: mean (overall) population health improves at the same time as 
inequalities reduce. In this scenario, the risk for all people in the population 
reduces, but reduces most for the most disadvantaged individuals who are also at 
the highest risk. Because these policies benefit the whole population, they have 
the effect of reducing the inequalities gradient.71 Examples of policies that fit this 
scenario are the establishment of a national health service or a ban on smoking 
in public places. It could also be the scenario associated with a service which 
achieves ‘proportionate universalism’ whereby universal services are resourced 
and delivered proportionate to need,18 or ‘progressive universalism’ where 
universal services provide access to increasingly intensive support responsive to 
need, e.g. providing universal services to support families with young children but 
redistributing resources to invest more in providing intensive support for those 
families with greatest need. (see Figure 13 below).72  

 2.  Mean population health improves but inequalities in health widen. This scenario 
is associated with interventions which require individuals to opt in (e.g. health 
education programmes). Once something is recognised as being beneficial (for 
health, success, wellbeing, etc.), it will become more rapidly adopted and more 
common within the more advantaged groups and communities that have access 
to the personal, social and financial resources to enable change, compared to the 
less advantaged groups of the same culture. Therefore, interventions that rely on 
individual opt-in are likely to exacerbate health inequalities, while interventions 
that are more structural in nature are more likely to improve population health 
and reduce inequalities (or at least not increase them).16
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 3.  Targeting: locate and support the population in greatest need. This is the scenario 
most commonly adopted for reducing health inequalities and would have the 
effect of reducing inequalities and also (marginally) improving mean population 
health. There are several difficulties with this approach in practice. In Scotland, 
the most commonly used means for identifying the population at greatest risk 
of mortality and morbidity is to use an area-based measure of deprivation such 
as the Scottish Index of Multiple Deprivation (SIMD). This is problematic because 
not all deprived people live in deprived areas, and not all people living in deprived 
areas are deprived. For example, using data from 1991, it was found that only 
41% of unemployed people and 34% of low-income households lived in the 
20% most deprived areas.73 Furthermore, even where a targeted approach is 
implemented, it is often the case that the least needy individuals within a target 
population take up the service which means that the impact on inequalities can 
be mixed.
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Figure 13: Example of proportionate universalism as applied to services of 
young children72
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3.5.2 Macintyre’s guiding principles

Professor Sally Macintyre articulated a set of guiding principles for effective policies 
and interventions to address health inequalities in society for the 2008 Ministerial Task 
Force (Box 2).16 She also presented the characteristics of interventions that are likely 
to be more effective (Box 3) and less effective (Box 4). Interventions that address the 
fundamental causes are considered to be the most effective in addressing inequalities in 
health.16 18

Box 2: Principles for effective policies to reduce inequalities in health16

• Maintain and extend equity in health and welfare systems

• Address ‘upstream’ and ‘downstream’ causes

• Level up, not down

•  Reduce inequalities in life circumstances (especially education, employment 
and income)

• Prioritise early years interventions, and families with children

• Address both healthcare and non-healthcare solutions

• Target, and discriminate in favour of, both deprived places and deprived people

• Remove barriers in access to health and non-health care goods and services

• Prioritise structural and regulatory policies

•  Recognise need for more intensive support among more socially disadvantaged 
groups

•  Monitor the outcome of policies and interventions, both in terms of overall 
cost-effectiveness and differential cost-effectiveness

• Ensure programmes are suitable for the local context

•  Encourage partnership working across agencies, and involvement of local 
communities and target groups
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Box 3: Characteristics of policies more likely to be effective in 
reducing inequalities in health16

•  Structural changes in the environment: (e.g. area-wide traffic-calming 
schemes, separation of pedestrians and vehicles, child-resistant containers, 
installation of smoke alarms, installing affordable heating in damp, cold houses)

•  Legislative and regulatory controls (e.g. drink-driving legislation, lower 
speed limits, seat belt legislation, child restraint loan schemes and legislation, 
house-building standards, vitamin and folate supplementation of foods)

• Fiscal policies (e.g. increase price of tobacco and alcohol products)

•  Income support (e.g. tax and benefit systems, professional welfare rights 
advice in healthcare settings)

•  Reducing price barriers (e.g. free prescriptions, school meals, fruit and milk, 
smoking cessation therapies, eye tests)

•  Improving accessibility of services (e.g. location and accessibility of primary 
health care and other core services, improving transport links, affordable 
healthy food)

•  Prioritising disadvantaged groups (e.g. multiply deprived families and 
communities, the unemployed, fuel poor, rough sleepers and the homeless)

•  Offering intensive support (e.g. systematic, tailored and intensive 
approaches involving face-to-face or group work, home visiting, good quality 
preschool 
day care)

•  Starting young (e.g. pre- and postnatal support and interventions, home 
visiting in infancy, preschool day care)

Box 4: Characteristics of interventions that are less likely to be 
effective in reducing inequalities in health16

• Information-based campaigns (mass-media information campaigns)

• Written materials (pamphlets, food labelling)

• Campaigns reliant on people taking the initiative to opt in

• Campaigns/messages designed for the whole population

•  Whole-school health education approaches (e.g. school-based anti-
smoking and alcohol programmes)

• Approaches which involve significant price or other barriers

• Housing or regeneration programmes that raise housing costs
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Much of the current public health action on health inequalities is ameliorative in 
nature and focuses either on mitigating against the impact of broader economic 
and social inequalities, or helps individuals and communities to resist these impacts. 
Ameliorative actions on their own have been insufficient to halt the increase in 
health inequalities over the last 30 years but may yet have a positive impact, and 
continued implementation and refinements of these approaches are needed to stop 
health inequalities widening uncontrollably.74 However, in order to undo or eliminate 
inequalities in health, action must simultaneously be taken to address the fundamental 
causes of health inequalities.74

Review of the available literature on principles and interventions in this field in recent 
years continue to support Macintyre’s assertions. Guiding principles of effective/
ineffective actions are valuable when planning and designing Scotland’s health 
inequalities strategy and related interventions. Where actions are planned that fall into 
the ‘less effective’ category, alternative approaches should be used where possible. If 
less effective actions are adopted, their potential to increase health inequality needs to 
be minimised and carefully monitored. 

Research suggests that there is a potential for differential impacts on different groups 
at each stage of an intervention, or series of interventions, aimed at improving health.75 
Using cardiovascular disease as an example, a number of steps were identified in both 
prevention and clinical services and responses to such services, which could result in 
increasing inequalities. Recent research with patients with lung cancer found that those 
living in more socio-economically deprived circumstances are less likely to receive any 
kind of treatment, surgery or chemotherapy.76 

Not only can inequalities be generated at any point during a series of interventions, but 
they can also be generated during the prolonged adoption of an intervention. Recent 
evidence that an intervention which originally lessened inequalities can subsequently 
increase inequalities if there is a differential pattern of uptake and maintenance. For 
example, bicycle helmet use in Canada became popular across all groups, although use 
was sustained in the more affluent population.77 

As a result, policymakers and service planners should take account of a number of 
factors, including: the socio-economic gradients of those who respond to consultations 
or lobby for change; targeting interventions to the needs of groups within the 
population; and that multi-modal interventions, while complex to implement and 
evaluate, will be more likely to reduce inequalities or at least not increase them.

3.5.3 Cost-effectiveness and health inequalities

An important consideration in designing a strategy to reduce health inequalities is 
its cost-effectiveness. Inequalities account for a significant element of the increasing 
demands on our public services. It has been estimated that around 40 per cent of our 
spending is currently accounted for by interventions that could have been avoided by 
prioritising a preventative approach.20 The Christie Commission report,20 the Scottish 
Parliament Finance Committee Report on Preventative Spend19 and the recent Audit 
Scotland report on health inequalities7 emphasised the importance of preventative 
spend both as a means of reducing the potential future demands on health and social 
care and as a means of tackling health inequalities. They also highlighted the lack 
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of good information on what public services currently spend on prevention and on 
tackling health inequalities, while arguing strongly that too high a proportion of current 
spending was spent on meeting ‘failure demand’, i.e. tackling the consequences of 
failure to prevent the onset of health and other social problems. Yet there is growing 
evidence that preventative spend is both cost-effective and has the potential to save 
money if it is targeted on the right things. 

The Assessing Cost-Effectiveness in Prevention (ACE-Prevention) study concluded that 
many of the most cost-effective interventions are those which take a societal perspective 
(such as taxation, regulation and legislation).78 Many of these interventions are likely to 
be cost-saving and are also the types of intervention which, according to Macintyre’s 
principles above, are most likely to be effective in reducing health inequalities. The 
cost-effectiveness of individual-based interventions (such as medication to treat obesity) 
were more mixed, with some found to be cost-effective and others not. Such individual 
interventions are the least likely, according to Macintyre’s principles, to be effective in 
reducing health inequalities.78 

The implications of these findings are that the types of interventions which are 
implemented at a population level and don’t require individual opt-in are both likely to 
be cost-effective, and effective at reducing health inequalities. The focus needs to shift 
away from meeting the cost of dealing with health and social problems after they have 
developed, to prevention and early intervention.

Drawing together our current understanding about what the main drivers of health 
inequalities in society are, and the principles of effective interventions, Table 3 
summarises the key components of a strategy to address health inequalities. 

Table 3: Key components of a health inequalities strategy

Theory of 
causation

Principles of effective interventions Measures of success

Fundamental 
causes 

•  Policies that aim to redistribute power, money 
and resources

•  Prioritise social equity and social justice prioritised

Reduced inequality in power, 
money and resources (e.g. 
reduced income inequalities 
and participation in elections)

Wider 
environmental 
influences

•  Use of legislation, regulation, standards and 
fiscal policy 

•  Structural changes to the physical environment 
• Reducing price barriers 
• Ensuring good work is available for all
•  Equitable provision of high-quality and accessible 

education and public services

Reduced inequalities in the 
exposure to the socio-economic 
and physical environment 

More equitable access to public 
services and education

Individual 
experiences

•  Equitable experience of socio-economic and wider 
environmental influences 

• Equitable experience of public services
• Targeting high-risk individuals
• Intensive tailored individual support
• Focus on young children and the early years

Reduced inequality in the 
experience of the socio-
economic and physical 
environments

Reduced inequality in public 
service access
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3.6 The potential for improvement
Inequalities would be much wider, were it not for existing protective mechanisms (e.g. 
universal health care and education free at the point of use, progressive taxation, 
income support, neighbourhood regeneration, housing improvements, and control 
of the environment via clean air acts and health and safety at work legislation).16 It 
is important to protect and value these foundation stones of a fairer, more equitable 
society. For example, social protection policy (including welfare benefits) is a crucial 
means of countering individuals’ different susceptibilities to disadvantage, their 
exposure to risk, and their different capacities to mitigate the consequences of adverse 
life events.12 At any level of economic development, the coverage of welfare benefits 
has a positive impact on life expectancy for those most at risk.16 In light of the current 
changes in welfare benefits, developing a clear response to protect individuals from the 
potential negative impact is a matter of urgency. However, focusing solely on the most 
disadvantaged will not reduce health inequalities sufficiently or reduce the steepness 
in the social gradient in health. Actions must be universal, but with a scale and 
intensity that is proportionate to the level of disadvantage. This is called proportionate 
universalism.18

Responsibility for a number of key policy areas including health and social services, 
education and training, housing, environment, local government, and transport are 
devolved to the Scottish Parliament. These powers provide opportunities to introduce 
policies in areas that may have a significant impact on reducing health inequalities such 
as early years79–81 environment and health82 and regeneration.83 Other recent legislation 
and strategy highlights the rights of patients in terms of access, communication and 
participation.84 The Scotland Act 201285 transferred further powers to raise taxes and 
develop the devolved institutions, offering the potential for greater control over public 
spending, taxation and other fiscal measures, and regulatory powers, giving the Scottish 
Parliament more potential to reduce poverty and income inequality. 

Public service reforms being driven by the Christie Commission, the Review of 
Community Planning and the Statement of Ambition provide further opportunities to 
address health inequalities. They are important drivers for policy and budget reallocation 
in Community Planning Partnerships to encourage transformational change, shape 
preventative spend and, through priority-setting, tackle the causes of inequalities in 
Scotland. Current public service reform in Scotland requires public services to work 
together, with the communities they serve and with private and third sector partners, to 
deliver a more holistic and context-specific response to the needs of, and assets within, 
communities.12 The backdrop of cuts in public finance presents obvious challenges 
but some opportunities, with the cuts requiring a revaluation of public service values, 
priorities and approaches with a greater emphasis on prevention, collaboration, equality 
and diversity, and person-centred approaches.

Nonetheless, the extent to which Scotland can successfully reduce health inequalities will 
be heavily influenced by policy decisions taken by the UK and European governments 
and by the international economic context. 
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3.6.1 UK policy

The UK government retains a range of relevant powers that influence Scotland’s ability 
to tackle health inequalities. One recent positive measure is the Equality Act.86 This 
provides an important lever for action by placing a legal duty on public bodies to meet 
a new integrated Equality Duty to ensure equality across people sharing the protected 
characteristics (e.g. age, disability, race, sex). These are the same characteristics that can 
make people vulnerable to discrimination and experiencing worse health.86

The recent changes to welfare benefits are likely to have the deepest adverse impact on 
the poorest and most vulnerable groups.87 The move to applying for benefits online has 
the potential to further isolate vulnerable groups with limited access to, and ability to 
use, the internet. Changes to the welfare and tax systems currently being undertaken 
are likely to widen the socio-economic differences across society even more87 and impact 
negatively on the most vulnerable.88

3.6.2 European Union, Commission and Council of Europe

Scotland operates within the boundaries of European Law, providing a range of 
legislation and directives that cover employment law, particular industries and 
environmental legislation. However, the true impact of these laws and regulations on 
helping to reduce inequalities is dependent on the response and adherence to them 
within Scotland.

The EU framework also sets out human rights requirements of its members, 
underpinned by the European Convention on Human Rights89 90 with a series of EU 
directives setting out guidance on ensuring equalities between different groups and in 
policy areas, such as employment.

3.6.3 The wider macro-economic climate

Like the rest of the UK, Scotland is in the midst of a deep and prolonged economic 
downturn, influenced by domestic, European and global conditions. Rates of 
unemployment remain well above trend even though the Scottish and UK labour 
markets have held up better than expected at the start of the crisis.91 The link between 
insecure employment, unemployment and worklessness, and poor health is well 
evidenced92 93 and therefore continuing high levels of unemployment could have a 
significant impact on health inequalities in Scotland. The unemployment and health 
impacts of previous recessions have been widely presented and reviewed recently in light 
of the most recent recession as an important area to monitor.94 95 

3.6.4 The role of global corporations

Global corporations with premises in Scotland provide employment and thus have the 
potential to contribute to reducing health inequalities through their recruitment and 
employment policies. Furthermore, food producers and retailers ensure food is available 
all year round and in all communities, and mass production helps reduce price, making 
food more affordable. On the other hand, some global corporations use targeted and 
well-financed marketing and branding strategies designed to encourage consumption of 
some products that may be harmful to health and/or wealth.96 Two prominent examples, 
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the tobacco and alcohol industries, use their power to resist government attempts to 
introduce regulation to reduce availability, affordability, advertising and consumption of 
health-damaging products. 

3.6.5 Broader challenges 

When global oil output starts to diminish, any subsequent shortfall in energy supply 
is likely to result in high energy prices,97 increasing the proportion of individuals living 
in fuel poverty and potentially impacting negatively on the economy. There may also 
be some potential positive health impacts such as reduced pollution-driven respiratory 
illness.97

Climate change has the potential to affect physical and mental health, quality of life and 
people’s access to basic goods (such as affordable food, flood-free homes).97 The poorest 
people are often more exposed to climate change impacts, they are more vulnerable to 
these impacts, and they find it harder to recover.98

The population of Scotland is changing. The ageing population presents a challenge to 
public service finances. The health inequalities established by early exposure persist into 
later life.

A sizable minority of the Scottish population does not have home internet access, 
with many not using the internet at all.99 Those on lower incomes, not in work, with a 
disability or long-term illness and/or living in the most deprived areas are the least likely 
to have access or to use the internet.100 The potential exclusion of such groups through 
new interventions that use digital media to deliver information, advice, services and 
benefits may increase health inequalities rather than reduce them.101 

3.7 Summary
Inequalities in Scotland are deep, wide and have persisted over 30 years, in absolute 
terms, in relative terms within the country, and between Scotland compared to other 
countries. Although very recent data may suggest an apparent turn in this tide, it is 
too early to be confident that a sea change in inequality may be taking hold. We must 
acknowledge that the effects measured in mortality take time to show change. The 
gradient of inequalities remains steep.

There are many determinants and influences on health inequalities. Health inequalities 
are rooted in economic forces, macro sociopolitical environment, political priorities and 
decisions, and societal values of equity and fairness, which together contribute to an 
unequal distribution of power and resources, leading to poverty, marginalisation and 
discrimination. These fundamental causes shape the social, economic, physical and 
service environment (life circumstances). The environment in which individuals and 
families live influences their response or experiences, which may lead to inequalities in 
health outcomes.

A strategy to address health inequalities in Scotland is likely to require actions operating 
across all three levels – fundamental causes, wider environmental causes and individual 
experiences. Actions at each level needs to balance improving overall population health 
as well as reducing health inequalities.
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There are other broader phenomena which are likely to have profound impacts on 
health inequalities. They are largely influenced by policy or circumstances outside 
Scotland’s control (e.g. the economic recession and welfare reform). Health inequality 
trends therefore need to be considered in the context of policy, not only within the 
scope of Equally Well, but also by events and policy determined outside Scotland. 

Ameliorative approaches to tackling health inequalities may help stop health inequalities 
widening uncontrollably, but they have been insufficient to halt the increase in health 
inequalities over the last 30 years. In order to undo or eliminate inequalities in health, 
action must be simultaneously taken to address the fundamental causes of health 
inequalities.
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4. What works to address health 
inequalities?

This chapter summarises what works to address health inequalities, combining highly 
synthesised review-level evidence of effective interventions with illustrative examples 
(shaded sections) from Scotland and the UK, drawing on single evaluation studies or 
linked studies. The quality of the evidence presented is thus very variable. The examples 
from the review-level evidence are listed in Table 4 (pages 56–57).

A strategy to address health inequalities in Scotland will require actions operating 
across all three levels of determinants: Fundamental, wider environmental 
and individual. Action to address the wider environmental causes, such as the 
availability of quality work, housing and education; and individual experiences, 
risks and lifestyles are important, but will not solve the problem. The fundamental 
causes (upstream) of health inequalities such as lack of power and money also 
need to be addressed through, for example, fiscal policies including changes in the 
tax and benefits system and initiatives to address democratic deficits. All actions 
will need to balance the goals of improving overall population health as well as 
reducing health inequalities. 

Key messages:

 7.  Actions that are more likely to be effective in addressing wider 
environmental causes include: structural changes in the environment, for 
instance on roads; speed-reducing measures in deprived areas; legislative 
and regulatory controls, for example, the smoking ban; and housing 
regulations. What is known to date about the range of specific actions that 
are effective in reducing health inequalities are summarised in Table 1.

 8.  Actions that are more likely to be effective in mitigating the effects 
of health inequalities at an individual level may require redesign of 
public services. They include targeting high-risk individuals, intensive 
tailored support for those with greatest need and a focus on early child 
development. Where possible, for individuals, it is best to use a direct 
measure of need (e.g. individual income, disability, housing status or long-
term health condition) rather than a proxy (e.g. area deprivation).

 9.  Inequalities account for a significant element of the increasing demands 
on our public services because of a persisting cycle of deprivation and low 
aspiration. Around 40 per cent of our spending is currently accounted for 
by interventions that could have been avoided by prioritising a preventative 
approach. The focus needs to shift away from meeting the cost of dealing 
with health or social problems after they have developed to prevention and 
early intervention.
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The sources of evidence used include papers written for the Ministerial Task Force on 
Health Inequalities in 2007,16 (which outlines the principles for effective action on health 
inequalities developed by Macintyre described in the previous chapter) and the Strategic 
Review of Health Inequalities in England post-201018 (both of which are informed by a 
mix of research evidence, theory and expert input). The latter sets out actions around 
six principles, namely: give every child the best start in life; enable all children, young 
people and adults to maximise their capabilities and have control over their lives; create 
fair employment and good work for all; ensure a healthy standard of living for all; create 
and develop healthy and sustainable places and communities; and strengthen the role 
and impact of ill health prevention. Evidence is also drawn from systematic reviews that 
focus on the health inequality impact of interventions, and reviews of such reviews. For 
the illustrative examples of UK and Scottish actions (presented in the shaded boxes), 
some have well-designed evaluations with good data available (e.g. Childsmile, Scottish 
Housing Quality Standard) while others have preliminary findings about their impact on 
wider environmental and individual influences and more limited evidence of inequalities 
impact. In some cases (e.g. Healthier, Wealthier Children, GoWell), there are good 
monitoring data combined with plausible theory about the potential contribution of 
interventions to addressing inequalities in health.

As described in the previous chapter, theory and current evidence suggest that 
interventions which act on the fundamental causes or the wider environmental causes 
will be most effective in addressing health inequality. Much of the research evidence, 
however, describes effects on individuals. 

4.1 Income, employment and work 

4.1.1 Income

Reducing inequalities in life circumstances, including income, is one of the guiding 
principles of effective policies to reduce health inequalities (Box 2).16 This includes 
income both from employment and income arising from the tax and benefits systems. 
Ensuring a healthy standard of living for all is one of the six primary policy objectives 
outlined in the Marmot Review in 2010.18 The Marmot Review argues that there is a 
minimum level of income needed to lead a physically and mentally healthy life, and core 
minimum income definitions do not include health needs.18 The review concluded that 
tax and benefit structures should be adapted to be fairer, with greater work incentives.

There is review-level evidence that professional welfare rights advice that seeks to 
maximise income and social changes, such as rent assistance to allow low-income families 
the choice of where to live, impacts on depression levels and social outcomes, and overall 
health and levels of health behaviours.102 (See also Section 4.4.3 about Healthier, Wealthier 
Children, a Glasgow welfare advice and income maximisation service.)
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4.1.2 Costs/price controls

There is review-level evidence that using fiscal powers of raising taxation to increase the 
price of harmful commodities like tobacco are an effective measure to reduce inequalities 
in health behaviours. 16 77 105–107

There is systematic review-level evidence that privatisation of retail alcohol sales is 
associated with a substantial increase in per capita sales in the USA and Canada, a well-
established proxy for excessive alcohol consumption, and that remonopolisation by some 
states and provinces is associated with a decrease in alcohol-related harms. 108 

Legislation and regulatory controls: 
Taxation and welfare benefits (UK)

Rationale: tax and welfare benefit systems are potentially powerful mechanisms 
for redressing income inequalities and can serve as a financial buffer for low-
income households, thereby influencing health inequalities.18 

The intervention: a suite of changes to tax and welfare benefits were introduced 
by the UK government in the late 1990s including the National Minimum Wage, 
Child and Working Families Tax Credits, National Childcare Strategy, improved 
maternity and family leave provision, welfare to work programmes and benefit 
increases for families with children.

Monitoring and evaluation: studies have examined the impacts of changes in 
tax and welfare benefits on employment rates, income and expenditure, but there 
is little robust evidence of a direct impact on health, or the pathways by which 
taxation and welfare benefits impact on health inequalities. There is a dearth of 
research exploring interactions between ill health and the experience of receiving 
welfare benefits, or how the experiences of different welfare benefits might impact 
upon the health, wellbeing and engagement with the formal economy.103  

Impacts: the effects of these changes on the material wellbeing of low-income 
households with children were analysed.104 Household income increased and 
the numbers of children in poverty in absolute and relative terms began to fall. 
Comparing expenditure patterns and ownership of durable goods among low- 
and high-income families before (1995–1998) and after (2000–2003) the reforms, 
they found a shift in spending toward items such as motoring, clothing, leisure 
goods and services. Expenditures on child-related items increased more quickly 
than expenditure on other items. The low-income families with younger children 
showed a marked increase in spending on children’s footwear and clothing, 
books and fruit and vegetables, compared to low-income families with older 
children. Overall the improved material circumstances and the ways in which the 
extra money was spent were likely to help ‘narrow the gap between low-income 
children and their more affluent peers’ (p723).104 The changes to the welfare 
benefits system currently being introduced by the UK government underline 
the urgent need for evaluative evidence to understand the impacts on health 
inequalities as part of the ongoing Equally Well policy framework.
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There is also evidence to suggest that addressing price barriers can be effective in 
addressing health inequalities, for example by improving availability of affordable healthy 
food.16 75 Evidence from one systematic review found that price reductions in low-fat 
snacks in vending machines, farmers’ market coupons for fruit and vegetables, and free 
food provision can all impact positively on diet.102 Similarly, there is evidence to suggest 
that free fruit provision and free folic acid supplements can positively impact on health 
inequalities.75 Conversely, approaches to health improvement which involves significant 
costs to the individual or other barriers would be less effective in reducing inequalities.16

4.1.3 Employment

Action on employment is a key entry point for addressing health inequalities.16 18 The 
creation of ‘fair employment and good work for all’ is one of the six primary policy 
objectives of the health inequalities strategy outlined by the Marmot Review. Specifically 
this includes access to good jobs and a reduction in long-term unemployment across the 
social gradient. It is also an important factor that contributes to enhancing mental and 
social wellbeing and social inclusion. 

Employment provides income which in turn allows access to health improving resources 
such as good housing, affordable heating and healthy food.16 Conversely, unemployment 
(particularly long-term unemployment) impacts negatively on both physical and mental 
health. Getting people into good work is an important strategy in improving health.18 

4.1.4 The work environment

‘Good work’ is characterised by: a living wage; having control over work; in-work 
development; flexibility; protection from adverse working conditions; ill health prevention 
and stress management strategies; and support for sick and disabled people that facilitates 
a return to work.18 

There is a strong body of review-level evidence that identifies changes to the work 
environment as an effective way to address health inequalities. Effective interventions 
include: structural changes to the work environment; initiatives to increase job control 
and autonomy; psychosocial interventions at the individual level, specifically those 
which change the level of job control; and organisational level psychosocial workplace 
interventions.109–111
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There is also evidence to suggest that interventions that improve employee participation 
in decision-making benefit lower-grade workers and employees belonging to ethnic 
minorities. Policies and interventions that aim to increase job control and autonomy 
should be incorporated into public health strategies.109 However, these measures may not 
protect employees from generally poor working conditions.109 Furthermore, evidence from 
observational research suggests that task-restructuring interventions that increase demand 
or decrease control in the workplace adversely affect the health of employees.111

Research assessing the impacts of privatisation of a number of industries has also been 
reviewed.109 The most robust study found evidence of increased risk of stress-related ill 
health among employees after an intervention involving company downsizing. The study 
also found evidence of health deterioration among employees who had to take less secure 
work or new work following redundancies. Job security and quality of work experience are 
key influences.

Legislation and regulatory controls: 
Health and Safety at Work etc Act 1974 (UK)

Rationale: social differentials in exposure to hazardous physical work 
environments are an important contribution to health inequalities. Lower-skilled 
manual workers have higher exposure to hazardous work environments and 
work-related health problems.112 The industrial injury rates in the UK still exhibit 
significant occupational inequalities, with physical working conditions making a 
clear contribution to health inequalities in terms of the relative exposure to risk, 
with low-skill occupational jobs disproportionately associated with exposure to 
workplace hazards.112

The intervention: this legislation introduced general duties on employers to 
protect the health and safety of employees and others who interact with the 
workplace.

Monitoring and evaluation: regular monitoring of work-related injuries is 
carried out by the Health and Safety Executive, local authorities and other 
enforcing agencies, although there remain issues in relation to effective 
enforcement of the Act.113 

Impacts: the 1974 legislation and associated regulations brought large reductions 
in work-related injury and ill health between 1974 and 2012, including fatal 
injuries to employees having fallen by 83% and reported non-fatal injuries 
having fallen by 77% (around half of the reduction in non-fatal injuries relates to 
changing employment patterns and occupations). Deaths from asbestos-related 
diseases continue to increase but cases occurring now arise mainly from exposure 
to asbestos 30–40 years ago; and the total number of cases of work-related illness 
have decreased, specifically musculoskeletal disorders.114 
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4.2 The physical environment and local opportunities
The physical environment includes the built and outdoor environment. The interactions 
between people and the environment include biological responses to agents in the 
environment (such as air pollutants, allergens, infectious agents, radiation) as well as 
psychosocial responses to perceptions of places. Thus health impacts include both direct 
physical impacts (e.g. asthma, unintentional injuries) and behavioural and wellbeing 
responses to places (e.g. perceptions of safety, stigmatisation) and access to amenities. 
There are close two-way links and interactions between the physical structure of 
neighbourhoods and the people who live in or use the neighbourhoods (communities).

4.2.1 Housing and homelessness

Table 3 (section 3.5.2) identifies the characteristics of policies more likely to reduce 
inequalities related to housing such as: targeting people who struggle to afford fuel, and 
the homeless; improving housing and building standards; installing affordable heating in 
cold and damp housing; and installing mains-powered smoke alarms.16 Evidence from 
systematic reviews identifies a number of housing interventions for which there is evidence 
of impact on inequalities: changes to housing infrastructure (e.g. design and quality) to 
reduce the risk of falls, rehousing and renovation.18

Regulatory controls: Scottish Housing Quality Standards (SHQS)

Rationale: evidence shows that regulatory controls that set standards for housing 
and buildings can impact on inequalities.16

The intervention: national standards of minimum quality requirements applicable 
to homes in the public and private sectors were introduced in 2011. There is 
currently no requirement for private owners and landlords to meet the SHQS.115 

Monitoring and evaluation: the SHQS is the subject of regular monitoring 
through the Scottish House Condition Survey which provides clear evidence of 
impact on housing standards and data suggests that by 2015 all dwelling owned 
by social landlords will meet the SHQS.

Impacts: the improvements in housing quality brought about by the introduction of 
the SHQS are seen across both the private rented and social housing sector, although 
the social housing sector is improving much faster overall.115 This measure has 
provided the impetus for a significant step forward in the quality of social housing in 
Scotland. The private rented sector has grown in terms of absolute numbers and as 
a proportion of the Scottish housing stock. This sector is reported to play a key role 
in providing affordable housing to those on low incomes and is expected to play an 
increasing role for this group in future.116 It is important to note that affordability has 
been recognised as a problem for lower-income households in the private rented 
sector and that current changes to housing benefit are likely to be felt more acutely 
among this group.116 In addition to this, standards and levels of satisfaction are lower 
within the sector. Opportunities to reduce inequalities using this effective measure 
to improve housing standards could be maximised if it were extended to the private 
rented sector. 
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Marmot noted that fuel poverty was a significant problem and likely to grow as the 
cost of fuel increases. It called for improvements to the energy efficiency of housing 
across the social gradient.18 There is systematic review evidence that warmth and energy 
efficiency interventions can result in improvements in general health, respiratory health 
and mental health (particularly where the targets were those with inadequate warmth 
or existing respiratory disease). Such interventions are associated with increased usable 
space, privacy, improved social relationships and a reduction in sickness absence from 
work or school.117

A recent systematic review found that housing as a single intervention benefits health, 
particularly for the most vulnerable groups, that is, homeless people with mental health 
problems or substance misuse problems.118

4.2.2 Air quality

Review-level evidence shows that legislation banning smoking in public places can 
reduce the differential exposure of those living in more deprived circumstances to 
environmental tobacco smoke (also known as second-hand smoke) and can remove 
the inequitable coverage observed when bans are voluntary.106 119 Clean Air Acts are an 
example of a regulatory control which is likely to impact on inequalities.16

4.2.3 Water quality and additives

Potable water is commonly chlorinated to kill bacteria and render it safe for drinking. 
Certain other chemical additives and treatments are necessary to ensure water safety 
and quality, and are widely accepted universal measures. Fluoridation of the water 

Legislation and regulatory controls: 
Smoking, Health and Social Care (Scotland) Act 2005

Rationale: evidence shows that legislation banning smoking in public places can 
reduce inequalities in exposure to second-hand smoke (SHS).106 119 

The intervention: this Act of the Scottish Parliament banned smoking in most 
wholly or substantially enclosed public places.120

Monitoring and evaluation: the evaluation of the smoking ban generated a 
wealth of studies. However, little attention has been given to the analysis of its 
differential impacts on sub-populations. 

Impacts: compliance with the ban on smoking in enclosed public places has been 
high in Scotland (minor differences between areas) and this resulted in an immediate 
and sustained reduction in SHS exposure for everyone with large and measurable 
population health improvements (respiratory, cardiovascular, perinatal). The benefits 
of reduced SHS exposure were found to be greatest for workers in the hospitality 
sector121 while among children the greatest absolute reduction is in the lowest socio-
economic group, although cotinine levels remain highest in this group.122 
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supply reduces dental caries in the population and would differentially impact on the 
dental health of children living in more deprived circumstances and thus address health 
inequalities.77 However, in Scotland, other than natural fluoridation in parts of Moray, 
mass fluoridation was rejected in a public consultation and resisted in court on the basis 
of perceived but unquantified harm over established benefit, lack of benefit to people 
without teeth, and the principle of autonomy.

4.2.4 Neighbourhood amenity

Improving the accessibility of primary health care and other core public services including 
the location of services, has been identified as being likely to reduce inequalities.16 The 
siting of services within active travel distance of homes is also a factor that increases 
levels of walking and cycling within neighbourhoods.

Marmot argues that good quality green and open spaces improve physical and mental 
health, and will have more of an impact on health inequalities if they are sited close to 
where people live.18 Improving the availability of good quality open and green space 
across the social gradient will have the joint outcome of impacting on health inequalities 
and mitigating climate change.

4.2.5 Access to healthy food

Improving the food environment across the social gradient is an element of the Marmot 
Review policy objective of creating healthy and sustainable places and communities.18 A 
recent systematic review specifically identified banning trans-fats and halving daily salt 
intake as two population-level interventions which were generally effective and cost-
saving ways to lower cardiovascular disease levels and reducing inequalities.119

See also section 4.4 for studies on food in schools

4.2.6 Transport

Transport is a dimension of neighbourhood environments with implications for air 
quality, safety and perceptions of safety and active travel. In addition, reducing emissions 
is also linked with tackling climate change. 

Transport-related policies more likely to reduce inequalities (Table 3) include legislative 
and regulatory controls such as drink-driving regulation, lower speed limits and loan 
schemes for child restraint equipment in cars.16 In terms of accessibility to services, 
improved transport links to core public services would also be likely to reduce 
inequalities. In terms of structural changes to the environment, area-wide traffic calming 
schemes and separation of pedestrians and vehicles are examples which would be more 
likely to reduce health inequalities.16 There is review-level evidence that area-wide traffic 
calming schemes have the potential to reduce traffic injuries and deaths.102
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Improving active travel across the social gradient is recommended as a priority objective 
by the Marmot Review. There is little evidence to date for population level interventions 
as being effective in promoting a shift from car use to walking and cycling (but there 
is also not evidence of no effect)102 and there is mixed evidence on the effectiveness of 
engineering interventions. However, the use of financial incentives and the provision of 
alternative transport services (e.g. car share schemes, telecommuting, and opening new 
public transport services) have had some success in changing journey type.128 

4.2.7 Regeneration 

Area-based regeneration in Scotland brings together economic, housing, neighbourhood 
and social regeneration. Marmot argues that in order to address the social determinants 
of health in each locality, planning, transport, housing, environmental and health 
systems should be fully integrated.18 Indeed, to address the policy objective of creating 

Structural change in the environment: 
20 mph zones (Edinburgh and London) 

Rationale: road traffic casualties show some of the widest socio-economic 
differentials of any cause of morbidity or mortality,123 and child pedestrian injuries 
remain the leading cause of death and injury to 5- to 14-year-olds in the UK.124 
There is clear evidence available to show the introduction of mandatory 20 mph 
zones are effective in reducing vehicular speed and road casualties.125 126 

The intervention: in London, 20 mph zones have been concentrated in deprived 
areas. In Edinburgh a pilot scheme has seen the introduction of 20 mph zones in 
residential and school areas. 

Monitoring and evaluation: the impact in London has been evaluated over a 
number of years and impact information is available. This level of data is not available 
in Edinburgh although early indications of positive impact have been presented. 

Impacts: research shows that the implementation of 20 mph zones in deprived 
areas in London have, to some degree, narrowed inequalities in road injury.123 In 
addition, the number of casualties prevented by zones was substantially larger in 
areas of greater socio-economic deprivation.123 However, authors highlighted that 
the underlying decline in road casualties on all roads was greater in less deprived 
areas meaning that despite the targeting of 20 mph zones, socio-economic 
inequalities in road injuries in London have widened over time. They concluded 
that extending 20 mph schemes has only limited potential to reduce differentials 
further.125 Early findings from the introduction of 20mph zones in Edinburgh 
indicate positive impacts on the rates of accidents and severity of injuries in 
residential areas and on the rates of accidents in school areas. In Edinburgh, 
evidence relating to differential impacts is not available.127 Although there is 
evidence that numbers of road traffic accidents are decreasing over time anyway, 
the reduction observed in the Edinburgh study is much greater than the average 
national reduction over the past ten years.
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healthy and sustainable places and communities, the Marmot Review includes 
supporting locally developed, evidence-based community regeneration programmes.

There is some research evidence to support this view. Positive area effects result from 
interventions designed to improve high-poverty areas, although adverse impacts can 
also occur.129 Such programmes can result in improvements to average employment 
rates, educational achievements, household income and housing quality and all of these 
may contribute to a reduction in health inequalities.16 130 However, such interventions 
can also result in rent rises which may leave the residents poorer or cause them to leave 
the area completely.

4.3 Education and learning
Education is a key area for intervention to address health inequalities.16 18 Good-quality 
education provides literacy, numeracy, analytical and communication skills which in 
turn will increase employability, enhance ability to cope, improve mental and social 
wellbeing, and promote social inclusion.16 The acquisition of skills (both cognitive and 
non-cognitive) is strongly associated with educational achievement and is associated 
with better employment, income and health.18 Improving educational outcomes across 

Housing and urban regeneration: GoWell in Glasgow 

Rationale: the Marmot Review supported locally developed, evidence-based 
community regeneration programmes,18 but other evidence also cautions about 
potential negative impacts in terms of increases in rent.16 

The intervention: GoWell is a research and learning programme that aims to 
investigate the impact of investment in housing, regeneration and neighbourhood 
renewal in Glasgow on the health and wellbeing of individuals, families and 
communities over a ten-year period. This programme aims to establish the nature 
and extent of these impacts, to learn about the relative effectiveness of different 
approaches, and to inform policy and practice in Scotland and beyond.

Monitoring and evaluation: the GoWell research programme is ongoing, but 
has already generated a wealth of high-quality research studies.131 

Key learning: overall, the research suggests that physical regeneration and the 
experience of moving to a new house and area is not sufficient to transform 
people’s lives, although improved internal housing conditions are beneficial. 
Prior attitudes to moving and aspects of the process of relocation (the degree 
of choice and distance involved) are important moderators of the outcomes.132 
Recent evidence demonstrates that improvements in wellbeing are taking place in 
regeneration areas, health behaviours have improved slightly overall, and use of 
primary care services is increasing.133 However, the evidence also currently suggests 
a worsening of self-reported general health over time. The data will be further 
analysed to understand any potential impacts changing population composition 
may be having, and of signs of health benefits in regeneration.
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the socio-economic gradient is seen as crucial to addressing health inequalities through 
proportionate universalism for education services.18 However, addressing inequalities in 
education requires action outside of schools.

The importance and effectiveness of preschool interventions in the early years is 
widely recognised.16 The quality of early childhood education has enduring effects 
on health and other social outcomes and these are particularly strong for those from 
disadvantaged backgrounds.18 The Marmot Review concludes that every child should be 
given the best possible start in life by reducing inequalities in the early development of 
physical and emotional health and social, linguistic and cognitive skills. 

Area-targeted early childhood education: Sure Start (UK) 

Rationale: evidence suggests that early intervention can have positive impacts on 
childhood outcomes and outcomes in later life.18 

The intervention: an area-based targeted programme rolled out in areas of high 
deprivation for all children under 5 and their families. The preschool Sure Start 
services were linked together with other childcare and family support services in 
the area to avoid stigma. The aim was to break the intergenerational transmission 
of poverty, school failure and social exclusion by improving the developmental 
trajectories of young children at risk of compromised development, by improving 
readiness for school and readiness to learn.

Evaluation: although there were serious methodological challenges in evaluating 
Sure Start, the 2008 evaluation in England provided some robust evidence of 
impact. The national impact evaluation of Sure Start134 followed up over 5000 
7-year-olds and their families in 150 local areas who were initially studied when 
the children were 9 months, 3 and 5 years old. A comparison group was drawn 
from the Millennium Cohort Study (MCS).

Impacts: there was substantial variation between and within local authority areas 
in the way Sure Start was implemented. The 2008 evaluation in England showed 
small but statistically significant differences in child independence and positive 
social behaviour favouring the intervention groups. Although early evaluation 
findings suggested some adverse effects among the most deprived, later national 
evaluation has found some beneficial effects related to family functioning and 
maternal wellbeing. There is moderate evidence that the Sure Start programmes 
are effective in improving specific outcomes among 9-month-olds and 3-year-
olds related to the social and emotional development and cognitive development 
(including child positive social behaviour, child independence, better parenting, 
home learning environment).135 Later evaluation of Sure Start reported that all the 
beneficial effects appeared to apply to families at all levels of disadvantage and 
for all areas regardless of level of deprivation.136 However, a further study found 
some evidence that Sure Start did not benefit the most deprived and marginalised 
populations within those areas, and there was evidence that the programmes were 
being ‘colonised by the middle classes’. This finding emphasises the importance of 
reach in the planning and delivery of interventions to address inequalities.
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4.3.1 Schools, further education, and lifelong learning

Marmot argues that all children, young people and adults should be able to maximise 
their capabilities and have control over their lives.18 He identified actions to reduce the 
social gradient in skills and qualifications by improving access to, and the quality of, 
lifelong learning, and providing work-based learning and skill development for young 
adults. This could be achieved through: accessible support and advice for young people 
on life skills, training and employment opportunities; providing work-based learning, 
including apprenticeships, for young people and those changing careers; and increased 
availability of non-vocational lifelong learning.

4.4 Access to services

4.4.1 Interventions to improve reduce barriers/improve access to services

Improving the accessibility of services through the siting/location of services, providing 
transport and ensuring affordability is likely to reduce inequalities.16 There is review-level 
evidence to support the view that speciality outreach services could improve access and 
self-reported health.102

Evidence indicates that culturally competent health care (language and culture training 
for health professionals and use of interpreters, etc.) increases healthcare use and 
access. Similarly, lay health workers who support people to promote health or manage 
illness in ways appropriate to their culture, have shown promising benefits with respect 
to uptake of immunisation, and promoting the uptake of breastfeeding.102

Applying Mcintyre’s principles of interventions effective at reducing health inequalities 
suggests the need to maintain and improve equity in the system, removal of barriers 
to access of goods and services, and prioritising more intensive support among more 
disadvantaged groups. Several NICE reviews on specific setting or population groups 
(e.g. pregnant women, cancer and coronary heart disease) point to the importance of 
the timing of service resource, and suggest that the more complex the population need, 
the more important that the needs are met when they arise (not just within business 
hours).137–139 Wider holistic needs are also met at the same time, through a ‘one-stop-
shop’ style approach. NICE also advocates greater flexibility in service design relevant 
to local population need. Cultural and attitudinal issues also come into play, as well as 
issues of disability, giving rise to cultural and communication barriers underlining the 
need for a range of communication media to address, visual/audio/verbal impairment 
and interpreting/translation needs. 

Addressing price barriers through providing free services (e.g. free prescriptions;16 free 
smoking cessation therapies;16 free eye tests;16 and free folic acid supplements)75 105 is an 
effective intervention for addressing inequalities within the healthcare sector. In schools, 
the providing free school meals, free fruit and free milk have been identified as having 
potential to reduce health inequalities.16 75 105 
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4.4.2 Targeted and tailored services

The need to prioritise and target tailored support services for high-risk or vulnerable 
individuals or families has been discussed by a number of authors.16 77 18 For example, 
there is evidence that smoking cessation services that are tailored for and specifically 
target disadvantaged smokers can impact positively on inequalities in smoking rates.105 
Similarly, the use of financial incentives for general practitioners to target childhood 
immunisation and cervical screening can help to decrease socio-economic inequalities.77 

Use of financial incentives: quit4u smoking cessation services in Dundee 

Rationale: smoking cessation services that are specifically targeted and designed 
for disadvantaged smokers can positively impact on smoking inequalities.106 

The intervention: quit4u is a smoking cessation service in Dundee that was 
specifically designed to help smokers who live in deprived areas (DEPCATs 5, 6 or 
7) through the use of financial incentives to increase take-up of cessation support 
and quit rates in these areas. The context was set by the Scottish Government 
HEAT target for the period 2008–2011. The service offers the standard smoking 
cessation service of pharmacotherapy plus structured behavioural support 
supplemented by financial incentives provided weekly (up to a maximum of 12 
payments, spread over a potential 20 weeks) to those who remain quit, verified by 
a carbon monoxide (CO) breath test.

Evaluation: because of the combination of intervention supports, it was not 
possible to undertake a Randomised Control Trial comparing impacts of quit4u 
with other smoking cessation services. A matched sample of quit attempts 
was identified from the Scottish National Smoking Cessation database. The 
matching of the samples was based on key demographic characteristics, including 
deprivation. Although demonstrating the impact on the targeted population, it is 
not possible to assess the impact on health inequalities. This suggests that future 
evaluation should consider measures of relative as well as absolute impacts on 
health and health inequalities.

Impacts: the evaluation140 found higher quit rates at 1, 3 and 12 months 
compared with the average quit rates of other NHS cessation services in the rest 
of Scotland. The service was successful in attracting smokers and recruited 2,042 
smokers over two years. However due to the NHS performance target at this time, 
the take-up of smoking cessation services in deprived areas also increased in other 
parts of Tayside and in other Health Board areas.140 
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Targeted primary healthcare service: Keep Well health checks (Scotland) 

Evidence: recent review-level evidence on cardiovascular health checks suggest 
that multiple-risk-factor interventions like Keep Well result in small reductions in risk 
factors including blood pressure, cholesterol and smoking. However, this evidence 
shows little or no impact on the risk of cardiovascular disease outcomes including 
mortality and thus unlikely to reduce health inequalities at a population level.141

The intervention: the Keep Well Programme was established in 2006 with the 
aim of reducing health inequalities by providing health checks for those living in 
areas of greatest deprivation and between the ages of 45 and 64 at high risk of 
preventable serious ill health, including heart disease. The programme has been 
rolled out in waves by NHS Boards. 

Monitoring and evaluation: a number of evaluations of the Keep Well 
programme have taken place nationally and locally but none to date have captured 
the impact of the programme. The Wave 1 evaluation provided learning in relation 
to targeting and engagement. Local Health Board evaluations of Keep Well have 
largely focused on the implementation process and certain short-term outcomes.142 

The current impact evaluation (due to report in 2014) is assessing population 
trends and looking at other potential intermediate outcomes that Keep Well might 
be expected to improve.

Impacts: local variability in implementation of the programme, together with 
data-sharing and access issues have made it difficult to assess the impact of the 
programme on health, or on health inequalities so far.
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Targeted, tailored support: Childsmile 

Rationale: dental disease is most prevalent in children from low socio-economic 
status families and infants living in areas of high deprivation. 

The intervention: Childsmile is a national programme designed to improve 
the oral health of all children aged 3 to 11 years old in Scotland and is delivered 
via nurseries, primary schools and dental practices. It combines a universal 
daily supervised toothbrushing programme with tailored support for the most 
vulnerable families who receive 1:1 home support visits to encourage use of dental 
services. In 2010/11 an inequalities HEAT target was introduced so that those 
children at greatest risk of dental disease and living in the 20% most deprived 
areas of Scotland receive a twice-yearly application of fluoride varnish.r 

Monitoring and evaluation: a robust independent evaluation143 is ongoing to 
assess whether the programme can improve health and oral health; whether it can 
reduce health-related inequalities and if so, which components of the intervention 
are responsible for the biggest sustained improvements. The multi-faceted, multi-
level approach documents and supports development and implementation, and 
assesses impact across Scotland. An economic evaluation is also underway.

Impacts: there is evidence of overall improvement in dental caries (decayed, 
missing and filled teeth – DMFT) in 3-year-olds across the socio-economic spectrum 
over the four years from 2006–2010, with improvements greatest in children in 
the most deprived areas. A 9% absolute improvement in obvious decay experience 
has been found for the poorest areas and 8% for the most affluent areas. In terms 
of mean DMFT scores, it appears that the poorest children have benefited the most 
with an absolute improvement of 1.0 compared to only 0.2 for children in the 
most affluent areas.144 

r  The HEAT target requires ‘at least 60% of 3- and 4-year-olds in each SIMD quintile to have fluoride varnishing twice 
a year by March 2014’. Fluoride varnishing is delivered via primary care and dental services to all children enrolled in 
a Childsmile Practice and in targeted nurseries



NHS Health Scotland: Health Inequalities Policy Review  June 2013

64

Targeted, tailored support: Family Nurse Partnership (FNP)

Rationale: in relation to young children, intensive, structured support to 
vulnerable mothers during the first 18 months of a child’s life and delivered by 
specialist nurses has been found to be highly effective, and cost-effective, in terms 
of the social and emotional development of vulnerable children.136 Evaluations 
of the Nurse–Family Partnership in the US demonstrated that home visitation 
offered to vulnerable mothers between mid-pregnancy and the age of 2 resulted 
in significant improvements in cognitive/language development and behavioural 
adaptation in children, and 48% fewer officially verified incidents of child abuse 
and neglect.145 Economic analysis suggests future cost savings from reductions 
in government spending (e.g. reduced use of special education services, reduced 
welfare and dependency costs and reduced criminal justice costs).146 

The intervention: in Scotland, the FNP programme is a targeted service that 
operates alongside NHS antenatal and child health services. It provides intensive 
tailored support to young first-time mothers at high risk (e.g. have difficulty in 
establishing relationships, unstable housing arrangements, contacts with police, 
bullied at school, poor school attendance, school exclusion, learning difficulties, 
and who feel excluded and marginalised). The support is provided by highly trained 
public health nurses/health visitors (‘family nurse’) who have limited caseload (25 
clients) and begins in early pregnancy (before 28 weeks) and lasts through until the 
child reaches 2 years. Antenatal maternity care is provided by midwives. The family 
nurse takes on the role of the named person in the care of the child, and brings 
together all additional support services for the family.

Evaluation: a process evaluation focused on the implementation of the FNP in 
Lothian is underway.147 A randomised controlled trial (RCT) to assess the impact of 
FNP on pregnancy outcomes and both child development and parental outcomes is 
currently underway in England (reporting April 2014).148 

Key learning: based on perceptions of the family nurses and clients, the Lothian 
evaluators report early indications of the potential to strengthen a range of 
personal assets, practical skills of young mothers as well as supporting emotional 
health and wellbeing.147 However, as the focus in the Scottish evaluation is on 
implementation, it will provide limited understanding of how the intervention may 
contribute to addressing health inequalities. 
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4.4.3. Integrated services and multi-component interventions

The combination of interventions or integration of services for disadvantaged groups 
who often have multiple problems is a characteristic of effective interventions 
identified in a number of reviews. For example, for homeless people with mental 
illness or substance abuse problems, one recent review found evidence that housing 
provision should optimally be combined with the provision of other support services.118 
For disadvantaged smokers, the combination of behavioural and pharmacological 
interventions is found to impact positively on smoking inequalities.106 A coordinated 
approach to cardiovascular disease prevention which integrates population level and 
high-risk approaches is found to have a differential benefit to socio-economically 
less privileged people. However, a high-risk approach by itself typically widens health 
inequalities.119

Linked services: Healthier, Wealthier Children, Glasgow (HWC)

Rationale: individuals experiencing the consequences of inequalities are likely 
to experience multiple health and social problems. Systematic review evidence 
confirms that welfare rights advice delivered within healthcare settings results 
in financial benefits, although evidence of further health or social benefits is still 
weak.149 Acting as an advocate for individual patients is helpful and professionals 
can help patients access services both within and outside of the health service.

The intervention: an income maximisation and welfare advice service in Glasgow 
was linked to NHS antenatal and community child health services and targeted 
pregnant women and families with young children experiencing poverty.

The evaluation: robust evaluation150 was carried out to assess the impact of the 
intervention on clients and on practice, policy and strategy, and to understand 
factors associated with effective delivery. Quantitative analysis of client monitoring 
records provided clear financial gains, although there was some differential 
recording of HWC outcomes. Qualitative data provided client and staff perceptions 
of the impact of the intervention.

Impacts: the evaluation150 provided good evidence of progress in reaching 
vulnerable families and some evidence of early impacts in that the service achieved 
a total financial gain of £3 million over an 18-month period for pregnant women 
and families accessing the advice services. Over this period, 2,516 women were 
referred by health visitors and midwives to the HWC advice services, 54% of these 
accessed some type of advice, and 49% of these were entitled to some type of 
financial gain (on average £3,404 annually). The additional income helped with 
the purchase of food, housing bills, and contributed to a better quality of life (e.g. 
some reported reduced stress, improved self-worth, and improved relationships). 
Further benefits reported were that families who used the service had a more 
empathetic relationship with their health visitor and that there was reconnection 
with ‘hard-to-reach’ groups. The effectiveness of such income supplementation 
schemes and wider social prescribing initiatives requires more robust evaluation. 
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Multi-modal intervention: 
Community Initiative to Reduce Violence (CIRV, Glasgow)

Rationale: evidence suggests that focused deterrence strategies are increasingly 
used to prevent and control gang and group-involved violence, overt drug markets, 
and individual repeat offenders. These strategies are associated with an overall 
statistically significant, medium-sized crime reduction effect.151 However, a more 
rigorous body of research is needed.151 In Glasgow, the CIRV initiative is testing the 
concept of a focused deterrence strategy modelled on the Boston Ceasefire project 
and the Cincinnati Initiative to Reduce Violence.152 

The intervention: this is a community-based police intervention to reduce 
gang-related violence in Glasgow and to improve outcomes for disadvantaged 
individuals and communities. The intervention combines three components: law 
enforcement (disrupting the dynamics within gangs whose members are frequently 
involved in violent activity); 1:1 intensive support for those gang members causing 
a disproportionate amount of crime within spec geographical locations and a 
personal development programme offered to members who agree to change 
behaviour; social marketing used to mobilise the moral voice of the community to 
receive/deliver messages (the violence must stop).152

The evaluation: available analysis from the independent evaluation152 was 
incomplete at the time of the Review’s publication. It provides important 
preliminary findings but recognises the need for further analysis of post-
intervention behaviours over a sufficient period to enable judgement about the 
true impact of the intervention.

Impacts: early emergent findings show greater reductions in violent offending 
in the CIRV area compared to non-CIRV areas, although some improvements 
were also seen elsewhere due to existing services and wider policing strategy.152 
Although the primary aim of the project is not to reduce health inequalities, it is 
plausible to suggest that it will have an impact in future through direct reductions 
in violence-related injuries, but also in terms of the impact on the future life 
prospects of individuals via the personal development and employability aspects of 
the initiative that have seen some members go on to secure employment.152 
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The high-level evidence base for integrated services/multi-component interventions 
is mixed. Lorenc et al. cited two reviews which found that multi-component, settings 
based interventions were inequality neutral (school-based physical activity and/or 
healthy eating behaviours intervention, and community-based interventions on physical 
activity), and one other review that reported that such interventions (school-based 
physical activity and/or healthy eating behaviours intervention) increased inequalities.75 
It has also been suggested that whole-school health education approaches could be 
less effective in reducing health inequalities.18 These types of findings are worth bearing 
mind for well-conceived initiatives such as the forthcoming National Physical Activity 
Implementation Plan and associated walking and cycling strategies.

4.5 Social, cultural and interpersonal
Marmot argues that the evidence about the relationship between social and community 
capital and health is growing stronger.18 Communities living with multiple deprivations 
can often have higher than average levels of stress, isolation and depression. Social 
isolation can lead to increased risk of premature death, while reconnection through 
social networks and participation can improve mental health inequalities. Some area-
based initiatives have demonstrated limited success and they argue that including 
communities and individuals in designing interventions drawing on community 
strengths and using co-production to address social isolation would help improve 
their effectiveness.

Interventions to address alcohol cultures can impact on health inequalities; for example 
there is review-level evidence to suggest that lowering the minimum legal drinking age 
is associated with an increase in road injuries, while raising the minimum legal drinking 
age is associated with a fall in road traffic injuries.102

While not concerned with health inequalities, there is evidence that supporting the 
social, emotional and cognitive development of children can improve long-term 
outcomes.153 154 Current evidence suggests a number of interventions can promote social 
and emotional development among children most at risk of, or already experiencing, 
problems.153 155–157 These reduce the risk of poor outcomes in both the short and long 
term and include:

 • home visiting interventions led by suitably skilled professionals

 •  early years education/childcare (including the quality of the home learning 
environment)

 •  enhanced specialist early intervention programmes (for example, parenting 
programmes).
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Table 4: What works to address health inequalities across the three levels of determinants

Theory of 
causation

Principles of effective 
interventions

Examples of effective actions Measures of success

Fundamental 
causes 

•  Policies that redistribute 
power, money and resources

•  Social equity and social 
justice prioritised

•  Introduce a minimum income for healthy living

•  Ensuring welfare system provides sufficient income for healthy living and 
reduces stigma for recipients through universal provision in proportion to need

• More progressive individual and corporate taxation

• Active labour market policies to create good jobs

•  Creation of a vibrant democracy, greater and more equitable participation in 
elections and in decision-making, including on action on health inequalities

Reduced inequality in 
power, money and resources 
(e.g. reduced income 
inequalities and inequalities 
in participation in elections)

Social, economic 
and physical 
environment

•  Use of legislation, regulation, 
standards, fiscal policy and 
structural changes to ensure 
equity in the environment 

•  Ensuring good work is 
available for all

•  Equitable provision of 
high-quality and accessible 
education and public services

•  Housing: extend the Scottish Housing Quality Standard to privately rented 
accommodation; improved housing and building standards; implement affordable 
heating, ventilation and quality energy efficiency measures in all housing (e.g. 
without the need to apply for grants); changes to housing infrastructure (e.g. 
design, quality); rehousing and renovation to reduce the risk of falls and other 
accidental injuries

•  Neighbourhoods: create a Neighbourhood Quality Standard to ensure local service 
availability and high-quality green and open spaces, including space for play 

•  Air and water: greater controls on outdoor and indoor air pollution (e.g. second-hand 
smoke), water fluoridation

•  Food and alcohol: further restrict unhealthy food and alcohol advertising, further 
restriction of food outlets to reduce exposure to cheap unhealthy food, ban trans-fats 
and reduce salt content of foods, further restrictions on the number and ownership 
of alcohol outlets 

•  Transport: drink-driving regulations, lower speed limits, separation of pedestrians and 
vehicles, loan schemes for child restraints in cars

•  Fiscal: raise the price of harmful commodities like tobacco and alcohol through 
taxation; reduce or eradicate the price barrier for healthy products (e.g. healthy 
foods); essential services (e.g. water, education, health care) and prevention services 
(e.g. free smoking cessation, eye tests, school meals and fruit and milk in schools)

Reduced inequalities 
in the exposure to the 
socio-economic and 
physical environment 

More equitable access 
to public services and 
education
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Theory of 
causation

Principles of effective 
interventions

Examples of effective actions Measures of success

•  Environmental: area-wide traffic calming schemes, separation of pedestrians and 
vehicles; install hard-wired smoke alarms, implementation of the measures and 
principles of ‘Designing Streets’, changes to physical environment to meet a new 
Neighbourhood Quality Standard

•  Protection from adverse work conditions, greater job flexibility, enhanced job control 
and in-work development, participation in workplace decision-making, increased job 
security, support for those returning to work and to enhance job retention 

•  Provision of high-quality early childhood education and adult learning; accessible 
support and advice for young people on life skills, training and employment 
opportunities; providing work-based learning, including apprenticeships, 
for young people and those changing careers; increased availability of non-
vocational lifelong learning

•  Ensure that public services are provided in proportion to need as part of a universal 
system (i.e. proportionate universalism)

Individual 
experiences

•  Equitable experience of 
socio-economic and wider 
environmental exposures 

•  Equitable experience of 
public services

• Targeting high-risk individuals
•  Intensive tailored individual 

support
•  Focus on young children 

and the early years

•  Training to ensure that the public sector workforce is sensitive to all social and 
cultural groups, to build on the personal assets of service users

•  Linking of services for vulnerable or high-risk individuals (e.g. income 
maximisation welfare advice for low-income families linked to health care) 

•  Provision of specialist outreach and targeted services for particularly high-risk 
individuals (e.g. looked after children and homeless) 

•  Ensure that services are provided in locations and ways which are likely to 
reduce inequalities in access (i.e. linked to public transport routes and avoiding 
discrimination by language and internet access)

•  Culture of services is collaborative and seeks to co-produce benefits, including 
health and wellbeing, through work with service users 

Reduced inequality in 
the experience of the 
socio-economic and 
physical environments

Reduced inequality in public 
service access 
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4.6 Summary
This chapter illustrates the range and types of interventions that are more likely to 
be effective in addressing health inequalities and gives examples of both effective 
and promising policy and practice initiatives at both national (UK and Scotland) and 
local level. It covers income, employment and work; the physical environment and 
local opportunities; education and learning; access to services; social, cultural and 
interpersonal matters. Examples and learning on interventions feature from Equally 
Well, across Scotland and UK. Where well-designed research or evaluation is available, 
this enables us to learn about the differential impact of interventions on the outcomes 
and populations of interest. Several matters are worthy of more detailed consideration. 
Where good data are not available or only limited evidence of inequalities impact 
we can, in some cases, develop plausible theory about the potential contribution of 
interventions to addressing inequalities in health. Learning points are twofold: current 
research and evaluation approaches do not enable us to learn about the differential 
impact of interventions on health inequalities within Scotland and wider UK, or the key 
features of processes, connections or resources including personal assets, that have 
greatest impact. Above all, the blend and balance of effective measures described in this 
chapter and their successful implementation requires leadership, shared resources, and a 
sustained and integrated approach at several levels in order to make a difference.
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Given the complexity of the challenge, concerted action across all three levels of 
the social determinants of health requires political commitment and leadership at 
both national and local levels and effective actions led by Community Planning 
Partnerships (CPPs). Action must be based on evidence of need and what is most 
likely to work, and delivered through partnerships and ways of working that 
are based on sound principles. Resources and actions need to be reallocated 
from interventions that are not effective, to those focused on reducing health 
inequalities. 

Key messages:

 10.  Policy – national level, preventative actions that protect and benefit the 
whole population are likely to be more effective and cost-effective if they 
focus on legislative and regulatory controls, and fiscal policies. Political 
commitment and leadership is required to ensure public resources are 
distributed in a way that brings universal benefit, but with a scale and 
intensity that is proportionate to the level of need.

 11.  Practice – Community Planning Partnerships (CPPs) are the main vehicle 
for the cross-sectoral work that is necessary at local level to address 
inequalities and ensure, for example, the delivery of linked services that 
support those in greatest need and offer intensive tailored support. Services 
should be co-designed with citizens to ensure they meet the needs and 
aspirations of the population, rather than being imposed. All CPPs need to 
address inequalities. However, to ensure a significant impact on national 
health inequalities there needs to be particular focus on those CPP areas 
that contribute most to the overall health inequalities in Scotland. The 
relationships between communities and services matter, and working with 
people rather than targeting initiatives at people is important. Scaling up 
initiatives, and the use of improvement methodology, is commendable 
when it ensures and can demonstrate the reach of services to those in 
greatest need. 

 12.  Advocacy and evidence – there is an important role for national agencies 
to support local delivery through advocacy and evidence-building. This 
includes: building the will among leaders and influencers, expanding 
and making accessible the evidence base about what works to address 
health inequalities, spreading effective practice through a workforce that 
understands the fundamental and wider environmental determinants 
of health inequalities, raising public awareness and support for effective 
actions, and ensuring that the voices and experiences of the least 
advantaged communities are taken into account in the planning and 
delivery processes.

5. The challenges ahead
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This chapter brings together the Review’s assessment of the current evidence of 
Scotland’s position in respect of health inequalities, draws on past lessons and presents 
future challenges for action. It distinguishes between actions appropriate at national 
level (policy), at local level (practice) and by national-local intermediaries (advocacy and 
evidence). A summary of effective actions appears in Table 4 towards the end of the 
previous chapter.

5.1 Policy – national level actions
National level actions that protect and benefit the whole population are likely to be 
more effective and cost-effective if they focus on legislative, regulatory controls and 
fiscal policies. In the next phase of implementing Scotland’s health inequalities strategy, 
there needs to be a balance between national and local-level actions, with actions 
based on evidence of what works or sound principles and delivered through effective 
partnerships.

Given the current emphasis on public service preventative spending, there are strong 
reasons for redressing this balance towards upstream and preventative spend. For 
example, although measurement of high blood pressure and knowledge of individual 
progress toward better blood pressure control is important for individuals and 
communities in the prevention of strokes, vascular and cardiac disease, tackling the 
determinants of high blood pressure – the stress that accompanies poverty, smoking and 
diet, overweight, lack of fitness, and high salt intake for the whole population – would 
bring greater dividends and will be more cost-effective. Similarly, the fortification of 
basic foods with key nutritional supplements, such as folic acid to prevent serious birth 
defects, is a more cost-effective measure than issuing folate supplements to women 
who are already pregnant, and will help address inequalities in uptake.

The following areas are supported by the strongest evidence of potential benefit in 
reducing inequalities:

 •  Early years – continuing to seek ways of increasing the proportion of government 
expenditure allocated to the early years and ensure the resources are focused 
progressively across the social gradient.

 •  Working-age population – fair, relatively secure, fulfilling employment; support 
for vulnerable groups, including homeless people, people with enduring mental 
illness; parents who face the greatest challenges in early upbringing of children.

 •  Communities that face the most challenges – increased primary healthcare 
resources, robust referral pathways to welfare benefits for families with young 
children, stop smoking services; housing standards applied to private rented 
sector, investing a new neighbourhood quality standard.

 •  Low-income groups – establish and implement a level of minimum income for 
healthy living; take steps to reduce long-term unemployment through active 
labour market programmes; added protection arrangements, including those 
moving frequently in and out of work; progressive and effective systems of tax 
and benefits, pensions and tax credits.
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5.2 Practice – local level actions
There are a corresponding set of actions at local level needed to ensure implementation 
of national-level action. Additional local action that reflects local needs and context, 
including in the involvement of agencies and third sector organisations in delivery of 
services, and ensures access to those most in need is required.

5.2.1 The role of Community Planning Partnerships is key to this level of 
work.

The necessity of cross-sectorial partnership working to address inequalities is a 
recurrent challenge. Community Planning Partnerships (CPPs) are expected to achieve 
transformational change in reducing health inequalities over the next ten years.6 
This expectation is challenging and requires the support from national agencies and 
intermediary organisations. There are a number of challenges to consider when 
developing local action through CPPs: 

1)  CPP maturity and performance record. The most recent Audit Scotland report, 
prepared for the Accounts Commission and the Auditor General for Scotland, 
concluded that there is a long way to go to equip CPPs to deliver on such an 
ambitious agenda of reform and improvement.158 There is a pressing need to ensure 
a common vision of the challenge that health inequalities and social equity present, 
and the set of actions that are necessary to achieve change. The National Community 
Planning Group is mobilising considerable effort and resource to address the support 
needs of CPPs as outlined in the Statement of Ambition.6 Lessons from the Equally 
Well test sites and pilot sites provide indications about what the nature and level of 
support required to improve joint working.

  CPPs are not organisations in their own right. The opportunities for CPPs to reduce 
health inequalities lie within the framework of the Scottish Government and local 
government rather than with CPPs themselves. The CPP role is to bring together 
partners to agree priorities and shared outcomes, and to pool resources around these 
shared outcomes, although outcomes budgeting is not yet a reality. There is a need 
for CPPs to be explicit about the roles and contributions of the partnerships that sit 
within the umbrella context of community planning, for example Health and Social 
Care Partnerships, Alcohol and Drug Partnerships, Integrated Children’s Services 
Partnerships. There are opportunities for CPPs to take on board the following:

 •  Clear leadership, understanding and shared values for changing power, money 
and resources inequalities in their area through a thorough understanding of 
need and allocating budgets and resources proportionately to that need. 

 •  Creating the social culture for communities to re-engage; a civic society in which 
there is increased democratic engagement.

 •  Ensuring the approaches that work to reduce health inequalities become reality in 
their CPP area. 

 •  Ensuring measurement of indicators and evaluation is in place to understand 
impact and demonstrate progress over time to ensure that approaches are not 
inadvertently widening health inequalities. 
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2)  Reliance on area-based targeting. Only 34–41% of those at highest risk of premature 
mortality live in the most deprived areas. Consequently, area-based interventions 
are likely to have only limited impact.73 The experiences of national programmes 
like Keep Well and Sure Start also highlight a further risk of targeted area-based 
approaches – higher uptake by people who are less deprived than those in greatest 
need. Reaching those most in need, and drawing on the inherent strengths of people 
who have least, will need constant support and challenge, and assistance from local 
agencies with the right knowledge. This is a key matter in all places, but specifically 
for rural areas.

3)  The scale of the inequalities problem in Scotland means that action at local level 
alone will not be sufficient to narrow inequalities. Large differences in life expectancy 
between local authorities would not be reduced if all CPPs were successful in 
reducing inequalities within their areas (i.e. there are large differences in the mean 
life expectancy across local authorities). Figure 14 shows that the life expectancy in 
Scotland would be substantially higher were it not for the high mortality rates in 
West Central Scotland and Glasgow in particular. Figure 15 shows that it is the high 
mortality rates in predominantly West Central Scotland that distinguishes Scotland 
from many European countries. 

Figure 14: Life expectancy at birth in Scotland, and in Scotland with Glasgow 
and without West Central Scotland*, 2011 (Source: National Records for 
Scotland)**

*West Central Scotland includes: East Ayrshire, East Dunbartonshire, East Renfrewshire, Glasgow City, Inverclyde, 
North Ayrshire, North Lanarkshire, Renfrewshire, South Ayrshire, South Lanarkshire, and West Dunbartonshire.

**This analysis was kindly performed by David Walsh at the Glasgow Centre for Population Health 
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4)  Work should be done to identify where action by CPPs to reduce inequalities 
within their areas will make the biggest difference to reducing health inequalities 
across Scotland. A narrowing of the inequalities within those CPPs with the largest 
inequalities (e.g. Renfrewshire and East Dunbartonshire) may not be the most 
effective means of narrowing health inequalities across Scotland overall. For example, 
the City of Glasgow does not have the largest inequalities, but it has very low life 
expectancy figures compared to the rest of Scotland. The female life expectancy 
in the least deprived quintile in Glasgow is still lower than the mean for 30 of the 
31 other CPPs (Figure 16), and for males the life expectancy for the least deprived 
quintile in Glasgow City is lower than the mean in all other CPPs (Figure 17). There 
are much larger gaps in some CPP areas (e.g. Renfrewshire and East Dunbartonshire) 
than others (e.g. Angus and Moray). In the Island CPPs there is a smaller number 
of deaths and a less clear deprivation gradient. This means that the life expectancy 
inequalities in the Island CPPs are not as clear as in the more populous CPPs.s Further 
data on the inequalities in health, and inequalities in the factors that influence 
and determine health (such as income, employment, education and smoking) are 
provided for each CPP area in the ScotPHO community health profiles at 
www.scotpho.org.uk/comparative-health/profiles/2010-chp-profiles

Figure 15: Comparison of all-cause death rates in selected European countries*, 
Scotland and local council areas of Scotland. Men aged 0–64 during 2001 159

*Austria, Finland, Germany, Ireland, Italy, Luxembourg, Norway, Portugal, Spain, Sweden, Switzerland, UK: England 
and Wales, UK: Northern Ireland.

s  The inequalities in life expectancy shown here within some of the least populous CPPs (especially Orkney, Shetland 
and Eilean Siar) are based on a small number of deaths. They are highly variable and liable to show unusual 
patterning unless many years of data are combined. For example, data for Eilean Siar for females shows a higher 
mortality rate in the least deprived quintile than in the most deprived quintile for this time period.).
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5.2.2 Local service delivery – connecting and reconnecting with people

The experience of GoWell, the test/pilot sites, the PATH project, the Multiple & Complex 
Needs initiative, the Inequalities Sensitive Practice Initiative in Glasgow and the Deep 
End Practices and many other initiatives reinforce the view that the process of service 
delivery, connection between communities and services, and face-to-face relationships 
matters. Approaches which seek to mobilise the assets, capacities and resources 
available in individuals and communities to enable them to gain more control over their 
lives and circumstances are valuable.160 The principles of identifying and building on the 
existing ‘assets’ or strengths of vulnerable and disadvantaged individuals and deprived 
communities (as opposed to emphasising the problems and deficits) and working with 
people rather than targeting initiatives at people, have long been the principles of 
community-led development and are now enshrined in the language of ‘assets-based’ 
approaches and ‘co-production’. For example, in the NHS the principles of mutuality 
and trust are seen to apply not only to long-term relationships between patients and 
healthcare practitioners, but also to relationships between NHS and other services, and 
between leaders across the NHS. 

These approaches merit continued attention, especially to ensure that groups and 
individuals within the priorities we have outlined reconnect with available help, receive 
the support they need, and that there are means to measure inputs and outcomes from 
this work. Improvement methodology and scaled-up initiatives, such as the Early Years 
Collaborative, have great potential if they focus on inequalities impact, and show that 
they succeed in reaching the most vulnerable groups.
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Figure 16: Female life expectancy at birth in the most and least deprived quintiles within each Scottish local authority area 
(2006–2010) (Source: National Records for Scotland)
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Figure 17: Male life expectancy at birth in the most and least deprived quintiles within each Scottish local authority area 
(2006–2010) (Source: National Records for Scotland)
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5.3 Advocacy and evidence – national–local intermediary roles
As already argued, effective, joined-up national–local collaboration will be an important 
element in the change process. This is happening to some extent already. There is 
a wide range of organisations working between national and local level that play a 
potentially important role in ‘building the will’ (advocacy) and the evidence base on 
effective practice and spreading this across local areas. Likewise, national third sector 
organisations play an important role in advocacy and evidence-building on the social 
determinants of health inequalities. The Task Force has heard about their concerns 
that their roles are not effectively harnessed to ensure that the voices and experiences 
of the communities and users they serve are fully taken into account in shaping and 
implementing Equally Well.161 

5.3.1 Spreading effective practice – the role of improvement collaboratives

The Equally Well test sites were an example of national–local collaboration that aimed 
to spread learning about effective local practice to address health inequalities. The key 
learning from these have already been detailed in section 2.1.4. It is now generally 
accepted that the test sites, local pilots and the demonstration projects have had limited 
success in generating transferable knowledge that can be scaled up. Improvement 
collaboratives are now seen as the best way to spread effective practice across Scotland 
and to scale up improvements to achieve population level impacts. The focus of 
improvement collaboratives is on the ‘spread’ of better results and shifts attention from 
sharing learning about process. The improvement methodology has been developed in 
the US and has been fostered in Scotland within the context of the healthcare system. 
This model is now being proposed for Scotland’s early years work which operates within 
an inter-sectorial, multi-agency delivery context which may present greater challenges 
and slow down what is meant to be a rapid improvement process. 

As improvement science suggests, transferring effective interventions from one context 
to another needs careful thought and piloting. For example, as the Starting Well health 
demonstration project showed, applying effective early years interventions from the US 
(where there are no health visitors or NHS) to Scotland (where these are standard) has 
significant implications for the expected impact it will make. Similarly, what works to 
improve general population health can sometimes exacerbate inequalities, for example 
brief advice and interventions for health behaviour change.

5.3.2 Building the evidence base

Improvement collaboratives need to bear in mind the lessons of local test/pilot sites. 
Helping to generate the evidence base for health inequalities is not an automatic 
by-product of local or national implementation. The lessons of evaluation which have 
recurred across a number of national programmes that are rolled out locally are shown 
in Box 5 below.

Notable high-quality evaluations of policy initiatives and local practice-based 
interventions have taken place successfully. They include evaluations of the smoking 
ban and the alcohol strategy, the GoWell research and learning programme associated 
with Glasgow’s regeneration programme, and some of the practice-based intervention 
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research undertaken by academic units. Several are covered in Chapter 4. Identifying 
opportunities for ‘natural experiments’ and ‘policy trials’ typically involve early and 
effective collaborations between the government policy leads, NHS Health Scotland, 
public health research units and local areas. They also require early collaboration on the 
development of the policy or programme and, crucially, how it is rolled out to enable 
control or comparison sites to be identified and to agree how to collect and share 
core monitoring data. The Public Health Improvement Research Network in Wales is 
an example of a formal collaboration between academics, public health specialists, 
policymakers and practitioners with the aim of developing rigorous research proposals 
which then secure grant money to fund trails of new initiatives.t

t   PHIRN is a registered Research Group established by NISCHR with backing from health improvement policy 
colleagues within Welsh Government. The aim of PHIRN is to increase the quantity and quality of public health 
improvement research that is relevant to policy and practice. http://phirn.org.uk/

Box 5: Recurring evaluation challenges

•  Programme roll-out – policy initiatives and programmes are seldom designed 
and implemented to enable effectiveness to be assessed using a controlled 
design due to the rush to implement and roll out within the funding period. 
This can also constrain an investment of time in the initial intervention/
programme development, setting up and establishing partnerships and for 
the expected changes to then unfold. 

•  Funding – with the exception of the national demonstration projects, 
adequate funding for a high-quality evaluation is seldom set aside.

•  Programme variability – programmes that are initially based on effectiveness 
evidence can differ substantially according to how local areas choose to 
implemented them; agreement of the essential core programme components 
and the expected time sequence of outcomes would help to improve both 
evaluability and chances of success. 

•  Programme outcomes – the long-term timescale for change of many 
programmes brings the need to identify and monitor short-term and 
intermediate outcomes that are plausible and predictive of the longer-term 
outcomes. Monitoring changes in short-term outcomes by practitioners and 
services using routine service delivery data is desirable. 

•  Access to individual level client data for evaluation purposes as well as 
data sharing and data linkage can be problematic and needs to be built into 
contractual agreements with the implementation bodies.
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To improve Scotland’s strategy on health inequalities, a systematic approach to 
intervention development and evaluation is essential. Robust, controlled evaluation 
designs may not always be possible, but the principle of assessing policy effectiveness 
and differential impacts should be integral to any future strategy, using the established 
infrastructure for collaboration between relevant partners.

Further attention needs to be devoted to the contribution of the third sector to 
evaluating grass-roots initiatives and community-led projects that build social capital and 
help prevent and reduce inequalities, and how to bring together and use this evidence 
as part of an inequalities evidence base. In addition, establishing a What Works evidence 
centre in Scotland that brings together the evidence in a systematic and accessible form 
would be a valuable extension of the new UK network of What Works centres being set 
up by Nesta, the Economic and Social Research Council and the Big Lottery.
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6. Summary and recommendations 
Scotland has embarked on a sustained pathway towards greater social justice, and has 
developed policies that aim to narrow the differences between those with the best and 
worst health and life expectancy; to reduce the differentials, recognising that people 
matter at all points on the inequalities gradient and not only its extremes.

Evidence shows that people do not achieve better health by their own individual efforts of 
will – taking such an approach would only increase inequalities and divisions in society. 

For those in the best circumstances, they and their communities need least support and 
intervention from public services. For those in the poorest circumstances, experience 
of poor health and its determinants is pervasive and leads to low-quality and reduced 
length of life. People in these circumstances, and in varying degrees, on the inequalities 
gradient, need support according to their need – an approach termed proportionate 
universalism.

Equally Well, the Scottish Government and COSLA strategy introduced in 2008 aimed 
to reduce health inequalities. It is an ambitious, cross-government plan which set out 
to tackle the root causes of the problem. However, Scotland’s health inequalities are 
currently among the widest in Western and Central Europe and they will continue 
to grow unless, as the government has already acknowledged, we start to do things 
differently. Although health inequalities are complex and persistent, they are not 
inevitable. This Review has brought together evidence about the current position in 
Scotland with respect to inequalities, and draws on [mainly] scientific studies that help 
to inform us about the way ahead. Nonetheless, evidence on its own will not meet 
Scotland’s challenge on health inequalities; nor will individual endeavours on their 
own have sufficient impact. National and local action that accepts and goes beyond 
the evidence is required. There is a need to bring vision and leadership with common 
purpose, join forces and pool resources to derive best value from the country’s wealth 
and reconnect with people and communities in the most difficult circumstances to 
achieve their potential. Closing the inequalities gap and lessening the inequalities 
gradient would bring greater cohesion, economic progress and better health in 
Scotland, lowering the burden on individuals, communities and public services, and 
contributing to social equity.

In order to make a real impact on health inequalities, the following key issues will have 
to be addressed: 

 •  The case for tackling health inequalities will have to be widely understood and 
be given the highest priority across government.

 •  A shift of emphasis toward suitable use of regulatory and fiscal measures – which 
do not rely on individual take up – and away from addressing individual lifestyle 
issues and the targeting of specific areas.

 • Effective coordinated and focused action at both a national and local level.

The last ten years have seen an improvement in the health of the general population. 
This is a major achievement. After five years of implementing Equally Well, it is too 
early to detect a sustained change in the trend of relative health inequalities. However, 
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some measures aimed at improving population health either make no impact on 
health inequalities or may even exacerbate them. This Review therefore suggests four 
recommendations for the Scottish Government to consider as it further develops its 
strategy to tackle health inequalities.

 1.  Health inequalities policy should be at the heart of the Scottish Government’s 
drive for social justice, a key plank of the Single Outcome Agreements and 
central to the preventive spend agenda. Priority must be given to addressing 
the upstream fundamental causes of health inequalities which include poverty 
and income, as well as the wider environmental factors such as housing and 
education, over the downstream consequences like smoking and alcohol abuse.

 2.  The Scottish Government and COSLA should regularly review the balance of 
policy and resources directed to actions aimed at tackling the fundamental causes 
of health inequalities rather than individual lifestyle interventions, which do not, 
on their own, deliver the changes required.

a)  A future inequalities strategy should consider actions at all levels of the social 
determinants of health – the economic and social conditions in our society and 
how they are distributed.

b)  A life course approach is helpful particularly if actions and resources are 
targeted at early years which offers the best opportunity of preventing future 
health inequalities.

c)  Central and local government need to focus on the implementation of the 
measures which are most likely to be effective and to discontinue those which 
widen inequalities. Examples of effective interventions are given in Table 4.

 3.  While action will be taken at a national level, a significant contribution needs to 
take place locally, connecting with communities and building the hopes of people 
that face the greatest challenges. The National Community Planning Group 
should advocate that those CPP areas that contribute most to health inequalities 
in Scotland should prioritise their actions in a drive to narrow health inequalities. 
The focus for spending needs to shift away from meeting the cost of dealing 
with health and social problems after they have developed, to prevention and 
early intervention. 

 4.  There is a continuing role for national and local government, meeting regularly, 
to ensure the political focus on cross-government and cross-agency work to 
address the fundamental causes and social determinants of health inequalities, 
with linkage to equality. There is also a key role for a national agency, such as 
NHS Health Scotland, with a remit to drive forward the necessary changes in 
policy, practice and, ultimately, outcomes. 
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	1. Introduction
	1. Introduction
	1.1 Purpose
	This is a report to the Scottish Ministerial Task Force on Health Inequalities from NHS Health Scotland, with advice from a Review Panel chaired by Professor Sally Macintyre. The purpose of the Review is to inform the Task Force deliberations on what can be done to address health inequalities in Scotland. The aim of the report is to assess whether the current strategy – as set out in Equally Well and associated policies – is effective and what else might be needed. The report learns lessons from the impleme
	 1.  Outcomes. To what extent are the policy outcomes being achieved? Are there signs of inequalities narrowing?
	 2.  Strategy. Is the current strategy about right? Are we focusing on the right things? What else is needed?
	 3.  Implementation. What are we doing in Scotland that has been successful? What has been less successful? Are there problems with how the strategy is being implemented?
	 4.  Learning. What can we learn from experience so far? How might we improve data gathering, evaluation and sharing learning to inform the change process?
	1.2 The context for the policy review
	The Scottish Government has a commitment to social justice and narrowing health inequalities. The Scottish Ministerial Task Force on Health Inequalities was established in autumn 2007 by the Minister for Public Health to agree priorities for cross-government policy and action, and to foster commitment and support among the key delivery partners to build the evidence base and address the most significant health inequalities in Scotland. The resulting strategy in 2008, Equally Well, contained 78 recommendatio
	1
	2

	The policy is one of a trio of social policy frameworks introduced by the Scottish Government. The other two focus on poverty and the early years. Their preparation also coincided with the onset of a sharp and prolonged economic downturn.
	3 4

	Progress towards implementing the Equally Well recommendations was reported in 2010. As proposed, the current Minister for Public Health reconvened the Task Force in November 2012 to review progress. The Task Force Review took place after the Community Planning Review that aimed to provide much clearer guidance and support for Community Planning Partnerships (CPPs), the local mechanism for coordinating local cross-sector action on health inequalities. Addressing health inequalities has been identified as a 
	5
	6

	Soon after the meeting of the Task Force in November 2012, Audit Scotland published its report on health inequalities. This review focused on NHS endeavours and, within this scope, it found that national policies and strategies have so far shown limited evidence of impact and there was an unclear picture of progress. At meetings of the Scottish Parliament Public Audit and Health & Sport Committees, the Chief Medical Officer and NHSScotland Chief Executive expressed the view that the problem and solutions we
	7
	8

	There is, therefore, political interest in health inequalities within and beyond the Ministerial Task Force, amid the continuing backdrop of a harsh economic climate. This report, and the evidence-based review contained within it, should be used to inform the evidence gathering efforts currently underway, to complement the stakeholder engagement process undertaken by the Task Force and to inform the emerging programme of the Health & Sport Committee.
	2. Review of Equally Well 
	This chapter appraises Scotland’s health inequalities strategy, centred on Equally Well, and considers progress in terms of the population trends in health inequalities in Scotland.
	Health inequalities have been defined as ‘the unjust differences in health which occur between groups occupying different positions in society’. Health inequalities can also occur by gender, income, social class, deprivation, educational status, ethnicity and geography. Health inequalities are the result of systematic and socially modifiable difference, not random variation. Health inequalities are an issue of social justice for societies that value equity and fairness. Furthermore, the loss of economic act
	9
	10
	11 12
	 

	2.1 The Equally Well strategy
	The Equally Well report was published by the Ministerial Task Force on Health Inequalities in June 2008 and is jointly owned by the Scottish Government and Convention of Scottish Local Authorities (COSLA), reflecting the Concordat between central and local government agreed seven months earlier. Equally Well was the first government strategy in Scotland specifically to address the issue of health inequalities distinct from the broader challenge of population health improvement, and to develop this as a cros
	A progress review was undertaken in 2010, with a further 18 ‘recommendations/key statements’ proposed, including the recommendation to undertake a further progress review in two years’ time. To this end, the Ministerial Task Force was reconvened inNov 2012.
	13
	 

	The following sections provide a brief overview of the approach that the Task Force adopted to understanding health inequalities, the strategy for addressing the causes and consequences of these inequalities, and the funding and delivery arrangements for putting the strategy into effect.
	2.1.1 Understanding health inequalities
	‘There are inequalities in the health of people in Scotland which are unfair and unjust because they are based on social structure and factors such as how much money people have. These inequalities mean that some people are more likely to be ill or have low levels of wellbeing and to die younger than others.’
	2

	The Equally Well report and subsequent review made explicit the drivers behind the focus on addressing health inequalities in Scotland: firstly, the fundamental injustice that some people have shorter lives and poorer health and wellbeing due to social structural factors beyond their control; secondly, the negative impacts that health inequalities have on achieving sustainable economic growth – the effects of health inequalities are ‘bad for Scotland’. Redressing health inequalities was seen as a value in i
	‘Creating a skilled resilient population with the sense of wellbeing and control over their own lives, keen to look after their own health and able to participate in the economy and employment opportunities for the future.’
	2

	In the Equally Well report the Task Force set out its understanding of why and how health inequalities are generated. This included recognition of the structural determinants of health inequalities and the need to address both the absolute differences in health outcomes (the gap) and the relative differences (the ratio). The Scottish Government monitors progress using absolute and relative measures applied to a set of eight headline indicators. 
	a

	Equally Well also acknowledged that area-based measures of deprivation are limited because not everyone living in areas of deprivation is deprived, nor, conversely that all people who are deprived live in areas of deprivation. Furthermore, the report recognised that health inequalities can occur between other population sub-groups (such as ethnicity or gender).
	Drawing on the Dahlgren and Whitehead model of health, the Equally Well strategy recognised the influences of both ‘upstream’ economic, social and physical environments as well as the influences of ‘downstream’ individual factors such as the accessibility of services, behaviours/lifestyles, and personal strengths, vulnerabilities and social networks. Chronic stress, a sense of hopelessness and lack of control were seen as important mechanisms linking socio-economic deprivation with an increased risk of poor
	14

	This focus on early years and strengthening individual capacities is given much greater emphasis in the 2010 Review. Importance is placed on fostering a ‘sense of coherence’, and recognising individual assets to enable the development of personal internal resources so that the world is perceived as manageable and that efforts to invest in health appear worthwhile. By the 2010 Review, less emphasis is given to the upstream determinants of health inequalities and the fundamental causes, and more to the early 
	13
	b
	15

	2.1.2 Addressing health inequalities
	‘The Task Force’s new and ambitious approach has been to take our emerging understanding of the underlying causes of health inequalities and turn it into practical and linked action across all of national and local government’s key responsibilities: for making Scotland Smarter, Wealthier and Fairer, Greener, Safer and Stronger and, ultimately Healthier.’
	2

	To address the underlying causes of health inequalities and the consequences, Equally Well proposed a cross-government approach, both locally and nationally, given the understanding that reducing health inequalities ‘cannot be achieved through health policies and healthcare systems alone’. Indeed, Equally Well was the first of a set of three linked social policy frameworks for tackling inequality, positioned alongside the Early Years Framework and Achieving our Potential (both launched later in 2008). This 
	2

	Equally Well was intended to serve as an ‘umbrella’ strategy that drew together the inequalities-relevant aspects of pre-existing policy initiatives and programmes under the Scottish Government’s new strategic objectives to form a coherent and complete set. The 2010 Review included some new areas for action. 
	2

	 •  Smarter Scotland: Early years and young people (2010: specified looked after children).
	 •  Wealthier and Fairer Scotland: Tackling poverty and increasing employment (2010: included addressing the impact of the recession on persistent poverty and long-term unemployment).
	 •  Greener Scotland: Physical environments and transport (2010: included addressing the impacts of climate change).
	 •  Safer and Stronger Scotland: Harms to health and wellbeing: alcohol, drugs and violence (2010: included tackling offenders’ alcohol problems).
	 •  Healthier Scotland: Health and wellbeing (including children and young people, primary care; mental health and wellbeing; smoking; vulnerable groups, accessto services).
	 

	Table 2 summarises the Equally Well recommendations under these five strategic objectives, together with the explicit or implicit anticipated outcomes (where possible). 
	For each of the five strategic objectives, the 2008 strategy draws on evidence to indicate why the particular objective matters for addressing health inequalities, the evidence of what works and gives examples of activities already happening in Scotland. However, the mechanism by which these interlinked objectives would be monitored and their impacts on inequalities assessed was not directly addressed. The remit of the Ministerial Task Force on Health Inequalities was focused primarily on Equally Well, and 

	8
	8

	9
	9

	Equally Well was launched in 2008 with the aim of addressing health inequalities in Scotland. The strategy was bold, grounded in good evidence and has made progress in some areas. The improvements in the overall health of the population and the decrease in average mortality rates have continued. However, the gap between those with the best and the worst health outcomes persists and too many Scots still die prematurely. 
	Equally Well was launched in 2008 with the aim of addressing health inequalities in Scotland. The strategy was bold, grounded in good evidence and has made progress in some areas. The improvements in the overall health of the population and the decrease in average mortality rates have continued. However, the gap between those with the best and the worst health outcomes persists and too many Scots still die prematurely. 
	Key messages:
	 1.  Absolute health inequalities, (the outcome gap between the most deprived and least deprived) remain high. Relative inequalities, (the ratio between the two) have increased steadily since 1981. This is because the health of the least deprived groups has improved at a faster rate than the most deprived.
	 2.  Equally Well actions have been more focused on mitigating the consequences of social inequalities, like smoking and alcohol misuse, than on addressing the long-term underlying causes, such as poverty and income. Learning from the test sites has, so far, achieved a limited amount. 
	 3.  Despite its ambitions, Equally Well has primarily been delivered as a health and wellbeing initiative with limited spread into policy areas other than early years. Genuine cross-government linkage around Equally Well has been limited. Many of the underlying causes of health inequalities require a broader understanding of the need for social and economic, rather than mainly health-based, solutions. There is a continuing need to ensure that policies across national and local government address the underl

	10
	10

	11
	11

	  These are: healthy life expectancy, all-cause premature mortality (for two age bands), mental wellbeing, first admissions to hospital for coronary heart disease, coronary heart disease mortality, cancer incidence, cancer mortality, first admissions to hospital for alcohol-related conditions, and alcohol-related mortality
	  These are: healthy life expectancy, all-cause premature mortality (for two age bands), mental wellbeing, first admissions to hospital for coronary heart disease, coronary heart disease mortality, cancer incidence, cancer mortality, first admissions to hospital for alcohol-related conditions, and alcohol-related mortality
	a

	Defined as ‘an individual’s inherent understanding of the world as a comprehensible place’
	b  
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	12

	13
	13

	The extensive set of recommended actions that were included in Equally Well, and extended in the 2010 Review, did not systematically apply the set of principles and list of effective/ineffective policies in reducing inequalities set out by Macintyre for the Task Force in 2008. Examples of recommended actions included in Equally Well that, according to these principles, were likely to be effective include:
	The extensive set of recommended actions that were included in Equally Well, and extended in the 2010 Review, did not systematically apply the set of principles and list of effective/ineffective policies in reducing inequalities set out by Macintyre for the Task Force in 2008. Examples of recommended actions included in Equally Well that, according to these principles, were likely to be effective include:
	16

	 •  The clear focus on early years – including, for example, improving the capacity of antenatal services to support higher-risk groups, and identifying and managing risks during pregnancy (Recommendation 4).
	 •  Prioritising disadvantaged groups (including offenders, looked after children, vulnerable children and families, deprived communities, unemployed people).
	 •  Improving the accessibility of services (e.g. Recommendations 55–58).
	There are also a number of Equally Well recommendations that have merit to improve population health, but are unlikely to reduce health inequalities, and may even risk increasing them:
	 •  Whole-population campaigns to encourage the use and enjoyment of green space by all (Recommendation 29).
	 •  Providing information to young people in a whole range of settings, including easily accessible drop-in services, staffed by health professionals and youth workers (Recommendation 44).
	 •  Health checks for all at the age of 40, building on the Keep Well programme (Recommendation 46).
	At the same time, actions identified by Macintyre as likely to be effective in reducing inequalities that are not included in Equally Well’s recommendations are:
	 •  Structural changes in the environment: (e.g. area-wide traffic calming schemes, separation of pedestrians and vehicles, child-resistant containers, installation of smoke alarms, installing appropriate ventilation, insulation and affordable heating in damp, cold houses). 
	 •  Legislative and regulatory controls (e.g. drink-driving legislation, lower speed limits, seat belt legislation, smoking bans, child restraint loan schemes and legislation, house building standards, vitamin and folate supplementation of foods). 
	 • Fiscal policies (e.g. increase price of harmful products).
	 • Income support (e.g. tax and benefit systems).
	k

	 •  Reducing price barriers (e.g. free prescriptions, free school meals, fruit and milk, free eye tests).
	Nonetheless, several of these measures came into effect through other policies and legislation. For instance, the Good Places, Better Health strategy made a number of recommendations on structural changes to the environment some of which mirror structural changes in the environment examples listed above. For example, social landlords have been obliged to bring all housing stock up to a minimum standard (the Scottish Housing Quality Standard) which is likely to be a highly effective means of reducing health 
	17

	In short, in the move to considering how to address health inequalities, the balance of attention in Equally Well shifted towards the more downstream consequences of inequalities (such as alcohol misuse, drug treatment and rehabilitation, smoking cessation, healthy weight, depression and anxiety), focusing less on the policy areas which are more likely to be effective in narrowing inequalities. Experience from other countries suggests that this ‘lifestyle drift’ is not unusual when implementing a health ine
	2.1.3  Shifting resources to address health inequalities – recent developments
	Changing the way resources are allocated from dealing with the health effects of inequalities to more upstream intervention was recognised by Equally Well (and other strategies) as essential to tackling health inequalities. More recently, making a shift towards preventative spend has become a priority challenge for the public sector in the current financial climate.
	2 13 18
	19–22

	‘The government should protect current resources targeted at reducing health inequalities and consider the need for further investment in its longer-term spending plans, based on the Task Force’s learning networks, about any further resources required for public services to address health inequalities and their underlying causes more effectively.’ (Recommendation 68)
	Using the figures contained in the 2008 Equally Well report, of the nearly £70 billion ‘global’ funds allocated by the Scottish Government to NHS Boards and local government for health and wellbeing over the three financial years (2008–2011), only 2.5% was identified as supporting actions directly tackling health inequalities and the underlying causes, of which:
	 •  40% was allocated on health and wellbeing, including promoting healthy weight through diet and physical activity, health checks, smoking cessation services, and performance-related payments for GPs
	l

	 •  37% on poverty and employment, including initiatives to address fuel poverty, and improve employment opportunities
	 •  17% on harms to health and wellbeing, including tackling violence, alcohol and drugs misuse
	 •  4% on physical environments and transport, including a range of environmental initiatives
	 •  1% on early years and young people, including initiatives to improve diet and levels of physical activity for pregnant women and children
	 •  In addition, £15 m of new funding was made available over this three-year period to help support Equally Well recommendations, including the local test sites (£4 m), support services for families with very young children, children’s play, and school healthcare capacity (£11 m).
	The extent to which public sector resources have actually shifted towards addressing health inequalities was investigated by Audit Scotland’s performance audit in 2012. It attempted to estimate how much the public sector spends on reducing health inequalities. However, their analysis was limited because the government’s available expenditure information only covered special initiatives and mainstream NHS spending. Wider government inequalities-related expenditure could not be captured and tracked. Policymak
	7

	On the basis of its own analysis, Audit Scotland concluded there was little evidence to show a long-term shift in government spending to address health inequalities despite the significant commitment to this by successive governments since devolution. Recorded spend on health and wellbeing was more likely to be allocated to general health improvement rather than specifically to addressing health inequalities, and the effects of general health improvement are not always compatible with the goal of reducing i
	2.1.4 Delivering Equally Well
	‘Our recommendations for action run across Government and local services and that is what makes them new and different. They will involve public services working together more than they have in the past, in order to make a difference to the complex underlying reasons for inequalities in health.’(p. 3)
	2

	In terms of delivery, the emphasis of Equally Well is on ‘refocusing and redesigning’ public services with a view to improving their accessibility for clients with multiple and complex needs and smoothing pathways through services – summarised as ‘getting in, getting through, getting on’. Achieving better joint working across agencies and services as well as involving local communities and target groups are seen as the cornerstones for successful delivery on health inequalities. Equally Well reiterated the 
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	‘Effective community planning arrangements will be at the core of public service reform. They will drive the pace of service integration, increase the focus on prevention and secure continuous improvement in public service delivery, in order to achieve better outcomes for communities. Community Planning and SOAs [Single Outcome Agreements] will provide the foundation for effective partnership working within which wider reform initiatives, such as the integration of health and adult social care and the estab
	23

	Both the 2008 Equally Well report and the 2010 Review recognised that achieving the desired changes posed both an opportunity for CPPs in terms of helping them to meet outcome targets, as well as a delivery challenge to local authorities and their community planning partners. The role of the third sector was seen as ‘planning and delivering innovative ways of supporting people’. To explore and support the necessary changes in culture and ways of working, in 2008 the Scottish Government established a series 
	The eight local test sites were the only new initiatives ‘badged’ as Equally Well that stemmed from the 2008 strategy. All were concerned with tackling health inequalities. Six sites adopted an area-based targeting approach, working in neighbourhoods ranging from 4,000 to 15,000 people. Two of the sites (Glasgow City and Dundee) covered the whole local authority area. Most test sites had a focus on a specific aspect of health or health behaviour (tobacco, alcohol, early years and mental wellbeing), but Gova
	 

	The test sites were set up as vehicles for learning about innovative practice in redesigning and refocusing local public services to address health inequalities. The focus of interest was on service redesign and improving interactions and relationships between services and with local communities. A health inequalities learning network was established to share experiences across the test sites and to stimulate a wider community of practice. The local test site areas were expected to operate within existing r
	23

	Overall, learning from the test sites has reiterated the necessary pre-conditions for successful joint working: effective coordination; senior commitment; clear and shared outcomes; creating a space for learning; engagement of service users or communities; and a shared understanding of partner roles and contributions. When evaluated after two years of implementation, the Equally Well test sites were still, understandably, ‘at an early stage in a long journey towards reducing health inequalities’. Most of th
	24

	Over the same period as the Equally Well test sites, the Scottish Government also sponsored local pilots in the policy areas of obesity (Healthy Weight Communities) and healthy environments (Good Places, Better Health). The common lessons from the full set of pilot and test sites include strengthening the complementary roles of national and local level interventions in addressing inequalities. From the findings of these evaluations, the Scottish Government concluded that national level (Scottish Government 
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	In summary, Equally Well has developed over five years as the centrepiece of health inequalities policy in Scotland. Its creation marked a bold break with past endeavours, focusing on the social determinants of health, ranging further outside the health sector, and attracting the joint ownership of local authorities. Equally Well was positioned alongside a portfolio of policy developments also designed to promote social equity, most notably the anti-poverty and early years strategies. However, in the proces
	2.2 Trends in health inequalities in Scotland – are there signs of change? 
	The Scottish Government created a long-term monitoring framework for measuring Equally Well’s impact on health inequalities and publishes annual updates. The 2012 update concluded that health inequalities are still a major issue with several indicators showing signs of deterioration. The Equally Well headline indicators use data based on the Scottish Index of Multiple Deprivation (SIMD) for data zone areas (which were created in 1996 and are therefore only available for a relatively short time frame). A lon
	26
	26

	The trends in all-cause mortality for the most and least deprived tenths of the population are shown in Figure 2. All-cause mortality declined for both the most and least deprived deciles between 1981 and 2001 for the whole population, and for those under 75 years old between 1997 and 2010. However, there was little evidence of a decline among young adults (aged 15–44 years). Between 1981 and 2001, inequalities increased in both absolute (from a gap of 472 to 492 deaths per 100,000 per year) and relative te
	The data contained in Figure 2 is shown in a more statistically advanced way in Figures 3 and 4. These show the trends in the absolute and relative gradients across all deprivation groups over the longest time period available. Figure 3 shows that absolute health inequalities have remained high over the entire time period from 1981 to 2010, with a large degree of year-on-year variation. The apparent dip towards the end of the time series should not therefore be interpreted as a measure of the success or oth
	m
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	In contrast, relative inequalities have consistently increased from 1981 onwards (Figure 4) with less year-on-year variation (again the small dip at the end of the time series should not be interpreted as a turning point). This consistent increase in relative inequality is partly due to the success in reducing the average mortality in the population. To reduce relative inequalities, there therefore needs to be a more rapid reduction in mortality in the deprived groups than the average for Scotland.
	o


	  Further opportunities are available from the Scotland Act 2012 which devolves to the Scottish Parliament powers to set a rate of income tax for Scottish taxpayers to raise stamp duty land tax and landfill tax and making provision for new devolved taxes.
	  Further opportunities are available from the Scotland Act 2012 which devolves to the Scottish Parliament powers to set a rate of income tax for Scottish taxpayers to raise stamp duty land tax and landfill tax and making provision for new devolved taxes.
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	  These figures are not comprehensive. For example, they do not include the Family Nurse Partnership initiative or the Quality and Outcomes Framework (QOF) payments which are both aimed at addressing health inequalities.
	  These figures are not comprehensive. For example, they do not include the Family Nurse Partnership initiative or the Quality and Outcomes Framework (QOF) payments which are both aimed at addressing health inequalities.
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	Box 1: Equally Well test sites
	Box 1: Equally Well test sites
	• East Lothian: Health inequalities in early years
	•  Govanhill, Glasgow: Community regeneration and development through a neighbourhood management approach
	• Glasgow City: Integrating health into current and future planning
	•  Blairgowrie: Delivering health inequalities sensitive services in a rural setting for people with multiple and complex needs
	• Lanarkshire: Sustained employment and supporting people to find decent work
	• Fife: Antisocial behaviour in relation to alcohol and underage drinking
	• Dundee: Improving wellbeing in a local community
	• Whitecrook, West Dunbartonshire: Targeting the high prevalence of smoking
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	  Absolute inequalities (or the gap between groups), taking account of the proportion of the population in each group, is most appropriately measured using the Slope Index of Inequality (SII), where larger numbers indicate a larger absolute difference across the population. 
	  Absolute inequalities (or the gap between groups), taking account of the proportion of the population in each group, is most appropriately measured using the Slope Index of Inequality (SII), where larger numbers indicate a larger absolute difference across the population. 
	m

	  Relative inequalities (or the ratio between groups), taking account of the proportion of the population in each group, is most appropriately measured using the Relative Index of Inequality (RII), where larger numbers indicate a larger relative difference across the population. 
	n

	  Note that the measures using SIMD rather than Carstairs are more sensitive to detecting inequalities because of the smaller populations used as the unit of analysis. Furthermore, any single measure taken alone, particularly area-based measures such as these, underestimate true inequalities.
	o
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	Figure 2: Trends in all-cause mortality rates (for men and women combined) for the most and least deprived deciles (by Carstairs 1981–2001 (all ages) and SIMD 1997–2010 (aged <75y and 15–44y)) (Source: National Records for Scotland)
	Figure 2: Trends in all-cause mortality rates (for men and women combined) for the most and least deprived deciles (by Carstairs 1981–2001 (all ages) and SIMD 1997–2010 (aged <75y and 15–44y)) (Source: National Records for Scotland)

	Figure
	Note: data are not available separately from the Scottish Government monitoring report for those 45–75y.
	Note: data are not available separately from the Scottish Government monitoring report for those 45–75y.
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	Figure 3: Trends in absolute all-cause mortality inequality (1981–2001 using Carstairs index (all ages); 1996 onwards using SIMD (<75y and 15–44y); menand women combined) (Source: National Records for Scotland)
	Figure 3: Trends in absolute all-cause mortality inequality (1981–2001 using Carstairs index (all ages); 1996 onwards using SIMD (<75y and 15–44y); menand women combined) (Source: National Records for Scotland)
	 


	Figure
	Figure 4: Trends in relative all-cause mortality inequality (1981–2001 using Carstairs index (all ages); 1996 onwards using SIMD (<75y and 15–44y); menand women combined) (Source: National Records for Scotland)
	Figure 4: Trends in relative all-cause mortality inequality (1981–2001 using Carstairs index (all ages); 1996 onwards using SIMD (<75y and 15–44y); menand women combined) (Source: National Records for Scotland)
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	2.3 Summary
	2.3 Summary
	The Scottish Government’s strategy to tackle health inequalities, Equally Well, has been in place for five years. This is the second review of its progress toward implementation. An annual monitoring programme is in place to assess progress against defined indicators, and a series of test sites have been created, some with evaluations of outcomes relevant to specific aspects of health inequalities. Other policies which were not included in the scope of Equally Well are likely to have a positive effect on he
	Monitoring data on health inequalities shows no worsening of absolute health inequalities (i.e. the gap) over recent years, although this remains high compared to the rest of Western Europe. However, relative health inequalities have risen consistently from 1981 to the present day, partly because of the reduction in the average mortality rate. In order to reduce both absolute and relative inequalities, a more rapid reduction in mortality in the most deprived groups, compared to the average, is required.
	The following chapters consider evidence and experience that the Task Force should consider in developing the Scottish Government’s and local authorities’ future response to the challenge of narrowing inequalities.
	3. Understanding and addressing health inequalities
	This chapter summarises the current understanding of how health inequalities in Scotland compare internationally, how health inequalities arise, how they are best addressed and the scope for intervention within the Scottish context.
	3.1 What are health inequalities?
	3.1.1 International trends and comparisons
	Despite the reductions in mortality in Scotland over the last 150 years, average life expectancy remains lower in Scotland compared to the rest of West and Central Europe. Figure 5 shows the trend from 1950 onwards. Although life expectancy has increased in Scotland, the increase in life expectancy in other countries has been more rapid. For example, Portugal, Spain, Finland, Ireland, Austria and Italy all had life expectancies lower than Scotland in 1950, but have improved more rapidly such that they now h
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	Figure 5: Life expectancy at birth for men and women in Scotland compared with other Western European countries from 1950 
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	Figure 6 below shows that inequalities in mortality among men in Scotland in recent years are higher (i.e. the gap between groups is wider) than in all other countries in Western and Central Europe who have data available. The only countries with bigger health inequalities are Hungary, the Czech Republic, Poland and Lithuania. Figure 7 shows the same pattern for women.
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	Inequalities are caused by a fundamental inequity in the distribution of power, money and resources. This has an impact on the opportunities for good-quality work, education and housing, etc. In turn, these determinants shape individual experiences and health throughout life (Figure 9). 
	Inequalities are caused by a fundamental inequity in the distribution of power, money and resources. This has an impact on the opportunities for good-quality work, education and housing, etc. In turn, these determinants shape individual experiences and health throughout life (Figure 9). 
	Key messages:
	 4.  Average life expectancy in Scotland has improved steadily, but more slowly than in other wealthy countries. Within Scotland, those at the top of the social scale have been able to take health improvement messages on board which has resulted in health benefits for them. However, less affluent groups have benefitted less and have been left behind. Inequalities in mortality in Scotland are among the highest in Western and Central Europe, rising rapidly during the 1980s and 1990s; this situation is not ine
	 5.  The scale of the health inequalities problem is strongly influenced by the magnitude of the underlying inequalities in power, money and resources within a society. Action on the worsening trends in health inequalities needs to be rebalanced to address the fundamental drivers of social inequality which determine income, employment, education and daily living conditions. 
	 6.  The ways in which health inequalities are manifested in the population, through specific diseases and causes of death, are likely to change over time; strategies focused on specific diseases and single risk factors are important but will not substantially impact on the overall inequalities in death rates.
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	Figure 6: Mortality inequalities between the most and least educated men in selected European countries c.2001
	Figure 6: Mortality inequalities between the most and least educated men in selected European countries c.2001
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	Figure
	Figure 7 – Mortality inequalities between the most and least educated women in selected European countries c.2001
	Figure 7 – Mortality inequalities between the most and least educated women in selected European countries c.2001
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	Both of these statistical comparisons represent thousands of unjust and avoidable premature individual deaths in Scottish communities as a result of health inequalities which are not seen in comparable countries. However, these deaths are not inevitable and can be reduced. For example, between the 1920s and the 1970s there was a substantial reduction in health inequalities in both the UK and USA. This corresponds with a period of institution building (state pensions, health services, local government), soci
	Both of these statistical comparisons represent thousands of unjust and avoidable premature individual deaths in Scottish communities as a result of health inequalities which are not seen in comparable countries. However, these deaths are not inevitable and can be reduced. For example, between the 1920s and the 1970s there was a substantial reduction in health inequalities in both the UK and USA. This corresponds with a period of institution building (state pensions, health services, local government), soci
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	Figure 8: Mortality gap between local authorities and income inequalities in Great Britain 1921–2007 (Source Dorling et al; Institute for Fiscal Studies)
	 

	3.2 Theory of causation – how do inequalities arise?
	The causal pathways which lead to health inequalities are numerous, interrelated and not fully understood. Despite this complexity, there is value in articulating the current understanding of the key pathways and mechanisms in simple terms in an attempt to identify priorities for action. Figure 9 below provides a visual representation of the current understanding on the causes of health inequalities and how these are manifested as differences in mortality, morbidity, wellbeing and healthy life expectancy. T
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	3.2.1 Fundamental causes
	3.2.1 Fundamental causes
	There is increasing recognition that health inequalities have their roots in the majorsociopolitical forces which drive decisions and priorities and which, depending on the social and economic principles underpinning these decisions, result in an unequal distribution of power, money and resources. This leads to poverty and marginalisation in certain social groups, with discrimination compounding the effects. This unequal distribution of power, money and resources are considered the ‘fundamental causes’ of i
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	3.2.2 Wider environmental influences
	Power, money and resources determine the physical, economic and social environments in which people live and work. Inequitable distribution of wider environmental resources and constraints occurs in all aspects of the environment including: economic and work; physical; learning; services; social; and cultural. The distribution of these wider environments are all shaped by the fundamental causes; hence wider environmental constraints (such as low availability of jobs, transport, quality schools and public se
	40

	3.2.3 Individual experiences
	It is well documented that individuals have different levels of exposure to harms in the physical/built environment (e.g. polluted air, traffic, damp housing), to healthy products and environments (e.g. green space, healthy food) and to supportive social networks and relationships, and this fuels health inequalities. The level and balance of enabling resources versus constraints in an individual’s or family’s environment determine the balance of exposure to health-promoting or health-damaging factors. Howev
	12 16
	41

	Thus, the ability of individuals and families to live in ways that create and sustain health is influenced by factors largely beyond their control. The consequences for children conceived and growing up in such environments become apparent early on, often accumulating, interacting and persisting over the life course. For example, low birthweight babies who have a poor early environment have more coronary health disease in adulthood. Exposure to harm in the wider environment at critical periods of developmen
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	3.2.4 The effects
	These fundamental causes, wider environmental influences and individual experiences throughout life bring about an unequal and unfair distribution of wellbeing, ill health and mortality in the population. Health inequalities are therefore the manifestation of social inequalities.
	3.3 The manifestations of health inequalities change over time
	Mortality outcome measures which report only specific causes of death without reference to the all-cause trends can be misleading. Improvements in specific cause mortality may reduce average mortality, but the contribution of specific causes rises and fades over time and may not reduce inequalities in mortality (Figure 10). For example, 150 years ago in Scotland, the most important causes of mortality, and of inequalities in mortality, were infectious diseases such as cholera and tuberculosis. Before it was
	38

	Coordinated and radical cross-government action through economic, social and housing measures as well as treatments has succeeded in the past to tackle the inequalities in mortality associated with infectious disease. Action across all sectors to tackle modern diseases through reductions in poverty and inequalities is still possible and needed now.
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	Figure 10: Schematic representation of the changing causes of health inequalities over time
	Figure 10: Schematic representation of the changing causes of health inequalities over time
	3.3.1 Trends in coronary heart disease inequalities
	Ischaemic heart disease mortality trends are an example of the relationship betweenthe measures of inequalities and how a reduction in absolute inequality can lead toan increase in relative inequality. A dramatic decline in mortality has been witnessed (Figure 11). The decline in Scotland has occurred across all deprivation quintiles, leading to a decline in the gap in mortality between the most and least deprived areas. However, as premature mortality among populations in the least deprived areas is now re
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	Figure
	  It has been estimated that around 44% of the decline in coronary heart disease mortality has been due to improvements in medical treatment and around 39% due to other factors (e.g. diet and smoking), although the decline in more deprived groups was more likely to be due to non-treatment factors than in the least deprived groups. (Hotchkiss et al, forthcoming). 
	  It has been estimated that around 44% of the decline in coronary heart disease mortality has been due to improvements in medical treatment and around 39% due to other factors (e.g. diet and smoking), although the decline in more deprived groups was more likely to be due to non-treatment factors than in the least deprived groups. (Hotchkiss et al, forthcoming). 
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	Figure 11: Ischaemic heart disease mortality trends for the most and least deprived deciles (men and women combined, <75y, by SIMD deciles, 1997–2010) (Source: National Records for Scotland)
	Figure 11: Ischaemic heart disease mortality trends for the most and least deprived deciles (men and women combined, <75y, by SIMD deciles, 1997–2010) (Source: National Records for Scotland)
	3.4 Explaining trends in health inequalities 
	3.4.1 Economic development and distribution of wealth
	Links between economic activity (i.e. economic growth or economic recession) and health are not straightforward. Within societies, people with greater income and wealth are healthier, and various longitudinal studies have established that this relationship is largely causal: greater income and wealth leads to better health. In order to maintain good health, individuals have to meet their core needs. This means having access to food, clean water, housing, leisure and various other goods and services. At an i
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	Despite this strong relationship between income and health within societies, it does not follow that those societies with the greatest wealth have the best health outcomes. It is known that the relationship between average national income and life expectancy is not straightforward: increasing income within poor countries improves health, but a further increase in income within rich countries does not. For example, some countries (most notably Cuba) maintain average population life expectancy comparable to m
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	Although the reductions in mortality seen across high-income countries in the last 150 years have coincided with a prolonged period of long-run economic growth, the evidence that economic growth has caused improved health is actually quite weak. It is more likely that improvements in nutrition, social infrastructure, education or scientific progress (all of which have unclear relations to economic growth) are more important explanations for improved average population health. Furthermore, improving life exp
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	In their book The Spirit Level, Wilkinson and Pickett have suggested that income inequality rather than income per capita (mean income) is a more important determinant of mean population health. There is substantial evidence for this since, among high-income nations, the most unequal countries (e.g. USA, UK, New Zealand) have worse health and social outcomes than the more egalitarian countries (e.g. Sweden, Norway, Finland and Japan).
	39

	Economic growth can arise from different process, and it may be that the health impact of the growth might be different depending on the mechanism. For example, economic growth arising from the exploitation of natural resources within a country, particularly when the wealth generated from the extraction is not shared among the local population, may be less likely to generate positive health outcomes. For example, many of the Middle Eastern states such as Saudi Arabia have experienced rapid increases in nati
	60

	Countries which pursue economic policies, such as neoliberalism, which widen income and wealth inequalities are likely to have increased health inequalities in their population. In the Scottish context, the rise in health inequalities from the 1980s onwards has actually been associated with a decline in life expectancy in the poorest communities, despite rapid economic growth. Even considering mean population life expectancy rather than health inequalities, those countries which have pursued a more neoliber
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	3.4.2 Employment, economic activity and health
	The evidence on the links between unemployment and health is stark: a recent systematic review summarised that, on average, mortality rates in the unemployed increased by 63% compared to those in continuing employment. Negative health impacts are also seen where employment changes to become less secure or rewarding. In Scotland, the proportion of the working-age population claiming unemployment benefit declined from 1992 to 2008 for both men and women before increasing rapidly during 2009 and 2010. However,
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	3.4.3 Poverty and health
	Although being able to obtain a minimum quantity of goods and services is clearly important for health, in high-income countries poverty is better conceptualised as a relative phenomenon. In this way, income to maintain a level of consumption which allows individuals to participate in the norms of society is what is important for health. Aside from the need for income to obtain material goods and services in either absolute or relative terms, individual income and wealth is also likely to be linked to healt
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	3.4.4 Putting it all together: what explains the health inequality trends? 
	As noted earlier, the health inequalities gradient in Scotland is steeper than in the rest of Western and Central Europe and has risen rapidly during the 1980s and 1990s. The most important influences on health inequalities are differences in power, money and resources across the population. Mortality statistics are the most robust and accessible indicators of the effects of inequality. It is also recognised that the specific causes of health inequalities can change over time without impacting on the overal
	For all-cause mortality, Figure 12 shows the trends in absolute and relative mortality health inequalities, alongside the trends in income inequalities for the period 1981 to 2012. Absolute mortality inequalities in all-cause mortality were high with some year-to-year variation, while relative inequalities rose rapidly, with a 41% increase in relative inequalities using the Carstairs index for all adults between 1981 and 2001. More recently for younger adults, between 1996 and 2011 there was a 23% increase 
	28

	Recent changes to welfare benefits and the economic recession are likely to impact on income levels, employment and consequently health inequalities. Further work to monitor and disentangle these impacts is currently underway. 
	Unfortunately, data are not available for a long enough time series for many of the intermediate outcomes of interest such as educational attainment inequalities and smoking inequalities. 
	3.5 Addressing health inequalities: some guiding principles 
	3.5.1 Policy design and impact – three scenarios
	A key challenge when designing a health inequalities strategy or interventions is addressing the twin and sometimes conflicting goals of reducing health inequalities and improving population health. Policies and interventions can have different impacts on inequalities and overall population health. Three different policy scenarios have been described in relation to how interventions may impact on the twin goals of improving population health and reducing health inequalities.
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	 1.  Ideal scenario: mean (overall) population health improves at the same time as inequalities reduce. In this scenario, the risk for all people in the population reduces, but reduces most for the most disadvantaged individuals who are also at the highest risk. Because these policies benefit the whole population, they have the effect of reducing the inequalities gradient. Examples of policies that fit this scenario are the establishment of a national health service or a ban on smoking in public places. It 
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	 2.  Mean population health improves but inequalities in health widen. This scenario is associated with interventions which require individuals to opt in (e.g. health education programmes). Once something is recognised as being beneficial (for health, success, wellbeing, etc.), it will become more rapidly adopted and more common within the more advantaged groups and communities that have access to the personal, social and financial resources to enable change, compared to the less advantaged groups of the sa
	16

	 3.  Targeting: locate and support the population in greatest need. This is the scenario most commonly adopted for reducing health inequalities and would have the effect of reducing inequalities and also (marginally) improving mean population health. There are several difficulties with this approach in practice. In Scotland, the most commonly used means for identifying the population at greatest risk of mortality and morbidity is to use an area-based measure of deprivation such as the Scottish Index of Mult
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	Figure 13: Example of proportionate universalism as applied to services of young children
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	3.5.2 Macintyre’s guiding principles
	Professor Sally Macintyre articulated a set of guiding principles for effective policies and interventions to address health inequalities in society for the 2008 Ministerial Task Force (Box 2). She also presented the characteristics of interventions that are likely to be more effective (Box 3) and less effective (Box 4). Interventions that address the fundamental causes are considered to be the most effective in addressing inequalities in health.
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	Much of the current public health action on health inequalities is ameliorative in nature and focuses either on mitigating against the impact of broader economic and social inequalities, or helps individuals and communities to resist these impacts. Ameliorative actions on their own have been insufficient to halt the increase in health inequalities over the last 30 years but may yet have a positive impact, and continued implementation and refinements of these approaches are needed to stop health inequalities
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	Review of the available literature on principles and interventions in this field in recent years continue to support Macintyre’s assertions. Guiding principles of effective/ineffective actions are valuable when planning and designing Scotland’s health inequalities strategy and related interventions. Where actions are planned that fall into the ‘less effective’ category, alternative approaches should be used where possible. If less effective actions are adopted, their potential to increase health inequality 
	Research suggests that there is a potential for differential impacts on different groups at each stage of an intervention, or series of interventions, aimed at improving health. Using cardiovascular disease as an example, a number of steps were identified in both prevention and clinical services and responses to such services, which could result in increasing inequalities. Recent research with patients with lung cancer found that those living in more socio-economically deprived circumstances are less likely
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	Not only can inequalities be generated at any point during a series of interventions, but they can also be generated during the prolonged adoption of an intervention. Recent evidence that an intervention which originally lessened inequalities can subsequently increase inequalities if there is a differential pattern of uptake and maintenance. For example, bicycle helmet use in Canada became popular across all groups, although use was sustained in the more affluent population. 
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	As a result, policymakers and service planners should take account of a number of factors, including: the socio-economic gradients of those who respond to consultations or lobby for change; targeting interventions to the needs of groups within the population; and that multi-modal interventions, while complex to implement and evaluate, will be more likely to reduce inequalities or at least not increase them.
	3.5.3 Cost-effectiveness and health inequalities
	An important consideration in designing a strategy to reduce health inequalities is its cost-effectiveness. Inequalities account for a significant element of the increasing demands on our public services. It has been estimated that around 40 per cent of our spending is currently accounted for by interventions that could have been avoided by prioritising a preventative approach. The Christie Commission report, the Scottish Parliament Finance Committee Report on Preventative Spend and the recent Audit Scotlan
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	The Assessing Cost-Effectiveness in Prevention (ACE-Prevention) study concluded that many of the most cost-effective interventions are those which take a societal perspective (such as taxation, regulation and legislation). Many of these interventions are likely to be cost-saving and are also the types of intervention which, according to Macintyre’s principles above, are most likely to be effective in reducing health inequalities. The cost-effectiveness of individual-based interventions (such as medication t
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	The implications of these findings are that the types of interventions which are implemented at a population level and don’t require individual opt-in are both likely to be cost-effective, and effective at reducing health inequalities. The focus needs to shift away from meeting the cost of dealing with health and social problems after they have developed, to prevention and early intervention.
	Drawing together our current understanding about what the main drivers of health inequalities in society are, and the principles of effective interventions, Table 3 summarises the key components of a strategy to address health inequalities. 
	Table 3: Key components of a health inequalities strategy
	3.6 The potential for improvement
	Inequalities would be much wider, were it not for existing protective mechanisms (e.g. universal health care and education free at the point of use, progressive taxation, income support, neighbourhood regeneration, housing improvements, and control of the environment via clean air acts and health and safety at work legislation). It is important to protect and value these foundation stones of a fairer, more equitable society. For example, social protection policy (including welfare benefits) is a crucial mea
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	Responsibility for a number of key policy areas including health and social services, education and training, housing, environment, local government, and transport are devolved to the Scottish Parliament. These powers provide opportunities to introduce policies in areas that may have a significant impact on reducing health inequalities such as early years environment and health and regeneration. Other recent legislation and strategy highlights the rights of patients in terms of access, communication and par
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	Public service reforms being driven by the Christie Commission, the Review of Community Planning and the Statement of Ambition provide further opportunities to address health inequalities. They are important drivers for policy and budget reallocation in Community Planning Partnerships to encourage transformational change, shape preventative spend and, through priority-setting, tackle the causes of inequalities in Scotland. Current public service reform in Scotland requires public services to work together, 
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	Nonetheless, the extent to which Scotland can successfully reduce health inequalities will be heavily influenced by policy decisions taken by the UK and European governments and by the international economic context. 
	3.6.1 UK policy
	The UK government retains a range of relevant powers that influence Scotland’s ability to tackle health inequalities. One recent positive measure is the Equality Act. This provides an important lever for action by placing a legal duty on public bodies to meet a new integrated Equality Duty to ensure equality across people sharing the protected characteristics (e.g. age, disability, race, sex). These are the same characteristics that can make people vulnerable to discrimination and experiencing worse health.
	86
	86

	The recent changes to welfare benefits are likely to have the deepest adverse impact on the poorest and most vulnerable groups. The move to applying for benefits online has the potential to further isolate vulnerable groups with limited access to, and ability to use, the internet. Changes to the welfare and tax systems currently being undertaken are likely to widen the socio-economic differences across society even more and impact negatively on the most vulnerable.
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	3.6.2 European Union, Commission and Council of Europe
	Scotland operates within the boundaries of European Law, providing a range of legislation and directives that cover employment law, particular industries and environmental legislation. However, the true impact of these laws and regulations on helping to reduce inequalities is dependent on the response and adherence to them within Scotland.
	The EU framework also sets out human rights requirements of its members, underpinned by the European Convention on Human Rights with a series of EU directives setting out guidance on ensuring equalities between different groups and in policy areas, such as employment.
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	3.6.3 The wider macro-economic climate
	Like the rest of the UK, Scotland is in the midst of a deep and prolonged economic downturn, influenced by domestic, European and global conditions. Rates of unemployment remain well above trend even though the Scottish and UK labour markets have held up better than expected at the start of the crisis. The link between insecure employment, unemployment and worklessness, and poor health is well evidenced and therefore continuing high levels of unemployment could have a significant impact on health inequaliti
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	3.6.4 The role of global corporations
	Global corporations with premises in Scotland provide employment and thus have the potential to contribute to reducing health inequalities through their recruitment and employment policies. Furthermore, food producers and retailers ensure food is available all year round and in all communities, and mass production helps reduce price, making food more affordable. On the other hand, some global corporations use targeted and well-financed marketing and branding strategies designed to encourage consumption of s
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	3.6.5 Broader challenges 
	When global oil output starts to diminish, any subsequent shortfall in energy supply is likely to result in high energy prices, increasing the proportion of individuals living in fuel poverty and potentially impacting negatively on the economy. There may also be some potential positive health impacts such as reduced pollution-driven respiratory illness.
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	Climate change has the potential to affect physical and mental health, quality of life and people’s access to basic goods (such as affordable food, flood-free homes). The poorest people are often more exposed to climate change impacts, they are more vulnerable to these impacts, and they find it harder to recover.
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	The population of Scotland is changing. The ageing population presents a challenge to public service finances. The health inequalities established by early exposure persist into later life.
	A sizable minority of the Scottish population does not have home internet access, with many not using the internet at all. Those on lower incomes, not in work, with a disability or long-term illness and/or living in the most deprived areas are the least likely to have access or to use the internet. The potential exclusion of such groups through new interventions that use digital media to deliver information, advice, services and benefits may increase health inequalities rather than reduce them. 
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	3.7 Summary
	Inequalities in Scotland are deep, wide and have persisted over 30 years, in absolute terms, in relative terms within the country, and between Scotland compared to other countries. Although very recent data may suggest an apparent turn in this tide, it is too early to be confident that a sea change in inequality may be taking hold. We must acknowledge that the effects measured in mortality take time to show change. The gradient of inequalities remains steep.
	There are many determinants and influences on health inequalities. Health inequalities are rooted in economic forces, macro sociopolitical environment, political priorities and decisions, and societal values of equity and fairness, which together contribute to an unequal distribution of power and resources, leading to poverty, marginalisation and discrimination. These fundamental causes shape the social, economic, physical and service environment (life circumstances). The environment in which individuals an
	A strategy to address health inequalities in Scotland is likely to require actions operating across all three levels – fundamental causes, wider environmental causes and individual experiences. Actions at each level needs to balance improving overall population health as well as reducing health inequalities.
	There are other broader phenomena which are likely to have profound impacts on health inequalities. They are largely influenced by policy or circumstances outside Scotland’s control (e.g. the economic recession and welfare reform). Health inequality trends therefore need to be considered in the context of policy, not only within the scope of Equally Well, but also by events and policy determined outside Scotland. 
	Ameliorative approaches to tackling health inequalities may help stop health inequalities widening uncontrollably, but they have been insufficient to halt the increase in health inequalities over the last 30 years. In order to undo or eliminate inequalities in health, action must be simultaneously taken to address the fundamental causes of health inequalities.
	4. What works to address health inequalities?
	This chapter summarises what works to address health inequalities, combining highly synthesised review-level evidence of effective interventions with illustrative examples (shaded sections) from Scotland and the UK, drawing on single evaluation studies or linked studies. The quality of the evidence presented is thus very variable. The examples from the review-level evidence are listed in Table 4 (pages 56–57).
	The sources of evidence used include papers written for the Ministerial Task Force on Health Inequalities in 2007, (which outlines the principles for effective action on health inequalities developed by Macintyre described in the previous chapter) and the Strategic Review of Health Inequalities in England post-2010 (both of which are informed by a mix of research evidence, theory and expert input). The latter sets out actions around six principles, namely: give every child the best start in life; enable all
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	As described in the previous chapter, theory and current evidence suggest that interventions which act on the fundamental causes or the wider environmental causes will be most effective in addressing health inequality. Much of the research evidence, however, describes effects on individuals. 
	4.1 Income, employment and work 
	4.1.1 Income
	Reducing inequalities in life circumstances, including income, is one of the guiding principles of effective policies to reduce health inequalities (Box 2). This includes income both from employment and income arising from the tax and benefits systems. Ensuring a healthy standard of living for all is one of the six primary policy objectives outlined in the Marmot Review in 2010. The Marmot Review argues that there is a minimum level of income needed to lead a physically and mentally healthy life, and core m
	16
	18
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	There is review-level evidence that professional welfare rights advice that seeks to maximise income and social changes, such as rent assistance to allow low-income families the choice of where to live, impacts on depression levels and social outcomes, and overall health and levels of health behaviours. (See also Section 4.4.3 about Healthier, Wealthier Children, a Glasgow welfare advice and income maximisation service.)
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	4.1.2 Costs/price controls
	There is review-level evidence that using fiscal powers of raising taxation to increase the price of harmful commodities like tobacco are an effective measure to reduce inequalities in health behaviours. 
	16 77 105–107

	There is systematic review-level evidence that privatisation of retail alcohol sales is associated with a substantial increase in per capita sales in the USA and Canada, a well-established proxy for excessive alcohol consumption, and that remonopolisation by some states and provinces is associated with a decrease in alcohol-related harms.  
	108

	There is also evidence to suggest that addressing price barriers can be effective in addressing health inequalities, for example by improving availability of affordable healthy food. Evidence from one systematic review found that price reductions in low-fat snacks in vending machines, farmers’ market coupons for fruit and vegetables, and free food provision can all impact positively on diet. Similarly, there is evidence to suggest that free fruit provision and free folic acid supplements can positively impa
	16 75
	102
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	4.1.3 Employment
	Action on employment is a key entry point for addressing health inequalities. The creation of ‘fair employment and good work for all’ is one of the six primary policy objectives of the health inequalities strategy outlined by the Marmot Review. Specifically this includes access to good jobs and a reduction in long-term unemployment across the social gradient. It is also an important factor that contributes to enhancing mental and social wellbeing and social inclusion. 
	16 18

	Employment provides income which in turn allows access to health improving resources such as good housing, affordable heating and healthy food. Conversely, unemployment (particularly long-term unemployment) impacts negatively on both physical and mental health. Getting people into good work is an important strategy in improving health. 
	16
	18

	4.1.4 The work environment
	‘Good work’ is characterised by: a living wage; having control over work; in-work development; flexibility; protection from adverse working conditions; ill health prevention and stress management strategies; and support for sick and disabled people that facilitates a return to work. 
	18

	There is a strong body of review-level evidence that identifies changes to the work environment as an effective way to address health inequalities. Effective interventions include: structural changes to the work environment; initiatives to increase job control and autonomy; psychosocial interventions at the individual level, specifically those which change the level of job control; and organisational level psychosocial workplace interventions.
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	There is also evidence to suggest that interventions that improve employee participation in decision-making benefit lower-grade workers and employees belonging to ethnic minorities. Policies and interventions that aim to increase job control and autonomy should be incorporated into public health strategies. However, these measures may not protect employees from generally poor working conditions. Furthermore, evidence from observational research suggests that task-restructuring interventions that increase de
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	Research assessing the impacts of privatisation of a number of industries has also been reviewed. The most robust study found evidence of increased risk of stress-related ill health among employees after an intervention involving company downsizing. The study also found evidence of health deterioration among employees who had to take less secure work or new work following redundancies. Job security and quality of work experience are key influences.
	109

	4.2 The physical environment and local opportunities
	The physical environment includes the built and outdoor environment. The interactions between people and the environment include biological responses to agents in the environment (such as air pollutants, allergens, infectious agents, radiation) as well as psychosocial responses to perceptions of places. Thus health impacts include both direct physical impacts (e.g. asthma, unintentional injuries) and behavioural and wellbeing responses to places (e.g. perceptions of safety, stigmatisation) and access to ame
	4.2.1 Housing and homelessness
	Table 3 (section 3.5.2) identifies the characteristics of policies more likely to reduce inequalities related to housing such as: targeting people who struggle to afford fuel, and the homeless; improving housing and building standards; installing affordable heating in cold and damp housing; and installing mains-powered smoke alarms. Evidence from systematic reviews identifies a number of housing interventions for which there is evidence of impact on inequalities: changes to housing infrastructure (e.g. desi
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	  Neoliberalism is an economic ideology characterised by privatisation, low taxation and non-universal public services. 
	  Neoliberalism is an economic ideology characterised by privatisation, low taxation and non-universal public services. 
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	Figure 12: Trends in absolute and relative all-cause mortality inequalities and trends in income inequalities (men and women combined, for various age groups, using Carstairs and SIMD indices) (Source: National Records for Scotland; Institute for Fiscal Studies)
	Figure 12: Trends in absolute and relative all-cause mortality inequalities and trends in income inequalities (men and women combined, for various age groups, using Carstairs and SIMD indices) (Source: National Records for Scotland; Institute for Fiscal Studies)
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	Box 2: Principles for effective policies to reduce inequalities in health
	Box 2: Principles for effective policies to reduce inequalities in health
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	• Maintain and extend equity in health and welfare systems
	• Address ‘upstream’ and ‘downstream’ causes
	• Level up, not down
	•  Reduce inequalities in life circumstances (especially education, employmentand income)
	 

	• Prioritise early years interventions, and families with children
	• Address both healthcare and non-healthcare solutions
	• Target, and discriminate in favour of, both deprived places and deprived people
	• Remove barriers in access to health and non-health care goods and services
	• Prioritise structural and regulatory policies
	•  Recognise need for more intensive support among more socially disadvantaged groups
	•  Monitor the outcome of policies and interventions, both in terms of overall cost-effectiveness and differential cost-effectiveness
	• Ensure programmes are suitable for the local context
	•  Encourage partnership working across agencies, and involvement of local communities and target groups
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	Box 3: Characteristics of policies more likely to be effective in reducing inequalities in health
	Box 3: Characteristics of policies more likely to be effective in reducing inequalities in health
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	•  Structural changes in the environment: (e.g. area-wide traffic-calming schemes, separation of pedestrians and vehicles, child-resistant containers, installation of smoke alarms, installing affordable heating in damp, cold houses)
	•  Legislative and regulatory controls (e.g. drink-driving legislation, lower speed limits, seat belt legislation, child restraint loan schemes and legislation, house-building standards, vitamin and folate supplementation of foods)
	• Fiscal policies (e.g. increase price of tobacco and alcohol products)
	•  Income support (e.g. tax and benefit systems, professional welfare rights advice in healthcare settings)
	•  Reducing price barriers (e.g. free prescriptions, school meals, fruit and milk, smoking cessation therapies, eye tests)
	•  Improving accessibility of services (e.g. location and accessibility of primary health care and other core services, improving transport links, affordable healthy food)
	•  Prioritising disadvantaged groups (e.g. multiply deprived families and communities, the unemployed, fuel poor, rough sleepers and the homeless)
	•  Offering intensive support (e.g. systematic, tailored and intensive approaches involving face-to-face or group work, home visiting, good quality preschoolday care)
	 

	•  Starting young (e.g. pre- and postnatal support and interventions, home visiting in infancy, preschool day care)

	Box 4: Characteristics of interventions that are less likely to be effective in reducing inequalities in health
	Box 4: Characteristics of interventions that are less likely to be effective in reducing inequalities in health
	16

	• Information-based campaigns (mass-media information campaigns)
	• Written materials (pamphlets, food labelling)
	• Campaigns reliant on people taking the initiative to opt in
	• Campaigns/messages designed for the whole population
	•  Whole-school health education approaches (e.g. school-based anti-smoking and alcohol programmes)
	• Approaches which involve significant price or other barriers
	• Housing or regeneration programmes that raise housing costs
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	Principles of effective interventions
	Principles of effective interventions

	Measures of success
	Measures of success


	Fundamental 
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	•  Policies that aim to redistribute power, money
	•  Policies that aim to redistribute power, money
	•  Policies that aim to redistribute power, money
	 
	and resources

	•  Prioritise social equity and social justice prioritised
	•  Prioritise social equity and social justice prioritised


	Reduced inequality in power, 
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	•  Equitable experience of socio-economic and wider 
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	• Equitable experience of public services
	• Equitable experience of public services

	• Targeting high-risk individuals
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	• Intensive tailored individual support
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	• Focus on young children and the early years
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	A strategy to address health inequalities in Scotland will require actions operating across all three levels of determinants: Fundamental, wider environmental and individual. Action to address the wider environmental causes, such as the availability of quality work, housing and education; and individual experiences, risks and lifestyles are important, but will not solve the problem. The fundamental causes (upstream) of health inequalities such as lack of power and money also need to be addressed through, fo
	A strategy to address health inequalities in Scotland will require actions operating across all three levels of determinants: Fundamental, wider environmental and individual. Action to address the wider environmental causes, such as the availability of quality work, housing and education; and individual experiences, risks and lifestyles are important, but will not solve the problem. The fundamental causes (upstream) of health inequalities such as lack of power and money also need to be addressed through, fo
	Key messages:
	 7.  Actions that are more likely to be effective in addressing wider environmental causes include: structural changes in the environment, for instance on roads; speed-reducing measures in deprived areas; legislative and regulatory controls, for example, the smoking ban; and housing regulations. What is known to date about the range of specific actions that are effective in reducing health inequalities are summarised in Table 1.
	 8.  Actions that are more likely to be effective in mitigating the effects of health inequalities at an individual level may require redesign of public services. They include targeting high-risk individuals, intensive tailored support for those with greatest need and a focus on early child development. Where possible, for individuals, it is best to use a direct measure of need (e.g. individual income, disability, housing status or long-term health condition) rather than a proxy (e.g. area deprivation).
	 9.  Inequalities account for a significant element of the increasing demands on our public services because of a persisting cycle of deprivation and low aspiration. Around 40 per cent of our spending is currently accounted for by interventions that could have been avoided by prioritising a preventative approach. The focus needs to shift away from meeting the cost of dealing with health or social problems after they have developed to prevention and early intervention.
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	Legislation and regulatory controls:Taxation and welfare benefits (UK)
	Legislation and regulatory controls:Taxation and welfare benefits (UK)
	 

	Rationale: tax and welfare benefit systems are potentially powerful mechanisms for redressing income inequalities and can serve as a financial buffer for low-income households, thereby influencing health inequalities. 
	18

	The intervention: a suite of changes to tax and welfare benefits were introduced by the UK government in the late 1990s including the National Minimum Wage, Child and Working Families Tax Credits, National Childcare Strategy, improved maternity and family leave provision, welfare to work programmes and benefit increases for families with children.
	Monitoring and evaluation: studies have examined the impacts of changes in tax and welfare benefits on employment rates, income and expenditure, but there is little robust evidence of a direct impact on health, or the pathways by which taxation and welfare benefits impact on health inequalities. There is a dearth of research exploring interactions between ill health and the experience of receiving welfare benefits, or how the experiences of different welfare benefits might impact upon the health, wellbeing 
	103

	Impacts: the effects of these changes on the material wellbeing of low-income households with children were analysed. Household income increased and the numbers of children in poverty in absolute and relative terms began to fall. Comparing expenditure patterns and ownership of durable goods among low- and high-income families before (1995–1998) and after (2000–2003) the reforms, they found a shift in spending toward items such as motoring, clothing, leisure goods and services. Expenditures on child-related 
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	Legislation and regulatory controls:Health and Safety at Work etc Act 1974 (UK)
	Legislation and regulatory controls:Health and Safety at Work etc Act 1974 (UK)
	 

	Rationale: social differentials in exposure to hazardous physical work environments are an important contribution to health inequalities. Lower-skilled manual workers have higher exposure to hazardous work environments and work-related health problems. The industrial injury rates in the UK still exhibit significant occupational inequalities, with physical working conditions making a clear contribution to health inequalities in terms of the relative exposure to risk, with low-skill occupational jobs dispropo
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	The intervention: this legislation introduced general duties on employers to protect the health and safety of employees and others who interact with the workplace.
	Monitoring and evaluation: regular monitoring of work-related injuries iscarried out by the Health and Safety Executive, local authorities and other enforcing agencies, although there remain issues in relation to effective enforcement of the Act. 
	 
	113

	Impacts: the 1974 legislation and associated regulations brought large reductions in work-related injury and ill health between 1974 and 2012, including fatal injuries to employees having fallen by 83% and reported non-fatal injuries having fallen by 77% (around half of the reduction in non-fatal injuries relates to changing employment patterns and occupations). Deaths from asbestos-related diseases continue to increase but cases occurring now arise mainly from exposure to asbestos 30–40 years ago; and the 
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	Regulatory controls: Scottish Housing Quality Standards (SHQS)
	Regulatory controls: Scottish Housing Quality Standards (SHQS)
	Rationale: evidence shows that regulatory controls that set standards for housing and buildings can impact on inequalities.
	16

	The intervention: national standards of minimum quality requirements applicable to homes in the public and private sectors were introduced in 2011. There is currently no requirement for private owners and landlords to meet the SHQS. 
	115

	Monitoring and evaluation: the SHQS is the subject of regular monitoring through the Scottish House Condition Survey which provides clear evidence of impact on housing standards and data suggests that by 2015 all dwelling owned by social landlords will meet the SHQS.
	Impacts: the improvements in housing quality brought about by the introduction of the SHQS are seen across both the private rented and social housing sector, although the social housing sector is improving much faster overall. This measure has provided the impetus for a significant step forward in the quality of social housing in Scotland. The private rented sector has grown in terms of absolute numbers and as a proportion of the Scottish housing stock. This sector is reported to play a key role in providin
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	Marmot noted that fuel poverty was a significant problem and likely to grow as the cost of fuel increases. It called for improvements to the energy efficiency of housing across the social gradient. There is systematic review evidence that warmth and energy efficiency interventions can result in improvements in general health, respiratory health and mental health (particularly where the targets were those with inadequate warmth or existing respiratory disease). Such interventions are associated with increase
	Marmot noted that fuel poverty was a significant problem and likely to grow as the cost of fuel increases. It called for improvements to the energy efficiency of housing across the social gradient. There is systematic review evidence that warmth and energy efficiency interventions can result in improvements in general health, respiratory health and mental health (particularly where the targets were those with inadequate warmth or existing respiratory disease). Such interventions are associated with increase
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	A recent systematic review found that housing as a single intervention benefits health, particularly for the most vulnerable groups, that is, homeless people with mental health problems or substance misuse problems.
	118

	4.2.2 Air quality
	Review-level evidence shows that legislation banning smoking in public places can reduce the differential exposure of those living in more deprived circumstances to environmental tobacco smoke (also known as second-hand smoke) and can remove the inequitable coverage observed when bans are voluntary. Clean Air Acts are an example of a regulatory control which is likely to impact on inequalities.
	106 119
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	4.2.3 Water quality and additives
	Potable water is commonly chlorinated to kill bacteria and render it safe for drinking. Certain other chemical additives and treatments are necessary to ensure water safety and quality, and are widely accepted universal measures. Fluoridation of the water supply reduces dental caries in the population and would differentially impact on the dental health of children living in more deprived circumstances and thus address health inequalities. However, in Scotland, other than natural fluoridation in parts of Mo
	77

	4.2.4 Neighbourhood amenity
	Improving the accessibility of primary health care and other core public services including the location of services, has been identified as being likely to reduce inequalities. The siting of services within active travel distance of homes is also a factor that increases levels of walking and cycling within neighbourhoods.
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	Marmot argues that good quality green and open spaces improve physical and mental health, and will have more of an impact on health inequalities if they are sited close to where people live. Improving the availability of good quality open and green space across the social gradient will have the joint outcome of impacting on health inequalities and mitigating climate change.
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	4.2.5 Access to healthy food
	Improving the food environment across the social gradient is an element of the Marmot Review policy objective of creating healthy and sustainable places and communities. A recent systematic review specifically identified banning trans-fats and halving daily salt intake as two population-level interventions which were generally effective and cost-saving ways to lower cardiovascular disease levels and reducing inequalities.
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	See also section 4.4 for studies on food in schools
	4.2.6 Transport
	Transport is a dimension of neighbourhood environments with implications for air quality, safety and perceptions of safety and active travel. In addition, reducing emissions is also linked with tackling climate change. 
	Transport-related policies more likely to reduce inequalities (Table 3) include legislative and regulatory controls such as drink-driving regulation, lower speed limits and loan schemes for child restraint equipment in cars. In terms of accessibility to services, improved transport links to core public services would also be likely to reduce inequalities. In terms of structural changes to the environment, area-wide traffic calming schemes and separation of pedestrians and vehicles are examples which would b
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	Improving active travel across the social gradient is recommended as a priority objective by the Marmot Review. There is little evidence to date for population level interventions as being effective in promoting a shift from car use to walking and cycling (but there is also not evidence of no effect) and there is mixed evidence on the effectiveness of engineering interventions. However, the use of financial incentives and the provision of alternative transport services (e.g. car share schemes, telecommuting
	102
	128

	4.2.7 Regeneration 
	Area-based regeneration in Scotland brings together economic, housing, neighbourhood and social regeneration. Marmot argues that in order to address the social determinants of health in each locality, planning, transport, housing, environmental and health systems should be fully integrated. Indeed, to address the policy objective of creating healthy and sustainable places and communities, the Marmot Review includes supporting locally developed, evidence-based community regeneration programmes.
	18

	There is some research evidence to support this view. Positive area effects result from interventions designed to improve high-poverty areas, although adverse impacts can also occur. Such programmes can result in improvements to average employment rates, educational achievements, household income and housing quality and all of these may contribute to a reduction in health inequalities. However, such interventions can also result in rent rises which may leave the residents poorer or cause them to leave the a
	129
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	4.3 Education and learning
	Education is a key area for intervention to address health inequalities. Good-quality education provides literacy, numeracy, analytical and communication skills which in turn will increase employability, enhance ability to cope, improve mental and social wellbeing, and promote social inclusion. The acquisition of skills (both cognitive and non-cognitive) is strongly associated with educational achievement and is associated with better employment, income and health. Improving educational outcomes across the 
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	The importance and effectiveness of preschool interventions in the early years is widely recognised. The quality of early childhood education has enduring effects on health and other social outcomes and these are particularly strong for those from disadvantaged backgrounds. The Marmot Review concludes that every child should be given the best possible start in life by reducing inequalities in the early development of physical and emotional health and social, linguistic and cognitive skills. 
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	4.3.1 Schools, further education, and lifelong learning
	Marmot argues that all children, young people and adults should be able to maximise their capabilities and have control over their lives. He identified actions to reduce the social gradient in skills and qualifications by improving access to, and the quality of, lifelong learning, and providing work-based learning and skill development for young adults. This could be achieved through: accessible support and advice for young people on life skills, training and employment opportunities; providing work-based l
	18

	4.4 Access to services
	4.4.1 Interventions to improve reduce barriers/improve access to services
	Improving the accessibility of services through the siting/location of services, providing transport and ensuring affordability is likely to reduce inequalities. There is review-level evidence to support the view that speciality outreach services could improve access and self-reported health.
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	Evidence indicates that culturally competent health care (language and culture training for health professionals and use of interpreters, etc.) increases healthcare use and access. Similarly, lay health workers who support people to promote health or manage illness in ways appropriate to their culture, have shown promising benefits with respect to uptake of immunisation, and promoting the uptake of breastfeeding.
	102

	Applying Mcintyre’s principles of interventions effective at reducing health inequalities suggests the need to maintain and improve equity in the system, removal of barriers to access of goods and services, and prioritising more intensive support among more disadvantaged groups. Several NICE reviews on specific setting or population groups (e.g. pregnant women, cancer and coronary heart disease) point to the importance of the timing of service resource, and suggest that the more complex the population need,
	137–139

	Addressing price barriers through providing free services (e.g. free prescriptions; free smoking cessation therapies; free eye tests; and free folic acid supplements) is an effective intervention for addressing inequalities within the healthcare sector. In schools, the providing free school meals, free fruit and free milk have been identified as having potential to reduce health inequalities. 
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	4.4.2 Targeted and tailored services
	The need to prioritise and target tailored support services for high-risk or vulnerable individuals or families has been discussed by a number of authors. For example, there is evidence that smoking cessation services that are tailored for and specifically target disadvantaged smokers can impact positively on inequalities in smoking rates. Similarly, the use of financial incentives for general practitioners to target childhood immunisation and cervical screening can help to decrease socio-economic inequalit
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	Legislation and regulatory controls:Smoking, Health and Social Care (Scotland) Act 2005
	Legislation and regulatory controls:Smoking, Health and Social Care (Scotland) Act 2005
	 

	Rationale: evidence shows that legislation banning smoking in public places can reduce inequalities in exposure to second-hand smoke (SHS). 
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	The intervention: this Act of the Scottish Parliament banned smoking in most wholly or substantially enclosed public places.
	120

	Monitoring and evaluation: the evaluation of the smoking ban generated a wealth of studies. However, little attention has been given to the analysis of its differential impacts on sub-populations. 
	Impacts: compliance with the ban on smoking in enclosed public places has been high in Scotland (minor differences between areas) and this resulted in an immediate and sustained reduction in SHS exposure for everyone with large and measurable population health improvements (respiratory, cardiovascular, perinatal). The benefits of reduced SHS exposure were found to be greatest for workers in the hospitality sector while among children the greatest absolute reduction is in the lowest socio-economic group, alt
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	Structural change in the environment:20 mph zones (Edinburgh and London) 
	Structural change in the environment:20 mph zones (Edinburgh and London) 
	 

	Rationale: road traffic casualties show some of the widest socio-economic differentials of any cause of morbidity or mortality, and child pedestrian injuries remain the leading cause of death and injury to 5- to 14-year-olds in the UK. There is clear evidence available to show the introduction of mandatory 20 mph zones are effective in reducing vehicular speed and road casualties. 
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	The intervention: in London, 20 mph zones have been concentrated in deprived areas. In Edinburgh a pilot scheme has seen the introduction of 20 mph zones in residential and school areas. 
	Monitoring and evaluation: the impact in London has been evaluated over a number of years and impact information is available. This level of data is not available in Edinburgh although early indications of positive impact have been presented. 
	Impacts: research shows that the implementation of 20 mph zones in deprived areas in London have, to some degree, narrowed inequalities in road injury. In addition, the number of casualties prevented by zones was substantially larger in areas of greater socio-economic deprivation. However, authors highlighted that the underlying decline in road casualties on all roads was greater in less deprived areas meaning that despite the targeting of 20 mph zones, socio-economic inequalities in road injuries in London
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	Housing and urban regeneration: GoWell in Glasgow 
	Housing and urban regeneration: GoWell in Glasgow 
	Rationale: the Marmot Review supported locally developed, evidence-based community regeneration programmes, but other evidence also cautions about potential negative impacts in terms of increases in rent. 
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	The intervention: GoWell is a research and learning programme that aims to investigate the impact of investment in housing, regeneration and neighbourhood renewal in Glasgow on the health and wellbeing of individuals, families and communities over a ten-year period. This programme aims to establish the nature and extent of these impacts, to learn about the relative effectiveness of different approaches, and to inform policy and practice in Scotland and beyond.
	Monitoring and evaluation: the GoWell research programme is ongoing, but has already generated a wealth of high-quality research studies. 
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	Key learning: overall, the research suggests that physical regeneration and the experience of moving to a new house and area is not sufficient to transform people’s lives, although improved internal housing conditions are beneficial. Prior attitudes to moving and aspects of the process of relocation (the degree of choice and distance involved) are important moderators of the outcomes. Recent evidence demonstrates that improvements in wellbeing are taking place in regeneration areas, health behaviours have i
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	Area-targeted early childhood education: Sure Start (UK) 
	Area-targeted early childhood education: Sure Start (UK) 
	Rationale: evidence suggests that early intervention can have positive impacts on childhood outcomes and outcomes in later life. 
	18

	The intervention: an area-based targeted programme rolled out in areas of high deprivation for all children under 5 and their families. The preschool Sure Start services were linked together with other childcare and family support services in the area to avoid stigma. The aim was to break the intergenerational transmission of poverty, school failure and social exclusion by improving the developmental trajectories of young children at risk of compromised development, by improving readiness for school and rea
	Evaluation: although there were serious methodological challenges in evaluating Sure Start, the 2008 evaluation in England provided some robust evidence of impact. The national impact evaluation of Sure Start followed up over 5000 7-year-olds and their families in 150 local areas who were initially studied when the children were 9 months, 3 and 5 years old. A comparison group was drawn from the Millennium Cohort Study (MCS).
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	Impacts: there was substantial variation between and within local authority areas in the way Sure Start was implemented. The 2008 evaluation in England showed small but statistically significant differences in child independence and positive social behaviour favouring the intervention groups. Although early evaluation findings suggested some adverse effects among the most deprived, later national evaluation has found some beneficial effects related to family functioning and maternal wellbeing. There is mode
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	Use of financial incentives: quit4u smoking cessation services in Dundee 
	Use of financial incentives: quit4u smoking cessation services in Dundee 
	Rationale: smoking cessation services that are specifically targeted and designed for disadvantaged smokers can positively impact on smoking inequalities. 
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	The intervention: quit4u is a smoking cessation service in Dundee that was specifically designed to help smokers who live in deprived areas (DEPCATs 5, 6 or 7) through the use of financial incentives to increase take-up of cessation support and quit rates in these areas. The context was set by the Scottish Government HEAT target for the period 2008–2011. The service offers the standard smoking cessation service of pharmacotherapy plus structured behavioural support supplemented by financial incentives provi
	Evaluation: because of the combination of intervention supports, it was not possible to undertake a Randomised Control Trial comparing impacts of quit4u with other smoking cessation services. A matched sample of quit attempts was identified from the Scottish National Smoking Cessation database. The matching of the samples was based on key demographic characteristics, including deprivation. Although demonstrating the impact on the targeted population, it is not possible to assess the impact on health inequal
	Impacts: the evaluation found higher quit rates at 1, 3 and 12 months compared with the average quit rates of other NHS cessation services in the rest of Scotland. The service was successful in attracting smokers and recruited 2,042 smokers over two years. However due to the NHS performance target at this time, the take-up of smoking cessation services in deprived areas also increased in other parts of Tayside and in other Health Board areas. 
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	Targeted primary healthcare service: Keep Well health checks (Scotland) 
	Targeted primary healthcare service: Keep Well health checks (Scotland) 
	Evidence: recent review-level evidence on cardiovascular health checks suggest that multiple-risk-factor interventions like Keep Well result in small reductions in risk factors including blood pressure, cholesterol and smoking. However, this evidence shows little or no impact on the risk of cardiovascular disease outcomes including mortality and thus unlikely to reduce health inequalities at a population level.
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	The intervention: the Keep Well Programme was established in 2006 with the aim of reducing health inequalities by providing health checks for those living in areas of greatest deprivation and between the ages of 45 and 64 at high risk of preventable serious ill health, including heart disease. The programme has been rolled out in waves by NHS Boards. 
	Monitoring and evaluation: a number of evaluations of the Keep Well programme have taken place nationally and locally but none to date have captured the impact of the programme. The Wave 1 evaluation provided learning in relation to targeting and engagement. Local Health Board evaluations of Keep Well have largely focused on the implementation process and certain short-term outcomes.The current impact evaluation (due to report in 2014) is assessing population trends and looking at other potential intermedia
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	Impacts: local variability in implementation of the programme, together with data-sharing and access issues have made it difficult to assess the impact of the programme on health, or on health inequalities so far.
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	Targeted, tailored support: Childsmile 
	Targeted, tailored support: Childsmile 
	Rationale: dental disease is most prevalent in children from low socio-economic status families and infants living in areas of high deprivation. 
	The intervention: Childsmile is a national programme designed to improve the oral health of all children aged 3 to 11 years old in Scotland and is delivered via nurseries, primary schools and dental practices. It combines a universal daily supervised toothbrushing programme with tailored support for the most vulnerable families who receive 1:1 home support visits to encourage use of dental services. In 2010/11 an inequalities HEAT target was introduced so that those children at greatest risk of dental disea
	r

	Monitoring and evaluation: a robust independent evaluation is ongoing to assess whether the programme can improve health and oral health; whether it can reduce health-related inequalities and if so, which components of the intervention are responsible for the biggest sustained improvements. The multi-faceted, multi-level approach documents and supports development and implementation, and assesses impact across Scotland. An economic evaluation is also underway.
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	Impacts: there is evidence of overall improvement in dental caries (decayed, missing and filled teeth – DMFT) in 3-year-olds across the socio-economic spectrum over the four years from 2006–2010, with improvements greatest in children in the most deprived areas. A 9% absolute improvement in obvious decay experience has been found for the poorest areas and 8% for the most affluent areas. In terms of mean DMFT scores, it appears that the poorest children have benefited the most with an absolute improvement of
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	  The HEAT target requires ‘at least 60% of 3- and 4-year-olds in each SIMD quintile to have fluoride varnishing twice a year by March 2014’. Fluoride varnishing is delivered via primary care and dental services to all children enrolled in a Childsmile Practice and in targeted nurseries
	  The HEAT target requires ‘at least 60% of 3- and 4-year-olds in each SIMD quintile to have fluoride varnishing twice a year by March 2014’. Fluoride varnishing is delivered via primary care and dental services to all children enrolled in a Childsmile Practice and in targeted nurseries
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	Targeted, tailored support: Family Nurse Partnership (FNP)
	Targeted, tailored support: Family Nurse Partnership (FNP)
	Rationale: in relation to young children, intensive, structured support to vulnerable mothers during the first 18 months of a child’s life and delivered by specialist nurses has been found to be highly effective, and cost-effective, in terms of the social and emotional development of vulnerable children. Evaluations of the Nurse–Family Partnership in the US demonstrated that home visitation offered to vulnerable mothers between mid-pregnancy and the age of 2 resulted in significant improvements in cognitive
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	The intervention: in Scotland, the FNP programme is a targeted service that operates alongside NHS antenatal and child health services. It provides intensive tailored support to young first-time mothers at high risk (e.g. have difficulty in establishing relationships, unstable housing arrangements, contacts with police, bullied at school, poor school attendance, school exclusion, learning difficulties, and who feel excluded and marginalised). The support is provided by highly trained public health nurses/he
	Evaluation: a process evaluation focused on the implementation of the FNP in Lothian is underway. A randomised controlled trial (RCT) to assess the impact of FNP on pregnancy outcomes and both child development and parental outcomes is currently underway in England (reporting April 2014). 
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	Key learning: based on perceptions of the family nurses and clients, the Lothian evaluators report early indications of the potential to strengthen a range of personal assets, practical skills of young mothers as well as supporting emotional health and wellbeing. However, as the focus in the Scottish evaluation is on implementation, it will provide limited understanding of how the intervention may contribute to addressing health inequalities. 
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	4.4.3. Integrated services and multi-component interventions
	4.4.3. Integrated services and multi-component interventions
	The combination of interventions or integration of services for disadvantaged groups who often have multiple problems is a characteristic of effective interventions identified in a number of reviews. For example, for homeless people with mental illness or substance abuse problems, one recent review found evidence that housing provision should optimally be combined with the provision of other support services. For disadvantaged smokers, the combination of behavioural and pharmacological interventions is foun
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	The high-level evidence base for integrated services/multi-component interventions is mixed. Lorenc et al. cited two reviews which found that multi-component, settings based interventions were inequality neutral (school-based physical activity and/or healthy eating behaviours intervention, and community-based interventions on physical activity), and one other review that reported that such interventions (school-based physical activity and/or healthy eating behaviours intervention) increased inequalities. It
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	4.5 Social, cultural and interpersonal
	Marmot argues that the evidence about the relationship between social and community capital and health is growing stronger. Communities living with multiple deprivations can often have higher than average levels of stress, isolation and depression. Social isolation can lead to increased risk of premature death, while reconnection through social networks and participation can improve mental health inequalities. Some area-based initiatives have demonstrated limited success and they argue that including commun
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	Interventions to address alcohol cultures can impact on health inequalities; for example there is review-level evidence to suggest that lowering the minimum legal drinking age is associated with an increase in road injuries, while raising the minimum legal drinking age is associated with a fall in road traffic injuries.
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	While not concerned with health inequalities, there is evidence that supporting the social, emotional and cognitive development of children can improve long-term outcomes. Current evidence suggests a number of interventions can promote social and emotional development among children most at risk of, or already experiencing, problems. These reduce the risk of poor outcomes in both the short and long term and include:
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	 • home visiting interventions led by suitably skilled professionals
	 •  early years education/childcare (including the quality of the home learning environment)
	 •  enhanced specialist early intervention programmes (for example, parenting programmes).
	4.6 Summary
	This chapter illustrates the range and types of interventions that are more likely to be effective in addressing health inequalities and gives examples of both effective and promising policy and practice initiatives at both national (UK and Scotland) and local level. It covers income, employment and work; the physical environment and local opportunities; education and learning; access to services; social, cultural and interpersonal matters. Examples and learning on interventions feature from Equally Well, a
	5. The challenges ahead
	This chapter brings together the Review’s assessment of the current evidence of Scotland’s position in respect of health inequalities, draws on past lessons and presents future challenges for action. It distinguishes between actions appropriate at national level (policy), at local level (practice) and by national-local intermediaries (advocacy and evidence). A summary of effective actions appears in Table 4 towards the end of the previous chapter.
	5.1 Policy – national level actions
	National level actions that protect and benefit the whole population are likely to be more effective and cost-effective if they focus on legislative, regulatory controls and fiscal policies. In the next phase of implementing Scotland’s health inequalities strategy, there needs to be a balance between national and local-level actions, with actions based on evidence of what works or sound principles and delivered through effective partnerships.
	Given the current emphasis on public service preventative spending, there are strong reasons for redressing this balance towards upstream and preventative spend. For example, although measurement of high blood pressure and knowledge of individual progress toward better blood pressure control is important for individuals and communities in the prevention of strokes, vascular and cardiac disease, tackling the determinants of high blood pressure – the stress that accompanies poverty, smoking and diet, overweig
	The following areas are supported by the strongest evidence of potential benefit in reducing inequalities:
	 •  Early years – continuing to seek ways of increasing the proportion of government expenditure allocated to the early years and ensure the resources are focused progressively across the social gradient.
	 •  Working-age population – fair, relatively secure, fulfilling employment; support for vulnerable groups, including homeless people, people with enduring mental illness; parents who face the greatest challenges in early upbringing of children.
	 •  Communities that face the most challenges – increased primary healthcare resources, robust referral pathways to welfare benefits for families with young children, stop smoking services; housing standards applied to private rented sector, investing a new neighbourhood quality standard.
	 •  Low-income groups – establish and implement a level of minimum income for healthy living; take steps to reduce long-term unemployment through active labour market programmes; added protection arrangements, including those moving frequently in and out of work; progressive and effective systems of tax and benefits, pensions and tax credits.
	5.2 Practice – local level actions
	There are a corresponding set of actions at local level needed to ensure implementation of national-level action. Additional local action that reflects local needs and context, including in the involvement of agencies and third sector organisations in delivery of services, and ensures access to those most in need is required.
	5.2.1 The role of Community Planning Partnerships is key to this level of work.
	The necessity of cross-sectorial partnership working to address inequalities is a recurrent challenge. Community Planning Partnerships (CPPs) are expected to achieve transformational change in reducing health inequalities over the next ten years. This expectation is challenging and requires the support from national agencies and intermediary organisations. There are a number of challenges to consider when developing local action through CPPs: 
	6

	1)  CPP maturity and performance record. The most recent Audit Scotland report, prepared for the Accounts Commission and the Auditor General for Scotland, concluded that there is a long way to go to equip CPPs to deliver on such an ambitious agenda of reform and improvement. There is a pressing need to ensure a common vision of the challenge that health inequalities and social equity present, and the set of actions that are necessary to achieve change. The National Community Planning Group is mobilising con
	158
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	  CPPs are not organisations in their own right. The opportunities for CPPs to reduce health inequalities lie within the framework of the Scottish Government and local government rather than with CPPs themselves. The CPP role is to bring together partners to agree priorities and shared outcomes, and to pool resources around these shared outcomes, although outcomes budgeting is not yet a reality. There is a need for CPPs to be explicit about the roles and contributions of the partnerships that sit within the
	 •  Clear leadership, understanding and shared values for changing power, money and resources inequalities in their area through a thorough understanding of need and allocating budgets and resources proportionately to that need. 
	 •  Creating the social culture for communities to re-engage; a civic society in which there is increased democratic engagement.
	 •  Ensuring the approaches that work to reduce health inequalities become reality in their CPP area. 
	 •  Ensuring measurement of indicators and evaluation is in place to understand impact and demonstrate progress over time to ensure that approaches are not inadvertently widening health inequalities. 
	2)  Reliance on area-based targeting. Only 34–41% of those at highest risk of premature mortality live in the most deprived areas. Consequently, area-based interventions are likely to have only limited impact. The experiences of national programmes like Keep Well and Sure Start also highlight a further risk of targeted area-based approaches – higher uptake by people who are less deprived than those in greatest need. Reaching those most in need, and drawing on the inherent strengths of people who have least,
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	3)  The scale of the inequalities problem in Scotland means that action at local level alone will not be sufficient to narrow inequalities. Large differences in life expectancy between local authorities would not be reduced if all CPPs were successful in reducing inequalities within their areas (i.e. there are large differences in the mean life expectancy across local authorities). Figure 14 shows that the life expectancy in Scotland would be substantially higher were it not for the high mortality rates in 
	Figure 14: Life expectancy at birth in Scotland, and in Scotland with Glasgow and without West Central Scotland*, 2011 (Source: National Records for Scotland)**
	*West Central Scotland includes: East Ayrshire, East Dunbartonshire, East Renfrewshire, Glasgow City, Inverclyde, North Ayrshire, North Lanarkshire, Renfrewshire, South Ayrshire, South Lanarkshire, and West Dunbartonshire.
	**This analysis was kindly performed by David Walsh at the Glasgow Centre for Population Health 
	4)  Work should be done to identify where action by CPPs to reduce inequalities within their areas will make the biggest difference to reducing health inequalities across Scotland. A narrowing of the inequalities within those CPPs with the largest inequalities (e.g. Renfrewshire and East Dunbartonshire) may not be the most effective means of narrowing health inequalities across Scotland overall. For example, the City of Glasgow does not have the largest inequalities, but it has very low life expectancy figu
	s
	 

	Figure 15: Comparison of all-cause death rates in selected European countries*, Scotland and local council areas of Scotland. Men aged 0–64 during 2001 
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	*Austria, Finland, Germany, Ireland, Italy, Luxembourg, Norway, Portugal, Spain, Sweden, Switzerland, UK: England and Wales, UK: Northern Ireland.
	5.2.2 Local service delivery – connecting and reconnecting with people
	The experience of GoWell, the test/pilot sites, the PATH project, the Multiple & Complex Needs initiative, the Inequalities Sensitive Practice Initiative in Glasgow and the Deep End Practices and many other initiatives reinforce the view that the process of service delivery, connection between communities and services, and face-to-face relationships matters. Approaches which seek to mobilise the assets, capacities and resources available in individuals and communities to enable them to gain more control ove
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	These approaches merit continued attention, especially to ensure that groups and individuals within the priorities we have outlined reconnect with available help, receive the support they need, and that there are means to measure inputs and outcomes from this work. Improvement methodology and scaled-up initiatives, such as the Early Years Collaborative, have great potential if they focus on inequalities impact, and show that they succeed in reaching the most vulnerable groups.
	 
	5.3 Advocacy and evidence – national–local intermediary roles
	As already argued, effective, joined-up national–local collaboration will be an important element in the change process. This is happening to some extent already. There is a wide range of organisations working between national and local level that play a potentially important role in ‘building the will’ (advocacy) and the evidence base on effective practice and spreading this across local areas. Likewise, national third sector organisations play an important role in advocacy and evidence-building on the soc
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	5.3.1 Spreading effective practice – the role of improvement collaboratives
	The Equally Well test sites were an example of national–local collaboration that aimed to spread learning about effective local practice to address health inequalities. The key learning from these have already been detailed in section 2.1.4. It is now generally accepted that the test sites, local pilots and the demonstration projects have had limited success in generating transferable knowledge that can be scaled up. Improvement collaboratives are now seen as the best way to spread effective practice across
	As improvement science suggests, transferring effective interventions from one context to another needs careful thought and piloting. For example, as the Starting Well health demonstration project showed, applying effective early years interventions from the US (where there are no health visitors or NHS) to Scotland (where these are standard) has significant implications for the expected impact it will make. Similarly, what works to improve general population health can sometimes exacerbate inequalities, fo
	5.3.2 Building the evidence base
	Improvement collaboratives need to bear in mind the lessons of local test/pilot sites. Helping to generate the evidence base for health inequalities is not an automaticby-product of local or national implementation. The lessons of evaluation which have recurred across a number of national programmes that are rolled out locally are shown in Box 5 below.
	 

	Notable high-quality evaluations of policy initiatives and local practice-based interventions have taken place successfully. They include evaluations of the smoking ban and the alcohol strategy, the GoWell research and learning programme associated with Glasgow’s regeneration programme, and some of the practice-based intervention research undertaken by academic units. Several are covered in Chapter 4. Identifying opportunities for ‘natural experiments’ and ‘policy trials’ typically involve early and effecti
	t

	To improve Scotland’s strategy on health inequalities, a systematic approach to intervention development and evaluation is essential. Robust, controlled evaluation designs may not always be possible, but the principle of assessing policy effectiveness and differential impacts should be integral to any future strategy, using the established infrastructure for collaboration between relevant partners.
	Further attention needs to be devoted to the contribution of the third sector to evaluating grass-roots initiatives and community-led projects that build social capital and help prevent and reduce inequalities, and how to bring together and use this evidence as part of an inequalities evidence base. In addition, establishing a What Works evidence centre in Scotland that brings together the evidence in a systematic and accessible form would be a valuable extension of the new UK network of What Works centres 
	6. Summary and recommendations 
	Scotland has embarked on a sustained pathway towards greater social justice, and has developed policies that aim to narrow the differences between those with the best and worst health and life expectancy; to reduce the differentials, recognising that people matter at all points on the inequalities gradient and not only its extremes.
	Evidence shows that people do not achieve better health by their own individual efforts of will – taking such an approach would only increase inequalities and divisions in society. 
	For those in the best circumstances, they and their communities need least support and intervention from public services. For those in the poorest circumstances, experience of poor health and its determinants is pervasive and leads to low-quality and reduced length of life. People in these circumstances, and in varying degrees, on the inequalities gradient, need support according to their need – an approach termed proportionate universalism.
	Equally Well, the Scottish Government and COSLA strategy introduced in 2008 aimed to reduce health inequalities. It is an ambitious, cross-government plan which set out to tackle the root causes of the problem. However, Scotland’s health inequalities are currently among the widest in Western and Central Europe and they will continue to grow unless, as the government has already acknowledged, we start to do things differently. Although health inequalities are complex and persistent, they are not inevitable. 
	In order to make a real impact on health inequalities, the following key issues will haveto be addressed: 
	 

	 •  The case for tackling health inequalities will have to be widely understood andbe given the highest priority across government.
	 

	 •  A shift of emphasis toward suitable use of regulatory and fiscal measures – which do not rely on individual take up – and away from addressing individual lifestyle issues and the targeting of specific areas.
	 • Effective coordinated and focused action at both a national and local level.
	The last ten years have seen an improvement in the health of the general population. This is a major achievement. After five years of implementing Equally Well, it is too early to detect a sustained change in the trend of relative health inequalities. However, some measures aimed at improving population health either make no impact on health inequalities or may even exacerbate them. This Review therefore suggests four recommendations for the Scottish Government to consider as it further develops its strateg
	 1.  Health inequalities policy should be at the heart of the Scottish Government’s drive for social justice, a key plank of the Single Outcome Agreements and central to the preventive spend agenda. Priority must be given to addressing the upstream fundamental causes of health inequalities which include poverty and income, as well as the wider environmental factors such as housing and education, over the downstream consequences like smoking and alcohol abuse.
	 2.  The Scottish Government and COSLA should regularly review the balance of policy and resources directed to actions aimed at tackling the fundamental causes of health inequalities rather than individual lifestyle interventions, which do not, on their own, deliver the changes required.
	a)  A future inequalities strategy should consider actions at all levels of the social determinants of health – the economic and social conditions in our society and how they are distributed.
	b)  A life course approach is helpful particularly if actions and resources are targeted at early years which offers the best opportunity of preventing future health inequalities.
	c)  Central and local government need to focus on the implementation of the measures which are most likely to be effective and to discontinue those which widen inequalities. Examples of effective interventions are given in Table 4.
	 3.  While action will be taken at a national level, a significant contribution needs to take place locally, connecting with communities and building the hopes of people that face the greatest challenges. The National Community Planning Group should advocate that those CPP areas that contribute most to health inequalities in Scotland should prioritise their actions in a drive to narrow health inequalities. The focus for spending needs to shift away from meeting the cost of dealing with health and social pro
	 4.  There is a continuing role for national and local government, meeting regularly, to ensure the political focus on cross-government and cross-agency work to address the fundamental causes and social determinants of health inequalities, with linkage to equality. There is also a key role for a national agency, such as NHS Health Scotland, with a remit to drive forward the necessary changes in policy, practice and, ultimately, outcomes. 
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	Linked services: Healthier, Wealthier Children, Glasgow (HWC)
	Linked services: Healthier, Wealthier Children, Glasgow (HWC)
	Rationale: individuals experiencing the consequences of inequalities are likely to experience multiple health and social problems. Systematic review evidence confirms that welfare rights advice delivered within healthcare settings results in financial benefits, although evidence of further health or social benefits is still weak. Acting as an advocate for individual patients is helpful and professionals can help patients access services both within and outside of the health service.
	149

	The intervention: an income maximisation and welfare advice service in Glasgow was linked to NHS antenatal and community child health services and targeted pregnant women and families with young children experiencing poverty.
	The evaluation: robust evaluation was carried out to assess the impact of the intervention on clients and on practice, policy and strategy, and to understand factors associated with effective delivery. Quantitative analysis of client monitoring records provided clear financial gains, although there was some differential recording of HWC outcomes. Qualitative data provided client and staff perceptions of the impact of the intervention.
	150

	Impacts: the evaluation provided good evidence of progress in reaching vulnerable families and some evidence of early impacts in that the service achieved a total financial gain of £3 million over an 18-month period for pregnant women and families accessing the advice services. Over this period, 2,516 women were referred by health visitors and midwives to the HWC advice services, 54% of these accessed some type of advice, and 49% of these were entitled to some type of financial gain (on average £3,404 annua
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	Multi-modal intervention:Community Initiative to Reduce Violence (CIRV, Glasgow)
	Multi-modal intervention:Community Initiative to Reduce Violence (CIRV, Glasgow)
	 

	Rationale: evidence suggests that focused deterrence strategies are increasingly used to prevent and control gang and group-involved violence, overt drug markets, and individual repeat offenders. These strategies are associated with an overall statistically significant, medium-sized crime reduction effect. However, a more rigorous body of research is needed. In Glasgow, the CIRV initiative is testing the concept of a focused deterrence strategy modelled on the Boston Ceasefire project and the Cincinnati Ini
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	The intervention: this is a community-based police intervention to reduce gang-related violence in Glasgow and to improve outcomes for disadvantaged individuals and communities. The intervention combines three components: law enforcement (disrupting the dynamics within gangs whose members are frequently involved in violent activity); 1:1 intensive support for those gang members causing a disproportionate amount of crime within spec geographical locations and a personal development programme offered to membe
	152

	The evaluation: available analysis from the independent evaluation was incomplete at the time of the Review’s publication. It provides important preliminary findings but recognises the need for further analysis of post-intervention behaviours over a sufficient period to enable judgement about the true impact of the intervention.
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	Impacts: early emergent findings show greater reductions in violent offending in the CIRV area compared to non-CIRV areas, although some improvements were also seen elsewhere due to existing services and wider policing strategy. Although the primary aim of the project is not to reduce health inequalities, it is plausible to suggest that it will have an impact in future through direct reductions in violence-related injuries, but also in terms of the impact on the future life prospects of individuals via the 
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	Given the complexity of the challenge, concerted action across all three levels of the social determinants of health requires political commitment and leadership at both national and local levels and effective actions led by Community Planning Partnerships (CPPs). Action must be based on evidence of need and what is most likely to work, and delivered through partnerships and ways of working that are based on sound principles. Resources and actions need to be reallocated from interventions that are not effec
	Given the complexity of the challenge, concerted action across all three levels of the social determinants of health requires political commitment and leadership at both national and local levels and effective actions led by Community Planning Partnerships (CPPs). Action must be based on evidence of need and what is most likely to work, and delivered through partnerships and ways of working that are based on sound principles. Resources and actions need to be reallocated from interventions that are not effec
	Key messages:
	 10.  Policy – national level, preventative actions that protect and benefit the whole population are likely to be more effective and cost-effective if they focus on legislative and regulatory controls, and fiscal policies. Political commitment and leadership is required to ensure public resources are distributed in a way that brings universal benefit, but with a scale and intensity that is proportionate to the level of need.
	 11.  Practice – Community Planning Partnerships (CPPs) are the main vehicle for the cross-sectoral work that is necessary at local level to address inequalities and ensure, for example, the delivery of linked services that support those in greatest need and offer intensive tailored support. Services should be co-designed with citizens to ensure they meet the needs and aspirations of the population, rather than being imposed. All CPPs need to address inequalities. However, to ensure a significant impact on 
	 12.  Advocacy and evidence – there is an important role for national agencies to support local delivery through advocacy and evidence-building. This includes: building the will among leaders and influencers, expanding and making accessible the evidence base about what works to address health inequalities, spreading effective practice through a workforce that understands the fundamental and wider environmental determinants of health inequalities, raising public awareness and support for effective actions, a

	71
	71

	72
	72

	73
	73

	Figure
	74
	74

	 Glasgow City Inverclyde West Dunbartonshire Dundee City Renfrewshire Eilean Siar North Lanarkshire North Ayrshire 
	  The inequalities in life expectancy shown here within some of the least populous CPPs (especially Orkney, Shetland and Eilean Siar) are based on a small number of deaths. They are highly variable and liable to show unusual patterning unless many years of data are combined. For example, data for Eilean Siar for females shows a higher mortality rate in the least deprived quintile than in the most deprived quintile for this time period.).
	  The inequalities in life expectancy shown here within some of the least populous CPPs (especially Orkney, Shetland and Eilean Siar) are based on a small number of deaths. They are highly variable and liable to show unusual patterning unless many years of data are combined. For example, data for Eilean Siar for females shows a higher mortality rate in the least deprived quintile than in the most deprived quintile for this time period.).
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	Box 5: Recurring evaluation challenges
	Box 5: Recurring evaluation challenges
	•  Programme roll-out – policy initiatives and programmes are seldom designed and implemented to enable effectiveness to be assessed using a controlled design due to the rush to implement and roll out within the funding period.This can also constrain an investment of time in the initial intervention/programme development, setting up and establishing partnerships and forthe expected changes to then unfold. 
	 
	 

	•  Funding – with the exception of the national demonstration projects, adequate funding for a high-quality evaluation is seldom set aside.
	•  Programme variability – programmes that are initially based on effectiveness evidence can differ substantially according to how local areas choose to implemented them; agreement of the essential core programme components and the expected time sequence of outcomes would help to improve both evaluability and chances of success. 
	•  Programme outcomes – the long-term timescale for change of many programmes brings the need to identify and monitor short-term and intermediate outcomes that are plausible and predictive of the longer-term outcomes. Monitoring changes in short-term outcomes by practitioners and services using routine service delivery data is desirable. 
	•  Access to individual level client data for evaluation purposes as well as data sharing and data linkage can be problematic and needs to be built into contractual agreements with the implementation bodies.

	   PHIRN is a registered Research Group established by NISCHR with backing from health improvement policy colleagues within Welsh Government. The aim of PHIRN is to increase the quantity and quality of public health improvement research that is relevant to policy and practice. http://phirn.org.uk/
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