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CHAPTER 1 Introduction

1.1 Introduction to the research

It has often been said that modern medicine has exchanged early mortality for
chronic morbidity.

-Julian Tudor Hart, 1988, p.113

Scotland has come to a crossroads where modern medicine’s ‘exchange’ of early mortality for
chronic morbidity is at risk of becoming erroneous for certain members of the population. This
is because in Scotland, life expectancy and health outcomes are largely associated with
socioeconomic status, with premature multimorbidity on the rise in very deprived areas
(Barnett et al., 2012; Scottish Government, 2013). For example, males living in the most
deprived areas of Scotland can expect to live, on average, about 13 years less than their
counterparts in the least deprived areas; for females, the difference drops slightly to almost 9
years ' (Scottish Government, 2013). This dramatic difference holds up when looking at
disaggregated mortality conditions such as premature mortality due to cardiovascular heart
disease, which is four times more common in the most deprived areas than in the least
deprived areas, and cancer mortality for individuals aged 45-74, wherein individuals in the
most deprived areas are twice as likely to die of cancer than those in the least deprived areas
(Scottish Government, 2013). These figures depict the “gross social inequities” (Marmot et al.,

2012, p.181) Scotland faces today as systematic health differences are largely avoidable.

Health inequalities describe systematic differences in health linked to unequal societal
structures (Graham, 2004) and have a compounding effect for individuals at the bottom of the
socioeconomic gradient (Barnett et al., 2012; Goodwin et al., 2010; Jani et al., 2012;
Macintyre, 2007; Marmot, 2010). Not only do these individuals face higher mortality rates,
but also worse health outcomes exacerbated by a higher incidence of multimorbidity at

younger ages than their affluent counterparts (Barnett et al., 2012). Furthermore, health—

' Life expectancy rates calculated for the 2011-12 calendar year
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while vital to quality of life—is also fundamental for “one’s ability to do what one has reason
to do” (Sen, 2002, p.63). Consequently, the issue is a complex inter-relationship; individuals
living in the most socioeconomic deprived areas not only have worse health than those higher
on the socioeconomic ladder, they also have less opportunity to achieve good health as a result

of their socioeconomic situation.

The basic premise of this thesis is to better understand the role, if any, of primary care in
tackling Scotland’s pernicious health inequalities. While health care services are simply one
determinant of health (and not necessarily the most effective at preventing health inequalities),
primary care has been praised for its role in promoting equity (Rasanathan et al. 2011;
Starfield, 2011; Zere et al., 2007). Aside from strengthening individuals via health knowledge
and empowerment with regards to their health, primary care’s role in tackling health
inequalities operates largely under the mechanism that improved access to healthcare mitigates
(as opposed to prevents) health inequalities. It is also crucial that health inequalities are
tackled from a population perspective (Starfield, 2004). Under Scotland’s NHS, everyone
within the population is afforded access to a general practitioner (GP), thus positioning general

practitioners as an ideal avenue for population-based strategies.

The position of GP is also conducive to addressing inequalities because of their role in the
delivery of primary health care (Blane & Watt, 2012; Hull, 2010; Hutt & Gilmour, 2010;
Marmot, 2010; O’Donnell et al., 2011; Starfield, Shi & Macinko, 2005) and their
responsibility for population health (Goodwin et al., 2011). This is because within primary
care, GPs are seen as particularly “well positioned to have a positive impact on health
inequalities at a number of levels” (Hutt & Gilmour, 2010, p.5) as they are potentially “the
natural advocates of the people” (et al., 1941, as quoted in Watt, 2012, p.14). As a result, this
research has a particular focus on the experience of GPs and how they might combat this
growing health divide via the mitigating of existing health inequalities and, potentially, the

prevention of health inequalities.

The role GPs play in tackling health inequalities is, of course, subject to individual GPs’ levels

of engagement both within their practice and the wider community. Reports from
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organisations such as the King’s Fund® identify the potential for both primary care and GPs to
positively impact on health inequalities; however, minimal research has been conducted as to
how GPs themselves view this role and whether or not they view themselves as ‘advocates for

the people.’

Just as the relationship between socioeconomic deprivation and individual health is well
documented, research (particularly within the UK) has explored the impact social deprivation
has on general practice (Popay et al., 2007). Out of this research it has been identified that GPs
working in areas of multiple deprivation face a number of challenges including increased
workloads and inadequate resources to manage their patient lists (Carlisle et al., 2002;
Goodwin et al., 2011; Mercer et al., 2012a; Mercer et al., 2010; Teljeur et al., 2010). The
increased workload of GPs working in areas of high multiple deprivation is evidenced through
higher consultation rates, more out-of-hours calls, and longer consultation times (Carlisle et
al., 2002; Mercer et al., 2010; Teljeur et al., 2010). Further to this, the problem of the
experience of ill health in these areas is compounded by the problems of social deprivation,
including: higher levels of unemployment, fewer financial and other material resources, and
higher rates of addiction. Thus, GPs working in deprived areas face increasing challenges in
meeting the complex needs of their patients. In particular, this research will examine the
experience of GPs working in the most deprived practices of Scotland, a group known as the
‘Deep End’. If changes are to be made to the growing health divide, challenges in the most

deprived areas must be addressed.

The difficulties GPs working in very deprived practices face are similar to Lipsky’s (1980;
2010) description of street level bureaucrats (SLBs). Defined as public service workers “who
interact directly with citizens in the course of their jobs, and who have substantial discretion in
the execution of their work™ (Lipsky, 2010, p.3), SLB’s actions establish the services
‘delivered’ by government. While GPs are not direct government employees, they still practice
under the bureaucratic structure of the NHS and are subject to the ‘bureaucratic goals’ through

performance measures and monetary incentives. The large and challenging patient lists that

2 Examples include Hutt & Gilmour’s (2010) “Tackling inequalities in general practice” and Goodwin et
al.’s (2011) “Improving the quality of care in general practice”
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GPs in deprived areas face, combined with inadequate resources in the form of money, time,
and personnel (Checkland, 2004; Lipsky, 2010) force GPs to “process workloads
expeditiously” (Lipsky, 2010, p.18). Out of this, GPs in deprived areas may develop ‘coping
mechanisms’ to manage their workload. Consequently, Lipsky’s street-level bureaucracy is a
useful framework for evaluating their role in implementing health policy as front line workers

at the ground level.

1.2 Ambiguity in terminology

While health inequalities have become a research priority, there remains a lack of consensus
on definitions and terminology within academia and policy (Braveman, 2006). Although
definitions may be problematic, Braveman & Gruskin (2003) point out the importance of
determining “when different definitions represent substantially different paradigms” (p. 256).
Thus, establishing a definition—and its underlying assumptions—serves as a means of guiding
measurement and accountability (Braveman & Gruskin, 2003). This is particularly salient
when addressing the impacts of policy on tackling inequality. However, defining is not a
simple matter of specifying targets to reduce inequalities in health (Dahl, 2002). Rather, a
number of factors must be taken into consideration, none of which are straightforward in
political terms. Within policy and academic literature, inequities in health have been referred
to in a number of ways (e.g., ‘health disparities’, ‘health inequalities’, ‘health gaps’, and
‘health variations’); however, it is important to first distinguish between ‘inequality’ and

‘inequity’.

Internationally, health inequalities are not always regarded as inequities. Inequalities in health
are typically seen as differences that are largely inevitable or unavoidable, such as biological
or genetic differences (Scambler, 2012; Whitehead, 1992; Zere et al., 2007). In contrast,
inequities in health imply socially unjust or unfair systematic health disparities (Braveman,
2006) and specifically refer to group differences, such as by income, race, or geographic
location (Whitehead, 1992; Scambler, 2012). In other words, health inequality is a description
of what exists, while health equity is a normative notion of what should be (Ong et al., 2009).

The word ‘avoidable’ is thus a key distinction in the differentiation between ‘inequality’ and
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‘inequity’ in health. Equity seeks to minimize “avoidable inequalities in health” (Zere et al.,

2007, p.3) and its associated determinants.

While this distinction is important, UK policy debates (and to a certain degree academic
literature) rarely uses ‘health inequity’ (Graham, 2004). As it is widely understood in the UK,
the term ‘health inequalities’ “links the health of individuals to the structures of social
inequality which shape their lives” (Graham, 2004, p.117). Even so, inconsistencies remain,
predominantly according to geographical locations (e.g. US or European context) (Bleich et
al., 2012; Graham, 2009) and whether the term implies moral judgement (i.e. if it describes
health differences as associated with an individual’s position in society) (Graham, 2004). This
is because iterations of the term do not necessarily carry the same moral weight. For example,
health inequalities in the US are referred to as ‘health disparities’, with a focus typically on
health differences according to race or gender, but not necessarily due to an individual’s
socioeconomic position. Within UK policy, terminology has varied largely according to the
political party in charge. The Black Report, commissioned in 1977 under a Labour
administration, used the term ‘health inequalities’ (Black, 1980). However, during the
Thatcher-led Conservative administrations of the 1980s, health differences were referred to as
‘health variations’. The entrance of New Labour during the 1990s (during which time the
Acheson Report was commissioned) brought back the use of ‘health inequalities’ in policy
(Acheson, 1998). The shift in terminology between administrations is important to highlight as
it represents shifts in policy priorities and is further explored in Chapter Two. ‘Health
variations’, "health disparities’ and ‘health inequalities’ all acknowledge differences in health
between population sub-groups; however, the first two terms fail to qualify the “nature of the
difference or who or what may be affected” (Braveman, 2006, p. 169) and do not carry the
same moral weight as the third term. Consequently, for sake of continuity and implication of
moral weight, this research uses the ‘British convention’ of referring to health inequalities as

avoidable (Whitehead, 2007).

Further important distinctions in health inequalities research exist to specify how equity is
achieved and its end goal. This can be framed in the questions of ‘inequality among whom?’
and ‘inequality of what?’ (Anand, 2002). From this, achieving equity can be viewed in relation

to three different goals: equity in health, equity in healthcare or health service delivery, and
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equity in health financing (Ward, 2009; Zere et al., 2007). Equity in health was defined by
Whitehead in the early 1990s as “a fair opportunity to attain their full health potential and ...
that no one should be disadvantaged from achieving this potential, if it can be avoided”
(Whitehead, 1992; Braveman, 2006). It is often measured in terms of mortality, morbidity and
other measures of illness/wellbeing and is concerned with outcomes (Ward, 2009). Equity in
healthcare consists of three components: equal access, equal treatment (also utilisation), and
equal outcomes for people in equal need (Braveman, 2006; Goddard & Smith, 2005; Ward,
2009). This stems from the main goal of equity in healthcare: to match services with levels of
need in a community (Ward, 2009). Finally, equity in healthcare financing maintains that
payments for healthcare use correspond to ability to pay, i.e. those who can afford to pay more
for healthcare do so (Wagstaff, van Doorslaer, & Paci, 1989), a goal which is not as relevant

within Scotland’s universal health care system.

Further to this, equity can be framed in terms of ‘horizontal” versus ‘vertical’ equity.
Horizontal equity is generally deemed insufficient within health inequalities research as it
implies equal treatment for equal health care need (Starfield, 2004). Vertical equity, on the
other hand, recognises that individuals have different needs and should be treated
proportionate to their healthcare need. For example, under horizontal equity individuals would
receive equal portions of the health care ‘pie’; in contrast, individuals would receive a portion
of the health care ‘pie’ proportionate to their needs under vertical equity. Within a universal
health care system such as Scotland’s, primary care plays an essential equity role in the
provision of health care services. Primary care services as they stand, however, typically
follow a horizontal equity approach, as increased patient problems do not necessarily reflect
greater access to resources in the most deprived areas of Scotland. Thus, the extent to which
general practice might deliver health care proportionate to need is a supplementary focus of

this research.

1.3 Structure of the thesis

The overarching research questions this thesis aims to address are:

1. What can primary care do to contribute to tackling health inequalities?
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2. Within this context, how can GPs—particularly working in areas of severe

deprivation—tackle health inequalities?

To achieve this, it is necessary to lay the foundations of the study through the academic
literature. Accordingly, the following three chapters discuss the academic literature relating to
Scotland’s health inequalities, primary care in Scotland, and the conceptualisation of GPs as
Lipsky’s SLBs. Specifically, Chapter Two describes the nature of health inequalities in
Scotland, including an examination of how public health policy in Scotland has attempted to
address health inequalities and the problematic position of primary care within this scope.
Chapter Three begins by laying out the current structure of primary care and general practice
in Scotland, including the specific challenges GPs face working in very deprived areas, known
as the ‘Deep End’. The Deep End group, a particular point of focus within this research, is an
informal network of practices, broadly representing the interests and needs of GPs working in
the 100 most deprived practices in Scotland. The chapter then builds on the health inequalities
literature by exploring the potential role of primary care in improving population health and
mitigating health inequalities. To round out the literature, Chapter Four describes the primary
theoretical frame used within this thesis, Lipsky’s street-level bureaucracy. This includes an
overview of the framework, its applicability to GPs working in areas of high social deprivation
and multimorbidity, and potential need to look beyond the framework in fully capturing GPs’

work.

Chapter Five describes the methodological and conceptual foundations supporting this
research and accompanying arguments for the chosen research methods. This includes a

description of the research strategy and design, research collection, and methods of analysis.

Following discussion of the methodology, Chapters Six to Eight discuss the major findings
within the research. Chapter Six explores the links between how GPs socially construct their
patients and the conceptualisation of health inequalities, including how they see their role in
tackling them. Building on this narrative, Chapter Seven utilises the SLB framework to
uncover how GPs cope with and negotiate ‘dilemmas’ resulting from their demanding
workloads. This includes uncovering a gap in terms of how GPs perceive themselves as ‘going
the extra mile’ to mitigate the impacts other determinants of health have on their patient

populations. Consequently, Chapter Eight attempts to fill this gap by examining GP advocacy
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at various levels, ranging from individual patient consultations to involvement in policy and

politics.

Finally, Chapter Nine discusses the study’s contributions to the evidence base and theory, in
addition to practical and policy implications for general practice and the Scottish Government.
This chapter concludes by laying out the limitations of the study and highlighting areas for
further research.
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CHAPTER 2 The persistent problem of Scotland’s health

inequalities

2.1 Introduction

The health of the people is a matter of direct social concern

-Salomon Neumann (cited in Rosen, 1947, p. 679)

Scotland has seen overall improvements in the health of its people over the past several
decades; however, it remains touted often as the ‘sick man of Europe’ (McCartney et al.,
2012) due to its low life expectancy compared to the rest of Western Europe (Eikemo et al.,
2012; Popham & Boyle, 2011; Taulbut et al., 2014). Scotland is also faced with a growing
health divide. This is particularly worrisome for individuals at the bottom of the
socioeconomic gradient, where males and females live, on average, about 13 years and 9 years
less, respectively, than their counterparts in the least deprived areas’ (Scottish Government,
2013). Despite an increasing commitment from the Scottish Government to tackle these health
inequalities, there has been little to no progress in closing this divide. Consequently, Scotland
is faced with pernicious health inequalities, which stem from inequalities in living conditions

and the societal structures that create them.

What follows is a review of social inequalities in health in Scotland. This includes an
overview of the literature on the social determinants of health (SDH)—including health care
as one aspect of the determinants—followed by a discussion of what causes health inequalities
and how they might be tackled, as informed by the literature. This foundational overview of
health inequalities is then applied to the Scottish context by examining how public health
policy in Scotland has attempted to address health inequalities during the previous two
decades. This chapter concludes, by exploring what primary care can do to address health

inequalities, thus setting the context for the following chapter.

% Life expectancy rates calculated for the 2011-12 calendar year
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2.2 Health inequalities from an international context

Persistent health inequalities are widely recognised internationally. These avoidable
systematic differences in health are not only evident between countries, as seen in the 36-year
gap in life expectancy between Japan (life expectancy of 83 years) and Malawi (life
expectancy of 47 years) (WHO, 2014), but also within countries (and in particular high
income countries). For example, there is a 7.4 year life expectancy difference amongst the
poorest one-fifth and wealthiest one-fifth of Canadian men (Raphael, 2012) and infants born to
African-American women in the US have a mortality rate of 1.5 to 3 times higher than infants
born to women of other races/ethnicities* (Centers for Disease Control and Prevention, 2011;

WHO, 2014).

From an international comparative perspective, the research on the patterning of health
inequalities has been categorised according to welfare state regimes to identify differences, in
both general population health outcomes and socioeconomic inequalities in health (Bambra,
2007; Bambra, 2011; Bambra, 2013; Eikemo et al., 2008; Popham et al., 2013). Within
Europe, specifically, there is general agreement on five regime types: Social Democratic
(Nordic countries), Anglo-Saxon (UK and Ireland), Bismarckian (Germany, France, Austria,
Belgium), Southern (Italy, Portugal, Spain, and Greece) and Eastern (Czech Republic, Estonia,
Hungary, Poland, Slovakia, and Slovenia) (Eikemo et al., 2008; Popham et al., 2013). While
the Social Democratic welfare regimes seem to have the strongest effect in terms of overall
population health outcomes (e.g. life expectancy) (Bambra, 2013; Muntaner et al., 2011), the
same does not entirely hold true for health inequalities. Instead, using cross-sectional
European Social Survey data, Bismarckian welfare regimes showed the smallest income-
related health inequalities in self-rated health. At the opposite end of the spectrum, Anglo-
Saxon countries demonstrated the largest income-related inequalities in self-rated health
(Eikemo et al., 2008). Further analysis of health inequalities in the Nordic states reveals a
gender disparity wherein men have smaller inequalities in health than women (Popham et al.,

2013). What this demonstrates is a complex public health ‘puzzle’ (Bambra, 2011; Popham et

* While this infant mortality rate is low compared to international standards, it demonstrates the high
relative risk and existence of inter country health inequalities.

22



Chapter 2

al., 2013), such that income-related health inequalities vary with welfare state regime, but not

in completely predicted directions.

Regardless of this ‘puzzle’, it is evident that social inequalities in health present a challenge
worldwide (Marmot, 2010; WHO, 2008) and particularly within the UK. Although life
expectancy has improved overall within the UK, these improvements have been unequal, with
a faster increase at the top compared to those at the bottom of the socioeconomic ladder
(Graham, 2009, p.12). In England and Wales this is evidenced, in the last decade and a half,
by male mortality amongst individuals, in routine and manual occupations, rising from 2 times
higher in 2001 to 2.3 times higher in 2008, compared with individuals in managerial and
professional occupations (Scambler, 2012). The challenge in Scotland is even more
problematic and stark, with the worst mortality rates and health inequalities in central and
western Europe (McCartney, 2012). The scale of this health divide is a recent development,
both the consequence of wider structural divisions and the accumulation of growing

inequalities in health over the last several decades.

2.3 Scotland’s health divide

Health inequalities are often defined as ‘health gaps’, a measure which compares the health of
one group in relation to another (i.e. the health of those at the bottom of the socioeconomic
scale to those at the top) (Graham, 2004; Wagstaff, Paci & Van Doorslaer, 1991). The health
gap in Scotland is such that the life expectancy of men ‘at the bottom”’ (i.e. most deprived
decile) was 69.2 years in 2011-2012 compared with 82.1 years amongst ‘those at the top’ (i.e.
the least deprived decile) (Scottish Government, 2013). This represents a difference in life
expectancy of almost 13 years. The health gap between females in the most and least deprived
deciles is not quite as large, but still considerable at 8.4 years (life expectancy in the most

deprived decile at 76.4 years compared with 84.8 years in the least deprived decile).

The health gap not only remains, but also widens, when shifting the focus to ‘healthy life
expectancy’, i.e. years spent in self-reported ‘good health’. Individuals living in the most
affluent tenth live healthily almost 24 years longer for males and 23 years longer for females

than their counterparts in the least deprived tenth (Scottish Government, 2013). As a result,
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individuals in the 10% most deprived areas spend about twice as much time in poor health,
whether male or female. This also means that by the time most people in the most affluent
tenth see a decline in health and start to acquire serious conditions, most people in the most

deprived tenth have died (Scottish Government, 2013).

The use of ‘health gaps analysis’ (i.e. comparing the health of those at the bottom of the
socioeconomic scale to those at the top), however, can obscure the fact that differences in
health exist across the social spectrum. These differences are such that Mackay et al. (2005)
found a 2.5-3 fold increase in ill health across the social spectrum, with a steady social
gradient across each decile, when moving from least to most deprived areas. This ‘social
gradient in health’ is defined as the proportionate relationship of socioeconomic class and
health; in other words, the better one’s social situation, the longer life expectancy and better
health one has (Bambra et al., 2010; Graham, 2004; Macintyre, 2007; Marmot, 2010;
Scambler, 2012). Also known as the “stepwise socioeconomic gradient” (Braveman et al.,
2011, p.385), this relationship has been observed in the UK and Scotland for over three
decades and provides clues to understanding determinants of health beyond disease and

individual poor health practices.
2.3.1 Spatial concentrations of inequalities

Understanding how the health gradient plays out spatially is particularly salient in Scotland,
where concentrations of deprivation occur largely within urban centres. The Scottish Index of
Multiple Deprivation (SIMD) is a deprivation measure which incorporates indicators of
income, employment, health, education, housing, access and crime; with income and
employment more heavily weighted (Scottish Government, 2012). Colour coding spatial
concentrations of multiple deprivation (i.e. if there was no spatial concentration of deprivation
there would be no colour) in mapping reveals the spatial concentration profile of the

socioeconomic gradient (Figures 2.1 and 2.2).

While concentrations of people with above average levels of deprivation exist across Scotland,
Figures 2.1 and 2.2 show that concentrations occur in and around major cities and in some
small towns and remote rural areas. For example, Figure 2.1 shows only small specks of the

most deprived 20% throughout Scotland in 2012, whereas a closer look at Glasgow (and
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surrounding areas) reveals a high concentration of Scotland’s most deprived 20% around the
urban centre (Figure 2.2) (although not pictured, Dundee is another city with high area
concentration of deprivation). It should be noted that mixed in with these concentrations of
Scotland’s most deprived 20% are also concentrations of Scotland’s least deprived 20%. This
means that the socioeconomic gradient as a whole spectrum (most to least deprived) exists
within Glasgow. As a point of comparison for this spectrum, Figure 2.3 displays data mapping
of the English Index of Multiple Deprivation for the Stockton-on-Tees and Middlesbrough
areas, which are known for the highest health inequalities in England outside of London
(APHO, 2014). While Figures 2.2 and 2.3 both have a high concentration of deprivation, the
socio-spatial patterning in Figure 2.2 demonstrates Glasgow’s unique challenge of deprivation
mix, something that has considerable implications for Scotland’s general practice, as revealed
in the following chapter. While deprivation in Scotland has become “less concentrated over
time” (Scottish Government Press Release, 2012), in Glasgow City (in addition to Edinburgh
City and Aberdeen City), large geographical concentrations of the most deprived 20% still

exist, which is evidenced in the health gradient.
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Figure 2.1 Health inequalities by data zone deprivation using 2012 SIMD in

Scotland (source: Rae, 2013)

26



Chapter 2

Map key

. In most deprived 20%
In most deprived 40%
Middle zo0%

. In least deprived 40%

- In least deprived 20%

Figure 2.2 Health inequalities by data zone deprivation using 2012 SIMD,
showing Glasgow’s high concentration of Scotland’s most deprived 20%
around the urban centre (source: Rae, 2013)
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Figure 2.3 Health inequalities by data zone deprivation using 2011 EIMD in
England (source: Rae, 2013)

McCartney’s (2012) Glasgow transport map (Figure 2.4) provides additional pictorial
evidence of the health gradient when moving between varying levels of deprivation. For each
railway stop there is a drop in life expectancy of 2.0 years for males and 1.2 years for females,
when moving from the affluent area of Jordanhill to the more deprived area of Bridgeton (an
approximate distance of 5.5 miles). This means that health becomes progressively worse

across increasing levels of deprivation, within a small geographical area.
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Figure 2.4 Life expectancy differences between areas six railway stations apart
in Glasgow (source: McCartney, 2012)°

As previously noted, health in Scotland has improved overall in the last 50 years (Audit
Scotland, 2012); however, health inequalities are increasing. For example, while there have
been overall improvements in premature death since 1997 (a 28.1% decrease in European age-
standardised death rate amongst those aged under 75 years, between 1997 and 2011), this
improvement was much slower in the most deprived areas in Scotland between 1997 and
2006. The result was a widening of inequalities, such that premature mortality for individuals
in the 10% most deprived areas was 3.5 times higher than those in the 10% least deprived
areas in 2011 (Scottish Government, 2013). McCartney (2012) points out geographical
inequalities in mortality actually declined from 1920 to 1970 in Scotland, before dramatically
rising in the 40 years that followed. This, he argues, signifies that health inequalities are not
inevitable. Instead, health inequalities should be viewed as avoidable (Graham, 2004; WHO,
2008), as they are systematic and socially produced (Whitehead & Dahlgren, 2007; Norbury et
al., 2011) — systematic because rather than a random distribution there are consistent patterns

across the socioeconomic spectrum, and socially produced since there is no law of nature

® Permission to reproduce this figure has been granted by Gerry McCartney
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wherein low-income groups should have worse health than those above them. This suggests
there are wider social and environmental determinants contributing to the poor health of

individuals from more socioeconomically deprived backgrounds.

2.4 The SDH and health inequalities

Health and human disease are “mediated and modified” (Rosen, 1947, p.674) by the
sociocultural environment rather than simply the consequence of ‘pure nature’. From a
contemporary standpoint, linking social and economic factors to health goes back to the age of
industrialisation. It was during this time that social problems, produced by industrialisation
(e.g. poverty), were linked to health. German physicians Rudolf Virchow and Salomon
Neumann were among these 19" century pioneers to link health to social problems and in
doing so conceptualising ‘medicine as a social science’ (Rosen, 1947; Scambler, 2012,
Starfield, 2011). Virchow’s (1879, cited in Miller, 2000) famous pronouncement that
“medicine is a social science, and politics nothing else but medicine on a large scale” (p.30)
emphasised the importance of social, political and economic factors as underlying causes of,
for example, typhus fever epidemics. Similarly, Neuman stated that the majority of disease
and premature death were “not [due] to natural causes, but rather to artificially produced social
conditions” (Neumann cited in Rosen, 1947, p. 679). Consequently, they argued that action to
promote health and combat disease should be social as well as medical (Rosen, 1947).
However, the idea that social conditions influence health would not be formalised, and widely

acknowledged, until later, in the second half of the 20" century.
2.4.1 The Rainbow Model

In the early 90s, Dahlgren and Whitehead (1991) designed a social ecological theory of health,
known as the ‘rainbow model’, depicting the relationship between individuals and their
environment (see Figure 2.5). Mapped at multiple levels, these social and environmental
determinants are all known to have an influence on health. At the bottom of the model are
individual factors which influence health, including behavioural (e.g. smoking, eating and
exercise habits) and genetic factors. Above this layer are the social interactions individuals

have within their family and community networks. The third layer represents wider influences
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on health, including the material and social conditions people live in (e.g. housing, work
environment) and the services that they are in receipt of (e.g. education and health care
services). The structural environment is the “overarching mediator of population health”
(Whitehead et al., 2001, p.313) and includes the socioeconomic environment at large. While
this is a general model of the influences on health, it depicts individual factors as embedded
within the higher layers (Whitehead et al., 2001). Although this model remains prominent,
over 20 years after its conception, it fails to fully depict the complexity in which structures,
systems, and services overlap and integrate. Additionally, its initial framework only referred to

the main determinants of health rather than health inequalities.

Figure 2.5 The main determinants of health (Dalhgren and Whitehead, 1991)

With the exception of ‘individual lifestyle factors’, the layers on Dahlgren and Whitehead’s
model are now more commonly referred to as the ‘social determinants of health’ (SDH).
These social and environmental influences are made up of circumstances into which
individuals are born, grow up, work, live and age, in addition to the systems put in place to
deal with illness. Importantly, these determinants go beyond individual characteristics (e.g.
socioeconomic status, employment status, and social support network) to include the way in
which the workplace, communities and society are organised (Diderichsen, Evans and
Whitehead, 2001). Additionally, these determinants operate, and tend to accumulate, across
the life course (as detailed later in this chapter) to impact on health and produce health
inequalities. This means that compared to children from affluent backgrounds, children faced

with disadvantage early in life (e.g. poor nutrition/housing/education) often face poorer health
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outcomes later in life as they enter adulthood. Consequently, the Word Health Organisation’s
(WHO) Commission on Social Determinants of Health recommends improvements in living
conditions (e.g. working towards healthy work and housing environments, fair employment,

social protection) to tackle health inequalities through the SDH (WHO, 2008).
2.4.2 The role of health care as a determinant of health inequalities

Health care—compared with other determinants such as education, income, and housing—has
historically been considered marginal in improving population health (Bambra et al., 2010;
Mckeown, 1978) and in tackling inequalities thereof. According to McKeown (1978), modern
medicine’s contribution to improved life expectancies has been minimal. They argue that this
is evidenced in the early 20™ century as deaths attributed to infectious diseases had been
declining long before medical interventions such as antibiotics and immunisations were
available (the extent to which this remains relevant in the 21* century, however, is up for

debate).

In their systematic review of the health effects of interventions on specific SDH that occurred
between 2000 and 2007 in developed countries, Bambra et al. (2010) found ‘inconclusive’
evidence that increasing access to “culturally relevant healthcare” (p.288) decreases (or even
has an impact on) health inequalities. Similarly, research on England’s NHS in terms of
targeting resources via ‘spearhead interventions’ (i.e. interventions directed towards areas
specifically prioritised, based on ranking in the bottom fifth of national health indicators)
showed they had an insignificant impact on reducing health inequalities (Costa-Font et al.,
2010) (although the effectiveness of targeting as an approach to tackling health inequalities
will be discussed later on). However, Barr et al. (2014) found the NHS England’s health
inequalities resource allocation policy of proportionate NHS funding (i.e. funding in deprived
areas increased at a greater rate than in more affluent areas) was associated with a decrease in
absolute (but not relative) health inequalities related to healthcare. Consequently, the role of
the NHS in addressing “socio-economic gaps in health outcomes” (Asthana et al., 2013,
p.179) can be questioned, since the contribution of structural inequalities to the unequal
distribution of health reflects inequalities in income and power structures (Asthana et al, 2013;

Graham, 2004; McCartney et al., 2013).
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Nonetheless, health care does play a key role in health inequalities due, in part, to its link with
the other determinants; it is not only a determinant of health in itself, but is both influenced by
and influences the other SDH (WHO, 2008). This is because individual characteristics (e.g.
gender, ethnicity, education, occupation, income) are closely interlinked with an individual’s
“access to, experiences of, and benefits from health care” (WHO, 2008, p. 12). Furthermore,
health services can reduce the severity and delay progression of disease (Starfield, 2004).
Since the health system plays a vital role in “mediating the differential consequences of illness
in people’s lives” (WHO, 2007, p.6) health care can mitigate health inequalities via population
health coverage which focuses on socially disadvantaged and marginalised populations

(Gilson et al., 2007).

More specifically, universal health care can alleviate health inequalities through addressing
access issues (i.e. allocation of services, ability to pay and quality of services), by
implementing population health interventions, and “ameliorating the health damage caused by
disadvantage” (Macintyre, 2007, p.5). Health systems which provide universal coverage tackle
health inequalities by removing financial and other barriers to access and addressing
previously unmet needs. Population health interventions, on the other hand, work to prevent
health inequalities through primary (e.g. immunisation and health education) and secondary

(e.g. health screening) prevention levels (Starfield, 2003).

Regardless of the UK’s universal health provision—via the NHS—since 1948, the rise in
health inequalities over the past 50 years (Audit Scotland, 2012; McCartney, 2012) indicates
an insufficient focus on the most deprived areas. Consequently, the efficacy of health care in
addressing health inequalities is also dependent on whether or not the availability of services
matches need. If this is disproportionate, the result may actually be a widening of inequality.
Unfortunately, this ‘mismatch’ of resource and need is already evident, as first reported by
Julian Tudor Hart (1971), who coined the term the ‘inverse care law’ wherein "the availability
of good medical care tends to vary inversely with the need for it in the population served"
(p.7696). While his first article initially described the effects of market forces on health care
(due to the threat of the private sector), the inverse care law today more broadly represents the

combined result of the market, mismatch of resources and differential use of health care (Watt,
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2002) and is frequently used to describe the stark contrast between GP resources in rich,

healthy areas with those of deprived, ill areas.

In a similar line of argument, those who stand to profit most from health services are often less
likely to participate in them (Baker & Middleton, 2003; Dryden et al., 2012; von Wagner et
al., 2009). This is evident in several studies showing deprivation levels to be negatively
associated with health screening participation rates. Utilising a retrospective analysis of
cervical screening amongst English women between 1991 and 2001, Baker and Middleton
(2003) found cervical screening rates to be higher amongst women in affluent areas compared
with areas of deprivation (although this ratio has decreased over time, which was associated
with an increased number of practice nurses). Differential uptake of cancer screening,
associated with socioeconomic status, has also been shown in colorectal screening, with
uptake amongst the most deprived quintile in a London study 50% less than the most affluent
quintile (von Wagner et al., 2009). Similarly, Dryden et al. (2012) found that men from
deprived areas were least likely to attend health checks. While this inequity in routine health
screenings is not the inverse care law per se, it certainly is a manifestation of wider structural
issues. Given the inequalities in access to GP services, this “suggests that the NHS has a
potentially important role to play in helping to reduce health inequalities in the UK” (Smith &
Bambra, 2012, p. 109). Health services provided by the NHS must therefore “avoid
exacerbating inequalities” (McCartney, 2012, p.12) by being at its “best where needs are
greatest” (Deep End Report 20, 2013). One of the ways in which it can do this is by focusing
efforts on primary care, which is one of the overarching themes of this research and a topic

explored in depth in the following chapter.

2.5 Theoretical explanations for health inequalities

Understanding theories of health inequalities (i.e. how they are produced) is critical in the
sense that in order to address a problem, it is necessary to accurately identify the cause
(McCartney et al., 2013). Health inequalities imply a difference in health status, which can
result from a variety of determinants ranging from genetics to socioeconomic status. The

Black Report (1980) took these determinants into consideration when suggesting four
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theoretical explanations for the relationship between health and inequality: artefact,

natural/social selection, materialist explanations, and cultural/behavioural explanations.

The first two explanations reject a causal connection between “conditions of existence of the
various social classes and their levels of health” (Blane, 1985, p.423). Thus, an artefactual
explanation suggests the link between social class and health is simply a spurious
experimental result while the social selection explanation implies a Darwinistic view that
healthier individuals naturally rise up the socioeconomic ladder. As subcategories within the
selection theory, intelligence (i.e. more intelligent individuals have better health outcomes)
and meritocracy (i.e. a ‘more able’ individual born into a lower socioeconomic group will rise
up the socioeconomic ladder) have later been added as suggested explanations for inequalities
in health, but subsequently refuted due to flaws in understanding of the causal pathways
(McCartney et al., 2013). The third, materialist explanation, maintains that class differences in
health are the result of social structures and conditions found in daily life that inherently
produce health inequalities (Link & Phelan, 1995). The cultural/behavioural explanation, in
contrast, rests on the idea that health behaviours are socially patterned due to cultural
differences and lifestyle preferences and are nof inherently the result of structural inequalities,
as the materialist explanation suggests. However, while health behaviour may be socially
patterned (e.g. lower socioeconomic groups in Scotland are more likely to smoke than higher
income groups), this does not sufficiently explain health inequalities. This is evidenced in the
Whitehall study of civil servants wherein controlling for smoking, cholesterol and blood
pressure did not explain the difference in coronary heart disease (CHD) mortality between
grades (Rose & Marmot, 1981; West, 1998). Further research by McCartney et al. (2012)
comparing the Whitehall occupational cohort to two additional cohorts from the late 1960s
and early 1970s (a west of Scotland occupational cohort and a west of Scotland general
population cohort) shows that socioeconomic differences ‘almost entirely’ explain higher male

mortality in the Scottish cohorts in terms of all-cause, respiratory, and lung cancer.

Since the publication of the Black Report (also known as the “Report of the Working Group
on Inequalities in Health”) in 1980, other explanations have been offered which are allied to
the materialist explanation of health inequalities, including the ‘lifecourse perspective’

(Graham, 2000; Marmot, 2010; WHO, 2007). The lifecourse explanation posits that
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disadvantage accumulates across an individual’s lifespan. Thus, chronic exposure to poverty
and other disadvantages such as lack of education and poor housing in early childhood and
young adulthood will accumulate, resulting in worse health later on in that individual’s life
(Marmot, 2010). This perspective highlights the SDH and how they operate throughout an
individual’s life (i.e. early childhood to adulthood) by directly influencing health and
providing a basis for illness later on (WHO, 2007).

The other theoretical explanation to highlight was most recently framed in the book, The Spirit
Level: Why Equality is Better for Everyone (Wilkinson and Pickett, 2010). This explanation
suggests that both health and social inequalities are strongly associated with income equality.
Material conditions alone do not adequately explain health inequalities, but rather social and
economic circumstances produce a psychosocial effect (Marmot & Wilkinson, 2005;
Wilkinson & Pickett, 2010) wherein social inequality results in feelings of inferiority, which
produce chronic stress responses and consequently lead to physical and mental health
problems (Bambra, 2011). In other words, inequality’s malignant effects include: an erosion of
trust, increases in anxiety and illness, and promotion of excessive consumption (Wilkinson &
Pickett, 2010). Consequently, countries with large income gaps are associated with increased
health and social problems (e.g. mental illness, increased violence, higher rates of infant
mortality, decreased life expectancy, and obesity). Income distribution was first considered as
a health determinant in the early 1980s (Drabo, 2011; Starfield & Birn, 2007) and the link
between socioeconomic status and health is now widely accepted across disciplines (Zheng &
George, 2012). What the materialist/structural, lifecourse, and Spirit Level explanations have
in common is the idea that health inequalities are avoidable and thus subject to change,

resulting from wider inequalities in power and income structures (McCartney et al., 2013).

2.6 Approaches to tackling health inequalities

While policy actions related to tackling health inequalities vary, depending on which social
determinant is being addressed (e.g. housing improvements that eliminate damp with the
intention of improving health; improvements in early childhood education with the intention
of preventing poor adult health later on), Zow action tackles health inequalities depends on the

overall aim of the intervention, regardless of the determinant being addressed. The #ow can be
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further examined on the basis of two criteria, 1) whether the action is intended to mitigate or
prevent health inequalities and 2) if it targets a specific population or is universally applied.
With regards to the first criterion, preventing health inequalities entirely may be the ultimate
goal, but mitigation is just as important to address the current state of health inequalities.
However, researchers note ideally both efforts are needed to effectively reduce health
inequalities (Graham, 2009; Macintyre, 2007; Marmot, 2010). The second criterion refers to
targeting versus universalism of interventions. On one end of the spectrum targeting dictates
that means-testing (or some other measure) determines eligibility for services (Mkandawire,
2005). Universalism lies at the other end of the spectrum and requires that the population has
access to “the same range of (good quality) services according to needs and preferences,
regardless of income level, social status, or residency” (WHO, 2008, p.12). Proportionate
universalism can be seen as the compromise between targeting and universalism and is
described as universal action with a “scale and intensity that is proportionate to the level of
disadvantage” (Marmot, 2010, p.16). A proportionate universalist approach is in line with
vertical equity (mentioned in the previous chapter), wherein individuals receive health care

proportionate to their need (Starfield, 2004).

Table 2.1 maps out the differences between targeting, proportionate universalism, and
universalism, including both a description and pictorial representation of ‘action’ (represented
by an arrow, which could be in the form of services or resources) on the social gradient in
premature mortality and what the theoretical (or intended) impact on the gradient would be.
For example, targeting only the most disadvantaged to decrease mortality rates would only put
a ‘kink’ in the gradient rather than reduce its steepness. Similarly, a universalism approach
would not affect the steepness of the gradient either. In theory, “equalising health chances
across socioeconomic groups” (Graham, 2004, p.125) would be the result of action
proportionate to need, delivered across the gradient in order to reduce the steepness. Applying
the concept of proportionate universalism in practice, however, may not be entirely
straightforward (Mackenzie et al., 2015). One challenge is that it mandates some form of
individual needs assessment (a concept explored in depth in the following chapter) to

effectively deliver resources proportionately.
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Table 2.1 Tackling health inequalities in relation to the mortality gradient (adapted from: Graham, 2004; Graham, 2009)

Intervention

Tvpe Targeting Proportionate Universalism Universalism
: : Action delivered proportionatel , . ,
P Action only delivered to those who : prop y Uniform action delivered across the
Description . according to need, across the .
need it most : gradient
gradient
!
| 3 ! :
!
Action g il i @ g T
@ Least Most Least Most Least Most
Deprived Deprived Deprived Deprived Deprived Deprived
Theoretical/
Intended Least Most
Impact on the Least Most Deprived Deprived Least Most
Gradient Deprived Deprived Deprived Deprived
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The choice between the three approaches ultimately depends on what the desired goals are,
including who the target recipients of the intervention are, and the approach the intervention
takes. Graham (2004) and Whitehead (2007) take both of these into account in their
subsequent typologies of policies (Graham) and actions (Whitehead). These typologies can be
examined from the perspective of the two criteria mentioned above— 1.e. 1) whether they
mitigate or prevent health inequalities and 2) if they target a specific population or are

universally applied.
2.6.1 Graham’s typology of policies

The difference between Graham’s (2004) typology of polices can be summarised as the
difference between “remedying health disadvantages, narrowing health gaps and reducing
health gradients” (p.118). At one end, one approach operates under the assumption that health
inequalities “result from social disadvantage” (Graham, 2004, p.118). This approach can be
seen as a form of targeting, focusing on absolute health improvement amongst the most
disadvantaged. However, unless absolute improvements in the most disadvantaged occur
faster than those above them, health inequalities will remain. Consequently, the second
approach involves narrowing health gaps, i.e. focusing on the health of poor groups in relation
to other groups. This approach highlights “the fact that population averages mask wide
differences in health between social groups” (Graham, 2004, p.121). Consequently, both an
absolute health improvement is needed in lower groups (the only focus for the first approach)
and a rate of improvement that surpasses higher socioeconomic groups. However, this
approach is still a form of targeting as it only takes into consideration those at the bottom of
the gradient in comparison to either the population average or to the top of the gradient,
neglecting those in the middle. Graham’s third approach takes into consideration the entire
health gradient and is concerned not just with health differences between the worst off and
better-off groups, but how socioeconomic position affects health across the population
gradient. As Graham (2004) puts it, this approach includes “remedying disadvantages and
narrowing health gaps within the broader goal of equalising health chances across

socioeconomic groups” (p.125). Focusing on the entire gradient acknowledges the role
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excessive wealth (in addition to lack of wealth) contributes to overall inequalities in health

(Mackenzie et al., 2012).
2.6.2 Whitehead’s typology of actions

While Graham’s approaches look at how the goal of tackling health inequalities is achieved,
Whitehead (2007) looks at policy and intervention actions by organising them into four broad
types: strengthening individuals, strengthening communities, improving living and working
conditions, and promoting healthy macro-policies. These closely follow Dalhgren and
Whitehead’s rainbow model of health determinants, recognising how policy and interventions

can target health inequalities throughout the different layers.

1. Strengthening individuals — These interventions focus on those from disadvantaged
backgrounds and are akin to Graham’s first approach of improving the health of the
worst off (targeting). This type of intervention seeks to address perceived shortfalls in
individuals such as self-esteem, competence, knowledge or belief in order to improve
their health, including ‘empowering’ individuals to better access and make use of
services and facilities that could improve their health.

2. Strengthening communities — These interventions work through building social
cohesion and support either within disadvantaged communities or between different
groups. This type is still a form of targeting and, along with the first type, tends to
“treat the symptoms rather than the underlying cause of the problem” (Whitehead,
2007, p.474).

3. Improving working and living conditions — These interventions focus on environment
(e.g. work or home) and access to essential goods. Whitehead (2007) identifies these as
“classic public health measures” (p. 475) and include improving access to housing,
sanitation, health and social care. While they benefit population health in general, they
usually are focused on those worst off.

4. Promoting healthy macro-policies — These types of interventions aim to address the
overarching causes of health inequalities, those that are structural and affect cultural
and environmental conditions (e.g. income inequality and unemployment). Whitehead

(2007) notes these span multiple sectors and work across populations as a whole. As
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Rose (1992) argues, “the primary determinants of disease are economic and social, and

therefore, its remedies must be economic and social” (as quoted in Watt, 1998, p.460).

From a policy perspective, there has been general confusion surrounding Graham’s typologies
and strategies to effectively tackle health inequalities and action has commonly focused on
improving the health of the poorest or reducing the gap between the most socioeconomically
deprived and the population average (Graham, 2007; Krieger, 2008; Mackenzie, 2012).
Consequently, it is necessary to both summarise and evaluate the policy approaches Scotland

has taken to address inequalities in health.

2.7 Addressing health inequalities through policy in Scotland

Within Scotland, policy strategies tackling health inequalities have varied over the last few
decades in terms of the focus on social determinants or individual behaviour. Crucially, there
has been a schism between the rhetoric in government commissioned reports and the
translation into public health policy in terms of both theoretical approaches to tackling health
inequalities and understanding the causes of health inequalities. How the government
conceptualises health inequalities is particularly important, as this ultimately dictates policy
responses (Graham & Kelly, 2004; Smith & Hellowell, 2012). Political climate and research
agendas have certainly influenced both, and while not the focus of this research, are important
to acknowledge. Consequently, this section outlines both government commissioned reports
related to tackling health inequalities and subsequent policy action (outwith general practice,
which is summarised in the subsequent chapter), starting with a UK-wide overview before

narrowing the focus to Scotland post-devolution.

Commissioned by an outgoing Labour government in 1977, the Black Report (1980) failed to
garner policy traction due to the conservative administration in power at the time of its
publication (Bambra et al., 2011). While the Black Report acknowledged the existence of
health inequalities in the UK, including their cumulative effects, and the disproval of artefact
and selection theoretical explanations for health inequalities, over a decade and a half would
pass without substantial political attention; however, researchers kept the health inequalities

issue ‘alive’ during this political stalemate (Bambra et al., 2011). The 1997 election of a
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Labour government was therefore pivotal in finally providing a policy platform for addressing
health inequalities in the UK (Bambra et al., 2011; Mackenzie, 2008; McCartney et al., 2013;
Smith et al., 2009). This shift in political power also initiated a new government issued report,
the Acheson Enquiry (1998). It followed in the footsteps of the Black Report in terms of
understanding the causes of health inequalities, but also highlighted the existence of societal
inequalities and, more importantly, conceptualised health inequalities as health gradients, in

addition to health gaps (as the previous Black Report had done) (Bambra et al., 2011).
2.7.1 Public health policy in post-devolution Scotland

A year later, in a newly devolved Scotland, the 1999 White Paper “Towards a Healthier
Scotland” (Secretary of State for Scotland, 1999) established a public health policy framework
recognising that health inequalities are not just the product of lifestyle but also life
circumstances and that reducing them should underpin all health improvement action. In
particular, it set targets for lifestyles/behavioural health topics, but failed to do so for life
circumstances (Macintyre, 2007). The following year, the government document Our National
Health (Scottish Executive, 2000) reiterated “poverty, poor housing, homelessness and the
lack of education and economic opportunity” (p.14) as root causes of poor health and health
inequalities. However, the conceptualisation of health inequalities focused on “the health gap
between rich and poor” (Scottish Executive, 2000, p. 7). Around this time the government
health initiative, Starting Well, was launched. Aiming to use health visitors as public health
practitioners in health improvement, Starting Well was targeted at children living in the most
deprived communities of Glasgow (Mackenzie, 2008). Collectively, this initiative and
previous government documents demonstrated a post-devolution commitment to tackling
health inequalities, acknowledging theoretically informed causes of health inequalities (i.e.
social determinants of health) and the importance of early years in tackling health inequalities
(a theme acknowledged in both the Black Report and Acheson Enquiry) (Mackenzie, 2008;
Smith & Hellowell; 2012). This also demonstrated a commitment to improving the health of
the most deprived groups as a means of tackling health inequalities (Smith & Hellowell,

2012).

It was not until 2003, when the Scottish Executive published the “Report of measuring

inequalities in health Working Group”, that the government established specific indicators,
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rather than targets, by which progress on tackling health inequalities could be measured.
However, the government’s previous commitment to narrowing ‘health gaps’ was diluted
through the indicators, as they only focused on the most deprived areas of Scotland (Smith et
al., 2009). In 2006, a new performance management framework was introduced, known as
HEAT (Health, Efficiency, Access, and Treatment) targets. This new framework further
diluted any measurement of ‘health gaps’ by removing their previous performance assessment,
instead reinforcing “a conceptualisation of health inequalities as a problem of ‘health
disadvantage’” (Smith et al., 2009, p. 9). Taken collectively, this establishes a case of
divergence between rhetoric and action (Smith et al., 2009; Smith & Hellowell, 2012). While
the government conceptualised health inequalities as health gaps (Graham’s second approach
to tackling health inequalities), in reality their actions were more indicative of Graham’s first
approach (i.e. focusing on health improvement amongst the disadvantaged) as a way to
remedy health inequalities (Smith & Hellowell, 2012). Exclusively targeting the most
disadvantaged ultimately fails to address health inequalities across the gradient. In 2015,
during the course of this research, the Scottish Government once again replaced the HEAT
targets with a new performance measurement system called Local Delivery Plan (LDP)
Standards. According to Health Improvement Scotland (2015) the LDP Standards focus on
key organisational strategies and priorities to achieve a 2020 vision of “sustainable, world-
leading and high quality health and care services across Scotland” (p.5). While the potential
impact on health inequalities remains unclear, the report rhetoric of “empowering people to
have an informed voice that maximises their impact in managing their own care” (Health
Improvement Scotland, 2015, p. 32) suggests a misaligned focus on the individual, rather than

a renewed commitment to measuring (and effectively tackling) health inequalities.

A notable exception to targeted public health policies during the mid-2000s was the nation-
wide smoking ban in all enclosed public places within Scotland (Smoking, Health and Social
Care (Scotland) Act, 2005). Instated in March 2006, the smoking ban has dramatically reduced
exposure to second-hand smoke (Akhtar et al., 2010;) in addition to reducing smoking rates
(Levin et al., 2014), representing a positive improvement in overall population health.
However, the ban’s impact on health inequalities has not been as positive. Research
proceeding Scotland’s smoking ban shows a persistence of both socioeconomic inequalities in

second-hand smoke exposure (Akhtar et al., 2010) and disproportionately high rates of
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smoking amongst individuals living in the most deprived areas (Scottish Government, 2012b;
Levin et al., 2014). While smoking explained almost all of health inequality in the Midspan
cohorts (Gruer et al., 2009), health behaviours are not a sufficient cause of health inequalities
(McCartney et al., 2013). Consequently, disregarding inequalities, as Levin et al. (2014)

assert, “may lead us to the incorrect conclusion that the population as a whole is improving”

(p.2).

This divergence between government rhetoric and policy action was not limited to the
theoretical approaches to tackling health inequalities. During the period of 2004-07, public
health strategies in Scotland (and also in England and Wales) also took a less socially
determinant focus, regarding health inequalities, and increasingly concentrated more on
lifestyle and health behaviours (Smith et al., 2009; Smith & Hellowell, 2012), as demonstrated
in targeted medical interventions, focusing on tobacco and alcohol policy. In addition to the
smoking ban (and previous tobacco legislation requiring health warnings on cigarette
packaging in 2003 and updated in 2007 to include picture warnings), similar ‘legal addiction’
(Cairney & Studlar, 2014) legislation has been passed, but not yet implemented, for alcohol
use: the Alcohol (Minimum Pricing) (Scotland) Act 2012. Minimum unit pricing is a price-
based intervention targeted at reducing alcohol consumption and purchasing (i.e. it sets a
uniform, minimum price per unit of alcohol below which alcohol cannot be sold). Using the
Sheffield Alcohol Policy Model®, Holmes et al. (2014) advise that ‘harmful’ (heavy) drinkers
from low-income groups would be most affected by the policy and see the greatest reduction
in consumption (which coincides with the large weight of potential health gains). While this
statistical modelling suggests the potential for a positive impact on tackling health inequalities,
it remains policy focused on health behaviour nonetheless. Collectively, this recognises that
while government reports during the mid-2000’s acknowledged ‘upstream’ root causes of
health inequalities, public health policy emphasised ‘downstream’ lifestyle determinants

(Bambra et al., 2011, p.401).

® Since the legislation has yet to be enacted, potential effects on health inequalities can only be
predicted through statistical modelling.
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In 2007, the Scottish National Party (SNP) replaced the Labour government in Scotland, and
(rhetorically) made a commitment to act as a ‘public health steward’ via a number of policy
statements (Smith & Hellowell, 2012). This acknowledged the role of central government
support in tackling health inequalities (a position importantly promoted by the WHO, 2008),
reflecting concern for structural causes of inequalities in health. Additionally, the government
commissioned report Equally Well (Scottish Government, 2008) and the follow-up review in
2010, shifted focus (at least on paper) back to social and economic determinants to tackle
health inequalities (Smith & Hellowell, 2012). However, the divergence between rhetoric and
policy action continued to persist, as public health strategies remained focused on individual
lifestyle choices, with increased responsibility placed on local Health Boards for addressing

health inequalities (Smith & Hellowell, 2012).

Public health policy in England has led a similarly divergent path wherein the New Labour
government’s minister for health, Alan Johnstone, commissioned the so-called ‘Marmot
Review’, Fair Society Healthy Lives (2010) reiterated key theoretical understandings of health
inequalities (wider structural determinants) and, in terms of policy recommendations, notably
called for ‘proportionate universalism’ to address the health inequalities gradient. Like its
predecessors—the Black Report and the Acheson Enquiry—the Marmot Review had similar
theoretical principles guiding the policy recommendations (Bambra et al., 2011). However,
this has had little effect on policy action (and subsequent government reports), as the election
of a Conservative government in 2010 brought even more emphasis on personal responsibility
and individual lifestyle (Asthana et al., 2013) and an increasing focus on privatised health care
(Smith & Hellowell, 2012). Following a similar trajectory as the Black Report (i.e. failure to
directly result in policy action), the Marmot Review’s lack of impact on policy demonstrates
the importance of a political environment conducive to putting research into action and

ultimately tackling health inequalities (Bambra et al., 2011).

Ultimately, there has been clear divergence in government rhetoric and public health policy
regarding the causes of health inequalities and the theoretical approaches for tackling them.
This is evident in how government reports (generally) conceptualise health inequalities as
‘health gaps’ and identify the importance of wider SDH inequalities, yet public health

strategies largely focus on targeting the most disadvantaged groups and interventions directed
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at individual lifestyle behaviours. In terms of primary care, this contradictory position presents
a challenge wherein rhetoric calls for tackling health inequalities outwith the scope of primary
care (i.e. focusing on wider structural determinants) while policy strategies focus on changing

individual lifestyle and behaviour, factors very much within the remit of primary care.

2.8 The problematic position of primary care in tackling health

inequalities

There is widespread agreement amongst researchers (both within and outwith public health)
that health inequalities cannot effectively be tackled without addressing the wider social and
economic factors that influence health and, importantly, the unequal distribution of income,
power, services and resources (Asthana et al., 2013; Graham, 2004; Whitehead & Popay,
2010; WHO, 2008). As a result, researchers have criticised 1) the increased prioritisation’ of
the health service in public health strategies to reduce health inequalities in Scotland and the
UK and 2) the increased policy focus on changing individual lifestyle and behaviour (Asthana
et al., 2013; Katikireddi et al., 2013; Smith et al., 2009; Smith & Hellowell, 2012; Whitehead
& Popay, 2010).

In terms of health service prioritisation, Asthana et al. (2013) maintain that the
‘medicalisation’® of health inequalities has narrowed the focus on the role that the health
service plays in promoting health equity. They suggest that this restricted focus is the result of
health inequalities being a ‘messy’ policy issue, which is less costly to address via NHS
funding allocations rather than other social determinants of health inequalities. The end result
of this ‘narrow focus’ is the failure of NHS resource targeting to “promote greater health
equity” (Asthana et al., 2013, p.169) and the persistence of health inequalities. However, it
could be argued that the reason the NHS has failed to address health inequalities is because it

has not attempted to address the inverse care law by ensuring primary care services are

" This ‘prioritisation’ equates to a focus on activities of NHS-employed staff in health improvement
activities, but not necessarily general practice specifically, as the next chapter explores.

®To support their claim, Asthana et al. (2013) reference Conrad and Schneider’s (1992) description of
‘medicalisation’ in terms of “definition and description of a problem in medical terms, the adoption of a
medical framework to understand it, use of medical interventions to treat it” (p.168).

45



Chapter 2

distributed according to socioeconomic need, a topic further explored in the following

chapters.

The other critique—a focus on changing individual lifestyle and behaviour—is linked to
public health policy’s failure to address ‘upstream’ factors (e.g. education, housing, income) in
tackling health inequalities. This has frequently been referred to as a ‘lifestyle drift’ (initially
by Whitehead & Popay, 2010; later by Katikireddi et al., 2013 and others) (i.e. a policy focus
on lifestyle choices). This is not to say that health behaviours shouldn’t be addressed in
tackling health inequalities (Katikireddi et al., 2013). Rather, a primary focus on this neglects
structural conditions that constrain individual ‘choices’ (Whitehead & Popay, 2010) and fails
to recognise underlying reasons why unhealthy behaviours prevail in certain societies

(Katikereddi et al., 2013).

2.8.1 Problems in discourse

Part of the issue is that both researchers and policymakers often conflate ‘social factors’ which
influence individual and population health and ‘social processes’ which cause the unequal
distribution of social factors (Katikireddi et al., 2013). For example, delivering increased
health and social services to individuals living in socioeconomically deprived areas may have
an impact on individual (and potentially population) health, but they do not address why
individuals in these areas may need increased health and social services in the first place. A
focus on the latter would constitute addressing the social processes that cause social
inequalities, i.e. the unequal distribution of power, wealth, and resources. This is in line with
Raphael’s (2011) discourse analysis of the SDH, wherein research and policy discourses may
consider the SDH but “ignore their public policy antecedents” (p.230), i.e. fail to address

wider structural issues.

While previous research has used ‘upstream’ and downstream’ terminologies to construct
health determinants and approaches to tackling health inequalities (Bambra et al., 2011;
Katikireddi et al., 2013; Whitehead & Popay, 2010), these broad-based terms do not
adequately represent the spectrum of potential constructions that occur between the two. As an
alternative, Canadian researcher Raphael (2011) has used a Foucaultian approach to categorise

the discourses used to characterise and construct SDH. The use of Foucault’s ‘discourse’
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refers to “systems of thoughts composed of ideas, attitudes, course of actions, beliefs, and
practices that systematically construct the subjects and the worlds of which they speak”
(Lessa, 2006, p.285). Tracing discourse is particularly significant since research and
professional practice—including activity and funding priorities—are largely dictated by the

dominant discourses (Raphael, 2011).

Raphael’s (2011) seven discourses are summarised in Table 2.2 with the inclusion of an
additional separator by Brassoloto et al. (2013). This latter work builds on Raphael’s initial
discourse categorisation by simplifying his seven discourses into a three-stage categorisation
including ‘Functional’, ‘Analytical’, and ‘Structural’ (Brassoloto et al., 2013). Collectively,
their research looks at the extent to which individual risk factors or structural inequalities
contextualise health inequalities. Within Raphael’s discourse levels 1 and 2, health
determinants are used to identify individual risk factors for those in need of health and social
services. This approach is classified as ‘Functional’ since approaches largely focus on targeted
services and programmes for vulnerable groups. Discourse level 3 focuses on life
circumstances conducive to good health (e.g. housing conditions), with discourse level 4
noting these are patterned by group membership, including class, disability status, race, and
gender. An ‘Analytical’ approach moves beyond a focus on individual risk factors to improve
living conditions that impact on health. Discourse level 5 acknowledges the importance of
public policy decisions in determining health while levels 6 and 7 focus on the impact of
social structures, political environments, and power distributions on the SDH. Consequently,
levels 5-7 have a ‘Structural’ approach wherein public policy advocacy and public education
strategies are targeted at addressing the social determinants of inequalities in health, with level

7 taking the focus higher to the unequal distribution of power.
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Table 2.2 Overview of Raphael’s seven SDH discourses and Brassoloto et al.’s
discourse approach framework (adapted from: Raphael, 2011; Brassoloto et al.,
2013; Mackenzie et al., 2015)

Approach

Discourse Levels

Discourse Implications

Functional

Level 1- Focus on identifying
individuals from vulnerable groups and
using health and social services to
improve health.

Level 2- Focus on modifiable medical
and behavioural risk factors and using
lifestyle programmes to target behaviour
change.

Health determinants are
used to identify individual
risk factors for those in need
of health and social services;
focus on targeted services
programmes for vulnerable
groups, lifestyle and
behaviour change

Analytical

Level 3- Focus on how living conditions
affect and shape health.

Level 4- Focus on how living conditions
systematically differ according to group
membership (e.g. race, gender, class,
disability) and identifying
antidiscrimination efforts.

Life circumstances affect
health and may
systematically differ by
group membership; focus on
to improving living conditions
that impact on health

Structural

Level 5- Focus on the distribution of
SDH as a consequence of public policy
and identifying how policies contribute

to social and health inequalities.

Level 6- Focus on the distribution of
SDH as a consequence of economic
and political structures.

Level 7- Focus on the distribution of
SDH as a consequence of unequal
power distributions and how inequalities
are determined partly by those who
benefit from them.

Public policy, social
structures, political
environments, and power
distributions affect health;
public policy advocacy and
public education strategies
are targeted at addressing
the social determinants of
inequalities in health

Raphael’s seven discourses on the SDH have been applied within health inequalities research

looking at senior public health leaders in Canada (Brassoloto et al., 2013) and a combination

of NHS Scotland and Scottish government staff with policy or management roles, in addition

to practitioners (Mackenzie et al., 2015). These studies found that participant discourse tended

to focus on discourse levels 1-5, with particular emphasis on the lower levels of material and

behavioural explanations for health inequalities. Notably, this represents a focus on material
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disadvantage without attributing responsibility to policy, political activity, or structural
inequalities (Mackenzie et al., 2015). Problems in discourse, therefore, suggest that a health
service focus in tackling health inequalities may obscure the importance of the SDH and their
unequal distribution. Another potential issue is that tackling health inequalities from a health
service perspective has predominantly taken a targeting approach rather than addressing the
health inequalities gradient. As a result, Katikireddi et al. (2013) highlight the importance of

addressing the broader determinants of health inequalities from a population perspective.
2.8.2 Rethinking primary care’s role in tackling health inequalities

While research has been critical of placing too much emphasis on the role of the health service
in tackling health inequalities, the strategic position of primary care in dealing with non-health
factors must be acknowledged. In their patient encounters, GPs witness the many social
problems individuals living in very deprived areas face (Popay et al., 2007). Consequently,
there is a need for strong links between primary care and external social services and resources

(such as housing, employment and financial services).

Additionally, primary care affords an opportunity to deliver population health approaches due
to its widespread contact with the population and GP’s responsibility for population health
(Goodwin et al., 2011). Primary care’s position within the wider health care system provides
the most comprehensive access to a population’s health, an attribute which enables
population-wide interventions. Within the UK, GPs are largely depended on to undertake
public health interventions such as population-based screening and immunisation programmes
(RCGP, 2009). From a population perspective, this positions primary care to positively impact

upon health inequalities because of its universal nature.

The fact that the most deprived groups in Scotland suffer from worse health than their wealthy
counterparts indicates that equal access (horizontal equity) is not enough to reduce health
inequalities. This entails Graham’s (2004) focus on the gradient and “how health is distributed
across society” (Graham, 2004, p.126). In terms of ‘reducing’ the gradient, primary care is
also well placed for a proportionate universalist approach through its capacity to identify need.
GPs are also placed in a discretionary role regarding need—and the subsequent distribution of

health care resources—therefore it is critical to understand what the scope is for practicing
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proportionate universalism in primary care, a topic which is explored in the subsequent

chapter.

2.9 Conclusions

Persistent social inequalities in health present a major challenge in Scotland today. Not only
are they largely the result of inequalities in living conditions and the societal structures that
create them (i.e. inequalities in power, wealth and resources), they are also avoidable.
Consequently, action is necessary to not only mitigate the current state of inequality but also

prevent them from occurring.

While health care is one of many SDH, it is potentially important due to its links with the
other determinants and the potential for alleviating health inequalities via universal access to
services and population-wide health interventions. However, given the existence of universal
health care since 1948 and the persistence of Scotland’s inequalities in health, it is especially
crucial that health services match need or inequalities will continue to widen. This dictates an
approach that considers the entire socioeconomic gradient in health and equalises ‘“health
chances across socioeconomic groups” (Graham, 2004, p.125). While a ‘proportionate
universalist’ approach might seem appropriate, operationalising it presents a different issue, as

little is known about how this approach works in practice.

The Scottish government has widely acknowledged the persistence of health inequalities in
Scotland during the last two decades, alongside an increasing commitment to tackling them.
The fact that inequalities in health remain a major issue, however, is likely the result of a
disconnect between rhetoric and action in public health policy in terms of both theoretical
approaches to tackling health inequalities and understanding the causes of health inequalities.
The overall result has been public health policy emphasising ‘downstream’ lifestyle
determinants and primarily targeting the most disadvantaged groups. Recent government-
issued reports acknowledge the structural causes of health inequalities and the vital role of
central government support in tackling them, but are yet to be reflected in policy strategies (as

exemplified in the case of Minimum Unit Pricing).
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Researchers both within and outwith public health acknowledge the importance of addressing
wider social and economic factors to effectively tackle health inequalities and have been
increasingly critical of prioritising the role of the health service and focusing on lifestyle
factors in public health strategies. However, this critique fails to recognise the potentially
fundamental role of primary care in tackling health inequalities due to its: 1) position in
dealing with non-health factors, 2) position within the wider health care system and 3)
potential for adopting proportionate universalism. Consequently, the next chapter takes an in-
depth look at primary care and its potential for addressing health inequalities including a

comprehensive overview of primary care policy in Scotland.
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CHAPTER 3 What is the potential for addressing health

inequalities via primary care?

3.1 Introduction

The previous chapter discussed Scotland’s pervasive social health inequalities, which are
largely the result of inequalities in power, wealth and resources. These are manifested by
dramatic differences in life expectancy between individuals living in the most deprived areas
of Scotland compared to those living in affluent areas. While the Scottish government has
acknowledged these social inequalities in health, policy and action have yet to succeed in
making a significant reduction. As a result, this chapter undertakes an in-depth exploration of
the potential role of primary care in addressing health inequalities in Scotland. It starts by
setting out the foundations of primary care, including a discussion of Starfield’s widely
acknowledged key tenets of primary care and an overview of the primary care team, focusing
particularly on the role of GP. This is followed by a historical exploration of primary care in
Scotland, including key reforms in the GP contract, through to the structure and payment

mechanisms that exist in general practice today.

Chapter Two discussed the impact of socioeconomic factors on individual health, and this
chapter takes this argument further by examining the impact social deprivation has on general
practice. Deprivation presents a particular challenge to urban practices (and elsewhere) in
Scotland due to the challenging patient caseloads, represented by high levels of premature
multimorbidity. In response to these challenges, a number of GPs working in the 100 most
deprived practices of Scotland have convened in a group known as the Deep End. Practices
located in the ‘Deep End’ deal with ‘blanket’® deprivation (i.e. anywhere from 44-88% of their
patients live within the most deprived 15% according to the SIMD) as opposed to ‘pocket’
deprivation (i.e. a smaller percentage of patients living within the most deprived 15%) (Watt,

2012). This chapter suggests the Deep End group be conceptualised as a ‘critical case’ in

° ‘Blanket’ and ‘pocket’ approach were previously used to describe practice recruitment methodology in
the primary care health improvement programme, Keep Well (Wang et al., 2010).
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examining the potential role of general practice (including GP advocacy on behalf of their
patients) in tackling health inequalities. To conclude, this chapter explores the potential role of

primary care in both improving population health and addressing health equity.

3.2 Foundations of primary care

The origins of primary care lie in responding to the needs of sick individuals at stages of ill
health that can be dealt with in the community and do not require hospitalisation. This role is
found worldwide and carried out by a variety of practitioners. Yet primary care as a formalised
term has been linked back to a 1920 UK government white paper, known as the Dawson
Report, which recommended a specific organisation of the health system under a single
authority in Great Britain (Dawson, 1920; Starfield, 1998; Starfield et al., 2005). More than 20
years prior to the establishment of the NHS, the report distinguished three main levels of care:
primary health centres, secondary health centres and teaching hospitals (Dawson, 1920;
Starfield, 1998). Primary health centres were “intended to become the hub of regionalized
services” (Starfield et al., 2005, p.457) in Great Britain. Additionally, Dawson designated
primary health centres to be a combination of curative and preventive medicine delivered by
GPs and developed around the local needs wherein the centre was established (Dawson,
1920). While Dawson’s concept of primary health centres has been elaborated on, primary

care remains the recommended ‘hub’ of a health system (WHO, 2008).
3.2.1 ‘Primary care’ versus ‘primary health care’

Primary health care gained international importance in the WHO’s 1978 Alma-Ata
Declaration, defining it as “essential health care” which is “universally accessible.” The list of
primary health care services deemed ‘essential’ include: health education, environmental
sanitation, maternity care, family planning, childhood immunizations, treatment of common
childhood illnesses, and the prevention and treatment of malaria, tuberculosis, HIV/AIDS
(Disease Control Priorities Project, 2007; Starfield, 1998). Furthermore, primary health care
includes health policy (system level and service provision level) involving “services delivered
to individuals (primary care services) and population-level ‘public health-type’ functions”

(Muldoon, Hogg & Levitt, 2006, p.410).
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Although often used interchangeably (Muldoon, Hogg & Levitt, 2006), this thesis
distinguishes primary care from primary health care. Primary health care is a much broader
concept and denotes an overall “approach to health policy and service provision” (Muldoon,
Hogg & Levitt, 2006, p.411). Not only is public health closely aligned with primary health
care, it has also had considerable influence on its development; for example, many of the
‘essential” health services listed above were defined as ‘basic health services’ in 1953 by the
WHO Expert Committee on Public Health (WHO, 1995). These ‘basic health services’ were
later absorbed into the definition of primary health care and acknowledged as “the strategy for

achieving health for all” (WHO, 1995, p.2).

Primary care, in contrast, is more specific, focusing on clinical practice and the behaviour of
health service professionals, including interactions with individual patients (Muldoon, Hogg &
Levitt, 2006; Starfield, 2011). As Starfield (2004) notes, primary care is “conventional
primary medical care striving to achieve the goals of primary health care'®” (Starfield, 1998,
p.11)". Thus, primary care can be conceptualised as residing underneath the umbrella of
primary health care and, accordingly, primary care functions are more explicit than those of
general primary health care. Lying “between self-care and hospital/specialist care” (Smith et
al., 2013, p.9), primary care functions include: diagnosis, prevention and screening, triage and
referral to secondary services, care coordination (particularly for patients with
multimorbidities), treatment for episodic illness, and palliative care provision (Smith et al.,

2013).
3.2.2 Key tenets of primary care

Given its place at the centre of a health system, primary care has four main attributes that are
integral to an overall primary health care strategy. Starfield (1994) succinctly identifies these

as contact, continuity, comprehensiveness, and coordination; defined as follows:

*The overarching goal of ‘primary health care’ is health for all, incorporating strategies such as
community participation, self-reliance, and multi-sectoral linkages.

1‘Primary care’ is also defined as “the provision of integrated, accessible healthcare services by
clinicians who are accountable for addressing a large majority of personal healthcare needs,
developing a sustained partnership with patients, and practicing in the context of family and
community” (Shi, 2012).
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1. First contact — Primary care is a point of first-contact within a health system, i.e. this is
where patients often go first for medical attention and ideally should present no
barriers to access.

2. Continuity — Primary care provides continuity within the system as patients are able to
develop an on-going relationship with their GP, building productive relationships and
activity via serial encounters. This allows care to be placed in context (i.e. taking into
consideration the patient’s history, family situation, and socioeconomic
circumstances), making better use of short consultation times and allowing patients to
participate in decision-making as it relates to their health.

3. Comprehensiveness — Since it is often the first point of care for all patients—regardless
of gender, race, or socioeconomic status—primary care deals unconditionally with a
diversity of health needs and challenges.

a. Along with this point is the holistic idea of ‘person-centredness’'?, which is not
always included in Starfield’s original 4 C’s but is equally important (Starfield,
1994). As William Osler points out “it is much more important to know what
sort of patient has a disease than what sort of disease a patient has” (WHO,
2008, p.42). Considering that health is the result of multiple determinants—i.e.
social and environmental determinants such as socioeconomic status, housing,
work environment and education level have an influence on health, as
discussed in Chapter Two—putting people first becomes especially critical in
primary care. This involves understanding individual concerns and experiences
to facilitate holistic medicine, which incorporates a patient’s physical,
emotional, and social situation in their care treatment.

4. Coordinated care — Dependent on the support of a multitude of services and resources,
primary care acts as a hub from which care can be coordinated and navigated, reducing
fragmentation and complexity for the patient. Since primary care is often considered
the “hub of regionalized services” (Starfield, Shi & Macinko, 2005, p.457), it is seen to

provide a gate-keeping function to specialised services.

12Shortly before her death in 2011, when asked if ‘patient-centredness’ should be included as a 5" C,
Starfield replied, “if you provide care that is accessible, comprehensive, coordinated, and with good
continuity, then it will be patient-centered” (Stange, 2011, p.293).
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In addition to Starfield’s 4 Cs, ‘coverage’ can be added since widespread coverage improves
population health (provided there is universal access), especially when tied to quality of

services via audit and research activities (Starfield, 2004).
3.2.3 The primary care team in Scotland

Primary care services in Scotland constitute “services provided by health professionals in
either clinics and practices, or sometimes in a patient’s home” (Robson, 2011, p.4) and can be
accessed directly via self-referral. Approximately 90% of patient contact in Scotland is
conducted in primary care as 1) it is typically the first point of NHS contact for patients and 2)
primary care professionals act as ‘gatekeepers’ to secondary and tertiary services (Robson,
2011, p.4). Used loosely within the NHS, the term ‘primary care’ generally refers to GPs (also
known as general physicians or family physicians) and their teams (Lewis & Dixon, 2005). To
accommodate the wide range of health problems, these teams include a number of
professionals beyond the GP including: nurse practitioners, nurses, health assistants and
administrative staff (e.g. receptionists and practice managers). Beyond the typical GP practice
staff, additional professionals affiliated with primary care include: health visitors,
physiotherapists, dieticians, pharmacists, dentists and podiatrists. While receptionists and
practice nurses are employed within general practice, health visitors and district nurses

(though frequently attached to practices) are employed by the NHS.

While each player is vital to the overall functioning of a primary care team, this research
focuses on general practice and, more specifically, the role of the GP. Particularly within the
UK, GPs represent the professional group with the most power and status within the primary
care team. This power and status stems from their high level of education and remuneration in
comparison to other members of the team (e.g. nurses and health assistants), in addition to
their negotiating power as it relates to the GP contract (an item that will be discussed in further
detail below). Within Scotland, most GPs contract with the NHS—and therefore are not direct
salaried employees—to work in Scottish practices. As of September 2015, there are
approximately 4,938 GPs working in Scotland, comprising 42% male and 58% female GPs
(ISD Scotland, 2015).
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3.2.4 The role of general practitioner

From a patient’s perspective, the GP’s role is two-fold: to serve as an “interpreter and guardian
at the interface between illness and disease” and ““as a witness to the patient’s experience of
illness and disease” (Heath, 1995, p.26). The first aspect relates to Starfield’s concept of
continuity, wherein GPs often see patients through many years of significant life events
including major and minor forms of illness and disease (Heath, 1995). This places GPs in a
unique situation to assist patients in making sense of what they are going through (Heath,
1995). Furthermore, a relationship of solidarity is potentially afforded between GP and patient

as the former witnesses the latter’s suffering.

Parallel to these roles are those of ‘health system navigator’ and ‘gatekeeper’. This is because
individuals typically interface first with primary care (another aspect of Starfield’s 4 Cs),
necessitating assistance and guidance from the GP for accessing secondary and specialist
services (often via a referral)'®. These specialist services may fall outwith the health care
system (i.e. social care and housing), thus orienting the role of primary care and the GP within
the wider system of health and its social determinants. Due to the complexity of both the
health and social care systems, GPs are often needed to act as ‘navigator’ in helping patients

chart health and broader systems.

An additional role, not often acknowledged in the literature—but a central focus of this
research—is that of patient advocate. First recognised by Virchow over a century and a half
ago and later on by Sigerist in the mid-20" century, the advocacy role, according to Health
(1995), “underpins all else” (p.42) because the GP has a “wider social and political
responsibility to speak out on behalf of the most needy and least heard” (p.42). However, the
extent to which individual GPs accept and actively take on this role is unclear and is a key

issue to be explored in this research.

'® Access to unscheduled care (e.g. A&E and hospital services), however, is not typically controlled via
a GP ‘gatekeeper’.
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3.3 Primary care practice in Scotland
3.3.1 Historical foundations of primary care in the UK & Scotland

Historically, primary care in the UK (during the 19th century) was paid for according to what
patients could afford, and the Poor Law designated that charitable and state-funded
arrangements help the destitute. Risk pooling (as a payment mechanism) was first established
with David Lloyd George’s National Health Insurance Act of 1911 (The National Archives,
n.d.). However, this was limited to compulsory insurance for workers and did not provide
coverage for their families (or those out of work). The subsequent National Health Insurance
Bill of 1928 included minor reforms, but did nothing to extend population coverage (finally

achieved via universal coverage in The National Health Service (NHS) Act of 1948).

General practice, as a profession in Britain, emerged as the result of a “trade demarcation
dispute” (Heath, 1995, p.26) during the 19™ century, between surgeons and physicians
(jointly), and apothecaries. Since then, the referral process (i.e. GPs acting as gatekeepers to
secondary and specialist services) has been lauded as “one of the great successes of the British
health care system” (Heath, 1995, p.26) and recognised for its general cost-effectiveness
(according to the Commonwealth Fund’s international ranking of health care systems) (Davis

etal., 2014).

In terms of service provision, the first semblance of practitioner organisation occurred in 1912
when the Dewar Committee recommended the health service be run by the state as a way of
addressing remote and rural access challenges in Scotland (Dewar Report, 1912). The Dewar
Report suggested a more formalised structure to ensure the development and administrative
coordination of public services provided an adequate financial base for general medical
practices. This included the centralisation of services, local authorities were to “prepare a
scheme of improved medical and nursing service for submission to the central authority”
(p.36), and a guaranteed minimum income for “every medical practitioner recognised by the
central authority” (p.37). Subsequently, the Highlands and Islands Medical Service (HIMS)
was created the following year, putting into practice much of the Dewar Report’s
recommendations, including a basic income for doctors (Ournhsscotland.com, n.d.). State-

provided health services for the rest of the UK would not come until later, with the creation of
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the NHS in 1948. Spearheaded by the Minister of Health at the time, Aneurin Bevan, the NHS
Act of 1948 entitled everyone to register with a GP, in general without duplication, and
provided whole population coverage via the sum of thousands of clinic populations. This was
a historical occasion in terms of health care access, as medical care would be free at the point
of delivery, funded through general taxation. Additionally, independent contractor status was
affirmed at the same time (i.e. GPs as contracted employees of the NHS versus salaried GPs
employed directly by health boards), enshrining issues of engagement with GPs (Webster,
2002), which persist in contemporary general practice, and is resultantly a focus of exploration

in this thesis.

At the start of the NHS, general practice was isolated and largely unorganised. In his 1950
report (commissioned to assess the overall quality of general practice in England), Collings
described general practice as ‘bad’ and ‘deteriorating’ (Petchey, 1995; Webster, 2002). In
particular, he described inner city practice as "at best ... very unsatisfactory and at worst a
positive source of public danger" (Collings quoted in Petchey, 1995, p.311), identifying the
need to explicitly outline the function of general practice amidst its ‘troubled’ state (RCGP,
2012a). Consequently, the year 1952 saw the creation of the Royal College of General
Practitioners (RCGP). The intent was to provide an “academic body to support good standards
of practice, education and research” (RCGP, 2012a, n.p.), thus supporting general practice as a

profession.
3.3.2 General practice — 1960 into the 21° century

By 1965 the need for change in general practice was clear; GPs threatened ‘mass resignation’
unless the NHS committed to a new GP contract (Lewis, 1998). Negotiations were dominated
by income concerns, including a revision of the pay structure and “benefits of salary without
moving to a salaried system” (Lewis, 1998, p.135). Two major outcomes of the 1966 GP
contract were largely organisational—the increase in group practices (i.e. the decline of single-
handed practices) and financial assistance (and incentivisation) to employ ancillary staff
(Lewis, 1998). Perhaps another vital consequence of the 1966 contract was the persistence of

professional autonomy for GPs, a key principle explored in the following chapter.
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Since the 1966 GP contract failed to address the ‘content of general practice’, the following
decade and a half was marked by inconsistency in practice leading to overarching concerns
over cost and quality, as noted in the Government’s 1986 Green Paper, Primary Care—an
Agenda for Discussion (Lewis, 1998). The follow up White Papers, Promoting Better Health
(1987), and Working for Patients (1989) revolved around market-oriented services in the form
of performance incentives to increase efficiency and patient choice (Ritchie, 2003). The result
in the 1990 GP contract was a focus on capitation payments and a fundholding scheme
wherein participating practices were given a budget to negotiate secondary care contracts and
had the right to keep any savings. This scheme was meant to be an incentive for GPs to
manage costs, but was ultimately abandoned in 1997 due to the unintended creation of a ‘two-
tier system’ in terms of patient access, for fundholding and non-fundholding practices (Le
Grand et al., 1998). However, another point of the 1990 contract remained—the use of
financial incentives to perform various population health improvement activities—indicating

the government’s attempt to exert managerial control over GPs (O’Dowd, 2013).

Post 1990 contract (and fundholding abolition), there was a shift towards improving
partnerships between the Scottish Government and medical professionals, as outlined in the
1997 White Paper, Designed to Care: Renewing the National Health Service in Scotland. For
primary care this meant the creation of Primary Care Trusts, operating under the direction of
Health Boards, and their subsidiary Local Health Co-operatives (LHCCs). These LHCCs
replaced the unsuccessful GP fundholding scheme and established networks of general
practices. Another key change in 1997 was the inception of Personal Medical Service (PMS)
Agreements, providing an alternative to General Medical Service arrangements (the standard
contract) through local negotiations between the Health Board and practice (BMA.org, n.d.).
These are known as ‘17C’ practices in Scotland and were initially piloted as a significant
attempt to enable professional flexibility for practices to cater to local needs. PMS agreements

continue to exist today, albeit with updates from the 2004 contract.

In attempts to further devolve power to local health services and ‘frontline staff” as well as to
establish greater links with local authorities and the voluntary sector, Community Health
Partnerships (CHPs) were announced in 2003 as a replacement for LHCCs. NHS Boards were

tasked with establishing CHPs roughly corresponding to council areas and were placed in
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control of CHP funding according to specific provisions outlined in the National Health
Service Reform (Scotland) Act 2004. In the original announcement Scotland’s Health Minister
at the time, Malcolm Chisolm, stated the intent of CHPs to foster partnerships between GP
practices and hospitals in the provision of care “closer to home for those with chronic diseases
such as diabetes, asthma and coronary heart disease” (Scottish Government Archives, 2003).
Specific instruction as to the structure of CHPs or how they would function, however, was left

to Board discretion, with the first CHPs operational in 2005.

3.3.3 Contemporary primary care practice in Scotland and the 2004 nGMS

contract

Presented in 2003 and introduced in full the following year, the UK-wide new General
Medical Services (nGMS) contract was the culmination of ‘prolonged’ negotiations between
GPs (represented by the British Medical Association’s (BMA) General Practitioner’s
Committee) and the NHS Confederation (Audit Scotland, 2008). Building on the 1990
contract’s financial incentives, the 2004 contract extended this approach to incentivise the
mass delivery of interventions of proven effectiveness (including points on targeting and
performance monitoring), with approximately 150 quality indicator targets (O’Donnell et al.,
2011). As a result of the contract, there were several major changes including: the NHS
contracting exclusively with practices (as opposed to individual GPs); the division of service
provision into essential, additional, and enhanced services; the ability to opt out of out-of-
hours work; and the introduction of the Quality and Outcomes Framework (QOF) (O’Donnell
etal., 2011).

The resulting payment systems for general practice under the 2004 nGMS contract fall within

three categories (adapted from Audit Scotland, 2008, p.8 and O’Donnell et al., 2011, p.36):

1. Weighted capitation (i.e. the ‘global sum”) — The global sum payment is given to all
practices for the provision of ‘essential services’, i.e. those considered part of basic
primary care services such as, first point of contact, home visits, referrals, and
coordination. Immunisations, cervical screening, maternity services, and out-of-hours
services are considered ‘additional services’ and are considered optional for practices;

however, payment is reduced if practices ‘opt-out’ of these services. This constitutes
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the largest portion of practice income and is supposed to reflect practice population
needs (i.e. elderly patients and morbidity/mortality levels of the local area). However,
McLean et al. (2015) recently challenged the extent to which this is adjusted for
deprivation levels (and the corresponding multimorbidities).

2. QOF payments (i.e. ‘pay for performance’) — These performance measures are based
on ~150 quality indicators including both organisational (e.g. staff-related training and
patient satisfaction) and evidence-based clinical measures (e.g. 90% of patient
population must reach a specified clinical target such as blood pressure at a particular
level). Practices achieve ‘points’ based on these measures, which translate into variable
payments according to the number of points achieved and weighted by population and
disease prevalence. The intent of the QOF is to ‘incentivise’ high quality care within
practices.

3. ‘Enhanced Services’ payments — These optional services are considered separate
from the ‘additional services’ under the global sum and are typically associated with
more specialised care. They are categorised as ‘directed enhanced services’ such as flu
and childhood immunisations, ‘national enhanced services’ chosen by the NHS board,
or ‘local enhanced services’ targeted towards local needs such as alcohol and drug
treatment and care for homeless people. Payment rates for the first two types are set

nationally while NHS boards set the payment rates for local enhanced services.

Practices today operate under one of three contract types: the 2004 nGMS contract (known as
a 17J contract), a 17C contract (i.e. PMS agreement) or a 2C contract, where the practice is
directly employed by an NHS board. As of 2015, approximately 82% of practices operate
under the nGMS contract, 13% have a 17C contract and health boards operate the remaining
5% of practices (2C contract) (ISD Scotland, 2015a). Additionally, 978 out of the 987" total
practices in Scotland took part in QOF during the 2014/15 reporting year (ISD Scotland,
2015b). For 2014/15, the average number of QOF points achieved by nGMS practices was
645.4 out of a maximum 659 points. This resulted in an average QOF payment of £95,000 to
nGMS practices (compared to £130,600 in 2013/14, a decrease which is primarily attributed to

" The number of practices in 2015 decreased to 981 (ISD Scotland, 2015a)
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the reduction in total points from 923 to 659) (ISD Scotland, 2015b). In terms of success, QOF
has reached almost 100% engagement with practices in addition to developments and
improvements in information gathering and team working; its impact on inequality, however,

is considered later in this chapter.
3.3.4 Current structure of primary care in Scotland

NHS Scotland'® remains the primary state body for providing comprehensive health care
services, ‘free at the point of use’, in Scotland. The ‘delivery of frontline healthcare services’
(e.g. primary care) and the responsibility for improving and protecting population health in
Scotland, however, falls under 14 regional NHS Boards (NHS Scotland, 2014). The NHS
Greater Glasgow and Clyde health board was established in 2006 as the union of NHS Greater
Glasgow and NHS Argyll and Clyde and contains six CHPs including: Glasgow City CHP,
East Dunbartonshire, West Dunbartonshire, Inverclyde, Renfrewshire, and East Renfrewshire.
Figure 3.1 (Robson, 2011) is a comprehensive overview of the current organisation of the

NHS in Scotland.

'® The National Health Service (Scotland) Act 1978 provided the legal framework for NHS Scotland
while health policy was devolved to Scottish Parliament in 1998 (Robson, 2011).
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Figure 3.1 Current organisation of the NHS in Scotland (adapted from Robson,
2011, p.6)

In order to maintain the local planning and delivery of primary care and community-based
resources, CHPs are intended to improve relationships between health and social care services
(Robson, 2011). Since the majority of GP practices within Scotland are either on a nGMS or
17C contract, GPs remain independent contractors to CHPs and the corresponding NHS
Board. While individual practices employ their own administrative and practice nursing staff,
part of the team may include staff directly employed by the NHS, such as health visitors
(Robson, 2011). Furthermore, it is important to note that the population registered to a GP
practice may not all fall within the corresponding CHP (Tomlinson et al., 2008).
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