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and women of us. One word of caution. Make sure the scan centres
reduce their charges by the amount they were paying the referring
doctors. Let them not take it as a windfall and pocket the
difference.

Letter from Glasgow
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M. K. MAN!

HEALTH INEQUALITIES: IS THERE A 'SCOTTISH
EFFECT'?
Often people take things at face value and rarely look beyond the
immediate situation or evidence. We all like to think that doctors
are above this and our training and experience equip us to deal
with things critically and objectively. That is why when you ask
people what is the main cause of premature (under 75-year-old)
death in Britain, doctors will say coronary heart disease (CHD).1
They are right; and yet they are also wrong. CHD may indeed be
the cause ofdeath on the certificate, but an equally compelling
argument can be made to ascribe premature deaths to poverty
which results in major health inequalities. It should come as no
surprise to anyone that in Scotland the life expectancy of people
in the lower social groups (65 years) is about 10 years less than
those in the higher social group (75 years).

Poverty and health inequalities are not just a feature of Third
World countries, they are inherent in industrially developed
countries as well. The issue is less of absolute poverty and more
of relative poverty. It is not one of having enough to survive,
although some groups such as rough sleepers in cities face this
daily struggle. If citizens are denied what is seen as the 'norm' to
function in society, then significant stresses are placed on them.
One example of this is access to a car. A car is a luxury in many
countries, but in Britain as in other industrialized countries, it is
the norm. However, car ownership may have a major impact on a
family if they are financially just managing and no more. For
instance, if the car needs a major repair or four new tyres the
family may come under immense financial strain to keep running
the car, resulting in psychological stress.

Following the ascent to power by the present Labour Govern-
ment in May 1997, the new Secretary of State for Health, Frank
Dobson, set up an independent inquiry into health inequalities by
a scientific adviser. The group was chaired by Sir Donald Acheson,
a former Chief Medical Officer for England and adviser to the
World Health Organization. His report," The Independent Inquiry
into Inequalities in Health, was published in November 1998, and
is known as the Acheson Report. The Acheson Report was given
the remit to:

- summarize the evidence of inequalities of health and the
expectation of life in England and identify trends; and in the
light of the review,

- identify priority areas for future policy development ... likely
to offer opportunities for Government to develop beneficial,
cost-effective and affordable interventions to .reduce health
inequalities.

There was a rider to the second part of the remit in that policy
proposals were to be based on scientific and expert evidence, and
be within the broad framework of the government's financial
strategy.

The approach of the group was to place their work in a histori-
cal context adopting a socio-economic model of health and health
inequalities. They argued for the need to intervene on a broad
front encompassing social structure and policies, social environ-
ment and culture, health behaviour, genes, early life, health and
other services, and pathophysiological changes. For all the pain-
staking work the group did-the references alone are invalu-
able-the conclusions came as no surprise. The Acheson Report
in 1998 resonates with the Black Report' of 1980--that health
inequalities in England are a major problem requiring sustained
and comprehensive action. Incidentally, the Black Report was
commissioned by the Labour Government in 1978 but was
promptly buried by the Conservative Government in 1980 since
it was ideological anathema to them. The Acheson Report also
reveals that over the past 20 years the gap in health inequalities has
steadily increased and that material deprivation (wealth, or lack of
it) is a principal cause of this increase.

There has been much discussion about how to implement the
findings of the Acheson Report, nationally (by the national
government and national organizations) and locally (by health
authoritieslboards, local government, and local communities).
Black et al.' stated that there should be a staged programme of
action by the national government, which includes adequate
benefits for poor people, especially families with young children.
In addition, future policy proposals that affect income should be
accompanied by estimates of their impact on the distribution of
income and effects on health (a health impact assessment), and an
annual determination of what an 'adequate' level of benefit is.

In Scotland, as elsewhere in Britain, health inequalities have
worsened in the past 20 years. There is little doubt that the
economic and social policies pursued by the previous Conserva-
tive Government from 1979 to 1987 exacerbated health inequali-
ties which were documented in the Black Report. On top of this
work, some evidence reveals that in Scotland-with its distinct
culture, legal system and new Scottish Parliament-there may be
other forces at play further worsening the health of Scots. S The
occasional paper from the new Scottish Council Foundation
argues thatthere may be a 'Scottish effect' on health which comes
into play.

Scotland's health has improved over the past 50 years with
better housing, education and a 7-year improvement in life-
expectancy to around 75 years. Of course, there are socio-
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economic differences with poorer people improving more slowly,
but there has been progress in all social groups.

What is disturbing is that the improvement in recent years has
been slower in Scotland than in England. Dorling" studied Stan-
dardized Mortality Ratios (SMRs) in local government areas in
Britain. He found that for the 20 years (early 1960s to early 1980s)
Scotland's overall SMR was 10%-12% above the rest of Britain.
This arose not because of an increasing death rate but because the
rate of improvement was smaller than for the rest of Britain. The
question thus posed is, why? Two hypotheses have been sug-
gested:

1. First, there are no major differences between Scotland and
England in standardized death rates, but in Scotland the overall
SMR is worse because it has a higher proportion of population
which is disadvantaged.

2. Second, Scots may have higher standardized death rates than
that for England because there is an additional 'Scottish effect'
beyond that due to deprivation.

The paper goes on to consider the evidence around working
and living conditions, social and community networks, lifestyle
factors, and socio-economic and population characteristics. It.
shows that the risk of dying early (before 65 years of age) was
greater in all socio-economic groups in Scotland than in the rest
of Britain, and socio-economic inequalities were greatest in
Scotland. The Scottish Council Foundation states that this is a
double-whammy which requires further analysis so that policy-
makers, including the new Scottish Executive and Scottish Parlia-
ment, can understand and tackle it.
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There are no easy answers or quick fixes to health inequalities
or why Scotland appears to be behaving differently from the rest
of Britain. What is clear is that health inequalities have, at least,
been acknowledged by the government. A start, however modest,
has been made by the government to improve the socio-economic
conditions of the poorest in Britain. The government is not going
as fast as its critics would like, but narrowing health inequalities
means narrowing the income and wealth differentials between the
poor and the rich. To say this is a tricky issue for any government
is a political understatement. The race to narrow health inequali-
ties by the government is a marathon which has just started. It
requires sound tactics and correct pacing-sprinting for a quick
fix will help no one. I, for one, will be keen to monitor the govern-
ment's progress through the various milestones in the race.
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H. S. KOHLI

A major pre-occupation (apart from the war in Kosovo, which I
hope will be over by the time this is in print) is the controversy
over genetically modified foods and crops. It all started with the
revelation that Monsanto, the American agrochemical giant (pro-
ducer of Agent Orange, the defoliant used in Vietnam, and
'Roundup' [glyphosate, the widely used weed killer)) has been
sending to the United Kingdom soya products containing a
mixture of genetically modified and ordinary soya. Monsanto
claims that it is too expensive to separate the two types.

It was then discovered that, for the past year at least, there has
been on sale a vegetarian cheese made with the recombinant
enzyme chymosin, and tomato paste made from tomatoes geneti-
cally modified to increase their shelf-life. Further investigations
by anti-genetically modified groups have found that around 60%
of manufactured foods contain the mixed soya as a 'filler' (or less
euphemistically, an adulterant). It is true that at this stage there is
no evidence that anyone has been harmed by these foods, but the
fear persists that genetically altered food constituents might
produce new forms of allergy or contain toxic compounds.

All this came as a shock to the consumer whose faith in
government pronouncements and food safety regulations had

been badly shaken by the Bovine Spongiform Encephalopathy
fiasco and the outbreak of E. coli 0157 food poisoning in Scot-
land. A further blow to official credibility was the scare produced
by an injudiciously phrased statement from the Department of
Health in 1995 about the risk of thromboembolism from 'third-
generation' contraceptive pills. Thousands of women stopped
taking the pill and it is estimated that this resulted in 30 000
unintended pregnancies and 14000 more than the expected
number of abortions. The Department of Health has now changed
its advice and puts the risk from any sort of contraceptive pill as
'very small', but many women remain suspicious.

The discussion has now moved to genetically modified crops.
This is potentially a much more serious issue. Various commer-
cial crops such as cotton, oilseed rape and maize (com) have been
made resistant to weed killers, and insect-resistant potatoes have
also been produced. Here the concern has been that weed killer
resistance could be transferred to related wild species, producing
'super weeds'. A recent report' has shown that this has indeed
happened; pollen has spread from a trial field of genetically
modified oilseed rape to wild turnip plants; the hybrids were
resistant to weed killer.


