
Letter from Glasgow

HEALTH INEQUALITIES IN SCOTLAND
The UK (and Scotland within it) is relatively rich and the health
of the population has been improving slowly and steadily as the
UK has become wealthier, better fed, clothed and housed. In the
nineteenth century public health won the battle to ensure clean
water and adequate sanitation for the population. In the post-
World War II era, efforts were mounted on a new war on ‘squalor,
want, ignorance, idleness and disease’ through enacting the
recommendations of the Beveridge Report.1 It was from this that
the post-war Labour Government under Prime Minister Attlee
founded the National Health Service (NHS) in the summer of
1948. On this, the 60th year of the founding of the NHS, there have
been many expressions of support across the political spectrum
for the principles of the NHS, the basic tenets of which are that
healthcare will be based on clinical need and not the ability to pay,
and the service will be free at the point of use.

And yet, despite all the advances and admiration for what the
NHS has accomplished, one fact remains—health inequalities
remain a problem in Scotland and in the other countries of the UK
(England, Wales and Northern Ireland). By health inequalities I
mean differences in morbidity and mortality between different
sections of society. This can include differences, for example,
between the genders, between people in different geographical
locations, between different ethnic groups, but importantly between
different socioeconomic groups. ‘Health inequalities—it’s the
problem that refuses to go away’ say observers of health in
Scotland and the UK, noting that although health has improved
across the population, it has improved faster in those who are in
the higher socioeconomic (richer) groups.

The distribution of disease (and health) in populations is the
‘bread and butter’ of public health, and studying and attempting
to reduce health inequalities has always been of importance to
public health in the UK. I have to confess that, as a trainee in
general practice (which I found both fascinating and rewarding),
it was the issue of health inequalities that took me into public
health. I remember vividly, in the general practice in which I
worked and which covered deprived areas of Edinburgh, dealing
with issues of poverty and the resulting health problems. While I
knew that as a doctor I could help my patients on an individual
basis, I became aware of the need, and possibility, of effecting
change at a group and population level.

I know that medical training focuses on the individual and the
satisfaction of doing the best for a patient—assessing the patient,
making the diagnosis, treating and then following up progress is
what excites and motivates medical students and doctors. Therefore,
moving the focus from the individual to the population is not easy
for many doctors. And yet I hear from more and more senior
doctors (and other clinicians) of the importance they have attached
later in their careers to public health and the epidemiological
approach to their specialty.

So what of health inequalities in Scotland? For readers of the
Journal the concept of tackling health inequalities in developed
(or rather post-industrial) societies such as Scotland and the UK
may seem odd and they may think that there may be better things
for public health physicians to do. As some will know, the UK has
a long history of describing and thinking about health inequalities,
but in recent times the seminal work was the Black Report2

published in 1982 which brought together data on mortality and
morbidity in relation to socioeconomic status. Too often the
information is tempered by the need to be precise in health writing
but the message of the Black Report was clear: ‘the poorer you are
the more you suffer ill-health and the earlier you die’. It will come
as no great surprise to readers that the right-wing Conservative
Government that came to power in the UK in 1979 ignored the
Black Report and, indeed, did everything to bury its message and
denigrate it.

Other reports have followed such as the report from the King’s
Fund,3 and the Acheson Report4 commissioned by the then new
Labour Government in the UK in 1997. Scotland, since devolution
and the Scottish Parliament was created in 1999, has looked at the
issue. In 2002, the Public Health Institute of Scotland published
Health inequalities in the New Scotland,5 which covered
geographical and social inequalities, patterns and trends, area
policies to tackle inequality, labour market policies, policies for
children, and social justice. In the report, Blamey et al. concluded
that health inequalities reflect wider socioeconomic inequalities
and tackling them requires a multifaceted response—one which
the Scottish Executive (now Scottish Government) recognized
and were acting on. The second conclusion was that measuring
health inequalities was important so that changes could be
monitored.

Now, with a minority Scottish National Party Scottish
Government in power since May 2007, they have continued to
prioritize tackling health inequalities. June 2008 saw the publication
of Equally Well—the Report of the Ministerial Task Force on
health inequalities.6 It states it is based on the latest evidence and
the actions will put Scotland in the forefront internationally in
tackling health inequalities. The Report notes that Scotland’s
health is improving, but health inequalities remain, for example,
in 2006 men had an average ‘healthy life expectancy’ of 67.9
years and women 69.0 years. In the 15% most deprived areas of
Scotland men could expect 57.3 years of ‘healthy life expectancy’
and women 59.0 years. Although the Report has 78 recom-
mendations, 29 of which are ‘key’, the 6 crucial points regarding
health inequalities in Scotland can be summarized as follows:

1. Health inequalities are still a major problem.
2. Poorer people continue to have poorer morbidity and higher

mortality.
3. Increasing health life expectancy will assist the government in

its economic development goals.
4. Narrowing health inequalities requires action across statutory

and non-statutory sectors.
5. Priorities include young children, heart disease, mental health

and problems associated with substance misuse.
6. Only major action across a number of interrelated areas, e.g.

education, social and health services can reduce health
inequalities.

This is only the start as the Scottish Government is to produce
an Implementation Plan at the end of 2008 which will describe
how the recommendations will be turned into actions including
the responsibility of organizations at national and local levels.

Added to the mix of the Implementation Plan will be the
findings from the WHO Report ‘Closing the gap in a generation’7
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which has received extensive coverage in Scotland, not least
because of the Scottish example it used (see below). This is a report
from WHO’s Commission on Social Determinants of Health chaired
by Professor Michael Marmot. Having spent 3 years on their task
of analysing the social determinants of health internationally, the
Report concludes that ‘social injustice is killing people on a
grand scale’. It notes that a boy in Calton, a deprived area in the
east end of Glasgow, can expect to live for 54 years compared with
82 years in Lenzie, an affluent area only 8 miles away. The
average life expectancy at birth for the UK is 79 years and that for
India is 62 years. Of course, there will be great differences in life
expectancy between different groups within India but this indicates
how great a challenge health inequalities pose in Scotland and
the UK. And of course the message is that health services can only
play a part in reducing health inequalities—actions are needed
across a wide range of policy areas. Health inequalities might not
‘go away’ but we can reduce them and improve health and social
justice for the weakest in our society.
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Letter from Mumbai

SAY ‘WHEN’
As the host pours the amber fluid from his crystal decanter into the
glass, he turns to his guest and asks him to say ‘When’. The guest,
depending on his choice of a peg, a Patiala peg or a Parsee peg,
nods approval and requests the host to stop pouring when his need
is met.

A somewhat analogous situation arises from time to time in
hospitals frequented by those to whom cost is of little concern.
Loaded with unlimited funds or blessed by the fact that the
company or organization is footing all bills, they demand and
obtain the best, latest and most expensive medical care. ‘Please do
all you can for my patient,’ the relative importunes the physician,
adding for effect, ‘costs are of no concern’.

There appears to be nothing objectionable in such a request
apart from the slight that implies poor care for those patients who
find costs a real concern.

Under certain circumstances, however, such an attitude on
the part of the family can work against the patient’s interest.
Consider the patient with a highly malignant tumour in the
dominant parieto-temporal brain that has been excised within
the limits of safety and later treated with irradiation therapy and
appropriate chemotherapy. As the tumour continues to grow and
causes headaches, nausea, difficulty in talking, loss of memory
and right limb weakness, the patient is brought back to the
hospital. The magnetic resonance scan shows a large, vascular,
solid tumour now spreading into the basal ganglia and
thalamus. Common sense would suggest the need for palliative
therapy but the aggressive relatives, demanding that everything
possible be done for their patient, may spur the neurosurgeon to
further attempts at excising the tumour, the chemotherapist to
use even more toxic drugs. Should the treating team be overly
ambitious, it will use such experimental substances as tumour

necrosis factor or angiogenesis inhibiting factor instilled into
the depths of the tumour or into the major blood vessels on
the side of the tumour. The insertion of a central venous
catheter, Foley catheter, arterial catheter and eventually an
endotracheal tube for artificial ventilation leave the patient in
silent misery of the most abject kind should he, unfortunately,
retain consciousness.

This is one circumstance when the poor patient is truly blessed.
Lacking the means for such heroic and spectacularly unsuccessful
therapy, he will have been taken home where caring relatives will
do all they can to keep him comfortable and pain-free till merciful
death offers him release from all mortal suffering.

The experienced physician knows when not to treat and the
wise physician will counsel the family against prolonging the
process of dying while under the misapprehension that they are
enhancing life. When the family is hell-bent on obtaining the best
and the latest treatment to the bitter end, however, such counsel
falls on deaf ears.

WHEN COMPLICATIONS ARE PROFITABLE!
At the neurosurgery departments of the teaching hospitals where
I spent the better part of my life, complications during the
treatment of a patient were feared. This was especially so after
surgery. When complications did occur, they caused agonizing
searches for what had gone wrong. When they proved fatal, we did
our best to obtain an autopsy so as to learn the exact nature of the
cause of death and how it was related to our operation. On most
occasions the nature and spread of the disease were responsible for
the tragic end. In a few cases we were chastized by the discovery
of a fault in the operation—an example being the inadvertent
injury to an important artery or vein that had resulted in extensive
damage to the brain.
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