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Health Inequalities - Access to Services 
 

BMA Scotland 
 
Introduction 
The British Medical Association is a registered trade union and professional 
association representing doctors from all branches of medicine.  The BMA has 
a total membership of around 150,000 representing around two-thirds of all 
practising doctors in the UK.  In Scotland, the BMA represents around 16,000 
members. 
 
Although Scotland’s post-devolution policy approach to addressing health 
inequalities has generally been well received, health inequalities have 
remained stubbornly persistent.  Current welfare reforms and economic 
pressures seem likely to exacerbate health inequalities.  Hence, there are still 
significant challenges to overcome in reducing health inequalities gap 
between the richest and poorest in our society and improving general 
population health. It is widely recognised that the most important policy levers 
for responding to health inequalities are outwith the realm of health policy and 
include employment, education, fiscal, housing and other welfare-related 
policies.  An integrated approach to health inequalities is essential for  
reducing these health differences.  
 
However, the focus of this inquiry is on the extent to which inequalities in 
accessing healthcare contribute to health inequalities in Scotland.  We put this 
question to a number of our GP representatives and the following submission 
summarises the issues they raised. 
 
What are the key barriers for people in deprived areas accessing primary, 
secondary and tertiary healthcare?  
 
Time – With only 10 minutes available for each appointment, it is very difficult 
to fully address some of the complex needs that people from deprived areas 
tend to have. 
 
Advocacy – Many people from deprived areas and the elderly benefit from 
having an advocate to help guide them through the system. This is something 
that GPs do very well but lack the time to do it as properly as they could. 
 
Primary healthcare team – The disintegration of the practice based extended 
primary care team, including health visitors, can have an impact on health 
inequalities.  By working closely together health professionals are in a better 
position to share information to ensure that people get the best support from 
their NHS.  In addition, if services are provided in one local place, access 
becomes easier for those who require a number of services. 
 
Health and social care integration – We believe that greater integration will 
lead to better communication between the professions and the services.  In 
particular, better links with the mental health team would improve the service 
for many people. 
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Extended hours – Often low paid workers are reluctant to take time off from 
their work to attend their GP practice.  Extended practice hours have not 
addressed this issue because services outwith those provided by the GP 
surgery are not available during these times.  For example, blood tests will not 
be collected until the following day. 
 
Continuity of care – Homelessness and short term housing arrangements can 
lead to a higher turnover of patients in deprived areas, which in turn affects 
the ability of doctors to provide continuity of care.  
 
Availability of local outpatient appointments – If there are no appointments 
available locally, people have to travel long distances (for example, people in 
Grampian could be offered an appointment at Clydebank) which can be very 
difficult for those who are less well off.  This can affect their ability to accept 
such appointments and they lose their place on the waiting list. 
 
Other factors which can create a barrier for people in deprived areas 
accessing healthcare services include literacy, access to translators and 
access to transport. 
 
What barriers exist for specific groups e.g. migrants, older people?  
 
Older people – Access to transport can be an issue for older people, making it 
a challenge for them to attend appointments.  For those who are unable to 
drive, the availability of good transport links is required, but many find this 
difficult to access due to their ill health. In addition, there is limited time for 
home visits and so acute conditions must be prioritised.  Community nursing 
could provide some support to older people, but again there are inadequate 
resources to visit all those who would benefit. If more resources were 
available, then specialists, including dentists, optometrists and secondary care 
health professionals could provide more home visits, which could improve 
access to healthcare services.  Deafness and visual impairments also act as a 
barrier, and additional support for these people would be beneficial. 
 
Residential care homes – These homes have a specific population of 
vulnerable elderly with complex medical needs for which there is no adequate 
resource for general practice to manage. 
 
Mental health – Currently there are many people with mental health problems 
who do not have access to support workers in the community.  Those who do 
benefit greatly from this resource and are better equipped to navigate the 
healthcare system.  
 
Migrants – Migrant workers tend to be relatively low paid and find it difficult to 
take time off work to see their GP. Cultural attitudes towards health, a lack of 
language and poor availability of translation services can also act as barriers 
for many. 
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Conclusion 
There are a range of barriers to accessing health services both for those from 
deprived areas and those from specific groups such as older people and 
migrants. Many of these could be addressed by providing additional support 
and resource to the NHS, but there are wider issues that need to be 
considered if we are to reduce the health inequalities gap.  These include 
housing, employment and education.  An integrated approach to health 
inequalities is therefore required if we are serious about reducing these health 
differences. 
 
 
BMA Scotland 
1 April 2014  
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Health Inequalities - Access to Services 
 

GPs at the Deep End 
 
ADDRESSING THE INVERSE CARE LAW IN SCOTLAND 
The availability of good medical care tends to vary inversely  
with the need for it in the population served. 
Julian Tudor Hart, Lancet 1971     
 
The inverse care law in Scotland is a policy which constrains good medical 
care in deprived areas, resulting in under-achievement by the NHS in 
mitigating the effects of poor health and addressing the longstanding nature of 
health inequalities. 

 
This figure, from The Shape of Primary Care (Glasgow Centre for Population 
Health, 2008), encapsulates the inverse care law as it currently operates in 
Greater Glasgow and Clyde (but a similar figure could be produced for 
Scotland as a whole). 
 
While three separate measures of ill health (Yellow – self-reported health 
under 65, reported in the Census; Blue – standardised mortality ratio under 
75; Blue – long term limiting illness under 65, reported in the Census), 
increase by 2.5-3 fold between the most affluent and most deprived tenths of 
the population (from left to right in the figure), the distribution of general 
practitioners (Black line) is virtually flat. 
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The figure explains why, in a study of 3000 general practice consultations in 
the West of Scotland (Mercer & Watt, Annals of Family Medicine 2007;5:503-
10), consultations in deprived areas were characterised by: 
 

 More multimorbidity and social problems 

 Less time 

 Less patient enablement (especially for patients with mental health 
problems, which is the commonest co-morbidity) 

 Increased practitioner stress 
 
When there is insufficient time to address patients’ problems, needs go unmet 
and do not result in health care activity. When health care activity is used as a 
proxy measure of need, unmet needs are missing from the data, helping to 
explain the serial failure of the Arbuthnott Report Fair Shares for All, and the 
work of the NRAC, to address the inverse care law in Scotland. 
 
Most causes of poor health and health inequalities operate outside the health 
service, but the NHS can exacerbate them if care is delivered inequitably, on 
the basis of need. 
 
Tudor Hart identified three principal explanations of the inverse care law: 
 

1. The effect of markets on health care, failing to provide for the majority 
what they provide for the few 

2. The lack of resources in deprived areas 
3. The ability of some social groups to make better use of the NHS than 

others 
 
The second and third explanations still operate in Scotland. 
 
Universal coverage is essential but does not in itself ensure that needs are 
met. In practice, the task of assessing needs and delivering care 
proportionately falls to front line practitioners. In hospital this is generally 
achieved, but in primary care general practitioners are constrained by lack of 
time. 
 
On 10th April 2013, the report of the Public Audit Committee on Health 
Inequalities to the Scottish parliament recommended, 
The Health and Sport Committee may wish to pursue the possibility of the 
Scottish Government overcoming the practical barriers to collating WTE 
headcount figures for GPs, and providing this information broken down 
according to level of deprivation.” 
 
This recommendation appears to have fallen at the first hurdle. The most 
recent ISD Workforce Survey in 2013 (in a 68% sample of Scottish practices – 
41% in Greater Glasgow) estimated GP WTE input at 7.3 per 10,000 patients 
for Scotland as a whole, 6.8 in Greater Glasgow (where 84 of the 100 most 
deprived practice populations are based), 6.0 in Lanarkshire, compared with 
7.3 in Grampian, 7.4 in Lothian, 7.6 in Tayside and 10.6 in Highland, but there 
was no attempt to analyse these data “according to level of deprivation.” 



HS/S4/14/11/1 

6 

This briefing paper addresses the issue of GP manpower but the whole 
primary care team is under pressure in very deprived areas. Similar scrutiny 
should be applied to the distribution and workloads of health visitors, 
community midwives, district nurses and others. 
 
Addressing the inverse care law is not an end in itself, but an essential first 
step in ensuring the equitable delivery of integrated care, as the NHS gears 
up help people live better and longer lives with multimorbidity (1). If such care 
is not delivered equitably, inequalities in health will widen. 
 
Until 2009, General Practitioners at the Deep End, working in the 100 most 
deprived communities in Scotland, had never been convened or consulted by 
anyone. For 5 years the group has campaigned to draw attention to the gross 
circumstances under which NHS primary care services are provided in the 
areas of greatest need. 
 
The solution to the inverse care law is not simply an increase in the number of 
general practitioners,  although additional clinical capacity is needed to relieve 
the pressure on existing staff and to enable new developments in care. We 
propose an extra GP session per week per 1000 patients with addresses in 
the 15% most deprived datazones – about a 7% increase (1). Improvements 
are also needed in the links between practices and other services, between 
primary and secondary care, and with community resources.  
 
The first step by the Scottish Government, however, should be a commitment 
to the principle that universal coverage is accompanied by measures to 
ensure that care can be delivered proportionately on the basis of need. The 
Government should then ensure that the principle is upheld. 
 
Professor Graham Watt 
General Practitioners at the Deep End 
March 2014 
 
Reference 
1  Deep End Report 20 : What can NHS Scotland do to prevent and 

reduce health inequalities? Proposals from General Practitioners at the 
Deep End. 
http://www.gla.ac.uk/media/media_271030_en.pdf 

  

http://www.gla.ac.uk/media/media_271030_en.pdf
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Health Inequalities - Access to Services 
 

Lothian Deprivation Interest Group 
 

The Lothian Deprivation Interest Group (DIG) welcomes this opportunity to 
contribute to the discussion on how health services might improve access for 
people in deprived areas. 
 
DIG believes that primary care has a pivotal role in addressing health 
inequalities.  We also recognise the need to identify what resources and 
interventions, both universal and targeted on disadvantaged communities, are 
needed at the primary care level to address unmet meed and reduce the risk 
of disadvantaged families and individuals from preventable morbidity and 
premature death.  Primary Care and General Practice in particular - with its 
patient centred approach and seeing the patient in their social context - if 
properly resourced, offers an ideal service environment in which health 
inequalities can  be addressed. Tackling barriers to accessing primary care is 
therefore crucial. 
  
 
Practical Access Problems 
 
Transport  
 
The findings of a community survey looking at health service utilisation in a 
large deprived area in northwest Edinburgh, highlights that individuals in areas 
of multiple deprivation identify significant problems in accessing health 
services. It is also clear that local GP Practices are very heavily utilised and 
have close ties to local communities (Nicol 2005).   
 
Low levels of car ownership and transport problems were identified as a 
significant access barrier by this survey.  In particular cost implications of long 
taxi and bus trips, which were made even more difficult for the high numbers 
of lone parent families who have to take children along due to lack of child 
care facilities.  One area of particular concern was that of access to hospital 
ante-natal maternity services.  The national confidential enquiry into maternal 
deaths, which examines all maternal deaths, identifies women who are 
socially disadvantaged as having a twenty fold increased risk of maternal 
mortality. Therefore, any barrier to their accessing ante natal clinics or in-
patient care should be acted on as a  matter of priority.  Most of these 
maternal deaths are associated with late booking and poor attendance at 
ante-natal clinics. In the local survey, issues of access revolved around not 
only cost, but also difficulty getting taxi companies to courier pregnant women 
without an up-front £50 deposit for any cleaning costs that might be incurred if 
she were to go into labour. 
 
This particular transport need would seem to be one that could be met with 
very little effort.  As recommended by the Health Inequalities an Maternity 
Services  report (Lothian Health 2003) either a contract taxi system or a token 
system for disadvantaged women could be established for those with 
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transport difficulties.  Clinic support workers could also be used to promote 
service engagement and  utilisation and to free up clinician time to 
concentrate on clinical issues. 
 
Problems with transport are also significant for the elderly and ethnic minority 
women, including Gypsy /Travellers.  Many ethnic minority women are neither 
able or permitted to use public transport without a male relative in attendance.  
Gypsy/Traveller women may be parked on roadside encampments without 
access to their own or public transport  while their husbands / partners are 
working off site. 
 
Disadvantaged individuals are not only geographically  limited by transport 
dificulties, but they tend to be more psychologically bound to their local area 
often finding movement outwith this threatening.  Therefore, the importance of 
siting services close to disadvantaged communities cannot be over stressed 
in addressing this important cause of inequity.   
 
Literacy and Language 
 
Low levels of functional literacy in disadvantaged areas is another significant 
barrier to access and this significantly reduces the ability of an individual to 
make use of the health service once accessed.  This issue has training 
implications for staff. 
 
There is an increasing move for hospital referral appointments to be ‘opt-in’, 
whereby patients are expected to respond to a written notification of an 
impending appointment.  If they fail to do so, then the appointment is not 
issued.  This once again poses problems for those with poor literacy and 
English language skills, who struggle to respond appropriately.  More 
vulnerable individuals who are less likely to be in secure tenancies and have a 
significant re-housing rate are also disadvataged in this regard.   
 
Both these issues could be addressed through a simple patient attendance-
support worker scheme in deprived practices.  This might involve training up 
and funding one or two GP reception staff to take on added responsibilities.  
Appointments for appropriate individuals could be issued via the support 
service who could use telephone, text or have visits to notify and remind 
patients of appointments.  If resourced this local service could  accompany 
particularly vulnerable patients, such as those with agorophobia, to important 
appointments.  This would be hugely cost effective and has been successfully 
piloted in Westerhailes, Edinburgh. 
 
 With higher levels of ethnic minority groups in many deprived communities 
there is an increased need for readily accessible interpretation services. There 
is also an increased workload for healthcare workers when trying to work 
across language and cultural boundaries.  This also has important training 
implications for not only the healthcare workers, but also receptionists. This 
highlights the additional training requirements of health workers working with 
disadvantaged groups and also the increased dificulties that these 
practitioners have in attending educational courses due to excessive workload 
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commitments (Watt  et al 2005).  This is one of several relevant areas where 
training could be enhanced through the health authorities setting up a fund  to 
support training in  deprivation related areas.  This could include 
communication using interpreters, managing co-morbidity, signposting and 
inter-agency working, and alcohol or drug misuse care in general practice.  
 
Disability 
 
It is recognised that disadvantaged communities also have higher levels of 
disabled patients, particularly younger disabled.  Given the increased level of 
transport difficulties in disadvantaged areas, these patients are often in 
“double jeopardy”  and their long term care suffers accordingly.  An increased 
level of district nursing focusing on chronic disease management of the 
disabled or house-bound would be an obvious means of meeting this need.  
Access to local transport service , such as contract taxi system or minibus 
service would also enhance the care of many isolated individuals. 
 
Employment 
 
There is evidence, and our experience confirms, that manual workers have 
increased problems getting time off work for health appointments.  This no 
doubt reflects issues of job security, short term contracts and hourly pay 
(Field, Briggs 2001).  Thus to reach this group more effectively GP surgery 
hours may need to be reviewed or supplemented with obvious cost 
implications and support for services required. 
 
Cultural Barriers to Access 
 
Traditionally practical access barriers have been identified as those amenable 
to change.  However, if we are to move beyond these limitations then we must 
start to address some of the underlying cultural issues that exacerbate many 
access problems. 
 
Health Beliefs 
 
There is a growing body of literature of how more disadvantaged individuals 
under-estimate their health needs and tend to normalise their symptoms 
leading to later presentation, poorer compliance with treatment and delayed 
referrals to specialist services (Macintrye et al 2004).  These issues of health 
literacy have a significant impact on health seeking behaviour and ability to 
utilise available services effectively.  This can be further impaired by feelings 
of guilt due to a perception that their lifestyle has played a significant part in 
their ill health and worries about overuse of their GP (Richards 2002).  These 
factors also lead to a much lower uptake of health prevention/promotion 
appointments or services, with a lack of basic understanding of the range of 
services and what and how to access them (McCormick et al 1993). 
 
Cultural factors have an influence not only an ability or willingness to access 
primary care services, but also on the ability to utilise those services 
effectively once accessed.  This second point is also influenced by the values 
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and cultures bound attitudes of the health care professionals.  A study from 
the West of Scotland looking at the social distribution of mental health 
problems not only identified the higher morbidity rates in deprived areas, but 
also the shorter consultation lengths of GPs serving these communities.  This 
increased level of morbidity, but decreased length of consultation may in part 
be due to the higher workload of GPs serving disadvantaged communities, but 
also raises questions concerning the culture of care provided, which can be 
significantly effected by clinician stresss ( Stirling et al 2001.). 
 
There is evidence, as highlighted by the North-west Edinburgh consultation 
exercise, that disadvantaged groups often access primary care, and GPs in 
particular, proportionally equal to more affluent groups with respected to levels 
of identified need.  However, what the  evidence repeatedly shows is that 
differing disadvantaged groups, though often able to access GPs, do  not 
seem as able to maximise the utility of their contact.  Thus Asian men respond 
appropriately to chest pain symptoms, attending their GP surgeries, but are 
less likely to be referred for a cardiology assessment (Heath 2001).  Similarly 
children from ethnic minorities attend their GP appropriately for their level of 
self assessment health, but are less likely to receive secondary care.  Again it 
is well documented that for elective surgery, coronary  angiograph and 
surgery hip repairs etc  less affluent patients are much less likely to get 
appropriate secondary care (Dixon et al 2003). This may reflect, in part, the 
weaker ‘health voice’ of some groups of patients. 
 
Health Voice 
 
This lack of “voice” in general seems to have various facets.  In part it is lack 
of social networks or connectedness to influence health professionals and so 
limiting the ability to make effective demands.for the level of care or referral.  
Secondly there is the cultural and linguistic gap between  the patient and 
health professional.  
 
Disadvantaged groups are likely to be less articulate, less persistent in their 
demands and less able to “work the system” when dealing with middle class  
professionals.  This limited “voice” allied to lower levels of health literacy 
represents a further double jeopardy that would seem to provide a particularly 
problematic barrier to access.  We would suggest that this is a further 
example of the increased training needs of those that work with 
disadvantaged groups.  However, it could be that this is also significant for 
Practices that have low levels of deprived or disadvantaged patients, as this 
effect of limited “voice” may be even more pronounced relative to the more 
affluent majority and so detrimental to the care provided. 
 
There are two ways that the problems of “limited voice” might be addressed.  
One is to increase the health professionals receptiveness to that voice and the 
other is to amplify that voice. 
 
The former would entail addressing issues of increased workload in deprived 
practices and relevant training in culturally-sensitive communication skills.  
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The latter would focus on increased provision of and access to local health 
advocacy support services for disadvantaged patients.   
 
Conclusion 
 
Fundamental to addressing barriers to accessing health services and so 
tackling health inequalities, is the need for greater health resources to be 
targeted on GP practices serving disadvantaged communities. The hub and 
spoke model, as advocated by the Deep End project, would seem to offer a 
realistic and effective way of taking this forward. 
 
 
Lothian Deprivation Interest Group 
March 2014 
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Health Inequalities - Access to Services 
 

NHS Health Scotland 
 
NHS Health Scotland is a national Health Board, working to lead and support 
the translation into practical action of knowledge for reducing health 
inequalities and improving health. Our vision is a Scotland where everyone 
has access to what they need to attain the highest possible standard of 
personal health. 
 
Health inequalities have increased because the health of the least deprived 
groups has improved at a faster rate than the most deprived. Health 
inequalities are strongly influenced by underlying inequalities in power, money 
and wealth which in turn influence access to other resources, facilities, 
services and opportunities. The strongest action to reduce health inequalities 
is to reduce inequality in economic and social conditions but action can be 
taken at other societal levels to prevent and mitigate the impact of inequalities 
on health. Effective action by the NHS includes using our research to 
influence policy change, partnership planning in to improve living and working 
conditions, focusing on the early years to maximise prevention and resilience, 
and mitigating the impact of inequalities on health by providing intensive or 
tailored support in proportion to need.    
 
Healthcare is generally developed and delivered with an assumption of 
equality of provision. Access to public services and facilities has been 
described as a determinant of health and this suggests that inequitable 
distribution of service provision as a whole can be described at least in 
principle as a contributory factor in health inequalities. Patients come to 
services from different starting points and require services to be equitable, 
that is, to be responsive and proportionate to needs and circumstances. 
Initiatives such as Have a Heart Paisley and Keep Well found that greater 
focus and investment for groups considered by mainstream services to be 
‘hard to reach’ resulted in increased access to the services offered. However, 
evidence from these and other similar initiatives within and outside Scotland 
has not confirmed a link between access and improved outcomes for the 
targeted groups (Keep Well impact evaluation has not yet reported). Initiatives 
such as these, reported from Scotland and from around the globe, generally 
find that despite being targeted in areas of deprivation, they tend to attract 
better resourced community members than the most deprived people in the 
community, risking an outcome of greater rather than less inequality within 
geographical areas. 
 
People living in deprived areas are not a homogenous group. Population 
groups over-represented in deprived areas in Scotland include people with 
disabilities and long term health problems, people who define themselves as 
being not heterosexual, single parents, the majority of whom are young 
women, and some religious groups. Barriers to access to healthcare for small 
or marginalised population groups will therefore sometimes overlap with and 
be compounded by barriers related to deprivation. In addition, the answer to 
the questions posed separately about barriers for people in deprived areas 
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and for older people is additionally complex because both these groups are 
high users of healthcare and can appear to be over-represented in some 
services particularly in secondary care. A ‘barrier’ for both of these groups is 
often that they access services at a later stage of disease requiring more 
intensive and longer treatment.  
 
The principles of access to healthcare and access to the factors contributing 
to health are enshrined in international human rights legislation but the 
Scottish Human Rights Commission (SHRC) believes that these are not 
translated into visible principles for practice. The SHRC found many reports of 
good levels of satisfaction with healthcare and good practice for improving 
access but they also found many accounts of barriers to access existing for a 
wide range of marginalised groups. Reported barriers included physical and 
language barriers, costs incurred in getting to or following up consultations, 
dismissive and discriminatory attitudes of staff, culturally inappropriate or 
complex services and lack of knowledge among service providers of patients’ 
needs and rights to services. The Scottish Government inpatient survey from 
2011, which drew over 30,000 responses, also found that patients with 
disabilities and long term health problems, communication needs and those 
describing themselves as not heterosexual  reported poorer experiences of in 
patient care.  
 
Factors found by various studies to be particularly important for access 
include location and distance from services, availability (for example opening 
hours), cultural responsiveness, levels of literacy and health literacy, social 
support available for the patients, and service quality such as continuity of 
care across or within carers. There are examples reported of specialist 
services for groups such as Gypsy/Travellers, asylum seekers and refugees, 
transgender people, homeless people and for the Roma community. Many of 
these services have been established in response to needs being identified 
through day-to-day practice by individual healthcare practitioners who then 
seek funding and multiagency support to develop creative and co-produced 
responses.  
 
Analyses of routine data rarely lead to the development of access initiatives 
for marginalised groups as small population groups tend to be invisible within 
population databases. However, new data linkage research and new 
developments in routine data analysis in Scotland are offering new 
understandings of differential service use. For example, analyses of missed 
healthcare appointments  (called Did Not Attends or DNAs) will report in the 
near future but interim results show a clear social gradient with people living in 
areas of deprivation more likely to default on appointments. Factors that 
prevented patients attending services in the Keep Well and Have a Heart 
Paisley initiatives included having caring responsibilities, enough time for full 
discussion and fear of the system.  
 
We are beginning to build a picture of the barriers to healthcare and service 
responses. The big challenge is bringing this understanding of barriers and 
expectation of flexible or proportionate responses into mainstream services in 
order to achieve equity as a matter of course rather than as a series of short 
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lived projects. Mainstream services are planned for whole populations and 
can be responsive to expressed needs. Equality analyses, attention to unmet 
need and planning tools for equity have not yet become established as routine 
in NHSScotland. The potential for healthcare to strengthen its contribution to 
mitigating, preventing and making our contribution to reducing inequalities 
through equitable access has not been fully realised.  
 
 
NHS Health Scotland 
March 2014 
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Health Inequalities - Access to Services 
 

Greater Glasgow and Clyde Primary Care Deprivation Group 
 

1. Introduction  
 
This document provides the written evidence to support NHSGGC’s 
participation in the evidence session on 1 April.  It draws on the work of the 
NHSGGC primary care deprivation groupi as well as the Board’s wider 
activities to address inequalities.  
 
NHSGGC’s approach to inequalities is based on the premise that health 
inequalities and their root causes cannot be resolved by health services alone, 
but that the NHS has a vital role in understanding, responding to and 
mitigating inequalities. Health services also have a responsibility to ensure 
that they do not exacerbate inequalities, for example through the unequal 
impact of health improvement approaches, or through differences in access to 
or uptake of services. Primary care has a particular role to play both through 
the services and support it provides directly to patients, and its role as a 
gateway to wider services. 
 
Inequalities in access to health services may relate to the availability and 
accessibility of services, ability to benefit from the services provided, and the 
nature of the services themselves.  While there is clear patterning across 
SIMD quintiles for most services, with higher use by the most deprived quintile 
(particularly for A&E, primary care, mental health and addictions), this masks 
lack of engagement by some groups and may indicate a lack of impact on 
complex problems.  
 

2. Barriers to access:  deprivation  
 
Work with front line staff and patients has identified a series of barriers 
relating to the organisation and the nature of services.  These include: 
 

- Practical and financial barriers, e.g. cost of travelling to appointments, ability 
to access transport, ability to attend appointments around work or caring 
commitments.  Charges for calling NHS24 from mobiles remain an issue, 
although this is now being addressed. Some of our services also charge for 
calls from mobiles, a historical legacy of introducing 0800 numbers to make 
costs free from landlines. 

- Complexity of services.  The presence of multi morbidity is higher in more 
deprived areas, and results in higher numbers of appointments for different 
services and greater complexity of response.  The episodic nature of many 
services does not fit the growing burden of chronic disease and 
multimorbidity. Barriers may also include lack of awareness of how to access 
services.   

- Communication issues including literacy and language may be a barrier both 
to attending services, and to understanding / benefitting from consultations 
and treatment plans.  
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- Wider social circumstances including the priority placed on health in context of 
challenging or chaotic life circumstances.  This may include drug or alcohol 
misuse, or gender based violence impacting on freedom to act.  

- Previous experience, including negative experiences of service attitude and 
impact. This includes a fear of being ‘blamed’ for ill health through excessive 
focus on behaviour change.  

- Stigma, particularly associated with some services such as mental health and 
addictions.  

- High thresholds or waiting times for access to some services, exacerbated by 
level of demand associated with deprivation. 

- Services failing to recognise or address underlying issues (e.g. gender based 
violence, financial difficulties, impact of welfare reform, discrimination) which 
are impacting on health and / or service use (e.g. high rates of A&E 
attendance). 
 

3. Barriers to access: specific groups 
 
In addition to the barriers above which are common to many groups, some 
additional barriers have been highlighted through work with specific 
marginalised groups and those with protected characteristics: 
 

- Attitude and discrimination. 
- Understanding of individual circumstances.  A preference for accessing 

services where the individual is known and doesn’t have to repeat their story 
(usually primary care where long term relationships can be developed).  

- Expectations and cultural norms: asylum seekers and refugees report a 
preference for hospital attendance. 

- Physical barriers to access for those with disabilities, such as use of intercoms 
which acts as a barrier to Deaf people.  

- Appointments systems which do not take account of visual and hearing 
disabilities, for example appointments sent by letter or requirement to phone 
and make an appointment. 

- Stress related to the complexity and uncertainty of welfare / benefits 
processes including asylum application and disability benefit reviews.  
 

4. Effective approaches 
 
The following are examples of where improvements can be made to improve 
accessibility and appropriateness of services: 
 

- Enabling good access to Primary Care services and ensuring that these are 
supported and resourced to deal with the levels of demand and complexity 
associated with deprivation.  The current constraints of the GMS contract and 
QOF limit GP time and flexibility to deal with complexity and vulnerability.  
NHSGGC is pursuing the development of 17c contracts with a group of 
practices to enable greater flexibility, but the wider issue remains for the 
majority of practices.  

- Resource allocation which takes account of deprivation and need.  Within 
GGC, resources for community services are allocated through a capitation 
based formula weighted for deprivation, but resources for general practice are 
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allocated nationally with a relatively flat distribution of resource as highlighted 
by the Deep End work.  We would encourage review of the Scottish Allocation 
Formula to take greater account of deprivation.  

- Flexible arrangements for referral and return to services which are better able 
to respond to long term conditions.  

- Better information sharing including transfer of information about patients from 
primary care to secondary care (additional needs such as communication 
preferences or use of Personal Assistants) and information to enable follow up 
of DNAs, particularly for children and vulnerable groups. 

- Inequalities Sensitive Practice and Person Centred Care: routine inquiry into 
wider circumstances (e.g. money worries, employment issues, gender based 
violence) and ability to refer on to appropriate services with clear pathways. 
Our Healthier Wealthier Children approach has raised £6.5 million for children 
and families since 2010 from 6000 referrals, largely from Health Visitors and 
Midwives.  Routine enquiry needs to be supported by tools, training and 
support for staff.  

- Health services which are able to connect effectively with wider community 
services and support.   

- There is substantial evidence from the way Keep Well has been implemented 
in NHSGGC including effective approaches to enabling engagement with 
services, and effectiveness of service response based on person centred 
consultations.  

- Using the opportunity of A&E attendance to prompt review and development 
of longer term care plans for underlying issues. 

- Different models of access, for example the Sandyford sexual health ‘hub’ 
approach.  
 
 

Greater Glasgow and Clyde Primary Care Deprivation Group 
NHS Greater Glasgow and Clyde 
19 March 2014 
 
                                                           
i
 The NHSGGC primary care deprivation group was established in 2011 following the 
development of the Board’s primary care framework which identified health inequalities and 
addressing the impact of deprivation as one of the major priorities for primary care in Greater 
Glasgow & Clyde. The primary care deprivation group is a multi disciplinary forum which aims 
to share grass roots experience, provide education and support, identify current good 
practice, engage all disciplines in partnership and develop and lead change through joint 
working.   
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