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Inequalities - Access to Services 

Scottish Refugee Council 

 
About Scottish Refugee Council 
Scottish Refugee Council is Scotland’s leading refugee charity with a vision to 
ensure that all refugees seeking protection in Scotland are welcomed, treated 
with dignity and respect and are able to achieve their full potential. We provide 
advice and information to refugees in Scotland. We also campaign for the fair 
treatment of refugees and asylum seekers and to raise awareness of refugee 
issues, their needs and experiences, with service providers, decision makers 
and the general public.  
 
About the evidence session 
The Health and Sport Committee of the Scottish Parliament is undertaking a 
roundtable evidence gathering session on Tuesday 25 March 2014 on access 
to healthcare services in Scotland. The aim of this strand of work is for the 
committee to investigate the extent to which inequalities in accessing 
healthcare contribute to health inequalities in Scotland.  
 
Summary of recommendations 
 

 We commend the Scottish Government’s recently published 
refugee integration strategy, New Scots: Integrating Refugees into 
Scotland’s Communities to the Committee as a positive 
development. If successfully implemented by public authorities, 
this will play a significant role in progressing health access to 
refugees and asylum seekers in Scotland. 
 

 We recommend to the Committee that they scrutinise the impact 
of the Immigration Bill on migrants, refugees and asylum seekers 
and health services in Scotland;  

 

 We suggest that the Committee consider the need for national 
interpreting standards in Scotland in order to promote fairer 
access to services and ensure equality of access; and  

 

 Asylum destitution and poverty has a well-documented impact on 
access to health and health outcomes. We believe more can be 
done in Scotland to mitigate the impact of asylum destitution and 
its impact on health. We recommend that the Committee assess 
the potential of a framework of measures by public bodies in 
Scotland to mitigate asylum destitution. 

 
Introduction 
Scottish Refugee Council warmly welcomes the opportunity to provide a 
statement and participate in the evidence gathering session. Our statement 
focuses on issues of access to healthcare in Scotland for refugees and 
asylum seekers, the vast majority of whom live in deprived areas and 
experience poverty. We structure our response around four key issues we 
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have identified and which we anticipate will be of interest to the Committee. 
We recommend that the Committee may wish to incorporate consideration of 
these issues in its discussions on inequality of access to healthcare in 
Scotland. 
 
1. A strategic approach to integrating asylum seekers and refugees in 
Scotland 
In December 2013, the Scottish Government, published New Scots: 
Integrating Refugees in Scotland’s Communities, a new strategy for refugee 
and asylum integration in Scotland. The health outcomes in the strategy are 
that refugees and asylum seekers are supported to fully understand their 
rights and entitlements to healthcare; that an understanding of refugee 
integration pathways is embedded in all health-related strategies; and that the 
planning and delivery of health services in Scotland is informed by the needs 
of asylum seekers and local communities.1 It will be important in the context of 
any work on accessibility of health services for asylum seekers and refugees 
that the committee is aware of this positive development. Scottish Refugee 
Council worked with the Scottish Government and others in developing this 
strategy and we are hopefully if properly implemented by public authorities the 
actions will play a significant role in improving healthcare access for refugees 
and asylum seekers.  
 
2. Universal access – impact of the Immigration Bill on Scotland 
The human rights based principal of universal access to healthcare in 
Scotland must be highlighted and celebrated. The approach of the current and 
previous Scottish Governments stands out in positive contrast to the 
confusion and spectre of charging for access to healthcare in England being 
further legislated for by the new Immigration Bill and confirmed in the 
Department of Health’s proposals for migrants’ access to the NHS in 
England2. In contrast to the provision of health services free of charge to the 
small number of refused asylum seekers in Scotland3, the position in England 
that this group is subject to charging results in the absurdity of those the State 
knows have no means being expected to pay. Furthermore, emergency care 
is proposed to be chargeable for certain categories of migrants under the 
Department of Health’s proposals with all the deterrent effect and concomitant 
health risks this creates, particularly for what should be priority groups like 
pregnant women.  
 
We know from our experience that even in Scotland where the legislation and 
guidance clearly exempt all those who have made an application for asylum 

                                                 
1
 Scottish Government, Scottish Refugee Council & COSLA SMP, New Scots: integrating 

refugees in Scotland’s communities 2014-17, December 2013, 
http://www.scottishrefugeecouncil.org.uk/assets/0000/7439/FINAL_VERSION_-
_NEW_SCOTS__REFUGEES_IN_SCOTLAND_S_COMMUNITIES_-_3_DECEMB___.pdf  
2
 Department of Health for England, Sustaining services, ensuring fairness Government 

response to the consultation on migrant access and financial contribution to NHS provision in 
England, December 2013, 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/268630/Sustain
ing_services__ensuring_fairness_-_Government_response_to_consultation.pdf  
3
 The number of refused asylum seekers in Scotland is difficult to fully quantify. Research by 

Glasgow Caledonian University estimates that several hundred may be in this position.   

http://www.scottishrefugeecouncil.org.uk/assets/0000/7439/FINAL_VERSION_-_NEW_SCOTS__REFUGEES_IN_SCOTLAND_S_COMMUNITIES_-_3_DECEMB___.pdf
http://www.scottishrefugeecouncil.org.uk/assets/0000/7439/FINAL_VERSION_-_NEW_SCOTS__REFUGEES_IN_SCOTLAND_S_COMMUNITIES_-_3_DECEMB___.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/268630/Sustaining_services__ensuring_fairness_-_Government_response_to_consultation.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/268630/Sustaining_services__ensuring_fairness_-_Government_response_to_consultation.pdf
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from charging4, a fear of authority can result in vulnerable people at all stages 
of the asylum process being reluctant to access care until their condition 
becomes critical. Charging regulations disproportionately deter those groups 
in vulnerable situations (e.g. pregnant refused asylum seekers), in financial 
poverty (including some refugees), or who are distant from mainstream 
services (e.g. those made destitute through UK asylum policy and practice), 
from accessing healthcare.  
 
Furthermore, we strongly believe that it is inappropriate in principle to expect 
frontline professionals to act as de facto immigration officers, particularly when 
this undermines relationships premised on trust such as that of doctor and 
patient. As the Committee clearly recognises, access to healthcare is a vital 
social good which the Immigration Bill and Department of Health proposals 
undermine in their seeming intention to deepen the tension between the 
respective goals of healthcare and immigration in the UK. The 
inappropriateness of asking health professionals to act as immigration officers 
was the first of five reasons we and co-signatories felt it necessary to publish 
a shared statement of concern on the impact of the Immigration Bill in 
Scotland. 5  We recommend to the Committee that they examine the 
impact of the Immigration Bill on migrants, refugees and asylum seekers 
in more detail as part of its work to address inequalities in access to 
healthcare in Scotland. 
 
2. Communication barriers  
A lack of access to high-quality interpreting has a significant impact on efforts 
to promote more accessible public services in Scotland including in 
healthcare. The issue of access to appropriate interpreting is a persistent one 
that has been the subject of discussion for a long time. Our forthcoming 
research on refused asylum seeking women’s experiences of maternity care 
in Glasgow, carried out with Strathclyde University, found that interpreting 
remained a key area of concern to health professionals, voluntary sector 
workers and women accessing maternity care. 6  The Glasgow Refugee 
Asylum and Migration Network (GRAMNet) at Glasgow University is currently 
working on a project entitled, Ethical Interpreting in Healthcare Settings, which 
is an excellent resource for public authorities and service providers, as well as 
for interpreters. 7  Other organisations in Scotland have previously published 
excellent guidance for interpreting in specific settings. 8  Sensitive and 

                                                 
4
 Scottish Government Health Directorate, CEL 09 (2010) Overseas Visitors’ Liability to Pay 

Charges for NHS Care and Services www.sehd.scot.nhs.uk/mels/CEL2010_09.pdf 
5
 Scottish Association of Landlords, Shelter Scotland, Scottish Federation of Housing 

Associations, Chartered Institute of Housing, Royal College of GPs in Scotland, Migrant 
Voice, Migrants Rights Scotland, Scottish Refugee Council, Sarah Craig, Prof. Tom Mullen, 
Statement of concern on the impact of the Immigration Bill on Scotland’s communities, 
January 2014 
http://www.scottishrefugeecouncil.org.uk/assets/0000/7602/Statement_of_concern_on_the_i
mpact_of_the_new_Immigration_Bill_on_Scotland_-_20th_January_2014.pdf  
6
 Da Lomba, S. and Murray, N. (forthcoming) Women and children first? Refused asylum 

seekers’ access to and experiences of maternity care in Glasgow, Scottish Refugee Council & 
Strathclyde University  
7
 http://www.gla.ac.uk/research/az/gramnet/getinvolvedactiveprojects/trainingmodel/  

8
 See for example: Glasgow Violence Against Women Partnership, Good Practice Guidance 

on Interpreting for women who have experienced gender based violence, 2011, 

http://www.sehd.scot.nhs.uk/mels/CEL2010_09.pdf
http://www.scottishrefugeecouncil.org.uk/assets/0000/7602/Statement_of_concern_on_the_impact_of_the_new_Immigration_Bill_on_Scotland_-_20th_January_2014.pdf
http://www.scottishrefugeecouncil.org.uk/assets/0000/7602/Statement_of_concern_on_the_impact_of_the_new_Immigration_Bill_on_Scotland_-_20th_January_2014.pdf
http://www.gla.ac.uk/research/az/gramnet/getinvolvedactiveprojects/trainingmodel/
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professional interpreting provision is fundamentally critical to the accessibility 
of healthcare services and yet Scotland has no national standards or 
guidance on interpreting. We suggest that the Committee consider 
whether the time has come for for public authorities to work 
systematically to develop a national standards for the provision of 
interpreting in Scotland in order to promote fairer access to services 
and ensure equality of access.  
 
Linked to interpreting and communication barriers is the issue of information 
provision and awareness of entitlements and available services. In order to 
access services, people need to know they exist and understand how to 
access them. 
 
3. Mitigating the impact of the asylum destitution in Scotland 
Scottish Refugee Council’s Stop Destitution Campaign last year9 highlighted 
the spectrum of poverty forced on those seeking international protection in 
Scotland. Over 3,000 individuals including MSPs and councillors, the Church 
of Scotland Moderator, Glasgow’s Archbishop, Edinburgh’s Lord Provost and 
other faith and civic leaders supported the campaign.  
 
A motion highlighting the campaign received support from 35 MSPs and was 
debated in the Scottish Parliament on 22 November 2012.  The Minister for 
External Affairs and International Development concluded the debate by 
stating that: “the fact that those powers [immigration and asylum] do not rest 
with us does not mean that we do not take responsibility. If an asylum seeker 
is living on the streets of Scotland that becomes the responsibility of every 
councillor, MSP, MP and Minister. Even if all we can do is shout then we have 
a duty to ensure that we shout the very loudest.” 
 
Whether refused asylum, destitute and unable to return home with no access 
to any financial support; or receiving cashless (Section 4) support nearing UN 
Global Poverty levels, or in receipt of mainstream asylum (Section 95) support 
which is intentionally well below minimum UK income support levels, the vast 
majority of people seeking asylum in Scotland are living in poverty. Destitution 
has a significant impact on access to health and health outcomes.  Scottish 
Refugee Council has recently expressed concerns that changes to Home 
Office funded asylum advice contracts will lead to even further destitution.  We 
believe more can be done in Scotland to mitigate the impact of asylum 
destitution and its impact on health. We recommend that the Committee 
assess the potential of a framework of measures to mitigate asylum 
destitution. 
 
 
Scottish Refugee Council  
March 2014 

                                                                                                                                            
www.womenssupportproject.co.uk/userfiles/file/GVAWP%20Good%20Practice%20Guide%20
2011%20Final%20Nov.pdf  
9
www.scottishrefugeecouncil.org.uk/news_and_events/latest_news/2035_stop_destitution_ca

mpaign_takes_petition_to_uk_government  

http://www.womenssupportproject.co.uk/userfiles/file/GVAWP%20Good%20Practice%20Guide%202011%20Final%20Nov.pdf
http://www.womenssupportproject.co.uk/userfiles/file/GVAWP%20Good%20Practice%20Guide%202011%20Final%20Nov.pdf
http://www.scottishrefugeecouncil.org.uk/news_and_events/latest_news/2035_stop_destitution_campaign_takes_petition_to_uk_government
http://www.scottishrefugeecouncil.org.uk/news_and_events/latest_news/2035_stop_destitution_campaign_takes_petition_to_uk_government
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Health Inequalities - Access to Services 

SAMH 

 
SAMH’s Know Where to Go campaign is a nationwide campaign to help more 
people get help for their mental health when they need it. Launched in 2012, 
the campaign has worked proactively with key target groups in society who 
face additional barriers to accessing information and support for their mental 
health, including people living in remote and rural areas, people from Black 
and Minority Ethnic (BME) communities and people living in deprived areas.  
 
As part of this campaign, SAMH has conducted research into barriers to 
accessing mental health information and support, looking specifically at BME 
communities, people living in deprived areas, and remote and rural 
communities. This paper highlights some key issues for these constituencies 
in accessing mental health care.  
 

- Lack of understanding about services available, how to access those 
services, and which healthcare professionals can help.  

 
A YouGov poll commissioned by SAMH in 2012 found that 20% of people in 
Scotland did not know where to go for help if they were experiencing a mental 
health problem. This rose to over a quarter- 26% - in the C2DE grade.10 
 

- GP stress and resource constraints, and lack of appropriately 
resourced mental health services across Scotland. 

 
In SAMH’s YouGov poll, 77% of those who did state a source of support said 
their GP would be their first port of call.11 However, a forthcoming SAMH 
research report, surveying GPs across Scotland, found that GPs who had not 
recently referred patients to services (e.g. psychological therapies, social 
prescribing) gave the following reasons for not referring:  the waiting times 
were too long, referral criteria were unclear, or they had no access to such a 
service in their area.12 

 
GP consultations in very deprived areas are characterised by multiple health 
and social problems, reduced expectations, lower health literacy and 
practitioner stress. Suicide rates in Scotland generally increase with 
increasing deprivation, with rates in the most deprived areas double the 
Scottish average.13  However, SAMH’s forthcoming GP research finds that 
49% of GPs said it had been more than a year since they had last undertaken 
any form of accredited training in mental health.14  
 

- The prioritisation of day to day survival- such as food, fuel, bills and 
rent- can mean health care and concerns are given secondary 
consideration. 

                                                 
10

 YouGov poll commissioned by SAMH, 2012 
11

 Ibid. 
12

 Know Where to Go: A SAMH Survey of General Practitioners in Scotland, SAMH 2014 
13

 Suicide Statistics Scotland, Choose Life, 2013 
14

 Know Where to Go: A SAMH survey of General Practitioners in Scotland, SAMH 2014 
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A SAMH survey of our service users in 2013 found that 79% of our service 
users were facing a reduced income as a result of the welfare reforms, and 
98% said they were experiencing increased stress and anxiety as a result of 
this.15 However, in focus groups with service users and others with experience 
of poverty and deprivation, worries about unemployment, fuel bills, food bills, 
paying rent were the main issues raised, with health issues seen as 
secondary impacts of these primary concerns.16 
 

- Poor health literacy  
 
Accessing support can depend not only on a person’s knowledge of mental 
health, but also on cultural factors within their community that affect how 
mental illness is perceived and accepted. This is often seen in more deprived 
communities. There is also evidence to suggest that the isolation of remote 
and rural communities may produce a culture of self-reliance and stoicism 
towards health problems, meaning people in these areas will only come into 
contact with services late17. This can also been seen in other groups- for 
example people from BME communities tend to come into contact with mental 
health services very late, often at crisis point or through criminal justice 
routes.18 The later individuals engage with health services, the more complex 
their treatment and recovery is likely to be.  
 
This also interacts with the earlier point that people do not know about which 
healthcare services exist and that they are entitled to access. SAMH research 
in 2012 found that 25% of people with experience of mental health problems 
waited more than a year before asking for help after first developing concerns 
about their mental health.19  
 

- Low income and geography can be a barrier to travelling to healthcare 
appointments, participating in activities which can have therapeutic 
value, or engaging in the community. 

 
In our survey of SAMH services, when asked what impact loss of income 
through welfare reform was having on them, 48% said they were less able to 
pursue leisure activities, including those which may have therapeutic value 
such as social groups, educational opportunities, exercise groups etc, while 
16% said that they were unable to afford to travel to services and 
appointments.20 Focus group participants highlighted feelings of isolation and 
lack of connection to the wider community, and many shared the perception 
that there were few services, such as community centres, social groups or 
support groups out there for them to engage with. Unequal distribution of 
services and inequality of access is the underlying issue.  
 

                                                 
15

 Worried Sick: Experience of Poverty and Mental Health across Scotland, SAMH 2014 
16

 Ibid. 
17

 Know Where to Go: Remote and Rural Mental Health, SAMH 2012 
18

 Mental Health Foundation, Black and Minority Ethnic Mental Health, 2014 
19

 YouGov poll commissioned by SAMH, 2012 
20

 Worried Sick: Experience of Poverty and Mental Health across Scotland, SAMH 2014 
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Anecdotal evidence from SAMH’s engagement with BME community leaders 
and organisations shows that for many people from BME communities, it is 
difficult to build up trust with statutory agencies or contact points outside of 
their community, preferring to keep problems within the community and 
engage with community leaders or faith leaders rather than external bodies. 
Similarly, for people in remote and rural communities, while the sense of 
community can be a source of support, there may be additional feelings of 
stigma or shame when there is perhaps more visibility in a small community. 
Travel to appointments may entail extensive travel, making them prohibitively 
expensive or impractical to attend, leading to high disengagement or low 
uptake.21  
 
 
SAMH 
March 2014 

                                                 
21

 Know Where to Go: Remote and Rural Mental Health, SAMH 2012 
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Health Inequalities - Access to Services 

Carers Scotland 

 
There are 660,000 carers in Scotland. 115,000 of these carers care for at 
least 50 hours a week. Carers face multiple challenges to their health and 
wellbeing simply because they are caring. These are exacerbated by poverty 
(including fuel poverty), loss of employment and lack of services to support 
them in their caring role. 
 
Carers are a third more likely to be in poor health than non-carers22. In some 
areas, for example, Glasgow City this increases to becoming twice as likely to 
be in poor health. 18% of those undertaking more than 20 hours of unpaid 
care a week reported that they are in poor health.23 
 
The incidence of caring is greater for those living in deprived areas. The 
largest proportion of households with a carer (28%) are in the 20% most 
deprived data zones24. The proportion of households with a carer decreases 
steadily as deprivation decreases, so that households in the least deprived 
20% of data zones are those with the lowest prevalence carers in Scotland 
(13%). 
 
Caring also has significant impacts on finances and employment. Our latest 
research25 found that vast numbers of carers are accumulating unmanageable 
debt as they struggle to cope with loss of income, savings and benefits 
alongside rising everyday food, fuel and care related bills.  
 
For example, 47% of carers are in debt as a result of caring and almost half 
are cutting back on essentials like food and heating; 59% are in fuel poverty. 
60% of carers said that they are neglecting their diet, a third because of time 
and a quarter because they cannot afford a balanced diet. 
 
170,112 people in Scotland had given up work to care at some point. Half of 
working-age carers live in a household with no-one in paid work. 
 
Research has consistently evidenced that caring can have a negative impact 
on health and wellbeing. In a survey of carers in 201326, 83% said that caring 
had a negative effect on their physical health and 65% that it had a negative 
impact on their mental health. A quarter had suffered an injury. 
 
Carers are affected in a range of ways including anxiety and stress (91%), 
depression (53%), injury such as back pain (36%), high blood pressure (22%) 
and the deterioration of an existing condition (26%).27 
 

                                                 
22

 Census 2001 
23

 Caring in Scotland: Analysis of Existing Data Sources on Unpaid Carers in Scotland, Scottish Government 2010 
24

 Scottish Index of Multiple Deprivation 
25

 Caring and Family Finances, Carers Scotland/Carers UK, 2014 
26

 State of Caring, Carers Scotland/Carers UK, 2013 
27

 In Sickness and in Health, Carers Week Consortium, 2012 
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Carers often experience barriers to accessing the healthcare they need. This 
includes primary care, acute care including in the planning of scheduled 
operations and in follow up support, for example, physiotherapy. 
 

“I had to postpone a hysterectomy by five months because the person I was 
caring for needed treatment for cancer” 
 
“I have put off going to see the doctor as I am worried that I will need an 
operation. How will I cope then?” 

 
Finding time to attend regular medical appointments when you are caring for 
someone can be difficult. Added to this nearly half of people caring juggle this 
care with full or part time work.  Two out of five carers report that they have 
put off medical treatment28. For half of these this made their problem worse or 
extended the time for which they were affected by this problem. For 1 in 5 it 
caused an additional illness and a quarter that it stopped or made their caring 
harder. 
 
Carers reported: delayed diagnosis of cervical cancer; an untreated cough 
became acute bronchitis which affected lung function for 8 months; delaying 
operations including one carer who put off an operation on their bowel which 
resulted in the need to remove part of their bowel. Missing or delaying medical 
appointments included delaying dental treatment necessitating tooth loss and 
decay which may not have developed if carers had sought treatment sooner. 
 

“I should have an operation but it is so hard to bring everything together, 
when I finally managed it my blood pressure was too high to go ahead.” 

 
Carers are aware that they needed to look after themselves but often find it 
difficult to do so. For a number of carers just finding the time to make an 
appointment or finding someone to look after the person they care for in order 
to attend the appointment proved impossible. 
 

“I suffer from osteoporosis, scleroderma and Raynaud’s disease. To treat the 
scleroderma I have to have special treatment every so often or I’ll die 
basically. Once I put it off and contracted gangrene in my finger. To receive 
the treatment I have to go to hospital for five days at a time and so try to 
arrange the treatments for during school holidays so my son, who is a 
teacher, can take care of his Dad.” 29 

 
“I need an ankle replacement but surgery is impossible as I would be in 
plaster for 12 weeks and I am the sole carer.” 

 
It is clear that carers do not feel that appropriate social care support and 
services are available to enable them to attend routine primary care 

                                                 
28

 ibid 
29

 Always on Call, Always Concerned, Princess Royal Trust for Carers (2011) 

For example, a third of older carers surveyed said that they had cancelled treatment or an operation they needed due to their 

caring role. This is despite two thirds also having a long term disability or health problem(s) including conditions such as 
arthritis, heart disease and cancer.  
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appointments much less to have longer periods of support to care for their 
own health and recuperation. For example, even when carers are able to 
access the healthcare they require, there is often insufficient or poorly planned 
support for their discharge. Carers report a lack of effective planning (or 
confidence that such planning will happen) on admission and discharge from 
hospital. One carer who is caring for both her parents needed surgery for her 
own medical problems but refused because she could not continue to care 
after surgery. She was deeply concerned that services could not provide the 
level of care needed to allow her to recuperate.30 
 

“Carers can be discharged from hospital too soon when there is not enough 
additional or necessary support at home for them to pick up, once again, 
their caring role immediately following their own hospital discharge from an 
illness. I was readmitted due to this.” 

 
Research 31  about carers and their human rights found that carers have 
delayed emergency medical treatment which could have cost them their life, 
or put their lives at risk during the course of their treatment.  
 
One carer who was on a drip in hospital was told “you’ve had your six weeks 
respite care break this year.” This example is not unique. Another carer who 
found she needed lifesaving heart surgery having gone into hospital for a 
routine procedure, was forced to extend her husband’s stay in residential care 
by two weeks and was told this would be deducted from her allocation of 
services for breaks from caring. 
 

“When I had a heart attack and was rushed to A&E there was no-one I could 
contact to arrange care for my disabled husband. I had to arrange everything 
myself by phone. I spent more time in the phone box than I did in my hospital 
bed.” 
 
I became ill overnight. I was haemorrhaging internally and needed 
immediate hospital admission. I called social services emergency line. In 
short it took 10 hours to get adequate help organised before I could get 
myself to hospital. The consultant said I was lucky not to have died.” 

 
Resources are often inadequate to deliver carers’ right to care for their own 
health. Services are often not available and therefore although carers have 
rights, it was difficult to have these rights realised. For example, we heard 
from carers who are told by a social worker “have a carer’s assessment done, 
but there is no money to provide anything” 
 
Carer’s assessments must deliver outcomes for carers and consider and 
mitigate the impact of caring on health. This includes ensuring that 
appropriate services are available to support carers experiencing ill health or 
disability.  
 

                                                 
30

 Whose rights are they anyway? Carers and the Human Rights Act, Carers UK, 2008 
31

 ibid 
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We heard from one carer with a serious back problem and was awaiting 
surgery who was forced to continue to support her daughter to shower after 
the local authority withdrew the two care staff who had previously provided the 
help after an assessment said that it was too risky for the health of their 
backs! The risk to the carer could have been reduced with an adapted shower 
but waiting lists for adaptations can be considerable – in this carer’s case it 
was a year’s wait. 
 
Many GP practices hold a register of carers in their practice and whilst good 
practice does happen, there is often little link between this register and actual 
health or social care support for the carer. For example in our recent 
research32 three quarters of carers said that their GP knew they are a carer 
yet 63% said nothing different had happened.  
 
However, some practices are working to support carers, albeit in smaller 
numbers. Some carers (8%) had been referred on to social services and 12% 
had had a regular health check. A third said that the practice had arranged for 
them to have home visits or telephone appointments in recognition of the 
difficulties they had in attending appointments because of their caring role. 
 
In addition, more attention needs to be paid to ways to ensure that carers are 
able to take up emergency medical treatment whilst ensuring support is 
available for the person they care for. Some local authorities in England have 
a 24 hour emergency helpline to enable staff to look at an emergency plan 
and put it in place should the carer become ill.  
 
Finally, it is important to recognise that many carers have little or no contact 
with social care services. We found that 34% of carers were receiving no 
support at all and 45% had not used any services. Therefore, the role of 
health along with other statutory and voluntary services in reaching those 
carers and helping them to access support to help them care for their own 
health and wellbeing is vital. 
 
 
Carers Scotland 
March 2014 

                                                 
32

 State of Caring, Carers Scotland/Carers UK, 2013 
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Health Inequalities - Access to Services 

Independent Living in Scotland 

 
1. Introduction  
 
Please also see ILiS and Inclusion Scotland’s previous consultation 
responses to the Finance Committee’s call for evidence on the budget and 
various submissions on the Public Bodies Joint Working Bill. 
 
1.1 The Independent Living in Scotland (ILiS www.ilis.co.uk) project aims to 

support disabled people in Scotland to have their voices heard and to build the 
disabled people’s Independent Living Movement (ILM). It is funded by the 
Scottish Government Equality Unit to make the strategic interventions that will 
help to make independent living the reality for disabled people in Scotland and 
hosted by Inclusion Scotland. 
 

1.2 Inclusion Scotland (IS) is a Scottish-wide consortium of self-organised groups 
of disabled people and disabled individuals. Currently over 60 organisations of 
disabled people and over fifty individual disabled people are members. 
Inclusion Scotland’s main aim is to draw attention to the physical, social, 
economic, cultural and attitudinal barriers that affect disabled people’s 
everyday lives in Scotland and to encourage a wider understanding of those 
issues throughout Scotland. 

 
1.3 Disabled Peoples Organisations (DPO’s) are organisations led by and for 

disabled people.  You can find out more about them in the ILiS publication “It’s 
Our World Too”, available at www.ilis.co.uk. 

 
1.4 Both ILiS and Inclusion Scotland are part of a wider Independent Living 

Programme in Scotland.  This programme seeks to make independent living a 
reality for disabled people in Scotland33.   

 
1.5 Independent Living means:  “disabled people of all ages having the same 

freedom, choice, dignity and control as other citizens at home, at work, and in 
the community.  It does not mean living by yourself, or fending for yourself. It 
means rights to practical assistance and support to participate in society 
and live an ordinary life” (definition developed by disabled people, adopted by 
the partners in the Independent Living Programme – the NHS, The Scottish 
Government and COSLA, and set out the vision for independent living). 

 
1.6 For many disabled people, this practical assistance and support (such as 

access to the environment, advocacy, personal assistance, income, and equal 
opportunities for employment), underpinned by the principles of independent 
living, freedom, choice, dignity and control, is essential for them to “flourish”; 
to exercise their rights and duties of citizenship, via their full and equal 
participation in the civic and economic life of Scotland. 

 

                                                 
33 http://www.scotland.gov.uk/Publications/2013/04/8699 

http://www.ilis.co.uk/
http://www.ilis.co.uk/
http://www.scotland.gov.uk/Publications/2013/04/8699
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1.7 The role independent living plays in protecting the human rights of disabled 
people in this way, is recognised and underpinned by international human 
rights and equalities obligations to which the UK and Scotland are party to; 
including the recognition that all of the rights outlined in the European 
Convention on Human Rights (ECHR) and Human Rights legislation belong to 
disabled people, and that these are further strengthened and contextualised by 
the rights set out in the United Nations Convention on the Rights of Persons 
with Disabilities (UNCRPD).   

 
2. Health inequalities 

 
2.1 One in 5 people in Scotland are disabled i.e. people with physical, sensory, 

learning or psychiatric impairments or other long-term health conditions and 
they make up over a third of NHS users. While many disabled people receive 
an excellent service from the NHS, large numbers still experience significant 
health inequalities in Scotland: 

 

 only 39% of disabled people, compared to 92% of non-disabled people, 
say they are in good health 

 disabled people have poorer mental health than non-disabled people 

 disabled people have poorer dental health than non-disabled people34 

 people with learning disabilities live 20 years less on average than the 
general population35  

 
3. Reasons for the health inequalities faced by disabled people 

 
3.1 Disabled people themselves are more likely to live in poverty and so the 

inequalities in health are the result of both social deprivation and of being 
disabled. 

 
3.2 People with visual impairments are communicated with in inaccessible formats 

(i.e. via typed letters when they have specifically requested braille or e-mails).  
One example we are aware of is of a visually impaired (blind) woman who 
fought a Health Board for 2 years to get letters and appointment notification 
sent by e-mail even though the Equalities & Communication Policies of the 
same Board stated that patients had the right to be communicated with in an 
accessible form.  The excuse for not communicating by e-mail was Data 
Protection which the Board claimed over-rode Equalities considerations. 

 
3.3 For many disabled people, social care is an essential part of ensuring disabled 

people can enjoy the same human rights as non-disabled people.  It is also a 
crucial part of preventing admissions to hospital.  However, with significant 
levels of unmet needs within the Social Care system36 and rising charges for it 
(further impoverishing disabled people); preventative measures are not being 
used and social deprivation is compounded37. 

 
                                                 

34 Scottish Health Survey; 2012 
35 Scottish Government; “the Keys to Life:  learning disability strategy”; 2013 
36  http://www.ageuk.org.uk/professional-resources-home/public-affairs/reportage/past-issues-of-reportage/reportage-february-

2012/viewpoint-is-there-a-gap-in-social-care-funding/ 
37 http://www.scope.org.uk/news/massive-economic-benefits-providing-social-care-disabled-people 
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3.4 Social isolation leads to more deaths in Scotland per year than cancer and 
heart disease combined, yet vast numbers of disabled people remain isolated 
in their own homes.  This isolation is the consequence of various factors, 
including; that social care provision rarely takes account of social participation 
(given rising eligibility criteria and high levels of unmet need), poverty, 
increased hate crime and hostility towards disabled people making them afraid 
to go out, and, the fact that many disabled people are living in a house that they 
cannot get in and out of.   

 
3.5 People with a mental health problem or learning disability face difficulties when 

trying to use the service provided by their health centre or doctor’s surgery. A 
small number have even reported not being registered or being struck off a 
GP’s list, for instance, for being ‘too demanding’. 

 
3.6 Disabled people surveyed on their experience of treatment within the NHS 

stated that as disabled people, they experienced a lack of sensitivity and 
understanding of their health care needs from all areas of the health service 
from primary through to acute care.  

 
3.7 People with mobility impairments, and indeed anyone on a low income, have 

huge difficulties in accessing health services because of the retreat of 
ambulance services into solely “emergency” work and the complete inadequacy 
of public transport in filling the gap, particularly in remote and rural areas.   

 
3.8 This leaves disabled people and those on low incomes unable to access out of 

hours treatment unless they have taxi fares or being improperly discharged 
when they have no means of getting home:   

 

 Around a fifth of disabled people report having difficulties related to their 
impairment or disability in accessing transport38;  
 

 around a third of disabled people experience difficulties related to their 
impairment in accessing public, commercial and leisure goods and 
services39;  

 

 in remote rural areas, over two thirds (70%) of those aged 60 or over 
either do not have a free bus pass or do not use it, this contrasts with 
less than a third (31%) of older people in large urban areas – the figures 
are likely to be similar for disabled people entitled to the National 
Concessionary Transport scheme;  

 

 overall, there is less travel by bus in rural Scotland and residents in the 
countryside are less happy with public travel services than their 
counterparts in urban places; 

 

 people in rural areas make fewer journeys by bus to access health 
services than those in urban areas, and are more likely to drive or travel 

                                                 
38 ONS Opinions Survey 2011 
39 ONS Opinions survey 2010 
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as a passenger (for example in taxis or being transported by a family 
member) to medical appointments. However, given the large numbers 
who may lose their Motability vehicles (an estimated 16,000) after PIP is 
fully rolled out, this means many will also lose their ability to transport 
themselves and other family members to hospital or primary care 
services40. 

 
4. Recommendations 

 
4.1 Disabled people should have the same rights, choice and opportunity in 

accessing health services – and achieving positive health outcomes – as non-
disabled people. To do this, healthcare must be based on the principles of 
equality and human rights and that all human life is of value (see section 1 
above).  It must be delivered in a way that recognises the role of healthcare in 
ensuring disabled people can participate in society and lead an ordinary life. 
 

4.2 We note that despite evidence of discrimination and poorer outcomes for 
disabled people, policy and practise on health inequalities continues to focus 
on health differences linked to geographical area. We urge the Scottish 
Government to ensure that all interventions seeking to improve health 
outcomes take specific account of the circumstances of disabled people – and 
other communities of interest. 

 
4.3 To do this, we suggest robust data gathering about disabled people and people 

accessing interventions. We note that gathering such data will also help 
organisations to comply with the Equality Act 2010. We suggest also that this 
be used to drive a targeted approach e.g. targets for reductions in early deaths 
of learning disabled people and so on. 

 
4.4 Eligibility for social care services should be reviewed urgently to take account 

of the impact of isolation and prevention on health outcomes. 
 

4.5 All frontline staff and management in the National Health Service should 
receive Disability Equality Training delivered by disabled trainers with personal 
experience of using NHS services.  
 

4.6 Working in coproduction with disabled people and their directly accountable 
organisations (DPOs) will be essential for this – without this, a full 
understanding of the circumstances of disabled people, and thus the impact of 
any interventions, will be impossible.  We suggest the ILiS guide to 
coproduction is a useful tool for making this happen41.  
 

 
Independent Living in Scotland 
March 2014 
 

 

                                                 
40 “Driving Change”, Age Scotland 
41 www.ilis.co.uk  

http://www.ilis.co.uk/
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Health Inequalities - Access to Services 
 

Dr Ima Jackson and Dr Teresa Piacentini 
the Ethical Interpreting Research Project Team at GRAMNET (Glasgow 

Refugee Asylum and Migration Research Network) 
 

For this submission “obstacles” are represented through two key 
perspectives.42 

 The specific experience of accessing healthcare through an 
interpreter 

 The general experience of migrant health care, irrespective of 
policies currently in place to support fair and equal access to 
health. 

 
Intercultural communication in healthcare settings  
 
In the Scottish health service as in the rest of the UK access to interpreters is 
framed within the policies that focus on reducing health inequalities and 
tackling racism and discrimination. To address what were being reported as 
deficiencies in service provision and poor experiences of healthcare in 
Scotland, a two year research project was designed to investigate intercultural 
communication in interpreter-mediated health care.  
 
Academic, policy and third sector literature acknowledges the multiple factors 
affecting intercultural communication. Yet language barriers are generally 
regarded as the patient’s problem as there is an expectation that a migrant is 
supposed to learn as quickly as possible the host countries’ language; and 
even when this occurs, it is another thing to express oneself effectively. 
Speaking a second language to an appropriate level can be further 
compounded by the complexity of the clinical information, if the patient is 
emotional and if the situation is stressful. 
 
Nonetheless, because of the dominant focus on the language problem, 
equality and anti- discriminatory practice become principally matters of ‘race’ 
and language, which fails to recognise the multiple ‘non-language’ variables 
which affect health care access and outcomes. There is also a tendency for 
this focus on language to be translated into guidelines and codes of conduct 
to overcome the ‘language problem’. To illustrate this point our research 
revealed a number of obstacles which present as formal and informal barriers 
to accessing healthcare, and which are well evidenced elsewhere (e.g. 
Derose et al 2007, Priebe et al 2011). These obstacles affect service users 
but also service provider in how they might deliver equitable health care, and 
include:  
 

                                                 
42

 This submission draws from (1) a 2-year GRAMNet interdisciplinary research project into 
intercultural communication in health care settings, (funded by the AHRC, SFC and British council ) 
http://www.gla.ac.uk/research/az/gramnet/getinvolvedactiveprojects/trainingmodel/resources/ 
 (2) discussions with NGO organisations Migrant Voice, Migrant Rights Network and Scottish Migrants 
Network in view of the submission. 

http://www.gla.ac.uk/research/az/gramnet/getinvolvedactiveprojects/trainingmodel/resources/
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Arranging care:  
 

problems of entitlement; 
differentiated entitlement requires clarification;  
difficulty in signposting forward;  
maintaining care levels, especially if status is vulnerable or 
irregular.  

Social deprivation 
and Trauma:  
 

migrant status related stress;  
length of time in country; 
wide range of socioeconomic emotional, psychological 
stressors of life in new country all affect quality and level 
of care  

Lack of familiarity 
with health care 

lack of knowledge of how health care is accessed; 
resources underused because of lack of knowledge;  
different understandings of patient-clinician relationship; 
unrealistic expectations of clinician role  

Different 
understandings of 
illness and 
treatment and 
cultural difference  
 

can inform help seeking behaviours;  
can affect engagement and behaviour in consultations, 
sometimes resulting in refusal of care (both service 
provider and service user);  
differences in understandings of ‘therapy’ outside of 
medication;  
practical issues such as DNAs;  
timekeeping, out-of-hours service 

Language-related 
impacts on 
service:  

increased risks of misunderstanding and misdiagnosis;  
extensive testing is required to compensate for poor 
communication; prolonged administrative procedures; 
and a range of problems relating to interpreting (poor 
access, reliance on ad-hoc services, complex patient 
health care affected by dynamic, issues of confidentiality). 

 
Border control in the waiting room 
The politicisation of migration is already affecting individuals’ actual 
experience of attempting to gain access to healthcare and this looks set to 
worsen with the present passage of the UK Immigration Bill 2013-2014 on the 
refusal of health care for certain immigration statuses (Home Office 2013).  
 
There is some evidence from our study and from anecdotal evidence from the 
migrant organisations contacted in view of this submission of the role of front 
line administrative and clinical staff in attempting to assess a person’s 
entitlement to healthcare on presentation. This is done in response to visual 
and/or language cues and is at best ill timed and clumsy and at worst racist. 
The complexity of immigration status is not something which can be handled 
on discussion at the “front desk”. In such instances, migrants reported being 
typically stigmatised related to:  

 physical appearance, skin colour, dress 

 cultural and religious practices 

 language  

 by their post code, which is linked to concentrated housing of migrants in 
areas of multiple social deprivations 

 and increasingly their immigration status 
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“I've never had any problems accessing health services. My 
sister complains about her local practice as they always refuse 
to see her when she tries to make an appointment, which 
recently resulted with her seeking help in a hospital where she 
was diagnosed with pneumonia. I think it is a matter of 
individual approach of people at reception.” (Migrant Voice 
member March 2014) 

 
Our research and subsequent discussions with migrant organisations reveals 
a continuing problem of Border Control creep into waiting rooms, whereby 
migrants are questioned on their immigration status because they present as 
‘different’. With current moves for immigration policy to be further factored into 
the health service, this last point is one of increasing concern if fair and 
equitable health care is an aim . These issues feed into the wider political 
debates about migrants as a “drain on resources”. Our findings suggest that 
despite the equality, diversity and anti-discriminatory policies in place, it 
remains uncertain as to whether these are working for migrant service users. 
Moreover, our evidence suggests that for migrants, such stigmatising 
processes lead to concerns over complaining, for fear of putting oneself at risk 
of being labelled as ‘troublesome’ or ‘ a problem’. This has clear implications 
for developing health policy – including in this policy relating to access to 
interpreters and translators – that is targeted at migrants. 
 
Migration to Scotland over the last 12 years has been at historically 
unprecedented levels. Unsurprisingly the Scottish health care system is 
largely developed for and with a “local” population in mind. There are 
difficulties for the “local” poor and marginalised as evidenced by the other 
groups targeted in the submissions to this committee. As it stands, the health 
system functions and signposts with an underlying assumption that users 
broadly know the system. If you are a migrant you do not necessarily have 
this knowledge, nor the confidence to access it. To be able to effectively 
manage the diverse needs of Scotland’s population, tackle such ‘hidden’ 
inequalities and reduce the likelihood of institutionalised racism occurring 
formally and informally within our health systems, these obstacles should be 

addressed. 
 
Our evidence suggests that the policies in place do some of the groundwork, 
but fall short in promoting better, more equal and non-discriminatory practice. 
This is also borne out in the limited education and learning programmes for 
health care providers and interpreters in the wider field of intercultural 
communication in health care settings.  
  
Our research has produced a range of learning materials to address these 
issues, stimulating debate and reflection on practice in intercultural health 
contexts.  

"I have watched the videos and read the materials and this is a 
just wonderful, wonderful resource and I want to share it with all 
our members. It empowers practitioners, involves the whole 
being and empowers people to use their judgment. It also 



19 

empowers practitioners to work with and ask for interpreters. It's 
very educational. Congratulations" 

(Ethel Rodrigues, Education officer for Unite the Union, 19 March 2014). 
 
Ways forward for the Scottish Government and NHS Boards  
 

 Develop clear policy which highlights that immigration status is not the 
determinant of access to healthcare in Scotland.  

 Emphasise the need for “front of house” respect and for all staff to be 
welcoming irrespective of perceived difference. 

 Improve intercultural awareness training for health care providers and 
frontline staff which has accepting social difference at its core.  

 Develop an interpreting model which moves beyond guidelines and 
reflects the challenges of interpreter-mediated intercultural 
communication. 

 Invite all parties to be involved in any future developments to determine 
what needs to to be systemically addressed together. 
 
 

Dr Ima Jackson 
March 2014 
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