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Inequalities in Health

Health Inequalities:
· Why they exist

· Evidence 
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Inequalities in health

Graph 1: Over time
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The graph above clearly shows that Scots are much more likely to die young than the rest of the UK.  This, therefore, strongly suggests that they are less healthy than their UK counterparts.  
Throughout this unit, you will explore the many different reasons why this is the case before reaching your own conclusions about what causes inequality in health.  You will then discover what is being done to try and reduce this inequality before gauging how effective these measures are.
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Task 1

Use the information from the PowerPoint and take notes on all of the factors which can lead to poor health. You will explore these factors in more detail as you progress through this unit.
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Health is influenced by a number of factors:

•
Age

•
Ethnicity

•
Gender

•
Socio-economic status and lifestyle

Age

A cheery thought to begin: when you reach the age of 21 your body stops growing and begins the dying process.  It is, therefore, no surprise that the least healthy group in society are those over 75, who have, in effect, been dying for 55+ years.
How can we prove this?

In a recent survey, 72% of those over 75 felt they were in good/fairly good health. For those reporting good health the figures ranged from 90% for children under 16 to only 28% for those over 75.

The graph below shows the incidence rate of different types of diseases and deaths according to age:
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As people get older they are more likely to experience a longstanding illness or disability, including one that limits their daily activities or work in some way. Long-term disability or illness was lowest in children aged under 15 at only 4%, rising to around 12% for men and women aged 35 to 49, and to over 62% for those aged 75-84 and over. For those aged 85 and over it peaks at 84%. 

Why does health deteriorate?
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As people get older their health deteriorates partly due to the accumulation of problems caused by lifestyle choices earlier in life such as smoking or excessive sport, sometimes as a consequence of the type of work they did, but ultimately through the ageing process itself. The body simply wears out and cannot repair itself as efficiently as it once did. 
The World Health Organisation (WHO) have identified the key areas that are most likely to impact upon an elderly person’s health and how to prevent or lessen the impact.

[image: image34.wmf]Injury

Older people are more likely to be involved in accidents because their senses such as balance and eyesight are not as acute as they were in the past. (In 2009, 24% of all accidents in the home involved people aged 65 and over and the majority of these were falls and burns/scalds and 42% of pedestrian deaths were people aged 60 and over.)  Further, injuries from falls (such as femur fracture) usually require hospitalization and costly interventions, including rehabilitation, and cause much of the functional limitations that lead to the need for long-term care, including admissions to nursing homes.  In 2010, 26% of those aged 75 and over attended the casualty or out-patient departments of a hospital, compared with 14% of people of all ages. In the same year, the average hospital stay for the general population was 7 nights. However, for those aged 75 and over the average length of stay was almost double at 12 nights.
Risk factors of noncommunicable diseases

Healthy ageing is a lifelong process. Patterns of harmful behaviour, often established early in life, can reduce the quality of life and even result in premature death. Poor nutrition, physical inactivity, tobacco use and harmful use of alcohol contribute to the development of chronic conditions: 5 of these (diabetes, cardiovascular diseases, cancer, chronic respiratory diseases and mental disorders) account for an estimated 77% of the disease burden and 86% of the deaths in the European Region. The most disadvantaged groups carry the greatest part of this burden.

Also, elderly people have problems that are almost exclusive. The Alzheimer’s Society estimates that there over 750,000 people in the UK with dementia, of whom only 18,000 are aged under 65. Therefore 98% of the victims of this condition are over 65.

Social isolation and exclusion, mental health disorders

Loneliness, social isolation and social exclusion are important social determinants and risk factors of ill health among older people. They affect all aspects of health and well-being, including mental health, the risk of maltreatment and the risk of emergency admission to hospital for avoidable conditions, such as severe dehydration or malnutrition. In all countries, older women have a higher risk of social isolation than older men.

Depression among older people is frequently undiagnosed. Its prevalence in those over 65 in the European Region is estimated at 2–15%. Mental health support, including preventive action, is a vital, often neglected, aspect of medical and social attention to older people. 
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A visit to an old persons' home quickly shows that old people feel the cold more.  This, combined with the fact that their lessened immune systems make them more susceptible to viruses, makes winter a very dangerous time.  Flu and hypothermia are major problems for the elderly and a cold winter can lead to many deaths.  

Task 2
1. Why are the elderly more susceptible to long-term illnesses?  
2. How much strain do the elderly place upon the health service?  
3. What health problems are almost exclusively those of the elderly?
Ethnicity 

Bangladeshi and Pakistani men and women are 3–4 times more likely than the general population to rate their health as bad or very bad. Indians are also more likely than the general population to rate their health as bad. 

Black Caribbean women are the only other minority ethnic group who are significantly more likely than the general population to describe their health as bad or very bad.

Do any facts support these 'feelings'?

In order to determine this, the incidence rates for different diseases and contributing factors/indicators will be considered:

Diabetes 
Pakistanis and Bangladeshis of both sexes were more than 5 times as likely as the general population to have diabetes and Indian men and women were almost 3 times as likely. Black Caribbeans were also more likely than the general population to suffer from diabetes, particularly Black Caribbean women. Rates of diabetes among the Chinese were not significantly different from the general population.
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Cardiovascular Disease 
Pakistani and Bangladeshi men and women both had rates about 60% to 70% higher than the general population, while Chinese men and women had lower rates.  The rate of CVD conditions was also higher among Black Caribbean women.

Infant Mortality Rates (IMR) 
In 2013, the death rate for infants (born in England and Wales) within 3 months of birth and still births were:
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Smoking 
Below is a graph showing the percentage of people who smoke according to ethnic group.  The study is from April 2012.
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As the above smoking prevalence rates are based on self-reported data, it is likely that they are underestimates. Saliva samples provide evidence of higher rates. For example, self-reported use of tobacco products was 44% and 17% for Bangladeshi men and women respectively, while sample levels suggest levels of 60% for men and 35% for women.
The survey also found that Bangladeshis (both men and women) were more likely than other groups to report chewing tobacco: 19% of Bangladeshi men and 26% of Bangladeshi women reported chewing tobacco compared with 2% and 6% for Indian/Pakistani men and women, respectively.

Alcohol consumption 

All ethnic minority groups were less likely to drink alcohol than the general population and consumed smaller amounts.

[image: image3.emf]
Among 8- to 15-year-olds, 40% of boys and 32% of girls in the general population reported drinking alcohol. Indian and Chinese children were much less likely to report ever having drunk alcohol, and reported rates of alcohol use were particularly low among Pakistani and Bangladeshi children.
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Socio-economic status

Socio-economic disadvantage is an important indicator of health within minority ethnic groups just as it is for the population as a whole. Indians, African Asians and Chinese, who are closest to whites in income, are as healthy as whites, whereas Pakistanis, Bangladeshis and Caribbeans have the poorest health of anyone in Britain. These are the three poorest ethnic groups in Britain. Pakistanis and Bangladeshis are 52% more likely to suffer ill health than whites, and Caribbeans are 33% more likely to be in poor health. 

Racial tension

Verbal violence which is sustained can have an impact on the mental well-being of the victims. When linked to physical abuse this has both a physical and a psychological impact on health. Even the fear of going out can have an impact through lack of exercise. Those who had been verbally harassed reported a 60% higher rate of fair or poor health, while those who reported racially motivated damage to their property or physical attacks reported fair or poor health at double the rate.

Gender

Research suggests that culturally determined domestic responsibilities influence women’s health. Caring responsibilities are a risk factor for women in all ethnic groups, but a significant additional risk factor exists for ethnic minority women who have four or more children.

Task 3 : Race and Health

You are a GP in a local health centre with a large ethnic population.  You have decide to create a leaflet warning ethnic minorities of their risk to health problems.  It has to be simple and colourful.

Practice essay

Evaluate the extent to which socio-economic status is the main factor in ill health among ethnic minority groups? (12 marks)

Gender 

Life expectancy at birth currently stands at 79.5 years for men and 82.5 for women.  However, in 2013 men could expect to live in poor health for 8 years, compared to 11 years for women.  This difference suggests that gender strongly influences health inequalities.  
Biological differences
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There are obvious differences between men and women which results in them having different health needs.  For example, women’s reproductive ability give them ‘special needs’ relating to fertility control, pregnancy and childbirth. However, the biological differences also lead to variations in genetics, hormones and metabolism which affect male and female patterns of heart disease and infections.  For example, women are less susceptible to infections such as tuberculosis, but more likely to develop diabetes.  
[image: image41.jpg]


In Modern Studies, however, we will study sociological factors rather than biological ones.  For example, the effect of having children on a woman in a social context (career, poverty and so forth) rather than biological impact.
Access to Healthcare
Women are more likely to seek medical care and attention and more likely to access it sooner.  This means men are more likely to die prematurely from heart disease and have higher death rates from cancers such as lung or bowel cancer, injuries, poisoning and suicide.  
Women, on the other hand, are more likely than males to die from strokes and other complications associated with old age, while male deaths are higher for heart attacks which occur earlier. This is reflected in differences in mortality related to age. Females have higher death rates for those conditions associated with increasing age. 

Working life
Men’s traditional role as breadwinner means they are more likely to die prematurely from occupational disease and injuries – particularly those men living in poverty.  Stress is also work-related and is more likely to affect working men rather than women.  It must be remembered, however, that people living in poverty and not working are as likely (if not more likely) to suffer stress than a middle class man in a high-powered job.  Stress leads to heightened blood pressure and subsequent complications.  
Women’s traditional domestic responsibilities lead to higher levels of depression. This is particularly true for women raising their families in poverty. Women are 2–3 times more likely than men to be affected by depression or anxiety. 

Behavioural trends

Women and men also differ in their patterns of health-related behaviour. For example, men have traditionally smoked more cigarettes and consumed more alcohol than women, although this is changing.  In Scotland in 2014, there were 1,152 alcohol-related deaths, a decrease of 1,669 compared with 2,821 in 2012. Of these 1,821 deaths, 784 were males and 368 were females.  It must be remembered, however, that alcohol can contribute to lower standards of living and poor health in many ways that are not necessarily counted as alcohol-related deaths.
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Men are also more likely than women to be pressured by society to become involved in dangerous activities such as smoking, excessive drinking and dangerous driving. According to the RAC, men are 3 times more likely than women to be involved in a car accident:
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Table 2 - Percentage of all deaths which are attributable to road traffic
accidents, by age and gender, 2009. UK

Age Male Female All
0-4 0.4% 0.6% 0.5%
D=1 10% 4% 7.2%
10-14 13.4% 10.1% 11.9%
15-19 28% 17% 24.7%
20-24 20.4% 11.6% 17.9%
25-29 12.5% 4.8% 10.2%

Corresponding numbers of deaths from road traffic accidents, 2009. UK

Age Male Female All
0-4 10 1" 21
=2 17 6 23
10-14 29 19 48
15-19 259 68 327
20-24 273 59 332
25-29 207 34 241

Road accidents deaths account for 13% of all external causes of death. For males
road accidents account for 15% of all external causes of death. For women road
traffic accidents account for around 8% of all external causes of death (See — Figure
7.
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Furthermore, more men die from lung cancer due to higher rates of smoking, as well as cancer of the stomach and colon. The number of male deaths from chronic liver disease and cirrhosis was nearly twice the number of female deaths.  
Although men are more likely than women to die of injuries, women are more likely to die of injuries sustained at home.  Usually these deaths number less than those of the men though.  Death rates by common causes for men and women are listed below.
Table: Age-standardised mortality rates: by cause 2014 England and Wales
	
	Ischaemic

heart

disease
	Cerebro-

vascular

disease
	Bronchitis

and allied

conditions
	Cancer
of the

lung
	Dementia

and

Alzheimer’s



	Males
	36,319
	14,194
	14,565
	16,959
	17,177

	
	Ischaemic

heart

disease
	Cerebro-

vascular

disease
	Influenza

and

Pneumonia
	Chronic

respiratory

diseases
	Dementia

and

Alzheimer’s

	Females
	24,190
	19,963
	14,212
	14,467
	34,321


Sources: Adapted from Office for National Statistics; 
Task 4: Gender and health

1. How accurate is the statement, “males are more likely to suffer physical illnesses whilst women are more likely to suffer mental ones.” 
2. a)What things are most likely to kill off males and females?  

b) Why is this?

Practice essay

Analyse the impact of biology in the health differences between men and women. (12 marks)
Socio-economic status and lifestyle
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improving incentives to do so. For those who do not, the effect is straightforward — lower incomes
and deeper poverty.

Health inequalities

Figure 5 - Health inequalities by area deprivation

— Cancer mortality most deprived 15 per cent = Cancer mortality Scotland overall

— CHD mortality most deprived 15 per cent = CHD mortality Scotland overall
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Figure 5 shows the mortality rates (adjusted for population size and structure) of coronary heart
disease (CHD) and cancer. It compares these rates in the most deprived 15% of areas with the Scottish
average.

Between 2000 and 2009, coronary heart disease mortality rates in the 15% of most deprived areas
fell from around 150 per 100,000 aged under 75 to around 100 per 100,000. In Scotland on
average, they fell from 90 to 50 per 100,000. So the fall was steeper in the more deprived areas,

but the rate is now double the average.
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Joseph Rowntree Foundation
Between 2000 and 2012, there has been a consistent downward trend in the rate of premature mortality from coronary heart disease in Scotland. Although the rates are at a higher level among the most deprived areas in Scotland, the trend showed a very similar pattern. The latest figure of 156.4 deaths per 100,000 population in the most deprived areas in 2014 compares with 190.8 during 2010. This compares poorly to the 2014 figure of 87.7 deaths per 100,000 in the most affluent areas.
Unfortunately, the pattern is not similar for cancer in Scotland.  The graph clearly shows that there is only a slight decrease in cancer mortality in Scotland overall with even less of a decrease for the most deprived; indeed there are instances of increases in the mortality rates across the graph of the most deprived areas.
Factors contributing to an individuals' health include:

· Genetics
· Occupation
· Emotional state
· Diet
· Habits 
· Exercise.
Many of the reasons for increased levels of mortality and morbidity in the lower socio-economic classes stem from lower incomes - bad lifestyles, a poor physical living environment and alienation from community and society.

Effect of Social Class as defined by occupation:

This has a significant impact on limiting long-term health and disability. Partly because of the nature of the work, but mostly because of the lifestyle afforded by the income from work - in 2012, the number of people in routine occupations who rated their health as not good was almost three times that of people in higher managerial and professional occupations.
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However, those not in employment had the worst health record of all. Those who were long-term unemployed were more than 3 times more likely to report suffering from ill health than those in higher managerial and professional occupations. The worst rate was for those who had never worked. Their rate was 6 times the rate for those in managerial and professional occupations.

Figures show that mortality rates increase, the lower the social class. The highest mortality rates occurred in social class V, and in the United Kingdom as a whole these rates were 3 times higher than mortality in social class I. This pattern is the same for each region of the United Kingdom, although the differences vary between regions. For example, in Northern Ireland mortality rates for people in social class V were 5 times greater than those in social class I, whereas in south-east England mortality rates for people in social class V were double those in social class I. 

Link between class and stress
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People in lower social classes suffer from stressful situations which they cannot find ways to relieve. Continuous anxiety, insecurity, low self-esteem, social isolation and lack of control over work and home life have powerful effects on health. Insecurity and low self-esteem can stem from being unemployed or being in insecure low-paid work and being unable to provide adequately for one’s family over long periods of time.  Feelings of inadequacy accumulate throughout life and increase the chances of poor mental health and premature death. 
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Stress creates tension which has a physical effect on heart functions and the immune system. If people feel tense too often or the tension goes on for too long, they become more vulnerable to a wide range of conditions including infections, diabetes, high blood pressure, heart attack, stroke, depression and aggression.

There is a currently a clear relationship between smoking and deprivation. The most recent Scottish Household Survey shows adult smoking rates varying from 10% in the most affluent fifth of the population compared to 43% in the most disadvantaged.

Class and accidents

The type of work a person does will also influence their chance of accidents. A manual worker working in a dangerous environment will 2.8 times at greater risk from accident than a manager or an accountant.  The environment where children are brought up also has an impact on accidents. If children from lower social class areas live on or near busy roads and do not have an area to play safely then they are much more likely to suffer accidents.  
Mortality and morbidity rates

The infant mortality rate (IMR) is related to social circumstances. While marriage is still the most common arrangement for children to be born into there are significant variations between the more prosperous areas and the more deprived areas. Twice as many children (40%) are born outside marriage in East Inner London as in more prosperous areas.

Percentage of still births by socio-economic status
	Social Class
	IMR rate /1000

	Routine and Manual 
	 9.0

	Intermediate
	6.5

	Higher Managerial and Professional
	5.2


The infant mortality rate is significantly higher in those born into poorer socio-economic households.  If the infant mortality rate is higher in lower socio-economic groups, it can also be assumed that the health of children and adults who survive their first year is also lower.
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Task 5: Socio-economic Status and Health
You are a public policy researcher who has been given a series of graphs to advise different governments of the impact of Socio-economic status upon health.  One group will be advisors to the Conservatives, one to the SNP and the third independent researchers.

In groups, prepare your party’s case for smaller group discussion.  Your smaller group’s conclusion must be agreed upon and signed.
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Lifestyle has a clear impact on health in terms of the likelihood of becoming infected with AIDS. The single largest cause is unprotected intercourse between men and women, closely followed by that of men and men.
Table: AIDS by probable route of infection diagnosed in 2010
	How HIV infection was probably acquired
	Total
	%

	Sex between men†
	2702
	45%

	Sex between men and women
	3018
	51%

	Injecting drug use
	141
	2%

	Mother to infant
	102
	2%

	Total
	5963
	100%


	Practice essay

 ‘Socio-economic status and lifestyle have a significant impact on a person’s health.’ Discuss.                                                   (20 marks)


By now, you should have realised that when one or more of the above factors combine it has a snowballing effect, rather than an accumulative one.  Nowhere is this better demonstrated than in Glasgow.
Task 6 – Glasgow
Use the article below to prepare an argument for either case one or case two.  



The following article is taken from the Modernity Scotland webpage.

Glasgow's citizens suffer more from:
· poor diet

· smoking
· alcohol abuse
· drug abuse
· emotional self-esteem issues
By the end of 2010, 283,000 Glaswegians were clinically obese – more than a third of the city’s population.  More than 190,000 people in Glasgow are smokers, smoking on average 15 cigarettes a day.  Glasgow East, which is a poorer part of the city, has almost double the percentage of smokers than in affluent East Renfrewshire.
People aged 25 to 44 smoke the most, and men under 65 are far more likely to smoke than women under the age of 65.  42% of Glasgow’s schoolchildren admit to being drunk at least once a month, with a further 27% admitting they are drunk on at least a weekly basis.  In 2009, eight children under the age of 12 from Glasgow were admitted to hospital because of excessive alcohol consumption.  Almost half of all children in Glasgow – 46% – have decayed teeth by the time they start school.  Tooth decay is the most frequently recorded cause of admission to acute hospitals in Greater Glasgow and Clyde for children aged under 15.

As a result of these "lifestyle choices", men and women within the Greater Glasgow health board area (which includes Inverclyde and East and West Dunbartonshire) suffer from higher rates of cancer, especially lung cancer, diabetes, obesity, chronic liver disease and poor emotional self esteem.  Throw in knife crime, gang violence and the historic housing problems and you have a pretty serious social situation.  The evidence is overwhelming.  But, how did Glasgow get to be in such a bad way and what can be done about it?

Avoid Stereotypes

Glasgow has attempted to overcome its negative image via a lavish marketing campaign, "Scotland with Style", which emphasises the city's shopping opportunities, as well as the city's vibrant cultural scene and its parks and museums.

It is not all hype.  Many people from outside the city are attracted by the city's shops.  
When it comes to the arts, Glasgow has the BBC, STV, the Glasgow Museum of Modern Art, the Burrell Collection, the Kelvingrove, the Royal Concert Hall, King Tut's and any number of other artistic attractions, too numerous to mention.  In terms of the other aspects which make up "quality of life" Glasgow has any number of parks; Kelvingrove, Bellahouston and Maxwell being this author's favourites, many excellent restaurants, council run sporting facilities which are ahead of many other cities in quality and access and a friendly (most of the time), multi-cultural population.

Glasgow is not the second city of the empire for nothing.  There is a lot of money in the city and in its affluent suburbs of neighbouring East Dunbartonshire and East Renfrewshire.  Despite the headline figures in the school league tables. Glasgow city schools continue to develop successful, articulate young people.  It is especially misleading to stereotype people from Glasgow council estates, such as Drumchapel, as being poor, workshy and drug addicted.  In recent years, Drumchapel has been transformed; there are many attractive houses, a brand new secondary school and professional families from immigrant backgrounds bringing a new vibrancy to a community which has been very badly misrepresented.  There always have been good people and strong families in Drumchapel.

So, why all the bad statistics?

Greater Glasgow's health problems are a result of long-standing social/economic and political factors.

1 Long term unemployment

Since the 1980s, Glasgow has moved from a manufacturing to a service based economy.  The new jobs; in catering, retail, tourism and banking are not, for the most part, as well paid as the old ones in heavy engineering.  In the 1980s closures of shipyards and other manufacturing sectors, many male Glaswegians lost their jobs and signed on to Incapacity Benefit.  This consigned them to joblessness for life.  What jobs there were were low paid. It was simply not financially viable to give up benefits and get a job.

A problem with long term unemployment is that it impacts on health and well-being.  
It creates low self-esteem and no incentive to live a disciplined, healthy life style.  Many young people in Greater Glasgow now come from families where the male adult has never worked.  Indeed there are many families where there is no male adult at all.


2 Poor Housing

Just as many Glaswegians in the 1980s found themselves out of work, they saw that their housing conditions were deteriorating around them.  The estates which were badly designed and hastily thrown up in the 1950s started falling apart.  Castlemilk, Drumchapel, Easterhouse, Pollock, to name just a few, housed thousands of people, but the quality of housing was poor, with little in the way of social amenities for adults or children.  Just living in one of these communities, far less being long-term unemployed in them, was enough to make you ill.

Billy Connolly famously described these estates as "deserts wae windaes".  They were breeding grounds for crime; extortion and gang violence, as well as drugs, cheap alcohol and illegal cigarettes which all became much more available in the 1980s.

3 Political Attitudes

In the 1980s and most of the 90s there was no Scottish Parliament.  There was a Conservative UK Government which took most of its support from the more affluent communities of England.  These were the people who won in the 80s; they had jobs, they had cars, private houses and good lifestyles.  The Government believed that if they could have a good life, so could anyone.  Unemployment, poverty and bad health were all the individual's fault.  Little was done to tackle unemployment and poor housing. 

4 Local government re-organisation

Prior to 1996, Glasgow and its suburbs were part of the wider Strathclyde region.  When the Conservative government created the 32 new local authorities, Glasgow's richer suburbs left the city and their residents now paid their council tax to the new authorities of East Dunbartonshire and East Renfrewshire.  Many ambitious families left the city for East Dunbartonshire and East Renfrewshire's low crime communities and magnet schools.  What has been left in Glasgow is many more needy; the poor, the old and the long-term unemployed.

Comparisons elsewhere

Other cities have long-term unemployment, yet they do not have the health problems Glasgow has.

Liverpool and Manchester are cities which share many of Glasgow's problems yet between 2003 and 2007 Glasgow had 60% more deaths among men aged 15 to 44.  Liverpool and Manchester's alcohol patterns are no different from Glasgow. But, there were more than double the alcohol-related deaths in Glasgow.  Indeed the Medical Research Council's 2007 report concludes that;
"Differences in health-related behaviours and health measures between adults living in the most deprived areas in Greater Glasgow compared to the rest of the areas in the health board region tend to be larger than differences between Greater Glasgow and rest of Scotland".

In straight forward language, there are larger inequalities between Glasgow and its suburbs than there are between Glasgow and the rest of the country.

The Biology of Poverty

Professor Hanlon, who himself grew up in the West of Scotland, states that “give kids a loving upbringing and you might protect them.”  This echoes the views of Dr Harry Burns whose "biology of poverty" thesis has been very influential in SNP Scottish Government policy.  Dim lights
Burns believes that the "chaotic circumstances" many young people grow up in impacts on their health, throughout their life and also in their lower life expectancy.  It is not just the fact that poorer people have worse diets and poorer general lifestyles.

They do and this doesn't help.  But, many well-off people have poor diets and poor lifestyles too. Many middle-class people drink too much and smoke as well!  What kills the poor, according to Harry Burns, is the harmful messages a child receives in its formative years. This relates to parenting, employment and housing.  Burns's research shows that a person's ability to fight off infections is compromised by poverty and chaos in early years.  Hence healthy lifestyle messages by government can only do so much.  Inequalities from birth, even pre-birth, need to be addressed.

What is being done?

All the major political parties agree that there is a strong connection between poverty and ill health.  Even the Conservatives, who denied this link in the past, speak of the need to "mend the broken society".  The SNP Government has rebranded the Labour-Lib Dem's "holistic approach to health" with its Equally Well agenda.  Early intervention, via health workers, social workers, breakfast clubs, healthy eating initiatives and free school meals are all to the fore.  It has also set up its More Choices More Chances programme to tackle the problems of youth unemployment.

Within Glasgow, GlasgowWorks is a multi-agency approach to long term unemployment; supporting the long term unemployed with the psychological and practical support they need to not just get a job, but hold down a job.  Despite the current recession, it is hoped that the Commonwealth Games will create not just jobs, but revitalise the communities of the East End which have suffered from the most acute health problems.  Dim lights
There is a new political consensus that is not government who is responsible for poor health.  But, that some individuals; those with the poorest education, who come from the worst housing, who have a family background of long-term unemployment and/or crime, need more support than others.  


It is now government's job to help people to help themselves.  Solving the "Glasgow Effect" will not be quick, easy or cheap.  But it will be cheaper and better than allowing these inequalities to grow.
Evidence of Health Inequalities in Scotland
 “In Scotland today, there is evidence of significant health inequalities in terms of mortality, physical illness, mental health and wellbeing, lifestyle behaviours associated with ill health and access to and use of health services… Inequalities are also evident according to gender, age, education, ethnicity, sexual orientation and the presence of disability or mental health problems.”  Scottish Government, 2008a
The Institute for Fiscal Studies (IFS) report has noted that:

“Inequalities by socioeconomic group, ethnic group and gender can be demonstrated across a wide range of measures of health and the determinants of health (and that) the difference in rates between those at the top and bottom of the social scale has widened.” 


Task 7 – Evidence of Inequalities Talk
Below are five different examples of evidence which show inequalities that exist in Scotland.  As part of a group, you will find out how these inequalities begin before birth and affect all aspects of an individual’s life.

Your teacher will assign you one of the following types of evidence.  You need to pick out the key evidence and find a way of explaining it to the rest of your group.  You may also need to conduct further research to find more evidence and examples.  
Your group will all share their findings.  You need to take good notes on everyone’s research because your teacher will select one of you at random to deliver a 2 minute presentation of your findings.
Life Expectancy

Where you are born is a powerful determinant of how long you might expect to live.

In Scotland men in the 10% of 'least deprived areas' can expect on average to reach an age of 81.1 years, while men in the 10% most deprived areas who could expect to live on average 67.7 years, a gap of more than 13 years.

For women the gap is 9 years, with a life expectancy of 84.4 years for those in the least deprived areas, compared to 75.4 years for women living in the most deprived areas. These gaps appear to be widening over time, particularly for men.

The graph (GRO, 2003-05) below shows a clear pattern of increasing life expectancy with decreasing deprivation in Scotland. 
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In general, people living in rural areas live longer than those living in towns. Overall, men in rural areas can expect to live an extra 3.6 years, and women another 2 years. (GRO, 2010). Similar patterns can also be observed for healthy life expectancy - that is the number of years we live in good health:

· women in the least deprived fifth of the Scottish population are expected to live 93% of their life in good health, while women from the most deprived fifth of the population could only expect to live 84% of their life in good health, and while

· men in the least deprived fifth could expected to enjoy 94% of their life in good health, men from the most deprived fifth of the population could expect to live only 85% of their life in good health
The Early Years
Growing up in Scotland, one of the largest longitudinal studies developed in Scotland began in 2007 and is following the lives of thousands of children from infancy into their teenage years.

The Study has reported regularly since its inception, casting a light on the relationship between social disadvantage in the early years and poor health outcomes.

For example the 2015 report showed that children born to parents in the lowest fifth (in terms of income) of Scotland's population are "much more likely" to:

· have a single, teenage mother

· have been affected by maternal smoking, drinking or drug use during pregnancy

· not to have been breast-fed

· be weaned onto an unhealthy diet

· have poor dental health

· receive relatively little stimulation

The latest study reports (NCSR, 2011) explore a range of issues including; parenting and child health, cognitive development, service use and support, and the impact of significant life events. For example:

· During the first five years of lives, around one in ten children in Scotland experience their parents separating, with the incidence being highest in first two years after the child's birth. Separation increased the likelihood of mothers experiencing poor mental health and low income, both known to contribute to poor child health outcomes.

· The gap in cognitive abilities between children from more and less advantaged social backgrounds at age 3 persists at age 5. Levels of improvement in the pre-school period are driven and influenced by the level of the parents' educational qualifications. This gap can be reduced by influencing other factors like the frequency of parent-child reading and other educational activities.

· Good parenting was found to have a positive impact on child health in adverse circumstances, reducing the incidence of limiting long term illness, social, emotional and behavioural difficulties, and poor dental health.

· Conversely, low levels of parental supervision correlate with poorer general health, limiting long term illness and social, emotional and behavioural difficulties, suggesting that the levels of parenting support are a significant contributor to improved health outcomes.
Levels of psychological distress, Scotland 2012 
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The graph above (McIntyre, 2007) shows levels of distress correlate strongly with social and economic positioning, affecting men and women.

Strikingly, the data also indicates that if those living in the most deprived areas in Scotland are almost twice as likely to exhibit levels of psychological distress, 'sufficient to indicate the need for treatment interventions'.

Meanwhile, those living in the most deprived areas are eight times more likely to be admitted to a psychiatric unit with an alcohol-related diagnosis.

Inequalities in Mental Health

The Equal Minds (Myers et al., 2005) report cast further light on this relationship. For example:

· In Scotland twice as many suicides occur among people from the most deprived areas

· UK-wide, only 24% of adults with long-term mental health problems are in work - the lowest employment rate for any of the main groups of disabled people.

· One in four tenants with a mental health problem has serious rent arrears and is at risk of losing their home

· People with mental health problems are nearly three times more likely to be in debt.

· Poverty, unemployment and social isolation are associated with higher prevalence of schizophrenia, and rates of admission to specialist psychiatric care (for people with schizophrenia) are highest among those from deprived areas

· In one study of people with a current or past experience of mental distress, 50% had been abused or harassed in public, while 25% felt at risk of attack inside their own homes.
Geographic Inequalities
There is evidence of significant differences in patterns of health and inequality between urban and rural areas. However it is important to note that even within the context of urban areas significant differences occur between different communities and areas. And the housing estates on the 'peripheries' of our cities or towns, represent some of highest areas of poverty and social deprivation in Scotland.

A 2008 report on data gathered by Community Health Partnerships (CHPs) across Scotland (SPHO, 2008) for the period 2004-6 illustrates the disparities that can be observed between areas associated with affluence and those with poverty and deprivation. Figures given are per year and per 100,000 people.

· While an average of 860 people per 100,000 were admitted to hospital for reasons attributable to alcohol, this varied from 521 in East Dunbartonshire CHP, an area associated with affluence, to 1,505 in East Glasgow CHCP an area associated with poverty

· For Scotland as a whole an average of 711 people per 100,000 per year were admitted to hospital with heart disease this varied from 501 in East Renfrewshire CHP to 1,010 in Inverclyde CHCP

· Although some are unavoidable, many emergency hospital admissions are thought to be preventable. While the annual Scottish average for emergency hospital admissions is 6,231 people per 100,000 per year, this varied from a low of 4,666 in East Dunbartonshire CHP to a high of 8,038 in East Glasgow CHCP

· Breastfeeding is recognised as a key component in child health. The highest percentage of maternal breastfeeding was 42.5% in Edinburgh CHP, while it was only 14.3% in East Glasgow CHCP

People living in the most deprived 10% of areas are almost three times more likely to have a limiting long-term illness than those living in the least deprived 10% of areas (Leyland, 2007).
Lifestyle Factors
 A study of the location of McDonald's outlets in England and Scotland showed per capita outlet provision was four times higher in the most deprived census output areas than in the least deprived areas. Low-income groups are more likely to consume fat spreads, non-diet soft drinks, meat dishes, pizzas, processed meats, whole milk and table sugar than the better-off Marmot, 2011

Cancers related to lifestyle are rising in Europe, with Scotland reporting some of the highest rates. Scotland has the highest rate of cancer of the oesophagus, which is linked to alcohol and smoking, and also the highest rate of deaths from lung cancer among women. Cancers related to obesity, such as colorectal and breast cancer, are also of concern (Moss, 2008).

Smoking

According to Scottish Household Survey data, smoking contributes significantly to a number of long-term illnesses and conditions, including lung and other cancers.

Although the percentage of persons aged 16 or more in Scotland who smoke has continued to fall, from 30.7% in 1999 to 24.3% in 2009, this decline has been slower in deprived areas.

In 2009 41% of adults were smokers in the most deprived areas compared to 24.3% in adults in Scotland overall. It is estimated to account for a quarter of all deaths in Scotland.

Alcohol

Similarly, alcohol-related deaths are on the increase in Scotland, with alcohol related mortality more than doubling since 1995, in contrast to the same statistic dropping elsewhere in Europe.

Two-thirds of alcohol-related deaths occurred in the most deprived areas of Scotland with only 19% occurring in those areas classified as least deprived. People living in the most deprived fifth of areas in Scotland are around five times more likely to die of an alcohol-related condition than those living in the least deprived fifth of areas.

In the graph below, Leyland et al. (2007) graphically illustrates the sharp rise in chronic liver disease - strongly associated with alcohol misuse - for both men and women

Further, Leyland highlights the rise in deaths from 'mental and behavioural disorders' that stem from alcohol and drug use, and are a significant cause of mortality in Scottish men.  
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Task 8 – Sharon
Read the following case study about Sharon and answer these questions.
1. What concerns would you have about the effect of Sharon’s smoking on Jason and her unborn baby?

2. What other health concerns might you have about Sharon, given what you know about her circumstances?

3. Do you think Sharon’s situation has any other implications for Jason, for example achieving his developmental milestones?

Case study 1: Sharon

Sharon the 17 year old mother of Jason, aged 2, is heavily pregnant.

Sharon has continued to smoke through her pregnancy. This includes cannabis most nights once Jason is settled, to ‘just relax and switch off’.

Sharon is close to her mum Rosie, who lives in the next street. But as primary carer Rosie looks after her own elderly mother (Jessie) who has

Alzheimer’s disease and is increasingly dependent. Rosie feels guilty and she is struggling to cope. Sharon worries about her and tries not to bother her…

Sharon has two older brothers; Joe who lives in London, and Danny who is serving a sentence for ‘dealing’. Sharon doesn’t know her father.

Sharon lives in a 14th floor council flat, and is on welfare benefits, Sharon has borrowed money from local ‘loan-sharks’ in the past, but paying this off eats too much into her weekly budget, so money often runs out days before Sharon‘s next ‘giro’ is due.

Because of dampness in the flat, Sharon and Jason have repeated colds. Sharon has occasional flares ups of bronchitis too.

Sharon dropped out of school completely after Jason was born.

Superficially confident and outspoken, Sharon conceals embarrassment and shame as her reading, writing and numeracy skills are poor. Sharon covers it up as best she can by avoiding things like forms.

Jason’s father Garry visits late most Friday nights, mostly under the influence of drink or drugs. Sometimes Garry stays over, but he can be abusive, and sometimes this gets physical. Sharon doesn’t like that, but

Garry says it’s her fault ‘for getting on at me all the time’. Sharon loves him, but knows not to push him on commitment so takes what she can get.

Sharon doesn’t like ‘professionals’. Just like the teachers at school, they ‘talk down’ to her. She has failed to attend three antenatal appointments with her midwife at the GP surgery.
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