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Health 
inequalities

The World Health Organization (WHO) defines health 
inequalities as follows:

‘The differences in health status or in the distribution of 
health determinants between different population 
groups.’

In the UK, the population groups showing differences in 
health and health chances are based on:

Social class

Gender 

Ethnicity

Region

These are not, of course, mutually exclusive — e.g. 
working-class people tend to live in more deprived areas.
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These data have been updated using 
the ScotPHO profiles published in June 
2015 comparing the life expectancies in 
Broomhill (close to Jordanhill station) 
and Parkhead & Barrowfield (close to 
Bridgeton station) intermediate zones. 



550 people a day in the UK are dying prematurely 

because of social inequalities that are becoming 

entrenched.

He said that not only do the poor die on average 7 years 

earlier than the rich, but they can expect to become 

disabled 17 years earlier.

If everybody had the same mortality as those with a 

university education, then we could prevent 202,000 

deaths [each year

Unemployed people (those out of work but looking for 

work) were almost twice as likely as those in employment 

to have a limiting longstanding illness or disability (17% 

compared with 9%).



What are the 
health effects ?
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Cancer Survival 
study

MacMillan study using ISD Scotland data –
published February 2017

Six cancers – of the prostate, breast, head & 
neck, colorectal, liver, lung

Survival until from 2004-08 until 2013 showed 
gaps for all, apart from lung cancer which was 
poor for all people, wherever they stayed.

Solutions:

Early detection and screening?

Tackling Poverty?

Inequalities in housing, 
education, employment, justice….







Health inequalities-causes 
Living in poor housing that is damp and poorly insulated.

Living in temporary accommodation, e.g. bed and breakfast, without access to proper cooking 
facilities, and in extreme cases being homeless.

Malnutrition caused by lack of food.

Obesity — often a result of comfort eating and/or lower resistance to advertisements for ‘junk’ 
food and sugary drinks.

High levels of stress and anxiety, which can lead to mental health problems and have other 
health effects such as high blood pressure.

Living in an area with poorer than average health facilities — it is harder to attract well-paid 
doctors and surgeons to live and work in poorer areas.

Engaging in ‘poor lifestyle behaviours’ such as smoking, excessive drinking and physical 
inactivity.

Being the victim of a violent attack — members of the lower social classes are at greater risk of 
this.
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Determinants of health 





GP training 

GP training practices are less likely to be situated in areas of 
deprivation; little is known about GP views of postgraduate training in 
such areas. Interview research

Results: The importance of producing ‘well-rounded’ GPs who are able 
to work in a variety of environments was highlighted. Trainees need 
exposure to the specific challenges of deprived contexts (such as early 
multimorbidity, child protection, and addiction) and the benefit of this 
for trainees was thought to be invaluable. 

Overwhelming workload was the main reason for not becoming a 
training practice, though some would consider it if supported to 
develop a training culture. All the GPs, including non-trainers, were 
involved in optional activities which were felt to be important for 
resilience. 

Conclusion: GPs in areas of deprivation highlighted specific skills that 
could be gained by undertaking at least a part placement in deprived 
areas, with different skills likely to be gained from affluent areas. 





‘Deep end’ 
project 

However, deprivation in outer London is worsening. There are already 
significant volumes of people with severe if not yet extreme IMD 
scores, and in parts of outer London, communities are now starting to 
fall into the most deprived national decile. 

This makes it difficult to tackle inequities of health and healthcare 
provision using traditional commissioning mechanisms, especially as 
NW London does not have a strong culture of proportionate 
universalism.  

In 2009 a group of GPs in Glasgow convened a conference and set out 
to explore how they could work together to address the issues they 
faced with caring and continuing to care for deprived communities. As 
a result of this they established the ‘GPs at the Deep End’ program.  

This has increased the resilience of the GP workforce, improved 
connections with community services, facilitated recruitment of new 
GPs, and addressed GP learning needs in relation to deprivation-
specific problems encountered in general practice. 





Summary GP 
role -
Approaches and 
Principles

1. Focusing on the most disadvantaged groups:  This targets 
the worst off or poorest groups and aims to improve their 
health through specific measures. This approach can improve 
the health of those who are worst off, even if the health gap 
between rich and poor is unchanged.

2. Narrowing health gaps :This aims to improve the health of 
those who are poorest or most disadvantaged by raising their 
health outcomes closer to those who are most advantaged. This 
usually involves target setting to reduce the disparity in health 
outcomes between the most advantaged and most 
disadvantaged groups.

3. Reducing the social gradient :Tackling the social gradient in 
health involves reducing differences and equalising health all 
along the income ladder


