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Summary
There are significant and long-standing health inequalities in Scotland. The public sector can make better use of its resources to address these challenges.

Key facts

£170 million 
2011/12 allocations to the NHS for schemes related to health inequalities

£11.7 billion 
Total amount spent by the NHS in 2011/12

40 per cent least deprived* / 15 per cent most deprived
Exclusive breastfeeding rate at 6-8 weeks

28 least deprived* / 62 most deprived
GP consultations for anxiety per 1,000 patients

11 per cent least deprived* / 40 per cent most deprived
Percentage of adults who smoke

214 least deprived* / 1,621 most deprived
Alcohol-related hospital admissions per 100,000 population

81.0 years least deprived* / 70.1 years most deprived
Average life expectancy of men

84.2 years least deprived* / 76.8 years most deprived
Average life expectancy of women

* These comparisons refer to people living in the one-fifth most deprived and one-fifth least deprived areas.

Background
1.  Tackling health inequalities is challenging. Health inequalities are influenced by a wide range of factors including access to education, employment and good housing; equitable access to healthcare; individuals’ circumstances and behaviours, such as their diet and how much they drink, smoke or exercise; and income levels.1
2.  Given the complex and long-term nature of health inequalities, no single organisation can address health inequalities on its own. Community Planning Partnerships (CPPs) are responsible for bringing all the relevant organisations together locally and for taking the lead in tackling health inequalities.2 Many public sector bodies and professionals contribute to reducing health inequalities; it is not just the responsibility of health services. Councils have a major role through their social care, education, housing, leisure and regeneration services. The voluntary sector also has a role in reducing local health inequalities. 
3.  There have been long-term increases in average life expectancy in Scotland and considerable improvements in overall health. However, there are still significant differences in life expectancy and health depending on deprivation, age, gender, where people live, and ethnic group. More data is available about the links between deprivation and health inequalities so we are able to provide more comment on deprivation in this report.
4.  Reducing health inequalities will help increase life expectancy and improve the health of people in disadvantaged groups. It could also bring considerable economic benefits. For example, if the death rate in the most deprived groups in Scotland improved then the estimated average economic gains would be around £10 billion (at 2002 prices); and if the death rate across the whole population fell to the level in the least deprived areas, the estimated economic benefit for Scotland could exceed £20 billion.3 These are conservative estimates as they relate only to differences in life expectancy and do not include other health inequalities.
5.  Tackling the problems most commonly associated with health inequalities would also help to reduce the direct costs to the NHS and wider societal costs. For example, the Scottish Public Health Observatory has estimated that a one per cent reduction in smoking prevalence would save around 540 lives a year; reduce smoking-attributable hospital admissions by around 2,300; and reduce estimated NHS spending on smoking-related illness by between £13 million and £21 million.4
6.  In 2007, the Scottish Government established a Ministerial Task Force for Health Inequalities to identify and prioritise practical actions to reduce the most significant and widening health inequalities. The Task Force published its report, Equally Well, in June 2008. This considered the evidence for health inequalities in Scotland and identified a range of priorities where action is most needed to tackle health inequalities, including: children’s early years; tackling poverty and increasing employment; physical environments and transport; and access to health and social care services. The report also included recommendations for the Scottish Government, NHS boards, councils and other public sector bodies. The Task Force published a review of Equally Well in 2010 which examined progress since the publication of Equally Well and made more recommendations for addressing health inequalities.  The Task Force reconvened in November 2012.
7.  Reducing health inequalities has been a priority for successive governments in Scotland with the introduction of major legislation supporting this aim, such as the ban on smoking in public places and minimum pricing for alcohol. The Scottish Government’s 2012/13 spending review reiterated its commitment to addressing health inequalities, and in 2011/12 it allocated around £170 million to NHS boards to directly address health-related issues associated with inequalities.5
8.  Shifting resources from dealing with the consequences of health inequalities to effective early intervention and access to preventative services is essential to tackling health inequalities.6 The Scottish Government’s policies prioritise preventing social problems rather than reacting to them but our previous work has highlighted that shifting resources will be challenging for the public sector, particularly in the current financial climate.7 8 9
About the audit
9.  Our audit aimed to assess how well public sector organisations are working together to tackle health inequalities. Given the scale and complexity of the problem, we have not examined in detail the impact of wider policies such as education, employment and housing on reducing health inequalities. Instead we have focused on how bodies work together to identify need, target resources and monitor their collective performance in reducing health inequalities. In this report, we:
•	outline the scale of health inequalities and the effects on specific groups of people
•	estimate how much the public sector spends on reducing health inequalities, although information on this was limited
•	look at the quality of evaluations
•	review how well CPPs ensure that there is a coordinated focus on health inequalities
•	look at whether access to health services is equitable for all groups within the population, particularly people living in deprived areas. 
10.  Evidence for this audit is based on an analysis of national and local strategies and evaluations; finance and performance data; interviews with Scottish Government officials, NHS and council staff, academics  and other relevant professionals; a review of CPP annual reports; and focus groups with a range of staff. We also visited five Equally Well test sites to review their progress to date. Further details of our methodology are set out in Appendix 1. Appendix 2 lists members of our Project Advisory Group, who gave advice and feedback at key stages of the audit, and Appendix 3 presents a summary of progress against national strategies for improving health and addressing health inequalities.
11.  This report is structured into  four parts: 
•	Health inequalities in Scotland  (Part 1)
•	Spending on reducing health inequalities (Part 2)
•	Local health services for reducing health inequalities (Part 3)
•	Effectiveness of approaches to reducing health inequalities  (Part 4).
12.  In addition to this report, we have also published a range of accompanying documents on  our website: 
•	a detailed analysis of the extent of health inequalities across a range of indicators
•	a report on our focus groups with CPP managers, Community Health Partnership (CHP) managers and frontline staff
•	a checklist for CPPs to help improve their approach to addressing health inequalities 
•	a checklist for non-executive and elected members to assess how well health inequalities are being addressed in their local areas.10 11
Key messages
•	Overall health has improved over the last 50 years but health inequalities remain a significant and long-standing problem in Scotland. Deprivation is a major factor in health inequalities, with people in more affluent areas living longer and having significantly better health. Health inequalities are highly localised and vary widely within individual NHS board and council areas. Children in deprived areas have significantly worse health than those in more affluent areas.
•	The Scottish Government takes account of deprivation, rurality and remoteness, and other local needs in allocating funding to NHS boards and councils. However, it is not clear how NHS boards and councils allocate resources to target local areas with the greatest needs. 
•	The distribution of primary care services across Scotland does not fully reflect the higher levels of ill health and wider needs found in deprived areas, or the need for more preventative healthcare. Patterns of access to hospital services also vary among different groups within the population, with people from more deprived areas tending to have poorer access and outcomes. 
•	Reducing health inequalities requires effective partnership working across a range of organisations. However, there may be a lack of shared understanding among local organisations about what is meant by ‘health inequalities’ and greater clarity is needed about organisations’ roles and responsibilities.
•	National policies and strategies which aim to improve health and reduce health inequalities have so far shown limited evidence of impact. Changes will only be apparent in the long term but measures of short-term impact are important to demonstrate progress towards policy goals. Many initiatives to reduce health inequalities have lacked a clear focus from the outset on cost effectiveness and outcome measures. This means that assessing value for money is difficult. 
•	Current performance measures do not provide a clear picture of progress. CPPs’ reports on delivering their Single Outcome Agreements (SOAs) are weak in the quality and range of evidence used to track progress in reducing health inequalities, and differences among SOAs means that a Scotland-wide picture is hard to identify. 
Key recommendations
The Scottish Government should:
•	introduce national indicators to specifically monitor progress in reducing health inequalities and report on progress.
The Scottish Government and NHS boards should:
•	review the distribution of primary care services to ensure that needs associated with higher levels of deprivation are adequately resourced 
•	include measurable outcomes in the GP contract to monitor progress towards tackling health inequalities, and ensure that the Quality and Outcomes Framework is specifically designed to help reduce health inequalities.
The Scottish Government and CPPs should:
•	ensure that cost effectiveness is built into evaluations of initiatives for reducing health inequalities from the start
•	align and rationalise the various performance measures to provide a clear indication of progress in reducing health inequalities.
CPPs should:
•	ensure that all partners are clear about their respective roles, responsibilities and resources in tackling health inequalities, and take shared ownership and responsibility for actions aimed at reducing health inequalities
•	build robust evaluation, using all available data and including outcome measures and associated costs, into local initiatives aimed at reducing health inequalities
•	include in SOAs clear outcome measures for reducing health inequalities which demonstrate impact, and improve the transparency of their performance reporting. 
NHS boards should:
•	monitor the use of primary care, preventative and early detection services by different groups, particularly those from more deprived areas. If this identifies systemic under-representation of particular groups, NHS boards should take a targeted approach to improve uptake
•	monitor the use of hospital services by different groups and use this information to identify whether specific action is needed to help particular groups access services.
NHS boards and councils should:
•	identify what they collectively spend on reducing health inequalities locally, and work together to ensure that resources are targeted at those with the greatest need.
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Part 1. Health inequalities in Scotland
The health of people in Scotland continues to improve but significant inequalities remain.

Key messages
•	Overall health has improved over the last 50 years but deep-seated inequalities remain. Deprivation is the key determinant of health inequalities although age, gender and ethnicity are also factors. Health inequalities are highly localised and vary widely within individual NHS board and council areas.
•	Children in the most deprived areas have significantly worse health compared to children living in the least deprived areas. They are more likely to have a lower birthweight, poorer dental health, higher obesity levels and higher rates of teenage pregnancy. They are also less likely to be breastfed, which is associated with a healthy start in life.
•	There is a mixed picture of progress in tackling health inequalities. For some indicators, such as deaths from coronary heart disease, inequalities have decreased but other indicators, such as healthy life expectancy, mental health, smoking, and alcohol and drug misuse, remain significantly worse in the most deprived parts of Scotland.
13.  Health inequalities are linked to a range of factors that are complex and interrelated. For example, genetic factors and poor housing can have a major effect on an individual’s health over time, and these are likely to be exacerbated by harmful behaviours such as smoking, alcohol misuse and a lack of exercise. Public services in Scotland can address some of these factors, for example by improving social housing or access to sports facilities. Broader UK and global factors, such as the current economic downturn, also play a part.
14.  Health and life expectancy generally worsen as deprivation levels increase. For example, the incidence of low birthweight and lung diseases are both higher in deprived areas, with the latter linked to higher rates of smoking in more disadvantaged groups. But other conditions such as high blood pressure and high cholesterol are not so directly associated with deprivation although they are risk factors for major illnesses that are strongly linked to deprivation, such as cardiovascular disease.12 Binge drinking is more common among men living in the most deprived areas, but levels of weekly alcohol consumption vary across the whole population and are not linked to deprivation. There are also gender differences in terms of inequalities; for example, women living in more deprived areas are more likely to be obese, but this pattern is less evident among men.
People in deprived areas have lower life expectancy
15.  Overall life expectancy has increased in Scotland in recent years but continues to be closely associated with deprivation (Exhibit 1). Between 1999-2000 and 2009-10, the average life expectancy of men living in the least deprived areas remained around 11 years higher than in the most deprived areas but the corresponding difference for women increased from around 6.5 years to around 7.5 years. Life expectancy can vary widely within individual NHS board and council areas. For example, between 2006 and 2010, the average life expectancy among males in the most deprived areas of Renfrewshire was around 66 years which was nine years less than in the rest of Renfrewshire.13
16.  Women tend to live longer than men but have more years living in poorer health. In 2009-10, average healthy life expectancy for women was around 2.5 years higher than for men, although this difference has fallen in recent years.14 Between 1999-2000 and 2007-08, healthy life expectancy increased by around three years for men (from 65.1 to 68.0) and over two years for women (from 68.2 to 70.5).15 The average healthy life expectancy of people living in the least deprived areas in 2009-10 was around 18 years higher than people living in the most deprived areas.16 
17.  People living in rural areas live on average two to three years longer than people in urban areas and can expect to live in good health for an average of six years longer. This may be partly due to rural areas generally having lower levels of deprivation than urban areas.17
18.  Although average life expectancy and healthy life expectancy in Scotland have increased, average life expectancy is lower than in other parts of the UK (Exhibit 2). Average healthy life expectancy is lower than the UK averages for both men and women.18 Both life expectancy and healthy life expectancy are lower in Scotland than in many Western European countries. 
Deprivation is most concentrated in the west of Scotland
19.  All NHS boards and councils in Scotland have areas of deprivation but the west of Scotland, especially Glasgow and its surrounding areas, has high levels of deprivation and consequently accounts for a significant proportion of health inequalities in Scotland.19 Deprivation and life expectancy vary widely between CHPs in different parts of Scotland, and between CHPs within NHS board areas (Exhibit 3).20 
Health inequalities vary widely within local areas
20.  There are wide variations in both deprivation and health inequalities in smaller geographical areas within individual NHS board or council areas. To assess variation within one council area, we compared deprivation and an indicator of health inequalities (rate of hospital admission for drug misuse) across the 21 electoral wards within the Glasgow City Council area (Exhibit 4). To further examine the variation within an individual electoral ward, we also compared deprivation and health inequalities within one ward – Glasgow Shettleston (Exhibit 5). Our analysis shows that both deprivation and health inequalities can vary widely among small local areas.
Children in deprived areas have poorer health 
21.  Children’s early years are a major determinant of their future health.21 Children living in the most deprived areas of Scotland experience significantly worse health outcomes than children living in the least deprived areas (Exhibit 6). 
There is a mixed picture of progress in tackling health inequalities
22.  Scotland faces major challenges in tackling a range of deep-rooted health problems, and the inequalities associated with them. We reviewed a range of health indicators to look in detail at the extent of health inequalities related to them and progress made in reducing them (Exhibit 7). These indicators are all linked to deprivation and some are linked to other factors such as gender and ethnicity. Health inequalities have decreased for some indicators, but they have either remained the same or worsened  for others. 
23.  Since 2008, the Scottish Government has published an annual report setting out progress against a range of long-term indicators of health inequalities.22 The most recent report, published in 2012, shows that the gap in health inequalities has not narrowed for these indicators apart from indicators for low birthweight and alcohol-related deaths. These measures give an indication of progress but the Scottish Government has not set out timescales or numerical targets to measure progress against these long-term indicators. 
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Part 2. Spending
The public sector needs to make better use of resources to help reduce health inequalities.

Key messages
•  The Scottish Government takes account of deprivation, rurality and remoteness, and other local needs in allocating funding to NHS boards and councils but it is not clear how NHS boards and councils allocate resources to target local areas with the greatest needs. 
•  We estimate that the Scottish Government allocated around £170 million to the NHS in 2011/12 – around 1.5 per cent of the overall NHS budget – for specific schemes to improve health and address health inequalities. 
•  Recent changes in quality payments to GPs have helped to provide more funding to GP practices in deprived areas. These changes mean that deprived areas should receive additional resources to help address problems related to health inequalities.
Overall NHS and council funding formulae take account of deprivation and local needs 
24.  The Scottish Government’s funding formula for the NHS is designed to take account of levels of local deprivation.23 24 This formula also takes account of each board area’s population size, age and gender distribution, levels of ill health and the additional costs of providing care in rural and remote areas. The Scottish Government is phasing in the introduction of this formula to allow NHS boards to plan for any significant changes to their budgets.25 There is no timescale for full implementation and some NHS boards are not yet receiving their target share.26 This may affect boards’ capacity to effectively tackle health inequalities in their local areas.
25.  In 2010/11, councils in Scotland spent around £18.5 billion. The Scottish Government funds around 85 per cent of council spending through a block grant to each council, with the remainder being funded by council tax and other income streams.27 The Scottish Government allocates money to councils through Grant-Aided Expenditure (GAE) according to the level of local demand for services. GAE also takes account of factors within each council area, such as the proportion of people living in deprived areas or in rural locations, which may affect the level of required funding.28 
26.  In 2010/11, councils spent around £3.6 billion on social work services, including £155 million on services for adults with mental health problems and £60 million on services for adults with substance misuse problems.29 However, this does not present a complete picture of all council spending on services to reduce health inequalities.
It is not clear how resources are targeted within local areas
27.  The formula for allocating money to each NHS board is built up from information on small geographical areas.30 Indicative weightings have also been calculated at CHP level.31 CHPs with the highest indicative weightings are remote and rural areas such as Western Isles, Orkney and Shetland, and areas with high levels of deprivation and ill health such as Glasgow and Dundee (Exhibit 8). 
28.  It is not clear whether the local distribution of resources is targeted on the areas of greatest need. The Scottish Government allocates funding to NHS boards but there is no national or local information about how NHS boards allocate these resources locally. There is significant variation in the extent to which NHS boards devolve services and budgets to CHPs, and CHPs directly manage only around a quarter of total NHS spending.32 There is also no published information about how councils allocate resources locally. 
Around £170 million was allocated to the NHS in 2011/12 for schemes related specifically to health inequalities
It is difficult to track direct spending by the NHS and councils on addressing health inequalities
29.  NHS boards spent around  £11.7 billion in 2011/12 and councils spent around £18.5 billion in 2010/11 (Exhibit 9). NHS boards report their spending on a range of clinical and non-clinical services, and councils report their spending on a range of services, including services for adult mental health and substance misuse problems. However, there is no information about specific spending on addressing health inequalities.
30.  We estimate that the Scottish Government allocated around  £170 million to NHS boards in 2011/12 for programmes related specifically to health inequalities (Exhibit 10). This represents around 1.5 per cent of the total health spending of around £11.7 billion. The Government’s allocations included around £15 million for programmes such as Keep Well and Childsmile which are specifically aimed at reducing health inequalities by targeting specific groups within the population.33 The remainder of the £170 million is spent on improving the health of the whole population.
31.  Funding for the Keep Well programme up to 2014/15, and for tackling some of the other problems associated with health inequalities (including smoking, alcohol misuse and obesity) is expected to remain at the same level as 2012/13.34 This will mean a decrease in real terms.
The Scottish Government allocated an estimated £1.8 billion from 2008/09 to 2010/11 for issues related to health inequalities
32.  In Equally Well, the Ministerial Task Force set out the Scottish Government’s overall funding allocations to councils and NHS boards for programmes and services which aim to address both the underlying causes and the consequences of health inequalities. The Task Force identified that the Scottish Government had allocated about £1.8 billion between 2008/09 and 2010/11 to tackling health inequalities (Exhibit 11). 
33.  The information in Equally Well provides an estimate of Scottish Government funding aimed at addressing issues linked to health inequalities as not all of the allocated funding was specifically for this purpose. For example, annual allocations for tackling poverty and fuel poverty accounted for around one-third of the total allocations but these initiatives have only an indirect effect in reducing health inequalities. There was no information about whether these estimated funding allocations were targeted at areas of greatest need.
Changes in payments to GPs  have led to more funding to deprived areas
34.  GPs make an important contribution to reducing health inequalities by providing advice and primary care services. In 2011/12, the Scottish Government allocated around £710 million to NHS boards to contract services from GP practices.35
35.  Most GPs in Scotland are paid through the UK-wide General Medical Services (GMS) contract which is made up of the following elements: 
•	the global sum which accounts for more than half of the total funding and which pays for routine services that GPs must provide. Funding for these services takes account of various patient and population characteristics including age, sex, deprivation, and remoteness and rurality
•	payments for enhanced services such as health checks and immunisation programmes, which are not part of the routine services provided by GPs
•	the Quality and Outcomes Framework (QOF) which provides additional funding to practices that meet a range of quality targets, including improving the management of chronic diseases. 
36.  In 2011/12, GP practices in Scotland received around £134 million in QOF payments (just under a fifth of the total payments to GPs), and the average QOF payment to a GP practice was around £139,000.36 The QOF is an important part of the GP contract and has the potential to help reduce health inequalities although it was not explicitly designed to do this. There is evidence that it has helped to reduce the gap between the most and the least deprived areas in the management of chronic disease through better recording and monitoring of health problems. This was shown by a narrowing gap between QOF payments to practices in the most and the least deprived areas, but it is too early to say whether these improvements in management practice have led to reductions in health inequalities.37
37.  In 2009, the system for calculating QOF payments was adjusted to better reflect the prevalence of long-term conditions in local communities. We compared the QOF payments to the 100 practices serving the most deprived areas in Scotland (known as ‘Deep End’ practices) with other GP practices. In the three years following the change, average QOF payments per patient to Deep End practices increased by around eight per cent while the average payment to non-Deep End practices increased by around four per cent (Exhibit 12).
38.  Changes to the GMS contract are negotiated at a UK level, but the Scottish Government has signalled its intention to move to a more Scottish-focused contract to better reflect Scottish health priorities.
Recommendations
•  The Scottish Government and NHS boards should include measurable outcomes in the GP contract to monitor progress towards tackling health inequalities, and ensure that the Quality and Outcomes Framework is specifically designed to help reduce health inequalities.
•  NHS boards and councils should identify what they collectively spend on reducing health inequalities locally, and work together to ensure that resources are targeted at those with the greatest need. 

	The Scottish Government uses the NHSScotland Resource Allocation Committee (NRAC) formula to calculate the target percentage share of the health budget each NHS board should receive to provide Hospital and Community Health Services (HCHS) and GP prescribing. HCHS includes acute care, care of the elderly, mental and learning difficulties services, maternity services and community services. NRAC replaced the previous Arbuthnott formula. Both formulae have similar overall approaches but the NRAC formula more accurately accounts for: changes in population; the higher relative needs of the very young and very old; and the need for increased healthcare services due to levels of ill health and deprivation.

The Scottish Government uses the NRAC formula to allocate around 70 per cent of its total health budget. It allocates the other 30 per cent to NHS boards to provide Family Health Services (general dental, ophthalmic and pharmaceutical services) and to tackle drugs misuse and blood-borne viruses.
This gradual introduction means that all boards receive real-terms increases in funding each year. NHS boards below their NRAC target share will receive more money per head of population than other NHS boards until boards reach their NRAC target share.
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Part 3. Local health services
The health service can do more to reduce health inequalities by providing better access to services for disadvantaged groups.

Key messages
•  Appropriate access to health services is an essential part of reducing health inequalities. GPs have a critical role to play in helping to reduce inequalities and in facilitating access to the whole range of NHS services including hospital care. But the distribution of primary care services across Scotland does not fully reflect the higher levels of ill health and wider needs found in deprived areas, or the need for more preventative health care. The distribution of other primary health care services, such as pharmacies, is more closely matched to need. 
•  Action taken to improve health can have the unintended consequence of widening inequalities if uptake by those most at risk does not increase. Patterns of access to hospital services vary among different groups within the population and people from more deprived areas tend to have poorer access and outcomes. NHS boards need to ensure that all patients get the services they need, and provide better access to services for disadvantaged communities to help reduce health inequalities.
Better access to health services is needed to reduce health inequalities
39.  Appropriate access to healthcare services can contribute to the prevention of poor health and better outcomes from treatment for disadvantaged groups. In May 2010, the Scottish Government published The Healthcare Quality Strategy for NHSScotland, which includes a commitment by the NHS to understand the needs of different communities, eliminate discrimination, reduce inequality, protect human rights and build good relations by breaking down barriers that may prevent people from accessing the care and services that they need. However, there is evidence that people from disadvantaged communities may have difficulties accessing these services.
GPs in the most deprived areas face significant challenges in tackling health inequalities
40.  For most people, GPs are the initial point of contact with healthcare services. Primary care is the main focus of most efforts to reduce health inequalities, and Equally Well stated that: ‘NHS action to reduce health inequalities starts with primary care, where more than 90% of patient contacts take place.’
41.  The distribution of GPs across Scotland does not fully reflect levels of deprivation (Exhibit 13).38 The availability of GPs is more accurately measured by whole time equivalent (WTE) rather than headcount. The NHS has published information on the number of WTE GPs in Scotland but this did not include details of the distribution of WTE GPs across the various levels of deprivation and has not been updated since 2009.39 
42.  Recent findings from the Deep End project indicate that GPs working in the most deprived areas of Scotland face significant challenges in tackling health inequalities. For example, GPs in these practices reported that:
•	they treat patients with higher levels of multiple health problems than GPs working in less  deprived areas40 
•	public sector budget reductions and changes to the benefits system were increasing patients’ visits to GPs and having detrimental effects on patients’ mental and physical health41
•	they are constrained by a shortage of consultation time with patients which limits the opportunity to provide appropriate treatment, advice and referral to suitable services.42
43.  Audit Scotland’s 2011 review of CHPs reported variable engagement between CHPs, GPs and other independent contractors owing to a lack of shared vision and priorities. The Deep End project and our focus groups of CPP managers and CHP managers also reported difficulties in getting good engagement between GPs, CHPs and councils.43
44.  Practice nurses provide an increasingly important role in primary care, often providing services such as immunisations, blood pressure checks and programmes to help people to stop smoking. However, information about the numbers of practice nurses across different areas of deprivation is not available, so it is unclear whether their distribution matches levels of patient demand.
Access to other primary care services reflects higher levels of need in deprived areas
45.  In addition to GP practice staff, other staff working in primary and community services make an important contribution to improving public health and reducing health inequalities. Community pharmacists provide a range of services, including advice and treatment for minor ailments. Pharmacists may also deliver health improvement services such as smoking cessation. Our analysis shows that the distribution of community pharmacies across Scotland varies by deprivation levels, with the highest number of pharmacies in the most deprived areas (Exhibit 14). 
46.  Dentists also have an important role to play in helping to reduce health inequalities. Information on adult oral health is generally poor, but the incidence of oral cancer is higher amongst people from deprived areas, and risk factors for poor oral health such as smoking and poor diet are higher in deprived areas. The distribution of dentists across Scotland varies by deprivation levels, with the highest number of dentists in the most deprived areas (Exhibit 15).
47.  Since 2007, dentists practising in the most deprived areas of Scotland have received a Deprived Areas Allowance of up to £9,000 a year.44 Between 2007 and 2012, the number of dentists based in the most deprived areas more than doubled, compared to an increase of one-fifth in the least deprived areas (Exhibit 16).45
Policies designed to improve the health of the whole population can increase inequalities 
48.  The NHS provides a range of universally available services, including cancer screening and eye tests, which aim to detect health problems at an early stage or prevent them altogether. However, there is evidence that these services may widen health inequalities if uptake is lowest among those who would derive the greatest benefits (Case studies 1 and 2). 

Case study 1
The introduction of free eye tests in Scotland in 2006 led to an increase in the number of people having their eyes examined. In 2005, before the free tests were introduced, around 32 per cent of people in Scotland had an eye examination, the lowest figure among the UK countries. By 2008, this figure had increased to around 35 per cent and the relative difference between Scotland and the other UK countries had reduced. However, the increase in the uptake of optometry services was lower among people with low education and those from more deprived households, resulting in increased inequality.
Source: ‘Utilisation of eye-care services: An examination of the effect of Scotland’s free eye examination policy’, H Dickey et al, University of Aberdeen, 2012

Case study 2
Child health reviews are available to all children but those living in the most deprived areas are less likely to have a review. Unavailability or lack of parental engagement were the most common reasons for missed reviews, but aligning the distribution of health visitors to the needs of the population is also essential to ensure children from all areas receive health reviews.
Source: ‘Trends in the coverage of “universal” child health reviews: observational study using routinely available data’, R Wood et al, BMJ Open, 2012

Better access to hospital services may help to improve outcomes for disadvantaged groups
49.  Although primary care is the main focus of efforts to tackle health inequalities, better access to hospital services may also help to improve outcomes for disadvantaged groups. Audit Scotland’s 2012 report on cardiology services highlighted research showing that patients from deprived areas receive over 20 per cent fewer cardiology treatments than expected while those from the least deprived areas received over 60 per cent more treatments than expected.46 People from more deprived areas may have lower rates of treatment because they are less likely to reach hospital alive following a heart attack. This is due to people in more deprived areas having poorer awareness of the symptoms of a heart attack, and higher rates of sudden death from a heart attack for people who smoke. The report recommended that the Scottish Government and NHS boards should monitor access to procedures by different groups within the population to help ensure that all patients have appropriate and timely treatment. In its subsequent inquiry into cardiology services, the Scottish Parliament’s Public Audit Committee called on the Scottish Government to review whether GP numbers are adequate to meet the needs of patients in deprived areas.47 
50.  Other evidence also shows that people in the most deprived areas require greater access to hospital services (Exhibit 17).
51.  People from deprived areas are more likely to miss hospital appointments. Analysis of waiting times data shows that in 2011/12 the percentage of patients living in deprived areas and failing to attend appointments was three times higher for new outpatients and more than twice as high for inpatients and day cases (Exhibit 18). These differences in missed appointments may be due to a range of factors affecting people in more deprived areas, such as a lack of access to transport.48 
Recommendations
The Scottish Government should:
•  consider introducing incentives for GPs in the most deprived areas to help increase access to GPs in these areas. 
The Scottish Government and NHS boards should:
•  review the distribution of primary care services to ensure that needs associated with higher levels of deprivation are adequately resourced 
•  regularly collect and publish information on the number of whole time equivalent GPs and practice nurses across the various levels of deprivation.
NHS boards should:
•  monitor the use of primary care, preventative and early detection services by different groups, particularly those from more deprived areas. If this identifies systemic under-representation of particular groups, take a targeted approach to improve uptake
•  monitor the use of hospital services by different groups and use this information to identify whether specific action is needed to help particular groups access services
•  review patterns of non-attendance for hospital appointments and target action to improve attendance rates of patients living in deprived areas.
CHPs should:
•  involve GPs fully in local approaches to reduce health inequalities.

	‘GPs at the Deep End’, G Watt, British Journal of General Practice, January 2011. 
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Part 4. Effectiveness
Better partnership working is needed to reduce health inequalities. To date, there is limited evidence that strategies and interventions aimed at reducing health inequalities have made a significant impact.

Key messages
•  Reducing health inequalities is challenging and requires effective partnership working across a range of organisations. CPPs need to clarify the roles and responsibilities of local organisations in tackling health inequalities, and ensure they take sufficient ownership  of initiatives. 
•  There is evidence to show that the ban on smoking in public places has improved health, including a reduction in passive smoking and a potential link to decreased rates of premature and low birthweight babies. This may have helped to reduce health inequalities given the link between smoking and deprivation. Other national policies and strategies which aim to improve health and reduce health inequalities have so far shown limited evidence of impact. Changes will only be apparent in the long term but measures of short-term impact are important to demonstrate progress towards policy goals. 
•  The Scottish Government and CPPs need a more systematic approach to assessing the cost effectiveness of actions to reduce health inequalities. Changes may not take effect for a generation or more making the measurement of success in the short term difficult. However, many initiatives lack a clear focus from the outset on cost effectiveness and outcome measures. This means that assessing value for money  is difficult.
•  Current performance measures are a mix of process measures, such as the number of smoking cessation services delivered, and outputs such as the prevalence of smoking among adults. CPPs’ reports on delivering their Single Outcome Agreements (SOAs) are weak in the quality and range of evidence used to track progress in reducing health inequalities, and differences among SOAs means that a Scotland-wide picture is hard to identify.
A range of factors can help to reduce health inequalities
52.  A significant amount of research has identified a range of factors, including clear priorities and local focus, which can help to reduce health inequalities (Exhibit 19).
Many organisations are involved in trying to reduce health inequalities
53.  The Scottish Government and CPPs have the lead responsibilities for tackling health inequalities but a wide range of people and organisations are involved (Exhibit 20).
Better partnership working is needed
54.  Reducing health inequalities requires effective partnership working across a range of sectors and organisations. However, a number of Audit Scotland reports highlight challenges in joint working across organisational boundaries owing to differences in cultures, priorities, planning and performance management, decision-making, accountability and financial frameworks.49 
55.  Our focus groups involving CPP managers, CHP managers and frontline staff identified a range of issues around local partnership working aimed at tackling health inequalities.50 Managers generally felt that CPPs had helped to engage a wider range of local organisations to help tackle health inequalities than had previously been the case. CPPs had also provided a focus to link individual organisations’ strategies and work towards agreed outcomes. 
56.  In some CPP areas, health inequalities were seen as a high priority, shown by the number of initiatives set up to tackle inequalities and the support received from senior managers. In other areas, however, addressing health inequalities was considered less of a priority owing to health budgets being mainly directed towards hospital care and pressure on funding for health improvement initiatives. There was also a lack of shared understanding among the various local organisations about what is meant by ‘health inequalities’ which could potentially hinder communication and progress at a local level. 
57.  Our focus groups highlighted the importance of involving individuals and communities in local initiatives aimed at reducing health inequalities, and of helping to engage with people and communities that were least likely to use health services.51 For example, staff from the voluntary sector have trained former heroin users to engage with current users to encourage them to join a methadone programme. CPPs should work with local organisations to provide opportunities for individuals and communities to contribute to activities which may help to reduce health inequalities.
58.  CPPs should ensure that they provide strong and supportive leadership to promote effective partnership working at a local level. Local leaders also need to clearly communicate their strategies and priorities to staff responsible for delivering services aimed at tackling health inequalities.

‘Some practitioners and even managers don’t know what the CPP is – it’s too distant. What’s happening at the CPP needs to be filtered down more effectively, in whatever format.’
Frontline staff focus group

Greater clarity about roles and responsibilities is needed to tackle health inequalities
59.  The focus groups of CPP and CHP managers commented on the lack of clarity about roles, responsibilities and ownership of services aimed at reducing health inequalities. In some cases, managers considered that a lack of joint working between CPPs and CHPs led to duplication of services. These views reflect the findings of Audit Scotland’s 2011 review of CHPs which found that, in some areas, cluttered partnership arrangements contributed to a lack of clarity and duplication in roles and functions between CHPs and other health and social care partnership arrangements.

‘When health inequalities are described as “everyone’s business”, there’s a danger that it can become nobody’s business.’
CPP manager

60.  Participants in our focus groups considered that, although CPPs had helped to promote tackling health inequalities through their strategic frameworks, the NHS was generally expected by other organisations to deliver all health outcomes. CPPs should ensure that NHS boards, councils and other organisations are clear about their respective roles, responsibilities and resources in tackling health inequalities, and develop and publish performance information through the SOA to demonstrate progress in tackling health inequalities in their local areas. CPPs should also ensure that local organisations, both health and non-health, take ownership and shared responsibility for actions aimed at reducing health inequalities. Plans for the integration of health and social care are at an early stage, and it is currently unclear how responsibility for tackling health inequalities in local areas will rest between CPPs and the planned Health and Social Care Partnerships.
61.  Voluntary organisations provide a number of services which contribute to reducing health inequalities. Some participants in our focus groups from the voluntary sector suggested that the introduction of the Change Fund had improved partnership working between voluntary and statutory organisations.52 Overall, however, frontline staff from the voluntary sector felt excluded from partnership working aimed at tackling health inequalities. 

‘From a voluntary sector perspective, much of the work into tackling health inequalities goes by without being heard about – we often feel removed from partnership working.’
Frontline staff focus group

More effective information sharing will help to improve partnership working
62.  Sharing information among local organisations helps to facilitate joint working. However, a lack of compatibility between information systems, and a lack of clarity about what information can be shared may undermine local initiatives aimed at reducing health inequalities. The Scottish Parliament Local Government and Regeneration Committee has invited the Scottish Government to provide greater clarity to CPPs on what information can or should be shared, and has recommended that the Government work closely with the Scottish Information Commissioner and consider promoting formal sharing agreements between organisations.53

‘A pharmacist who is undertaking health checks as part of community-based intervention is not able to email any information to the client’s GP. The information has to be printed off and taken to the GP surgery because there is no secure email. This creates more work for the pharmacist and gives them little incentive to continue to carry out health checks in the community.’
Frontline staff focus group 
Equally Well test sites have improved local partnership working and helped to redesign services
63.  In 2008, the Scottish Government established eight Equally Well test sites across Scotland to try new and innovative ideas for redesigning public services to help tackle health inequalities. Each test site had a separate theme, such as tackling alcohol misuse, improving mental health, providing early years interventions, and reducing smoking levels. The Scottish Government provided £4 million to fund the sites’ activities, and appointed a National Programme Manager to support and coordinate the work of the test sites. It also established a social network site to encourage sharing of lessons learned. The test sites have made some progress in redesigning services to shift the emphasis away from dealing with the consequences of health inequalities towards preventing their occurring. However, there is no evidence that they have helped to reduce health inequalities, or that examples of service redesign have helped to inform spending decisions, either locally or nationally.
64.  National and local evaluations have reported that all the sites had made some progress in improving local partnership working and sharing lessons learned (Case study 3). These improvements were due to: ongoing support from senior managers, boards and local politicians; shared understanding of organisations’ roles and contributions; engagement with service users and communities; and having clear, shared outcomes.54 
Case study 3
Fife Test Site: Mobile Alcohol Intervention Team
This local project aims to reduce alcohol misuse among under-16s by increasing their awareness of the consequences of alcohol misuse and providing guidance on responsible drinking. The project started in 2009 and involves a partnership between Clued Up (a voluntary substance misuse organisation which led the project), NHS Fife and the police. The project offers alcohol brief interventions to under-16s drinking on the streets on Friday nights, followed by a further assessment two to three weeks later. 

The project started in Kirkcaldy and has since been extended to other parts of Fife. The success of the project relied on effective partnership working, with all organisations having clear roles and responsibilities. Clued Up and NHS Fife produced a training pack for practitioners to deliver alcohol brief interventions to young people, including a DVD showing good and bad practice. NHS Health Scotland plans to extend the use of this training pack across Scotland.

Early results showed that between April 2011 and March 2012, 94 young people received alcohol brief interventions. Of the 64 who engaged with follow-up assessments, 69 per cent said they had followed some of the harm-reduction suggestions, and 41 per cent reported that they had reduced their alcohol use. A third of these participants were retained by Clued Up for further support. The programme is currently undergoing external evaluation.
Source: Fife Equally Well Test Site

65.  There has been considerable shared learning between the test sites, and some effective local approaches have been extended to other parts of Scotland. However, the national evaluation of the test sites reported difficulties in transferring an approach from one area to another. 
There is limited evidence to date of the impact of national policies and strategies
66.  Policies and legislation which introduce regulatory controls can contribute to reducing health inequalities.55 For example, there is evidence that the 2006 ban on smoking in public places has led to improvements in health. In 1998, almost two-thirds of non-smokers were exposed to second-hand smoke but in 2010 this figure had fallen to a quarter of non-smokers.56 The ban may have led to decreased rates of premature and low birthweight babies, and in the ten months following the ban hospital admissions for heart attacks were 17 per cent lower than in the ten months prior to the ban.57 58 These improvements may have helped to reduce health inequalities given the link between smoking and deprivation. The overall percentage of adults who smoke fell from 25.4 per cent in 2006 to 23.3 per cent in 2011.59 
67.  The issues underlying health inequalities are complex and many interventions are long-term, often taking a generation or longer before there are significant improvements. Successive governments in Scotland have introduced a range of strategies which aim to improve health and reduce health inequalities  (Appendix 3). There is a risk that policies which aim to improve the health of the whole population may widen inequalities, and although it is too soon to assess the long-term impact of these strategies on wider health and their contribution to reducing health inequalities, measures of short-term impact are important to demonstrate progress towards the policy goals. For example, the Scottish Government uses sales data to demonstrate the short-term impact of its alcohol framework.60 
The NHS has new targets to reduce health inequalities
68.  NHS boards report to the Scottish Government on performance through the national performance system for the NHS (HEAT), which includes targets aimed at improving health.61 Two of the NHS targets due for delivery in 2013/14 – delivering agreed numbers of child healthy weight interventions and smoking cessation services – are specifically designed to help reduce inequalities, as a minimum number of services must be delivered in the 40 per cent most deprived areas. The NHS also has targets for at least 60 per cent of three- and four-year-old children at each deprivation level to receive at least two applications of dental fluoride varnish per year by March 2014, and for at least 80 per cent of pregnant women at each deprivation level to have booked for antenatal care by the twelfth week of pregnancy by March 2015. 
Some specific interventions have reduced health inequalities but better evidence about cost effectiveness is needed
There is no evidence to date that targeted national programmes have helped to reduce health inequalities
69.  Keep Well is the main national programme for tackling health inequalities in Scotland and invites all people aged between 40 and 64 living in areas of high deprivation to attend a health check.62 These checks include screening for cardiovascular disease and its main risk factors such as high blood pressure, high cholesterol, smoking and poor diet. The programme costs over £11 million a year. NHS Health Scotland has evaluated Keep Well to assess the feasibility and challenges of delivering the programme, but there is little evidence yet of the impact of Keep Well on health outcomes or life expectancy as these will only be apparent in the longer term (at least ten years).63 The evaluation did not cover cost effectiveness, and NHS Health Scotland has not yet determined how to evaluate the long-term impact and cost effectiveness of Keep Well. 
70.  Two other targeted national programmes have also yet to demonstrate effectiveness in terms of improved outcomes:
•	Childsmile, introduced across Scotland in 2008, is a national programme designed to improve the dental health of children in Scotland, and reduce inequalities in dental health by targeting children in the 20 per cent most deprived areas. The Glasgow Dental School is overseeing a programme to evaluate the impact of Childsmile, including cost effectiveness.
•	Family Nurse Partnership, introduced initially by NHS Lothian in 2010, offers intensive and structured home visits by specially trained nurses to vulnerable first-time teenage mothers from early pregnancy until the child is two years old. It aims to improve pregnancy outcomes, child health and development, and parents’ economic self-sufficiency. The Scottish Government provided around £5 million to test the programme in two NHS board areas, Lothian and Tayside, and it plans to roll out the programme across the rest of Scotland. Initial evaluation of the programme indicates that there was high enrolment and low drop-out rates, and includes some brief data on changes in behaviours, such as alcohol consumption. The Scottish Government plans to assess changes in parenting behaviours but recognises that it may not be able to determine the direct impact of the programme.
Small-scale local interventions have demonstrated some impact but a greater focus on outcomes  is needed
71.  Some local initiatives aimed at reducing health inequalities have reported positive outcomes (Case study 4), but these have only been implemented in small local areas. The Scottish Government and CPPs should ensure that, where appropriate, successful local initiatives for reducing health inequalities are rolled out more widely and receive sufficient funding. It is important to pilot new initiatives to determine whether they are effective but regular introduction of short-term local initiatives can be disruptive and will have limited lasting impact on reducing health inequalities. 

Case study 4
Quit4u smoking cessation programme
In 2009, NHS Tayside launched the quit4u programme to increase the take-up of smoking cessation support and quit rates among smokers in deprived areas of Dundee. The programme combined structured behavioural support and drug treatment with financial incentives for each week (up to a maximum of 12 weeks) that participants did not smoke. In May 2012, NHS Health Scotland published an evaluation of quit4u which concluded that, compared with other smoking cessation services and self-quit attempts, the programme was an effective and cost-effective model for engaging and supporting smokers in deprived areas to quit. NHS Tayside extended quit4u to smokers in deprived areas in Perth and Kinross from November 2010, and in Angus from August 2011. It is also currently being tested in Glasgow.
Source: Evaluation of quit4u: Main report, NHS Health Scotland, 2012

72.  Evaluations have tended to focus on process measures and outputs rather than outcomes, and have not considered cost effectiveness. CPPs need to ensure that robust evaluation, including a clear focus from the outset on cost effectiveness and outcome measures, is an integral part of local initiatives and that staff have the skills to carry out evaluations. 
Performance measures should provide a clearer picture of progress
73.  A range of performance information provides an indication of progress in reducing health inequalities. This includes both national and local measures, covering a range of process measures (for example, the number of smoking cessation services delivered) and outputs (for example, the prevalence of smoking among adults). The various national measures provide an indication of overall progress, but there is little detailed analysis to assess the performance of local bodies in reducing health inequalities.
Single Outcome Agreements do not provide robust evidence of progress in reducing health inequalities
74.  CPPs prepare Single Outcome Agreements (SOAs) and agree these with the Scottish Government. The SOA sets the strategic priorities and outcomes which councils, NHS boards and other organisations aim to achieve for their local communities. In Equally Well, the Ministerial Task Force stated that accountability for delivering action and change to tackle health inequalities would be through the SOA process. 
75.  CPPs publish annual reports on their performance in delivering their SOAs, including progress against a range of outcome indicators. These indicators include measures relating to health inequalities, such as reducing the prevalence of smoking among the local population and providing services aimed at tackling alcohol misuse. We reviewed all published CPPs’ 2010/11 annual reports on their performance in delivering their SOAs (Exhibit 21).64 Overall, CPPs’ annual reports on performance in delivering the SOA do not provide consistent or robust evidence about how well they are tackling health inequalities in their local areas and differences among SOAs mean that a Scotland-wide picture is hard to identify. CPPs need to ensure that SOAs include clear outcome measures for reducing health inequalities which demonstrate impact, and improve the transparency of their performance reporting to allow a better understanding of how well they are reducing health inequalities.
76.  Audit Scotland is currently carrying out audits of three CPPs in Scotland. This work will help to highlight effective practice and look at the progress CPPs are making particularly in relation to SOAs, CPP governance and leadership and the delivery of local outcomes. The audits are being carried out in the context of the 2012 review of community planning and SOAs by the Scottish Government and COSLA which made clear that effective community planning arrangements will be central to public service reform and proposed placing of formal requirements on CPPs and strengthening the duties of individual partners.65 66 
The Scottish Government should revise national performance measures to present a clearer picture of progress 
77.  The Scottish Government’s long-term indicators of health inequalities present national-level data across deprivation levels. However, to allow a more detailed analysis of progress in reducing health inequalities, the Scottish Government should also publish information at a more local level (for example, by CPP area) and for other factors such as ethnicity.
78.  The Scottish Government’s Scotland Performs website presents information on how Scotland is performing against a range of National Indicators. A number of the current indicators, such as reducing death rates among under-75s, improving children’s dental health, improving mental wellbeing and reducing the percentage of adults who smoke, aim to promote health improvements for the general population. Other indicators, such as reducing the proportion of individuals living in poverty, and reducing children’s deprivation, are linked to the wider determinants of health and health inequalities. However, none of the current indicators specifically monitors changes in health-related measures among people in deprived areas. Since reducing health inequalities is a Scottish Government priority, it should introduce appropriate national indicators to monitor progress through Scotland Performs.
79.  The range of performance measures and reporting arrangements relating to health inequalities makes it difficult to establish a clear picture of progress. CPPs need a consistent set of measures to help focus their work on improving health inequalities. The Scottish Government, CPPs and the constituent organisations should consider ways of aligning and rationalising the current range of performance measures to present a more coherent picture of progress. 
Recommendations
The Scottish Government should:
•  develop measures of short-term impact to demonstrate the effectiveness of its strategies which aim to improve health and reduce health inequalities in the longer term
•  assess the impact on health inequalities of policies which aim to improve the health of the whole population 
•  continue to support shared learning among the Equally Well test sites and encourage the transfer of effective local approaches to other areas
•  publish information at a more local level than Scotland-wide, and include factors such as ethnicity, to allow a more detailed analysis of progress in reducing health inequalities
•  introduce national indicators to specifically monitor progress in reducing health inequalities and report on progress.
The Scottish Government and CPPs should:
•  ensure that cost effectiveness is built into evaluations of initiatives for reducing health inequalities from the start
•  ensure that, where appropriate, successful local initiatives for reducing health inequalities are rolled out more widely
•  align and rationalise the various performance measures to provide a clear indication of progress
•  establish a shared understanding of what is meant by ‘health inequalities’.
CPPs should:
•  provide strong and supportive leadership which helps to promote effective partnership working to reduce health inequalities at a local level
•  involve local communities in activities which are aimed at reducing health inequalities
•  ensure that all partners are clear about their respective roles, responsibilities and resources in tackling health inequalities, and take shared ownership and responsibility for actions aimed at reducing health inequalities
•  clarify with CHPs (and, over time, with the proposed integrated Health and Social Care Partnerships) the respective roles and responsibilities for reducing health inequalities
•  include in SOAs clear outcome measures for reducing health inequalities which  demonstrate impact
•  ensure that all partners take steps to improve the sharing of information to help joint working aimed at reducing health inequalities
•  improve the transparency of their performance reporting to allow a better understanding of how well they are tackling health inequalities 
•  ensure that robust evaluation, using all available data and including outcome measures and associated costs, are an integral part of local initiatives aimed at reducing health inequalities and that staff have the skills to carry out evaluations.
NHS boards and councils should:
•  carry out health inequalities impact assessments when designing new services or redesigning existing services.
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Appendix 1.
Audit methodology

We reviewed a range of published information to inform our audit, including:
•	Scottish Government Equally Well documents, annual reports on long-term indicators of health inequalities, national strategies, and National Indicators and  HEAT targets
•	Community Planning Partnerships’ 2010/11 SOA reports
•	evaluations of interventions to reduce health inequalities, including Keep Well
•	NHS Director of Public Health annual reports
•	reports by Glasgow Centre for Population Health
•	reports by NHS Health Scotland
•	academic papers, including the University of Glasgow’s GPs at the Deep End series
•	other published reports, including the 2010 National Audit Office report, Tackling inequalities in life expectancy in areas with the worst health and deprivation.
We reviewed published and unpublished data including:
•	NHS Information Services Division (ISD) data
•	National Records of Scotland statistics
•	Scottish Health Survey data
•	ScotPHO data
•	Office for National Statistics life expectancy data
•	NHS Scotland Practitioner Services Division (PSD) data on community pharmacies.
We issued data requests to the Scottish Government regarding funding allocations in various topic areas. We used this information to compile an overall estimate of the total funding to NHS boards to directly address the problems related to health inequalities.
We commissioned ODS Consulting to carry out focus groups with CPP managers, CHP managers and frontline staff from 12 CPP areas to gather views on how effectively local health inequalities are being tackled. We have published a separate report on Audit Scotland’s website.
We carried out our own analysis of ISD published data on QOF payments, matching it with Scottish Index of Multiple Deprivation (SIMD) information. We used this information to explore how recent changes to the GMS contract have affected QOF payments in deprived areas. Additionally, we analysed PSD and ISD data on the distribution of pharmacies and dentists, again matching the data with SIMD information.
We carried out interviews with:
•	staff at five Equally Well test sites to discuss their progress in improving partnership working and redesigning services 
•	ISD staff to discuss data, and to request unpublished statistics
•	Scottish Government policy staff including the Chief Nursing Officer 
•	directors of Public Health from six NHS boards
•	staff from NHS Health Scotland, Glasgow Centre for Population Health and COSLA
•	academics from Glasgow University and Edinburgh University
•	representatives from the voluntary sector.
Appendix 2.
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Appendix 3.
National strategies for improving health and addressing  health inequalities

Strategy
Description and impact
Strategies focused on addressing health inequalities
Equally Well 
(June 2008)
Considers the evidence for health inequalities in Scotland and how health and other public services might respond to factors that affect people’s health.
The Ministerial Task Force carried out a review of Equally Well in June 2010. The Task Force did not expect to see changes in health outcomes since the publication of Equally Well as it had not been in place for long. Instead, it reviewed progress against the recommendations in Equally Well and made further recommendations for the Scottish Government and CPPs. 
Child Poverty Strategy for Scotland
(March 2011)

The main aims of this three-year strategy are to maximise household resources and improve children’s well-being and life chances. Expenditure will move more to early intervention and prevention. The Scottish Government plans to introduce a Children’s Services Bill and a Sustainable Procurement Bill, both of which may help to drive improvements in child well-being.
Progress towards targets is reported in the annual report for child poverty strategy in Scotland. The first annual report was published in March 2012 but contained no evidence of impact to date.
Strategies aimed at improving health 
The Road to Recovery: A new approach to tackling Scotland's drug problem
(May 2008)
	Sets out priorities and an action plan for prevention, support and recovery.
	In May 2009, the Scottish Government published The Road to Recovery: One Year On which reported on progress and described future work needed to deliver changes but did not include any information about impact. The Scottish Government provides updates through its Drug and Alcohol Delivery Bulletin. These bulletins have reported some progress, such as a fall in self-reported drug use, and higher levels of testing for blood-borne viruses among injecting drug users, but not specifically linked to the actions in The Road to Recovery.

Better Cancer Care: An Action Plan
(October 2008)

Sets out actions to reduce the number of people who develop cancer and to support people with cancer. The Scottish Cancer Taskforce was established to oversee the delivery of the plan.
The Scottish Government published a progress report in December 2010 which highlighted separate action plans to reduce smoking, alcohol misuse and obesity, as well as early detection through screening programmes. However, it contained no information about the impact of the Cancer Plan to date.
Achieving Our Potential 
(November 2008)
Sets out a new approach to tackling poverty in Scotland
The Scottish Government published a report in 2011 which considered the evidence around financial capability, affordable housing, education and childcare. The report also included recommendations for future work, but contained no evidence about impact.
Early Years Framework 
(December 2008)
Seeks to maximise positive opportunities for children and address the needs of those children whose lives are constrained by poverty, poor health, poor attainment and unemployment.
	The Scottish Government published a progress report in 2011 which outlined progress against a range of short- and medium-term indicators. This described a range of processes and actions since the framework was published but there was little information about outcomes.
Changing Scotland’s Relationship With Alcohol: A Framework for Action
(February 2009)
Contains plans to use legislation to achieve shorter-term goals and to effect cultural change for longer-term goals. Actions will involve the health service, local councils, the alcohol industry, police and the voluntary sector.
A monitoring and evaluation group was set up to oversee evaluation of the outcomes. In March 2011, its first annual report described baseline trends for alcohol consumption, affordability and alcohol-related harms. In June 2012, a report on the impact of the quantity discount ban on off-trade alcohol sales found a small decline in off-trade sales in Scotland since the ban, but this reduction was also seen in England and Wales where there was no ban. Further data is required to determine if this is a clear trend. Future annual reports will give further information on impact and relevant trends over time. 
Towards a mentally flourishing Scotland
(May 2009)
In August 2012, the Scottish Government published its mental health strategy for Scotland, which reported on progress towards meeting commitments in Towards a mentally flourishing Scotland: Policy and Action Plan 2009-12. There are 36 specific commitments to be delivered over the period to 2015 covering mental health improvement, prevention, care, services and recovery. The strategy highlights achievements so far including a fall in the number of psychiatric readmissions and in the suicide rate.
Preventing Overweight and Obesity in Scotland: A Route Map Towards Healthy Weight
(February 2010)

Outlines the various actions which central government, local councils and the NHS will take to prevent and manage obesity in Scotland.
The Scottish Government published an action plan in March 2011 (updated in September 2011) and a set of 16 indicators which it will use to monitor progress in tackling obesity. 
The plan includes milestones for achieving specific aspects of the strategy, and the Government plans to update the indicators every year. 
The Scottish Government established a Joint Obesity Ministerial Group to oversee the implementation of the strategy and report on progress towards milestones and indicators. There is no evidence of impact to date.
Diabetes Action Plan 2010: Quality care for diabetes in Scotland
(August 2010)
Contains a wide variety of actions, including preventing diabetes, treatment and supporting people to help them to self-manage their condition. There are separate actions aimed at improving the care of people from black and ethnic minorities.
The Scottish Government has yet to report on progress.
 
Source: Audit Scotland, 2012

