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FOREWORD

“Inequality in health is the worst inequality of all.  There is no more serious inequality than knowing that you’ll die sooner because you are badly off.

(Frank Dobson DoH, 1997)

“Health to me is about decent housing, nice neighbours, good friends, not feeling isolated, having enough money to live on, having a clean environment and some community facilities and resources.”

(Quote from 50 year old lone mother, Ancoats, 1993)

“I’ve lost touch with my family now that I’m growing old.”

(Drumchapel, Glasgow)

“The main problem is lack of jobs and lack of somewhere for the unemployed”

(Drumchapel, Glasgow)

“I smoke because I’m bored” - young single parent with severely handicapped child.

(Drumchapel, Glasgow)

“Its only recently I’ve been coming to the project.  I knew it was here because I often passed it, but I just didn’t have the confidence to walk in.  Then I did a Women into Work course - and I’m still amazed that I found the courage to do that.  But it helped me to see that I wasn’t as stupid as I’d thought and through it my self confidence improved and I went on to the local People’s College to do more courses.”

(Craigmillar, Edinburgh)

“I’ve learned that it is possible to trust, to learn and to grow and the upward road is no longer such a struggle for me.”

(Craigmillar, Edinburgh)

“The project was a lifeline for me when I was going through a truly traumatic time in my life.”

(Craigmillar, Edinburgh)

Comments from the Western Isles include:

“If you’re unemployed you’re unable to afford proper food” - man, aged 22 - 39, employed full-time.

“They think about health more now.  There were no keep fit classes, and the classes for losing weight.  Women then were carrying creels of fish and of peat, and working in the fields.  A lot of women have more desk jobs now.  And there’s such a lot of cars now, and people don’t do so much walking in the fresh air … when I was young, I wouldn’t have known what “Weight Watchers” was!” - female crofter.

“We have a single mentality because we have a fear that there won’t be a boat.  It only comes every other day, so you have to stock up.” - single woman.

“Bachelor crofters are most at risk with respect to their diet and lifestyle … there are some heavy bouts of drinking and fast food.” - married local resident.

“The challenge to living in Uist is to promote the islands with it’s clean safe environment.  The challenge is to create jobs in the north and south of the islands.  To have a confident and credible voice with external agencies and funding providers.”

“The National Health Service is serving itself.”

“It enabled me to meet other people, not too formal and the smaler group was somehow easier.  I think the sharing as we got to know each other was very positive and useful.”

1.0
Current national policy context
The Board’s Health Improvement Programme 2000 - 2005 (HIP) reflects current national health policy and has health inequality as a major strand.  It is not intended to reproduce these documents in this strategy other than to remind readers of those that are of particular importance:

· Towards a healthier Scotland (1999)

· Social Inclusion, opening the door to a better Scotland(1999)

· Scottish Health Plan (2000)

· Review of the Public Health Function in Scotland (1999)

· Nursing for Health (2001)

Policies are underpinned by core principles that have a proven research base.  Within the field of health inequalities it is accepted that so called “life circumstances” determine health outcomes and research is underway to examine the specific physiological and biochemical pathways that operate at the various stages of the human lifestyle to tease out, for example, the link between child poverty and early adult mortality.

The two models below are of relevance.  Figure 1 shows the link between determinants and diseases in a hierarchical way - and was approved as a strategic model by the NHS General Managers Group in 1995.  Figure 2 further emphasises the importance of social and psychological environments and their links with health outcomes.

The approach taken in 1995 uses as its starting point the health gain priorities for Scotland.

These were identified as:

· Coronary Heart Disease

· Cancer

· Stroke

· Peripheral Vascular Disease

· HIV/AIDS

· Other Communicable Diseases

· Accidents

· Breastfeeding
· Smoking

· Alcohol Misuse

· Drug Misuse

· Sexual Health

· Mental Health

· Physical Activity

· Healthy Eating

· Dental/Oral Health

These priority areas were broken down into categories of health/ill health, behavioural factors, which impact on health/ill health, and underlying determinants, which impact on behaviours and also directly on health/ill health.










Fig 1:  The links between determinants, behaviours and health/ill health.

Determinants

· Socio-economic factors

· Psychosocial factors (support/isolation, stress, peer pressure)

· Housing, Education, Transport

· Marketing/promotion of health promoting/harmful products/activities

· Access to services/facilities

· Appropriate and timely delivery of health and social care

· Environmental control

· Lifeskills

· Fashion and Culture

Behaviours

· Smoking

· Alcohol Misuse

· Drug Misuse

· Diet

· Physical Activity

· Sexual Behaviour

Health/Ill health - Agreed Health Gain Priorities

· Cardiovascular Disease (CHD, Stroke and Peripheral Vascular Disease)

· Cancer

· HIV/AIDS/Sexual Health

· Other Communicable Diseases

· Dental and Oral Health

· Mental Health

· Positive Health (physical, mental, social well-being, fitness)

· Accidents

In diagrammatic form, figure 2 is helpful.

Fig 2:  Factors influencing health inequalities















Graham H. ed (2000) in a recent text on health inequalities makes some useful links viz.:  “Material factors include the physical environment of the home, neighbourhood and workplace, together with living standards secured through earnings, benefits and other income.  Behavioural factors are the health-related routines and habits which display a strong socio-economic gradient, like cigarette smoking, leisure-time exercise and diet.  While these life-style factors have been a major focus of national strategies to improve health, they make a relatively small contribution to health inequalities.  Recent estimates suggest that between 10 and 30 per cent of the socio-economic gradient may be explained by socio-economic differentials in health-related behaviour.”

Graham, and previously the report on health inequalities in England compiled by Sir Donald Acheson (1998), have produced in summary form ample evidence to illustrate the links between low income and poor health, the effects on health of unemployment and poor housing and issues around health and gender/ethnicity.  They go on to make policy recommendations that will be used to underpin this strategy.  Two sets of findings from Acheson are of relevance in tackling health inequalities and it is proposed the Western Isles strategy adopts these as a set of strategic objectives.(S.O.).

· Agencies need to be concerned with firstly, the determinants of health, secondly the promotion of healthy living and thirdly the reduction of disease and be effective at all three.  (S.O. 1)
· Overcoming social isolation is a key dimension in promoting physical and mental health.  (S.O. 2)

· Strong communities are healthy communities.  (S.O. 3)

· Networks and partnerships are crucial.  (S.O. 4)
and secondly within the NHS:

· all policies likely to have an impact on health should be evaluated in terms of their impact on health inequality.  (S.O. 5)
· a high priority should be given to the health of families with children.  (S.O. 6)
· further steps should be taken to reduce income inequalities and improve the living standards of poor households.  (S.O. 7)
Before moving on to a specifically Western Isles analysis, the local government perspective as outlined by COSLA is of interest viz.  

DEVELOPING PUBLIC HEALTH POLICY












Fig 3: Community Planning and Local Health Plan

This diagram sets the addressing of health inequalities within the context of reducing other inequalities e.g. educational inequalities that are within the service provision of local government and it shows how they can impact on health.

2.0
Health Inequalities in the Western Isles
In summary, across Scotland health inequalities have been seen as having an essentially urban geographical distribution - being linked to the major areas that have witnessed a collapse in the provision of jobs in manufacturing industries.  However health inequalities exist also in rural areas.

In rural areas the extent of disadvantage is geographically more difficult to pinpoint (although villages or neighbourhoods in villages with difficulties have often been able to be identified) and usually the extent and severity of disadvantage is lower than that found in an urban context.  Rural data is hard to come by and currently there is a view that in economic terms all of the Western Isles is disadvantaged and in health status terms, as measured by premature mortality (1991 - 1995), a correlation along these lines may be in evidence.

The work of Shaw, Dorling, Gordon and Davey Smith (1999) is relevant here.  The study positioned the health status of under 65 year olds living in the Western Isles parliamentary constituency within the worst 6 million of the 47.5 million UK total population having a local SMR (1991 - 1995) of 127.  We were ranked 71st out of a total of 641 with Glasgow Shettleston being the first and Wokingham in Surrey the last.

The recent Western Isles poverty mapping exercise (2000) illustrates postcode areas where the uptake of a series of benefits is high.  Other studies, including social work casebook analysis leads us to believe that pockets of disadvantage exist across the islands in particular locations often linked to residence in social housing.  Indeed work by Filakti and Fox (1995) taken from the OPCS Longitudinal Study demonstrates that death rates of men living in privately rented accommodation were 38% higher than for owner occupiers and death rates for people renting from local authorities were 62% higher.  For women the differences were 38% and 44% respectively.  Tenure is a reflection of individual wealth and there is an association between health and housing tenure.  The situation is rendered more complex in the Western Isles with its higher than average levels of owner occupation linked to crofting tenure.  However much employment in general is low paid, temporary, casual and seasonal.  It is accepted that more work needs to be done in this area in order to gain a full picture of health inequality and its links to social exclusion.

The Community Planning process offers an opportunity to integrate and co-ordinate information and the Community Well-being Strategic Forum (CWBSF) has agreed to undertake an audit of social exclusion and it is anticipated the Board will wish to identify priorities and further strategic direction from such findings.  The model used for audit will follow the model used by Edinburgh City Council.

In depth work in the Cearns plus anecdotal evidence from the Lewis Citizens Advice Bureau (CAB) confirms that overall the Western Isles may be economically disadvantaged when compared with say Inverness, Dingwall or Moray but within the area, specific areas of disadvantage exist (often coupled with social housing provision).

A Scottish Executive report is currently in draft, focusing on Rural Poverty and highlights the links between health and social circumstances especially the access issue with reference to transport and high fuel costs.  Visibility/anonymity and issues relating to specific rural cultures and their influence have also been recognised.  Within the Western Isles transport issues and cultural dimensions exert differential effects to residents of, for example, Eriskay or Barra when compared with those that live in the centre of Stornoway.  There are no centres of population in Uist and Barra and this does affect service provision.  Also some areas are identified as Initiative at the Edge areas but others, equally disadvantaged, are not – thereby creating local tensions and to some extent inhibiting local partnership work

Further work is necessary around the disaggregation of national data to post-code sector level in order to add to the Boards’ information database.  In addition a locality approach is made more difficult within small geographical areas because wealth may live next door to poverty.  Also certain population groups are likely to experience poor health and the strategy will take a targeted approach linking geographical areas and population groups viz.:

· older people living alone

· New Deal claimants 

· lone parents living in local authority housing

· mentally ill and those with learning difficulties

· young people with few educational qualifications or low educational aspirations

· children in care

· families living in social housing

· homeless

· families with three or more children

· ex-prisoners returning to the islands

The poverty mapping exercise identified levels of benefit uptake in Western Isles postcode sectors making it possible to specify neighbourhoods where the older person and the lone parent may reside.  New Deal claimants, those with mental health problems and/or learning difficulties are already accessible as are children in care.

3.0
General approaches to addressing health inequalities
In 1999 at a Queen Mary and Westfield College London (QMW) Public Policy Seminar Des McNulty, former chair of the jointly funded Glasgow Healthy Cities Partnership identified broad areas of action for health boards and for local authorities.

WHAT THE NHS MUST DO

COMMUNITY DEVELOPMENT:  A CRUCIAL ROLE FOR AUTHORITIES

· Constructive engagement with communities, not just professionals and interest groups

· Establish and maintain locality infrastructures and services targeted at identified needs

· Partnership at all levels with Local Authorities

· Health needs assessment, backed by resources

· Commissioning for health, not just for illness

· More positive profile for healthy living and healthy community work

· Community based needs assessment

· Community and voluntary projects

· Community participation in decision-making about local services/initiatives

· Support for community infrastructures

· Facilitate community participation in partnership structures at all levels







It is clear so far in this strategy that a “directed population” approach is being recommended.  In other words the principle of equity is being retained so that all members of the community are given an opportunity to benefit from an initiative, project or service but that in addition certain groups or geographical areas are given additional resources, support or assistance.  The two approaches are complementary.

It is crucial to be aware that a “directed population” approach in the remoter areas presents specific challenges – people don’t readily come together nor want to be labelled as an identifiable group e.g. “a lone parent”.  Issues are compounded by the scattered population plus the fact that many in employment may have several part time jobs.  A challenge exists to public health, health promotion and partnership working as sparsity of work often means undertaking work at 1-1 level.  This has implications for the methodologies used in addressing health inequality.

A comprehensive, co-ordinated approach to tackling health inequalities that is sustained over time will be required and health services can play a major part in this effect.  The approach to promote health and reduce inequalities should involve a combination of:

· work to address the broad range of determinants focusing around the three headings of economy, built/natural environment and social/psychological environments

· work focusing on particular population groups (e.g. older people, children and families) or particular health topics (e.g. sexual health, cancers or addiction)

· work focusing on developing networks in communities and raising community confidence.  This forms the so called “social capital” approach currently being promoted by Putnam (1993)

4.0
Specification to address inequalities in health

4.0.1
Action on the broad agenda to address determinants:

· Health board is to be represented at senior level on those partnership and strategy development groups that are led by other organisations that have an effect on health e.g. housing, local economic groups, Stornoway and Benbecula Regeneration groups, Highlands and Islands Special Programme (HISP).  It is crucial that other organisations be helped to appreciate the health and health inequalities impact of decisions.  (S.O. 1)

· Enable wider representation of organisations and communities at the planning and compiling stages of the Boards’ Local Health Plan - to ensure inclusion of a broader range of issues  This is crucial to ensure ownership and meaningful participation and involvement.  The so called “bottom-up” approach ensures that managers hear what is being said by groups and individuals and indeed the foreword illustrates the value of such a dialogue.  The challenge is to develop mechanisms that ensure both sides meet regularly and understand and respect each others points of view and experience.  (S.O. 1;  S.O. 4)

· Investigate and establish a common data-set and capturing mechanism for Western Isles data across the agencies - needs assessment information, social, demographic and epidemiological data should all be available at postcode sector level. (S.O. 1;  S.O. 4)

· Contribute to the Community Plan documentation and processes to ensure the above dovetails into the results gained from public involvement exercises on the one hand, on the other the strategies of organisations.  (S.O. 4)


4.0.2
Action:  The economy



Two approaches are of relevance - ways of maximising family income as 

well as approaches and initiatives that can help to reduce the living costs 

associated with good health.

4.0.2.1
Maximising income

· identify NHS locations where welfare rights/benefits advice could be made accessible.  CAB research (annex 1) suggests CAB advice reduces stress and improves well being and that patients who visit GP or hospital based CAB advisers visit the doctor less often and receive fewer new prescriptions and that significant financial gains are achieved.  (S.O. 1;  S.O. 6;  S.O. 7)

4.0.2.2
Minimising expenditure

· continue the fire-guard and stair-gate scheme for parents on low incomes with children 

· continue to promote the use of the Marybank second hand furniture store for those in greatest need

· establish the “Fruit in infant school” initiative for P1 and P2 whereby fresh fruit is provided and linked into the curriculum, funded by the Health Improvement Fund

· ensure that “Grow your own” schemes initiated by Western Isles Enterprise (WIE) are specifically and geographically linked with healthy eating initiatives programmed in disadvantaged areas.  The Healthy Living Centre (HLC) bid currently with New Opportunities Fund and submitted jointly by Western Isles Health Board and Western Isles Enterprise progresses this way forward.  (At time of writing the bid has been successful at passing the first stage of the award process.)  (S.O. 1;  S.O. 6;  S.O. 7)


4.0.3
Action: Built/natural environment



Good quality housing and an attractive safe natural environment are 


crucial ingredients for a good quality of life.

· promotion of energy efficiency, care and repair and other schemes by membership of TIG and other housing association groups.  It is important to remind others of the health impacts of, for example, good housing insulation.

· work with Western Isles Enterprise and Scottish Natural Heritage (SNH) and the Tourist Board to promote walking in the area as a healthy activity.

· discuss with SNH the feasibility of accessing community gardens and landscape improvement funding to link with “grow your own” initiatives and amenity improvement proposals - but focusing on raising the appearance and (thereby morale) within housing schemes.  (S.O. 1;  S.O. 2;  S.O. 3;  S.O. 4)


4.0.4
Action:  social/psychological environments



There is growing evidence that the social environment has a crucial 


bearing on health status.  Residents living in attractive communities or 


neighbourhoods with a lot going on and where social support is available 

appear to record high levels of mental health when compared with areas 

where the opposite is true.  The intention would be to aim towards 


activities that reduce social isolation and promote social exclusion.

· Appraise the roles of practice nurses, community nurses and other community staff with respect to the new public health agenda

· Offer and plan a community development package of training to nursing staff as part of the new agenda around their public health role

· Continue to provide to primary care staff the training programme “Community Development in Primary Care” - a course that encourages involvement of primary care staff in wider community issues and provides the opportunity to look at needs assessment and public participation techniques.

· Devise a roll out schedule that allows for the development of locality based community health projects along the lines of the one based in the Cearns (annex 2).

Future projects should be managed by an interagency group and funded and based in social housing schemes (or between groups of schemes).  Projects should be built around the public health skills of the health visitor and the community development skills of health promotion staff and must involve a range of others

· continue to provide training and support for volunteers running “Music and Movement” exercise sessions for the older person attending community lunch clubs or day centres.

· examine and develop improvements in transport provision to ensure older people can gain easy access to facilities and services.

· investigate with partners including Age Concern the issues e.g. transport, that affect and concern the well being of the older person, whilst living alone.  A way forward would be, for example, for the Health Board or Social Work Department to accommodate a Western Isles Development worker whose salary is funded by Age Concern.

· map and ensure wider NHS staff input to the activities evident within Social Inclusion Partnerships (SIP) and Initiative at the Edge areas.  



(S.O. 1;  S.O. 2;  S.O. 3;  S.O. 4;  S.O. 6)


4.0.5
Issues that address lifestyle issues amongst people from disadvantaged 


groups or areas

· Smoking cessation should continue to be provided and should be community based and for those on a low income.

· Specific health issues that relate to members of the ethnic minority population.

· Health of the homeless - 150 individuals at time of writing are known to be homeless but not roofless.

· Healthy eating on a low budget for those with mental health problems or learning difficulties.  

· the health and quality of life issues of women and families be accorded a status of high priority.  Support should be given to the co-ordination and development of series delivered by health visitors, social work staff and the voluntary sector especially NCH following strategies outlined in the Childrens’ Services Plan that are overseen by Women and Childrens’ Clinical Management Team, Childcare Partnership and the Sure Start initiative through which the most vulnerable are targeted.

(S.O. 1;  S.O. 2;  S.O. 6)

5.0
Evaluation and monitoring
Proving that public health and health promotion interventions are effective is an underlying theme of many government reports and initiatives.  We need to give it consideration.  Morgan, head of research and information at the Health Development Agency (HDA) summarises the issue viz.  “evidence based decision making is part of the policy framework in which we all operate now.  However, in the public health field there is still a lack of consensus about what constitutes evidence and there is ongoing debate about what is acceptable.”  (Health Development Agency, 2001)

The randomised control trial (RCT) may be a “gold standard” in the medical world yet it is difficult to apply in the fields of public health and health promotion where randomisation is difficult, (as whole populations cannot be randomised) and the correcting of factors is not always possible and rarely does straight cause and effect apply.

“Controls” cannot be shielded from the influences intended exclusively for a particular community group.  Kleijen at the NHS Centre for Review and Dissemination (CRD) at York University suggests more use be made of qualitative factors e.g. satisfaction indicators, whether people have gained more knowledge as a result of an intervention, whether there is an attitude change or whether there has been a health promoting policy resulting as a result of a piece of work where there was none before.

Measurement of mortality and morbidity and the narrowing of the morbidity/mortality inequality gaps may be a long term aim but it is suggested that strategy evaluation uses such mechanisms as health impact assessments, story telling (as in the foreword) and observational studies.  Such activities would aim at influencing the wider determinants and could be used to assess partnerships as well as being relevant for evaluating community based interventions. 








(S.O. 5)

It is proposed that within each strategic objective identified, sets of indicators be developed, as a priority, against which initiatives and projects can be monitored and over a suitable time frame evaluation can take place.

6.0
Recommendations - in summary
· that the Board seeks to improve its social, demographic, health and epidemiological datasets - down to postcode sector level in line with the datasets of other local agencies and the Scottish Executive.

· that senior officers of the Board are represented on partnership groups within the Western Isles that seek to address the wider determinants of health.  In addition wherever possible a common vision, agreed objectives and processes are set between local organisations to demonstrate a common commitment, vision and way forward under the Community Planning framework.

· that all policies and development proposals be proofed for the degree that such a policy or development impacts on health inequality.  Bro Taf health authority has developed a useful equity checklist.  (annex 5)

· that a Community Development approach be accepted and adopted as a mechanism for addressing health inequalities within the context of the new public health agenda.  In addition it is recommended that a training programme be developed and implemented that raises the skill and knowledge levels of practitioners - focusing on the themes of public health, health inequality and community development.  ( See annex 4)

· that a number of multi-agency community development projects, jointly funded, be set up along the lines of the Cearns Project (see annex 2).  A number of other local organisations e.g. CNES, WIE, VAL are jointly funding locality based Community Development workers with a remit to address social and economic (and therefore health inequality).  It is suggested that at the end of year 1 that the Cearns project be subjected to an interim evaluation and that on the basis of the evaluation the project may be funded in a more sustainable fashion and that the feasibility of establishing two other projects be examined based at the Poverty Mapping exercise and other relevant data.

· that an explicit resource taken from the Health Improvement Fund is dedicated to the implementation of on-going initiatives for each year of a three year period beginning year 2001/2002 e.g. £10,000.  This should continue until an action plan is produced as outlined in 6.0.1.

· that committees be redesigned as necessary in order to ensure that a forum exists for health inequality issues to be constantly and consistently given a high priority.

· that a mechanism be established whereby the Directorate of Public Health and Health Strategy with the Director of Nursing Services co-ordinate the development strategically of the new initiatives that involve the employment of nurses with a specific public health role.  This is recommended to ensure strategic consistency and guarantees that the addressing of health inequality and health service access inequality remains a high priority.

6.0.1
Priority Recommendations

· that a multi-agency group including community representatives be set up that focuses on health inequality and social exclusion.  The group could review health inequalities and health service inequalities in the population and identify further work needed to map and monitor inequalities and to develop a costed action plan.  The work done by Avon Health Authority (AHA) may be helpful in this respect.
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