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Better Health Better Care     EHRC Scotland Response 
1. Introduction
The Equality and Human Rights Commission (EHRC), is the newly established independent champion of equality and human rights for all.  We work across Britain to eliminate discrimination, reduce inequality, protect human rights and to build good relations, ensuring that everyone has a fair chance to participate in society.

Our legacy commissions – the Equal Opportunities Commission, the Commission for Racial Equality, and the Disability Rights Commission – have made enormous advances in changing Scotland into a fairer place, but much remains to be done. 

The new commission is now building on their legacy to achieve change to benefit some of the most disadvantaged and voiceless people.  It brings together the work of the three previous equality commissions and also takes on responsibility for the other aspects of equality: age, sexual orientation and religion/ belief, as well as human rights. The Commission acts not only for the disadvantaged, but for everyone in society, and can use its new enforcement powers where necessary to guarantee people’s equality. It also has a mandate to promote understanding of the Human Rights Act.

It is reasonable to recognise that individuals share a common desire to be treated with respect and appropriate attention to their individual needs.  No one should be denied opportunities or fair treatment because of their race or ethnicity, gender, age, disability, sexual orientation, religion or belief.  Individuals often belong to more than one group and have an identity to reflect this.  All of the wishes, needs and experiences of these groups need to accounted for when designing and delivering health and community care services and in taking action to improve health.

2.  Key Points

The Commission welcomes Better Health, Better Care as a positive step in the inclusion of equality and diversity within health care in Scotland.  We welcome the evolving model of care summarised in the document, and the continued commitment towards a person-centred, empowering health service where the patient is seen as a partner. The approach suggested in the paper is welcome, and we hope that this will be the starting point in building a better health service in Scotland.  We set out some suggestions below for ways to further strengthen the proposed approach.

It is essential that the future direction of health care builds on the foundations of work done to increase the patient focus and public involvement within the health service.  In particular, in taking the strategy forward towards delivery, it will be important to build on and learn from the development of the Fair for All initiative, providing direct support to health boards to deliver sensitive services to patients of different ages, sexes, ethnicities, sexual orientations, religions and disabilities.  While it is generally too early to tell whether the initiative will bear fruit in terms of improved service outcomes (particularly for the most excluded people), a wide range of evidence has been gathered on different people’s needs and experiences within the health service, which NHS Scotland must build from in seeking to deliver improvements.
The Commission would welcome the opportunity to discuss this further with officials as the strategy moves towards delivery.

2. Effective targets
The discussion document sets out a number of priority areas for action to support the Government’s vision for health care.  In focussing on the patient experience, the need to secure best value, to tackle inequalities and to empower patients to take responsibility for their own health, the Government is providing important leadership for the continuous improvement of a key public service.

The discussion of each priority area includes a question in each chapter about how best to underpin this priority with effective targets.  We recognise that targets are an important way for government to ensure that a public service is accountable and that quality can be measured.  However, we strongly urge the Government to ensure that any targets are properly equality impact assessed, so that they do not skew service provision or spending towards one particular group of people to the detriment of others.

It is essential that public service providers have a clear understanding of the people who have need of their services, and how best their different needs might be met, before targets are set and resources allocated to underpin service delivery.  This basic requirement of good service planning is underlined by the public sector equality duties, which require service planners to monitor service use and to assess the impact of their services to ensure they are meeting the needs of diverse communities.

To do this well, our experience shows that the health service will need to prioritise the significant improvement of its information on service users and their needs, as well as its mechanisms for involving a wide range of users in service planning and improvement.

Groups of people who have distinct needs and experiences within the health service include:

· Children and older people

· Boys and girls, women and men, including transgender people

· People from minority ethnic groups, including gypsy/travellers
· Those with different religions and beliefs

· Lesbian, gay and bisexual people

· People with a range of mental and physical impairments, called ‘disabilities’

Treating a group of people in the same way, does not necessarily lead to a fair and equal outcome.  The health service still has much to do to ensure that individuals from diverse communities receive the level of service they deserve.  The comments provided below can perhaps help support this necessary change.

3. Best Value
We welcome the Government’s renewed commitment to securing Best Value within the health service.  The concept of Best Value recognises the important link between efficiency, effectiveness and equality of outcomes in service provision.  The commitments within this chapter are directly echoed in chapter 7, where the Government seeks to ensure that services respond to people’s individual needs and circumstances as part of continuous improvement.
We remain concerned that in practice, managers working to deliver Best Value rarely take the equality requirements on board.  Best Value has not yet driven public services to deliver equality in terms of service outcomes, or to account for their progress in meeting the diverse needs of their users.  It will be essential that any performance targets for the NHS take the equality requirements fully into account.  Although work is ongoing to develop Best Value, it is necessary to raise the level of equality requirements to one that is more relevant to the new PSDs. The NHS needs to aim higher than current arrangements to ensure that its work to meet Best Value helps it meet its wider equality responsibilities.  This is as important in the health service’s employment and procurement practices, as it is in direct service delivery.

4. Taking responsibility
Evidence shows that any activity seeking to promote healthier choices must start from an explicit recognition of the different factors influencing individual choice.

For example, we know from pilot work carried out by the Scottish Executive to look at the gender impact of resources spent on smoking cessation and on promoting sport to young people, that boys and girls view their health in very different ways and cannot be reached by the same ‘one size fits all’ messages.

Any performance targets set to drive this agenda, must be broken down to be relevant to the barriers and choices available to boys and girls, women and men of different sexual orientations, ethnicities, religions, ages and disabilities.  Some suggestions for improvements would include:

· Health promotion campaigns should actively target and involve older people.
· Health promotion messages must be tailored to particular groups of people, with specific messages relevant to different cultures.
· Victims of gender-based violence are often less likely to approach a health service for treatment.  Staff should be able to recognise the symptoms and to deliver high standards of care, including a focus on the dignity and respect of the individual service user.

5. Tackling health inequalities
We warmly welcome the Ministerial task force on health inequalities, which we hope will explicitly focus on equality issues within its remit.  The task force has the opportunity to be an excellent model for joined-up thinking, bringing together a clear focus on geography, deprivation and discrimination as causes of health inequalities.  We strongly urge that the barriers to good health faced by our different communities in different ways, are explicitly recognised and tackled by the task force, linking together the ‘health inequalities’ and ‘equalities’ agendas within the health service for the first time.
To advance the Government’s equality and diversity agenda, in light of the issues raised by the UK Government’s Equalities Review, it may be timely to review and re-energise the Scottish Government Equality Strategy, alongside and complementary to the long-awaited National Race Equality Strategy and the planned work to support our ageing population.

6. The Best Possible start
We warmly welcome the document’s emphasis on supporting children and families, making the links from good or poor health to educational attainment, care needs and criminal justice interventions.  However, any discussion of early intervention in families runs the risk of problematising certain groups of parents (particularly mothers) and failing to challenge gender stereotypes.  The Government’s focus on support for children and families must take an explicit stance to promote gender equality and to support the diverse range of families within Scotland.  It must recognise the importance of services working with fathers as well as with mothers (including teenage fathers), it must seek to support lone parents and to emphasise positive choices taken by pregnant women and young parents.  

Any work with children must explicitly recognise children’s rights and ensure that children and young people are appropriately consulted and able to express their views about the level of service they receive.

8.  Conclusion

While the Commission welcomes the discussion document and the clear focus on driving forward progress on patient-centred care, more needs to be done to ensure that in delivering this strategy, the health service is actively working to eliminate any discrimination and to promote equality in service outcomes.

There is significant evidence of the existing barriers to equality within the health service, some of which we set out below.  It is essential that national targets are properly assessed for their impact on equality, and that all health service activity seeks explicitly to deliver a more equal Scotland. 
HEALTH INEQUALITY AND EQUALITY GROUPS – some information

Age

Within a health dimension, elderly people are often ‘not valued’ in terms of providing treatment and a high quality of health care.  They are often not listened to, nor are they treated as individuals and although they are the main users of many health services, this does not mean that services are designed with older people’s needs in mind.   There is a need to effectively monitor the quality of services provided. This is not just about waiting lists and target reaching, but about attitudes, cleanliness and the dignity and respect agenda for older people. The quality of the care provided not just its provision; it has an impact on physical and mental health also.

The view that older age is synonymous with ill-health is a stereotype which needs to be challenged.  There are no illnesses or disabilities which are an inevitable part of ageing.

The Children and Young People’s Health Support Group has reported that, within a healthcare system inevitably challenged by adult health needs, and particularly in the context of an ageing population, specific and conscious attention has to be given to ensure that the very different health needs and requirements of children and young people are prioritized and addressed (Scottish Executive, 2006).

Though there are well established child health specialism’s, it is important to ensure that attention is paid to the general and especially mental health, needs of young people.  There are special skills involved in communicating with young people at various stages, and in involving them in decisions and in improving their own health.

Key facts

· 32% of people aged 60 – 74 have a long term illness or disability, and 45% of people of 75 or over (Scottish Executive, 2004)

· 57% of all the people who have long term illnesses are 60 or over (Scottish Executive, 2004)

· Life expectancy has increased by healthy life expectancy has not increased at the same rate (ScotPHO)

· 30% of girls and almost 35% of boys between the ages of 2 and 15 are either overweight or obese (Scottish Executive, 2005)

· Young carers are twice as likely as their peers to have mental health issues. (Scottish Executive, 2006)

Improving services for young people does not have to be a huge task requiring significant resources and time.  A practical example of making a change without too much effort would be to provide reading materials in waiting rooms that were suitable for young people.  Another example would be to have an appropriate ‘set time’ in the week when young people could receive services (‘Walk The Talk’ Resource Pack).

Disability

Disability can involve physical difficulties in movement, use of limbs etc and it can also involve sensory difficulties, with sight, hearing or both together; learning difficulties and problems such as autism and communication difficulties.  The law offers protection to people with long term mental health problems, i.e. depression and schizophrenia.  There is no fixed list of types of disability and cancer, coronary heart disease and many other long term conditions can also give rise to disabilities.

Discrimination occurs when a person or organisation treats a disabled person less favourably than they would treat others for a reason which relates to the disability.

People with disabilities can suffer poorer health outcomes for a wide variety of reasons, here are some:

· Because people physically cannot get access to services or communicate with service providers, or are deterred from doing so

· Because their health is accorded less value and priority than other patients

· Because people with long term disabilities are particularly likely to live in poverty

· Because some disabilities, including mental health conditions are linked to higher incidence of particular health problems.

Key Facts

· Nearly one-third of adults with a disability have visited their GP on more than 10 occasions last year, compared with 5% non –disabled adults.

· In 2003, there were 38,000 registered blind or partially sighted people in Scotland

· In 2001, it was estimated that over 30,000 people were admitted to hospital with a mental health illness (1 in 4 people in Scotland will experience a mental health problem at some point in their lives)

(All information: Scottish Executive, 2004)

Issues to think about:

· Provide longer appointment times to allow fuller exploration and explanation

· Appointment names need to be flexible as there may be some times of the day unsuitable to some people taking certain medications

· All staff, including admin, should receive mental health awareness training

· Allow time to listen to what the person is saying and respect their knowledge of their own health.

Gender 

Health services are used in different ways by men, women, boys and girls.  There are genetic, hormonal and metabolic differences that can affect the rate, symptoms and prognosis of many diseases.  There are also many differences between women’s and men’s living and working conditions in accessing resources, which can create risk factors.  Because women and men are expected to behave in different ways, they take different health risks and respond to health services differently too.

Some of the variations in health between women and men are:

· Men more likely than women to commit suicide

· Men typically develop heart disease 10 years earlier than women.

· Life expectancy for women in Scotland is the lowest in the EU and for men, the second lowest.  This is due to high mortality rate among adults of working age.

· Women's immune systems make them more resistant than men to some kinds of infection including tuberculosis.

· Dundee has twice as many under-age pregnancies as most of the rest of Scotland

· There are high rates for melanoma for women in Europe, but across the continent, more men than women die.  The reason: the late presentation to see a doctor about that melanoma. (White and Cash, 2003)

Women are on average more likely to be on a low income and as a result their health suffers.

· Retired women and lone parents are most at risk of poverty and average incomes of women in work are low than men’s incomes. 

(Equal Minds, Myers et al, 2005)

Domestic and caring work, usually undertaken disproportionately by women, can have a negative impact on physical and mental health:

· Caring responsibilities are a risk factor associated with possible mental ill health. 40% of women spend over 50 hours a week caring for someone living with them. (Department of Health, 2002)

· After a cardiac episode, women have difficulty with “male-orientated” getting back to work rehabilitation.  Going back to ‘house-work’ may not be an inspiring goal (EOC, 2004)

Some traditional male roles may involve more risk-taking than female roles, for example, there is a growing awareness that the risk taking behaviour of young men has a substantial impact on life expectancy rates. Work in the Highland region of Scotland suggests that not only the high accident rate among young men is attributable to their willingness to take risks, but also a large proportion of early deaths among men in their 50s and 60s are a result of earlier “health-damaging brushes with risk.”  A health service might want to reach out to young men specifically and provide services to meet their needs.

Reasons why men seek medical help late:

· To be powerful, men are required to appear invulnerable, to take risks to be independent and not ask for help.  A man can easily feel that once he starts to take care of his health, he also somehow stops being a man. (EOC ”Improving the health of men and women” briefing).

· Access to services

Things to think about:

· Developing services that meet the needs of victims of gender based violence

· Including transsexual people in service design and delivery

· Ensuring the different needs of women and men are taken into account when planning services

· Including boys, girls, women and men across the age spectrum in consultation
Race/Ethnicity

Most of us probably have more mixed ethnic origins historically than we realise.  The group into which you are born and to which others see you belonging, can have profound implications for your health experience.

· Some ethnic groups may be more or less prone to particular medical conditions for genetic reasons

· People may experience discrimination or disadvantage because of their ethnic origin.

· Cultural differences may affect people’s health behaviour and use of services

· Linguistic and cultural differences may prevent effective communication about health services and issues.

Key facts

The 1999 Health Survey for England (Calderwood and Tait, 2001) found that Pakistani and Bangladeshi people generally reported having worse health than the general population.

Gypsy Travellers have significantly poorer health status and much more self-reported symptoms of ill-health than any other UK-resident, English speaking ethnic minorities and economically disadvantaged white UK residents (Parry et al, 2004).  There has been little research in Scotland but a pilot study was done in Highland (NRCEMH 2006)

National surveys of NHS patients in England report that ethnic minority groups were more likely than average to report unfavourably on their experiences in respect of: waiting times, understanding explanations, trust in doctors and nurses, being treated with respect and dignity and help with pain relief (The Picker Institute, 2006).

Different perceptions of illness and health may be passed on within different cultural groups

A study of experiences of dementia among older South Asian people in Scotland demonstrated poor quality of life, desperate needs for support and lack of appropriate services.

In Greater Glasgow, Chinese respondents were less likely than all other minority ethnic groups and the general population to have made use of health services in the year preceding their interview and due to a likely number of factors such as the combination use of Chinese and Western medicines and low satisfaction levels with service providers.

With all cultural factors, it is important not to stereotype individuals, who will in reality be as varied in behaviour within groups as anyone else.  This applies to issues of language.  In Glasgow, the majority of Pakistani, Indian, African and Caribbean people said in a survey that they would like to receive health related information in English (Heim and MacAskill, 2006).  However, there are still many people (in particular aged 50+) who need interpretation and translation in order to receive equal access to services and health information.

Religion and Belief

Religion and belief are major factors in many people’s lives.  The ways they may be linked to health and health care are particularly involved.

There is a growing amount of literature that acknowledges a positive association between religious belief, spirituality and health.  A person’s value system, sense of purpose and inner strength, whether derived from religious or other sources has been linked to how they respond to illness and treatment.  

Some people may have experienced discrimination or disadvantage because of their religion.  There are some observed differences in health between ethnic groups which may be linked to differing cultural practices of religious origin.  Religious views may also affect the way in which health promotion messages are received and acted upon.  Some religious practices, such as abstinences from alcohol or vegetarianism may have positive links to health.  Some religious groups or sections of them, have particular views on organ transplantation or blood transfusion, for example.

Ensuring equal and appropriate treatment on the basis of religion and belief is therefore partly a matter of recognising those dimensions of each individuals’ life that many would describe as ‘spiritual’ and partly a matter of recognising the needs of minorities.

Access and treatment

There is little evidence of differences in access to services between religious, as opposed to ethnic groups.

There are clearly circumstances in which treatment and health promotion advice needs to take into account of a patient’s belief and practices. For example, a recent study in Edinburgh found that the level of knowledge among South Asian patients in relation to the risks and complications of diabetes and the importance of matters such as glucose monitoring were low compared to their white counterparts.  

Sexual Orientation

There is no particular health benefit to being lesbian, gay, bisexual (LGB) or heterosexual.  Evidence shows that LGB people experience significant problems related to both their mental and physical health.  Discrimination and social exclusion are major causes of ill health for people in these communities, yet relatively little attention has been paid to these issues. Some LGB people face discrimination when accessing NHS services, but sexual orientation is only ever a part of any individual’s identity.  It should never be assumed that some issues do not arise because someone is LGB i.e. parental responsibility or domestic abuse.

Key Facts

LGB are subjected to prejudice, psychological pressure and physical threats:

· In a Glasgow survey, the number of people who would be ‘concerned or very concerned’ if someone who was lesbian or gay moved in next door (over 30%) was similar to those who would feel the same if people with a criminal record became their neighbours.

· In a Scottish survey of LGB people, 68% had been verbally abused or threatened by someone who assumed they were LGB 35% in the past year; 23% had been physically assaulted – 5% in the last year.

These pressures can lead to anxiety, depression and self harm:

· LGB people are significantly at higher risk of suicidal behaviour, mental disorder, substance misuse and substance dependence than heterosexual people, according to a systematic review of research.

In a study of young LGB people in Glasgow, the majority reported having thoughts of suicide at some time six to eight times more than the general population.

Negative attitudes can be shared by health workers:

· A third of gay men, one quarter of bisexual men and over 40% of lesbians and well over half of bisexual women had experienced negative or mixed reactions from mental health professionals when being open about their sexuality.

As a result, LGB people may be reluctant to tell health workers about their status and over a third of LGB people had not disclosed their status to their GP’s (Morgan & Bell, 2003).

Anxiety, depression, self harm, suicide and attempted suicide have all been linked with the combined effects of the experience of prejudice, discrimination and internalised negative feelings.  Gay men remain the group at highest risk of acquiring HIV infection.  The attention paid to this has obscured the broader sexual health needs of LGB people.  Risky behaviour may be increased by low self esteem, alcohol and drug use, poor information on same sex relationships, making it difficult to negotiate safer sex.
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