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The availability of good medical care tends to vary inversely 
with the need for it in the population served

Julian Tudor Hart, Lancet 1971;i:405-407
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It’s certainly NOT the Inverse Care Law, described in a very early paper, his fifth, with another 150 to come, which he came to consider a banal observation, no more insightful or striking than “The people who need shoes the most are people without shoes”.
Simply observing that the availability of good medical care tends to vary inversely with the need for it in the population served, especially when market forces are at play, has had little effect in changing the situation. 50 years later, the inverse care law continues. Market forces are being allowed in, and encouraged, especially in England, generating social exclusion at both ends of the social spectrum, the poor involuntarily, the rich voluntarily as they opt for private medicine. It is a poison in the system, adding to  the longstanding mismatch of resources, a service responding to demands rather than needs, and the maldistribution of doctors, based on where they want to work.
All this continues to be documented, in greater detail than Julian could ever muster, to no great effect. Despite numerous policy statements to the contrary, the inverse care law remains a de facto policy that restricts needs-based care.
Julian was unusual, however, as a commentator on inequalities in health, because unlike most commentators who have little connection with policy or practice, he could do something about it.
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This slide divides the Scottish population into ten groups of just over half a million people, most affluent on the left, most deprived on the right. Premature mortality in blue and multimorbidity in red increase over two and half fold across the spectrum. But funding, in black, is broadly flat, especially in the more deprived half of the population. Consultation rates in green rise a little, about 20%, but with no extra resource, this is only achieved by GPs in deprived areas, in the bottom right hand corner, by having shorter consultations, or working a longer day.




CONSULTATIONS IN DEPRIVED AREAS

Multiple morbidity and social complexity

Shortage of time

Reduced expectations

Lower enablement (especially for mental health problems)

Poorer outcomes after 12 months

Poorer health literacy

Practitioner stress
Mercer  SM, Watt GCMW : clinical primary care encounters in deprived and affluent areas of Scotland
Annals of Family Medicine 2007;5:503-510



SPECIALISATION  V  GENERALISM 

CENTRALISATION  V  HEALTH IN THE COMMUNITY

PRIVATISATION  V  FREE HEALTH CARE AT
      THE POINT OF USE



GENERAL PRACTITIONERS AT THE DEEP END
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Turn the slide upside down and you see where we got the idea of the deep end 
of a swimming pool, and from this, the Deep End logo
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The first Deep End conference in 2009, attended by GPs from two thirds of the 100 most deprived communities in Scotland, was the first time this group of practitioners had ever been convened or consulted. The seating plan was a circle with everyone in the front row. The starting point was to listen and record their experience and views.




36 DEEP END REPORTS (www.gla.ac.uk/deepend)
1. First meeting at Erskine
2. Needs, demands and resources
3. Vulnerable families
4. Keep Well and ASSIGN
5. Single-handed practice
6. Patient encounters
7. GP training
8. Social prescribing
9. Learning Journey
10. Care of the elderly
11. Alcohol problems in young adults
12. Caring for vulnerable children and families
13. The Access Toolkit : views of Deep End GPs
14. Reviewing progress in 2010 and plans for 2011
15. Palliative care in the Deep End
16. Austerity Report
17. Detecting cancer early
18. Integrated care
19. Access to specialists
20. What can NHS Scotland do to prevent and reduce health inequalities
21. GP experience of welfare reform in very deprived areas
22. Mental health issues in the Deep End
23. The contribution of general practice to improving the health of vulnerable children and families 
24. What are the CPD needs of GPs working in Deep End practices? 
25. Strengthening primary care partnership responses to the welfare reforms
26. Generalist and specialist views of mental health issues in very deprived areas
27. lmproving partnership working between general practices and financial advice services in Glasgow : one year on
28. GP recruitment and retention in deprived areas
29. GP use of additional time as part of the SHIP project
30. A role for members of the Scottish parliament in addressing inequalities in health care in Scotland
31. Attached Alcohol Nurse Deep End Pilot
32. 8 years of the Deep End Project
33. Increasing undergraduate education in primary care in areas of socio-economic deprivation
34. The Deep End Project for 2019-22
35. Plans for advocacy and engagement by the Scottish Deep End Project
36. General practice in the time of COVID-19

Presenter Notes
Presentation Notes
SLIDE 66

Resulting in a long list of reports, available in short and long forms on the Deep End website,

And giving rise to the Deep End manifesto, addressing the inverse care law as the difference between what practitioners can do for patients under current conditions and what they could do with more time, better support and better connections.

We have had some successes based on worked examples in demonstration projects – the rollout to all Deep End practices of community link workers and embedded financial advisors – but we are still campaigning for more consultation time.






DEEP END PROJECTS AND INITIATIVES

Extra time for consultations

Link workers

Financial advisors

Pioneer Programme

SHIP
PIONEER PRIOGRAMME
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The 17 Deep End Projects are all different, big and small, established and new, with different starting points, advantages, constraints and opportunities, but they have common themes, especially the determination to make a difference. 
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JULIAN TUDOR HART GLYNCORRWG, SOUTH WALES



NOT ONLY

Evidence-based medicine

BUT ALSO

Unconditional, personalised, continuity of care,
provided for all patients, whatever problems
they present.
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He did this partly by a population approach to the delivery of evidence-based medicine but also by providing unconditional, personalised continuity of care for all his patients. 

Julian showed that long term commitment to a particular community could improve health, lengthen lives and narrow health inequalities, in the most deprived community in West Glamorgan.

In his time, addressing the challenges he faced with the resources available, he not only imagined but also realised the exceptional potential of general practice and primary care 



Applying the CARE measure
and Patient Enablement Instrument (PEI)
after general practice consultations

YOU CAN GET EMPATHY WITHOUT ENABLEMENT
BUT YOU NEVER GET ENABLEMENT WITHOUT EMPATHY

Mercer SW Jani BD Maxwell M Wong SYS Watt GCM
Patient enablement requires physician empathy: 
a cross-sectional study of general practice consultations
 in areas of high and low socio-economic deprivation in Scotland
BMC Family Practice 2012, 13:6



THE EXAMPLE OF JULIAN TUDOR HART

Working in, with and for a local community

Staying long enough to make a difference

Building knowledge, confidence, agency and trust

Initially face to face, moving to side by side

The last patient as important as the first

Measuring what you do, being honest with the result

Epidemiology the map and science the guiding light



RELATIONSHIPS 

ARE THE 

SILVER BULLETS 

OF GENERAL PRACTICE AND PRIMARY CARE

Especially for the 15% of patients who account for 50% of the workload
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Patients with multimorbidity are all different (there is no simple case definition), but their needs are the same – unconditional, personalised continuity of care from a small team of providers whom they know and trust. Relationships are the silver bullets of general practice and primary care. But not just relationships with patients.




3 BUILDING PROGRAMMES

1. A COMPENDIUM OF PATIENT STORIES

2. STRONG LOCAL HEALTH SYSTEMS

3. NETWORKS OF LOCAL SYSTEMS
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So, a third building programme is needed, based on the collegiality and solidarity of practices, and requiring a variety of connecting infrastructure.






WHAT CAN A DEEP END GP DO?

Levels of action

1. Individually when seeing patients

2. With colleagues within a practice

3. Looking outside the practice to work with local colleagues

4. Collectively as part of a network of practices



ADVOCACY

The social causes of illness are just as important as the physical ones. 

The medical officer of health and the practitioners of a distressed area 
are the natural advocates of people. 

They well know the factors that paralyse all their efforts. 

They are not only scientists but also responsible citizens, 
and if they did not raise their voices, who else should?

    Henry Sigerist, Johns Hopkins University



GP Scope

Individual Clinical 
Care

Politics

Community

Individual Social 
Issues

Policy

BASED ON 24 INTERVIEWS WITH DEEP END GPS 
    BY BREANNON BABBEL, PHD STUDENT

HOW DO
DEEP END 
GENERAL
PRACTITIONERS
SEE THEIR ROLE ?
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Not every GP signs up to this. My colleague Breannon Babbel interviewed GPs working in deprived areas in Glasgow. All saw their role in clinical consultations. Some saw no further than that, while others tuned in to patient’s social situations, viewed the local community as a resource, saw the social and political determinants of poor health being played out in front of them, and wanted to do something about it.




The smallest act of kindness

is worth more than the grandest intention.

OSCAR WILDE





WHAT ARE WE TALKING ABOUT ?

Inclusive health care ?

A support mechanism to avoid gaps in care ?

Part of measures to address health inequalities ?

Shifting the balance between primary and secondary care ?

A resistance movement - preparing for a better future?
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Deep End Projects can be several things.

A practical, and not just theoretical, commitment to inclusive health care, based on need.

A support mechanism that helps to recruit and retain GPs in deprived areas, avoiding the embarrassment of crude gaps in access to care.

As part of policies to address inequalities in health. Of course health care is not the most important determinant of health inequality, but it’s one of the quickest ways of making a difference, and has been neglected.

To shift the balance between secondary and primary care, keeping care in the community, reducing secondary care’s exposure to complications and crises.

As a resistance movement, preparing for better times



…in the dark age in which we are living 
 and the new world order, 
  the sharing of pain is one of the essential preconditions 
   for a re-finding of dignity and hope.
                      
    Much pain is unshareable. 
     but the will to share pain is shareable 
      and from that inevitably inadequate sharing
       comes a resistance.

           John Berger
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But finally, and perhaps most important, it is what publicly-funded doctors can contribute to the healing of society. 
 
The late John Berger wrote a seminal book about general practice called The Fortunate Man but, reviewing the work of the artist Frida Kahlo, he also wrote, 
 
In the dark age in which we are living and the new world order (I don’t need to tell you what that is), the sharing of pain is one of the essential preconditions for a re-finding of dignity and hope. Much pain is unshareable. But the will to share pain is shareable. And from that inevitably inadequate sharing comes a resistance.




“By excluding exclusions and building relationships, inclusive health care 
is a civilising force in an increasingly dangerous, fragmented and uncertain world.”

The Exceptional and Equitable Potential of General Practice
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The 17 Deep End Projects are all different, big and small, established and new, with different starting points, advantages, constraints and opportunities, but they have common themes, especially the determination to make a difference. 




Organising is a kind of alchemy: 
it turns alienation into connection, 
despair into dedication, 
and oppression into strength.

Astra Taylor and Leah Hunt-Hendrix
Solidarity: The Past, Present and Future of a World-Changing Idea
Pantheon Books, 2024
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But as Taylor and Hunt-Hendrix say in their new book Solidarity – The Past, Present and Future of a World Changing Idea, which strikes lots of chords, there are two types of solidarity.
 
Defensive solidarity is about circling the wagons, against hostile forces outside. Transformative solidarity is about change, requiring identity, vision and strategy – where you want to go and how you’re going to get there. That requires organisation.
 
They describe “Organising is a kind of alchemy. It turns alienation into connection, despair into dedication, and oppression into strength.” Petitions with a million signatures achieve little. Small, well organised groups have been behind many social advances – parliamentary and voting reform, civil rights, the ending of apartheid, Just Stop Oil, just this week, the group of elderly Swiss women who took their Government to court on its inaction on climate, and won, with implications for the whole European Union.
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The independence of individual general practices is an asset, providing huge scope for local initiative, enterprise, ownership and pride, but conversely it is also a prescription for variation, inefficiency, inequity and a weak collective voice.
 
The equitable potential of general practice depends, therefore, on three types of accountability: upwards to funders, providing quality and value for money; downwards to patients and local communities, addressing their needs; and sideways to other practices, ironing out inefficiencies and inequity.




The Scottish Deep End Project

www.gla.ac.uk/deepend



ESSENTIAL INGREDIENTS OF DEEP END PROJECTS

1. Engagement with practitioners

2. Shared activities  - advocacy, service development

3. Central coordination – continuity and communication

4. Shared learning

5. Readiness and opportunity

6.    Perseverance – lots of small steps
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Deep End Projects have some essential ingredients.

First, and most important, engagement with practitioners, without which nothing else is possible.

Then, support for a central role, acceptable to practitioners, providing coordination, continuity and momentum.

Connectivity and shared learning, keeping everyone on board – much easier, as Covid has shown, using electronic communications.

The resulting network is then ready to take on new challenges as opportunities arise.

By which I mean shared activities in advocacy, learning and service development

And lastly, perseverance, not a long race, but many short races, one after another, in a shared direction of travel.



AT THE DEEP END

HOW FAMILY PHYSICIANS CAN BUILD CONNECTION, COMMUNITY AND CHANGE

“Organising is a kind of alchemy: 
it turns alienation into connection, 
despair into dedication, 
and oppression into strength.”

Website of the Scottish Deep End Project www.gla.ac.uk/deepend

Past issues of the Deep End International Bulletin
https://www.gla.ac.uk/schools/healthwellbeing/research/generalpractice/deepend/international/ 

http://www.gla.ac.uk/deepend


Thank you for listening

And now, some Q&A
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