
Developing a service that is sensitive to inequalities- the 10 goals 
 

Long term conditions- diabetes 
 
 

Introduction 
 
Better Health Better Care identified anticipatory care and long term conditions as part 
of its strategic vision. The NHS Greater Glasgow and Clyde strategy on long term 
conditions aims to keep people out of hospital and reduce length of stay by improving 
support for self management. However without appropriate planning and risk 
assessment this aim could be achieved in a way which does not tackle another aim 
in the Government’s strategic vision- to reduce health inequality.  
 
In general the people who get the best use of the NHS and therefore who are most 
likely to benefit from self management support- 
 

• Have knowledge of the health care system and confidence and assertiveness 
to use it 

• Can communicate and be communicated with in English e.g. who are literate, 
have no sensory impairments, have English as their first language 

• Are familiar and comfortable with medical information e.g. access to internet 
• Have lifestyles which fit with our appointment system 
• Can travel easily to health care settings and through buildings e.g. no 

physical impairments 
• Have health problems which fit one diagnostic category 
• Have health problems which are largely unrelated to life circumstances or 

discrimination as a result of social identity 

The NHSGGC Strategic Framework for Managing Long Term Conditions (LTC) has 
as one of its aims;- 
 
“reduce the inequalities which are created by long term conditions, address the 
equality challenge they create in relation to health services and tackle the differential 
impact of long term conditions on our population”. 
 
It was agreed by the Long Term Conditions Steering Group that it would be helpful to 
understand more about inequalities and long term conditions to inform the strategy 
and meet this aim. It was agreed that the best way to do this would be to work 
through an example based on one long term condition so that we could cover all 
aspects of the patient pathway. Diabetes was the selected condition. A small group 
met to look at diabetes through an inequalities lens to develop an approach which 
could be applied to other LTCs. A wider group of stakeholders were consulted as part 
of the process- see Appendix 1. 
 
Methodology 
 
The group looked at several frameworks to explore the issues including Glasgow 
Centre for Populations Health’s inequalities flow chart. To fit in with NHSGGC 
planning processes on inequalities the following document uses the 10 Goals for an 
inequalities sensitive health service (see Priorities and Planning Guidance 2008-09) 
to discuss the issues, make recommendations and state the desired outcome.  
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The 10 Goals were created in the knowledge that discrimination on the grounds of 
gender, social class, race, disability, age, faith, or sexual orientation is linked to poor 
health outcomes and the health gap.  
 
Using diabetes as an example has enabled the group to use a worked example 
which could then be applied to other long term conditions. 
 
Approach 
 
Long term conditions are one of the biggest health challenges facing society and the 
NHS. The nature of the NHS response and the response of its partners has the 
potential to reduce the health inequality gap or widen it. In order to develop 
mainstreamed interventions which reduce the gap we need to- 
 

• Decide what we want to achieve- narrow the health inequality gap caused by 
social class inequality, tackle inequality caused by prejudice and 
discrimination towards inequality groups 

 
• Define the problem and possible solutions- what causes the inequality gap, 

who gets the best use of services 
 
We also need to measure the impact of any changes we make on the inequality gap 
in the medium to long term. 
 
The stakeholder group identified five areas for change where outcomes for people 
with diabetes could become more equal-  
 

• Reduce barriers caused by inequality for people currently using services and 
managing their diabetes 

• Identify and tackle unmet need and under diagnosis as a result of inequality 
• Redistribute services to tackle the inverse care law 
• Develop inequalities sensitive enquiry and a community development 

approach to meet complex needs 
• Take a prevention approach informed by an understanding of inequality 

 
The 10 Goals offer a systematic way of working through these issues to decide on 
the role of the NHS and its partners in tackling the inequality gap.  
 
GOAL 1. Knows and understands the inequalities and discrimination faced by 
its patients and population. 
 
1.1 Discussion 
 
Goal 1. Is an essential building block in developing a response to reducing the 
inequality gap. It requires using a mixture of available data and research to develop a 
more comprehensive, evidence based understanding of the issues which can then be 
applied to the entire patient pathway. 
 
What we know 
 
Social Class 
There is a well established evidence base of higher prevalence of diabetes linked to 
deprivation however it is often assumed that this is due to lifestyle factors rather than 
to barriers to services or poor patient experience caused by discrimination. 
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Diabetes UK recently stated that;- “People living in the poorest parts of Scotland are 
more likely to get type 2 diabetes than those in affluent communities.” They warned 
that once people in deprived areas have diabetes, they are twice as likely to develop 
complications. Ethnic minority groups are also at higher risk- UK South Asians are 
about 4 times more likely to develop diabetes than their peers from other ethnic 
groups.  
 
Obesity is a significant risk factor for diabetes. The Glasgow City Obesity Action Plan 
says: “The proportion of the NHS Greater Glasgow and Clyde population either 
overweight or obese has increased rapidly over the last decade. In 2003, the Scottish 
Health Survey revealed that more than 346,000 (60%) of Glaswegian adults and 
115,000 (20%) of Glaswegian pre-school children were classed as either overweight 
or obese.” This suggests that diabetes will become a growing problem.  
 
There is evidence that obesity in high income countries is linked to socio-economic 
status and this is reflected in the UK with women being most at risk of obesity 
inequality1.  
 
Disability 
Evidence suggests that there is a high prevalence of obesity in people with learning 
disabilities. A research study of 945 adults conducted by Glasgow University (2007) 
found that overall, 39.3% of women and 27.8% of men with learning disabilities were 
obese, compared with 25.1% of women and 22.7% of men in the comparison general 
population.  
 
There is an absence of evidence around differences in obesity prevalence for people 
with physical disabilities however there is a large body of evidence on the 
discrimination disabled people face which includes being denied access to services 
due to physical or communication barriers and differential treatment by services. 
Many people with diabetes will be covered by the provisions of the Disability 
Discrimination Act 1995 (DDA). The DDA makes it unlawful to treat any person less 
favourably on the grounds of their disability. Service providers are under a duty to 
make reasonable adjustments to practices, policies or procedures that make it 
impossible or unreasonably difficult for disabled people to use a service. This is 
particularly important when considering the provision of information in suitable 
formats, e.g. large print Braille or audio tape for those with visual impairment. All 
public sector agencies have a responsibility to try to ensure that the information they 
produce is user-friendly and accessible to disabled people. 

Black and Minority Ethnic 

Compared with the white population, Type 2 diabetes is up to six times more 
common in people of South Asian descent and up to three times more common in 
those of African and African-Caribbean descent. It is also more common in people of 
Chinese descent and other non-Caucasian groups. The average age at diagnosis is 
also comparatively younger in these groups. The risk of death from diabetes is 
between three and six times higher, with these groups also being particularly 
susceptible to the cardiovascular and renal complications of diabetes. Death rates 
from heart disease are two to three times higher in those of South Asian descent 
whilst death rates due to stroke are three times higher in those of African and 
African-Caribbean descent. Rates for renal replacement therapy are up to four times 
higher in both groups. 
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Discussions are taking place on changing the BMI advice for certain Black and 
Minority Ethnic Groups (BME) to reflect this risk. 
 
Gender 
The frequency of diabetes is higher in men than in women. However, women with 
diabetes are at relatively greater risk of dying than men with diabetes - in comparison 
with women and men who do not have diabetes. This may be because gender 
compounds other aspects of inequality. For example, women often bear the brunt of 
poverty and socio-economic differences. There is some evidence to suggest that 
women are less likely to receive routine surveillance checks for the long-term 
complications of diabetes. Pre-menopausal women with diabetes do not have the 
same protection against coronary heart disease as women who do not have 
diabetes. Women also tend to take on the main role of carer if another member of the 
family has diabetes. 
 
Age 
A focus on children is supported by the HEAT target (H3) on child healthy weight 
intervention programmes however the Foresight Report on tackling obesity suggests 
that preventing obesity is a lifelong challenge and that focusing solely on children 
would miss the opportunities to improve the health of adults and reduce the 
impending epidemic of diabetes in the short to medium-term. Therefore, interventions 
targeting both children and adults are essential.  
 
The prevalence of diabetes rises steeply with age; one in twenty people over the age 
of 65 in the UK have diabetes and this rises to one in five over the age of 85. The 
diagnosis of diabetes may be delayed in older people with symptoms of diabetes 
wrongly attributed to ageing. Older people may experience discrimination in the 
degree of active management offered compared with younger people. Older people 
with complex needs require multidisciplinary care, which is well co-ordinated across 
primary, secondary and residential care and social services. Given the relatively high 
use of hospital services by older people, hospitals can offer an effective intervention 
point for earlier diagnosis and better management of diabetes in older people. A 
significant proportion of older people with diabetes in residential and nursing care will 
have diabetes.  Information, education and support should be made readily available 
by staff who are properly trained. 
 
Sexual orientation 
Data on sexual orientation is not collected and there is a lack of research into sexual 
orientation and diabetes/ LTCs. 
 
Religion and Belief 
There has been engagement work carried out with faith groups (see Goal 2.) on their 
needs in relation to diabetes. 
 
What we need to know more about 
 
Data collection by inequality group is inadequate nationally and locally so we have 
limited information, although collection of Black and Minority Ethnic data is improving. 
Data collection is hampered by IT systems and by staff attitudes. 
 
We know less about people’s progress through treatment pathways by inequality 
group. 
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There is some evidence of DNAs by socio-economic group and by ethnicity but this 
has not been fully explored to find out what are the specific barriers or reasons why 
people can’t access services. 
 
There is less evidence on the distribution of resources and the impact of the inverse 
care law on diabetes prevention, diagnoses and outcomes. Work is underway on 
identifying this under programme budgeting. 

1.2 Recommendations 

• Public Health to support literature search on diabetes and other long term 
conditions and inequalities 

• Enhance SPARRA data with community datasets (for example pilot in SW 
CHCP) and communicate this and the implications to NHS managers/ budget 
holders, planners, and practitioners. Work is underway to look at SPARRA 
data from an inequalities perspective by Performance, Public Health and CIT 
which will also inform this approach. 

• Data group to interrogate LES data to see what it is showing in relation to 
inequality 

• Clinical Audit to carry out a DNA study in Diabetes Service to identify barriers. 

1.3 Outcome 

Comprehensive data and research on inequality and diabetes is available to 
managers/ budget holders, planners, practitioners and service user groups. 

Goal 2. Engages with those experiencing inequality and discrimination. 

2.1 Discussion 
 
Covered by Goal 2. user and patient experience is also a key part in understanding 
the issues in relation to inequality. Engaging with people from equality groups will 
help us to make services more accessible and better meet people’s needs. 
 
The MCNs run a Heart, Stroke and Diabetes Forum. A sub group of the MCN has 
developed the PFPI framework for LTCs. Specific engagement has been undertaken 
with BME and faith groups and further work is planned with travellers and asylum 
seekers. From this engagement the following issues were identified to make services 
more inequalities sensitive; access to education, information and support groups 
which take communication support needs into account; inequalities sensitive 
inpatient care; and making services available locally and taking the needs of women 
into account. 
  
The Diabetes MCN are currently reviewing their Patient Education Menu and users 
involvement in this process will be an essential component of making the menu 
sensitive to inequalities. 
 
2.2 Recommendations 
 

• Use DNA study to identify and address barriers to patients accessing 
services. 

• Users involvement in the development of the new Patient Education Menu. 
• Equality Impact Assessment of the new Patient Education Menu. 
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2.3 Outcome 
 
Service users and inequality groups’ views used to inform service design. 
 
Goal 3. Knows that people’s experience of inequality affects the health choices 
they make. 
 
Goal 3. means that staff need to understand the context of people’s lives and to 
understand how inequality impacts on the health choices people make.  
 
The Glasgow City Council Healthy Weight Action Plan, part of the NHS Obesity 
Strategy, states that to date approaches to obesity have been mainly educational, 
behavioural and pharmacological and have met with limited success. One of the 
main reasons for this is identified as an environment which promotes high energy 
intake and sedentary behaviours.  
 
The Glasgow Plan also highlights the importance of understanding inequality;- 
“Importantly, we must take care of unintended consequences or negative effects that 
can often increase inequalities e.g. while interventions and campaigns targeted at 
those at risk are considered most useful- they risk increasing the stigma associated 
with obesity…careful implementation and social context is critical for success.” 
 
Therefore changing people’s health choices must take inequality into account by 
being non-stigmatising, taking social and structural factors into account and aiming to 
reduce inequality.  
 
Proactive work on lifestyle issues and health improvement interventions should seek 
to reduce the inequality gap. Work carried out for the Equally Well task force by 
Professor Sally Macintyre, Medical Research Council looked at approaches which 
are less effective in reducing health inequality- 
 

Characteristics of interventions less effective in reducing inequalities in health 

Information based campaigns (mass media information campaigns) 

Written materials (pamphlets, food labeling) 

Campaigns reliant on people taking the initiative to opt in 

Campaigns/messages designed for the whole population 

Whole school health education approaches (e.g. school based anti smoking and alcohol 
programmes) 

Approaches which involve significant price or other barriers 

 
 
3.2 Recommendations 
 

• Measure trends in widening obesity inequality through the Health and Well-
being Study 

• See actions identified in EQIA of the NHS Obesity Action Plan/ Physical 
Activity Plan/ Alcohol Strategy/ Tobacco Strategy 
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• Health improvement plans in CHCPs demonstrate interventions to tackle 
widening inequality in relation to obesity  

• Use the approach in anticipatory care/ Keep Well to engage at risk groups in 
mainstream services 

• Explore the use of social marketing which takes Sally Macintyre’s work into 
account  

 
3.3 Outcome 
 
Health improvement activity, in relation to the prevention of LTCs takes a 
preventative, non-stigmatising approach which tackles inequality. 
 
4. Removes obstacles to services and health information caused by inequality. 
 
4.1 Discussion 
 
Goal 4. relates to obstacles to services caused by physical or communication access 
which are covered by the Race and Disability Duties. It also refers to wider access 
issues and the ways in which this perpetuates inequality, for example issues to do 
with gender, literacy. 
 
The stakeholder group  identified barriers to services which included location and 
time of clinics, transport issues, complex needs of patients from inequality groups 
and lack of contact numbers/ support workers for people to discuss access issues. 
Specialist BME services had found ways round some of these issues e.g. contact via 
crèches, community centres etc. for people who won’t go directly to services; text 
messaging to keep in contact with people; a phone number to contact the clinic/ 
health practitioner; support with complex issues.  
  
4.2 Recommendations 
 

• Routine assessment of communication needs and application of required 
support 

• Implementation of Accessible Information Policy in relation to patient 
information 

• Full compliance with DDA in relation to physical access 
• Transport needs to be considered in conjunction with the Community 

Engagement Team 
 
4.3 Outcome 
 
Barriers to access are removed from all diabetes services. 
 
 
5. Uses an understanding of inequality and discrimination when devising 
treatment and care. 
 
5.1 Discussion 
 
Goal 5. requires an understanding of inequality to be mainstreamed into treatment 
and care.  
 
Although interventions targeted at inequality groups have been successful (for 
example the Ethnic Minority Outreach Service) it is essential that all services are 
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non-stigmatising and take people’s social circumstances and the wider societal 
inequality into account. The report on this service says; 
“Diabetes occurs earlier in life, has more serious implications e.g. renal failure and 
minority ethnic individuals die earlier than age standardised indigenous whites. They 
are high intensity users of secondary care, but have well recognised problems 
accessing services in primary and secondary care. Much of the excess mortality and 
morbidity including hospitalisations is preventable, if primary care is improved.” 2. 

  
Lessons from specialist services need to be mainstreamed to take people’s individual 
needs into account. This approach can reduce hospital admissions to secondary care 
and may be an effective approach to the financial challenges caused by an increase 
in LTCs.  
 
The Inequalities Sensitive Practice Initiative developed routine enquiry on Gender 
Based Violence and poverty in frontline services. Work has also been done in Keep 
Well to develop social enquiry and referral for employability, financial inclusion and 
literacy support. Current services result in un-equal outcomes when they fail to take 
people’s social circumstances into account and ensure their wider needs are being 
met to enable them to adhere to treatment or self-help advice. The Joint Health and 
Social Care Generic Baseline Assessment is working towards mainstreaming this 
approach. It is recognised that one of the main barriers to this is the current length of 
appointment times, particularly in Primary Care. This issue needs to be addressed if 
we are going to take a mainstreaming approach. 
 
5.2 Recommendations 
 

• MCN to lead on piloting inequalities sensitive enquiry in diabetes services in 
conjunction with a CHCP. 

• Implement referral pathways to financial inclusion, employability and literacy 
support across all services using Keep Well model and the Joint Health and 
Social Care Generic Baseline Assessment  

• Establish mainstream specialist support for complex needs  
• Peer support and Diabetes buddies to take an inequalities sensitive 

approach. 
• Link work on the Joint Health and Social Care Generic Baseline Assessment 

and social enquiry within Keep Well to support the delivery of the Gender 
Based Violence Action Plan. 

 
5.3 Outcome 
 
Programme of social enquiry and inequalities sensitive practice introduced in 
diabetes services. 
 
6. Uses its core budget and staff resources differently to tackle inequality. 
 
6.1 Discussion 
 
Goal 6. requires us to think differently about how we use our resources in a way 
which will reduce the inequality gap. This includes budgets but also staff resources. 
Programme budgeting is already underway to get more detailed information on 
current spend on diabetes services and their distribution. 
 
 In order to mainstream inequality into the long term conditions framework, staff time 
and budgets will need to be used differently to address inequality. This may require 
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redistributing services to tackle the inverse care law e.g. the review of CHCP budgets 
based on deprivation indicators carried out in 2008.  
 
Progress on tackling inequality also needs to be measured to see if it is closing the 
gap, widening the gap or targeting those in greatest need. Action taken in local CHP 
areas may help specific target groups however to reduce inequality over the Greater 
Glasgow and Clyde area we need to know that the overall approach will reduce the 
inequality gap. Work is being carried out at national level to review the HEAT target 
in relation to inequality which will greatly support local areas to move in the right 
direction. 
 
6.2 Recommendations 
 

• Use the evidence on need to review resource provision to tackle widening 
inequality relating to diabetes (and all long term conditions) 

• Dedicate staff time to training on inequalities sensitive practice 
• Contribute to the national review of the HEAT target T6 (To achieve agreed 

reductions in the rates of hospital admissions and bed days of patients with 
primary diagnosis of COPD, asthma, diabetes or CHD, from 2006/7 to 
2010/11) in relation to inequality. 

• Seek to influence the proposed introduction of a Self Management HEAT 
Target 

• Select measures from the MCN led improvement targets and look at them 
from an inequalities perspective 

 
6.3 Outcome 
 
We can evidence the narrowing inequality gap in relation to diabetes prevention and 
outcomes for those with a diagnosis of diabetes. 
 
7. Has a workforce which represents our diverse population. 
 
7.1 Discussion 
 
Goal 7. and 8. relate to the makeup, skills and experience of our workforce. 
 
There is evidence from specialist services that a community development approach 
using South Asian workers is effective in supporting South Asian communities to 
access services.  This approach is useful to ensure that this target group can be 
reached effectively.  
 
If our staff were more representative of diversity across the whole population it would 
mean that services would be more accessible as a whole. Work is going on between 
HR and the Corporate Inequalities Team on these wider issues. 
 
7.2 Recommendations 
 

• Identify other inequality groups or services where specialist support is 
required to address inequality 

• Further develop the use of lay workers and volunteers in the local community 
(see Keep Well) 

 
7.3 Outcome 
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Services reflect the demographic make-up of inequality groups in GGC. 
 
8. Creates a non-discriminatory working environment and a workforce which 
has the skills to tackle inequality. 
 
8.1 Discussion 
 
Inequalities legislation requires the organisation to comply with the public sector 
duties on race, disability and gender as an employer and a service provider. All staff 
are required to meet the Core KSF Requirement on equality and have a PDP which 
covers the skills which this requires. Within diabetes services a key part of taking an 
inequalities sensitive approach will be training staff on their part in meeting the 
requirements of the legislation and in routine social enquiry and inequalities sensitive 
practice. 
 
8.2 Recommendations 
 

• Review core competencies for staff delivering Self Management and 
contextualise them in relation to inequality by linking to NES 

• Create training and development opportunities for staff in diabetes services to 
enhance their knowledge and confidence in adopting an inequalities sensitive 
approach. Embed this within professional education work. 

• Use the knowledge of barriers to services, research and available data to 
inform staff of the impact of inequality e.g. embed this knowledge in training 
for staff. 

• Promote the Equality website www.equality.scot.nhs.uk and E-learning 
modules to staff in diabetes services. 
 

8.3 Outcome 
 
All staff accountable for inequalities legislation and clinical staff accountable for 
inequalities sensitive practice. 
 
9. Spends the money being invested in buildings, goods and services in a way 
which tackles poverty. 
 
9.1 Discussion 
 
Goal 9. relates to the potential we have as a procurer to address inequality. 
 
The NHS already spends a large proportion of its budget on long term conditions and 
this will be stretched further as the numbers of people with long term conditions 
increases. The NHS is often the largest employer locally and nationally and small 
businesses and the voluntary sector are sub contracted to provide specialist services 
providing further employment opportunities. All this means that the NHS has a major 
impact on the local and national economy and this needs to be taken into account 
when services are being commissioned.  
 
The suppliers of goods and services to the NHS also need to comply with inequality 
legislation and we need to ensure that the services we commission are meeting our 
needs in addressing inequality. 
 
9.2 Recommendations 
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• A guide on commissioning Self Management  services is underway which is 
an opportunity to look at this in the context of inequality 

• A review of commissioned services for diabetes is undertaken to show how 
and where money is being invested and where there are implications relating 
to the equality legislation. 

• Supported self care management models procured from the voluntary sector 
are inequality proofed 

• Link the development of alternative models of support workers into the 
creation of local job opportunities, making better use of the 3rd sector. 

 
9.3 Outcome 
 
Budgetary spend is re-directed towards prevention and management of diabetes 
which takes social patterning into account. 
 
10. Works with partners to reduce health inequality by addressing issues such 
as income inequality, social class inequality, gender inequality, racism, 
disability discrimination, ageism and homophobia. 
 
10.1 Discussion 
 
Goal 10. Relates to the wider role of the NHS in society and the impact of NHS 
partners on health inequality. 
 
The NHS alone cannot tackle the factors which are leading to an increase in diabetes 
in the population e.g. smoking, obesity, and alcohol. However we are in a key 
position in relation to community planning to inform partners of the data and research 
available on the inequality gap in relation to diabetes. 
 
10.2 Recommendations 
 

• Work in partnership with community planning to tackle the inequality gap in 
relation to diabetes e.g. obesogenic environment, poverty, discrimination and 
prejudice. 
 

10.3 Outcome 
  
Single Outcome Agreements target the health inequality gap. 
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