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Is Scotland’s new GP contract addressing the 
inverse care law?

Authors: Stewart W Mercer,A Carey Lunan,B David HendersonC and David N BlaneD

Scotland, like many countries around the world, has wide 
health inequalities resulting, in part, from the longstand-
ing ‘inverse care law’, in which a mismatch between patient 
needs and provision of care in general practice in deprived 
areas results in poorer care and worse patient outcomes com-
pared with affluent areas. In early 2018, Scotland embarked 
on a new GP contract, a stated aim of which was to reduce 
healthcare inequalities. National data on avoidable mortal-
ity showed a 4.8 (2019) and 4.9 (2021)-fold higher rate in the 
most deprived compared with the most affluent decile of the 
population. However, the distribution of whole-time equiva-
lent (WTE) general practice clinicians per 10,000 patients, in-
cluding GPs, and practice-employed practice nurses and other 
allied healthcare professionals, showed the opposite trend in 
both 2019 and 2022, with fewer WTE clinicians of all types 
in GP practices in deprived areas compared with affluent 
areas. These findings suggest that radical change is needed to 
reverse the inverse care law in Scotland.
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Introduction

Scotland, like many countries, has wide health inequalities 
between rich and the poor.1 Although health inequalities are 
largely driven by wider inequalities in social factors, such as 
education, housing, employment, and wealth, the way in which 
healthcare is designed and delivered is also of vital. If health 
services are delivered inequitably then they will contribute to 
the widening of health inequalities. Such a situation is well 
documented globally,2 having been first described in the UK as 
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the ‘inverse care law’, which states that the ‘availability of good 
medical care tends to vary inversely with the need for it in the 
population served’.3 Our previous research in Scotland in 2007 
showed how the inverse care law operated in general practice at 
that time; the mismatch of healthcare need and supply resulted 
in higher GP stress, shorter consultations and lower enablement of 
patients with complex needs in general practice in areas of high 
socioeconomic deprivation compared with affluent areas.4

Since then, the Scottish Government has embarked on a radical 
reform of health and social care,5 including a vision to transform 
primary care through a new Scottish GP contract, introduced in April 
2018.6 This new contract included the formation of GP Clusters (which 
aim to improve quality of care locally) and a major expansion of the 
extended multidisciplinary team (MDT) to help reduce GP workload. A 
stated aim of the contract was to address health inequalities.6

Given the well-documented existence of the inverse care law 
in Scotland before the new GP contract,4,7,8 resulting from a 
mismatch between healthcare needs and supply,9 the aim of the 
present study was to investigate whether this has been addressed 
in general practice since the introduction of the contract.

Methods

We accessed the most recent datasets relating to health and 
healthcare need in Scotland as follows: publicly available data on 
avoidable mortality in people aged under 75 years of age in 2019 
and 2022 were accessed from the National Records of Scotland.10 
‘Preventable mortality’ is defined as deaths that can be mainly avoided 
through effective public health and primary prevention interventions 
and ‘treatable mortality’ is defined as deaths that can be mainly 
avoided through timely and effective healthcare interventions, 
including secondary prevention and treatment. Avoidable mortality is 
the sum of deaths defined as either preventable or treatable.

Data from the general practice workforce survey 201911 and 
2022,12 broken down by practice deprivation deciles, were supplied 
by Public Health Scotland following a formal information request. 
The workforce surveys collect information on the number and 
work patterns of GPs, nurses and allied healthcare professionals 
(AHPs) working in general practices throughout Scotland. From 
this, the number of whole-time equivalent (WTE) primary 
clinical staff can be calculated. This can also be expressed as 
a ratio according to the number of patients registered with 
the practice (clinical staff WTE/10,000 patients). The GP data 
included GP partners in the practice, salaried GPs and GP retainers 
(qualified GPs working limited hours, usually because of family 
commitments). Practice nurses in the practices included general 
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The distribution of WTE clinical general practice staff per 
10,000 patients showed the opposite trend (Fig 2). In both 2019 
and 2022, the largest number of total WTE clinical staff were in 
practices serving the most affluent patients. This trend was seen 
across all clinical groups.

Discussion

Our findings, using the latest data available, indicate that the 
high level of healthcare need in the poorest parts of Scotland, as 
indicated by the large inequalities in avoidable mortality, has not 
been matched by a supply of adequate levels of general practice 
clinical staff. Indeed, we found a trend in the opposite direction, 
with higher numbers of general practice clinicians of all types 
concentrated in the practices serving the most affluent patients in 
Scotland.

These findings strongly suggest that the inverse care law in 
Scotland, first reported in 2007,4 continues unabated despite 

practice nurses, advanced nurse practitioners and treatment 
room nurses. Other staff included in the surveys as clinical staff 
employed by the practice were healthcare assistants, paramedics, 
pharmacists, physician assistants, phlebotomists, therapist-
counsellors and those with ‘other clinical roles’.

Figures were plotted from the obtained data using SPSS  
version 27.

Results

Figure 1 shows the distribution of age-adjusted avoidable mortality, 
and its subcomponents of preventable and treatable mortality 
by deprivation deciles in Scotland. Avoidable mortality was 4.8 
times (2019) and 4.9 (2021) times higher in the most deprived 
decile of the population compared with the most affluent. Rates of 
preventable mortality were 6.5 (2019) and 6.0 (2022) times higher 
and treatable mortality was 2.9 (2019) and 3.1 (2021) times higher 
in the most deprived decile compared with the most affluent decile.

Avoidable mortality 2019
Avoidable mortality 2021
Preventable mortality 2019
Preventable mortality 2021
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Treatable mortality 2021
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Fig 1. Avoidable mortality by deprivation 
decile in Scotland in 2019 and 2021.
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Addressing the inverse care law

and a new GP contract, our findings suggest that this has not yet 
occurred. Radical change is needed to reverse the inverse care 
law in Scotland, including a redistribution of primary care staff 
according to deprivation level.

Given the global problem of health inequalities, and current 
attempts to transform primary care in many high-income 
countries (largely by financial incentives and expansion of the 
MDT),18 our findings should serve as a warning to such countries 
to ensure that policymakers understand and act on the need to 
match workforce supply with population need in primary care 
to maximise the potential for primary care to reduce health 
inequalities.19 ■
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