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CLINICAL PRACTICE: Discussion

Health inequalities 
in general practice

The higher burden of disease associated with low socioeconomic status is an
every day challenge faced in general practice. General practitioners can make an
important difference to these inequalities in health by being aware of the
importance of patients socioeconomic background, identifying groups of
disadvantaged patients in their practice population and targeting efforts to
improve preventive care coverage and quality chronic disease management to
those groups. Divisions are important to this work. The profession also has an
important role in advocating on behalf of disadvantaged communities, and joining
with other health workers and professions in doing so. 

Case history

Peter, aged 55 years, recently suffered a minor CVA while at work. He attended the practice requesting help in making 
a workcover claim relating the CVA to his work. He was having ongoing rehabilitation, although, six weeks after the stroke 
he had only minor residual loss of fine motor function in his left arm.
It was a long time since Peter had come to the practice, although his wife had been a fairly regular visitor. He worked as a
production line worker at a car factory, fitting heavy air conditioning parts to car bodies all day. The work involved repetitive
heavy lifting which he felt may have contributed to the stroke. He had ceased smoking five years ago, 
his average alcohol consumption was 2–3 standard drinks per day, his diet was relatively high in fat and he had been
relatively physically inactive with a BMI of 28.

Over the next few months the following problems were also identified:

• Unrecognised hypertension: He had a BP of at least 150/100 on three occasions and was commenced on medication

• Unrecognised type 2 diabetes: After some reluctance to accept the diagnosis he accepted diet and oral therapy
(metformin)

• Long standing relationship difficulties: At times he had been verbally abusive to his wife and children. He received
counselling supported by the Commonwealth Rehabilitation Service for adjustment to his new work situation, but the
financial support for this ran out. The counsellor felt there were many ongoing issues that he and the family needed
support for, but they were unable to afford ongoing counselling

• He was unable to return to his former job and required retraining. Accessing suitable training proved very difficult. 
The family experienced significant financial difficulties and were threatened with eviction from their flat.
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This is a familiar scenario to many
GPs: A family on a low income,

facing a crisis of health and financial
hardship, adding psychological and family
stress to a burden of chronic disease and
difficulty accessing appropriate services.
While every GP faces such challenges on
a daily basis and aims to do their best for
each patient, contained within this scene
are some important challenges for how
we approach our work as individual
doctors, as a practice with responsibility
for a population, and as a profession.

What’s behind this
presentation?

There is strong evidence of an association
between socioeconomic disadvantage
and increased risk of worse health. This
is true for almost all causes of death, dis-
eases and self reported health status
surveys.1–4 It has been demonstrated in
many countries around the world and the
gap appears to be worsening in recent
years.5 The ‘attributable’ excess mortality
burden from socioeconomic status (SES)
is estimated at 19% for males and 12%
for females, which is greater than the
fraction attributed to risk factors such as
smoking, hypertension and physical inac-
tivity (although some of the
socioeconomic burden will be mediated
by these risk factors). Trends observed
over a 10 year period (1985–1987 to
1995–1997) showed no lessening of these
differentials.6

The effect of SES on cardiovascular
disease morality and morbidity is pro-
nounced. Australian men in manual
occupations experience 30% higher mor-
tality than professional groups.7 Recent
analyses have confirmed these differen-
tials, with CVD mortality rates among the
most disadvantaged being twice those of
the most advantaged groups in the com-
munity.8 This is despite similar reductions
in smoking by the different SES groups
over the past two decades. Lifestyle
factors seem to account for a proportion
of the worse health experienced by disad-
vantaged groups, while access to services,

job control and self esteem also play a
role.6,9 In Australia, people of low SES
make significantly less use of preventive
health services.10,11

If Peter’s socioeconomic background
puts him at higher risk of most diseases
and he is less likely to use preventive care,
can we as GPs do anything in response to
this or is it simply outside of our control?

The challenge to individual
GPs

Managing chronic disease takes time and
requires coordination of a range of spe-
cialist and community services. Helping
patients access these services in a timely
manner can involve considerable effort
and advocacy. 

We know that best practice manage-
ment of chronic diseases usually requires
longer consultations.12 The Enhanced
Primary Care (EPC) items recently intro-
duced in general practice provide an
opportunity to allocate time to this type
of quality care. A recent evaluation of the
uptake of EPC items and the use of
longer consultations shows they are less
likely to be provided to patients living in
the most disadvantaged postcodes13 where
disease burden is greatest. Similarly it has
been shown that people of low SES are
less likely to access longer GP consulta-
tions than people from higher
socioeconomic backgrounds.14 These are
examples of ‘inverse care’ provision, a
term first coined by Julian Tudor Hart in
the UK, where those most in need are
least likely to receive care.15

The causes of this are likely to be
complex and include factors relating to
patient expectations and behaviour as
well as GP attitudes. This pattern of
inverse care may mean that patients who
rarely present (such as Peter) are not able
to realise the full potential of their time
with the GP. This may also play a role in
unequal access to preventive care. We
need to be aware of these issues in our
consulting rooms and try to ensure that
we are providing quality care according to
need for all of our patients. 

Challenges to the practice

Although Peter was a patient of the prac-
tice, his hypertension and diabetes
remained undetected for some years, pre-
senting eventually with a CVA. How
might this have been prevented? 
A review of Australian research shows
that people of low SES have higher
average levels of blood pressure, triglyc-
eride and body mass index (BMI), are
more likely to smoke, be physically inac-
tive and have a poorer diet. However,
they are also less likely to attend for ante-
natal care, dental and allied health visits,
and more likely to have a short consulta-
tion with their GP.16

Identifying high risk groups requires a
systematic approach to prevention and
screening in practice. A range of strate-
gies is suggested in the Royal Australian
College of General Practitioner’s
(RACGP) Guidelines for preventive
activities (the ‘Green book’).17 However,
we know that some of our practice popu-
lations are at higher risk. Low SES groups
in particular tend to miss out on organ-
ised approaches to preventive care18,19 and
are less likely to access such services even
when offered.11 There is some suggestion
that this poor uptake may be due to the
need for more support in low SES com-
munities, eg. transport, coordination of
services, and financial accessibility.20

Health education advice alone appears to
favour high SES groups, whereas combi-
nation with personal support may be
needed to allow low SES groups to
benefit fully.21

How can a practice set out to identify
the needs of its practice population and
use that to target its work where it might
have greatest benefit? There are now
important opportunities for looking at
local practice population needs. One of
the main opportunities is through the
Quality Assurance Program (QA&CPD)
of the RACGP, available to all GPs in
their maintenance of professional recog-
nition. The program includes tools for
developing individual and group learning
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plans, based in part on an assessment of
the needs of the practice population.22

This is an opportunity to work in associa-
tion with other practices or community
health services and can be a start in iden-
tifying local health inequalities and high
need groups. The local division may be
able to assist with this.

These needs analysis activities are rela-
tively new to GPs. However, they can be
very useful. For example if a particular
group is identified as poor users of pre-
ventive care, the practice can mail or
phone reminders to these patients.
However, like Peter, some low SES
patients may not respond to these
approaches. Work with local services and
organisations may be required to encour-
age such patients to attend or to provide
outreach services. We are used to tailor-
ing our practice to be sensitive to age,
gender or ethnicity, but socioeconomic
disadvantage can also be an important
barrier to high quality care. 

Challenges for the
profession

Many GPs feel that inequalities in health
across the socioeconomic gradient are
inevitable and are outside the control of the
health system. Certainly major causes of
inequalities in health lie in the domains of
economy, education, transport and environ-
ment.23 Does this mean it is not a legitimate
concern of the medical profession? 

We can view doctors’ roles as simply
‘casualty workers on the battlefield of life,
helping ease the pain but having no effect
on the outcome of the war’.24 On the
other hand, as Michael Marmot put it so
simply at a recent address to the
Victorian Health Promotion Foundation:
‘If health workers don’t speak out on
health inequalities, who will’. We can
become agents of social change.25

Internationally, GP leaders have seen
it as their responsibility to advocate for
the health of disadvantaged communities
and people26,27 working with other medical
colleges to highlight the unacceptable
burden of disease suffered by disadvan-

taged people. This is a legitimate role for
GP leaders in Australia.

Conclusion

Socioeconomic health inequalities are an
everyday issue facing GPs. Responding to
them will require an acceptance that social
determinants of health are our profes-
sional responsibility. Achieving practical
gains for our disadvantaged patients
requires reflecting on our own practice,
organising our work to identify those most
in need and ensuring they receive best
practice care, and joining with our col-
leagues to advocate on behalf of the most
marginalised sections of society.
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• GPs are faced with complex
problems related to socioeconomic
disadvantage in practice every day.

• Unless specific strategies are
used, general practice may
contribute to the provision of
‘inverse care’ where those most in
need receive the least care.

• Identifying disadvantage in
patients and recording this data is
important in targeting care
according to need.

• Practice based strategies to
improve preventive care coverage
and chronic disease management
should be targeted at those most
in need.

• The professions leadership must
collaborate to advocate on behalf
of those most in need of care.
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