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THE INVERSE CARE LAW

Juriax Topok Haet
Glyncorrmg Health Centre, Port Talbot, Glamorgar, Wales

The availability of good medical care
tends to vary inversely with the need for
it in the populaton served. This inverse care law
operates more completely where medical care is most
exposed o marker forces, and less s0 where such
exposure is reduced. The market disteibution of
medical care is a primitive and historically outdared
social form, and any return to it would further exag-
gerate the maldistrbution of medical resources,

Surnmary

Interpreting the Evidence

THR existence of large social and geographical in-
equalities in mortality and morbidity in Britain is
known, and not all of themn are dimi ing. Between
1934 and 1968, weighted mean standardised mormalicy
om all causes in the Glamorgan and Monmouthshire
ull:ys rose from 125% of England and Wales rates
Their weighted mean infant mortality rose
of England and Wales rates o 124%,
between 192[ and 1968 v The Rczlstmr General's
Rast T n Ok 1 Morality
for 1940-53 sull showed comhumj social classes 1 and
11 {wholly non-manual) with a standardised mortality
from all causes 18%; below the mean, and combined
soctal classes v and v (wholly manual) 5%, above it
Infant mortality was 37%, below the mean for social
class 1 (professional) and 38%, above it for social
class v (unskilled manual),

A just and rational distribution of the resources of
medical care should show parallel social and geo-
graphical differences, or at least a uniform disteiburion.
The common experience was described by Titmuss
in 19681

* We have lenrnt from 15 years” experience of the Health
¢ that the higher income groups know how to make
r use of the service; they tend to receive more special-

interpreted either as evidence of high morbidity among
high users, or of disproporrionate benefit drawn by
them from the National Health Service. By piling up
the valid evidence that poor people in Britain hawve
higher consultation and referral rates at all levels of
the N.HL.S., and by denying that these reflect actual
differences in rbidity, Rein *¢ has tried to show
that Titmuss's opinion i3 incorrect, and thar there are
no significant gradients in the quality or sccessibilicy
of medical care in the MN.H.8. between social classes.

Class gradicnts in mortality are an obvious obstacle
to this view, Of these Rein says:

** Ome comchasion reached . ., is that since the fower
classes have higher death rutes, then they must be both
sicker or less likely to secure treatment than other classes
« « . it i useful o examine selected diseases in which
thers is a clear mortality class gradient and then compare
these rates with the proportion of patients in each class
thar cunau][cd thelr phs‘s:cm: for trearment of these
diseases, ..,

He cites figures to show thar high death-rares may
be associated with low consultation-rates for some
diseases, and with high rates for others, bur, since the
pattern of each holds good through all social classes,
he concludes that

“a rexsomable nference o be drawn from these findings
is mot that class mormalicy is an index ass morbidity,
but that for certain diseases treatment is unrelated to out-
come. Thus both high and low consultation rates can
vield high mormlity rates for specific diseases. Thess
daka do not appear to lead to the compelling cenclusion
that fmortaliey votss can be easdly used as an acea of class-
related morbidity.™

This is the only argument mounted by Rein against
the evidence of morality differences, and the reason-
able assumption that these probably represent the
final ouwtcome of larger differences in morbidity,
Assuming that © votes ™ §s a misprint for * rates ™, I
still find that the more one examines this argument
the less it means. To be Fair, it 5 only used 10 suppore
the cenrral thesis thar  the availability of universal
free-on-demand, comprehensive services would appear

isr anention; occupy mose of the beds in better equipy
and staffed hospitals; receive more elective surgery: have
better maternal care, and are more likely to get psychiatric
kelp and psychotherapy than low-income  groups—
particulacly the unskilled.”"s

These gencralisations are not easily proved statis-
of the staristics are eithes not
able (for instance, outpatient waiting-lists by area
and social class, age and cause specific hospital mor-
taliry-rates by ares and social class, the relation between
ante-mortern and post-mortem diagnosis by area and
social class, and hospital seaff shortage by area) or else
they are essentially use-rates. Use-rates may be

THAG

o be a crucial factor in reducing class Inequalities in
the use of medical care services It certainly would,
bue reduction is por aboliton, as Rein would have
quickly found if his stay in Britain had included

more basie feldwork in the genesal practitioners’s
surgery of the outpatient department.
Non-statistical Evidence
There is massive but mostly non-stat | evidence
in favour of Titmuss®s generalisadons. irst of all

there is the evidence of social history, James | described
the origins of the general-practitioner service in indus-

Julian Tudar Hart
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to this view, Of these Rein says:

** Ome conchasion reached , s that since the bower
classes have higher death rutes, then they must be both
sicker or less likely to secure weatment than other classes
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these rates with the proportion of patients in each class
that leed thelr physiclan for of these
diseases. .. "

He cites figures to show thar high death-rares may
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vield high mormlity rates for specific diseases. Thess
daka do not appear to lead to the compelling cenclusion
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This is the only argument mounted by Rein against
the evidence of morality differences, and the reason-
able assumption that these probably represent the
final outcome of larger differences in morbidity,
Assuming that * votes ™ i & misprint for * rates ™, I
still find that the more one examines this argument
the less it means. To be fair, it is only used 1o support
the cenrral thesis thar (hc availability of universal

ist amention; oceupy more of the beds in better
and staffed hospitals; receive more elective surgery; have
better maternal care, and are more likely to get psychiatric
belp and psychotherapy than low-income groups—
particularly the unskilled."

These gencralisations are not easily proved statis-
tically, because most of the staristics are either not
available (for instance, outpatient waiting-lists by area
and social class, age and cause specific hospital mor-
taliry-rates by ares and social class, the relation between
ante-mortern and post-mortem diagnosis by area and
social class, and hospital staff shortage by area) or else
they are essentially use-rates. Use-rates may be
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frea-on-d ind, services would appear
o be a crueial fa.cwr in rcdu.cmg class Inequalities in
the use of medical care services . It certainly would,
but reduction s sor abolition, as Rein would have
quickly found if his stay in Britain had included
more basie feldwork in the genesal practitioners’s
surgery or the outpatient department.

Non-statistical Evidence
There is massive but mostly non-statistical evidence
in favour of Titmuss’s generalisadons. First of all
there is the evidence of social history, James * described
the origins of the general-practitioner service in indus-

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

Julian Tudar Hart, Lancet 1971
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The Inverse Care Law

50years of the inverse care law

“The availability of good medical care tends ta vary with
the need for it in the population served. This inverse care
law aperates more completely where medical care is
mant expased to market forces, and les s where such
expasure is reduced ”

These understated opening lines of julian Tudar Hart's
paper, The Imverse Care Law, are as relevant now (50 years
o the day since publlication) as in 1971 The paper i ane

managed by private providers too. With populations
that are living kanger and with mare chronic conditions,
families—rather than the state—bear much of the cost
af long-term care. Public funding far lang-term care is
mare meeans tested (hased on bath income and wealth)

than needs tested. Howewer, that the inverse care law

continues to be seen even with integrated universa

health-care systems suggests that there are cther

”The Inverse Care Law are as relevant

of the landmark publications in The Loncet's near 200-year  important cavses. As Richard Coolson and colleagues S tommem g

5 o L
histary, and the rescnance of Tudor Hart’s defirition  show in a Health Palicy paper, the private expenditure 5= il
of the invese care law has gobal and timeless  share (ie, private spending on health as a fraction of === ®

impartance. Simply expressed, Todor Hart chrerved that
disadvantaged populations need mare health care than
adbvantaged popuiaticrs, but receive s,

Tudor Hart's fife and career tock him from highly
privileged beginrings in London and Cambridge to
decades spent in the deprived and deeply socialise
Wielsh valleys. Mis experience and work has inspired 2
generaticn of influential health-care leaders including
Andrew Haines, Allyson Pollack, Cesar Victara, and
Graham Watt. Today's anniversary msue of The Lancet
explares both the glabal reach of the imverse care law
and primary care initiatives in deprived aras amund
the UL

Although ineguality in health and its many causes
are widely understood, inequity in health-care service
provision is enduring and fundamentat an intractable
cancept that lies at the heart of the imerse care L. The
inverse cane Law i primarily about inequity (injustice}
in health care that results in unfair social inequalities

(imbalances) in health. Since: the imverse care law was
published, the UK's Mational Meaith Service (NHS)
has strived to reduce inequity with mied success.
Motably, long-lasting progress was achieved through
the 1670s resource allocation formula, which reduced
peographical ineguality in hospital and institutional
expenditure. In the early 2000s, the NHS strengthened

primary care provision in deadvantaged areas, leading
a temporary reduction in social insquality, although
this progress has reversed following shifts in funding, a
slowing of spending, and years of living with susterity

Glabally, Ietting market farces dictate heakth care is
stilla major contributor ta inequity—private health care
can only be accesed by those who can afford to pay.
In many countries, social care and long-term care are

tatal health spending) in low-income and middie
ncome countries explains onky 11% of the variation in
health-care inequality—less than the share explained by

poar gowvernance, f

¢ example.

Honw should we reflect on the inverse care law 50 years
an? Although health care is widely endorsed as a basic
hurnan right, the systems that provide it inequitabily
embady capitalism at its warst, whers the wealthy
benefi, leaving behind those mest in need. Communal
efforts can help. A Comment by Graham Wast and
colleagues explains the Deep End Praject to help
mgrove primany care in deprived and disacvantaged
commurities; informal netweeks of primary care dinics
share knowledge and activities to improve quality of
care.

But it willl take mare than bot

meup initiatives to
counter the inverse care low. Growth in health spending
2 a proparticn of total govemment spending is
ikely to continue to increase, and with that, demand
for care will contimue to stretch societal willingness
to subsidise services through inceased taxes. As
bid cut in the Comment by Andrew Haines and
Mayara Floss, life in the Anthropocene era, with the
threats of climate change and ercsion of bicdiversity
undermining planetary health, requires policies to
pratect health-care systems from future shocks. In
arder to da o, health systems must be designed to
counter inequity, not further perpetuate it. This reality,
captured by Tudor Hart’s inverse care Law, should be at
the foreground of policy and governmental decisions

when re-cvabuating health-care defivery for future
generations. Positioning the imverse care Low a3 a
warming could ensure advances in health equity and
sacial justice cver the next 50 years. B TheLancet

landmark publications in The Lancet’s
near 200-year history.”

Editorial, The Lancet, 2021
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At give mest til dem med stgrst behov

Tegning: Rasmus Hgyer, Finans
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Stjernepatienter
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VI BOR Jo DESVERRE
IKKE | HOLTE, TIL GANG/ELD HAR
JEG NOK VERDENS REDSTE LAGE

Tegning: Lars Andersen, Dagens medicin
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Deep end project
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GPs at the Deep End
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Fokus pa at fa noget gjort

. Laering foregar
i praksis

Forbedrer praksis
indefr

Forskning

Tegning: Lars Andersen, Dagens medicin
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International samarbejde
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Populationsansvar

Tegning fra Jyllands Posten
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Det naere sundhedsvaesen
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SENDER DU MIG

NU VIDERE?

NEJ-DA! MED POLITIKERNES
H)ELP ER VI NU (KKE MERE KUN
ET ELSPEDITIONSKONTOR . VI KAN

0GSA BEHANDLE

6.2. Antallet af laeger i praksis og pa hospital

Leeger pa offentlige sygehuse og i almen praksis ? e
20.000
18.183 (+68%)
18.000
16.000 sygehuslaeger
14.000 13.109

12.000 10.824

10.000
8.000
6.000
4.000

2000 3547 3.653 3.315 (-7%)

- o~ (22} < [Ta} [¥e] ~ o0 (=2} o ~— o~ [32] < %2} ('] ~ o0 ()} [=] —

o o o o o o (=] (=] o — i — — — i) — - o L) o~ o~

o (=] o (=] o o o (=] o

o~ ~ ~ ~ ~ ~ ~ ~ o~ o~ ~ ~ o~ o~ ~ ~ ~ ~ ~ o~ ~

—Laeger pa offentlige sygehuse —PLO-lager tilknyttet et ydernummer

Kilde: e-sundhed og Leegeforeningens medlemsregister. Note: | data for PLO-leeger indgar ogsa ansatte laeger samt vikarer, som er medlem af PLO. | tallene
indgar ikke ansatte laeger. som ikke er medlem af PLO.

PLO analyse
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Det naere sundhedsvaesen

NEJ-DA! MED POLITIKERNES
H)ELP ER VI NU (KKE MERE KUN

S|\]EUNVD|E§5£27MIG ET EKSPEDITIONSKONTOR . VI KAN

06SR BEHANDLE

Ll

"Det bgr vaere en del af LEON-
princippet, at man skaber rammer,
som sikrer, at egen lzege har
kapacitet til flere opgaver og er
fagligt sulten og serviceminded
med let adgang og korte
ventetider”

Tegning: Lars Andersen, Dagens medicin Frede Olesen, Dagens Medicin, Marts 2022
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Det naere sundhedsvaesen

NEJ-DA! MED POLITIKERNES
H)ELP ER VI NU (KKE MERE KUN

%UN\?F&E‘%&MIG ET ERSPEDITIONSKONTOR . Vi KAN

06SA BEHANDLE

1.405 kr. pr. borger pr. ar (dec 2019)
Mere tid — ikke hgjere Ign
Kompetencelgft

Protected time

Tegning: Lars Andersen, Dagens medicin
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Indsats pa bosteder

* Plejecenter

 Socialpsykiatrisk bosted

* Voksne med senhjerneskade

* Voksne med udviklingsheemning

* Kriminalitetstruede og
domte unge

Modelfoto: IBG ProReact
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Raekke ud mod lokalsamfundet

* Social prescribing

* Brobyggere

e Kendskab til lokalsamfundet
og dets ressourcer

* Dialogforum for socialt
udsatte

Q
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Kontinuitet er en effektivt behandling

Desto leengere tid patienter
er tilmeldt samme laegehus
desto faerre laegevagtbesgg,
akutte indlaeggelser og
dgdsfald
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Use of OOH services Acute hospital admission Mortality

M 1year M 2-3years [ 4-5years 6-10years [l 11-15years M >15years

Sandvik et al, BrJ Gen Prac 2021
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Behandlerteam

Behandlerteam
skaber kontinuitet
for dem med behov
for det

Patient

Sygeplejerske

Leege

Q
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Tilgeengelighed

SSSSSSSSS

* Alle patienter som henvender sig fgr
kl 12 far “"tid samme dag”

* Hgj tilgaengelighed, fa udeblivelser

* En fordel for patienter som ikke er
sa planleeggende

Q
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To kvinder med diabetes

Gravid kvinde med diabetes Kvinde med skizofreni og diabetes
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PRAKS: PILOTERNE

INDSATS UDKANTEN



