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The inverse care law, whereby health care favours more 
assertive interests and in doing so compounds the 
disadvantage of patients and communities with the 
poorest health,1 exists in most health systems. 50 years 
after Julian Tudor Hart’s landmark paper in which he first 
described the inverse care law in England and Wales,1 
it is still going strong.2,3 In The Lancet, Richard Cookson 
and colleagues4 provide a global re-examination of the 
inverse care law.

Tudor Hart’s main target was the role of commerce 
in health care, but he also showed that the 
maldistribution of the health workforce and other 
resources limits the ability of health professionals to 
address patients’ needs. “Medical services are not the 
main determinant of mortality or morbidity but that 
is no excuse for failure to match the greatest need 
with the highest standards of care”, he argued.1 The 
McKeown thesis5—ie, health care contributes little to 
population health—was true in the mid-20th century 
but now needs to accommodate the mass delivery of 
a wide range of effective interventions, especially in 
later life. If such health care is delivered inequitably, 
health systems will inadvertently widen inequality, 
a determinant which seldom features in reports on 
inequalities in health.6

Further research has complemented the evidence 
presented in Tudor Hart’s original paper.1 Multimorbidity 
typically occurs 10–15 years earlier in socioeconomically 
disadvantaged groups,7 reflecting the complexity and 
difficulties of lives lived with physical, psychological, 
social, and financial problems.8 Yet there are many 
challenges in the provision of primary care for patients 
from these groups. There are about 20% more general 
practice consultations per year in deprived areas than 
in affluent areas,9 but consultation rates on their own 
convey nothing of the content, duration, quality, or 
consequences of clinical encounters. Unmet need is not 
recorded in activity data, such as consultation rates, 
hence the limited effect of resource distribution formulas 
that are based on general practice activity data as a proxy 
for need.10 Consultations in general practice in the UK 
are typically shorter in more disadvantaged areas; yet 
in these settings patients often have more complex 

health needs to discuss, especially related to psychosocial 
issues.11 These consultations generally involve lower 
patient expectations of shared decision making, poorer 
health outcomes, and greater stress among health 
professionals than in wealthier areas.11,12 Patients who are 
socioeconomically disadvantaged generally make more 
use of emergency health services but less use of specialist 
and preventive care.13 COVID-19 is compounding these 
issues through social gradients in incidence and case-
fatality rate, the mounting backlog of non-COVID-19-
related clinical work, increases in psychological and 
financial stress, and the limitations of remote primary 
care consultations.14–16

Tudor Hart not only described the inverse care 
law but also led the way in showing how it could be 
addressed, using the possibilities inherent in general 
practice in the UK National Health Service to pioneer 
a population approach to clinical care.17 Subsequent 
studies in deprived areas, including many Deep End 
general practices—ie, general practices in places of 
socioeconomic deprivation—have shown the cost-
effectiveness of extended consultations for selected 
patients;18 the value of multidisciplinary team meetings, 
including social care workers, for integrated care;19 and 
the importance of co-workers, including mental health 
workers and financial advisers, who are embedded in 
general practices, thus increasing the speed, familiarity, 
and effectiveness of referral to these services.20 Link 
workers are an important addition to the generalist 
function, helping people with complex problems 
engage with multiple, fragmented, and often daunting 
services.21 Focused care workers provide a flexible 
approach and can help reduce both worklessness and 
use of hospital accident and emergency services.22 
General practitioners (GPs) in east London, serving 
one of the UKs most diverse and disadvantaged 
urban communities, established a digitally enabled 
collaborative learning health system that improved 
the quality of care and achieved first place in national 
clinical performance rankings.23 Together, these 
research studies and evaluations in the UK show 
that disadvantage is not a given to be endured but a 
challenge that can be overcome.
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Tudor Hart was a pioneer of such an approach, 
anticipating problems so they could be prevented, ambi-
tious for what could be achieved in general practice, and 
working steadily with patients as partners to produce 
social value and better health outcomes.17,24 His example 
inspired many, but was insufficient to lever system 
change.

Deep End Projects address the challenges identified by 
Tudor Hart on a larger scale through informal networks 
of general practices working together. The first Deep 
End Project began in Scotland in 2009, capturing the 
experience and views of GPs working in the country’s 
100 most deprived general practices. Over a decade later, 
the Deep End Project has given identity, profile, voice, 
shared learning, and joint activity to participating GPs.25 
Eight other Deep End Projects in Ireland, England, and 
Australia are following suit with activities spanning 
workforce and service development, education, research, 
and advocacy.18–22 For Deep End GPs, the inverse care 
law is not an abstraction but the difference between 
what they can do under current conditions and what 
they could do with and for patients with more time and 
better connections, organisation, and support. As clinical 
generalists their hallmark is unconditional, personalised 
continuity of care, linked to community resources for 
health.

Whether health policy makers are prepared to match 
their rhetoric about inequalities in health with policies to 
reduce inequity in health care is still uncertain. For much 
of the past 50 years there has been scepticism about what 
could be done to address the inverse care law and who 
would do it. With the emergence and potential of Deep 
End Projects, and related initiatives elsewhere, following 
the path set by Tudor Hart, that is no longer the case.26

SWM is the Director of the Scottish School of Primary Care. JP is one of the leaders 
of Deep End Greater Manchester. JPR is one of the leaders of the Clinical 
Effectiveness Group at Queen Mary University of London which coordinated the 
learning health system in east London. SMS is one of the leaders of Deep End 
Ireland. EW is one of the leaders of Deep End Yorkshire and Humber. GW led and 
coordinated the Scottish Deep End Project from 2009 to 2016. We declare no other 
competing interests.

Stewart W Mercer, John Patterson, John P Robson, 
Susan M Smith, Elizabeth Walton, *Graham Watt
graham.watt@glasgow.ac.uk

Usher Institute, Old Medical School, University of Edinburgh, Edinburgh, UK 
(SWM); NHS Oldham Clinical Commissioning Group, Oldham, UK (JP); Institute of 
Population Health Sciences, Queen Mary University of London, London, UK (JPR); 
Department of General Practice, RCSI University of Medicine and Health Sciences, 
Dublin, Ireland (SMS); Academic Unit of Primary Medical Care, University of 
Sheffield, Northern General Hospital, Sheffield, UK (EW); Institute of Health and 
Wellbeing, College of Medical, Veterinary and Life Sciences, University of Glasgow, 
Glasgow G12 9LX, UK (GW)

1 Hart JT. The inverse care law. Lancet 1971; 1: 405–12.
2 Fisher R, Dunn P, Asaria M, et al. Briefing: level or not? Comparing general 

practice in areas of high and low socioeconomic deprivation in England. 
London: Health Foundation, 2020.

3 Gopfert A, Deeny SR, Fisher R, Stafford M. Primary care consultation length 
by deprivation and multimorbidity in England: an observational study using 
electronic patient records. Br J Gen Pract 2020; published online Dec 14.
https://doi.org/10.3399/bjgp20X714029.

4 Cookson R, Doran T, Asaria M, Gupta I, Parra Mujica F. The inverse care law 
re-examined: a global perspective. Lancet 2021; 397: 828–38.

5 McKeown T. The role of medicine: dream, mirage or nemesis? London: 
Nuffield Trust, 1976.

6 Marmot M, Allen J, Boyce T, et al. Health Equity in England: the Marmot 
Review 10 years on. London: The Health Foundation, 2020.

7 Barnett K, Mercer SW, Norbury M, et al. Epidemiology of multimorbidity 
and implications for health care, research, and medical education: 
a cross-sectional study. Lancet 2012; 380: 37–43.

8 O’Brien R, Wyke S, Guthrie B, et al. An “endless struggle”: a qualitative study 
of GPs’ and practice nurses’ experiences of managing multimorbidity in 
socio-economically deprived areas of Scotland. Chronic Illness 2011; 
7: 45–59.

9 McLean G, Guthrie B, Mercer SW, et al. General practice funding underpins the 
persistence of the inverse care law: cross-sectional study in Scotland. 
Br J Gen Pract 2015; 65: e799–805.

10 Boomla K, Hull S, Robson J. GP funding formula masks major inequalities for 
practices in deprived areas. BMJ 2014; 349: g7648.

11 Mercer SW, Watt GCM. The inverse care law: clinical primary care encounters 
in deprived and affluent areas of Scotland. Ann Fam Med 2007; 5: 503–10.

12 Mercer SW, Higgins M, Bikker AM, et al. General practitioners’ empathy 
and health outcome: prospective observational study of consultations in 
areas of high and low deprivation. Ann Fam Med 2016; 14: 117–24.

13 Walton E, Ahmed A, Burton C, et al. Influences of socio-economic deprivation 
on GPs’ decisions to refer patients to cardiology: a qualitative study. 
Br J Gen Prac 2018; 68: e826–34.

14 Bambra C, Riordan R, Ford J, et al. The COVID-19 pandemic and health 
inequalities. J Epidemiol Community Health 2020; 74: 964–68.

15 Marmot M, Allen J, Goldblatt P, Herd E, Morrison J. Build back fairer: 
the COVID-19 Marmot review. The pandemic, socioeconomic and health 
inequalities in England. London: Institute of Heath Equity, 2020.

16 GPs at the Deep End. Deep End Report 36: general practice in the time of 
COVID-19. 2020. https://www.gla.ac.uk/media/Media_728030_smxx.pdf 
(accessed Feb 4, 2021).

17 Hart JT, Thomas C, Gibbons B, et al. Twenty five years of case finding and audit 
in a socially deprived community. BMJ 1991; 302: 1509–13.

18 Mercer SW, O’Brien R, Fitzpatrick B, et al. The Care Plus study—a whole 
system intervention to improve quality of life of primary care patients with 
multimorbidity in areas of high socioeconomic deprivation: exploratory 
cluster randomised controlled trial and cost-utility analysis. BMC Med 2016; 
14: 88.

19 McGarry V. The Govan SHIP Project: report and evaluation. 2020. 
https://www.gla.ac.uk/media/Media_765464_smxx.pdf (accessed 
Feb 4, 2021).

20 Egan J, Robison O. Integrating money advice workers into primary care 
settings: an evaluation. Glasgow Centre for Population Heath. January, 2019. 
https://www.gcph.co.uk/assets/0000/7293/Advice_workers_in_deep_end_
GP_primary_care_setting.pdf (accessed Feb 4, 2021).

21 Mercer SW, Fitzpatrick B, Grant L, et al. Effectiveness of community-links 
practitioners in areas of high socioeconomic deprivation. Ann Fam Med 
2019; 17: 518–25.

22 Roberts L, Brown S, Meagher J, et al. Qualitative evaluation of focused care. 
Final report. Oxford: SQW, 2019. https://focusedcare.org.uk/wp-content/
uploads/2020/11/FC-Qualitative-Eval.pdf (accessed Feb 4, 2021).

23 Robson J, Boomla K, Hull SA. Progress in using the electronic health record to 
improve primary care. Br J Gen Pract 2020; 70: e215–20.

24 Hart JT. A new kind of doctor: the general practitioner’s part in the health of 
the community. London: Merlin Press, 1988.

25 University of Glasgow. The Scottish Deep End Project. 2021. https://www.gla.
ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/ 
(accessed Feb 4, 2021).

26 Watt G, ed. General practitioners at the Deep End. November, 2020. 
https://www.gla.ac.uk/media/Media_764564_smxx.pdf (accessed 
Feb 4, 2021).


	The inverse care law and the potential of primary care in deprived areas
	References


