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This policy briefing is aimed at elected representatives and policymakers. It shares the
key findings of the Voluntary Health Scotland (IN)VISIBLE report, published in May 2026,
which shares insights from Scotland’s third sector regarding health, sex, and gender
inequalities. It explores the system drivers of sex and gender-related health
inequalities in Scotland, including the gaps in evidence, and provides six
recommendations for action.

About Voluntary Health Scotland

We are a movement for health creation working to reduce health inequalities to enable
the people of Scotland to live well. We believe that health is more than the absence of
illness, and together with our members and partners we champion this belief. We
collaborate to provide the national voice for third sector health organisations in
Scotland.

Synopsis of Report Findings

1) Physiological Differences
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that diagnostic pathways often reflect a “typical
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Trans and non-binary people’s physiology can
change with gender-affirming care, creating new
screening and clinical needs that current evidence
and guidance do not fully cover.

‘With many medicines, women are seen as 'little men' where dosage is based on the

‘typical’ 70kg man.’




2) Health Infrastructure

‘| think | can continue to have the private [gender identity] treatment until the end of

the year, but if | haven’t transferred to the NHS by then I’ll have to sell my flat.’

The health infrastructure determines who receives screening invitations, how safe
people feel in care settings, and whether services are accessible without stigma or
financial hardship. The binary nature of NHS physical and digital infrastructure can
exclude or disadvantage people whose lived gender does not align with this. Examples
include CHI number design, screening systems, hospital wards, and waiting-list capacity
for Gender Identity Clinics (GICs).

Wider public infrastructure, including the built environment, the housing system, and
the criminal justice system, also shape gendered access to health, often reinforcing
gender-related socio-economic inequalities.

3) Health Workforce

‘Women living with several of CHSS’s conditions find they are less likely to receive the
treatment they need in both acute care as well as secondary and/or tertiary

prevention. It may be that they can access services, but do not receive the same
treatment as men.’

Time constraints in the delivery health care undermine the person-centred approach
required for the implementation of Realistic Medicine principles. Clinician bias and lack
of knowledge regarding gender-related inequalities reduce trust, increase
“missingness”, and worsen outcomes, particularly where there is a requirement for
sensitive, continuity-based care (e.g., maternity, end-of-life). Community Link Workers
are highlighted as a valuable mitigation of this.

4) Societal Norms and Stigma

‘There's a systemic bias against women and | think that comes from the societal

expectation that women provide care, that women are automatically nurturing.’

Gendered social norms shape health behaviours and access to care. Women shoulder
most unpaid care roles, limiting their ability to prioritise health. Men are less likely to
seek help for mental health and preventative care, and trans and non-binary people
face pervasive stigma that deters service use. These norms interact with service design
to produce “missingness” and unequal uptake of screening and support.

‘| try to be supportive but how do you support your wife through this, where do you

start. I’m not the priority here.’




5) Intersectional Barriers

Gender intersects with age, race, disability, migration status, and sexual orientation to
magnify harms. Older women experience ageism in clinical assessment; migrant and
ethnic minority women face worse birth outcomes and discriminatory maternity care,
disabled women face coercion or infantilisation in reproductive decisions, and bisexual
women show disproportionately poor mental-health outcomes.

In addition, national datasets are often insufficiently disaggregated to reflect these
intersectional inequalities. Without better data and qualitative evidence, policy and
services will continue to miss the people most harmed by compounded inequalities.
However, the third sector plays a critical role in filling evidence gaps regarding
intersectional inequality.

‘Not only do we have data gaps, but where we have data, particularly when you're

talking about disaggregated data, it is not statistically significant enough for us to
base anything on it.’

Recommendations

The report sets out six recommendations aimed at Scottish Government, NHS Scotland
and wider partners.

1) Ensure that health policy reflects the totality of sex and gender-related health
inequalities.
* Develop targeted health policy that is evidence-led, asset-based, and informed by
lived experience, particularly for working-age men and trans/non-binary people.
e Future iterations of the Women’s Health Plan should better reflect the root causes
of misogyny in the healthcare system and intersectional barriers.

2) Ensure that health research and data reflect the impact of sex and gender on
health experiences and outcomes, including how sex and gender intersect with
other protected characteristics.
e Ensure that clinical trials seek to achieve sex and gender balance, and that the
impact of sex/gender is recorded in the results.
e Ensure that population-level research and data reflect sex and gender-related
impacts, as well as how they intersect with other protected characteristics.

3) Ensure that the wider health workforce is required to undertake tailored training
on the specific impact of sex and gender on health outcomes and experiences, in
line with efforts to embed Realistic Medicine.
* Introduce mandatory training for the wider workforce at all levels that raises
awareness of the impact of gender on health, including societal norms and stigma.
e Develop tailored learning opportunities in partnership with third sector
organisations that reflect specific health specialisms.



4) Invest in dedicated systems, services and spaces that address common sex and
gender-related barriers that contribute to ‘missingness’ in healthcare.
e Ensure that lanned improvements in NHS digital infrastructure better reflect the
complexity of sex and gender identity.
* Develop dedicated gender-specific services to ensure patient accessibility and
safety, including dedicated trans health clinics, inclusive inpatient wards, and more
inclusive screening services.

5) Invest in campaigns to raise public awareness of the impact of sex and gender on
health experiences and outcomes.
* Dedicated campaigns which educate the public about the impact of sex and gender
on health experiences, and signpost to relevant sources of support or advocacy.
* Ensure generic or condition specific campaigns are cognisant of the impacts of sex
and gender, including specific guidance on symptoms, impacts, and treatments.

6) Recognise the vital role of the third sector in understanding intersectional health
inequalities, providing inclusive services and amplifying voices of lived experience.
¢ Meaningfully consult with third sector organisations in the formulation of all health
policy.
¢ Recognise the important insights third sector organisations have and ensure third
sector research and data have parity with other data sources.
e Ensure third sector servcies receive dedicated sustainable funding for the provision
of gender-inclusive services.

‘Perhaps the most important lesson from this research is the vital role of the third

sector in understanding and responding to sex and gender-related health inequalities.’

Engagement

The six recommendations in the (IN)VISIBLE report provide a high-level blueprint for
addressing the sex and gender-related health inequalities identified through this
research. We would welcome the opportunity to discuss the research findings in more
detail, and identify how VHS can support the realisation or implementation of the
recommendations in practice.

If you would like to discuss the report findings and recommendations, please contact
the VHS External Affairs Lead, Sarah Latto, on sarah.latto@vhscotland.org.uk.
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