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Chapter 1
The Director of Public Health says…
I publish a report on the health of the population of Greater Glasgow and Clyde every two years
and this year I wish to start with some personal reflections on the challenges of improving health
in these turbulent times. My main aim for the report is that it identifies the actions and directions
that we need to take to improve health. I cannot stress too highly that despite improvements in
recent years, too many people in Greater Glasgow and Clyde are still too sick at too early an
age. This is not good for any of us and it requires our collective effort to make a difference.
My previous report called for debate and I am now calling for new ways of thinking and also
for renewed conviction on the need for action to improve our health. In the midst of a world
recession, national elections and the preparation for the London Olympics and the Glasgow
Commonwealth Games, I want this report to be my manifesto for improving health and wellbeing over the next two years. I want this report to encourage all public and private sector
organisations to step up to the challenges outlined in this report. I want it to reaffirm the
importance of addressing health inequalities and of supporting the most vulnerable in our
population if we are to create vibrant successful cities, towns and communities.  
The report sets out some new public health priorities for the Greater Glasgow & Clyde area, as
well as reiterating priorities in my previous report for the period 2007 to 2009, around alcohol,
obesity and early years. In this overview, I will discuss our approach to health inequalities,
the need to focus on early years and the urgent need to take tough action on alcohol related
problems. I want to encourage some different ways of thinking about the complex problems that
confront us, for example through the work of the Glasgow Centre for Population Health and the
work of Professor Phil Hanlon and colleagues at the University of Glasgow.
It is vital that we listen to communities and individuals about their experience of health and how
they think their health could be improved. The second chapter of the report therefore seeks to
reflect the voices of people in Greater Glasgow and Clyde. This information comes from a large
interview survey of health and well-being and also from video interviews with a range of people
as they go about their normal lives.

Trends in health – Some of the good news
A recurring theme of the report is the ever present and widening contrasts in health amongst
different groups in the population but first I want to remind readers of some of the improvements
in health in recent years. It is exciting to see how many of the recommended actions in my
previous report have been progressed. Appendix 1 describes these in more detail.  
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In many ways, people living in Greater Glasgow and Clyde have never been healthier. Deaths
from coronary heart disease have significantly reduced over the last ten years. The overall age
and sex standardised Coronary Heart Disease mortality fell from 198 per 100,000 populations in
1998 to 122 per 100,000 in 2007, a reduction of almost 40%. Rates of premature mortality from
all causes reduced by 43% over the same ten-year period. These reductions are similar to those
in countries such as Finland, with their widely publicised declines. This reduction is through a
mixture of improved treatment and better prevention. The chapter on ensuring equitable access
to preventive services describes initiatives designed to increase uptake of health checks and
other preventive services.
Cancer survival is getting better - for example five-year survival rates for breast cancer have
increased from 64% for those diagnosed in 1980-84 to 84% in 2000-04. Survival from childhood
leukaemia has improved dramatically due to more effective treatment. Large improvements in
survival are also seen for cancers of the colon and rectum, with 55% of patients now surviving
at least five years compared with 35% of those diagnosed in 1980-84.  
Over the last 20 years the NHS National Cervical Screening Programme has resulted in
a halving of cervical cancer rates. The newly introduced Human Papilloma Virus (HPV)
immunisation programme will protect against strains of HPV that account for 70% of cervical
cancer and this could potentially save up to 165 lives in NHSGGC over a decade.(1) High uptake
rates are being achieved for HPV vaccination through effective publicity and information and
accessible services. The programme is provided not just through schools and general practices
but also in leisure centres and city centre locations to improve uptake.  

Inequalities in Health – much still to be done
Despite progress, our health challenges remain considerable. Social disparities and poverty
continue to harm and kill many in our population, as do the experiences of discrimination faced
by different groups. Greater Glasgow and Clyde still experiences some of the widest variations
in health between the affluent and poor in society.  
A recent Journal of Public Health quoted Confucius as saying a leader should “concern himself
with uneven distribution and not scarcity”.(2) Such ancient words of wisdom continue to be true
here in Greater Glasgow and Clyde. It is well known that the larger the difference in income
between the affluent and more deprived people in a community, the higher the level of almost
every modern social, environmental and health problem; from infant mortality rates to levels
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of educational attainment; from rates of mental illness or levels of obesity to the size of prison
populations; from rates of illegal drug use to violence.(3)
Effective solutions to the problem of inequality and poor health will require societal change
and involvement of many different agencies, policy makers, economists and politicians. My
own joint role as Director of Public Health of NHS Greater Glasgow and Clyde and of Glasgow
City Council provides valuable opportunities for public health leadership in a local authority
setting. This type of joint role is well developed in England but less so in Scotland. My own early
experience confirms to me the value of being part of a local authority, serving on its corporate
management team, and working with elected members. I would like to see this model extended
to our other local authorities involving colleagues in public health.  
There have been major changes since the previous report, most notably the recent economic
crisis. Margaret Chan, the director of WHO, in her response to the impact of the global financial
crisis argues that “equitable access to health care and greater equity in health outcomes is
fundamental to a well-functioning economy”.(4) She concludes that equitable outcomes should
be the principal measure of how we, as a civilized society are making progress. My report
includes a chapter on the potential impact of the economic situation on health in Greater
Glasgow and Clyde.  
We have to think where the current economic climate is likely to take us. For example, it could
lead to more unhealthy diets due to cost issues or to increased alcohol consumption due to
stress. The potential impact of the recession on unemployment, with its adverse effects on
health, is described in the report.  However, experience from previous recessions would tell
us that there are also opportunities in the current economic climate.(5) Could this be a chance
to: - reduce some of our income inequalities, which we know drive health inequalities;  - reduce
some of the consumerism that has been shown to make so many of us unhappy;(6) - encourage
more active travel? There is research suggesting that recessions can lead people to engage in
fewer unhealthy activities and to spend more time in health-promoting activities such as walking
instead of driving.(5) As Rahm Emanuel, President Obama’s chief of staff, said: “You never want
a serious crisis to go to waste”.(7)
The risk is the young will be hit the hardest. Recent reports show record numbers of young
people who are not in school, further education, training or working. They have no employment
experience and they have grown up used to easy access to credit. If young people fail to find
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employment when they leave education or training, they can carry this scar throughout their
lives. The media is reporting fears of another lost generation and I would say they are right to
worry. Danny Dorling, the professor of geography from the University of Sheffield, has warned
that if the current recession plays out like those of the 70s, 80s and 90s, the UK could see mass
levels of youth unemployment.(8) Martina Milburn, chief executive of youth charity The Prince’s
Trust, said: “It is more important than ever that we support those with fewest qualifications
before they become a lost generation.” (8) I am encouraged by recent discussions of the high
priority being given to preventing unemployment in young people by community planning
partners.
Agencies in Greater Glasgow and Clyde must work to mitigate the effects of the recession on
health at a time when their budgets will also be constrained. Defending budgets for activities
which promote public health and well-being, particularly those which could narrow the health
gap may become more difficult. This would be a very short-sighted approach and would fuel
more problems for that potential scarred and lost generation of young people. Many of the
initiatives discussed in my previous report and progressed over the past two years around
employability, financial inclusion services, drug and alcohol services and family support are
now more important than ever. As we see some signs that the recession is reducing, the public
sector in Greater Glasgow and Clyde must do all that it can to prevent youth unemployment
and further widening of the inequities in society even if this is at the expense of some overall
economic growth.  
Public health advocates have traditionally argued for levelling up of the circumstances of the
poor to those of the rich in order to address inequalities but the experience of the recession and
our growing concerns about climate change show that this strategy is unsustainable. It would
require consumption of more resources than are available globally. We all need to change the
way we live and not be fearful that this will be a bad thing – more equal societies are more
content societies.
  
Iona Heath, a London GP who writes in the BMJ, has said we would not be able to tackle health
inequalities without paying attention to the rich as well as the poor.(9) Muir Gray has recently
advocated in the same journal that the medical profession needs to lead the revolution but to
recognise that it could be very radical. He asks: ‘Will the profession for example accept or even
campaign for a 5% reduction in the salaries and pensions of its senior members so that more
resources are available for tests and treatments of high value?’(10) I wonder how many of us
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would be willing to campaign for salary reductions for the overall benefit of society, yet we might
actually be “better off” if this happened.
The International Futures Forum, a non-profit organisation that seeks to support a
transformative response to complex challenges in today’s world, has encouraged us to think
about three horizons when we consider radical change. The first horizon is immediate as it
represents the responses to the immediate problem that are required in the short term but will
not solve the problems. The third horizon represents our vision of long-term sustainable change.
The second horizon is the bridge from the first to the third horizons i.e. it is a strategy for
transition. To achieve change, work has to begin on all three horizons now.
During this time of change we have an opportunity to develop a vision for a different Greater
Glasgow and Clyde with a more equal and compassionate society, a more sustainable way
of living with a greater sense of community, a society in which it is easier to cycle than get in
your car and where we produce more of our own food. To quote Margaret Chan again, she has
stated that blind faith in economic growth and gain as the cure-for-all has been misplaced.(11) So
we should plan now to ensure that economic recovery comes about in a way that will support
equality and sustainability.  

Health behaviours – not just telling people what to do
Despite some media criticisms of my previous report being too “nanny state”, I remain an
advocate for stronger national and local government roles in encouraging healthy choices to
improve health. Ideally we want a responsible society that makes healthy choices but many
people do not have real choices due to other factors in their lives – poverty, violence, access to
good food, consumerism or inappropriate work/life balance. In the previous report I advocated
removing unhealthy snacks from our public sector facilities including hospitals and leisure
centres and much progress has been made in these areas. We need considerably more
progress in making it easier and safer for people to get out of their cars and onto bikes or public
transport and walking. London has recently initiated a scheme to help fearful cyclists onto
the city streets. People who have not previously commuted by bike are accompanied around
backstreets by cycling guides. In consultation on the recent Glasgow City Health Commission
report, young people suggested regular “car free” days in the city with free public transport
and the chance also to try out cycling round the city.  We need to be much more committed
to making cycling a mainstream form of personal transport when only about two percent of all
journeys in the UK involve a bike. This will require strong civic leadership and commitment as
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well as more of us to lead by example. Immediate actions required are discussed further in the
chapter on physical activity.
As stated in my previous report, Greater Glasgow and Clyde has a drink problem. Whichever
measure we use of consumption, health effects or crime and social effects, it is clear that this is
a major problem in our population that affects a great number of people (perhaps most people)
across society. As stated by McKee this should come as no surprise as consumption of alcohol
is driven by price, availability and marketing and Greater Glasgow and Clyde, like the rest of
the UK, is awash with low price, heavily marketed alcohol.(12) As discussed in the BMA’s recent
report “Under the Influence”, the Alcohol Industry has increasingly sophisticated advertising
and marketing techniques.(13) The response of the alcohol industry shows again that tackling
powerful vested interest for the sake of public health is never straightforward or easy.(12) The
Government’s move to minimum pricing is a policy that I personally strongly support and I would
want to see further restrictions on advertising and marketing. A four-council summit on how to
address our alcohol problems was held earlier this year.  Renfrewshire, West Dunbartonshire,
Inverclyde and Glasgow City Councils and Strathclyde Police are all committed to concerted
action. The overwhelming view of professionals and local communities is that this is a problem
that is getting worse and that they want tough action around licensing as well as education and
effective services.
I have had the privilege of being elected the convener of the Glasgow City Licensing Forum
and I intend to work within the Forum and with local licensing boards on these issues. While
I welcome the objective to promote public health in the new licensing legislation and the
additional limitations on access and special offers, I am aware also of its limitations for reducing
consumption through price and availability. Licensing boards must listen to local communities
and be willing to use the new licensing legislation as effectively as possible, not being put off
tough action through fear of being challenged. At this year’s National Licensing Conference,
Kenny MacAskill, the Cabinet Secretary for Justice, stated that the government would support
this approach. Progress in tackling Greater Glasgow and Clyde’s alcohol problem is discussed
in more detail in a full chapter in this report.  

Child health – the key to change
Despite many improvements in child health, some aspects of children’s health are not
improving. For example, mental health problems are worryingly high in children and young
people and recent surveys of school children in Renfrewshire, West Dunbartonshire and in
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Glasgow City showed high levels of mood disturbance and use of alcohol in young people.
  
I am in no doubt of the crucial, nurturing role of parents and good parenting within families
as we reflect on these problems. There is growing evidence that not only extreme abuse and
neglect profoundly affect a child’s brain and future well-being, but that much more common
problems and poor parent-child attachment also have long term effects. The commitment to
expanding our support for parents by the NHS and local authorities in this area is an important
step in empowering parents in their crucial role.
We are only too aware of the high number of vulnerable families in our population - vulnerable
because of lack of material resources, little informal support, poor experience of parenting or
drug and alcohol addiction. The high level of need has meant that our thresholds for intervention
are too high. By not intervening early enough or to a sufficient intensity, children can suffer
developmental consequences. The consequences of limited and late intervention include
educational failure, antisocial behaviour, crime and violence, and responding to these problems
consumes increasing sums of public money. The most effective interventions to improve the
lives and opportunities of vulnerable children will be delivered before they are three years old.
Children with persistent antisocial behaviour at aged ten cost society ten times as much
as children without the disorder by age 28. The consequences of vulnerability in childhood
are increased costs of health care, social care and education in childhood, and in adult life,
increased costs of crime and disorder, substance misuse, worklessness and intergenerational
poverty. If we are to address this, considerably more priority and attention should be afforded to
education, child health and support for families.  
I have been working closely with Triple P International over the past year. This is a positive
parenting programme that has a robust evidence-base of improved child behavioural outcomes.
Research studies of this programme demonstrate improved parental confidence and at a
population level, lower prevalence of child abuse. Implementing this programme across the
population could be one of the keys to unlocking the true potential and life expectations of the
next generation.  We need a greater focus on implementing this programme and on working
with families to participate with the programme. This will require only modest additional resource
but is dependent on leadership and commitment from all agencies and close working with
families and voluntary sector groups.
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Well-being in turbulent times
When I consider the complexity of the problems described in this report, it can seem that
we are facing an ‘ingenuity gap’ - a gap between the problems we face and our capacity to
respond effectively. This is one of the starting points of a research study led by Professor Phil
Hanlon at Glasgow University.a The team has used varieties of literatures and fieldwork to
show that problems like obesity, inequalities, addictions and loss of well-being are influenced
by ‘modern’ culture and are not being solved by interventions based on ‘modern’ thinking and
practice. They argue that the mindset of the modern period (since the enlightenment and
the industrial revolution) is itself intrinsic to the problem. It has brought many benefits but is
now subject to diminishing returns and adverse effects. We have benefited from clean water,
vaccinations, better nutrition, faster transport, growing wealth and much else. But these gains
offer little to combat problems like obesity where the driver seems to be modern society itself,
with its consumer-based affluence and the eating and physical activity habits which go with
it. Take another example… because living conditions in modern societies have improved and
people’s incomes have increased many-fold since the end of the war, economists predicted
a commensurate rise in well-being. Yet since the 1970s well-being has been static. Evidence
suggests that increases in income, once past a threshold where basic needs are satisfied,
produce diminishing returns in well-being. Yet this is not reflected in our daily lives, where most
of us continue to pursue the accumulation of wealth, possessions and social status. The work
from Glasgow University begins to cast light on such self-defeating behaviour.
Existing health promotion and public health models and approaches focusing on either
biological or structural issues are still relevant but we need additional focus on key dimensions
of the human experience. Experience of recent years shows that the most intractable problems
in health are not usually amenable to evidence-based professionally-led interventions but come
from individuals and groups being inspired and motivated to make a difference. Hanlon et al’s
work suggests that public agencies are ignoring the subjective and shared influences that shape
health and well-being.b  
It is clear, therefore, that, if we are to confront successfully problems like addictions or obesity,
transformational change will be needed. Much of our response is more about adaptation – we
build bigger airline seats to hold heavier people and expand the methadone programme to
‘a’ and ‘b’   Phil Hanlon’s colleague in this work is Dr. Sandra Carlisle and his key collaborators are Dr. Andrew Lyon, Dr. David Reilly,
  Dr. Margaret Hannah, Professor Carol Tannahill and Mr. Gregor Henderson.
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reduce harm for increasing addicts. Yet the lesson of history is that we as human beings are
capable of transformational change when necessity dictates. Consider Glasgow in 1820 when
people fled from the land into one the world’s first industrialised cities. Men and women suffered
much but, in time, they created the modern conurbation in which we now live. The Glasgow
University team sees a parallel with the present. They argue that the twin threats of climate
change and the imminent peaking in global oil production will change our society as profoundly
as the industrial revolution changed lives during the 1820s. Limits to growth of carbon dioxide,
energy use or money supply will change profoundly the way we work, play, organise services,
feed ourselves, commute and much more. These changes in how we live will be profound
but, if health and well-being are to improve, we will also need inner change – a change in
consciousness.
Hanlon and his colleagues will be launching a website early in 2010 to stimulate debate about
these ideas. They believe the Glasgow area is particularly vulnerable to the impending changes
but their hope is that if we act soon enough we can not so much solve as outgrow some of our
seemingly intractable problems. The downside of this message is that change is inevitable and
imminent – and change can be painful. The upside is that we could create less inequality, less
obesity, more cooperation and an enhanced sense of connection and well-being.
I intend to encourage our community planning partnerships to consider this work and to use it to
create the conditions conducive to positive change.

Pandemic Flu - lessons to be learnt
During recent months a great deal of public health effort has been devoted to managing the
Influenza A (H1N1) pandemic. A major priority for public health in the coming months will be to
deliver a well-planned vaccination programme for Influenza A (H1N1) as well as to respond to
increasing numbers of people infected. Some readers may be surprised that a public health
report contains so little about pandemic flu but my view is that while managing the pandemic
effectively is vital, it is as important, if not more important, for population health that we continue
to work on the other priorities for improving health and preventing ill-health set out in this report.
(Appendix 2 shows where you can get further information on pandemic flu)  
Many of the early lessons from the containment phase of the pandemic can be applied to other
public health challenges. I have been impressed and encouraged by the way the staff in this
organisation and in our partner organisations have been able to cope with the rapidly changing
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demands around Influenza A (H1N1) and to work flexibly in a committed and coordinated way.
It showed me that with a common purpose we can make a difference, we can adapt to new
situations and we can support each other in our efforts.  

My commitments
Priorities for action are described in each chapter of the report. The fact that health improvement
is good for all aspects of a well-functioning society means that the priorities for action in this
report are as relevant to all public sector agencies and to private business and enterprise as to
the NHS.  
I intend to build on the energy, creativity and commitment to protecting health shown by this
organisation and its partner agencies in responding to Influenza A (H1N1) to take forward the
priorities in this report.
Although agencies in Greater Glasgow and Clyde will be only too well aware of the stark
statistics on health inequalities due to disadvantage, gender, age, ethnicity and disability, we
need collectively to make sure that we truly take on the implications of this information in our
planning and in our service delivery. I personally undertake to continue to inform community
planning partnerships of the level of need, the evidence for action and the tough decisions
required to enact effective actions. I will use this report within our community planning structures
to set their agenda for the next two years and monitor the impact of the actions. I will hold up the
mirror of evaluation on how successful we are being in reducing health inequality.
The interesting new thinking around integrative public health practice that includes consideration
of key dimensions of the human experience in influencing health, as developed by Hanlon and
colleagues, has greatly influenced me. I intend to raise these issues and the need to respond
and think differently in the many forums and groups that I lead or in which participate. I will
continue to advocate evidence-based practice but to paraphrase a recent column by Dr Des
Spence, a Glasgow GP writing in the BMJ, the time is right for more “ideas-based practice” and
I will try to create conditions to encourage this.(14)
Over the next two years I will explore the development of closer integration of public health roles
with local authority teams based on my experience of a joint post in Glasgow City Council. I
hope this may involve clinical directors in Community Health (and Care) Partnerships
(CH(C)Ps) and others with public health and health improvement roles in partnerships. I am
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leading a review of our health improvement function and will include this issue within it.
I call on all local authorities to join forces with the NHS in utilising the evidence of the costeffectiveness of Triple P and to prioritise the implementation of the programme even in
the current financial climate. I will continue to work with the CH(C)Ps in taking forward
the implementation and evaluation of the programme to evidence the improved outcomes
demonstrated in other countries.
In conclusion, the key messages I wish to convey are that the way we respond to the financial
recession could profoundly influence our effectiveness in addressing health inequalities, that a
clearer focus on the early years and parenting is crucial to improving health and well-being and
that while we cannot absolve people of personal responsibility to eat well, be active or drink
responsibly we must recognise the importance of structural, societal and legislative change to
facilitate sustainable behavioural change.
The Director of Public Health report has a range of different audiences including the general
public, students, campaigners, politicians, voluntary organisations, public sector agencies and
experts in public health. This report has been written in a style which aims to take these different
groups into account and we have followed the Scottish Accessible Information Forum guidelines
to improve its accessibility for disabled people. The report is available in different formats. It is
also summarised in Greater Glasgow and Clyde’s public-facing newspaper “Health News” which
is widely distributed throughout the region and is also available to read or download on the
NHSGGC website.
I hope you enjoy reading this report and would be very pleased to receive feedback on its
content, its presentation and its usefulness to inform future reports.
Linda de Caestecker
Director of Public Health
NHS Greater Glasgow and Clyde
Dalian House
PO Box 15327
350 St. Vincent Street
Glasgow  
G3 8YU
Tel  0141 201 4620      Email  linda.decaestecker@ggc.scot.nhs.uk
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Chapter 2
The people of Glasgow and Clyde have spoken:
Perspectives from the 2008 Health and
Wellbeing Survey
Between August and December 2008, the fourth in a series of health and wellbeing population
surveys was carried out in the NHS Greater Glasgow and Clyde (NHSGGC) area. The baseline
survey was carried out in 1999, with follow-ups in 2002 and 2005.
The 2008 survey was designed to provide information on people’s perceptions of their
health and illness, their use of health services, health behaviours, their feelings about local
neighbourhoods and their individual circumstances, such as household size, educational
qualifications, employment and financial well-being.
A total of 8,278 face-to-face interviews were conducted amongst adults aged over 16. The final
sample is representative of the NHSGGC population in terms of age, gender and deprivation
using 15% most deprived and other areas based on the 2006 Scottish Index of Multiple
Deprivation as a marker for deprivation.(15) The 2008 survey is the first to cover the integrated
NHSGGC area.
The survey illustrates how health is shaped by environmental and social factors as well as
biological, political and behavioural factors as discussed in the last Director of Public Health’s
report.(16) We can see this when we explore feelings about local neighbourhoods; safety; trust
and feelings about the local environment in different neighbourhoods across NHSGGC. This
analysis demonstrates that our most deprived areas continue to be different from our other
areas in many ways. The survey is broad ranging and information on financial well-being,
alcohol consumption, obesity and physical activity will be presented elsewhere in this report.  
This chapter focuses on self-reported health and illness, the use of health services, feelings
about neighbourhood and smoking and will include comparisons of the findings from the current
survey with those from 2005. Results from the survey will be published in full towards the end of
2009.(17)
To further complement this report, the Director of Public Health commissioned a series of ‘vox
pop’ interviews in June 2009 to obtain people’s opinions on the key issues highlighted in each
chapter. The interviews were conducted in a variety of locations across the NHS Board area in
order to reflect accurately a wide a range of views. These real life views are quoted throughout
this report to support the evidence presented in individual chapters.       
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Perceptions of health and illness
The NHS routinely collects a great deal of information on the health of the population from
GP consultations, out-patient attendances, hospital admissions and disease registers. This
information, however, does not tell us how people view their own health and well-being, a gap
which the health and wellbeing survey addresses.

Self perceived health and well-being
Firstly, we asked people how they felt about their general health over the past year. Seventy one
percent felt their health had been good or excellent, although older people and those from the
most deprived areas were less likely to view their health this way, (46% and 66% respectively).  
Eleven percent felt their health had been poor, with the over 65s and those from the most
deprived areas being most likely to express this view, (21% and 14% respectively).
Figure 1  
NHSGGC Health and Wellbeing Survey, 2008
% of Respondents Expressing a Positive View of well-being by Deprivation Area

NHSGGC

15% Most Deprived Areas

Other Areas

% expressing positive view

100%
90%
80%
70%
60%
50%
40%
30%
20%

%10%
expressing positive view
0%
Physical
Physicalwell-being
Wellbeing

Mental and
and Emotional
Emotional
Mental
  well-being
Wellbeing

Quality of
of Life
Life
Quality

We also asked people to rate their physical well-being, general mental and emotional wellbeing, and their overall quality of life, as illustrated in Figure 1. Eighty five percent of people
viewed their quality of life and mental and emotional well-being positively; 80% expressed a
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positive view of their physical well-being. People from the most deprived areas, however, were
less likely to express a positive view of any of these measures. Twelve percent of those
aged 65 plus had a negative view of their physical well-being and approximately 6% overall
had a negative view of their mental and emotional well-being, or quality of life. There was little
difference between men and women in any of these measures.

Self-reported illness
When asked if they were currently receiving treatment for any conditions or illnesses, 37% said
they were being treated for at least one, with 6% being treated for three or more. The most
frequently mentioned conditions were arthritis, rheumatism and painful joints, and high blood
pressure. One in ten reported that they were currently receiving treatment for one of these. This
figure rises to seven in ten for those aged over 65.  
Up to one fifth of the Scottish population have a long-term limiting illness or disability and
employment rates in this group are low.(18) In 2007, 12% of the NHSGGC working age
population were unable to work due to illness or disability.(19) Twenty percent of the people we
interviewed said they had a long-term condition or illness which interfered with their day-to-day
activities. Twenty three percent of those from the most deprived areas and 39% of those aged
65 plus, had such a condition. Seven in ten people said that their condition interfered with their
ability to take up training, obtain or hold down a job, and approximately nine in ten stated that it
interfered with taking physical exercise or social activities.  

Comparisons with the 2005 survey
The majority of the people interviewed viewed their health and well-being positively. It gives
cause for concern, however, that those from our most deprived areas and older people were
less likely to express this view. It is also a concern that such a high proportion of those we
interviewed who had a long-term illness or condition, found this to be a barrier to taking up
training, obtaining a job or just socialising. Encouragingly, comparisons with the 2005 survey
indicate that there have been improvements. Overall, 5% less people were being treated for
at least one condition or illness in 2008 compared with 2005. The proportion of people from
the most deprived areas who felt their general health over the past year had been good or
excellent or who expressed a positive view of their general mental and emotional well-being,
has increased by 5%, and 3% more people from the most deprived areas had a positive view of
their overall quality of life.
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Use of health services
Types of service used
Eight in ten people had visited their GP surgery at least once in the past year. The majority
went to see their GP (79%). Many GP surgeries also offer appointments with the practice nurse,
midwife, and other health professionals including physiotherapists, chiropodists, dieticians and
psychologists. Almost 40% of people had seen a nurse or midwife and about 15% used one
of the other services offered by their surgery. Older people, women and people from the most
deprived areas were most likely to visit their GP surgery at least once in the past year. Nine in
ten people over 65 visited their GP surgery at least once in the past year, visiting, on average,
eight times compared with five overall.  
Just over two-fifths (43%) had used another health service at least once in the past year.  
Approximately 40% had visited an out-patient department or had seen a pharmacist for advice.  
Thirteen percent had contacted NHS24 and 10% had attended Accident and Emergency or
been admitted to hospital. Three percent had used GP out-of-hours service in NHSGGC.
Forty three percent had visited their dentist in the last six months. In contrast to GP services,
people from the most deprived areas were less likely to use another health service than those
from other areas, (42% and 44% respectively).    

Accessing health services
We asked people about their experiences of accessing a range of health services. Thirteen
percent said they found it difficult to obtain a hospital appointment. Just over one in ten (11%)
said they found it difficult to get an appointment to see a GP and nine percent found it difficult
to get to see someone at their GP surgery within 48 hours. Relatively few people, just over one
in 20, had found it difficult to access health services in an emergency, travel to hospital or get a
dentist appointment.  

Involvement in decisions affecting health service delivery
We received mixed messages about people’s satisfaction with the opportunities they were given
to get involved in decisions affecting their health service delivery. Encouragingly, the majority of
people (95%) who expressed an opinion felt that they were given adequate information about
their condition or treatment. Approximately 85% felt that they participated to at least some
extent in the decisions affecting their health or treatment and that their views and circumstances
were understood and valued and 68% percent felt that they had a say in service delivery.  
However, one third of people felt they did not have a say in the delivery of their health service
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and approximately 15% felt that they did not participate in decisions or that their views were not
understood.
The majority of people interviewed in 2008 were satisfied with the NHS services they used and
felt they could access services easily. However, the survey does show that there is room for
improvement in the proportion of people who felt they had a say in the delivery of their health
services. The NHSGGC community engagement team is looking at new ways of involving
patients and community members in planning health services.    

Neighbourhood   
“As I live near Glasgow Green I feel that it does affect my health in a way that it is a positive
influence on me. There is a lot of exercise activities that are there on the Green because it’s
close to me I can join in and see what’s going on and feel that I want to be part of that.”(20)
Perceptions of neighbourhood, feelings of safety, social support and quality of services are
associated with positive health and well-being.(21) This section explores how these issues vary
between the most deprived and other areas of NHSGGC.
  

View of neighbourhood
Overall, across NHSGGC, it is encouraging that 85% of people are positive about their
neighbourhood as a place to live. When we look at our most deprived areas, however, just 77%
are positive compared to 88% in other areas. Older people were more likely to be positive about
their neighbourhood than younger people, (90% and 84% respectively).   

Safety
It is encouraging that the majority of those we interviewed felt safe in their own home and felt
safe using public transport. There was little difference between the most deprived and other
areas; men and women or older people compared to younger people. There is a difference,
however, when we explore feelings of safety when walking alone after dark. In the most
deprived areas, only around half, compared with two thirds of people from other areas, felt safe
walking alone after dark. Younger people were more likely to feel safe than older people, while
men were more likely to feel safe than women. Feelings of safety govern behaviour. People
are more likely to participate in physical activities and social activities if they feel safe in their
neighbourhood.
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Social support
Over half of those we interviewed exchange favours with their neighbours. Women were
more likely to do this than men. Three quarters of people felt they could trust others in their
neighbourhood. Those living in the most deprived areas, however, were less likely to feel this
way, while older people were more likely to feel they could trust their neighbours.

Social issues
We asked about a range of social issues that might affect people, such as unemployment,
burglary, vandalism, assaults and drug activity. The issues that were of most concern are shown
in Figure 2.  
Figure 2
NHSGGC Health and Wellbeing Survey, 2008
Perceived Social Problems by Deprivation Area
NHSGGC

15% Most Deprived Areas

Other Areas

% expressing negative view

60%
50%
40%
30%
20%

%10%
expressing negative view
0%
Unemployment Levels

Drug Activity

Alcohol Consumption

When we compare the most deprived areas with other areas, some stark differences emerge.  
For example, half of those from the most deprived areas were concerned about the level of
unemployment in their area whereas in other areas, a little over a quarter expressed concern.  
Just over one third of people from the most deprived areas were concerned about levels of

20
FINALREVISEDprintDPH DEC09.indd 20

01/12/2009 11:53

alcohol and drug misuse, compared with one fifth from other areas. The issue of alcohol in our
communities is described in more length in the alcohol chapter of this report.

Environmental issues
We also explored a range of environmental issues, such as rubbish; noise; vacant land
and abandoned cars, as studies elsewhere have shown that the quality of certain physical
characteristics of the local neighbourhood has an impact on both physical and mental health of
residents.(22,23) The issues that were of most concern are shown in Figure 3.
Figure 3
NHSGGC Health and Wellbeing Survey, 2008
Perceived Environmental Problems by Deprivation Area
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Once again there are stark differences in the proportion of people who are concerned about
these issues in the different neighbourhoods across NHSGGC. For example, one quarter of
those from the most deprived areas shared a concern about the amount of dogs’ dirt in their
neighbourhood whereas only 15% from other areas felt this way. Across NHSGGC as a whole,
16% of people were concerned about traffic levels, however, this was felt more keenly in the
most deprived areas where one fifth shared this concern compared to only one sixth in other
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areas. Almost a quarter of people from our least deprived areas were concerned about the
availability of safe play areas, whereas only one tenth of those from other areas shared this
concern.

Satisfaction with local services
We asked people to rate their satisfaction with local services. Many people were positive about
local services. For example, people were most positive about the quality of local schools (78%
positive); public transport (73% positive); the quality of local food shops (61% positive); quality
of sports facilities (47% positive). Fewer people from the most deprived areas, however, shared
these views.

Comparisons with the 2005 survey  
This section highlights that in the most deprived areas there is less satisfaction with services
and environment and a more negative perception of anti-social behaviours than in other
areas. Further, people from the most deprived areas are less likely to feel positive about their
neighbourhood and less likely to feel they can trust their neighbours. However, there has been
a six percent increase in the number of people who felt that they could trust their neighbour
compared with the 2005 survey. Further comparisons between 2008 and 2005 indicate that
there have also been improvements in other measures. For example, people’s general feelings
of safety have increased since 2005; there has been a four percent increase in the number of
people who felt safe in their own home and a six percent increase in feelings of safety when
walking about after dark. In 2008, 12% more people feel safe using public transport than in
2005, i.e. nine out of ten people now feel safe using public transport. There has also been
a drop in the proportion of people expressing a concern about the social and environmental
issues mentioned above; approximately 10% less people in the present survey expressed
concerns over the levels of alcohol, drugs, dogs’ dirt and traffic, and 16% less people felt there
was a problem with the availability of safe play areas in their neighbourhood than in 2005. All of
these improvements are encouraging. However, despite these improvements differences remain
in the ways people from our most deprived areas view their local neighbourhood compared to
those from other areas.
“If you could look at places like Bearsden and Drumchapel they are so close so it obviously
must affect in some way the places they stay. The poverty on each side of these places is so
different its from one end of the spectrum to the other so it does affect where you stay.” (20)
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Smoking
In response to health risks and growing public concern, the Scottish Executive (now Scottish
Government) introduced Smokefree legislation in March 2006, prohibiting smoking in most
enclosed public places. One year on, in September 2007, outcomes of the national evaluation of
the impact of Scotland’s Smokefree legislation were presented and showed that the legislation
had an overwhelmingly positive effect.  
The evaluation found that after the legislation came into force there was a 17% reduction in
heart attack admissions to nine Scottish hospitals. This compares with an annual reduction in
Scottish admissions for heart attack of three percent per year in the decade before the ban.  
There was a 39% reduction in second-hand smoke exposure in 11-year-olds and in adult nonsmokers(24); an 86% reduction in second-hand smoke in bars(25); an increase in the proportion of
households with smoking restrictions(26); no evidence of smoking shifting from public places into
the home(26); and high public support for the legislation even among smokers, whose support
increased once the legislation was in place.

Current smokers
One third of the people interviewed said they were smokers and smoked on average 16.2
cigarettes a day. Fifteen percent were ‘heavily addicted’, i.e. smoked 20 or more cigarettes a
day. Those from the most deprived areas were more likely to be smokers, (42% compared with
29% from other areas) as were men (36%) and those under 65 years of age (38%).  

Exposure to second-hand smoke
Nearly two-fifths (39%) of people in our survey stated that they are exposed to second-hand
smoke at least some of the time.  People from the most deprived areas were much more likely
to experience this (48%) as were men (42%). Forty three per cent of younger people were
exposed to second-hand smoke at least some of the time, compared to 23% of people aged 65
plus. Just over one third of people said that they were never exposed to second-hand smoke,
with women and those over 65 being more likely to say this, (36% and 47% respectively).

Intention to quit and use of nicotine replacement therapy (NRT)
We asked smokers two additional questions in 2008 which were not asked in previous surveys.  
Firstly, we asked whether they intended to stop smoking. Encouragingly, one third said yes, with
women more likely than men, (37% compared with 29%) and those under 65 were much more
likely to wish to quit, (34% compared with 18%). Secondly, we asked whether they had used
any form of NRT in the past year. Eighteen percent had used a gum, patch, spray or inhaler.  
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Twenty three percent of those who had used NRT also used one of the NHSGGC smoking
support services. The most commonly used service was pharmacy (39%); approximately one
third used either community groups or hospital-based services, and four percent used the
pregnancy service.   

Comparisons with the 2005 survey  
Comparisons with the 2005 survey show that the situation has improved.
Figure 4
NHSGGC Health and Wellbeing Survey, Trends 2005 to 2008
Current Smokers and Exposure to Second-hand Smoke by Deprivation Area
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There has been an overall reduction of four percent in smoking prevalence and eight percent
in the most deprived areas. Exposure to second-hand smoke has fallen by 16% between 2005
and 2008, 14% in the most deprived areas. It is very likely the legislation on smoking in public
places is having a positive effect on smoking behaviours and people’s exposure to second-hand
smoke, especially in the most deprived areas.
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“Right the smoking ban, it has affected me because I used to go out all the time but now I would
rather get a carry-out and sit in the house but I don’t like sitting in the house smoking, either
because the kids are in the house and it affects the kids as well so it’s not really that good.”(20)
Smokefree legislation has been successfully implemented and has had a positive impact on
health. Comparisons between the 2005 and 2008 surveys provide further evidence that the
smoking ban is having a positive effect on adults’ experience of exposure to second-hand
smoke.  More action is needed, however, to reduce further children’s exposure to second-hand
smoke within the home and car. Children’s smaller airways, faster breathing rates and immature
immune systems make them more vulnerable than adults to the harmful effects of second-hand
smoke.
Research shows that the Smokefree legislation in Scotland has not displaced smoking to the
home but has contributed to a reduction in smoking in the home. More people should take
measures to reduce exposure to second-hand smoke in the home to safeguard the health of
future generations. Evidence suggests that a multi-faceted approach to reducing children’s
exposure is likely to be most effective. This is being taken forward through the local delivery of
the Scottish Government’s National Smoking Action Plan “Scotland’s Future is Smoke-Free”.(27)
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Public Health Messages
The 2008 Health and Wellbeing survey provides evidence of significant differences in the
way people view their health, their involvement in the delivery of their health services, their
neighbourhood and their smoking behaviours. These differences are apparent by age, gender
and particularly between those who live in the most deprived and other areas of NHSGGC.  
Comparisons with the findings of the 2005 survey show that for the majority of these measures
the situation is improving.  Despite these improvements, however, substantial differences
remain between NHSGGC’s most deprived and other areas.  
• Significant differences exist in the way people perceive their health and well-being.
Older people and those from the most deprived areas were less likely than the general
population to express a positive view of any measure of health and well-being and more
likely to have a long-term limiting illness which acts as a barrier to both employment
and socialising. These differences can be stark. Seventy one percent of all people we
interviewed viewed their general health positively, whereas only 46% of older people felt
this way.
      
• People from our most deprived areas are less likely to view their local neighbourhood
positively than those from our other areas. This, however, is a complex issue. For
example, older people, especially women, are more positive about their local area and
the relationships within but felt less safe when out after dark. Perceived safety issues can
govern behaviour and affect both physical and social activities.
• The introduction of Smokefree legislation in 2006 has had a positive effect on smoking
behaviours. Evaluations of the impact of Smokefree legislation and analysis of trends from
the Health and Wellbeing surveys provide strong evidence for this. Exposure to secondhand smoke is a major public health concern, particularly for children who are more
vulnerable to second-hand smoke than adults. NHSGGC needs to encourage action to
further reduce children’s exposure to second-hand smoke in the home and car.    
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Moving Forward: Disseminating the Findings
It is our intention to work with CH(C)Ps to present the findings from this survey to local people
through a series of local health summits.  CH(C)Ps will be able to present information at an
NHSGGC-wide level and explore differences between their local communities and the Board
area to gain local perspectives on why these differences exist. In this way, the views of local
people will be used and developed into action to shape local health priorities and plans at a
strategic level.  
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Chapter 3
The early years:
the foundation for future health and well-being
Recent research has shown that adverse experiences at an early age can cause significant
damage to a developing child’s brain. Children who are exposed to highly stressful situations
including violence, household chaos and absent parents are at higher risk of damage, and low
income and low education levels can increase the vulnerability of families and communities to
these situations.(28) These risk factors are often compounded by limited access to a healthy diet,
which can contribute to obesity and diabetes and to a cumulative burden in early life of multiple
risk factors for diseases as adults.
Of major concern is that there are serious and ingrained inequalities apparent within the
NHSGGC area in children’s health, well-being and life chances. Death in childhood is now rare
but infants and children born in families who are living in deprived circumstances are at higher
risk.(29) The biggest threats to children’s health and well-being in NHSGGC are the social factors
that prevent children from developing the strengths, capabilities and confidence to engage fully
in society as children and as adults.
Improving the life chances for children, young people and families at risk constitutes one of
the Scottish Government’s 15 National Outcomes. Actions to achieve this outcome include
improving the health, well-being, capacity and resilience in children and young people, and
research studies urge that early interventions are crucial to reverse early damage and to
prevent further problems as the child develops.(30)
The Scottish Government’s Early Years Framework, Better Health Better Care and Equally
Well, all recognise that inequalities in the early years must be addressed in order to achieve
better health and opportunities for children in the short term and to reduce population health
inequalities in the longer term.(31-33) Service strategies including Getting it Right for Every Child,
take an integrated approach that puts children at the centre of service provision, and Hidden
Harm sets out principles and actions that mainstream and specialist services can take to
address the particular needs of children affected by parental drug and alcohol use.(34,35) The
forthcoming UK Child Poverty Bill, is expected to include an emphasis on improving the health,
well-being, social circumstances and life chances of children in order to surmount the barriers
created by intergenerational poverty.(36) In Scotland, Achieving our Potential, the Scottish
Government’s framework for tackling poverty, inequalities and deprivation, includes parenting as
a key approach to ensure that children reach their potential and avoid poverty in later life.(37)
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This chapter sets out the background to health and well-being in the early years as a priority for
NHSGGC, highlights some of the actions currently underway, and proposes further measures to
ensure that all of our children have the best start in life.

Our child population
There are just over 285,000 children aged 0-19 in the NHSGGC area which equates to around
20% of the population. This proportion varies across NHSGGC, from 25% in East Renfrewshire
CH(C)P to 18% in South West Glasgow CH(C)P and also varies across age groups. For
example, between 2005 and 2008 the child population as a whole decreased but the population
of 0-4 year olds increased by 5.8%.(38) Projections from the General Register Office for Scotland
of future changes in the child populations of the Council Areas within NHSGGC show that this
trend will continue as illustrated in Table 1.
Table 1
Projected % change in child population between 2006 and 2020:
NHSGGC and Council Areas by age band
Area

NHSGGC
East Dunbartonshire Council
East Renfrewshire Council
Glasgow City Council
Inverclyde Council
Renfrewshire Council
West Dunbartonshire Council

Age band
0-4

5-11

12-15

16-19

Total (0-19)

+1.1%
-7.4%
+ 5.9%
+ 4.1%
-7.2%
-3.4%
+ 0.2%

+ 0.4%
-19.0%
-11.4%
+ 9.9%
-10.3%
-2.8%
-5.4%

-15.3%
-31.4%
-20.1%
-10.3%
-20.7%
-13.3%
-23.7%

-24.2%
-27.0%
-16.5%
-25.8%
-30.7%
-21.1%
-32.0%

-8.4%
-21.3%
-10.7%
-4.3%
-16.5%
-9.2%
-14.3%

Source: GROS Population Projections - 2006 based
In 2008, only three quarters of babies born in GCC were of British or Irish ancestry.  Figures are
not currently available for NHSGGC. Babies from Pakistani, other White and African families
made up half of the other quarter, with the remainder from a wide range of ancestry groups.(39)
In addition, there may be as many as 1,700 children under six years of age, from as many as 70

29
FINALREVISEDprintDPH DEC09.indd 29

01/12/2009 11:53

nationalities living in Glasgow City, who are from families who are refugees, are seeking asylum
or have failed to achieve asylum.(40) In Glasgow City, more than one third of all households with
children are single parent households. Clearly, NHSGGC covers a diverse population of children
and their families.

Risks to children’s health and well-being in NHSGGC
A child’s health and well-being can be put at risk due to problems that are specific to the child
itself, or difficulties within the family or the socio-economic environment.(41) Child-specific
factors include premature birth, poor physical health and disability which are likely to be more
problematic if the child is living in a family affected by poverty. Other risk factors within the family
and the environment include domestic violence, parental mental health problems or substance
abuse, all of which can be compounded by poverty and living in deprived circumstances.

Poverty
While child deaths are at an all time low in Scotland, babies born to poor women have a higher
risk of dying or illness throughout childhood and adolescence. Poverty in childhood continues
to have an effect throughout the life course and into future generations through pregnancy,
and cannot be separated from the circumstances of parents or carers.(41,42) An illustration of the
different levels of child poverty across all the CH(C)Ps in NHSGGC is given in Figure 1.
In Figure 1, the bottom row of squares shows the percentage of children living in families in
receipt of out-of-work benefits in each CH(C)P across NHSGGC. The top row of diamonds in
the graph shows the total percentage of children whose families are on a low income, which is
defined as those in receipt of out-of-work benefits together with families on in-work benefits. The
graph shows that even in the more affluent CH(C)Ps, there are sizeable proportions of children
living in low income families, many of whom are potentially at increased risk of being affected by
problems related to poverty. Of additional concern is that the situation could potentially worsen
in the current economic climate and there is evidence that children are more likely to experience
severe poverty in a recession.(43) (see Chapter 4, Impact of Economic Climate)
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Figure 1
Children in workless and low income households within Greater Glasgow and Clyde CH(C)Ps,
2006  Source: HM Revenue & Customs data; SNS
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The graph also raises the question as to whether employment alone is able to raise families’
income levels to the extent required to negate the risks of poverty to children’s health and wellbeing. Sinclair and McKendrick argue that an emphasis on taking parents away from a carer
role to increase their income might not always be the best solution for the child. They propose
that measures to address child poverty should include a focus on improving opportunities for
children as well as pursuing higher income.(42)

Family stress
One of the adverse effects of poverty on a family is the stress it causes parents and the lengths
that they have to go to in order to make ends meet. In addition to the physical and emotional
impact on the parents, stress can take their attention away from their parenting role, reducing
the time and opportunity for the development of a strong parent-child bond, which is crucial to
a child’s healthy development particularly in the early months and years as the brain develops.  
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Other factors that threaten the development of a strong parent-child bond include domestic
violence and substance misuse where the parent’s physical compunction for safety, or to feed
an addiction, over-rides the ability to develop their relationship with the child.(44) In some cases,
parents are unable to take on family responsibilities and children have to be looked after away
from home. In Glasgow City, a small study in 2005 suggested that the main factors contributing
to children being looked after away from home were neglect and misuse of drugs and alcohol(45)
and other research has found that many children in this situation were born into families from
lower socio-economic groups.(46) In 2008 there were over 4,500 children looked after away
from home in the NHSGGC area. As illustrated in Figure 2, four of the six council areas served
by NHSGGC were showing an upward trend in children being looked after away from home
between 1996 and 2008 which was in keeping with the trend for Scotland.(47)

rate per 1,000 - 17 year-olds

Figure 2
Looked after children: rates per 1,000 0-17 year olds, 3-year rolling averages 1998-08
NHSGGC main council areas and Scotland  Source: Scottish Government
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Research studies from several countries have identified a relationship between being looked
after away from home and subsequent problems including loneliness, isolation, poverty, and
poor physical and mental health outcomes.(46)
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Domestic abuse
Domestic abuse can have a devastating effect on children’s lives and development and there
is evidence that suggests that a substantial proportion of children in NHSGGC could be at risk.
The recent Scottish strategy to address violence against women, Safer Lives, Changed Lives,
highlighted that one in four women will experience domestic abuse from a partner in her lifetime
and that 32% of pupils in one Scottish secondary school disclosed that they were currently
experiencing or living with domestic abuse.(48) Scottish figures in 2008 for incidents of domestic
abuse recorded by the police were highest in West Dunbartonshire and Glasgow City (1,800
and 1,518 per 100,000 populations respectively) with Renfrewshire and Inverclyde also among
the ten council areas in Scotland with the highest rates.
The Scottish Government’s 2008 National Domestic Abuse Delivery Plan for Children
and Young People recognises the impact of domestic abuse on children’s family life and
development and puts forward a framework of integrated action of protection, provision,
prevention and participation.(49) The NHS roles within the framework include better detection, for
example, through routine enquiry beginning with maternity services and better service provision
and support of individuals and communities affected by domestic abuse.

Substance misuse
There is a significant level of need associated with alcohol and drug misuse across NHSGGC,
not least in Glasgow City Council (GCC) where there could be up to 20,000 children affected
by parental substance misuse, many of whom are thought to be unknown to specialist services
(Addiction services internal report). Children in this situation are likely to suffer from inconsistent,
unpredictable or absent parenting, family breakdown, association with criminal behaviour,
parental ill health, emotional or physical neglect, learned behaviour from parents, poverty and
stigma. In addition, there might be increased risk of domestic violence if alcohol is involved.(44)
Children who experience abuse or neglect as a result of substance misuse are at high risk
of developing behavioural and psychological problems with symptoms including aggression,
threatening behaviour, use of weapons, cruelty towards animals and vandalism.

Perceptions of society
Additional threats to the health and well-being of children in NHSGGC arise from negative
perceptions of adults and a lack of safe social spaces that are attractive and accessible to
young people.
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A number of responses to questions about children and young people in the vox pop interviews
(described in Chapter 2), recorded concerns that there were not enough places for young
people to spend leisure time. Local parks can be unsafe and leisure centres can be expensive
with activities that do not suit everyone. Consequently, children were often described as running
wild in the streets, their location and activities unknown to their parents. Concerns were also
expressed about the need for more and better support for families with young children to
help parents engage better and spend more time with their children, and also that some such
services were difficult to access, particularly if English was not a family’s first language.
A study carried out in 2006 for the Institute of Public Policy Research, acknowledged that
society presents certain challenges in bringing up children, with such factors as the UK having
the longest working hours in Europe; marketing of often unhealthy or expensive products
targeting ever younger age groups; and the adult population almost always assuming children’s
behaviour to be bad or threatening.(50) The study also found a strong association between adults’
lack of contact with young people and their fear of them.

Actions by NHSGGC and partners
There are a number of influential and innovative actions across NHSGGC within service
structures, strategic partnerships and integrated working that address some of the difficult
problems impacting on early years. Actions include proposals for service and cultural change,
specific interventions for young children and their families, and action on social circumstances
that impact directly on early child development.

Changing culture
Glasgow City Health Commission, launched in August 2009, recommended that a key goal for
the city and its partners should be to become a child-friendly city which would include treating
children as an asset, not as a problem, and that all plans and strategies across all sectors
prioritise the needs of children and their families. It also recommended that the city should focus
more effort on tackling violence, drugs and alcohol-related harm and that this focus should
begin by partners investing in early years, thereby prioritising support for young people and
parents. Creating a child-friendly city would also have implications for our environment, e.g.
20mph speed limit in all residential areas.
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Shifting mainstream resources
NHSGGC Board has agreed that the principle of re-focusing mainstream services towards
early years is one that it will prioritise in the future, as proposed in a paper entitled Mind the
Gaps: Improving Services for Vulnerable Children. This paper was presented to and fully
endorsed by the Board in October 2009.  Actions proposed by the paper are to establish
more intensive family support for vulnerable families, sustainable parenting programmes and
development of the early years workforce. The Board intends to build on this paper by asking
CH(C)Ps in conjunction with their community planning partners, to develop action plans for
work on supporting vulnerable families and by promoting these principles among its partner
organisations.

Parenting support
Parenting support has been identified nationally and locally as one of the key drivers for
improving educational, social and health outcomes for children. A Parenting Framework has
been developed for NHSGGC and GCC with the Triple P programme as the programme of
choice.Triple P can be implemented as a whole population programme blending universal and
targeted approaches. The programme has a strong evidence base, demonstrating improved
outcomes for child behaviour and parental confidence and well-being in evaluations from
several countries.(51) The programme can offer increasingly intensive levels of interventions
to children and families and is constructed in a way that does not widen inequalities. The
evidence has shown that it is cost-effective and that it can reduce child abuse, out-of-home
placements, admissions or attendances at hospital for non-accidental injuries and has the
potential for preventing severe conduct disorders. It requires strong leadership and multiagency commitment to deliver a consistent and systematic programme. It also requires effective
engagement with and involvement of families themselves. We are keen to see a similar
approach adopted by all our CH(C)Ps and local authorities.  
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Early child health interventions
A focus on supporting the best start in life is now a priority for NHSGGC. There are a number
of examples of recent developments targeting health in early years which take into account
the social circumstances that pose a threat to children’s health and well-being, including the
following:
• Specialist maternity services staff targeting gender-based violence, homelessness,
teenage pregnancy and seeking asylum (NHSGGC Maternity Strategy 2006-2011)
• New models of breastfeeding interventions for women who live in communities with an
underdeveloped breastfeeding culture (NHSGGC Infant Feeding Strategy 2008-2010)
• NHSGGC has set up a new Maternal and Child Public Health Team to ensure a renewed
focus on early year’s health and well-being
At a local level, children’s services in Glasgow East CH(C)P have developed a Children and
Inequalities Strategy in conjunction with Glasgow Centre for Population Health. The strategy
brought together health, education, social, housing and voluntary services and they identified
that improvement in poverty and educational attainment would be the most important goals to
achieve. All the services have explored actions they could take within core services for children
and their families to contribute to meeting these goals.
Another example of successful integrated working for children’s health comes from action to
improve dental health in children. Children in the NHSGGC area have historically had high
levels of dental decay with a threefold difference between affluent and deprived communities.
A range of interventions has been developed over the last decade across NHSGGC to improve
oral health in childhood involving health services, education services, voluntary organisations,
parents/carers and children. Interventions included: free supplies of toothbrushes and
toothpaste, tooth brushing programmes in nursery settings and for P1 and P2 children; Oral
Health Action Teams (OHAT) established in each CH(C)P; general dental practices delivering
the national Childsmile programme; health support workers promoting positive oral health
activities in the home; nurseries and schools offering healthier foods and drinks; and planning
is underway for fluoride application for children in nurseries and primary schools in the least
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affluent part of Glasgow City. There are indications from the 2008 National Dental Inspection
Programme that improvements are being achieved particularly in the least affluent NHSGGC
areas, but there is still work to be done to raise the dental health of NHSGGC children up to the
Scottish average, as illustrated in Figure 3.(52)
Figure 3
Percentage of Primary 1 population with no obvious decay experience (d3mft) in NHS Greater
Glasgow & Clyde (and previously GGHB) and in Scotland, 1987- 2008
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Action on social circumstances
Inequalities Sensitive Practice
NHSGGC’s Inequalities Sensitive Practice Initiative (ISPI) was funded from 2006 to 2009 from
the Scottish Executive’s Multiple and Complex Needs Initiative and aimed to identify the factors
that would help NHSGGC and our partners to improve frontline services to reduce inequalities.
ISPI supported services, including maternity care and integrated children’s services teams,
to include sensitive routine enquiry about social circumstances likely to impact on children’s
health and well-being, particularly gender-based violence and poverty. ISPI found that maternity
service users welcomed sensitive enquiry and that easier referral pathways between adult and
children’s services were required to address inequalities in children’s services provision. ISPI
also found that a majority of staff in integrated children’s services teams wanted more support
with understanding the links between poverty and child health.

Poverty
Child poverty is a key priority for NHSGGC and our partners and Glasgow City’s Single
Outcome Agreement 2008-2011 (SOA) has identified child poverty as a priority. West
Dunbartonshire and Inverclyde have also included child poverty as a focus within their antipoverty actions and all councils served by NHSGGC intend to use the Fairer Scotland Fund to
tackle the root causes of poverty.  
Employment as a route out of poverty has been a key area of action in recent years for
NHSGGC in conjunction with our partners. Glasgow Works, the employability partnership which
includes NHSGGC, has a Child Poverty Subgroup which aims to ensure that employability
activity has a genuine impact on child poverty. We have also begun to stimulate further action
on child poverty through work to increase uptake of Healthy Start vouchers and to create better
links between the NHS and financial inclusion services. In addition, NHSGGC is supporting
a group of staff from across its corporate structures to further explore and clarify the roles
NHSGGC can take in strengthening its response to child poverty. The outcomes of a poverty
and child health seminar in October 2009 will inform further developments in research, strategy
and practice.
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Public health messages
• The early years are important: An increased focus on a resourcing of services and
interventions to support families offer the best opportunity of reducing health inequalities.
• Public sector services must work differently to enable all children to have the best start in
life: The challenges inherent in re-focusing total public sector budgets towards early years
are acknowledged but we believe that this is a key action.   
• The impact of early stressful situations on children must be taken into account by service
providers: The greatest threats to children’s health and well-being in NHSGGC come from
living in difficult circumstances that might include poverty, violence or poor education.
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Priorities for action
Key processes in NHSGGC have helped to identify the priorities for action on early years
including Her Majesty’s Inspectorate of Education (HMIE) reports for the local authority areas
covered by NHSGGC. Priorities are proposed as follows:
• Continue to work to change the culture of organisations and agencies towards becoming
child-friendly by focusing more resources and energy on early years at Board-wide and
CH(C)P levels
• Parenting matters. Some cost effective developments remain essential even in times of
financial constraints and the evidence for parenting interventions is overwhelming. We
can support parents much more effectively by widespread implementation of the agreed
parenting programme for NHSGGC, Triple P. Core to the programme should be a strategy
to engage parents fully in the process of delivery. There are opportunities to work with
academic partners to establish a world-leading research group on parenting programmes
and their effectiveness in a Scottish context
• Community Planning Partnerships should focus more directly on the causes of health and
social inequalities and on early intervention. This will require a shift in use of resources
and in priorities, making early intervention and support for vulnerable families at the core
of our joint work.  A systematic culture of early intervention would include effective systems
for early identification of vulnerability in children within core services, clear pathways for
information and referral established between core and specialist services, better pathways
between adult and children’s services, intensive, practical family support, first-class
childcare and action on social circumstances
• NHSGGC and partners must demonstrate through policy, planning, practice and
performance that they take into account the impact of social circumstances of families on
children in developing effective, evidence-informed actions to reduce and prevent their
adverse impact on children’s health and well-being
• All organisations and agencies should aim to challenge the societal cultural influences
that perceive children as a threat, nuisance or source of commercial profit. They might
contribute to this aim by creating more opportunities for children and young people to
engage with their peers, older adults and their local communities
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Chapter 4
Implications of the financial crisis for health
This chapter investigates the impacts of the financial crisis and subsequent recession on
the population and its health, comments on governmental and organisational responses and
discusses different short and longer-term responses to the crisis.
In attempting to understand the local effects of the current financial crisis, we need to reflect
on its rapid development and global consequences - international stock market crashes,
emergency financial support for many banks, cuts in UK interest rates to historically low levels,
large-scale redundancies and sharp rises in unemployment - culminating in the UK economy
officially going into recession in January 2009.   

Glasgow’s demographic,
social and economic context
Before discussing the local health and social impacts of the crisis, it is worth describing
Glasgow’s demographic and economic context and how this has evolved over the last 40 years.  
Glasgow’s situation is important given it is the centre of the conurbation, accounts for over half
the region’s population and its economy drives that of the region.   
Glasgow’s population has fallen steadily since the early 1950s but has recently stabilised at
approximately 580,000. Despite this overall population loss, there have been recent increases
in some age groups. In particular, the young working-age population (25-44) has increased by
15% since 1981 to account for almost a third of the population.(53) Compared to surrounding
areas, Glasgow has a relatively large working-age population but its elderly population is
forecast to increase at a much lower rate than other areas. Glasgow is the most ethnically
diverse area of Scotland with at least five percent of its citizens being part of a minority ethnic
group. Approximately 5,500 asylum seekers live in the city.
In contrast, surrounding authorities tend to have less ethnic diversity, older, more rapidly ageing
populations and higher dependency ratios.c For example, the elderly populations (aged 65
and over) of East Dunbartonshire and East Renfrewshire have increased by 60% and 48%
respectively since 1981. A number of areas, like Glasgow, have undergone steep population
c    The ratio in the population of children and elderly to working age people
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decline, most notably Inverclyde and West Dunbartonshire, which have lost 20% and 14%
respectively of their population since 1981.(54)
In terms of economic change, the region lost much of its industry and manufacturing base from
the 1960s onwards. Since the high point of industrial employment in 1961, the West of Scotland
has lost 65% of its industrial employment, 360,000 actual jobs, reflecting one of the most severe
periods of de-industrialisation experienced by any region in Europe.(55)  The repercussions
of this have been felt over the last 25 years, reflected in high levels of unemployment and
worklessness related to ill-health and high concentrations of severe deprivation, particularly
in Glasgow, but with notable pockets in surrounding areas. In more recent years, however,
up to 2007, employment levels had risen, e.g. the number of jobs in Glasgow increased by
18% between 1998 and 2005, with service industry employment replacing industrial and
manufacturing as the base of the region’s economy. In 2005, a quarter of jobs in NHSGGC were
in distribution, hotels and restaurants, 14% in banking and finance and a further quarter in public
administration, education and health.(38) Alongside this, notable social changes have occurred.
For example, Glasgow’s middle class population has doubled and a sizeable migrant population
has come to the region, many economic migrants from Eastern Europe. Despite increases
in the employment rate, the problems of worklessness and low income persist, particularly in
Glasgow, where one in five working age adults was not in work in 2006 and one in four of the
population was dependent on income-related benefits.(15)
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Current economic impacts
Given this context, what have been the most immediate impacts of the economic crisis? In
considering this, we need to bear in mind that the full extent and impact of the crisis is probably
still to be felt due to the lag effects and many impacts are likely to persist even after the
economy moves out of recession.
The most immediate impacts have been on unemployment and the availability of jobs(56):  
• The claimant count (unemployment) trend for the eight local authorities within or partly
within Greater Glasgow and Clyded  which had been consistently downward since 1993,
has since December 2007 risen across all these areas, with the number of overall
claimants doubling to 59,000 (in August 2009)
  
• Male claimants outnumbered female claimants by 3:1 with the highest rate of male
claimants in Glasgow City and West Dunbartonshire (see Figure 1)
• The steepest rise in unemployment has been among younger adults (18-24 years) but
adults aged 25-49 make up over half of all claimants
• Across the region the biggest proportional rise in claimants has been among managers
and those in professional occupations, but the largest rises in actual claimants has been
among those working in skilled tradese and elementary professionsf (see Figure 2)  
• The number of claimants of Incapacity Benefit and Severe Disability Allowance has been
dropping steadily across the region since 1999 and has continued to drop through the
initial period of the financial crisis up to February 2009
• In August 2009, monthly job vacancies were down approximately 30% across Greater
Glasgow and Clyde and Lanarkshire compared to August 2007
One of the consequences of the rise in unemployment and reduction in vacancies for those
already unemployed or workless, many long-term, prior to the economic downturn, will be the
difficulty to get back into employment, particularly when in competition with those who have only
recently been made unemployed and are more ‘work ready’.  
d  Glasgow, Inverclyde, East Renfrewshire, Renfrewshire, East Dunbartonshire, West Dunbartonshire, North Lanarkshire and South Lanarkshire
e  Skills trades include electricians, mechanics, engineers, plumbers, joiners etc
f   Elementary occupations include labourers, postal workers, porters, waiters, bar staff, cleaners, security guards, shelf fillers etc
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Figure 1
Male claimant count as % of resident working age population, Feb 2007- Aug 2009
Councils within or part of NHS Greater Glasgow and Clyde  Source: NOMIS
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Figure 2
Change in claimants by usual occupation from beginning of ‘Credit Crunch’
(Aug 2009 vs Aug 2007) Greater Glasgow and Clyde & Lanarkshire Source: NOMIS
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Financial hardship associated with deprivation, unemployment and low income was already a
significant problem in the region but the economic crisis has increased difficulties.  Government
reports show that personal insolvencies have risen in Scotland, up 33% in the first quarter of
2009/10 compared to a year ago.(57) Mortgage arrears and housing repossessions rose sharply
at a UK level between Q1 2009 and Q1 2008.(58) The results from NHSGGC’s most recent
Health and Wellbeing Survey conducted between August and December 2008, show that more
people have a negative perception of the adequacy of their monthly income (14% in 2008
vs.10% in 2005) and more would have a problem meeting an unexpected expense of £20 (18%
vs. 9% previously), of £100 (49% vs. 34%) and of £1000 (80% vs. 70%).(17)  
Citizens Advice Scotland reports that the Credit Crunch has had a wide range of effects,
including:  employment problems (e.g. reduced hours, redundancy, non-payment of wages);
difficulties for homeowners, (e.g. falling behind in mortgage payments, eviction of private renters
after property repossession) and increasing debt and unsympathetic creditors. While a recent
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survey of Scottish Citizens Advice Bureau clients showed that clients’ total debt had increased
by 50% over the five years from 2003 to 2008, the findings concluded that concerns about debt
had been heightened by the financial crisis.(59) The report also highlighted the link between illhealth and financial hardship. Over a third of clients surveyed had an illness, disability or health
problem and within client households three in every five households had at least one person
with health issues.
Due to financial difficulties, other issues such as fuel poverty and homelessness are likely to
become more prevalent in a recession and to impact adversely on health. To date, there has
been little change in applications to be considered homeless in Scotland.   
While manufacturing, building, finance, the property market and the majority of the retail
sector have suffered most immediately in the credit crunch, some businesses appear to have
prospered as a result of the crisis. A number of fast food outlets have achieved increased
sales and profits since the start of the financial crisis and several have announced significant
expansion plans.(60-64) The major supermarkets have continued to post increased profits, while
bargain retail outlets and charity shops have produced large percentage profits.(65-69)  
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Evidence of potential health and socio-economic effects
Increased unemployment is one of the most immediate and noticeable impacts of a recession
and the current financial crisis is no exception.  What are the health effects of unemployment?  
Research on periods of mass unemployment, such as in the 1930s depression and in later
recessions, has pointed to a range of effects. Unemployment increases the chances of being ill,
especially among those who have never worked or have had poorly paid jobs; leads to higher
rates of depression, especially in the young, and has been shown in international comparisons
to be strongly associated with negative health effects in women.    
A recent review of the relationship between work, worklessness and health found that
unemployment is associated with increased overall mortality, mortality from cardiovascular
disease, lung cancer and suicide, morbidity (poorer general health), worse psychological wellbeing and mental health, higher medical consultation, raised medical consumption and hospital
admission rates.(70) There were different effects depending on age. For example:
• The mortality rate of unemployed young people is significantly higher, compared with
employed young people, mainly due to accidents and suicide
   
• All of the health effects of work and of unemployment are generally more marked in middle
working-aged men, especially those with dependent families
  
• There is mixed evidence that older workers have any decline in perceived/reported health  

One study showed that in middle-aged men who had been made redundant in the late 1970s,
mortality doubled in the five years after redundancy.  At a neighbourhood level, higher rates of
unemployment correlate with poorer neighbourhood health and at country level, increases in
unemployment have been associated with increases in mortality.   
Evidence suggests that the mental health effects of job loss can be greater for women than for
men. There are associations between abuse of partners and unemployment in men and there is
also an association between father’s unemployment and child abuse. The impact of long-term
unemployment of parents on adolescent and young adult mental health has also been noted in
a number of European countries.

47
FINALREVISEDprintDPH DEC09.indd 47

01/12/2009 11:53

While there is evidence that unemployment is bad both for individuals and for populations,
the wider effects of recession on population health are less clear.  A recent international study
of employment and mortality in European countries over the last 40 years showed that, while
increases in unemployment were associated with short-term increases in suicide and homicide,
road traffic fatalities fell as unemployment rose.(5) Some international studies, however, have
reported reductions in mortality rates associated with recession and increases in mortality
associated with economic up-turns.    
While unemployment clearly has many negative impacts on health, in contrast, those in secure
employment tend to recover from illness quicker and the direct effect of reducing unemployment
has been estimated to significantly reduce premature deaths.(71,72) Re-employment has
been shown to improve general health and well-being and psychological distress, although
“unsatisfactory” employment can have a negative health impact.(73)
Other health impacts of the financial crisis are more difficult to predict. Will people eat, drink
and smoke more to cope or will the financial constraints of the crisis prompt lower consumption
and thus provide health benefits?  Affordability of alcohol increases consumption, so with lower
income less may be consumed and there is some evidence that alcohol sales are reduced
in recessions. People may give up or smoke less when money is tighter but increased stress
could make people smoke more.  We know that in poorer communities, levels of binge drinking
and related alcohol harm, smoking and drug use are higher. In a recession, with more people
suffering financial difficulties and potentially falling into poverty, these behaviours may become
more prevalent.   
Solid evidence for changes in diet in response to the crisis is scarce, but we do know that fast
food outlets have flourished in the initial stages of this financial crisis suggesting that more
people may be turning to convenience foods.  A Which? survey of over 2000 adults in the UK
found that the majority agreed that the price of food was a more important factor since the start
of the financial downturn.(74) Three in five respondents agreed that they would buy more fruit and
vegetables if they were cheaper, but a quarter said that the crisis had made healthy eating less
of a priority.
More people may choose to walk or cycle in times of financial difficulty and the impact of fewer
cars on the road could reduce accident casualties and pollution. Road use, however, has grown
steadily over many years and any impacts are likely to be small and of short duration.
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Health effects - current
Every financial crisis is different and the rapid spread, depth and global impact of the present
crisis restricts our ability to infer lessons from the past, particularly in relation to the health
impact of the crisis. Also, while a steep rise in unemployment has been an immediate impact of
the current crisis, other effects may take longer to emerge.   
A recent survey of people’s experiences of the credit crunch and its effect on their mental health
showed important differences between people who had been affected by the credit crunch, e.g.
by increased debt, income reduced, job lost or at risk, etc., compared to those who had not
been.(75) They were:
• Four times as likely to have sought help for anxiety and eight times as likely to have sought
help for depression for the first time in 2008
• Much more likely to have experienced a range of negative states in 2008 than in previous
years, i.e. felt more anxious, more worried, more stressed or more scared

The results from the Board’s 2008 Health and Wellbeing Survey compared to the 2005 results,
show a slight increase in the proportion of the population reporting poor mental health, 14% with
a GHQ-12 score of four or more.(17)  
National figures on patient contacts with NHS services associated with mental health conditions
provide a mixed picture:
• New diagnoses of depression in GP practices went down slightly in 2007/08. Consultations
relating to ‘anxiety and other neurotic, stress-related and somatoform disorders’, however,
rose among young male adults (aged 15-34) compared to the previous year and there
were rises in young adult males (25-34) and older males (55-64) consulting due to ‘mental
and behavioural disorders due to use of alcohol’
• A general downward trend in the number of first admissions to psychiatric specialties
in Scotland was reversed in 2007/08, when there was a slight rise for both males and
females compared to the previous year. In NHSGGC there was an eight percent increase
over the same period, with the largest rises in East and South East Glasgow
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• New outpatient referrals to psychiatric specialties reduced overall in 2007-08(76);
• Although nationally there was a ten percent fall in suicide rates between 2000-02 and
2006-08, numbers of male suicides rose in 2007 and remained higher in 2008, both
nationally and in NHSGGC(54,76)
It should be noted that the aforementioned trends and changes represent relatively small
changes in trajectories, may be short-lived and may be quite unrelated to the impact of the
financial crisis.

Economic impacts and organisational responses
It is worth bearing in mind that analysis of previous recessions shows a lag in improvements in
unemployment once the economy has returned to positive growth.  An ONS report notes that
after the 1990s recession, it took over six years for the rates and levels of unemployment to fall
back to pre-recession levels.(77)  
At present, the size of the public and service sector may have insulated many of the local
authorities in Greater Glasgow and Clyde from the worst aspects of the current economic
downturn. This may not continue when cuts in UK public spending are made in order to reduce
the gap between tax revenues and public spending.    
In Glasgow, the Council’s economic departments have taken a “proactive approach” to
managing and ameliorating the worst consequences of the economic downturn and the
Council has announced a 10-point framework for economic regeneration.(78) The city has a well
established infrastructure of support for those most vulnerable to the recession.  Glasgow
Works, the local regeneration agencies, social economy organisations and the work started
by Equal Access have shown a level of joint working that should ensure any potential effect
of the recession will not be worse for most marginalized communities, as was the case in the
past. Glasgow, as a result, may be better placed to benefit from UK-wide initiatives, such as the
Future Jobs Fund.  Glasgow’s position may also be protected by infrastructural improvement
projects that are in development, including the M74 extension, the Clyde Gateway development,
the International Financial Services District and related Commonwealth Games investment.(53)  
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In addition, the Council has provided support for low paid staff through their commitment to pay
the Scottish Living Wage of £7 an hour to all their staff, resulting in a pay increase for almost
700 staff.  Several other city authorities (Oxford, Preston, and Greater London) have similar
packages. In London there is evidence that the living wage has contributed labour-cost savings
through reduced absenteeism and turnover and workers have become more efficient and
productive as they feel more valued.(79)

Health Service impacts and responses
CH(C)P report, Box 1, a wide range of impacts on their services and residents associated with
the financial crisis:
  
Box 1 – Comments provided by CH(C)Ps on some of the impacts of the financial crisis
(source: informal survey by Bruce Whyte, July 2009)
Less resources impacting on community health projects and a wide range of voluntary
organisations delivering services… (in at least one area) the slowdown in land sales is inhibiting
plans developed by the Council, CH(C)P and partners to invest in area regeneration…..
increased demand for financial inclusion services… general increase in indebtedness… Keep
Well referrals to Money Matters have increased…. perceived increase in the number of people
coming to drop-in mental health services who have lost their jobs or are about to….. anecdotal
evidence from housing associations that people in new categories have been falling into rent
arrears e.g. construction workers… employability services face greater challenges given
the loss of jobs, particularly in motivating addiction clients or others who may be in poverty
groups….. staff requesting extra hours due to partners becoming unemployed… a general
decrease in the uptake of eye examinations (possibly due to lack of awareness of free NHS
eye care), a decrease in private purchases and an increase in reglazes/ downgrading…. more
patients / clients are claiming expenses for attending appointments or are requesting domiciliary
podiatry visits… people giving up on gym memberships as a means of saving income…. some
evidence of NHS dental practices being busier as people who have been laid off get their NHS
treatment whilst on benefits….. social care demands have increased with rises in contacts
related to welfare rights, social work advice and housing support and advice.
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Many existing services are already well set-up to respond to the sorts of issues that are
emerging in this recession.  The Bridging Services set up in each CH(C)P area in Glasgow are a
good example.  These services were developed to meet an increasing demand for employability
services for people referred from health and social care services, who are likely to have been
longer term unemployed and present with health or social care support needs.  Additionally,
Bridging Services aim to provide ease of access to employability services for health and social
care staff making referrals.  Significant resources have been invested in developing these
services to the current stage and they are a valuable asset in the city.
More generally, CH(C)Ps are responding to the impact of the economic crisis in various ways.  
Actions taken include:
• Distributing self help debt packs to health centres
• Promoting voluntary effort towards mutual support in the community
• Supporting groups to prioritise activities in order to sustain key elements of the groups
• Seeking to identify alternative opportunities for funding organisations and services
• Working with partner agencies to promote employment opportunities through training and
job seeking and working in particular with more vulnerable groups such as addiction or
mental health clients
• Increasing public/patients access to volunteering, training and employment opportunities
• Raising awareness of depression, anxiety, stress and income maximisation through health
promotion talks and ongoing information sharing with clients and carers.(80)

It is clear that many voluntary sector organisations are suffering due to funding cuts and
reduced revenue. Volunteering, however, can be very beneficial, especially if you have become
unemployed or are socially excluded in other ways.(81)
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Public Health Messages
The implications of this period of financial crisis for health are debatable, partly because the
length and depth of the recession is still uncertain and because of its differing timing and
impact on different sectors of the economy. However, we know that there have been short-term
impacts, such as the rise in unemployment, reduced employment opportunities, rises in personal
debt, increased mental distress related to the crisis, and that longer-term impacts are likely.

Priorities for action
The priorities for action proposed below are intended to strengthen our understanding of the
crisis and to provide a coordinated local response to its social, economic and health impact:
• In order to understand the impact of the recession we need to monitor not only economic
indicators, but also changes in health service use and potential adverse health outcomes
over the period of the crisis and beyond. We should therefore be monitoring use of primary
care, mental health and hospital services trends in suicide, prevalence of mental distress,
health behaviours and overall mortality, and potential secondary effects such as levels of
violence and child abuse. Specific work which will contribute to this better understanding
includes:
• A poverty report for Glasgow and the West of Scotland is being undertaken by the
Glasgow Centre for Population Health (GCPH) and the Poverty Alliance
• The on-going work of the Scottish Observatory for Work and Health describes trends
in Incapacity Benefit claimants
• A new project to describe patterns and trends in mental health is being led by GCPH
and the Mental Health Partnership in Greater Glasgow and Clyde
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• Active labour market initiatives, such as the work supported by Glasgow Works in upskilling, training and providing volunteering opportunities for those furthest from the labour
market, have an important role in mitigating the worst impacts of the recession.  Glasgow
Works is also administering resources from the Government’s Future Jobs Fund aimed
at supporting young unemployed into employment. Such initiatives that target the young
unemployed should be given priority given the well-known long-term health and social
problems that affect young people who do not get into work, further education or training
after leaving school   
• The living wage campaign, which is based on the basic premise that ‘anyone who works
for a living should not have to raise a family in poverty’, has a role to play. Other employers,
including the NHS, universities and the private sector, should be encouraged to adopt the
Scottish Living Wage and to provide support for both their direct and indirect employees to
help mitigate the effects of the economic downturn, particularly for low-paid workers   
• Community planning has a role in minimising the impact of the financial crisis and public
sector organisations have a role to play as good employers, especially at a time of
financial constraints for them.  Community planning partners need to be inequalities aware
in their planning processes, by avoiding potentially widening inequalities and by ensuring
they are tackling the causes as well as consequences of inequality  
• There is need to support and protect voluntary sector work that is targeted at those
individuals and families most vulnerable to the effects of the recession and to support
schemes that encourage volunteering and that effectively remove barriers for any
population groups to gain the benefits of volunteering
• During the period of growing financial constraint it will be important to consider the
local economy.  NHSGGC has accepted and implemented the Scottish Government’s
Procurement Policy which promotes opportunities for Small and Medium Enterprises
(SMEs) to compete for public contracts.  CH(C)Ps and other NHS organisations should
ensure that when procuring goods and services, they apply the policy in ways that support
and benefit local economies
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• In a period of increasing financial constraint, services will have to be prioritised but
those that promote resilience should be protected. Enhanced support should be
directed to services that address the social and health problems that arise as a result of
unemployment, job insecurity and low income. These services would include those that:
   
• Provide information and advice for families and individuals on how to cope with the
mental health effects of unemployment and related economic problems
• Increase awareness of the potential social impacts on families, such as child and
domestic abuse
  
• Promote debt advice and advise on managing on low income and money saving
activities e.g. how to eat healthily on a low income, advice on energy saving
measures, cheap public transport options, free or low-cost leisure activities for adults,
children and families   

55
FINALREVISEDprintDPH DEC09.indd 55

01/12/2009 11:53

Chapter 5
Alcohol: The Burden of Harm  
Although Scotland’s cultural heritage is linked to the production and consumption of alcohol,
excess alcohol consumption is widespread and contributes to illness, injury and loss of life, as
well as social consequences of family breakdown, crime and disorder and lost productivity.(82)
Industry sales show that “enough alcohol was sold in Scotland in each of the last three years to
enable every man and woman over 16 years of age to exceed the sensible weekly guideline on
each and every week.” It is estimated that alcohol misuse costs £2.25billion every year.(82)
Guidance regarding alcohol consumption is given as “units” of alcohol. One unit of alcohol
contains 10ml or 8g of pure alcohol.  This allows comparison of different alcoholic drinks with
each other. Table 1 illustrates in summary the guidance for sensible drinking and definitions for
alcohol consumption.
Table 1:
Alcohol Consumption Guidance

Consumption Levels

Males

Females

Sensible weekly maximum
limits

Up to 21 units with 1 or 2
alcohol free days per week

Up to 14 units with 1 or 2
alcohol free days per week

Sensible daily maximum
limits

3-4 units per day

2-3 units per day

Binge Drinking

More than 8 units per day

More than 6 units per day

Hazardous drinking includes any drinking pattern exceeding the daily or weekly recommended
limits without current harm. Harmful drinking is consumption of alcohol at a level which causes
ill health frequently seen at consumption levels of more than 50 units of alcohol for men and 35
units for women.(83)  
“I think the perception is that there are alcohol problems in the West of Scotland. I think it’s an
area that you need to address as a society as a whole. I don’t think there is a quick fix to it but I
think it is something that we need to be out in the open and deal with openly.”(20)
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Local Survey of Alcohol Consumption
The Health and Wellbeing Survey of the NHSGGC population carried out in 2008 identified that
among those who completed the survey (8,278 respondents), 35% never drink and 65% drank
at least sometimes. Among those who do drink, 36% drink once or more a week and three
percent drink 6-7 days a week.  
Sixty one percent of respondents in the 15% most deprived areas drank at least sometimes,
compared to 66% from other areas. Twenty eight percent of respondents from the 15% most
deprived areas had a drink at least once in the past week, compared with 40% from other areas.  
Detailed analysis of the drinking patterns of the local population is based on the responses of
60% of the sample who had a drink in the last seven days.  
Consumption data from the local survey is based on revised assumptions about standard
measures of alcohol in licensed premises and at home which have been used routinely by
Alcohol Statistics Scotland 2009.
Thirty seven percent of the local sample of drinkers exceeded the weekly recommended
drinking limits in the past week, ranging from 43% in males to 29% in females. There was little
difference between residents living in the 15% most deprived areas compared with those living
in other areas for both males and females; 44% of males living in the 15% most deprived areas
compared to 42% of males living in other areas; 32% of females living in 15% most deprived
areas compared to 29% of females living in others areas.  
Figure 1 shows the percentage split of men and women by CH(C)P area that exceeded the
recommended weekly alcohol limits compared to respondents who did not consume any alcohol
the previous week.
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Figure 1  
% Exceeding Recommended Weekly Alcohol Limits by Gender Respondents Who Have
Had  A Drink in the Past Week
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A higher proportion of the population in younger age groups exceeded recommended drinking
limits for both males and females, 47% males and 36% females under 45 years of age,
compared with 26% males and 16% females aged over 65 years.
A comparison of alcohol consumption with Scottish figures obtained in 2007 is shown in Table 2.  
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Table 2
NHSGGC and Scottish Alcohol Consumption Patterns (17,84)

Area
Sex

NHSGGC

Scotland

Males

Females

Males

Females

% exceeding
weekly units

43%

29%

34%

23%

% binge drinking
in last week

65%

51%

40%

33%

Fifty nine percent of all drinkers had “binged” in the past week, 65% males, and 51% females.
The definition of “binge drinking” is a man drinking more than eight units on a single day, or a
woman drinking more than six units a day. Among males the overall proportion who binge drink
did not vary between the 15% most deprived areas (59%) and the other areas (59%).
There was little difference in binge drinking between females living in the 15% most deprived areas
and those living in other areas (50% compared to 49% respectively). There was little difference in
the proportion of males who binge drink between the two areas, 66% in 15% most deprived areas,
65% in other areas. The binge drinking pattern was particularly common in young males, 75%
under 45 years; 36% over 65 years; females 61% under 45 years; 24% over 65 years.
  
“Kids … they come up to you and say: “Can you buy me a drink?” You just look at the size of
them… 10, 11 years old. I think it is a big problem around here.”(20)
There is particular concern about young people’s alcohol consumption. The results from surveys
of secondary school children conducted in Glasgow city, Renfrewshire and West Dunbartonshire
carried out in 2008 is compared with the summary of drinking behaviour of Scottish school
children and is illustrated in Table 3. The data has been analysed and reported differently,
therefore the summary table has been adapted to accommodate a range of measures, not all of
which are similar.  

59
FINALREVISEDprintDPH DEC09.indd 59

01/12/2009 11:53

Table 3
Summary of Drinking Behaviour of Adolescents in GGC and Scotland (84-87)

Area

Don’t
Drink

Drink
Infrequently

Never
“Drunk” *

Frequent
drunkenness *

Scotland 13 years

42%

16% last drank
over 6 months
ago

47%

7% drunk more than
10 times

Scotland 15 years

16%

11% last drank
over 6 months

27%

18% drunk more than
10 times

ago
Glasgow City

47%

18% drink once
or twice a year

49% never
or rarely
drunk

27% drunk at least
once a week

West
Dunbartonshire

36%

20% drink once
or twice a year

34% never
or rarely
drunk

23% drunk once or
twice a month or more

Renfrewshire

40%

18% drink less
than every 2-3
months

41% never
or rarely
drunk

22% drunk at least
once a week

* Refer only to population who drink alcohol
While a significant number of secondary school children in NHSGGC and Scotland either do
not drink alcohol or drink only occasionally, there appears to be significant proportion of young
people, among those who drink, who drink to excess.  
In Scotland, 33% of 13-year-olds and 54% of 15-year-olds who drink, reported drinking five or
more drinks on the same occasion in the preceding 30 days.(84) The average amount consumed
by Glasgow school children was not reported. However the 2008 survey indicated that 33% of
those who drink, reported spending at least £6 a week on alcohol, 13% £11 or more a week,
and three percent spending more than £20 a week on alcohol.(85)   
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A measure of the excess alcohol consumption can be estimated by the frequency of
drunkenness. Scotland-wide, 73% of 15-year-olds and 53% of 13-year-olds who had drunk
alcohol reported that they had been drunk at least once in their lives. For many this is not a one
off event.  18% of 15-year-olds and seven percent of 13-year-olds reported having been drunk
more than 10 times.(84)
Of those who drink in Glasgow schools, 42% report being drunk at least once a month, and for
27% of pupils that occurs on at least a weekly basis.(85)     
Scottish figures indicate that alcohol was 69% more affordable in 2007 than in 1980. In 2007,
people in Scotland spent an average of £5.97 per week on alcohol, five percent of their total
expenditure.(84)     
The total number of premises licensed to sell alcohol equates to a rate of 42 per 10,000 of the
Scottish population over 18 years of age. However, there is considerable variation in the rate
between council areas and NHSGGC council areas have below Scottish average rates.(84) Table 4
shows the number and rates of liquor licences per local authority area within the NHSGGC area.
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Table 4
Council Area Total Licences and Licences per 10,000 population(84)

Local Authority

Total
Licences

Licences
per 10,000
population

Rank

% Residents
Living in 15%
Most Deprived
Datazones in
Scotland(15)

Glasgow City

1890

40

1

34

1

West Dunbartonshire

245

34

2

3

6

Renfrewshire

440

33

3

4

5

Inverclyde

191

30

4

4

4

North Lanarkshire

680

27

5

9

2

South Lanarkshire

643

26

6

6

3

East Renfrewshire

137

20

7

0.3

7

East Dunbartonshire

155

19

8

0.3

7

Scotland

17021

42

Rank

NHSGGC has some areas close to the Scottish average, and some where the rates are lower.
Total number of licences, however, is an imprecise measure as it gives no indication of the
capacity of licensed premises, the volume of alcohol sold, or the hours of operation. While the
rates of licensed premises per head of population for all our council areas appear lower than
Scotland, this is not reflected in the levels of harm experienced by our communities or the
adverse effects felt by many of our residents.  
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Health Effects
Alcohol related mortality has more than doubled in the last 15 years.(82) In 2007, of 55,986
deaths registered in Scotland, alcohol was the underlying cause in 1,399 (2%).(84) For NHSGGC
in 2007, the standardised alcohol related death rate per 100,000 population was 56, compared
to an alcohol related death rate of 35 per 100,000 population in Scotland for the same period.(84)
In Scotland during 2007, 66% of alcohol related deaths occurred in the most deprived areas
of Scotland. In contrast, only 19% of alcohol related deaths occurred in those areas classified
as being the least deprived quintiles.(84) As NHSGGC contains 43% of datazones that make up
the most deprived quintiles in Scotland and 31% of the NHSGGC population live in the 15%
most deprived areas, it is not unexpected that it witnesses a disproportionate amount of alcohol
related ill health.
”I don’t think people understand. They think it’s just a drink but you don’t know what it can do to
you. It can kill you in the end.”(20)

Children and Young People
NHS Quality Improvement Scotland analysed alcohol related attendances of children and young
people to emergency departments in Scotland during a six week period in 2007. During this time
367 males and 302 females across Scotland attended accident and emergency departments
as a result of alcohol use, two percent of all attendances by young people; 27% under 17
years of age. This included 132 males and 109 females aged eight to 17 years in NHSGGC.
Forty eight percent presented as a result of trauma and 42% as a result of intoxication. Most
attendances took place during evenings and weekends, peaking between 6.00pm to 8.00am on
Saturday evenings to Sunday mornings. Presentations due to trauma increased with age, while
presentations due to intoxication were more common in the younger age groups.(88)

Hospital Admissions
Alcohol contributes to a significant amount of ill health. Only the more serious health problems
are admitted to hospital and this represents the tip of the iceberg. There were 10,762
emergency admissions to acute hospitals in NHSGGC for adults aged over 16 with an alcohol
related problem in 2007/08.  
An audit carried out by NHS Quality Improvement Scotland has revealed that four percent of
emergency department attendances in Scotland are by patients with serious alcohol problems,
mainly dependence (97%). The audit revealed that intravenous B vitamins, which can prevent
the development of alcohol related brain damage were used in only 17% of these patients.
The recommended dose was administered to only 44% of cases. Overall, only 11% of eligible
attendances were referred to specialist services, e.g. social work or alcohol liaison nurse.(89)
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Excess alcohol consumption leads to a myriad of health effects, some occurring over a relatively
short period, e.g. acute intoxication and others which develop gradually following long periods
of heavy drinking. One example of the long term effects of excessive alcohol consumption is
alcoholic liver disease, which is the main cause of death from liver cirrhosis in middle aged
adults in Scotland. Analysis of death from alcoholic liver disease is shown in Figure 2.  

rate per 100,000 population per year

Figure 2
Liver Cirrhosis. Age standardised mortality rates, males and females 15 to 74 years
NHS Greater Glasgow & Clyde and the Rest of Scotland directly standardised to Western
European population  (Source: 1991 WHOSIS)
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For both males and females the rate of deaths from alcoholic liver disease has witnessed a year
on year increase in Scotland from 1981 until 2007, with males experiencing higher rates than
females, as would be expected from their patterns of alcohol consumption. NHSGGC continues
to have a higher age standardised death rate for both males and females than the rest of
Scotland, the rate for males in NHSGGC being particularly high. The last three years, however,
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have witnessed a welcome decline in deaths due to alcoholic liver cirrhosis in males in our
health board area. This trend is most apparent in our 15% most deprived areas among younger
men (20-29 year olds) and older men 60-74 year olds. Among females the opposite trend has
occurred, with a year on year increase among young women (20-29 year olds), while the rate in
other age groups is static or showing a modest decrease.  

Mental Health Effects
Alcohol not only causes physical health effects. In 2006/2007 there were 4,053 alcohol related
discharges from psychiatric hospitals in Scotland involving 3,257 patients.(84) The equivalent
figure for NHSGGC was 1,073 discharges relating to 894 patients.(84) In Scotland in 2006/2007,
alcohol misuse was responsible for 16% of all discharges from psychiatric hospitals.(84)
Psychiatric admission was due to a range of problems, including harmful use of alcohol, alcohol
dependence and alcoholic psychoses.  
Alcohol related brain damage is one of the most disabling forms of psychiatric morbidity due
to excess alcohol consumption. It may present with a mixed picture of dementia and specific
memory impairment or it may resemble either a dementia-like illness or a specific memory
impairment – Wernicke-Korsakoff Syndrome.  
Early treatment may prevent or reverse this form of alcohol related brain damage by use
of vitamin supplementation and management of alcohol withdrawal in dependent patients.
However, a significant proportion of population who develop this condition will only improve
partially, or not improve at all, and will require long-term care for the remainder of their lives.  
Examination of data for NHSGGC has revealed that a disproportionate number of these
individuals reside in our most deprived communities (Figure 3). Many are of a comparatively
young age and can be expected to live for many years if they cease alcohol consumption
(Figure 4). The majority of these patients are male, reflecting the excess alcohol consumption
patterns witnessed in NHSGGC.
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Figure 3
Alcohol Related Brain Damage Acute Hospital Admissions, persons aged 35 plus  
Age & Sex Standardised Ratios by SIMD Quintile,  SMR01 2006/07 to 2007/08
NHS Greater Glasgow and Clyde   (GG&C =100)
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Figure 4
Alcohol Related Brain Damage Acute Hospital Admissions, persons aged 35 plus  
Age & Sex Specific Rates per 10,000 Population, SMR01 2006/07 to 2007/08
NHS Greater Glasgow and Clyde
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The average length of stay in general hospitals for patients who have an emergency admission
due to alcohol is 4.2 days. The average stay for patients who have an emergency admission
and have alcohol related brain damage is 16.7 days. So, while this group of patients may
be comparatively small compared to the majority of patients who consume excess amounts
of alcohol, they require considerably more care prior to discharge from hospital and in the
community once discharged.  
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Community Impact of Alcohol Misuse
Research carried out in communities in Glasgow sought to examine the impact of alcohol on
the lives of its residents. Consultation across all areas of the city identified that 99% felt alcohol
affected their area to a least some degree, and 79% felt the effect to be medium to large.(90) The
impact of alcohol on communities was negative for the majority of residents (95%), with only five
percent of respondents providing any positive effects in their community.  
Areas most affected included shopping areas/precincts, areas where alcohol could be
purchased, parks, waste ground and surrounding streets. Children, young people and the
elderly were most affected. Fears of abuse, violence, anti-social behaviour, litter, vandalism,
violence and gang fighting were the most common negative experiences associated with
alcohol use.(90)   
The majority of respondents felt that the harm caused by alcohol in local communities could
be addressed. Most people felt that a number of different actions had to be taken to make
their communities safer places to live. Most of those interviewed felt that these changes, both
planning and making the changes, needed a high level of community participation to ensure
their effectiveness, and that these changes needed to be made urgently.(90)   

Managing the problem:
Interventions to reduce alcohol related harm
A partnership multi-faceted approach across a range of services is essential if we are to succeed
in addressing the range of physical and mental ill health effects and the social impacts on the
lives of our families and communities. Some actions have begun already to address the issues.
  

Acute Service: Addiction Action Plan
The Acute Addiction Action Plan aims to improve all aspects of the treatment and care provided in
hospital to patients who have alcohol or drug problems. Good care results in better outcomes for
patients and reduces the chances of acute and chronic illnesses as a result of addiction problems.  
One recent development has been the pilot project on Screening and Management of Alcohol
Withdrawal aimed at the introduction of a standardised guidance for all general hospitals across
NHSGGC. The pilot took place in the Royal Infirmary and the Western Infirmary from February
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to April 2009. Departments which participated were A&E, medical receiving wards and general
medical wards. Evaluation of the project identified the most useful model for implementation in
hospitals and result in:• Early identification of alcohol dependent patients
• Improved management of patients with alcohol withdrawal
• Improvements in the use of supplementary vitamins
Appropriate management of this acute medical condition is vital if we are to prevent the form
of irreversible brain damage which is the root cause of Wernicke-Korsakoff syndrome. It also
enables acute staff to refer patients to alcohol liaison services to ensure they receive the help
they need to address their problem drinking. Further information can be obtained from the
Glasgow Acute Addiction Team, telephone 0141 276 6600.

Primary Care: Introduction of Alcohol Screening and Brief Interventions
There is evidence that one-to-one screening and brief interventions in primary care is effective
in enabling people who drink alcohol to excess to reduce their consumption. For further
information see SIGN guideline 74 on the management of harmful drinking and alcohol
dependence in primary care. Targets set in 2007 by the Scottish Government (Better Health
Better Care, Action Plan) require that health boards deliver an agreed number of alcohol based
screen tests and offer brief interventions for people who are hazardous and harmful drinkers.  
This programme has incremental targets over a three year period up to 2011.  
In 2008/09, the first year of operation of the programme, NHSGGC provided training and
resources to enable primary care staff to help patients decrease their alcohol consumption. A
total of 191 primary care staff in 186 practices across NHSGGC were trained by 31 March 2009
to deliver the programme.  
NHSGGC was set a target of carrying out 4,902 brief interventions with patients who were
consuming alcohol at hazardous or harmful levels. In the first year of this programme, NHSGGC
exceeded its target and delivered brief interventions to 7,603 patients.
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Table 5
Alcohol Screening and Brief Interventions by CH(C)Psable

5 Alcohol

CH(C)P

Number of
Patients
Screened

No of Brief
Interventions
Delivered

% Interventions

West Dunbartonshire

1864

1026

55%

Renfrewshire

4499

942

21%

North Glasgow

3276

930

28%

West Glasgow

3615

804

22%

South Lanarkshire

2962

723

24%

South East Glasgow

4149

652

16%

East Dunbartonshire

3150

593

19%

South West Glasgow

1747

590

34%

East Renfrewshire

3849

587

15%

East Glasgow

2553

496

19%

Inverclyde

605

249

41%

North Lanarkshire

34

11

32%

Total

32303

7603

24%
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In year two of this programme, NHSGGC plans to consolidate training for primary care staff
and extend the programme into antenatal care and accident and emergency departments.  
NHSGGC is also actively pursuing the possibility of providing screening and brief interventions
access by a website.
During year three of the programme (2010/11), NHSGGC plans to extend training more widely
across the acute care sector and develop the capacity of community planning partners in local
authority settings to contribute to the delivery of this work.  
Each of these steps will require considerable investment in training and resources to support the
expansion of the programme.  
As this work proceeds, it is anticipated that there will be more demands on specialist services,
as people with more serious conditions are identified. NHSGGC is investing in these specialist
services, including additional specialist alcohol nurses and counsellors.  

Occupational Health
The Health at Work team is responsible for improving health in workplace settings by working
with employers within NHSGGC to assist with prevention and education initiatives to decrease
alcohol misuse for the working age population. Companies who sign up to the Healthy Working
Lives award scheme agree to put in place procedures which will improve the health of their
workforce. Alcohol misuse may be addressed by adopting alcohol policies governing the use
of alcohol by their workforce. Employers may provide one-to-one counselling for employees to
address specific health issues including alcohol misuse.  
NHSGGC has funded the training of occupational health staff in techniques of motivational
interviewing for alcohol brief interventions to increase the skills of occupational health
practitioners and promote the delivery of brief interventions in the work place, thus reducing
hazardous drinking by employees. Training and support for occupational health staff engaged in
this work will be provided by the Health at Work Team.  
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Community initiatives
to reduce alcohol consumption
Residents of most communities in Glasgow experience adverse consequences as a result
of alcohol misuse. Therefore action to prevent the adverse consequences for communities is
essential.  
To succeed, community initiatives aimed to prevent alcohol related harm must be:• Coherent, as isolated interventions are unlikely to succeed
• Sustained, as short term initiatives will have little long-term impact
• Strategic and measured, as without a coordinated strategy there is likely to be little
progress(91)
Successful programmes emphasise modifying drinking cultures through local policies, structures
and systems, strengthening collaborative networks between professional and stakeholder
groups and involving local communities to achieve maximum effect. In this type of work whole
communities are the target rather than individuals within the community.(91)
A pilot community project was carried out in Govan from December 2007 to June 2008.
The project aimed to reduce the accessibility of alcohol to under 18s through the promotion
of responsible sales practices within off-licences and targeting of “agent purchasing” (the
purchasing of alcohol by a person legally permitted to purchase alcohol in order to provide it to
under 18-year-olds). The project included education and training for off-licensing staff, increased
enforcement activity by the police and diversionary activities for under 18-year-olds.(92)
Results of the campaign included:• Raised awareness of licensees and their staff of the importance of refusing sales to
underage people and their agents
• A decrease in attempted underage and agent purchasing of alcohol
• Increased confidence in dealing with agents and underage purchasing
• Improved information sharing among police and other off-licences (92)
There is anecdotal evidence that there was displacement of agent purchasing from off-licences
that took part in the project to others near the project’s boundary. There is also anecdotal
evidence that attendance at diversionary activities increased over the course of the project,
though the extent to which this was due to the project is not clear.  
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Stakeholders and local residents did not observe a difference in antisocial behaviour over the
course of the project. Police statistics, however, show that there has been a significant decrease
(40%) in antisocial behaviour crimes charges, the number of reported incidents of antisocial
behaviour decreased by 20%, and the number of antisocial behaviour incidents logged and
reported on CCTV decreased by 31%.  
Based on the results of this pilot project it was recommended that each CH(C)P should develop
a community based intervention to run over a two-year period to establish interventions which
work at community level.  
Illustrations of successful community engagement with alcohol issues include the “Alcohol in
my Life” campaign in the West of Glasgow. The aim of this programme is to take a partnership
approach to prevention and education for alcohol misuse. It will give an opportunity for young
people, parents, licensees and community members to address key alcohol related health
topics and develop a local community alcohol action plan.  
“Meeting the Shared Challenge” is being used by the East Glasgow CH(C)P to address health
inequalities and enhance the level of control and influence that disadvantaged communities have
over the factors that impact on their health and well-being. A series of community engagement
events are planned to encourage agencies and communities to take ownership and responsibility
for tackling alcohol problems in their community and develop a local alcohol action plan.  

Glasgow City Centre Project
Glasgow city centre is unlike other NHSGGC areas in that it has a small resident population which
is increased at weekends by 100,000 people drinking in the city centre at night, many of whom
have come from much further afield. Most are young, 18-25 year olds and they frequent the 350
pubs which close at midnight and the 90 night clubs which close at 3.00am. These premises are
all licensed to sell alcohol, in addition to licensed hotels, restaurants and off-licences.  
“Play Safe in Glasgow” is a preventative and educational programme which targets 18-30 year
olds and promotes safe, sensible drinking in Glasgow’s city centre. It has been running annually
over the festive period since 2004. This programme is offered at work to employees of interested
companies. In the winter of 2008/09, 28 workshops and six events were held in workplaces in
Glasgow. Evaluation of the project revealed that 90% of staff found the Play Safe session to
be useful and 37% indicated that they would change or modify their alcohol as a result of the
session. For further information see the Health at Work Play Safe Report 2008-2009.

73
FINALREVISEDprintDPH DEC09.indd 73

01/12/2009 11:53

Additional work to improve
the safety of the city centre at night
A further five-year city centre community prevention trial is currently underway in Glasgow
looking at means to decrease incidents of violence in the city. It will analyse incidents of
reported crimes, A&E admissions and police data to evaluate whether the level and seriousness
of crime is decreasing.  

Assessing overprovision of licensed premises
The new 2005 licensing legislation came into force in September 2009. Paragraph 7 of the
Licensing (Scotland) Act 2005 places a range of responsibilities on local licensing boards.
These include a responsibility to assess over-provision of licensed premises and licensed
premises of a particular description. (Licensing Scotland (Act) 2005 Scottish Executive) The
Act does not offer a definition of areas that should be used as localities or a definition of overprovision. Licensing boards are required to make these decisions in consultation with the chief
constable and persons who represent local interests, including licence holders, residents and
health authorities.  
One means of assessing this aspect of the licensing legislation is to assess the prevalence of
alcohol associated crime in localities. Initial work carried out using police, licensing board and
health board data has explored the level of violent crimes in communities. Pilot work revealed
that the strongest predictor of violent crimes in a neighbourhood was the number of licensed
premises in the area. This work was useful in identifying areas where high numbers of licensed
premises were contributing to crime.  
Further work is currently underway looking at the whole of NHSGGC using police, licensing
board and health board data. On completion it will be useful to licensing boards in assessing
new applications for premise licences in areas where high numbers of premises are already in
existence, exploring the potential harm that may result from issuing further licenses.  
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Public Health Messages
• Excess alcohol consumption is a major public health problem in NHSGGC and causes
most harm in our more deprived communities
  
• A large proportion of the local population drinks more than the recommended sensible
amount
• A higher proportion of the population in the younger age groups, under 45 years of age,
exceeded recommended drinking limits for both males and females
• In 2007, the standardised alcohol related death rate per 100,000 population in NHSGGC
was 56, compared to 35 per 100,000 population in Scotland
• There is evidence that one-to-one alcohol screening and brief interventions are effective in
enabling people who drink alcohol to excess to reduce their consumption
• Appropriate management of alcohol dependency and withdrawal symptoms in the acute
setting can prevent irreversible brain damage. It also enables acute staff to refer patients
to alcohol liaison services to ensure they receive the help they need to address their
problem drinking
• Our local communities report adverse consequences due to public drunkenness,
vandalism and public disorder
• Community intervention aimed at reducing the accessibility to alcohol can result in
a significant decrease in antisocial behaviour crime charges, incidents of antisocial
behaviour reported by local residents and antisocial behaviour
• The strongest predictor of violent crimes in a neighbourhood was the number of licensed
premises in the area
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Priorities for Action
National
• Scotland as a nation is consuming far more alcohol than is safe. The most effective means
of decreasing alcohol consumption is to increase the price of alcohol relative to income.  
NHSGGC and its partners must support the government proposals on taking action to
restrict promotions of alcohol beverages and introducing a minimum retail price for a UK
unit of alcohol

Local Authorities and Licensing Boards
• Licensing Boards should draw up specific plans to meet the objective of promoting and
protecting public health. The core content of these should include policies on special
offers, over-provision and meaningful consultation with communities will all support this.  
Any extensions to current licenses or applications should be assessed in the light of
concerns of local communities
• Local authorities should ensure that arrangements for community representation on
licensing are sufficiently robust to enable the concerns of the population to be adequately
and impartially represented to the forum. CH(C)Ps should work with local councils to
safeguard community concerns at the licensing board and protect and improve public
health
• Information about the level of alcohol related incidents investigated by the police should
be made known routinely to the licensing board, particularly where these involve a
specific area or premises. A zero tolerance of these issues in local communities should be
expected
• Alcohol related violence is associated strongly with the number of licensed premises in the
area. The Public Health Team will offer licensing boards guidance on analysis of alcohol
related violence and licensed premises
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• Proof of age should be required by all young people under the age of 25 who wish to
purchase alcohol. Proof of age cards should have the date from which the young person
is entitled to purchase alcohol rather than a date of birth, and must be of a form that is not
easily forged, similar in form to a passport
• Existing offences of supplying alcohol to a drunken person and of entering or being drunk
within licensed premises should be regularly enforced and detections reported to the
relevant licensing board. Sanctions should be publicised as a means of encouraging other
premises to adhere to best practice
• Each CH(C)P should engage with local communities and their community planning
partners in drawing-up and implementing an evidence-based action plan which provides
communities with the support they need to tackle alcohol misuse based on evidence from
effective pilots. Communities and individuals who have experienced the adverse health
effects of alcohol misuse should be supported in raising objections to the application for
further alcohol licenses in their area

Health Services
• Screening and brief interventions allow people who drink at hazardous levels to think
about, and curtail, or otherwise modify their drinking habits. Screening and referral for brief
intervention should be expanded to include community planning partners
• Alcohol screening and brief interventions should be trialed in an out-patient setting to
assess effectiveness

Occupational Health
• Responsible employers who are working towards Scotland’s Healthy Working Lives
Awards must be supported in their efforts to introduce alcohol policies into the workplace,
train occupational health staff in educating employees to prevent alcohol misuse and in
the conduct of screening and brief interventions for employees and ensuring that those
employees who require further treatment are supported in accessing this.

77
FINALREVISEDprintDPH DEC09.indd 77

01/12/2009 11:53

Chapter 6
The Population of
NHSGGC needs to get more active        
Promoting increased levels of physical activity in the population has been described as “a
best buy in public health”.(93) Regular physical activity can protect against the risk of high blood
pressure, stroke, coronary heart disease, type 2 diabetes, osteoporosis and some cancers.(94)
There is evidence to show that those who are physically active have lower rates of smoking and
substance misuse.(95)  Becoming more physically active can improve mental health and wellbeing, extend our social networks and has a major role to play in weight control.(96) Adults who
are regularly physically active have a 20 to 30 percent reduced risk of premature death and up
to 50 percent reduced risk of developing major chronic diseases.(97)
The Scottish Physical Activity Strategy states that a one percent reduction each year in the
number of inactive Scots for the next five years would have a number of significant impacts
including;
• £3.5million savings to the NHS through reduced annual admissions
• 157 less deaths from coronary heart disease, stroke and colon cancer related
inactive lifestyles
• 2,839 life years saved from reducing these overall deaths

The estimated total economic benefit would be £85.2million.(98)
Regular physical activity can help to prevent obesity which was highlighted as a major public
health issue in the Director of Public Health’s Report, A Call to Debate: A Call to Action,
published in 2007 and continues to be a priority for action.(16)
Concern at a UK government level regarding increasing levels of obesity has led to the
establishment of an expert group – Foresight – to consider how best to tackle this important
public health issue.(99) The Foresight group estimated that economic costs attributable to obesity
at a UK level will rise from £15.8billion in 2007 to £49.9billion by 2050 if no action is
taken.(99) If we adjust this to a population of the size of NHSGGC, attributable costs were
£316milion in 2007 and will rise to almost £1billion by 2050 (at today’s prices).
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An important key to promoting physical activity may lie in changing the environment. The five
year review of Let’s Make Scotland More Active concluded that “the creation and provision of
environments that encourage and support physical activity offers the greatest potential to get
the nation active”.(100)
Therefore, in order to promote successfully physical activity, action on the environment as well
as action at an individual, community and organisational level is needed.
In this chapter, we set out trends in national and local physical activity levels; summarise the
evolving policy context; outline current action to promote physical activity on the ground; and,
finally, present key public health messages and priorities for action that we believe will help to
grow a more physically active population. Although this chapter focuses on physical activity it
will also discuss some of the issues of diet and nutrition to reverse increasing obesity trends.  

Trends in physical activity
To gain health benefits, adults are currently advised to accumulate at least 30 minutes of
moderate intensity activity on most days of the week (five or more) and children should
accumulate at least one hour daily. It is recommended that all children and young people aged
5 to 16 participate in physical activity of at least moderate intensity for one hour on most days of
the week.(98)
Figure 1 illustrates the sources of physical activity in the population. Importantly, sport only
accounts for eight percent of the total physical activity carried out by active adults.
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Figure 1
Sources of physical activity in the population
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National Data from the Scottish Health Survey and Health Education Population Survey (HEPS)
indicate generally low levels of physical activity, with the majority of men and women failing
to achieve the recommendations. Most people in Scotland are not active enough; around two
thirds of adults living in NHSGGC do not participate in enough physical activity to meet the
current recommendations.(101)
HEPS found that between 1996 and 2005 there had been a slight increase in the proportion
achieving the recommended levels but no clear trend over time, men achieving higher levels
than women.(102) National data presented similar trends to local data but some variance exists
between recorded activity levels, with local data showing significantly more respondents
meeting the target.  This can be seen in Figure 2 which shows trends from the NHSGGC Health
and Wellbeing survey. From 1999 to 2002, there was an increase in physical activity involving
both males and females, but from 2002 to 2005 this levelled out, followed by a sharp decline,
from 2005 to 2008, from 58% to 45%, in those adults over 16 achieving the recommended
levels of physical activity.
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Figure 2
Trends in percentage of respondents achieving the recommended levels of physical activity
aged 16 plus 1999 to 2008
% of Adults Meeting Physical Activity Recommendations, 1999 to 2008
Source: NHSGGC Health & Wellbeing Surveys
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Results from the 2008 NHSGGC Health and Wellbeing Survey show that across NHSGGC
less than half the adult population (45%) meet the national recommendations for physical
activity.(17,98) These trends will be investigated further when we compare NHSGGC’s Health and
Wellbeing Survey data with the 2008 Scottish Health Survey Data.
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Older people are less likely to meet the national recommendations, with less than one third
(29%) of those aged over 65 meeting the target, while half the 16 to 44-year-olds met the target
as Figure 3 illustrates:
Figure 3
% of Adults Meeting Physical Activity Recommendations by Age-group
Source: NHSGGC Health & Wellbeing Survey, 2008
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People living in our most deprived communitiesg were less likely to meet the physical activity
targets (39%) compared to people who lived elsewhere in NHSGGC, men (47%) were more
likely than women (43%) to be physically active enough to meet the target.
Scotland’s routine surveys confirm that compliance with the current recommendations for
physical activity is patterned by gender, age and deprivation.
• Older men were less likely to be regularly physically active regardless of level of
deprivation; those living in the most deprived one fifth of areas are less likely to be
regularly physically active irrespective of age
• Older women are less likely to be physically active regardless of deprivation. Women aged
45-54 were less likely to meet the recommendations if they lived in the most deprived quintiles
g  Our most deprived communities are defined as those living in the 15% most deprived area using the Scottish Index of Multiple Deprivation
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• Women living in the most deprived areas were less likely to meet the current
recommendations for physical activity than those in the most affluent areas regardless of age
• Half of men aged 16 to 64 regularly participate in physical activity compared to just over a
third of women (48% compared to 36%). From 1995 to 2006 there is little change in these
patterns. Health inequalities in physical activity continue to be a challenge.(103)
People living in our most deprived communities were more likely to travel by active means or
use public transport, but less likely to use the car, as illustrated in Figure 4.
Figure 4
Percentage of adults that used active, public or car/motorbike as their main modes
of transport by deprivation
15% Most Deprived Areas

Other Areas

24%

Active Travel

17%

Public Travel

36%

Car/Motorbike

57%

26%

40%
Source: Health and Wellbeing Survey, 2008, NHSGGC
It is encouraging that many of the children living in the NHSGGC area take either public
transport, or walk to school. There is some variation across the area as we would expect due to
the variation in dispersion of the catchment areas of schools in the various local authorities.
It is disappointing, however, that the proportion of children journeying to school by car is above
the Scottish figure in all but one of our local authority areas, as shown in Table 1. For example,
around one third of children travel to school by car in East Renfrewshire and Inverclyde; around
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a quarter of children travel to school by car in Glasgow City, whereas in Renfrewshire and
Scotland as a whole, around a fifth of children travel to school by car. Evidence from NHSGGC
Glasgow schools’ survey suggests that although less than 1 in a 100 cycle to school, ten times
that number would like to.(85)
Table 1
Percentage of school children that travelled to school using active means, public transport, or car.

Scotland

Glasgow
City

East
Renfrewshire

Inverclyde

Renfrewshire

58%

62%

54%

49%

56%

Public
transport 20%

11%

11%

16%

23%

Car

26%

34%

34%

20%

Active
travel

22%

Source: Sustrans, 2009(104) Data not available for West Dun; East Dun or Cambuslang/
Rutherglen areas of NHSGGC
Cycle ownership rates have been identified as being low in Glasgow at just fewer than 20%.(105)
To help young people to have access to bicycles, Land & Environmental Services have set up
a ‘School Bicycle Loan Scheme’. Schools that are willing to set up a cycling club for their pupils
are given 30 mountain bikes, plus supporting equipment. Eleven secondary schools have joined
the scheme and 2009 saw the scheme extended to include primary schools.
In 2007 the DPH report highlighted increasing levels of adult obesity, with 60% of NHSGGC’s
adult population being either overweight or obese (using statistics from the Scottish Health
Survey). Interestingly, those who were underweight/ideal weight were just as likely as those who
were overweight/obese to meet the national recommendations for physical activity as Table 2
illustrates.
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Table 2    
Percentage of underweight/ideal weight and overweight/obese people who meet the national
recommendations for exercise

Underweight/
Ideal weight h

Overweight/
Obese i

Total

Meets national
physical activity
target

46%

46%

46%

Below national
physical activity
target

54%

54%

54%

Source: Health and Wellbeing survey, 2008, NHSGGC
Adults who were overweight/obese, however, were less likely to participate in any sport in
the previous month, with just 31% of overweight/obese people participating and 39% of
underweight/ideal weight participating. People who were overweight/obese were also less likely
to use an active mode of transport or use public transport, but more likely to use the car than
underweight/ideal weight people, as Figure 5 illustrates.
Figure 5
Percentage of underweight/ideal weight and overweight/obese people using active, public or
car/motorbike as their main form of transport.
Underweight/Ideal Weight

Overweight/Obese

15%

22%

Active Travel
Public Travel
Car/Motorbike

48%
57%

28%

30%
Source Health and Well Being Survey, 2008, NHSGGC
h   Underweight/Ideal weight is a body mass index below 24.9
i    Defined as body mass index over 25
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For adults living in the NHSGGC area, relatively few adults had participated in any sport
(43%) in the previous month. Further participation in sport is less likely in our most deprived
communities where just 27% participate in sport compared to 37% in other areas. Younger
people were more likely to report participating in sport with 54% of 16 to 44-year-olds
participating compared to just 26% of over 65s, as Figure 6 illustrates.
Figure 6
Percentage of adults who participate in sport by Age-group
Source: NHSGGC Health & Wellbeing Survey, 2008
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National Policy
Let’s Make Scotland More Active, the National Physical Activity Strategy, was published in
2003(98) and reviewed in 2008.(100) The review group wanted to look at what has been successful,
what the key challenges are and to make recommendations for future priorities.
The recommendations from this review are that by 2022, 50% of adults and 80% of children will
be expected to meet the current recommended levels of physical activity.
Healthy Eating Active Living(106) is part of the Scottish Government’s approach to tackle
jointly action on physical activity and obesity and has set targets for Health Boards’ to design
interventions that will have a positive impact on children’s weight.
The curriculum for excellence aims to achieve a transformation in education in Scotland by
providing a coherent, more flexible and enriched curriculum for children and young people aged
3 to18. The curriculum emphasises children’s experience and is outcome-focused on health and
well-being, physical education, physical activity and sport.(107) These are the key policy drivers
that will support the population to become more active.

Supporting our population to become more active
“We should encourage not just the youngsters but also the older generation to do exercise”(20)
Let’s Make Glasgow More Active published in 2007 is the Glasgow City Physical Activity
Strategy and “aims to encourage concerted and coordinated action to increase the levels of
physical activity for the whole population”.(96) The strategy is underpinned by a partnership
model rooted in community planning and has been developed by a multi-agency Physical
Activity Forum. Its vision is “More Glaswegians, more active, more often”.
The Forum has identified clear outcomes for the strategy which are:
• Improved physical health
• Improved mental well-being
• Improved life circumstance
• Improved social health
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The outcomes will be achieved through the implementation and monitoring of strategic
objectives across three strands - city, communities and disadvantaged groups - with the key aim
of increasing participation in physical activity with a major focus on those who are least active
and most disadvantaged, ensuring widening access and equity of opportunity.
In order to achieve strategic outcomes, approaches need to:
• Create an ‘environment’ to be active easily – through a commitment to green and play
spaces, community safety and urban regeneration
• Promote ‘active travelling’ by integrating transport policies and invest in infra-structure i.e.
cycle networks
• Develop ‘active communities’ through creating and enhancing access and opportunities
that encourage, motivate and support children and adults to be physically active within
their communities
• Initiate ‘participation’ in physical activity, progression into structured activity and sport with
pathways to progress to sporting excellence
The development of cycling is a theme which runs through all of the above aspirations and
Glasgow City Council is drafting a ‘Strategic Plan for Cycling’ which seeks to progress cycle
development in a cohesive manner. In doing so, the Council has involved a number of external
agencies with an interest in developing cycling within the city.

Environment
Glasgow City is one of eight Equally Well test sites in Scotland established to contribute to our
learning on how to maximise our impact to reduce health inequalities. The Glasgow City test
site focuses on healthy urban policy by developing a healthy sustainable neighbourhood model
which can be used by town planners at various stages of the planning process.(108) This initiative
recognises that place and space have an impact on human health and well-being. Health
considerations are built into the planning processes; with one of the aims being to tackle obesity
through environmental action in the City’s more deprived neighbourhoods.
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In Dalmarnock, for example, health is being integrated into the master plan in order to deliver
a healthy infrastructure to encourage walking and cycling as well as other health benefits of
an environment which puts people at its heart. NHSGGC is involved in the development and
evaluation of this project, which should lead to changes in planning practice to incorporate
health on a more routine basis.
Glasgow City Council is in the process of drawing up a Core Paths Plan, in line with its duties
under the Land Reform (Scotland) Act 2003, which records the strategic and important paths
and routes around the City.
The Core Paths Plan will connect homes with workplaces, schools, public services, parks,
greenspaces, neighbouring communities and the wider countryside and therefore contribute
significantly to ensuring that an appropriate level of infrastructure is in place to support informal
physical activity, in particular walking, cycling and running.
http://www.glasgow.gov.uk/enResidents/GettingAround/CorePathPlan/
http://www.glasgow.gov.uk/en/Residents/Parks_Outdoors/HeritageTrails/

Active Travel
Encouraging active travel and reducing car use has the potential to integrate more physical
activity into the daily routine of many people who are currently not sufficiently active. However,
poor transport infrastructure for walking, cycling and public transport can act as a barrier to
taking up these more physically active alternatives to the car.(109,110)
Transport infrastructure to support active and sustainable travel should include safe walking and
cycle routes with good lighting, CCTV and, where possible, segregation from motorised traffic,
dedicated bus lanes and good integration between different modes of transport. Improvements
to the transport infrastructure are being progressed through the local authorities’ Local Transport
Strategies and the Strathclyde Partnership for Transport (SPT) Regional Transport Strategy.(111)
Another key initiative in this regard is ‘Smarter Choices Smarter Places’, a Scottish Government
partnership designed to promote healthy lifestyles, active travel and public transport use and
to encourage us out of our cars. NHSGGC community health partnerships, in partnership with
three local authorities, have been successful in securing Scottish Government funding to take
forward programmes within their local communities.
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East Renfrewshire
Work is underway to promote health and well-being in Barrhead through regular walking and
cycling.(112) As part of the Glasgow and Clyde Green Network Partnership, East Renfrewshire
is also undertaking a consultation process with the local community in Auchenbach to make
the best possible use of outdoor spaces. The consultation involved a community photography
project and interviews and group discussions to establish attitudes towards physical activity.(113)

East Dunbartonshire  
East Dunbartonshire CHP is taking forward plans to promote active travel by improving the
local infrastructure to promote walking and cycling and develop social marketing techniques to
promote behaviour change that will have a positive impact on increasing active travel.

Glasgow – East End
The East End accessibility project aims to encourage residents and visitors in Glasgow’s East
End to foster healthier lifestyles by adopting sustainable and active modes of transport. In
addition, this project aims to leave a lasting legacy for local residents and future venue users
after the 2014 Commonwealth Games.
A key element in transport planning to support active travel is the provision of accessible,
up-to-date and reliable information for transport users. This includes maps and route planning
advice for walking and cycling, as well as timetables, route maps and interactive journey
planning for public transport. One development has been the inclusion of Glasgow in the
Walkit.com website which provides a free route planner for walking journeys.(114) In partnership
with SPT and Traveline Scotland, NHSGGC has introduced a scheme to provide personalised
journey plans with outpatient appointment letters that advise the patient how they can access
their appointments by public transport.(115)
The development of SPT’s Bus Action Plan and the introduction of ‘bus wardens’ to monitor
service standards have been significant steps towards better public transport services. Bus
passengers have seen many improvements as a result of the enforcement action taken by the
bus wardens, which have given bus users more confidence in the services and encouraged
greater use of public transport.
Walking has been described as the ”nearest activity to perfect exercise”.(93) The five-year review
of Let’s Make Scotland More Active concluded that “the creation and provision of environments
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that encourage and support physical activity offers the greatest potential to get the nation
active.”(100)
Walk Glasgow is a partnership project that aims to develop and promote walking opportunities
across the city. The initiative focuses on three key areas: communities, workplaces and schools.
Training and support is provided to enable volunteers to set up and lead short health walks in
their neighbourhood, for colleagues at work or local school children.
Glasgow City Health Commission recommended further support for green travel plans. These
plans encourage employers to develop plans with their staff to optimise the use of active and
sustainable transport to and from work and during the working day.(116) NHSGGC and most local
authorities in the NHSGGC area have green travel plans in place for staff and have been taking
forward a range of initiatives to promote staff travel by walking, cycling and public transport.

Active Communities
One programme that encourages our population to become more active is the NHSGGC Live
Active Referral Scheme delivered jointly with our local authority partners. The programme
involves health professionals referring inactive patients to a supported physical activity
programme in local authority sports centres across the area. The first phase of the evaluation
will report later this year. Early findings indicate that of the 3,139 patients referred to the
scheme, 69% attended following baseline appointment. Participants are encouraged to exercise
independently and progress is monitored at six and 12 months.  Twenty three percent of
participants attended the six-month consultation and 14% attended the 12-month consultation.
While the numbers completing the programme are relatively small, they compare well to other
programmes. Significant health benefits are seen in those who complete the programme. For
example, weight loss between start and six months, which was sustained at 12 months and
reduction in anxiety and depression scores measured by the HADS scale (Hospital and Anxiety
Depression Scale). There was an increase in overall physical activity.
Vitality is the NHSGGC’s new referral exercise scheme offering classes suitable for people
with different physical abilities and medical conditions, including: older adults, stroke survivors,
people with heart conditions, people living with Parkinson’s disease, multiple sclerosis,
osteoporosis and breathing difficulties. Led by highly trained and experienced instructors, these
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classes are suitable for different levels of ability and are open to anyone who feels that they
need support to live more actively.
For individuals not participating in any physical activity, the biggest perceived barrier is time.(96)
It is important therefore for individuals to see physical activity as part of their daily routine and
not in addition to it. For that reason the workplace is an ideal setting to deliver physical activity
programmes and to provide working age people with the knowledge, confidence and skills to
make healthier lifestyle changes.
Active travel to and from work in particular can be effective at integrating physical activity into
one’s daily routine.(117) Organisations and employers can provide facilities such as showers and
bicycle racks to promote active travel, incentivise staff through Bike to Work or salary-sacrifice
bus ticket schemes and provide public transport information to their staff and customers. They
can also establish lunchtime walking and running groups or run on-site fitness classes. They
can engage in national campaigns to provide information on the benefits of exercise, promote
and support events such as Walk to Work week, provide information on local sporting facilities
and also participate in schemes to purchase corporate membership of local authority sporting
facilities for their employees. Cycling Scotland offers a ‘Cycle Friendly Employer Scheme’. The
aim of the award is to give employers the incentive to achieve a nationally recognised award for
promoting cycling in the workplace which will result in benefits for employers and staff.(118)
A good example of this in practice is Activity Works a Healthy Working Lives and Health at Work
initiative piloted with Culture and Sport Glasgow. This initiative delivers structured packages of
activity that companies can use to work towards the Healthy Working Lives award scheme.
The NHSGGC Health at Work team have in place a three-year strategy to deliver programmes
in the workplace and this incorporates promotion and provision of physical activity initiatives.
They have developed resources and training for employers to support these programmes and
the majority of this work is delivered under the banner of the Healthy Working Lives award
scheme. This national award programme provides a framework to enable workplaces to sustain
and improve staff health and well-being.
NHSGGC is participating in Healthy Working Lives and has developed a Staff Health Action
Plan in partnership with Glasgow City Council. The aim is to improve the health and well-being
of staff by providing access and support to a variety of healthy lifestyle options and by engaging
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and listening to staff. The action plan sets out a commitment to health and well-being, focusing
on alcohol, physical activity and mental health.

Participation
The Commonwealth Games in Glasgow in 2014 offers unprecedented opportunities to focus on
physical activity before, during and after the Games. We need to work together with our partner
local authorities to ensure that the Games are relevant and encourage participation in sport
in all sectors of the community, including older people and those living in our most deprived
areas.  For example the International Mountain Bicycling Association cited Scotland as a ‘global
superstar’. The provision of a mountain bike course within Cathkin Braes Country Park presents
the city and particularly the adjacent area of Castlemilk with an opportunity to see a legacy
developed in this rapidly growing sport.(119)
During 2008-2009 NHSGGC has been heavily involved in undertaking a Health Impact
Assessment (HIA) of the Games. This is an exercise designed to maximise the health potential
of the Games and their legacy. The HIA feeds into the development of plans at all stages by
providing evidence for decision makers about the effect their decisions are likely to have on
the health of the population. These decisions range from transport infrastructure, development
of facilities and opportunities for participation to pricing policy and access. The priority of the
Commonwealth Games Legacy plan is to get Scotland physically active, with people living long,
healthy lives. This includes the creation of a popular and high profile movement to get people
active by encouraging all ages and abilities to get ready for the Games by setting a personal
goal to improve their health and fitness. This Active Nation programme could help to motivate
the people of NHSGGC to achieve long-term behaviour change and we will work with our local
authority partners and sports organisations to help make this a reality.

Physical activity and obesity
“Rather than go outside to play with friends they sit in the house in front of the TV.”(20)
The recommendations state that to prevent adults becoming overweight or obese requires
45-60 minutes of moderate intensity activity per day, particularly if energy intake is not reduced.
In addition, people who have lost weight should be advised that they may need to do 60-90
minutes of moderate intensity activity a day to sustain weight loss.(97)
In children, the recommendations for weight loss can be achieved only by sustained lifestyle
changes such as a minimum of 60 minutes of moderate/vigorous physical activity per day and by
reducing physical inactivity, e.g. watching TV, to less than two hours per day on average.(120)
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Obesity Strategy
Physical activity and healthy eating are identified as public health priorities because of their
inter-relationship and the recognition that it is the only viable way to reduce the epidemic of
obesity. NHSGGC, working with NHS Health Scotland, is in the process of developing an obesity
strategy which will be finalised in 2010. A comprehensive programme of work tackling obesity
issues is underway in partnership with local authorities. Glasgow City Council Healthy Weight
Strategy is an excellent example of a local authority recognising its role in combating obesity.

Shape Up
Shape Up is a weight management programme aimed at those with a BMI of 25-35. This
lifestyle programme is delivered by trained coaches through local authorities. In addition,
NHSGGC offers a specialist service to people with a BMI over 35. This is by GP referral only
and is an area-wide service.

Healthy Weight Communities
Healthy Weight Communities is a Scottish Government initiative that takes an outcome-focused
approach to tackling unhealthy weight with a particular focus on children and young people. NHSGGC
has two pilot programmes running in East Renfrewshire CH(C)P and South West Glasgow CH(C)P.

Active Children Eating Smart
Active Children Eating Smart is a new childhood obesity intervention developed by NHSGGC in
partnership with Culture and Sport Glasgow and other local authority leisure services. The aim
of the initiative is to assist children and young people, in cooperation with their families, to either
lose or stabilise weight.

The Big Eat In
All first year pupils in eight secondary schools across Glasgow city are being encouraged to
stay on the school premises at lunchtime during 2009-2010 academic year.
Education and catering staff have adopted a holistic approach to create an enjoyable, healthy
active lunchtime where a healthy lunch will feature but not dominate. A package of initiatives
has been established in each school to provide a positive incentive for pupils to remain on the
school premises. Initiatives vary from school to school but include recreational activity, sport and
lunchtime clubs.
Partnership working, communication and pupil/parent involvement are prominent features of
each school’s individual implementation plan.
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Providing Resources
NHSGGC has developed a number of resources to support physical activity.
http://www.phru.net/perl/Lists/Health%20Education%20Resources/Physical%20Activity.aspx

Public Health Messages
Despite the National Physical Activity Strategy, trends in NHSGGC suggest that multi-agency
leadership and drive is required if we are to meet the national targets for physical activity.
Physical inactivity remains the most common risk factor for coronary heart disease in NHSGGC
today and is a core concern.
Key challenges include:
• An increase in participation of those groups who are least active
• An increase across the entire population at all ages
• Maintaining active levels of those who are currently active
It’s never too late to start being active to confer health benefits across all ages.
Walking can be described as the nearest activity to perfect exercise and should be a priority activity.

Priorities for Action
• Support implementation of the Glasgow Health Commission recommendations across
NHSGGC including car-free days in city and town centres and organisation of a cycling
summit
• Support and develop a sustainable transport infrastructure which promotes active travel
including cycling and walking
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• In order to encourage people to take up public transport, routes must be “joined up”,
frequent and cheap. Purchase of a single ticket should be sufficient to allow the user to
travel from A to B on multiple modes of transport if required, and using different operators
• Planning journeys can be a barrier to using public service providers, and information on
the options for travel must be easily accessible - not only available online
• Development of escorted cycling schemes to encourage reluctant cycling commuters
• Consider establishment of ‘cycling libraries’ when evaluation from other cities is available
• Roll out the provision of free bikes to schools, based on the successful pilot in Glasgow
• Walking is the most effective and easiest way to include physical activity in everyday life.
We need to ensure reduction in barriers, real or perceived, and ensure that communities
have equity of access to greenspaces
    
• Physical activity is the best buy for public health because of the health benefits it confers.
We need to ensure physical activity is included in Health Impact Assessment of planning
guidance
• We need to create opportunities to work with others such as planners, environmentalists
and our communities
• Ensure the legacy of the 2014 Commonwealth Games is a legacy for all and not just elite
sportsmen and women
• NHSGGC and community planning partners should embrace fully and utilise the
opportunities provided by Active Nation (as part of the Commonwealth Games legacy)
to promote physical activity. This programme aims to encourage mass participation in a
range of physical activity including dance, walking and sports
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Chapter 7
The potential of preventive health approaches in
improving well-being and preventing disease
The aim of this chapter is to consider some practical ways in which health services can
contribute to preventing the onset of disease or limit the effect of ill health on the well-being
of individuals and groups. There are many examples of preventative health approaches, e.g.
all of our screening programmes, about which there is a separate annual report, the Hepatitis
C Action Plan and immunisation programmes.(121,122) This chapter, however, will focus on two
population groups that carry a disproportionate burden of ill health - people who live in deprived
areas and the older population.This work also contributes to the range of actions that are
required to address health inequalities.

Why is prevention of major diseases important?
Everyone has the right to good health, regardless of their personal circumstances. We know
that it is not possible to prevent every single occurrence of the major diseases, cancer and
diseases of the heart, lungs and circulation however certain risk factors make the disease much
more likely to occur and many of these risk factors are preventable. If these risk factors changed
on a big enough scale across the population, the health experience of the NHSGGC population
could be transformed. Moreover, many of the diseases that cause the greatest burden of ill
health share common preventable factors, offering the added advantage of reducing several
diseases and health problems simultaneously. Therefore it is vital that our prevention activities
are as powerful, effective and accessible as we can possibly make them. Although it is clearly
not possible to prevent all causes of death, over half of all premature deaths, those that occur
before the age of 75, in NHSGGC are potentially preventable. Table 1 shows the size of the
contribution made by preventable risk factors to circulatory disease in developed countries.
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Table 1
Individual and joint contribution of common preventable risk factors to premature deaths (under
75) caused by diseases of the circulation(123)

Disease

Contributory Risk Factors

% joint
contribution
to premature
deaths

Stroke

High blood pressure (58%)
High cholesterol (13%)
Overweight & obesity (11%)
Low fruit & vegetable intake (10%)
Physical inactivity (5%)
Smoking (8%)
Alcohol (7%)

62-69%

High blood pressure (45%)
High cholesterol (48%)
Overweight & obesity (22%)
Low fruit & vegetable intake (31%)
Physical inactivity (22%)
Smoking (8%)
Alcohol (3%)

73-82%

Coronary heart disease

The health experience of the NHSGGC population is far from evenly distributed, with some
communities systematically experiencing much poorer health and greater health risks than more
advantaged social groups. The underlying reasons are complex and rooted both in history and
in contemporary social influences that affect some communities more than others. There are
clearly many different ways of categorising social groups, for example from the perspective
of age, gender, ethnic group or socio-economic status. In this chapter, we focus on the socioeconomic dimension of health equity. The Scottish Index of Multiple Deprivation (SIMD)
identifies small area concentrations of multiple deprivation; SIMD is commonly used as a proxy
for socio-economic status at a population level.(15) Using this proxy, it is clear that the health
experience of the most deprived areas, SIMD Quintile 1 and the most affluent areas, SIMD
Quintile 5, is strikingly different (Figure 1).  In this case, we have used premature death as an
indicator of poor health, although we could have selected any one of a range of other measures.
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Figure 1
Premature mortality (age 0-74) in NHS Greater Glasgow and Clyde, 2006-2008
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Source: GRO Annual Mortality Data(124)
Figure 1 shows two striking features; firstly, that the absolute burden of premature deaths
falls largely on NHSGGC’s most deprived communities, shown as Quintile 1. Secondly, the
underlying causes of this premature mortality burden show very different patterns across the
five deprivation quintiles, with a higher proportion of deaths due to preventable causes in the
most deprived quintiles. External causes of injury/poisoning, including suicide, drugs, alcohol
and violence related issues, are important as preventable causes of premature morbidity and
mortality in the younger population from our most deprived communities. There are a number of
important health improvement and prevention activities being undertaken in this area, which are
outwith the scope of this particular chapter.
Although we now have effective prevention interventions, such as smoking cessation support,
blood pressure lowering medication, statins and many other prevention strategies, the extent
to which this potential effectiveness translates is not fully realised. Many factors systematically
make it harder for some sections of the population to access, uptake and maintain preventive
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interventions than others (Figure 2). Those who have the greatest capacity to benefit face
the greatest barriers to accessing and sustaining evidence based preventive interventions.  
Concerted action on these barriers will improve the equity and the overall impact of our total
prevention effort.
Figure 2:
The equity gap: potential v. ‘real world’ effectiveness in prevention
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A framework for prevention
There are important opportunities for health gain at each stage in the development and
progression of all major diseases, which can be considered along the continuum of primary
prevention, secondary prevention or tertiary prevention (Figure 3).  
Figure 3
An integrated approach to disease prevention

Primary prevention is intended to prevent the development of a disease and includes action
on wider health circumstances and health determinants, as well as interventions that are
delivered at individual level, either the whole population (for example, childhood immunisation)
or targeted towards certain population subgroups, such as those at greater risk of developing
cardiovascular disease. Secondary prevention aims at early disease detection, thereby
increasing opportunities for interventions to prevent progression of the disease. Tertiary
prevention reduces the negative impact of an already established disease by restoring function
and reducing disease-related complications.

Disease prevention in deprived areas: Keep Well
Keep Well is a large scale national anticipatory care initiative originally launched in 2006.(125)  
Anticipatory care is an umbrella term for a spectrum of planned, systematic and structured
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approaches intended to prevent or delay the onset of disease. It seeks to engage all individuals
in the target population to prevent disease, rather than solely reacting to those who present
with problems.  The Keep Well programme has been developed across Scotland in four distinct
developmental ‘Waves’. NHSGGC currently incorporates two Wave 1 pilot sites and three
Wave 2 sites, collectively trialing a range of innovative anticipatory care approaches in the most
deprived geographical areas of our Board. The five pilot sites differ in their strategic focus at
CH(C)P level (Table 2).
Table 2
Overview of Keep Well in NHSGG&C

Site

Number of
participating practices

Main strategic focus

Wave 1: Established 2006

North Glasgow

East Glasgow

8

Main focus on primary prevention
of Cardiovascular Disease,
with augmentation of existing
secondary prevention activities

8

Main focus on primary prevention
of CVD, with augmentation of
existing secondary prevention
activities
Wave 2: Established 2008

South West
Glasgow

Inverclyde
West
Dunbartonshire

7

Main focus on primary prevention
of CVD, with augmentation of
existing secondary prevention
activities

15

Secondary prevention of CVD,
with opportunistic primary
prevention

19

Secondary prevention of CVD,
with opportunistic primary
prevention
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In NHSGGC, the primary focus of Keep Well is on reducing cardiovascular disease and its
risk factors among 45-64 year olds in our most deprived areas. Circulatory diseases, including
stroke and coronary heart disease, are a major driver of poor health in our least affluent
communities. The reasons for this are complex and multifactorial.  
Some of the key explanations, however, are likely to lie in clustering of individual risk factors
which are linked to the social and environmental characteristics of disadvantaged areas
that make it difficult for people to adopt and/or sustain healthy behaviours. The Keep Well
programme in NHSGGC involves detailed cardiovascular screening; data recording; practicebased lifestyle counselling; referral to relevant services where appropriate; follow up of referrals
and systematic documentation of outcomes. This ensures that the actions which are focused
on the patient’s health improvement become part of core primary care services. This offers the
potential for sustained support at subsequent consultations with their general practitioner over
future years. More ambitiously, Keep Well seeks to influence patients’ life circumstances in a
range of ways by offering practical help with financial issues, employability and literacy, as well
as action on the more traditional health associated behaviours, such as smoking, healthy eating,
physical activity and mental health support.
As well as a detailed discussion about individual lifestyle and life circumstances, the health
check includes key biological measurements, including calculation of the patient’s estimated
risk of cardiovascular disease over the subsequent ten year period.  NHSGGC’s three primary
prevention Keep Well areas are currently piloting the ASSIGN risk assessment tool, which will
be rolled out to the rest of Scotland in the near future. Patients who are identified as being at
higher risk of a cardiovascular disease event in the next ten years are offered medical therapy,
as well as referral to health improvement services relevant to their individual needs.  The Keep
Well programme recognises long-term benefits on CVD risk that can be achieved by populationwide changes in lifestyle. A recent re-analysis of the British Regional Heart Study showed that
men with none of the adverse lifestyle characteristics had a 53% lower risk of having a major
cardiovascular event than men with one risk factor, a 67% lower risk than men with two factors,
and a 74% lower risk than men with all three risk factors.(126)
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A major concern of Keep Well in NHSGGC has been to find ways of reaching the entire target
group regardless of the barriers that exist. Uptake of Keep Well health checks in the Wave 1
areas, North and East Glasgow, began to plateau in mid 2008 and the cumulative proportion
of the target population who have engaged has remained in the region of 62-67% since then,
despite sustained engagement effort, using a range of methods (Figure 4).
Figure 4
Uptake of Keep Well to 31 March 2009, by CH(C)P
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Analysis of the characteristics of the subgroups who remain persistently unengaged, shows
that they are more likely to be male and to live in the most deprived areas of the North and
East CH(C)Ps, which are already characterised by high overall levels of multiple deprivation.
A programme of work began in August 2009 that will build a more systematic understanding of
the needs and current patterns of service use of those who remain unengaged within the Keep
Well Wave 1 programme. This will establish and formally test out the best ways of providing
anticipatory care to those who need it most.   
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Accordingly, the main priority actions for Keep Well Wave 4 will involve new developments
intended to strengthen area-wide engagement effort. Clinical coverage of the programme will
be intensified in two geographic areas within the North and East CH(C)Ps. This will capitalise
on the referral potential of a wide range of community organisations, including healthy living
centres, workplaces, employability services, social work, criminal justice, mental health and
addiction services, housing associations and the third sector, to ensure closer alignment with
engagement efforts in primary care at the level of individual patients.

Preventing and reducing
ill health in the older population
Older People’s Care
The skills and life experience of NHSGGC’s older people are one of its major assets. Older
individuals constitute an increasingly larger share of our population. Although many people in
older age groups in NHSGGC still consider themselves to be in good health, the proportion of the
population living with long-term illnesses and self-reported ill health increases steeply with age.
NHSGGC works closely with its community planning partners to support healthy active ageing,
which optimises older people’s opportunities for health, participation and quality of life as
they age.  Accessible transport services are continually improving and enable older people to
participate and access opportunities in the community. It supports a range of physical activity
interventions, including Silver Deal Active and the Vitality programme. Silver Deal Active aims to
get older adults more active more often. It is a programme of free activity and arts sessions for
people aged over 60, living in South West, West and East Glasgow. It aims to keep older people
fit and healthy and give them the opportunity to socialise. The Vitality programme replaces a
number of disease specific rehabilitation classes, such as cardiac rehabilitation classes, with a
renewed focus on ability and fitness, rather than disease or condition. People can self refer into
Vitality, or may be signposted into it by other services.
Falls prevention is a key component of healthy active ageing; up to one half of people over
65 years old living in the community fall each year, many fall repeatedly and the risk of falling
increases with age. Falls carry serious risks for older people, who are more likely to suffer
serious injury, hospitalisation and long-term complications. However, there is good evidence that
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risk assessment and multifactorial intervention programmes are extremely effective in achieving
a substantial reduction, 15-30%, in the incidence of falls among older people. NHSGGC offers
an integrated osteoporosis and falls service, using a single point of referral. Home assessment
includes an assessment of the environmental safety of the home, need for care and repair
services and an occupational therapy assessment. Onward referrals may be made to consultant
geriatrician-led falls clinics, pharmacy-led medications review, osteoporosis services and money
advice services.  
Economic equity is a key challenge for older people in NHSGGC, particularly in the current
economic climate. The proportion of pensioners in relative poverty is increasing. Older people
are the least likely of all societal groups to claim the benefits that they are entitled to and many
are unaware of available services and entitlements, or how to access them.
Glasgow City Council has provided a Quick Guide to services for all older citizens living in
Glasgow. 20,000 guides have been provided and distributed throughout Glasgow City in day
centres, libraries, local older people organisations and community groups. This resource is
utilised by health and social care staff to improve uptake of this service and to facilitate effective
signposting, not just to health and social care but to learning, employment and benefit services.
The Stroke Money Advice Service was piloted between November 2008 and April 2009 in
five hospitals throughout NHSGGC and provided a simple-to-access holistic support service
covering all aspects of money advice. A total of 93 patients and carers used this service within
this six month period, with 51 successfully completed applications for benefits resulting in
around £200,000 in benefits being generated for stroke patients.

Long-term condition management
Although long-term conditions occur at all ages, they are more common in older age groups.
Long-term conditions are an umbrella term for a range of health problems which require
ongoing medical care, limit what a person can do for a year or more and have a clear diagnosis.
Approximately 37% of the NHSGGC population report at least one long-term condition, with the
older population much more likely to report that long-term conditions interfere with day-to-day
activities.  
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Long-term conditions exert a powerful impact on human health and well-being. One way
of capturing this impact is to use an integrated measure of premature mortality and health
impairment, called a Disability Adjusted Life Year (DALY). DALYs are a measure of years of
healthy life lost due to the combined effect of dying at a young age and living for a long period
of time with ill health. This way of thinking about health burden, contrasts with more traditional
measures such as mortality or health service use, which are much blunter measures of the
true impact of long term conditions. This is shown very clearly in Figure 5, which demonstrates
powerfully the health impact of common conditions, such as depression and adult hearing
loss, on health and well-being. Even although they do not lead directly to high mortality or
hospitalisation rates, their high overall disease burden arises from the fact that they cause
widespread disability in a very large number of people.
Figure 5
Age standardised DALYs per 100,000 by ‘top ten’ causes, UK
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NHSGGC has developed a long-term conditions strategic framework to improve the health
and well-being of people with long-term conditions; to keep people as healthy as possible for
as long as possible and thus reduce the incidence and impact of long-term conditions.(127) The
framework incorporates a foundation level of Supported Self Care, in conjunction with two
additional levels of interventions. The aim is to encourage individuals to cope and live well
with their condition by equipping them, and their carers, with the necessary knowledge, skills
and confidence. Expert patient courses are being offered in conjunction with partner voluntary
organisations.
Acting in a complementary way with Supported Self Care, the framework includes two
additional levels:
Level 1: Disease-specific care management, which targets people with complex single need or
multiple conditions, providing them with information, monitoring and proactive management.
Level 2: Complex care management involves the identification of very high intensity users
of unplanned secondary care services. The overall aim of this tier of long-term condition
management is to identify and anticipate the care requirements of this more complex group of
patients and coordinate a multidisciplinary, multi-agency care package to prevent emergency
situations leading to admission.  
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Priorities for Action
• NHSGGC must start planning now for board-wide anticipatory care after the end of the
Keep Well pilots. This planning must incorporate evidence from the project to identify
and deliver the most appropriate practical actions for providing anticipatory care services
to those who remain unengaged and are likely to be most in need. It is likely that this
will involve our partners and therefore we need a clear communication plan and set of
objectives for joint working
• An evidence-based debate is required on the appropriate balance between individual level
cardiovascular risk reduction delivered through health checks and intensifying our current
actions to create health promoting communities and environments
• In addition to NHSGGC maximising its effectiveness in relation to preventive measures,
it needs to consolidate and step-up joint working with its partners, which focuses on
addressing the structural, financial, social barriers which people face when trying to
prevent health problems
• Primary care leadership in tackling health inequalities must be defined, encouraged and
supported.  The evolving Primary Care Framework offers an opportunity to support this
agenda and there should be clear implementation plans to ensure that change occurs
• CH(C)Ps should work with the Glasgow Centre of Population Health and academic
departments of both General Practice and Public Health, to improve their understanding
and relationship with primary care in the most deprived communities
• We must continue the process of learning from and continuously improving successful
prevention programmes, including screening and vaccination, ensuring that their equity
dimensions are actively monitored and appropriate action taken to deliver the programme
in ways that reach those who are less likely to take part
• CH(C)Ps and their community planning partners must ensure that older people,
irrespective of their personal circumstances or where they live, can access services and
their opportunities for health, active participation and quality of life as they age

109
FINALREVISEDprintDPH DEC09.indd 109

01/12/2009 11:53

Appendix 1
Appendix 1: Progress against priorities for action in
DPH report 2007 - 2009
The 2007-2009 DPH Report identified a number of priorities for action. Here we report on
progress against a number of these priorities. A more comprehensive review is available online
at NHS Greater Glasgow and Clyde.(128)

Priority for Action 2007: Action on smoking
“We need a comprehensive strategy to address public health challenges.”
What have we achieved? Strategic Planning on Smoking
The Glasgow Tobacco Strategy, the vehicle for delivering Glasgow City Council’s Single
Outcome Agreement(129) on tobacco, has been produced. All Glasgow CH(C)Ps are developing
local action plans to contribute to its delivery. All other local authority areas have tobacco action
plans in place or are being developed with structures to oversee implementation.  

Stop Smoking Services
SmokeFree Services(130) (0800 84 84 84) was launched in 2008, with the aim of reducing the impact
of tobacco by providing one single, easy-to-use source of help for smokers who want to give up. This
service is available to all adults in every area of Greater Glasgow and Clyde where strategies have
been developed to focus on reducing health inequalities caused by tobacco use. The development
of comprehensive, integrated, evidence-based stop smoking services continues across a range of
settings including pharmacy, maternity, acute and community:
• In 2008-09, 5,082 quit attempts were made (one of top three NHS Boards), an
increase of 0.5% on 2007 – 08, with 33% of these still smoke free at one month
(nationally 38% smokefree)
• We have the top three CH(C)Ps in terms of service uptake in Scotland (East, South East
and East Dunbartonshire).
• 55% of quits in NHSGGC were from SIMD 9 and 10, reflecting appropriate targeting
of services
• 25% of pregnant smokers attempting to quit using NHS services – highest of any Board area
• Despite improvement in activity, NHSGGC has achieved only 82% of the HEAT6 target (131)
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Prevention and protection from smoking
• A programme of activity is being delivered based on the National Smoking Prevention
Action Plan,(132) addressing the issue of second-hand smoke in the home. In addition, with
local authority partners, we deliver a smoking prevention programme in all secondary
schools and primary schools in Glasgow and Clyde.
• East Glasgow CH(C)P has focused on young people and families through their Smoke
Free Homes & Zones (133) Project prevention initiative.
• West Glasgow CH(C)P’s Tobacco Action Group is using a community development.
Sessional staff from the South Asian and Chinese community have made contacts with
and empowered community and faith leaders to raise awareness of tobacco issues and
undertake a local needs assessment of the barriers to accessing smoking cessation groups.

Priority for Action 2007: Delivering health protection programmes
“Health protection programmes must be evidence based; positively target services;
involve primary care.”
What have we achieved?
All Health protection programmes are based on national guidance or initiatives that are rooted in
evidence or professional consensus.
Screening Services  -  NHSGGC Public Health Screening (134)
• Screening programmes are evidence based, have robust quality control and failsafe
mechanisms in place and follow a systematic population approach.
• Specific initiatives are in place to offer screening programmes to disadvantaged groups;
people with learning disabilities, ethnic minorities, travellers, homeless and prisoners.
• The NHSGGC Bowel Screening Communications Action Plan is in place which aims to
identify initiatives to increase uptake in harder to reach communities/groups. Each CH(C)P’s
Health Improvement team is targeting local priority groups through local action plans.
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Immunisation - NHSGGC Public Health Protection Unit (135)
• Human Papilloma Virus (HPV) immunisation programme, which aims to protect girls from
developing cervical cancer in later life, has been rolled out across the NHSGGC area. The
overall uptake in NHSGGC is higher than the Scottish average.
•  The Primary Care setting is crucial in delivering health protection services and ensuring
uptake is high in immunisation and screening programmes. The Public Health Protection
Unit supports Primary Care in this by provision of on-going training for staff and expert advice.

Priority for Action 2007: Health inequalities are increasing
The 2007-09 report identified the complex and multiple causes and consequences of inequality
and identified four key areas for public health action. Each area is listed below showing what
has been achieved and an example of current action.

1.
“Local and national economic strategies, employment plans, taxation, benefits and
education policies must be influenced to attain a more equitable distribution of wealth in
our population.”
What have we achieved?
We have made progress on a range of determinants of inequality including employability,
financial inclusion and child poverty where NHSGGC has developed frameworks for action
along with other partners.
     
Example of a strategic approach to financial Inclusion                                                                                                                          
An action plan has been developed which will deliver a programme of activity as an NHS
response to financial inclusion across primary and secondary care. A copy of this can be found
at the Equalities in Health website (136)

2.
“Health service provision can increase health inequalities since those with most
need are least likely to take up services.”
The Primary Care Strategy Framework is being developed which aims to deliver effective and
high quality health services, to act to improve the health of our population and to do everything
we can to address the wider social determinants of health which cause health inequalities.
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Example of a settings based initiative
The Inequalities Sensitive Practice Initiative (137) carried out qualitative research with women
using maternity services which showed that many women felt that their social identity led to
differential and negative treatment by health staff. However, where health staff took time to take
women’s wider social circumstances into account this had a beneficial effect on their lives.

3.
“A focus on addressing social determinants of health with our community
planning partnerships must be maintained to reduce worklessness, improve educational
attainment and enhance the local environment.”
What have we achieved?
Example of an initiative
An outcome-focused Planning Toolkit has been developed to support the development of East
Renfrewshire Single Outcome Agreement (138)  and to facilitate the allocation of Fairer Scotland
Fund Resources(139)

4.
“There must be a programme of health impact assessment of all strategies and
plans that can influence health and inequalities.”
What have we achieved?
The Joint Health Improvement Officers Group has supported a Health Impact Assessment of
the Commonwealth Games. This looked at the potential impact of the games on health through
the opportunities it could create for employment, physical regeneration and social cohesion. The
HIA has informed the Commonwealth Games Legacy Plan. Community engagement was key to
the process.
Example of joint initiative                                                                                                                                  
A literature review of inequalities in screening and treatment in Colorectal (Bowel) Cancer has
been carried out to inform the NHSGGC Patient Experience Programme. The review has been
able to identify several factors which contribute to poorer outcomes for several inequality groups
and across the complex interrelationship of different forms of inequality.
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Priority for Action 2007: Our least healthy communities are unlike our healthy
communities in every way
“Resources need to be moved to early years, including early education, childcare and
support for vulnerable families and young people; a higher priority must be given to
parenting support.”
What have we achieved?
NHS, councils and partnerships have worked together in order to improve the experience of our
most unhealthy communities. The focus of intervention is on early years and young people.  
Examples of these initiatives are:
• Adoption of the new Infant Feeding Strategy. (140)
• Expansion of Parents and Children Together (PACT) (141) teams in each NHSGGC CH(C)P
• The Ten Goals of an Inequalities Sensitive Practice Approach (142) was introduced to East
Renfrewshire Children Services Core Group as part of the process of developing East
Renfrewshire Children’s Service Plan 2009-2012
• A new NHSGGC Parenting Support Framework (143) is being implemented with the aim of
improving outcomes for children through the provision of co-ordinated, evidence based
support for parents
• Girl Power is a 12-week programme which provides learning opportunities for 13 - 18 year
old girls in Inverclyde. The programme was developed and is delivered in partnership by
Inverclyde Council’s Community Learning and Development Team and Inverclyde CHP. A
variety of issues are explored, including healthy relationships, sexual health, self-esteem
and confidence building and a team building activity trip is included. The programme
targets inequalities by encouraging girls from disadvantaged areas to participate. One of
the aims is to change attitudes and encourage girls to respect themselves and others
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• As part of the planning of a new youth health drop-in service, East Dunbartonshire
CHP has recruited a group of young people to undertake peer research. The aim of the
research is to gather young people’s views about health and assess their health needs.
The findings will influence the service development and the young people will have the
opportunity to become involved in the service, as volunteers or mentors
• In Renfrewshire CHP a community led health event was organised, in conjunction with the
local authority and local health initiative, to discuss how to get communities involved. The
community asked for a number of actions and, through the local area committee structure,
have secured funding for:•
•
•
•

Cooking classes
Setting up allotments
Production of mental health directory
Staging an Age-Fest

Priority for Action 2007: The obesity epidemic needs to be taken seriously
“In order to reverse the obesity trend, the population as a whole has to consume less
food energy.”
What have we achieved?
Examples of service development and initiatives
• Healthy vending: In Glasgow City Council (GCC), steps have been made to promote
healthier vending choices within public buildings including GCC leisure centres. It is
expected that the Joint Staff Health Action Plan will further address this issue. NHSGGC
will implement a 50% healthier vending policy to roll out across all five CH(C)P sites
• The forthcoming GCC Healthy Weight Action Plan has an action to increase the availability
of healthier food options in GCC cafés. In schools, the plan aims to develop a healthy inhouse tuck policy to cover all educational settings, including all ‘after-school clubs’
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• Supporting the development of food co-operatives
• A scoping study is being carried out to assess current and potential supply of and demand
for fruit and vegetables amongst community and voluntary organisations and produce
options for future collaborative action
• Adoption of the Healthy Living Award (144): all NHSGGC sites will soon have obtained this
award. NHSGGC has developed a child healthy weight programme known as ACES:
Active Children Eat Smart. The programme is designed as a community based healthy
weight intervention programme for obese children and is delivered by all CH(C)P areas.
Facilitated by ‘coaches’ employed by CSG. Local CH(C)P groups created to assist groups
and promote partnership working
• East Renfrewshire CH(C)P has been successful in gaining national pilot projects
on Smarter Choices: Smarter Places (145) and Healthy Weight Communities (146) in
partnership with planning and transport departments
• In response to local need, East Dunbartonshire CHP commissioned a feasibility study
of a volunteer-led food co-op initiative. Based on the findings, the CH(C)P will deliver
a volunteer food co-op project starting in 2010. The project will aim to improve access
to fresh fruit and vegetables and provide employability opportunities in disadvantaged
communities
• As part of Renfrewshire CHP effort to improve staff health, a healthy breakfast has been
provided with healthy eating messages for staff and their families
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Priority for Action 2007: Alcohol is an increasing problem
“Greater commitment to tackling alcohol problems will be needed from all public sector
organisations and people with alcohol problems will need to be better identified and
managed.”
What have we achieved?
Examples of local initiatives
All CH(C)Ps are planning and implementing alcohol brief interventions
• East Renfrewshire CH(C)P identified alcohol as a local priority and has supported the
development of East Renfrewshire Joint Alcohol Policy Statement. The joint policy is now
being taken forward as a significant strand of East Renfrewshire CH(C)P Development
plan and contribution to the local Single Outcome Agreement (147)
• As part of East Renfrewshire CH(C)P Learning and Development plan, staff have
taken part in a pilot training programme to address attitudes, knowledge and skills
around alcohol and harmful drinking behaviours, to help them develop skills to facilitate
conversation around alcohol consumption and offer brief interventions
• East Glasgow CH(C)P are developing an East Strategic Addictions Group which will use
the NHSGGC prevention and education model as a focus to agree a coordinated action
plan for addictions work across the East. A key feature of this plan will be our East Tobacco
Control Plan and a priority over the next year will be integrating tobacco into the wider
addictions agenda

117
FINALREVISEDprintDPH DEC09.indd 117

01/12/2009 11:53

• Inverclyde CHP has piloted the role of the primary care alcohol nurse through Keep Well
funding as a forerunner to the new integrated alcohol service. The client groups are those
who are thought to be drinking in a harmful, hazardous or risky fashion and are referred
from the primary care team including GPs, practice nurses and other primary care staff. A
brief intervention is an evidence-based structured, non-confrontational way that seeks to
motivate and support the person to think or plan behaviour change. This post has allowed
quicker assessment; referral pathways to be established to a range of alcohol services as
required; and in addition, access referral pathways to a range of other services which can
support the clients e.g. money matters; stress management etc
• In Renfrewshire CHP a programme of staff training is on-going to support the screening for
alcohol problems and brief interventions
• In West Glasgow CH(C)P, local teenagers, aged 11-18 years produced a DVD on
the effect of alcohol on their lives, on families and their communities, based on real
life experiences. The DVD will be used as a resource pack to support and empower
individuals, families and communities to reduce alcohol-related harm  

Priority for Action 2007:
Sustainability should become a more explicit consideration
“Partnership work through community planning should focus on improving public health;
all public sector organisations in NHSGGC area should adopt a leadership role in
promoting sustainability.”
What have we achieved?
A Planning and Implementation Group (PIG) has been established to develop a comprehensive
NHSGGC response to the sustainability agenda. CH(C)Ps are represented on the PIG. An
action plan has been drawn up using the key priority headings from the 2007-2008 DPH report.
A Glasgow Climate Change Partnership – an extension of Glasgow City Council’s strategy has
been established. This will enable a fuller public sector response on climate change and carbon
emissions. NHSGGC will sign up to this partnership.
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Appendix 2
Appendix 2:
Websites for further information on pandemic flu
http://www.scotland.gov.uk/Topics/Health/health/AvianInfluenza/mexicanswiuneflu
The Scottish Government web-site has a dedicated section for H1N1, which has a range of
useful information for the general public and health professionals. The site contains background
information on the pandemic as well as links to other relevant organisations, including Health
Protection Scotland and the World Health Organisation (WHO). The site also contains
information relating to H1N1 vaccination, Scottish data on H1N1 cases as well as UK H1N1
planning information.

http://www.nhs24.com/content/default.asp?page=home_swineflu
The NHS24 website contains a range of patient information on H1N1, including; an FAQ
section, information on vaccination, as well as information on causes, diagnosis, and treatment.
The site also includes a range of links to additional information for the general public.

http://www.nhsggc.org.uk/content/default.asp?page=home_h1n1
The NHS Greater Glasgow and Clyde H1N1 website has a variety of information for patients,
carers/relatives and NHS staff. The site provides local information on how H1N1 is being
managed within the health board area and includes a range of useful links to further information.
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http://www.hps.scot.nhs.uk/resp/swineinfluenza.aspx
Health Protection Scotland has a section on its website dedicated to H1N1. The site has a
range of data regarding the number of cases reported across Scotland, updated weekly. A range
of guidance for health care professionals, for different health care and non-clinical settings is
accessible via this site. There are also a number of links to additional supporting information
including Scottish training courses, other NHS H1N1 resources and select international
information resources.

http://www.nes.scot.nhs.uk/hai/pandemic_flu/
NHS Education for Scotland has produced a range of training and support materials relating to
H1N1 aimed at health professionals. Specifically, the site has information regarding the training
of immunisers, infection control measures for pandemic flu and pandemic flu training materials
for pharmacists and pharmacy technicians.
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Glossary of terms used in this report

Acute Service

Health care and treatment provided mainly
in hospital.

Age Standardised Rates

Age-standardisation adjusts rates to take
into account how many old or young people
are in the different populations.

Body Mass Index (BMI)

A number obtained by dividing a person’s
weight in kilograms by the square of their
height in metres.

Brief Interventions

A brief intervention is the provision of
information, advice and encouragement
to a person to consider the positive and
negative impact of their behaviour, and
provide help for the person if they decide to
consider making changes.

Community Health Partnership
and Community Health and Care
Partnerships, CH(C)Ps

CH(C)Ps are organizations which have
been developed across Scotland to
manage a wide range of communitybased health services. In some parts
of NHS Greater Glasgow and Clyde
health board (Glasgow City and East
Renfrewshire) these new partnerships will
also be responsible for many local social
care services and will therefore be called
Community Health and Care Partnerships,
CH(C)Ps.
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Community Planning Partners

A range of partners in the public and
voluntary sectors working together to better
plan, resource and deliver quality services
that meet the needs of local people.

Datazones

Datazones are aggregates of unit
postcodes and census output areas and
nest within Local Authority boundaries.
They are the building blocks of the Scottish
Neighbourhood Statistics programme
which is intended to make available smallarea data of many different kinds across
Scotland.

Deprivation Quintiles

Deprivation quintiles divide areas in fifths
according to some measure of deprivation,
and can be used to analyse variations
in health between the most and the
least deprived sections of the population
regardless of where they live.

Determinants of health

The factors that affect health including
genetic factors, lifestyle, social and
community networks, cultural and
environmental conditions.

Equity in healthcare

Equity in health care means that health
care resources are allocated according to
need
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The General Health Questionnaire
(GHQ-12) Score

The General Health Questionnaire (GHQ12) is a measure of current mental health.

Health Inequalities

The gap between the healths of different
population groups such as the well-off
compared to poorer communities or people
with different ethnic backgrounds.

Healthy Working Lives Award
Scheme

The Healthy Working Lives Award
programme supports employers and
employees to develop health promotion
and safety themes in the workplace in a
practical, logical way, that’s beneficial to all.
Achieving a Healthy Working Lives Award
celebrates success.

HEAT

HEAT targets are a core set of objectives,
targets and measures for the NHS. HEAT
targets are set for a three year period
and progress towards them is measured
through Local Delivery Plans.

Needs Assessment

A formal process undertaken to assess the
health and social care needs of a given
population.
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Nicotine Replacement Therapy (NRT)

NRT is a way of getting nicotine into the
bloodstream without smoking. It stops,
or reduces, the symptoms of nicotine
withdrawal which can help smokers to stop
smoking.

Overweight/Obese

Defined as body mass index over 25

Prevalence

Measures the number of cases of a
disease or condition in a population at a
particular point in time or over a specified
time period.

Scottish Living Wage campaign

The living wage campaign is based on the
basic premise that workers should earn an
adequate level of pay that allows them to
provide for themselves and their families.  

SIMD

Scottish Index of Multiple Deprivation
(SIMD) identifies small area concentrations
of multiple deprivation across all of
Scotland in a fair way. It provides a
wealth of information to help improve the
understanding about the outcomes and
circumstances of people living in the most
deprived areas in Scotland.
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Single Outcome Agreement

These are agreements between the
Scottish Government and CH(C)Ps which
set out how each will work in the future
towards improving outcomes for the
local people in a way that reflects local
circumstances and priorities, within the
context of the Government’s National
Outcomes and Purpose.

Triple P

Triple P (Positive Parenting Program) is
a system of easy-to-implement, proven
parenting solutions that helps solve current
parenting problems and prevents future
problems before they arise.

Underweight/Ideal weight

Underweight/Ideal weight is a body mass
index below 24.9

Worklessness

Defined by the Department of Work and
Pensions as “people of working age who
are not in formal employment but who
are looking for a job (the unemployed),
together with people of working age who
are neither formally employed nor looking
for formal employment (the economically
inactive).
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