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Last year's annual report (1) was widely 
circulated and created a fair amount of interest. A 
number of enquiries and constructive comments 
were received and have been taken into account 
in writing this year's report, where appropriate. 

Most people will be aware that there has been a 
major change in the way that Health Boards 
provide health services to their local population. 
They are now required to buy services that best 
meet the needs of their population, the aim being 
to bring about an improvement in the health of 
that population. The first step towards this new 
role of Health Boards is the accurate assessment 
of the state of health and health needs of the 
community. We in the Department of Public 
Health are keen that the opportunity is seized to 
make this change a change for the better. This 
report details some of the information which is 
used to assess health status and it is hoped that it 
will be of interest to a wide readership, not 
simply health professionals. 

This year, both ischaemic heart disease and lung 
cancer are again shown to be major causes of 
death. The relationship of smoking to these 
diseases is well proven and action is required at 
all levels from Government to the individual to 
reduce this toll. It is not simply a matter for 
Health Boards and health professionals. The 
Government could do much more to discourage 
smoking through both taxation and stringent 
restriction of tobacco advertising, including 
sports sponsorships. Responsible adults, 
including parents and teachers, also have a role 
in dissuading young people from starting to 
smoke. 

This year's report continues the examination of 
health-damaging behaviour by looking at the 
effects of excessive alcohol consumption and at 
the level of drug misuse within our community. 
Alcohol misuse is a problem for all sectors of 
society, and many agencies, both public and 
voluntary, have a part to play in countering its 
harmful effects. Again this is not simply a matter 
for Health Boards and health professiouals. The 
aims of a joint strategy should be to educate the 
public about the safe and sensible upper limits 
for alcohol consumption; to help people stay 
within these limits; and to provide specialist help 

for people with an alcohol problem. 

There is no doubt that drug misuse is a 
significant problem within Argyll and Clyde. 
Again many agencies are co-operating in efforts 
to limit the serious health and social effects of 
this problem. As the sharing of drug-injecting 
equipment among intravenous drug misusers 
carries with it the risk of encouraging the spread 
of HIV infection, tackling drug misuse becomes 
even more important. 

As last year, this report has been a corporate 
effort by the Department of Public Health and I 
am grateful to my consultant colleagues and to 
the Department's Information Officer for all the 
work they have put into its preparation. 
Dr Lesley Wilkie and Dr Alison Burlison 
undertook the main work of editing the material. 
My thanks are also due to the Board's 
Information Services Division for some of the 
statistics presented; to Mrs Irene Raine for co
ordinating the production of the report; and to 
the Department's secretarial staff, in particular 
Miss Catriona Hamilton, for typing. 

I hope that this report will be both informative 
and interesting and that readers will pass it on to 
others who may also be interested. This year a 
comments slip is enclosed with each copy and I 
shall greatly welcome comments from anyone 
who has taken the time to read the report. 

Andrew A Reid 
Director of Public Health 
Argyll and Clyde Health Board 
Gilmour House 
PAISLEY 
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Ischaemic heart disease is the most 
common cause of death amongst people of 
all ages. Among the under 65s, deaths 
from this cause show a welcome decline, 
and it is important that efforts in the fields 
of health promotion and health education 
are continued. 

Over 1,000 deaths every year are 
considered to be related to smoking (760 
deaths) and alcohol misuse (270 deaths). 

More women now die from lung cancer 
than breast cancer. Action to reduce 
smoking must continue. 

There has been an encouraging decline 
over recent years in the mortality of babies 
around the time of birth, but there is still 
scope for improvement. 

Road traffic accidents accounted for over 
2,000 injuries and deaths in 1988. Over 500 
of these were pedestrians, of whom nearly 
half were under 16 years old. 

It is estimated that there may be between 
1,200 and 2,400 drug misusers (both 
injecting and non-injecting) in Argyll and 
Clyde. The risk of spreading HIV infection 
by sharing drug-injecting equipment is 
well established, but a small local s!-lrvey 
suggests that this practice is declining. A 
mobile needle exchange service is 
operating successfully in Inverclyde. 

* 

* 

* 

* 

Over 200 cases of suspected food poisoning 
were notified in 1990, although this 
condition is under-reported. It is an 
unnecessary cause of ill-health, and the 
Department of Public Health welcomes the 
new Food Safety Act which should help 
reduce this problem. 

Argyll and Clyde has a poor record for 
dental health. A dental health strategy must 
address action by the individual, the 
possibility of fluoridation of water supplies, 
and improved service planning. 

As the provider of 15,000 meals each day, 
Argyll and Clyde Health Board is in a 
strong position to influence and encourage 
healthy eating. 

Future health service planning must take 
account of the increasing number and 
proportion of very elderly people in the 
population. 



The population of Argyll and Clyde was 
estimated to be 440,400 at 30th June 1991. This 
represented 19% of the population of Strathclyde 
Region, and 9% of the Scottish population. 

The Health Board area comprises four Local 
Government Districts: Argyll and Bute; 
Dumbarton; Inverclyde; and Renfrew (see map 
inside front cover). Of these, Renfrew has much 
the largest population and is most densely 
populated, while the largely rural District of 
Argyll and Bute has both the smallest population 
and lowest population density (Table 1). 

Table 1 
Estimated Population, Land Area and Population Density 
Argyll and Clyde and its Four Local Government Districts 

1990 

Estimated Land Population 
population area density 

Area (numbers) (square miles) (persons per square mile) 

Argyll and Bute 66,150 2,514 26 
Dumbarton 79,750 185 431 
Inverclyde 93,470 61 1,532 
Renfrew 201,030 120 1,675 

Argyll and Clyde 440,400 2,880 153 

Source: RegIstrar General Scotland (Population Data). 

The four Districts have different socio-economic 
characteristics. Figure 1 shows that in 1981, 
whilst the social class structure of Argyll and 
Clyde largely mirrored that of Scotland as a 
whole, there were notable variations between 
Districts. At the two extremes, Argyll and Bute 
had a comparatively large percentage (45%) of 
households in classes I, II and III (non-manual), 
whilst Inverclyde had only 32% of households in 
these classes. It will be interesting to see if the 
1991 Census indicates any changes in social class 
and other socio-economic characteristics within 
Argyll and Clyde. Research has shown that 
socio-economic factors are linked to poor health 
(2;3). 

The 1989 Annual Report highlighted the 
increasing number and proportion of very 
elderly people in the population. This ,trend is 
projected to continue into the next century, and 
has important implications for the balance of 
future health and social services. 

Figure 1 

Percentage Distribution of Private Households by Social Class 
(Classified by Social Class of Economically Active Head of Household) 

Scotland, Argyll and Clyde and its Four Local Government Districts 

Renfrew 
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Source: 1981 Census. 

The total population of Argyll and Clyde has 
tended to decline slowly over recent years, in 
common with the rest of Scotland. This is largely 
as a result of migration out of the area. The 
number of births to Argyll and Clyde residents 
each year is of a similar scale to the number of 
deaths. In 1990 there were 5,718 live births and 
5,419 deaths. 

The number of total births (live and still) to 
residents of each Local Government District has 
remained relatively steady over the past 15 years 
(Figure 2). Projections to the year 2001 predict a 
slight increase in births to Argyll and Bute 
women but a decrease for the other three areas, 
particularly Dumbarton. These predictions are 
based on the projected number of women of 
childbearing age, and are used in planning 
maternity and other services for the area. 



Figure 2 

Time Trends for Total Births (Live and Still) 
Actual and Projected Numbers (1987 Based) 

Residents of the Four Local Government Districts in Argyll and Clyde 
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Source: Registrar General Scotland. 

In 1990, over half of all deaths of Argyll and 
Clyde residents occurred in those aged 75 years 
and over (Figure 3). The 65-74 year age group 
accounted for a further quarter of all deaths, with 
less than a quarter occurring in the under 65s. 
Within the various age groups, the relative 
importance of different causes of death varied 
greatly (Figure 4). For example, accidents were, 
in percentage terms, of greatest importance in the 
younger age groups. The 15-34 year age group 
also had the highest percentage of deaths from 
suicide. Cancers were a major cause of death for 
all age groups, whilst both ischaemic heart 
disease (heart attacks) and cerebrovascular 
disease (strokes) caused a higher proportion of 
deaths in the middle-aged and elderly than in the 
young. The bars in Figure 4 relating to all ages 
and to people aged 0-64 years summarise the 
relative importance of different causes of death. 
Ischaemic heart disease and cancers accounted 
for the majority of deaths, the former being the 
most common cause for all ages and the latter for 
'premature' deaths (less than 65 years). 

Figure 3 

Percentage Distribution of Deaths by Age Group 
Argyll and Clyde 

65-74 years 

Figure 4 

Both Sexes 
1990 
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Source: Registrar General Scotland. 

Percentage Distribution (Within Each Age Group) of Causes of Death 
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Time trends for crude death rates for ischaemic 
heart disease for the last 10 years show that 
although for all ages there is no distinct pattern, 
rates for the under 65s appear to be declining 
(Figure 5). This is encouraging, and it is to be 
hoped that the trend will continue. It is likely that 
the health promotion messages of stopping 
smoking, improving diet, increasing exercise and 
monitoring blood pressure are beginning to have 
an effect in cutting the number of heart attacks. 



Nevertheless, there is still considerable scope for 
improvement. In the 1989 report, it was 
estimated that smoking cost Argyll and Clyde 
766 lives due to deaths from ischaemic heart 
disease, lung cancer and bronchitis. The 
comparable estimate for 1990 is 757 deaths - this 
is 757 too many. 

Figure 5 

Time Trends for Deaths from lschaemic Heart Disease 
Both Sexes, by Age Group 

Argyll and Clyde 
1980-1990 
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When all cancers are considered as a group, 
crude mortality rates for the past 10 years are 
shown to be increasing for all ages, although the 
rate for the under 65s is fairly steady (Figure 6). 
There is little evidence of long-term changes in 
the mortality rates for cerebrovascular disease 
(Figure 7), but the rates of deaths due to 
accidents do show an overall decline between 
1980 and 1990 (Figure 8). 
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Figure 6 

Time Trends for Deaths from All Cancers 
Both Sexes, by Age Group 
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Figure 8 

TIme Trends for Deaths from Accidents 
Both Sexes, by Age Group 

Argyll and Clyde 
1980-1990 
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Source: Registrar General Scotland. 

Statistics on causes of death are readily available 
from the Registrar General for Scotland. 
Unfortunately there are no comprehensive 
statistics on illness in the population, although 
these would enable the Health Board more 
accurately to assess health needs and plan health 
services for the population. While hospital 
statistics on causes of admission are readily 
available, these only indicate disease patterns for 
patients receiving hospital treatment. The data 
produced routinely for acute hospitals relate to 
individual episodes of care rather than 
individual patients, but do give an indication of 
the relative importance of different causes of 
admission. 

A comparison of statistics for deaths and for 
hospital admissions shows that the diseases 
responsible for the majority of deaths do not 
account for the majority of inpatient attendances 
at hospital. For example, although 
approximately two-thirds of all deaths of Argyll 
and Clyde residents are caused by only three 
disease groups - ischaemic heart disease, all 
cancers and cerebrovascular disease - these 
disease groups account for only one-fifth of 
admissions to acute hospitals (Figure 9). 
In 1989, the largest distinct category for hospital 
admissions was injury and poisoning, at 13%. 
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Figure 9 

Causes of Admission to Non-psychiatric, Non-obstetric Hospitals 
(from Principal Diagnosis on Inpatient Discharge Records) 

Argyll and Clyde Residents Treated in any Scottish Health Board 
1989 

Injury/Poisoning 03%) 

Digestive disease (1 

Respiratory disease (8%) 

Heart disease (8%) 
Musculoskeletal disorders 

·I---Ofher.; (32%) 

Cerebrovascular disease (3%) 

Source: Information & Statistics Division (Form SMR1). 

Over one-fifth of first admissions to Argyll and 
Clyde Health Board's mental hospitals in 1989 
were due to alcohol-related disorders (Figure 10). 
Alcohol misuse is considered in some detail in a 
later chapter. Other major causes of admission 
were psychotic disorders, depression, and 
dementia - an increasing problem as the number 
of very elderly people increases. 

Figure 10 

Causes of First Admission to Mental Hospitals and Psychiatric Units 
(from Principal Diagnosis on Inpatient Admission Records) 

Residents of Any Area Treated in Argyll and Clyde Health Board 
1989 

Other psychotic disorders (26%) 

Depressions - Others (8%) 
non-psychotic 

Personalitv disorders (2%) 
Schizophrenic psychoses (3%) 

Drug abuse (3%) 
Neurotic disorders (3%) 

Source: Information & Statistics Division (Form SMR4). 



A true assessment of the burden of mental illness 
in the community would of course also have to 
include people with mental disorders seen by CPs, 
community health services and other agencies. 
Mental illness is important both as a source of 
distress to sufferers, their relatives and friends, and 
as a heavy consumer of health service resources. 
Unfortunately, it still bears a stigma both in society 
in general and within the caring services 
themselves. The health service has made an effort 
to overcome this in recent years by attempting to 
target a greater proportion of resources towards 
services for mentally ill people, but this has not 
always been achieved. It is, however, hoped that 
now that the service emphasis is moving from 
hospital to community, this will result in both 
improved care for the individual and a lessening of 
the stigma. 

Further details on Argyll and Clyde's population, 
birth and death statistics are included in tables in 
Appendix 2. 



WOMEN AND CANCER 

Currently in Argyll and Clyde, over 40% of all 
deaths to women aged 35 to 64 are caused by 
cancers. This is why so much attention is paid to 
those cancers which, if detected and treated 
early, have a much improved outlook. 

Last year's report included a description of the 
two major cancer screening programmes aimed 
specifically at women. In the course of 1990, the 
breast screening programme began in Argyll and 
Clyde and the new GP contract brought 
significant changes to the cervical screening 
programme. 

The Breast Screening Programme 

This programme uses a mobile mammography 
screening unit to take special x-rays of the breast. 
Women from 50 to 64 years are offered the 
opportunity every three years to attend. Any 
abnormalities detected are investigated to 
exclude the possibility of breast cancer. 

The uni t began screening in Alexandria in 1990, 
and during 1991 will visit Helensburgh, Argyll 
and Dumbarton. In 1992 and 1993 the unit will 
move to Inverclyde and then to Renfrew and 
Paisley before finally returning to Alexandria to 
continue the three year screening cycle. 

The impact of the programme on the incidence of 
breast cancer is monitored closely, and a detailed 
assessment will be possible in the 1991 report 
when a complete year of screening will have 
taken place. National experience suggests that 
about 25% of deaths from breast cancer should be 
prevented. 

The Cervical Screening Programme 

The programme to invite women in the age 
group 20 to 60 years to attend for a cervical 
smear test began in early 1989. By the end of 
1990,70% of women in Argyll and Clyde in this 
age group had a record of at least one cervical 
smear test within the past five years. It is . 
intended that all women eligible for the 
programme will receive an invitation for 
screening by the end of 1993. 

Lung Cancer 

While screening programmes are important, 
there are other potentially fatal diseases which 
may also be largely prevented. Of particular note 
is lung cancer, which is known to be caused 
mainly by smoking. In Argyll and Clyde, more 
women now die from lung cancer than from 
breast cancer (Figure 11). 

Figure 11 

Time Trends for Deaths from Breast Cancer and Lung Cancer 
Females, All Ages 
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Scotland wide, rates for lung cancer for women 
are still rising while the rates for men are now 
decreasing. This is thought to reflect an 
increasing proportion of women smoking in 
recent decades while there has been a decrease 
among men. 

PREGNANCY AND CHILDBIRTH 

There were 5,617 total births (live and still) to 
Argyll and Clyde residents in 1989, and 5,744 in 
1990. Relatively few births now take place 
outwith hospital; 25 in both 1989 and 1990 (less 
than 0.5%). 

Last year's report illustrated the considerable 
progress made in reducing perinatal mortality 
since 1939. Similar progress has been made with 
the other death rates concerned with the birth 
period (Figures 12 and 13). 

j 
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Figure 12 
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Source: Registrar General Scotland. 

Figure 13 

Time Trends for First Week, Neonatal and Infant Mortality Rates 
Argyll and Clyde 
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Source: Registrar General Scotland. 

This progress can be attributed to many factors, in 
particular an overall improvement in social 
conditions and better antenatal and perinatal care. 
However, there remains scope to reduce the rates 
still further and to remove the disparities which 
still exist between different groups of the 
population. Efforts to reduce poverty, improve 
general nutrition and reduce smoking and alcohol 
misuse are likely to bring about a further 
reduction in infant mortality. 

It is important to recognise that poverty may be 
exacerbated by pregnancy, especially amongst 
single, unsupported women. The Registrar 
General for Scotland reported that 29% of live 
births to Argyll and Clyde women in 1990 were 
to unmarried mothers, but it is not known how 
many of these women were 'unsupported'. 

With regard to action by the health services, there 
is scope for improvement in several areas. A 
number of screening tests and procedures are 
carried out during antenatal care and labour. 
These include the detection of congenital 
abnormalities and monitoring of the foetal heart 
beat during labour. Whilst more techniques for 
identifying risk factors and managing possible 
problems for mother and child are now available, 
screening has both advantages and 
disadvantages which require careful evaluation. 

Another area which may require improvemen.t is 
communication between medical and midwifery 
staff and pregnant women and their families. In 
addition, greater efforts should be made to make 
antenatal care more accessible and to encourage 
all women to attend early in their pregnancies. 
Paradoxically, it is those who are least likely to 
attend early and regularly who are often most at 
risk of complications. 



In the nineteenth century, the birth of public 
health as a medical specialty was brought about 
by the need to control communicable diseases. At 
that time, infections were an important cause of 
death, especially among the young. In 1901 the 
Medical Officer of Health for Paisley Burgh 
reported 1,377 deaths, of which 406 were due to 
infectious disease. Of these, 201 were children 
under five years of age. The main infections 
involved were tuberculosis, diarrhoeal disease, 
whooping cough and measles. 

Infectious disease is no longer an important 
cause of death in Britain. This can be attributed to 
improvements in general standards of living, 
with better nutrition, housing, water supplies, 
waste disposal and medical services including 
the introduction of immunisation. These 
measures may have reduced the widespread 
epidemics of the past, but infections continue to 
cause considerable illness in the community. 

NOTIFIABLE DISEASES 

Notified cases of chickenpox and mumps have 
declined from 2,305 and 112 respectively in 1989, 
to 1,661 and 59 in 1990. In comparison, 
notifications of measles, rubella (german 
measles) and whooping cough increased from 
192,224 and 39 respectively to 230, 393 and 107 in 
1990. The increase in measles was almost 
exclusively in pre-school children. It was 
especially worrying to note that 15 (4%) of the 
rubella cases occurred in women of childbearing 
age and that 21 (20%) of the cases of whooping 
cough were in children aged under one year. 
These disturbing features were also noted last 
year. 

The increasing emergence of whooping cough as 
an adult disease was demonstrated by the five 
cases notified in persons aged 15 years or over. It 
is only by immunising all eligible persons 
whenever a suitable opportunity presents that 
these vaccine-preventable diseases will be 
eliminated. 

Sporadic cases of meningococcal meningitis 
continued to occur, and were carefully 
investigated by public health and community 
staff to prevent any spread of the disease. Much 

public anxiety and confusion was generated by a 
Scotland-wide outbreak of another type of 
meningitis (due to Echovirus type 4). Fortunately 
this illness proved relatively mild. 

FOODBORNE INFECTIONS 

A total of 232 cases of suspected food poisoning 
were notified to the Director of Public Health in 
1990. It is important that such cases are notified 
to the Department of Public Health as soon as 
possible in order that prompt action can be taken, 
in collaboration with Departments of 
Environmental Health, to investigate the source 
and limit further spread. 

The majority of reported cases of foodborne 
infection were apparently sporadic, affecting 
either an individual or a family group. Included 
among these were a number of infections 
acquired abroad. In addition, there was one 
large outbreak of salmonella infection centred on 
a local hotel in which at least 107 persons (66% of 
those present) were infected. This was caused by 
a salmonella normally associated with poultry 
and eggs. 

The Department of Public Health welcomes the 
introduction of the Food Safety Act, especially 
with its emphasis on training for food handlers. 

ACQUIRED IMMUNE DEFICIENCY 
SYNDROME (AIDS) 

The number of HIV positive tests and AIDS cases 
in Argyll and Clyde residents continued to rise in 
1990, while remaining too small for publication. 
During the year there were two main initiatives 
in AIDS prevention. An education and awareness 
programme for Health Board staff was 
introduced, and a mobile needle exchange 
service was set up in Inverclyde to help prevent 
the spread of HIV infection during intravenous 
drug misuse. The service appears to be operating 
successfully and is being evaluated. The 
important topic of drug misuse is discussed in a 
later chapter. 



OTHER INFECTIONS 

Cryptosporidiosis causes moderately severe 
diarrhoea and has been linked in some areas to 
water supplies. The number of cases in Argyll 
and Clyde declined from 118 in 1989 to 62 in 
1990. In co-operation with environmental health 
and nursing colleagues, these cases have been 
investigated but no common source outbreaks 
were identified. 

Five cases of a disease caused by the organism 
E. coli 0157 were identified for the first time in 
1990. This organism can cause severe diarrhoea, 
especially in the young, but fortunately none of 
the cases developed serious complications. 

A community outbreak of hepatitis A was 
curtailed by a concerted public education effort 
by the Department of Public Health and the 
Environmental Health Department of Inverclyde 
District Council. 

IMMUNISATION 

Immunisation is an important tool in the 
prevention of infectious disease. Three major 
organisational changes occurred in the delivery 
of pre-school immunisation during 1990 - the 
implementation of a revised computerised 
administration system, the commencement of 
immunisation targets with the new GP contract, 
and the introduction of an accelerated 
immunisation schedule. The latter aims to 
protect very young children by ensuring that 
they are fully immunised by six months of age 
instead of ten months as previously. 

The 1989-1990 school BCG programme (against 
tuberculosis) was disrupted due to a national 
shortage of vaccine, but the backlog is currently 
being rectified. There is no evidence to date of 
any untoward health effects from this 
unfortunate dislocation of the programme. 

The Board's cumulative rubella immunisation 
rate for 14 year old girls reached 90% for the first 
time in 1990. This demonstrates the effort put 
into protection against this eminently 
preventable disease but there is still some way to 
go before it will be eradicated. 

PORT HEALTH 

The public health consultants are responsible for 
the medical aspects of port health throughout the 
area. In collaboration with colleagues from Local 
Authority Environmental Health Departments, 
their role is to identify people entering the 
country with suspected infectious disease. 
Appropriate action to protect public health is 
then undertaken. 

Due to the decline in shipping activity, most calls 
are to Glasgow Airport (about 12 per year). 
Surprisingly perhaps, this number has not as yet 
increased significantly with the increased 
number of international flights now handled by 
the airport. This may change, however, as the 
range of possible locations for direct international 
travel expands. 



There are many diseases which affect the mouth 
but the two main public health problems are 
dental caries (tooth decay) and periodontal (gum) 
disease. Indeed, these two diseases are so 
widespread that virtually everybody in the 
Board's area has either one or both of these 
conditions. 

The cost of treating oral disease is second only to 
the cost of treating mental illness, and is twice as 
high as the cost of treating ischaemic heart 
disease. During the financial year 1989/90, the 
cost of NHS dentistry in Scotland was 
£97 million. 

Many studies have shown that dental caries and 
periodontal disease are largely preventable, and 
therefore appropriately planned preventive 
measures are vital. 

DENTAL CARIES 

Dental caries is caused by acid attacking the 
enamel of the tooth surface. This acid is produced 
by bacteria which are present in everyone's mouth 
from components of food and drink, mainly 
sugars. It has further been shown that the 
frequency with which sugar is eaten is of prime 
importance; sugar consumed in snacks and soft 
drinks between meals has a far worse effect on the 
teeth than the same amount of sugar eaten at 
meal-times. This is because the acid produced in 
the mouth will be present almost continuously 
instead of only at meal-times. 

GUM DISEASE 

One of the most common gum diseases is chronic 
inflammatory periodontal disease. This begins 
with inflammation of the gums, which often bleed 
on brushing, and can progress if untreated to 
attack the bone and supporting fibres of the teeth, 
until the tooth itself may loosen and be lost. 

Periodontal disease is caused by dental plaque - a 
layer of bacteria adhering to the teeth - which is 
present in all mouths. The main way of limiting 
this disease is to reduce the amount of pla'que. 
This is done by proper, frequent tooth-brushing. 
In addition, many cases require intervention by 
dentists and hygienists, to remove hardened 

plaque (tartar) and any roughness or 
irregularities on the teeth which might encourage 
plaque retention. 

FLUORIDATION OF WATER SUPPLIES 

While dental caries can in theory be controlled by 
the actions of the individual in relation to diet, 
the most effective, safe and efficient public health 
measure for reducing caries is the fluoridation of 
drinking water. 

Fluoride acts by strengthening the tooth's 
resistance to attack by acid produced by sugar 
metabolism in the mouth. It has been shown by a 
wide range of studies that the fluoridation of 
drinking water can result in a reduction in decay 
of between 40 and 70%. 

The efficacy and safety of fluoride were upheld 
in a High Court ruling in 1983. The Water 
(Fluoridation) Act 1985, which enables Health 
Boards to make arrangements to fluoridate 
water, received the royal assent in 1985. Taking 
into account the results of a statutory public 
consultation, Argyll and Clyde Health Board, 
together with the other Strathclyde Boards, will 
consider whether to ask Strathclyde Regional 
Council to fluoridate the supplies. 

ORAL HEALTH STATISTICS 

In addition to dental health surveys carried out 
by the Office of Population Censuses and 
Surveys, a continuing programme of dental 
health surveys of children aged five, 12 and 14 
years was introduced in Scotland in 1987. This 
programme is known as the Scottish Health 
Boards' Dental Epidemiological Programme 
(SHBDEP). Locally, other age groups have also 
been surveyed and screened. 

In general, the dental health of Scottish children 
aged five, 12 and 14 years has improved 
markedly over recent years (Figure 14). 
However, it is worrying that the drop in decay 
experience of five year olds, evident between 
1983 and 1987, would appear to be bottoming 
out, with no further decrease to 1989. 



Figure 14 

Time Trends for Mean Caries Scores for Scottish Children 
Aged 5 Years (dft = decayed and filled teeth) 

and Aged 12 and 14 Years (DMFT = Decayed, Missing and Filled Teeth) 
1983-1990 
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Sources: Office of Population Censuses and Surveys (1983 data only) 
and Scottish Health Boards' Dental Epidemiological Programme. 

Table 2 shows that within Scotland there is 
considerable variation among the Health Boards 
with regard to the proportion of five year old 
children deemed 'caries free', i.e. with no cavities, 
fillings or teeth missing due to decay. Argyll and 
Clyde ranked second worst in 1989, with only 
33°10 caries free. There is obviously a long way to 

Table 2 
Percentage of Children Aged 5 Years 

with 'No Caries Experience of Deciduous Teeth' 
Scotland and its Fifteen Health Boards 

1989 

Health Board % 

Borders 55.0 
Shetland 48.4 
Dumfries and Galloway 47.4 
Grampian 47.1 
Orkney 47.0 
Lothian 46.6 
Tayside 45.9 
Highland 45.4 
Western Isles 43.9 
Forth Valley 42.5 
Ayrshire and Arran 40.1 
Fife 39.7 
Greater Glasgow 36.3 
Argyll and Clyde 33.4 
Lanarkshire 30.7 

Scotland. 40.8 

Source: Reference (4). 

go to reach the target of 60% caries free set for 
Scotland by the Scottish Office for the year 2000. 

Surveys of 12 year olds in 1988 and 1990 showed 
a similar level of tooth decay in Argyll and Clyde 
children to that found in Scotland as a whole. 
However, there was a higher proportion of 
untreated decay in the Argyll and Clyde 
children, indicating a degree of unmet need. 

Figures from the Dental Practice Board show that 
the rate of supply of first full sets of dentures to 
Argyll and Clyde adults was the fourth highest 
of any Scottish Health Board in 1990. This 
suggests that the generally poor dental health of 
children is continued into adulthood. Scotland 
itself lags behind England with regard to adult 
dental health, but the situation Scotland-wide 
appears to be improving. 

IMPLICATIONS FOR DENTAL SERVICES 

The high prevalence of oral disease in the Argyll 
and Clyde population has implications for action 
by the individual and by the preventive and 
treatment services. Service planning should also 
take account of the influence of socio-economic 
factors. Like many other diseases, dental disease 
is more common in people in social classes 
III (Manual), IV and V. These groups have also 
been found to have a generally poorer record of 
attendance for dental treatment. However, 
research shows that the availability of services is 
a key factor in increasing attendance. It may be 
significant that the current geographical 
distribution of dental practices within Argyll and 
Clyde does not coincide with the distribution of 
people belonging to these social classes. 

Recent legislation has led Health Boards to 
review the way in which services are provided 
and dental health is promoted. Thus, Boards 
place greater emphasis on monitoring dental 
health and assessing the need for services. Dental 
practitioners are developing health education 
and preventive dentistry, while the Board 
continues to provide a safety net service for 
people with special needs. 



It is impossible to say at this early stage what 
effect these changes will have on dental health, 
but with close monitoring the Board should be 
able to identify any changes as they occur. The 
emphasis on prevention, together with better 
planning of services, should help improve the 
relatively poor dental health of the population. 



Nutritional problems, caused by either lack of 
food or a poorly balanced diet, are common in 
developing countries. In the western world, 
dietary problems are often related to over
indulgence, and in Scotland a high consumption 
of dietary fat gives particular cause for concern, 
mainly because of links with ischaemic heart 
disease. 

This disease is the most common cause of 
premature death (before the age of 65) in both 
Argyll and Clyde, and Scotland as a whole. 
While smoking is the single most important risk 
factor, both obesity and high blood cholesterol 
are also significant. Blood cholesterol levels can 
be lowered by reducing the amount of saturated 
fat in the diet as part of a change towards 
healthier eating. 

The Scottish diet also tends to be low in fresh 
fruit and vegetables, and thus low in fibre. Too 
little fibre in the diet has been implicated in the 
development of gastric and bowel cancers, 
inflammatory bowel disease and haemorrhoids. 

While the move to a healthier, well-balanced diet 
requires some effort by the individual, 
organisations including schools, restaurants, 
industry and hospitals can also playa helpful 
role by offering healthy-eating alternatives. As 
the provider of 15,000 meals each day, Argyll and 
Clyde Health Board is in a strong position to 
influence and encourage healthy eating 
throughout its area. The Board is developing a 
Food and Health Policy which will complement 
similar action by Stra thclyde Regional Council. In 
addition, the Board has assisted in focusing 
attention on healthy eating by setting up Health 
Fairs and Healthy Eating Days. 

It has to be acknowledged, however, that healthy 
choices with regard to food are not always easy 
or affordable. The issues of cost and availability 
for the general public have to be considered and 
the Health Board should encourage and support 
any initiatives in this area. 



Since 1982 there has been a steady rise in the 
consumption of alcohol per head of population 
in the UK, although there are differences among 
age groups and between men and women (5). 
Alcohol consumption has been shown to be 
closely linked to its 'affordability' (6). The effect 
of a possible drop in price due to taxation 
harmonisation within the European Community 
will require careful monitoring. 

Alcohol consumption is commonly assessed 
using a standard technique of counting units. 
Table 3 shows the number of units in various 
types and amounts of alcoholic drinks. For 
example, one unit is roughly equal to the amount 
of alcohol in a half pint of ordinary beer, or a 
measure of spirits, or a glass of wine. 

Table 3 
Number of Units of Alcohol in Different Drinks 

Drink Units 

1 Pint of ordinary beer or lager 2 
1 Pint of strong ale or lager 4 
1 Pint of cider 3 
1 Pub measure of spirits (whisky, gin, vodka) 1 
1 Glass of table wine 1 

As the social use of alcohol is common in this 
country, an important question is whether there 
is a sensible and safe upper limit to intake, and, 
if so, what it is. Both the Royal College of 
Psychiatrists and the Royal Colleges of 
Physicians recommend that 21 units for a man 
and 14 units for a woman are sensible weekly 
upper limits. (The limit is higher for men 
because of their greater body size and different 
metabolism.) Above these limits, the risk of 
damage increases until a threshold is reached 
(50 units per week for men and 35 for women) 
beyond which drinking would be considered 
definitely harmful. 

THE EFFECT ON HEALTH 

There is a common assumption that the only 
people whose health is affected by alcohol 
misuse are the so-called 'alcoholics'. This i~ far 
from the truth. 

The health risks of alcohol misuse fall into two 
broad categories; injury and illness. Alcohol 

misuse is strongly related to accidents, with road 
traffic accidents being particularly common. 
Department of Transport figures for the UK for 
1984 show that of those who died in road traffic 
accidents, 30% of drivers, 29°'0 of pedestrians and 
7% of cyclists had a blood alcohol level exceeding 
the legal limit (80 mg/100ml). Various studies 
have shown that as many as 30% of all home 
accidents are associated with alcohol misuse. 

The fact that around half the victims of assault 
have been found to be 'over the limit' illustrates 
the point that over-consumption of alcohol can 
increase the risk of being injured by others, in 
addition to increasing the risks of injuring others 
and injuring oneself. 

Estimated Deaths in Argyll and Clyde 

In order to gain some insight into the scale of 
ill-health associated with alcohol misuse within 
Argyll and Clyde, a model developed in the USA 
(7) was applied to local data. The model is based 
on death statistics for a set of diagnoses that are 
associated with alcohol consumption. These 
include certain types of cancer, mental disorders, 
cardiovascular, respiratory and digestive 
diseases, accidents, homicide and suicide. 

By applying an 'alcohol-attributable fraction' 
(a proportion ranging from 0.05 to 1.00) to the 
number of deaths from each specific cause, the 
number of deaths ascribed to alcohol 
consumption can be estimated. This model 
indicated that over the five-year period 1985-
1989, there were on average an estimated 269 
alcohol-related deaths per year (145 men, 124 
women). This represents 1 in 20 of all deaths in 
Argyll and Clyde. 

Figure 15 compares the estimated rates of 
alcohol-related deaths in different areas for the 
period 1985-1989. Whilst for each sex the rate for 
Argyll and Clyde was very similar to that for all 
Scotland, there were marked variations within 
Argyll and Clyde. Inverclyde had the highest 
rate for males, and Argyll and Bute for females. 
When data for each of the years from 1979 to 
1989 were examined, it was apparent that Argyll 
and Bute had consistently the highest rate for 
females. For males, the highest rate tended to be 



for Argyll and Bute in the oeriod 1979-1984, but 
since then Inverclyde has usually had the highest 
ranking. Overall, the rates for Argyll and Clyde 
males and females were fairly steady over the 11 
years, showing only a very slight downward 
trend. 

Figure 15 

Estimated Rates of Alcohol-related Deaths, by Sex 
Scotland, Argyll and Clyde and its Four Local Government Districts 

Average Annual Rates for Period 1985-1989 
120~-----------------

+ 
~ 
~ 100 
eo 
'" " o 80 

~ 
:; 
c., 60 
&. 

~ 40 

Males 

Scotland Argyll Argyll 
&: Clyde &: Bule 

~ 120·,-------------------

Females 

Scotland Argyll Argyll Dumbarton Inverdyde Renfrew 
oS.: Clyde &: Bute 

Source: Registrar General Scotland and Reference (7). 

Conclusion 

Clearly, the over-consumption of alcohol is 
causing considerable harm to the health of the 
population and there is little sign of 
improvement with time. 

Alongside national measures such as a rise in the 
relative cost of alcohol and changes in drink 
driving legislation, there is a need for a local 
strategy to tackle this problem. Many agencies 
are working together locally. The Health Board's 
Health Promotion Steering Group has 
emphasised the importance of life skills training 
for school children and young adults. This 
training should help young people to make 
informed lifestyle choices, including the use of 
alcohol, and to abide by these choices. 



Drug misuse can cause serious social, 
psychological, physical and legal problems. 

Drug misuse as defined here includes: 

i) The non-medical use of drugs which are 
normally intended for use as part of a 
course of medical treatment (e.g. opioids, 
stimulants and sedatives), and 

ii) The illicit use of drugs which have no 
generally accepted medical purpose 
(e.g. LSD and cannabis). 

The illegal use of drugs is difficult to quantify, 
both because of their very illegality and the fact 
that the drug misusing population 1S relatively 
small. 

In 1982, the Advisory Council on the Misuse of 
Drugs identified a substantial increase in the 
number of people misusing drugs in the UK. 
The nature and extent of the problem varied from 
area to area. The Council proposed that it should 
be the responsibility of each Health Board to 
ensure that the extent of the problem was 
identified in its area. It was also recognised that 
regular monitoring of the situation is essential in 
order that appropriate local services for drug 
users can be planned and developed. 

A Drug Liaison Committee was set up in each 
Health Board in 1987. At the initial meeting of the 
Committee for Argyll and Clyde Health Board, it 
was agreed that a special study was required to 
provide information regarding the extent and 
type of drug misuse within Argyll and Clyde. 

PROBLEM DRUG USE STUDY (8) 

The research project was carried out in 1990 and 
took the form of a survey of a wide range of 
professional and voluntary groups who come 
into contact with drug misusers. Hospital 
consultants, GPs, community psychiatric nurses, 
district nurses, health visitors, social workers, 
reporters to children's panels and voluntaw 
agencies were asked to complete a standard 
(anonymised) form for each drug misuser 
encountered over a three-month period. 

Results 

A total of 243 drug misusers from throughout the 
Health Board area were identified by the study. 
Of these, 147 (60%) were identified by just three 
groups - the Inverclyde Drugline, district nurses 
and the Renfrew Substance Abuse Project. 

It needs to be emphasised that the figure of 243 
drug misusers represents only a proportion of 
those known to helping agencies in this area and 
does not include any users in the community 
who have not yet sought help, or who have 
sought help elsewhere (e.g. Glasgow). Work 
elsewhere suggests that the true extent of drug 
misuse may be 5 or even 10 times this figure, i.e. 
between 1,215 and 2,430 problem drug users in 
the whole Health Board area (a rate of 276-552 
per 100,000 population). 

Despite the considerable limitations of the survey 
data, several findings are of interest. 

The majority of drug misusers were in their 20s 
or 30s. The ratio of males to females was roughly 
3:2, but it is possible that there was an under
identification of females as it has been shown 
that women may have more difficulties in 
seeking and obtaining help. 

Table 4 
Study of Drug Misuse in Argyll and Clyde 

Types of Drugs Used, by Numbers and Percentages of Users' 
1990 

Number Percentage 
Drug type of users of users 

Benzodiazepines / other 99 41 
minor tranquillisers 
Opiates/opioids 79 33 
(e.g. heroin) 
Cannabis 62 26 
Amphetamines 30 12 
Solvents 30 12 
LSD 23 9 
Cocaine 13 5 
Other drugs (including 12 5 
minor analgesics and 
barbiturates) 

• Some of the 243 individuals used more than one type of drug. 

Source: Reference (8). 

Table 4 shows that benzodiazepines and other 



minor tranquillisers, opiates/opioids and 
cannabis were the most common drugs taken. 
About half of the people used drugs on a daily 
basis. The other half used drugs less frequently, 
possibly recreationally without being physically 
dependent, although they had still sought help. 
Most (61 %) took drugs by mouth, with 30% 
smoking, 24% injecting and 22% inhaling drugs. 
Some users used more than one method. 

Of the 58 people who injected, all had injected 
opiates/opioids. Other types of drug were far 
less likely to be injected, although the rate for 
benzodiazepines (29% of injectors) was 
noteworthy. The majority of injectors were males 
in their 20s. 

The survey indicated a drop in the percentage of 
injecting drug users who shared equipment 
(from 66% in the past to 16% in 1990). It is not 
possible to assess the validity of this finding, 
although it seems likely that the AIDS education 
programme has had some effect. The study took 
place before the start of the needle exchange 
scheme in Inverclyde. 

A question was included in the survey on 
whether the drug misuser had had previous 
contact with the helping services. Most of the 
243 individuals had had such contact, 
particularly with CPs, Drug Clinics and 
Psychiatric Clinics. Treatment and services 
offered ranged from advice, information and 
counselling, to detoxification treatment, the 
issuing of prescriptions, referral on to another 
service, and long-term residential care. 

Conclusion 

The survey has confirmed that drug misuse is a 
considerable public health problem. In addition, 
in view of the threat posed by the spread of HIV 
infection in the community by intravenous drug 
misuse, it is essential that all agencies co-operate 
in developing a strategy for education, 
prevention and harm reduction. 

. 
The Drug Liaison Committee is looking at the 
implications of this survey for service 
organisation and provision. The considerable use 
made of general services, as well as specific 

services such as drug clinics, means that certain 
groups of professionals may require additional 
training and education. 

The Health Board has further responded to the 
drug misuse problem by appointing three 
community psychiatric nurses to counter drug 
misuse throughout the Board area. 



Road traffic accidents are a cause of considerable 
suffering. In 1988, the last year for which 
complete figures are available, 2,056 people were 
injured or killed on the roads in Argyll and Clyde 
(9). Of these, 533 were pedestrians, of whom 258 
(48%) were under the age of 16 years, and a 
further 74 (14%) over the age of 65 years. In 
Strathclyde Region as a whole, the financial costs 
of these deaths and injuries is estimated to be 
about £179 million - £77 for every man, woman 
and child living in the Region. There are 
substantial costs to the health service, but the 
personal costs to those injured in accidents, and 
to their families, cannot be quantified in 
monetary terms. 

Strathclyde Police and the Department of Roads 
estimate that 60% of accidents are caused by 
errors by car drivers and motor-cycle or push
bike riders, and a further 29% by pedestrian 
mistakes. Hence it seems that the vast majority of 
accidents are preventable. Moreover, it has been 
found that up to 25% of drivers who are involved 
in accidents have excessive blood alcohol levels. 

Figure 16 shows the trends since 1980 for 
pedestrian casualties in Argyll and Clyde, in 
three age groups - children, adults and the 
elderly. The rate of pedestrian casualties per 
1,000 population is consistently highest in those 
aged 0-15 years. 

Figure 16 

Time Trends for Pedestrian Casualties 
by Age Group 
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Source: Reference (9). 

An attempt to reduce this toll will require action 
at more than one level. Drivers need to pay close 
attention to pedestrians, particularly children in 
built-up areas. Local authorities can help by 
introducing traffic calming measures such as 
speed bumps and chicane bends. Finally, 
legislation for random breath testing would be 
likely to discourage drinking and driving. 



A water supply which is clear of harmful bacteria 
and contaminants is a prime concern of public 
health. 

Treatment, analysis and monitoring of supplies 
are undertaken by the Water Department of 
Strathclyde Regional Council. With regard to 
microbiological cleanliness, supplies across the 
Health Board area satisfied requirements on 94°'0 
of occasions in the latter half of 1990. The 
European Community regulatory standard is 
98°'0. 

The presence of lead in drinking water can be 
detrimental to health. The main source of this 
lead is from ageing domestic piping associated 
with soft water, and a grant-aided programme of 
pipe replacement has been available for several 
years. Meanwhile, water is dosed with 
orthophosphate to prevent the entry of lead from 
the pipes into tap water. This has led to a marked 
fall in the concentration of lead in tap water, with 
no adverse effects on health. 

Aluminium in water is present as a result of early 
treatment of reservoir water, and has received 
attention for its possible relationship to 
dementing illness. There is no evidence to date 
that the normal domestic water supply is an 
important source of aluminium in the diet. Food 
cooked in aluminium cooking pots, and 
indigestion remedies containing aluminium, are 
likely to be more important dietary sources. 

The water supply to two communities in Argyll 
had to be interrupted on public health grounds 
during 1990. The first incident was due to 
contamination of the catchment area with 
atrazine, a herbicide used in the forestry 
industry. The second incident was due to a water 
treatment plant failure which could have led to 
microbiological contamination. In both episodes 
the Department of Public Health and the Water 
Department of Strathclyde Regional Council 
worked closely together, with the assistance of 
the Health Board's Primary Care and Computer 
Departments. Households with children aged 
less than two years or adults over 75 years were 
identified for particular attention. In neither 
incident has there been evidence of adverse 
health effects. 

The Public Health Department enjoys a 
constructive and continuing relationship with the 
Water Department of Strathclyde Regional 
Council. The former acts as a source of advice on 
the medical effects of water constituents, 
microbiological safety and the balance of 
chemical treatment. The two departments are co
operating in new areas of concern and research, 
such as the treatment of cryptosporidiosis ;)nd 
the control of toxin-producing algae. 
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ESTIMATED POPULATION 
Health Board and Scotland by age and sex 

At 30 June 1990 

Age Bands Heal th Board 

Persons X 

-----

All AGES 440,400 100.0 

Less than 1 5,579 1.3 
1 to 4 23,405 5.3 
5 to 14 56,298 12.8 
15 to 24 63,898 14.5 

25 to 34 70,110 15.9 
35 to 44 59,427 13.5 
45 to 54 51,597 11.7 
55 to 64 46,808 10.6 

65 to 74 36,562 8.3 
75 to 84 21,467 4.9 
85 and over 5,249 1.2 

Males X Females X 

212,664 100.0 227,736 100.0 

2,810 1.3 2,769 1.2 
12,102 5.7 11,303 5.0 
28,882 13.6 27,416 12.0 
32,508 15.3 31,390 13.8 

35,272 16.6 34,838 15.3 
29,653 13.9 29,n4 13.1 
25,318 11.9 26,279 11.5 
22,029 10.4 24,779 10.9 

15,498 7.3 21,064 9.2 
7,375 3.5 14,092 6.2 
1,217 .6 4,032 1.8 

Note : Individual percentages have not been adjusted to S\l11 to 100X 

Source: Registrar General's mi d year est imates for 1990. 

Scotland 

Persons X Males X Females X 

5,102,400 100.0 2,466,795 100.0 2,635,605 100.0 

63,703 1.2 32,609 1.3 31,094 1.2 
262,191 5.1 134,613 5.5 127,578 4.8 
631,314 12.4 323,499 13.1 307,815 11.7 
m,443 15.2 393,983 16.0 381,460 14.5 

799,611 15.7 405,691 16.4 393,920 14.9 
691,978 13.6 345,889 14.0 346,089 13.1 
578,683 11.3 282,910 11.5 295,m 11.2 
538,078 10.5 253,850 10 .3 284,228 10.8 

433,460 8.5 186,732 7.6 246,728 9.4 
261,047 5.1 91,458 3.7 169,589 6.4 
66,892 1.3 15,561 .6 51,331 1.9 



ESTIMATED POPULATION 
Local authority districts by age and sex 

At 30 June 1990 

Argyll & Bute Local Authority District 

ALL AGES 

Less than 1 

1 to 4 
5 to 14 
15 to 24 

25 to 34 
35 to 44 

45 to 54 
55 to 64 

65 to 74 
75 to 84 
85 and over 

ESTIMATED POPULATION 

Persons X 

66,150 100.0 

798 1.2 
3,486 5.3 
8,737 13.2 
8,639 13.1 

10,608 16.0 
8,870 13.4 
7,477 11.3 
6,466 9.8 

5,721 8.6 
4,237 6.4 
1,111 1.7 

Local authori ty districts by age and sex 

At 30 June 1990 

Males % 

32,188 100.0 

389 1.2 
1,812 5.6 
4,549 14.1 
4,369 13.6 

5,615 17.4 
4,519 14.0 
3,m 11.7 

3,063 9.5 

2,378 7.4 
1,440 4.5 

277 .9 

Inverclyde Local Authority District 

AU AGES 

Less than 1 

1 to 4 

5 to 14 
15 to 24 

25 to 34 
35 to 44 

45 to 54 
55 to 64 

65 to 74 

75 to 84 
85 and over 

Persons X 

93,470 100.0 

1,179 1.3 
4,815 5.2 

11,707 12.5 
13,587 14.5 

15,408 16.5 
11,869 12.7 
10,504 11.2 
10,240 11.0 

8,296 8.9 
4,787 5.1 
1,078 1.2 

Males X 

44,880 100.0 

579 1.3 
2,513 5.6 
5,906 13.2 

6,912 15.4 

7,707 17.2 
6,022 13.4 
5,168 11.5 
4,741 10.6 

3,493 7.8 
1,625 3.6 

214 .5 

Females % 

33,962 100.0 

409 1.2 
1,674 4.9 
4,188 12.3 
4,270 12.6 

4,993 14.7 
4,351 12.8 
3,700 10.9 
3,403 10.0 

3,343 9.8 
2,797 8.2 

834 2.5 

Females X 

48,590 100.0 

600 1.2 
2,302 4.7 

5,801 11.9 
6,675 13.7 

7,701 15.8 
5,847 12.0 
5,336 11.0 
5,499 11.3 

4,803 9.9 
3,162 6.5 

864 1.8 

Note : Individual percentages have not been adjusted to S<All to 100% 

Source: Registrar General's mid year estimates for 1990. 

OUlbarton Local Authority District 

Persons X 

79,750 100.0 

1,066 1.3 
4,504 5.6 

11,189 14.0 
11,337 14.2 

12,958 16.2 
11,437 14.3 
8,866 11.1 
7,740 9.7 

6,150 7.7 
3,631 4.6 

872 1.1 

Males X 

38,728 100.0 

554 1.4 
2,317 6.0 
5,803 15.0 
5,760 14.9 

6,479 16.7 
5,764 14.9 
4,330 11.2 
3,596 9.3 

2,615 6.8 
1,289 3.3 

221 .6 

Renfrew Local Authority District 

Persons X 

201,030 100.0 

2,536 1.3 
10,600 5.3 
24,665 12.3 
30,335 15.1 

31,136 15.5 
27,251 13.6 

24,750 12.3 
22,362 11.1 

16,395 8.2 
8,812 4.4 
2,188 1.1 

Males X 

96,868 100.0 

1,288 1.3 
5,460 5.6 

12,624 13.0 
15,467 16.0 

15,471 16.0 

13,348 13.8 
12,043 12.4 
10,629 11.0 

7,012 7.2 
3,021 3.1 

505 .5 

Females X 

41,022 100.0 

512 1.2 
2,187 5.3 
5,386 13.1 
5,577 13.6 

6,479 15.8 
5,673 13.8 
4,536 11.1 
4,144 10.1 

3,535 8.6 
2,342 5.7 

651 1.6 

Females X 

104,162 100.0 

1,248 1.2 
5,140 4.9 

12,041 11.6 
14,868 14.3 

15,665 15.0 
13,903 13.3 
12,707 12.2 
11,733 11.3 

9,383 9.0 
5,791 5.6 
1,683 1.6 



PROJECTED POPULATIONS 
Health Board and Scotland by age and sex 
1989 based 

Health Board 

All ages o - 14 15 - 44 

1991 Persoru. 437,283 84,842 190,582 
Males 211,619 43,553 96,251 
Females 225,664 41,289 94,331 

1996 Persons 429,707 84,338 177,741 
Males 208,634 43,253 89,990 
Females 221,073 41,085 87,751 

2001 Persons 420,247 81,973 167,543 
Males 204,670 42,143 84,676 
Females 215,577 39,830 82,867 

2006 Persons 407,398 76,685 153,148 
Males 198,845 39,313 77,604 
Females 208,553 37,372 75,544 

Scotland 

45 - 64 65 - 74 OVer 74 All ages o - 14 

98,313 36,m 26,774 5,067,812 950,600 
47,556 15,741 8,518 2,452,404 487,187 
50,757 21,031 18,256 2,615,408 463,413 

102,488 37,170 27,970 5,050,545 963,569 
49,869 16,479 9,043 2,452,386 493,320 
52,619 20,691 18,927 2,598,159 470,249 

104,207 37,251 29,273 5,025,687 960,399 
51,166 16,745 9,940 2,448,869 491,830 
53,041 20,506 19,333 2,576,818 468,569 

109,504 37,674 30,387 4,972,930 930,864 
54,048 17,074 10,806 2,430,266 476,411 
55,456 20,600 19,581 2,542,664 454,453 

Note Projections are based on assumptions about the future mortality, fertility and migration 
which are summarised in Table N 2.4 of the Annual Report, Registrar General for Scotland. 
The assumptions are subject to revision in the light of changing trends. 

Source: Registrar General's projections for 1989 

15 - 44 45 - 64 65 - 74 OVer 74 

2,238,327 1,114,103 436,509 328,273 
1,133,448 536,014 189,103 106,652 
1,104,879 578,089 247,406 221,621 

2,135,280 1,170,958 441,923 338,815 
1,084,158 568,660 194,881 111,367 
1,051,122 602,298 247,042 227,448 

2,061,102 1,212,046 433,910 358,230 
1,049,372 591,348 193,481 122,838 
1,011,730 620,698 240,429 235,392 

1,953,379 1,284,978 432,822 370,887 
997,376 630,008 195,103 131,368 
956,003 654,970 237,719 239,519 



PROJECTED POPULATIONS 
Local authority districts by age and sex 
1989 based 

Argyll & Bute Local Authority District Dumbarton Local Authority District 

All ages o - 14 15 - 44 

1991 Persons 66,190 13,090 28,142 
Males 32,285 6,810 14,532 
Females 33,905 6,2SO 13,610 

1996 Persons 66,614 13,488 27,695 
Males 32,680 6,992 14,267 
Females 33,934 6,496 13,428 

2001 Persons 67,349 13,885 27,775 
Males 33,236 7,139 14,283 
Females 34,113 6,746 13,492 

PROJECTED POPULATIONS 
Local authority districts by age and sex 
1989 based 

45 - 64 

13,968 
6,897 
7,071 

14,946 
7,485 
7,461 

15,470 
7,812 
7,658 

65 - 74 OVer 74 All Ages o - 14 15 - 44 

5,654 5,336 79,621 16,701 35,343 
2,382 1,664 38,688 8,618 17,843 
3,272 3,672 40,933 8,083 17,500 

5,371 5,114 78,226 16,334 32,769 
2,365 1,571 38,108 8,373 16,677 
3,006 3,543 40,118 7,961 16,092 

5,301 4,918 76,341 15,534 30,530 
2,444 1,558 37,298 8,040 15,449 
2,857 3,360 39,043 7,494 15,081 

Inverclyde Local Authority District Renfrew Local Authority District 

All ages o - 14 15 - 44 45 - 64 65 - 74 Over 74 All Ages o - 14 

1991 Persons 92,583 17,562 40,299 20,634 8,314 5,774 198,889 37,489 
Males 44,584 8,954 20,380 9,923 3,528 1,799 96,062 19,171 
Females 47,999 8,608 19,919 10,711 4,786 3,975 102,827 18,318 

1996 Persons 88,895 16,865 37,151 20,768 8,150 5,961 195,972 37,651 
Males 42,887 8,599 18,735 10,172 3,543 1,838 94,959 19,289 
Females 46,008 8,266 18,416 10,596 4,607 4,123 101,013 18,362 

2001 Persons 84,692 15,684 34,128 20,845 7,902 6,133 191,865 36,870 
Males 40,938 8,039 17,147 10,293 3,470 1,989 93,198 18,925 
Females 43,754 7,645 16,981 10,552 4,432 4,144 98,667 17,945 

Note Projections are based on assumptions about ~he future mortality, fertility and migration 
which are summarised in Table N 2.4 of the Annual Report, Registrar General for Scotland. 
The assumptions are subject to revision in the light of changing trends. 

Source: Registrar General's projections for 1989 

15 - 44 

86,798 
43,496 
43,302 

SO,126 
40,311 
39,815 

75,110 
37,797 
37,313 

45 - 64 

16,730 
8,030 
8,700 

17,940 
8,678 
9,262 

18,874 
9,303 
9,571 

45 - 64 

46,981 
22,706 
24,275 

48,834 
23,534 
25,300 

49,018 
23,758 
25,260 

65 - 74 OVer 74 

6,231 4,616 
2,688 1,509 
3,543 3,107 

6,169 5,014 
2,715 1,665 
3,454 3,349 

6,105 5,298 
2,666 1,840 
3,439 3,458 

65 - 74 OVer 74 

16,573 11,048 
7,143 3,546 
9,430 7,502 

17,480 11,881 
7,856 3,969 
9,624 7,912 

17,943 12,924 
8,165 4,553 
9,778 8,371 



BIRTHS, DEATHS, INFANT DEATHS, NEONATAL DEATHS AND PERINATAL DEATHS 
NUTtlers (4) 
1987 to 1990 

Births Deaths 

Live Still 

(1) 

Infant Deaths 
(2) 

Neonatal Deaths Perinatal 
Deaths 

(3) 

1987 1988 1989 1990 '87 '88 '89 '90 1987 1988 1989 1990 '87 '88 '89 '90 '87 '88 '89 '90 '87 '88 '89 '90 

Scotland 66241 66212 63480 65973 339 357 319 349 62014 61957 65017 61527 563 543 552 508 311 298 298 290 594 594 553 574 

Health Board 

Argyll & Bute 
Dl.IIDarton 
Inverclyde 
Renfrew 

5843 5843 5582 5718 

846 875 830 8D4 

1143 1129 1067 1093 
1222 l1n 1179 1205 
2632 2667 2506 2616 

Notes (1) Deaths in the first year of life. 

27 30 35 26 

2 1 2 3 
892 2 

7 7 10 
16 13 24 11 

(2) Deaths in the first four weeks of life. 
(3) Stillbirths and deaths in the first week of life. 

5399 5311 5606 5419 

994 939 1050 990 
841 842 917 859 

1208 1237 1285 1268 
2356 2293 2354 2302 

46 55 44 58 

10 7 10 8 
5 17 7 12 
5 6 8 13 

26 25 19 25 

(4) The rourbers of births in this table are corrected for area of mother's residence. 

BIRTHS, DEATHS, INFANT DEATHS, NEONATAL DEATHS AND PERINATAL DEATHS 
Rates (6) 

1987 to 1990 

Births Crude Death Rate 

Live (1) Still (2) 

(3) 

Infant Deaths 

27 33 21 24 

5 4 2 3 
3 12 3 5 
4 3 5 6 

15 14 11 10 

Neonate l Deaths 
(4) 

47 56 53 42 

554 5 
10 18 3 5 
4 9 12 16 

28 24 34 16 

Perinatal 
Deaths 

(5) 

1987 1988 1989 1990 1987 1988 1989 1990 1987 1988 1989 1990 1987 1988 1989 1990 1987 1988 1989 1990 1987 1988 1989 

Scotland 13.0 13.0 12.5 12.9 5.1 5.4 5.0 5.3 12.1 12.2 12.8 12.1 

Health Board 

Argyll & Bute 
DI.IIDa r ton 
Inverclyde 
Renfrew 

13.2 13.2 12.7 13.0 4.6 5.1 6.2 4.5 

12.913.3 12.5 12.2 2.4 1.1 2.4 3.7 
14.3 14.0 13.4 13.7 7.0 7.9 1.9 1.8 
12.7 12.3 12.5 12.9 .8 5.9 5.9 8.2 
13.1 13.312.5 13.0 6.0 4.9 9.5 4.2 

Notes (1) Live births per 1,000 total population. 
(2) Per 1,000 births (including stillbirths). 

12.2 12.0 12.7 12.3 

15.1 14.2 15.8 15.0 
10.6 10.5 11.5 10.8 
12.5 13.0 13.6 13.6 
11.711.4 11.7 11.5 

(3) Deaths in the first year of life pe~ 1,000 live births. 
(4) Deaths in the first four weeks of life per 1,000 live births. 

8.5 8.2 8.7 7.7 

7.9 9.4 7.9 10.2 

11.8 8.0 12.0 10.0 
4.4 15.1 6.611.0 
4.1 5.1 6.8 10.8 
9.9 9.4 7.6 9.6 

(5) Stillbirths and deaths in the first week of life per 1,000 births (including stillbiths). 
(6) The rourber of births in the table are corrected for area of mother's residence. 

Source: Registrar General's Annual Reports, 1987 TO 1990 

4.7 4.5 4.7 4.4 

4.6 5.6 3.8 4.2 

5.9 4.6 2.4 3.7 
2.6 10.6 2.8 4.6 
3.3 2.6 4.2 5.0 
5.7 5.2 4.4 3.8 

8.9 8.9 8.7 

8.0 9.5 9.4 7., 
5.9 5.7 4.8 6.~ 

8.7 15.8 2.8 4.6 
3.3 7.6 10.1 13.2 

10.6 9.0 13.4 6.1 



MORTALITY FRCJ4 SELECTED CAUSES 
Heal th Board 
Nurt>ers by age 800 sex 
1990 

I CD B Cause of Death 
List (1) 

02 
020-021 

08-14 
091 
101 
113 
120 

181 

26-28 
27 

29 

323 

341 

44 

E47-E53 
E471 
E50-E52 

E54 

ALL CAUSES 
Main Causes 

Tuberculosis 
Resp; rstory 

Mal ignant Neoplasms 
Stomach 
Lung 
Breast 
Cervix 

Diabetes 

Heart 0 heeses 
Ischaemfc 

Cerebrovascular Diseases 

Bronchi tf .,E~yaema,A.thma 

Ulcer of Stomach & Duodenun 

Congenital Anomal ies 

Accfdents & Adverse Effects 
Motor Vehicle 
Home Accidents 

Suicide 

MORTALITY FRCJ4 SELECTED CAUSES 
Heal th board 
Rates per 100,000 population by age 
1990 

I CD B Cause of Death 
List (1) 

02 
020-021 

08-14 
091 
101 
113 
120 

181 

26-28 
27 
29 

323 

341 

44 

E47-E53 
E471 
E50-E52 

E54 

ALL CAUSES 
Main Causes 

Tt.berculosis 
Respi ratory 

Mal ignant Neoplasms 
Stomach 
Lung 
Breast (2) 
Cervix (2) 

Diabetes 

Heart 0 i leases 
lachaemic 
Cerebrovascular Diseases 

Bronchftis,E~ysema,Asthma 

Ulcer of Stomach & Ouodenun 

Congenital Anomali es 

Accidents & Adverse Effects 
Motor Vehicle 
Heme Accidents 

Suicide 

All Ages 

Male Female 

2610 2809 
2020 2065 

2 
2 

680 
43 

260 

13 

866 
792 

2n 

41 

7 

12 

90 
32 
27 

37 

All Ages 

2 
1 

595 
27 

119 
98 
19 

22 

825 
708 

495 

26 

19 

70 
15 
21 

6 

Heal th Scot
Board land 

1230 1206 
928 914 

290 
16 
86 
43 
8 

8 

384 
341 
174 

15 

6 

36 
11 
11 

10 

293 
17 
81 
47 
6 

10 

384 
334 
157 

13 

7 

4 

35 
11 
9 

10 

Age Band 

<1 1-4 5-14 15-34 35-44 45-64 65-74 75+ 

M MFMFMFM M M M 

34 24 5 2 75 30 70 37 607 380 750 588 1064 1743 
8 2 4 0 53 15 45 27 515 306 606 463 785 1247 

7 3 

Age Group 

<1 1-4 

7 4 10 16 

2 
7 
2 

196 159 
15 1 
73 30 

6 

41 
5 

245 163 
10 7 

106 47 
19 
5 

10 

4 
2 

17 6 225 99 267 193 
16 6 216 88 253 175 

3 

26 7 10 
16 5 1 

1 1 2 

12 

5-14 15-34 35-44 

38 24 

6 8 

3 

22 
10 
10 

18 

45-64 

3 

6 
3 
3 

62 70 

13 11 

3 3 

8 11 
1 1 
4 5 

65-74 

HB HB S HB S HB S HB S HB HB 

220 
18 
78 

253 
19 
40 
30 
6 

9 

352 525 
305 438 

167 399 

21 7 

20 
3 
9 

3 

13 

40 
4 
9 

75+ 

HB 

1040 801 43 36 12 21 78 76 180 175 1003 936 3660 3534 10507 9943 
179 210 38 19 7 14 51 54 121 129 834 778 2924 2883 7606 7153 

36 6 
3 
2 

4 4 

o 

143 193 17 4 

9 17 8 
9 4 

8 9 2 

o 

o 

- 0 
- 0 

810 
o 
o 

2 2 
2 1 

4 3 
2 2 
1 1 

4 8 25 24 
5 16 15 
1 1 2 

10 13 

44 51 
2 

8 6 
24 19 
7 6 

3 

39 32 
37 27 
8 10 

o 

24 20 
3 7 
7 4 

12 

361 344 
16 17 

105 106 
80 n 
10 9 

8 8 

8 
5 

3 
2 

11161088 
46 66 

418 362 
90 118 
24 16 

41 35 

329 305 1258 1260 
309 280 1171 1156 

63 61 361 365 

14 11 

6 

28 
13 
13 

6 

27 
8 
8 

22 14 

66 45 

16 21 

52 
5 

25 

51 
12 
16 

13 

1770 
138 
442 
166 
33 

37 

1786 
116 
405 
207 

19 

80 

3283 3185 
2781 2647 
2119 lnl 

105 

52 

225 
26 
67 

15 

89 

63 

214 
25 
69 

9 

Notes: (1) All data from B List Table C2_15 (Health Board) & Table C2.14(Scotland) 
(2) Rate per 100,000 female population 

Source: Registrar General for Scotland 



TARGETS FOR THE IMPROVEMENT OF 
HEALTH 

Since the publication of the 1989 Annual Report, 
the Scottish Office has issued a national policy 
statement 'Health Education in Scotland'. This 
document identifies the priorities for health 
education and sets targets for the year 2000, 
taking 1986 as the baseline. 

1. Ischaemic heart disease. 
Mortality amongst people under 65 years 
of age should be reduced by 30%. 

2. Cancer. 
Mortality amongst people under 65 years 
of age should be reduced by 15%. 

3. Dental health. 
60% of five year old school entrants should 
not have any decayed, extracted or filled 
teeth. The percentage of adults with no 
natural teeth should be reduced to 10%. 

4. Smoking. 
The number of regular smokers in the age 
group 12-24 should be reduced by 30%, 
with a 20% reduction in the number over 
the age of 25 years. 

5. Alcohol misuse. 
There should be a reduction of 20% in the 
proportion of the population exceeding the 
recommended sensible limits for alcohol 
consumption (21 units per week for men 
and 14 units per week for women). 

The Health Promotion Steering Group, with 
representation from the Health Board, Local 
Authority and Local Health Council, has been set 
up. It has responsibility for the setting of 
priorities and targets for the Board's health 
promotion programme. The major strategic 
objective of this programme is to achieve close 
co-ordination of all health promotional effort and 
to ensure that consistent messages are delivered 
as to what constitutes good health and, its 
attainment. 
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