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INTRODUCTION 

Glasgow has a reputation for being one of the most unhealthy cities in Europe. There is little 
doubt that the risk of premature death from heart disease, stroke and a number of cancers is 
higher in Glasgow than in other parts of Scotland. In part, these differences are due to the high 
prevalence of smoking within the city. The news, however, on Glasgow's health is not all bad. 
Glasgow's health is getting better. Over the past five years we have seen falling trends in the risk 
of premature death from heart disease, stroke and lung cancer amongst men. Mortality from 
breast cancer has as yet shown no sign of declining but it may be a few years yet until the effects 
of the breast screening programme are seen in Glasgow. 

The public are concerned about hospital services. This year we present data relating to the use 
of hospital services. Many factors detern1ine the way in which our hospitals are used and we are 
anxious that information is presented on trends in the delivery of acute health care. 

In other chapters of the Report we have highlighted some of the developments taking place 
within the city. Important work aimed at improving access to health services for those who are 
mentally ill, those who are homeless and those who misuse drugs are described, as are recent 
trends in the number of infectious diseases notified to the Public Health Department. 

An important feature of previous annual reports has been a description of the inequalities in 
health which exist in the city and which are determined by variations in socio-economic status. 
Eradication of inequalities in health would be the single most important step to take in improving 
the overall health status of the city. We have expanded on this theme by highlighting not only 
inequalities which exist as a result of socio-economic status but we have provided inf0ll11ation 
on variations in uptake of health services detennined by socio-economic status. We also include 
a comment on variations in health which exist in the Health Board's area as a result of gender 
differences and across ethnic groups. 

Finally, we include a note on several research projects currently being undertaken by members of 
the Public Health Department, often in association with colleagues in local authorities as well as 
in primary care and NHS Trusts. Chapter 8 includes some information on the model of health 
which seeks to explain how the variolls factors we experience in day to day living inter-relate to 
produce health. This model will be described in greater detail in a forthcoming Local Health 
Strategy. We intend to use this model as the basis for future research and development work. 

Dr Harry Bums 
Director of Public Health 
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CHAPTER 1 - VITAL STATISTICS 

1.1 P OPULATION T RENDS 

The population of the GGHB area continues to decline - mainly because of net out-migration of 
people from Glasgow City and Clydebank. Between 1981 and 1991 this decline amounted to 
7.4%; between 1991 and 1994 the decline is estimated to be about 1.2%. The greatest decline 
in population between 1981 and 1991 has been in the age group 0-14 years in which there has 
been a fall of 32,500 (16%). These trends are shown in Table I. 

Table 1: Population of GGHB area, 1981, 1991 and 2001 

Age Group 1981 1991 2001 % Change between 
1981-91 1991-2001 

0-14 204,200 171,700 172,100 -16.0% 0.2% 

15-64 651,100 612,100 577,400 -6.0% -5.7% 

65-74 92,500 82,800 75,400 -10.5% -8.9% 

75-84 45,100 49,300 45,300 9.3% -8.1% 

85+ 8,900 11,900 14,100 34.1% 18.5% 

TOTAL 1,001,800 927,800 884,300 -7.4% -4.7% 

65+ 146,500 144,000 134,800 -1.7% -6.4% 

Source: Registrar Genera/ Reports and Projections 

Although the popUlation of the GGHB area declined by about 74,000 from 1981 to 1991, there 
have been increases in the following age groups: 

age 85 years and over - increase of about 3,000 (34 %) 
age 75 - 84 years - increase of about 4,200 (9.3%) 
age 0 - 4 years - increase of about 2,800 (5%) 

It is w011h reiterating that the population of Glasgow is expected to decline by almost 5% from 
927,800 to 884,300 between 1991 and 200 I. Falls are expected in the numbers of people in all 
age groups except in those aged 85 years, where an increase of 19% is expected, and possibly in 
children. 

The main projected differences for the period 1991-200 I when compared with 1981-1991 are 
slower rates of increase in very elderly people and a decrease in people aged between 75 and 84 
years. It is also expected that there will be a marked slowing and possible reversal of the decrease 
in the numbers of children. 



Table 2: Population breakdown by deprivation category, GGHB and Scotland 

GGHB* SCOTLAND 

Carstairs 1981 % of 1991 % of 1981 % of 1991 % of 

Total Total Total Total 

I 90,077 9.1% 97,190 10.5% 305,868 6.1% 221,620 4.4% 

2 89,771 9.1% 95,603 10.3% 691,280 13.7% 772,123 15.4% 

3 102,256 10.4% 106,253 11.5% 1,095,583 21.8% 1,204,945 24.1% 

4 91,564 9.3% 89,991 9.7% 1,282,976 25.5% 1,150, 144 23.0% 

5 122,844 12.5% 112,975 12.2% 743,689 14.8% 802,992 16.1 % 

6 226,837 23.0% 211,537 22.9% 571,901 11.4% 500,275 10.0% 

7 262,896 26.7% 210,176 22.9% 340,998 6.8% 346,221 6.9% 

Total 986,245 923,725 5,032,295 4,998,320 

Source: Registrar General Reports 
* GGHB figures have been corrected using Census data 

Table 2 shows the distribution of residents of the GGHB area at the 1981 and 1991 censuses 
across the seven economic groups defined by Carstairs. These groups have been defined on the 
basis of economic indicators such as the proportion of unemployed males, the proportion of 
overcrowded homes and the proportion of homes without access to a car in each postcode 
sector. Carstairs category I represents the most affluent areas, while category 7 represents the 
most deprived areas. 

From this table, a number offacts are apparent. The proportion of residents living in the more 
affluent areas increased from 1981 to 1991 while there was a small reduction in the number of 
residents in the most deprived sectors. Another striking fact is that of the 346,221 people in 
Scotland who were resident in the most deprived area (category 7) in 1991,210,176 (61 %) were 
resident in the GGHB area. This has significant implications for the way health care is used in 
Glasgow and, consequently, the resources needed to meet health needs. 

Table 2(a) shows the GGHB figures for 1991 further sub-divided by gender and age. 
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Table 2(a) GGHB Corrected Population Data from 1991 Census by Gender, Age and Deprivation Category 

0-14 15-44 45-64 65-75 75-79 80+ All 
Number % Number % Number % Number % Number % Number % Number % 

Males 

1 9221 11 % 20251 10% 11263 12% 3446 10% 1027 10% 926 11 % 46134 11 % 
2 9107 10% 21B45 11% 9732 10% 3219 g% 1074 10% 902 11 % 45B79 10% 
3 9474 11 % 24155 12% 10533 11 % 3BB3 11 % 1215 11 % 1047 13% 50307 11 % 
4 73B7 8% 21256 10% B430 9% 35B9 10% 11 BO 11 % 9Bl 12% 42B23 10% 
5 9514 11 % 23619 12% 11937 13% 5013 14% 1636 15% 1200 15% 52919 12% 

6 1924B 22% 46B92 23% 21446 23% 8579 25% 2478 23% 1847 22% 100490 23% . 
7 23581 27% 45218 22% 20941 22% 7167 21 % 19B5 19% 1326 16% 100218 23% 

Total 87532 203236 94282 34896 10595 8229 438770 

Females 

1 9004 11 % 20453 10% 13039 12% 4274 g% 1672 9 % 2614 11 % 51056 11 % 
2 8729 10% 21321 10% 10755 10% 4569 g% 1814 10% 2536 11 % 49724 10% 

3 8764 10% 24064 12% 11955 11 % 5706 12% 2387 13% 3070 13% 55946 12% 
w 4 7022 8% 20395 100/0 10028 9% 5132 11 % 2071 11 % 2520 11 % 47168 10% 

5 9165 11 % 23723 12% 13909 13% 7287 15% 2671 14% 3301 14% 60056 12% 
6 lB467 22% 4712B 23% 23909 23% 11730 24% 4480 24% 5333 23% 111047 23% 

7 22604 27% 48482 24% 22207 21 % 9415 20% 3485 19% 3765 16% 109958 23% 
Total 83755 205566 105802 48113 18580 23139 484955 

All 
1 lB225 11 % 40704 10% 24302 12% 7720 9% 2699 9% 3540 15% 97190 11 % 

2 17B36 10% 43166 11 % 20487 10% 77BB 9 % 28B8 10% 3438 15% 95603 10% 
3 lB238 11 % 48219 12% 22488 11 % 95B9 12% 3602 12% 4117 18% 106253 12% 

4 14409 8% 41651 10% 18458 g% B721 11 % 3251 11 % 3501 15% 89991 10% 
5 18679 11 % 47342 12% 25B46 13% 12300 15% 4307 15% 4501 19% 112975 12% 
6 37715 22% 94020 23% 45355 23% 20309 24% 6958 24% 71BO 31 % 211537 23% 

7 461B5 27% 93700 23% 43148 22% 165B2 20% 5470 19% 5091 22% 210176 23% 
otal 171287 tI;jUUlI :l1l175 ;jl;jbtl ""'" ( "'" 

0/0 in age 

group 19% 44% 22% 9% 3% 3% 



Births and Deaths 
As can be seen in Table 3, there has been a general downward trend in the number of births since 
1980. The number of deaths has also declined fairly steadily since 1980 with one unexplained 
rise in 1989 and another in 1993. 

Table 3: Births & Deaths of GGHB Residents, 1980-94 

Year Births (Number) Deaths (Number) 
1980 14,698 15, 183 
1981 13,390 13.914 
1982 12,808 13,711 
1983 12,592 13,476 
1984 12,709 13,289 
1985 13,003 13,111 
1986 12,937 13,234 
1987 12,909 12,890 
1988 12,840 12,730 
1989 12,225 13,390 
1990 12,400 12,268 
1991 12,763 12,114 
1992 12.266 12,110 
1993 11 ,8 17 12,607 
1994 11,407 11 ,630 

Stillbirth rates declined in both GGHB and Scotland frol11 1980 until 1983, then fluctuated up 
and down until 1989, when the rates for Scotland and GGHB were virtually identical (Table 4). 
Since then the general trend has been towards a slight increase in rate of stillbirths although these 
fluctuations are not statistically significant. 

Table 4: Stillbirth Rates, GGHB and Scotland 1980-1994 (rates per ]000 live births) 

Year GGHB Scotland 
1980 6.5 6.7 
1981 7.5 6.3 
1982 5.9 5.8 
1983 5.5 5.8 
1984 5.8 5.8 
1985 6.6 5.5 
1986 5.8 5.8 
1987 6.0 5.1 
1988 5.3 5.4 
1989 5.2 5.0 
1990 5.7 5.3 
1991 5.3 5.5 . 
1992" 5.9 5.4 
1993 5.6 6.4 
1994 6.5 6.1 

·Note: The definitioll ofa stillbirth cllO"gedfrom a geswaoll period of 28 weeks /0 24 lI'eeks 011 lSI Octoher 1992, 
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Between 1981 and 1990 infant mortality for residents of the GGHB area was indistinguishable 
from that for Glasgow City and Scotland as a whole, and the trend in Scotland has continued 
downwards (Table 5). However between 1991 and 1993, infant m0l1ality in Glasgow City 
(which fonns part of GGHB) increased (from an all-time low of7.2 in 1990 to 8.8 in 1993), 
although the rate declined again in 1994. 

Table 5: Infant Mortality Rates GGHB, Scotland & Glasgow City 

Year GGHB Scotland Glasgow City 
1980 13.2 12.1 13.6 
1981 11.6 II .3 11.5 
1982 11.2 11.4 11.9 
1983 9.1 9.9 9.7 
1984 9.4 10.3 9.4 
1985 9.4 9.4 9.8 
1986 8.2 8.8 8.8 
1987 8.3 8.5 8.5 
1988 8.5 8.2 8.7 
1989 9.2 8.7 9.9 
1990 7.3 7.7 7.2 
1991 7.4 7.1 7.8 
1992 8.0 6.8 8.5 
1993 8.0 6.5 8.8 
1994 7.0 6.2 7.6 

The main causes of death in childhood are shown in Table 6. 

Table 6: Deaths of children by primary cause, 1992-94 

1 - 4 years 5 - 14 years 
Number Number 

(3 years data) (3 years data) 

Infection 9 Infection 6 

Malignant neoplasm 6 Malignant neoplasm 17 

Congenital malfonnations 12 Congenital malformations 10 

Accidents 11 Accidents 28 

Other 19 Other 18 

Total 57 Total 79 
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1.2 MORTALITY RATES 

After making allowances for differences in population structure in terms of age and sex, the 
death rate for people of all ages who live in the GGHB area is about 8% above the average for 
Scotland. Table 7 shows the SMR for males and females aged 0-64 over the period 1980-1994. 
For younger people (aged 0-64 years) the standardised mortality (death) rate or SMR in 1994 
was 27% above the Scottish average. 

Table 7: GGHB Standardised Mortality Ratios, All Cause Mortality (Scotland = 100) 

Year Males Females Both Sexes 
0- 64 Years 0- 64 Years 0- 64 Years 

SMR SMR SMR 

1980 119 107 114 
1981 119 116 118 
1982 115 108 112 
1983 118 115 116 
1984 113 114 113 
1985 114 110 112 
1986 118 113 115 
1987 122 III 117 
1988 120 113 118 
1989 123 113 119 
1990 126 116 122 
1991 126 118 123 
1992* 120 119 120 
1993 125 118 121 
1994 130 123 127 

* SMRfor 1992 onwards calculated using 1991 census denominator populations 

As can be seen, the SMR for this age group fluctuated around 12 to 14% above the Scottish 
average throughout the period 1980 to 1985, but then increased progressively until 1990. For 
men, it has fluctuated since then at around 25% above the Scottish average. The death rate for 
younger women remained fairly constant about 12% above the Scottish average throughout the 
period 1975 to 1989, but since then it has increased also. It remains at about 23% above the 
Scottish average in women. 

The death rate per 10,000 population is shown graphically for males and females in Figures I and 
2. It can be seen that in the late 1980s death rates in males in the 55-64 age group began to 
decline for the whole of Scotland while a decline in death rates in Glasgow males was not apparent 
until 1990. The gap between Glasgow and the rest of Scotland is no longer widening. The 
pattern is similar in females , with premature death rates in Glasgow females reducing at 
approximately the same rate as for the rest of Scotland. 
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1.3 DISABILITY 

Estimated numbers of residents of the GGHB area who are disabled are shown in Table 8. Table 
9 gives some indication of the number of residents in the city who have conditions which may 
cause disability. Severe di sability will be seen amongst patients who have several of these 
conditions. It would not be uncommon, for example, for patients to suffer from diabetes mellitus, 
peripheral arterial disease, angina and arthritis. 

Table 8: Numbers With Different Levels Of Disability, 1994 

Degree of Disability Age Group 

16 - 49 50 - 59 60 - 79 Over 79 

Virtually total incapacity 605 191 1,072 1,751 

Extreme incapacity 746 477 2,442 2,483 

Very severe incapacity 1,117 668 2,610 2,133 

Moderate to severe incapacity 3,658 1,719 7,106 4,902 

Total 6,126 3,055 13,230 11,269 

Table 9: Numbers With Particular Conditions Associated With Disability, 1994 
GGHB Residents (aged 15 years or more) 

Condition Number of Residents 

Angina pectoris 52,365 

Peripheral arterial disease 12,046 

Dementia 11,203 

Diabetes mellitus 8,833 

Rheumatoid al1hritis 7,435 

Stroke 4,752 

Hip osteoarthritis (moderate or severe) 2,414 

Parkinson disease 1,708 

Multiple sclerosis 1,100 

Chronic renal failure 370 

Motor neurone disease 140 

1.4 T REN DS IN DISEASE I NC IDENCE 

Total 

3,619 

6,148 

6,528 

17,385 

33,680 

Figure 3 shows death rates from coronary heart disease amongst younger people since 1975. 
There has been a slow reduction in the incidence of premature death amongst females from 
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heart disease, but from its highpoint in the late I 970s, there has been a steady fall in the number 
of young men dying of heart disease in the city. Similar patterns are seen when reviewing trends 
in death from stroke (Figure 4), cancer in males (Figure 5) and lung cancer in males (Figure 6). 
All of these trends are encouraging and show that Glasgow's poor health can be improved. 
Figure 7, however, shows that the rate of death from breast cancer amongst females aged 50-64 
has not reduced. It is probably too early yet to see any improvement in mortality within this age 
group as a result of the breast screening programme and we expect that it will be another 2-3 
years at least before any significant change to the trend is observed. 
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There were 138 deaths from suicide and self inflicted injury among GGHB residents during 
1994, compared with 102 during both 1993 and 1992 and 100 for 1991 . Table 10 shows the 
crude death rates per 100,000 population from 1980 to 1994. This shows that in 1994 the rate 
for GGHB was 15.1, compared with 12.1 for Scotland and that these rates in 1993 were 10.3 for 
GGHB and 12.0 for Scotland. The rates for GGHB and Scotland have been very similar, but 
there was a marked increase in suicides in GGHB in 1994. 

Table II shows the rate of deaths from accidents in the home, and shows that the rate in GGHB 
fell below the rate for Scotland for the first time in 1993. The rates per 100,000 population for 
1994 and 1993 were 7.8 (72 deaths), and 6.2 (57 deaths) for GGHB compared with rates of 6.8 
and 7.3 for Scotland as a whole. There has been a general downward trend in death rates from 
home accidents both for GGHB and Scotland, although there was an upturn in GGHB in 1994. 

Deaths from motor vehicle accidents remain lower in GGHB than the average for Scotland 
(Table (2), the rates per 100,000 population being 5.7 (52 deaths) in 1994 and 6.8 (62 deaths) 
for 1993. The corresponding values for Scotland are rates of 6.8 (1994) and 7.8 (1993). Death 
rates are again falling both for GGHB and Scotland. 
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Table 10: Table 11: Table 12: 

Suicide Deaths from accidents Deaths from motor 
All ages, both sexes in the home vehicle accidents 
(Rates per 100,000) (Rates per 100,000) (Rates per 100,000) 

Year GGHB Scotland Year GGHB Scotland Year GGHB Scotland 
80 I 1.4 10.0 80 14.7 14.3 80 13.2 14.4 
81 12.0 10.1 81 14.6 13.8 81 13.6 13.9 
82 9.5 10.9 82 13.5 12.7 82 12.6 14.1 
83 11.7 9.8 83 15.0 13.0 83 13.4 12.4 
84 9.4 10.1 84 15 .1 13.4 84 10.7 11.8 
85 8.3 I 1. I 85 14.2 12.6 85 13 .8 11.9 
86 I 1.1 I 1. I 86 14.8 12.3 86 10.9 11.8 
87 12.0 10.2 87 15.7 11.8 87 9.8 I 1.4 
88 12.7 11.7 88 11.5 I 1.1 88 9.6 I 1.0 
89 10.4 10.4 89 12.8 9.8 89 9.2 10.9 
90 10.4 10.5 90 10.1 9.0 90 9.3 10.7 
91 10.8 10.3 91 10.5 9.1 91 8.4 9.9 
92 I 1. I 11.2 92 8.2 7.4 92 7.6 9.1 
93 10.3 12.0 93 6.2 7.3 93 6.8 7.8 
94 15.1 12. I 94 7.8 6.8 94 5.7 6.8 

1.5 USE OF HOSPITAL SERVICES 

There is considerable public interest in the hospital service in Glasgow. The historical pattern 
of delivery of health care from hospital sites is being influenced by the development of new 
technology. In North America particularly, the use of new systems of care is influencing the 
requirement for patients to be admitted to hospital for prolonged periods for a number of 
conditions. Over the next decade it is anticipated that some of these new developments will be 
introduced increasingly into our own Health Service and will influence the need for hospital 
admission significantly. The reasons for admission to hospital do not reflect solely the need for 
care. Patients may be admitted to hospital for social as well as medical reasons and as the 
availability of new services within the community develops, we would expect to see the pattern 
of admissions to hospital change. During 1995 there were 183.121 admissions of Glasgow 
residents to hospital, an arUlual admission rate of approximately 2,000 admissions per 10,000 
population (Table 13). 
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Table 13: Number of hospital admissions of GGHB residents, 1995 

Type of Admission Number of Admissions Admission Rate per 10,000 

Elective in-patient 

Emergency in-patient 

Day-case 

Total 

Male 

21,583 

42,969 

21 ,525 

86,077 

Female Total 

27,283 48,866 

42,613 85,582 

27,148 48,673 

97,044 183,121 

Population 

Male Female Total 

493 570 533 

981 890 934 

492 467 531 

1,965 2,028 1,998 

Patients may be admitted for elective episodes of care either as in-patients or as day-cases. 
Patients are admitted as emergency in-patients for the care of trauma, and of major life-threatening 
disease, such as myocardial infarction, stroke and appendicitis. 

Table 14 shows hospital admission rates by age and sex, for all diagnoses and specialties. For 
both males and females , the admission rate increases with increasing age. 

Table 14: Hospital admission rate per 10,000 GGHB residents, 1995 

Age Group Males Females Total 

0- 14 1,345 1,017 1,184 

15 - 44 1,179 1,536 1,358 

45 - 64 2,574 2,423 2,495 

65 - 74 4,334 3,080 3,612 

75 - 84 5,926 4,138 4,740 

over 84 7,290 5,357 5,782 

Total 1,965 2,028 1,998 

Reasons for hospital admission 
Table 15 shows the twelve commonest reasons for hospital admission for males and females 
respectively. The diagnostic categories shown account for approximately 25% of male admissions 
and for 24% offemale admissions. The commonest reasons for male admissions were Ischaemic 
Heart Disease and Chest Pain. The commonest reasons in females were abdominal pain and 
breast cancer. 
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Table 15: Commonest reasons for hospital admission of GGHB residents, 1995 

Males Females 

Diagnosis Proportion Diagnosis Proportion 
of all of all 

diagnoses diagnoses 

Other Ischaemic Heart Disease 3.4% Abdominal Pain 3.8% 

Chest Pain 3.4% Breast Cancer 2.8% 

Dental Caries 2.1% Chest Pain 2.4% 

Abdominal Pain 2.1% Legal Abortion 2.4% 

Urinary Symptoms 1.9% Other Ischaemic Heart Disease 1.9% 

Convulsions 1.8% Cataract 1.8% 

Stroke 1.5% Dental Caries 1.6% 

Lung Cancer 1.5% Abnormal Menstruation 1.6% 

Colonic Cancer 1.5% Urinary Tract Disorder 1.6% 

Inguinal Hernia 1.4% Stroke 1.3% 

Myocardial Infarction 1.4% Convulsions 1.3% 

Chronic Obstructive Airways Disease 1.3% Steri I ization 1.3% 

The commonest diagnosis on admission varied with age group (Table 16). In children, dental 
caries and respiratory disease accounted for most admissions. In the older age-groups, the 
commonest reasons for admission were degenerative arterial disease, airways disease and cancer. 
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Table 16: Commonest reasons for hospital admission by age group, 1995 

0- 14 Years 15 - 44 Years 
Diagnosis Proportion Diagnosis Proportion 

of all of all 
admissions admissions 

Dental Caries 15.1% Abdominal Pain 5.1% 
Tonsillitis 5.0% Termination of Pregnancy 4.1 % 
Astluna 3.9% Sterilization 3.0% 
Acute Bronchitis 2.8% Analgesic Poisoning 2.2% 
Convulsions 2.7% Chest Pain 1.5% 
Gastroenteritis 2.4% Tonsillitis 1.4% 

45 - 64 Years Over 64 Years 
Diagnosis Proportion Diagnosis Proportion 

of all of all 
admissions admissions 

Ischaemic Heart Disease 5.1% Cataract 3.7% 
Chest Pain 4.0% Ischaemic Heart Disease 3.5% 
Breast Cancer 3.4% Stroke 3.3% 
Abdominal Pain 2.4% Chronic Obstructive Airways 2.9% 
Colonic Cancer 2.3% Disease 
Lung Cancer 1.9% Cardiac Failure 2.8% 

Lung Cancer 2.3% 

Trends in numbers of hospital admissions 
The increase in the number of emergency admissions of GGHB residents from 1991 to 1995 
was 16.6% in males and 17.0% in females (Figure 8). The proportionate increase in numbers of 
emergency admissions to general medical specialties has been even greater (Figure 9). The 
corresponding increases in numbers of General Medical admissions were 40.6% in males and 
37.7% in females. 

Important factors in the increase in numbers of emergency medical admissions include 
demographic change, changing patterns of disease , changes in admission criteria and in 
arrangements for community care, and a small increase in the need for early re-admission. 
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Day-care is an important method of delivering care to patients for whom minor surgical procedures 
are planned. Patients are admitted to hospital, usually to a dedicated day-care unit, and discharged 
later on the same day. Table 17 shows that the proportion of elective admissions delivered as 
day care varied by surgical specialty, from 65.3% in urology to 16.5% in ENT surgery. 
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Table 17: Proportions of elective admissions as day cases, 1995 

Proportion of elective admissions as day-cases (%) 

Specialty Males Females Total 

General Surgery 48.6% 45.7% 47.1% 

Orthopaedic 28.4% 24.2% 26.3% 

ENT Surgery 18.4% 14.4% 16.5% 

Ophthalmology 39.9% 30.6% 34.4% 

Urology 61.4% 72.2% 65.3% 

Oral SurgelY 43.3% 47.4% 45.4% 

Gynaecology nJa 55.8% 55.8% 

The proportion of elective surgical procedures delivered as day-care has increased considerably 
in recent years (Table 18). 

Table 18: Proportion (%) of elective surgery delivered as day-care, 1991-1995 

YEARS 

Specialty 1991 1992 1993 1994 1995 

General Surgery 37% 47% 49% 48% 47% 

Orthopaedics 15% 22% 27% 40% 26% 

ENT 12% 14% 20% 17% 17% 

Ophthalmology 15% 15% 20% 32% 34% 

Urology 55% 61% 62% 64% 65% 

Gynaecology 22% 39% 46% 51% 56% 
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CHAPTER 2 - MENTAL HEALTH 

Large numbers of people in the GGHB population experience a mental health problem in any 
given year. Many make use of mental health services in hospital, community and primary care 
settings. Although exact figures on numbers of people with mental health problems are not 
available at present, a health needs assessment exercise of mental health services carried out in 
GGHB in 1993 produced expected prevalence rates as shown in Table I. The figures are estimates 
of numbers of people under 65 at the different stages of the pyramid. They are based on the best 
available local data and on data from population surveys and case registers for the Manchester 
population, a similar population to Glasgow. Routine data from 1994/95 shows that 3,449 
GG HB residents under the age of 65 were admitted to mental health institutions and 6, I 09 were 
new attenders at psychiatric outpatient clinics (Table 2). 

Table 1: Pyramid of estimated mental health morbidity in GGHB adults under 65 

3,000 
In-patient admissions 

11 
19,000 

Patients referred to psychiatric services 
11 

93,000 
Patients diagnosed by GP as having a mental health problem 

11 
220,000 

Patients attending GP with a mental health problem 

11 
229,000 

People experiencing a mental health problem in one year 

Table 2: In-patient admissions and new attenders at out-patient clinics 
GGHB residents under 65, 1994/95 

Males Females 
Number of people admitted to mental 1,832 1,617 
institutions 
Number of new attenders at psychiatric out- 3,223 2,886 
patient clinics 

2.1 MENTAL HEALTH STRATEG¥ 

Total 
3,449 

6,109 

In May 1993 Greater Glasgow Health Board approved a mental health strategy for the period 
1993 to the year 2000. This strategy proposed a shift from institutional to community care with 
the development of community psychiatry services, social care services and accommodation 
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allowing a reduction of psychiatric long stay beds and the closure of Gartloch and Woodilee 
Hospitals. The proposals included resettlement of current long stay patients in supported 
accommodation, nursing homes or residential homes or with home care packages, and provision 
of in-patient acute and continuing care facilities. 

These proposals have been implemented largely in the North and East of Glasgow and detailed 
strategies for the South and the West of the city are now being developed and agreed with the 
joint planning partners within the new unitary local authorities. 

The mental health strategy was underpinned by a number of values and principles. These were 
defined as: 

* 
* 
* 

* 

* 

joint planning will be fundamental 
large institutions will be phased out 
community based care and services will be based on assessment oflocal 
needs and the assessment of individual health and social care needs 
services will be purchased from public, private and voluntary sector 
providers 
evaluation, audit and monitoring will be required for all developments. 

A vital component of the mental health strategy is the network of community mental health 
teams based in resource centres for adult and elderly people with mental illness. These resource 
centres fonn a base for community psychiatric teams which provide assessment, treatment and 
rehabilitation for people with mental health problems living in the community. 

The current commissioning targets for new services differ in some areas from the strategic 
document published in 1993. There are a number offactors which have resulted in revision of 
some of the original projections. These are: 

(i) Further work in assessing the needs of the current in-patient population. 

(ii) Demand for acute admission beds has been higher than anticipated. 

(iii) Current long stay patients are high dependency and will require a high level of support in 

(iv) 

(v) 

nursing homes. In the future other forms of nursing care will be more appropriate for new 
referrals for continuing care. 

The need for rehabilitation beds has been examined in more detail. In districts where large 
mental hospitals have been closed for a considerable length of time, experience shows that 
the requirement for acute beds has fallen but the demand for medium stay beds has increased. 

The final number of continuing care beds, including those for people with dementia, is 
being reviewed. This has been influenced by evidence on models of care for people with 
dementia. This evidence suggests that people with dementia can be cared for in a range of 
settings with appropriate specialist medical support from elderly resource teams in the 
community, but that the physical design of community based facilities, the leadership, staff 
training and staff support are vital to good quality care. These important issues will influence 
proposals for the South and West of Glasgow for this group of people. 

19 



Impediments to successful implementation of the strategy 
One of the issues impeding successful conclusion of the strategies is public antipathy to these 
policies. It has long been acknowledged by all agencies that there would be ingrained hostility 
to overcome but that this could be done by the provision of quality services showing local 
communities the benefits of the new care, gradually dispelling suspicions surrounding the 
philosophy. However those who have been charged with implementing such provision are 
continually taken aback by the strength of opposition to residential mental health proposals 
regardless of the neighbourhood in which they are located. Schemes and projects will be objected 
to by neighbours and local residents groups despite consultation processes and information 
meetings which include access to professional staff. 

The Board has recently revised its arrangements for notifYing potential neighbours about supported 
accommodation planning appl ications and is entrusting the preferred provider with more 
responsibility for local consultation. 

2.2 COMMUNITY MENTAL HEALTH RESOURCE CENTRES 

The purpose of the community mental health teams is to provide diagnosis, treatment and support 
to people with mental illness and to ensure good liaison between agencies notably GPs and other 
primary care professionals, social work depal1ments, housing agencies and acute hospitals. The 
centres aim to provide comprehensive care to severely mentally ill people within a definite locality 
and to provide care which is accessible and acceptable to clients and which supports carers. 

The services are provided by multi-disciplinary teams comprising consultant psychiatrists, nursing 
staff, occupational therapists and psychologists. Centres are required to work collaboratively 
with other agencies and undertake active outreach involving home visiting and crisis intervention 
services and some social care services such as housing benefits advice and daily living programmes. 
Social workers are attached to each of the adult resource teams and plans are being developed 
for appropriate liaison between social work and the elderly resource teams. A crucial part of the 
service is extended hours and they are available seven days a week from 9am to 9pm. 

Evaluation of the Community Mental Health Resource Centres 
The 1993 Mental Health Strategy committed the Health Board to evaluate the first three adult 
resource centres. The Board commissioned Scottish Health Feedback, an independent research 
organisation, to conduct the evaluation under the guidance of a steering committee of 
representatives of the Health Board, the Community and Mental Health Services NHS Trust and 
Strathclyde Regional Council Social Work Department. The evaluation was caiTied out between 
December 1993 and May 1995 and incorporated the first three resource centres, Carswell House 
in East Glasgow, Goldenhill in Clydebank and Shawpark in Maryhill. 

The evaluation should be considered in the context of a new model of care. The establishment 
of the resource centres and teams is not merely a relocation of resources but is intended to be 
one of the main vehicles of fundamental change in the approach to the delivery of mental health 
services in Glasgow. The user should find him or herself receiving not just the service from a 
different place but a service of a different kind. 

The main focus of the evaluation was the clients themselves: their views, their needs and their 
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experiences. Were their needs being met? Did they feel let down or unsuppOlted? Was there 
potential within the system for individual needs to be unidentified and unmet? These questions 
were answered from the two stand points of providing care and protection when required but 
also promoting autonomy and independence as appropriate. 

The evaluation methodology was developed through a consultation process with key stakeholders 
to establish their views, opinions and priOlities. This exercise also established a list of key objectives 
for the service which was used as a foundation for the evaluation. 

These objectives were based in the following areas 

* 
* 
* 
* 

initial access to care and the allocation of resources 
processes of care of individual clients 
processes of care in relation to organisation and communication, and 
clinical and social outcomes. 

The evaluation exercise itself had five main elements: 

(i) analysis of data from the centres' CWTent case load to investigate the clinical characteristics 
of clients. 

(ii) a study of the views of staff working in the centres. 

(iii) a study of the views of extemal agencies such as social work, local authority and voluntary 
sector housing agencies, police and user and carer groups. 

(iv) a survey of general practitioners within each of the catchment areas. 

(v) a study of the views of clients, their carers and their key workers and GPs, for which 
random samples of clients from each centre were selected for interview. 

Key findings of the evaluation 
The centres were targeting appropriate groups of patients. Over three qualters of current clients 
fell into diagnostic categories representing the more severe mental illnesses. Clients with the 
most severe illnesses had the highest contact rate. New referrals were generally seen quickly, 
half within a week and three qualters within three weeks. 

Generally, clients were very satisfied with the services and care they received, most were satisfied 
with the way they were referred and almost all reported they found their key worker approachable. 
Seventy five per cent of clients interviewed felt that the resource centres met all their mental 
health needs. 

However, while the evaluation showed that the resource centres have successfully achieved a 
number of key objectives, there were a number of impOltant areas which were problematic and 
required improvement. 

General practitioners were unclear about criteria for referral. Almost two thirds ofGPs interviewed 
believed the centres catered for all mental health problems and less than halfrepolted that they 
were clear who should or should not be refen·ed. There is a need for guidance in responding to 
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mental health problems of moderate or fluctuating severity and there is a need for the development 
of services for less severely ill people. Many of these people may well benefit from the specialist 
care provided in the centres, and those for whom it is not appropriate will still require some form 
of help and treatment. 

The concept of multi and interagency team working had yet to be fully realised in the centres. 
Some staff working within the centres did not appearto be committed to the model of community 
care and had not embraced many aspects of the new approach to service delivery. This was 
demonstrated in a number of ways. For example clients who had consultants as key workers 
were much less likely to be given explanations at the time of referral of how the centre might help 
them, to be aware of the key worker arrangements or to have contact with other services within 
the centre. There appears to be a need for a mechanism to support professionals to work effectively 
within multi-disciplinary teams and community based settings and the development of clear 
structures to define the roles of the different professional groups. 

Despite progress in joint planning of services there did not appear to be a significant advance in 
the development of joint working practices, with the result that integrated and co-ordinated 
service delivery had not yet been achieved. There was also much room for improvement in 
communication with GPs. 

One of the most important areas requiring improvement within the centres was crisis support and 
out of hours care. There were consistent reports from clients, carers and general practitioners of 
the difficulties of accessing certain services in the centres in an emergency. Almost half of all 
clients did not know how to obtain help in an emergency and GPs reported that they found it 
easier to make direct contact with the psychiatric hospital to arrange admission in a crisis situation 
than to attempt to access the centre services. 

The evaluation identified that progress towards the ideal of active client involvement had been 
slow. Clients' lack of awareness of care plans and lack of understanding of the reason for 
attending the centres may be an indication oflack of involvement in decisions affecting their care. 
Only a third of carers felt they had received as much help and support as they needed. 

2.3 CONCLUSIONS 

The first three resource centres have been successful in establishing a workable system of care 
that was found to be satisfactory by clients. Within the enormity of the changes that are taking 
place in the model and balance of care there have been undoubted successes. The centres are up 
and running; they have visibility in localities and they have growing caseloads which comprise 
people with severe illnesses. However the evaluation identified areas for improvement and these 
issues are being addressed by the Board and Trust with other agencies such as social work and 
housing and other professional groups such as the primary care team. The allocation of dedicated 
social workers to the resource centre teams has been an important development. The establishment 
of the Care Programme Approach within the East of the city has shown clearly what good 
interagency collaboration and joint working can achieve. The proposals for city wide crisis 
intervention services are currently being negotiated with the Board and the Trust and will address 
the problems highlighted in this evaluation. The lessons learnt from the implementation of these 
initial resource centres have informed the implementation of subsequent centres. 
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The conclusions from the evaluation stated that it is important that we do not dismiss important 
ideals simply because they are difficult to achieve. Community mental health services require 
new approaches and new ways of working. To some extent, and in order to inform the further 
development of resource centres, the evaluation concentrated on problems and difficulties, but 
there were also clear examples of excellent practice which demonstrated innovation, responsiveness 
and flexibility. The centres offer a range of services which extend to drop-in services, social 
skills groups, one-to-one counselling and support for carers. These services are now available in 
a client's locality and can be used in an environment which clients find less stigmatising than 
hospital. 
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CHAPTER 3 - CANCER 

3. 1 CANCER IN GLASGOW 

Approximately 5,600 new cases of cancer occurred amongst residents of GGHB during 1994. 
The ten most common sites of cancer in men and women are shown in Table I. 

Table 1: New cancers in GGHB residents, 1994 

Males Females 

Number Rate* Highest Number Rate* Highest 
ornew published ofne\\' published 
cases rate cases rate 

worldwide** worldwide** 

All sites 2742 416 494 All sites 2875 335 345 

Lelldillg sites Leading sites 

Lung 693 103 119 Breast 543 78 104 
Skin (exc/_ me/tll/oma) 362 55 213 Lung 439 47 62 
Prostate 243 33 102 Skin (l!xc/me/aIlOllla) 432 45 113 
Colon 211 31 36 Colon 219 20 31 
Bladder 173 26 34 Ovary 94 12 17 
Stomach 136 20 93 Bladder 94 9 7 
Rectum 91 13 23 Rectum 86 9 16 
Oesophagus 81 13 27 Stomach 81 8 43 
Leukaemia 58 10 13 NH Lymphoma 69 8 II 
Larynx 55 9 20 Oesophagus 69 7 9 

* World standardised rate per 100, 000 
•• From "Cancer incidence in 5 continents - Volume VI" (provides rates for the mid 1980 's) 

Lung cancer continues to dominate with approximately 25% of all new male cancers and 15% of 
all new female cancers occurring at this site. Within the City of Glasgow lung cancer is the most 
common cancer amongst females although within the entire GGHB area breast cancer remains 
overall the most common. 

Although Glasgow has the reputation of being the cancer capital of the world this is now far from 
the truth . Glasgow celtainly has one of the highest rates oflung cancer but for most other cancers 
the rates for Glasgow people are similar to those found elsewhere in the world. 

Whilst the incidence of cancer in Glasgow has increased over the last twenty years there is evidence 
that this increase is slowing and in younger males (those under 65 years) there is now evidence to 
suggest it has stopped altogether. The pattern is slightly different for females; even amongst 
younger women there still appears to be a continuing increase in cancer rates (Figure I). 
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Figure I 

Cancer Incidence in the GGHB area, 1975 - 94 
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There is some good news in that the incidence of certain cancers has reduced considerably over 
the ten years. Table 2 shows those sites with marked decreases in those under 65 years of age. 

Table 2: Cancers which have decreased in GGHB in those aged under 65 over the past 10 
years 

Site 1983/5 1994 Decrease 
Rate* Rate 

Stomach (female) 7.7 4.6 40% 

Lung (male) 74.6 56.6 24% 

Bladder (female) 7.3 5.6 23% 

Stomach (male) 12.3 10.4 15% 

Cervix (female) 13.0 11.5 12% 

Lung (female) 35.8 32.4 9% 

* 3 year average rale. 
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The biggest fall has been in stomach cancer - a 40% reduction in women and a 15% reduction in 
men. The reasons are not clear but they are not a statistical artefact. It has been especially 
encouraging to note the reduction in lung cancer (24% in men and 9% in women). This is almost 
certainly attributable to the substantial numbers of smokers who have given up smoking and the 
reduction in the tar content of cigarettes since the 1970's in brands still available on the market. 
It is worth remembering that lung cancer, the commonest cause of cancer death in every health 
board in Scotland, is also the most preventable. 

There has also been a reduction in bladder cancer in women of23% and a reduction in invasive 
cancer of the cervix of 12%, the latter almost certainly associated with the success of the Board's 
cervical screening programme. 

There are a number of sites for which cancer is on the increase, as shown in Table 3. 

Table 3: Most rapidly increasing cancers in GGHB over the past 10 years 

Men Women 
Site Number of Increase Site Number of Increase 

new cases since new cases since 
1994 1984 1994 1984 

Melanoma 34 45% Oesophagus 69 58% 

Testis 30 36% Head & Neck 44 48% 

Oesophagus 81 35% Endometrium 63 45% 

Prostate 243 31% Melanoma 58 29% 

Colon 211 29% Breast 543 19% 

The most marked of these is malignant melanoma where a 45% increase in men and a 29% 
increase in women has occurred over the past ten years. This is almost certainly due to an 
increase in exposure to ultra violet light, probably as a result of more people visiting sunny 
climates on holiday. Other cancers whjch have shown an increase include oesophageal cancer 
(35% in men and 58% in women), head and neck cancer in women (48%) and testis in men 
(36%). The increase in the number of registrations of men with prostate cancer may not reflect 
the true increase in the incidence of the disease. New ways of diagnosing early prostate cancer 
have become available within the past few years and some of the increase in the number of 
registrations may simply reflect better diagnosis. 

3.2 OUTCOME OF CANCER TREATMENT 

The cost of treating cancer in the United Kingdom is over £ 1.5 billion. To this can be added the 
huge social costs to the famjlies ofthose affected. The Scottish Cancer Co-ordinating Advisory 
Committee has produced a report which suggests new strucutres for delivering cancer treatment 
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within Scotland. This report reflects the conclusions of an earlier report from England on 
commissioning cancer services - The CaIman Report - on the need to ensure that equal access to 
cancer care throughout the United Kingdom is available and to ensure that care is of the best 
possible standard. 

Over the past two years, Greater Glasgow Health Board has focused on the cancer problem 
through the establishment of a multi-disciplinary team to advise the Board on the development of 
cancer services. This team includes surgeons, oncologists, public health physicians, nurses and 
health service managers. At the heart of their deliberations has been data collected by the West 
of Scotland Cancer Surveillance Unit. This work has been used by both the Expert Advisory 
COImnittee on Cancer of the Department of Health as well as the Scottish Cancer Co-ordinating 
and Advisory Committee in the formulation of policy. Infonnation on services for the treatment 
of four types of cancer - breast, colon, ovary and testes - has so far been considered. The work 
of the Cancer Surveillance Unit showed (for the first time) direct evidence that care by clinicians 
with a special interest in breast cancer could produce up to 10% benefit in survival when compared 
with treatment given by non-specialists. During 1994 plans were implemented whereby all women 
would have access to a clinician who took a special interest in this condition and was able to 
advise on the treatment of breast cancer. This system is now in place and is accompanied by 
prospective audit by which the clinicians will maintain the high standard which they, themselves, 
have set. 

Until recently cancer of the colon was dealt with almost completely by surgeons. The past few 
years, however, have seen increasing interest in the use of chemotherapy and radiotherapy before 
or after surgery. Work carried out by clinicians in conjunction with the Cancer SUiveillance Unit 
has shown that surgeons vary in their ability to deal with colorectal cancer. There is not, however, 
a clear relationship between the number of cases operated on and the rates of subsequent 
complications. 

Studies in ovarian cancer undertaken by the Cancer Surveillance Unit have demonstrated variation 
in survival outcome. The best survival was observed amongst women who were first seen and 
operated on by a gynaecologist and then subsequently managed by a multidisciplinary team. As 
a result of this work it has been concluded that the use of protocols, to which the mUltidisciplinary 
team works, may account for most of the difference in survival. The question is now to what 
extent survival in all hospitals, whether teaching or not, can be improved if adherence to protocols 
takes place in a more fonnal way. 

In cancer of the testis, patients referred to the Beatson Oncology Centre almost regardless of 
prognostic features showed a 12% improvement in survival compared to those cases of similar 
stage who were not so referred. 

This evidence has helped to make the case that what matters in cancer therapy is more what is 
done than where it is done. Thus the Caiman Report and its Scottish equivalent, the Scottish 
Cancer Co-ordinating Committee's Report, has laid out a series of principles underlining cancer 
treatment which will help deliver care in an equitable manner. Clearly this will take some time to 
achieve but work is proceeding towards this goal immediately. The public have the right to the 
best treatment appropriate to their condition and thus the idea of clinicians who specialise in one 
or other cancer working in a more collaborative way with those who are not is attractive both 
professionally and to the public. The objective is to ensure that the patient lives a nonnallife, 
free of symptoms and in his own home for as long as possible. 
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A further and important feature of the Scottish Cancer Co-ordinating Committee's Report is the 
emphasis on the involvement of the General Practitioner. General Practitioners now care for 
more patients with cancer as the population ages and survival rates improve. The role of the 
General Practitioner is to act as an interface between the care available in hospitals and the care 
available in the community, some of which is provided by voluntary organisations. The objective 
is to allow the patient as much time out of hospital free from the distressing signs of cancer as 
possible. 

The evidence on the specialist outcomes for cancer was essentially obtained through collaboration 
between all those involved. Once the new system of cancer care is in place a need for evidence 
of its effectiveness will be required and this can only come from prospective audit. Audit is now 
embodied in the Health Service and attention needs to be given to perfecting a system of prospective 
audit so it can ultimately ensure that the care for patients which has been purchased by Health 
Boards is provided by the Tmsts. Work on this has already begun and represents a partnership 
between the Board and its provider units. It can only be can'ied out with the full knowledge on 
both sides of what comprises optimal care and the careful, confidential and effective use of data 
in monitoring its effectiveness. 
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CHAPTER 4 - INEQUALITIES 

4.1 H EALTH INEQUALITIES 

As has already been mentioned in the introduction to tllis report, Glasgow's health is characterised 
by enormous variation in health status between different parts of the Health Board's area. The 
Public Health Department undel1akes a considerable amount of research to help elucidate the 
basis for these variations in health. This year we have included data on a variety of topics which 
underline the fact that variations in health status relate not just to differences in social and economic 
well being but also relate to gender and ethnic origin. 

Another important aspect of variations in health are the differences seen in the rate of use of 
health services. These variations in service utilisation rate are apparent when considering a wide 
range of services from screening to care for acute illnesses. The results of some of the work 
which examines these differences across socio-economic groups is included in the following 
sections. 

4.2 V ARlATIONS IN THE START CHILDREN GET IN LIFE 

One important measure of a civilised society is the effort it makes to protect its most vulnerable 
members. Whenever the public is consulted on which groups are most deserving of extra health 
care, babies and young children are given priority. The health of children is also important in 
understanding how healthy our community will be when they reach adulthood. If we raise healthy 
children now, in 20 years we will see substantial improvements in the health status of the population 
as a whole. How then do the children of the Greater Glasgow Health Board area fare? 

Antenatal care 
Figure I shows the proportion of women making their first visit to an antenatal clinic before the 
fourteenth week of pregnancy, for women in neighbourhood types I and 2 and in 7 and 8. 
Neighbourhood types are defined by census variables and range from type I (no deprivation) to 
type 8 (areas of high multiple deprivation). As can be seen, around 70% of mothers attended a 
clinic before the fourteenth week. For many years there was a significant difference in the uptake 
of antenatal care between rich and poor areas of the city. This difference statted to narrow in the 
early 1980s and has now been eliminated. 
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antenatal care before 14 weeks gestation 
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One important area which remains unsatisfactory however is the proportion of mothers who 
smoke during pregnancy. In the most deprived areas of the city around 50% of mothers smoke, 
while in the most affluent areas less than 10% of mothers admit to smoking during and 
immediately after pregnancy (Figure 2). Smoking during pregnancy has hannful effects on the 
developing baby before birth and is probably a major risk factor for childhood astluna when 
children are exposed to their parents' cigarette smoke at home. 
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Figure 2 
% Mothers who Smoke at First Health Visitor Visit 
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Health in early life 
The risk of admission to hospital during the first year of life also varies according to where the 
family lives. In the early 1980s around 15% of children in the most affluent areas of the city 
were admitted to hospital during the first year of life. The figure for the most deprived areas 
was around 20% higher. This difference has been more or less maintained during the 1990s, as 
shown in Figure 3. 
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Figure 3 
Admissions to Hospital of Children < 1 year of Age 
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One of the most important things a mother can do to keep her child healthy is to breast feed. 
Breast feeding allows the mother to transfer antibodies to the baby and these antibodies are 
important in fighting off many of the infections babies are exposed to in early life. Unhappily, 
breast feeding rates have shown little change over the past 10-15 years with only 10-15% of 
mothers in peripheral housing schemes attempting to breast feed while almost 70% of mothers in 
affluent areas make this attempt (Figure 4). The high incidence of smoking and the low incidence 
of breast feeding in certain areas of the city will contribute greatly to the risk of respiratory illness 
amongst young babies. 
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Figure 4 
Uptake of Breastfeeding 

Comparison of Neighbourhood Types 
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Infant mortality 
One ofthe most sensitive indicators of the level of health in a society is the infant mortality rate. 
This rate is the number of deaths in children under the age of one which occur as a proportion of 
the number of live births occurring in the population. Twenty years ago this figure was 25 in 
deprived areas and 12 in the affluent areas of Greater Glasgow (Figure 5). Over the succeeding 
14 years, these figures both fell until in 1990 the infant mortality rate in the Health Board 's area 
was less than 10 with there being no difference between affluent and deprived areas. Since then, 
there has been some divergence in these figures. The infant mortality rate for Glasgow as a 
whole, however, remains low. 
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Figure 5 
Infant Mortality Rates 

3 year moving average 1976 - 94 
Comparison of Neighbourhood Types 

I:: 1& 2 I 
7 & 8 _ 

0+--.-.--.-.--,-,,-,--.-,--.-.--.-.--.-.--.-.--, 
76 77 78 79 80 81 82 83 84 85 86 87 88 89 90 91 92 93 94 

Year of Birth 

32 



4.3 SERVICE UTILISATION RATES 

People may come into contact with health services in a number of locations: in hospitals, in the 
community and in the primary care setting. This section presents data on the use of hospital 
services only and is taken from routinely collected data on a number of common conditions. It 
shows a number of variations in the use of hospital services by deprivation category in both 
adults and children. 

Deprivation has an impol1ant effect not only on population need, but also on rates of supply of 
hospital services. The admission or operation rates for common diagnostic or operation categories 
can be standardised to remove the effects of age and sex, and expressed as a ratio. In all graphs, 
the value of the ratio for Glasgow as a whple is 100. 

Figures 6 to II show the variations in admission or operation ratios, for common diagnostic or 
operation categories, by Carstairs deprivation group. These figures are based on SMR I data on 
GGHB residents from 199 I - I 993. The patterns of variation are different for elective and 
emergency cases respectively. 

For most types of emergency admission, there is convincing evidence of an increasing gradient 
in standardised admission ratio with increasing Carstairs categOly. For example, the standardised 
admission ratio for children with head injury increased from 45% in the Carstairs category I 
population to 149% in the category 7 population (Figure 6) . 
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Figure 6 

Standardised Emergency In-patient Admission Ratios for children 
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Similar gradients are evident fnr children admitted with most types of respiratory disease, for 
example bronchitis and bronchiolitis (Figure 7) and those admitted after accidents (Figure 8). 
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Figure 7 

Standardised Emergency In-patient Admission Ratios for children 
aged <15, t 991 - 1993 
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Figure 8 

Standardised Emergency In-patient Admission Ratios for children 
aged <15, 1991 - 1993 
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For many types of emergency medical conditions, the admission rate may be interpreted as a 
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proxy indicator of population need. The patterns of variation in admission ratios shown in the 
figures above can be interpreted as the expected increase in population need with increasing 
levels of deprivation. 

However, the variations in rates of elective surgical procedures with deprivation category are 
more complex (Figures 9 to ll). The operation ratios for elective procedures reflect factors as 
diverse as symptom recognition and illness behaviour, general practitioners' referral behaviour, 
hospital policies for admission and surgery and supply factors including availability of beds, 
theatre sessions and consultant sessions. 

The standardised operation ratio for cataract surgery increased progressively from 84% in 
Carstairs category 1 to 110 % in category 7 (Figure 9). This may reflect a corresponding variation 
in population need. 

Figure 9 

Standardised Elective In-Patient Operation Ratios, 1992-1994 
Cataracts 
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A different pattern is shown for total hip joint replacement. In this case the operation ratio 
decreased from l28% in category 1 to 84% in category 7 (Figure 10). This pattern exemplifies 
the Inverse Care Law of health care provision, that in some cases, care is supplied in inverse 
proportion to its need. Although direct indicators of population need for hip replacement are not 
available, it is unlikely that these would reflect the pattern of supply. 
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Figure 10 

Standardised Elective In-Patient Operation Ratios, 1992-1994 
Total hip joint replacement 
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A third pattern is shown for coronary artery bypass (Figure 11) where there was no consistent 
variation in operation ratio with deprivation category. 
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Figure 11 

Standardised Elective In-Patient Operation Ratios, 1992-1994 
Coronary artery bypass graft 
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4.4 ACUTE MYOCARDIAL INFARCTION 

Data from the Glasgow MONICA Project shows that there are inequalities in outcome after 
myocardial infarction. Inequality in death rates is frequently referred to but there are various 
steps along the pathway through myocardial infarction where inequalities may be seen. We 
must consider the number of coronary events, the numbers surviving to reach hospital and finally 
those surviving to leave hospital. All of these vary by socio-economic group. Figure 12 shows 
the numbers of events for males and females who are in the most deprived and least deprived 
quarters of the population. There are. more coronary events among the less privileged and fewer 
reach hospital alive. Among men it seems that fewer of the less privileged survive the in
hospital stay and overall there is a greater mortality among that group. The poorer in-hospital 
case fatality among the more affluent could be explained by the equivalent patients in the less 
affluent group having died before reaching hospital. For a given number of heart attacks, patients 
are less likely to die if they are more affluent and more likely to die if they are more deprived. 
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Figure 12 
Events among 25-64 year olds from 1985 - 1991 inclusive 
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After a heart attack there are rehabilitation programmes offered which improve quality of life 
and the likelihood of surviving a future attack. In Glasgow it has been found that socio-economic 
status does not affect whether a patient is offered tlus service - a more deprived patient is as 
likely to be offered rehabilitation as a more affluent patient. However more deprived patients are 
much less likely to take up the invitation than the affluent, and having started the programme are 
much less likely to complete. Data from June to November 1994 shows that of those invited, 
71 % of people resident in areas of lowest deprivation (Carstairs category I) and 53% of those in 
areas of highest deprivation (category 7) started rehabilitation. Of those who started, 82% of 
those in category 1 completed the programme, compared with 59% of those in category 7. 
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Figure 13 
GGHB Women Invited for Breast Screening 

Screening Round 1 
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Uptake of breast screening in GGHB is closely correlated with area of residence, as shown in 
Figure 14. Women in the most affluent areas have an uptake rate of over 70%, whereas women 
in the most deprived areas have an uptake rate of less than 60%. 
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Figure 14 
Uptake of Breast Screening by Deprivation Category 
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New measures will be introduced in 1996 to tty and improve uptake of breast screening. These 
include working very closely with GPs to (a) provide women with infOlmation about the screening 
programme (b) provide telephone advice (c) check the accuracy ofGP lists of women eligible 
for screening and (d) introduce a means of flagging up on GP case notes women who do not 
attend for breast screening. The West of Scotland Breast Screening Service has appointed a 
Development Officer to work closely with primary care staff in assisting with these new measures. 

4.7 ETHNI C MINORITY HEALTH 

As a large and vibrant city, Glasgow has over the years attracted people from many different 
racial backgrounds to live and work in the city. Their arrival has enriched the culture and 
economy of the city. However, ethnic minorities often have their own health problems. Asian 
men, for example, have a high incidence of heart disease and diabetes is more common in this 
group. Many ethnic minorities are now in their second and third generation in Glasgow, with 
elderly members of the communities now requiring access to services much more frequently 
than in their youth . In many cases language and cultural difficulties make it impossible for 
individuals to obtain reasonable access to health advice and this presents the health service with 
an enormous challenge to ensure that inequity as a result of race or culture is dealt with. 

Over the years there has been some reluctance to collect data on the ethnic origins of patients 
attending health service facilities. The Race Relations Authority now recognise that ifresources 
are to be directed to the appropriate place then such data collection systems are desirable. In the 
coming year we will seek to ensure that better assessment of need within ethnic communities is 
carried out. In the meantime, the Health Promotion Department has developed a range of 
initiatives targeted at ensuring that ethnic minority health needs are being addressed. 

The initiatives underway in the Department can be divided into resource development, progranune 
development, group work, support work and new initiatives. The work outlined in the following 
paragraphs does not represent all the work being carried out to improve ethnic minority health 
either by the Health Promotion Department or the Health Board as a whole. 

Resource Development 
A review of the resources available to improve the health of ethnic minorities was carried out. 
Various consultation sessions were held with workers from ethnic minority conu11Uluties. As a 
result culturally sensitive resources specific to various health topics have been developed. Some 
examples of these resources are; stress reduction tapes, posters of positive images of Chinese 
people engaged in healthy activity, HEBS Heat1Attack cards in different community languages. 
healthy eating aids and general lifestyle audio tapes in Cantonese and Urdu. 

Programme Work 
Information drop-in library facilities will be developed at the San Jai project in Garnethill for 
the Chinese community in that area and at the Pollokshields Iibraty for the Asian conununity in 
the south side. These infonnation points will be launched in April 1996 and will be staffed by 
bilingual workers. They will' pilot the use of audio taped health information with supporting 
visua l aids. 

The use of lay workers has been developed jointly between the Health Education Board for 
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Scotland and the Health Promotion Depat1ment. Eleven women from Asian and Chinese 
backgrounds have been recruited to provide information to women in the different ethnic 
minorities across the city on breast and cervical screening. Infonnation on diabetes will also be 
included in this work. The women will work with Primary Care Teams, Well Women and 
Family Planning services and within community centres. This project will be evaluated by the 
Scottish Ethnic Minority Research Unit. 

Group Work 
An Asian Men's Peer Group has evolved following the establishment ofa structured swimming 
and exercise session. The group now aims to address health infonnation needs of Asian men in 
the south side of the city. The group is being trained in different health issues which they 
themselves perceive as relevant to their needs. These men will then spread this infonnation to 
others in the community. 

During 1994 a Chinese doctor working in the Public Health Depat1ment reviewed the health 
needs of the Chinese community in the city. This study highlighted problems of access to 
services. When compared with the overall female population of Glasgow, Chinese women were 
significantly less likely to have cervical screening or breast screening carried out. The most 
commonly cited reasons for failure to access services were embarrassment or language difficulties. 
Only 58% of Chinese women attended for cervical screening as opposed to a Glasgow average 
of82% at the time the study was carried out and only 18% of eligible women attended for breast 
screening against a Glasgow average of 66%. As a result of these findings health promotion 
input into a Chinese Women's Group has been set up. The programme addresses the health 
information needs of the women as defined by themselves and complements a dance session 
run by the Group. Activities will develop further as they are identified through discussion with 
the women. 

Support Work 
The Health Promotion Department is supporting the development of an Ethnic Minority Young 
Women's Conference with a wide range of organisations being involved in the event. In addition, 
further support will be available to ensure that cancer screening uptake is increased amongst 
ethnic minority groups across the city. 

New initiatives 
Within the very near future a diabetes roadshow involving Community Dieticians will tour the 
city infonning ethnic minorities of the need to diagnose this condition early and to maintain 
proper blood sugar control. An Ethnic Minority Health Newsletter jointly funded by the Healthy 
Cities Project, the Community Mental Health Services Trust and the Health Promotion 
Department is being produced. The aim of this newsletter, which will be targeted at professionals, 
is to provide a forum for discussing health issues across the city. 

4.8 G ENDER I NEQUALITIES 

Gender is an important detenninant of health. Women have a greater life expectancy than men 
but in many respects they have worse health in terms of morbidity. Whilst a number of 
explanations have been put forward for this, research evidence suggests that social and economic 
factors make a significant contribution to women's excess morbidity. However this is difficult 
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to quantify as women's social circumstances and health needs are often hidden due to a number 
of factors: 

(i) socio-economic status is often classified according to their male partner's occupation 
(ii) routine data is not always collected or analysed by gender 
(iii) research into the major causes of mortality and morbidity such as heart disease has focused 

on male populations 

Shortfalls in data collection and in the methods of classifying women into socio-economic groups 
can lead to the gender implications of disadvantage and poverty being ignored. 

The response in Glasgow to concerns about women's health has been to develop a model of 
working which has been recently recognised by the WHO as appropriate to other European 
cities. Tllis model highlights the need to recognise the social and economic factors which 
impinge on women's health and to identify strategies to overcome the problems. Whilst this 
work needs to be consolidated and developed, a similar complementary approach to men 's 
health would make a considerable contribution to understanding and tackling gender inequalities. 
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CHAPTER 5 - COMMUNICABLE DISEASE AND 
ENVIRONMENTAL HEALTH 

5.1 COMM UN ICABLE DISEASE 

The declining incidence of tuberculosis, as can be seen by the first two graphs, may give the 
impression that work in communicable disease control is diminishing. This is not the case. With 
the emergence of new pathogens, new challenges face the Public Health Department in controlling 
communicable disease. Additionally, the rise in international travel and the creation of a global 
village has meant a great rise in imported pathogens and the need for improvements in di sease 
surveillance. 

Tuberculosis 
Figure I shows the numbers of notifications of tuberculosis in Glasgow from 1977 to 1995. 
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Figure 1 
Yearly Notifications of Tuberculosis 
All Ages, Both Sexes 1977 to 1995 
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Fortunately, Glasgow has not experienced the same rise in tuberculosis incidence as other areas 
in the United Kingdom and Europe. This is partly due to active surveillance control measures of 
screening and prophylaxis, the lower than expected prevalence of HIV/AIDS and, one may 
argue, the continuation of the BCG vaccination programme. However problem areas include 
high risk groups within the city, such as the single homeless, and the ever-present threat of drug
resistant strains. 

Tuberculosis infection rates for the Greater Glasgow Health Board area continue to be higher 
than the average for Scotland. This is mainly due to the high incidence within Glasgow City 
(Figure 2). 
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Figure 2 
Yearly Notifications of Pulmonary Tuberculosis 

Comparison of rates per 100,000 population 
1974 to 1995 
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Meningococcal Meningitis 
There has been a slight upward trend in the past two years in the number of meningococcal 
noti fications. Given the sporadic nature of the illness and the high population carriage rate, 
control relies mainly on providing antibiotics to all close family contacts of affected individuals 
to prevent secondary cases. All cases or suspected cases should be notified immediately. The 
Scottish guidelines have recently been changed and may be obtained by contacting the Department. 
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Figure 3 
Yearly Notifications of Meningococcal Infection 

All Ages, Both Sexes 1975 to 1995 
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Gastrointestinal Disease 
Notifications from GGHB for food poisoning in general have shown an upward trend over the 
past decade, as shown in Figure 4. Of note is a large rise in dysentery noti fications due to an 
outbreak in schoolchildren. Food poisoning has a seasonal trend, with an increase in the wamler 
months, as shown in Figure 5. 
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Figure 4 
Yearly Notifications of Dysentery, Campylobacter & Food 

Poisoning 
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Figure 5 
Food Poisoning - Monthly Notifications 

All Ages, Both Sexes 1994 & 1995 

--- Dysentery 
-0- Campylobacler 

--- Food Poisoning 

93 95 

___ 1994 
___ 1995 

0+--.---,---,--,---,--.---.---,--,---,--, 
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

MONTH 

46 



The Department works closely with the Environmental Health Departments of the local authorities 
to allow full follow-up of all cases and to protect the public. Food poisoning notifications are 
regarded as being the tip ofthe iceberg and there is evidence of significant under-reporting. This 
is partly due to many people self-medicating and not seeking advice from a General Practitioner, 
but also due to many doctors waiting for laboratory confimlation before notification. It is important 
to realise that notification should be made on a clinical diagnosis as laboratory confinnation may 
delay the investigation ofa large outbreak or indeed fail to give a diagnosis if the illness was viral 
or toxin induced. 

Cryptosporidiosis 
Cryptosporidiosis is now the fourth commonest cause of gastrointestinal infections after 
campylobacter, salmonella and rotavirus infections (Figure 6) . The parasite, Cryptosporidium 
parvum, has cattle and sheep reservoirs and two seasonal peaks coinciding with the lambing and 
calving seasons. It is also an important cause of travellers' diarrhoea and the disease should be 
considered in any person who has recently returned from abroad who has symptoms. The 
symptoms are usually those of a frequent watery diarrhoea, abdominal cramps, vomiting and loss 
of appetite. However, almost half of patients may also have systemic symptoms of headache, 
malaise, muscle pains and fever. Symptoms may last for up to six weeks and patients may 
transmit the illness for several weeks after their symptoms disappear. The illness may be very 
severe in immunocompromised patients, for example AIDS patients, and have a more chronic 
and insidious presentation. 
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Figure 6 
Cryptosporidium - Notifications & Rates per 100,00 Population 

All Ages, Both Sexes 1991 to 1995 
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The main route by which this organism is spread is water. Oocytes in the water are not dealt with 
by conventional water treatme~1ts and research is currently underway to tackle this problem. The 
main control measure is in ensuring that cattle and sheep grazing are distanced from water 
reservoirs. In the face of a community outbreak, the only means of control is to boil drinking 
water. Another means of spread is through direct contact with farm animals and this is a particular 
danger for school children visiting farms. Strict personal hygiene must be maintained during 
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these visits, with handwashing after touching animals and before eating. Person to person spread 
is also possible with close family contacts and in playgroups and nurseries. There is no effective 
drug treatment for cryptosporidiosis. 

E Coli 
A growing problem is the newly emerging pathogen verotoxin-producing Escherichia coli (VTEC). 
Cases of diarrhoeal illness associated with this organism are increasing. The importance of this 
pathogen is that a certain proportion of those affected may go on to develop renal failure and 
require dialysis or renal transplantation. Indeed, in the UK it is the commonest cause of renal 
failure in children. It is particularly difficult to isolate this organism from the food chain but 
uncooked meat (faecal contamination) is thought to be the main source and care should be taken 
when cooking all meat products, especially at barbecues. 

5.2 ENVIRONMENTAL HEALTH 

Water safety has always been an important aspect of public health concern. European legislation 
is having a major impact resulting in the raising of standards of water quality. A massive programme 
of improvements have been launched by Strathclyde Regional Council and will be continued by 
the Water Boards. 

This programme oftreatrnent works modernisation will not be complete until the year 2005. To 
achieve this, the required planned level of investment in the 5 years from April 1992 is £242.88 
million. 

In addition, there is a progranune to replace lead communication pipes and, in the fi.lture, emphasis 
will move towards the refurbishment of the water mains system. To replace or refurbish 8,000 
km of mains, the estimated cost at 1991 prices is £450 million. 

Each year, the quality of water supplied has improved. In 1993 there was 99% (c.f. 95% in 
1990) compliance with the very stringent bacteriological standards. The continuing improvements 
can be attributed to progress achieved with modernisation or replacement of water treatment 
works, to the more effective operation and maintenance of existing works pending their 
modernisation and to the renovation and replacement of water mains and service pipes. 

Contaminated Land 
There has been much media attention focused on land contaminated with chromium waste in 
Cam bus lang and Rutherglen. Cambuslang and Rutherglen have been compared with the situation 
in New Jersey, United States of America, where the State Authorities are spending $200 million 
on a clean up operation. 

However, routine health statistics, including cancer registration and mortality records, are far 
more complete and accurate in Scotland than those available on the population of the United 
States. Careful examination of these data has confirmed that there is no excess risk of cancer or 
congenital defects in these areas compared to the rest of the city. Further detailed analyses of 
mapping individual cancers and other illness in close time and space relationship to the chromium 
contamination concluded that environmental exposure in Cambuslang and Rutherglen has no 
significant health effects. 
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A cluster of leukaemia was identified in the early 80s in this area. The leukaemia incidence has, 
however, retumed to nonnallevels and the best scientific evidence has concluded that the probable 
cause of the cluster was a virus. The evidence showed no relation to environmental chromium. 
A key point in these investigations is that environmental monitoring has failed to demonstrate an 
exposure pathway by which residents may become affected by hexavalent chromium. Airbome 
and dust concentrations are well below those that have been shown to affect health and indeed 
are not significantly different from the rest of Glasgow. 

[n many cases the chromium contamination is sitting encased in a concrete like substance which 
may be regarded as inert. Suggestions have been made that DNA damage may occur in populations 
exposed to environmental chromium. There is, however, no scientific evidence for these 
statements. The Department of Public Health will continue to monitor the situation to ensure the 
protection of the public health. 

Power Lines 
The Department of Public Health has been busy over the last several years dealing with requests 
from members of the public , environmental health departments and in assisting other Health 
Boards in answering queries and mounting investigations into the possible health effects ofliving 
near to high voltage power lines. The current conclusion is that there is no evidence from 
anywhere in the world that exposure to power frequency electro magnetic fields from overhead 
power lines constitutes a risk of developing cancer. Recent work suggesting tllat radon is inlplicated 
is based on an experimental model designed to explain how power lines might harm health and 
does notl1ing to demonstrate an association between exposure and health effects. This subject, 
however, continues to be taken seriously and is currently being studied nationally in a case control 
study involving all children who develop leukaemia. 
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CHAPTER 6 - HOMELESSNESS AND HEALTH 

In recent years, there has been an increase in the number of homeless people in various parts of 
the United J(jngdom and particularly in large cities. There has also been a recognition that certain 
health problems such as mental illness, drug misuse, sexual abuse and tuberculosis may be 
pmticularly prevalent among the homeless. The difficulties which homeless people face in securing 
adequate health care for these serious problems are of greater public health concern. 

6.1 T HE NATURE OF THE PROBLEM 

Definition of Homelessness 
A number of definitions exist. The homeless can be defined as "individuals or households who 
currently have no rights to, or little chance of access to, their own secure housing space of 
minimally adequate standard". This definition includes both people without a roof over their 
heads, and those who live in temporary accommodation such as hostels for the single homeless 
and temporary bed and breakfast accommodation. It is beyond the scope of this chapter to 
analyse the causes or potential solutions to homelessness itsel f Instead it will briefly characterise 
the extent of homelessness in the city of Glasgow; current knowledge of health problems of 
homeless people; existing relevant health and social care services; and the Health Board's plans 
for the future. 

Numbers of Homeless People 
Precise figures on the number of homeless persons are difficult to obtain. There is no central 
register and many people move in and out of homeless ness during a year. There are an estimated 
2,500 single homeless people in the GGHB area of whom around 2,000 are living in hostels or 
other temporary accommodation and up to 500 are roofless. A survey in 1992 by Glasgow 
District Council estimated there were about 2,000 homeless fmnilies in Glasgow. A pilot Homeless 
Families Health Care Project dealt with 566 families in 10 months in 1995-96. 

Homelessness is caused by a great variety of problems including relationship breakdown, physical 
violence, sexual abuse, mental abuse, bereavement, financial problems, drug or alcohol problems 
or a combination of several of these. Other contributory causes of homeless ness, particularly of 
young people, are failed tenancies, offences or release from care, prison or hospital. 

Health Problems 
Evidence for the extent of health problems among the single homeless has been gathered from a 
survey of residents of Glasgow City Housing Hostels carried out in 1994 and data collected from 
the City Mission Refuge Health Service in 1995 (see below). Of] ,804 hostels dwellers interviewed, 
17% had significant alcohol problems, 9% were drug misusers and 7% were assessed as having 
significant mental health problems. Of the 456 attenders in the first year at the City Mission 
Refuge, 36% reported heavy alcohol use, 28% injecting drug use and 5% non injecting drug use. 
A wide range of medical problems were identified including dermatological, respiratory, 
neurological, traumatic, rheumatic and gastro-intestinal complaints. There are few reliable data 
on health problems of homeless families in Glasgow. This deficiency should be addressed by the 
Homeless Families Health Care Project which is due to report in 1996. 
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6.2 SERVICES AVA ILABLE 

Use of Primary Care Services 
Over 80% of Glasgow hostel dwellers are registered with a General Practitioner as are 73% of 
attenders at the Refuge Health Service. However, it is clear that in many instances, homeless 
people are unable to make good use of their GP. This may be because the GP with whom they 
are registered is in a distant p3l1 of the city or even another part of the country. Often, the 
individual feels rejected and stigmatised, suffers low self esteem and lacks the motivation to 
make an appointment. Due to drug or alcohol problems or other behaviour perceived as anti
social, homeless individuals may not always be well received by conventional primary care services. 
Thus relatively few homeless people are able to make effective use of their GP. The pattern of 
presentation is typically one of chronic neglected conditions presenting at a late stage, or as an 
acute emergency which requires treatment at accident and emergency departments. 

Current Social Care Services for the Homeless 
In recent years, substantial efforts have been made by Glasgow City Housing, Strathclyde Region 
Social Work Department and a number of non-statutory agencies to provide accommodation 
and other fonns of support for homeless persons. The H3ITIish Allan Centre provides a 24 hour 
city centre service for all homeless client groups, co-ordinating the provision of emergency services, 
furnished accommodation and hostel provision. There are over 50 providers of residential 
accommodation for homeless people throughout the city. Some are large hostels accommodating 
over 200 people; most are small units with less than 50 bed spaces. Non-statutory providers of 
residential accommodation for homeless persons include the Salvation Army, the Talbot 
Association, the Simon COIrummity, the Church of Scotland, the Blue Triangle Housing Association 
and, more recently, the Loretto Housing Association. The Social Work Department may deal 
with homeless persons either through its Area Teams or through its Homeless Persons Team 
based in the city centre. The Homeless Persons Team also manages four specialist services: the 
Hostel Care Team; Detached Drug Workers; the Mental Health Homeless Support Project and 
the Positive AccOlTIlTIodation Project for people with HlV or AIDS. 

A range of day and evening support services for homeless people are also available through the 
Wayside Day Centre, the City Centre Initiative, the Church of Scotland Day Centre and the City 
Mission. The Big Issue magazine enables homeless people to register as vendors and sell the 
magazine as a source of legitimate income. There are now about 800 vendors in Glasgow. 
Through a charitable subsidiary, the Social Iceberg Foundation, the Big Issue now plans to establish 
a range of social care services for homeless people. 

Health Services 
in comparison with the large number of residential and non-residential social care services for 
homeless people in Glasgow, until recently they had few specialist health care services. The 
burden has lain instead upon conventional family care services provided by General Practitioners 
and accident and emergency departments, often with unsatisfactory results. There have also 
been few effective means of co-ordination and communication between social care and health 
care services. Since 1995, however, the situation has begun to improve. 

A multi-agency Homelessness Working Group was established in 1995 under the auspices of the 
Community Care Joint Planning Group. A multi-disciplinary interest group of professionals 
working with homeless people has also been established under the chainnanship of the Health 
Board's Health Promotion Department. Through these bodies and other more infonnal networks, 
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the health services have been working increasingly closely with social care agencies with the aim 
of integrating health care services with existing social care provision. Both the Health Board and 
the Community and Mental Health Services NHS Trust have also responded by establishing a 
number of new services. These are now briefly described. 

The Mental Health Hostel Service was established in 1992 with the aim of providing specialist 
community psychiatric nursing (CPN) care for people with mental health problems living in 
hostels in the east end of Glasgow. This service is suppot1ed by occupational therapy staff, 
psychology staff and medical staff. It currently sees about 7-10 new referrals each week and has 
an active caseload of about 90 patients, nearly half of whom are chronic schizophrenics. 

The City Mission Refuge Health Service was established in January 1995 to provide general 
medical and nursing care for homeless men attending an evening refuge which is based in a 
fonner pub in the city centre. Over the first year, this twice weekly service has seen over 450 
clients, dealing with a wide range of health problems. Since July 1995, a twice weekly chiropody 
service has also been provided at the Refuge, seeing 253 clients in the first six months of operation. 
Since October 1995, a dental service operated from a mobile facility outside the Refuge has been 
available once weekly. In the first three months it provided dental services for 70 people. 

A pilot Homeless Families Health Care Service, provided by a Health Visitor with support from 
other specialists, was established in 1995 with the aim of ensuring better co-ordination and 
continuity of care for homeless families. 

The Trust is also carrying out pilot work aimed at improving the provision of dietetic and 
physiotherapy services. Through the HIV and Addictions Resource Centre, a simple computerised 
database has been established to enable uniform data to be collected from each service, thus 
enabling an accurate overview of health service provision to be achieved. 

In September 1995 , the Board's Department of Practitioner Services started a twice-weekly 
primary care service in conjunction with the City Centre Initiative, a multi-agency service designed 
to address the needs of homeless young people. It comprises a once-weekly GP session and 
twice-weekly Practice Nurse sessions. The Department of Practitioner Services also operates a 
service specifically to help homeless people register with a General Practitioner. 

Despite these very worthwhile initiatives, the provision ofplimary health care services for homeless 
people in Glasgow remains patchy and uncoordinated. Consequently, the Health Board is now 
developing plans for a special general practice which would operate satellite surgeries in the 
larger hostels and in conjunction with other day services such as the City Mission, the City 
Centre Initiative and the Big Issue. Such a practice would be able to establish much closer links 
with other provider agencies and offer a reliability and continuity of service which is currently 
difficult to achieve. In addition, the Community and Mental Health Services NHS Trust is 
developing satellite chiropody and dental clinics through mobile facilities visiting the larger hostels 
on a regular basis . In both instances, the demand for the service is extremely high . 

. 
Further work is required to develop more effective liaison between mental health and drug and 
alcohol services to ensure better access to specialist help when significant psychiatric and/or 
substance abuse problems exist. Further work is also required to ensure that appropriate links 
are made between these emerging health services and the existing social care services. It is thus 
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hoped that over the next three years, the provision of health care to homeless people in Glasgow 
will be markedly improved. By effective integration of health and social care support, there is 
good reason to believe that many homeless people will be able to improve their circumstances 
and health and achieve a more secure position in the community. 
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CHAPTER 7 - DRUG MISUSE IN GLASGOW 

Over the past 15 years, drug misuse has become one of the most serious health and social problems 
affecting the people of Glasgow. Similar trends have been seen in cities in many other parts of 
the world. This chapter describes the extent of drug misuse in Glasgow; it then outlines the 
Health Board 's Strategy for dealing with the health consequences of dmg misuse and summarises 
the main services which have been established to tackle the problem. 

7. 1 CURRENT D RUG MISUSE AND RELATED P ROBLEMS 

The pattern of drug misuse in Glasgow is extremely complex. A wide variety of drugs are 
involved, most of which have mind-altering properties and many are capable of causing 
psychological or physical dependence in some users. Drug misuse is most often encountered 
among young adults, many of whom started experimenting in their teens and males out-number 
females by two to one. However, significant numbers of older people are also dependent on 
drugs, particularly tranquilli sers and painkillers, often as a result of inappropriate repeat 
prescriptions. 

A survey of a city-wide sample of over 1,000 16 to 19 year olds in Glasgow was carried out in 
March 1995. The findings are shown in Table I. An unknown number of people refused to 
participate in the survey and this should be borne in mind when interpreting the results. Cannabis 
is by far the most commonly used drug in this age group. Whilst almost a third of the sample had 
used at least one drug at least once in the past year, far fewer respondents used any of the drugs 
on a frequent basis. By comparison, both alcohol and tobacco are used on a far larger sca le. 
Drug misuse is repOited across the social spectrum but is generally more common in the more 
deprived pmis of the city. 

Table 1: Drugs used in the past 12 months by 16-19 year olds in Glasgow 

At least once Once/twice per Weekends 
(%) month (%) % 

Cannabis 31% 5.0% 9.0% 

Ecstasy 11 % 2.0% 2.0% 

Amphetamines 11 % 2.0% 2.0% 

Temazepam 9% 1.0% 1.0% 

LSD 8% 1.0% 1.0% 

Magic Mushrooms 6% 0.5% 0.0% 

Dihydrocodeine 4% 0.5% 0.3% 

Solvents 3% 1.0% 0.6% 

Cocaine 3% 0.0% 0.6% 

Heroin 2% 0.3% 0.3% 
Based on a city -wide sample of 1,083 persons. sllrl'eyed March 1995 
Source: Health Promotion Department. Greater Glasgow Health Board 
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Knowledge and awareness of drugs and their effects were high in the 16 to 19 year old survey. 
Most young people using dmgs frequently did not regard them as harmful. For example, 
temazepam was regarded as hamlful by only 32% of regular users. Few believed that their own 
drug use caused health problems although most knew others who had significant problems. 

There has been recent concern about the increasingly widespread use of stimulant drugs such as 
ecstasy and amphetamines. However, by far the most severe drug-related health and social 
problems in Glasgow currently occur among drug injectors and the most problematic drugs are 
heroin and tcmazepam. The most recent estimate indicated that in 1990 there were around 8,500 
drug injectors in Greater Glasgow. The vast majority live in the most deprived parts of the city. 
A typical injector is aged 20 to 30 and began injecting aged 17 to 18, usually after an earlier 
phase of oral drug misuse. Over 90% inject at least daily and use several different drugs (polydmg 
misuse) either by injection or orally. The most common are heroin, temazepam, temgesic, 
amphetamines, dihydrocodeine, valium, ecstasy and methadone. 

As a source of health and social problems, dmg injecting and associated polydrug misuse are 
extremely costly both to the individual and to society. They have led to at least 70 deaths of 
young adults in each of the past three years, most due to injecting or ingestion ofa cocktail of 
drugs, the most common of which have been heroin and temazepam. Although only 1% of 
injectors in Glasgow have HIV infection the risk of its spread through sharing needles and 
syringcs remains considerable. Over 70% of Glasgow injectors are infected with hepatitis C, a 
virus leading to long term liver damage in a high proportion of cases. Hepatitis B infection is also 
common. Accidents, non-accidental injury, near-death overdose, abscesses, serious damage to 
veins and arteries, chronic brain damage and other serious health problems are frequently 
encountered. Behavioural problems are also seen frequently among oral misusers oftemazepam. 

The personal and social effects of heavy drug use in general and drug injecting in particular 
include under-achievement in education and training, diminished access to employment and loss 
of self-esteem. Alienation from family, family breakdown, loss of wider social suppOtt, loss of 
accommodation, [mancial difficulties and interference with parenting capabilities are also common. 

Significant numbers of female drug injectors tum to street prostitution to finance their habit. 
Law breaking as a result of either drug use or associated crime leads in many cases to involvement 
with thc pol icc, courts and the prison service. Dmg misuse currently has a highly disruptive 
effect upon a number of training programmes designed to provide opportunities for young adults 
in disadvantaged areas. The impact on community life is also profound: drug trafficking, money 
lending and trading in illegally obtained goods to support dmg habits have become intrinsic parts 
of economic activity in several areas of the city. The actual and perceived threats to property and 
personal security affect all in the community. 

Dntg misusers and especially injectors make heavy demands on social and criminal justice services, 
divet1ing scarce resources away from other aspects of cOlnrnwlity life. Many general practitioners, 
social workers, accident and emergency staff and police officers expend a large proportion of 
their time dealing with dmg misusers. Approximately 25% of the Scottish prison population are 
drug misusers. A large proportion of the single homeless in the city have drug problems. 

There is much speculation as to why a growing number of people are misusing drugs. A common 
thread is the fact that most drugs are used to alter the way the dmg taker feels : to increase 
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energy; alter sensation; reduce anxiety; blot out reality etc. There is, however. an inadequate 
understanding of the reasons why some people tum to drugs and others do not and why some 
become dependent upon drugs while others use them only casually. The quality of family 
relationships often appears to be an important factor as does the nature of the wider social 
envirorullent within which young people grow up. 

Whilst drug taking occurs throughout society, it is clear that the highest levels of drug misuse and 
the most serious consequences are to be found in the least affluent areas of the city which are 
characteJised by high unemployment, poor housing, few oppOltunities for advancement and poor 
social amenities. Among those who become heavily dependent on drugs, a high proportion have 
had a difficult upbringing, with a history of physical or sexual abuse, disruptive family life and 
poor educational achievement. A review of clients presenting to the Glasgow Drug Crisis Centre 
has added to the growing body of evidence that drug misuse is escalating among people with 
pre-existing mental health problems. 

7.2 STRATEGIC OBJECTIVES 

The Health Board is one of the leading members of the Greater Glasgow Drug Action Team 
which is chaired by the Health Board's Vice Chairman, Reverend Roderick Campbell. The team 
was established in March 1995 as a means of bringing together the main agencies which have a 
part to play in tackling drug misuse in the Health Board area. In March 1996, the Drug Action 
Team will launch its strategy which the Health Board has endorsed. 

The main objective of the strategy is to reduce the overall levels of drugs misuse and drug-related 
haml in the Greater Glasgow area . This is to be achieved by: 

(i) a series of preventive measures designed to reduce both the supply of and demand for 
drugs. 

(ii) a comprehensive range of appropriate health and social care services to assist those 
harmed by drug misuse. 

(iii) measures designed to help people recovering from drug misuse to find meaningful and 
constructive ways ofliving. 

7.3 CURRENT PREVENTION WORK 

The Health Board is one of many statutory and non-statutory agencies engaged in efforts to 
prevent drug misuse. These include local authority education and Social Work Departments, 
Strathclyde Police, Glasgow Drug Prevention Team, Community Drug Projects and many others. 
Major international, national, regional and local campaigns, such as European Drug Prevention 
Week, Scotland Against Drugs, Operation Eagle (Strathclyde Police) and the Evening Times 
campaign have been mounted during the past two years. Television, radio and local newspapers 
have frequently carried specia l features aimed at raising public awareness . 

The Health Promotion Department is the Health Board's main focus for preventive activity. Its 
Addictions Team has been collaborating with a wide range of agencies with the aim of increasing 
awareness, providing accurate information and discouraging potentially hannful drug use. An 
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important component of its task is a partnership with the Inequalities Team and Young People's 
Team, two major health promotion programmes addressing the health needs of young people, 
particularly in less affluent pat1S of the city. The Health Promotion Department has directed 
particular attention to the growing use of recreational drugs such as ecstasy and amphetamines 
particularly on the dance scene and has produced a number of effective materials which have 
been widely used at many dance venues. 

At present, there is a regrettable shortage of scienti fic evidence for the effectiveness of many 
aspects of Cllrrent efforts to prevent drug misuse. The Health Board is conunitted to developing 
and using methods which are either based on previollsly proven effectiveness or have an evaluation 
component built in. 

7.4 TilE HEALTH CARE RESPONSE TO DRUG MISUSE 

Over the past 10 years, an increasingly comprehensive range of specialist health services for drug 
misusers has been developed in Glasgow. The majority of these services have been in response 
to the wide range of health problems resulting from dmg injecting. A particular feature of the 
plarll1ing and development of these services has been the partnership between the Health Board, 
the Social Work Depm1ment and the voluntary sector. In 1994, this was formalised with the 
establislunent ofa Joint Planning Team for drug misuse as a distinct Care Group within Glasgow's 
Community Care Plan. 

The Health Board's health care objectives were set out in its report "Drug Misuse and Health in 
Glasgow" published in 1993 and the "Joint Community Care Plan" published in 1995. These are 
as follows: 

(i) to reduce sharing of injecting equipment. 
(ii) to reduce the amount of drug injecting. 
(iii) to reduce levels of drug use among current drug users. 
(iv) to achieve withdrawal from drug use . 
(v) to achieve lasting rehabilitation and resumption ofnonnallife within the community. 
(vi) to provide a range of services capable of responding effectively to health problems 

resulting from dmg misuse. 

Objectives (i)-(v) can be seen as a series of stepping stones, enabling the individual to move away 
from the most dangerous fonns of drug misuse and ultimately towards abstinence. 

Since 1987, a key aim has been to discourage the sharing of needles and syringes by drug injectors 
in order to reduce the possibility of transmission of HIV infection. Eight needle and syringe 
exchanges have been established which operate twice weekly in the evening in health centres and 
clinics throughout the city. The overall attendances and equipment exchange rate at the eight 
exchanges are shown in Table 2. 
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Table 2: Attendances and syringe exchanges at Glasgow Needle Exchanges, 1988-94 

Exchanges New Total Syringes Syringes Return 
Clients Attend Issued Returned Rate 

1988 1 191 880 2600 2020 78% 

1989 3 700 8030 65100 60500 93% 

1990 4 775 15560 136900 143700 105% 

1991 5 472 21280 190000 235600 124% 

1992 8 781 27990 238500 273400 115% 

1993 8 445 32320 272200 297600 109% 

1994 8 291 28606 238926 259166 108% 

Source: HIV and Addictions Resource Centre 

The number of attendances increased steadily from 1988 to 1993 but fell thereafter. This recent 
decline in activity may reflect the reduction in the number of drug injectors in the city, in part as 
a result of the increasing availability of methadone prescribing through the Glasgow Drug Problem 
Service and the GP Drug Misuse Clinic Scheme. The exchanges continue to receive more needles 
and syringes than they issue, with clients often bringing in injecting equipment obtained from 
phannacies. In addition to providing free needles, syringes and condoms, all the needle exchanges 
offer a wide range of other health services including primary health care, free condoms and 
advice on safer drug use, safer sex, social problems and HIV infection. 

In addition to the needle exchange network, ten Community Pharmacists pal1icipate in a free 
needle and exchange scheme. From April to September 1995, phannacists in the scheme issued 
a total of25,500 needles and syringes with 17,000 being returned. A number of other community 
phannacies sell needles and syringes to drug injectors but data on these are not available. 

Since the introduction of the needle exchanges, the prevalence of HIV infection among drug 
injectors in Glasgow has declined to around 1%, an extremely low level compared with that 
found in many other parts of the world where drug injecting is COimnon. Further evidence of the 
effectiveness of the Glasgow exchanges has come from a study by Frischer and colleagues 
comparing 1,748 drug injectors who attended needle exchanges with 828 who did not (Lancet 
1996, Vol. 347). This has shown that attenders share used needles and syringes with other 
injectors much less often than non-attenders. 

The second key objective is to enable drug injectors to reduce or stop injecting. This is the 
primary aim of the Glasgow Drug Problem Service (GDPS) which began operation in JanualY 
1994 and the GP Drug Misuse Clinic Scheme which started in May 1994. The GOPS is staffed 
by doctors and nurses, organised in four sector teams each covering a quarter of the city and 
accepting referrals of drug injectors only from General Practitioners. The main fonn of treatment 
offered is substitute prescription of methadone to injectors who have become addicted to heroin 
or other drugs in the opiate family. When combined with effective counselling and support, this 
approach has been shown by extensive research to enable many patients to reduce and often stop 
drug injecting. Once patients have been satisfactorily stabilised on treatment, most follow-up 
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and continued prescribing is caITied out by the patient's GP, with the GDPS intervening if new 
problems arise. During its first two years, the GDPS has had around 2,000 referrals from more 
than two-thirds of the practices in the GGHB area. 

The GP Drug Misuse Clinic Scheme was set up in recognition of the need for GPs with large 
numbers of drug injectors on their lists to provide care in a more structured and organised way. 
Under the scheme, GPs are encouraged to see drug injectors in separate clinics and to follow 
agreed protocols. In a high propol1ion of cases, the most appropriate form of treatment is long 
term substitute prescribing with methadone. Currently, there are over 70 GPs in the scheme, 
treating over 1,200 patients. 

A crucial aspect of the work of both the GDPS and the GP Clinic Scheme is the involvement of 
Community Phannacists and Drug Counsellors. Well over half the Community Pharmacists in 
Glasgow have agreed to supervise the administration of methadone to patients on their premises. 
This ensures that methadone is taken as intended, rather than being diverted for sale or used in 
overdose. Since May 1995, the Health Board has provided additional payments to participating 
phamlacists in recognition of the significant amount of additional work required. A further 
requirement of GPs in the Clinic Scheme is to arrange for their patients to receive additional 
counselling and support. In many instances this is arranged through local community drug projects 
with the patient being seen by the Counsellor either in the GP's premises or at the drug project. 

There is a growing amount of evidence that many patients in these schemes have either substantially 
reduced or stopped injecting altogether and are showing considerable improvements in their 
health and social stability. In order to study this more objectively, a two year research project 
began in January 1996 with the aim offollowing up patients started on methadone for at least a 
year and comparing the health and social status of patients on methadone with that of continuing 
drug injectors. This study should give a much clearer indication of the longer term effects of 
methadone maintenance. 

The third main objective of services is to help drug dependent patients to come off drugs altogether. 
Few drug addicts achieve abstinence permanently without several relapses and many attempts 
may be required. In conjunction with the Social Work Department, the Health Board jointly 
funds a number of community based and residential services which have this aim. 

These include the Calton Athletic Recovery Group, a community-based agency focusing on 
recovery through participation in sports and other activities; Red Tower, a 23-bed residential 
unit which offers a structured eight-week programme including medically supervised detoxification, 
respite care and rehabilitation and Phoenix House, a 42-bed residential rehabilitation unit which 
offers long tenn rehabilitation over periods of up to a year. The Health Board also contracts 
admissions of patients to Castle Craig, a residential unit which offers a six-week structured 
programme based on the philosophy of Alcoholics Anonymous. 

An important new service is the Glasgow Drug Crisis Centre which opened in November 1994. 
This provides a 24-hour walk-in assessment and support service for drug users in crisis and a 12-
bed short stay residential unit for those in greatest need. All patients admitted to the residential 
unit are seen by the visiting medical officer and a large proportion of the staff are qualified 
nurses. In the period April to December 1995, a total of 1,534 persons were seen by the service, 
of whom 197 were admitted. A high proportion of those admitted had serious health problems. 
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Drug injectors who develop serious infections such as HIV, hepatitis B orendocarditis are usually 
admitted to the Department ofInfection and Tropical Medicine at Ruchill Hospital. Current and 
ex-drug users infected with HIV are offered follow up by the Department ofInfection and the 
HIV Counselling and Support Team at Ruchill Hospital. 

The special problems of female drug injectors who resort to prostitution are addressed by the 
Drop-in Centre (Base 75) jointly operated by the Health Board and the Social Work Depattment 
at a city-centre location near Glasgow Central Station. The service is open five nights weekly 
and is staffed by nurses, doctors and social workers. Free condoms, needles and syringes are 
provided and there is access to primary health care, including first aid, immunisation against 
hepatitis B, cervical smears and contraception. Around 300 women use the service each year. 

The Women's Reproductive Health Service is a specialist obstetric and gynaecological service 
which addresses the special needs of women at high risk of health problems due to their social 
circumstances. About half of the women whose babies are delivered by the service each year are 
problem drug users. 

The Health Board also fully or partly funds eight commwlity drug projects in patts of the city 
badly affected by drug misuse. These projects offer a variety of services to drug users aimed at 
addressing both health and social problems atld enabling clients to reduce drug misuse as far as 
possible. 

7.5 FUTURE PROSPECTS 

There is growing evidence that the Health Board's current strategy has been successful tn 

maintaining a low level of HI V infection among drug injectors in Glasgow and is now playing an 
importarlt part in encouraging a shift away from drug injecting towards less dangerous fonns of 
drug misuse. The introduction by the government in January 1996 of restrictions on the presctiption 
oftemazepam and the ban placed upon temazepam capsules may also help to reduce the amount 
of harm to health caused by this drug. The Health Board is committed to playing a full part in 
addressing the longer tenn challenge of preventing young people becoming caught up in drug 
misuse and in assisting those who have become dependent on drugs to reverse the process and 
reduce and finally eliminate their reliance on drugs. 

60 



CHAPTER 8 - RESEARCH ACTIVITY 

This section of the rep0l1 highlights examples ofthe wide range of research activity that is being 
undertaken within the framework of a wider model of health and its detem1inants. The Depal1ment 
has adopted a model of health which seeks to explain how the many different influences on health 
and well-being inter-relate. This model is shown in Figure I. Our research strategy over the next 
few years will evolve so that research work is being carried out in each area identified by this 
model. The way in which the different health-producing influences work together to produce 
health and how they can be influenced is being studied. A small selection of the various research 
projects underway within the Depal1ment is presented. 

Figure I: Determinants of health 
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8.1 P RIORITY SERVICES 

Major changes in the organisation and provision of services for priority groups have taken place 
as a result of the NHS and Community Care Act (1990) and changes in the philosophy of care. 
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8.3 CARDIAC SERVICES 

In line with 'Scotland's Heath: a challenge to us all' and with the Local Heath Strategy, the 
Department of Public Health is involved in activities directed at reducing inequalities in health 
and reducing mortality trom coronary heali disease. The department is also involved in ensuring 
that hospitals provide adequate support and advice to patients on healthy living and disease 
prevention. Other activities include pursuing effective communication and joint working between 
purchasers and providers, assessing need and ensuring quality. 

Review of Post Myocardial Infarction Rehabilitation in GGHB 

Review of routine data 
Post myocardial infarction (MI) rehabilitation has been shown to be effective (and cost effective) 
at reducing post MI mortality and fatal re-infarction. However MONICA data suggested that 
not all patients received rehabilitation after Ml. A review was carried out of all SMRI entries 
with a code for MI and a discharge alive from hospital, over 6 months in 1994, identified and 
matched against logs kept by the rehabilitation teams in the four hospitals which provided a 
fonnal rehabilitation service post MI. One thousand, one hundred and twenty patients were 
identified, 56% male and 44% female; 1,040 were alive at discharge from hospital. Only 36% 
had been invited to attend rehabilitation, 21 % had actually started rehabilitation and 12% had 
completed a course. A regression analysis showed that age, sex, hospital and type of consultant 
(cardiologist or general physician) all affected whether a patient was invited, but deprivation did 
not. Which hospital, type of consultant and deprivation score all affected whether the invitation 
was taken up, but only deprivation score affected whether the course was completed. 

Postal survey 
A postal questionnaire was sent to those still alive in April/May 1995 (matching the Registrar 
General death file with the SMRI database). The questionnaire asked similar questions for the 
three groups - those who were invited to but did not attend, those who dropped out and those 
who completed a course. The questions were intended to provide infonnation about perceived 
problems. There was a 67% response. Results showed that distance, travelling difficulties (cost, 
lack of transport and parking) were the most consistent problems (even among those who 
completed a course) . Thirty-nine per cent of those who did not attend also preferred a different 
venue and this response was significantly related to deprivation score. 

Introduction of a satellite post MI rehabilitation service 
In response to these findings a pilot commlmity based satellite post MI rehabilitation service, 
which is the same as that offered in the hospital, is being established and evaluated. The Health 
Board has funded the pilot which is being carried out in Clydebank by the rehabilitation team 
from the Western Infinnary. It will commence in April 1996 and will be evaluated carefully over 
a one year period. 

Evaluation of the satellite post MI rehabilitation service 
The study will address the question: Does the provision ofa local rehabilitation service improve 
uptake of post MI rehabilitation? It'will involve all post MI patients residing in Clydebank and 
will include a comparison of the proportion of those resident in the area attending rehabilitation 
before and after the introduction of the new service. The evaluation will include a descriptive 
study of the new service, an economic evaluation and a patient acceptability survey. The results 
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of the evaluation will be used to assess whether it would be a useful service for the Board to 
purchase more widely. 

Jil! Pel!, Caroline Morrison and the Health Gain COII/missioning Teamfor Cardiology 

8.4 WOMEN'S HEALTH 

Women in Glasgow have prioritised five key areas for the improvement of their health - emotional 
and mental health; health of women as carers; reproductive health; reduction in the incidence of 
disease and safety at home, work and in the community. These constitute the policy areas of the 
Glasgow Women 's Health Policy. 

The Department of Public Health is cUlTently addressing the areas identified in the Women's 
Health Policy. Accordingly, the project outlined below forms a broader approach to domestic 
violence within a number of health service settings. 

Inter-Agency Approach to Domestic Violence 

In recent years there has been a growing recognition of the scale of domestic violence and the 
ways in wllich this is manifested in the physical, emotional and mental health of women suffering 
abuse. The corollary to this has been a developing appreciation of the role health professionals 
may adopt in dealing appropriately and sensitively with the needs of women. 

The principal aim of this project is to develop an effective response within the primary care 
setting to women experiencing domestic violence. The lessons learned will then be used to 
explore the possibility of devising and implementing a locality-based interagency approach to 
this issue. In the absence of British initiatives in this field, the approach adopted is derived 
mainly from work undertaken in the US. This demonstration project, funded by the Health 
Education Board for Scotland, is based in Castlemilk Health Centre and will nm for 2 years from 
Januaty 1996. 

Methods 
Given the paucity of available research into primary care responses to abused women, the initial 
12 months of the project will focus on documenting the cun'ent methods of identifying and 
managing domestic violence within Castlemi Ik Health Centre. The methods used to collect 
baseline data will comprise survey forms, sampling of medical records and interviewing of staff 
within the health centre. In addition, focus groups and one-to-one interviews will be held with 
women in the conununity who have been, or are being, abused. These will address their perceived 
needs and their experience of the service provided. 

The next stage will be to carry out staff training and to introduce protocols on domestic violence, 
with the aim of improving the response . This intervention will be evaluated in order to address 
the following study question: Does the introduction of protocols in a health centre improve the 
current detection and managel'nent by staff of women who have experienced domestic violence? 
A second aim of the study is to detennine if the findings of the work focused on the health centre 
provide a basis for devising and implementing an interagency strategy in the locality. 
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Expected outcome of the project 
It is anticipated that the project will provide information on the efficacy and replicability of this 
model for improving service delivery on this impOltant public health issue and that it will assess 
the feasibility of intervening in this setting to address the needs of abused women. It is hoped 
that this work will provide the basis for considering methods of developing and introducing an 
interagency approach to this issue in the locality. 

Katie Cosgrove, Sue Laugh/ill 

8.5 EPIDEMIOLOGY AND STATISTICS UNIT 

The Epidemiology and Statistics unit of the Department of Public Health provides and develops 
epidemiological information both in the assessment of population health needs, and in addressing 
more specific health services issues. The activities of the unit include the analysis of routinely
derived data, the planning and implementation of specific surveys, the use of operations research 
techniques and forecasting based on historical trend analysis. 

Modelling the Need for High Dependency Facilities in Acute General Trusts in Glasgow 

The level of provision of Intensive Therapy (ITU) facilities has become an issue of local and 
national concern. An assessment of the requirement for adult ITU facilities in Glasgow was 
undeltaken in 1994. In the course of this work, the importance of establishing an integrated 
system of hospital care for dependent patients became clear. For this reason, a fUlther study was 
undertaken to assess the need for High Dependency Units (HDUs) in the acute general Trusts in 
Glasgow. 

The aims of the study were: 

(i) To review the current provision of High Dependency facilities in acute general hospitals 
in Glasgow, and 

(ii) To assess the need for High Dependency facilities in Glasgow associated with the core 
adult acute hospital specialties: General Surgery, Orthopaedics, ENT Surgery, 
Ophthalmology, Urology, Gynaecology and General Medicine. 

A survey was carried out, over 12 weeks, of all patients admitted to an HDU. Information was 
collected regarding diagnosis and type of original admission. The need for admission to an HDU 
bed was considered in three categories: 

(i) patients who require admission to an HDU post-operatively 
(ii) patients who require "step-down" admission to an HDU following discharge from an ITU 
(iii) other patients who require admission to an HDU. 

The respective levels of need associated with post-operative patients, and with patients discharged 
from ITU, were assessed using routinely-derived hospital morbidity information. The need 
associated with other patients was assessed by surveys of acute general hospital wards. The 
number of HDU beds required in each Trust was assessed by constructing a model using the 
information from these sources. 
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The need for H DU facilities was assessed separately for combined surgical specialties and for the 
general medical specialties. 

The study began in June 1995 and will be completed by April 1996. Following completion of the 
study, a plan for implementing High Dependency care in each Trust will be developed, based on 
discuss ion of the study findings with Trust officers. 

Sian MlIrray, Khalid Bashil; Allan Boyd, John MacFarlane 

8.6 CANCER SURVEILLANCE 

As pal1 of its work programme, the West of Scotland Cancer Surveillance Unit has been carrying 
out a series of studies over a number of years to investigate whether the high rate of lung cancer 
seen within residents in Glasgow is a consequence of factors other than the well established 
effects of cigarette smoking and occupational asbestos exposure. Clearly, if this is the case, it 
would have implications for the way in which the Health Board 's Department of Public Health 
would approach the lung cancer problem. 

rnvestigation of Excess of Lung Cancer in Glasgow Unexplained by Cigarette Smoking 

Background 
Two major studies, one a case-control study of over 3,000 patients and the other a prospective 
study of over 16,000 apparently healthy individuals have improved our understanding of the way 
in which cigarette smoking affects the risk of lung cancer locally. Analysis of routinely collected 
cancer registlY data and examination of time trends in relation to the implementation of the Clean 
Air Act of 1958 and the movement oflarge sections of inner Glasgow population to green-field 
sites has increased our wlderstanding of the way in which atmospheric pollution affects lung 
cancer risk . 

Findings from earlier studies 
(i) The prevalence of cigarette smoking was greater in Glasgow, but this did not fully explain 

the excess OflWlg cancer. 
(ii) For equal amounts of cigarettes smoked, the risk of lung cancer among Glasgow 

smokers was roughly twice that of comparable smokers elsewhere. This was also 
evident among lifelong non-smokers. 

This led to a study of the role of passive smoking and the first findings in a UK population of an 
increased risk oflung cancer and other smoking-related diseases among non-smokers who lived 
with people who smoked regularly. 

Tar content 
Reducing the tar content of the cigarettes smoked only produced a commensurate reduction in 
risk ifthe number of cigarettes smoked was low. Talented smokers could derive a high tar dose 
from a medium tar cigarette! 

Atmospheric pollution 
There was no indication that the risk of lung cancer reduced when people were moved from 
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highly polluted areas to green-field sites or when Clean Air Act measures reduced the levels of 
atmospheric pollution by a factor of ten. It would nonnally be expected that any factor capable 
of causing a cancer would begin to show an affect within 30 years, so it appeared that whatever 
role atmospheric pollution played, it was not a direct carcinogen of any magnitude. 

The observation remains that the highest rates of lung cancer were to be found in those areas 
which had historically experienced the highest levels of atmospheric pollution. 

Recent findings 
A long term, ongoing cohort study is being undertaken investigating the characteristics of West 
of Scotland patients with a diagnosis of lung cancer from 1975 to 1994. The results so far show 
that after adjusting for the effects of cigarette smoking, cases were more likely (a) to have poor 
respiratory function many years prior to the disease (both increased symptomatology and reduced 
FEYl levels), (b) to have reacted more positively to tuberculin testing and (c) to come from 
poorer backgrounds. 

These factors, together with the higher levels of atmospheric pollution, suggested that the general 
respiratory background (both internal and external) was associated with an increased risk of 
developing lung cancer. As many of these factors would have been at their most damaging back 
in the 1920s and 1930s, precisely the time when today's cases were young, it appeared likely that 
early life respiratOlY environment was important. 

Conclusions 
The pattern would appear to be that poor respiratory environment could damage the lung 
development in such a way that when exposure took place to known carcinogens at a later age it 
was more likely that a cancer would occur. 

At present, we do not believe there is an unknown cancer agent acting in the local environment. 
Thus, efforts to reduce the level of cigarette smoking in the city and proper protection against 
occupational (and non-occupational) exposure to asbestos are the best ways forward in reducing 
the level oflung cancer. 

David Hole, Charles Gillis 
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