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Personal Reflections from Dr Linda de Caestecker
I am writing this introduction from a different role than my Director of Public Health
post, having been fortunate to be given the opportunity to work for the next year for
an international charity to promote women’s reproductive health in low resource
countries. I have long retained an interest in international public health since working
in Ghana as an obstetrician and gynaecologist in the 1980s. In fact, it was while
working in Ghana, in a large busy maternity hospital with very high maternal and
perinatal mortality rates that I decided that I wanted to address the causes of
maternal and child mortality. This led me to specialise in public health. As I move
into the field of international development, I am reminded that the challenges of
improving public health are similar the world over and in whichever sector one works;
the challenges of changing clinical practice using the best possible evidence, of
involving front-line staff in change, of demonstrating the impact of new initiatives and
managing pressures on resources are similar in this new post. Equally similar is the
joy of working with people totally committed to making a difference to improving
health.

I am delighted to write the introduction to this DPH report, the fifth one since I took
up post. In previous reports we have taken a series of themes based on analyses of
the major public health challenges in NHS Greater Glasgow and Clyde but this report
goes back to basics and presents a range of information to inform planners, policy
makers, service providers and politicians on the health needs of people in Greater
Glasgow and Clyde. Some could say that the wealth of information available from a
range of sources has made this type of report less necessary. There is certainly no
shortage of good quality data in Scotland but this report attempts to prioritise and
summarise the large amount of data and information that is currently available. It
also presents the results of the most recent Greater Glasgow and Clyde Health and
Wellbeing Survey which enables us to review trends in health behaviours and social
capital over time.
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There is an important chapter on Asset-based approaches in this report. I admit to
previous episodes of scepticism about assets-based approaches, wondering how
one could build on assets for people who have suffered multiple disadvantages
through abuse and trauma, addiction problems, homelessness, limited social
networks or frequent offending. I was wrong. My work with the Women’s Justice
Centre, Tomorrow’s Women, my personal roles with Glasgow City Mission and the
Simon Community Scotland and my recent travels to villages and towns with
extremely limited physical resources of any kind have shown me that not only do
assets based approaches work, they are actually the only approaches that work.

As I reflect on the past five reports, I am delighted to think about how much has been
achieved in Greater Glasgow and Clyde through the efforts of many people with an
interest and role in public health, many who don’t have “public health” in their job
titles. These have been as diverse as the establishment of the bike hire scheme in
Glasgow and the work of the Poverty Commission in Renfrewshire as well as
primary care developments in chronic disease management and strengthening child
health surveillance. Some of the recommendations in previous reports and the
ensuing actions have had their critics, such as commissioning weight management
services from a commercial company, smoke free policies that include e-cigarettes,
expansion of the Triple P positive parenting programme, giving financial incentives to
help pregnant women stop smoking. But one thing I have learnt in public health is
that we have to be courageous and we have to take some risks. I agree with Mark
Zuckerberg that “the biggest risk is not taking any risk…..in a world that is changing
really quickly; the only strategy that is guaranteed to fail is not taking risks”. In public
health, we must give ourselves opportunities to learn, to adapt, and to improve
constantly. I have also learnt to persevere. Programmes such as Triple P take time
to be embedded and mainstreamed and to be flexible to meet local needs. We have
to adapt as new evidence is generated, for example there has to be regular review of
the evidence about the safety and risks of e-cigarettes and a willingness to change
policies based on new evidence.
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The project I now lead in six countries is about “Institutionalising” new practice on
postpartum contraception and I take many lessons from achievements in Greater
Glasgow and Clyde with me, especially the need for clinical champions, having frontline staff fully on board understanding the rationale and evidence for change and the
need to be in for the long haul, change takes time.

The unrelenting pressure on acute services and the ageing of the population mean
that developments in public health will not always receive the priority they deserve
but I strongly believe that if we are to see real improvements in health, compression
of morbidity and a shift in the balance of care, NHS Greater Glasgow and Clyde and
its partners must find ways to continue to prioritise prevention, early intervention,
early years programmes and to prioritise investment in areas that will truly improve
health not just extend the end of life i.e. housing, employment and education.
Politics is at the heart of improving health and we all need to use our influence and
our energy to make Scotland fair and equitable. I have experienced significant
support from the Board of NHS Greater Glasgow and Clyde in my advocacy on
these issues.

As I have travelled in recent weeks, two incidents in particular have stayed in my
mind. One is of a medical officer of health in Ghana discussing community health
developments with the elders of a village. In Ghana the common way to carry
everything from water to groceries is on your head. The Medical Officer asked,
“What you would do if you had a heavy load to lift onto your head, would you just
stand there and look at it? No you would lift it first to your lap and then ask for help
to get it on your head”. She made it clear that there were responsibilities on both
sides; the charity and public sector would provide resources and services but the
village community itself had to be involved and take leadership for improving their
own health. The subsequent planning was truly in partnership. It was a real
example of community development and it seemed we had much to learn from
resource poor countries on this issue. The other example was seeing facilities with
100% breastfeeding where the major focus of promotion and education about
breastfeeding was targeted at grandmothers, understanding the importance of
families in health behaviours.
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I look forward to using much of the experience and learning from Greater Glasgow
and Clyde in the implementation of large scale initiatives to promote women’s health
in low resource countries but also in developing collaborations and shared learning
to benefit NHS Greater Glasgow and Clyde.

Thank you to everyone that has contributed to this report and I hope you find it a
helpful resource.

Linda de Caestecker
October 2015
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Chapter 1: The Population of NHS Greater Glasgow and Clyde
Population Trends and Projections
National Records of Scotland estimated (NRS SAPE)1 the 2013 NHS Greater
Glasgow and Clyde (NHSGGC) population to be 1,137,930 (21.4% of the total
Scottish population); 547,815 (48.1%) were male and 590,115 (51.9%) female. Of
the six local authority areas that comprise NHSGGC, Glasgow City accounts for
52.4% of the total population, Renfrewshire 15.3%, East Dunbartonshire 9.3%, East
Renfrewshire 8%, West Dunbartonshire 7.9% and Inverclyde 7.1%.

Population Trends
The NHSGGC population has been rising steadily over the last decade and was
2.6% higher in 2013 than it was in 2006 (Figure 1.1). The total Scottish population
rose by 3.8% over the same period.

Figure 1.1: NHSGGC Population Estimates, 2006 to 2013
(Source: NRS SAPE)
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The rise in the NHSGGC population was driven mainly by rises in Glasgow City
(4.9% rise), especially within the North West sector (8% rise). During this period,
the populations of Inverclyde and West Dunbartonshire declined by 2.4% and 1.8%
respectively.
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Table 1.1: 2013 Population estimates and percentage difference in population
between 2006 and 2013 by Health and Social Care Partnership (HSCP)
(Source: NRS SAPE)
% Increase
since 2006
3.8%
2.6%
0.3%
1.9%
4.9%
3.1%
8.0%
3.8%
1.5%
-2.4%
-1.8%

2013 SAPE
Scotland
5,327,700
NHSGGC
1,137,930
East Dunbartonshire
105,860
East Renfrewshire
91,500
Glasgow City
596,550
GC NE
177,947
GC NW
198,021
GC South
220,582
Renfrewshire
173,900
Inverclyde
80,310
West Dunbartonshire
89,810
Age and Gender

Figure 1.2 shows the NHSGGC population distribution by age group and gender. To
access the population pyramid for each HSCP, p le a s e c lic k o n th is lin k

Figure 1.2: NHSGGC 2013 Population Pyramid
(Source: NRS SAPE)
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Twenty two percent of the NHSGGC population in 2013 was under 20 years of age
and 16% over 65 years (Figure 1.3). This is broadly in line with the Scottish
population, although a higher proportion of people across Scotland are over 65 years
(18%).

Figure 1.3: NHSGGC 2013 Population % by Age group and HSCP
(Source: NRS SAPE)
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There is considerable variation in the older population by HSCP, with 13% of the
North West Glasgow population aged over 65 years, compared to just over one fifth
of the East Dunbartonshire population. There is far less variation in the under 20
year olds.

Population Projections
2012 based population projections2 predict that the total population of NHSGGC will
increase by 2.5% by 2022. The total Scottish population is predicted to rise by 3.9%.

Figure 1.4 shows the percentage change in population between 2012 and 2022 by
NHSGGC and HSCPs. There are wide variations by age group with the NHSGGC.
The 15 to 29 year age group is predicted to fall by 12% by the end of this period and
the over 60 population predicted to rise by 17%.
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As Figure 1.4 shows, this is most marked in East Dunbartonshire, East Renfrewshire
and Renfrewshire where the over 60 population is set to rise by approximately one
fifth.

Glasgow City is the only area where the population under 60 years of age is
projected to rise (3%).

Figure 1.4: Projected Population Change by 2022 by age-group and HSCP
(Source: NRS)
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Dependency Ratios

Dependency ratios are a useful indicator of the potential social support required as a
result of changing population age structures. The larger the dependency ratio, the
greater the burden on the average adult as the needs of the dependents must be
met by the rest of the adult population.

As shown in Figure 1.4, the NHSGGC population is getting older which will have an
effect on dependency ratios.
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Table 1.2: Dependency Ratios: 2006, 2013 and 2022 Projections by HSCP
(Source: NRS)

East Dunbartonshire
East Renfrerwshire
Glasgow City
Renfrewshire
Inverclyde
West Dunbartonshire
NHSGGC
SCOTLAND

2006
57.7
59.8
54.5
52.7
52.2
47.5
51.0
52.4

2013
61.6
62.3
42.9
54.2
55.6
53.5
49.3
53.6

2022
72.6
67.5
46.5
61.3
66.1
62.5
54.6
60.4

The NHSGGC dependency ratio has remained relatively flat since 2006. However, it
is predicted to rise to 55 by 2022. Scotland displays similar patterns and projections
show it will rise to 60 by 2022.

There are, however marked variations in HSCPs within NHSGGC as Table 1.2
shows. Glasgow City has the lowest ratio in 2013 and has fallen since 2006 (43 and
55 respectively) however it is projected to rise to 47 by 2022. The ratios for all other
HSCPs have increased since 2006 and are predicted to be over 60 by 2022. The
East Dunbartonshire ratio is predicted to rise to 73. Put simply, this means that on
average, there will be six dependent people for every 10 working-age people by
2022, rising to over seven dependents in East Dunbartonshire.

Life Expectancy

Life expectancy at birth in NHSGGC has steadily improved over the last decade
particularly for males whose life expectancy in 2011/13 was 2.2 years greater than it
was in 2006/08; female life expectancy increased by 1.5 years (Table 1.3).
However, there is a persistent gender gap; female life expectancy was 5 years
greater than that for males in 2011/13, a slight narrowing of the gap of 5.8 years in
2006/08.
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Table 1.3: Life Expectancy at birth by HSCP
(Source: NRS)

2008/10

2009/11

2010/12

2011/13

Males

2006/08 2007/09
78.1

78.4

79.6

79.9

80.1

80.5

Females

82.4

82.9

82.5

83.1

83.4

83.9

Diff F-M

4.3

4.5

2.9

3.3

3.4

3.3

Males
East Renfrewshire Females

77.5

78.0

78.5

79.1

79.9

79.7

82.0

82.1

82.4

83.1

82.9

83.0

4.5

4.1

3.9

4.0

3.0

3.3

Males

70.7

71.2

71.8

72.2

72.6

73.0

Females

77.2

77.4

78.0

78.4

78.5

78.5

Diff F-M

6.5

6.3

6.2

6.2

5.9

5.5

Males

73.0

73.4

73.3

73.3

73.7

74.7

Females

78.7

79.0

79.3

79.6

79.9

80.7

Diff F-M

5.7

5.7

6.0

6.4

6.2

6.0

Males

73.7

73.8

74.0

74.8

75.3

75.7

Females

78.9

79.4

79.7

80.4

80.4

80.6

Diff F-M

5.2

5.6

5.7

5.6

5.2

4.9

Males

72.1

72.6

73.7

74.3

74.1

74.2

Females

78.1

78.4

78.3

78.9

78.7

79.1

Diff F-M

5.9

5.8

4.5

4.6

4.6

4.9

Males

72.7

73.1

73.7

74.1

74.5

74.9

Females

78.5

78.9

79.2

79.7

79.8

80.0

5.8

5.7

5.5

5.6

5.3

5.0

Males

75.1

75.4

75.9

76.3

76.6

76.9

Females

79.9

80.1

80.4

80.7

80.8

81.0

Diff F-M

4.8

4.7

4.5

4.4

4.2

4.1

East
Dunbartonshire

Diff F-M
Glasgow City

Inverclyde

Renfrewshire

West
Dunbartonshire

NHSGGC

Diff F-M
Scotland

Males in NHSGGC can expect to live two years less than the Scottish average
based on the 2011/13 figures, females one year less. However, this hides wide
variation at smaller geographic areas. For example, life expectancy in East
Dunbartonshire is greater than the Scottish average (3.5 years greater for males and
3 years greater for females) and in Glasgow City is considerably less (4 years less
for males and 2.5 years less for females).
Recently published ScotPHO Health and Wellbeing profiles3 show that male life
expectancy in the Parkhead West and Barrowfield area within Glasgow City was
63.7 years and female life expectancy in Drumchapel South was 71.6 years. Within
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East Dunbartonshire, male life expectancy in Lenzie South was 88.4 years and
female life expectancy in West Calder and Mains Estate 90 years.

Census profiles
The 2011 Census4 provides valuable information about the characteristics of people
and households in Scotland, Health Boards and HSCPs. There were 1,135,958
people resident in NHSGGC on Census day 2011, living in 526,894 households.

Ethnic group

The Census provides evidence of the changing ethnic composition of NHSGGC;
3.6% of the NHSGGC population in 2001 was from a Black and Minority Ethnic
(BME) group. Figure 1.5 shows that this had increased to 7.5% (n=85,755) by 2011.
In 2011, this ranged from 14.2% in Glasgow South area to 1.4% in Inverclyde. Four
percent of the Scottish population were from a BME group.

Figure 1.5: Percentage Black and Minority Ethnic Group by HSCP
(Source: 2011 Census)
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The largest BME group was Asian (Asian, Asian Scottish or Asian British) which
made up 5.3% of the total NHSGGC population; 11.1% of the South Glasgow
population belonged to this group compared with less than 1% of the Inverclyde
population. The largest sub-group within the Asian group were Pakistani which
made up 2.4% of the total BME population in NHSGGC, 7.6% of the South Glasgow
population were Pakistani. Tables breaking down the Census population by ethnic
group and HSCP can be found using this link.

Health and Care - Long Term Health Problem and Health Not Good

Just under 22% (n=245,228) of the NHSGGC population had a long-term health
problem which limited their day-to-day activities (Figure 1.6). Just over a quarter
(25.6%) of people from North East Glasgow had a long-term health problem
compared with 16.8% of the East Renfrewshire population. Just under one fifth
(19.6%) of people in Scotland had a long-term health problem.

Figure 1.6: Percentage with a long-term health problem or Health ‘Not Good’
by HSCP
(Source: 2011 Census)
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Figure 1.6 also shows that 7.4% (n=84,159) of the NHSGGC population stated their
health was ‘not good5’ , this ranged from 10.5% in North East Glasgow (Glasgow
City 8.7%) to approximately 4.3% in East Dunbartonshire and East Renfrewshire.
Six percent of the Scottish population reported their health was ‘not good’.

Health and Care - Provision of Unpaid Care

Seven percent (n=78,424) of the NHSGGC population provided unpaid care for
someone for up to 50 hours per week. There is little variation from the Scottish
figure (Figure 1.7). Just over 8% of people in East Dunbartonshire and East
Renfrewshire provided this level of care. The NHSGGC figure rises to 10% for those
aged 25 to 64 (12% in East Dunbartonshire and East Renfrewshire).

Figure 1.7: Provision of Unpaid Care by HSCP
(Source: 2011 Census)
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Approximately 3% (n=31,803) of the population had cared for someone for more
than 50 hours per week. This rose to 6% for those aged 65 plus.
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Household Composition – Tenure

Tenure patterns in NHSGGC are quite varied as shown in Figure 1.8. Fifty six
percent of all households in NHSGGC were owned. This figure rises to just over
80% in East Dunbartonshire and East Renfrewshire. In comparison, less than 45%
of Glasgow City North East and North West households were owned.

Just over two fifths (43%) of households in Glasgow North East were Social rented,
just under two fifths (37%) of Glasgow City and West Dunbartonshire. One fifth of
Glasgow City North West households were private landlord/letting compared with
less than 6% in East Dunbartonshire and East Renfrewshire.

Figure 1.8: Tenure by HSCP
(Source: 2011 Census)
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Household Composition - One Person Households

Just under 40% (n=208,591) of households in NHSGGC had one person living in
them, 45% of households in Glasgow City North West fell into this category. All
HSCPs in NHSGGC had fewer one-person households than the Scottish average of
48% as shown in Table 1.4.

Table 1.4: Percentage One Person Households by HSCP
(Source: 2011 Census)

% One person household
NHSGGC

39.6%

East Dunbartonshire

28.4%

East Renfrewshire

30.2%

Glasgow City

43.1%

North East

42.3%

North West

44.7%

South

42.3%

Inverclyde

38.5%

Renfrewshire

38.6%

West Dunbartonshire

38.3%

SCOTLAND

47.8%

Household Composition - Lone Parent Households

Lone parent households are defined as households with a lone parent with
dependent children where the lone parent is aged 16 to 74.

Table 1.5 shows that just under 9% (n=45,389) of households in NHSGGC were lone
parent households. Approximately 1 in 10 households in Glasgow City North East
and West Dunbartonshire fell into this category. Within East Dunbartonshire and
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East Renfrewshire this was 6%. These were the only two HSCPs in NHSGGC lower
than the Scottish average of 7.2%.

Table 1.5: Percentage Lone Parent Households by HSCP
(Source: 2011 Census)

% Lone Parent Households
NHSGGC
East Dunbartonshire
East Renfrewshire
Glasgow City
North East
North West
South
Inverclyde
Renfrewshire
West Dunbartonshire
SCOTLAND

8.6%
6.0%
6.3%
9.3%
10.9%
8.1%
9.0%
8.8%
8.1%
9.8%
7.2%

Economic Activity and Unemployment

Just over one third of the NHSGGC population aged 16 to 74 was economically
inactive (Table 1.6), this figure rose to 38% in Glasgow City North East. Thirty one
percent of the Scottish population fell into this category.

Unemployment rates were also higher in NHSGGC than in Scotland (6.7% and 5.6%
respectively). The unemployment rate ranged from 8.3% in Glasgow City North East
to just over 4% in East Dunbartonshire.
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Table 1.6: Percentage aged 16 to 74 who were economically inactive or
unemployed by HSCP
(Source: 2011 Census)
% Economically
%
Inactive
Unemployed
NHSGGC
33.8%
6.7%
East Dunbartonshire
30.8%
4.1%
East Renfrewshire
30.1%
4.3%
Glasgow City
35.5%
7.7%
Glasgow North East
38.4%
8.3%
Glasgow North West
35.6%
7.5%
Glasgow South
33.1%
7.6%
Inverclyde
35.8%
6.0%
Renfrewshire
31.3%
6.0%
West Dunbartonshire
32.4%
7.2%
Scotland
31.0%
5.6%

Educational Qualifications

Education is an important mechanism for enhancing the health and wellbeing of
individuals and is strongly linked to the determinants of health such as health
behaviours. People with higher levels of education tend to have better health and
wellbeing and healthier behaviours. It also helps promote and sustain positive
lifestyle choices.
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Table 1.7: Percentage Educational Qualifications by HSCP
(Source: 2011 Census)

All people aged 16 All people aged 16
and over: Level 4
and over: No
and above
qualifications
NHSGGC
29.4%
25.8%
East Dunbartonshire
19.9%
34.8%
East Renfrewshire
19.2%
35.2%
Glasgow City
32.0%
25.9%
Glasgow North East
39.1%
17.5%
Glasgow North West
26.2%
33.8%
Glasgow South
31.6%
25.5%
Inverclyde
32.6%
19.7%
Renfrewshire
28.1%
23.1%
West Dunbartonshire
32.8%
16.5%
Scotland
26.8%
26.1%

Table 1.7 shows that just under 30% of people aged 16 and over in NHSGGC
possessed no educational qualifications rising to two in five in North East Glasgow.
Approximately one in five people in East Dunbartonshire and East Renfrewshire
possessed no qualifications. The Scottish average was 27%.
Twenty six percent possessed a qualification categorised as level 46 (degree or
equivalent) or above. This is very close to the Scottish average. However, there are
significant variations by HSCP area. Over one third of people in East
Dunbartonshire, East Renfrewshire and North West Glasgow possess a degree or
equivalent; this number drops to one in six in West Dunbartonshire.

Educational qualification information from the Census relates to those aged 16 and
over. Scottish Government School Achievement reports provide a valuable source
of information on school leavers. Table 1.9 shows two indicators drawn from these
reports.
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Table 1.8: Percentage of school leavers by follow-up destination by Local
Authority
(Source: Scottish Government School Achievement Data 2012/13)

Positive
Destination

Higher Education

NHSGGC

88.7%

40.0%

East Dunbartonshire

90.0%

57.4%

East Renfrewshire

93.5%

60.4%

Glasgow City

84.7%

30.8%

Inverclyde

92.2%

38.0%

Renfrewshire

89.0%

39.8%

West Dunbartonshire

88.0%

34.0%

Scotland

90.0%

36.3%

At least 85% of school leavers in 2012/13 went onto a positive destination7 with
Inverclyde and East Renfrewshire reporting rates above the Scottish average.

Overall 40% of school leavers went into higher education rising to approximately
60% in East Dunbartonshire and East Renfrewshire. The Scottish average was
36.3%.

Poverty

Deprivation

NHSGGC contains some of the most and least deprived areas in Scotland. Current
population estimates (SAPE 2013) show that 36% of all NHSGGC residents
(n=408,349) live in the most deprived areas as defined by the Scottish Index of
Multiple Deprivation (SIMD)8. Figure 1.9 shows the SIMD quintile distribution of
each HSCP in NHSGGC.
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Figure 1.9: Percentage Population by SIMD Quintile and HSCP
(Source: SAPE 2013, SIMD 2012)
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As can be seen from Figure 1.9, nearly half of the Glasgow City population resides in
the most deprived SIMD quintile. This figure rises to 62% in North East Glasgow. In
comparison, only 3.6% of the East Dunbartonshire population lives in these most
deprived areas. Sixty percent of the East Renfrewshire population reside in the least
deprived quintile compared with only 2.5% of the North East Glasgow population.

Child Poverty
Living in a low income family9 can affect a child’s physical and mental wellbeing,
cognitive development and educational attainment, and reduce their expectations of
their own lives.10,11 It has immediate and long-term consequences.

The 2011 HMRC child poverty snapshot provides information on the percentage of
children under 20 years of age living in low income families by local authority area
(Figure 1.10).
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Figure 1.10: Percentage of Children under 20 living in low income families by
local authority
(Source: HMRC Child Poverty Snapshot, 2011)
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One in three children in Glasgow City live in a low income family and approximately
one quarter of children in West Dunbartonshire and Inverclyde, all above the Scottish
average of 18%. This compares with less than 1 in 10 in East Dunbartonshire and
East Renfrewshire.

Homeless Assessments

People are entitled to homeless assessments if they are homeless or will be
homeless within two months. Assessments are carried out by our Housing Officers
who review the applicants’ circumstances and decide whether you are homeless by
legal definition.

Table 1.9 show the number of applications assessed as homeless in 2014/15 the
percentage NHSGGC total by local authority and rates per 10,000 population.
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Table 1.9: Homeless Assessments, number assessed as homeless,
percentage total and rates per 10,000 by Local Authority and percentage
change since 2013/14
(Source Scottish Government Homeless Statistics Annual Reference Tables
2014/15)

2014/15

East Dunbartonshire
East Renfrewshire
Glasgow City
Inverclyde
Renfrewshire
West Dunbartonshire
NHSGGC

Number
483
303
4,988
207
683
1,021
7,685

% NHSGGC
6%
4%
65%
3%
9%
13%
100%

rate per 10,000 % Change
since
population
2013/14
(aged 16 plus)
55
-0.6%
41
0.7%
100
0.1%
31
-15.9%
48
-7.3%
138
0.8%
81
1.0%

There were 7,685 applicants assessed as homeless in NHSGGC in 2014/15; 26% of
the total number of applicants assessed as homeless in Scotland (n=29,565). Six in
ten of all those assessed as homeless within NHSGGC were from Glasgow City.
Less than 1 in 20 were in Inverclyde and in East Renfrewshire. West
Dunbartonshire had the highest rate of assessments per 10,000 population and
Inverclyde the lowest (138 per 10,000 and 31 per 10,000 respectively).

The number of people assessed as homeless has improved slightly since 2013/14
falling by 1% overall, Inverclyde fell by 16% and Renfrewshire by just over 7%.
Glasgow City has remained relatively static. Across Scotland the figure dropped by
just under 2%.

Fuel Poverty

The Scottish Household conditions survey provides information on fuel poverty and
extreme fuel poverty for local authority areas. Households are classified as fuel poor
if their fuel costs are greater than 10% of income; households where fuel costs
exceed 20% of income are classified as extreme fuel poor.
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Figure 1.11: Percentage of households classified as Fuel Poor and Extreme
Fuel Poor by Local Authority
(Source: Scottish Household Condition Survey 2011/13)
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Analysis by local authority presents a complex picture (Figure 1.11). Overall one
third of all households are classified as fuel poor in NHSGGC, 2% lower than the
Scottish average. Thirty eight percent of Inverclyde households are classified as fuel
poor, 2% higher than the Scottish average. However, Inverclyde has the lowest
proportions of extreme fuel poverty households (4%), half the NHSGGC proportion
and 6% less than the Scottish average. The highest rates of extreme fuel poverty
are in East Renfrewshire (11%).
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Summary points
•

One fifth of Scotland’s population live within the NHSGGC area. Our population
has grown steadily over recent years and is predicted to keep growing. There
are variations – the population has risen in Glasgow City and the North West
sector, but fallen in Inverclyde and West Dunbartonshire.

•

NHSGGC is the most ethnically diverse area of Scotland. 7.5% of the NHSGGC
population are from a black and minority ethnic group. This ranges from 14.2%
in Glasgow South area to 1.4% in Inverclyde.

•

Life expectancy is increasing in all areas. Female life expectancy is still 5 years
longer than males. There is a 7 year age gap in life expectancy between the
least affluent and most affluent local authority areas -73 years in Glasgow City
and 80.5 years in East Dunbartonshire.

•

Our population is ageing and dependency ratios are predicted to increase in all
areas but with marked variations – to over 70 in East Dunbartonshire compared
to under 50 in Glasgow City.

•

NHSGGC has a greater proportion of vulnerable groups compared to the rest of
Scotland including those living in poverty, homeless, unemployed, carers, loan
parents and those with long-term health conditions. Vulnerability is not evenly
distributed - Glasgow City supports a greater proportion of vulnerable groups
than East Renfrewshire and East Dunbartonshire.
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Chapter 2: Population Health Indicators Reports
Population Health Indicators Reports have been developed for each of the six Health
and Social Care Partnerships (HSCP) that comprise the Board’s area. The aim of
these reports was to assist the partnerships in the processes of strategic planning
and population health needs assessment.

At the heart of the development of health indicators is an understanding of the
physical, mental and social components of health. The indicators are defined
epidemiologically in population terms and expressed in percentage terms or as a
number of events per thousand population. They allow a comparison to be made
between the value of a given indicator in a partnership and the value in a standard
population.

The Health Indicator Reports for each HSCP are accessible here:
•

East Dunbartonshire Health and Social Care Partnership

•

East Renfrewshire Health and Social Care Partnership

•

Glasgow City Health and Social Care Partnership

•

Inverclyde Health and Social Care Partnership

•

Renfrewshire Health and Social Care Partnership

•

West Dunbartonshire Health and Social Care Partnership

The indicators were chosen by a group chaired by the Director of Public Health. The
measures selected collectively reflect the importance of social models of health in
which the importance of a wide range of social and economic determinants is
recognised. The criteria for inclusion of each indicator were that it should represent
an important issue in public health and that it should be possible to define it using
routinely-collected data. The indicators were chosen to encompass a wide range of
public health domains, including demographic composition, overall health, incidence
and prevalence of disease, delivery of acute services, disability, economic factors,
social capital, child and maternal health, adolescent health, mental health and risk
factors for morbidity.
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The development and use of health indicators is primarily a comparative exercise in
which the values of indicators for each partnership are compared with those in a
standard population. The standard population currently used for all indicators is that
of NHSGGC although for some indicators, a Scottish standard is also available. The
exact definition of each indicator is set out in an appendix in which the source of the
data and the precise calculation is given.

As an example, teenage pregnancy is an important public health issue in adolescent
girls. The rate in the standard NHSGGC population was about 37.9 cases per 1,000
population per year, a measure of the size of the public health problem associated
with teenage pregnancy. The rate in a partnership might be higher, for example,
41.9 cases per 1,000 per year. This would indicate that the incidence of teenage
pregnancy was greater than would have been expected in the partnership and
provides a rationale for measures to reduce the rate as a strategic objective.

The publication of the health indicators for each partnership is intended to promote
processes of discussion and development between the Board and the partnerships.
The overall suite of health indicators will be kept under review and revised as
required in response to comments and criticisms that may be received.
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Overview of Population Health Indicators by HSCP

No.

Indicator

Calculation

East
Dun
105,860

East
Ren
91,500
(8.04%)

Glasgow City

Inverclyde

Renfrewshire

596,550

79,860

173,900

West
Dun
89,810
(7.9%)

NHSGGC

1

Population of
HSPC

Not
applicable

2

Ethnicity

Crude rate
Expressed
percent
population

4.2%

5.9%

11.6%

1.36%

2.8%

1.6%

7.3%

3

Proportion of
single parent
households

Crude rate
Expressed
percent
population

6%

6.3%

9.3%

8.8%

5.0%

9.8%

8.6%

Proportion of
elderly
people living
alone

Number
Rate
expressed
as
percentage

29.9%

38.2%

18.1%

38.5%

39.4%

4

Scotland

1,137,930

7.2%

NE 10.9%
NW 8.1%
South 9%
33.8%
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43.9%
NE 43.2%
NW 45.3%
South 43.3%
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No.

Indicator

Calculation

East
Dun
0.6%

East
Ren
0.7%

Glasgow City

Inverclyde

Renfrewshire

NHSGGC

Scotland

0.9%

West
Dun
0.7%

2.5%

0.7%

1.7%

1.3%

6.8%

5

Proficiency in
English

Crude rate
Expressed
percent
population

6

Informal care

Crude rate
Expressed
percent
population
Rate for
HSCP and
NHSGGC

8.4%

8.1%

6.2%

7.0%

7.4%

7.3%

6.9%

7

Rating of local
neighbourhood

Crude rate
Expressed
percent
population

76%

71.5%

66.7%

58.6%

66%

58.9%

66.7%

Rate
expressed
as
percentage

8.7%

8.1%

8.2%

6.6%

8.4%

8

Social isolation

NE 65.6%
NW 62.8%
South 70.1%
9%
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8.6%
NE 8.4%
NW 7.9%
South 9.4%
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No.
9

10

11

12

Indicator

Calculation

Self assessed
value as
community
member

Rate
expressed
as
percentage

Educational
achievement

Crude rate
expressed
percent
population

10.7%

Unemployment Crude rate
expressed
percent
population

4.1%

Fuel poverty

13.7%

Rate
expressed
as
percentage

East
Dun
80%

East
Ren
73.4%

Glasgow City

Inverclyde

Renfrewshire

NHSGGC

85.3%

West
Dun
77.2%

80%

79.6%

17.8%

11.8%

26.1%

17.2%

6.0%

6.0%

7.2%

6.7%

17.4%

20.1%

19.1%

19.2%

Scotland

79.7%

NE 82.1%
NW 81.2%
South 77.6%
15.7%

18.8%
NE 19.2%
NW 16.7%
South 20.4%

4.3%

7.7%
NE 8.3%
NW 7.5%
South 7.6%

11.6%
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21.3 %
NE 19.1%
NW 24%
South 20.5%
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5.6%

No.
13

Indicator

Calculation

Standardised
Mortality
Ratio (SMR)
for all causes

Standardised
ratio as
percentage

14

Life
expectancy

Number of
expected life
years

15

Self-reported
health status

Number
Rate expressed
percent

East
Dun
71.2%

East
Ren
78.9%

Glasgow City

Inverclyde

Renfrewshire

112.8%

96%

95.6%
106.7%

West
Dun
105.0%

NHSGGC

Male 74.2
years
Female
79.1
years

Male 74.9
years
Female
80.0
years

4.4%

7.7%

Scotland

100%

NE 121.7%
NW 108.5%
South 109.3%
Male
80.5
years
Female
83.9
years

Male
79.7
years
Female
83.0
years

4.1%

4.7%
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Male 73.0
years
Female 78.5
years

9.3%

Male 74.7
years
Female
80.7 years

9.4%

Males 75.7
years
Females 80.6
years

6.3%

NE 11.4%
NW 8.5%
South 8.4%
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Male 76.9
years
Female
81.0
years

No.
16

17

Indicator

Calculation

Excess
winter
mortality

Excess Winter
Mortality Index
(Ratio %)
Ratio of monthly
mortality in
winter months to
that in nonwinter

Lung
cancer

Standardised
ratio as
percentage
Indirect
standardisation
for age and sex

East
Dun
110.8%

East
Ren
111.3%

Glasgow City

Inverclyde

Renfrewshire

NHSGGC

106.4%

West
Dun
106.6%

112.7 %

102.3%

87.1% (ns)

85.6% (s)

81.5%

100%

110.1%

NE 120.1%
NW 108.5%
South 110.2%

68.1%

61.9%
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126.3%
NE 138.8%
NW 127.3%
South 115.2%
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Scotland

No.
18

19

Indicator

Calculation

Colorectal
cancer

Standardised
ratio as
percentage
Indirect
standardisation
for age and sex

Breast
cancer

Standardised
ratio as
percentage
Indirect
standardisation
for age and sex

East
Dun
91.2%

East
Ren
81.1%

Glasgow City

Inverclyde

Renfrewshire

NHSGGC

95.0% (ns)

West
Dun
93.8%

111.3%

117.3%
(ns)

115.0%

128.0% (s)

86.8%

100%

100%

NE 114.9%
NW 104.8%
South 113.6%

101.0%

96.1%

Chapter 2: Population Health Indicators Reports

97.5%
NE 114.4%
NW 93.9%
South 87.2%
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Scotland

No.
20

21

Indicator

Calculation

Ischaemic
heart
disease

Standardised
Mortality Ratio
(SMR)
Indirect
standardisation
for age and sex
ICD 10 codes:
20-I25; in any
position.

Stroke

Standardised
Mortality Ratio
(SMR)
Indirect
standardisation
for age and sex
ICD 10 codes:
in any position.

East
Dun
62%

East
Ren
82%

Glasgow City

Inverclyde

Renfrewshire

112.8%

90.0%

99.5% (ns)

NE 119.5%
NW 100.3%
South 117.9%

64.6%

91.5%
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106%
NE 102.2%
NW 113.5%
South 102.7%

West
Dun
113.9%

NHSGGC

132.7%

100%

100%

105.3% (ns)

95.6%

99.2% (ns)
108.2% (ns)
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Scotland

No.
22

23

Indicator

Calculation

Fractured
Crude rate per
neck femur 1,000
ICD 10 codes:
S720-S722.
Code in any
position in first
episode of a
spell
Falls

East
Dun
5.8 per
1,000

Crude rate per
25.7 per
1,000
1,000
ICD 10 codes:
W00-W19 in
any position in
first episode of a
spell

East
Ren
6.8 per
1,000

Glasgow City

Inverclyde

Renfrewshire

7.8 per 1,000

7.6 per
1,000

92.6% (ns)

36.2 per
1,000

95.8% (ns)

West
Dun
7.6 per
1,000

NHSGGC

32.8 per
1,000

36.6 per
1,000

7.2 per
1,000

NE 8.3 per
1,000
NW 7.8 per
1,000
South 7.5 per
1,000
27.3 per
1,000
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43.7 per 1,000
NE 52.7 per
1,000
NW 39.8 per
1,000
South 39.5 per
1,000
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Scotland

No.

Indicator

Calculation

24

Visual
Prevalence
impairment expressed per
cent

25

Auditory
Prevalence
impairment expressed per
cent

26

Selfreported
physical
disability

Prevalence
expressed per
cent

27

Infant
mortality

Rate expressed
per 1,000 live
births in same
period

East
Dun
7.3%

East
Ren
8.0%

Glasgow City

Inverclyde

Renfrewshire

10.6%

9.5%

23.5%

24.1%

26.9%

17%

17.2%

1.08 per
1,000

4.55 per
1,000
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NHSGGC

Scotland

9.2%

West
Dun
9.7%

9.6%

9.0%

29.1%

26.1%

27.7%

26.3%

25.4%

25.9%

21.0%

21.2%

24.1%

22.7%

20.6%

4.0 per 1,000

No
mortality in
2013

2.2 per 1,000

2.04 per
1,000

3.18 per
1,000

NE 4.7 per
1,000
NW 1.8 per
1,000
South 5.1 per
1,000
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No.
28

29

30

31

Indicator

Calculation

Prevalence Crude rate
Low Birth
(expressed
Weight
percent)

East
Dun
4.2%

East
Ren
5.1%

Glasgow City

Inverclyde

Renfrewshire

NHSGGC

6.8%

West
Dun
5.3%

5.9%

7.2%

18.6%

13.9%

19.3%

13.3%

13.2%

19.1%

16%

24.5%

60.6% (P7)

66.4% (P7) 75.4% (P7)

68.4%
(P7)

67.8%
(P7)

56.5% (P1)

59.7% (P1) 62.1% (P1)
58.6%
(P1)

63.2%
(P1)

Scotland

5.9%

NE 5.7%
NW 5.5%
South 6.4%

Prevalence Prevalence rate
of maternal expressed
smoking
percent

6.6%

Breast
feeding
rates at 68 weeks

Prevalence rate
expressed
percent

35.4%

Dental
health

Prevalence rate
expressed
percent

77.0%
(P7)
78.9%
(P1)

6.3%

13.6%
NE 17.1%
NW 12.2%
South 12.2%

36.9%

24.9%
NE 18.5%
NW 29.9%
South 25.5%

80.1%
(P7)
80.0%
(P1)
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72.8% (P7)
67.0% (P1)
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No.
32

33

34

Indicator

Calculation

Unintentional
injury

Rates
expressed per
1,000 in agegroups:
0-14 years.
Codes: Cause
of injury codes
V01-X59
Year 20132014

East
Dun
7.7 per
1,000

East
Ren
7.2 per
1,000

Glasgow City

Inverclyde

Renfrewshire

West
Dun
12.0 per
1,000

NHSGGC

10.2 per 1,000

8.5 per
1,000

8.9 per 1,000

26.5%

25%

25.3%

22.2%

7.3%

5.4%

5.8%

5.8%

9.5 per
1,000

NE 11.3 per
1,000
NW 10.4 per
1,000
South 9.2 per
1,000

Maternal
obesity at
booking

Prevalence
rate expressed
percent

19%

Childhood
obesity

Prevalence
rate expressed
percent

3%

17.4%

21.7%
NE 25.0%
NW 18.9%
South 21.5%

1.5%.
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6.8%
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Scotland

No.

Indicator

Calculation

35

Use of
recreational
drugs

Rate
expressed as
percentage

4.5%

6.9%

Glasgow
City
6.4%

36

Educational
attainment

Rate
expressed as
percentage

1.6%

0.6%

2.6%

37

Aspirations
for future

Rate
expressed as
percentage

57.4%

38

Participation Rate
in antisocial expressed as
behaviour
percentage

Informati
on not
available

Not
available

39

Teenage
pregnancy
rate

20.3 per
1,000

20.6 per
1,000

Crude rates
per 1,000
population in
year Oct 2012Sep 2013 in
HSCP and
NHSGGC.

East Dun East Ren

60.4%
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30.8%

31%

41.9 per
1,000
NE 40.4%
NW 39.3%
South 45.7%

Inverclyde

Renfrewshire

9.1%

1.5%

38.0%

14%

37.6 per
1,000

NHSGGC

Scotland

4.5%

West
Dun
5.8%

6.1%

5.8%

2.1%

0.9%

1.6%

1.5%

39.8%

34%

40%

36.3%

31.0%

Not
available

None
available
for
NHSGGC

50.4 per
1,000

37.9 per
1,000

39.2 / 1,000
(year Oct
2012-Sep
2013)
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No.
40

41

42

43

Indicator

Calculation

East Dun

Crude
prevalence
rate expressed
as percentage

14.8%

Cervical
screening
uptake

Crude rate
expressed
percent

80.6%

Prevalence of
fruit and
vegetable
consumption

Crude
prevalence
rate expressed
as percentage

51.4%

Prevalence of
hazardous
alcohol
consumption

Crude
prevalence
rate expressed
as percentage

12.6%

Smoking

East
Ren
17.6%

Glasgow
City
28%

Inverclyde

Renfrewshire

NHSGGC

18.6%

West
Dun
34.4%

24.3%

75.6%

77.9%

75.7%

73%

30.7%

40.9%

39.4%

39.5%

16.5%

13.2%

9.4%

18.9%

24.9%

NE 32.4%
NW 24.9%
South 27.4%
80.3%

68.9%
NE 71.5%
NW 63.1%
South 73.2%

44.2%

37.4%
NE 29.4%
NW 40.6%
South 41%

19.2%
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22.2%
NE 18%
NW 26.9%
South 20.5%

Page 44 of 143

Scotland

No.
44

45

46

Indicator
Physical
activity

Passive
smoking

Obesity

Calculation
Crude
prevalence rate
expressed as
percentage

East
Dun
42%

East
Ren
41.3%

Glasgow
City
47.7%

Inverclyde

Renfrewshire

NHSGGC

52.8%

West
Dun
32.1%

43.1%

33.3%

25.7%

43.1%

34.8%

17.2%

16.6%

8.7%

16.4%

45.9%

NE 55.7%
NW 45.6%
South 43.1%

Crude
prevalence rate
expressed as
percentage

25.3%

Crude
prevalence rate
expressed as
percentage

15%

28.2%

39%
NE 41.5%
NW 40%
South 36.1%

14.9%
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17.9%
NE 16.7%
NW 16%
South 20.6%
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Scotland

No.
47

48

49

Indicator
Alcoholrelated
admissions

Depression 1

Depression 2

Calculation
Crude
emergency
admission rate
expressed per
1,000
ICD 10 codes:
F10; K70; K292;
E244; G312;
G621; G721;
I426.
Code in any
position

East
Dun
4.7 per
1,000

East
Ren
4.5 per
1,000

Glasgow
City
12.1 per
1,000

Inverclyde

Renfrewshire

West
Dun
10.0 per
1,000

NHSGGC

10.8 per
100,000

10.8 per 1,000

17.3%

4.6%

19.4%

14.9%

0.83 per
1,000

0.8 per 1,000

0.78 per
1,000

0.56 per
1,000

10.4 per
1,000

NE 14.9 per
1,000
NW 9.1 per
1,000
South 12.7
per 1,000

Crude
prevalence rate
expressed
percent

22.5%

Crude
admission rate
expressed per
1,000
ICD 10 codes:
F204; F32; F33;
F341;
F313; F314;
F315.
Code in any
position

0.44 per
1,000

10.2%

16.6%
NE 23.8%
NW 15.6%
South 12.0%

0.39 per
1,000
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0.47 per
1,000
NE 0.35 per
1,000
NW 0.66 per
1,000
South 0.40
per 1,000
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Scotland

No.
50

51

Indicator
Suicide rate

Suicide rate

Calculation
Rate expressed
per 100,000 in
population aged
16-29 years
ICD 10 codes:
X60-X84;
Code in position
2-6.

Rate expressed
per 100,000 in
population aged
30-64 years
ICD 10 codes:
X60-X84;
Code in position
2-6.

East
Dun
18.4 per
100,000

East
Ren
22 per
100,000

Glasgow
City
34.1 per
100,000

Inverclyde

Renfrewshire

65.9 per
100,000

39.9 per
100,000

NE 28.4 per
100,000
NW 36.0 per
100,000
South 37.1
per 100,000
40.3 per
100,000

44.7 per
100,000
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58.8 per
100,000

West
Dun
37 per
100,000

NHSGGC

53.3 per
100,000

54.4 per
100,000

35.1 per
100,000

Not significant.

62.5 per
100,000

16.8 per
100,000

NE 61.3 per
100,000
NW 74.3 per
100,000
South 44.0
per 100,000
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Scotland

No.
52

53

54

Indicator
Mental health
and wellbeing

Access to
primary care

Calculation
Crude
prevalence
rate
expressed
percent

East
Dun
90.1%

East
Ren
90.9%

Glasgow
City
83.5%

Inverclyde

Renfrewshire

NHSGGC

89.6%

West
Dun
89.7%

86.5%

29.6%

15.1%

29.5%

19.0%

9.7%

6.9%

4.9%

6.9%

86.3%

NE 82.4%
NW 83.2%
South 84.8%

Rate
expressed
percent

17.4%

Access to dental Rate
care
expressed
per 1,000

6.3%

10.4%

16.4%
NE 25.2%
NW 12.8%
South 12.6%

4.2%
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8.6%
NE 10.5%
NW 9.5%
South 6.6%
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Scotland

No.
55

Indicator

Calculation

Primary hip
arthroplasty

Standardised
ratio (for age,
sex and
deprivation)
OPCS codes:
W371; W378;
W379; W381;
W388; W389;
W391; W398;
W399; W461;
W468; W469;
W471; W478;
W479; W481;
W488; W489
Operation
code in any
position.
Exclude
records
coded for
fractured
neck of
femur:
ICD10
Codes: S720;
S721; S722

East
Dun
109%

East
Ren
101.1
% ns
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Glasgow
City
98.2%

Inverclyde
100.7%

Renfrewshir
e
98%

West
Dun
100.5%
ns

NHSGGC

Scotland

100%

-

NE 92.9%
NW
107.6%
South
94.9%
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No.
56

57

Indicator

Calculation

Primary
knee
arthroplasty

Standardised
ratio (for age,
sex and
quintile)
OPCS codes:
W401; W408;
W409; W411;
W418; W419;
W421; W28;
W429

Coronary
artery
revascularis
ation

Standardised
ratio (for age,
sex and
quintile)
OPCS codes:
K40; K41; K42;
K43; K44; K45;
K46; K49; K75;
K501

East
Dun
107.2%

East
Ren
91.2%
ns

Glasgow
City
94.9%

Inverclyde

West
Dun
115.7%
ns

NHSGGC

Scotland

117.2%

Renfrewshir
e
96.9%

100%

-

103%

97.2%

107.6%
ns

100%

NE 94.9%
NW
101.7%
South
89.6%

97.7%

122.5%
ns
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95.6%
NE
110.2%
NW 90.7%
South
87.4%
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No.
58

Indicator
Cataract
surgery

Calculation
Standardised
ratio (for age,
sex and
deprivation)
OPCS codes:
C71-C77.

East
Dun
97.6%

East
Ren
109.2%
(s)
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Glasgow
City
96.3% sig

Inverclyde
96.8%

Renfrewshir
e
103.5%

West
Dun
111.2%
(s)

NHSGGC

Scotland

100%

NE
102.9%
NW 88.7%
South
96.8%
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Chapter 3: Supporting resilience through asset-based working
In the 2007 Director of Public Health report, “A call to debate, a call to action”1, it was
noted that our least healthy communities are unlike our healthiest communities in
every way. This continues to be the case. Our least healthy communities are more
likely to experience long term conditions2, more likely to adopt unhealthy behaviours
and less likely to have a positive perception of aspects of social capital. The
unhealthy behaviours explored included, smoking, being overweight or obese, not
meeting the physical activity target, drinking more than the recommended amount of
alcohol in a week and not meeting the fruit and vegetable recommendations of 5 a
day.

There are five measures in the Health and Wellbeing Survey (HWB) which are
associated with an individual’s resilience. These are:• Positive perception of control over life
• Social connectedness
• Reciprocity
• Local friendships
• Social support.

The HWB results suggest resilience is lower in our most deprived communities
compared to our least deprived communities. For example, those in the most
deprived areas are less likely to feel in control over life; most likely to feel isolated
from friends and family; less likely to have a positive perception of reciprocity; local
friendships and social support.

To examine this in more detail, a composite of these five factors was drawn together
by creating two groups:• The low resilience group (those that had 0 - 3 resilient factors)
• The high resilience group (those that had 4 - 6 resilient factors)

This allowed the exploration of the extent to which resilience was clustered within
certain communities. The average number of resilient factors for respondents was 4
Chapter 3: Supporting Resilience through asset-based working Page 53 of 143

(with Glasgow City being a little less at 3.8). Those in the older age groups
(particularly over 65 years) were least likely to be in the high resilience group.

Figure 3.1: Percentage of respondents with a high number of resilient factors
(4 or more) and low number of resilient factors (3 or less) by age group and
gender
(Source: Health and Wellbeing Survey (2015))

35.0%

30.0%

% by Resilience Group

25.0%

20.0%

15.0%

10.0%

5.0%

0.0%

Males 16-44

Males 45-64

Males 65 plus

Females 16-44

Females 45-64

Low Resilience

29.1%

15.6%

6.5%

26.5%

15.0%

Females 65 plus
7.5%

High Resilience

22.4%

15.6%

9.2%

22.7%

17.2%

12.8%

Glasgow City has the lowest proportion of respondents in the high resilient group
and had the highest proportion of respondents in the low resilient group. In contrast,
East Dunbartonshire had the highest proportion of respondents in the high resilient
group and the lowest proportion of respondents in the low resilient group.
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Table 3.1: Percentage of respondents with a high (4 or more) or low (3 or less)
number of resilient factors by area
(Source: Health and Wellbeing Survey (2015))
Resilience
East
NHSGGC East Dunbartonshire Renfrewshire
Glasgow City
Group
29.4%
19.7%
21.2%
34.5%
Low Resilience
70.6%
80.3%
78.8%
65.5%
High Resilience
4.0
4.4
4.4
3.8
Mean
4.0
5.0
5.0
4.0
Median

Inverclyde

Renfrewshire

29.8%

24.5%

70.2%

75.5%

4.0

4.1

4.0

4.0

There were fewer respondents in the high resilience group in the most deprived
areas.

Figure 3.2: Low and high resilience groups by deprivation
(Source: Health and Wellbeing Survey (2015))

The high resilience group was associated with fewer unhealthy behaviours, a more
positive perception of quality of life (93% of those in the high resilience group also
had a positive perception of quality of life) and a positive view of mental and
emotional wellbeing (91% of those in the high resilience group also had a positive
view of mental health).
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Figure 3.3: Number of unhealthy behaviours by low and high resilience
groups
(Source: Health and Wellbeing Survey (2015))

40.0%
35.0%

% respondents

30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

0

1

2

3

4

5

Low Resilience

5.2%

19.4%

34.1%

28.9%

10.9%

1.5%

High Resilience

8.0%

26.6%

36.2%

22.2%

6.2%

0.7%

No of Clustered Unhealthy Behaviours

A new way of working

“History suggests that the achievement of better prospects for disadvantaged
communities and fairer outcomes within Scotland as a whole will not be achieved
through continuing with established approaches. Innovation, sustained commitment
and more person-centred ways of working will be needed”.3

One alternative way of responding to the challenge of health inequalities is to use
asset-based approaches. An assets approach is a set of values and principles and a
way of thinking about the world (Foot and Hopkins 2010)4. These aim “to nurture,
sustain, protect and build the health assets in every individual, family and community
in order to improve people’s life chances and enhance positive health and
wellbeing”.5 To do this requires a shift in the professional’s role, away from solving
problems to supporting people to recognise and mobilise the assets and resources
they have. Practitioners working in an asset-based way take a different starting
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point; they ask ‘What makes you healthy?’ rather than ‘What makes you ill?’
Communities and individuals often labelled deprived are often rich in relationships,
resourcefulness and social and personal assets 6. Asset-based approaches are
about recognising and making the most of people’s strengths. There is a shift in
focus from defining people in terms of what they don’t have (their needs) to what
they do have (their assets).

Common factors of assets-based approaches include:• Starting with the assets and resources in a community
• Seeing people as the answer
• Supporting people to develop their potential
• Identifying opportunities and strengths
• Investing in people as active participants
• Focusing on communities, neighbourhoods and the common good
• Seeing people as having something valuable to contribute
• Helping people take control of their lives

Asset-based approaches are not an alternative to good public services, but
challenge public services to work more collaboratively to transform their relationship
with communities and those with poor health. Crucially, asset-based approaches are
not about overlooking structural and material issues or asking vulnerable people to
think positively despite their circumstances3. Addressing poverty, deprivation and
inequality must continue to be the focus of concerted effort as key social
determinants of health and wellbeing.

Assets in action in NHS Greater Glasgow and Clyde (NHSGGC)
There are a number of examples where asset-based working has been used in
NHSGGC to benefit communities and individuals7. Three of these are described
here.

Glasgow Community Planning Partnership has agreed a ten year focus on nine
neighbourhoods. These nine neighbourhoods are characterised by persistent
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poverty and inequalities. This targeted approach, called Thriving Places, has begun
to help to refocus broader programmes of health improvement work by:• Exploring and analysing current ways of working and linkages
• Identifying and trying out different ways of working
• Making new connections
• Responding more directly to local need

Initially three Thriving Places are pioneering work, Ruchill/Possilpark,
Parkhead/Dalmarnock, and Greater Gorbals. In these areas, local groups have
been established which involve a range of stakeholders (including local people) as
well as a political lead. Activities and processes vary in each area but have included:
asset mapping; reviewing previous consultation work; literature reviews; community
conversations; local events; and small scale community budgeting initiatives. The
areas have in common a distributed leadership model whereby workers from partner
agencies in the statutory and non statutory sectors link back to host organisations.
In this way, it is anticipated resources and assets will be shifted to meet local needs
more appropriately.

The Thriving Places city infrastructure has learning at its heart. Continuing
professional development for Thriving Places groups has been implemented through
learning programmes including “Whole Community Transformation and Asset Based
Community Development”. Support from What Works Scotland8 will ensure learning
from the programme is enhanced while the Single Outcome Agreement for the city
now includes measures in relation to the Thriving Places.

Thriving Places aims to lead to a step change in the reduction of persistent poverty
on a community wide basis.
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A second example of asset-based working aims to enhance the experience of
children by offering an intensive orchestral programme. Big Noise Govanhill was
established in 2013 as an expansion of the Sistema Scotland project. Big Noise
aims to deliver a music programme of the highest quality and ambition to children
from pre-school to school leaving age. The programme is a long term, no fee,
intensive programme tailored to individual need with proactive promotion to families
with low uptake and complex needs. Participation in the Big Noise is believed to
achieve social benefits including greater confidence, discipline, teamwork, pride and
aspiration in the participants, their families and the wider community. Big Noise is an
example of assets in action as it builds positive skills within participants whilst
investing in the early years and sustaining the investment through to young
adulthood. In doing so, it is hoped that some of the negative consequences
associated with living in areas of deprivation can be overcome.

A multi-component evaluation of Big Noise has yielded the following early findings:• Strong relationships throughout the programme have been vital in securing the
social and emotional development of participants by providing a safe and positive
environment
• Short term outcomes for participants include improved: school attendance;
creativity; adaptability; problem solving; decision making; team work;
collaboration; co-operation; self discipline and control
• The programme is a protective environment from what might be stressful home
circumstances and provides a diversion from negative health behaviours whilst
developing positive life skills and musical accomplishment
• These benefits are achieved by a staff team that are approachable, caring and
consistent in the support, encouragement and rewards offered to children
particularly during times of challenge and disruption to family life
• Cost benefit analysis for those social gains and losses that could be monetorised
predicts that Big Noise will deliver more social benefits than the resources used to
deliver the programme

Chapter 3: Supporting Resilience through asset-based working Page 59 of 143

The third example is the Family Nurse Partnership (FNP). FNP is an evidence
based programme for first time mums aged 19 and under. It is an intensive,
structured home visiting programme which is delivered by specially trained nurses to
pregnant women through to their child’s second birthday.

The programme aims are:1. To improve maternal health and pregnancy outcomes
2. To improve child health and development
3. To improve parents’ economic self-sufficiency

There are currently two teams in NHSGGC, the first team covering Glasgow City,
East Dunbartonshire and West Dunbartonshire has just begun graduation of clients
into health visiting services and are about to re-start recruitment. The second team
covers Renfrewshire, Inverclyde and East Renfrewshire and has just finished
recruiting women to the programme.

Based on theories of attachment, self efficacy and human ecology the programme,
through a therapeutic relationship between a nurse and a client, utilises the intrinsic
motivation of the mums with an aim of improving outcomes for both the mother and
the child. Within the programme there are other factors that interplay to make FNP
different, for example the use of motivational interviewing approach, working in a
strength-based way, the content of the programme and the tools like Dyadic
Assessment of Naturalistic Child/Caregiver Experience (DANCE) and Partners in
Parenting Education (PIPE). The programme is further strengthened by the model of
supervision used and the frequency of supervision which is in a parallel process of
the programme. Feedback from the FNP programme gave the following example to
demonstrate how clients can benefit from the approach.
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Box 3.1: An example of how clients may benefit from FNP approach

One of the recent clients benefitted greatly from this approach. When we first met
her there was a general expectation from professionals that she would be unable to
parent her child. This mum was very young and lived in a Children’s Unit due to her
own very poor experience of being parented. Despite many attempts to engage her
with services, particularly education, this had failed. She had significant risk taking
behaviours that put not only herself at risk but would also be a risk to her baby.
The FNP programme allowed the nurse to work in a strength based way that was
solution focussed and sought to build mums self efficacy through understanding of
what she had achieved and transferring those skills to new challenges. It also
promoted a deep understanding of what children need to develop and grow safely
and to their full potential. This did not mean ignoring the risk but instead working
holistically on all aspects of the clients’ life alongside inter-agency partners.
As a result of working in this way with the mum she has blossomed into a child
centred, loving mum that currently meets all of her child’s needs. As a result her child
is thriving, growing and developing well within normal limits and is secure in her
relationship with her mum. Additionally not only has the mum been able to achieve
this, her child has never been subject to child protection procedures apart from pre
birth, has never been on the child protection register and has never been Looked
after and / or accommodated9.

For details of community level examples of assets-based approaches in Greater
Glasgow and Clyde, see Assets in Action: Illustrating asset-based approaches for
health improvement10.
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What need to be done to embed asset-based approaches in NHSGGC?

At present, asset-based working within health and care services is occurring within
specialised services for specific target groups. The potential exists for wider
adoption of this way of working, for example, in how we organise our services. Much
of this depends on recognising the value and contribution that people and
communities have something to offer; it requires fostering of good relationships at
personal and professional levels. Furthermore, there is a need to increase
awareness of this way of working across the organisation at all levels and its
potential for improved health and wellbeing outcomes, alongside and complementary
to, existing good public services, and established interventions to improve health and
wellbeing.

Asset-based approaches are neither a no-cost nor a money saving option.
Investment in the development of people and communities requires long termcommitment and finance. The culture of performance monitoring and target setting
should be redefined; it must be conducive to new ways of working which are
responsive to local need and circumstances. This way of working is community-led
and open-ended with less certain outcomes which will take longer to emerge.
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Summary points
•

Our unhealthiest communities are unlike our healthiest communities in every
way

•

Low resilience is associated with younger age (16-44 years) and deprivation

•

Asset-based working aim to nurture, sustain, protect and build the health assets
in every individual, family and community in order to improve people’s life
chances and enhance positive health and wellbeing

•

Asset-based working is not an alternative to good public service, but challenges
public services to work more collaboratively to transform their relationship with
communities and those with poor health

•

Examples of asset-based working in NHSGGC include the Thriving Places
initiative, Big Noise and the Family Nurse Partnership

•

Evaluation of asset-based approaches has yielded positive findings regarding
the impact of this way of working with some of our most vulnerable individuals
and communities
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Chapter 4: Child and Maternal Health
Policy Context and Research

The Scottish Government is committed to making Scotland the best place to grow up
for all babies, children, mothers, fathers and families1 and they set up an Early Years
Taskforce2 in 2011 to develop the strategic direction and to link the policy to public
sector spending. The Early Years Collaborative3 (2012) is a quality improvement
programme involving all 32 Community Planning Partnerships to improve outcomes
for children and families. The National Parenting Strategy4 acknowledges that
parents are ‘the strongest influence on a child’s life’ and key to improving outcomes
for children.
The Refreshed Framework for Maternity Care in Scotland5 outlines the key priorities
for maternity care practice around prevention, early intervention and partnership
working. The Scottish Government has set a HEAT Target to improve access to
maternity services for all pregnant women to ensure that there is a strong focus on
early prevention and intervention, health promotion, and support for vulnerable
women.6

NHS Greater Glasgow and Clyde (NHSGGC) takes into account the national
strategies and frameworks in developing both maternity and children’s services
through the Healthy Children and the Healthy Mums, Healthy Babies programmes.

The Growing Up in Scotland Study (GUS) is a longitudinal research project tracking
families and children across Scotland from early years, childhood, teenage years
and beyond. Where relevant, this chapter makes reference to the GUS study as a
comparison with local data from NHSGGC.
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Pregnancy

During 2012-2013, a total of 17,983 pregnancies and 13,777 live births were
recorded on the national Scottish Morbidity Record Maternity Discharge (SMR02)
dataset for NHSGGC. The local NHSGGC Pregnancy and Newborn Screening
System recorded 14,074 attendances at a first antenatal booking appointment during
that year.

Maternal Age at Booking

Within NHSGGC, a higher proportion of affluent women were aged 30 years or more
at their booking appointment (48.4%: n = 6,807) and resided in Scottish Index of
Multiple Deprivation (SIMD) quintiles 3, 4 and 5 (Figure 4.1). However, for women in
the more deprived quintiles (1 and 2), the most common age range at booking was
20-29 years. A social gradient existed with regards young maternal age at booking,
with approximately one in ten bookers (9.2%) in the most deprived quintile being
aged less than 20 years compared to one in a hundred (0.9%) from the most affluent
quintile.

Figure 4.1: Percentage of women within each SIMD Quintile by age group at
time of booking (total = 14,074)
(Source: Pregnancy and Newborn Screening (PNBS) (October 2013))
74.7
64.6
56.7

54.5
47.9 45.9
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Note: The women represented in this graph were booking with first or subsequent
pregnancies. Those included in the >30 years figure may have had previous
children when younger.

Teenage Pregnancy

NHSGGC reflects a Scottish and UK wide picture of decreasing numbers of teenage
pregnancies.7 In NHSGGC during 2012-2013, 6% (n=834) of women who attended
an antenatal booking appointment were under 20 years of age.

Pregnancy and Newborn Screening System figures indicate that Inverclyde had the
lowest number of pregnant women of all ages recorded at the first antenatal booking
appointment (n=777) compared to other NHSGGC sectors but the highest
proportion of teenage mothers within it at 8% (n=65). Glasgow South had the
highest number of teenage mothers at booking appointment (n=190).

A social gradient was evident with regard to teenage pregnancy outcome with more
than three quarters of teenage pregnancies in the most affluent quintile (76%)
resulting in miscarriage or termination compared to just over a third in the most
deprived quintile (35%) as can be seen in Table 4.1. The highest proportion of
babies born to pregnant women was for SIMD 1 (n=583; 65%) compared to SIMD 5
(n=28; 24%).

Growing Up in Scotland findings suggest that teenage mothers are more likely to
smoke and tend to drink less often but consume more units during pregnancy than
older mothers. They tend to have lower educational qualifications and lower
employment and income levels with implications for child poverty. However, younger
mothers that provide protective factors such as a stable environment have similar
chances of raising children that have positive outcomes.8
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Table 4.1: Teenage pregnancy figures - females aged 0-19 at conception
(Source: SMR02 (July 2014))

SIMD Quintile 2012
Year (Discharge) 2012-2013

1

2

3

4

5

NHSGGC

No. of known pregnancies

896

261

151

144

118

1,570

No. of terminations /

313

105

69

79

90

656

% termination/miscarriage

35%

40%

46%

55%

76%

42%

No. of deliveries to under

583

156

82

65

28

914

miscarriages

19s

Teenage Pregnancy: What are we doing?

Pregnant women who are under 20 years of age are eligible for care through the
Special Needs in Pregnancy Service (SNIPS) where they receive a range of support
and may be eligible for care from the Family Nurse Partnership (FNP). The FNP has
been piloted in a number of localities within some Scottish health board areas. Initial
findings suggest positive impact and the Scottish Government have agreed to fund a
further roll out of the initiative.

As part of the Young Scot report on teenage pregnancy, young women identified
childcare as a barrier to returning to school.9 Smithycroft High School in Glasgow
has instituted dedicated on-site nursery provision to encourage local teenage
mothers back into education.

A Scottish Government consultation on pregnancy and parenthood in young people
is currently active in Scotland.10 This is designed to inform a national strategy to
increase choices and support potential in young people.
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Ancestry of Pregnant Women

In the year 2012-2013, the origin of expectant mothers in NHSGGC was gathered for
93% of women who attended a booking appointment (n=13,071) as shown in Figure
4.2.

The vast majority of expectant mothers were noted as white: British (79%, n=10,326)
with approximately 8% (n = 1,032) being of Indian, Pakistani or Bangladeshi origin
and a further 4% (n=547) of Mediterranean/Eastern European origin.

The lowest number of women were of North African, South American, Middle
Eastern or any other non-European origin (n=205).

Figure 4.2: Ancestry of pregnant women (total = 13,071)
(Source: Family Origin Questionnaire (2013))

4%

6%

White British

8%

Afro Caribbean

3%

79%

Indian, Pakistani or
Bangladeshi
Mediterranean, albanian,
Czech or Polish
Other

The majority of pregnant women were of UK origin (n=10,326; 79%) and of these
42% (n=4342) were from SIMD 1 and 1623 (16%) from SIMD 5 (Figure 4.3).
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The distribution across SIMD quintiles was more evenly spread for women of Indian,
Pakistani or Bangladeshi or ‘other European’ origin, than all other groups including
white British. Women of Afro Caribbean origin were more likely to live in the most
deprived SIMD quintiles.

Figure 4.3: Percentage of women within each ethnic group by SIMD quintile
(Source: Family Origin Questionnaire (2013))
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Pregnancy Screening

The NHSGGC pregnancy screening programme offers a number of tests during
pregnancy and childhood. This enables abnormalities to be identified and pregnant
women and children supported within defined services.

Screening can identify parents at risk of having a child with haemoglobinopathy and
during 2012-2013 the uptake was 93%. The blood test screens women for sickle cell,
thalassaemia and other haemoglobin variants.

Testing is also offered to all pregnant women for HIV, hepatitis B, syphilis infection
and immunity to rubella. The uptake for these tests was greater than 99% in 20122013.

Screening for Down’s syndrome uses two methods based on gestational age using
blood test and ultrasound to derive an overall risk of a baby with Down’s syndrome.
Thirty eight percent of samples (n=3,765) were taken in the first trimester and 62%
(n=6,146) in the second trimester. A total of 43 cases of Down’s syndrome were
reported for 2011-2012 and of these 60% (n=26) were live born, 30% terminated
(n=13), 7% spontaneously aborted (n=3) and 2% were stillborn (n=1).

Of the 10,847 fetal anomaly scans performed, 149 anomalies were identified and of
these 44 were considered to be of clinical relevance at birth.

Obesity in Pregnancy

The levels of obesity in Scotland continue to rise. According to the Scottish Health
Survey in 2012, nearly two thirds (64.3%) of adults were overweight or obese and
just over a quarter (27.1%) of the overall population were obese. The rise of obesity
in the general population is mirrored in the pregnant population with an increasing
number of women being overweight or obese at the start of pregnancy.11
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Being overweight or obese during pregnancy increases the risk of maternal morbidity
and mortality attributed to pregnancy-related complications and also poses risks for
the baby.12

Table 4.2 shows that in NHSGGC 28% of all pregnant women were overweight and
20% of all women were obese, including severely obese, at booking for the year
2012-2013. Weight ranges are based on BMI as follows: BMI <18.5=underweight;
BMI≥18.5<25=normal; BMI≥25<30=overweight; BMI≥30<35=obese;
BMI≥35=severely obese.
Table 4.2: Overweight category at booking appointment by Health and Social
Care Partnership (HSCP)
(Source: PNBS (December 2013))

Weight classification at booking appointment

HSCP

No.

%

No. obese

% obese or

overweight at

overweight

and severely

severely

obese

obese

booking
East Dunbartonshire

287

29%

161

17%

East Renfrewshire

220

25%

136

16%

Glasgow North East

592

27%

442

20%

Glasgow North West

641

27%

444

19%

Glasgow South

877

29%

604

20%

Inverclyde

233

30%

198

25%

Renfrewshire

573

30%

411

21%

West Dunbartonshire

296

29%

257

25%

3,719

28%

2,653

20%

Total
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Gestational Diabetes

Women who are overweight in pregnancy are at increased risk of gestational
diabetes.

There has been a more than a fourfold increase in the number of women diagnosed
with gestational diabetes in NHSGGC between 2009 (73) and 2012 (338) as shown
in Figure 4.4. Gestational diabetes affects up to 5% of all pregnancies.13 The
lifetime risk of developing Type 2 diabetes after gestational diabetes is at least 7%.

Figure 4.4: Gestational diabetes in NHSGGC from 1997-2012
(Source: NHSGGC Hospitals Maternity Admission SMR02, SCI-DC (June 2013))
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Due to the higher risks of developing complications, the cost of obesity in pregnancy
places a substantial financial burden on the NHS. Obese women stay on average
nearly five days longer in hospital than women in the healthy BMI category and their
care cost is estimated at five times higher.14 The costs associated with newborns
are also increased as babies born to obese mothers have a three and a half-fold
increased risk of admission to the neonatal intensive care unit.15
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Pregnant women are often unaware of how obesity complicates pregnancy for both
mother and baby and there is a need for interventions to prevent or manage these
complications effectively.16 In addition, healthcare professionals further face
difficulties when managing the care of women in pregnancy as obesity is often
perceived as an emotive and stigmatising topic.

Women identified as at risk of gestational diabetes are routinely referred to specialist
diabetic services. This pathway varies across NHSGGC and is currently being
revised to ensure a more equitable standard for all women. It will include additional
glucose testing and scans to ensure that women with diabetes in pregnancy are
identified early and directed to the most appropriate and effective care.

Obesity in Pregnancy: What are we doing?

Women in the Clyde area who have a BMI>35 at their booking appointment are
offered an opportunity to engage with one to one dietician sessions, the Live Active
exercise referral scheme and prenatal physiotherapy classes. This pathway began
as a pilot in November 2014 and by the end June 2015, 112 women, representing
almost half of those with a BMI >35, had been referred by midwives. Of these
referrals, 35 women have successfully engaged with services. A total of 59 patients
were referred to dietetic and Live Active services respectively and 23 to
Physiotherapy. The Live Active service is now available to all pregnant women
across NHSGGC.

Smoking in Pregnancy

The Growing Up in Scotland Study reported that 27% of their sample smoked during
pregnancy with younger women from more deprived areas and those with lower
educational qualifications more likely to do so. Only 8% of mothers from the more
affluent household smoked compared to 49% from the lowest income group.17
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During 2012-2013, within NHSGGC, 12,214 (93%) of women agreed to carbon
monoxide (CO) breath testing and had their smoking status recorded at the antenatal
booking visit. Of those, the highest proportion of active smokers was in Inverclyde
(25%: n=184) with the lowest proportion in East Renfrewshire (8%: n=63) as shown
in Figures 4.5 and 4.6. At booking, the prevalence of self-reported smoking in
NHSGGC was lower than that in the GUS study. The highest numbers of smokers
were in the 20-24 and 25-29 years age ranges (27%: n=637 and 16%: n=574
respectively) but the highest rate was for those under 20 years old (34%: n=264).

Figure 4.5: Active Smokers: proportion by sector (data provided for 2,022
women)
(Source: NHSGGC Residents: First Antenatal Appointment 1st April 2012-31st
March 2013: CO Testing Consented Smoking Status by HSCP and SIMD
Quintile (2012))

Active smokers: proportion by sector
(data provided for 2,022 women)
4% 3%
10%
18%

20%

9%

15%
21%

East Dunbartonshire

East Renfrewshire

Glasgow North East

Glasgow North West

Glasgow South

Inverclyde

Renfrewshire

West Dunbartonshire

Chapter 4: Child and Maternal Health

Page 77 of 143

Figure 4.6: Active Smokers: Proportion by SIMD Quintile (data provided for
2,148 women)
(Source: NHSGGC Residents: First Antenatal Appointment 1st April 2012-31st
March 2013: CO Testing Consented Smoking Status by HSCP and SIMD
Quintile (2012))
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In NHSGGC there was a marked social gradient with women in the most deprived
group being most likely to describe themselves as smoking: 27% (n=1,467) of those
reported within SIMD 1. Those in the more affluent group were least likely to smoke:
3% (n=58) of those reported within SIMD 5.

Smoking in Pregnancy: What are we doing?

The specialist Smokefree Pregnancy Service (SPS) supports a number of women to
quit during pregnancy each year. The service offers a one-to-one appointment with
follow-up telephone support to four weeks post cessation. Referrals and
engagement have been supported by universal carbon monoxide testing at booking
and automatic referral of women who smoke to the SPS but currently only just over a
third of those eligible attend an appointment.
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Whilst partners may also attend this service, it appears few currently do and it is
likely we are missing the chance to support them to quit at time of change and
increased motivation in their lives.

Birth Outcomes

During 2012-2013 there were 13,777 live births (77%); 52 stillbirths (0.2%) and 4,154
losses before 24 weeks of gestation (23%) recorded in NHSGGC. The distribution of
still births shows only minimal difference across SIMD quintiles. There was a small
increase in pregnancy losses among those in areas of higher deprivation (quintiles 1
and 2).

Compared to vaginal birth, delivery by caesarean section (C-section) is accompanied
by risks including an increased chance of admission to an intensive care unit (ICU).
Since 2010, the NHSGGC figure for caesarean figure has remained consistently
above 30%. In 2012-2013 the figure for all caesarean sections was 32% (n=4,403),
46% of which were elective. This placed NHSGGC among the highest figures in the
UK. Rates varied with maternal age, the highest numbers, were recorded for women
aged over 40 years (55%: n=2,417), and those aged 30-39 years (38%: n=1,660).
Only in the most affluent areas (SIMD 5), was elective higher than emergency
caesarean.

Previous history of having a caesarean delivery is still a reason for caesarean in
some cases. However, a recent literature review suggests that it is safe for most
women to have a vaginal birth after a previous caesarean section (VBAC) in around
70% of cases. Advice from health professionals influences women’s beliefs on this
issue and their decision to opt for caesarean. There is potential to influence women
in this decision by full discussion at an early stage.

Chapter 4: Child and Maternal Health

Page 79 of 143

Pre-term Delivery

The definition of a 'premature' or 'preterm' baby is one that is born before 37 weeks.
There are different levels of prematurity, each carrying their own risks. Very
premature babies, born before week 26, are at greatest risk and have a stronger
association with infant mortality or neuro-disability. A baby born at 37 weeks or more
is known as a 'term' baby.

In 2012-2013 the number of premature births in NHSGGC was 833 (6%).
Renfrewshire had a slightly higher proportion of births at less than 37 weeks. A
social gradient can be seen with 7% premature babies born to women resident in
SIMD 1 areas falling to5% to women from SIMD 5.

Birth Weight

Low birth weight is associated with reporting of poor health and is a risk factor for
having a long-term condition or illness that has been present since birth (or expected
to last for more than one year). It is defined as being below 2.5kg (five and a half
pounds). In 2012-2013, 765 (6%) of births to NHSGGC residents were of low birth
weight.

The highest proportion of low weight babies (7%: n=121) were born to mothers in
Renfrewshire and the lowest proportion (3%: n=29) in East Dunbartonshire. While a
social gradient was evident, the incremental differences between quintiles were
small. There was 7% (n=402) low birth babies born in the most deprived quintile
compared to 4% (n=71) in the most affluent quintile across NHSGGC.

Large babies (classified as those weighing 4 kg or more) can be a consequence of
gestational diabetes. The factors that influence infant growth are many and varied
but some research suggests that birth weight and infant growth in the first two years
can be factors in risk for later child obesity. In 2012-2013, 13% (n=1,725 babies)
were in the large baby category. Of those babies, 12% (n=681) were from the most
deprived quintile and 15% (n=270) from the least deprived.
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Child Health

Within NHSGGC, approximately one fifth (22%) of the population is under 20 years
of age (n=265,892) and of those, 78% (n =206,431) are between 0-15 years old as
can be seen in Table 4.3. East Renfrewshire has the highest proportion of children
and young people aged 0-19 years (25%, n =22,242) whilst Glasgow North West
sector has the lowest (19%, n =38,214).

Table 4.3: NHSGGC Population by Selected Age Groups 0-19 Years and HSCP,
2012
(Source: Small Area Population Estimates (2012))

Total
HSCP

population

0-15

%

16-19

%

0-19

%

105,880

18,486

17.5

5,459

5.2

23,945

22.6

89,145

17,494

19.6

4,748

5.3

22,242

25.0

177,489

29,099

16.4

9,643

5.4

38,742

21.8

197,375

28,633

14.5

9,581

4.9

38,214

19.4

Glasgow South

220,216

38,531

17.5

9,791

4.4

48,322

21.9

Inverclyde

80,680

13,403

16.6

3,914

4.9

17,317

21.5

North

20,052

4,046

20.2

893

4.5

4,939

24.6

Renfrewshire

174,310

30,400

17.4

8,324

4.8

38,724

22.2

South

58,486

10,426

17.8

2,614

4.5

13,040

22.3

90,340

15,913

17.6

4,494

5.0

20,407

22.6

Glasgow City

595, 080

96,263

16.2

29,015

4.9

125, 278

21.1

NHSGGC

1,213,973

206,43

17.0

59,461

4.9

265, 892

21.9

East
Dunbartonshire
East
Renfrewshire
Glasgow North
East
Glasgow North
West

Lanarkshire

Lanarkshire
West
Dunbartonshire
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Within each SIMD quintile the proportion of children aged 0-19 is relatively constant.
However, approximately twice as many children live in the most deprived quintile
than in any one other (Figures 4.7 and 4.8).

Figure 4.7: NHSGGC Child Population, 0-4yrs, by SIMD Quintile
(Source: Small Area Population Estimates (2012))
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Figure 4.8: NHSGGC Child Population, 5-19yrs, by SIMD Quintile
(Source: Small Area Population Estimates (2012))
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Infant Feeding

Growing Up in Scotland reported a drop off rate of 42% (63%) from those who
initiated breastfeeding. Breastfeeding exclusively beyond six weeks is strongly
associated with a range of factors including higher educational qualifications, couple
parenthood, minority ethnic group, lower deprivation and maternal age of 20 years or
older.18 It is also associated with better health outcomes for both babies and mums
including reduced hospitalisation in childhood.19

During 2012-2013, the exclusive breastfeeding rate at birth ranged from 36% in
Glasgow North East to 60% in East Renfrewshire as seen in Table 4.4. By the time
of discharge from hospital, the rate dropped across most localities, with the largest
drop off in Renfrewshire (15%). Overall, the average rate across NHSGGC at birth
for exclusive breastfeeding was 47% and this dropped to 23% at the 6-8 weeks child
health review.
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Table 4.4: Breastfeeding by HSCP
(Source: Child Health Surveillance Programme – ATOS origin (August 2014))

HSCP

Breast

Breast

Breast

Breast

Breast

feeding -

feeding

feeding

feeding

feeding -

exclusive

exclusive

exclusive

exclusive

breast and

at birth

at

- HV 1st

- 6-8

mixed - 6-8

discharge

Visit

weeks

weeks

North East Glasgow

36.0%

26.1%

21.3%

15.5%

26.2%

North West Glasgow

51.4%

42.2%

36.2%

29.6%

44.1%

South Glasgow

51.3%

38.7%

33.6%

26.8%

40.1%

Glasgow City

46.8%

36.1%

30.8%

24.4%

37.3%

East Dunbartonshire

58.4%

47.6%

39.9%

31.6%

43.8%

East Renfrewshire

60.2%

47.5%

42.0%

32.9%

44.0%

Inverclyde

36.8%

25.4%

18.7%

12.8%

18.3%

Renfrewshire

47.1%

32.5%

23.9%

19.1%

28.0%

West Dunbartonshire

39.0%

28.4%

20.9%

14.0%

20.0%

NHSGGC

47.4%

35.8%

29.6%

22.9%

33.8%

Infant Feeding: What are we doing?

A Maternal and Infant Nutrition Framework group oversees the implementation of
breastfeeding initiatives in NHSGGC. To help increase initiation and sustained
breastfeeding, this group funded a support project in the Southern General
(Maternity) Hospital in 2012-2013. Women were provided with dedicated
breastfeeding advice and information in the antenatal period with ongoing support on
entry to the postnatal wards after birth and throughout their hospital stay. The
impact of the project was found to be minimal.

Various evidence based approaches have been adopted in recent years but no
consistent significant improvement in breastfeeding rates has been seen. To aid
investigation of drop off in breastfeeding rates from birth to hospital discharge, a
review of the questions asked and recorded in Pregnancy and Newborn Bloodspot
Screening (PNBS) is currently in progress.
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Childhood Screening

Newborn bloodspot screening can identify cases of abnormality which can lead to
problems with growth and development. 13,680 babies (98%) were screened for
phenylketonuria; congenital hypothyroidism; cystic fibrosis; sickle cell
haemoglobinapathy and medium chain acyl-CoA hydogenase deficiency. The
results showed eight babies with congenital hypothyroidism, five with cystic fibrosis,
four positive for sickle cell and 88 babies identified as potential carriers for
haemoglobinopathies.

Newborn hearing screeningis designed to identify children with profound hearing
loss. The uptake for screening was 14,475 (97%) in 2012-2013 and of these 31
babies (0.2%) were confirmed with a hearing loss.

Assessment at 27-30 months

In July 2013, NHSGGC began to deliver a new national universal child health
assessment. The aim of the assessment was to establish health visitor contact with
all children aged 27-30 months and to assess achievement on nine developmental
outcomes. In line with national guidance, there was a focus on behaviour and
language and communication.

Uptake was high with approximately 88% of children receiving an assessment.
Using a standard assessment tool to support health visitor judgement, approximately
one in ten children were found to have a likely behavioural problem.20 Being able to
say 32 words from a given list was set as a threshold for children in relation to
language skills: 23% could say less than 32 words.21 One in 20 children lacked
comprehension or stammered or stuttered over words. For children that require
additional support following the assessment; pathways have been developed into
parenting interventions, communication support and in some cases request for an
early nursery place. A full report of the assessment findings for NHSGGC is
available.
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Heights and Weights of Primary School Children

The Growing Up in Scotland Study states that at age six years, 22% of children were
overweight or obese. However, half of children who had been obese at age four
were no longer obese but most were overweight by age six.22

Heights and weights are collected with parental consent at entry to primary school,
between age four and five years of age. Overall the highest proportion of primary
school entrants being overweight was in Inverclyde (13%: n=108) and the lowest
level in Glasgow South (10%: n=229). The highest proportion of obesity was in
Glasgow North East (12%: n=198) and the lowest in East Dunbartonshire (7%:
n=63).

Children Living in Poverty

Childhood poverty is measured as the proportion of children living in families in
receipt of out-of-work (means-tested) benefits or in receipt of tax credits where their
reported income is less than 60% of the UK median income. Childhood poverty can
influence adult and health outcomes such as obesity and unintentional injuries. It
can also have an impact on social, emotional and behavioural difficulties.23 In 2012,
NHSGGC had the highest proportion of children living in poverty across all Scottish
health boards (approximately 20%). The overall proportion in Glasgow City (26%)
was considerably above the Scottish average (15%): broken down by smaller areas,
North Barlanark, Easterhouse and South Glasgow had the highest proportion of
children living in poverty in Scotland at 55% in each case.24

The number of children taking free school meals has been used as a proxy measure
for family poverty. This is now a less reliable measure because of policy changes
which make free meals available to all school children in Primary 1-3. However this
measure still provides an indication across the school population as can be seen in
Figure 4.9.
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Figure 4.9: Children registered for a free school meal by HSCP
(Source: Primary, secondary and special school level data from the School
Meals Survey (2013))
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Child Poverty: What are we doing?

In response to such figures, in 2014 one local authority area within NHSGGC
established a group to investigate child poverty in their area. In doing so,
Renfrewshire’s Tackling Poverty Commission became the first of its kind in Scotland.
The Commission’s report (2015) urges the UK to rethink its benefit reforms and sets
out 24 recommendations aimed at lifting families ‘off the breadline’. The report
highlights the role of primary health care as ‘a gateway from which services can be
accessed’ and cites the success of co-located health and financial advice services in
projects such as Healthier, Wealthier Children which ‘link financial advice with health
visiting for new mothers’. A similar financial inclusion project was established to
serve families of children attending the children’s hospital. A recent evaluation
showed this to be valued by staff and users with key positive factor being its location
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within the hospital and the quality of advice that is tailored to suit families caring for
sick children.

Looked After Children

Within the board area, the highest number of looked after children (LAC) and young
people was in Glasgow City (68%, n=3,674) and the lowest in East Dunbartonshire
(3%, n=154) (Table 4.5). Irrespective of local authority area, there are higher
proportion of males looked after when compared with females. West Dunbartonshire
and Inverclyde have the highest proportion of looked after children under 5 years of
age (25%).

Table 4.5: Children looked after by local authority, gender and age group, July
2013
(Source: Scottish Government, Children’s Social Work Statistics (2012-2013))
Gender of looked after

Children

Children 16

children

under 5

or Over

Local authority area

Male

Female

Total

%

%

East Dunbartonshire

90

64

154

20%

10

East Renfrewshire

101

86

187

15%

11

1,932

1,742

3,674

17%

15

Inverclyde

148

128

276

25%

7

Renfrewshire

404

375

779

19%

12

West Dunbartonshire

188

166

354

25%

11

2,863

2,561

5,424

Glasgow City

NHSGGC

When these figures are expressed as percentages of the 0-17 year old population of
looked after children in NHSGGC, the rate for Glasgow City was 3% followed by 2%
for Renfrewshire. Glasgow City also had the highest number of looked after children
from an ethnic minority group (6%, n=220) and Inverclyde had the highest
percentage of children with additional support needs (23%, n=63).
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In the Scottish Government Report looked after children tend to have lower levels of
educational attainment than non-looked after children for the academic year 20122013.25 Of the LAC, 85% left school aged 16 or under compared to 30% of all
school leavers and scored 86 in the average tariff score compared to 407 for other
children. They were also more like to be excluded from school: 209 per 1000
compared to 33 per 1000 of all school leavers.

Unintentional Injury

Growing Up in Scotland reported that children living in deprived areas were more
likely than those living in more affluent areas to experience two or more accidents
requiring treatment during their first four years. Twenty six percent of those living in
the most deprived areas of Scotland experienced an accident, compared with 17% in
the least deprived areas.26

Preventing injury is an important priority as it is a major cause of illness, hospital
attendance and admission in children. Unintentional injury resulted in 2,088 hospital
admissions for children and young people aged 0-14, resident in NHSGGC during
2012-2013. The largest grouping were ‘home’ injuries, 805 (39%), followed by
‘unknown’, 773 (35%), then ‘other’, 340 (16%) and lastly injuries due to Road Traffic
Accidents, 170 (8%).

Unintentional Injury: What are we doing?

Each year the A&E department at Yorkhill treats approximately 450 children for burn
or scald injuries. In June 2014 the STOP burns and scalds public health campaign
was instigated in NHSGGC to provide parents with vital advice on effective first aid
should their child sustain a burn or scald.
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During 2010-2011, the Royal Hospital for Sick Children at Yorkhill A&E treated 18
children as a result of a liquitab ingestion and nine children had to be admitted for
treatment. In a bid to tackle this, NHSGGC launched the awareness campaign
‘Liquitabs: Not for play...keep them away’ in August 2013 and offered cupboard
catch packs to families. Since the campaign there has been only one reported
admission of a child due to ingesting a liquitab within NHSGGC (correct at August
2015).

Dental extraction admissions

NHSGGC figures for dental extraction admissions have been analysed in 3-year
rolling periods starting from 2001-2004 until 2011-2014. Over this period there has
been a consistent decline in dental extractions in the 0-4yrs group, from 41 to 18 per
1,000 across NHSGGC and a clear social gradient showing lower levels of
admissions for children resident in the most affluent areas.

Figure 4.10: Dental extraction admission rate per 1,000 population: 0-4yrs age
group
(Source: NHSGGC Residents dental extraction admission rate per 100
population by SIMD Quintile 2012 by rolling three year. SMR01 (October 2015))
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Among the 5-9yrs group, the decline is less consistent and less marked. Across
most SIMD areas there was a temporary rise in admissions for this age group in the
period 2003-2007. A social gradient is also evident in this age group.

Figure 4.11: Dental Extraction Admission Rate per 1,000 population: 5-9yrs age
group
(Source: NHSGGC Residents dental extraction admission rate per 100
population by SIMD Quintile 2012 by rolling three year. SMR01 (October 2015))
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Looking at localities, there has been a steady and considerable downward trend in
dental extraction admissions across NHSGGC among children aged 0-4 years old.
This decline is less steep for 5-9 year olds. In Inverclyde between the periods 20012004 and 2011-2014, the figure rose from 33 to 46 per 1,000 for children aged 5-9
years old between the periods 2001-2004 and 2011-2014. All other areas showed
an overall decline.

As part of the national Childsmile programme every child is provided with a Dental
Pack containing a toothbrush and a tube of 1000ppm fluoride toothpaste on at least
six occasions by the age of 5. Children attending nursery have daily toothbrushing
time supervised by nursery staff who receive Childsmile training.
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The Childsmile programme was first piloted in some areas, including NHSGGC and
Clyde in 2008 with a full rollout in 2011. Since October 2011, it has been integrated
into the Statement of Dental Remuneration (SDR) and all practices delivering NHS
care to children are expected to deliver Childsmile interventions.
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Summary points
•

17% of women are smokers at booking. Of these, 68% of the smokers live in the
most deprived area and 3% in the least deprived areas.

•

28% of women are overweight at booking and 20% are obese or severely obese.
Being overweight or obese increases the mother’s risk of gestational diabetes
and increases the risk of complications for mother and baby.

•

Overall across NHSGGC, breastfeeding rates fall sharply between day 1 and 6
weeks from 47% to 23%. The rates are higher in affluent areas but still fall
steeply as in other areas by 6 weeks.

•

1 in 5 of all children in NHSGGC lives in poverty. It is 1 in 4 in Glasgow City and
more than half of the children in some areas of the city. Childhood poverty can
impact on social, emotional, behavioural difficulties and is linked to poor adult
health.
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Ch a p te r 5:

He a lth re la te d b e ha vio u rs

It is widely accepted that health beliefs and health behaviours will impact on health
outcomes for individuals, and the population as a whole. However, the significant
complexity involved in changing behaviours is often overlooked.

This chapter considers those behaviours most strongly associated with modifiable
disease risk. Emerging behaviour patterns are identified and the implications for
health improvement interventions discussed.

The broad patterns identified within the chapter are worthy of further exploration and
local analysis drawing on wider contextual data.

5.1 Smoking
Smoking remains the largest preventable cause of ill health in the UK (ASH 2014)1.
Within Greater Glasgow and Clyde, smoking attributable rates of hospital
admissions, deaths and diseases such as COPD and lung cancer are higher than
the rest of Scotland (ScotPHO 2015)2.

It is encouraging that the continuing downwards trend in smoking prevalence
continues to be observed within the 2015 Health and Wellbeing Survey3 (HWB).
However, persistently higher smoking prevalence rates and higher rates of exposure
to second-hand smoke within NHS Greater Glasgow and Clyde (NHSGGC) than
other areas of Scotland, will continue to have a significant impact on health
outcomes within the NHSGGC population.

The drop in smoking prevalence of 4.2% from 2011 to 2014 is a combination of lower
rates of uptake, particularly in young people and to a lesser extent, smoking
cessation.
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An increase in the number of young people who have never smoked is reported
within SALSUS 20134 (National Services Scotland 2014) data and HWB survey 2010
data with approximately three quarters of young people reporting to be smoke free.
Non smoking status appears to be sustained in older age groups with just over 73%
of 16-24 year olds reporting to be smokefree. Less young girls in particular are
smoking than previously in both age groups. The decline in smoking is most marked
in young women where a smaller proportion of young women are smoking today
compared to 2008.

Figure 5.1: Smoking Prevalence 16 to 24 age-group by Gender
(Source: NHSGGC HWB Surveys (2008 to 2015))

Figure 5.2: % S1 to S4 Who Have Never Smoked by Sex
(Source: Glasgow City Schools HWB Surveys (2007 and 2010))

Figure 5.1
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Nicotine is highly addictive which makes smoking cessation challenging to achieve.
However, since 2010 over 150,000 smokers have made quit attempts with NHSGGC
stop smoking services. An average quit rate of 34.5% at 4 weeks suggests that
approximately 50,000 residents have stopped smoking even for a brief period
(ScotPHO/ISD Scotland, 20155).

5.1.1 Smoking Patterns

One quarter of the NHSGGC population currently smokes but as with other parts of
Scotland, smoking rates differ according to deprivation (Figure 5.3).

Figure 5.3: Smoking Prevalence by SIMD Quintile
(Source: NHSGGC HWB Survey (2015))

Areas of deprivation consistently have higher smoking prevalence and higher
exposure to second-hand smoke (ASH Scotland 20146; ScotPHO 20157 Scottish
Government 2015a8). Indeed, the smoking rate in the 15% most deprived areas
within GGC is almost twice as high as all other areas. Smokers within areas of
deprivation also smoke more cigarettes and are less likely to quit successfully than
those from more affluent areas (ASH Scotland 20149; ScotPHO10).
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The decline within areas of deprivation has been slower than in the total sample and
the gap between the most deprived areas and other areas is wider today than it was
in 2008 (Figure 5.4). Indeed, there was no reduction in smoking within the 15% most
deprived datazones between 2008 and 2011 but it is encouraging to observe the
drop of 3.5% between 2011 and 2014.

Figure 5.4: Smoking Prevalence Trends
(Source: NHSGGC HWB Surveys (2008 to 2015))

The NHS HEAT target (Scottish Government 201411) to deliver at least 12,000
successful quits nationally, at 12 weeks post quit, in the 40% most deprived SIMD
areas was designed to re-focus smoking cessation work in the areas of highest
deprivation and attempt to narrow this gap.
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Men are also significantly more likely to be smokers than women (29% and 21%
respectively), with the largest difference seen between the ages of 16-44 years (men
34%, women 22%). This difference in smoking rates between the sexes is wider in
NHSGGC and has widened since 2008 - Figure 5.5. The gap between the sexes is
also wider than the gap reported for Scotland which only shows a 2-3% difference
between the sexes (Scottish Government, 2015a12; Scottish Government, 2015b13).

Figure 5.5: Smoking Prevalence by Gender
(Source: NHSGGC HWB Surveys (2008 and 2015))

There are a number of possible explanations for this difference. Smoking may still
be the social norm for some groups of men, thus potentially, men may be more
resistant to stop smoking messages at individual level as data (Scottish Health
Survey, 201414), suggests they are less likely to have tried to stop smoking.
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5.1.2 Intention to Stop Smoking

In general, the intention to stop smoking within NHSGGC appears to be lower than
elsewhere in the UK. The Scottish Health Survey reported 67% smokers said they
would like to stop smoking (Scottish Government 2015a15). Within the HWB Survey,
a sizeable proportion of smokers (43% did not intend to stop, 24% unsure) indicated
that they had no intention to stop smoking, suggesting there is a clear difference
between desire and intention. The proportion of smokers intending to stop is higher
in less deprived areas.

Figure 5.6: Smoking Prevalence and % intending to stop by deprivation
(Source: NHSGGC HWB Survey (2015))

This high number of smokers not interested in quitting is corroborated by local
research, ‘A survey of SIMD 1 and 2 smokers and recent ex-smokers in the Greater
Glasgow and Clyde area’ (NHSGGC 201516) conducted within areas of deprivation,
which indicated 51% of smokers approached said they would never stop smoking.

Chapter 5: Health related behaviours

Page 104 of 143

There are small differences in intention to stop smoking at different ages; 40% of
young people intend to give up, whilst intention is highest among men aged 25-44
and women 45-64 years.
The local research (NHSGGC 201517) showed that women are generally more
interested in stopping. Data from ISD (2014)18 shows that women are more likely to
access support to stop through recognised NHS stop smoking services, which may
also be having an impact on the prevalence figures between the sexes.

These findings suggest the promotion of services needs to be more sophisticated;
being more age and gender sensitive and recognising the need to engage,
particularly with older men who are not yet thinking about quitting smoking and who
are less likely to seek services.

5.1.3 E-cigarettes

E-cigarettes are devices which allow the user to inhale nicotine containing vapour
without many of the chemicals which cause harm to the body. Such devices have
experienced a rapid rise in popularity since 2010 with an estimated 2.6 million
current users in the UK (approximately 2/5 ex-smokers, 3/5 current smokers, use in
never smokers negligible) (ASH 201519). A recent Cochrane Review (McRobbie et
al 201420) indicated that using a nicotine containing e-cigarette did increase the
chances of stopping smoking long term when compared to a non-nicotine containing
device

Attitudes towards e-cigarette use were, on the whole, positive with 49% of all
respondents believing e-cigarettes encourage people to stop smoking, E-cigarette
use within the last year was almost exclusively in smokers and ex-smokers but there
is no additional data to confirm length or purpose of use (NHSGGC HWB Survey
201521).
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The NHSGGC HWB Survey identified nearly half of smokers or ex-smokers had
used an e-cigarette in the past year and local research (NHSGGC 201522) showed
18% of recent ex-smokers had used them to stop and 32% of current smokers were
planning to use them in their next quit attempt. Interestingly, those more likely to use
e-cigarettes were under the age of 55 and male. Also, the NHSGGC HWB survey
reports that those from the most deprived areas were more likely to have used an ecigarette in the last year compared to all other areas. E-cigarettes therefore feature
strongly within the repertoire of what people are willing to use to quit smoking. This
is in line with a recent evidence update commissioned by Public Health England
(Public Health England 201523) calling on stop smoking support services to actively
encourage the use of e-cigarettes in combination with behavioural support.

Figure 5.7: % used an E-cigarette in past year
(Source: NHSGGC HWB Survey (2015))
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Men were more likely to use e-cigarettes than women, which may explain some of
the differences between the sexes in accessing NHS stop smoking support – men
may be ‘going it alone’ and using e-cigarettes to do it.

5.1.4 Second-hand Smoke

Protection is another important strand of the work to reduce the impact of smoking
on health in Scotland. Children and young people are more likely to be exposed to
second-hand smoke (National Services Scotland 201424) and the NHSGGC HWB
Survey 201525 results demonstrate that in GGC exposure increases with decreasing
age and increasing deprivation. Similarly to smoking status, exposure to secondhand smoke has reduced more rapidly across the total sample than in the bottom
15% datazones. In fact, there has been no reduction in exposure in these datazones
from 2008 with a 5.8% reduction in all other areas.

Figure 5.8: % Exposed to Second Hand Smoke (some of the time)
(Source: NHSGGC HWB Surveys (2008 to 2015))
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Looking at trends over time, there was a large reduction in exposure to second-hand
smoke in Greater Glasgow between the 2005 and 2008 surveys which corresponds
with the introduction of smoke-free legislation in public places in 2006. Evidence
suggests that most of the change in exposure was in public places and there was
little evidence of change in school children’s exposure in the home or car.26 While it
is encouraging that there was no sign of displacement of smoking into the home due
to a ban on smoking in public places, there is little evidence of reduction within the
home and car within areas of deprivation since 2008 (NHSGGC HWB 201527)

5.1.5 Room for Improvement

From the NHSGGC HWB survey, we can see that there have been significant
reductions in smoking prevalence in NHSGGC. However, the reductions have not
been equitable across deprivation indices or between the sexes.

Since the early 2000s, NHSGGC has been delivering high quality, evidence based
stop smoking services in community pharmacies, stop smoking drop in clinics and
groups in local areas; support in acute and psychiatric hospitals, prisons and
maternity services. The data suggests we must do more to meet the different needs
of smokers explicitly targeting our most deprived communities and in particular
targeting groups of younger male smokers who are less ready to stop and who most
require intensive support.

Stop smoking services need to evolve as smoking patterns and behaviours change.
E-cigarettes as a tool to support smoking cessation should be acknowledged within
current service models. Indeed, the suggestion from Public Health England (2015)28
is that treating e-cigarettes in the same way as tobacco may undermine their
potential for positive impact. They explicitly state that their inclusion within health
trust and prison policies may disproportionately impact on more disadvantaged
smokers.
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Partnership work has already been undertaken with third sector organisations to
raise the profile of the effects of second-hand smoke exposure in local areas. We
need to work closely with local communities and partners to promote second-hand
smoke messages that reflect realistic smoking behaviours and second-hand smoking
exposure, encouraging partners to adopt evidence based initiatives. Legislative
support for smoke free hospital grounds and smoke free parks / playgrounds are
useful public realm measures and proposals for smoke free cars will help change the
social norm at an individual level.

5.2 Alcohol
5.2.1 Alcohol Consumption
Approximately three in ten people within the NHSGGC HWB Survey 201529 (29%)
report that they never drink alcohol. Scottish Health Survey30 data report 21% of the
GGC population being non drinkers; this is higher than the national average of 16%.

In line with national data, most non drinkers or infrequent drinkers (consuming
alcohol less than once a week) are more likely to be women, and more likely to live
in the 15% most deprived datazones (Figure 5.9).
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Figure 5.9: Alcohol Consumption by Gender
(Source: NHSGGC HWB Survey (2015))

Those regularly drinking were more likely to be men, aged 65 and over (49% of men
in this age group), and less likely to come from the most deprived areas (Figure
5.10).
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Figure 5.10: Alcohol Consumption by Deprivation
(Source: NHSGGC HWB Survey (2015))

Figure 5.11 below indicates there are no clear trends regarding consumption
patterns from 2008. A reduction in drinking more than once a week in the 2014 data
is encouraging and whilst supported by reductions in self-reported alcohol
consumption reported in other national surveys requires to be considered over the
longer term (Scottish Health Survey 201331; WHO 201132; SALSUS 201333).
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Figure 5.11: Alcohol Consumption Trends
(Source: NHSGGC HWB Surveys (2008 to 2015))

However, consumption should be viewed in the context of alcohol sales figures,34
where the previous decrease in alcohol sales evident during 2010-2012 now appears
to be flattening with increases evident in off-trade sales experienced during 2014
(MESAS Alcohol Sales and Price Update, 201535). The most recent sales data are
most likely to represent a change in trend for alcohol consumption, with more alcohol
consumed in the home than in establishments such as pubs and bars.

National data suggests the impact of alcohol on population health has been
moderately improving with a decline in alcohol related hospital admissions reported
and a reduction in alcohol related deaths36 evident from 2003. However more recent
data indicates a 7% increase in the number of deaths across Scotland, with an
increase in the number of alcohol-related deaths between 2013 and 2014 from 302
to 314 and an increase in European Age Standardised Rate (EASR) stay rate from
998 to 1018 per 100,000 within NHSGGC (National Records Scotland, 201537).
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Figure 5.12: Alcohol Related Deaths Scotland and NHSGGC, 5 Year Moving
Average
(Source: National Records Scotland (2015))

Recent gains in population impact may in part be linked to a decrease in alcohol
affordability (the recession for the poorest decile started in 2003, and alcohol duty
has recently been frozen). Therefore it is surmised that economic recovery may
result in increased alcohol affordability which may be associated with further
increases in sales/consumption and therefore alcohol related harm – this latest data
may be the first signs of this.

5.2.2 Exceeding Daily and Weekly Recommended Consumption Levels
Survey respondents 39 were asked whether they had a drink
containing alcohol in the past seven days. Forty one percent
of respondents said they had drunk alcohol in the past week.

The recommended daily limit for alcohol consumption is 3-4
units for men and 2-3 units for women. The recommended
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weekly limit for alcohol consumption is 21 units per week for men and 14 units per
week for women (Scottish Government, 200938).

Approximately 7 in 10 of those who had drunk alcohol in the past week exceeded the
daily recommended limit on at least one day and 19% exceeded the weekly
recommended limit. Men were more likely to exceed their weekly limits than women
as shown in Figure 5.13. However, there was no significant difference between
genders for those exceeding their daily limits.39

Figure 5.13: % exceeding weekly recommended alcohol units by gender
(Source: NHSGGC HWB Survey (2015))

Figure 5.14: % exceeding daily and weekly recommended alcohol units by
deprivation
(Source: NHSGGC HWB Survey (2015))

Figure 5.13

Figure 5.14

Respondents from the most deprived areas were more likely to exceed both their
daily and weekly recommended limits than those in other areas (Figure 5.14).
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Those under 65 years were more likely than those aged 65 and over to exceed the
weekly limits (20% v 11%), with men aged 16 to 24 the group most likely to do so
(31%).

Similarly, 71% of those aged less than 65 years compared with 47% over 65 years
exceeded their daily limits. However, the highest rates of excessive daily
consumption were reported by women aged 45 to 54 years (79%).

5.2.3 Binge Drinking

Binge drinking is said to occur when the alcohol consumed in one day is double the
daily recommended guidance i.e., if men consume eight or more units a day and
women consume six or more units a day they are defined as binge drinking.
Thirty eight percent of survey respondents 40 who had consumed alcohol in the
preceding seven days had done so as part of a binge.

Almost half (47%) of those from the most deprived areas binge drank in the previous
week with 36% doing so in other areas.

Men were more likely than women to binge drink in the previous week (45% v 29%);
particularly those men aged 16 to 24 years (54%). Overall, 42% of those aged under
65 years binge drank compared to 20% of those over 65 years.

5.2.4 Preloading

Among those who reported drinking, 31% said they drank alcohol before going on a
night out.

Those living in the most deprived areas were more likely than those from other areas
to do so (35% v 30%) as were younger men and women particularly those aged 16
to 24 years (74% men and 67% women) compared with those over 65 (8%).
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Figure 5.15 shows the most common reasons for drinking before a night out.

Figure 5.15: Reasons for drinking before a night out
(Source: NHSGGC HWB Survey (2015))

5.2.5 Consumption Patterns within Groups

A closer examination of the relationship between the above groups reveals some
interesting patterns.

There was no significant difference in the proportions of those who exceeded their
daily limits or binge drank whether or not they had at least two alcohol free days or
not.

However, those who had less than two alcohol free days were much more likely to
exceed their weekly alcohol limits (65%). Twenty eight percent of those who
exceeded their daily limits also exceeded their weekly alcohol limits and 57% were
binge drinkers. Overall, 43% of binge drinkers also exceeded their weekly limits.
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5.2.6 Alcohol Free Days

While guidance on alcohol consumption is provided on weekly and daily safe limits,
consuming alcohol at the maximum safe daily limit 7 days a week is likely to be
damaging for health. For this reason, at least two alcohol free days a week are also
recommended to allow the liver to rest.

Ninety six percent of men who had drunk alcohol in the previous week had two
alcohol free days compared to 98% of women. This is a slight improvement from
2011 and the promotion of alcohol free days may offer the opportunity to reduce
further the frequency of alcohol consumption.

5.2.7 Availability of Alcohol

Respondents were asked for their views on the number of places they could buy
alcohol in their locality. Overall 64% said there were about the right number of
licensed premises, 27% said there were too many, and 8% said there were too few.
Women in all age groups were more likely to believe that there were too many
licensed premises in their area and the proportion who believed that there were too
many licensed premises steadily increased with age in both sexes.
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Figure 5.16: Perception of number of places to buy alcohol in local area
(Source: NHSGGC HWB Survey (2015))

Home deliveries of alcohol remain uncommon with only 6% of local residents
reporting that they had ever had alcohol delivered to their home most of which were
from a supermarket (4%).

5.2.8 Room for Improvement

The association of binge drinking and /or excessive daily alcohol consumption with
excessive weekly alcohol consumption levels that are deemed harmful and
hazardous requires a specific and renewed public health focus.

The importance of two alcohol free days to decrease the weekly alcohol intake
remains a key public health message.
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In order to reach a larger proportion of the population who are at increased risk due
to excess alcohol consumption through binge drinking, frequent daily drinking,
drinking in excess of daily or weekly guidelines and/or a combination of the above,
the ABI programme should extend beyond primary care and Accident and
Emergency settings into mental health, pharmacy, custodial and wider community
settings in order to target vulnerable groups and increase screening within a wider
cross section of the “well” population.

Minimising the impact of alcohol related harm requires a greater focus on restricting
the availability of alcohol, and ensuring that the relationship between outlet density of
licensed premises and alcohol related harm (public health, public nuisance, harm to
children and young people, public safety and crime and disorder) is appropriately
considered by Licensing Boards. Routine production of health information along with
the engagement of local residents in the licensing process is central to reducing the
availability of alcohol within communities where overprovision is a concern.

A number of alcohol and drug partnerships are reviewing alcohol related deaths in
their area to identify the contact that individuals have had with the services (health,
social work, police, fire service and prison) prior to their death to identify whether
there were any missed opportunities for intervention that could have curbed the
person’s alcohol intake and prevented further deterioration in their condition.

Waiting times for patients who request help with their alcohol consumption are tightly
monitored to ensure that the majority of persons seeking care are reviewed within
three weeks. A clinical services review group has met to look at pathways and
provision of care for patients with alcohol related disorders to ensure that good
health care is equitably accessible across Greater Glasgow and Clyde. Closer work
between mental health service and addiction services for people who have comorbid alcohol and mental health illnesses could improve the management of the
mental health condition and the alcohol misuse.
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5.3 Physical Activity
Regular physical activity can help prevent and treat more than 20 chronic conditions
yet in the UK, physical inactivity directly contributes to one in six deaths. In light of
these health statistics, low levels of physical activity have recently been described as
‘a pandemic’ and as ‘risky as smoking’ (Lee et al, 201241).

New evidence also suggests that sedentary behaviour is independently bad for
health (independent of any overall volume of aerobic physical activity undertaken by
an individual) (Biswas et al, 201542; Department of Health, 201143). Population
based measurement of sedentary behaviour is in its infancy and as such NHSGGC’s
HWB survey 44 focuses solely on the aerobic component of physical activity.

5.3.1 Physically Active

Despite an increased focus on physical activity and sport following the London
Olympics and Commonwealth Games in Glasgow, trends in the proportion of adults
achieving the minimum recommended amount of physical activity have shown no
improvement.

New guidelines endorsed in 2011 recommend that adults achieve 150 minutes of
moderate intensity physical activity, e.g., walking or easy cycling or 75 minutes of
vigorous intensity physical activity weekly, e.g., aerobics or sports (Department of
Health, 201145).

These new guidelines removed the frequency stipulation of the previous
recommendation which advocated 30 minutes of moderate to vigorous physical
activity should take place on at least five days of the week (Department of Health,
200446).
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For comparative purposes, the HWB survey 2015 collected data for adults who met
the guideline of 30 minutes of physical activity on at least five days of the week. At
this time, it is not possible to fully explore those who meet the guidelines published in
2011.

Just under half (46%) of adults in NHSGGC achieved the targets set by the 2004
guidelines. The proportion of those meeting the target decreased with age (48%
under 65 years, 36% aged 65 plus). Contrary to national data in the Scottish Health
Survey, 2013 (Leadbetter et al, 201447) there was no significant difference overall
between men and women. However, there were gender differences within agegroup as shown in Figure 5.17 with the usual gender inequality revered with more
women of working age reporting being active than men.

Figure 5.17: % meeting physical activity targets of 30 minutes on 5 or more
days per week by age and gender
(Source: NHSGGC HWB Survey (2015))

This age-related decline in the proportion of respondents meeting the recommended
levels of physical activity is similar to other countries globally (World Health
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Organization, 201048) and older adults are highlighted as a key target group by the
Scottish Government (Bromley & Mindell, 201149).

Comparisons with previous surveys show an overall drop of 5% in the proportion of
those physically active for 30 minutes on five days a week between 2011 and 2014,
although when compared to 2008 data there was still an overall increase of 9% and
a 16% increase in the most deprived areas (Figure 5.18).

Figure 5.18: % meeting physical activity targets of 30 minutes on 5 or more
days per week by deprivation
(Source: NHSGGC HWB Surveys (2008 to 2015))
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5.3.2 Types of Physical Activities

Encouragingly, 85% of respondents participated in at least one type of physical
activity in the last week (including domestic activity, walking, and various forms of
sport or structured exercise). However, overall rates of participation have
decreased by 7% since 2011. Previously there was no significant difference in
participation rates between the least and most deprived areas, however data from
2014 suggests a significant widening of the gap between the most deprived
neighbourhoods and other areas (Figure 5.19).

Figure 5.19: % who participated in at least one type of physical activity in the
past week
(Source: NHSGGC HWB Surveys (2011 and 2015))

This overall decrease is strongly influenced by daily living activities.
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5.3.3 Active Living

The contribution of physical activity undertaken as part of daily living may offer
further insight into the accumulation of physical activity. More women report
participating in domestic physical activity, e.g., housework, gardening or DIY, than
men (61% vs. 38%) and national data suggests that housework is a bigger
contributor to overall physical activity levels for women than for men (Leadbetter et
al, 201450). The contribution of housework to physical activity was more heavily
emphasised in the HWB questionnaire than in the Scottish Health Survey 51, which
may partly explain the lack of gender difference shown.

Domestic activity and walking for commuting were the most frequently stated types
of physical activities in 2014 (50% and 45% respectively). Taken together almost
two thirds (65%) of all respondents participated in at least one of these two active
living activities in the past week, with women more likely to have done so than men
(77% vs. 58%).

5.3.4 Sport and Exercise

Fewer people reported participating in any sport or structured exercise in the past
week than for either of the daily living activities. In general, men were more likely to
participate in sport and exercise, e.g., team and racket sports, athletics, cycling and
martial arts, than women with the exception of dancing and walking for leisure.
There were no significant differences in leisure centre or water based sports by
gender. Respondents from the most deprived areas were less likely to participate in
sport and exercise than those from other areas, with the notable exception of team
sports.

These reported preferences for types of physical activity are considered in the
design of programmes offered by NHSGGC which include walking and exercise
classes which support patients to improve and/or maintain functional capacity for
everyday tasks such as Vitality programme.
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5.3.5 Physical Activity by Deprivation

Whilst low levels of physical activity have previously been linked to deprivation; the
NHSGGC HWB survey 51 showed no statistically significant variation in the overall
proportion of respondents achieving the old physical activity guidelines of 30 minutes
5 times per week by deprivation. There may be a number of explanations for this
which cannot be explored in the HWB Survey52: those living in large urban areas and
in the most deprived areas of Scotland tend to have the highest levels of public
and/or active transport use (Scottish Government, 201453); a greater contribution of
occupational work to physical activity levels in deprived areas (Leadbetter et al,
201454); or it may be reflective of the historical investment in areas of high social and
economic deprivation across Greater Glasgow. For instance, swimming pools,
public sports centres and outdoor play areas have a higher density and/or are closer
to more deprived areas of Glasgow city compared to areas of low deprivation
(Macintyre et al, 200855) suggesting that geographical access may not be a barrier
for many people. This research does not explore the quality, safety or cost of
facilities which are widely reported barriers and may be more pertinent in deprived
communities.

5.3.6 Room for Improvement

The majority of Greater Glasgow and Clyde residents remain inactive. Interventions
that challenge the social norm of inactivity are required at a population level.

Complacency in relation to inequalities in physical activity cannot be afforded. A
continued focus on programmes which promote physical activity as part of active
living is essential to deliver accumulated minutes of activity. Variations in
participation in sport and structured exercise suggest the need for continued
promotion and targeting in deprived communities specifically.
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The attention on the least active groups requires to be sustained though local
programmes such as GP exercise referral scheme, with 8,000 referrals annually, and
70 weekly exercise classes tailored for individuals with Long Term Conditions which
may be off-setting, in part, the reported drop off in activity levels associated with age
(World Health Organization, 201056). The routine identification of and intervention
with adults at risk from inactivity within settings such as primary and secondary care,
should be considered a public health priority, in line with recommendations from the
Global Advocacy for Physical Activity group (2011)57 and the Scottish Government’s
Physical Activity Implementation Plan (2014)58.

Further data analysis to profile communities and target the least active groups
requires to be undertaken in collaboration with partners at a local level to inform the
range of physical activity initiatives that are provided in local areas and improve
engagement with key groups. Continued advocacy for physical activity opportunities
which are accessible to vulnerable communities and groups should be undertaken in
conjunction with partners.

Rigorous evaluation of physical activity interventions is required in order to better
understand what interventions work best and for whom, to improve outcomes from
NHSGGC physical activity programmes.

5.4 Obesity
The health implications of obesity at both a national and personal level are serious.
The National Obesity Observatory (2010)59, estimate that average life expectancy is
reduced by two to four years in the body mass index (BMI) range 30–35 (obese) and
by eight to ten years in the BMI range 40–50 (severely obese).
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The annual cost to NHS Scotland of overweight and obesity combined may be as
much as £600 million (Spice Briefing, Obesity in Scotland, 201560). The average
health care costs for people with a BMI of 40 are estimated to be at least twice those
for people with a BMI of 20 (within normal weight range). However, taking into
account the total economic burden of obesity, the cost is estimated to range from
£0.9 billion to £4.6 billion per year, including GP and Practice Nurse consultations,
medication for obesity related diseases e.g., hypertension, hospital bed days, lost
working days etc.

Some of this rapid change of weight gain is linked to the “obeseogenic environment”;
Societal and technological changes such as more sedentary jobs; more affordable
car journeys; bigger food portions and more sophisticated targeting of unhealthy
convenience food, all impact on our daily choices.

Other factors increasing our risks of developing obesity are area deprivation, socioeconomic status (SES), gender and ethnicity.
The data captured in the Scottish Health Survey 201461 is based on physical
measures of height and weight compared to the self reported height and weight
recorded in the NHSGGC’s Health and Well Being Survey 201562.

5.4.1 Prevalence of Obesity

Nationally, the prevalence of overweight, including obesity has increased from 52.4%
to 62.6% from 1995 to 2008 and has since 2008 stayed stable. The HWB Survey 63
however indicates a more worrying trend with continued increase of self reported
overweight, including obesity increasing from 43% in 2008 to 49% in 2014. The
HWB Survey data are lower than the national data, suggesting an under estimation
of weight, often associated with self reports of weight or BMI (Merrill and Richardson,
200964; Lazalle 201365).
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Levels of obesity increase significantly with age, peaking in the 55-64 age range in
both sexes. In the 16-24 year olds, more women than men are obese (16.9% vs.
9.2% for men). More men are overweight but women tend to be more obese. Data
suggests that women’s onset of being obese starts earlier than for men and
continues to progress with more women becoming severely obese than men.

Figure 5.20: BMI Categories
(Source: Scottish Health Survey (2008 to 2011) and NHSGGC HWB Survey
(2015))

The HWB Survey data (2015) closely mirrors national patterns for gender and age.
Men are generally more overweight than women in both surveys. The exception
being women aged 45-64 which is marginally higher than men within the HWB
Survey (2015). Women in general are slightly more obese up to the age of 44 and
the figures are thereafter are more equal for both sexes. When looking at all BMI
categories out with a healthy weight however, more men than women have an
unhealthy weight. Table 4 illustrates the gender differences across BMI categories
and age bands.
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Table 4: BMI, gender and age differences cumulative data
(Source: Scottish Health Survey (2008-2011) and NHSGGC HWB Survey (2015))

Overweight

Obese

Overweight, obese,
severely obese

Men

Women

Men

Women

Men

Women

39%

32%

25%

27%

65%

59%

37%

27%

19%

21%

56%

48%

64

42%

35%

34%

34%

76%

69%

Age 64+

44%

38%

30%

30%

74%

68%

Total
Age 1644
Age 45-

Obesity levels are in general higher in the most deprived communities, although the
differences are levelling out due to increasing levels of obesity in the least deprived
areas in recent years (Zhu J, et al. 201566). In addition, the impact of deprivation is
more notable in relation to female obesity levels than males.

In line with the national data, the HWB Survey reports a higher prevalence of
overweight is in the least deprived communities but more people are obese in the
most deprived areas.
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Figure 5.21: BMI category by deprivation
(Source: Scottish Health Survey (2008 to 2011) and NHSGGC HWB Survey
(2015))

The HWB survey also provides information on eating habits and there are some
encouraging trends in that the consumption of snacks high in fat and sugar have
decreased with 4.9% in the bottom 15% areas (change 2008-2011).

In 2011, consumption of five portions of fruit and vegetables was achieved by only
39%, indicating that the many of the known nutritional benefits associated with
disease prevention found in these foods continue to be missed by large parts of the
population in NHSGGC.
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5.4.2 Room for Improvement

The majority of the NHSGGC adult population are overweight or obese. This
coupled with the level of under reporting of weight and BMI within the HWB Survey,
are indications that the social norm is now one of public acceptability of overweight
and potentially an under recognition of the implications of the condition. Obesity
requires recognition as a major public health challenge within Greater Glasgow and
Clyde.

A multi stranded approach is therefore required which includes:
• Increase recognition and awareness of the impact of obesity within the population
and develop understanding and skills to enable individuals to increase or maintain
physical activity levels, cook and eat a healthy diet and effectively self manage
their weight on a long term basis. (NICE, 201567; Mackie and McCann, 201468).
• Develop an effective targeting strategy for weight management services which
addresses the needs of men in achieving a healthier weight and actively supports
younger women who are more likely to become obese, to lose weight at levels
which will provide health gain. This strategy should be complementary to a
universal weight management service, widely available in areas of deprivation.
• Increase the routine identification of individuals who are overweight within primary
and secondary care settings and provide appropriate services to support weight
loss including the development of life-skills to support longer-term weight
management. Services require a combination of calorie deficit diets, increased
physical activity and motivational interventions along with more intensive dietary
regimes and potentially weight loss surgery for people with complex conditions
and severe obesity as advocated by SIGN Management of Obesity, 201069.
Current uptake of weight management services is lower than anticipated across
NHSGGC. (E Anderson, 201270).
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• An upstream population approach with local and national partners is imperative to
address the wider obeseogenic environment described within The McKinsey
Global Institute’s economic analysis of interventions related to tackling obesity
(2014)71. Both nationally and locally a more strategic and encompassing
approach is required with partners to respond to the obeseogenic environment;
influencing the food and drink sector; retailers and caterers creating an exemplary
position of public sector provision; improving food access in deprived local
communities; as well as creating an active physical environment supporting green
space and active travel.
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