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Diet plays a crucial role in the prevention, onset and management of cardiovascular diseases (CVD), 

mainly coronary heart disease (CHD) and stroke. The Scottish population suffers from higher rates 

of CHD and stroke compared to England, Northern Ireland and Wales, as well as having higher rates 

than many other European countries. There is therefore a need for 'co-ordinated action, improved 

commun ication and leadership' 1 for Scottish food and health policy, strategy and action to be 

progressed. 

Th is needs assessment looked at the current action on food and health in two areas of Argyll and 

Clyde - Inverclyde and Argyll and Bute. These areas were chosen for the purpose of representing 

urban and rural localit ies, and not as direct comparisons. Information was gathered from a w ide 

range of ind ividuals and sectors through the use of focus groups, postal surveys and ind ividual 

inte rviews between December 2004 and April 2005 . 

Recommendations have been based on the evidence gathered from the two representat ive areas 

invo lved in this assessment. They are not specif ic to eit her area, and should therefore be taken as 

ge nera l recommendations for the who le of Argyll and Clyde. The key findings and 

recomm endat ions are: 

1. Food and health policy, and partnership working 

Alt hough there was an awareness of current Scottish Executive food and health policies among the 

professionals invo lved, action was not specifically directed by targets set within these policies. 

Partnership wo rking, however, whether in the strateg ic or operationa l sense, was evident in both 

areas, and was being used effect ively to promote a healthy d iet. 

It is therefore recommended that action on food and health should reflect current policy, and that 

these actions be written into local strategies and plans. Local partnerships should continue to be 

built and strengthened in order to ensure that local food and nutrition needs are being met. 

Attention is also needed to address the access to and availability of healthier food choices for all 

ages, considering the nutritional needs of more vulnerable groups such as the elderly and pre-5 

groups . 

2. Awareness raising, skills development and resources 

There is a huge amou nt of act ivity occur ring in both areas, taken forward by a variety of ind ividua ls 

working in di ffe rent setti ngs. There is mu ch ent husiasm to promote healt hy eat ing , and a clear 

und erstandin g is held by t he prof essionals of th e im port ance to de liver on thi s as successfull y as 

possible. 

It is therefore recommended tha t t his curr ent act iv ity, and th e ent husiasm demon strat ed towa rds 

addr essing food access issues is recognised and built on . It is im po rtant to prov ide adequate and 

appropriate skills and resources in order to sustain programm es of wo rk successfully , and to incr ease 

capac ity of tho se invol ved in action on food and health . 



3. Evaluation and monitoring of current activity 

There seemed to be little evidence of formal monitoring or evaluation of activities unless funding 

came from large funders, e.g. Big Lottery Fund. Ongoing evaluation and monitoring is an integral 

part of project planning, which allows evidence of good practice to be captured. Additionally, it 

allows learning from, and recording of, unsuccessful actions so that these experiences can be 

considered and built on in future practice. 

It is therefore recommended that projects and activities promoting food and health should commit 

time to evaluation and monitoring, in order to record good practice and lessons learned. This will 

help to ensure programmes of work are as sustainable and successful as possible in the future, as 

well as securing work within the community planning processes and plans. 

4. Communication 

Although partnership working was in effect to promote food and health across agencies and 

partners, improvements can be made to communicate the experience of good practice of current 

activities both within and between localities in NHS Argyll and Clyde. There was no specific evidence 

of systems in place where individuals could spread knowledge and information gained in their own 

work to others. 

It is therefore recommended that all those involved in addressing food health in Argyll and Clyde 

join the national Food and Health All iance. This will allow networking in order to integrate ideas and 

approaches within and between different sectors involved in food and health. 

There may also be scope to build on existing communication networks, to set up a local virtua l 

network for each local ity. Spreading of informat ion electronically may support partnership work ing, 

and aid the init iation of fresh ideas towards food and health promotion. 

It is hoped that this report will be useful in supporting NHS Argyll and Clyde and partners, in 

particular community planning partnerships, to address and drive forward local plans and policies 

to further implement the Scottish Executive policies Eating for Health, A Diet Action Plan for Scotland 2
, 

and the updated Eating for Health, Meeting The Challenge '. 

This report, as well as an accompanying 4-page summary report can be accessed through the NHS 

Argyll and Clyde website (http://www.nhsac.scot.nhs .uk/publications), or can be requested from 

NHS Argyll and Clyde Healthy Learning Resource Centre (see back cover for contact detai ls). 
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2.1 INTRODUCTION 

There is a ' ... recognition that nutrition, health and improving quality of life are 

linked and need to be placed near the top of the local policy agenda.' 3 

Since the early 1990s, there has been global recognition that positive nutritional health is an 

essential contributor to overall health and wellbeing, and that poor nutrition is contributing to the 

burden of chronic preventable diseases worldwide 48
• Recent European figures suggest that 

card iovascular diseases (CVD) cause 49% of all deaths in Europe (42% in the European Union (EU)), 

the cost of which to the EU totals 169 billion euros per year 9
• Of all CVD deaths, just under half are 

attributable to CHD, and about a quarter to stroke. 

Encouragingly, the United Kingdom mortality rates for CHD and stroke (for both males and females 

aged 35-74) have been in steady decline since the 1970s, with the UK currently having a relatively 

low mortal ity rate compared to other European countries: 
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Figure 1: Age-standa rdised mortal it y rates* from CHO by country, men aged 35-74, 7 968 -200 7, selected countries ''. 

*Age standa rdised using the European standard population (direct). 
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Figure 2: Age-standard ised mortali ty rates* from CHO by country, women aged 35 -74, 7 968-2 00 7, selected countries ' . 

*Age standard ised using the European standard population (direct) . 
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Figure 3: Age-standard ised mortality rates * from stroke by country, men aged 35 -74, 7 968-2 00 7, selected count ries ' . 

*Age standardised using the European standa rd popu lat ion (direct) . 
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Figure 4: Age-standardised mortality rates* from stroke by country, women aged 35 -74, 1968-2001, selected countries ' . 

* Age standardised using the European standard population ( direct). 

Although deaths from CHO and stroke in Scottish, as well as British adults under 75 have fallen in 

recent years 10
, Scotland had the highest CHO mortality rates for both men and women in 2002 

compared to the rest of the UK: 
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Figure 5: Age-standardised mortality rates* from CHO, men and women aged 35-74, 2002 " . 

*Age standardised using the European standard population (direct). 
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Diet is therefore a priority for the health of the Scottish population, and policies and plans to address 

and improve the Scottish diet have been developed. Two key Scottish Executive policies a imed at 

addressing diet at a national level are Eating for Health, A Diet Action Plan for Scotland (SOAP) 2
, and 

the updated Eating for Health, Meeting The Challenge '. 

The SOAP 2 lists 71 recommendations, spanning the sectors of primary producers; manufacturers 

and processors; t he retail sector; community action; pregnancy, pre-school children and school 



stude nts; cate rers; the NHS; and Local Auth orit ies. To suppo rt these recommendat ions, nine dietary 

targets were introduced to address the improveme nt in intake of specific food groups inc luding salt, 

sug ar, fats, and fruit and vegetables. Eating for Health, Meeting The Challenge I calls for a more co

ordinated approach to implemen t the SOAP 2, both locally and nat ionally at strate g ic and polic y 

levels, and bui lds upon key actions outl ined in the Scottish Executive pub lic health policy Improving 

Health in Scotland : The Challenge 12 
' . 

Successfully del ivering nat ional pol icies such as the SOAP 2 means translating t hese guide lines into 

local act ions, plans, and pol icies. This is an essential requ irement for the progress ion of health 

improveme nt in Scotland, and is ou tl ined by the Scott ish Execut ive Wh ite Paper Towards a Health ier 

Scotland 11 
- followed on by t he po licy Our Nat ional Health: a Plan for Act ion, a Plan for Change 14 

-

both of wh ich aim to de liver nat ional healt h improvement prior it ies b such as d iet at a loca l level by 

ident ifying loca l needs supported by part nership wor king. 

Local Healt h Plans have come about as a result of Towa rds a Heal thier Scotland n , and are wr itten 

annua lly by each board area. The most recent NHS Argy ll and Clyde Local Health Plan for 2 00 4/ 05 15 

states the orga nisation's corpora te ob jectives, one of w hich stresses t he im portance of a mu lti 

agency approach, show ing a commi t ment to local part nership wo rking . These are fo llowed by 

planned acti on on var ious public health issues such as health inequalit ies, CHD and stroke. 

In add it ion to Local Health Plans, Director of Public Healt h Annual Reports (DPHAR) we re also 

introduced after the publicat ion of Towards a Healthi er Scotland, in order to ' ... influence the 

development of publi c health po licy with par tner agencies' 13
• Over t he past 3 years, t he DPHARs 

prod uced by NHS Argyll and Clyde have fo cused on t he healt h and lifestyle of chil dren , youn g people 

and adults of t he NHS area. The DPHARs, as well as th e Performance Assessment Frameworks c (PAF) 

written by each healt h board area 16
, also cont ribut e to t he monitoring of activi ty on health 

im provement across NHS Argyll and Clyde . -

Community planning brings together differ ent agencies and sectors that have a role in influencin g 

the future of an area in order to develop, implement and review a community plan 17
• These 

community planning partnerships (CPPs), which give Local Authorities the lead on bringing partners 

together , were made a legal obligation via the Local Government in Scotland Act 2003 18
• It is 

therefore the duty of listed partners within this act d to promote positive relationships between 

t hemselves, and to prominently position future actions on health improvement within local written 

plans such as joint Health Improv ement Plans (JHIPs). This can be achieved through discussion and 

decision on local priorities within communities, led by the Local Authorities - however at the same 

time recognising the role of other sectors (both voluntary and priv ate) in achieving set objectives. 

CPPs are essential in supporting the formation of JHIPs t hroughout Argyll and Clyde, as partner 

agencies for each of the five Local Authority areas must work together to highlight their own health 

,, This w ill be referred to as the National Challenge Plan. 

-

0 

" Key nati onal health improvement prioriti es are :alcohol, di et, drug m isuse, health ineq ualit ies, mental heath and we ll being, physical Q 
activ ity, oral health, sexual health , tobacco " , I..J.... 

' PAFs we re in troduced as a result of Our National Health: a Plan for Action, a Plan for Change, 

'' Listed partners: Local auth ority; health board; jo int police board for the pu rposes of the Police (Sco tland ) Act 1967 ; jo int board for the 
purposes of the Fire Services Act 1947; chief constab le of a po lice force; Scott ish Enterprise; Highland s and Islands Enterpr ise; Strath clyde 
Passeng er Transport Autho rity, 9 
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priorities . In 2005, ]HIP priorities become particularly relevant with the formation of community 

health partnerships (CHPs). CHPs play a key role in delivering action on health improvement , which 

is one of the 12 key priorities for the NHS in Scotland. 

Reducing the gap in health inequalities within the Scottish population by 15% is the overall target 

for CHPs 19
, and six health indicators e are used to monitor this change . These six indicators must be 

reflected in the JHIPs as topics to act upon, and CHPs are building on the activity already identified 

within JHIPs to facilitate this action. 

Within NHS Argyll and Clyde, many partnerships have been formed, resulting in a number of local 

plans over the last 4 years to address health improvement 3
•
20

• Food and health is an ever-increasing 

feature in many of these local plans, and every effort is made to implement dietary 

recommendations and targets within these. 

Promoting positive nutritional health should not be approached in isolation, and should be seen as 

an integral part of delivering integrated health improvement. The approach in Argyll and Clyde is 

facilitating and implementing action on food and health, whilst acknowledging that nutritional 

health is closely tied with wider health issues such as chronic disease prevalence and health 

inequalities. This report takes a closer look at local activities on food and health, including policies 

and plans, and how they link with the implementation of national policies. 

2.2 BACKGROUND 

In 2002, 151,042 deaths were related to heart disease in the UK, which equates to just under a 

quarter of all deaths recorded 11
• Within Scotland, of the 58,472 deaths in 2003, 38% were related 

to heart disease, of which 19.5% were related to CHD and 11.3% to stroke 21
• With such a large 

number of deaths caused by preventable heart disease within the UK and Scottish populations, the 

high priority needed for addressing this cannot be overstated. 

It is estimated that 30% of UK CVD deaths can be attributed to poor diet 22
• Conditions such as CHD 

and stroke, as well as related illnesses such as hypertension, diabetes and obesity generate global as 

well as national concern, and their prevalence are notably higher in Scotland compared to the rest 

of the UK (see figure 5). The White Paper Towards a Healthier Scotland 13 issued a target for the period 

of 1995 to 2010 to reduce the age-standardised mortality rate from CHD in people under 75 

(premature mortality) by 50%, i.e. from 143 to 72 deaths per 100,000 population. (A higher target 

of a 60% reduction has now superseded this 23
. ) Stroke rates are also to be reduced by 50% by 2010. 

The follow ing figures show the mortality rates from CHD and stroke between 1994 and 2003 in 

Scot land and Argyll and Clyde (A and C). As w ith the UK f igures, the rates are decreasing over time 

for men and women in both areas: 

' Health ind icators: CHD mortality in people under 75; cancer morta lity in people under 75; adults smoking; smoking during pregnancy; 
teenage pregnancy (ages 13-15); suicide in young people (ages 10-24) . 
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Figure 6: Age-standardised mortality rates* for all ages between 7 994 and 2003 from CHO 1-1_ 

*Age standardised using the European standard population (direct). 
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Figure 7: Age-standardised mortality rates* far all ages between 7 994 and 2003 from stroke 24
• 

*Age standardised using the European standard population (direct) . 
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A closer look at all Scottish health boards shows how CHO mortality rates in NHS Argyll and Clyde 

compare w ith other health boards. These do not paint an encouraging picture, as Argyll and Clyde 

has the third highest rate in Scotland: 
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Obesity rates in the UK have been rising consistent ly for at least t he past 14 years 11 
- in 1980, 6% 

of men and 8% of wo men we re obese, rising to 23% of men and 25% women in 2002 37
• 

Unfo rtunately, current obesity data for Scotl and is scarce, however t he foll ow ing fig ure shows how 

obesity incidence has increased in England since 199 1: 
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Figure 7 0: Percentage of obese English men and women between 199 1 and 2002 11
• 

'A programme that addresses the issue of obesity in the population as a whole will ... 

be likely to reduce the risks of cardiovascular disease and cancer. ' 38 

A reduction in physical activit y levels is now also recognised as a risk factor for CVD 39
• An estim ated 

22% of CHD cases globally are caused by physical inactivity 7
, exacerbating the obesity issue further. 

Changes in modern lifestyles, such as increased television viewing and car usage are some reasons 

why a more sedentary life for many people is now a likely reality. 

2.3 INEQUALITIES IN HEALTH 

'None of us wants a Scotland where a family's potential is determined, not by their abilities but by 

their postcode. And no one wants a country where a child's future is decided before it is even born'. 40 

The ability to lead a healthy lifestyle is not shared equally by all, and evidence sugg ests that there are 

considerable social inequalitie s within Scottish 41
, as well as other populations 42

.
46

• More specifically links 

between low socio-economic status and poor diet have been shown 4
•
20

•
4 3

,
44

,
47

·
49

, where people from low

income and disadvantaged areas with limited resources tend to have higher incidences of CHD and 

stroke. This can be described as health inequality , where differences in various aspects of health are 

apparent between different groups in society 50
• Factors such as socio-economic status, gender, age, 

race, geography and disability are all associated with inequalities in health 20
• 

Figure 11 illustrates the distribution of parliamentary constituencies across the UK with the lowest 

(green) and highest (red) premature mortality rates (deaths under 65) . Nine out of the highest 

fifteen are in the west of Scotland , one (Greenock and Inverclyde) is in Argyll and Clyde : 



------------
Figure 11: Parliamentary constituencies with the lowest (green) and highest (red) premature (deaths under 65) mortality rates 
(SMR)* are shown across the UK, 2005 (figure reproduced with kind permission from the authors of " ). 

*SMR - Standardised mortality ratios (expected to observed deaths) allow comparison of populations with different age and sex 
structure s. Age-specific nati onal death rat es are applied to a local population, with the national figure being 100. Other rates 
are compared to this standard. 

The White Paper, Towards a Healthier Scotland 13 called for the demonstration of clear reductions in 

health inequalities within health boards. Our National Health 14 restated this commitment, with the 

narrowing of the health gap between the best and worst off within Scotland as a core aim . The 

National Challenge Plan 12 once again underlined the importance of health improvement for 

everyone in Scotland. Locally, the NHS Argyll and Clyde Local Health Plan 15 also referred to addressing 

health inequalities, and committed to placing a 'high priority' on reducing the gap between those 

living in affluent areas, and those in more deprived areas ". 

In 1999, the Scottish Executive outlined its long-term commitment to tackling social inclusion through 

the strategy Social justice, a Scotland Where Everyone Matters 51
• Priority areas of health, education, crime, 

transport and jobs were the focus, and milestones set for these areas were closely linked with new 

proposals for spending the Scottish budget in Building a Better Scotland 2005-2008 23 and Closing the 

Opportunity Gap 2003-2006 40
• These spending reviews spelt out targets specifically for those people in 

poverty, in order to close the opportunity gap between Scottish communities over the five priority areas. 

'' The Department of Health in Eng land also stated their commitm ent to reducing the w idenin g gaps betw een social classes in 200 3 with 
the poli cy Tackling Health Inequa li ties - a Prog ramm e for Action '·' . 15 
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Figure 14: CHO and stroke - indirectly standardised mortality ratio (SMR) by deprivation category, 1993-2003 61
• 

Differences in health statistics such as life expectancy can be partly explained by the exposure of 

populations to various health risk factors such as smoking and poor diet 55
• The next section 

therefore concentrates on inequalities in diet between socio-economic groups . 

2.4 INEQUALITIES IN DIET 

'Every person has the right to safe and nutritious food. ' 62 ,;,ed ;,, 7 

a) Barriers to healthy eating 

Certain barriers may exist which inhibit healthy eating for those on a low income or living in 

disadvantaged areas. The SOAP 2 introduced the idea that there may be 'real practical obstacles' to 

healthy eat ing. There are many other barriers that contribute to inequalities in diet between 

d ifferent social groups, and the SOAP 2 goes on to say that there is a ' ... particular need to encourage 

and enable people living in disadvantaged areas to adopt a healthier diet'. In order for this to happen, 

these obstacles must be ident ified and overcome so that every person in Scotland has the 

opportunity to choose a healthy diet. 

The Scottish Health Survey 59 highlighted differences in consumption of various foods across different 

social classes based on the chief income earner. Wholemeal bread and fruit consumption are shown 

U oppos ite : 
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Figure 15: Percentage of Scottish adu lts aged 16-74 eating whol emeal bread (age-standardis ed data) , 1998 " . Manual and 
non manua l refer to the employment type of the chief income earner. 
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Figure 16: Percentage of Scottish adults aged 16-7 4 eating one or more portions a day of fresh fruit (age-standardised data) 
59

, 1998. 

These figures clearly show a lower consumptio n of fruit and who lemea l bread fo r more dep rived 

men and women. However it cou ld be argued that th is wou ld be expected g iven that w holemeal 

bread and fru it may feat ure more in t he diet of t hose with more money to spend on food 

(w holemeal bread is genera lly more expensive t han wh ite bread) . Figure 1 7 therefore compares t he 

consumpt ion of mil k - an inexpensive and universally used food prod uct - by social group, and 

illustrates th at skim med or semi-skimmed m ilk is used more by the least depr ived gro ups. It could 

be concluded t hat t hose in the mor e deprived groups are either dr inking full fat m ilk, or not drinking 

m ilk at all, bot h of whic h are less desirab le than dr inking skimmed or semi-skimmed milk: 

19 



20 

80 

70 

60 

50 

;12. 40 

30 1 

20 

10 

0 

77 

1 - Least 
deprived social 

class 

2 3 non manual 3 manual 

Social class of chief income earner 

4 

• Men • Women 

5- most 
deprived social 

class 

Figure 17: Percentage of Scottish adults aged 16-14 using skimmed or semi-skimmed milk (age-standardi sed data) " , 1998. 

These differences in consumption between social classes are a concern, as all members of the 

population should be able to have the choice of accessing a healthy diet. A major consequence of 

the more deprived groups of the Scottish population consuming a poorer diet compared to the less 

deprived groups is that health inequalities between these groups will ultimately increase. As 

mentioned in section 2.2, diet plays an important role in the prevention and onset of chronic 

diseases such as CHD and stroke. If the more deprived groups are exposed to a poor diet, the risk 

of developing these diseases is heightened, and therefore life expectancy will decrease overall. 

The SOAP 2 identifie d four main barriers to healthy eating : 

• AVAILABILITY: Limited availability of health foods of an acceptab le quality and cost 

• AFFORDABILITY: Difficulty and expense of travelling on public transport to 'out-of -town ' 

shopping centres 

• SKILLS: Lack of basic cooking skills and equipment 

• CULTURE: Long established dietary habits and reluctance to experiment with new foods 

All four of these barriers need to be overcome if food access for all is to be a reality. Access to food 

is sometimes thought of as physical access only, i.e. whether there is affordable food available to buy 

within a reasonable walking distance of the home (for example 500m 63
). This lack of food 

availability in some communities and areas is sometimes referred to as 'food deserts'. Even though 

supporti ng and conflicting evidence for the extent to which food deserts exist have been suggested 
64

•
65

• access to food is much wider than just being able to buy food item s. 

A recent study in Newcast le-upon-Tyne undertaken for the Food Standards Agency (FSA) 65 found 

that factors such as dietary knowledge, health -related behaviours (e.g. alcoho l consumption), and 

relative affluence were the key predictors of healthy eating. It concluded that 'generally Jess healthy 

diets were associated with social disadvantage and having poorer dietary knowledge ... (and) it seems 

unlikely that the explanat ion for the wide variations in dietary intake seen across the study population lie 

within the retail domain' i_ These are important findings, wh ich suggest that the barriers of skills, 

, Quote reproduc ed from "' by kind permi ssion of the FSA. 



culture and knowledge are key to healthy eating, especially in more deprived areas. 

Another similar study, carried out in Staffordshire for the National Consumer Council 66 also focused 

on food access. It concluded that factors such as choice, affordability, and life skills were important 

when classifying areas as having poor access to food, rather than just the geographical location of 

shops. This seems to be similar to the study in Newcastle, in that access to food is not just about 

where the food is in relation to home, and that many more factors related to life circumstances affect 

our ability to access a healthy diet. 

Other barriers to achieving a healthy diet could be lack of confidence to use and follow recipes, what 

to do with ingredients, lifestyle barriers such as a less time to cook due to mothers' long working 

hours, and children not being prepared to try unfamiliar foods, including fruit and vegetables 67
• 

b) How to address the issue of providing healthy eating for all 

It is unacceptable that certain groups within the Scottish population have a higher risk of mortality 

due to CHD and stroke, and have a lower life expectancy than others based on their deprivation 

status alone. Poor diet and nutrition is likely to contribute to this trend, and an improved diet can 

play a crucial role in reversing this link between deprivation and poor health. In particular focusing 

on improving the int ake of certain food groups that influence overall health is important. 

Fruit and vegetable increases, and a reduction in salt, saturated and trans fats were identified as the 

top three nutrition target areas for greatest public health improvement by the European Heart 

Network k (EHN) 68
• These food groups also appear in the nine SOAP 2 targets set out in 1996 by the 

Scottish Executive in order to improve overall nutritional health: 

1. Fruit and vegetables (intake up to more than 400g/day) 

2. Bread (intake up to 154g/day, wholemeal and brown mainly) 

3. Breakfast cereals (intake up to 34g/day) 

4. Fats (total fat intake down to 35% energy; saturated fats intake to 11 % energy) 

5. Salt (intake down to lO0mmol/day) 

6. Sugar (no rise in NME sugars ' in adults; NME in children less than 10% energy. 

7. Breast-feeding (up to 50% mothers breast-feeding for first 6 weeks) 

8. Total complex carbohydrates (intake of non-sugar carbohydrates up to 155g/day) 

9. Fish (white fish intake maintained; oily fish intake up to 88g/week) 

,.. Fruit and vegetables 

Despite the we ll-publicised benef its of eat ing fruit and vegetables m such as helping to reduce the 

prevalence of CVD and its risk factors, the percentage of British adu lts eat ing the recommended five 

u 
C 

Q; 
u 

portions a day is low, particu larly fo r younger males as illustrated in figure 18: "'O 
0 
0 

' The EHN links 30 nation al heart foundations and other nat ional non -gove rnmental organisations committed to the prevention of CVD in \..-
26 European countries. 

' NME: Non-M ilk Extrinsic sugars: added d ietary sugars, i.e. all sugars except those contained in fruit , vegetables and milk. 

'" The WHO ' estimat es that low levels of fruit and vegetab le intak e causes ' ... about 31 % of ischaemic heart disease and 11 % of stroke 
worldwide'. Low intake also causes an estimated 2.7 mi llion (or 4.9%) deat hs globally. 21 
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Figure 18: Percentage of British adults (7 9-65 years) reaching the recommended minimum of five portions of fruit and 
vegetables a day, as well as those eating less, by sex and age. The average por tions per day eaten were found to be 2. 9 for 
women and 2. 7 for men, between 2000- 2001 69

• 

More positively, the Scottish Health Education Population Survey (1996-2003) 70 found a signific ant 

increase in knowledge about the 5-a-day dieta ry recommendation from 19% in 1996 to 59% in 

2003. This increase in knowledge could be attributed to many different sources, for example the 

Scottish Execut ive Healthy Living campaign, health messages from the media, local health promotion 

initiatives linked to healthy living centres, breakfast clubs within primary and secondary schools, or 

act ivity within the early years sett ing such as funding to provide fruit in nurseries. However, these 

awareness figures do not seem to reflect actual consumpt ion of fruit and vegetables - only a 

maximum of 15% of British adults ate five portions a day (see figure 18) . When this is considered 

alongside recent regional figures for Scotland 71 which suggest that Scots eat 11 % and 16% less 

grams per week of fruit and vegetables than the UK average respectively, awareness and actual 

consumption may be quite different. 

,.. Salt 

Salt consumption is currently the focus of a major campaign by the FSA across Britain 72
• High dietary 

salt intakes n can cause an increase in blood pressure 73
, and it is well known that CHD and stroke -

important sources of morbidity in Scotland - are positively associated with high blood pressure. On 

average 85% of men and 69% of women 69 in the UK eat more salt than is recommended (6g a day 

per adult 73
) . 

About one in three Scots suffer from hypertension 59
, therefore the nutritional health of the Scottish 

popu lation cou ld benef it from decreased salt consumption. Individua ls shou ld be encouraged to 

think about the ir salt use in cook ing, the amount that is added at the table, and the fact that salt in 

processed food products contributes to 65/70% of all the salt we eat 73
• Children and young people 

are a particu lar concern as many high salt products aimed at th is age group are availab le - especial ly 

at secondary schoo l level - throughout the day. Consider ing the ease of buying high salt snacks and 

" Evidence link ing high salt intake and hype rtension relates to sodium intak e, howeve r the main source of dietary sodium is salt. 



foods such as crisps and chips, as well as the lower salt requirements of children °, it is very easy to 

understand why many children exceed the recommended amount of salt in the ir daily diet. Table b 

shows the average salt int akes of ch ildren in t he UK: 

AGE RNI * SALT BOYS GIRLS 
(years) (g) estimated salt intake (g) estimated salt intake (g) 

4-6 3 5.3 4.7 

7-10 5 6.1 5.5 

11-14 6 6.9 5.8 
15-18 6 8.3 5.8 

Table b: Estimated salt intakes of British chil~r en based on dietary int ake. - - 7 
Intake s in purple exceed the Reference Nutnent Intake (RN/*) for salt 74

• ___J 

There is evidence to show that even small reductions in blood pressure via changes in dietary and 

lifestyle factors can reduce levels of hypertension in western populations 75
, which could therefore 

have a lowering effect on CVD morbidity and mortality 76
• 

,_ Saturated and trans fats 

Saturated fats contribute significantly to total dietary fat intake, and the risk of CVD can be 

decreased if less are consumed. Trans fats, similar to saturated fats, can be found naturally in meats, 

dairy products, and some vegetable oils and fats as a result of hydrogenation (a process carried out 

widely by the food industry to increase shelf life) 77
• 

Although there is no target for the reduction in trans fats for the Scottish population, it has been 

suggested that both saturated and trans fatty acids within the diet can increase the risk of CVD 

because they raise cholesterol levels within the body 787 9
. Raised cholesterol levels can lead to 

atherosc lerosis, which could contribute to the onset of heart disease in later years of life P_ 

British data for adult saturated fat consumption can be used to exam ine the Scottish Executive 

target for saturated fat (contributing to 11 % of total food energy), as no sign if icant regional 

differences were found between Scottish intake data and other UK national data 69
• From figure 19, 

it can be seen that this target will need more time to be ach ieved. The Wor ld Health Organ isation 

(WHO) have set a target for the total food energy from trans fats to be less than 1 %, and the EHN 

target is less than 2% - the EHN target has almost been attained, however the WHO target is still to 

be reached across the UK as a who le: 

" Reference nut rient intak es for childr en: less than 1 g/ day for 0-6m; 1 g/day for 7-l 2m; 2g / day for l -3y; 3g/ day for 4-6y; Sg/ day for 7-lOy; 
6g/day for l l - l 4y " . 

" Satu rated fats markedly raise blood cho lestero l concent rat ion s. Trans fats are consumed in smaller qua nt ities wi thin the diet so contr ibu te 2 3 
less to elevated cho lestero l levels. 
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Figure 19: Percentage of all British adults between 7 9 and 64 reaching targets for saturated fat and trans fat intak es, between 
2000 -200 7 6

" 

• Although the Scottish Executive (SE) target is 7 7 %, this data set uses 7 2% or less so thi s has been used 
** Although th e EHN target is <2%, thi s data set uses <2.2 % or less so thi s has been used 

As a result of the increased risk of CHD and stroke from excessive dietary fat intake, especially 

saturated and trans fats, it is essential to promote a reduction in fat intake across the Scottish 

popu lation. Promoting a move towards using healthier alternatives and different cooking methods 

could reduce total fat intake for many people. This would involve changes including : using low -fat 

products (yoghurts, spreads, semi-skimmed and skimmed milk); using lower fat cooking methods 

(gr ill or oven as a preference to frying); and reducing the amount of processed foods consumed 

(part icular ly for children) by increasing the use of fresh ingredients when cooking . 

c) Vulnerable groups within communities 

,.. Infants, children and young people 

'Breastfeeding has major benefits for both mother and baby and confers health 

advantages beyond infancy into childhood.' 80 

Optimal nutrition from an early age can help to encourage a healthy lifestyle and positive dietary 

choices in adulthood. There is evidence that exposing infants to poor nutrition may influence their 

future health, leading to an increased risk of preventable diseases in adulthood 81
·
82

. Low birthweight, 

and/or low weight gain during infanc y have been found to be associated w ith a higher risk of 

developing CHD, type II diabetes and hypertension in later life 8
' ·

84
• 

Breastfeeding can help to protect infants from illnesses including diarrhoea and infections, as well 

as help ing to prevent the development of hyperten sion in later life . Unfortunately, breastfeeding 

rates across Scotland need to be improved, and this is being add ressed in Argyll and Clyde through 

the local Breastfeeding Strategy and Action Plan 80
. 

It has been suggested that children from lower socioeconomic groups have a poorer diet, and are 



breastfed less and for a shorter per iod of time compared to those children from less depr ived 

backgrounds 81
'
85

, The Scottish Health Survey 59 recorded intakes of various foods across different 

social classes based on t he chief income earner, and some fi nd ings are illustr ated below : 
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Figure 20: Percentage of Scottish childr en aged 2-15 eating one or more por tions a day of fresh fruit (non age-standardi sed 
data), 1998 " . 

More children from less deprived areas (e.g . social class 1) seem to be eating fresh fruit compared 

to those from more depri ved areas. Similar fruit consumption was seen for adults - this may be 

explained by the fact that fruit may not be included in the shopping of those on a tight food budget, 

as it may be seen as expensive or wasteful (short shelf life). 
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Figure 21: Percentage of Scottish children aged 2-15 drinking soft drinks once a day or more (non age-standardis ed data), 
1998 59

. 

Although 'soft drinks' can include sugar-free, low sugar and full sugar options, there is a clear tre nd 

in f igure 21 suggesting that ch ildren from more dep rived backgrou nds are consum ing mo re soft 

dr inks. This is likely to lead to a higher level of sugar in the ir diet compared to chi ldren in the less 

depr ived social classes. As sugar consumption is likely to be high from processed snacks as we ll as 

soft dr inks, this has a negative impact not on ly on nutr it ional health, but also on the status of oral 

health of children and young people. 

25 
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It can be seen from figure 22 that children from more deprived backgrounds are eating fried food 

more frequently than children from social class 1. Fried food can be high in saturated fat and salt, 

both of which may be harmful to these children in later life, and if a high fat diet continues into 

adulthood, they may be more likely to suffer from heart disease, obesity, diabetes and/or 

hypertension. 
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Figure 22: Percentage of Scottish children aged 2 - 7 5 eating fried food 2 times a week or more (non age-standardised data), 
7 998 59

. 

~ Elderly people 

Whilst many elder ly peop le (over 65 years of age) remain f it, act ive and healt hy, some face unique 

challenges regarding healthy eating and healthy choices compared to the younger adult 

populat ion. Access to food may be more of an issue to elderly peop le, whose personal mobility may 

be limi ted, and if using a car is not possible, carrying shopp ing may be a physical challenge . Many 

elder ly peop le may live on the ir own, necessitating cooking for one . This may make cooking with in 

a budget more d iffic ult, and may lead to food and therefor e money wastag e. 

Unfort unately, research into health inequa lit ies in elderly peop le receives less focu s than other 

groups of the popul ation, howev er research in 2000 found that health inequalities persist into o ld 

age 86 : 
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Figure 23: Life expectancy (years) at age 65 for men and women across the five deprivation quintiles, 2000 56
• Life expectancy 

is higher for more affluent elderly people. 

Affluent elderly people in Scotland have a lower chance of dying from CHO than their more 

deprived counterparts, and although mortality rates have decreased overall between 1991 and 2001 

for the over 75 age group, the rates of decrease for affluent and deprived elderly people are not 

equal: 
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Figure 24 : Mortality rates from CHO among Scots aged 75 and over 57
• The improvements in mortality rates seen between 

1991 and 2001 have been better for both affluent men and women compared to deprived men and women. 
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3.1 NUTRITION AND HEALTH AT A NATIONAL LEVEL 

The WHO definition of health is ' ... a state of complete physical, mental and social 

well-being and not merely the absence of disease or infirmity.' ' 

The importance of promoting nutrition and health is essential for a variety of reasons - it can manage 

and prevent chronic diseases, it can contribute to a healthy lifestyle, and it can promote overall 

wellbeing for individuals, families, communities and populations . 

Promoting health, however, is not just about distributing information for the public to act upon. It 

is essential that the process of promoting health results in accessible information and services being 

available to those with the greatest need, not just for those who are already motivated to change . 

Addressing nutr ition and health also needs to involve many partners and stakeholders from varying 

sectors to be successful in enabling and facilitating action . 

Health must appear on national political agendas as a priority for pol icy makers from all sectors. Policy 

makers must be aware and accept any health consequences of policy decisions, and ultimately policies 

must reflect the aim of making healthier choices the easier choices for the whole population 91
• 

The WHO states in the Ottawa Charter for Health Promotion 9 1 that health promotion action means 

bu ild ing healthy public policy, creat ing supportive environments, strengthening community action, 

developing personal skills and reorienting health services. Principles within the WHO Global Strategy 

for Health for All by the Year 2000 92 reflect these five aims, and in order to plan, implement and take 

action to address the challenges of promoting health, the following underpinning principles should 

be reflected locally and nationally across Scotland : 

Equity: reduc ing inequalit ies in health and ensuring an adequate distribution of health resources 

and services throughout the popu lat ion is a key po licy object ive of Government 

Participation: ensuring people - individually and in communities - have the right to participate ful ly 

in the planning and implement at ion of health care 

Empowerment: enabling peop le to incre ase control over, and improve, their healt h and 

environment, and to acquire the skills necessary to make healthy choices 

Sustainability: meeting the needs of the present without compromising the ability of future 

generations to meet their needs 93
. 

Guidance from the WHO Global Strategy on Diet, Physical Activity and Health 94 (which followed the 

World Health Report ' in 2002 9), encourages countries such as Scotland to take action around food 

and health, and the following are examples of such action: 

• support and implement national strategies on diet 

• draw up national dietary guidelines 

• support education, communication and public awareness 

• standardise accurate and comprehensive information on food labels 

• discourage the promotion of unhealthy dietary practices 

• discourage the exploitation, through food advertising, of children's inexperience of health 

• food and agriculture policies should be consistent with the protection and promotion of 

public health 

• the adoption of healthy diets be supported in school policies and programmes 

• invest in surveillance, research and evaluation. 

' This report identified major risk factors for morbidity and morta lity as: high blood pressure; high cholestero l levels in the b lood ; low fruit 
3 Q and vegetable intake; overwe ight or obesity; physical inactiv ity; smoking. The first 5 risk factors are closely related to d iet and physical activ ity. 



'The overall goal of the ... strategy ... is to promote and protect health by guiding the 

development of an enabling environment for sustainable actions at individual, community, 

national and global levels that, when taken together, will lead to reduced disease and 

death rates related to unhealthy diet and physical inactivity.' 94 

,.. Key national agencies, and Scottish Executive policies and strategies related to 

food and health promotion 

a) National agencies 

National leadership in Scotland to address health impr oveme nt, includ ing food and health 

pro mot ion, is shared between and supported by NHS Health Scotland, the Scottish Execut ive, FSA 

Scotland and the newly assembled Food and Health Council (and Food and Health Alliance). These 

national organisations have varying roles, and lead on particular priorities for Scotland's nutritional 

health. Further information on the roles of these organisations can be found at: 

NHS Health Scotland: 

Scottish Executive: 

FSA Scotland: 

Food and Health Council: 

http://www.healthscotland.com 

http://www.scotland.gov.uk/home 

http://www.food.gov .uk/scotland 

http://www.scotland .gov.uk/topics/health/health/l 91 33/1 7905 

The purpose of NHS Health Scotland is to ' ... operate at national level to work with and support 

organisations and individuals to take action to improve health and reduce inequalities.' 95 

The Scottish Executive states that: 'Scotland 's health is improving. But there are still many 

challenges to overcome. The Executive has a wide range of initiatives in place to encourage 

more people to live healthier lives.' 96 

FSA Scotland commits to ' ... improve food safety and standards in Scotland and protect the 

health of Scotland's population in relation to food .' 97 

The Food and Health Council has been formed in order to ' ... provide leadership and expert 

advice and to integrate cross-cutting elements of food and health policy and the strat egies 

of the Food Standards Agency.' 98 

The independent roles of these nat iona l agencies in Scotland, and t heir combi ned role when 

wo rking together in partnersh ip to co mpleme nt each ot her, respond to many of the 

recomme ndati ons w ithin the WHO Globa l Strategy on Diet, Physical Activity and Health 94
• These are 

aimed at guiding nat ional governme nts to for m po licies, strateg ies and act ion plans to im prove d iet. 

Add ressing diet and nutrit ion nationally w ill support t he local imp leme ntati on of po licies and plans, 

and the challenge for NHS Argy ll and Clyde and its key partners lies in integrat ing and 

operationalising the nationa l po licy framewo rk at a local level. 

b) Policies and strategies related to food and health promotion 

As a result of recomm endat ions in Eating for Health, Meet ing The Challenge 1
, an annu al Food and 

Health Act ion Plan 99 is now produced by t he Scott ish Execut ive w hich commits to 'deliver a clear and 

31 
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INVERCL VDE: 

Improve access, awareness and affordability of healthy eating by: 

• support Hungry For Success 101 implementation 

• support weekly fruit barra with school deliveries 

• support offered by Stepwell In (Inverclyde's HLI) 

• Eat well to play well (pre -5 food resource) distribution 

• support breakfast clubs 

• support from Inverclyde Royal Dietetics department to increase awareness and availabilit y 

of healthy eating 

• food tasting events in primary schools 

30% of women breastfeeding at 6-8 weeks by: 

• promote breastfeeding to parents 

• run breastfeeding support gro ups with midwives, health visitors etc 

• train of staff to increase awareness for local people 

ARGYLL AND BUTE: 

Reduce t .he incidence of CHO, stroke and cancer by: 

• take forward actions from the local Eating for Health Plan 3 

Eating for Health Plan for Argyll and Bute 2004-2006 3 aims to: 

• implement national initi at ives (nutritional guidelines for pre-Ss, Hungry For Success 101
, 

Health Promoting Schools) 

• support breakfast clubs 

• increase fruit uptake in schools 

• support NHS Argyll and Clyde Breastfeeding Strategy 80 impl ementation 

• support Scottish Healthy Choices Award (SHCA) and Scotland's Health at Work (SHAW) 

• improve cooking skills; improve awareness and uptake of healthy eating 

As well as JHIPs, other local plans are written through t he community planning partnerships . Argyll 

and Bute Food and Health Strategy Group have developed their own Eating for Health Local Action 

Plan 3 in order to direct the local implementation of the SOAP 2, which is reviewed and updated on 

a 6-monthly basis. 

Local plans in Argyll and Clyde relating to other national policies have also been written - the NHS 

Argyll and Clyde Breastfeeding Strategy and Action Plan 2002-2007 so sets realistic local breastfeeding 

targets in order to improve breastfeeding rates. Additionally there are local responses to, children's 

service plans, and Hungry For Success 101 in the form of local implementation strategies. 



,.. The emergence of Community Health Partnerships 

'It is expected that CHPs will be designed with local population health improvement 

placed at the heart of service planning and delivery.' 101 

The White Paper Partnership for Care 108 introduced the recommendation for the formation of 

Community Health Partnerships (CHPs) alongside NHS Boards, and the abolition of Primary Care 

Trusts. As with Our National Health and the National Challenge Plan 12
, this White Paper stressed the 

importance of addressing health inequalities and health improvement through the NHS, Local 

Authorities and their partners. 

In response to this, NHS Argyll and Clyde is in the process of seeking approval from the Scottish 

Executive for five CHPs (Inverclyde, Renfrewshire, East Renfrewshire, Argyll and Bute and West 

Dunbartonshire) . It is anticipated that, with the emergence of CHPs, opportunities will be created 

to continue to implement local action on diet and nutrition. 

,.. Implications for nutrition and health nationally and locally 

National and local action to address food access issues should be systematically monitored and 

taken forward based on the health promotion values and principles outlined in the WHO Global 

Strategy for Health for All by the Year 2000 92
• This approach will secure progress towards 

implementing the SOAP 2 locally, as well as benefiting public health nutrition in Scotland as a whole. 

The following sections describe the local action addressing food access in Argyll and Clyde, and how 

information about this current activity can be used to plan future action. 
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4.1 RELEVANCE AND IMPORTANCE OF THIS ASSESSMENT 

There is an increasing emphasis by health professionals and individuals working in communities on 

the importance of addressing the root causes of health and illness. Amongst these, diet and attitudes 

surrounding diet play an important role. The SOAP 2 provides a 1 0-year action plan to address 

Scotland's diet, and this policy, as well as the National Challenge Plan 12 emphasises the importance 

of removing attitudinal and practical barriers that prevent each section of the population from 

having full access to a healthy diet. 

The range of agencies, voluntary and community groups that might have an influence upon our 

eating habits at each stage of life is potentially enormous. In order for the present and future 

promotion of food and health to improve people's abilities to obtain a nutritious diet, and to further 

implement the SOAP 2 in Argyll and Clyde, a better understanding of what is currently happening in 

communities through these agencies and groups is needed. 

This assessment therefore explored and documented the activities of a wide range of agencies, 

projects and groups. It looked at act ivities in the contrasting Local Authority areas of Inverclyde 

(heavily urbanised, with high levels of social and economic deprivation) and Argyll and Bute (largely 

rural, with many geographically remote areas). A great effort was made to contact all the major 

projects and agencies in these areas that specialise in health improvement, and who have an interest 

in food (although some did not respond). A range of individuals were also contacted who work in 

'mainstream' roles in the public and voluntary sectors - teachers, nurses and others - who were 

believed to have an interest in access to food. 

Some respondents told us about special projects that they were involved in, and some about how 

they promoted food access in the cou rse of t heir everyday work . In these cases, we may not have 

covered the entire work that is current ly going on, but hope that we have showed what is possible, 

and w hat t he barr iers to further progress may be. 

In add it ion, many people were spoken to about the ir views (as act ive healt h promoters and as 

members of th eir comm unit ies) on the issues t hat affect access to food, in add it ion to d iscussing 

the ir wo rk. Each of these d ifferent aspects of our evidence cou ld have been the subject of a study in 

their own right. We hope nevert heless that our analysis of them w ill prove product ive for the 

promot ion of access to healthy food across Argy ll and Clyde. 

4.2 THE RESEARCH PROCESS 

Many colleagues in NHS Argy ll and Clyde are known to have food and health includ ed wit hin the ir 

remit , and/or have a part icular interest in diet. Across a range of agencies, 33 peop le in Inverclyde, 

-0 41 in Argyll and Bute and 5 based w ithin NHS Argy ll and Clyde Public Healt h Directorate we re 

O ident if ied. A num ber of t hese co lleagues were asked to suggest furth er peop le likely to have an 

0 inte rest in fo od and health, especially in t he vo luntary sector and Local Aut horit ies (including 

schoo ls), alth ough there was no atte mpt to obtain a fu ll coverage of everyo ne work ing in any sector. 
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The aim was to test the extent of additional activity, as yet unrecorded by Health Promotion in these 

sectors by targeting likely people. Whilst the views and activities of people who responded to our 

enquiries we re the main focus of the report, conc lusions have been drawn about the level of relevant 

act ivity in areas and sectors where it proved difficult to identify contacts or responses. 

A short postal survey (Appendix C) was posted to 154 people. As some of these were photocopied 

for other co lleagues, or to allow the recording of multiple projects separate ly, the response rate 

calculat ions are based on a total of 163 possible individuals. A total of 65 questionnaires were 

ret urned by 55 of these indi v idual s, a response rate of 34%. 

Overall response was greater in Argyll and Bute (42%) than in Inverclyde (27%) . This was however 

entirely the result of differences in the extent to which the additional contacts that were included 

responded to the survey. In the case of Inverclyde, this was relat ively poor. The response rate from 

individuals on the original list of known contacts was 45% in both areas. 

A small number of face to face or telephone interviews were carried out with key informants, but 

further qualitative information was principally gained from group discussions. Six of these were held 

in various locations in Greenock and Port Glasgow, aimed loosely at different sectors of work. Six 

others were held in centres accessible to the majority of Argyll and Bute contacts - Oban, Tobermory, 

Campbeltown, Rothesay, Dunoon and Lochgilphead. The great majority of contacts from Inverclyde 

we re invited, and all except those in the Helensburgh/Lomond area and on islands other than Bute 

and Mull were invited from Argyll and Bute. 

Extensive notes were taken to record the discussion groups. A total of 44 people took part in these 

discussions, which equals 29% of all possible part icipants (see Append ix D). Through all the 

methods in comb inat ion, we obta ined substant ive informa ti on from 78 ind ividua ls - this equates to 

44% of all those contacted, inc luding 59% of the contacts or igina lly listed. 

The fo llow ing sect ion d iscusses the findings of the research, and how th is informat ion is related to 

the current national and local guidance on nutr it ion and healt h pro mot ion. 
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There was a wealth of activity around food and health occurring in Inverclyde and Argyll and Bute. A large 

number of individuals were actively involved in promoting access to healthy food through a number of 

settings and sectors. The picture of activity at the time of the assessment was therefore very complex as 

a result, and it was not possible to report on all the information we d iscovered w ithi n this report . 

The fo llow ing sections are an att empt to summarise all the information gathered in a comprehensive 

and systematic way ' : 

5.1 WHAT IS CURRENTLY GOING ON? 

a) Specific age groups 

Working to impr ove access to food w as observed across many age groups. Figure 25 shows w hich 

groups respondents were w orking w ith - some claimed to wor k w ith all of t hese and most claime d 

to work wi t h several: 

70 
64 .9 II Inverclyde ~ Argyll and Bute D Average for both areas 

60 

50 

41 .5 

40 

30 
24 .6 

20 

10 

0 

Pre-5 children Primary Schoo l Secondary Young people Adult population Older people 
pupils School pupils 

Figure 25: Age groups that people worked with in Argyll and Bute and Inverclyde, and both areas combined. Source: postal 
survey, 2005. 

,.. Pre-5 children, primary and secondary schools: 

Public health nursing representatives tended to have access to clients at very specific stages in their lives, 

starting with the contact between Health Visitors and parents with newborn children. Several emphasised 

the importance and difficulty of improving weaning practices as a foundation for later healthy eating. 

There was a heavy emphasis on work with pre-5 establishments and schools . Many pre-5 groups 

were aware of the importance of promoting healthy eating, and those run by or in partnership with 

Local Authorities should be increasingly affected by Hungry For Success 101
• Evidence suggested some 

pre-5 groups may have had less support than others. 

0 The huge variety of ways in which food and health can be addressed in schools can help to bring 

attent ion to the following issues, some of which are being addressed by the Hungry For Success 10 1 

and Health Promoting School agendas : 

' Full comm ents as quotations taken fro m the focus groups are available on request. 
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:) Healthy school meals and nutrient standards 

:) Provision of water 

:) Fruit and mil k prov ision 

:) Healthy vending machin es 

:) General health awar eness 

project wo rk etc. 

:) Healthy tuck shops 

:) Breakfast and after school clubs 

:) Home Economics teach ing 

:) Advice by School Nurses 

:) Special promot ion s, links to physical 

activity, e.g. Personal and Social Educati on 

Parenta l involvement w as recognised as crucial in ord er to form a two -way process betw een parent s 

and ch ildren when addre ssing healthy eating . There was informal evidenc e of children making 

changes to what they eat at home . Community learn ing workers may also be able to promote fam ily 

learning activities . 

~ Young people: 

Engaging the inte rest of teenage rs, especially boy s, on food issues was seen as difficu lt when 

compared to more apparent ly topica l issues such as addictions and relationships. 

~ Adult population: 

Many respondents reported that the ir work included the adult population as a who le. For examp le, 

som e community centres provided food for signific ant numbers of the adult populat ion through 

cafes or at events, and have tried to improve th e cho ice and balance prov ided . Work was also 

identif ied which focused on particu lar vu lnerab le or disadvantaged groups , often by voluntary 

organisa t ions. 

Commun ity learn ing services have offered a variety of classes. However these somet imes faced 

prob lems, e.g . in obta ining suitab le tutors, expe rienced demo nstrators or adequate cook ing 

fac ilities, or reachin g limited numbers . Some nursing representat ives and Hlls had made effo rts to 

reach t he w ider communi ty at fairs or galas or in shopp ing cent res, however enablin g individua ls to 

learn skills by t rying them out, or to try new tastes, can be limi ted in such sett ings. 

~ Older people: 

Only relative ly few agenc ies in Argy ll and Bute claimed to wo rk wi th older peopl e, how ever the HLI 

in Inverclyde w as invo lved in wor king wi th t his age gro up. This has been made possible by th e 

expe rience and ent husiasm of its staff and th e priori ty and acknowledg ement g iven to it t hrough 

local outcome agreem ents, fu nded by Better Neighbou rhood Services Fund (BNSF). 

b) Specific approaches taken 

Ind ividu als and agencies w orking w ith t hese age grou ps reached varied number s of people - some 

worked intensively with relativ ely small number s, for example in a rural area or with a specifi c client 

group, and other act iviti es att racted much larger number s such as the fruit in schools initi ative. 

Graph 26 illustrat es the diff erent num bers of client s targeted: 
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5.2 WHO IS INVOLVED IN DELIVERING FOOD AND HEALTH ACTIVITY? 

a) Local Authority: schools, community care and social work 

Employ ees of Argyll and Bute and Inverclyde Local Authoritie s w ho responded were largely invo lved 

in school and pre-schoo l education . More schools in Argy ll and Bute were include d in t he 

assessment, as many seemed to show an interest in the promotion of health y eatin g - either thr o ug h 

their own initiatives , or tho ugh workin g w ith other local organisations to change behavi our. 

Many schools were also taking steps to implement Hungry For Success 101
, t he national Fruit in 

Schools initiative, and were working toward s becoming Health Promoting Schools through activities 

such as offering healthier choices in tuck shops, introducing healthy vending mach ines, and the 

provis ion of snacks and drinks as part of pre- and after school activities. 

Inverclyde schools were not included widely in our survey, as it seemed that instead of working on 

t heir own in itiatives as in Argyl l and Bute, they perhaps relied on local support and initiat ives outw ith 

the schoo l. Th is support could come from the Integrated Commun ity Schools teams, the Hungry 

For Success team (which includes a seconded post specif ically to develop education al support for 

changes to eat ing habits), the HLI, and the Community Nutrition ist. 

Other Local Aut hor ity services have the potential to influence access to healthy food wi t hin sections 

of the popu lat ion they work with: 

:) School cateri ng services which supply other venues such as care homes and leisure centres may 

change their prov ision of healthier choices across othe r settings as school menus change 

:) Youth worke rs, adult and commu nity educators and commu nity workers may also have 

opportuni t ies eith er to infl uence t he food availab le at venues and act iv iti es, or to wo rk on 

knowle dge, skills or oth er fo od -related issues. There was some eviden ce of t his in Argy ll and Bute, 

however there was little response from the se sectors in Inverclyde 

:) Social Workers are poten t ially in cont act with some of the mo st disadvantage d grou ps of th e 

popu lation , and also suppo rt many services to the elderly , however we found little evidence of 

promoting access to healt hier foods in this sector. 

b) NHS Argyll and Clyde: Health Visitors, Nurses and Health Promotion 

"It has always bee n par t of my role. I'm interested in diet, so I ha ve always brough t it 

into my work." (Healt h Visitor/ School Nur se) 

"Promoting a hea lthy diet has alw ays been something I have done as part of my jo b, 

and I have carried it right through my career." (Healt h Visitor) 

Within NHS Argy ll and Clyde, many indiv iduals viewed the promotion of a healt hy d iet as part of 

t heir professional responsibility . Healt h Visitors, District Nurses, Schoo l Nurses and ot her pr imary 

care staff all tended to see d iet as an ongoing part of the ir pub lic healt h nursing respons ibi liti es 

rather t han a new or special prior ity. Health Visitors and School Nurses in part icular incorporated 

group wo rk and health promot ion activ it ies (e.g . commun ity events) into t heir pract ice alongs ide 

wo rk w ith ind ividua ls and their families. 



NHS Argyll and Clyde also provided specialist food and nutrition support through the role of Senior 

Health Promotion Officer for Food and Health, whose principal role was to support the 

implementation and integration of the SOAP 2 at a local level. Other key staff and resources for 

nutrition and health were supported and delivered by Dietitians and Nutr itionists working within 

NHS Argyll and Clyde. The role of the Community Nutritionist in Inverclyde was particularly 

important in supporting and stimulating work in the education and community settings. Other NHS 

health promotion specialists, notably oral health, also had important roles in supporting work on 

food issues. 

c) Voluntary sector 

Many voluntary groups either prov ided food, or had opportun ities to take part in act ivit ies related 

to food, however on ly a minority viewed food as a pr ior ity issue. The local Counci ls for Voluntary 

Service did not appear to have g iven th is any specific att ent ion. The response from vol unta ry groups 

was limited . We ident ified no groups of, or for, elder ly peop le that took special init iat ives to improve 

access to food. 

A w ide variety of voluntary groups featured as partne rs in other projects in Argy ll and Bute. 

However, Argyll and Bute did not appear to have a core of voluntary and com munity gro ups that 

played an act ive and innovative role in develop ing access to food, un like that seen in Inverclyde. 

d) Health Living Initiatives (Hlls), community projects and other initiatives 

Hlls and commun ity projects focused specifica lly on commun ity health and healt hy living, and 

played an important part in supporting ind ividuals and communities at a local level. Hlls were 

genera lly able to be more flexib le in the projects that they promoted and sett ings in whic h they 

worked than other agencies, and were hubs of food act iv ity in th eir areas. Thi s was true of 

Inverc lyde's HLI as we ll as those in Bute and Islay. The pote nt ial ro le of t he HLI in Campbeltow n may 

eme rge more clearly fol low ing staff changes. 

e) Other individuals and organisations 

There were responses fr om Further Education Colleges, which can have multiple roles, both in 

improvin g t heir own caterin g, tr ainin g future cooks and caterers, and provid ing resources for 

commun ity learn ing about food . 

5.3 PARTNERSHIPS 

Although a t hird of respondents d id not name specif ic partnersh ips, support and assistance t hat was 

not confin ed to fund ing was a vital eleme nt for most indiv id uals. 

Mu lt iple links can be clearly ident if ied between key organ isations, often ones where mu tu al 

recognition was g iven to the partne rship. Figure 28 summar ises the picture for Inverclyde. It does 

not show all t he links that peop le mentioned, or ind icate which orga nisation named wh ich as a 

partner, but it does clearly identi fy the centra l ro le of a number of ind ividuals and agencies t hat had 

m ultip le partners hips w ith each ot her: 
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Figure 28 : Inverclyde principle partnerships identified. Source: postal survey, 200S 
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Inverclyde was a relatively 'partnership rich' environmen t, and agencies seemed to netwo rk well w ith 

each other. There were mult iple links between the several agencies w ith a specialist inte rest in promoting 

healthy living , part icularly in schoo l settings, w here there were links w ith key staff in the NHS. 

"We are very fortunate in Inverclyde . There are a lot of partners wh o are do ing things 

with food. 11 (Focus group respondent) 

The partner ship betwe en t he NHS and schools depended cruc ially on public health nursing team s. 

The new ways of w orking being explored as a result of Nurs ing for health 109 and the Scott ish framework 

for nursing in schoo ls " 0 should hopefully enhance the opportun ity for innovative partnerships. 

Nursing for health 109 is a ' ... new model of public health nursing, bringing Health Visitors and 

5chool Nurses into a single discipline focused on addressing the health needs of communities . ' 

Some respondents ident if ied a lack of links w ith specif ic partners in the past which were now being 

estab lished, and this was aided by the HLI linking with almost all the key players in Inverc lyde. The 

HLI was also a key partn er in prov id ing links to food access work for a var iety of agencies in 

community sett ings other than educat ion . 

The other partners hips tha t were ment ioned by only one or two Inverc lyde respondents illustrated 

the range of interests that were involved in food access: 

:) Pre 5 qual ity adv isers :) Leisure Trust 

:) Act ive Schoo ls Co-ord inators :) Hom e Economics teachers 

:) Sports Co-ord inator :) SIP 

:) Paediatrician :) Smoking Cessation 

:) SHAW 

Despite these strong links, "a Jack of jo ined up work ing at the big level " was note d. A food and health 

policy fo r Inverclyde Educat ion was established, but the g roup invo lved app eared to have focused 

large ly on the imp lemen tat ion of Hungry For Success 101
• The Regeneration Outcome Agreement 

off ered t he Hungr y For Success Str ategy Group a w ider role in improving foo d access in other sett ings. 

"They hav en't told us an yth ing we didn't know already, but they are a different face 

and ma ybe they will be liste ned to. 11 Focus group respondent on Ste pw ell In 

Argy ll and Bute respondents generally had a lot less to say about partnership work ing - over tw o 

t hirds of survey responses listing no partners w ere locate d in th is area. Th is may be because more 

responses were from smaller gro ups/sc hoo ls etc., however th is may also represent a genuine 

d iffer ence in approach when comp ared to Inverclyde . Perhaps due to large d istances betwe en 

commu nitie s, more init iat ives appea red to be 'owned ' by t heir loca l champions, and so it was mo re 

d iff icu lt to get support from w ider, spec ialist suppo rt agenc ies. 

The only group of organ isat ion s who showed a degree of strong mut ual network ing cent red on th e 
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education sector, with FUSIONS (Fuller Services in Our Neighbourhoods and Schools) at the centre 

and other partners shown being generic categories of organisation such as 'schools'. This implied 

th at the actua l partners involved were different in each locality. Unlike Inverclyde, links with 

Community Learning and Development got several mentions: 

Schools 

Health 
Visitors 

Schoo l 

Community 
Learn ing & 
Development 

Voluntary 
organisations 

Nurseries 

Figure 29: Argyll and Bute princ ip le partnerships identified. Many partners identified were mentioned by only one respondent. 
Source: postal survey, 2005. 

At a strategic level, Argyll and Bute appeared to have a strong partnership structure in place 

specifically to develop approaches to food and health issues. The Argyll and Bute Food and Health 

Strategy Group prov ided a key link between the Local Authority and NHS staff in particular, and 

those active ly invo lved in Hlls etc. were aware that it sets a context for their work. 

One key aspect of partne rship working that could not be taken for granted was the degree of 

collaboration between the w ide range of Local Authority services. The existence of an active Health 

Improvement Officer in Argyl l and Bute was important in promoting collaboration and stimulating 

new initiat ives. 

5.4 FUNDING 

Externa l fund ing provided all or part of the basis for the act ivit ies described by just under two th irds 

of survey respondents . Many activit ies were therefore able to funct ion w ithout any specific fund ing. 

The main funders support ing local work were: 



:) Big Lottery Fund (BLF): the main supporter of Hlls 

:) Scottish Executive: contributes some funding to Integrated Community Schools projects. In 

addition, direct funding has enabled the implementation of Hungry For Success 101
, and the Fruit in 

Schools Initiative 

:) Changing Children's Service Fund: this supports FUSIONS in Argyll and Bute (plus Scottish 

Executive funding) 

:) Better Neighbourhood Services Fund ": in Inverclyde, part of this fund has been used on food 

access activities. Organised through the Inverclyde Regeneration Partnership, this has perhaps 

removed a need to compete for the Social Inclusion Partnership Fund 

:) Social Inclusion Partnership Fund (SIP)": this has been crucial in supporting local work on health and 

poverty, especially by community and voluntary groups in Inverclyde. Although there were five SIP areas 

in Argyll and Bute, the Partnership itself did not claim that it had been able to focus upon healthy eating. 

In general, the need for external funding and the problems with it were more frequently discussed 

by Inverclyde groups than those in Argyll and Bute. Other smaller sources of funding included : 

:) The Scottish Community Diet Project 

:) National Semiconductors (private sector) 

:) Integrated Community Schools project (Inverclyde) 

:) The National Lottery Awards for All scheme 

:) School funds 

:) FUSIONS 

:) Local community grants 

Such small scale funding was often important to allow new approaches to food and health promotion 

to be tried. For example, enhancing choice in meals and snacks, demonstrating cooking skills and similar 

activities can often require extra ingredients, equipment, travel or specialist trainers that mainstream 

budgets cannot support. Sometimes multiple sources of funding needed to be pooled together. 

Funding was mostly provided on a very short-term basis, and could have expired before new 

funding was secured. Only four projects we had contact with had long-term funding until 2008 

(BLF). The implications of this for the sustainability of food access work are considered in section 6. (]; 

5.5 POLICY INTO PRACTICE? THE STRATEGIC CONTEXT OF THE CURRENT SYSTEM 

"We would use national initiatives if they were useful to promote our work and to 

move forward, also to get funding. 11 (Focus group respondent) 

National and local strategies not only aim to stimulate awareness of and commitment to addressing 

d iet more widely through different institutions, but they also encourage and support those people 

who work towards this existing commitment. Though some still argued that food issues were not a 

priority for their post, others saw them as key in contributing to their w ider ob jectives. 

"Healthy food is fundamental to our programme. It's fundamental to growing. 11 (Treetops Nursery) 

A greater priority and an increase in resources can make a difference. 

"This is a small part of our job, it's not our core work" (Nurse). But she also recognises that: 

"there is certainly much more focus on it now. 11 

"Nobody asked me to take an interest in food, it's just something I do. 11 (Playgroup organis er) 

" With the merger of the BNSF and SIP fund s from Apr il 2005 , it is to be hoped that equal or greater emphasis wi ll be given to ach ieving 
the outcome of ' ... improved access, awareness and affordability of healthy eating ' proposed in the Inverclyde Regenerat ion Outcome 
Agreement, and that food access wi ll be seen as a pr iority fo r the comm unity p lann ing partners as a whole. 
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6.1 ASSESSMENT OF CURRENT APPROACHES 

a) Skills and resources 

Taking action on food, energising individuals and suggesting ideas, as well as providing access to 

specialist support for many are all vital. Few respondents however felt a need to enhance their own 

skills and knowledge in order to work on improving access to food. This could have been because: 

• Individuals were aware that the NHS could supply support, advice and resources through 

Health Promotion, Nutritionists and Dietitians on request 

• No-one appeared to be trying to promote a complex dietary regime or believed that they 

needed specialist knowledge in order to proceed 

• Respondents were likely to be currently active in addressing food issues, and common sense 

and understanding of the principles of balanced diet may have been thought of as sufficient 

• Some felt that trying to achieve a few simple nutritional goals was most important, ahead of 

further skills and knowledge. 

Despite th is, a few respondents expressed a lack of experience, which led to a belief that it is hard 

to make a difference or change anything. This may stop participation in work to improve access 

because individuals do not know or understand what is involved. 

The availability and access to resources, such as the HLI, the Community Nutritionist, James Watt 

College, the Fruit Barra and others, that enabled individuals or groups to start new initiatives was a 

particular strength in Inverclyde. 

In Argyll and Bute differences in geography and perhaps funding meant that there may have been 

fewer specialist outside resources for supporting action on food. The strategic approach and high 

profile that have been given to food, however, may perhaps have helped to stimulate efforts. For 

example action on food programmes as part of the three Hlls, and FUSIONS have been able to give 

some additional support, mainly in the form of small scale funding, especially since the ending of 

the specialist health promotion post in South Kintyre . 

The suitab ility and access to available cooking facilities can also constrain activities. If a community 

centre or simil ar venue chooses to enhance the quality of the food it offers, it should be possible to 

do so using the facilities already available. Therefore consideration of health and safety, and food 

safety criter ia, or alternative faci lities that have suitable access and availability for food preparation, 

training or demonstrations, must take place. For example in Argyll and Bute a mob ile kitchen unit 

was theoretically available through Argyll College, but apparently moving it was so difficult that it 

could be done only rarely. 

b) Monitoring and evaluation 

We discussed w ith the participants what they did to monitor any changes resulting from their food 

access work, and whether and how they could tell if they were making a difference. 



Several peop le in a variety of settings said that they did no forma l monitor ing of t heir food access 

work. We heard this comme nt partic ularly in Argyll and Bute, perhaps because more of the 

respondents t here did not have foo d access as a core responsibility. Mo nitoring and evaluati on that 

di d take place were of several different kinds: 

• Large funding bodies: t here was generally a requiremen t to report back to funders, such as 

BLF. This meant that projects such as this, whilst not necessarily monitoring people's dietary 

behaviour for example, had a requirement to monitor progress against agreed outcomes. 

• Smaller scale initiatives: some initiatives devoted time to the evaluation process, e.g. the 'Big 

Challenge' in Campbeltown and a healthy lunch box initiative in Lochgilphead. It would be 

valuable to have more well-documented pilot or demonstration projects, but it would be difficult 

for every small initiative with many competing responsibilities to be systematically evaluated. 

• Mainstream services: some did or could provide evidence for monitoring dietary changes. 

The most obvious example was the school meals service. Whilst overall uptake and the level 

of free school meals were always recorded, it appeared that people were only beginning to 

look at monitoring the type of food that was chosen for purely internal management and 

ordering purposes. 

In all settings, it is almost impossible to monitor broader impacts on people's diet and related health 

indicator s such as their weight, except as part of systematic research with the permission of those 

participating . The new GP's contract, however, will be an incentive for closer monitoring in public 

health settings now, and the introduction of health issues into the criteria for school inspections may 

also encourage wider monitoring, such as Hungry for Success 101
• 

Many agencies and processes such as the community plans and BLF projects are increasingly adopt ing 

the 'LEAP' framework - Learning, Evaluation and Plann ing for Health '" . This gu ides individual s to focus 

on and think ahead about how monitoring and evaluation can be an integr al part of their practice. 

People may not have systematically recorded the changes they saw as a result of improv ing access 

to healthy food, but many were able to describe them. There were signs of increasing uptake of 

healthy options provided in school sett ing s: 

"Even in secondary (schools), there is an uptake in the number taking school meals. 

We give them homemade soup and they love it." (Campbeltown FUSIONS) 

and in community settings: 

"There is an increase in people coming in for baked potato and salads. We used to get 

two or three a week. Now we get at least five a day." (Craigend Resource Centre) 

"Family learning nights used to have sandwiches. Now they cook and sit down at the table 

together to eat it." (Adult Learning, Inverclyde) 
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There was evidence of influence on wider behaviour, with children choosing healthier snacks, and of 

children influencing parents to give them different packed lunches, or changing their shopping behaviour: 

"I've been stopped in the supermarket, and the parents are saying that children are 

demanding more healthy food." (School Nurse, Campbeltown) 

Nurses in particu lar cou ld monitor related changes in health status, such as body mass index, oral 

health etc. Several people also reported their observations of w ider positive effects of changes in 

diet, particularly on school performance: 

"Schools will only give the kids tests to do on a breakfast club day. 11 

(Integrated Community Schools, Inverclyde) 

The test imon y of a drugs rehab ilitat ion group in Inverclyde about the effect of improving diet on 

their clients was particu larly str iking: 

"Over the weeks they start to feel a bit better due to the better diet. This improves their mental 

state as physically they stop looking like an addict. ... We have had some who have been 

transformed. They have gone through the first thirty years eating huge amounts of sugar and 

caffeine. They then go back and change their families. 11 

c) Sustainability 

Most of the current funding allocated to projects expired by the end of 2005 /06 or earlier. 

Considering this, will current work prove sustainable? 

A considerable proportion of food access work was carried out by ind ividual s as part of their 

mainstream roles and therefore this work was likely to be sustained without major and expensive 

investment. It was possible that the cost of provid ing and making healthier food could be absorbed 

to some extent, such as in the case of projects like Treetops and Craigend Fruit Barra. 

If good practice is to continue to spread, there wil l be a long term need for small scale funding to 

help situations where healthier options are genuine ly more expe nsive or where the process of 

getting peop le accustomed to them is potentially wasteful. 

The existence of projects that can spread ideas, demonstrate good pract ice, and offer practical 

support is impo rtant in ensuring that there is more active involvement in food and health 

promot ion. In t his sense, the role of BLF in supporting Hll s and other projects in Argy ll and Clyde 

was cruc ial. Though BLF was a relat ively long-term funder, the NHS and partners will very soon have 

to beg in thi nking about the longer term place of community food and health work w ithin local 

prior ities. In Inverclyde, commun ity regenerat ion funding w ill become increasing ly impo rtant . 

It was fe lt t hat pr ior ity needed to be d irected at wo rk that stimulated good practice and cont inu ing 

commitme nt from all sectors, and d id not take responsib ility for pro moting food access away from 



mainstream services and groups: 

"When 5tepwell In funding runs out, we will still be here and we need to be able to carry on. 11 

(Adult Learning, Inverclyde) 

One source of support whose future was a concern for some respondents was the sustainability of 

Scott ish Executive funding for Hungry For Success 101 and Fruit in Schools. The main concern around 

Fruit in Schools was about restrictions on its availability to all pre-five groups. 

There were several who hoped that the promotion of a health ier diet can become part of the 

curriculum in schoo ls, or become part of mainstream practice in other ways. This work w ill still need 

support from small scale fund ing, and access to expe rt ise and ideas. 

"Ideas eventually become mainstream. The development workers will withdraw and the schools 

themselves will take on the role." (Int egrat ed Community Schools, Inverclyde) 

11
/ don't agree that this will happen [that a healthi er diet can become part of the curriculum]. 

Someone will be needed to keep an eye on the guidelines." (Education, Inverclyde) 

It shou ld also be noted that much of the effort recorded here depended on the cont inuing efforts 

of a hidden workforce of vo lunteers in play groups , t uck shops, commun ity centres etc. Their roles 

should not be undervalued in supporting action around food and diet. Sustainabi lity therefore partly 

depends on an infrastructure that suppor ts commu nity engagement and invo lvement. 

6.2 STRENGTHS, WEAKNESSES AND BARRIERS OF THE CURRENT SYSTEM 

There is an ever increasing amount of w ork being undertaken by many diff erent indi viduals and 

agencies aimed at raising awa reness and increasing access to a healthy d iet. We discussed w ith 

respondents w hat t hey fe lt we re the main strength s and weaknesses of t he curr ent appr oaches: 

a) Strengths 

Who was involved in delivering food and health activity: 

• Public Health Nurses saw the promotion of a healthy diet as an integral part of their 

professional practice 

• Health Visitors had opportunity, through contact with parents of newborn children, to 

improve childhood nutrition, in particular wean ing practices 

• Respondent s were generally aware that they can get advice and support from NHS 

colleagues , in particular Health Promotion specialists, Nutritionists and Dietitians 

• Hlls were generally hubs of act ivity in their areas and were able to be more flex ible in the 

projects that they promote and sett ings in which they worked than other agencies 

• Many pre-5 groups saw the importance of promot ing healthy eating 
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• The focus of much work upon schools, especially primary schools, was appropriate given the 

influence on young people at this formative stage 

• Commitment to develop Health Promoting Schools is influential and the teams promoting 

Integrated Community Schools played a significant role, including access to small scale funding 

• Some adult educators and youth workers had carried out food-related work, especially with 

special needs groups 

• Some community centres provided food for significant numbers of people, and have tried to 

improve the choice and balance of healthy food provided 

• There were several successful examples of work focused on particular vulnerable or 

disadvantaged groups, often supported by voluntary organisations 

• Several specialist support workers and agencies promoted food access in Inverclyde 

• The role of the Community Nutritionist in Inverclyde allowed a wide range of innovative 

work on food 

• Inverclyde had a core of voluntary and community groups that played an active and 

inno vat ive ro le in develop ing access to food 

• In Argy ll and Bute more initiatives appeared to be 'owned' by local champions 

• A wide variety of voluntary groups figured as partners in other people's projects in Argyll and Bute. 

How work was planned and organised: 

• There was a high awareness that healthy food is highl ighted in national policy and is the 

subject of much campaigning and debate. Many also saw diet in a broad context and its 

links to other issues, such as physical activity 

• Several indiv iduals felt that health messages were getting through from national campaigns 

such as the Healthy Living campaign 

• Partnerships with parents and pupils were being developed in some schools 

• Much food access work was sustained without expensive interventions and was carried out 

as part of existing mainstream roles 

• In several areas, there were prom ising examples of services being delivered with flexibility 

and co-ordination 

• Availabil ity of resources wh ich enabled ind ivid uals to realise w hat is possible, and helped 

them to get started was a part icular strength in Inverc lyde 

• Inverclyde was a relat ively 'partne rship rich' environment. There were mu ltiple links between 

several agencies w ith a specialist interest in healthy living, particularly in school settings. 

They had good links with key staff in the NHS 

• The Inverclyde Regenerat ion Outcome Agreement emphas ises ' ... improved access, awareness 

and affordab ili ty of healthy eating' . It offers the Hungry For Success Strategy Group a wider 

role in imp rov ing food access in other settings 

• Argy ll and Bute Food and Health Strategy Group prov ided a key link between the Local 

Authority and NHS staff, as we ll as linking food access work to commun ity plann ing, and 

made the lin k to nat iona l progra mmes exp licit. It also challenged organisat ions at a senior 

level to addr ess the issues, and worked d irect ly w it h local Hll s to provide a link to po licy that 

is recogn ised and valued 

• In Argy ll and Bute the existence of an act ive Health Imp roveme nt Off icer appeared important 

in prom ot ing collaboration and stimul atin g new init iat ives around food and health. 



The approaches taken: 

• An informal community development approach was evident, in the wide range of 

community and voluntary activity, especially in Inverclyde, and in the close partnership 

working between schools, nurses and parents in many parts of Argyll and Bute 

• Programmes that tried to stimulate a two -way process between parents and children were 

beginning to develop . Community learning workers may also be able to promote family 

learning activities 

• Changes inspired by Hungry For Success 101 may positively influence, directly or indirectly, 

other Local Authority catering services and also pre-5 groups run by or in partnership with 

Local Authorities 

• Food provision and nutrition education supported by the respondents seemed to be soundly 

based upon promoting the principles of a balanced diet 

• Respondents were attempting to improve skills in a wide variety of settings, through formal 

and informal training, demonstrations and simply involv ing people in day-to-day food 

preparation 

• There were many attempts to get participants to try new tastes and combinations of food 

• Links to other aspects of health was an important theme of many individual's work 

• Individuals involved in healthy eating initiatives generally saw their skills and knowledge 

about food as adequate 

• There were a few examples where vouchers for the purchase of fruit and vegetables at a local 

shop had been provided , illustrating partnership working and development of new ideas 

between different sectors 

• The public health nursing team had incorporated group work and general promotional work 

at community events into their practice 

• Some voluntary organisations had actively gone out and influen ced public agencies, for 

example by selling fruit and vegetables in health centres. 

Some aspects of the general context: 

• Many respondents were able to describe the changes they saw as a result of improving 

access to healthy food, including increased uptake of healthy options in school and 

community settings and evidence of influence on wider behaviour 

• There were signs of changing attitudes, for example young children acquiring a new taste for 

fruit in nurseries and schools and influencing their parents in turn 

• Strongly committed organisations, such as some nurseries and SIP funded resource centres, 

managed to find extra funds for healthy eating initiatives from their own resources despite 

not qualifying for resources. An example given was where a nursery did not qualify for 

funding as part of the Scottish Executive Free Fruit Initiative 

• Some projects appeared to be almost unique, for example Craigend Resource Centre Fruit 

Barra, in providing fruit and vegetables to individuals in a variety of other settings 

• In Argyll and Bute it was believed that a relatively high quality of food was provided in 

schools and traditional cooking skills in the community had survived 

• Individuals in rural areas often were able to grow vegetables at home . 

C 

E 
u 

IJ) 
CJ; 
u 
u 
a 

-0 
0 
0 

'--

59 



--+--
E 
E 
0 
u 
C: ·-
a., 
v 
v 

-0 
0 
0 

60 

b) Weaknesses 

Involvement of agencies: 

• Work on food and health was perhaps too focused upon school settings 

• There was a great variation in the extent to which schools had a health co-ordinator who 

was making an impact 

• Some apparently promising youth initiatives were not sustained 

• Voluntary pre-5 groups who were not recognised by Local Authority partners had less 

support from the Hungry For Success 101 agenda 

• Employees in Social Work depa rtments did not appear to be active in promoting food and 

health, even t hough they were in contact with some of the most disadvantaged sections of 

the population, and support many services to the elderly 

• Few community learning and development workers in Inverclyde seemed to have taken a 

strong interest in food as a priority issue 

• Inverclyde schools perhaps relied on support and initiatives from others, rather than taking 

the ir own initia tives 

• Opinions varied, particularly in Inverclyde, about the im pact that Hungry For Success 101 has 

had; it was felt little had yet changed in secondary schools 

• Argyll and Bute lacked a core of vo luntary and community groups that had played an active 

and innov ative role in developing access to food 

• Even with new appointments, Argyll and Bute will not have anyone specialising pu rely in a 

Community Nutritionist role. 

The approaches taken: 

• Most respondents claimed to be trying to address many health issues at once, and only one 

respondent identified a single issue as their focus. This could be seen as showing an awareness 

of the context of their work and the interactions between various issues. However, it could also 

mean that sometimes, small scale initiatives were trying to deal with very ambitious agendas 

• The community development approach was rarely explicitly articulated 

• Actual efforts to influence people's shopping habits, including their understanding of 

nutritional information, were also largely indirect 

• A focus on complicated projects may have diverted the attention of Hlls from spreading 

health messages in the community 

• Cost and affordab ility were being addressed by a minority, and mostly very ind irectly . There 

is a need for new practical ideas, or the revival of old ones e.g. food co-operatives, which 

appeared to be completely absent, despite being active in neighbouring Renfrewshire 

• Relatively little work aimed at influencing diet was done with elderly groups, especially in 

Argyll and Bute 

• Hlls such as in Bute have had some poor experiences in obtaining a sufficient response to 

closely targeted initiatives for school leavers, sing le parents and homeless people. It was 

perhaps difficult to target such needs effectively in the restricted area of an island or remote 

community, and access to specialist professional resources and groups may have been harder 

to obtain in some parts of Argyll and Bute. 



How work was planned and organised: 

• Scottish Executive funding to assist with the implementation of specific programmes such as 

Hungry for Success 10 1 and Fruit in Schools were important, however this lacked the flexibility 

to support varied or innovative approaches 

• Several individuals in a variety of settings said that they did no formal monitoring of their 

food access work 

• In Inverclyde there appeared a lack of strategic leadership on action on food 

• Partnerships with wider agencies may not have been as widely developed in Argyll and Bute, 

as support from specialist professionals and groups may have been harder to access. Food 

access work may therefore have been more reliant on a local school or group taking their 

own initiative 

• There appeared to have been little focus upon healthy eating in relation to social inclusion in 

Argyll and Bute, and funding appeared limited 

• Almost no groups or agencies went beyond provision within their own centres in order to 

make fruit and vegetables (or healthy meals) available to people in a variety of other settings 

• Few respondents felt able to do much to influence what was available in local shops through 

their own work. 

c) Barriers 

Whilst there is an ever increasing amount of work being undertaken by many different individuals 

and agencies aimed at raising awareness and increasing access to a healthy diet, we have identified 

barriers that individuals encountered in taking their work forward. We discussed with respondents 

what they felt were the social and economic barriers to achieving a healthy diet, as well as the more 

practical barriers experienced in their work: 

Social and economic barriers: 

Affordability: 

• Many practical examples of poverty and its effects on food choices were given 

• Perceptions about the cost of a healthy diet were identified, and may be crucial to explore 

further. In Inverclyde, groups debated whether a healthy diet was in fact more expensive 

• Food costs were higher in Argyll and Bute, especially in remoter areas. This applied 

particularly to healthier options such as fruit and vegetables 

• There was a general problem of the use of less healthy, often processed meals regardless of 

income, often because people were too busy to devote time to food preparat ion. 

Availability: 

• Small shops in remote areas had limited fruit and vegetables 

• Local food was rarely available in local shops 

• Small retailers, such as corner shops and reta il vans in Inverclyde, had inadequate provis ion 

• In Argyll and Bute, the choice of food in major supermarkets was fe lt to be poorer than in 

equivalent stores in urban areas 
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• There was an issue of local food retailers not being able to meet the needs of the local 

commun ity, particu larly during th e tourist season. This was hig hlighted in part icu lar on the 

island of Mull 

• The availability of experienced dem onstrator s, fo r example those offered by the HLI in 

Inverclyde or James Watt College can be crucial, and appears to be lacking in Argyll and 

Bute. 

Knowledge and Understanding: 

• Gaps were identified, ranging from basic unfamiliarity with some foods to a lack of 

understanding of a balanced diet 

• Respondents reported that many individuals were trying to follow a plethora of misleading 

and conflicting information about new d iets 

• Several respondents were sceptica l about whether people put into pract ice their knowledge 

and principles on healthy eating. 

Skills: 

• Concerns were expressed that individuals had lost food preparation skills, and that these 

were therefore not being passed on through the generations 

• Some reported that young ch ildren starting school were unable to eat food using a knife 

and fork 

• The extent of skills shortage was observed in Inverclyde where the Local Authority reported 

difficulty in recruiting people with appropriate skills for catering jobs. 

Attitudes: 

• Respondents identified that there was a tendency to opt for food that can be easily prepared 

and/or eaten based on conven ience 

• Within some families, the attitudes towards feeding bab ies and young ch ildren were 

inconsistent w ith current advice around healthy eating 

• Resistance to trying new foods with d iffere nt tastes and textures has been encountered 

• Some respondents said that teenagers, especially boys, were particularly difficult to interest 

in food when compared to other health issues. 

Practical barriers: 

• Cooking facilities may have been inadequ ate for training or demonstration purpo ses. For 

example staff may have been restricted from using them on the grounds of health and 

safety, and community use of school kitchen facilities may have been restricted by availabili ty 

or public reluctance 

• Funding may be only available in the short term 

• Many food access initiatives were small in scale and suppo rted by individual s with other 

competing responsibilities. It would therefore be unrealistic for them all to be systematically 

monitored and evaluated 

• Monitoring changes in the dietary intak e and health status of individu als or groups can be 

difficult 



• It is d iffi cult to mo unt in iti atives closely targeted on special needs in the restr icted area of an 

island or remote comm unity 

• Some projects such as communit y garden s and cafes may have been set up ind ependentl y 

of more established comm unity centres . Whi lst the se may serve a purpose, they may reach 

relatively few people and thus be hard to sustain 

• In Argyll and Bute geograp hy made it mo re diff icult to access special ist suppor t from a 

central po int 

• It appea rs hard to ident ify resources in t he islands and remoter commun it ies fo r community 

learn ing and development work, at least on specialist top ics such as food . 

6.3 OPPORTUNITIES TO CONSIDER FOR FUTURE WORK 

The fo llow ing opportunities for cons ide rat ion are grouped under the broad recom mendat ion 

headings stated at the start of t his report. Comme nts fr om respondents ind icate t hat t he level of 

act ivity to im prove access to food has not reached its f ull potent ial. In some cases th e lack of 

init iatives that were known to those active in the f ield, or the lack of response from sectors that we 

surveyed, led to the conclus ion that act ivity is lim ited. 

Food and health policy, and partnership working: 

• In spite of the exist ing act ive ro le of many vo luntary and com mun ity g roups, t here are many 

more that could potent ially be do ing more on food issues. For example, t he local Council s 

for Voluntary Service and Social Work departm ents did not appear to have g iven t hese issues 

any specific attent ion 

• The crucial role of activ e partn erships wi t h people in communities must be emph asised and 

developed, inclu d ing parents in schools, and pupils t hemselves, w ho are involv ed in health 

gro ups in some school s 

• The con t inued contribu t ions of volunteers to support health improvement work must be 

recog nised and sustained 

• Food access work should be a clear priority for community planning partners 

• Inverclyde needs to develop a more effective interagency strategy group with clear links to 

community planning 

• Inverclyde's Healt h Improvement Officer may acquire new importance when reappointed in 

a new department 

• Those involved in food access in Inverclyde who are linked to current partnerships , could 

potentially support work of other s 

• Continued work by the Argyll and Bute Strategy Group should lead to a growth in practical 

partnership work 

• The potential role of Campbeltown's HLI may emerge mor e clearly following staff changes 

• Youth workers, adult and community educators and community workers have opportunities to 

influence the food available at venues and activities, or to work on knowledge, skills and other issues 

• The NHS will have to consider the long -term place of community health work within its own 

priorities 
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• The National Challenge Plan '2, accompanied by the Local Challenge Plan 102 recognises the 

need to improve access and remove barriers 

• The Scottish Framework for Nursing in Schools " 0 should enhance the opportunity for 

innovative partnerships 

• The commitment to develop Health Promoting Schools is crucial. 

Awareness raising, skills development and resources: 

• Programmes that try to stimulate a two-way learning process between parents and children 

could be encouraged 

• Healthy eating is an issue that can be raised in a youth work setting, although attempts to 

date have been limited 

• There may be a need to raise the skills and awareness of all the people who may be involved 

in purchasing or preparing food in community settings, or able to influence people's tastes 

and choices: e.g. home helps, youth workers, staff and volunteers in community centres, 

lunch clubs and playgroups 

• A limited amount of very basic training could be influential, to make the public more aware 

of and interested in healthy eating 

• There is a need to train individuals who work with the elderly and voluntary elderly groups in 

the provision of a balanced diet and its value in prolonging active life. As well as people who 

provide lunches and other community activities, this may need to include home helps or 

other services that may shop for the housebound 

• Community Nurses had an important role particularly with the vulnerable elderly, and Local 

Authorities and other agencies need to consider the standard of meals supplied at home or 

in residential settings to such individuals 

• Mainstream Home Economics teaching in secondary schools and catering training in colleges 

could probably do more to steer students towards healthy and economical options, in order 

to spread good practice more widely in society. Home Economics teaching could also be 

reviewed to see if it is tackling the basic skill deficits that exist 

• Support from Community Development Workers or specialised projects has not traditionally 

been available within the NHS, but the Hlls may change this 

• Funding was mostly provided on a very short-term basis, and to many, the allocation of 

relatively small sums to support innovative work was important, rather than support from 

major national funders 

• There will be a long term need for relatively small scale funding to help people in situations 

where healthier options are genuinely more expensive or where the process of getting 

people accustomed to them is risky and potentially wasteful 

• An effective co-ordination role for health improvement work within Inverclyde Local 

Authority needs to be revived 

• Ways need to be found in Argyll and Bute (despite geographical difficulties) to provide the 

incentive to work in new settings that specialist staff and projects may already provide in 

Inverclyde. Perhaps the three Hlls could co-operate or extend their role 

• The priority must be work that stimulates good practice and continuing commitment from 

all sectors, and does not take responsibi lity for promoting food access away from mainstream 

services and groups. 



Evaluation and monitoring of current activity: 

• Monitoring of the type of food that people choose, in school meals or other settings, should 

be encouraged 

• It would be valuable to have more well documented pilot or demonstration projects. 

Communication: 

• Promotion of lessons from good practice and successful examples may help individuals who 

are not presently doing anything to promote access to healthy food to overcome their belief 

that they cannot change anything. 
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7. conclusion - what this means 
for the future s4stem 
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A HEALTH FOR ALL CHILDREN 4 NUTRITIONAL GUIDANCE 

The following table shows the guidance for childhood nutrition within Health for All Children 4 38
, 

Although not a food and health policy exclusively, nutrition features as a key part of the policy. 

Childhood stage Guidance 

0-1 years 
Exclusive breastfeeding for 4-6 months should be encouraged, however 

all mothers should be supported in their choice of feeding 

Infant 
Awareness of the link between weaning and oral health will be tackled 

with an NHS Health Scotland leaflet for parents 

Pre-school centres should play a significant role in encouraging the 

Infant / Primary consumption of healthy alternatives to high fat and sugar foods, and 

encourage fruit and vegetable intake 

Encourage healthy choices in school -age children in and outwith school. 

Primary/ Secondary 
This is being done through Hungry For Success 101 nutrition standards for 

school meals, and establishments of breakfast clubs, healthy tuck shops 

etc. 



B A SUMMARY OF LOCAL PLANS 

A summa ry of some main health improvement priorities of East Renfrewshire 112,m, Renfrewshire 114
-
115 

and West Dunbarto nshire 116 taken from local plans: 

East Renfrewshire 

Renfrewshire 

Promote health awareness and healthier lifestyles (nutrition) by: 
• promote healthy eating for chil dren 

• imp lement and monitor SOAP 2 

• evaluate breakfast clubs 

• support SHAW 

• support for breastfeeding at home and work 

• improve health of vu lnerable groups - indicated by % mothe rs 

breastfeed ing at 6-8 weeks and % of low birth we ight babies. 

Encourage and support healthy lifestyles by: 
• increase consumption of fruit and vegetables, especially children, to 

reach the nationa l target 

• reduce the % of low birth we ight bab ies 

• deaths from CHD, stroke and cancer to meet nationa l targets. 

Local objectives using age-specific groups include: 
• Early years - support pre-5 nutritional guide lines implementation ; 

support Hung ry For Success 101
; roll -out Eat we ll to play well; free 

fruit in nurseries; support NHS Argy ll and Clyde Breastfeed ing 

Strategy and Action Plan 80 imp lementat ion 

• Teenage transition - practical demonstrations on healthy eating in 

schoo ls; encourage carers to cook and discuss healthy eating 

• Adu lts of work ing age - develop pesticide-free vegetab le gardens in 

SIP areas 

• Ad ults in later life - im prov e nutr it ional conte nt of food in Local 

Auth ori ty care homes 

• Workplace - Suppo rt SHAW 

• Commu nity empowe rment - disseminat ion of thi s report to all key 

stakeholder s. 

Local objectives using age-specific groups include: 
• Early years - increase breastfeedin g; support parent s to promote 

healthier choices for children 

• Youth transit ion - Support youn g people who have a more 

ind ependent life to chose a healthy diet by givin g access to 

inform ation , advice and suppor t about healthy eating; suppor t 

West Dunbarton shire youth wo rk interventions to address inequalities in diet 

• Workpl ace - employees have access to inform ation and advice; 

impr ove food choic es in eatin g venues 

• Older people - tackle poverty in relation to diet and nut rition ; 

promote involvem ent in community based nutri t ion initiatives 

• Communi t ies - develop food poverty plan; increase breastfeeding 

rates; implem ent Hun g ry For Success 101
• 
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C POSTAL SURVEY 

We are interested in what you are doing to improve access to affordable, healthy food for the people 

you work with, or for the public in general. Please describe any activity that has this as its main aim, 

or where it is an important additional outcome. If you need to describe several activities with very 

different purposes, types of people, or funding etc, please make copies of this schedule and use a 

separate one for each activity. Additional copies can be supplied. 

Name .......... ......... .................................. ........................................ . 

Position .......... ..... ..................... ............ ........ ............................ . 

Organ isation ........ ............................................................................ . 

Short name for activ ity ............. ...... ..................... ..... ........................ . 

Descript ion .................... ... .......................... ..... ... ... ..................... .. . 

Geographical area(s) covered 

Location(s) (e.g. schoo l, hom e) ........... .......... ........... ................ ........ .. . 

Number of staff involv ed .... ............. ..... ......... ........ ....... . 



Wh ich of these groups are you wo rking w ith? (p lease tick all that apply) 

Pre-5 children D 

Secondary School pupils D 

Primary School pupil s D 

Adult populat ion D 

Young people (appro ximate age range ............. ....... ...... ........ ) 

O lder people • NHS patients 

Other specific groups (please list) 

• 
• 

Which of these aspects of access to food are you t rying to influe nce? (please t ick all that apply) 

Availabi lity of healthy food 

Know ledge/unde rstand ing 

Cost/affordabi lity 

Att it udes to food 

• 
• 

Skills 

• 
• 
• Other ........... ............ ..... .. . 

When did your organisation star t t his act ivity ? ............ ............ ..... ..... . . 

Do you receive additi onal or external funding for all or part of the costs? 

No • Yes D 

(If YES: please specify source of funds .... ........ .... ...... .......... ........... ... . . 

and w hen current funding will end ..... ..... .... ................ ........ ...... ...... .. ) 
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What other partners, if any, are involved? (Please list organisations/ agencies and state who is 

directly involved e.g. nurses, teachers, volunteers etc) 

Orga nisat ion : ......................... ............. . People: ...................... ..... ..... . 

Organi sation : ........... .............. ............. . People: ...... .... ...................... . 

Organ isat ion: ............ ............ ..... . People: .................... .......... .. . 

Organisati on: ........... .................. . People: ......... .... ................... . 

Organisation : ........... ............. .. . Peop le: ......... ................. ...... . 

Approximatel y how many people have you wo rked wi t h or reached throu gh thi s activity in 2004? 

(Please tick one) 

1-25 • 
1001-5000 • 

26-50 • 100 • 101-500 • 
5000+ • 

501-1000 • 
Unknown D 

Of all the peop le that you could potentially work with, what percentage have you actually reached? 

(we are not asking you to judge your success in influencing them) (Please tick one) 

All • More than 50% D Appro ximately 1 0-50% • 
Less than 1 0% D Impossible to say D 

Any other comments? 

NHS Argyll and Clyde may make this inform ation available in a Directory. If you do NOT wish your 

answers to be used in this way, please tick here. D 

Thank you very much for your co-operation. 



D RESPONSE RATES TO POSTAL SURVEY AND FOCUS GROUPS 

Survey response rates quoted were calculated on the following basis: 

• people who made multiple responses were counted as making one response only (though all 

responses were used in the analyses elsewhere in this report) 

• the total number of possible responses has been: 

:) increased to add a very few people who made responses after receiving a copy schedule 

from a colleague 

:) decreased to remove a very few people who were exp licit ly covered by a response from a 

colleague 

• some surveys were sent to members of NHS Argyll and Clyde Public Health Directorate, but 

none thought it was app ropr iate to respond . They are excluded from t he calculation entirel y. 

On this basis, response rates from individuals were as follows: 

Overall 

Inverclyde 

Argy ll and Bute 

55/163 = 33.7% 

24/90 = 26. 7% 

31 /73 = 42.5% 

Original NHS Argyll and Clyde contact list only: 

Overall 34/75 = 45.3% 

Inverclyde 

Argyl l and Bute 

Added contacts: 

Overall 

Inverclyde 

Argyll and Bute 

15/33 = 45. 5% 

19/42 = 45 .2% 

21 / 88 = 23 .9% 

9/57 = 15.8% 

12/31 = 38.7% 

Invitations to group discussions went to the majority of those who received the postal survey. Some 

additional people working in the same health centres etc. were invited, particularly in Argyll and 

Bute where the numbers available to be invited in some localities were small. Turnout to the 

discussions was as follows (the Inverclyde figures include a few from NHS Argyll and Clyde Public 

Health Directorate who were invited): 

Invited / additional 153, attended 44 

Inverclyde : 25/85 

Argyll and Bute: 19/68 

= 29% 

=29% 

=28 % 
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