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Improvements in health mean people are living longer; average life expectancy is 

now 75 years for men and 80 years for women. Scotland’s 2011 census (National 

Records of Scotland 2013) shows that, for the first time, there are more people aged 

over 65 than there are under 15. By 2035, figures predict an 80% increase in the 

proportion of people in Scotland who are aged over 75 (National Records of 

Scotland 2012). 

 

The population of NHS Greater Glasgow and Clyde (NHSGGC) is also ageing. By 

2035, NHSGGC will experience a decline in the number of children under 16 years 

of age and a significant rise in number of adults over 75 years of age (see Figures 

3.1 and 3.2). 
 
Figure 3.1: NHSGGC 2010 population profile by sex and age group 
(Source: National Records of Scotland (NRS) (2012)) 
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Figure 3.2: NHSGGC 2035 projected population profile by sex and age group 
(Source: National Records of Scotland (2012)) 
 

 
 
 

The challenges of ageing, poverty and health  
By 2035, the predicted number of NHSGGC residents who are over 65 years will 

increase by over 50%. This compares to over 60% for Scotland as a whole (see 

Table 3.1). The predicted population change is lower in NHSGGC because poverty 
continues to be significant driver of premature ill health and premature mortality (see 

Figure 3.3). 
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Table 3.1: NHSGGC population projections of over 65 by CH(C)P 
(Source:  National Records of Scotland (2012)) 
 

 
Area 

2010 
population 

(thousands) 

2035 
population 
(thousand) 

Increase 
(thousands) 

% 
increase 

SCOTLAND 879.5 1430.6 551.1 62.7 
East Renfrewshire 16.1 25.5 9.4 58.5 
East Dunbartonshire 19.8 30.7 10.9 54.8 
Renfrewshire 28.4 43.7 15.3 53.9 
West Dunbartonshire 14.9 22.7 7.8 52.0 
Greater Glasgow & Clyde 186.2 281.4 95.2 51.1 
Glasgow City 80.9 118.4 37.6 46.5 
Inverclyde 14.4 20.5 6.0 41.8 
 

Figure 3.3: Deprivation and life expectancy in Scotland  
(Source: Audit Scotland (2012)) 
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Poor health and unfavourable health-related lifestyles are clustered within certain 

population subgroups, particularly among those living in our most deprived areas. 

Thirty six percent of our population under 75 years of age live in the most deprived 

SIMD quintile but account for over half (54%) of all NHSGGC’s premature deaths 

(see Figure 3.4).  

 

Figure 3.4: Distribution of NHSGGC population aged <75 vs premature deaths, 
by SIMD quintile. (Source: National Records of Scotland (2009) to 2011, SAPE 
2010: supplied by NHSGGC Information Services) 
 

 
 
As the population ages, the prevalence of morbidity (the presence of disease or 

medical conditions) and multiple morbidity (where an individual has two or more 

diseases or medical conditions) increases dramatically (Figure 3.5).  However this 

increase in prevalence is also demonstrated with increasing levels of deprivation 

(Figure 3.6).    

 



Chapter 3: Promoting Healthy Ageing Page 5 of 24 
 

Figure 3.5: Prevalence (%) of population with a long term conditions by age. 
(Source: NHSGGC Health & Wellbeing Survey 2011)  
 

 
 
Figure 3.6: Prevalence (%) of population with a long term condition by 
deprivation. (Source NHSGGC Health & Wellbeing Survey 2011) 
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Communities with higher proportions of older people are often less deprived.  Table 

3.2 shows that 60.2% of East Renfrewshire CHCPs populations over 65 years of age 

reside in the least deprived neighbourhoods.   Therefore as both age and deprivation 

are directly associated with higher prevalence of long term conditions, both factors 

must be taken into account when planning services for a healthy ageing population.  

 
 Table 3.2: % Population aged 65 plus by CHCP/Sector & SIMD quintile 

SAPE 2011 (SIMD 2012) 
 

  

1 
(most 

deprived) 2 3 4 

5  
(least 

deprived) 

Glasgow City 52.9 19.3 10.1 9.9 7.8 

NE Glasgow 67.8 13.0 7.7 9.8 1.6 

NW Glasgow 47.9 17.2 10.7 8.8 15.4 

South Glasgow 44.3 26.5 11.5 11.0 6.7 

East Dunbartonshire 2.2 15.7 6.5 17.6 58.1 

East Renfrewshire 5.9 9.3 7.7 16.9 60.2 

Renfrewshire 26.1 17.2 23.1 14.3 19.3 

Inverclyde 41.9 13.6 12.7 19.0 12.8 

West Dunbartonshire 30.4 32.0 23.6 10.1 3.9 

NHSGGC 35.3 18.2 13.4 13.2 19.9 
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The primary purpose of NHSGGC is to enable its population to live longer, healthier 

lives. Two outcome measures show how successful we are in achieving these 

objectives:  

• Life expectancy (LE): an estimate of how long the average person might be 

expected to live; and 

• Healthy life expectancy (HLE): an estimate of how many years they are expected 

to live in a healthy state, free from morbidity.  

 

Average life expectancy in NHSGGC is rising but it is the lowest in Scotland and 

among the lowest in Europe. Male life expectancy at birth among NHSGGC 

residents is 70.8 years. Deaths are considered to be premature when they occur 

before the usual age of death; in Scotland, this is defined as 75. Not only do 

NHSGGC residents have, on average, shorter lives compared with other Scottish 

residents but they also spend more years in ill health. Figure 3.7 shows the size of 

the gap in both life expectancy and healthy life expectancy between NHSGGC and 

other Scottish health boards. 

 

Figure 3.7: Life expectancy (LE) and healthy life expectancy (HLE) at birth by 
NHS Board area in Scotland, males 1999-2003. (Source: ScotPHO/NRS) 
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Figure 3.8 represents the compression of morbidity hypothesis. This hypothesis 

suggests that to reduce premature mortality, public health and health care systems 

should aim to minimise the number of years that a person lives in poor health. This 

would narrow the gap between life expectancy and healthy life expectancy. 

 
Figure 3.8: Compression of morbidity. (Source: Adapted from Fries (2003)) 
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The major causes of chronic disease and morbidity are highly preventable. If risk 

factors such as smoking, obesity and physical inactivity were eliminated, at least 

80% of all new heart disease and type 2 diabetes would be prevented. 70% of new 

stroke cases and 50% of cancers cases would also be prevented. 

 

Although behavioural risk factors are the immediate causes of our increasing burden 

of chronic disease, there are fundamental root causes which shape the extent and 

distribution of long term conditions in NHSGGC. For many individuals, particularly 

those who experience material disadvantage, risk factors often cluster and interact. 

People living in poverty are more likely to maintain risk behaviours for several 

reasons. These include inequality of opportunities, constrained choice of 

consumption patterns, psychosocial stress and cultural norms.  
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Data from the Scottish Health Survey (Bromley et al 2013) show the prevalence of 

risk factors (smoking, alcohol, diet, overweight/obesity, and physical inactivity) to be 

exceptionally high in the Scottish adult population; 97.5% have at least one of these 

behavioural risk factors. Residents of NHSGGC’s most deprived communities have a 

greater than 3-fold increased risk of having multiple (ie four or five) risk factors than 

the least deprived.  

 

Physical activity plays an important part in preventing diseases and conditions which 

are the primary cause of loss of function and independence in later life (Warburton 

2006). Older people can live vigorous and active lives until a much later age than in 

the past. They can continue to be economic and social contributors if they are 

encouraged and supported to do so.  
 
The percentage of adults achieving the recommended levels of physical activity 

declines with age (Bromley et al 2013). Local data (NHSGGC 2013) indicates that 

40% of our population aged 50 and over and 33.2% of those 65 and over achieved 

these recommendations. Table 3.3 shows the number of adults in NHSGGC over 50 

years of age who achieve physical activity recommendations. 

 
Table 3.3: Adults aged over 50 in NHSGGC who meet physical activity targets. 
(Source NHSGGC Health and Wellbeing Survey 2011)  
 

Age 
range 

Number 
meeting target 

Total Sample % meeting 
target 

persons persons persons 

50 to 64 610 1328 45.9% 

50 plus 988 2468 40.0% 

65 plus 378 1140 33.2% 
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Local implementation and Practice 
 

Local policies and frameworks have explicitly defined action to address inequalities 

in health within NHSGGC as a leading priority at the centre of all NHSGGC planning 

and service delivery.  
 

The primary aim of the NHSGGC Anticipatory Care Framework (2011) was to 

prioritise high impact actions for reducing the preventable burden of ill-health 

associated with all Long Term Conditions (LTCs). The framework is underpinned by 

the following three principles: 

• A focus on the risk factors that make the biggest contribution to our total burden 

of disease and to our socially determined inequalities in health status. 

• An integrated spectrum of primary, secondary and tertiary prevention activities is 

explicitly woven throughout all clinical care.  

• Prioritisation of NHS interventions that offer strongest evidence of effectiveness 

in addressing preventable risk factors for long term conditions (LTCs).  

 
The NHSGGC Integrated Prevention for Long Term Conditions report (2012) 
outlined evidence that well integrated primary, secondary and tertiary prevention 

programmes reduce morbidity and the associated impact on both the individual and 

health care systems:  

• Primary prevention: protection of health by measures which eliminate causes 

and determinants of poor health, delivered either at a whole population level or to 

individuals. 

• Secondary prevention (also called screening): a systematic public health 

intervention which involves proactive testing for a disease or risk factor in a 

population with neither signs nor symptoms of the disease being sought, but 

whose members have some characteristic that identifies them as being at risk. 

The rationale for screening requires clear evidence that population health 

outcomes are improved by early detection and treatment.  

• Tertiary prevention: measures intended to reduce or eliminate long term 

impairments, disabilities and complications from established disease. This 

includes interventions intended to prevent or actively manage acute 
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exacerbations of disease, as well as longer term work to maintain health and 

prevent chronic deterioration of an existing LTC over a period of many years. 

 

Keep Well 

Keep Well is now in its sixth year in NHSGGC; the programme has delivered over 

60,000 health checks within our most deprived communities. A Keep Well 

consultation (health check) is intended to identify individuals at particular risk of 

preventable serious ill-health, offering appropriate interventions and initiates 

monitoring and follow-up.  In April 2013, NHSGGC extended the Keep Well eligibility 

age range to 35-64 years of age, and the target population including: 

• Individuals residing in our most deprived communities  

• South Asian ethnic subgroups 

• Black and Afro-Caribbean ethnic subgroups 

• Offenders 

• Gypsy/travellers 

• Homeless individuals 

• Those affected by substance misuse. 

 

At April 2013, 151 GP practices within NHSGGC’s most deprived communities are 

now participating in the programme; approximately 60% of NHSGGC GP practices. 

15,804 health checks were delivered during 2012/13 contract year, exceeding  

NHSGGC’s annual performance target of 13,000 by 21%. Table 3.4 provides a 

breakdown of this activity. 
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Table 3.4: Keep Well health checks 2012/13 
(Source: Keep Well local enhanced service data) 

 

 

Table 3.5 shows the number of new diagnosis of diabetes, coronary heart disease 

and hypertension following patients attending their first keep well health check.   

Despite overall low number of patients with previously undiagnosed conditions, 

NHSGGC Keep Well evaluation clearly evidences high prevalence of individual and 

multiple health behaviour/modifiable risk factors. During 2012/13 contract year, Keep 

Well local enhanced service data showed that 5,160 patients attending a first Keep 

Well health check were classified as a current smoker. 

 
 

2012/13 GP Practice Keep Well Local Enhanced Service (LES) programme 

SIMD Quintile / Carers 

Completed checks 

New 
5yr 
Review 

Total / (%) 

1– Most deprived 10,241 320 10,561(70.0%) 

2 1,593 37 1,630 (10.8%) 

3 1,055 32 1,087 (7.2%) 

4 931 45 976 (6.5%) 

5 – Least deprived 635 21 656 (4.3%) 

Unassigned 181 6 187 (1.2%) 

All  14,636 461 15,097 (100.0%) 

Number identified as a carer  
(sub-set of total figure above) 

1,229 (8.1%) 

Dedicated target group programme health checks (2012/13) 

Number of completed health checks  

Prisons Programme 314 

South Asian Anticipatory Care Pilot (SAAC) 423 

Total Completed Keep Well health checks  
(Keep Well LES, Prisons & SAAC) 

 

15,804 
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Table 3.5: Number of new diagnosis of diabetes, coronary heart disease and 
hypertension (Source: NHSGGC National Indicators Report) 
 
 

Chronic Disease Total Number of first 
health checks 

Number of people with a 
new chronic diagnosis (2) 

Diabetes 14,562 101 (0.69%) 
CHD 14,562 17 (0.12%) 
Hypertension 14,562 180 (1.24%) 
 
 
11,670 referrals to health improvement services were recorded as a result of 

attending a GP practice-based Keep Well health check during 2012/13.  

  
The Keep Well programme aims to explicitly target Scotland’s most deprived 

neighbourhoods by building capacity and systems in general practice to 

systematically address health inequalities.  The programme offers an opportunity to 

tackle health inequalities through integrated primary and secondary prevention for a 

wider gamut of preventable morbidity, rather than a narrow clinical CVD prevention 

programme.. The delivery of the Keep Well health check provides a catalyst for GP 

practice engagement and offers opportunity to engage patients in individual level 

health improvement. However, it is vital the programme aims to strengthen and 

support area level health improvement though integrated working across general 

practices, health improvement teams/services and community/voluntary sector 

services.  

 

The Drumchapel Community Orientated Primary Care (COPC) Pilot — a 

partnership between Drumchapel GP practices, Glasgow City CHP North West 

Sector, Public Health and local community services and organisations — aims to 

strengthen the ability of local general practices to function as a coherent local public 

health programme. It combines the resources available from public health (eg local 

epidemiological profiling, service evaluation etc.) and health improvement (eg 

tailoring services and interventions to align with patients’ needs) with practices’ own 

clinical experience and local knowledge.  
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The NHSGGC Chronic Disease Management (CDM) and Keep Well Enhanced 
Services programme has been developed and redesigned to ensure that the 

programme is fully aligned to need. New primary care consultation support templates 

have been developed to support person centred consultations to engender the 

confidence, motivation and ability of patients and healthcare professionals to make 

healthy choices and obtain the appropriate follow-up services and support. In 

addition, new health behaviour and life circumstances templates have been 

developed to now include routine enquiry including health behaviours and social 

issues relating to financial inclusion, employability, literacy and caring within all CDM 

and Keep Well consultations.   

  

NHSGGC works in partnership to fund financial inclusion services across the 

health board area. These services offer free and impartial advice to residents of  

NHSGGC on a range of financial issues including financial capability, welfare and 

debt advice. Services operate across community settings and within NHS Acute 

hospital settings. A total of 2,544 referrals were made to Glasgow City acute hospital 

financial inclusion services between 1st April 2012 and 31st March 2013.  Of these 

referrals, a total of 1,751 were people over the age of 55 years. In the first quarter of 

2013 the service received a total of 642 referrals, of which 458 were over the age of 

55 years. During 2012/13, over 400 individuals were referred to community financial 

inclusion services as a direct result of attending a Keep Well health check.    

 
East Dunbartonshire Older People’s Income Maximisation Programme — a 

partnership between East Dunbartonshire CHP and East Dunbartonshire Citizens 

Advice Bureau —provides advice, signposting and direct support on a range of 

financial related issues, including benefits advice, money advice, and housing.  In 

2012 East Dunbartonshire Citizens Advice Bureau (CAB) reported that the financial 

gain for those referred to the programme was £193,948.00. This figure has been 

surpassed in the first quarter of 2013. 
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East Dunbartonshire Older People Access Line (OPAL) is a telephone helpline 

for older people and their carers operated by the local Citizens Advice Bureau and 

Caertas Advocacy. The service assists anyone concerned about issues that affect 

older people by providing a single gateway to voluntary sector services. An integral 

part of the programme is to the build capacity of existing voluntary organisations, as 

well as identifying service gaps. Referrals have been received from Social Work, 

NHS including GPs; and Care and Repair as well as self-referrals. In the first six 

months of the service, 142 clients accessed the service, 42 of these consultations 

related to financial advice and information.  

 
Generations Together (Glasgow City South Sector) originated from the Shaping the 

Choreography of Care Project that involved the Institute of Research and Innovation 

in Social Services (IRISS), the School of Art, social work, NHSGGC and others. 

Generations Together aims to develop strategies and actions for the future support 

for older people’s wellbeing, including intergenerational working. To date, NHSGGC 

and IRISS have been working with a primary school in the Gorbals to develop a 

series of intergenerational projects to improve perceptions and challenge 

stereotypes. Projects are co-produced by the participants.  

 

Silver Deal Active Programme is a partnership initiative between Glasgow Housing 

Association, Glasgow Life and NHSGGC. The programme aims to encourage older 

adults to be more active, more often. In addition to physical activity sessions, Silver 

Deal Active also provides an arts programme encouraging social interaction amongst 

the target audience, improving positive mental health and wellbeing. Following the 

success of the programme in Glasgow, NHSGGC has provided funding to establish 

similar programmes across the board area. 
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Still Game in East Renfrewshire is a national programme promoted by the Scottish 

Premier League Trust. This programme offers people over 60 years the opportunity 

to participate in a short programme of weekly activity sessions at St Mirren Football 

Club. East Renfrewshire CH(C)P supported the programme in a unique way by 

deploying a community health development worker to target older adults who are 

less likely to engage in physical activity opportunities. Initial findings from Still Game 

programme suggest participants experienced increased confidence levels, higher 

levels of community participation and reported health and wellbeing benefits. There 

was increased co-production of service design and delivery. 

 

Revive (Glasgow City South Sector) is a 10 week programme for over 50s. It 

comprises taster sessions of locally available activities such as exercise, arts and 

crafts, various health talks and a museum visit. It has been run in four areas across 

the south so far. It will be adapted for sheltered housing and/or care homes.  

 

The supported home exercise programme led by the community falls team is an 

18-month project aiming to implement and evaluate new models of care. The 

programme adopts the evidence-based Otago model (NZFP 2004) (which is proven 

to reduce falls and falls-related injuries. It is being piloted in community rehabilitation 

services to support frail, elderly, housebound individuals who are unable to access 

other physical activity options. If successful, the longer term aim is to roll out the 

model across NHSGGC.  

 

Issues 
• Many older people lack a trigger for being asked about money. Hospital settings 

and primary care settings offer a unique opportunity to routinely enquiry about 

this  

• Tackling the burden of preventable ill-health and resultant demand on healthcare 

services requires the balance of spend to be shifted in favour of prevention. 

However, only 3-4% of total NHS expenditure currently goes toward population-

wide prevention and public health programmes, with most spending focused on 

illness care services  
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• It is vital that NHSGGC maintains a clear focus on achieving concerted whole 

system action on the risk factors that make the biggest contribution to our total 

burden of disease and to our socially determined inequalities in health status 

• Strengthened connectivity and more effective functional relationships are needed 

between clinicians and the wide range of support services that exist. More 

intensive organisational development is needed to build familiarity and 

meaningful collaboration between clinicians and support services, service change 

tailored to local context, clinical and social need and continuously modified 

through bi-directional feedback 
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Priorities for Action 
 
Priority 1: Strengthen involvement of older adults in physical activity 

We need to: 

• Fully recognise the importance of physical activity participation as a major 

determinant of healthy ageing. 

• Ensure that physical activity interventions actively encourage participation of 

adults across the life course, including those over 75 years of age.  

 

Priority 2: Mainstream delivery of evidence based anticipatory care  

We need to: 

• Ensure that the strategic focus of Keep Well is more clearly focussed on provision 

of systems to support integrated anticipatory care, particularly in NHSGGC’s most 

disadvantaged communities with discontinuation of the current reliance on the 

cardiovascular ‘health check’ component.  

• Deliver training to all staff in NHSGGC acute and primary care services to 

routinely raise the issue of money and employability.  

• Extend delivery of the Chronic Disease Management Local Enhanced Service to 

encompass wider long term conditions and address multiple morbidity to support 

person centred care.  

 

Priority 3: Improve coherence of services for older people and their informal 
carers 

We need to: 

• Develop a single point of access to health, social care and community service 

information for staff, patients and public in each local CH(C)P area.  
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Glossary of Terms 
 
 
CVD  

 
Cardio Vascular Disease 

 
Chronic Disease 

 
A disease that persists for a long time 

Community Health Partnership (CHP) 
and Community Health and Care 
Partnership (CH(C)P) 

CHPs/CH(C)Ps are organisations that 
have been developed across Scotland 
to manage a wide range of community 
based health services. In some parts 
of NHS Greater Glasgow and Clyde 
health board these new partnerships 
will also be responsible for many local 
social care services and will therefore 
be called Community Health and Care 
Partnerships, CH(C)Ps  

 
GP 
 

 
General Practitioner 

 
GRO(S) 
 

 
General Records of Scotland 

 
Health Life Expectancy 
 

 

An estimate of how many years they 
are expected to live in a healthy state, 
free from morbidity  
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Inequalities in Health 

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

 
Life Expectancy  
 

 
An estimate of how long the average 
person might be expected to live 

 
Long Term Condition (LTC) 

 
A condition that requires ongoing 
medical care, limits what one can do, 
and is likely to last longer than one 
year 
 

 
Morbidity 

 
The presence of disease or medical 
conditions 
 

 
NHSGGC 

 
NHS Greater Glasgow and Clyde  
 

 
NRS 

 
National Records of Scotland 

 
SAPE 

 
Small Area Population Estimates 
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