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Newsbites

Welcome to the Winter 2009/10 edition of Keep Well Informed.
As usual, Keep Well Informed contains a variety of newsbites in addition to updates from across Keep

Well Wave 1 and Wave 2 areas. This issue also includes our first update from a Wave 3 area and Well North.
We introduce the Better Health team’s newest recruits (p.3), with an overview of their individual work

areas; celebrate the success of healthcare support worker Lorraine Newton (p.9), who won a Scottish
Health Award for her endeavours within Keep Well; and gain insight into a new resource helping
practitioners deliver bowel screening information (pp.10–11).

Theresa King, Senior Programme Officer, Anticipatory Care (Dissemination)
Email: theresaking@nhs.net

Making use of NICE evidence

The National Institute for Health
and Clinical Excellence in England
produces guidance on public health
topics. In Scotland, it has no formal
status but attracts interest and is a
valuable source of reviewed
evidence and evidence-informed
recommendations. As part of its
role in supporting
informed action on
health, NHS Health
Scotland produces
Scottish Perspectives
on NICE public health
recommendations
where considered
appropriate. These
are intended to help
organisations,
professionals and
others make use of
the findings in a Scottish context.

In November 2009, a Scottish
Perspective was produced on NICE
Public Health Guidance 15:
Reducing the rate of premature
deaths from cardiovascular disease
and other smoking-related
diseases: finding and supporting
those most at risk and improving

access to services. This focused
particularly on the prevention of
these conditions among people who
are disadvantaged, whether or not
they live in deprived areas.

The Scottish Perspective includes
guidance relating to identifying
adults at risk, improving services for

adults and retaining
them, system
incentives,
partnership working,
and training and
capacity. It is
intended for NHS
and other
professionals in
Scotland who have a
direct role in, and
responsibility for,
services aimed at

people who are disadvantaged –
including those working in local
authorities and the wider public and
voluntary and community sector –
and is available at
www.healthscotland.com/scotlands
-health/evidence/NICE.aspx

lynda.brown@health.scot.nhs.uk

Welcome

Anticipatory Care
practitioners event

The next Anticipatory Care
Practitioners Network
event will take place on
Tuesday 9 March 2010 in
Dynamic Earth,
Edinburgh. The theme of
this event will be ‘Equality
and Diversity’. The
programme will be a
mixture of plenary
sessions and a range of
workshop options to
enable the sharing of
learning and examples of
best practice from across
the Anticipatory Care
programme. As ever, the
day will provide delegates
with a valuable
opportunity for
networking, as well as
reflecting on current
process as a means of
contributing to, and
learning from, the ever-
growing knowledge base
around anticipatory care.

jo.maclennan@nhs.net
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Website relaunch

A revamped version of the Keep Well Scotland website is due to be launched
shortly. It will aim to provide the public with the information they need around
anticipatory care, taking into account the recent expansion of the programme. It
will enable access to enhanced information around all of the Keep Well and Well
North areas, offering new interactive features and DVD footage of patients
discussing their experiences of services available through their local anticipatory
care project. The website can be accessed at http://keepwellscotland.com/

Jo Maclennan, Senior Programme Officer, Anticipatory Care
Email: jo.maclennan@nhs.net

There have been significant
changes within NHS Health
Scotland’s Better Health

team recently. Four staff
members have joined the
Anticipatory Care team in the
Programme Design and Delivery
directorate.

Lynne Galloway and Jo
Maclennan have joined as Senior
Health Improvement Programme
Officers, based in Thistle House,
Edinburgh. They will support
current work being led by
Programme Managers John
Howie and Peter King. This
includes dealing with community
pharmacies and long-term
conditions.

Lynne and Jo are the main
contacts for some local board
project managers for Keep Well
and Well North, providing support
and advice. Jo also leads on the
practitioners’ network and
oversees the support publications
and materials for the Keep Well
programme. Working with the

British Heart Foundation and
leading on targeting marginalised
populations – such as people with
learning disabilities, people who
are mentally ill and offenders –
will fall within Lynne‘s remit.

Information and support
Amy Hickman has come aboard as
Health Improvement Programme
Officer, also at Thistle House. One
of her key tasks is to support the
ongoing dissemination of learning
emerging from the Anticipatory
Care programme. Additionally,
Amy will handle all reporting
functions for the team, including
collating the HEAT H8 figures and
conveying them to the Scottish
Government.

Finally, Karen Mailer has joined
as Project Administrator for the
team. Karen will provide
administration support to the
Anticipatory Care team from her
base at Elphinstone House,
Glasgow.

Collectively, they join the team
from a diverse range of

backgrounds, bringing with them
a wealth of knowledge and
experience. The Better Health
team would like to extend a warm
welcome to them all.

Amy Hickman, Health
Improvement Programme
Officer, Anticipatory Care
Email: amy.hickman@nhs.net

Health Scotland staff update

Clockwise from top left: Jo Maclennan,
Amy Hickman, Lynne Galloway and

Karen Mailer

mailto:amy.hickman@nhs.net
http://www.keepwellscotland.com
mailto:jo.maclennan@nhs.net
http://www.keepwellscotland.com


Western Isles
The number of people
screened has increased
consistently each quarter,
with the programme
maintaining an 80% uptake
of appointments. This is
despite the withdrawal from
service of its mobile health
unit. However, the good
news is that the team
are currently in the final
stages of purchasing a
replacement vehicle. In the
interim, the use of community
facilities or GP practices enabled
the programme to keep moving
forward.

North West Sutherland
Currently undertaking a multi-
agency review of patients identified
to be at a higher risk of re-
admission to hospital. The goal is
to put appropriate interventions in
place that will enable many of
them to achieve an improved level
of health within their own homes
or community instead.

Dufftown
Although faced with staffing
concerns, Dufftown focuses on
supporting the community by
maximising their self-care
potential. As part of this initiative
they have developed a patient
learning centre which offers advice
to people and their families/carers
on a wide variety of conditions.

Shetland
The Shetland programme has also
faced a number of obstacles
including staffing issues,
particularly where health checks
lead to referrals to already

stretched nursing services, and
adverse weather conditions. The
latter held up scheduled
appointments for the Fair Isle
target population but health
checks are still being offered
elsewhere.

Orkney
Tested a heart failure self-
management tool with a number of
patients and their carers, with
encouraging feedback. The
purpose is to prompt the patient or
carer to seek early intervention and
prevent hospital admission. They
are also in the process of
developing similar mechanisms for
people experiencing Chronic
Obstructive Pulmonary Disease
and Coronary Heart Disease
conditions.

Healthy Weight
(Grampian/Highland)
This programme has started
piloting ‘Healthy Helpings’ as a
first-line treatment for weight
management in areas of Grampian.
The Highland aspect of the
programme has appointed a
community dietician, which will

enable it to move to the
implementation phase. This
involves targeting interventions for
overweight adults using
community development
techniques.

Making a difference
The Well North programmes use a
variety of methods to invite eligible
patients to participate. Telephone
calls and opportunistic face-to-
face scenarios have been most
successful to date, although the
Western Isles also sends a letter
allocating clients’ specific
appointment times, which has
worked well for them.

Until now, the varied health
checks or assessments carried out
across the Well North region have
led to many referrals to other
services for wide-ranging lifestyle
and dietary advice. Importantly,
they have also led to a number of
previously undiagnosed conditions,
such as hypertension or raised
cholesterol, being identified. These
may otherwise have gone untreated
which demonstrates the difference
this project is beginning to make.

Angus MacKiggan,
Well North Coordinator
Email: angus.mackiggan@nhs.net
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The Well North remote and rural Anticipatory Care programmes
taking place across the north of Scotland continue to make steady
progress and find ways around the challenges put before them.

Well North
Look north for lifestyle changes

Milestone
Maintaining 80% uptake of

appointments

Innovation
Overcoming the challenges

in rural areas

Focus
Screeing to achieve

improved health within
communities

South Harris Medical Practice team

mailto:angus.mackiggan@nhs.net
http://www.keepwellscotland.com


www.keepwellscotland.com 5

Keep Well Dundee is working with mental health services and general
practices to build upon the services delivering physical health
assessments to patients with severe and/or enduring mental illness.

Milestone
Increasing the

number of
mental health

reviews

Innovation
Health coaching

and adapting
existing

programmes

Focus
Reaching those

in need of
mental health

support

KEEP WELL WAVE 1: Tayside
Mental health pilot reaches out to patients

In 2007–8, approximately 25% of patients
failed to attend the health screening clinics
run by mental health services. This was
mirrored in general practices: 26% of mental
health registered patients did not receive a
mental health review.

As one patient explains: ‘People with
mental illness often cannot access their
checks because they have thought disorders
which mean they don’t want to, or feel they
can’t, go out.’

Four general practices and four community
mental health teams are matching their
registers to identify patients who do not attend
either service on an annual basis and have
identified the following engagement solutions:
• Flyers have been put in the medication

bags of some patients prescribed
antipsychotic medications. They are also
being distributed via lifestyle groups,
voluntary agencies and carers.

• A health coach providing intense

one-to-one support for service users
attending exercise on referral schemes,
often requiring adaptations to physical
activities in the community and the
Counterweight Programme to suit each
service user. The service provides ‘one-to-
one interaction, allowing the patient the
time to change their behaviour’.

• Volunteering: Many service users are keen
to participate in activities within the
community but find it difficult to attend
alone. Keep Well is testing volunteering
with the support of the Dundee Healthy
Living Initiative.

• Patient stories: Two service users have
kindly shared their stories to help others
think about making changes to their
lifestyle. These were digitally recorded and
collated with pictures and music.

Deirdre McGarvey, Keep Well Facilitator, Mental Health,
Carseview Centre, Dundee. Email: deirdre.mcgarvey@nhs.net

KEEP WELL WAVE 1: Lanarkshire
Funding extends reach into the community

Keep Well in Lanarkshire is
expanding. Additional
Scottish Government funding

means the programme being
extended to a further 19 practices,
increasing our reach to over 50,000
eligible people.

Staffing resource has also been
increased and we now have nine
dedicated registered nurses working
across four localities. They offer a
high-quality screening and referral
service in partnership with the GP
practices and statutory and voluntary
services. We have also increased our
outreach workers numbers.

These workers have an important
dual role: they support patients

attending a Keep Well health check while also
assisting clinic nurses. However, we plan to
extend their role further to allow them to support
patients onto other services.

Early evidence shows that many of our client
groups accept a referral to an onward service
and may turn up to one or two appointments, but
many fail to complete the programme. We hope
that our outreach team members will be able to
offer additional support to those clients who are
finding it difficult to continue on the health
behaviour change journey.

Our Evaluation Officer plans to assist us in
assessing whether our model is effective, and
has already begun reviewing our referral
pathways and interviewing service users.

Milestone
Programme extended

to a further 19
practices

Innovation
High-quality screening

and referrals

Focus
Support to continue

the healthcare
journey Jill Madden, Project Manager, Keep Well

Email: jill.madden@lanarkshire.scot.nhs.uk

mailto:jill.madden@lanarkshire.scot.nhs.uk
http://www.keepwellscotland.com
mailto:deirdre.mcgarvey@nhs.net
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The new and innovative Keep Well In the
Community shop at Parkhead Forge was
officially opened on 30 October by Councillor

James Coleman, Chairman of East Glasgow CHCP.

The shop offers people going about their daily business
within East Glasgow an opportunity to improve their

awareness of health and
wellbeing by providing
information and advice as
part of the Keep Well
programme. Visits to a GP
for a Keep Well health check
will also be encouraged at
the shop which is open from
9 am to 5 pm, Monday to
Friday, with plans to open at
the weekend in the future.

Irene MacPhail, Keep Well
Coordinator, explains: ‘Keep
Well is aimed at reducing the
risk of cardiovascular
disease (CVD) and improving
the health of 45–64 year
olds, but the shop is open to

all ages. It is an important step to health and social
care services provided by East Glasgow CHCP’.
Contact 0141 554 9276 or 0141 232 0173.

Carol McDougall, Keep Well Project Officer,
Keep Well East Glasgow
Email: carol.mcdougall@ggc.scot.nhs.uk

KEEP WELL WAVE 1: Glasgow
Forging new links in East Glasgow

Pictured from left to right: Mark Fienmann (Director, East Glasgow
CHCP), Peter Hamilton (Vice Chairman, East Glasgow CHCP and
Member of GG&C NHS Board), Councillor James Coleman
(Chairman, East Glasgow CHCP), Irene MacPhail (Keep Well
Coordinator, East Glasgow) and James Egan (Health Improvement
& Inequalities Manager, East Glasgow CHCP).

Milestone
Brand new

community resource

Innovation
Keep Well

community shop in
Parkhead

Focus
Widening access to

the community

Keep Well Lothian is growing. A new team will carry out Keep Well assessments
for homeless people, gypsy/traveller populations and prison populations.

Milestone
Assessment for
hard-to-reach

populations

Innovation
Doorstep and

telephone
engagement

Focus
Use of specific
methods and

venues

KEEP WELL WAVE 1: Lothian
How we assess the hard-to-reach populations

The recently recruited team will work with
the Scottish Prison Service to offer
assessments through an in-reach
programme within Edinburgh and Cornton
Vale prisons. The Criminal Justice Service
will also refer assessments.

Additionally, the team will work with the
Edinburgh Access Practice – formerly the
Edinburgh Homeless Practice – to offer
assessments for homeless people. To offer
greater accessibility, a variety of venues
near to, or in, designated council campsites
will be used to offer health checks to
gypsy/traveller populations.

Keep Well is also heading out West. Five
GP practices in West Lothian will take part,
using the same model as Edinburgh.

Connections have been made with local
community groups to raise the profile of
Keep Well and establish partnerships.

Meanwhile, Edinburgh’s pioneering team
are using a variety of methods to engage with
patients who haven’t yet been reached. In
South Edinburgh Keep Well areas, doorstep
and telephone engagement work is
underway, with a very positive response from
patients, linking people with a range of local
services. In the North, outreach workers have
been delivering a community course which
focuses on healthy living, including a range of
guest speakers and Tai-Chi sessions.

Ciara Byrne, Project Manager, Keep Well
Email: ciara.byrne@nhslothian.scot.nhs.uk

mailto:carol.mcdougall@ggc.scot.nhs.uk
http://www.keepwellscotland.com
mailto:ciara.byrne@nhslothian.scot.nhs.uk


Changing habits which have
developed over many years
sometimes requires additional
input. Providing lifestyle
interventions following the health
check is crucial for further
behaviour change assistance and
support. One such intervention
that we are currently piloting is the
provision of health coaching.

The project offers structured
guidance to help patients initiate and maintain health-
enhancing lifestyle changes. It enables participants to
identify personally relevant targets and provides
assistance and ongoing support for achieving them.
This evidence-based and patient-centred approach is
aimed towards increasing patients’ responsibility.

A robust pilot framework has been developed and
trained health coaches have recently started delivering

health coaching sessions,
with encouraging feedback.
Reflecting on their initial
impressions, one health
coach indicated that ‘the
health coaching experience
has been very positive and
I’ve really enjoyed helping
clients identify and then
achieve their own goals.’

We are working on
increasing the number of
coaches, practices and
venues. Following the pilot’s evaluation we are looking
to adapt delivery to continue balancing evidence-based
care informed by best practice.

Stephan Dombrowski, Health Psychologist in Training,
NHS Grampian. Email: s.dombrowski@nhs.net
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Milestone
Commencement of
Health Coach Pilot

Innovation
Using a robust

evidence-based
framework for

piloting

Focus
Providing evidence-

based behaviour
change support

following the health
check

KEEP WELL WAVE 2: Grampian
Health coach pilot

Health coaching
received good feedback

Since NHS Ayrshire & Arran began to
offer Keep Well a year ago, more than
4,000 healthchecks have been carried

out in East and North Ayrshire.

The comparison of data gathered
throughout the first year shows that the
programme has been effective in identifying
clinical risks and conditions. From the
number of Keep Well patients screened in
GP practices, 507 new conditions have been
recorded on the Chronic Disease Registers,
with the most common conditions being
obesity, hypertension and diabetes.

Using the Keep Well care management
system, we extracted baseline data from
each General Practice Administration
System (GPASS) before Keep Well screening
started. This data showed that the Keep Well
cohort consisted almost equally of males
and females; however, more patients were in
the younger age group (45–54).

At that time, 60 per cent of the Keep Well
patients were on one or more Chronic
Disease Registers, and around a third were
known to have a history of Coronary Heart
Disease. Obesity was identified as being
prevalent in the younger age group, with
diabetes and hypertension more common in
the older group (55–64). More than a third of
Keep Well patients, particularly those in the
older age group, are on some form of
medication. Information on lifestyle and
social factors that impact on patients’ health
was very limited, although the majority had
their smoking status and alcohol
consumption rates recorded.

Reviewing the data one year later will give
NHS Ayrshire & Arran valuable information
that will inform and direct Keep Well and
future healthcare services and resources.

Milestone
Over 4,000

health checks
carried out in
the first year.

Innovation
Extraction of
baseline data
from GPASS
before Keep

Well screening
began

Focus
Continuing to

review the data
to direct future

services

KEEP WELL WAVE 2: Ayrshire & Arran
Baseline rally

Assisting our patients to make certain changes to their lifestyle is one of the core
mechanisms through which Keep Well can make a substantial difference. The
health check is a vital opportunity to address key aspects of a patient’s lifestyle.

Carolyn Wyper, Project Manager, Keep Well
Email: carolyn.wyper@aapct.scot.nhs.uk

mailto:s.dombrowski@nhs.net
http://www.keepwellscotland.com
mailto:carolyn.wyper@aapct.scot.nhs.uk
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Anew protocol has been developed
which will provide support for adult
patients experiencing literacy and

numeracy difficulties in South West
Glasgow Community Health and Care
Partnerships (CHCPs)

Following on from the research exploring
primary care responses to adult literacy,
the Keep Well programme and the
Learning on Prescription service have
been working closely with the Duthie
practice in the South West Glasgow CHCP
to develop a literacy protocol. The aim was
to provide support for adult patients
experiencing literacy and numeracy
difficulties by:
• raising staff awareness and

understanding of such issues
• adjusting practice to facilitate access to

services and engagement with self-care
• encouraging patients to improve their

literacy and numeracy skills via learning
opportunities in the community.
The Duthie practice was keen to develop

the protocol to support patients who had
literacy problems but didn’t want access to
services as they had developed their own
coping strategies. A key component of the
publication is supporting self-care. This
includes guidance such as:
• Use key words: ‘how much’, ‘how often’,

‘when’ and ‘how long’.
• Limit the amount of information.
• Ask patients to repeat your instructions

back to you.
• Adapt language to enable them to apply

it to their own situation.
http://elearning.healthscotland.com/
course/view.php?id=124

Marion O’Neill, Keep Well Coordinator,
South West Glasgow
Email: marion.o’neill@ggc.scot.nhs.uk

The health and wellbeing of men in
the Levenmouth area, which
compares poorly to both Fife and
national figures, will benefit from the
new Men’s Health Project action plan.
The plan’s centrepiece is the
completely refurbished Revolution
bus, a single-decker coach donated by
Stagecoach, and supported by NHS
Fife, Fife Constabulary, Stagecoach,
Fife Council’s Local Services Centres
and Community Learning and
Development teams.

In 2010, the local Keep Well team
plans to take the bus to a variety of
venues throughout Fife. The excellent facilities onboard
will allow health improvement resources such as the
Scottish Government’s ‘Take Life On’ website to be
promoted as a means to support Keep Well messages

for the long term. Health promoting
DVDs and television programmes
can also be showing while people are

visiting the bus or waiting for a health check.

Margaret Bell, Project Manager, Keep Well
Email: margaretbell3@nhs.net

Milestone
The launch of the Men’s

Health Project action plan

Innovation
Using a single-decker coach,

the Revolution bus, as the venue
for mobile health checks

Focus
Using the bus to spread healthy

messages across the region

KEEP WELL WAVE 2: Fife
Talkin’ ‘bout a Revolution

Milestone
Completion of the
development of a
literacy protocol

for adults

Innovation
Making self-care
a key component
of the document

Focus
Continuing

to raise
awareness and

understanding of
the issue

KEEP WELL WAVE 2: Glasgow
Reach of protocol

Keep Well in the Kirkcaldy & Levenmouth CHP has teamed up
with the local health improving team to take Keep Well health
checks out and about in Fife with a special secret weapon.

Henry Duncan and Andrew Walker getting
some health advice with Jackie Barbour
(Health Improving Team Leader), and
Anne McNaughton, Joan Wilson and Kay
Webster from the Kirkcaldy & Levenmouth
Keep Well team.

mailto:margaretbell3@nhs.net
mailto:marion.o'neill@ggc.scot.nhs.uk
http://www.keepwellscotland.com
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We are currently planning the
implementation of the Borders
Keep Well programme which

will target and engage individuals in
three settings; primary care, the
workplace and the community.

We will provide a comprehensive health
check and risk assessment for
cardiovascular disease in those between
45 and 64 years of age, with support to
change lifestyles and drug treatment
also provided where necessary.

Keep Well in the workplace was
launched in December 2009. Keep Well
in primary care, and Keep Well in the
community (including community

pharmacies) will go live from February
2010.

Progress has been made with the
identification of our target populations
for the three strands of our programme.
We have pathways and a process for
conducting our health check. The
information management systems are
being built, recruitment is underway
and we have training plans in place for
January and February.

To ensure we keep focused on our
customers, we conducted research to
help us shape the design of the Keep
Well service in the Borders. This will
help ensure we deliver health checks
in an appropriate manner, with credible
staff, at the right time and place, so
that we maximise uptake and offer a
service which meets the needs of
individuals in the target group.

KEEP WELL
WAVE 3: Borders
Get, set, go

Milestone
The launch of the first
Keep Well programme

in the Borders

Innovation
Use of research to help

shape delivery

Focus
To maximise uptake and

offer a service which
best meets people’s

needs

Pippa Walls, Project Manager, Keep Well Borders
Email: pippa.walls@borders.scot.nhs.uk

The Keep Well team in North Glasgow are
celebrating the recent success of team
member Lorraine Newton in winning a

Scottish Health Award. The healthcare support
worker with Dr Ballantyne and Partners at
Springburn Health Centre won the 'Equality in
Healthcare' category for her work with Keep Well.

Lorraine was presented with the award
by Nicola Sturgeon MSP (Deputy First
Minister and Cabinet Secretary for
Health and Wellbeing) and TV
presenter Jackie Bird at an awards
ceremony in November. Her win
recognises the enthusiasm and
skill she employs in working
with the Keep
Well target
population
within
North
Glasgow.

Speaking with the winner the morning after the
ceremony, John Clyde, Project Officer with Keep
Well in North Glasgow, was told how, whilst
accepting her award, Lorraine noticed a few
patients from her practice among the audience.
Following the ceremony, she got chatting with
them and made appointments for two of them for a

Keep Well consultation – proving that she really
does go the extra mile and brings a whole
new meaning to opportunistic engagement.

This will contribute to the practice’s
incredible completion statistics which sit at
just under 100%.

John told Keep Well Informed: ‘I would
like to take this opportunity to thank

Lorraine, not just for her fantastic clinical
efforts in Keep Well, but also her

continued support at Keep Well
meetings and training events. New
practices for Wave 4 have found this
invaluable and will no doubt call upon
Lorraine’s expertise to guide them
along the Keep Well experience.’

John Clyde, Project Officer, Keep Well
Email: john.clyde@ggc.scot.nhs.uk

Champion of equality

Lorraine Newton

mailto:pippa.walls@borders.scot.nhs.uk
mailto:john.clyde@ggc.scot.nhs.uk
http://www.keepwellscotland.com


The launch of a DVD which will
help professionals across Scotland
deliver vital information about
bowel screening was recently
hosted by NHS Fife, with the local
Keep Well team in attendance.

The Scottish Bowel Screening
Programme targets people aged 50
to 74. It was rolled out nationwide
at the end of December with more
than 700,000 members of the
public set to be invited to take part
each year.

The DVD clearly explains the
importance of bowel screening and

shows how to complete the
screening using an animated guide
which seeks to address any
concerns or fears around using the
home-based test. It is intended for
use by professionals in group
settings but its flexibility means
individuals can also take it away to
watch if they wish.

This new resource was
specifically developed to assist in
communicating key messages
about bowel cancer and the
importance of screening to people
with learning disabilities and/or

whose first language is not
English.
The DVD is an important part of the
ongoing campaign to increase
awareness of bowel cancer and
encourage participation in the
programme. Signposting to the
Scottish Bowel Screening
Programme is now also part of the
Keep Well health check. This helps
to promote screening among a
target population who indicated, in
recently commissioned research,
that endorsement and discussion
with a health professional would
significantly influence their
decision to participate.

The Keep Well focus on engaging
those in traditionally hard-to-reach
groups provides a valuable
opportunity for the campaign by
pointing individuals attending their
health check towards the bowel

10 www.keepwellscotland.com

DVD communicates
key messages

Groups traditionally identified as targets for Keep Well health
checks are also among those most at risk from bowel cancer.
This is why, as part of a new campaign, practitioners will be
empowered to point patients towards a life-saving programme.

Facts
• Around 3,500 new cases of bowel cancer are diagnosed in Scotland

every year.
• 95% of these occur in people aged 50 or over.
• Evidence shows that the screening programme will save over 150

lives a year.

What are Keep Well
practitioners to do?
Those delivering health checks
are asked to signpost to the
screening programme, discuss
barriers to participation or
deliver general risk reduction
information. To assist them
they will have:
• the new DVD
• existing leaflets and posters
• a flow chart and bowel cancer

risk reduction guidance
developed by NHS Fife.

These resources have been
shared with other Keep Well
areas for use in local delivery of
health checks. This is further
facilitated by the availability of
read codes which will allow the
provision of bowel screening
advice to be reported as part of
the Keep Well health check.

The team behind
the Scottish Bowel
Screening
Programme DVD
launch

http://www.keepwellscotland.com
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Keep Well bowel screening signposting flowchart

Give bowel cancer risk reduction
lifestyle advice.

Attended?

Advise that this will happen in due course.

Give patient a bowel screening flyer.

Advise patient that he or she can phone helpline to find out
invitation date.

Give bowel cancer risk reduction lifestyle advice.

Give patient a bowel screening flyer.

Advise patient that he or she can phone helpline to order a
replacement test kit if wished.

Give bowel cancer risk reduction lifestyle advice.

NoYes

screening programme and enabling discussion around
any barriers to their participation.

Mike Roworth, Consultant in Public Health
Medicine, NHS Fife said: ‘We launched the screening
programme in Fife a number of years ago and were
part of the original seven-year pilot to assess viability
of a bowel screening programme. We are working
hard to increase participation but what we are
consistently finding is that uptake is lower for harder-
to-reach groups.’

Kat Hasler, Screening and Immunisation Coordinator
Email: kat.hasler@nhs.net

• The online DVD can be found at
www.bowelscreening.scot.nhs.uk/

• Scottish Bowel Screening Programme Helpline –
0800 0121 833 (Monday–Friday, 8am–6 pm).

• Bowel Screening information pack for health
professionals can be found at
www.healthscotland.com/documents/2065.aspx

Give patient a bowel screening flyer.

Advise patient that he or she can phone helpline to find out
invitation date or request a replacement test kit.

Give bowel cancer risk reduction lifestyle advice.

No Don’t
knowYes

Keep Well patient

Aged 50 or over?Been invited for
bowel screening?

Advise patient that
they will be invited

for bowel screening
from age 50.

Give bowel cancer
risk reduction
lifestyle advice

Yes No
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