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Foreword from Chief Medical Officer 

The 2024 Scottish Health Survey results presented in this report provide an important 

picture of health and wellbeing in Scotland, now providing trends over more than 

twenty years. 

The report provides information on the prevalence of physical and mental health 

conditions and on health-related risk factors including smoking, alcohol consumption, 

diet, food insecurity, physical activity and obesity.  

I’m delighted that new questions on menopause and perimenopause were included 

in the 2024 survey, providing the first national level data on the experience and 

management of symptoms.  These results will be crucial for reporting on the 

Women’s Health Plan. Other questions included for the first time evidence eating 

behaviours and feelings related to food that could be indicative of a possible eating 

disorder, types of impairments from long-term conditions, prevalence of sleep apnoea 

and the use of insulin for the management of diabetes. 

The report highlights some key challenges, with half of the adult population now 

reporting having at least one long-term condition, the highest level recorded. Whilst 

smoking prevalence and alcohol consumption remain steady following improvements 

in recent years, we see a decrease in fruit and vegetable intake. After recent 

increases, the latest figures show reductions in the prevalence of food insecurity and 

loneliness.   

I very much welcome this report which provides invaluable information to inform the 

development, evaluation and monitoring of policy on population health in Scotland 

and would like to express my gratitude to the Scottish Centre for Social Research for 

conducting the survey.  Most importantly, my thanks go to the 6,577 people who gave 

their time to take part in this important study. 

 

Professor Sir Gregor Smith 

Chief Medical Officer for Scotland 



 
 

INTRODUCTION 

Victoria Wilson 

POLICY CONTEXT 

As a study of public health, the Scottish Health Survey (SHeS) plays an 
important role in assessing health outcomes, health risks and the extent of 
health inequalities in Scotland and how these have changed over time. While 
some positive changes have been recorded, Scotland continues to record a 
significantly lower life expectancy compared to other countries in the UK and 
Western Europe, as well as continued disparity in health outcomes between 
those living in the most and least deprived areas1. Improving the health and 
wellbeing of Scotland’s population continues to be a key challenge at both the 
local and national level.  
 
In June 2025, the Scottish Government published the Population Health 
Framework which sets out what more can be done to mitigate against the social 
and economic drivers of ill health and health inequalities to build a Scotland that 
positively supports health and wellbeing. The Framework is based on five key 
interconnected prevention drivers of health and wellbeing: 
 

• Prevention Focused System 
• Social and Economic Factors 
• Places and Communities 
• Enabling Healthy Living 
• Equitable Access to Health and Care 

 
The National Performance Framework (NPF)2 contains eleven National 
Outcomes that link with several of the United Nation’s Sustainable Development 
Goals3, including several health outcomes. Underpinning the outcome focused 
exclusively on health - ‘we are healthy and active’ - are a number of National 
Indicators. SHeS is used to monitor progress towards indicators relating to 
mental wellbeing, healthy weight, health risk behaviours, physical activity, child 
wellbeing and happiness, and food insecurity. 
 
Following the latest statutory review of the National Outcomes, and the 
subsequent Scottish Parliament inquiry, the Scottish Government has 
committed to a period of reform of the National Performance Framework. The 
current 11 National Outcomes are still in operation as is the duty (Community 
Empowerment Act) on public bodies ‘to have regard’ to them. The National 
Outcomes and Indicators will not be updated until the reform project has 
concluded.  
 
New topics on menopause and eating behaviours and feelings related to food 
that could be indicative of a possible eating disorder were included in the survey 
in 2024. Menopause refers to the time when menstrual periods stop due to loss 
of hormones produced by the ovaries, with around 400,000 individuals in 
Scotland of menopausal age4. The impact of (peri)menopause can extend 
beyond the individual, affecting work, relationships, family life and social 
interactions5. The Women’s Health Plan6 outlines the Scottish Government’s 
commitment to improving health outcomes and services for all individuals who 
menstruate/ have menstruated and is accompanied by initiatives including 



 
 

specialist menopause services in all health boards, NHS resources, practitioner 
guidance and an NHS menstrual health policy7,8,9.   
 
Eating disorders can have a significant impact on an individual’s physical health 
and/or their ability to function fully in day-to-day life, as well as their mental 
wellbeing and that of others around them10,11. The National Specification for the 
Care and Treatment of Eating Disorders in Scotland, published in November 
2024, is a response to the 2021 National Review of Eating Disorder Services. It 
aims to address two key areas of focus – consistency and clarification of 
responsibilities in service provision, setting out a baseline of service provision 
that is person-centred, safe and effective, reducing and preventing gaps in care 
provision with clear protocols and a service structure that fulfils these values11. 

THE SHeS SERIES 

SHeS has been carried out annually since 2008 and prior to this was carried out 
in 199512, 1998, and 2003. Due to disruption to the survey at the onset of the 
pandemic, the survey data collected in 2020 was published as experimental 
statistics and was not comparable with the time series13.  This data has not 
been included in the survey trends.    

 
Commissioned by the Scottish Government Health Directorates, the SHeS 
series aims to provide regular information on aspects of the public’s health and 
factors related to health which cannot be obtained from other sources. The 
SHeS series was designed to: 
 

• estimate the prevalence of health conditions in Scotland 

• estimate the prevalence of certain risk factors associated with these 
health conditions and to document the pattern of related health 
behaviours 

• look at differences between regions and subgroups of the population in 
the extent of their having these particular health conditions or risk factors, 
and to make comparisons with other official statistics for Scotland and 
England 

• monitor trends in the population's health over time 

• make a major contribution to monitoring progress towards health targets 

 
Each survey in the SHeS series includes modules of questions on health 
conditions and health risk factors together with height and weight 
measurements and, for a proportion of households measurement of blood 
pressure and waist circumference and a saliva sample. Some question modules 
vary from year to year. Each year the main sample is augmented by an 
additional boosted sample for children.  
 
The 2024 survey was undertaken by the Scottish Centre for Social Research 
(ScotCen), who worked in collaboration with the MRC Epidemiology Unit at the 
University of Cambridge on the collection, analysis and reporting of the Intake24 
data.  

 



 
 

THE 2024 SURVEY 

Interviews for all sample types for the 2024 survey were undertaken using a 
primarily in-home face-to-face approach with a telephone contingency for 
respondents who were not willing to have an interviewer in-home. The 
Community Health Index (CHI) was again used to identify households with 
children for the child boost, significantly improving the sample efficiency and 
response. 
 
Further details on the fieldwork approach can be found in Chapter 1 of the 
Scottish Health Survey 2024 - volume 2: technical report. 
 
The SHeS series now has trend data going back over two decades and 
providing time series data remains an important function of the survey. The 
impact of COVID-19 restrictions means that caution should be applied when 
comparing the 2021 survey data, which were collected via a telephone 
approach, with other SHeS surveys. Further details on the fieldwork approach in 
2021 and information on the differences between the 2021 survey data and 
previous years can be found in the Scottish Health Survey 2021- volume 2: 
technical report. 

Topics 

Cardiovascular disease (CVD) and related risk factors remains the 
principal focus of the survey. The main components of CVD are 
ischaemic heart disease (or coronary heart disease) and stroke, both of 
which remain clinical priorities for the NHS in Scotland14,15, particularly 
in light of the impact of the COVID-19 pandemic. CVD is one of the 
leading causes of death in Scotland. A key risk factor for CVD is 
hypertension (high blood pressure) where the additional pressure on 
the blood vessels, the heart and other organs can lead to chronic or 
even life-threatening conditions16. 
 
Many of the key behavioural risk factors for CVD are in themselves of 
particular interest to health policy makers, public health professionals 
and the NHS; poor diet, obesity, lack of physical activity, smoking and 
levels of alcohol consumption are all the subject of specific strategies 
targeted at improving Scotland’s health. SHeS includes detailed 
measures of all these factors which are reported on separately in 
Chapters 6-10. The other five chapters focus on health conditions and 
experiences which have the potential to influence health outcomes - 
Mental Health and Wellbeing (Chapter 1), General Health, 
Cardiovascular Disease and Caring (Chapter 2), Perimenopause and 
Menopause (Chapter 3), Respiratory Conditions (Chapter 4) and Dental 
Health (Chapter 5).  

Sample 

SHeS is designed to yield a representative sample of the general 
population living in private households in Scotland every year. 
 
The survey design also means that estimates at NHS Health Board 
level and Local Authority level are available, usually by combining four 

https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/
https://www.gov.scot/publications/scottish-health-survey-2021-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2021-volume-2-technical-report/


 
 

consecutive years of data. NHS Health Board and Local Authority 
estimates based on the 2021, 2022, 2023 and 2024 surveys combined 
have been published within the survey dashboard at the same time as 
this report. 
 
Those living in institutions, who are likely to be older and, on average, in 
poorer health than those in private households, were outwith the scope 
of the survey. This should be borne in mind when interpreting the survey 
findings.  
 
A total of 8,931 addresses in the main sample (main sample version A 
and main sample version B) were issued for the whole of the 2024 
fieldwork period. A total of 2,288 CHI-linked Child Boost addresses were 
also issued for this period. 

Fieldwork 

For the main sample, all adults aged 16 and over in responding 
households were eligible for interview. To ease respondent burden, for 
child interviews for both the main and the child boost samples a 
maximum of two children were interviewed at each household. If a 
household contained more than two children, then two were randomly 
selected for interview. 
 
Data collection involved a main computer assisted personal (CAPI) or 
telephone (CATI) interview, and paper self-completion questionnaire.  
 
No height and weight measurements or biological measures could be 
taken for interviews conducted by telephone. For these interviews, 
participants were therefore asked to estimate their own height and 
weight during the interview.  
 
The key differences between the main version A and version B 
interviews were a slightly longer interview for version A to cover the 
rotating modules (those not asked every year) and a slightly longer self-
completion for version B to cover the depression, anxiety, self-harm and 
attempted suicide questions and additional bio measurements (blood 
pressure, waist circumference and saliva samples). 
 
Adults aged 16 and over were also invited during the interview to 
complete dietary recalls via the dietary recall system Intake24 
(https://intake24.co.uk/). Participants were asked to provide verbal 
consent, which was recorded in CAPI and were given a leaflet with 
some key information about Intake24 included. Those who agreed were 
invited to complete two dietary recalls, either independently or via a 
phone call with ScotCen’s telephone unit. 
 
More information on fieldwork is available in the Scottish Health Survey 
2024 - volume 2: technical report. 

 

https://scotland.shinyapps.io/sg-scottish-health-survey/
https://intake24.co.uk/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/


 
 

Survey response  

In 2024, across all sample types, interviews were held in 3,737 
households with 4,591 adults (aged 16 and over) and 1,986 children 
(aged 0-15). The number of participating households and interviews in 
2024 is presented separately for the main and child boost samples in 
the tables below. Further details on survey response in 2024 are 
presented in the Scottish Health Survey 2024 - volume 2: technical 
report.  
 
When considering the household response rate, households classed as 
“responding” were those where at least one eligible person opted-
in/consented to interview and was interviewed. 
 
It should be noted that fieldwork challenges encountered during 2024 
fieldwork impacted on sample coverage. As a result, 2% of addresses 
were not allocated to an interviewer due to capacity issues with bio 
trained interviewers and an additional 4% of addresses were allocated 
but not worked. 

Main sample 

Participating households  3,001 

Eligible households responding 37.0% 

Eligible households responding of worked 
addresses 

40.7% 

Adult interviews 4,591 

Child interviews (main sample only) 830 

 

Child boost CHI-screened sample 

Participating households  736 

Eligible households responding    44.6% 

Eligible households responding of worked 
addresses 

44.8% 

Child interviews (child boost sample only) 1,156 

Ethical Approval 

Ethical approval for the 2024 survey was obtained from the REC for 
Wales committee (reference number 17/WA/0371). 

 

  

https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/


 
 

DATA ANALYSIS 

Weighting 

Since addresses and individuals did not all have equal chances of 
selection, the data had to be weighted for analysis. The address 
selection weights were calculated to compensate for unequal 
probabilities of selection of addresses in different survey strata. 
Additional weights have been created for use on combined datasets 
and the Intake24 data. A detailed description of the weights is available 
in the Scottish Health Survey 2024 - volume 2: technical report. 

Weighted and unweighted data and bases in report tables 

All data in the report are weighted. For each table in the report both 
weighted and unweighted bases are presented. Unweighted bases 
indicate the number of participants involved. Weighted bases indicate 
the relative sizes of sample elements after weighting has been applied.  

Standard analysis variables 

As in all previous SHeS reports, data for males and females are 
presented separately where possible. Many of the measures are also 
reported for the whole adult or child population. Survey variables are 
tabulated by age groups and in some cases by Scottish Index of 
Multiple Deprivation (SIMD) or other variables such as mental 
wellbeing.  

Statistical information 

SHeS 2024 used a partially clustered, stratified multi-stage sample 
design. In addition, weights were applied when obtaining survey 
estimates. One of the effects of using the complex design and weighting 
is that standard errors for survey estimates are generally higher than 
the standard errors that would be derived from an unweighted simple 
random sample of the same size. Confidence intervals are shown in the 
data tables and on the survey dashboard, with comments on statistical 
significance throughout the report having taken the clustering, 
stratification and weighting into account. Full details of the sample 
design and weighting are given in the Scottish Health Survey 2024 - 
volume 2: technical report. 

Presentation of trend data 

In this report, trends based on the seventeen surveys from 2003 
onwards are presented for all adults aged 16 and over. Prior to this the 
survey eligibility criteria were set at a maximum age of 64 in 1995 and 
then a maximum age of 74 in 1998. Unless specified otherwise, trends 
for children are based on the 2-15 years age group from 1998 onwards, 
and 0-15 years from 2003 onwards. 

 

 

https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/


 
 

Presentation of results 

Commentary in the report highlights differences that are statistically 
significant at the 95% confidence level. Statistical significance is not 
intended to imply substantive importance. A summary of all findings is 
presented at the beginning of this report and topic-specific summaries 
can be found within each chapter. Each chapter includes a brief 
overview of the relevant policy area. These overviews should be 
considered alongside the higher-level policies noted above and related 
policy initiatives covered in other chapters. A description of the methods 
and key definitions are detailed in Chapter 2 of the Scottish Health 
Survey 2024 - volume 2: technical report. A link to the tables showing 
the results discussed in the text can be found at the Scottish Health 
Survey website. 

Availability of further data and analysis 

As with surveys from previous years, a copy of the SHeS 2024 data will 
be deposited at the UK Data Archive along with copies of the combined 
datasets for 2022/2024, 2022/2023/2024, 2023/2024 and 
2021/2022/2023/2024. The survey dashboard, providing analysis by 
sex, age, area deprivation, equivalised income, long-term conditions, 
urban/rural and local areas for a large range of measures is also 
available. 
 
Further breakdowns for smoking, long-term conditions, general health, 
and caring indicators can be found in the Scottish Survey Core 
Questions, which asks harmonised questions across the three major 
Scottish Government household surveys. 

Comparability with other UK statistics 

Guidance on the comparability of statistics across the UK is included in 
the introductory section of individual chapters. 

  

https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/documents/
https://www.gov.scot/collections/scottish-health-survey/
https://www.gov.scot/collections/scottish-health-survey/
https://scotland.shinyapps.io/sg-scottish-health-survey/
https://www.gov.scot/collections/scottish-surveys-core-questions/
https://www.gov.scot/collections/scottish-surveys-core-questions/


 
 

Summary 
 

Chapter 1: Mental Health and Wellbeing 

 
In 2024: 

• After increasing for the first time since the pandemic in 2023 (48.9), mental 
wellbeing (mean WEMWBS scores1) for adults remained at a similar level 
(48.5). 

 

• The proportion of adults with a possible psychiatric disorder (22%) (GHQ-12 
score of 4 or more2) remained at a similar level to 2023 (21%) following a 
decrease from 2022 (27%). 

• One in four (25%) females reported a possible psychiatric disorder (GHQ-12 
score of 4 or more), significantly more than males (18%). 

• The proportion of adults with a possible psychiatric disorder (GHQ-12 score 
of 4 or more) was highest among those living in the most deprived areas 
(31%) compared with those living in the least deprived areas (17%). 

• The proportion of adults who reported having felt lonely ‘most’ or ‘all of the 
time’ decreased from 10% in 2023 to 7%, similar to the proportion in 2021 
(8%). 

 
1 WEMWBS scores range from 14 to 70. Higher scores indicate greater wellbeing. 
2 GHQ-12 scores range from 0 to 12. Scores of 4 or more are indicative of a possible psychiatric 
disorder. 
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Figure 1.1: After increasing for the first time since the pandemic in 2023, 
adult mental wellbeing remained a similar level in 2024
Adult WEMWBS mean score, 2008 to 2024



 
 

• Thirteen per cent of adults self-reported eating behaviours and feelings 
related to food that could be indicative or a possible eating disorder3. 
This was highest for those aged 16-24 (26%) and lowest for those aged 
65 and over (4%-5%). 

 

 

 

• Adults with self-reported eating behaviours and feelings related to food that 
could be indicative of a possible eating disorder had a significantly lower 
mean WEMWBS score (42.2) compared with those who did not (49.4). 

 

In 2023/2024 combined: 

• The prevalence of two or more symptoms of depression4 among adults was 
10%, a decrease from 13% in 2021/2022 combined.    

• The prevalence of two or more symptoms of depression was much higher 
among adults living in the most deprived areas (23%) than among those 
living in the least deprived areas (4%). 

• Consistent with previous years, a larger proportion of females reported two or 
more symptoms of anxiety5 (18%) compared with males (13%). 

• Adults aged 16-34 were most likely to have intentionally self-harmed, 17%-
18% compared with 0%-1% among those aged 65 and over. 

 
3 Based on the five question The SCOFF questionnaire: a new screening tool for eating disorders - 
PMC. Two or more yes answers indicates eating behaviors and feelings related to food that could be 
indicative of a possible eating disorder. 
4 Depression symptom score: two or more symptoms indicate depression of moderate to high severity. 
5 Anxiety symptom score: two or more symptoms indicate anxiety of moderate to high severity. 
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Figure 1.2: Eating behaviours and feelings related to food that could be 
indicative of a possible eating disorder were higher amoung younger adults 
and females in 2024 
Prevalence of two or more eating behaviours and feelings related to food that could 
be indicative of a possible eating disorder, 2024, by age and sex

https://pmc.ncbi.nlm.nih.gov/articles/PMC1070794/
https://pmc.ncbi.nlm.nih.gov/articles/PMC1070794/


 
 

Chapter 2: General Health, Cardiovascular Conditions, and Caring 

 
In 2024: 

• Seven in ten adults reported their general health to be 'very good/good' 
(70%), a proportion at the lowest end of range 70%-77% recorded since 
2008. 

 

• The prevalence of self-reported very good/good general health in adults 
decreased with age, from 88% among those aged 16-24 to 53% among 
those aged 75 and over. 

• Half of all adults reported having a long-term condition (50%), the highest 
proportion in the timeseries. Almost two in five adults (39%) reported having 
a long-term condition that limited their activities.  

• Over four in five adults (81%) who reported living with a long-term condition 
experienced at least one impairment as a result, most frequently related to 
mobility (41%), stamina/breathing/fatigue (37%) and/or mental health (32%). 

• The proportion of adults with doctor-diagnosed diabetes rose to 8%, the 
highest level recorded.  

• Prevalence of cardiovascular diseases, diabetes and IHDs increased with 
age, with highest prevalence among adults aged 75 and over (42%, 20% and 
20% respectively). 

 

In 2023/2024 combined:  
 

• Fifteen per cent of adults reported being unpaid carers, a proportion which 
was higher among females (17%) compared with males (12%).  

• Among those who provided unpaid care, mean WEMWBS scores ranged 
from 45.5 among those providing 20-34 hours of unpaid care per week to 
49.4 among those providing unpaid care for up to four hours per week.  
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Figure 2: Self-reported 'very good/good' general health among 
adults has fallen since 2021 to its lowest level in the timeseries
Adult and child 'very good/good' self-assessed general health, 2008 -
2024



 
 

Chapter 3: Perimenopause and Menopause 

 
In 2024: 

• Just under three quarters of those aged 45-55 (72%) and around half of 
those aged 56 and over (53%) for whom questions on menopause and 
perimenopause were applicable had experienced symptoms of menopause 
or perimenopause in the last 12 months. 

 

• Around one in fourteen (7%) of those for whom questions on menopause and 
perimenopause were applicable had surgical/medical treatment or a medical 
condition that resulted in early menopause.  

• Surgical intervention only was the most frequently reported reason for early 
menopause (57% of those who had experienced this) with a further 10% 
reporting the cause as both a surgical intervention and medical treatment and 
12% as medical treatment only. 

• Around six in ten of those who had experienced menopause or 
perimenopause symptoms had been in contact with a healthcare professional 
in the last 12 months (58%), with the largest proportion having consulted a 
General Practitioner (GP) (45%). 

• The majority of those who had not contacted a healthcare professional about 
their menopause or perimenopause symptoms indicated that they felt able to 
manage symptoms themselves (58%). Around a quarter felt they had been 
able to manage symptoms in other ways (27%) and/or that it was too soon to 
seek advice (25%). 

• Physical activity (40%), hormone replacement therapy (HRT) (38%), and use 
of vitamins, minerals or supplements (35%) were the most common ways 
used to manage symptoms of menopause or perimenopause. 

• Significant variations were evident by age with regard to menopause or 
perimenopause symptom management. Those aged 45 and over were more 
likely to have used HRT (44%-45%) compared with those aged 30-44 (10%).  
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Figure 3: Just under three quarters of those aged 45-55 and around half of those 
aged 56 and over for whom questions on menopause and perimenopause were 
applicable had experienced symptoms of menopause or perimenopause in the last 
12 months
Experienced symptoms of menopause or perimenopuase in last 12 months, 2024, by age 



 
 

Chapter 4: Respiratory 

 
In 2024: 

• Prevalence of doctor-diagnosed asthma amongst adults reached 18%, the 
highest proportion recorded since the timeseries began in 2003. 

 

• The age-standardised proportion of adults with doctor-diagnosed asthma 
varied by smoking status, from 25% of non or occasional smokers to 56% of 
adults who smoked 20 or more cigarettes a day.  

• Almost one in ten (9%) of adults aged 65 and over had been diagnosed with 
COPD, compared to less than 1% of adults aged 16-44. 

• Seven per cent of adults reported currently having long COVID6, consistent 
with 2023 (8%) and remaining higher than in 2021 (5%). 

• Almost three in five adults (59%) who reported having long COVID felt that 
their symptoms worsened after physical and/or mental effort.  

• A small proportion of adults (2%) reported having doctor-diagnosed sleep 
apnoea, with prevalence most common among males aged 55-64 (7%). 

  

 
6 Long COVID is defined as experiencing symptoms more than 4 weeks after first had COVID-19, that 
were not explained by something else. 
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Figure 4: The prevalence of adults with doctor-diagnosed 
asthma in 2024 is the highest in the time series
Adult doctor-diagnosed asthma, ever wheezed and wheezed in last 
12 months, 2003-2024



 
 

Chapter 5: Dental Health 

 
In 2024: 

• Over nine in ten adults (93%) had at least some natural teeth, towards the 
top end of the range recorded since 2008 (88%-96%).  

 

• The majority (90%) of adults reported having no issues with their mouth, 
teeth, or dentures. This proportion has remained broadly consistent since 
2018 (89%-91%). 

• Mental wellbeing scores for adults who reported having issues with their 
mouth, teeth, or dentures were much lower than for those who reported 
having no issues (mean WEMWBS scores of 43.3 and 49.1 respectively). 
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Figure 5: Over nine in adults had any natural teeth in 2024, towards 
the top end of the prevalence range across the timeseries

Adult any natural teeth, 2008 to 2024



 
 

Chapter 6: Diet & Food Insecurity 

 
In 2024: 

• Just over one in ten adults (11%) ate the SDG of five or more portions of fruit 
and vegetables per day, with a mean intake of 2.9 portions per day. The 
proportion eating five portions or more per day was the lowest in the 
timeseries, with prevalence in the range 20%-24% between 2003 and 20217,8. 

 

• Less than one in five adults (19%) met the energy density SDG of no more 
than 125 kcal/100g/day. The average energy intake per day was 1,538 kcal. 

• Less than a quarter (22%) of adults met the SDG of free sugars accounting 
for no more than 5% of energy excluding ethanol. On average, free sugars 
were double the recommendation, making up 10% of energy intake. 

• Almost three quarters (74%) of adults met the 70g or lower SDG for red and 
red processed meat, a proportion that was higher among females (84%) 
compared with males (63%).  

 

 
7 Figures prior to 2021 were collected via a module included in the CAPI interview that did not use 
Intake24.  
8 Analysis of the Intake24 data for 2021 and 2024 was undertaken using a ‘usual intakes’ approach 
which mitigates against the effects of day-to-day differences in food intake.   The change to this 
methodology has reduced the proportion of adults consuming five or more portions of fruit and 
vegetables a day in 2021 from 22% (as reported in the 2021 report) to 20%.  The figure for 2024 may 
also be lower than it would have been under the previous approach.   For more information, see the 
SHeS 2024 Technical Report. 
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Figure 6.1: The proportion of adults consuming five or more portions of 
fruit and vegetables decreased to the lowest level across the timeseries in 
2024 
Consumption of five or more portions of fruit and vegetables, adults, 2003 to 2024



 
 

• Thirteen per cent of adults met the SDG for saturated fat of no more than 
10% of energy excluding ethanol. Only 3% of those aged 75 and over met 
the goal. 

 

• Less than 1 in 20 (3%) adults met the SDG fibre target of 30g or more per 
day, with an average intake of 15g per day. 

• Eight per cent of adults worried about running out of food due to a lack of 
money or other resources in the last 12 months, a decrease from 14% in 
2023 which was the highest level in the timeseries. 

• Just over a third (36%) of adults in single parent households had worried that 
they would run out of food in the last 12 months for 2023/2024 combined. 
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Figure 6.2: Adults aged 75 and over were the least likely to 
meet the saturated fat SDG 

Meeting saturated fat intake target, 2024, by age and sex



 
 

Chapter 7: Physical Activity 

 
In 2024: 

• Around six in ten adults met the guidelines for moderate or vigorous physical 
activity (MVPA)9 (62%), a similar proportion as recorded in 2023 (63%) and 
within the overall range of 62% - 69% recorded since 2012. 

 

• The proportion of adults meeting the MVPA guidelines decreased as area 
deprivation increased, from 73% of those living in the least deprived areas to  
50% of those living in the most deprived areas.  

• Almost seven in ten (68%) children met the physical activity guidelines10 
(including activity at achool). 

• Older children were less likely to meet the physical activity guidelines with 
66%-77% of children aged 2-12 meeting the guidelines (including activity at 
school), compared to 54% of children aged 13-15. 

• The most common reasons given by adults for taking part in physical activity 
were to keep fit (not just to lose weight) (68%), for enjoyment (61%), to de-
stress/relax/unwind (47%), for health reasons/to improve health (38%) and to 
socialise (37%).  

• The most common barriers to physical activity mentioned were health not 
being good enough (39%), difficulty finding the time (27%) and/or not being 
interested (16%). 

 
9 At least 150 minutes of moderately intense physical activity or 75 minutes of vigorous activity per 
week or an equivalent combination of both. 
10 Moderate-to-vigorous intensity physical activity for an average of at least 60 minutes per day. 
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Figure 7: Around six in ten adults in Scotland met the 
recommended levels of physical activity in 2024 
Adult adherence to MVPA guidelines, 2012-2024, by sex



 
 

• Sedentary time for adults was at the higher end of the range recorded across 
the time series for both weekdays and weekends (5.7 and 6.4 hours on 
average respectively). 

• A steady increase in time spent on sedentary leisure activities has been 
recorded for children since 2013 with weekdays ranging from 3.3 – 3.8 hours, 
and weekends ranging from 4.4 – 5.2 hours on average.    



 
 

Chapter 8: Smoking 

 
In 2024: 

• Fourteen per cent of adults were current smokers, the same level as in 2023, 
maintaining the overall downward trend in prevalence recorded since 2003 
(28%). 

 

• Smoking prevalence was much higher among adults living in the most 
deprived areas in Scotland (23%), than among those living in the least 
deprived areas (7%). 

• Current use of e-cigarette or vaping devices has increased from the range 
5%-7% between 2014 and 2021, to 10%-12% since 2022 (10% in 2024). 

• E-cigarette or vaping device use was most prevalent among young adults 
aged 16-24 (18%), decreasing by age to 2% among those aged 75 and over.  

• Around half (52%) of current adult smokers would like to give up smoking. 

In 2022/2023/2024 combined: 

• Thirteen per cent of adults with a valid saliva cotinine measure self-reported 
as a current cigarette smoker, which increased to 17% when adjusted for 
cotinine levels. (Note: the use of products containing nicotine other than NRT 
or vapes – such as nicotine pouches – may be impacting these results). 

• Around a quarter of non-smokers who did not vape 11 had detectable levels 
of cotinine in their saliva12 (26%) indicating potential exposure to second-
hand smoke. This compares with 21% in 2018/2019 combined, and is similar 

 
11 Non-smokers are defined to be those both self-reporting being a non-smoker and having a saliva 
cotinine level lower than 12ng/ml. Excludes non-smokers who report current use of e-cigarettes or 
vapes and those who reported using Nicotine Replacement Therapy in the last 7 days, as these also 
affect cotinine levels. 
12 Non-smokers' exposure to cotinine is defined by a detectable level in their saliva of > 0.1ng/ml. 
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Figure 8: Around one in seven adults were current smokers in 2024
Cigarette smoking status, 2003 to 2024



 
 

to the level recorded in 2012/2013 combined to 2016/2017 combined (24%-
26%). (note: the use of products containing nicotine other than vapes and 
NRT – such as nicotine pouches – and, potentially, exposure to second-hand 
vapour, may be impacting these results).  

 

  



 
 

Chapter 9: Alcohol 

 
In 2024: 

• The prevalence of hazardous or harmful13 alcohol consumption remained at 
20% of adults, the same proportion as in 2023 and a decrease from 34% in 
2003. The proportion of males that drank to hazardous or harmful levels was 
more than twice as high as that of females (29% and 13% respectively). 

 

• The prevalence of hazardous or harmful weekly alcohol consumption varied 
with age, with the highest levels recorded for those aged 55-64 (28%). 

• Adults living in the least deprived areas were more likely to drink to a 
hazardous or harmful level (26%) compared with those in the most deprived 
areas (15%). 

• Of adults who consumed alcohol in the week prior to interview, 8% reported 
doing so every day in 2023/2024 combined. This proportion increased with 
age from 1% of those aged 16-24 to 20% of those aged 75 and over. 

 
  

 
13 Hazardous/harmful: Consumed more than 14 units of alcohol per week. 
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Figure 9: The prevalence of hazardous or harmful alcohol 
consumption remained stable between 2023 and 2024
Hazardous/harmful alcohol consumption, 2003 - 2024, by sex



 
 

Chapter 10: Obesity 

 
In 2024: 

• A third of adults (31%) were living with obesity14 in 2024, a similar proportion 
to 2023 (32%), with a significantly higher proportion of females (35%) living 
with obesity compared with males (27%). The mean BMI of adults in 2024 
was 28.1 kg/m2, an increase from 27.1 kg/m2 in 2003.  

 

• The highest prevalence of healthy weight15 was for adults aged 16-24 (58%) 
compared with 23%-38% of those in other age groups. 

• Almost two-thirds of children (65%) were within a healthy weight range16 
based on their BMI. This proportion has been in the range 64% - 72% since 
1998. 

• Just under a fifth of children (18%) were at risk of obesity17, the same level 
as in 2021 and 2022 and the highest level in the timeseries (fluctuating 
between 13% and 18% between 1998 and 2024). 

• A third of all children in 2024 were at risk of overweight (including obesity)18 
(33%). 

  

 
14 BMI of 30kg/m2 or more. 
15 BMI of higher than 18.5kg/m2 and lower than 25kg/m2. 
16 BMI above 2nd percentile and below 85th percentile. 
17 BMI at or above 95th percentile. 
18 BMI at or above 85th percentile. 
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Figure 10: Little change was recorded in the proportion of 
adults living with obesity in 2024 compared with the previous 
year

Adults with BMI of 30 or more, 2003 to 2024, by sex



 
 

1. Mental Health and Wellbeing 

Jack Terris 

1.1 Introduction 

Mental health is defined by the World Health Organisation (WHO) as a state of 
well-being in which every individual realises their own potential, can cope with 
the stresses of life, can work productively, and is able to make a contribution to 
their community17. 
  
Many factors can have an impact on mental health and wellbeing including 
social, cultural, political, environmental and economic factors such as living and 
working conditions and social support18. Social determinants that put some 
groups at greater risk of poor mental health than others include poverty, 
loneliness, unemployment, age and provision of unpaid care19.   
 
Poor mental health has a considerable impact on individuals, their families and 
society as a whole20. Approximately one in four people in Scotland are facing a 
mental health problem in any given year21. Those with a mental health condition 
have a higher risk of having/developing a physical illness, this being diagnosed 
later and record higher mortality rates22.  
 
Loneliness is a significant public health problem23 that can reduce quality of life, 
as well as physical and mental health. The health risks associated with 
loneliness have been compared with the effects of factors such as smoking 
daily, hazardous/harmful drinking and obesity24 and linked to cardiovascular 
disease, high blood pressure, decreased immune function, depression and 
cognitive decline25. 
 
Eating disorders can have a significant impact on an individual’s physical health 
and/or their ability to function fully in day-to-day life, as well as their mental 
wellbeing and that of others around them26,27. Eating disorders can lead to a 
number of physical and mental health conditions including cardiovascular 
problems, osteoporosis, organ failure, intestinal distress28, as well as 
depression, social anxiety and attention deficit hyperactivity disorder (ADHD)29. 

1.1.1  Policy background 

In June 2023, the Scottish Government published a new Mental Health 
and Wellbeing Strategy30 jointly with the Convention of Scottish Local 
Authorities (COSLA), with a focus on promoting positive mental health 
and wellbeing, preventing mental health issues occurring or escalating 
and tackling underlying inequalities and providing mental health and 
wellbeing support and care in the right place at the right time. The 
Strategy’s first Delivery Plan31 and Workforce Action Plan32, published 
on 7 November 2023, describe the work that the Scottish Government 
and partners, will undertake over 18 months under each of the 
Strategy’s 10 priorities, many of which are focused on the mental health 
and wellbeing of children, young people and families33. The Mental 
Health and Wellbeing Strategy Leadership Board was established in 
August 2024 in order to monitor and support these ten mental health 
priorities and their associated actions34. 



 
 

 
The National Specification for the Care and Treatment of Eating 
Disorders in Scotland, published in November 2024, is a response to 
the 2021 National Review of Eating Disorder Services. The 
Specification aims to address two key areas of focus – consistency and 
clarification of responsibilities in service provision. It sets out a baseline 
of service provision that is person-centred, safe and effective, reducing 
and preventing gaps in care provision with clear protocols and a service 
structure that fulfils these values26. 

1.1.2  Reporting on mental health and wellbeing in the Scottish Health 
Survey  

In this chapter, the following data are presented for adults: 
 

• Mental wellbeing (Warwick-Edinburgh Mental Wellbeing Scale-
WEMWBS) 

• Possible psychiatric disorder (General Health Questionnaire 12-
GHQ-12) 

• Anxiety and depression scores, attempted suicide and self-harm 
(Clinical Interview Schedule - Revised – CIS-R)  

• Loneliness 

• Prevalence of eating behaviours and feelings related to food that 
could be indicative of a possible eating disorder 

 
Figures are reported by age, sex and area deprivation. Eating 
behaviours and feelings related to food that could be indicative of a 
possible eating disorder are also reported by mental wellbeing. 
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 

 
The area deprivation data are presented in Scottish Index of Multiple 
Deprivation (SIMD) quintiles. To ensure that the comparisons presented 
are not confounded by the different age profiles of the quintiles, the data 
have been age-standardised. For a detailed description of both SIMD 
and age-standardisation as well as definitions of other terminology used 
in this chapter and for further details on the data collection methods for 
mental health and wellbeing, loneliness and eating behaviours and 
feelings related to food that could be indicative of a possible eating 
disorder, please refer to the Scottish Health Survey 2024 volume 2 
technical report.  

1.1.3  Comparability with other UK statistics  

The Health Survey for England (HSE) 35, the Health Survey Northern 
Ireland36 and the National Survey for Wales37 provide estimates of 
adults’ mental health and wellbeing prevalence in the other UK 
countries. The surveys are conducted separately and have different 
sampling methodologies, so mental health and wellbeing prevalence 
estimates across the surveys are only partially comparable.  
 

https://scotland.shinyapps.io/sg-scottish-health-survey/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/


 
 

HSE 2019 also provided estimates of the prevalence of possible eating 
disorders in the English adult population by using the SCOFF 
questionnaire38. The survey has a different sampling methodology to 
SHeS, so prevalence estimates across the surveys are only partially 
comparable. 

 

1.2 Results 

Summary points 
 
In 2024: 
 

• After increasing for the first time since the pandemic in 2023 (48.9), 
mental wellbeing (mean WEMWBS scores) for adults remained at a 
similar level (48.5). 

• The proportion of adults with a possible psychiatric disorder (22%) (GHQ-
12 score of 4 or more) remained at a similar level to 2023 (21%) 
following a decrease from 2022 (27%). 

• One in four (25%) females reported a possible psychiatric disorder 
(GHQ-12 score of 4 or more), significantly more than males (18%). 

• The proportion of adults with a possible psychiatric disorder (GHQ-12 
score of 4 or more) was highest among those living in the most deprived 
areas (31%) compared with those living in the least deprived areas 
(17%). 

• The proportion of adults who reported having felt lonely ‘most’ or ‘all of 
the time’ decreased from 10% in 2023 to 7%, similar to the proportion in 
2021 (8%). 

• Thirteen per cent of adults self-reported eating behaviours and feelings 
related to food that could be indicative of a possible eating disorder.  This 
was highest for those aged 16-24 (26%) and lowest for those aged 65 
and over (4%-5%). 

• Adults with self-reported eating behaviours and feelings related to food 
that could be indicative of a possible eating disorder had a significantly 
lower mean WEMWBS score (42.2) compared with those who did not 
(49.4). 

 
In 2023/2024 combined: 
 

• The prevalence of two or more symptoms of depression among adults 
was 10%, a decrease from 13% in 2021/2022 combined.    

• The prevalence of two or more symptoms of depression was much 
higher among adults living in the most deprived areas (23%) than among 
those living in the least deprived areas (4%). 

• Consistent with previous years, a larger proportion of females reported 
two or more symptoms of anxiety (18%) compared with males (13%). 



 
 

• Adults aged 16-34 were most likely to have intentionally self-harmed, 
17%-18% compared with 0%-1% among those aged 65 and over. 

 
  



 
 

1.2.1 After increasing for the first time since the pandemic in 2023, adult 
mental wellbeing remained at a similar level in 2024 

The mean WEMWBS score for all adults was 48.5 in 2024 a similar 
level as the first post-pandemic increase in 2023 (48.9). The 2024 score 
remains significantly lower than the mean WEMWBS scores recorded in 
pre-pandemic years (49.4 – 50.0 between 2008 and 2019).  

 
 
 
Note: WEMWBS scores range from 14 to 70. Higher scores indicate greater 
wellbeing.  
 Figure 1A, Table 1.1                                                                                              

1.2.2 Mental wellbeing was lowest for adults aged 16-24 or 45-54 

Significant variations in mean WEMWBS scores by age were evident in 
2024, however, this did not follow a linear pattern. The highest 
WEMWBS score was recorded for adults aged 65-74 (50.4) and the 
lowest for those aged 16-24 (47.7) or 45-54 (47.4). Table 1.2 

1.2.3 The proportion of adults with a possible psychiatric disorder 
remained higher in 2024 than those recorded prior to 2021 

Just over one in five (22%) adults reported a GHQ-12 score of four or 
more (indicative of a possible psychiatric disorder) in 2024, a proportion 
towards the lower end of the range recorded since 2021 (21%-27%) but 
one that remains higher than those recorded between 2003 and 2019 
(14%-19%).  
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Figure 1A: After increasing for the first time since the pandemic in 
2023, adult mental wellbeing remained a similar level in 2024
Adult WEMWBS mean score, 2008 to 2024



 
 

 
 
Note: GHQ-12 scores range from 0 to 12. Scores of 4 or more indicate 
possible psychiatric disorder/mental ill health. 
 
Differences in GHQ-12 scores by sex were also evident in 2024, with a 
significantly larger proportion of females (25%) reporting a GHQ-12 
score of 4 or more compared with males (18%).   

Figure 1B, Table 1.3                                                                                       

1.2.4 Those aged 16-64 were more likely to record a GHQ-12 score of 
four or more, indicative of a possible psychiatric disorder, than 
older adults 

As reported in previous years, a larger proportion of younger adults 
recorded a GHQ-12 score of 4 or more in 2024, with 22% - 27% of 
those aged 16-64 doing so compared with 16% of those aged 65 and 
over.  
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Figure 1B: The proportion of adults with GHQ-12 scores of 4 or 
more remained significantly higher than those recorded before the 
pandemic
Adult GHQ-12 scores of 4 or more, 2003 to 2024



 
 

 
 

Figure 1C, Table 1.4 

1.2.5 Adults living in the most deprived areas were much more likely to 
report a GHQ-12 score of four or more, indicative of a possible 
psychiatric disorder 

The proportion of adults (age-standardised) with a GHQ-12 score of 4 
or more increased with deprivation in 2024, from 17% among those 
living in the two least deprived areas to 31% among those living in the 
most deprived areas.  

  
 

Figure 1D, Table 1.5 
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Figure 1C: Adults aged 16-64 were more likely to record a GHQ-12 score 
indicative of a possible psychiatric disorder than older adults

GHQ-12 score of 4 or more, 2024, by age
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Figure 1D: Adults living in the most deprived areas were much more 
likely to report a GHQ-12 score of four or more

GHQ-12 score of 4 or more (age-standardised), by area deprivation



 
 

1.2.6 Prevalence of two or more symptoms of depression was lower in 
2023/2024 combined than in 2021/2022 combined 

In 2023/2024 combined, the prevalence of adults with two or more 
symptoms of depression was 10%, a decrease from 13% in 2021/2022 
combined. 
     
In 2023/2024 combined, 16% of adults reported two or more symptoms 
of anxiety, remaining similar to the level in 2021/2022 combined (17%) 
and an increase from 9% in 2008/2009 combined.  Consistent with 
previous years, a larger proportion of females reported two or more 
symptoms of anxiety (18%) compared with males (13%). 
 

 
 
In 2023/2024 combined, around than 1 in 20 (6%) adults reported to 
ever having attempted suicide, a proportion that remained within the 
range of 4%-7% since 2008/2009 combined. No significant variation by 
sex was recorded in 2023/2024 combined.  
 
In 2023/2024 combined, 8% of adults had deliberately self-harmed, 
similar to 2021/2022 combined (10%) and an increase from 2% in 
2010/2011 combined. Figure 1E, Table 1.6 
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Figure 1E: As in previous years, the proportion of females 
reporting two or more symptoms of anxiety was higher than 
among males in 2023/2024 combined
Two or more symptoms of anxiety, 2008/2009 - 2023/2024 
combined, by sex



 
 

1.2.7 Adults aged 16-34 were most likely to report experiencing two or 
more symptoms of anxiety, to have ever attempted suicide and/or 
ever self-harmed in 2023/2024 combined 

The prevalence of adults with two or more symptoms of depression was 
lowest for those aged 65 and over (3%-4%) and highest for those aged 
55-64 (16%). 
 
Consistent with previous years, the proportion of adults with two or 
more symptoms of anxiety generally decreased with age in 2023/2024 
combined, from 23%-25% of adults aged 16-34 to 6%-7% of adults 
aged 65 and over.  
 
Having ever attempted suicide was also more prevalent among younger 
age groups in 2023/2024 combined, ranging from 8%-9% among those 
aged 16-34 and 1%-3% among those aged 65 and older. However, this 
pattern was not linear and fluctuated between age groups. 
 
In 2023/2024 combined younger adults were also more likely to report 
having ever self-harmed (17%-18% among those aged 16-34 compared 
with 0%-1% of those aged 65 and over).  
 Table 1.7 

1.2.8 The prevalence of depression among adults was highest amongst 
those living in the most deprived areas in Scotland in 2023/2024 
combined 

In 2023/2024 combined, the prevalence of two or more symptoms of 
depression (age-standardised) increased with deprivation from 4% of 
adults living in the least deprived areas to 23% among those living in 
the most deprived areas.  
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Figure 1F: Adults living in the most deprived areas reported the highest 
prevalence of two or more symptoms of depression in 2023/2024 combined

Two or more symptoms of depression (age-standardised), 2023/2024 combined, 
by area deprivation



 
 

In 2023/2024 combined, the proportion of adults with two or more 
symptoms of the anxiety (age-standardised) was higher among adults 
living in the most deprived quintile (29%) than those living the four other 
quintiles (in the range of 12%-15%). 
 
The proportion of adults reporting to have ever attempted suicide was 
highest in the most deprived quintile (9%), compared to 3% in the 
second least deprived quintile. 
 
No significant differences were reported by area deprivation with 
regards to the prevalence of ever having deliberately self-harmed. 
 Figure 1F, Table 1.8 

1.2.9 The proportion of adults who had felt lonely ‘most’ or ‘all of the 
time’ decreased in 2024 to a similar level as that recorded in 2021  

The proportion of adults who reported having felt lonely ‘most’ or ‘all of 
the time’ in the week prior to being interviewed decreased from 10% in 
2023 to 7% in 2024, similar to the proportion recorded in 2021 (8%). 
Similar patterns were recorded by sex (7% for both males and females). 

 Table 1.9 

1.2.10 In contrast to previous years, the proportion of adults feeling 
lonely ‘most/all of the time’ did not vary significantly by age in 
2024  

Unlike previous years, there was not a linear pattern in the proportion of 
adults feeling lonely ‘most/all of the time’ by age, with proportions 
fluctuating from 10% among those aged 45-54 to 4% among those 
aged 65-74. Table 1.10 

1.2.11 The prevalence of self-reported eating behaviours and feelings 
related to food that could be indicative of a possible eating 
disorder was highest for younger adults and females in 2024 

Among all adults in 2024, 13% self-reported eating behaviours and 
feelings related to food that could be indicative of a possible eating 
disorder. Prevalence was higher among females (17%) compared with 
males (9%).  
 
A linear decrease was recorded by age. Around a quarter of adults 
(26%) aged 16-24 recorded eating behaviours and feelings related to 
food that could be indicative of a possible eating disorder compared 
with 4%-5% of those aged 65 and over.  
 
Among males, the largest proportion was recorded for the 16-24 age 
group (17%), a proportion which more than double among females of 
the same age (35%). 
 
Seven per cent of adults reported that feelings about food had 
interfered with an aspect of their life such as the ability to work, meet 
personal responsibilities and/or to enjoy a social life, a proportion that 
was higher among females (9%) compared with males (4%). This 



 
 

proportion also varied significantly by age, decreasing from 16% among 
those aged 16-24 to 1% among those aged 75 and over. 
 

 
 

 
Figure 1G, Table 1.11 

1.2.12 No significant differences by deprivation were observed in the 
prevalence of self-reported eating behaviours and feelings related 
to food that could be indicative of a possible eating disorder 

Although the prevalence of eating behaviours and feelings related to 
food that could be indicative of a possible eating disorder was higher 
among adults living the most deprived areas (15%) than among those 
living in the least deprived areas (12%), this difference was not 
significant.  Table 1.12 

1.2.13 Mental wellbeing was significantly lower in 2024 among adults 
with self-reported eating behaviours and feelings related to food 
that could be indicative of a possible eating disorder 

In 2024, adults with eating behaviours and feelings related to food that 
could be indicative of a possible eating disorder recorded a mean 
WEMWBS score of 42.2, significantly lower than the mean of 49.4 for 
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Figure 1.2: Eating behaviours and feelings related to food that could be 
indicative of a possible eating disorder were higher among younger adults 
and females in 2024
Prevalence of two or more eating behaviours and feelings related to food that 
could be indicative of a possible eating disorder, 2024, by age and sex



 
 

adults without a possible eating disorder. No significant differences 
were recorded between males and females. Table 1.13 
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2. General Health, Cardiovascular Conditions, and Caring 

 
Erin Deakin and Jack Terris 

2.1 Introduction 

Population measures of self-reported health have been found to be good 
assessments of past and future health, as well as predictors of illness recovery, 
declining functional ability, mortality, morbidity and/or use of health care. These 
measures can also reflect subjective lived experiences of diagnosed and 
undiagnosed physical and mental illnesses1. 
 
A growing proportion of the population in Scotland are living with at least one 
chronic health condition that necessitate health and social care provision, can 
affect their potential to work and which will require increasing management as 
people age2. This increase reflects improvements related to the management of 
chronic conditions and an ageing population, meaning people are living for, and 
requiring care for, longer3.      

 
Cardiovascular disease (CVD) is a general term for conditions that affect the 
heart and blood vessels. Its main components are ischaemic heart disease 
(IHD) and stroke, both of which are well-established clinical priorities for the 
Scottish Government4,5. CVD often presents alongside other comorbidities 
including diabetes, visual impairment, chronic obstructive pulmonary disease 
(COPD) and asthma6.  
 
Diabetes, the most prevalent metabolic disorder, is a growing health challenge 
for Scotland. The majority of those registered as diabetic in Scotland have Type 
2 diabetes, which can be influenced by demographic factors such as an ageing 
population, lifestyle factors such as diet, low levels of physical activity and 
obesity and comorbidities including high blood pressure7,8,9.  
 
It is estimated that 3 in 5 people are likely to become a carer at some point in 
their lives10. The care provided is crucial to the social care landscape in 
Scotland, however, unpaid caring can impact on an individual’s physical and 
mental health, their employment prospects, relationships and ability to take time 
for themselves11,12.  

2.1.1 Policy background 

The Heart Disease Action Plan (2021) sets out the priorities and actions 
Scottish Government and the National Heart Disease Task Force will 
take to minimise preventable heart disease and ensure equitable and 
timely access to diagnosis, treatment, and care for people with 
suspected heart disease in Scotland13,14. Likewise, the 2023 Stroke 
Improvement Plan presents the Scottish Government’s vision for 
minimising preventable strokes and ensuring timely and equitable 
access to life-saving treatment15.  
 
The Diabetes Improvement Plan16 sets out priorities and commitments 
from 2021 to 2026 to improve the prevention, treatment and care for 



 
 

everyone in Scotland living with diabetes. This will be accompanied by 
investment of up to £8.8 million in technologies to support adults and 
children living with Type 1 diabetes17. 
 
The Carers (Scotland) Act 201618 took effect in 2018, extending carers’ 
rights to support19. The Scottish Government’s commitment to unpaid 
carers in Scotland is reflected in the National Carers Strategy20 which 
sets out a cross-government approach to carers issues, including 
through social care, social security and supporting carers in 
employment and education through initiatives such as the Short Breaks 
Fund and the Carer Positive scheme21. 

2.1.2  Reporting on general health, cardiovascular conditions and unpaid 
caring in the Scottish Health Survey  

In this chapter, the following data are presented: 
 

• Self-assessed general health for adults and children 

• Prevalence of and impairments due to self-reported long-term 
conditions for adults  

• Self-reported CVD and diabetes prevalence for adults  

• Insulin and insulin pump use for diabetes management for adults 

• Unpaid caring prevalence and adult mental wellbeing 
(WEMWBS) scores by hours spent providing unpaid care per 
week 

 
Figures are reported by age and sex.  
 
For definitions of terminology used in this chapter and for further details 
on the data collection methods for self-assessed general health, CVD, 
diabetes, stroke, blood pressure,  long-term conditions and unpaid 
caring, please refer to the Scottish Health Survey 2024 volume 2 
technical report.  
 
Further breakdowns for long-term conditions, self-assessed general 
health, and caring indicators can be found in the Scottish Surveys Core 
Questions (SSCQ) - gov.scot (www.gov.scot), which asks harmonised 
questions across the three major Scottish Government household 
surveys. 
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 

2.1.3  Comparability with other UK statistics 

The Health Survey for England 22, Health Survey Northern Ireland23 and 
the National Survey for Wales24 provide estimates of adults’ general 
health, long-term conditions, cardiovascular conditions and unpaid 
caring prevalence in the other UK countries. The surveys are conducted 
separately and have different sampling methodologies, so general 
health, cardiovascular conditions and unpaid caring prevalence 
estimates across the surveys are only partially comparable. 

https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
https://www.gov.scot/collections/scottish-surveys-core-questions/
https://www.gov.scot/collections/scottish-surveys-core-questions/
https://scotland.shinyapps.io/sg-scottish-health-survey/


 
 

  
The 2021 censuses for England, Wales and Northern Ireland 
respectively25,26 collected data on self-assessed health and long-term 
conditions for both adults and children. The censuses were conducted 
separately and health estimates are only partially comparable with 
SHeS. The Scottish census was carried out a year after the other 
countries, in 2022, and this impacts comparability 27. 

 

2.2 Results 

Summary points 
 
In 2024: 

• Seven in ten adults reported their general health to be 'very good/good' 
(70%), a proportion at the lowest end of range 70%-77% recorded since 
2008. 

• The prevalence of self-reported very good/good general health in adults 
decreased with age, from 88% among those aged 16-24 to 53% among 
those aged 75 and over. 

• Half of all adults reported having a long-term condition (50%), the highest 
proportion in the timeseries. Almost two in five adults (39%) reported 
having a long-term condition that limited their activities.  

• Over four in five adults (81%) who reported living with a long-term 
condition experienced at least one impairment as a result, most 
frequently related to mobility (41%), stamina/breathing/fatigue (37%) 
and/or mental health (32%). 

• The proportion of adults with doctor-diagnosed diabetes rose to 8%, the 
highest level recorded.  

• Prevalence of cardiovascular diseases, diabetes and IHDs increased 
with age, with highest prevalence among adults aged 75 and over (42%, 
20% and 20% respectively). 

 

In 2023/2024 combined:  

• Fifteen per cent of adults reported being unpaid carers, a proportion 
which was higher among females (17%) compared with males (12%).  

• Among those who provided unpaid care, mean WEMWBS scores ranged 
from 45.5 among those providing 20-34 hours of unpaid care per week to 
49.4 among those providing unpaid care for up to four hours per week. 

  



 
 

2.2.1 The prevalence of children reporting ‘very good/good’ general 
health has remained relatively consistent since 2008 

In 2024, 70% of adults self-reported their general health to be ‘very 
good/good’, a proportion at the lowest end of range recorded since 
2008 (70%-77%), five percentage points lower than in 2021 (75%), but 
not significantly different to the proportion recorded in 2022 or 2023.  
 
While the proportion of males who self-reported their general health to 
be ‘very good/good’ decreased from 76% in 2023 to 72% in 2024, this 
proportion has shown some variation across the timeseries (ranging 
from 71%-77%). The proportion of females who reported being in ‘very 
good/good health’ in 2024 has remained unchanged since 2022, (69%) 
with the proportion at the lowest end of the range recorded since 2008 
(69%-77%).  
 
As in previous years, the vast majority of children were reported to have 
‘very good/good’ health in 2024 (94%), a proportion that remained in the 
range recorded since 2008 (93%-96%).  
 

 
 Figure 2A, Table 2.1 

2.2.2 The prevalence of self-reported ‘very good/good general health’ in 
adults decreased with age in 2024 

As in previous years, the proportion of adults who reported their general 
health to be ‘very good/good’ decreased as age increased from 88% of 
those aged 16-24 to 53% of those aged 75 and over. Similar patterns 
were recorded by sex. However, males were more likely than females 
to indicate that their health was ‘very good/good’ particularly those aged 
25-34 (84% and 75% respectively) and those aged 55-64 (67% and 
59% respectively). 
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Figure 2A: Self-reported 'very good/good' general health 
among adults has fallen since 2021 to its lowest level in the 
timeseries
Adult and child 'very good/good' self-assessed general health, 

2008 - 2024



 
 

 

 
 Figure 2B, Table 2.2 

2.2.3 The prevalence of long-term conditions continued to increase in 
2024 

In 2024, half (50%) of adults reported living with a long-term condition, 
the largest proportion recorded since the timeseries began in 2003 
(40%-50%).  
 
Almost two in five adults in 2024 (39%) reported living with at least one 
long-term condition that limited their activities to some capacity, again 
the highest proportion since 2003. Across the timeseries higher 
proportions of females compared with males have reported living with a 
limiting long-term condition, a pattern that continued in 2024 (42% and 
35% respectively).  
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 Figure 2C, Table 2.3 

2.2.4 Over four in five adults with a long-term condition reported 
experiencing one or more impairments as a result of their 
condition  

In 2024, around four-fifths of adults (81%) who reported living with a 
long-term condition reported that this caused them some form of 
impairment, a proportion that was higher among females (83%) 
compared with males (78%).  

 
The three most common impairments adults reported due to long-term 
conditions in 2024 were to their mobility (41%), 
stamina/breathing/fatigue (37%) and/or mental health (32%). No 
significant variations were recorded by sex.  
 
A greater proportion of younger adults than older adults reported 
impairment to their mental health (45%-56% of those aged 16-44 
compared to 9% of those aged 75 or over). Those aged 16-34 were 
also more likely to report being impaired socially or behaviourally (24%-
28%) compared with those aged 35 and over (4%-14%). Older adults 
reported higher prevalence of impairment to mobility (53%-59% of those 
aged 65 and over compared with 21%-22% of those aged 16-34).  

Table 2.4 
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Figure 2C: The prevalence of long-term conditions 
continued to rise in 2024 
Prevalence of long-term conditions in adults, 2003 to 2024



 
 

2.2.5 Eight per cent of adults reported a doctor or healthcare 
professional diagnosis of diabetes in 2024, the highest proportion 
across the timeseries 

The prevalence of doctor-diagnosed diabetes rose to 8% in 2024, the 
highest recorded proportion in the timeseries and an overall increase 
from 4% in 2003.  
 
In 2024, 16% of adults reported living with any CVD, a proportion that 
remained within the 14%-16% range recorded since 2003.  
 
The prevalence of any IHD or stroke remained at 7% in 2024, within the 
range 7%-9% recorded since 2003.  
 
Males were significantly more likely to report having any CVD or 
diabetes compared with females in 2024 (23% and 18% respectively).  
 Table 2.5 

2.2.6 The prevalence of cardiovascular diseases, diabetes and IHD 
increased with age, peaking among adults aged 75 and over 

As in previous years, the prevalence of any CVD among adults 
increased with age in 2024 from 4% among those aged 16-24 to 42% 
among those aged 75 and over.  
 
The prevalence of doctor diagnosed diabetes followed a similar, 
although less pronounced pattern, increasing from 0%-2% of adults 
aged 16-44 to 20% of adults aged 75 and over. Type 2 diabetes 
remained the most frequently diagnosed type among all adults (7% in 
2024), a proportion that rose from 0-1% among those aged 16-34 to 
18% among those aged 75 and over. 
 
In 2024, the prevalence of IHD among adults aged 75 and over (20%) 
was significantly higher than among adults aged 16-74 (0%-9%).   

Table 2.6 

2.2.7 Around a fifth of adults with diabetes managed their condition with 
insulin 

In 2024, around a fifth (22%) of adults with diabetes managed their 
condition with insulin. Of these, 23% reported using an insulin pump. No 
significant differences were recorded by sex.  
 
It should also be noted that low base sizes for the usage of insulin 
pumps mean that results should be treated with caution.  

Table 2.7 

2.2.8 Females provided more hours of unpaid care than males in 
2023/2024 combined 

In 2023/2024 combined, 15% of adults reported being unpaid carers, a 
proportion which was significantly higher among females (17%) 
compared with males (12%).  



 
 

Around a fifth (18%) of unpaid carers reported providing care for 50 
hours or more per week. This was higher among females (21%) 
compared with males (13%). There was also a significant difference by 
age, with unpaid carers aged 75 and over significantly more likely to 
provide care for 50 or more hours per week (39%) compared to the 
other age groups (5%-21%).  

Table 2.8 

2.2.9 Mental wellbeing was lower among those providing 20-34 hours of 
unpaid care a week compared with those providing up to four 
hours 

In 2023/2024 combined, mental wellbeing, recorded as mean 
WEMWBS scores, ranged from 45.5 among those providing 20-34 
hours of unpaid care per week to 49.4 among those providing unpaid 
care for up to four hours per week. Differences by sex were not 
significant. 

 

 
 Figure 2D, Table 2.9 
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3. Perimenopause and Menopause 

Victoria Wilson 

3.1 Introduction 

Menopause refers to the time when menstrual periods stop due to loss of 
hormones produced by the ovaries. It is estimated that around 400,000 
individuals in Scotland are of menopausal age1. 
 
Menopause usually occurs between 45 and 55 years of age, although for a 
small percentage of people menopause can happen early (before the age of 45) 
or prematurely (before the age of 40). This can be due to a number of different 
reasons including menopause being medically induced as a result of certain 
surgeries or cancer treatments2.  
 
Perimenopause refers to the time leading up to the menopause and is when an 
individual begins to experience fluctuations in hormone levels and may start 
experiencing menopausal symptoms along with changes to their menstrual 
cycle. 
 
The onset, duration and range of symptoms experienced during perimenopause 
and menopause are different for every person who menstruates. Some may 
experience few or mild menopausal symptoms. But for some, symptoms can be 
quite severe or long-lasting which can have a significant impact on everyday 
life3.  
 
The impact of perimenopause and menopause can extend beyond the 
individual, and symptoms can affect work, relationships, family life and social 
interactions4. It has been estimated that 14 million working days are lost each 
year due to perimenopause and menopause symptoms, while some individuals 
have reported considering leaving or have left work as a result5.  

3.1.1 Policy background 

In August 2021, the Scottish Government published the Women’s 
Health Plan6, outlining a commitment to improving health outcomes and 
services for all girls and women in Scotland. One of the key priorities 
within the Plan was to ensure women who need it have access to 
specialist menopause services for advice and support on diagnosis and 
management of the menopause.  
 
The Women’s Health Plan: Final Progress Report7, published in 2024, 
highlights positive changes made since the publication of the original 
Plan. This has included establishing a menopause specialist service in 
all mainland health boards and a buddy service for Island health 
boards; improving access to reliable, accurate information for women 
through launching a menopause resource on the NHS Inform Women’s 
Health Platform8; and ensuring that training is available for healthcare 
practitioners with a new NHS Education for Scotland eLearning 
menopause module9. Alongside this, the NHSScotland Menopause and 
Menstrual Health Policy10 was developed and launched in October 2023 



 
 

as an example of best practice, and aims to support NHS employees to 
experience good menstrual health and menopause at work, and 
provides advice and guidance on how they can be supported when they 
experience symptoms which affect their work.  

3.1.2  Reporting on perimenopause and menopause in the Scottish 
Health Survey 

In this chapter, the following data are presented for adults who self-
reported that perimenopause/menopause was or would be applicable to 
them: 
 

• Menopause and perimenopause symptoms 

• Early menopause prevalence and reasons 

• Contact with health professionals in relation to menopause or 

perimenopause symptoms 

• Reasons for not contacting a health professional about 

menopause or perimenopause symptoms 

• Management of menopause or perimenopause symptoms 

 
Figures are reported by age.  
 
For definitions of terminology used in this chapter and for further details 
on the data collection methods for perimenopause and menopause, 
please refer to the Scottish Health Survey 2024 - Volume 2: Technical 
Report. 

3.1.3  Comparability with other UK statistics  

The perimenopause and menopause questions were adapted 
specifically for SHeS, including feedback from testing and are, 
therefore, not completely comparable with other UK statistics on the 
subject.  

 

3.2 Results 

Summary points 

In 2024: 

• Just under three quarters of those aged 45-55 (72%) and around half of 
those aged 56 and over (53%) for whom questions on menopause and 
perimenopause were applicable had experienced symptoms of 
menopause or perimenopause in the last 12 months  

• Around one in fourteen (7%) of those for whom questions on menopause 
and perimenopause were applicable had surgical/medical treatment or a 
medical condition that resulted in early menopause.  

• Surgical intervention only was the most frequently reported reason for 
early menopause (57% of those who had experienced this) with a further 

hhttps://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
hhttps://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/


 
 

10% reporting the cause as both a surgical intervention and medical 
treatment and 12% as medical treatment only. 

• Around six in ten of those who had experienced menopause or 
perimenopause symptoms had been in contact with a healthcare 
professional in the last 12 months (58%), with the largest proportion 
having consulted a General Practitioner (GP) (45%). 

• The majority of those who had not contacted a healthcare professional 
about their menopause or perimenopause symptoms indicated that they 
felt able to manage symptoms themselves (58%). Around a quarter felt 
they had been able to manage symptoms in other ways (27%) and/or 
that it was too soon to seek advice (25%). 

• Physical activity (40%), hormone replacement therapy (HRT) (38%), and 
use of vitamins, minerals or supplements (35%) were the most common 
ways used to manage symptoms of menopause or perimenopause. 

• Significant variations were evident by age with regard to menopause or 
perimenopause symptom management. Those aged 45 and over were 
more likely to have used HRT (44%-45%) compared with those aged 30-
44 (10%). 

3.2.1  Just under three quarters of those aged 45-55 and around half of 
those aged 56 and over for whom questions on menopause and 
perimenopause were applicable had experienced symptoms of 
menopause or perimenopause in the last 12 months 

In 2024, just over two-fifths of those for whom questions on menopause 
and perimenopause were applicable indicated that they had 
experienced the symptoms of menopause or perimenopause in the last 
12 months (43%). Those aged 45-55 were most likely to report having 
experienced symptoms in the last 12 months (72%) followed by those 
aged 56 and over (53%), while lower proportions of those aged 30-44 
(18%) and those aged 16-29 (2%) indicated that this was the case. 
 
 



 
 

 
 Figure 3A, Table 3.1 

3.2.2 Around one in fourteen of those for whom questions on 
menopause and perimenopause were applicable had 
surgical/medical treatment or a medical condition that resulted in 
early menopause  

In 2024, a small proportion of those for whom questions on menopause 
and perimenopause were applicable reported that surgical/medical 
treatment or a medical condition had resulted in early menopause (7%).  
 
The most frequently reported reason for early menopause was surgical 
intervention only (57%).  A further 10% reported the cause as both a 
surgical intervention and medical treatment and 12% as medical 
treatment only. Table 3.2 

3.2.3 Healthcare consultations for menopause or perimenopause 
symptoms were most likely to be undertaken with a GP  

Around six in ten of those who had experienced any menopause or 
perimenopause symptoms indicated that they had been in contact with 
a healthcare professional in relation to their symptoms (58%) in 2024, 
with no significant variation by age. 
 
Just over two-fifths of those who had experienced menopause or 
perimenopause symptoms in the last 12 months had consulted a 
General Practitioner (GP) (45%) while around a fifth (21%) had seen a 
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Figure 3A: Just under three quarters of those aged 45-55 and around half of 
those aged 56 and over for whom questions on menopause and 
perimenopause were applicable had experienced symptoms of menopause 
or perimenopause in the last 12 months

Experienced symptoms of menopause or perimenopuase in last 12 months, 2024, 
by age 



 
 

nurse. No significant variations by age were recorded for these 
healthcare professionals among those who had experienced symptoms 
in the last 12 months.   

Table 3.3 

3.2.4 Being able to manage symptoms independently was the most 
frequently cited reason for not contacting a health professional 
about menopause or perimenopause symptoms 

In 2024, the majority of those who had not contacted a healthcare 
professional about their menopause or perimenopause symptoms 
indicated that they felt able to manage symptoms themselves (58%). 
Just over a quarter had been able to manage their symptoms in other 
ways (27%), a quarter were concerned that it was too soon to seek 
advice (25%), 17% spoke to family or friends, 15% did not want to 
burden the NHS/thought other people might need the service more,   
13% were worried that they were imagining symptoms or others would 
think that they were, and 7% could not get an appointment with anyone 
in their general practice. 

 
 Figure 3B, Table 3.4 
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3.2.5  Physical activity, hormone replacement therapy (HRT), and use of 
vitamins, minerals or supplements were the most common ways 
used to manage symptoms of menopause or perimenopause  

In 2024, around three-quarters of those who had experienced 
menopause or perimenopause symptoms indicated that they had 
utilised one or more ways of managing their symptoms (76%). The 
largest proportions had utilised physical activity (40%), Hormone 
Replacement Therapy (HRT) (38%) and/or vitamins, minerals or 
supplements (35%) to manage their symptoms. 
 
Significant variations by age were evident with those aged 45 and over 
more likely to report having used HRT (44%-45%) compared with those 
aged 30-44 (10%) while those aged 56 and over were more likely to 
have used vaginal estrogen (bought without prescription) (6%) 
compared with 1% of those aged 30-44.  

 

 
 Figure 3C, Table 3.5 
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Figure 3C: Physical activity, hormone replacement therapy (HRT), and 
vitamins, minerals or supplements were the most common ways to 
manage symptoms
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4. Respiratory  

Jack Terris 

4.1 Introduction 

Infectious respiratory disorders and long-term respiratory conditions, such as 
asthma, chronic obstructive pulmonary disease (COPD), and sleep apnoea are 
a considerable challenge for the individuals that live with them and for health 
services in Scotland, particularly in light of an ageing population1. Many 
respiratory conditions are currently incurable, however, treatment can help to 
improve symptoms and quality of life2.  
 
The UK has one of the highest rates of asthma in the world3. Asthma is a long-
term condition characterised by variable and recurring breathlessness, 
wheezing, coughing and chest tightness. The reasons for the high prevalence of 
asthma in the UK are not certain; however, risk factors include 
infections/viruses, hormones, environmental, lifestyle (including smoking, diet 
and obesity), occupational and genetic disposition4,5,6. An estimated £500 
million is spent by the NHS in Scotland each year on this and other respiratory 
diseases7. 
 
COPD is the fourth leading cause of mortality worldwide8. The ageing 
population, along with the additional complication of older COPD patients being 
more likely to have other long-term conditions, presents a further challenge in 
managing COPD in Scotland9. Smoking is the main cause of COPD with an 
estimated 9 in 10 of those with the condition in the UK having either smoked or 
continuing to smoke10.  
 
Sleep apnoea is a respiratory condition characterised by pauses or shallow 
breathing during sleep11. Around 1.5 million adults in the UK are estimated to 
have the condition, however up to 85% are undiagnosed. It is linked to other 
health problems including hypertension and heart disease. 
 
Long COVID refers to symptoms that develop during or after a COVID-19 
infection that continue for 4 weeks or more and are not attributed to another 
condition/diagnosis. The overlapping long COVID symptoms that are 
sometimes experienced can affect body systems including the respiratory 
system12. The ongoing impact of long COVID can be debilitating for some with 
impacts on daily activities and quality of life reported to include fatigue, 
breathlessness, anxiety, depression and cognitive impairment13.  

4.1.1 Policy background 

The Respiratory care – action plan: 2021 to 202614 sets out the vision 
for improvement in the prevention, diagnosis, care, treatment and 
support of people living with respiratory conditions in Scotland. This is 
supported by other key policy initiatives including the Specialty Delivery 
Group within the Centre for Sustainable Delivery15, which aims to 
improve patient journeys through sustainable changes that facilitate 
person-centred care and the Framework for supporting people through 



 
 

Recovery and Rehabilitation during and after the COVID-19 
Pandemic16.  
 
The Quality Prescribing Strategy for Respiratory - A Guide for 
Improvement: 2024-202717 focuses on delivery of safe person-centred 
care through the promotion of safe prescribing and practical review of 
medications to ensure their effective use in clinical practice. It also aims 
to promote shared decision making and involving patients in all steps of 
their treatment. 
 
In September 2021, the Scottish Government published Scotland’s 
Long COVID Service18 paper. The paper sets out four key elements that 
underpin the approach to care and support for people with long COVID: 
supported self-management, primary and community-based support, 
rehabilitation support and secondary care investigation and support.  
 
The Scottish Government established a £10 million long COVID 
Support Fund in September 2021 to support NHS Boards and partners 
increase the capacity of existing services providing support to people 
with long COVID, develop these into more clearly defined pathways and 
to provide a more coordinated experience for those accessing 
support19. The Scottish Budget 2025-26 commits to provide an 
additional £4.5 million to deliver new specialist support across the 
country for long COVID, Myalgic Encephalomyelitis/Chronic Fatigue 
Syndrome (ME/CFS) and other similar conditions20. 

4.1.2 Reporting on respiratory conditions including COVID-19 in the 
Scottish Health Survey 

In this chapter, the following data are presented: 
 

• Self-reported doctor-diagnosed asthma for adults and children 

• Self-reported wheezing (ever and in last 12 months) for adults 
and children 

• Self-reported doctor-diagnosed COPD for adults  

• Self-reported sleep apnoea prevalence for adults 

• Self-reported long COVID for adults and children and its day-to-
day impact on adults   
 

Figures are reported by age and sex.  
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 

 
For detailed definitions of terminology used in this chapter and for 
details on the data collection methods for respiratory conditions and 
long COVID, please refer to the Scottish Health Survey 2024 - volume 
2: technical report.  

https://scotland.shinyapps.io/sg-scottish-health-survey/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/


 
 

4.1.3 Comparability with other UK statistics 

The latest asthma prevalence estimates for both adults and children in 
England are available in the Health Survey for England 2021 dataset 21. 
The survey has a different sampling methodology to the Scottish Health 
Survey, so asthma prevalence estimates across the surveys are only 
partially comparable. There are no comparable statistics collected in 
Wales or Northern Ireland.  
 
Long COVID prevalence estimates from the Winter Coronavirus 
(COVID-19) Infection Study Scotland and England should be fully 
comparable.  
 
No comparable statistics for sleep apnoea are available for England, 
Wales or Northern Ireland. 

 

4.2 Results 

Summary points 
 
In 2024: 
 

• Prevalence of doctor-diagnosed asthma amongst adults reached 18%, 
the highest proportion recorded since the timeseries began in 2003. 

• The age-standardised proportion of adults with doctor-diagnosed asthma 
varied by smoking status, from 25% of non or occasional smokers to 
56% of adults who smoked 20 or more cigarettes a day.  

• Almost one in ten (9%) of adults aged 65 and over had been diagnosed 
with COPD, compared to less than 1% of adults aged 16-44. 

• Seven per cent of adults reported currently having long COVID, 
consistent with 2023 (8%) and remaining higher than in 2021 (5%). 

• Almost three in five adults (59%) who reported having long COVID felt 
that their symptoms worsened after physical and/or mental effort.  

• A small proportion of adults (2%) reported having doctor-diagnosed sleep 
apnoea, with prevalence most common among males aged 55-64 (7%). 

4.2.1  The proportion of adults with doctor-diagnosed asthma reached a 
new high in 2024 

In 2024, almost one in five adults (18%) reported having doctor-
diagnosed asthma, the highest proportion in the timeseries which has 
remained between 16%-17% since 2017.  
 
The proportion of adults who had wheezed in the last 12 months was 
17%, the same proportion as in 2022.  
 
Just under a third of adults (29%) reported ever having wheezed in their 
lifetime, a proportion that has remained in the range 25%-31% since 
2003. 

 



 
 

 

 
The proportion of children that had wheezed in the last 12 months, that 
had ever wheezed and reported doctor-diagnosed asthma all remained 
at the same level as in 2022 (13%, 21% and 10% respectively).  
 
Male children aged 0-15 were more likely than females of the same age 
to have ever wheezed (24% and 17% respectively) and/or to have 
doctor-diagnosed asthma (12% and 7% respectively). 

Figure 4A, Table 4.1 

4.2.2 Adults who currently smoked 20 or more cigarettes a day reported 
the highest prevalence of doctor-diagnosed asthma 

In 2024, the age-standardised proportion of adults with doctor-
diagnosed asthma varied by smoking status, with 25% of non or 
occasional smokers reporting doctor-diagnosed asthma compared with 
56% of adults who smoked 20 or more cigarettes a day.  
 
Differences by sex were not significant.  

Table 4.2 

4.2.3 Older adults were more likely to report having doctor-diagnosed 
COPD 

In 2024, 4% of adults reported having doctor-diagnosed COPD. This 
proportion increased with age, from less than 1% of those aged 16-44 
to 9% of those aged 65 and over. 
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Figure 4B, Table 4.3 

4.2.4 The prevalence of long COVID and its constraints on the ability to 
carry out day-to-day activities remained consistent with 2023 

In 2024, 7% of adults reported currently having long COVID, consistent 
with 2023 (8%) and remaining higher than in 2021 (5%). Females were 
more likely than males to report having long COVID in 2024 (8% and 
6% respectively). 
 
The proportion of adults who reported that they have long COVID which 
has reduced their ability to carry out day-to-day activities either ‘a little’ 
or ‘a lot’ remained the same as in 2023 (3% and 2% respectively). 

Table 4.4 

4.2.5 Almost three in five adults’ symptoms of long COVID worsen after 
mental and/or physical effort 

In 2024, almost three in five (59%) adults who reported having long 
COVID also reported that their symptoms would worsen after mental 
and/or physical effort. There was not a significant difference between 
males and females.  Table 4.5 

4.2.6 Older males were more likely to have been diagnosed with sleep 
apnoea than older females 

A small proportion of adults (2%) reported having doctor-diagnosed 
sleep apnoea in 2024. Prevalence was most common among adults 
aged 55-64 (5%), particularly among males (7%) compared with 
females (3%) in this age group.  Table 4.6 
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5. Dental Health  

Rory McClelland 

5.1 Introduction 

Oral diseases, including tooth decay, affect almost half of the world’s 
population1. The WHO report that tooth decay is the most common non-
communicable disease globally yet is largely preventable2. It is widely 
recognised that an unhealthy mouth has a significant impact on physical health 
as well as on other aspects of day-to-day life including eating, sleeping, missing 
school or work and engaging with others socially and as a result, may have 
wider socio-economic consequences3,4.  
 
Oral health can both affect and be affected by mental health. For example, 
mental health issues can lead to neglect of oral hygiene, avoidance of dental 
visits, overbrushing and/or issues caused by medication5. Oral health issues 
can also result in physical pain, social isolation/withdrawal and/or an overall 
reduction in quality of life that have the potential to impact on an individual’s 
mental wellbeing3.  
 
Oral cancer is the oral condition of greatest concern due to its seriousness and 
increasing incidence6, particularly in Scotland when compared with the rest of 
the UK7. Major risk factors for oral cancer include tobacco use, excessive 
alcohol consumption and physical inactivity, with incidence higher among men, 
older age groups and those who are socioeconomically disadvantaged8. 

5.1.1  Policy background  

The First Minister’s Policy Prospectus (2023)9 set out the Scottish 
Government’s primary objective to sustain and improve equitable 
patient access to NHS dentistry. As part of this commitment, Scottish 
Government introduced significant reform to the NHS dental payment 
system on 1 November 2023. 
 
The new fee structure was designed to incentivise dentists to provide 
more NHS care and remain within the NHS. The reform also provides 
NHS dentists with a comprehensive range of NHS treatment options 
that enables improved clinical discretion10. 
 
The foundation of the reform builds on and incorporates many of the 
commitments from the Oral Health Improvement Plan (2018), which 
was developed following one of the biggest consultations with the 
dental sector in recent times4.  
 
The new system is the first step towards a modern NHS dental service 
which appropriately assesses and supports the oral health needs of all 
NHS patients in Scotland. Through the new fee structure there are 
increased incentives to ensure dentists focus on prevention, putting this 
at the centre of the care provided. Patients will also benefit from 
treatment items being brought in line with current best practice 



 
 

guidance, particularly around periodontal (gum) treatment, helping 
maintain and improve oral health. 
 
Alongside this, Scottish Government continues to fund 5 Oral Health 
Improvement Programmes and several other initiatives to support more 
vulnerable groups. The Programmes are targeted at older people living 
in care homes, homeless people, people within the justice system and 
people with special care needs, as well as children through the flagship 
Childsmile programme11. Childsmile supports a range of measures both 
in dental practices and in schools, nurseries and the community.  

5.1.2  Reporting on dental health in the Scottish Health Survey  

In this chapter, the following data are presented for adults: 
 

• Number of natural teeth 

• Issues with mouth, teeth or dentures 

• Issues with mouth, teeth or dentures by mental wellbeing 
 

Figures are reported by sex. 
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 
 
For detailed definitions of terminology used in this chapter and for 
further details on the data collection methods for dental health, please 
refer to the Scottish Health Survey 2024 - volume 2: technical report. 

5.1.3  Comparability with other UK statistics  

The Health Survey for England 12, Health Survey Northern Ireland13 and 
the National Survey for Wales14 provide estimates of dental health 
prevalence in the other UK countries. The surveys are conducted 
separately and have different sampling methodologies, so dental health 
prevalence estimates across the surveys are only partially comparable.  

 

5.2 Results 

Summary points 
 

In 2024: 
 

• Over nine in ten adults (93%) had at least some natural teeth, towards 
the top end of the range recorded since 2008 (88%-96%).  

• The majority (90%) of adults reported having no issues with their mouth, 
teeth, or dentures. This proportion has remained broadly consistent since 
2018 (89%-91%). 

• Mental wellbeing scores for adults who reported having issues with their 
mouth, teeth, or dentures were much lower than for those who reported 
having no issues (mean WEMWBS scores of 43.3 and 49.1 
respectively). 

https://scotland.shinyapps.io/sg-scottish-health-survey/
hhttps://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/


 
 

5.2.1  The proportion of adults that reported having any natural teeth 
remained towards the top end of the range recorded since 2008  

Over nine in ten adults reported having any natural teeth in 2024 (93%), 
similar to the levels recorded in 2022 and 2023 (both 94%) and 
remaining in the upper end of the range recorded since 2008 (88%-
96%).  
 
There was no significant difference between males and females in the 
proportion who reported having any natural teeth in 2024. 

 
 Figure 5A Table 5.1 

5.2.2 The proportion of adults that reported having issues with their 
mouth, teeth, or dentures has remained broadly consistent across 
the timeseries 

In 2024, nine in ten adults (90%) reported that they had no issues with 
their mouth, teeth or dentures, a proportion that has remained in the 
range of 89%-91% since 2018. Males were significantly more likely than 
females to report having no issues with their mouth, teeth or dentures 
(91% compared to 89%).  
 
The two most commonly experienced issues in 2024 among adults with 
their mouth, teeth and dentures were difficulty eating food (6%), and/or 
difficulty smiling, laughing and showing teeth without embarrassment 
(5%). These issues have consistently been most commonly reported 
across the timeseries.   

Table 5.2 
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Figure 5A: Over nine ten in adults had any natural teeth in 2024, 
towards the top end of the prevalence range across the timeseries

Adult any natural teeth, 2008 to 2024



 
 

5.2.3 Adults with dental issues had much lower mental wellbeing than 
those without issues 

In 2024, adults who reported having any issues with their mouth, teeth, 
or dentures had significantly lower mental wellbeing scores than those 
who did not have issues (mean WEBWBS scores of 43.3 and 49.1 
respectively).  
 
Among all adults, the lowest mean WEMWBS scores were recorded 
among those who experienced issues speaking clearly (41.8) and/or 
smiling, laughing and showing teeth without embarrassment (42.4). 
 
Differences by sex with regards to the mental wellbeing scores for those 
who had/ had not experienced any issues with their mouth, teeth or 
dentures or for the individual issues covered in the survey in 2024 were 
not significant. 
 

 
 
 Figure 5B Table 5.3 
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Figure 5B: Adults with dental issues reported lower mental 
wellbeing than adults with no dental issues

Adult WEMWBS mean score, 2024, by issues with mouth, teeth or 
dentures, and sex
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6. Diet & Food Insecurity  

Rory McClelland 

6.1 Introduction 

Poor diet is one of the leading risk factors for ill health globally1 and dietary 
habits learned in childhood can influence behaviour later in life.  
 
Non-communicable diseases (NCDs), such as cardiovascular disease, diabetes 
and cancer, are also referred to as chronic diseases as they often affect 
individuals over a long period of time. NCDs result from a number of risk 
factors, often in combination, including diet and obesity. The risk of such 
conditions can be reduced by improvements in the nutritional content of diets2,3.  
 
The Scottish Government defines food insecurity as a full range of experiences 
from worry regarding ability to afford food, through to compromising on quality 
and quantity of food and experiencing hunger4. As well as mental health, food 
insecurity has been associated with a number of other chronic health conditions 
such as type 2 diabetes, obesity and heart disease5. Increases in the cost of 
living, including food prices, have placed additional economic pressure on 
households, widening inequalities and increasing the likelihood of turning to less 
healthy but cheaper foods6,7. 

6.1.1 Policy background  

Diet 
The Population Health Framework sets out a clear ambition to enable 
everyone to lead longer, healthier and fulfilling lives8. This includes 
supporting people to eat a healthy, balanced diet.  
 
Eating well is a key public health priority for Scotland. A Healthier 
Future: Scotland’s Diet and Healthy Weight Delivery Plan9, published in 
July 2018, sets out a vision where everyone eats well, diet-related 
health inequalities are reduced and food insecurity is tackled.  
 
A new Diet and Healthy Weight Implementation Plan is being developed 
to support the Population Health Framework. This will contain a 
refreshed set of actions that will be published in due course. The 
Delivery Plan is underpinned by the Scottish Dietary Goals10 and 
initiatives such as Eat Well Your Way and Parent Club11. The Scottish 
Government commitment to legislation restricting the promotion of less 
healthy food and drink sold to the public will be informed by the 
outcome of a consultation on the detail of proposed regulations which 
closed in May 202412. 
 
The Scottish Dietary Goals (SDGs), revised in 2016, provide the basis 
for a healthy balanced diet. The Goals (details of which can be found in 
the 2024 technical report) describe, in nutritional terms, a diet that will 
improve and support the health of the Scottish population. These Goals 
are currently being reviewed by Food Standards Scotland.  
 



 
 

Aligned with this, in 2023, Food Standards Scotland introduced a 
revised Public Health Nutrition Strategy13, which focuses on measures 
that aim to make nutritious options more accessible and affordable and 
reduce health inequalities. 
 
Food Insecurity 
In 2022, the Good Food Nation (Scotland) Act14 was introduced which 
requires the Scottish Government, local authorities, and health boards 
to produce long-term food plans aimed at improving access to healthy, 
sustainable, and affordable food. The Act promotes a joined-up, rights-
based approach to food policy, focusing on reducing food insecurity, 
improving health and wellbeing, and supporting a fairer, more 
sustainable food system. 
 
In June 2023, the Scottish Government published the Cash-First: 
Towards Ending the Need for Food Banks in Scotland plan15 which sets 
out a human rights approach to tackling food insecurity and ending the 
need for food banks in Scotland. Over three years, nine collaborative 
actions will be taken forward to improve the response to crisis, using a 
cash-first approach so that fewer people need to turn to food parcels.  

6.1.2 Reporting on diet and food insecurity in the Scottish Health 
Survey 

This chapter presents findings on the reported dietary intakes of adults 
in the Scottish population in 2024, in relation to some of the SDGs. 
Reporting includes average daily intakes of16: 
 

• Fruit and vegetables (portions17) 

• Energy (kcal) and energy density (kcal/100g) 

• Total fat and saturated fat (g and % total energy and % energy 
excluding ethanol)18 

• Free sugars (g and % total energy and % energy excluding 
ethanol) 

• Red and red processed meat (g) 

• Fibre (g)  
 

The proportion meeting each of these SDGs, with the exception of the 
SDG for reduction in energy intake, is also reported.  
 
In this chapter, food insecurity data is also presented for adults. Figures 
are reported by age, sex and for food insecurity, by household type. 
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 
 
In 2024, dietary data for adults was collected using online dietary recalls 
(Intake24), following the conclusion of the main SHeS interview. The 
use of Intake24 allowed for monitoring of a number of the SDGs.  
 

https://scotland.shinyapps.io/sg-scottish-health-survey/


 
 

For detailed definitions of terminology used in this chapter and for 
further details on the data collection methods for diet and food 
insecurity, please refer to the Scottish Health Survey 2024 - volume 2: 
technical report. 

6.1.3 Comparability with other UK statistics  

Dietary intake data is collected in the National Diet and Nutrition Survey 
(NDNS)19 for Scotland, Wales, England and Northern Ireland and is 
designed to be representative of the UK as a whole. For NDNS 2019 to 
2023 the method of recall collection and analysis is comparable with 
SHeS. SHeS however is based on up to 2 recalls, whilst the NDNS 
uses up to 4, and is representative of the Scottish adult population. 
 
Food insecurity prevalence estimates are available from the UK-wide 
Family Resources Survey (FRS)20 for Scotland, Wales, England and 
Northern Ireland and are fully comparable.  

 

6.2 Results 

Summary points 
 
In 2024: 
 

• Just over one in ten adults (11%) ate the SDG of five or more portions of 
fruit and vegetables per day, with a mean intake of 2.9 portions per day. 
The proportion eating five portions or more per day was the lowest in the 
timeseries, with prevalence in the range 20%-24% between 2003 and 
2021. 

• Less than one in five adults (19%) met the energy density SDG of no 
more than 125 kcal/100g/day. The average energy intake per day was 
1,538 kcal. 

• Thirteen per cent of adults met the SDG for saturated fat of no more than 
10% of energy excluding ethanol. Only 3% of those aged 75 and over 
met the goal. 

• Less than a quarter (22%) of adults met the SDG of free sugars 
accounting for no more than 5% of energy excluding ethanol. On 
average, free sugars were double the recommendation, making up 10% 
of energy intake. 

• Almost three quarters (74%) of adults met the 70g or lower SDG for red 
and red processed meat, a proportion that was higher among females 
(84%) compared with males (63%).  

• Less than 1 in 20 (3%) adults met the SDG fibre target of 30g or more 
per day, with an average intake of 15g per day. 

• Eight per cent of adults worried about running out of food due to a lack of 
money or other resources in the last 12 months, a decrease from 14% in 
2023 which was the highest level in the timeseries. 

https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/


 
 

• Just over a third (36%) of adults in single parent households had worried 
that they would run out of food in the last 12 months for 2023/2024 
combined. 

6.2.1  Around one in ten adults met the SDG for fruit and vegetables, the 
lowest proportion recorded across the timeseries 

Just over one in ten adults (11%) ate the SDG of five or more portions 
of fruit and vegetables per day in 2024, a significantly lower proportion 
than the range recorded between 2003 and 2021 (20%-24%)19,20. 
Between 2021 and 2024, the proportion of adults who ate no fruit or 
vegetables/less than half a portion remained at 3%. 
 
A mean of 2.9 portions of fruit and vegetables were consumed per day 
in 2024, the lowest mean recorded.  
 

 
 
Males and females consumed similar proportions of fruit and 
vegetables.  Figure 6A, Table 6.1 

 
19 Figures prior to 2021 were collected via a module included in the CAPI interview that did not use 
Intake24. 
20 Analysis of the Intake24 data for 2021 and 2024 was undertaken using a ‘usual intakes’ approach 
which allows for the inclusion of participants who completed a single dietary recall rather than 
requiring two or more dietary recalls and mitigates against the effects of day-to-day differences in food 
intake. The change to the usual intakes methodology has reduced the proportion of adults consuming 
five or more portions of fruit and vegetables a day in 2021 from 22% (as reported in the 2021 report) to 
20%.  The figure for 2024 may also be lower than it would have been under the previous approach. 
For more information, see the SHeS 2024 Technical Report. 
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Figure 6A The proportion of adults consuming five or more portions of 
fruit and vegetables decreased to the lowest level across the timeseries 
in 2024 
Consumption of five or more portions of fruit and vegetables, adults, 2003 to 
2024



 
 

6.2.2 Fruit and vegetable consumption was lowest among adults aged 
25-34 

In 2024, the proportion of adults who consumed the SDG of five or 
more portions of fruit and vegetables per day was highest among those 
aged 35-44 (16%) and lowest among those aged 25-34 (7%).  
 
The proportion of males and females who consumed five or more 
proportions of fruit and vegetables per day was similar across age 
groups, with the exception of 16-24 year-olds where four times as many 
males (20%) met the SDG compared with females in the same age 
group (5%).  Table 6.2 

6.2.3 Less than one in five adults met the energy density SDG  

In 2024, the average energy intake was 1,538 kcal/day for adults, with 
averages of 1,699 kcal/day for males and 1,391 kcal/day for females.  
Energy intake varied by age, ranging from 1,663 kcal/day among those 
aged 16-24 to 1,359 kcal/day among those aged 75 and over. 
 
The average energy density of foods consumed by adults in 2024 was 
164 kcal/100g/day. Less than one in five adults (19%) met the energy 
density SDG of no more than 125 kcal/100g/day, a proportion that 
increased from 7% among those aged 16-24 to 36% of those aged 75 
and over.        Table 6.3 

6.2.4 Total fat intake exceeded the SDG for more than half of adults 

Among all adults, just under half (47%) met the SDG of no more than 
35% of energy excluding ethanol to come from total fat in 2024. Similar 
patterns were evident for both males and females across age groups 
with the exception of those aged 16-24 where almost twice as many 
males met the total fat SDG (61%) compared with females in the same 
age group (32%).  
 
Average fat intake as a percentage of energy excluding ethanol was 
35% with no significant differences by age or sex. 
 
Just over one in 10 (13%) adults met the SDG for saturated fat intake 
(no more than 10% of energy excluding ethanol) with no significant 
difference by sex. Older adults were less likely to meet the goal than 
younger adults with 23% of 16-24-year-olds having met the goal 
compared with 3% of those aged 75 and over. Similar patterns were 
evident for both males and females. 

 
 



 
 

 
Figure 6B, Table 6.4 

6.2.5 Less than a quarter of adults met the SDG for free sugars 

Free sugars made up an average of 10% of total energy intake 
excluding ethanol among adults in 2024, with no significant variation by 
age or sex.  
 
Less than a quarter (22%) of adults met the SDG of free sugars 
accounting for no more than 5% of energy excluding ethanol. 
 
Adherence to the SDG for free sugars excluding ethanol was lowest 
among adults aged 16-34 (17%-18%) and those aged 75 and over 
(19%) and highest among those between the ages of 35 and 64 (21%-
29%).         Table 6.5 

6.2.6 Almost three quarters of adults adhered to the daily intake 
guidelines for red meat 

In 2024, almost three quarters (74%) of adults met the 70g or lower 
SDG for red and red processed meat, a proportion that was higher 
among females (84%) compared with males (63%). Variations by age 
were not significant. 
 
Just over one in ten adults consumed 90g or more per day of red or red 
processed meat products (13%). The proportion of males who reported 
an average daily intake of 90g/day or more was over three times higher 
than the proportion of females (21% and 6% respectively). Variations by 
age were not significant.      Table 6.6 

23

14

17

12
13

8

3

0

10

20

30

16-24 25-34 35-44 45-54 55-64 65-74 75+

P
e

rc
e

n
t

Age Group

Males

Females

All adults

Figure 6B: Adults aged 75 and over were the least likely to 
meet the saturated fat SDG 

Meeting saturated fat intake target, 2024, by age and sex



 
 

6.2.7 Less than one in twenty adults met the SDG daily fibre intake 
target  

Less than 1 in 20 (3%) adults in 2024 met the SDG for fibre of 30g or 
more per day. The average adult fibre intake was 15g/day. Similar 
proportions met the goal and similar amounts per day were consumed 
for males and females and across the age groups.   Table 6.7 

6.2.8 Adult food insecurity has decreased after reaching its highest 
point in the time series in 2023 

In 2024, 8% of adults had worried about running out of food due to a 
lack of money or other resources in the last 12 months, a decrease from 
14% in 2023 and a return to the range recorded between 2017 and 
2021 (8%-9%). The largest decreases in the proportion worried about 
running out of food between 2023 and 2024 were adults aged 16-44 
(from 20% to 10%). 
 
In 2024, older adults continued to be less likely to have worried about 
running out of food in the past 12 months (3% among those aged 65 
and over) compared with those aged 16-64 (8%-10%). 

 
 
Six percent of adults reported eating less in the last 12 months due to a 
lack of money or other resources.  As recorded in previous years, those 
aged 65 and over were least likely to having done so in 2024 (2%).  
 
The proportion of adults who had run out for food in the previous 12 
months due to a lack of money or resources was 3%. This proportion 
decreased by age, from 5% of younger adults aged 16-44 to 1% among 
those aged 65 and over. Variations by sex were not significant. 
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Figure 6C: The largest decrease in worrying about running out of food 
was recorded among adults aged 16-44
Worried would run out of food in past 12 months, 2017 - 2024



 
 

 
 

Figures 6C & D, Table 6.8 

6.2.9 Adults in single parent households were most likely to have 
experienced food insecurity in 2023/2024 combined  

In 2023/2024 combined, just over a third (36%) of adults in single 
parent households had worried about running out of food in the last 12 
months, followed by 21% of single adult and 19% of large family 
households.  
 
Adults in single parent households were also the most likely to have 
reported eating less because of a lack of money or resources in the last 
12 months (27%), again followed by single adult (18%) and large family 
(15%) households. 
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Figure 6D: One in twenty adults aged 16-44 had run out of food in the past 
12 months due to a lack of money or other resources
Ran out of food in past 12 months, 2017 - 2024, by age



 
 

 
 
The same household types had the highest proportions of adults who 
reported having run out of food, with 15% of those in single parent 
households, 13% those in single adult households and 7% of those in 
large family households reporting having done so in the last 12 months. 
 Figure 6E, Table 6.9 
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the number of SDGs that could be reported on were limited. 

 
17  See: https://www.foodstandards.gov.scot/consumers/healthy-eating/nutrition/the-five-food-groups 
 
18  ‘Total energy’ is defined as intakes from all energy sources including from ethanol. Energy 

excluding ethanol is defined as energy intakes from all energy sources excluding the ethanol 
component of any ethanol containing foods and drinks. 
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19  See: National Diet and Nutrition Survey - GOV.UK (www.gov.uk) 
 
20  See: Family Resources Survey - GOV.UK (www.gov.uk) 

https://www.gov.uk/government/collections/national-diet-and-nutrition-survey
https://www.gov.uk/government/collections/family-resources-survey--2


 
 

7. Physical Activity  

Erin Deakin 

7.1 Introduction 

The impact of inactivity on health is significant. Globally, the World Health 
Organisation (WHO) estimate that nearly 1.8 billion adults are at risk of disease 
from not doing enough physical activity1. Recent analysis commissioned by 
Public Health Scotland found that there are an estimated 3,000 deaths in 
Scotland each year attributable to low physical activity within the population2. 
 
Non-Communicable Diseases (NCD) remain the most common cause of deaths 
globally and account for more than two thirds of deaths within Scotland3. The 
role of physical activity in preventing NCD morbidity and mortality is clearly 
recognised in the WHO’s 5x5 Non-Communicable Diseases agenda4 which 
includes insufficient physical activity as one of the main NCD risk factors.  
The UK Chief Medical Officers’ Physical Activity Guidelines5 present guidelines 
for different age groups, covering the volume, duration, frequency and type of 
physical activity required across the life course to achieve health benefits. 
 
The guidelines recommend that, for good physical and mental health, adults 
should aim to be physically active every day. Any activity is better than none, 
and more is better still. Each week, adults should accumulate at least 150 
minutes of moderate intensity activity; or 75 minutes of vigorous intensity 
activity; or even shorter durations of very vigorous intensity activity; or a 
combination of moderate, vigorous and very vigorous intensity activity. The 
guidelines also recommend that muscle strengthening activities are undertaken 
on at least two days a week but that any strengthening activity is better than 
none. Sedentary time should be minimised as far as possible.  
 
For children and young people, the recommendations6 are that those aged 5 to 
18 years should engage in an average of at least 60 minutes of moderate to 
vigorous intensity physical activity per day, which should include activity that 
develops movement skills and which strengthens bones and muscle. Children 
and young people should also aim to spend less time sitting or lying down and 
break up periods of physical inactivity with at least light activity. 

7.1.1 Policy background 

In partnership with COSLA, the Scottish Government published a joint 
National Physical Activity Framework for Scotland7 in October 2024. 
The Framework provides a context for those developing plans and 
strategies at both national and local level such that these plans can 
consider the importance of improving levels of activity. It provides 
direction and examples of existing work which can help to ensure that 
plans reflect international best practice and evidence of what works. In 
line with Best Value principles, the Framework provides an approach by 
which public bodies can ensure that the actions which they take to 
improve levels of physical activity are efficient, sustainable and 
supportive of continuous improvement. 



 
 

7.1.2 Reporting physical activity in the Scottish Health Survey 

In this chapter, the following data are presented: 
 

• Adherence to recommended physical activity levels for adults 

• Summary activity levels (including and excluding school-based 

activities) for children (aged 5 to 15 years) 

• Motivations and barriers to participating in physical activity for 

adults 

• Sedentary behaviour for adults and children 

Figures are reported by age, sex and area deprivation. 
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 
 
Breakdowns by deprivation are presented by Scottish Index of Multiple 
Deprivation (SIMD) quintiles. To ensure that the comparisons presented 
are not confounded by the different age profiles of the quintiles, the data 
have been age-standardised. For a detailed description of both SIMD 
and age-standardisation as well as definitions of other terminology used 
in this chapter and for details on the 2019 UK Physical Activity 
Guidelines and data collection methods for physical activity, please 
refer to Chapter 2 of the Scottish Health Survey 2024 - Volume 2: 
Technical Report.  

7.1.3 Comparability with other UK statistics  

The Health Survey for England 8, Health Survey Northern Ireland9 and 
the National Survey for Wales10 provide estimates of physical activity 
prevalence for adults in the other UK countries. The surveys are 
conducted separately and have different sampling methodologies, so 
physical activity prevalence estimates across the surveys are only 
partially comparable. 
 
The Active Lives Children and Young People survey11 in England, the 
Children’s Sport Participation and Physical Activity Study in Northern 
Ireland12 and the Schools Sports Survey in Wales13 provide estimates of 
physical activity prevalence for children in the other UK countries. The 
surveys are conducted separately and have different sampling 
methodologies, so physical activity prevalence estimates across the 
surveys are only partially comparable.  

 
  

https://scotland.shinyapps.io/sg-scottish-health-survey/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/


 
 

7.2 Results 

Summary points 
 
In 2024: 
 

• Around six in ten adults met the guidelines for moderate or vigorous 
physical activity (MVPA) (62%), a similar proportion as recorded in 2023 
(63%) and within the overall range of 62% - 69% recorded since 2012. 

• The proportion of adults meeting the MVPA guidelines decreased as 
area deprivation increased, from 73% of those living in the least deprived 
areas to  50% of those living in the most deprived areas.  

• Almost seven in ten (68%) children met the physical activity guidelines 
(including activity at achool). 

• Older children were less likely to meet the physical activity guidelines 
with 66%-77% of children aged 2-12 meeting the guidelines (including 
activity at school), compared to 54% of children aged 13-15. 

• The most common reasons given by adults for taking part in physical 
activity were to keep fit (not just to lose weight) (68%), for enjoyment 
(61%), to de-stress/relax/unwind (47%), for health reasons/to improve 
health (38%) and to socialise (37%).  

• The most common barriers to physical activity mentioned were health not 
being good enough (39%), difficulty finding the time (27%) and/or not 
being interested (16%). 

• Sedentary time for adults was at the higher end of the range recorded 
across the time series for both weekdays and weekends (5.7 and 6.4 
hours on average respectively). 

• A steady increase in time spent on sedentary leisure activities has been 
recorded for children since 2013 with weekdays ranging from 3.3 – 3.8 
hours, and weekends ranging from 4.4 – 5.2 hours on average.   

 
  



 
 

 

7.2.1  Around six in ten adults in Scotland met the recommended levels 
of physical activity in 2024 

In 2024, 62% of adults met the guidelines for moderate or vigorous 
physical activity (MVPA), a similar proportion as recorded in 2023 (63%) 
and within the overall range of 62%-69% recorded since 2012. 
 
Similar to previous years, a higher proportion of males met the MVPA 
guidelines in 2024 (66%) compared with females (58%).  

 

 
 Figure 7A, Table 7.1 

7.2.2 The proportion of adults meeting the recommended levels of 
physical activity decreased as area deprivation increased  

In 2024, the age-standardised proportion of adults that met the 
recommended MVPA guidelines decreased as area deprivation 
increased, from 73% among those living in the least deprived areas to 
50% among those living in the most deprived areas.  
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Figure 7A: Around six in ten adults in Scotland met the 
recommended levels of physical activity in 2024 
Adult adherence to MVPA guidelines, 2012-2024, by sex



 
 

 
 Figure 7B, Table 7.2 

7.2.3 Almost seven in ten children met the physical activity guidelines 

In 2024, 68% of all children aged 5-15 met the child physical activity 
guidelines when including activity at school. This was at the lower end 
of the range recorded since 2008 (68%-76%). 
 
When excluding activity at school, 59% of children aged 5-15 met the 
physical activity guidelines in 2024. This was at the lowest end of the 
range recorded since 1998 (59%-68%). 
 
As in previous years, in 2024 males were more likely to meet the 
physical activity guidelines including and excluding school-based 
activity (73% and 65% respectively) compared with females (63% and 
53%). Table 7.3 

7.2.4 Adherence to physical activity guidelines was lowest amongst 
children aged 13-15 

In 2024, older children were less likely to meet the physical activity 
guidelines with 66%-77% of children aged 2-12 meeting the guidelines 
(including activity at school), compared to 54% of children aged 13-15. 
  
This pattern was the same when considering physical activity excluding 
activity at school.  
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Figure 7B: Adherence to MVPA guidelines was lowest among 
those in the most deprived areas
Adult adherence to MVPA guidelines, 2024, by area deprivation and 
sex



 
 

While the pattern of older children being less likely to meet the physical 
activity guidelines was also evident by sex, the decline in physical 
activity between 11-12 year olds and 13-15 year olds was significantly 
larger for females than for males. When including activity at school the 
figure decreased by 24 percentage points from 67% to 43% for females 
compared to 5 percentage points from 69% to 64% for males. 
 

 
 Figure 7C, Table 7.4 

7.2.5 To keep fit (not just to lose weight) was the most common reason 
adults reported for participating in physical activity in 2024  

In 2024, the most common reasons given by adults for taking part in 
physical activities were to keep fit (not just to lose weight) (68%), for 
enjoyment (61%), to de-stress/relax/unwind (47%), for health reasons/to 
improve health (38%) and to socialise (37%).  
 
In 2024, females were significantly more likely than males to cite 
keeping fit (not just losing weight) (72% and 65% respectively), to de-
stress or unwind (51% and 44%), for health reasons (42% and 34%), to 
lose weight (35% and 25%) and/or to take children (12% and 7%) as 
reasons for participating in physical activity.  
 
Males were more likely to take part in physical activity to socialise (41% 
compared with 32% of females), to improve their performance (27% 
and 17%) and/or to train or take part in a competition (11% and 7%). 
 
No significant variations were observed by age. 
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Figure 7C: Adherence to recommended physical activity levels 
(including school activity) declined after the age of 10 
particularly for females

Child adherence to recommended activity levels (including school 
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 Figure 7D, Table 7.5 

7.2.6 The main barrier to adults being more active in 2024 was health 
not being good enough 

Among adults who did not meet the MVPA guidelines in 2024, the most 
common reasons given were health not being good enough (39%), 
difficulty finding the time (27%) and/or not being interested (16%). This 
pattern was evident for males and females. 
 
However, the pattern by age showed significant differences. Younger 
adults aged 16-44 were more likely than older adults aged 65 and over 
to report difficulty finding time for physical activity (46% compared with 
7%), that it cost too much (9% and 3%), not having anyone to do it with 
(8% and 4%) and/ or that they wouldn’t enjoy it (9% and 4%). 
 
Older adults aged 65 and over were more likely to report health not 
being good enough compared with younger adults aged 16-44 (56% 
and 15% respectively).  
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 Figure 7E, Table 7.6 

7.2.7 Sedentary time for adults in 2024 was at the higher end of the 
range recorded across the time series for both weekdays and 
weekends 

In 2024, adults spent an average of 5.7 hours a day on weekdays and 
6.4 hours a day on weekends on sedentary leisure activities. These are 
at the top end of the ranges recorded since 2012 (5.2-5.7 hours and 
5.9-6.5 hours for weekdays and weekends respectively).  
 
No significant differences were recorded by sex for sedentary time on 
weekdays or weekends. 
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 Figure 7F, Table 7.7 

7.2.8 Sedentary time for children in 2024 was at the highest end of the 
range recorded since 2013 for both weekdays and weekends 

In 2024, children were more likely to spend time on sedentary leisure 
activities at weekends than on weekdays (5.2 and 3.8 hours on average 
respectively).  
 
Sedentary time among children has risen overall across the time series 
to its highest level since 2013, increasing from 3.3 hours on weekdays 
and 4.4 hours on weekends. No significant differences were recorded 
by sex.   

Table 7.8 
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8. Smoking  

Hannah Bigg 

8.1 Introduction 

Tobacco is recognised internationally as a major public health threat. More than 
seven million deaths worldwide each year are a direct result of tobacco use, 
including an estimated 1.6 million non-smokers exposed to second-hand 
smoke1.  
 
Smoking is the cause of around one in five deaths annually2 and a leading 
cause of premature death and ill health in Scotland3. Evidence of differences by 
deprivation in smoking rates and the likelihood that children will grow up in a 
smoking household/family or have a mother who smoked during pregnancy 
mean that smoking also remains an ongoing health inequality challenge3,4. 
Smoking-related health risks increase over time but can be substantially 

reduced following smoking cessation interventions − cost-effective interventions 
that help to reduce the economic and human cost of smoking-related illnesses 
and conditions5. Examples include pharmacotherapy, such as nicotine 
replacement therapy (NRT) or Varenicline. 
 
Less is known about the long-term impact of Nicotine Varour Products (NVPs). 
However, these practices and devices are not deemed to be risk-free, 
particularly where there is dual use alongside tobacco products6,7. Further 
research to evaluate the long-term effects of NVPs is needed. Whilst NVPs are 
deemed lower risk than tobacco products, and can serve as a cessation aid, 
they should not be used by non-smokers or young people. They can cause 
addiction to nicotine and health harms, such as exposure to toxicants in non-
smokers, to which they would not otherwise have been exposed8.  

8.1.1  Policy background  

The overall strategic objective for health in the Scottish Government’s 
National Outcomes Framework is ‘We are healthy and active’9. This 
framework is currently being revised. One of the National Indicators 
monitored by the Scottish Health Survey (SHeS) data is the proportion 
of adults with two or more of the following health risks: currently 
smoking, harmful/hazardous drinking, low physical activity and living 
with obesity10.  
 
Scottish Government’s Tobacco and Vaping Framework11, launched in 
November 2023, sets out a roadmap to the 2034 target of a Tobacco 
Free Scotland, reducing smoking prevalence in communities to 5% or 
less. 
 
Taking forward actions from the Tobacco and Vaping Framework, the 
Scottish Government has worked with the UK Government and 
Devolved Governments on the development of the Tobacco and Vapes 
Bill. The Bill, once passed, will ensure that children born after 1 January 
2009 can never be sold tobacco and bans vapes and nicotine products 
from being deliberately promoted and advertised to children, stopping 



 
 

the next generation from becoming addicted to nicotine. The Bill will 
also provide powers to extend the indoor smoking ban to certain 
outdoor settings and create vape and heated tobacco free spaces, 
subject to full impact assessment and consultation. 
  

8.1.2  Reporting on smoking in the Scottish Health Survey  

In this chapter the following data are presented for adults: 

• cigarette smoking and e-cigarette or vaping device use  

• smoking prevalence estimates without and with saliva cotinine 
adjustment  

• cotinine validated non-smokers’ exposure to second-hand 
smoke 

• use of nicotine replacement therapy and other products that 
helped successful smoking cessation 

• attempts to quit smoking  
 
Figures are reported by age, sex, and area deprivation.  
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 
 
The area deprivation data are presented in Scottish Index of Multiple 
Deprivation (SIMD) quintiles. To ensure that the comparisons presented 
are not confounded by the different age profiles of the quintiles, the data 
have been age-standardised. For a detailed description of both SIMD 
and age-standardisation, as well as definitions of other terminology 
used in this chapter and further details on the data collection methods 
for smoking, please refer to the Scottish Health Survey 2024 - Volume 
2: Technical Report.  

8.1.3  Comparability with other UK statistics  

The Health Survey for England12, Health Survey Northern Ireland13 and 
the National Survey for Wales14 provide estimates of smoking 
prevalence in the other UK countries. The surveys are conducted 
separately and have different sampling methodologies, so smoking 
prevalence estimates across the surveys are only partially comparable.  
 
Smoking prevalence estimates from the UK-wide Annual Population 
Survey (UK) and the Opinions and Lifestyle Survey GB provide fully 
comparable data for Scotland, England, Wales and Northern Ireland15. 
 
Further breakdowns for smoking can be found in the Scottish Survey 
Core Questions, which asks harmonised questions across the three 
major Scottish Government household surveys. 
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https://www.gov.scot/collections/scottish-surveys-core-questions/
https://www.gov.scot/collections/scottish-surveys-core-questions/


 
 

8.2 Results 

 
Summary points 
 
In 2024: 
 

• Fourteen per cent of adults were current smokers, the same level as in 
2023, maintaining the overall downward trend in prevalence recorded 
since 2003 (28%). 

• Smoking prevalence was much higher among adults living in the most 
deprived areas in Scotland (23%), than among those living in the least 
deprived areas (7%). 

• Current use of e-cigarette or vaping devices has increased from the 
range 5%-7% between 2014 and 2021, to 10%-12% since 2022 (10% in 
2024). 

• E-cigarette or vaping device use was most prevalent among young 
adults aged 16-24 (18%), decreasing by age to 2% among those aged 
75 and over.  

• Around half (52%) of current adult smokers would like to give up 
smoking. 

In 2022/2023/2024 combined: 

• Thirteen per cent of adults with a valid saliva cotinine measure self-
reported as a current cigarette smoker, which increased to 17% when 
adjusted for cotinine levels (note: the use of products containing nicotine 
other than NRT or vapes – such as nicotine pouches – may be impacting 
these results).  

• Around a quarter of non-smokers who did not vape had detectable levels 
of cotinine in their saliva (26%) indicating potential exposure to second-
hand smoke.  This compares with 21% in 2018/2019 combined, and is 
similar to the levels recorded in 2012/2013 combined to 2016/2017 
combined (24%- 26%).  (note: the use of products containing nicotine 
other than vapes and NRT – such as nicotine pouches – and, potentially, 
exposure to second-hand vapour, may be impacting these results).  

 

  



 
 

8.2.1  Following a period of decline, smoking prevalence among adults 
has remained relatively stable at around one in seven since 2022 

In 2024, 14% of adults were current smokers, the same level as in 
2023, maintaining the overall downward trend in prevalence recorded 
since 2003 (28%). 
 
Differences in the prevalence of current smokers by sex have been 
variable across the timeseries, however, a higher proportion of males 
were current smokers (16%) compared with females (12%) in 2024. 

 

 
 Figure 8A, Table 8.1 

8.2.2 Smoking was least prevalent among adults aged 75 and over  

In 2024, current smoking was least prevalent among adults aged 75 
and over (5%) while for all other age groups prevalence was in the 
range 12%-17%.  
 
The mean number of cigarettes smoked per day was 11.3 for adult 
smokers, with no significant difference between males and females 
(11.6 and 10.9 respectively).  
 
The highest mean number of cigarettes consumed per day was 
recorded among smokers aged 65-74 (14.8 per day), however, small 
base sizes for some age groups mean that data by age should be 
treated with caution. 
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Figure 8A: Around one in seven adults were current smokers in 2024
Cigarette smoking status, 2003 to 2024



 
 

 
 Figure 8B, Table 8.2 

8.2.3 Smoking prevalence continues to be highest among adults living 
in the most deprived areas in Scotland 

As in previous years, the smoking prevalence (age-standardised) was 
much higher in 2024 among adults living in the most deprived areas in 
Scotland (23%), than among those living in the least deprived areas 
(7%). 
 
The findings were indicative of an increase in the mean number of 
cigarettes smoked per day as deprivation increased, with the highest 
mean recorded among current smokers living in the two most deprived 
areas (13.2 and 12.6 per day) and lowest among those living in the 
least deprived areas (7.5 per day). However, small base sizes for some 
deprivation groups mean that mean cigarettes smoked per day data by 
deprivation should be treated with caution. 
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 Figure 8C, Table 8.3 

8.2.4 One in ten adults currently use e-cigarettes or vaping devices, with 
prevalence relatively stable over recent years 

Across the timeseries, current use of e-cigarette or vaping devices has 
increased from a range of 5%-7%, between 2014 and 2021, to 10%-
12% since 2022 (10% in 2024). 
 
No significant variations were recorded by sex for current e-cigarette or 
vaping device use in 2024. Table 8.4 

8.2.5 E-cigarette or vaping device use was most prevalent among young 
adults  

In 2024, e-cigarette or vaping device use was most prevalent among  
adults aged 16-24 (18%), decreasing by age to 2% among those aged 
75 and over.  
 
There was no significant difference in e-cigarette or vaping device use 
by age and sex.  

Table 8.5 
 

8.2.6 Smoking prevalence estimates with saliva cotinine adjustment 
were significantly higher than unadjusted rates for 2022/2023/2024 
combined 

In 2022/2023/2024 combined, 13% of adults with a valid saliva cotinine 
measure self-reported as a current cigarette smoker, which increased to 
17% when adjusted for cotinine levels. While males recorded higher 
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prevalence of both self-reported and cotinine-adjusted smoking levels 
(16% and 19% respectively) compared with females (11% and 15% 
respectively), these differences were not significant. 
 
The difference between the self-reported and cotinine-adjusted levels 
was highest among those aged 16-24 (six percentage points) and those 
aged 35-44 (five percentage points) compared with between two and 
four percentage points for the other age groups.  
 
Although the adjusted smoking rate does not add in those who reported 
current use of vapes or using NRT products in the past 7 days as these 
can also impact cotinine levels, use of other products containing 
nicotine (such as nicotine pouches) could be impacting these results.   
 
 Table 8.6 
 

8.2.7 Around a quarter of non-smokers who did not vape had a 
detectable level of cotinine in their saliva indicating potential 
exposure to second-hand smoke in 2022/2023/2024 combined, a 
significant increase from 2018/2019 combined 

Adult non-smokers’ (who did not vape) geometric mean cotinine levels 
have been in the range 0.02 – 0.03 since 2012/2013, with the 
2022/2023/2024 combined level (0.03) at the top end of this range. This 
represents an overall decrease from 0.40 in 2003. Differences by sex 
were not significant. 
 
In 2022/2023/2024 combined, just over a quarter (26%) of non-smokers 
who did not vape had a detectable level of cotinine in their saliva. This 
is a significant increase from 21% in 2018/2019 combined and a return 
to similar levels to those recorded in 2012/2013 combined to 2016/2017 
combined (24%-26%). However, the 2022/2023/2024 combined 
proportion remains below the prevalence in 2003 (85%), 2008/2009 
combined (38%) and 2010/2011 combined (38%). The difference 
between males and females was not significant. 
 
Although those who reported using NRT products in the past 7 days 
were excluded from this analysis, use of other products containing 
nicotine (such as nicotine pouches) and, potentially, exposure to 
second-hand vapour, could be impacting these results.   
 Table 8.7 

8.2.8 The products adults most frequently used in attempts to stop 
smoking were nicotine NRT products and vaping devices 

In 2023/2024 combined, 39% of adult ex-smokers and current smokers 
who had ever attempted to quit smoking, had used some form of 
Nicotine Replacement Therapy (NRT) or other products in their most 
recent quit attempt.   
 



 
 

The most frequently used products were nicotine NRT products 
(including gum, patches, sprays/inhalers and lozenges/microtabs) 
(23%) followed by e-cigarettes or vaping devices (19%).  
 
Nicotine NRT products were more likely to be used by those aged 35-
74 (23%-32%) than by those aged 16-34 (11%-15%) and those aged 75 
and over (15%).  
 
Younger people were more likely to have used e-cigarettes or vaping 
devices as part of their most recent attempt to quit smoking with 41% of 
those aged 16-24 using e-cigarettes/vapes, declining to 3% of those 
aged 75 and over. Table 8.8 

8.2.9 Around half of current adult smokers would like to give up 
smoking  

In 2023/2024 combined, just over half of current adult smokers 
indicated that they would like to give up smoking (52%). Desire to give 
up smoking was highest amongst those aged 35-64 (58%-60%) and 
lowest amongst those aged 75 or over (28%).  There was no significant 
difference by sex.  
 
The majority of current smokers in 2023/2024 combined had tried to 
stop smoking at least once, with 35% having tried once or twice and 
35% having tried three times or more. Of those who had tried to quit 
smoking 42% managed to stop for 6 months or more. 

 Table 8.9 
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9. Alcohol  

Helena Wilson 

9.1 Introduction 

Alcohol consumption has been identified as a risk factor for over 200 diseases, 
injuries, and health conditions including cardiovascular disease, liver disease 
and cancer, as well as mental health conditions such as depression and 
anxiety. It has also been linked to wider social and economic impacts including 
employment, financial and relationship issues1. In 2024, 1,185 people in 
Scotland died from alcohol-specific causes, the lowest number recorded since 
20192. 
 
Alcohol consumption has been reported to interact with other health-related 
behaviours such as smoking, physical inactivity and obesity3. In the UK, alcohol 
has been reported to be the top risk for ill-health, disability and death among 
those aged between 15 and 49, as well as being a significant risk factor for 
individuals of all ages4. Existing inequalities mean that the burden of alcohol-
related morbidity and mortality is greatest among those living in the most 
deprived areas4,5. 

9.1.1    Policy background 

The Scottish Government takes a whole population approach, which 
aims to reduce alcohol consumption and the risk of alcohol-related 
harms across the population, in line with the World Health 
Organization’s focus on affordability, availability and attractiveness of 
alcohol.  
 
One of the concrete examples of tackling alcohol-related harm in 
Scotland was the introduction of Minimum Unit Pricing (MUP) in 2018, 
setting the minimum price of one unit of alcohol to 50p. Since then, the 
Scottish Parliament has agreed to continue the effect of the MUP 
legislation beyond 30 April 2024 and to raise the level it is set at to 65p 
per unit, which came into force on 30 September 2024, aiming to further 
increase its public health benefits. An independent evaluation6 of MUP 
suggests that, during the period it was reviewed, MUP was estimated to 
have reduced alcohol-related deaths by 13.4% and likely to have 
reduced hospital admissions by 4.1% compared to what would have 
happened if MUP had not been in place.  
 
Furthermore, a newly published Population Health Framework7 sets out 
what more can be done to mitigate against the social and economic 
drivers of ill health and health inequalities to build a Scotland that 
positively supports health and wellbeing. This includes factors that can 
harm health including alcohol. 

9.1.2  Reporting on alcohol consumption in the Scottish Health Survey 

In this chapter the following data are presented for adults: 
 

• weekly alcohol consumption 



 
 

• number of days on which adults drank alcohol in the past week 

Figures are reported by age, sex and area deprivation.  
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 
 
The area deprivation data are presented in Scottish Index of Multiple 
Deprivation (SIMD) quintiles. To ensure that the comparisons presented 
are not confounded by the different age profiles of the quintiles, the data 
have been age-standardised. For a detailed description of both SIMD 
and age-standardisation as well as definitions of other terminology used 
in this chapter and for further details on the data collection methods for 
alcohol consumption and days on which alcohol was consumed, please 
refer to the Scottish Health Survey 2024 - volume 2: technical report. 
 
Please note that some caution should be exercised when interpreting 
data for 2021 within any time series data presented due to some 
methodological changes during the pandemic. Please see the 2022 
Scottish Health Survey technical report 

9.1.3 Comparability with other UK statistics  

The Health Survey for England 8, Health Survey Northern Ireland9 and 
the National Survey for Wales10 provide estimates of alcohol prevalence 
in the other UK countries. The surveys are conducted separately and 
have different sampling methodologies, so alcohol prevalence 
estimates across the surveys are only partially comparable.  

 

9.2 Results 

Summary points 
 
In 2024: 
 

• The prevalence of hazardous or harmful alcohol consumption remained 
at 20% of adults, the same proportion as in 2023 and a decrease from 
34% in 2003. The proportion of males that drank to hazardous or harmful 
levels was more than twice as high as that of females (29% and 13% 
respectively). 

• The prevalence of hazardous or harmful weekly alcohol consumption 
varied with age, with the highest levels recorded for those aged 55-64 
(28%). 

• Adults living in the least deprived areas were more likely to drink to a 
hazardous or harmful level (26%) compared with those in the most 
deprived areas (15%). 

• Of adults who consumed alcohol in the week prior to interview, 8% 
reported doing so every day in 2023/2024 combined. This proportion 
increased with age from 1% of those aged 16-24 to 20% of those aged 
75 and over. 

https://scotland.shinyapps.io/sg-scottish-health-survey/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2022-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2022-volume-2-technical-report/


 
 

9.2.1  The prevalence of hazardous or harmful alcohol consumption in 
2024 remained at the lowest level recorded 

An overall decrease in the prevalence of hazardous or harmful alcohol 
consumption among adults has been recorded, from 34% in 2003 to 
20% in both 2023 and 2024. 
 
In 2024, the proportion of males that drank to hazardous or harmful 
levels was more than twice as high as that of females (29% and 13% 
respectively), although there has been a decline for both sexes since 
2003. 

 
 
The mean units of alcohol consumed per week among adults who had 
consumed alcohol in the past year was 11.3 units in 2024, the same 
level as in 2021 and the lowest level recorded. As in previous years, 
mean alcohol unit consumption in 2024 continued to be higher among 
males compared with females (15.0 units and 7.8 units respectively). 
 
Across the timeseries, the proportion of adults who were non-drinkers 
has risen overall from 11% in 2003 to 20% in 2024. A higher proportion 
of females have been non-drinkers compared with males, with figures 
for 2024 of 22% and 18% respectively.   

Figure 9A, Table 9.1 

9.2.2 The prevalence of hazardous or harmful alcohol consumption 
varied with age 

In 2024, the prevalence of hazardous or harmful alcohol consumption 
was highest among adults aged 55-64 (28%) and lowest among those 
aged 35-44 and 25-34 (13% and 14% respectively). 
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Figure 9A: The prevalence of hazardous or harmful alcohol 
consumption remained stable between 2023 and 2024
Hazardous/harmful alcohol consumption, 2003 - 2024, by sex



 
 

 
Similarly, those aged 55-64 recorded the highest mean units of alcohol 
consumer per week (14.1 units) while those aged 35-44 and 25-34 
recorded the lowest mean units (8.8 units and 9.2 units respectively). 
 
As recorded in previous years, males reported higher levels of 
hazardous or harmful drinking than females across all age groups, 
particularly among those aged 45 and over where the proportion of 
males was in the range 19 – 21 percentage points higher than among 
females. 

 
 Figure 9B, Table 9.2 

9.2.3 Adults living in the least deprived areas of Scotland were more 
likely to drink at a hazardous or harmful level  

The proportion of adults (age-standardised) who reported a hazardous 
or harmful level of drinking varied by area deprivation, with 26% in the 
least deprived quintile and 15% in the most deprived quintile. This 
pattern was also evident by sex. 
 
No linear pattern was evident among drinkers with regards to the mean 
units of alcohol consumed per week when analysed by area 
deprivation, for adults overall or when analysed by sex.   

Table 9.3 
 
 

9.2.4 Mean number of days on which adult drinkers drank alcohol in the 
previous week increased with age 

10.5
9.2 8.8

12.8
14.1

12.8

9.5

0.0

2.0

4.0

6.0

8.0

10.0

12.0

14.0

16.0

18.0

20.0

16-24 25-34 35-44 45-54 55-64 65-74 75+

M
e

a
n

 u
n

it
s

Age Group

Males

Females

All adults

Figure 9B: Drinkers aged 55-64 consumed the highest mean 
units of alcohol per week
Mean units of alcohol consumed per week, 2024, by age and sex



 
 

Just under one in ten adults (8%) who consumed alcohol in the week 
prior to interview in 2023/2024 combined reported doing so every day.  
 
The proportion of drinkers who consumed alcohol every day in the 
previous week increased with age, from 1% of drinkers aged 16-24 to 
20% of those aged 75 and over. This pattern was observed for both 
sexes. 
 
The mean number of days on which adult drinkers drank alcohol in the 
week prior to interview was 2.6 days, a mean which increased from 1.8 
days for those aged 16-24 to 3.4 days for those aged 75 and over. This 
pattern by age was observed for both males and females.  
  

 
 
 Figure 9C, Table 9.4 
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Figure 9C: Mean number of days on which adult drinkers drank 
alcohol in the previous week increased with age
Number of days on which adult drinkers drank alcohol in the past 
week, 2023/2024 combined, by age and sex
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10. Obesity 

Rory McClelland 

10.1 Introduction 

Obesity is classified as having a Body Mass Index (BMI) of 30 kg/m2 or more1. 
It is described by the World Health Organisation as a complex multifactorial 
chronic noncommunicable disease characterised by excess adiposity that can 
have a detrimental effect on health2.  
 
Obesity is linked to a range of health outcomes including type 2 diabetes, 
cardiovascular disease (CVD), hypertension, asthma and high cholesterol, 
having the potential to worsen existing conditions and/or to lead to new ones 
developing3,4. Research has also shown that more than 1 in 20 adult cancer 
cases in the UK in 2015 were linked to excess weight making obesity the 
second largest preventable cause of cancer5.  
 
Studies have indicated that there is an association between living with obesity 
and mental health issues such as depression, anxiety, eating disorders, low 
self-esteem and reduced quality of life6. There is also evidence of a link 
between living with overweight and obesity in midlife and increased risk of 
dementia or Alzheimer’s disease in later life7. The evidence also suggests that 
younger people in the UK are living with a higher BMI at an earlier age and 
staying at that higher BMI for longer8. Living with obesity at a young age tends 
to continue into adulthood and places individuals at increased risk of developing 
conditions such as CVD and diabetes at a younger age9.  

10.1.1  Policy background 

The Population Health Framework10 sets out a clear ambition to enable 
everyone to lead longer, healthier and fulfilling lives. This includes 
supporting people to achieve and maintain a healthy weight.  
 
Maintaining a healthy weight is a key public health priority for Scotland. 
A Healthier Future: Scotland’s Diet and Healthy Weight Delivery Plan1 
published in July 2018, sets out a vision where everyone has a healthy 
weight, including: 
 

• Children have the best start in life – they eat well and have a 

healthy weight, including seeking to halve the prevalence of child 

obesity by 2030. 

• People have access to effective weight management services. 

• Leaders across all sectors promote healthy weight and diet. 

• Diet-related health inequalities are reduced. 

A new Diet and Healthy Weight Implementation Plan is being developed 
to support the Population Health Framework. This will contain a 
refreshed set of actions that will be published in due course. 
 
The Scottish Government also provides funding to health boards to 
deliver adult and children’s weight management services, in line with 



 
 

the Public Health Scotland national standards11, and the 2018 Type 2 
Diabetes Prevention Framework12. This funding is permanently 
baselined as of financial year 2025/26, ensuring sustainable delivery of 
weight management services across all health boards in Scotland.  

10.1.2  Reporting on obesity in the Scottish Health Survey 

This chapter presents data on body mass index (BMI)13 disaggregated 
for adults and children. 
 
Figures are reported by age, sex and area deprivation. 
 
An interactive data dashboard is also available presenting key 
indicators for Scotland, NHS Boards and local authority areas. 
 
The area deprivation data are presented in Scottish Index of Multiple 
Deprivation (SIMD) quintiles. To ensure that the comparisons presented 
are not confounded by the different age profiles of the quintiles, the data 
have been age standardised. For detailed definitions of both SIMD and 
age-standardisation as well as terminology used in this chapter and for 
further details on the data collection methods for obesity, please refer to 
the Scottish Health Survey 2024 - Volume 2: Technical Report.  
 
Please note that some caution should be exercised when interpreting 
data for 2021 within any time series data presented due to some 
methodological changes during the pandemic. Please see the 2022 
Scottish Health Survey technical report for more information. 

10.1.3  Comparability with other UK statistics 

The Health Survey for England 14, Health Survey Northern Ireland15 and 
the National Survey for Wales16 provide estimates of adult obesity 
prevalence in the other UK countries. These surveys are conducted 
separately and have different sampling methodologies, so adult obesity 
prevalence estimates across the surveys are only partially comparable. 
 
The Health Survey for England and the Health Survey Northern Ireland 
provide estimates of child obesity prevalence in England and Northern 
Ireland. These surveys are conducted separately and have different 
sampling methodologies, so child obesity prevalence estimates across 
the surveys are only partially comparable. 

 

10.2 Results 

Summary points 
 
In 2024: 
 

• A third of adults (31%) were living with obesity in 2024, a similar 
proportion to 2023 (32%), with a significantly higher proportion of females 
(35%) living with obesity compared with males (27%). The mean BMI of 
adults in 2024 was 28.1 kg/m2, an increase from 27.1 kg/m2 in 2003.  

https://scotland.shinyapps.io/sg-scottish-health-survey/
https://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2022-volume-2-technical-report/
https://www.gov.scot/publications/scottish-health-survey-2022-volume-2-technical-report/


 
 

• The highest prevalence of healthy weight was for adults aged 16-24 
(58%) compared with 23%-38% of those in other age groups. 

• Almost two-thirds of children (65%) were within a healthy weight range 
based on their BMI. This proportion has been in the range 64% - 72% 
since 1998. 

• Just under a fifth of children (18%) were at risk of obesity, the same level 
as in 2021 and 2022 and the highest level in the timeseries (fluctuating 
between 13% and 18% between 1998 and 2024). 

• A third of all children in 2024 were at risk of overweight (including 
obesity) (33%). 

10.2.1  A third of adults were living with obesity in 2024 

In 2024, around a third of adults (31%) were living with obesity, a similar 
proportion to that recorded in 2023 (32%) and an overall increase from 
24% in 2003. 
 
As in previous years, a significantly higher proportion of females (35%) 
were living with obesity compared with males (27%) in 2024.  
 
In 2024, the mean BMI for adults was 28.1 kg/m2, the highest level in 
the timeseries and an increase from 27.1 kg/m2 in 2003. A higher mean 
BMI was recorded among females (28.6) compared with males (27.6) in 
2024. 
 

 
 Figure 10A, Table 10.1 
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Figure 10A: Little change was recorded in the proportion of 
adults living with obesity in 2024 compared with the previous 
year

Adults with BMI of 30 or more, 2003 to 2024, by sex



 
 

10.2.2 The highest prevalence of healthy weight was recorded for adults 

aged 16-24 

Over half of adults aged 16-24 were in the healthy weight range in 2024 
(58%) compared with 23%-38% of those in the other age groups.  
 
As in previous years, younger adults aged 16-24 recorded a 
significantly lower mean BMI (24.4 kg/m2) than the range recorded for 
adults aged 25 or older (27.9 kg/m2–29.3 kg/m2).  

 
 Figure 10B, Table 10.2 

10.2.3 Prevalence of living with obesity was highest among adults in the 

most deprived areas in 2024 

In 2024, the age-standardised prevalence of adults living with obesity 
varied by area deprivation, from 24% in the least deprived quintile to 
36% each in the two most deprived quintiles.  
 
The mean BMIs recorded followed a similar pattern, increasing from 
27.1 kg/m2 in the least deprived quintile to 28.9 kg/m2 in the most 
deprived quintile in 2024. 
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Figure 10B: Mean BMI was lowest for adults aged 16-24 

Adult BMI, 2024, by age and sex



 
 

 
 Figure 10C, Table 10.3 

10.2.4 Almost two thirds of children were within the healthy weight range 

in 2024 

In 2024, almost two thirds (65%) of children were within a healthy 
weight range based on their BMI. This proportion has been in the range 
64% - 72% since 1998. There was not a significant difference between 
males and females in 2024 (64% and 66% respectively).  
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Figure 10C: The proportion of adults living with obesity increased with area 
deprivation

Adults living with obesity(>30kg/m2, age-standardised), 2024, by area deprivation
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Figure 10D: The proportion of children with a healthy weight 
has fluctuated between 64% and 72% between 1998 and 2024

Children with a healthy weight, 1998 to 2024, by sex



 
 

 
Just under a fifth of children (18%) were at risk of obesity, the same 
level as is 2021 and 2022 and the highest level in the timeseries (this 
proportion has fluctuated between 13% and 18% since 1998.  

 Figure 10D, Table 10.4 

10.2.5 A third of all children were at risk of overweight (including obesity) 

in 2024 

A third of all children were at risk of overweight (including obesity) 
(33%) in 2024. Differences by age and sex were not significant. 

 Table 10.5 
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Data and Methodology 
 
The data collected for the Scottish Health Survey:  

☒ are made available via the UK Data Service  

☒may be made available on request, subject to consideration of legal and ethical 

factors. Please contact ScottishHealthSurvey@gov.scot for further information.  
 
Further breakdowns of the data:  

☒are available via the Scottish Health Survey website 

 
Information on the methodology is available in the Scottish Health Survey 2024 - 
volume 2: technical report. 
 

Tell us what you think 
We are always interested to hear from our users about how our statistics are used, 
and how they can be improved. 

Enquiries 

For enquiries about this publication please contact:  
Julie Landsberg  
Health and Social Care Analysis, DG Health and Social Care  
e-mail: ScottishHealthSurvey@gov.scot 
 
For general enquiries about Scottish Government statistics please contact:  
Office of the Chief Statistician 
e-mail: statistics.enquiries@gov.scot 
 

Join our mailing list 

If you would like to receive notifications about statistical publications, or find out 
about consultations on our statistics please join the ScotStat mailing list.  

Future publications 

Details of future publications can be found on our forthcoming publications page. 

hhttps://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
hhttps://www.gov.scot/publications/scottish-health-survey-2024-volume-2-technical-report/
mailto:statistics.enquiries@gov.scot
http://www.gov.scot/scotstat
https://www.gov.scot/publications/official-statistics-forthcoming-publications/

