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Abstract

The purpose of this research was to study the extent to which community
nurses are involved in health promotion activities in a GP surgery in the North-
East of England, and to investigate whether these activities meet the needs of
their clients

A combination of qualitative and quantitative research methods was used. Data
was gathered through: (a) 75 non-participant observation sessions in various
clinics. Field notes were analysed using the grounded theory approach; (b) 516
postal questionnaires to a random sample of the surgery patients, aged 17-45
years, covering their health status and lifestyle, and the health promotion
information they have received from the GP surgery. A response of 64% was
achieved. Statistical analysis was carried out using SPSS package for Windows
95; (c) A semi-structured interview with one of the general practitioners was
carried out as a triangulation tool and as an additional source of information.

Nurses were found to be involved more in health promotion as a pre-set
procedure in clinics, rather than on an opportunistic basis. They seem to have
an approach centred in the management of illness and risk factors rather than in
a health promotion model, which promotes positive health and well being.
Questionnaire analysis revealed unhealthy lifestyles among the population that
could be tackled through health promotion, e.g. 25% were smokers; 44%
exercised occasionally; 40% had a BMI> 25kg/m*. Mental health appeared to
be an issue. A relatively low rate of lifestyle advice was observed and was also
reported by the patients. A major constraint was the professionals’ lack of time.

In the present study, nurses were already engaged in some health promotion
although more could be done, especially during technical procedures where
opportunities to promote health were missed. More effective health promotion
could be planned according to the needs of the practice population.
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Chapter 1

Introduction

During the last fifty years there has been a shift from a traditional approach of
diagnosis and treatment of illness to a prediction of risk and promotion of health
and wellbeing (Dahl, 1995). In 1927, in England a Central Council for Health
Education was established, financed by local authority public health departments.
Its main responsibility was to provide information, which would persuade the
public to change to healthier habits. In 1968 the Health Education Council was set
up with a view to creating a climate generally favourable to health education and
to developing programmes of education targeting specific groups. Townsend in
1982 and Whitehead in 1987, pointed out the link between poverty and health and
that the gap in health between the rich and the poor had widened (Townsend,
1982; Whitehead, 1987). This suggested that, health education and health
promotion should adopt appropriate strategies to eliminate poverty linked health

issues.

Further changes in health promotion were brought about by the introduction of the
1990 contract for general practitioners (Department of Health, 1989a). This
contract intended to encourage change from treatment to prevention by offering
financial incentives to GP practices in establishing health promotion clinics. This
work was mainly undertaken by nurses working in the community, especially
practice nurses whose numbers trebled in England and Wales since 1987 to over
15,000 in 1993 (Atkin et al., 1994).



In spite of the shift in emphasis and approach from the traditional medical
focussed approach to treat ill-health to the doctrine of prevention, progress has
shown to be extremely slow. Even in the 1990s the view of health is linked with
absence of disease or need of medical intervention (Blaxter, 1990). Furthermore,
chronic conditions, such as depression or heart disease have their roots in a
combination of biological, social, economic, environmental and behavioural

causes. A disease specific approach is no longer adequate.

Current health trends in England suggest promotion of health and well-being is
needed. For instance, in 1996 61 % of men and 52% of women were found to be
either overweight or obese (Department of Health, 1998a). Smoking is the single
greatest cause of avoidable illness and preventable health in this country and diet
accounts for about a quarter of cancer deaths in the UK (Department of Health
1998b). The government national health strategy, Saving Lives: Our Healthier
Nation, identified four targets for action. These are: heart disease and stroke,
accidents, cancer and mental health. (Department of Health, 1999a). This paper
perceives nurses as key agents and contributors to these targets by promoting

changes in peoples’ health behaviour through care delivery in different situations.

Ideally, nurses and doctors working in primary care are key figures to promote
health. Because of their close relationships with patients registered with GP
practices, primary health care teams are more likely to identify health issues and
needs of the population and provide health promotion and education accordingly.
Within the nursing profession, practice nurses are concerned in large part with
health promotion among the practice population. In many ways, the practice nurse
acts as a change agent attempting to help individuals assessing their own lifestyles
and habits and promoting consciousness awareness of the need to adopt a
healthier lifestyle if and where appropriate. It is suggested by Ottway that the
most successful type of change agent is someone who can work with people, who
inspires confidence and trust in their clients (Ottway, 1980). In addition
knowledge and communication skills are essential elements in health promotion

and health education, in particular the ability to listen to clients, ask appropriate



questions during the consultations and being able to pass on complex medical

knowledge.

Almost 10 years on from the introduction of the 1990 GP contract, how successful
is the Department of Health’s intervention? What contribution has the practice
nurse been able to make in health promotion terms? Two major randomised
controlled trials took place in England to assess the effectiveness of health checks
by nurses in reducing risk factors for cardiovascular diseases. (Family Heart
Study, 1994; Imperial Cancer Research Fund OXCHECK Study Group, 1995).
Although the reports of these studies called into question the efficacy of general
population interventions in general practice, they do demonstrate positive effects
on health promotion activity in terms of diet and cholesterol levels. Qualitative
research conducted about nurses’ health promotion role, suggest that nurses have
a positive attitude to health promotion although their understanding of the concept
is more centred on ill-health than well being (Davis, 1995; Le Touze, 1996). Most
of the studies have focussed on surveying the nurses but there are few that have
considered the patients’ perceptions of the role of nurses in health promotion
(Poulton 1990, Silagy et al., 1992; Eggleston et al,. 1995)

In spite of the growing literature found on health promotion, very few studies
exist that evaluate health promotion activities taking into consideration the views
of the nurses and the clients at the same time. Perhaps one of the most interesting
pieces of work in relation to this is that by Sourzti and colleagues (1996). They
found that nurses were involved in opportunistic and organised health promotion
focused mainly on lifestyle and ill-prevention. They measured the awareness of
the patients about the health promotion activities available, however they did not
measure the actual health needs of the patients to check whether these activities

were appropriate to them.

Because health promotion should be provided according to the local needs, the

present study aims to explore the extent to which community nurses are involved



in health promotion activities and to investigate whether these activities meet the
needs of their clients. More specifically, the purposes of this investigation are:
- to identify the type of activities developed by community nurses in a
particular practice,
- to examine the extent to which the activities carried out by practice
nurses and district nurses in a GP surgery are evidence based and if so to
determine the type of evidence,
- to determine the extent to which the activities provided by the practice
meet the population’s needs,
- to ascertain the long term goals of a GP centre in providing health

promotion in the year 2000 and beyond.

To achieve these goals, a combination of qualitative and quantitative methods of
research was considered. The research took place in a GP surgery in the North
East of England. This project included the work of three categories of nurses in
primary care who share the responsibility of health promotion. However, because
of the development of practice nurses more attention is given to them. Non-
participant observation was used to investigate the quality and pattern of
communication between the nurse and the patients. A postal questionnaire was
sent to 516 patients to explore their views and needs about health promotion. A
semi-structured interview with one GP in the surgery was carried out to obtain

additional information and to triangulate the data obtained from other sources.

The ultimate contribution of the current study may help to understand better the
problems and challenges that community nurses will have to face in the field of
health promotion in the future. Equally important is that the findings in this study
may enable a GP practice in the North-East of England to plan for the future based

on the evidence submitted by the practice population.

This report is organised into seven chapters. The following one, presents the
theoretical background and empirical research on health promotion developed

during the last 20 years. Recent history has seen a series of international



conferences establishing the roots of health promotion. To understand health
promotion it is essential to know what it is that is to be promoted, therefore the
concept of health is explored. Different authors have attempted to conceptualise
health promotion into models. Some of those are presented so that one can

identify which one better suits the practice under study.

Chapter three presents the aims pursued and the methodology used during this
project. The reasons why each method was selected and explanation of the

advantages and disadvantages are given.

Chapter four provides a background description of the area in which the study
took place. Demography, mortality and morbidity statistics are studied to interpret
the findings in the context of the area characteristics. The fifth chapter presents
the results of the non-participant observation carried out in “A” surgery. The
results from the postal survey designed to identify needs and views of the practice
population are presented in chapter six. The last section of the results, chapter
seven, deals with the interview with a general practitioner to find out their views

about health promotion in the surgery.

Many topics are covered during the analysis of the results. Some of them, given
their implications for practice, are discussed in chapter eight. The report ends by

drawing some conclusions and suggesting several issues for further investigation.



Chapter 2
Conceptuai Bases of Health

Promotion: Review of Literature

2.1. Introduction

This chapter explores the nature of health promotion as a discipline. First it will
give a brief overview of the history of health promotion. Then, an attempt to
explore the concept of health and some of the health promotion models proposed
by different authors will be made. Finally it will present a review of the lastest

empirical research on community nurses and health promotion.

2.2, Historical evolution

Several authors have pointed out the Lalonde Report A New Perspective on the
Health of Canadians as the introduction of the health field concept (Bunton &
Macdonald, 1992; King 1994; Jones, 1997). This document presents a wider
concept of health saying that people’s health is not just influenced by human
biology but also by lifestyles, environment and health services. (Lalonde, 1974).
The Canadian initiative was seen as a good example of a plan for a national

strategy for health, based on preventive factors rather than curative. Elsewhere,



countries such as Germany, Sweden and Denmark established national targets for
health (Jones, 1997).

Three years later, in 1977 the World Health Organisation launched the initiative of
Health for all by the Year 2000 (WHO, 1977) which proposed health education
and socio-economic change as strategies to achieve this goal. This was reinforced
by the International Conference on Primary Health Care in Alma-Ata (USSR),
which expressed the need for urgent action to protect and promote the health of all
the people in the world (WHO, 1978). Primary health care was perceived as the
key to attain a level of health for all which could permit people to lead a socially
and economically productive life. The conference set a new direction for health
policy calling for investment in health promotion and prevention rather than

clinical and curative services.

The first formal proposal of health promotion at an international level was made at
the First International Conference on Health Promotion The Move Towards a New
Public Health held in Ottawa (Canada), in 1986. This conference resulted in the
Ottawa Charter for action to achieve Health for all by the year 2000 and beyond.
This charter defined health promotion as “the process of enabling people to
increase control over and improve their health” and identified five priority areas
of action: build healthy public policy; create supportive environments; strengthen
community action; develop personal skills and reorientate health services. (WHO,
1986). Political, economic and social changes were introduced as tools to achieve
health for all. Health was emphasised as a positive concept. Yet, this charter has
been criticised for producing a “catch- all framework for health promotion in

which priorities are unclear” (Jones, 1997:7).

The following international meeting on health promotion was held in Adelaide
(1988). The conference continued in the direction set at Alma-Ata and Ottawa, but
set more concrete proposals. Four key priority areas were identified namely,
public health policy; improving women’s health; food and nutrition; tobacco and

alcohol; and creating supportive environments (WHO, 1988).



The Sunsdvall Conference in 1991, third of the international conferences,
highlighted the links between health and the physical environment. The resulting
statement pointed out that the increasingly degraded environment was threatening
people’s health and making the goal of Health for All by the Year 2000 hard to
achieve. (WHO, 1991). The proposals for action reflected two basic principles:
equity in distributing responsibilities and resources and interdependence of the
human beings, taking into account the needs of future generations when managing

natural resources.

The last WHO’s international conference was held in Jakarta in 1997 to evaluate
the impact on health promotion and identify new strategies. Five priorities were

established to lead health promotion into the 21* century,

- prémote social responsibility for health

- increase investments for health development

- consolidate and expand partnerships for health

- increase community capacity and empower the individual
- secure an infrastructure for health promotion. 7

(WHO, 1997a: http.//www.who.int)

Particular settings for health, such as “healthy cities”, “health promoting schools”,
“health promoting workplaces” or “ health communities”, were presented as
practical opportunities for the implementation of comprehensive strategies.
Member States were urged to adopt an evidence-based approach to health

promotion and policy in practice.

The Fifth International Conference on Health Promotion “Bridging the Equity
Gap” will be held in Mexico City, Mexico in April 2000. One of the aims of the
conference is to show that health promotion makes a difference to health and
quality of life (WHO, 1999).


http://www.who.int

2.3. The concept of health

Before exploring the health promotion concepts and models it is essential to

understand what it is that is to be promoted.

Katz and Peberdy (1997) suggest that there are differences in the way individuals
and social groups define health. Young people tend to define it in terms of fitness,
energy, vitality and strength whereas older people are more likely to view it in
terms of resilience and coping. The Constitution of the World Health Organisation

defines health as:

“a state of complete physical mental and social well-being, and not merely
the absence of disease or infirmity”
(WHO, 1946:5)

This definition includes psychological and social dimensions. Health is no longer
viewed just as an “absence of disease”. However, this most commonly quoted
definition of health has been widely criticised as unattainable. Any disturbance
might come to be seen as a health problem and people with disabilities and
chronic conditions are inevitably labelled ill when they are otherwise healthy.
Saracci (1997) argues that this state of complete physical, mental and social
wellbeing is much closer to happiness than to health and therefore it cannot be
delivered or imposed. He proposed a descriptor of health as a “condition of well-
being free of disease or infirmity and a basic and universal human right” (Saracci,

1997: 1409).

Both definitions include a negative and positive view of health. Negative in terms
of absence of disease and positive as presence of wellbeing. But what do we

understand by wellbeing and disease?

Wellbeing is a complex concept. We can talk about physical wellbeing as being
able to execute everyday tasks without discomfort; whereas psychological
wellbeing is the ability of enjoying life and of overcoming frustration, stress and

problems. Social wellbeing has to do with having control over one’s life and being



able to develop one’s talents. According to Downie and colleagues, "feeling of
wellbeing” and “true wellbeing” are two different concepts. Feeling of well being
is mere subjective estimations of moods and therefore spurious, whereas true
wellbeing involves empowerment and autonomy. They defend the view that the
state of positive health entails a balance of the physical, mental and social
wellbeing (Downie ef al.,1990:18).

On the other hand, disease is a more technical term. It refers to a specific
condition of ill-health which is identifiable as similar to that suffered by others
(Jones, 1997). Disease is often interchanged with illness. Illness refers to the
subjective state of feeling unwell. Those terms do not always go together, one can
have a disease but without feeling ill or the other way around, a person can feel

very ill without the evidence of a disease.

Because it is easier to record death and sickness, health tends to be measured in
terms of disease (morbidity and mortality rates, for instance) rather than positive
measurements. Some positive measurements of health have been developed such
as the Nottingham Health Profile (Hunt et al., 1986) or the quality adjusted life
year, QALY (Gudex, 1986) but still most of the medical literature tends to

measure health in negative terms.

As can be seen, health is not an absolute concept. Definitions of health include
disease and wellbeing concepts. To define health one should consider the social,
mental and physical dimensions of individuals. Health has been claimed to be a

basic and universal human right.

10



2.4. Health promotion

Health promotion has been conceived as:

... the process of enabling people to increase control over, and to improve,
their health
(World Health Organisation, 1986: hitp//www.who.int)

Health promotion comprises efforts to enhance positive health and prevent
ill-health, through the overlapping spheres of health education, prevention,
and health protection.

(Downic et al., 1990: 2)

... actions and interventions to support and enhance people’s health
(Jones, 1997b:3)

... an umbrella term that includes all those activities intended to prevent
disease, improve health and enhance well-being.
' (Naidoo and Wills, 1998: 3)

Among these different definitions it is possible to distinguish several common
elements in the field of health promotion: prevention, health education and health

policy.

2.4.1. Prevention
Prevention activities aim to protect health through avoiding illness. They are
classified into three groups according to the stage of disease development in

which they act. We can talk about primary, secondary and tertiary prevention.

Primary prevention aims to eliminate the possibility of getting a disease, e.g.
immunisation. Secondary prevention includes all measures directed towards early
detection of diseases, e.g. cervical screening. Tertiary prevention refers to the
control and reduction of an already established disease, e.g. diabetes clinics
(Lilienfield, 1980).
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An epidemiological interpretation of the different levels of prevention is that
primary prevention is aimed at reducing incidence of disease, secondary
prevention aims to reduce prevalence by shortening the duration and tertiary

prevention is aimed at reducing complications (Last, 1988).

2.4.2. Health education
Health education can be defined as a process of giving advice or information in
order to facilitate the development of knowledge and skills to enhance positive

health and prevent disease.

According to Downie, Fyfe and Tannahill (1990:28) it is not only about “telling
people what they ought do to be healthy”, it is a communication activity aimed at
improving health and preventing illness through influencing beliefs, attitudes and

behaviour.

Health education has evolved from disease-orientated to a health-orientated
approach, taking into account the importance of socio-political factors in health

related behaviour.

2.4.3. Health policy
Health policy comprises legal, fiscal or political policies aimed at protecting

health. Examples of health policies are the seat-belt regulations or the legal

control of alcohol and tobacco sales to minors.

Thé Adelaide Charter (WHO, 1988) emphasised the goal of health public policy
saying that it should make healthy choices possible or easier for citizens. Health
policy is responsible for creating supportive environments, it should work to
transform physical, social and political environments so that health can be more

easily protected and improved.
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2.5. Health promotion models

A model is a simple description of a system (Crowther ez al. 1997). It is a way of
bridging the gap between theory and practice. Since the term “health promotion”
appeared in the 80s, different authors have attempted to conceptualise health
promotion into models. Rawson and Grigg in 1988 identified about 20 different
models of health promotion (as quoted by Naidoo and Wills, 1998). This section

will cover four of the most influential ones.

Ewles and Simnett (1985) presented a model with five approaches to health
promotion based in their observation of practice - (i) medical, (ii) behaviour
change, (iii) educational, (iv) client centred and (v) societal change -. Different
types of health promotion activity were seen as important in each approach. For
example the medical approach will seek for early detection and treatment of
disorders while the client centred approach will try to provide the client with
understanding about the risk of unhealthy lifestyles. The authors noted that any of
these approaches is valid and that in health promotion there is no “right” approach

or set of activities.

Tannahill (1985) proposed a health promotion model that comprises three

» [13
b

overlapping spheres of activity: “health education”, “prevention” and “health

protection”.

Figure 2. 1. Tannahill’s model of Health Promotion (Tannahill, 1985)

Health
Education

Prevention

Health
Protection
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Figure 2.1. represents the seven possible dimensions of health promotion within

these intersecting circles:

1. Health education: it includes educational activity aimed at positively
enhancing the well-being of a person.

2. Preventive procedures, e.g. immunisation or screening.
Health Protection: decisions by local, national or international governments or
other bodies, which will promote positive health, e.g. public funds for the
provision of sport facilities.

4. Education with a preventive focus, e.g. encourage clients to have
immunisations.

5. Preventive health protection: decisions by significant bodies, which encourage
preventive measures, e.g. seatbelt legislation.

6. Health protective health education with a positive orientation, e.g. stimulating
a social environment to create pressure for funds for sport facilities.

7. Health education for preventive health protection, e.g. lobbying for seatbelt

legislation.

The Tannahill model emphasises the fact that in practice health promotion is an
overlapping activity. For instance, nurses tend to carry out preventive and
education activities, but they can also be involved in health policy ones. This
model includes both positive and negative aspects of health and takes into account

the political dimension.

Tones, Tilford and Robinson (1990) identify three approaches to health
promotion: preventive, radical-political and self-empowerment. The preventive
approach aims to persuade the individual to take decisions that will prevent
disease. This approach has been criticised as victim blaming. Critics claim that it
is not fair to blame the individuals for adopting unhealthy lifestyles when society
itself engenders and sustains unhealthy habits (Ryan, 1976). On the other hand,
the radical-political approach seeks to promote social and environmental rather

than individual change. The third approach, self-empowerment, fosters the idea of
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informed choice. The authors give central importance to this last one, arguing the

goal of health promotion is to help the community to make its own decisions.

Beattie’s model (1991) distinguishes between the mode of the intervention
(authoritative-negotiated) and the focus of the intervention (individual-
collective). It suggests four approaches for health promotion: health persuasion,
legislative action, community development and personal counselling. This model
clearly shows how health promotion is established in the socio-cultural and

political framework. Figure 2.2 illustrates the model.

Figure 2. 2. Beattie’s model of health Promotion (Beattie, 1991)

Mode of intervention
Authoritative
A
Health persuasion Legislative action
Focus of intervention
Individual < p  Collective
Personal counselling Community
development
v
Negotiated

Examples for each quadrant of the model (Figure 2.2), reading clockwise from the
top-left could be: encouraging patients to quit smoking, seat-belt legislation,

healthy-working place project and a psychotherapy session.

Reading through the models it can be seen that health promotion is a contested
area. It is difficult to ascertain its boundaries and what sorts of activities it entails.
However, it could be argued that, health promotion should be directed to all
determinants of health. An approach limited to prevention and lifestyles, excludes
an important determinant of health, the social dimension. Health promotion
interventions should be negotiated rather than authoritative if we aim to empower

people to make heaithier choices.
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During the analysis of the observations carried out in the practice under study an
attempt will be made to evaluate the health promotion given according to each

model.

2.6. Empirical research

Review from the empirical research, carried out in the UK, on health promotion
activities by community nurses reveals that both quantitative and qualitative

approaches have been used to investigate the field.

Several studies have explored the level of health promotion activity in primary
care. Studies through the 1980s and early 1990s indicated that health promotion
was not yet the main role of the nurses, they had a wide but ill-defined role
(Hockey, 1984; Bowling, 1987; Stilwell, 1991). This situation seemed to change
after the introduction of the 1990 contract for general practitioners (Department of
Health 1989). Several studies revealed a growing activity in terms of health
promotion as a result of this contract (Atkin ef al. 1994; Broadbent, 1998).
However recent studies have suggested that nurses should develop their health
promotion role further (Calnan, 1994; Deeham ef al, 1998; Norton, 1998).

Several authors have searched for evidence of effectiveness. Those studies have
evaluated, through experimental designs, the outcomes of health promotion
activities. The two major randomised control trials that took place in England
were the OXCHECK and the Family Heart Group studies. The OXCHECK trial
assessed in five urban general practices, the effectiveness of health checks by
nurses in reducing risk factors for cardiovascular diseases. The results suggested
that nurse-run health promotion clinics did not result in smoking cessation but
were successful in helping patients to modify their diet and total cholesterol
(Imperial Cancer Research Fund OXCHECK Study Group, 1995). The other large
RCT was carried out by the Family Heart Study Group (1994), and aimed to
evaluate the effect on cardiovascular risk factors of a nurse-led programme of

screening and advice for behaviour change over a year. The intervention resulted
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in a small reduction of cholesterol levels, blood pressure and smoking rates. The
authors argue that the results did not justify the government’s population
screening program, especially in terms of cost effectiveness (Langham et al.
1996). However these findings were debated and more optimistic critics argued
that the findings were sufficiently positive to support the work in this area (Doyle
& Thomas, 1996).

Recently, another randomised control trial has tried to evaluate over a year the
effectiveness of nurses running secondary prevention clinics for coronary heart
disease. The authors concluded that the clinics improved patients’ health and
reduced hospital admissions (Campbell ez al., 1998).

Although most of the research on effectiveness of health promotion is carried out
under experimental designs, Speller and colleagues (1997), question whether
randomised controlled trial is the most appropriate method of evaluating health
promotion. This view is supported by Macdonald and colleagues, who express the
need for qualitative research, because “even the simplest health promotion activity
is more complex than the administration of a pill or even a surgical procedure”
(Macdonald et al.,,1996:370). Katz and Peberdy (1997) also say that qualitative

research is crucial to understand what is happening in the natural setting.

Qualitative research on the topic has been conducted to investigate nurses’ views
about health promotion. Davis (1995) carried out an investigation into nurses’
understanding of health promotion. Using questionnaires and group interviews the
authors concluded that nurses, although they see their roles as health promoters,
should focus on health and wellness rather than illness and disability. Le Touze
(1996) conducted similar research. She examined the views of practice nurses and
GPs about health promotion. The study suggests that practice nurses have a more
positive attitude to health promotion than their GP colleagues, although nurses
complained about the increase in paperwork and administration of the data

collection.
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Most of the studies have focused on surveying the nurses but there are few that
have considered the patients’ perceptions of the role of nurses in health promotion
(Poulton 1990, Silagy et al. 1992). Eggleston and colleagues (1995), sent postal
questionnaires to patients in order to determine their views about the provision of
health promotion advice by general practitioners and practice nurses in general
practice. They found that health advice received from the GP and the practice
nurse was equally acceptable and that it is the ability of the health professional to

respond to patients’ concerns that was important for the patients.

In spite of the growing literature found on health prometion, very few studies
exist that evaluate health promotion activities taking into consideration the views
of the nurses and the clients at the same time. Perhaps one of the most interesting
pieces of work in relation to this is that by Sourzti and colleagues (1996). They
investigated, through questionnaire observation and interviews, nurse’s
involvement in health promotion and the client’s perceptions in four different
District Health Authorities. They found that nurses were involved in opportunistic
and organised health promotion focused mainly on lifestyle and ill-prevention.
They measured the awareness of the patients about the health promotion activities
available, however they did not measure the actual health needs of the patients to

check whether these activities were appropriate to them.

Because health promotion should be provided according to the local needs, the
present study aims to study the extent to which community nurses are involved in
health promotion activities and to investigate whether these activities meet the
needs of their clients. Using a case study approach, it tries to provide detailed
information using multiple sources of data and a variety of perspectives. Details

about the methodology are presented in the following chapter.
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2.7. Summary

Health promotion has evolved from relatively narrow origins with focus on
changing people’s health behaviour to a broader movement, which aims to work
at the level of individuals, families and communities. Health promotion is
concerned with improving health taking into account that people’s health is

influenced by biological, lifestyle, environmental and socio-economic factors.

Various models of health promotion have been presented. Although they represent
different ways of conceptualising health promotion, they are not mutually
exclusive. Chapter 5 will refer to them in order to interrogate and analyse existing

practice.

Review of the empirical research carried out on health promotion and community
nurses in the UK reveals that both quantitative and qualitative approaches have
been used to explore the field. However it seems that few studies have considered
a combination of both methodologies to explore whether health promotion meets

the patient needs.
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Chapter 3
Methodology

3.1. Introduction

Since the intention of the study was to evaluate health promotion activities carried
out by community nurses in a natural setting, it was considered appropriate to

select a GP practice near the university as a bases for research.

Several authors have pointed out the benefits of integrating quantitative and
qualitative methodologies in health promotion research (Macdonald et al., 1996,
Brinton ef al, 1998; Learmonth & Cheung, 1999). This chapter will explain the
rationale of the meth_ods used during the study and their advantages and

limitations.

3.2. Research approach: case study

Health promotion should be considered in the context of a local population which
is covered by a GP practice. In which case, the undertaking will be regarded as a
case study. Yin defines a case study as a piece of research which examines most
or all aspects of a particular unit or case (Yin, 1989). Case study is not a method
of research, but the choice of object to be studied. A case may be an individual, a

family, a community or an organisation.
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This project aims to explore health promotion in a primary care setting. The
author chose randomly a GP Surgery in County Durham named “A”. That is what
Stake calls “instrumental case study” (1994: 237). The surgery was not selected
because of its particularity, it played a supportive role. It allowed access to the
population for which the study is designed, and facilitated data collection to

improve the researcher's understanding of health promotion.

When doing a case study it is very important to seek what is common and what is
particular about the case. Before carrying out the non-participant observation and
designing the postal questionnaire, the author investigated demography, morbidity

and mortality characteristics of the region in which the surgery is located.

3.3. Observation

Observations were carried out during seven non-consecutive days in November
1998. The author used the ethnographic approach. Historically, the ethnographic
method has been used by both anthropologists and sociologists. Hammersley and
Atkinson (1983) describe the method as,

...the ethnographer participates in people’s daily lives for an extended
period of time, watching what happens, listening to what it is said, asking
questions; in fact collecting whatever data are available to throw light on
the issues with which he or she is concerned.

(Hammersley & Atkinson, 1983:2)

This method is characterised by giving a detailed investigation of a small number
of cases in a natural setting. Strong emphasis is placed on exploring the nature of

the problem rather than testing hypothesis (Crabtree & Miller, 1992).

Observation studies can be classified into participant and non-participant
observation according to the degree to which the researcher is immersed in the
group studied. In participant observation the researcher is a member of the group
under study and his identity is normally hidden (Forcese and Richer, 1973). The
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advantage of this method, assuming that the subjects under study do not know
they are being observed, is that their behaviour will be natural and less influenced
by the researcher’s presence. However, being a member of the group under study
implies being involved in the activities they perform. The researcher can be so
busy in carrying out certain activities that he or she does not have time to observe
the rest. Non-participant observation was the method used in this case study in
order to have a more holistic perspective of behaviours and interactions in the

practice.

A pilot exercise was carried out observing activities performed by practice nurses
and district nurses in order to understand the setting, meet the nurses and develop
the methods of collecting the data. A check list was subsequently designed and

used as aide memoire during the observations (appendix A).

In surgery “A”, each practice nurse seen on average 120 patients per week; 10 per
cent in specific clinics, such as family planning, diabetes and asthma clinics, and
90 per cent of them in general sessions’. A schedule to observe the whole range of
activities was planned, including a wound management clinic carried out by

district nurses. A convenience sample? of patients consultations was obtained.

As a non-participant observer, the author was sitting at one side of the room, near
the patient and the nurse, observing the activities in action and the interaction
between them. Although the researcher role was that of observer, the author
participated in conversation initiated by those being observed. This was of
importance in building a relationship with them and also provided an additional

source of information.

Notes were recorded during and mainly after the session, while the nurse was

updating the records. Complete recording of the notes was carried out on each day

! General sessions refers to those consultations that do not have a specific health promotion

urpose.
5’Convenience sample- it involves choosing the sessions carried out at the time of data collection
and continuing that process until the required sample has been obtained. (Cohen & Manion, 1980)
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of observation as the quantity of information collected was too much to categorise
at the time. The compilation of field notes may appear to be a straightforward
matter but it is skill demanding and requires great care and attention. In this
research selection, summary and interpretation might have played a part, as it was
impossible to record everything that was said. Field notes are presented in

appendix B.

Whilst the use of recording equipment, audio or audio/visual, would have reduced
the need for note taking, this was considered to be too obtrusive and would have

created ethical problems as to its usage and storage.

The grounded theory approach was used for the analysis of the field notes. This
term was first presented by Glaser and Strauss in 1967. Grounded theory emerged
with the purpose of closing the gap between theory and empirical research (Glaser
and Strauss, 1967). This theory was first used in social and behavioural sciences
and was especially influential in medical sociology, as the first two grounded
theory monographs were about dying in hospitals (Strauss and Corbin, 1994).
Since its introduction 32 years ago, this analytical approach has been adapted to

study diverse phenomena and disciplines, e.g. education, nursing and psychology.

The rationale of this approach is that theory generates and develops during the
data collection and the analysis processes. A central feature is the use of both
inductive and deductive processes in what has been called “a general method of
constant comparative analysis” (Glaser and Strauss, 1997: vii). The investigator
begins to code, categorise, conceptualise and to write the first thoughts concerning

the research from nearly the start of the study.

In this piece of research, the investigator went to the field work without a pre-
determined hypothesis, just trying to collect the data in a systematic way. During
the non-participant observation, ideas were emerging. Then the field notes were
read and re-read carefully, focusing on not only similarities but also differences.

The data was then broken into segments. Labels were given to individual
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segments which were used to search for themes. Every piece of data was
compared with each other to validate emerging hypotheses. Then it became
clearer that there were overlapping and interconnecting themes and that these

could be brought together under broader headings.

3.4. Questionnaire

The questionnaire was designed to find out about the health status, lifestyles, and
health promotion requirements of patients aged between 17-45 in the practice

population.

3.4.1.The sample
The reason why the sample was restricted to this age group was the benefit they

may obtain from preventive health promotion. They are the working population
and contribute to the growth and development of the community. Although this
age group is generally the healthiest, it may have developed unhealthy lifestyles
eg. smoking, alcohol, bad diet, which could affect their health in the future.

The sample needed was calculated with the equation:

n= 2z, P(1-p)

82

Where z is determined by the significance level of o/2, (for o= 0.05, z=1.96); p is
the expected proportion one wants to measure; and € is the precision one wants to
reach (Martinez-Gonzalez ef al., 1997). The required sample was calculated for
p=0.5, which is the percentage that requires largest number of individuals. A

precision of at least 5% was pursued:

__1967-05-(1-05)

0,052 =384
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Literature reviews from previous studies that have used postal questionnaires to
patients from a GP Surgery showed response rates ranging from 60% to 80%.
(Williams and Calnan, 1992; Ruta et al., 1997). Expecting a response rate of

around 75% the number of patients needed to achieve 384 responses is 512.

3.4.2. The content
As discussed in previous sections, health embraces physical, mental and social
dimensions. The questionnaire tried to cover these dimensions. It was divided

into three parts:

-The first part of the questionnaire, titled “personal details”, enquired about
gender, age, marital status, family composition, ethnic group, and socio-

economic status.

-The second part of the questionnaire was concerned with, measuring lifestyle
and health status of the sample. Positive and negative indicators of health were

used, e.g. exercise and fitness versus presence of illness.

- The third part of the questionnaire was related to health promotion issues. The
patients were asked about the kind of health promotion received in the surgery

and any additional information they would like to receive.

3.4.3. Pilot questionnaire.
A pilot study was carried out in the surgery to remove any ambiguities contained

in the questions. The draft of the questionnaire was administered to twenty
patients aged 17-45. No major changes were added, just streamlining some
questions as it was found that some respondents replied with more than one
answer to certain questions, e.g. question about sun protection, patients made
differences between sun protection for the face and for the body. The new version
was piloted with another 5 persons. No further changes were made. The first and

final versions of the questionnaire are presented in appendix C.
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Because of the small scale and the exploratory nature of the pilot survey it has
been considered inappropriate to summarise its findings. The results obtained
were used to improve the questionnaire and familiarise the researcher with the

analysis techniques.

3.4.4. Questionnaire administration- main stud
At the beginning, the author considered the possibility of distributing the
questionnaire to every patient aged 17-45 visiting the surgery until reaching the
number required. This would have been the simplest and cheapest approach,
however individuals who go to the practice are very likely different from those
who do not (Ostbye, 1992). As this study intended to investigate a representative
group of individuals, a postal questionnaire to a random sample’ of all registered

patients was considered a better option.

A computerised list of names and addresses of all registered patients aged 17-45
from the practice was obtained. Among the 3566 patients 516 were selected using
random sampling technique. In February 1999, the questionnaire was sent
together with a covering letter (appendix D) signed by one of the doctors of the
surgery explaining the aims of the survey and asking for collaboration. A self
stamped enveloped was also provided. Postal questionnaires offer the advantage
of covering a large sample in a short period of time. Besides, the fact that the
researcher is not present means that there will not be interview bias. On the other
hand, postal questionnaires have some limitations. People of limited educational
background may not be able to answer. Also, people may pass on the
questionnaire to others causing distortions in the sample. According to
Oppenheim (1966) a major disadvantage of postal questionnaires is the poor
response rates. The problem with that is not that a reduced sample is obtained-
this could be solved by sending more questionnaires- but that respondents are
different from non-respondents. Those who respond might be more interested in

health matters, have healthier lifestyles or visit the surgery more often.

*Random Sampling; is that method of drawing a portion (sample) of a population or universe that
all possible samples of fixed size n, have the same probability of being selected (Feller W. as
quoted by Kerlinger, 1986: pp 110)
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Two measures were taken to prevent this bias. A reminder to achieve higher
response rate was sent to all those patients who had not responded after the first
month encouraging them to do so and providing a phone number to ring in case
they needed another questionnaire (see appendix E). The second measure was to
analyse respondents and non-respondents differences among gender, sex, and

post code areas in order to verify the representativeness.

3.4.5. The analysis
SPSS (Norusis, 1998) was the statistical package used for the analysis of this

survey. The 42 questions of the questionnaires were coded into a total of 142
variables. Open questions were codified into groups by content analysis* and
introduced into the data base as categorical variables.

Means were compared using Student's t test. Chi-square test or Fisher’s exact test

were used in analyses that entailed comparisons of proportions.

Interviewing is a well established research tool in sociology and related
disciplines. This technique consists in maintaining and generating conversations

with people on specific topics and interpreting the resultant data (May, 1993).

Broadly speaking there are three types of interviews: structured, semi-structured
and in-depth interviews. Structured interviews consist of a fixed set of questions,
leaving little room for deviation from the schedule. The theory behind this method
is that each person is asked the same questions so that the answers are more
comparable. Semistructured interviews are conducted on a basis of open-ended
questions from which the interviewer can diverge to explore an idea in more

detail. In-depth interviews are less structured and may cover only one or two

4 Content analysis involves establishing categories and then counting the number of instances
when those categories appear in the text (Silverman, 1993)
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issues. Further questions would be based on what the interviewee said (Fontana
and Frey, 1994).

In this project semistructured interview was the method chosen to investigate the
general practitioner’s views of health promotion in the surgery under study. This
method allowed the researcher to cover certain prefixed questions but also to

explore in depth some issues raised during the interview.

A pilot interview with an academic playing the role of general practitioner was
carried out to reveal problematic questions and to train the author in the use of the
technique. The final questions used for the semi-structured interview are presented

in appendix F.

The interview took place after the results of the questionnaire and the observations
were analysed so the general practitioner could make comments on them. It was
recorded and then transcribed for analysis. The interview was used as a source of

additional data as well as a triangulation tool.

3.6. Ethical considerations

Since the study was essentially unobtrusive and involved observation only, ethical
committee approval was not required as patients and staff were not put at any risk
or discomfort by the presence of the researcher. The GP who was closely involved
in the administration of the survey was fully consulted. He saw the survey as an

evaluation exercise giving clues to future planning.

The general aim of the research was explained to all research subjects. During the
observations, informed consent was obtained verbally from every patient prior to
any observations being made. Only one patient, a young woman attending a
family planning clinic, rejected being observed. The cover letter sent with the

questionnaire emphasised that the responses would be confidential. During the
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data analysis confidentiality was maintained by data coding to eliminate

identifying data with personal information.

3.7. Limitations

Qualitative methods have been criticised for not being scientific, producing data
that are subjective (Sandelowski, 1986, Hammersley, 1990). Rigour in scientific
research is normally evaluated in terms of validity (i.e. whether this piece of
research reflects reality), reliability (i.e. to what extent the findings reported
would be found by another) and generalisability (i.e. whether the results from the

study can be applied to other situations).

3.7.1. Validi

As regards the validity of the results in this study, the main question is whether
the data gathered by the researcher reflects reality and whether the researcher's
role intruded on the research process to such an extent that the findings are

invalidated. Problems of validity in this study can be found at different stages:

- Postal questionnaire. As commented before, the response rate presents a
limitation, those who do not answer might, for instance, be less interested in
health matters or have unhealthy lifestyles. There is also the possibility that
the patients answer what they think the researcher would like to read. The
cover letter emphasised that their responses would be confidential. However,

it is not possible to ensure that they have answered truthfully.

- Observation. The researcher’s presence might have caused the so called
“Hawthorne effect” (Mays and Pope, 1995). This refers to the bias of being
observed, for instance, a patient might have felt inhibited or silent because of
the observer; a nurse who knew she was being the focus of an observation
might have responded much more positively to patient’s questions than

normally.
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- Interviews can also be biased by the interviewer’s attitudes. The respondent
might seek the answers that support the interviewer’s attitudes. The way to
formulate the questions might influence the respondent. To minimise this bias,
a pilot interview with an experienced researcher was carried out to reduce

misunderstanding about the content of the questions.

As can be seen, each research tool presents some limitations. However one can
overcome these if we compare the convergence of the results in what is called
“triangulation validation.” Triangulation derives from navigation, where different
bearings give the current position of an object (Silverman, 1993). In this study, the
author compared the results of each research tool. For instance, during the
observations the number of times the nurse encouraged the patients to exercise
more was measured. This was compared with the number of patients in the postal
questionnaire who recalled having received such advice. Both data were presented

to the general practitioner during the interview.

3.7.2. Reliability

Reliability, sometimes called repeatability, varies with the methods of research.
The quantitative part of this work, the postal questionnaires could be assumed to
be more reliable because it is very likely to obtain the same results when repeated

under the same conditions.

Qualitative reliability is more problematic. It is difficult to ensure that other
observers would have found similar results or would have interpreted the
interviewee’s answers in the same way. To improve reliability, field notes were

taken systematically using the check-list presented in appendix A.

3.7.3. Generalisability

Case studies can be criticised because their findings might not be applicable to
other situations. This is particularly true in this study, the findings of this research
might not be applicable to others surgeries in England but they might be seen as a

small step towards generalisation.
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3.8. Summary

A combination of qualitative and quantitative methods was considered appropriate
to explore health promotion in a natural setting. Observation, semi-structured
interview and postal questionnaire were the tools selected to gather the data. One

of the limitations of this study design is the restricted generalisability.
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Chapter 4:
Case Study Background

4.1. Introduction

Health promotion should be planned according to the local needs. In this section, a
description of the surgery and the demography, morbidity and mortality
characteristics of the area are provided. Data is based on the last census
information (OPCS, 1993a; 1993b) and Local Public Health Statistics of County
Durham (Woodhouse ef al. 1997).

4.2.The research setting

The surgery is a five-doctor partnership which opened in 1989. It is located in a
residential area in a town in the North east of England. Surgery "A" provides
primary health care to 9,200 patients. The boundary embraces the town area and

nine villages around.

By the time the field work took place, the ancillary staff comprised the practice
manager, receptionists, 2 practice nurses, 2 health visitors, secretary and
computing staff. They also had 2 midwives, 3 district nurses and a counsellor who
attended the surgery. A chiropodist, a dietician and a third practice nurse joined

the practice later. The surgery provides a range of medical services, including
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maternity care, cervical smears, family planning, minor surgery, childhood and

adult immunisations, healthy heart, asthma and diabetes clinics.

4.3, Demography

In mid 1995 it was estimated that the resident population of the district (District
B) where the surgery is located was 100,616, roughly divided equally between
males and females. Table 4.1 shows the estimated percentage of resident
population in mid 1995 for District B divided in 8 age bands. Local data are

compared with the county as a whole and with the National Figures.

The data presented are mid-year population estimates for mid 1995 estimated on

the basis of the 1991 census.’

Table 4.1. Estimated percentage of resident population in mid 1995 for the
ity Durham; England and Wales,

(Woodhouse ef al., 1997)

As can be seen 6.1% of the population in this district is under five and 20.8 % is
over the pensionable age. Overall the relative proportion of the resident

population in the locality is very similar to the County and National proportions.

Studying the ethnic characteristics of the population and comparing them to other
districts of the country, such as London where the percentage of ethnic minorities
totals 25%, the presence of other ethnic groups than white in District B is low. In

Distric B ethnic minorities only constitute 1.5 % of the total population. This

! The actual number of people in each are of England is only calculated at the 10 year census. In
between census the population is estimated by adding and subtracting the numbers of births and
deaths and making allowances for people moving around from place to place.
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1.5% is broken down int0:0.5% Indian, 0.3% Black (Caribbean, African or other)
0.2 % Bangladeshi, 0.2% Chinese and 0.3% belong to other ethnic groups.

According to economic characteristics, 75.3% of the males aged 16-64 are
employed (full-time, part-time, self employed or on a government scheme) and
11.2 % are unemployed. Among women the percentages are lower, 62.6% of the
females aged 16-59 are employed and 5% of them are registered as unemployed.
The unemployment rate in the area is higher than the national figures. In June
1991 the unemployment rate was 11.2 %, compared with a national average of
9.7%.

The study of the households and family composition reveals that there are 40,217
households in District B, 18,037 (44.8%) of them have a pensioner. Looking at
the households with pensioners, 23.3% of them have no central heating, 60% have

no car and in 15.9% of the cases the pensioner is living alone.

Age and marital status: 61.3% of the population aged over 18 is married and 6.7%
divorced Looking at the family composition of the households, 78.7 % are
married couple, 7.1% cohabiting couple and 14% lone parent. The 38% of the
families have no children. The family composition figures are in line with both

county and national data.

According to the Office of Population Censuses and Surveys (OPCS), a person’s
occupation in one of the best available indicators of his or her position in society
(OPCS, 1993b). Comparisons with national figures reveal a higher percentage of
groups III, IV and V in this location (Table 4.2) This is of importance as lower
socioeconomic groups have been associated with greater incidence of premature
and low birthweight babies, heart disease, stroke, and some cancers in adults
(James, et al.1997).
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Table 4. 2. Socialiclass distribution in Locality B compared to national figures.

: tc. oc s g 6.9
13.9

N

trrry
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(OPCS, 1993a; OPCS 1993b)

The population projections for Durham County by the year 2001 suggest that the
overall population will remain fairly static. However, they predict sizeable
changes within specific age groups. Most notable in these are the 8.5% drop in
children under 5 and the nearly 16% increase in the number of people aged 85 and
over. The Office for National Statistics calculates population projections based on
the assumption that past trends will continue. Such projections should be
interpreted with caution, for example they cannot take into account large scale
movements caused by factory opening and closing. However, these projections

are required to estimate future health needs.

The predicted 16% increase in elderly population implies that an extra burden
may be placed on the health services in the future (Woodhouse et al. 1997).
However, if preventive measures are in place and health promotion is targeted at
the middle aged population of this study, it can be suggested that complications of
chronic conditions at a later stage could be reduced and the population could be

more independent from the medical services (Kemm & Close, 1995).
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4.4. Morbidity

Both the Health of the Nation and the new White Paper, Our Healthier Nation
highlight heart disease, cancer, mental illness and sexual health as the main health
problems of the country (Department of Health 1992; 1999). These also appear to

be the main causes of morbidity in Durham County.

Standard Registration ratios for Cancer in the County of Durham show higher
registration of stomach and lung cancer for both males and females and digestive

cancer amongst males compared to the national rates.

Mental health problems are a major cause of morbidity within the community.
Comparison to regional and national rates suggests that hospital admissions for
affective disorders are consistently higher in County Durham. Affective disorders
are those associated with severe disturbance in mood, very often accompanied by
delﬁsions, hallucinations, disorders in perception and behaviour etc (Woodhouse
et al. 1997).

One of the Health of the Nation targets was to reduce the rate of conceptions
among the under 16s by at least 50% by the year 2000 (Department of Health,
1992). The rate of conceptions in Locality B at ages 11- 15 during 1992-94 was
14.1 per 1000, the highest within the county (11.5 average for County of Durham
and 8.3 for E&W).

The termination of an unwanted pregnancy could be considered, in the context of
the health of the women, a cause of ill-health that can be avoided (Woodhouse et
al. 1997). Across all age groups termination rates in County of Durham are lower
than both the regional and national rates. This does mask differences between age
groups. The termination rate for women under 20 is higher than both regional and

national rates.
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4.5. Mortality

Acute myocardial infarction, other ischaemic heart disease and cerebrovascular
disease are the three main causes of death for both males and females across the

County. Figure 1 illustrates the five major causes of death in the area.

Figure 4. 1. The five major causes of death in County Durham in 1995.
Figures represent percentages over the total no. of deaths.

Pneumonia

Digest. Ca.

O. IHD :other Ischaemic Heart Disease ; AMI :Acute Myocardial Infarction ; Ce. VD :Cerebro Vascular
Disease ; Resp. Ca :Cancer of trachea, bronchus and lung ; Digest Ca : cancer of the digestive organs
and peritoneum.

(Woodhouse ef al. 1997)

In County Durham, 4 in 10 people die of circulatory disease, heart disease or
stroke. Those diseases are influenced by alcohol, smoking, high fat diet, high
blood pressure and lack of exercise (Dawber, 1980; Pooling Project Research
Group, 1978). Comparative figures of local vs. national lifestyle factors will be

discussed in chapter 6.

Smoking is also clearly associated with respiratory tract cancer which causes a
large number of deaths (Bartecchi ef al.,, 1994). Low vegetable and fruit intakes
are implicated in some forms of digestive tract cancer (La Vecchia & Tavani,
1998). All these suggest that the main causes of death in the county can be
prevented by improving these areas of lifestyles. Promoting positive health and

well-being is therefore needed.
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4.6. Summary

The population of the district in which the surgery is located is 100,106.
Comparison with national figures reveals higher proportions of social classes III,
IV, and V and higher unemployment rate. Population projections suggest that in

the near future the percentage of people over 85 is going to increase largely.
Current morbidity and mortality health trends of the area are influenced by

lifestyles. Health promotion appears to be necessary to the health of this

population.
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Chapter 5

Non-Participant Observation

S.1. Introduction

Non-participant observation was considered an appropriate tool to investigate how
community nurses provide health promotion in a natural setting. The observation
was carried out using an ethnographic approach. As a non-participant observer,
the author was sitting at a side of the room, nearby the patient and the nurse,
observing the activities in action and the interaction between them. Field notes

were analysed using the grounded theory approach.

This chapter is divided into five parts. Firstly, it will present the characteristics of
the sessions observed. Secondly, an analysis of the different ways of promoting
health in surgery “A” will be provided. The third part will deal with topics raised
during the observations. Following that, it will suggest which approach of each of
the models described in chapter one describes the practice better. To end the
chapter, suggestions are given on what else could have been done, from a health

promotion point of view.

39



5.2. Sample

A total of 75% sessions were observed. Sessions were engaged: 64 with the
practice nurses, 3 with the district nurses and 8 with one general practitioner. The
mean age of the patients attended was 46.5 years (SD+ 20.7) 74 % of them were
females, due to the number of family planning sessions observed and as shown in
the following table, coupled with the fact that women tend to visit the surgery

more often. Table 5.1 also presents the types of activities observed and the mean

duration of the sessions.

Table 5. 1. Characteristics of the various activities observed.

General sessions
Blood test 11 65 55.8(16.6) 4.6 (1.3)
Blood pressure 4 75 57.2(8.1) 5.8(2.5)
Ear syringing 5 69 40.2 (20.2) 11(3.6)
HRT 4 100 49.7(22) 5.7(0.5)
Smear 9 100 37(7) 12.8(3.2)
Immunisation 9 75 42.2(20.8) 6.7(2.9)
New patient 2 50 32(21.2) 9 (5.6)
Other 3 60 33(74) 6(3.2)
Family planning clinic 13 100 24.9(10.7) 13.6 (6.5)
Diabetes clinic 8 66 64.3(11.8) 12.7(6.3)
Asthma clinic 4 75 16.7 (15.5) 9.2(1.5)
Wound management Clinic 3 66 74.3(5.1) 12.7(2.5)
Total 75 100 46.5(20.7) 9.1(5.2)

5.3 Ways of prometing health

Health was found to be promoted through three different ways: printed materials,
established clinics and opportunistically. An account of the activities observed

illustrated with some examples is given below.

2 One session constitutes one patient consultation.
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5.3.1. Printed materials
Literature suggest that posters and leaflets in general practice waiting rooms can
be effective means of giving health information (Bamgboye and Jarallah, 1994;
Wicke ef al. 1994). This form of dissemination of information was used in this

practice.

While waiting for consultation or sitting in the nurse’s room patients could see
posters promoting healthy life styles for instance the image of a woman
swimming encouraging frequent exercise. There were also maps with travel
immunisation information and posters about sun protection. Other messages were
directed to specific risk factors like: alcohol "think about drink” or tobacco
“Smoking kills”. Tertiary prevention posters to control and reduce certain

diseases, like diabetes, were also in the consultation room.

Leaflets were displayed at the reception desk, in the waiting area and at the
entrance of the practice nurses’ room. They were published by the Health
Education Authority or the Department of Health and covered a wide variety of
topics as can be seen in table 2.

Table S. 2. Leaflets promoting health in t!i GP Surgery called “ A”, .

: R HaphcE Dy S
How to protect your skin from Health Education Authority
sun damage
Keep warm Department of Health
Child immunisation Health Education Authority
How to check for testicular Department of Health
cancer
Sexually transmitted Diseases Health Education Authority
Cervical Screening Health Education Authority
Travel immunisation Department of Health
Self-breast examination Health Education Authority

Leaflets were also given personally during the consultations. For example, the
practice nurses gave leaflets on folic acid to those women who were planning to

have a baby.

41



5.3.2. Established health promotion programmes/clinics.
Permission was given to observe 9 types of clinics or sessions in which a

systematic protocol which included some health promotion was established, each
of which will be briefly described.

1. Immunisation

Types of immunisation observed varied from travel immunisation, hepatitis B and
tetanus vaccination. During travel immunisation sessions the patients received the
necessary vaccinations using the WHO recommendations and advice about the
precautions in the country of destination (not to drink tap water, for example).

Solar precaution measures were also recommended.

2. Hormone replacement therapy

Patients taking hormone replacement therapy visit the practice nurse every six
months. The protocol for this clinic includes the following activities: blood
pressure, weight and height measurements; check that smear and mammography
screenings are up to date and advice about breast self-examination. This protocol
was followed to some extent in the four sessions observed. In some cases body
mass index was not calculated during the consultation, consequently two patients
having a BMI measurement higher than 30 kg/ m* (Ideal BMI: 20-25 kg/ m?) did
not receive health promotion advice. Dietary habits are very important in
postmenopausal women, food rich in calcium and Vitamin D can help to prevent
osteoporosis. However, those were investigated only in one out of the four

sessions observed.

3. Ear syringing

Five sessions in which the patient needed to have ear wax removed were
observed. The practice nurse gave health education on ear care. At the end of the
procedure the nurse explained that ears have the ability to self clean and need wax

for protection and patients were advised not to use cotton buds.

42



4. Smear

The Royal College of Nursing protocol for cervical screening underlines that good
practice should encompass: giving accurate information and advice about the
prevention of cervical cancer, making patients understand the impact of an
abnormal smear, offering advice at all stages of the process and regularly updating

individual practice (Royal College of Nursing, 1996).

As the guidelines suggest, all patients received counselling about breast self-
examination. In addition, the blood pressure of every patient was measured. The
nurse reiterated the importance of attending smear tests even if they were not
sexually active at the time. She also explained the meaning of a positive result by
saying that it is not a confirmation that the patient has cancer but that it is an

indication of the need for further investigation.

Good screening practice also involves regular communication with the local
laboratory. Once every three months the surgery receives a report on inadequate
results from the lab. The practice nurse was proud of the results because their

inadequate rate of smear is one of the smallest in the area, only 6/495.

On three occasions during the observation period the patient did not come to the
smear appointment. The nurse explained then that all patients are asked to cancel
the appointment if they are unable to come. To tackle the non-attendees, the
surgery sends up to three reminders. After that, it is the patient’s responsibility to
book an appointment. Health promotion aims to empower individuals to make

healthy choices, however, the principle of individual freedom has to be regarded.

5. Diabetes Clinic
This clinic is directed to all known diabetics patients registered in the practice and
its aims are to increase the quality of life for the diabetic and the patient’s

awareness and understanding in order to improve the control of the condition.
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During the sessions the nurse used a protocol developed by the surgery as a check
list;

- to measure weight and height BMI

- Blood pressure

- Blood test-blood glucose, HbAlc or fructosamine, serum cholesterol and
creatinine

- urine analysis or blood monitoring technique

- Current treatment.

- Incidence of Hypoglycaemia

- Check level of understanding

- Check last visit to the optician

- Last visit to the chiropodist

- Discuss diet and give appropriate education. Evaluate the need of dietary
management with a state registered dietician

- tobacco consumption

(surgery protocols)

Eight diabetes clinic sessions were observed. The protocol was followed except in
two areas. BMI was only calculated in half of the sessions, therefore, the nurse
missed the opportunity to give advice in time. Smoking status although kept in the

records, was not re-evaluated.

6. Asthma clinic

Four asthma clinic sessions were observed. The goals of this clinic were: to
improve the quality of life for the patients with asthma; to reduce the incidence of
acute asthma attack; to increase patients awareness and understanding in order to

improve the control of chronic asthma; and to encourage a healthy lifestyle.

The practice nurse running the clinic had an Asthma Diploma. She followed a
protocol developed by the Family Health Service Authority. During the session
regarding to asthma, family history, tn'ggér factors, current medication, weight,
height and blood pressure were all measured. Advice to improve the inhaler
technique and health promotion on how to use the medication was given. The
technique was reinforced and the patients seemed to understand. Time was given

to consult doubts or problems with the treatment.
Three of the patients attending the clinic were aged 11 to 13. Smoking status of

the parents was recorded but not of the children themselves. In this surgery

smoking status is recorded for patients over 15. However, there is evidence that
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the proportion of those aged 11 to 15 who smoke regularly in England has risen
from 8% in 1988 to 13% in 1996 (Lindsay, 1997). This suggests that patients over
11 should be asked about tobacco consumption especially if they are suffering

from other conditions that already affect their respiratory system.

7. Family Planning Clinic

A total of 13 family planning sessions were observed. Eight of them were carried
out by a general practitioner. Initially the researcher did not plan to observe
activities performed by doctors, but the opportunity emerged and the sessions

were included in the analyses for comparative purposes.

The reasons for attending the clinic were various: morning after pill (3), repeated
prescription (2), problems with the present methods of contraception (6) and
wanted to start with the pill (3). During the family planning sessions patients

received health promotion information about folic acid and pre-pregnancy.

Two of the family clinic sessions are presented here for case study analysis:

Case 1

A sixteen years old girl came to the clinic with her school tutor, She wanted
to start with the pill. The practice nurse asked a set of questions and found
out that the girl had unprotected sex six weeks before and was two weeks
late. A pregnancy test was recommended and booked for the next day. The
practice nurse asked then what she would do if she was pregnant. Her tutor
answered for her, “termination for sure, she is too young to have a baby”.
The practice nurse suggested to start on the pill in case she was not
pregnant. Blood pressure, weight, height and smoking status were
measured. The patient was a smoker but no health education was given.
Before the patient left, the nurse reminded her: “it is your choice to have sex
or not, even if you sometimes feel pressured, you should think about it
carefully”.

Session 64

It is important to see that in a friendly manner the nurse reminded her to think
carefully before having sexual intercourse. However, this girl came to the clinic

after having unprotected sex and possibly being pregnant. The possibility of
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referring her to a counsellor should have been taken into account. The nurse failed
to give the advice about smoking especially knowing the positive interaction
among smoking and oral contraceptives in the risk of cardiovascular problems.
(WHO, 1997b). 1t is also very worrying that the tutor’s statement suggested
abortion as the only alternative. Having a child at sixteen can be considered a big
problem, but one should forget the ethical implications and remember that it has

to be personal decision.

Case 2
A sixteen year old girl came with her boyfriend to the family planning

clinic. The clinic was run by a general practitioner. She wanted the morning
after pill because the condom had split. The GP asked about the history of
disease, checked blood pressure, weight, height and smoking status. She
smoked but no comment or advice was given. Then the GP gave the
prescription explaining how to take it, and also told her that there is a
possibility of her becoming pregnant, asking her what she would do in this
case, The patient did not know.

The doctor gave her leaflets about contraception and folic acid in case of
pregnancy. Before they left, the boy asked for condoms and the GP gave
some to him.

Once they left, the doctor asked me what I thought. I replied that I
wondered whether it is good to let them go without any word of the risk and
consequences of having sex at 16. GP answered, "I am not here to judge
people, I am here to help them".

Session 15

The US Preventive Task Force guide to prevent sexually transmitted diseases,
states that a strong association has been found among the age of first sexual
intercourse and the number of sexual partners the rest of the life (US Preventive
Task Force, 1996). The need to change lifestyles has always been defended by
health professionals. Advice to quit smoking or drinking with moderation is not
considered a judgement. It should not turn into a taboo when talking about sexual
life. The doctor should have found out the circumstances under which the condom

split, do they know how to use it correctly? Did they consume alcohol? Alcohol



consumption has been found to be a factor in teenage pregnancy (Flanagan et al.,
1999; Walker et al. 1999)

8. New patient check

Two new patients joining the practice were observed. The practice developed a
protocol according to which every new patient is asked about their lifestyles,
immunisation records, personal and family history of disease. This data was imput
in a computerised record system. Those two patients observed received health

education advice about diet and exercise.

9. Wound Management Clinic

District nurses work mainly in home visiting, assessing the needs of the patient
and family and monitoring the quality of care. They also run wound management
clinics in the surgery. Three of these sessions were observed. The district nurse
changed the dressings and kept records about the changes in the wound and

treatment given.

5.3.3. Opportunistic health promotion
Activities grouped under this subheading were those in which the client came to

the surgery for other purposes and the nurse used the opportunity to raise health
promotion topics. During the 75 sessions observed 13 patients (17%) received
health promotion opportunistically. To consider when opportunistic health
promotion is needed it is essential to know what the patient’s needs are. This was

observed in practice,

A 49 year old woman was referred from the general practitioner to the
practice nurse to have a blood sample taken. She needed a hormone level
test as part of menopause investigation. The practice nurse then initiated a
conversation about breast cancer screening and asked her whether she did
breast self-examination on a regular basis. The patient answered she did it
“sometimes ”., The nurse then took the opportunity to teach the procedure
and explain to the patient the importance of doing it on a monthly basis.

Session 24
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This woman might have changed her attitude towards the importance of carrying
out breast self-examination after this short meeting. Opportunistic health
promotion has several advantages: cheapness, minimum disruptions to the
established work routines and adaptability to individual circumstances (Naidoo
and Wills, 1998: 147). Arguments against opportunistic health promotion question
whether it is ethical, when a patient attends the surgery with a certain purpose, to
screen or give advice about something else (Lupton, 1995). Respect for autonomy
should always be present when doing health promotion. An example of this in

practice was,

A 47 year old woman came for the second dose of a Hepatitis B
vaccination. Looking at her file the practice nurse realised that her smear
test was overdue and offered to have the procedure carried out there and
then. The patient refused by saying that it was not the right moment but she
would book an appointment.

Session 63

Generally it was the nurse who directed the conversation about healthy lifestyles
or secondary prevention issues. On a few occasions the patients initiated the

dialogue. For example,

A 48 year old women attending a hormone replacement therapy check
expressed her worries about the link between this treatment and breast
cancer. The nurse explained to her although recent studies have suggested
this link, the benefits of this therapy concerning osteoporosis and
cardiovascular diseases justified the therapy. Nevertheless, she should carry
out breast seclf-examination and attend the existing mammography
programme to prevent breast cancer for women over 50.

Session 52

Opportunistic health promotion requires a disciplined approach in recording the

information and more time for booked consultations (Morrell, 1998). However,
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once the information about their patients' habits and risks is collected, it is more

likely that they can receive appropriate health promotion during the consultations.

S. 4. Topics raised

Three main topics appeared to emerge out of the field notes from the sessions
observed and the conversations maintained with the nurses. These topics were:

mental health, teenager pregnancy and ethical dilemmas about health promotion.

Several times during the consultations patients coming for other purposes dropped
comments that referred to their mental health. This is reflected in the following

statements,
"I eat when I am stressed” (session 65)
"I feel down in the dumps" (session 33; session 57)

I feel so gloomy" (session 61)

In one of these sessions (no. 61), the nurse tried to find the reasons why the
patient was feeling “gloomy”. The patient started to cry. " I lost me mum two
months ago", she said. Talking about it, the nurse could find out that the patient
had had "very negative thoughts". The nurse referred her to the Hospital
counsellor. As a result of the extra time being spent with the patient, and the
attention given to patient’s untold worries, this person could have access to special
treatment, which probably prevent major harm. The practice nurse expressed her

concerns about how to deal with mental health problems:

" .. I don't have the time...] am not a counsellor... all I can do is refer them to the GP

or the Hospital counsellor"

This comment illustrates the problems nurses might find supporting people with
mental health problems. Depression and anxiety are becoming extremely common
both in rural and urban areas (Department of Health, 1999b). Further training for
practice nurses in the mental health area, particularly communication skills might

be necessary.
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During the observation period, several times, especially during the family
planning clinic, the nurses talked about the problem of teenage pregnancy to the
researcher. England has the highest teenage conception rate in Western Europe
(Nicoll et al, 1999). Talking about what the surgery could do to tackle this

problem, practice nurse A. said

"1 don't know... but not in family planning, it is too late... perhaps school nursing,
and try to find the balance between government aids and real needs"

Practice nurse H. also thought the Government help, in terms of child benefit,
might be seen as an incentive to young girls to become pregnant. "Some young
girls do want to get pregnant" she said, " it is like another option, such as studying
or looking for a job...". H said she also worried about the future generations. She
thought educated people have a very low birth rate, while those from lower social

status, have higher birth and teenager pregnancy rates.

As noted before when talking about opportunist activities, health promotion
presents dilemmas in practice. During the observation period, practice nurse H.
expressed several times her concerns about the appropriateness of health
promotion, especially in secondary prevention of cardiovascular diseases. H.

asked:

"should we do a cholesterol test?... I believe in some cases it is like a passport to
keep on smoking",

The comments of Nurse H suggest the issue of the effect of health personal
views/prejudices on health promotion. The problem arises because health
promotion is based on a set of values which may not be shared by all. If clients
make a choice that the professional considers is harmful, the health professional
may be torn between the right to intervene or persuade people to a particular
course of action. Respecting autonomy raises dilemmas for those involved in
promoting health (Jones & Cribb, 1997).
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5.5. Translating models into practice

Each of the four models described in Chapter 2, map different approaches that can
be adopted when promoting health. One can use these models to have a better

understanding of how health promotion is implemented in Surgery "A".

Ewles and Simnett model (1985) can be used to categorise health promotion in
this practice according to the apparent aims. The activities observed seem to fit
better in the "medical" and "behavioural change" approaches than in the "client-
centred" or "societal" ones. It appears that Surgery "A" tends to improve ill-health
which is a medical approach, and to encourage patients to adopt healthier
lifestyles, which is behaviour change approach, rather than working with the
clients in the clients' own terms, a client-centred approach, or trying to adopt a

societal change approach by influencing the social environment.

Looking at the Tannahill model (Figure 2.1) the health promotion activities
carried out in this surgery, e.g. screening, smoking advice or diet education, would
be mainly included in the spheres of health education and prevention. No health
policy activities were observed, however it seems unfair to expect any group of
individuals to operate at all levels in health promotion. The clearest aspect of

health promotion that can be distinguished within nursing, is health education

Tones’ and colleagues’ model (1990) presented three approaches: preventive,
radical-political and self-empowerment. This practice would fit better in the
preventive model trying to persuade individuals to take decisions that will prevent
disease. These authors argue that it would be better to take a self~empowerment
approach than persuade patients, health promoters would inform them so they can

take their own decisions.
Finally, according to Beattie’s model (1991), the kind of intervention in surgery

"A" appeared to be more authoritative than negotiated. The following examples

illustrate this,
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Female patient 67 years old came to have a blood sample taken. Possible diabetes,
under study. The practice nurse asked whether her diet was very sugary. To which
the patients answered, "yes". The practice nurse said" try to cut down"

Session 67
Male, 59 years came for a cholesterol test. He is found to be a smoker. Practice nurse

H. said, "you know you should quit"

Session 27

5.6. What alternatives can be adopted?

Health promotion is part of the work of the nurses in this surgery but the sessions
observed suggest that opportunity is sometimes missed to find out about clients

lifestyles and to empower them to improve their health.

Failure to introduce opportunistic advice or screening was more evident during
technical procedures. For instance, in 12 out of 18 blood test sessions observed,
the practice nurse limited her activity to a technical procedure, no surveillance of
lifestyles or health education were given. Ear syringe sessions also are ideal
situations for opportunistic surveillance of life styles and health education.
Patients attending the surgery for this reason received health education on ear care
but opportunistic screening of risk factors or advice to reach a healthy life style

was not done.

In 4 sessions out of 7 in which the patient was found to be a smoker no advice was
given. During the other three occasions the nurse recalled the patients the risks
associated with smoking and encouraged the patient to quit. Screening of all
patients for tobacco use status at each clinic visit and at least brief cessation
advice to all smokers should have been done. The Guidelines for Smoking
Cessation in Clinical practice say that this can have a significant system-wide
effect (Jorenby and Fiore, 1999). Adding additional treatment components, such
as pharmacotherapy, problem solving, and social support, can increase quit rates

by twofold or more.
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Alcohol consumption was only measured in 4% of the sessions observed. The last
Health Survey for England (1997) revealed that 29% of men and 16% of women
aged over 16, drink more than the recommended limits. However, if enquiries
about alcohol consumption are not done systematically it is very unlikely that

heavy drinkers receive the necessary advice.

Exercise. The last White Paper Saving Lives: Our Healthier Nation (Department
of Health, 1999a) recommends 30 minutes of moderate exercise 5 times each
week. During the observation period only 7 individuals were asked about physical

activity and encouraged to exercise on a regular basis.

Family Planning Clinic. Three patients were smokers and were taking the pill.
However, both the General practitioner and the practice nurse failed to give the
advice about smoking especially knowing the positive interaction among smoking

and oral contraceptives in the risk of cardiovascular problems (WHO, 1997b).

Men’s Health Promotion. Twenty male patients attended the various clinics
during the observation period. None of them was asked or received education
about testicular self-examination. Results of the questionnaire sent to 516 patients
of the surgery suggest that half of the men aged 17-45 do not carry out testicular
self-examination and 32% of them were unaware of the need. Leaflets and

additional education should be provided.

The above suggestions expressed what would be ideal, but in reality, nurses are
constrained by the appointment system, might not be motivated or might have
received a training based on curative aspects so that promoting positive health

becomes a difficult task.
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S.7. Summary

Nurses in this surgery were providing health promotion through three different
ways: printed materials, established clinics and opportunistically. There is a
tendency to adopt a medical approach centred on prevention of disease and
specific risk rather than a self-empowerment approaéh centred in positive health
which enable clients to make informed choice. Clients participating in a set up
programme/clinic with a specific health promotion goal were more likely to
receive life styles screening and health education. When the visit was not part of a

set up clinic many opportunities to promote health were missed.
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Chapter 6

Postal Survey

6.1. Introduction

This chapter presents the main outcome of the postal survey sent to 516 patients

of a GP surgery in the North East, named “A”, in February 1999.

The questionnaire was designed to achieve the following aims:

Q)

(ii)

(ii)

@iv)

to assess the health status and lifestyles of the practice population aged
between 17-45 and in particular, to estimate the prevalence of risk factors
associated with higher morbidity and mortality, such as smoking, obesity,
alcohol consumption, poor nutrition and lack of physical activity

to find out which kind of health promotion information these patients
have received from the surgery, especially from the practice nurses,
district nurses and health visitors

to see whether the health promotion received meets the needs of these
patients.

to investigate which kind of health promotion the patients would like to
receive from the surgery

to find out which are the main sources of health promotion information

accessed by patients aged 17-45.

55



6.2 Survey response

As explained in the methodology section, the questionnaire was sent to a random
sample of 516 subjects selected among the 3612 patients aged from 17 to 45
registered in this practice. From the 516 questionnaires initially sent, 21 were
returned by the Post Office due to “addressee has gone away” or “addressee
unknown”. Out of 495 patients, 228 (46 %) replied within a month. Then a
reminder was sent (appendix E). The final number of individuals included in this
survey was 316. The response rate increased up to 63.8 %. Since the final
response rate was lower than expected, the precision achieved for p=0.5 has

decreased from 5% to 5.5%, which hardly affects the results.

In order to assess the representativeness of the results, the distribution per gender,
age group and post-code of the respondents population was compared with that of
the whole initial sample. As shown in Table 6.1 respondents' distribution by age
groups was very similar to that in the whole sample. However, differences
between gender were wider. Females were more likely to answer the
questionnaire and the difference was statistically significant. This should be taken
into consideration during the analysis of the results. All the variables have been
compared by gender to see if the higher presence of women among the

respondents affected the results.

Table 6.1. Differences between gender and age distribution among respondents and the
whole sample.

SR EREmpeT Y e et R val
48.9 (252)
51.1 (264)
100 (516

O O,,O; s ;S SOSSSSSSSESESSESESEEEEEESTE
T e

40.5 (128)
59.5 (188)

17.4 (55) 20.2 (104)
36.7 (116) 37.9 (196)
45.9 (145) 41.8 (216)
100 (316) 100 (516)
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An examination of the Small Area Statistics for Wards in County Durham,
suggests that post code areas, in this case, can be used as a proxy for social
classes (OPCS, 1994). In this study, response rate post-code were compared to
verify whether area of residence was an influencing factor. Figure 6.1 presents a
map of the town divided into post-code areas and the respective response rates.
Although people living in more deprived areas (south east of the town) presented
lower response rates, differences were not statistically significant'. One can
assume therefore that social classes, represented by post code areas, do not affect

the response rate.

S
9

Figure 6.1. Response rate (%) by post code areas.

The questionnaire was divided into three areas: personal data, health status and
lifestyles and health promotion issues. All the variables were compared by
gender, age groups and social class. Open questions were codified into groups
and analysed like qualitative nominal variables. Most relevant findings are
presented in this chapter. The raw data obtained from of the questionnaire survey

is provided in appendix G.

! %2 test revealed p> 0.05 in each of the postcode areas.



6.3. PERSONAL DATA

6.3.1. Gender and age distribution.

As stated before, the percentage of women answering the questionnaire, was
higher (59.5% women versus 40.5% of men). As in the practice population, the
subjects are not equally distributed by age. Most of the respondents were aged

between 36 and 45, younger patients were less numerous in this sample.

6.3.2. Ethnic groups
Figure 6.2 illustrates the different ethnic groups in the sample. The majority

of the subjects were British; other ethnic groups represented in the sample

were Asian, European (non UK), African and Caribbean.

Figure 6 .2. Ethnic groups in the sample (%)

European (non- 3% 3%
UK)
2%

6.3.3. Family composition
Informants were asked about their marital status, number and age of

children if any. 57 % of the respondents were married, 9.2 % divorced and
2.2 % separated. The mean number of children per family was 1.48
(SD+1.02). 19 % of the families have no children. Among the single

population one in five have descendants.
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6.3.4. Socio-economic characteristics
Two questions were addressed to investigate socio-economic status. Firstly
informants were asked whether they were at school, in higher education, working
full-time, working part-time, unemployed or other. Table 6.2 shows the
employment status among men and women. Most of the men were working full-
time compared to the women who were working mainly part-time. The

unemployment rate was higher among the female group.

Table 6.2. Employment status by gender.

. Ve
Yo

° %
Full-time higher education 4 Full-time higher education 7.4
Working full time 76 Working full time 39
Working part-time 4 Working part-time 24.6
Unemployed 8.5 Unemployed 12.3
Long-term sickness 54 Long-term sickness 0

Housewife 14.4

Other 1.5 Other
Total (N) 100 (128) | Total (N) 100 (187)

Secondly, those who were in employment, were asked to describe their jobs.
Those answers were coded according to the comprehensive index of ‘job’ tittles
from the Office of Population Censuses and Surveys®* (OPCS, 1995). Although
this index presents everyday speech titles to refer to the work a person does,
sometimes it was difficult to classify the respondents responses. A set of criteria
was established to determine the occupational group:

- Because people tend to over describe their jobs, when doubts between two

consecutive occupational groups appeared, the lower group was chosen.

2 The Office for National Statistics introduced a new social classification system known as NS-
SEC (National Statistic Socio-economic Classification), which has been adopted as the official
class structure for the forthcoming 2001 census. The reason why this classification was not used in
this study is that the author intended to compare the results with the previous census information
(1991) which used the SOC classification.
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- When trying to codify a job where there were doubts between more than two
consecutive groups appeared, the subject was excluded from the occupational
analysis.

- Replies were also excluded because of ambiguity or bad description.

Out of 225 individuals in employment, 9 replies were excluded due to the above
mentioned criteria. The valid answers were classified into the Standard
Occupational Classification.
The categories were as follows,
I Professional occupations (e.g. doctor, lawyer)
| Managerial and Technical occupations (e.g. nurse, teacher)
m Skilled occupations
(N) non-manual (e.g. secretary, shop assistant)
(M) manual (e.g. butcher, carpenter)
Partly skilled occupations (e.g. postman)

< Z

Unskilled occupations (e.g. cleaner, labourer)

(Office of Population Censuses and Surveys, 1995)

Figure 6.3 presents the percentages of men and women in each occupational

group.

Figure 6. 3. Standard Occupational Classification by
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Women in employment were mainly doing managerial and non-manual skilled
occupations. On the other hand, the men’s occupation was more equally
distributed. In general, very few respondents were doing unskilled jobs. These
results were compared to those presented in the 1991 Census; County Report

(OPCS, 1993a). Comparisons revealed important differences (table 6.3).

Table 6.3. Social class of those in employment in the sample compared to those in
employment in District A.

T .

I Professional occupati . .
II Managerial and Technical 27.7 26.8 39.1 24.1
occupation

ITIN Skilled occupation 16.8 11.1 34.8 40.9
(non-manual)

ITIM Skilled occupation 25.7 345 8.7 6.5
(manual)

IV Partly skilled occupations 11.9 15.5 7 16.3
V Unskilled occupation 1 54 3.5 104
Total 100 100 100 100
Bases 101 2220 115 1814

The percentage of individuals on professional and managerial occupations was
consistently higher among the respondents. At the same time, the number of
unskilled and partly skilled occupations was lower. These findings suggest that
the patients of the surgery “A” or at least the respondents of this questionnaire
represent upper social classes of the population. Lower social classes have been
associated with higher levels of obesity, physical inactivity, smoking, drinking
and poor diet (Department of Health, 1992; 1998a; 1999a). The
unrepresentativeness of social classes IV and V in this sample might mask higher

levels of unhealthy lifestyles among the population.
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6.4. HEALTH STATUS AND LIFESTYLES

Obesity, or overweight, together with smoking, stressful environment,
excessive alcohol consumption and lack of physical activity form a group of
lifestyle risk factors associated with increased morbidity and mortality from
non-communicable diseases

(WHO, 1996: http://www.who.int/ncd/feat190e.htm)

6.4.1.BMI
In order to identify the extent of overweight in adults, the WHO expert
committee on Physical Status proposed the so-called Body Mass Index
(kg/m2). For adults, four groups are defined according to their BMI, namely
underweight (under 20 kg/m?), desirable weight (20 to 25 kg/m?),
overweight (25 to 30 kg/m*) and obese (over 30 kg/m?).

It is estimated that the prevalence of obesity in Europe is in the order of 10-
20% in men and 15-25% in adult women (Seidell and Flegal, 1997). In the
present survey, 44% of the men and 15% of the women were overweight
and 8% of men and 15% of women were obese. In figure 6.4 these

percentages can be compared to the national figures (Department of Health,

1998a)
Figure 6. 4. Obesity and overweight among the respondents
compared to National figures.
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