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Executive Summary

This report describes a research programme, funded by NHS Executive Trent, designed to follow
on from earlier work that examined whether there were inequalities in the access to and use of
health services."

A lot is known about the occurrence of health inequalities, but much less about reasons for
them.®®4%8) |n general, health inequalities may arise because of differences in the incidence of
ill-health generally, and in the incidence of specific diseases; and differences in the outcome from
disease whether or not the incidence is different. These outcome differences may arise because
of different provision and/or uptake of health care.

In this report, reasons behind the differences in health service use and outcomes for equivalent
disease levels are examined, especially focussing on those associated with differences in
decisions to seek and use health services. Findings from four linked studies using various
qualitative and quantitative methodologies are presented, followed by our recommendations for
practical steps that could be implemented by the health service to improve access and reduce
health inequalities.

In summary, this research programme has:

1. identified a wide range of factors that influence the way people access health services and
interact with health professionals;

2. investigated how the importance of specific barriers varies with age, sex, socio-economic
circumstances and individual health;

3. explored how barriers may operate for different individuals and explored the complex
interaction between individual beliefs and experience and the decisions they make about
accessing health care;

4. triangulated findings with the experience of health professionals and generated some specific
recommendations for where health service providers could improve access by tackling some of
the common and important barriers identified in this report.

Recommendations

With the benefits of the mixed-methods iterative approach, the study establishes the most
important issues requiring attention. Other ideas suggested about what constitute major barriers to
access are seen as far less important and, therefore, of lower priority for attention.

Examples of barriers that we have found to be of relatively minor importance are:
* concerns about confidentiality;

* worries about health professionals’ skills;

* barriers to service use being greater for the very elderly.

Our specific recommendations, based on the evidence of this study, relate to organisational,
educational and cultural issues. If access is to be improved for all population groups, it is important
that health professional and health service managers are made aware of the factors that influence
service use. .

= Education and information

Health education in schools needs to address how to use health care as well as how to
‘recognise important symptoms and provide first aid.




The health service needs to reverse the impression that it is always substantially overworked
and that use must be restricted to serious or acute iliness.

The general public, patients and health professionals all need to be kept better informed about
health services that are available and how to access them.

* Drug side effects

Health professionals and the pharmaceutical industry need to recognise the extent of public
concern about the side effects of medication and its consequent barrier to service use.
Better explanations and reassurance need to be provided.

* Encouragement and empowerment

Certain specific groups, namely females, those from poorer socio-economic circumstances,
and the younger elderly, have been identified as needing the most encouragement to use
health services as they were found to be the least assertive and have the most limited access
to resources that facilitate service use.

» Professionals’ attitudes

Health professionals need to be made more aware of the impact of their attitudes and manner
on decisions to use health services. More attention to communication skills should not only be
provided as part of health professional training, but also included as part of Continuing
Professional Development.

* Resources and service design

Health care needs to be delivered and organised in ways that reduce barriers to use. For
example, the Advanced Access initiative in primary care” could be extended so that access to
chronic disease management programmes becomes easier and that primary care is not just
seen as something for serious and acute illness. In accomplishing this, primary care provision
will need even more to be provided by health professionals other than general medical
practitioners.

» Transport

Local health services such as primary and community care need better transport systems to be
provided. These could include increasing both public and voluntary sector provision as well as
better publicity about existing services. Access to hospital care was not seen as a major
problem, but better internal transport within increasingly large hospital sites, (both indoors and
outdoors) should be provided. :

= Individual assessments

In interventions to reduce barriers to service use, everyone needs to beware of making
assumptions about and applying stereotypes to people. Service providers should always treat
people as individuals and assess potential barriers to those people’s need of health care.

For example, in drawing up a health care management plan, a specific assessment should take
into account what potential barriers to service use might exist for that individual patient.

While the present research has not conducted a controlled trial of the benefits of these
recommendations they do provide the basis for what would be useful further research, or for
piloting in practice.

General Introduction

Background to the study

This report describes research designed to follow on from earlier work that examined whether
there were inequalities in the access to and use of health services.™"

Health inequality is a rather general term — but it is most usually applied to the situation when a
gender, age, ethnic or social class group has a different health experience from others in a
different group. The term inequality usually implies that this is a situation about which society
should, if possible, do something to alleviate, and the causes of which are, in part or wholly, social
rather than only biological.

A lot is known about the occurrence of health inequalities, but much less about reasons for
them.®**%9) |n general, health inequalities may arise in a number of ways — because of:

o differences in the incidence of ill-health generally, and in the incidenhce of specific diseases

« differences in the outcome from disease — whether or not the incidence is different. These
outcome differences may arise because of different provision and/or uptake of health care.

These two may not go hand in hand: a classical example has been breast cancer, in which the
incidence is lower in women of more disadvantaged social groups, but the outcomes are better in
more affluent groups.®

A two phased, mixed methods research programme

This research programme, funded by NHS Executive Trent, investigates health inequalities as they
relate to the use of, and access to, health services. In the first phase of the programme the
incidence of diseases was measured for a selected range of conditions (for example, angina,
chronic respiratory problems and dyspepsia) in a way that was independent of health services use.
It determined relevant health services usage and outcomes for these cohorts and demonstrated
differences in need/use and need/outcome relationships in different social groups and for different
health problems."

For example, there are differences in investigation and treatment for angina symptoms between
different social groups (see below).

In this report of the second phase of the programme, and building on the findings from phase one,
four linked fieldwork stages are described and their findings reported. The different research
methods and iterative process have been used to identify and explore in detail reasons behind the
differential use of (and outcome from) health services in those with apparently equivalent need and
between different groups.




Aims and objectives of Phase 2

To understand some of the reasons behind the differences in health service use and outcomes for
equivalent disease levels, especially those associated with differences in decisions to seek medical
help and differences in professional decision-making, by:
e using focus groups to generate lay and health professional explanations about reasons
behind differences in use and outcomes of health care in different population groups;
e designing a questionnaire and carrying out a population survey to quantify these
reasons;
e using interviews to detail and characterise in depth the main reasons behind differences
in usage and outcome.
» using follow up group interviews with health professionals to confirm and verify findings
established in the preceding three stages and produce recommendations for
interventions to improve access.

Phase 1 overview

Phase 1 of the research programme showed that even if the incidence of a disease does not vary
between different population groups, inequalities can arise if one such group has very different
usage of an effective intervention from another. The NHS, therefore, can have an important
influence (either beneficially or adversely) on outcome differences associated not only with
different supply of services, but also different use of services for equivalent levels of need and
supply - referred to here and elsewhere as the “use/need ratio".®

The graph below illustrates an example of our findings in relation to the use of revascularisation in
angina. In Sheffield electoral wards there was a clear inverse relationship between the ratio of use
of services to angina prevalence, and material deprivation.

Coronary artery revascularisations per number
with angina symptoms compared with
Townsend deprivation score
9%
8% +

7% +
6% T
5% +
4% +
3% T

angina symptoms (%)

2% +
% T

Affluent

Revascularisations per 100 with

0% t t ; i ; i f

Townsend deprivation score

Figure 1 Coronary artery revascularisations per number with symptoms of angina compared with Townsend deprivation
score in each electoral ward in Sheffield, (from Payne and Saul, 1997).
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However, differences in use of health services for equivalent need work in opposite directions for
different conditions and the table below illustrates some of our findings.

Table 1 Different use/need ratios for different conditions

Intervention and Correlation of Correlation of use/need
condition underlying condition ratio with deprivation
with deprivation

Coronary revascularisation
in angina

Strongly positive (ie higher
angina prevalence in the
deprived population)

Strongly negative (ie less
use, for equivalent need,
in the deprived population)

Clinic attendance for Positive None

musculo-skeletal disorders

Use of gastroscopies in None Positive (ie more use, for
those with symptoms of equivalent need, in the
dyspepsia deprived population).
Emergency admissions for | Positive Positive (ie more use, for

chronic bronchitis equivalent need, in the

deprived population).

Conclusions

Having investigated the epidemiology of differences in service utilisation, the important next step is
to investigate reasons behind the differences. By understanding these reasons, it is hoped that
recommendations can be made for effective interventions to counter inequalities in use of, and
access to, health services.

11




Phase 2

Introduction

Phase 2 of the research programme examines reasons behind the differences in health service
use and outcomes for equivalent disease levels, especially those associated with differences in
decisions to seek and use health services.

In this part of the report the different components and results of the four stages of Phase 2 will be
described in detail.

In addition to each stage of the research programme producing substantive conclusions that have
been written up and presented,®'%""'2'3) the analysis from each stage has been used to inform the
next stage. The focus group analysis was used to construct the postal questionnaire in order to
quantify the qualitative explanations for differential service use. The survey analysis informed the
development of the schedule used in semi-structured depth interviews to examine the salience of
the reasons for differential service use within and between sub-samples of population groups and
selected conditions. Finally, follow up group interviews were convened with health professionals to
discuss the main findings and make recommendations for interventions to improve access.

Stage One - Focus Group Study
Introduction

The focus group study forms the first stage of Phase 2. It aimed to develop understanding of
reasons for differences in the use of, and access to, health services.

The focus group method has been used because the group process is especially valuable for
exploring people’s knowledge and experiences and pursuance of participants' own
priorities. (141%:16:17:18)

Methods

The focus groups involved participants from the 'lay' public and various health-related occupations
and were convened in separate groups to take particular account of their perspectives, experience
and status.(%1819:20)

Recruitment

103 participants were purposively recruited into the study over a 4 month period (October 1999 —
January 2000). Firstly, 50 participants (27 general public, 23 health worker) were recruited to one
of 8 focus groups. Then 53 primary care workers, attached to 6 general practices, were recruited
into a second phase of 6 focus groups.

Inducements to attend: refreshments, taxis, travel expenses and/or parking permits were provided

to all participants. £10 gift vouchers were given as ‘honorarium’ to the public participants at the
end of their session. :

13




The Sample

The 4 general public focus group sessions involved 17 women and 10 men from a wide variety of
city areas, occupations, ages and ethnic groups; they comprised a mix of current and past users of
services, with varying frequencies of use and amounts of criticism.

The 4 health worker focus groups and 6 primary care meetings involved 60 women and 16 men
from 9 health related occupations/professions working in a variety of clinical specialities and
settings. These included 24 doctors, 27 nurses, 9 administrative staff, 6 allied health
professionals, 5 psychiatric staff and 5 health students.

Data Collection

The researcher moderated all the sessions, with a member of the project team attending as
assistant moderator. The moderator hosted and introduced the session, outlined details of the
project and research topic, explained the protocol (for the session), asked the questions and
guided the discussions; she also recorded some details on flipcharts.

The discussions were audio-taped on two machines operated by the moderator and her assistant.
The assistant also made notes of the discussion, including non-verbal details.

The question areas
1) Why individual people do/don’t use services in relation to participants':
e Own experience

o family; friends, and personal contacts' experiences.

2) Why different social groups do/don’t use services, in relation to:

e age

e sex

e class

e occupation
e ethnicity

i.e. not just deprivation

3) Why for different groups, with different conditions, there are different patterns of:
e use/non-use of services, and
e referrals/access to services
e.g. angina, bronchitis and dyspepsia

The specific content of questions varied across the sessions but the general order and format of
topics to cover remained constant."%%'??) |n |ater sessions, a higher proportion of closed and
confirmatory questions were asked, referring to ideas and issues raised in early sessions.
Saturation of Categories

By the 8th session, no new issues were being raised, suggesting ‘saturation of the categories’ was
near."%) However, community perspectives were under-represented within the staff focus

groups, leading to the setting up of the primary care meetings.

e 6 primary care meetings were conducted in January and February 2000. The meetings were
held in general practice premises across contrasting areas of the city.

14

¢ The moderator briefly outlined details of the project and purpose of the meeting, asked the
questions and guided the discussion. The assistant recorded the participants’ occupations and
made detailed notes of the discussion, constituting the data for analysis.

e The questions again addressed differences in use of services and differences in access to
services. The questions relating to ‘use’ focussed on the practices’ populations and broadened
to consider general population differences. The ‘access’ questions were asked in relation to
practices' different referral rates to secondary services.

Defining use and access

In this report 'use of services' includes initial decisions, decisions to continue and/or return to
services. The term 'access to services' is used specifically to refer to the influences on
'patients/users' progressing through the healthcare system. This incorporates health professionals
deciding on, and indeed patients being provided with, healthcare interventions, referrals and/or

discharge.

The picture below portrays our distinction between use and access.

Use of & Access to Services

Methods of Analysis

Data were indexed manually, as well as on computer, using the qualitative data analysis software
‘Atlas.ti’.®* Similar themes and issues within and across sessions were grouped together into
categories, then associations and relationships between them identified.

The detail, sequence, emphasis and consensus/divergence within the discussions was
emphasised in the analysis, rather than just the frequency, as befits the qualitative, focus group
methodology. 4151622

15




Findings

Within the 14 focus groups, many hundreds of topics and ideas and detailed explanations of
factors and issues were suggested as contributory influences on the ways people use and/or
provide access to services. The participants discussed the various influences in different ways and
to varying extents. Within the mass of influences identified, there are many that are broadly
similar: these have been grouped together and categorised. In addition, many relate to each other.
Many factors and issues are seen to combine together, to influence the final outcome of use or
access to services.

Diagrammatic representations of the key issues and processes in use of and access to services
are shown in figures 2 and 3.

To assist reading, the influences relating to decisions by the public to use services are
distinguished from those relating to access decisions made by service providers. Nonetheless,
many of the issues and factors are the same or mirror each other, and operate in similar ways:
they are intrinsically connected.

Influences on people’s decisions to use services (figure 2, page 18)

Use of services includes initial decisions, decisions to continue and/or return to services and also
relates to how people use them: as frequent or rare users, with negative or positive expectations;
as passive 'patients’ or active participants; and as "appropriate’ or 'inappropriate’ users. It involves
issues such as compliance, motivation and purpose, as well as details such as timing.

Main Findings

The participants in both public and professional focus groups identified hundreds of influences on
decisions to use a service. Examples of these are:

From our analysis of this large number of issues, five main categories emerged. These combine to
influence decisions to use services. These categories are listed below with their associated sub
categories and illustrative quotes. The quotes are referenced by participant's identity, [file number,
type of group and transcript line numbers]. (See appendix 1 for example of issues within 'experiences’
category). The five categories are shown diagrammatically in figure 2.

1. People’s attitudes, feelings and beliefs: to life and self; to health and illness; to health care:
systems and treatments; and to health professionals

OM. I think a lot of people are full of fear...they know some people that’s had similar and they just
have that ugly picture...the fear gets hold of people at times [P2 public: 1734-1 746]

16

PS. If you come from...the poorer parts of Sheffield, I think we’re a damn sight hardier... and we Just
expect this. We're a lot like “wash your face and you'll feel better"... When you get to the affluent
side of the city...like my daughter, they're in a great 4 bedroom house and they’ve loads of money,
and if her finger hurts she’s at the doctors [P4 public: 1370-1374; 1397-1399]

2. People’s prior experiences: of life; of health and iliness; of health care: systems and
treatment; and of healthcare staff/professionals

MB. I been put off by their abrupt manner, or they couldn’t care less...now and again a nice one
turns up, but most treat you rather indifferently [P10 public: 543-548]

GA. Well my father...had a stroke at 47 and they said...he’s not going to get better, we're wasting
hospital money to give him physiotherapy because he’ll never walk again... We paid, cos we wanted
the therapy...That was in an area that they didn’t have the finances and they didn’t want to use them
on somebody that they thought it was a waste of time for [P5 public: 1309-1320]

DG. My doctor is very good because he prescribe alternative medicine...rather than take a tablet...|
think that’s excellent [P4 public: 896-900]

3. People’s knowledge, abilities and skills: formal; socio-cultural; and natural

GA. Some people are more demanding ... if they’re more educated about their bodies and what
their bodies need [P5 public: 1331-1344]

4. People’s socio-economic circumstances: social environment, (e.g. family, housing);
economic factors, (e.g. employment status, affluence)

P.T. Some patients would actually say "Can | only come once a week because | can'’t afford to
come more?", or "Is there any way | can have my physio nearer to my house because it’s 2, 3, bus
Jjourneys to get to the hospital?"...One of the big issues for them was cost, or whether they could
have an ambulance so that they didn’t have to pay [P 3 hospital and community profs: 838:851]

G.P. Young mums tend to come to us if they have no-one else to talk to...and people come to the
surgery to the specialist clinics, the clinics are more approachable and more convenient [P9
primary care staff: 764-769] -

These four types of influence combine together in various and complex ways to influence people's
decisions regarding use of services.

5. The NHS context serves to block or enable individuals to carry out their intention to use
services. This fifth category comprises details relating to the way the NHS is funded, organised
and distributed.

JP. | do get put off, cos you can't get in our doctors, it’s like a two weeks appointment system...(so)
| just keep putting it off...It's ridiculous...not getting in when you’re poorly, when you need them...
RA. (I'm the same) as what you ladies have been talking about. Can’t always get a doctor under 2
weeks...got half a dozen doctors all in one place but you can't get in. That’s the biggest fault
(murmurs of agreement).  [P10 public: 806-809; 846-853; 901-912].

17




Figure 2: Factors and Issues Influencing Use of Services by the Public
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Influences on access to services (figure 3 page 21)

In this report, the term access to services is used specifically to refer to the influences on
'patients/users' progressing through the healthcare system. This incorporates health professionals
deciding on, and indeed patients being provided with, healthcare interventions, for example,
screening services; tests and treatments; transfers and referrals; advice and/or discharge.

Main Findings

As with the influences on public decisions to use services, the public and professional participants
identified a large number of influences on access to services. For example:

From our analysis of the numerous issues, four categories emerged. These combine together to
influence access to services. These categories are listed below with their associated sub
categories and illustrative quotes. (See appendix 1 for example of issues within Health Professionals’
'experiences’ category). The four categories are shown diagrammatically in figure 3.

1.

Health Professionals’ attitudes to and beliefs about health care; health and iliness; the
public/patients, and role and responsibilities (their own and others)

MJ A lot of doctors have got very good skills at putting people off, if, if they want to. You can actually be
quite manipulative if you want to as a GP | think. SK So the doctor’s attitude itself will influence... DS
Oh, yeah, absolutely. And there’s some you know, not very good GPs out there, | think. You know, are
very skilled at um, at sort of cutting down the timid people and getting rid of them. [P 7: 1387:1399]

Health Professionals’ experiences of health care: system and treatments; patients
approaches to services/professionals, and experiences of other health professionals

LC Resources are a huge problem. | mean, if you take it from working perhaps the chronic side... we've
had patients who can stay in hospital for about 3 or 4 months because the funding isn't there for them to
have 30-odd pounds-worth of social services a week. SM That's blocked the community rehab team as
well. We've got patients that could very nicely go home and have their ongoing treatment under the
community rehab team but we're waiting funding, and we can be waiting for months for their home carer
...which time they don't by need community rehab team any more because you've got them so good in
the hospital that they're totally independent [P 3: 1587:1608]

Health Professionals’ knowledge, abilities and skills, in relation to formal education and
training; informal learning; social and economic background; communication and interpersonal
skills; and technical/instrumental skills and expertise

O.T. There are so many new initiatives all the time...you really can’t keep up to date with them all...and
some don't have the communication networks to realise what’s available [P3 hospital and community
professionals: 1400-1414]

19




DS Certainly in secondary care there are some phenomenally bad communicators. Lots of very middle
class males, who ...actually think they’re good communicators, and when you sit and listen to them, |
can think of one consultant particularly ... who actually thinks he’s a tremendously good counsellor ...

When | was an SHO he got me to sit in on one of his counselling sessions talking to a woman who, there

was a discussion as to whether she was going to be resuscitated or not and he was trying to talk to this
family. The family would say one thing, and he was saying something completely different. He had his
agenda and they had their agenda and he basically made sure that they took up his agenda and you
know, there was absolutely no communication going on what-so-ever. [P 7: 2069:2106]

These three types of influence combine together in various and complex ways to influence health
professionals’ decisions regarding access to services.

However, and echoing public decisions to use services, a health professional's ability to actually
provide access is also influenced and/or constrained by:

4. The NHS context within which s/he works. This again involves various aspects, relating to
NHS funding, organisation and distribution arrangements.

O.T. In OT we tend to look if people on the wards...live in a nursing home. We won'’t cut them out
completely but they go right to the bottom of the list [P3 hospital and community professionals: 1743-
1746]

H.V. My client group don't get the same level of service as compared to other practices with less needs,
because health visitor caseloads are based on the number of under-fives in the practice, not their actual
needs. Sometimes people need services but they are just not available...it's also like this in chiropody
and other service areas [P9 primary care staff: 119-123]

20

Figure 3: Factors and Issues Influencing the Public’s Access to
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Discussion

Positive and negative effects; major and minor inﬂuences; generalisability of
findings

The various influences within each category operate in different ways: some tend to work positively
to encourage use and access, whereas others tend to influence decisions in negative ways. The
extent of impact and direction of relationships between the different influences are examined in the
population survey and interviews that follow in later stages of the study.

The main aim of the focus group stage was to establish what the reasons for differences are, not to
measure their relative significance. Nonetheless, and although statistical significance and
generalisability were not claimed for the findings of this stage of the research programme, it is clear
that certain topics are discussed more often, more widely and in more detail than others. Also, the
expressive and conversational style and manner of participants indicates strength of opinion about
reasons, along with the amount and nature of similarities and differences of opinion within and
across groups. Therefore, whilst recognising the impact of sample, context and setting of this
focus group study, it is reasonable to highlight different levels of importance in the reasons
identified to explain differences in use of and access to services.?"?#?® The main findings are
discussed below in relation to the five main categories.

Experiences

In terms of both the quantity and content of the discussions, the professional's experience of
patients and the patient's experience of professionals represent the most important influences
on decisions to use or provide access to services. Together, the influence of people’s approaches
towards each other within what is described as the 'health care encounter' were both widely and
comprehensively discussed, with many aspects discussed in great detail across the groups and by
many participants.?® Many of the experiential accounts of health care and health professionals
were particularly vivid and powerful, representing narratives of significant-events and people in the
participants' lives.

The expressive 'manner’ of the health professional was afforded great attention and frequently
emphasised as of crucial importance in decisions by the public to use services subsequently. For
several public participants, being treated respectfully, thoughtfully and as an individual was
identified as more important than the professional's instrumental skills or expertise at treatment
and/or diagnosis. By contrast, the professionals tended to recognise the impact of their manner on
patients’ subsequent use less often. Nonetheless, for some public participants, substantial and
highly charged attention was given to treatment and diagnosis issues, particularly from those who
have experience of what they perceived as ineffective or problematic treatment, late or wrong
diagnosis, or bad service. For example, problems with drug side-effects or the perceived over-
dependency of some doctors on prescribing medication, late diagnoses of malignancy and
ineffective/inappropriate treatment were described by a few participants as major disincentives to
using services.

Another important experiential issue relating to the professionals' approach (and seen as a
reflection of their attitudes) links to concerns about fairness. Many participants, from across the
groups, acknowledged how professionals are not always even-handed, with a variety of reasons
suggested for this. Some reasons for providing differential treatment, such as empathy between
user and provider, were seen as broadly acceptable and understandable, whereas others were
discussed as problematic aspects of discrimination and prejudice. Associated with these fairness
issues were concerns about over-generalisations and prejudicial assumptions, as well as
standardised rather than individualised care.
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The relative significance of the professional’s manner and skill on public decisions to use services
is tested statistically in the population survey. However, it is important to highlight that the
emphasis on interpersonal-communication aspects is consistent with the literature regarding the
nature and distribution of NHS complaints. @5:27:28:29)

Although discussed extensively within and across the sessions, the impact of the user's approach
on the professional's behaviour was contentious. Some participants considered the attitude and
behaviour of patients a big influence on professionals' decisions about providing access to
services, whereas others were less convinced about its actual effect on professional action. On
several occasions within the focus groups, participants described very different accounts of these
influences.

As such, these various aspects of experience of the health care encounter are compatible with the
notion of "health career',®***'*? and in this context can be applied to both users and providers.
Both the quality and quantity of past experiences influence future actions and expectations.

Finally, with regard to experiences, considerable attention was paid to issues relating to the
service context: delays and difficulties getting appointments and treatments were often linked to
resource levels, priorities and allocation. They were said to influence decisions to use or access
services primarily with regard to having or sustaining levels of motivation.®®

Knowledge

The 'possession' of knowledge, understanding and personal abilities was widely recognised as an
important and generally positive influence on both use and access to services. Many different
elements within the sub-categories were seen to influence strongly both public and professional
behaviours, decisions and outcomes. For example, up to date and detailed knowledge of the
system, about health and health care services and treatments, plus more general competencies
and personal abilities were consistently recognised to affect people's ability to make informed and
‘appropriate’ decisions. For example, being able to communicate clearly and confidently, and
share common languages were frequently identified as particularly important influences on both
use and access to services. -

Attitudes

Generally the role and influence of people's attitudes is hard to evaluate. There were as many
positive as negative attitudes discussed, with general 'life and self' attitudes and health-specific
attitudes discussed to widely varying degrees in the different groups and by the different
participants. Overall however, people's attitudes were identified as very important influences on
decisions to use and/or provide access, operating in complex and often contradictory ways:
accounts and examples relating to attitudes were often vividly and elaborately presented.
Variations in attitudes by gender, class, age and ethnicity were cited frequently in relation to both
users and providers: they were seen as both informed and influenced by social and material
circumstances and experiences. Many participants identified how people's expectations of the
NHS are often linked to their attitudes and experiences, and recognised the relationship between
expectation level and satisfaction as observed by Pichert et al. in their discussion of patient
satisfaction.®?

Poor mental state, be it with regard to low intelligence, substance abuse or more conventional
notions of mental impairment and iliness such as depression and schizophrenia, was recognised
as an important barrier to use. It impacts on general motivational levels and/or abilities to
understand potential benefits or engage with the service or its providers. Although this was
sometimes discussed in terms of 'attitude’, on other occasions it was identified as a knowledge-
competence issue.
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Socio-economic circumstances The next stage

Interestingly, and in contrast to the focus of much of the inequalities literature,
issues relating to socio-economic circumstances were discussed less often than other topics.
However, their role and importance emerged within the discussions regarding inequality issues
and they were then discussed vividly and critically. Some aspects of an individual's circumstances
were seen to influence directly use and access to services in terms of providing material
opportunities and abilities, whereas others worked indirectly, via relationships to attitudes and/or
experiences, and/or knowledge and skills. For example, car ownership or hours of work influence.. -
an individual's ability to get to an appointment. Long-term poverty and/or homelessness may result
in decreased motivation and self confidence which reduce the inclination to approach a service or
attend an appointment, as well as making it physically harder to do. Various different ‘lifestyles’
were described as influencing use of health care as well as need.

Using the results of the focus groups, the next stage in the research was to quantify the relative
impact of different barriers and examine whether these differ systematically between different
population groups.

Accordingly a quantitative postal survey was developed using the focus group results — the next
section of this report will describe the survey and its results.

NHS context

The influence of the NHS context, in terms of the service level and organisational arrangements,
was recognised and discussed by many participants across the groups. Some of the issues and
ideas discussed were based on personal experience, whereas others were from impressions of the
service, from sources such as the media.

Generally, the professionals were more preoccupied with resource-related issues of service
availability and quality, whereas the public tended to focus on issues of access in terms of practical
arrangements, such as opening hours, accessing appointments and location. Both discussed
issues of discrimination within the system, whereby some population groups are served better than
others, and several mentioned concern over waiting lists, queue jumping and the private sector.

Underpinning many of the discussions was an awareness that regardless of the extent to which an
individual - public or professional - wants to use or provide a service, if it is not available then
access will not happen.®*¥

Conclusions

The focus group study successfully produced substantial data regarding understandings of
reasons for differences in the use of and access to services.

The participants, from their various walks of life and relationships to the health service, fully
engaged with the research topic to suggest a diverse range of influences on their own and others'
service use, and the different patterns of health service use and access for different social groups.

By organising the data, the range of explanations have been categorised into those relating to the
people involved (ie. users and providers) and those that relate to the service/system. People's
attitudes, experiences, knowledge and socio-economic circumstances combine to influence
whether they decide to use or provide access to services. The service context facilitates or
impedes this process.

The focus group method provided an illuminating environment for lively discussions to take place
and enabled a wide range of issues and priorities to be identified, considered and discussed in
detail. The inductive method established what users/non users and providers of services consider
influential on decisions to use and/or provide access to services.

24 25




Stage Two - Postal Questionnaire Study

Introduction

The main aim of this second stage of the study was to build on the findings of the focus group

study and to quantify the relative importance of the wide range of factors identified as influencing
service use. The survey would also allow these factors to be quantified for a range of sub groups .
within the population studied. : :
We decided to conduct the survey on the population aged 50-94 for the following reasons:

e There is evidence that older people are more likely to experience problems with access to and
utilisation of health care®*=®

e Older people have a higher level of morbidity and a greater need for health care

e In a sample of older people we were more likely to obtain sufficient numbers both with and
without significant ill health such that valid comparisons of service use could be made

e Older people are more likely to have experience of a greater range of health services than
younger people®”

e Older people have been shown to give a higher response rate to postal questionnaire surveys
than younger people.®®

|
| &
- Finally, the publication of the National Service Framework for Older People®® made the study of
this age group particularly relevant to the NHS.

,;iﬁ Methods

S From the five categories identified by the focus group analysis, a list of 36 separate factors as well
as a range of health, social and economic variables were selected as influences on decisions to
use health services. We then used these to construct the postal questionnaire instrument (see
appendix 2).

Section A: Background Information

Section B: Your General Health

Section C: Using Health Services

Section D: Factors Affecting use of Health Services
Section E: About your Circumstances

For section D of the questionnaire, statements were developed to represent the 36 factors, and
respondents were asked to indicate whether they agreed with each statement and to what extent it
stopped or delayed service use. The survey instructions for section D and examples of two
'statements' are shown below:

|
The sections of the questionnaire were as follows:
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_Figure 4 Extract from postal questionnaire

Section D Factors Affecting Use of Health Services
In this section we are looking at factors that might encourage or discourage you from
seeking help from health services when you have a health problem or iliness.

Please read each statement.

e If you agree with the statement please tick (v') the “yes | agree” column then
tick (v) one of the four boxes in the final column to show how often it stops or
delays you using health services.

¢ If you do not agree with the statement do not tick any boxes in that row.

Statement Yes, | This stops or delays me using

agree health services:-

Never Rarely Sometimes Often/
always

| prefer to see a health 1 1 1 1 1

professional of my own sex
I have had bad experiences D |:| D ['J , D
of using health services in o

the past

Broad definitions of 'health professional’ (including dentists, opticians, pharmacists, chiropodists)
and of 'health services' (including primary and secondary care, screening services and alternative
medicine) were used.

After local piloting with patients in a general practice, the postal questionnaire was sent to 6002
randomly selected residents, aged 50 to 94, living in Sheffield and identified from the Sheffield
Health Authority records of general practice registration. The large size of the survey sample
means that confidence intervals are narrow for the analysis. Thus, for example, a survey result of
50% has 95% confidence intervals of 48.5% to 51.5%.

Methods of Analysis

For each statement, service use was considered as influenced significantly if a respondent
indicated that the issue sometimes, often or always stopped or delayed them using health services
or consulting health professionals.

For each issue, the proportion agreeing with the statement and the proportion for which the issue
significantly influenced service use was calculated. We then calculated the proportion of those
agreeing with the statement for which the issue significantly influenced service use.

For the sub group analysis, crude odds ratios were calculated in respect of the following four
variables

Age

Sex .
Material deprivation*
Level of ill health**

As these variables may all influence service use, a multiple regression analysis was also
conducted. The adjusted odds ratios were calculated by entering the four variables simultaneously
into a logistic regression equation (using SPSS for Windows: version 10).
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A factor analysis was also conducted to ascertain whether the 36 statements could be reduced to a
smaller number of core issues.

* |nitially we considered the relative impact of a range of deprivation variables (receipt of means tested benefits,
car access/ownership, Townsend deprivation scores, private/council housing, employment status) on differential
service use. From this, receipt of means tested benefits was found to represent a reliable proxy for material
deprivation, and therefore has been used in the sub group analyses.

** |Il health was defined by more than one medical diagnosis selected from a list of 20 specific health problems
listed on the questionnaire (since most of the respondents indicated at least one diagnosis from the list).

Results

After two reminders where necessary, the overall response rate was 71% (4274/6002), equivalent
to 74% after adjusting for undelivered questionnaires.

Respondents were slightly more likely than non-respondents to be female, under 75 years old and
to live in wards of above average affluence (Appendix 3). But the overall good response rate
ensures that our results are not significantly influenced by response bias.

Main findings

For each factor, two independent characteristics have been identified. The first is how frequently
they are recognised as influences on service use, the second how big a deterrent impact they have
on service use. Thus, the following five combinations of characteristics emerged, leading to the
identification of five types of barrier.

Table 2 Types of Barriers

Type of Frequency (recognised | Strength (experienced as a
barrier as an influence) barrier)

Common Common High deterrent impact
Moderate Common Medium deterrent impact
Hypothetical | Common Low deterrent impact
Minority Occasional High deterrent impact

Weak Occasional Low deterrent impact

The most frequent issues within each of these types of barriers are shown below, illustrated by the
underlying statements from the questionnaire.

e Common barriers
- 1 worry about wasting health professionals' time if there turns out to be nothing wrong
-l only see a health professional if | think my illness is serious

e Moderate barriers
- | think doctors can talk down to you or be patronising
- It can be difficult for me to get an appointment to see my GP

e Hypothetical barriers
- |l don't know about all the health services that are available
- | prefer to see a health professional of own sex

¢ Minority barriers
- My health professionals don’t take me seriously
- My GP’s opening hours are not convenient for me
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