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Health and well-being in Jersey

PREFACE

The aim of public health is to profoundly influence both the policies and actions needed to improve the
quality of life of the population. Measuring qu ality of life and the aspects of hedth, which contribute to our
general well-being, is not usualy part of routine data collection. It requires a separate exercise. Jersey
Hedlth Survey was designed to give a baseline measure on qudity of life, health, and arange of factors
which influence our hedlth.

The data collection for the Jersey Health Survey was undertaken in 1999. Preliminary results were available
last year. There has been a necessarily long period of data validation and andysis. | am very pleased to
publish this major report prepared by the research group lead by David Gordon at Bristol University.

The steering group for the survey sought collaboration with an academic department for two main reasons.
The first was to assure the quality of the project —the design of the questionnaire, the methodology, and the
analysis. The second was to provide an externa analysis and comment on the key aspects of health and
quality of lifein Jersey. | am very grateful to David Gordon, Liz Lloyd, and Pauline Heslop for their report
which reflects their enthusiasm for the project, careful analysis, and a genuine interest in the life of the
idand.

Thisisaso agood timeto say thank you again to all the people of Jersey who took part, and completed a
lengthy questionnaire. Judging by many comments, the opportunity to contribute was welcomed.

We agreed not to include a set of recommendations about policies and initiatives, which would address
some of the issues raised by the information in the report. This is because external prescriptions for change
are most often disregarded. Rather it isintended to invite relevant States Departments and other agencies to
adjust or develop strategic plans to tackle those issues in the light of the evidence. Since real progress will
not be made without the key sectors working together in partnership, the big challenge will beto find a
practical way to ensure that happens.

John Harvey
Director of Public Hedlth Services
September 2001

Terms- throughout thisreport the term “ highly significant” is used when the likelihood of the findings being due to chance wereless
than one in athousand. Statistically, thisis expressed as p < 0.001.

The term “significant” is used when the likelihood of the findings being due to chance were less than one in a hundred. Stetigtically,
this is expressed as p < 0.01.

The term “borderline significance” is used when the likelihood of the findings being due to chance is less than one in twenty.
Statistically, this is expressed as p = <0.05.

Where the report says there is “no significant difference” the likelihood of the results being due to chance are greater than onein

twenty (p > 0.05).
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Section 1

The Health of the Population

Introduction

In 1999, the States of Jersey Health and Socia Services, in collaboration with the Department of
Employment and Socia Security, undertook a health survey of the adult population. The aims of the survey
were;

To contribute to health and social need assessment

To provide a baseline for monitoring the health prorotion strategy and further strategic
programmes to improve health

Toinform the priority setting in the context of allocating limited resources

To provideatool for evaluation of programmes and projects

To provide information to influence the policies of other States departments and other sectors
To raise the profile of health issues with local people.

The survey questionnaire was posted to 3,445 individuals (aged 18 years or over) who were
identified through an initial short interview with heads of housdnolds. The households had been
selected at random from a sample frame created by Public Health Services from the 1999 Jersey
Almanac. The overall response rate to the questionnaires was 60% (n=2,019). Comparison of the
responders with data from the 1996 Census showed an under-representation of young men aged
18-29 and the very elderly (80+). These differences have been taken account of by weighting the
datafrom the Jersey Health Survey (JHS) by age, sex and household type to ensure that they are
representative of the population asawhole.

M easuring health and social well-being

The strategy of Health & Social Servicesfor 2001-2005, Improving health and social services,
aimsto meet the health and social care needs of the people of Jersey, through promoting the
health and well-being of individuals, families, and the community; providing prompt, high
quality services based on assessed need and agreed entitlement; and protecting the interests of the
frail, vulnerable and those whose need are greatest.

In order to provide abaseline for monitoring the health and social well-being of a population, a
standardised, generic measure of health was needed that would facilitate the collection of a
common data set for reference purposes. Since the 1970s, a number of instruments have been
designed to be used as general purpose measures of health, independent of diagnostic
categorisation or disease severity. Most of these measures, however, have been country -specific
and their validity for use as cross-cultural tools has been called into question (Andersonetal, 1993).
An exception to thisisthe EuroQol EQ-5D questionnaire which was developed by an international
research network established in 1987.
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From the outset, the EuroQol Group has been multi-country, multi-centre and multi-disciplinary.
Thefocusof EuroQol hasbeen global and oneof itskey aimswasto createthe capacity to generate
cross-national comparisons (Brooks, 1996). The EuroQol questionnaire was piloted in England,
the Netherlands, Norway, Sweden and Finland and, following further developmental work, has
been used in population surveysin the UK, Spain, Germany and Canada (Kind et al, 1998).
Exploratory studies in non-western cultures (in Eastern Europe, Japan, Thailand and among
Bangladeshisliving in England) have also demonstrated its acceptability (Brooks, 1996). The
steering group of the JHS decided to include the EuroQol questionnaire because it provides a
validated, repeatable measure of health status that has the potential for international comparisons.
Further, it was originally designed to be self-completed by the respondent, making it ideal for use
in apostal survey.

The EuroQol EQ-5D is atwo-part measure. Thefirst part is a descriptive system which defines
current health state in terms of five dimensions:

Mobility

Self-care

Usua activities
Pain/discomfort
Anxiety/depression

Each dimension has three levels of severity (no problem; moderate problems; extreme problems)
and respondents select one level of severity for each dimensionto describetheir current health.

The second part of the EuroQol EQ-5D consists of avertical 20cm, 0-100 visual analogue scale
(VAYS) like athermometer, where O represents the worst imaginable health state and 100 represents
the best imaginable health state. The respondent isasked to mark apoint on the scaleto reflect their
overall health on that day. Together, the two parts of the EuroQol EQ-5D provide descriptive
information about each of the five EuroQol dimensions and quantitative information about the
respondents rating of their own health.

A number of other measures of health assessment were used in the JHS, in conjunction with the
EuroQol questionnaire. Firstly, respondents were asked to state whether, over the past twelve
months, they thought that their health on the whole had been *good’, ‘fairly good’ or ‘not good'.
Secondly, respondents were asked about ‘any long-standing illness, disability or infirmity’
(‘long-standing’ was explained as meaning anything that had troubled the respondent over a period
of time or was likely to affect the respondent over a period of time). Those respondents who
answered ‘yes' to the question about long -standing illness were then asked the name of the
condition that affected their health and whether it limited their activitiesin any way. This General
Health Question (GHQ) and Limiting Long Standing I1Iness Question (LLTI) have been asked for
over 25 yearsin the annual British General Household Survey (GHS) and both were asked in the
UK 2001 Census.

Finally, aseries of twelve questions was asked in the JHS that related to the mood and affect of the
respondent. Together, these questions comprise the short-form General Health Questionnaire
(GHQ-12) whichis commonly used as a screening tool to determine anxiety and depression
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(Goldberg, 1972). The response categories to the GHQ were coded 0-0-1-1 with possible scores
ranging from O (the lowest probability of having problems of anxiety or depression) to 12 (the
highest probability). A scoreof 4 or above was suggestive of anxiety or depression.

General health

Over half (57%) of respondents to the JHS reported their health over the past twelve monthsto be
‘good’, with afurther 35% of respondents stating that it had been ‘fairly good’. Most (63%)
reported no long-standing illness, disability or infirmity (referred to aslong-standing illness for
brevity) that had troubled them or was likely to affect them, over aperiod of time. However, just
under a quarter of all respondents (24%) stated that they had along-standing illness that limited
their activitiesin some way.

Table 1.1 compares the results from the JHS with those from the British 1998/1999 General
Household Survey (GHS). Therates of long term illness and limiting long term illness (LLTI) are
almost identical in Jersey and Britain. There are differences in the rates of general health, with
peoplein Jersey slightly lesslikely to report their health to be ‘good’ thanin Britain (57%
compared with 59%). Conversely, the Jersey population was also significantly lesslikely to rate
their health as ‘not good’ than the population of Britain (8% compared with 14%).

Table 1.1: Comparison of general health ratesand long term health ratesin Jersey and

Britain

Health question JHS GHS
(N=2,019) (N=15,877)
% %

General health
Good 57 59
Fairly Good 35 27
Not Good 8 14
Long-termillness
Yes 37 38
No 63 62
Limiting long-termillness
Yes 24 24
No 76 76

Note: Jersey results are from people at least 18 years old. BritishGHS results are from people at
least 16 years old.
Source: Bridgewood et al (2000).

The overall mean self-rated health status of Jersey respondents was 76.7 on the EuroQol VAS.
Thisislower than that recorded in the UK national survey and in samples of the Swedish and US
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populations but higher than the mean VAS score recorded in a study of the Catalan general
population (Table 1.2).

Table 1.2: Mean EuroQol VAS scores for different population groups

Survey Mean EuroQol Number in Reference
VAS Score survey
Sweden (1989) 854 208 Brookset al, 1991
United Kingdom (1993) 82.5 3,395 Kind etal, 1998
United States 82.2 427 Johnson and Coons, 1998
Jersey (1999) 76.7 2,019 JHS
Catalan (Spain) (1994) 71.1 12,245  Badiaet al, 1998

Two fifths (40%) of respondents to the JHS reported one or more problems (moderate or extreme)
on at least one of the EuroQol dimensions. Table 1.3 shows the percentages of respondents
reporting a problem in each EuroQol dimension and comparative figures from the UK national
survey. A moderate problem on at least one dimension was reported by almost two fifths of
respondents to the JHS, whereas fewer than 4% reported an extreme problem on at |east one
dimension. This pattern was similar to that of the UK. Inthe Jersey, UK, US and Catalan surveys,
the dimension that respondents most frequently reported problemsin was that of pain/discomfort
(30%inthe JHS; 29% inthe UK survey; 40%inthe US survey; 26%in Catalan). Over athird more
respondents reported this to be a problem than any other dimension. The second most frequently
reported problem in all four surveyswas that of anxiety/depression (20% in the JHS; 19% in the
UK survey; 27% in the US survey; 12% in Catalan).

The proportion of Jersey residents (20%) reporting some anxiety or depression on the EuroQol
dimension was rather more than that assessed as being depressed using the GHQ 12 (12%). Thisis
asimilar pattern to that found in the Catalan study which also used both the EuroQol questionnaire
and the GHQ-12. Twelve per cent of respondents in Catalan reported some anxiety or depression
on the EuroQol dimension but only 8% were assessed as being depressed using the GHQ-12.
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Table 1.3: Percentages of respondentsto the 1999 JHS reporting a problem in each EuroQol
dmension. Comparativefiguresare given for the 1998 Guernsey Healthy

Lifestyle Survey and a 1993 UK survey

EuroQol M oder ate problem Extreme problem Any problem
dimension (%) (%) (%)

JHS GHLS| UK JHS | GHLS| UK HS | GHLS| UK
Pain/discomfort 28 A 29 2 2 4 30 36 33
Anxiety/depression | 18 36 19 1 2 2 20 38 21
Mobility 14 12 18 0.1 0.1 0.1 14 12 18
Usual activities 13 9 14 1 1 2 14 10 16
Sdf care 3 1 4 0.2 0.1 0.1 3 1 4
Any problem 39 42 4 6 40 43

Note: Samplesizein Jersey was 2,019 and in UK was 3,395. Therewere 919 responsesto the Guernsey survey but
only 790 responses to the EuroQol questions
Source: Goddard et al (1998); Kind et al (1998)

Itisclear from Table 1.3 that, for al five health problems measured by EuroQoal, the Jersey
population had similar rates of ill health to the UK population. A more positive comparison might
have been expected given the higher averageincomeand standard of living of the Jersey population
compared with the UK. However, the results from the 1998 Guernsey Healthy Lifestyle Survey
show avery different comparative pattern of ill health. There were much higher rates of
pain/discomfort and anxiety/depression on Guernsey than Jersey but lower rates of mobility, self
careand problemswith usual activity problems. However, the Guernsey results need to be treated
with some caution as the survey did not follow the full EuroQol protocol and omitted the VAS
question and this may have distorted the results. The Townsend Centre for International Poverty
Research at the University of Bristol undertook a survey of standards of living on Guernsey in
February/March 2001 which included the full set of EuroQol questions and fully comparative
results will become available in the near future.

Mental health

There appear to be significant numbers of people suffering from anxiety and depression on Jersey.
However, the Jersey population asawholeisrelatively happier and less anxious than city dwellers
in other parts of the world. The mean score on the GHQ-12 for JHS respondents was 1.18 which

compares favourably with that of respondents from 15 cities who completed the GHQ-12 in 21992
study by the World Health Organisation (WHO) (Goldberget al, 1997). The mean score for each
of these study centresis shown in Table 1.4. The average GHQ-12 score of people in Manchester
wasover twiceashighasitisin Jersey (2.78 compared with 1.18), indicating that the population of
Manchester suffers on average from considerably more mental stress than the population of Jersey.
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In each centre (other than for the JHS) consecutive patients attending clinics were asked to
complete the GHQ-12. All participants had to fulfil the following criteria:

be older than 17 years of age
not betooill to participate
be able to communicate, and
have afixed address

The questionnaire was translated into 11 different languages for the study and was self-completed
in all centres apart from Bangalore, where most of the respondents were illiterate and had it read
out to them. A total of 25,916 respondents completed the GHQ-12 in the 15 centres.

Table 1.4: Mean scores on the GHQ-12 for respondentsfrom 15 citiesin aWHO study in
1992 and Jersey in 1999

City/country M ean score on
GHQ-12
Ibadan, Nigeria 1.09
Nagasaki, Japan 112
Jersey Health Sur vey 1.18
Shanghai, China 1.19
Ankara, Turkey 135
Sesttle, USA 1.67
Verona, Italy 1.82
Athens, Greece 1.89
Mainz, Germany 211
Paris, France 2.14
Groningen, Netherlands 221
Rio de Janeiro, Brazil 2.32
Berlin, Germany 2.56
Manchester, England 2.78
Bangalore, India 3.03
Santiago, Chile 3.66

Health and age

The rates of reported health problemsin the JHS increased significantly with age. Just 5% of those
aged 18-29 years reported that their health during the past year had been ‘not good’. However, this
proportion increased steadily with age and 19% of those aged 80 or more reported their health over
the past year to be ‘not good’. The differences between the age groups was statistically highly
significant. Similarly, astatistically significant difference wasfound between the age groupsin the
reporting of long-standing illness. Here, 11% of the 18-29 year old age group reported
long-standing illness that limited their activities. The proportion increased with each successive
agegroupto 56% of respondents aged 80 or more.
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Figure 1.1 shows the mean self-rated health status of JHS respondents by age group. The mean
value was at its maximum (81 out of a possible 100) in the 30-39 year old age group and then
decreased to 50 in the oldest age group. Therate of decreasein self-rated health was greatest after
the age of 60.

Figure1.1: Mean self-rated health status of JHS respondents using the EuroQol Visual
Analogue Scale (VAS), by age group

Mean score on EuroQol VAS
857
80 I il j\—ﬂ\\ﬁ\

75

70{ \\
657

60|
55

so} A
45 l l l l l l l

18-29 40-49 60-69 80+
30-39 50-59 70-79

Age group

In general, the rates of reported problemsin each of the EuroQol dimensions increased with age -
with the exception of the anxiety/depression dimension, for which there was a difference between
the age groups of just borderline significance. Thiswasasimilar pattern to that found in the UK
and US surveys. In the Catalan survey, older respondents were more likely to report problems on
al of the EuroQol dimensions. There was no significant difference between the Jersey age groups
in the results of the GHQ-12 assessing depression.

Health and gender

Overadl, agreater proportion of men (61%) than women (54%) in the JHS reported themselves to
bein good health during the past year. Thisfinding was highly significant. Thiswas particularly
sointhe oldest age group where 32% of men described their health during the past year to be
‘good’, compared with just 18% of women. However, there was no significant differencein the
gender of those reporting long -standing illness nor was there any significant differencein the mean
EuroQol VAS score of men and womeninthe Jersey, UK or US populations. Inthe Catalan survey,
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however, the EuroQol VAS did discriminate between men and women, where women rated their
own health as significantly worse than men.

Table 1.5: Percentages reporting health problems (either moderate or extreme) in the JHS, in each
age group for each of the EuroQol dimensions, by sex

Agegroup
EuroQol 18-29 30-39 40-49 5059 60-69 70-79 80+
dimension
Pain/discomfort
Men 11 25 30 35 39 58 81
Women 13 20 29 A 39 49 71
Anxiety/depression
Men 21 19 19 17 12 21 16
Women 16 13 28 20 21 25 36
Mobility
Men 6 7 7 13 24 37 48
Women 4 6 12 7 24 39 68
Usual activity
Men 6 8 7 13 22 32 46
Women 5 9 12 11 24 29 56
Self-care
Men 0.5 3 0 2 3 7 15
Women 1 1 2 0 4 5 24

AsTable 1.5 shows, the JHS rates of reported problems (either moderate or severe) in each age
group, except the oldest, for the EuroQol dimensions of mobility, self-care, usua activities and
pain/discomfort were similar for each sex. The rate of reported anxiety/depression was greater for
women after the age of 40. For each EuroQol dimension apart from pain/discomfort, womeninthe
oldest age group (80 years and older) reported problems far more frequently than men of the same
age. For the EuroQol dimension of pain/discomfort, however, menin the oldest age group reported
a problem more frequently than women of the same age.

A small difference, of borderline significance, was found between men and women in the
measurement o f depression using the GHQ-12. Eleven percent of men were assessed as being
depressed, compared with 14% of women.
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Health and marital status

JHS respondents who were widowed/divorced/separated had significantly poorer health, on a
number of different measures, than single respondents or those living as a couple. Of those
widowed/divorced/separated, 42% reported good health during the past year, compared with 60%
of single respondents and 61% of those living as a couple. Similarly, 45% reported no
long-standing illness, compared with 72% of single respondents and 64% of those living as a
couple. Their mean self-rated health status score on the EuroQol VAS was 68, compared with a
mean score of 77 for single respondentsand 80 for those living asacouple. Thisisasimilar pattern
to that found in the UK, US and Catalan surveys and is mainly due to the fact that widowers,
divorced and separated people are, on average, older than those who are single or ‘living asa
couple’. However, not al of the differences disappear when the same analyses are undertaken with
ayounger age group. For example, taking only those respondents aged 60 or less, asignificantly
greater proportion of those who were widowed or divorced reported having some long-standing
illness than did respondents who were single or married but there was no significant differencein
the proportion reporting their health during the last year to be good or not.

Figure 1.2: Percentage of those in the JHS within each marital status category who reported
any problem (moderate or extreme) on each of the EuroQol dimensions

Pain/discomfort ]

Depression/anxiety E T i

Mobility F

Usual activities

Self care E . . \ \

0 10 20 30 40 50
Percentage within marital status with any problem

EuroQol Dimensions

Widowed/divorced/separated = Single ] Living as a couple

Figure 1.2 shows the significantly poorer health status of respondents who were
widowed/divorced/separated as reflected in each of the five EuroQol dimensions. Far more
respondents who were widowed/divorced/separated reported either moderate or extreme problems,
on each of the dimensions, than did respondentswho were single or living asacouple. Again, this
was asimilar pictureto that in the UK, US and Catalan populations.
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Health and place of birth

Place of birth was considered in the four categories of ‘ Jersey/other Channel Island’, ‘ United
Kingdom', ‘ other European country’ (the majority of respondentsin this category were bornin
Madeira or the Irish Republic) and ‘ el sewhere outside Europe’ (from awide variety of countries).
When exploring the health of each of these groups, a complex pattern was found. There was no
significant differencein the health of the respondents over the past year, nor in the mean EuroQol
VAS score, by the respondent’ s place of birth. Nor were there any significant differencesin the
proportion of respondents with any problems on the EuroQol health dimensions of mobility,
self-care, usual activities and pain/discomf ort - according to place of birth.

This was not the case, however, for anxiety/depression. Here, significant differences were found
by place of birth on both the EuroQol dimension of anxiety/depression and the GHQ-12 score. The
trend wasthat, of those born ‘ elsewhere outside Europe’, agreater proportion reported no problems
with anxiety or depression than did the proportion born, in descending order, in Jersey or the other
Channel 1slands, the UK or other European countries, iethose born in UK/Europe were more likely
to experience anxiety/depression than those born in Jersey.

A different pattern wasfound between the groupswhen long-standing illnesswas considered. Here,
agreater proportion of those born ‘ elsewhere’ (75%) or in Europe (69%) reported no more
long-standing illnessthan did those borninthe Jersey or the other Channel Islands (64%) or the UK
(59%) Thisisahighly significant finding.

Thus, it appears that those born outside Europe rated their health better than other respondentsin
terms of anxiety or depression and reported the least long-standing illness. Peoplebornin Jersey or
any of the other Channel Islands and the UK had similar health profiles and a greater proportion of
these respondents reported long standing iliness. Those born in Europe (apart from Jersey and the
Channel Islands or the UK) reported the most anxiety/depression.

Health and ethnic group

In addition to their place of birth, respondents to the JHS were asked which of arange of ethnic
groups they considered they belonged to. For ease of analysis, these groups have been coded in a
similar way to that pertaining to place of birth. Almost half of the population (48%) considered
themselves to belong to Jersey or the other Channel Islands, with afurther 36% considering
themselves to be English, Scottish, Welsh, Northern Irish or British. Four percent considered
themselvesto bel ong to another European grouping and 3% to agroup from el sewherein theworld.
Nearly one in ten respondents (9%) stated that they belonged to two or more groups, most
commonly Jersey and another.

No significant differences were found between any of the measures of health and the groups that
the respondents felt that they belonged to. One interesting pattern was found with the EuroQol
dimension of anxiety/depression. Here, almost a quarter (24%) of those stating that they belonged
to more than one ethnic group reported problems with anxiety/depression, compared with 22% of
those bel onging to British groupings or those el sewhere in the world, 19% of those in other
European groupings and 17% of those who considered that they belonged to a Jersey/Channel
Island group Thiswas not statistically significant but it may be an important finding.

10
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The measure of self-rated health usingth e EuroQol VAS yielded a different pattern of health
according to feelings of belonging to an ethnic group. Thoserating their health the highest
(suggesting better perceived health) were respondents bel onging to European groups other than
Jersey or Britain (mean VAS score 83), followed by those belonging to Jersey or the Channel
Islands (mean score 77), more than one group (mean score 76), British groups (mean score 76) and
finally groups belonging elsewhere in the world (mean score 70).

Thereis, therefore, some discrepancy between place of birth and belonging to a particular ethnic
group, in terms of health. Those actually born outside Europe reported the least anxiety or
depression and the least long-standing illness. However, those who considered tha they belonged
to agroup from outside Europe rated their own health well below that of any of the other ethnic
groups. Thus, it seemsthat one of the components of good self-perceived health isthe feeling of
belonging to the cultural milieu, rather than one’' s place of birthper se. One reflection of this may
be the finding that those who considered themsel ves to belong to more than one ethnic grouping
had aslightly greater risk of anxiety or depression than other respondents.

Health and social class

Thereisavast and growing literature in the UK on the association between social class and health
which has accumul ated since the 1920’ s when the Registrar General started to record and analyse
health and demographic datain thismanner. There are clear differencesin theincidence of ill health
by social class. Peopleinlower social classes, including children, are more likely to suffer from
infective and parasitic diseases, pneumonia, poisoningsor violence. Adultsinlower social classesare
more likely, in addition, to suffer from cancer, heart disease and respiratory disease. Thereareaso
gender-related problems. Menin lower social classes are more likely to suffer from malignant
neoplasms (cancer), accidents, and diseases of the nervous system. Women in lower socia classes
suffer more from circulatory diseases, and endocrine or metabolic disorders (Shaw et al, 1999).

There are several possible explanations for these inequalities:

artefact explanations - both 'health' and 'socia class ae artificial categories constructed to
reflect social organisation

natural and social selection - this would depend on the view that people who are fittest are
most likely to succeed in society, and classesreflect this degree of selection

poverty leadstoill health, through nutrition, housing and environment

cultural and behavioura explanations

genetic inheritance

Low social classis not thought to be a cause of ill health in itself but it is arobust marker in Britain
and other industrialised countries for both lower economic and social status. Extensive research
has now demonstrated that it is particularly the ‘ poorer’ economic circumstances associated with
Social Class 1V and V jobsthat are likely to causeill health. Over the past 20 years, there have
been three major summaries of the research in thisfield - the ‘Black’ report in 1980, The Health
Divide report in 1988 and more recently the ‘ Acheson’ report (Townsend, Davidson and
Whitehead, 1992; Acheson, 1998; Gordon et al, 1999).

11
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Table 1.6 conpares the proportion of respondents with different self reported health status by
Social Class grouped into four categories (I&11, [11 Non Manual, 11 Manual and IV&YV). The
differencesin health status that have been documented in other countries are, unsirprisingly, also
present in Jersey. Respondentsin non-manual social classes (eg |, Il and [l Non Manual) were
more likely to report their health as‘good’ compared with respondentsin manual social classes.
Respondents in manual social classes were al so more likely to report limiting long term illnesses
than non-manual social class respondents.

Table 1.6: Comparison of health status by Social Class

Social Class
Health question 1&11 I Non 1 V&V
Manual Manual

(%) (%) (%) (%)
General health
Good 63 63 57 538
Fairly good 27 3 36 36
Not good 5 4 7 6
Long-termillness
Yes- limiting 17 14 19 18
Y es- not limiting 15 13 11 11
No 69 72 70 71
EuroQol dimensions (any problem)
Pain 19 18 27 30
Depression 16 18 18 16
Mobility 5 4 7 8
Usua activities 7 4 8 7
Sdf-care - 1 1 -
Average VAS score 82 81 80 80

Table 1.6 shows that the results for the different EuroQol dimensions present a more complex
picture. Thereare much greater rates of pain/discomfort reported by Social ClassIV&V
respondents than those in non-manual social classes. There are also dightly higher rates of
mobility and usual activity limitations in the manual social classes. However, there appearsto be
no Social Classgradient for self careand anxiety/depressionin Jersey. Theseresultssuggest thatin
Jersey the relationship between Socia Class and health isnot as strong asit isin Britain or many
other industrialised countries. This may be aresult of the‘full’ employment situation on the Island
which leadsto improved conditions at work and reduced average pay ratedifferentials. It may also,
in part, be explained by the relatively large proportion of service sector jobsin Jersey.

Health and education

There has been aconsiderable amount of researchinto health and education level and qualifications,
particularly inthe USA. This has shown that those with the highest level of educational

12
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qualification generally have considerably better health compared with people who have only lower
level educational qualifications or no qualificationsat all. However, much of thisinfluence of
educational qualification level on healthisaresult of the higher incomes and the better standard of
living usually enjoyed by people who have good educational qualifications.

Table 1.7: Percentage of JHS respondents achieving educational qualifications

Highest educational qualification Per cent
No qualifications 312
GCSE (D-E), CSE (2-5) 5.8
O Level, GCSE (A-C), CSE (Grade 1) 17.8
A Leve, ASlevd, ASC 9.5
NVQ/SVQ Leve 1, GNVQ Foundation 1.2
NVQ/SVQ Level 2, GNVQ Intermediate, etc 8.8
NVQ/SVO Level 3, GNVQ Advanced, etc 6.4
NVQ Leve 4, HND, HNC, RSA Higher, etc 3.8
First Degree 6.0
NVQLeve 5 0.3
Higher Degree 14
Professiona Degree 7.9
Tatal 100.0

Table 1.7 shows the results from the JHS on the highest level of educational qualifications that

adults over 18 had achieved at the time of the survey. Over 31% of the Jersey population had no
qualifications at al, however, by contrast, 15% of people had degree level qualificationsor higher.

Table 1.8: Highest educational qualifications grouped by general health

Highest educational qualifications Describehealth
Good Fairlygood Not good
(*0) (*0) (*0)
No qualifications 46 12 12
GCSE or O levels 63 32 6
A Levelsor higher, below degree 67 27 7
Degree or higher 63 33 4
Total 59 33 8

Table 1.8 shows the answers to the general health question by highest level of educational
qualifications. Aswould be expected, people with no qualification had the worst health, three
timesasmany peopleinthisgroup (12%) rated their health as‘ not good’ , compared with those who
had degree level or higher qualifications (4%). People with no educational qualifications had
worse health than those with educational qualifications on all the different measures used in the
Jersey Health Survey.
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Section 2
Health and Lifestylein Jersey

Introduction

Thereareanumber of well-known factorsthat affect thelevel of health and social well -being thata
person enjoys, amongst which are human biology, the environment and access to health care.
Another crucial factor islifestyle. At anindividual level, people have the choice of many actions
every day that directly determinetheir well-being. The aggregate of these behaviours composes
what we call our lifestyle. Up to ahalf of all deaths are attributable to lifestyle factors such as
smoking, a cohol abuse, improper diet or lack of exercise. In addition to achieving long-term
benefits, adopting a healthy lifestyle can result in an increasein quality of lifein the short and
medium term and to a perception of good health and well-being.

This section explores the health of respondents to the Jersey Health Survey (JHS) in relation to
lifestyle factors, discussing the healthy living practices of the respondents and identifying target
groups where lifestyle factors might give cause for concern. We will explore, in turn, lifestyle
practices of ahealthy diet, weight control, exercise, smoking, alcohol consumption and time stress.

Diet

Foodisanecessary and usually highly enjoyable part of our daily existenceand we cannot livelong
without it. A balanced diet provides us with the materials necessary for the growth and
maintenance of body tissuesand with essential nutrientsthat give the body energy. However,
dietary patterns have changed dramatically during the past century, largely asaresult of amore
affluent lifestyle, and data suggest that there are major associations between dietary factors and a
range of diseases, including cancer and cardiovascular disorders(Henderson, 1987). In an attempt
to help reduce these risks, many governments have set nutritional and dietary goals. In England
and Wales, guidelines for abalanced diet were drawn up following the publication of the White
Paper, The Health of the Nation (DoH, 1992).

Government guidelines focus, in the main, on reducing the amount of saturated fat, salt and refined
and processed sugar in the diet (Health Education Authority, 1995). Nutritional advice therefore
centres on encouraging the consumption of more food of plant origin (fruit, vegetables, cereals,
beans and pulses) and of more fish, poultry, lean meats, non-fat and low-fat dairy products, whilst
limiting the use of fat in food preparation, cutting down on the amount of fatty meat in the diet and
reducing the amount of refined and processed sugar consumed.

Changesin diet in Jersey

In general, the healthy-eating message seems to be getting across to Jersey residents. Over athird
(37%) of respondents were eating less red meat and 42% less processed meat than during the
previousyear. Whilst thiswasthe case acrossall age groups, it was more prevalent for women than
men. Thus, 43% of women had reduced their intake of red meat, compared with 31% of men.
Similarly, 47% of women had reduced their intake of processed meat, compared with 36% of men.
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Possibly in compensation for the reduction of red or processed meat in the diet, 23% reported
eating an increased amount of fish, 29% an increased amount of white meat and 40% an increased
amount of fresh vegetables and fruit. Thisincrease in consumption was predominantly amongst
middle-aged men and women, particularly those under the age of 60 (for fish and white meat) and
under the age of 70 (for fresh vegetablesand fruit). Therewaslittledifferenceinthe proportions of
men and women who had increased their intake of fish and white meat although more women
reported increasing their intake of fresh vegetables and fruit than men (44% compared with 36%).

There has been areduction of the amount of biscuits, cakes, pudding, ice cream, chocolate and
sweets, and fried foods, including chips, eaten by the Jersey population during the past year. Over
athird of people (38%) reported eating less biscuits, cakes, pudding, ice cream, chocolate and
sweets and almost half (47%) were eating less fried food, including chips. Again, the healthy
eating message seems to have got through.

Although there was no clear-cut pattern across the age groups when considering the consumption
of these food categories, it tended to be those in the younger and oldest age groups who were least
likely to heed healthy eating advice. There were, however, significant differences between the
sexes. Morewomen (42%) reported decreasing their intake of biscuits, cakes, pudding, ice cream,
chocolate and sweets than men (34%). Similarly, more women (51%) reported decreasing their
intake of fried foods, including chips, than men (43%).

For most food categories, there was a small percentage of respondents (generally less than 10%)
who reported not eating the food or not being sure about whether they ateit. However, this
proportion increased markedly for three food categories. Almost afifth of respondents (19%)
reported not eating (or not being sure of eating) wholemeal bread. Almost aquarter (24%) reported
not consuming (or not being sure of consuming) low fat milk and almost ahalf of respondents (48%)
didn’t eat (or were not sure of eating) organic foods. There wasllittle difference across the age
groups for the consumption of these foods but there were significant differences by sex, with
women, rather than men, moving towards the healthy eating option in all cases.

It seems, therefore, that the quality of men’ sdietstendsto be lower than those of women- a similar
pattern to the one found in the survey, Health in England 1998: investigating the links between
social inequalitiesand health (Rainford et al, 2000). The Jersey results are also broadly in line
with those from England in terms of age. In both Jersey and England, those in the middie age
groups were more likely to be moving towards a more healthy diet compared with those in the
youngest or ol dest age groups.

Figure 2.1 illustrates the differences in the reasons why respondents had changed what they ate
during the past year, by whether the respondent was an old age pensioner or not.
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Figure 2.1: Reasons why respondents had changed what they ate during the past year, by
whether the respondent was an old age pensioner or not
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AsFigure 2.1 illustrates, the majority of respondents reported that they had changed what they ate
in the past year because of health reasons (62% of cases). This applied across all age groups
(except those 80 years of age or ol der, of whom only 31% reported thisreason) and to both menand
women. Health reasonswere given far more frequently than those of |osing weight (36%), concern
about food safety (18%), one’s appearance (17%) or medical reasons (13%). More women (43%)
than men (27%) had changed their diet to lose weight but, otherwise, there was little difference
between the sexesin the reasons for changing what they ate during the past year. There was,
however, some difference between the age groups, with agreater proportion of younger people
changing their diet for the sake of their appearance and agreater proportion of older people
changing their diet for medical reasons.

Of those mentioning ‘ other reasons’ for the change in their diet over the past year (13%), most
(around athird) reported thisto be due to achangein their circumstances or lifestyle. Thiswasthe
case for alarger proportion of men (48%) than women (25%). The next mo st frequently reported

‘other’ reason was a changein one’ staste or choice of food or its availability. Herethere was no
difference between the sexes. The numbers in each age group reporting these reasons were too
small to be ableto reliably detect any difference between age groups.
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Changesin diet and reported health state

A person’sdiet islikely to influence both their short and long-term health and this seemsto bethe
case for the Jersey population.

The dietary changes of those who reported themselvesto be in ‘not good’ health during the past
year were examined. Although these respondents did not increase their intake of red meat or
processed foods any more than their healthier counterparts, they did more frequently report a
reduction in the amounts of fish, white meat and fresh vegetables and fruit that they ate. A higher
proportion of this group (15%) reported eating agreater amount of biscuits, cakes, puddings, ice
cream, chocolate and sweets than did those in ‘fairly good health’ (10%) or ‘good health’ (7%).
The reason for their change in diet over the past year was given as their health by 63%, to lose
weight by 36%, for their appearance by 18%, and/or for medical reasons by 11%. (These figures
add up to more than 100% because respondents were able to choose more than one reason for their
changeindiet). Thereissomeevidence, therefore, that, for thosein poorer self-reported health, the
key elements of ahealthy diet have not been correctly interpreted.

There were also some significant differencesin the change of diet between those reporting
long-standing illness, disability or infirmity and those reporting no long -standing illness. Those
reporting long -standing illness more frequently reported a reduction in the amount of red meat that
they ate and reported eating less or didn’t eat any (or were not sure about eating) fried foods,
including chips. The main reasons given by those with long-standing illness for the changein their
diet over the past year were, once again, for their health or to lose weight. However, far more of the
changes were made for medical reasons (24%) than by respondents with no long-standing illness
(5%).

It seems, therefore, that there is some discrepancy between the change of food consumption for
those who rate their own health as ‘ not good’ and those who report that they have along-standing
illness. The former, although stating that they had changed their diet for health reasons or to lose
weight had not, in fact, changed to a healthier diet. Thelatter, although as likely to have changed
for health reasons or to lose weight,had changed to ahealthier diet. Thekey difference seemsto be
that those reporting themselvesto bein ‘not good' health were less than half aslikely to have
changed their diet for medical reasons than those with along-standing illness. One possible
explanation is that healthy eating messages are at their most effective and influential once a
medical condition has actually been recognised.

Another way of exploring the perceived health of respondents, in relation to the changein their diet
during the previous year, isto compare the mean self-rated EuroQol Visual Analogue Scale (VAS)
score for those who have changed their intake of particular foods. The VAS scorerangesfrom 0
(worst health) to 100 (best health) and the mean scorefor the JHS respondentswas 76.7. Figure 2.2
shows the mean VAS score for those who had increased their intake of particular foodsin the
previous year compared with those who had decreased their intake over the same time period.
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Figure 2.2: Mean EuroQol VAS score for those who have increased their intake of particular
foodsin the previous year compared with those who have decreased their intake
over the sametime period
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AsFigure 2.2 highlights, a change to a healthier diet with regards to increasing the amount of
organic food, white meat or fish, fresh vegetables or fruit, low fat milk, and cereals, beans, peas or
dried fruit, and decreasing the amount of red or processed meat eaten, does seem to lead to a better
perception of one’ s own health than does achangeto aless healthy diet. Respondents reporting a
change to a healthier dietwith regard to these food categories all rated their health higher than
respondents who reported changing to aless healthy diet over the course of the year. There was
little or no difference in the EuroQol VAS scores for those reporting that they ate more (or 1ess)
biscuits, cakes, puddings, ice cream, chocolate and swesets, fried food including chips, butter and
cheese, tea or coffee, or wholemeal bread.

A more complex pictureis presented when the scores obtained from the GHQ-12, which assesses
the psychological health of respondents, are examined in relation to change in dietary pattern.
Respondents classified as depressed, according to the GHQ-12, were more likely to report that they
had changed the amount of particular foods eaten during the previousyear. For most food types,
the changes had occurred in both directions, with some respondents reporting an increased amount
of food of agiven type eaten and othersless. This pattern was also found when the association
between the EuroQol dimension of anxiety/depression and the change in the amount of food eaten
was explored.

However, there were significant differences between depressed and non-depressed respondents, in
the amount of some food types eaten. On the whole, respondents classified as depressed according
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to the GHQ-12 scoring system or the EuroQol dimension of anxiety/depression weremorelikely to
have decreased their intake of organic foods, white meat, and cereals, beans, peas or dried fruit,
than those classified as not depressed. They also reported a greater increase in the amount of
biscuits, cakes, puddings, ice cream, chocolate and sweets than their counterparts.

Nevertheless, the larger proportion of depressed respondents reporting changes in the amount of
particular foodsthat they ate is worth reiterating. For some, this change was towards healthier
eating but, for others, it was not. Overall, it seemsthat being depressed, according to the GHQ-12
or the EuroQol dimension of anxiety/depression, does not necessarily imply aslideinto unhealthy
eating. When the reasonsfor the changesin what was eaten during the past year were examined,
there was little difference between depressed and non-depressed respondents with one exception.
Depressed respondents twice as frequently reported that they changed the amount of different
foodsthat they ate to save money (10%) compared with the percentage of non-depressed
respondents (5%).

Analysis of the EuroQol dimensions reinforces the suggestion that poorer health is generally
associated with movestowards a poorer diet and Table 2.1 detail s the association between the five
EuroQol dimensions and changes towards (or away from) a healthy diet. Asthe table shows, there
were no significant differences on any of the EuroQol dimensionsfor the amount of red meat,
butter and cheese and wholemeal bread eaten during the past year. For each of the other food
categories, there was a significant difference on at least one of the EuroQol dimensions. What
these results portray, however, isthat, where there are significant differences between the groups,
respondents with any problem on a EuroQol dimension tend to change the food they eat away from
ahealthy diet. Thus, for example, about one in nine respondents with a mobility problem reported
eating lessfish, white meat, or cereals and about the same proportion of those with problems of
usual activity reported eating less fish and white meat. In these dimensions, the proportion
changingto eat the healthier option wastwiceaslarge. Whilstit also seemstruethat healthy people
do not necessarily eat increasing amounts of healthy foods, it appearsthat somein poorer health are
changing their diet away from healthy eating options.

19



Health and well-being in Jersey

Table 2.1: Association between the EuroQol dimensions and change in food eaten (%)

Changein M obility Self-care Usual activity Pain/ Anxiety/
food eaten discomfort depression
none [ any none any none | any none | any none | any
HEALTHIER FOODS
Fish
Less 9 12 9 9 9 12 9 11 9 13
More 23 21 23 26 23 24 23 22 22 25
* Kk ns * ns * %k %k
White meat
Less 4 11 5 11 4 11 4 8 4 9
More 30 22 29 17 30 23 29 27 28 29
*kk ns * %k %k *k*k * %k %k
Veg/fruit
Less 4 6 4 10 4 7 4 5 4 7
More 41 36 41 32 40 41 40 41 41 37
ns ns ns ns *
Cereals etc
Less 7 11 8 13 8 9 7 9 7 11
More 19 19 19 13 19 21 19 19 19 20
*kk *k Kk * ns * %k %
Organic
Less 6 9 6 6 7 6 6 9 5 11
More 13 12 13 10 13 10 13 13 13 14
ns ns ns * ok
L ow fat milk
Less 6 8 6 13 6 8 5 9 6 10
More 20 15 20 7 20 17 21 15 19 21
nS ** nS *k*k * %
LESS HEALTHY FOODS
Red meat
Less 37 39 37 39 37 41 37 39 37 39
More 5 4 4 6 4 3 4 5 4 4
ns ns ns ns ns
Processed meat
Less 42 41 42 32 42 40 42 41 42 40
More 4 3 4 2 3 4 3 4 3 4
ns * * ns ns
Biscuits etc
Less 38 39 38 35 38 38 37 40 38 36
More 8 9 8 12 8 11 8 9 8 10
ns ns ns ns *
Fried food
Less 47 51 48 30 47 50 47 49 48 46
More 4 2 4 2 4 1 4 3 3 5
*kk *kk * ns ns
Butter/Cheese
Less 22 22 22 22 23 20 22 23 22 22
More 6 4 5 0 6 5 6 5 6 6
ns ns ns ns ns
Teal/coffee
Less 12 15 13 9 13 11 12 13 13 11
More 12 7 12 8 12 8 13 9 10 17
ns ns ns ns *
W'’ ml bread 1690 | 269 1899 52 | 1693 | 274 1376 | 577 | 1561 | 387
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Less 8 8 8 10 8 8 8 9 8 10
More 19 19 19 19 18 20 19 19 18 19
ns ns ns ns ns

KEY: *** ggnificant at <.001 ** significant at p <.01 * significant a p <.05 ns — not statistically significant
Weight/fat control — Body M ass Index

Maintaining optimal body weight isakey component of well-being and away of reducing therisk
of premature death. Weight islargely determined by lifestyle factors, however, it isfatnessthat is
themain risk factor for morbidity and mortality. Thisimpliesthat itisnot necessarily one’ sweight
alonethat isthe key factor but rather one’s measure of fathess. A simpleway to estimatethisisto
calculate body mass index (BMI) from a person’s weight and height.

BMI = weight in kilograms/(height in metres)

Health in England 1998 defined obesity as abody mass index greater than 30 and ‘ overweight’ as
greater than 25 but less than 30. These are also the values adopted in this section.

Of the JHS respondents, 33% were overweight with afurther 12% classed as obese, giving atotal
of 46% who were either overweight or obesein Jersey. This compareswith 57% of respondentsin
the 1998 Guernsey Healthy Lifestyle Survey (Goddard et al, 1998) and 58% in the English health
survey. Asin England, there were highly significant differences between men and wonen. The
prevalence of obesity was slightly higher in women (13%) than in men (12%) but agreater
proportion of men (41%) were overweight than women (26%).

Therewerealso highly significant differencesby marital statusand by age. Twenty -ninepercentof
single people were overweight or obese, compared with 50% of those widowed/divorced/separated
and 52% of those ‘living asmarried’. Of thosein the youngest age group (18-29 years of age), 24%
were overweight or obese, the proportion steadily increasing with age to 59% of 60-69 year-olds,

before reducing again in the oldest age group to 46% of those aged 80 or over (Figure 2.3).
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Figure 2.3: Therelationship between age and body massindex in the JHS
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The relationship between well-being and BM1 is well documented (Henderson, 1987). For JHS
respondents, there were significant associations between BMI and all measures of health, apart
fromthoserelating to anxiety or depression. Respondentsdescribingtheir health over the past year
as ‘good’ were far lesslikely to be obese (8%) than those describing their health as ‘fairly good’
(17%) or ‘not good’ (22%). Similarly, only 8% of those reporting no long-standing illnesswere
obese, compared with 18% of those with non-limiting long-standing illness and 19% of those with
limiting long-standing illness. On each of the EuroQol dimensions of mobility, self-care, usual
activities and pain/discomfort, those reporting no problemswere much lesslikely to be obese than
those reporting any problems (a highly significant finding for all dimensions). Finally, the mean
EuroQol VAS score of those who were obese was 70, compared with a mean score of 78 for those
who were overweight and 80 for those of normal or under normal weight.

As mentioned earlier, the exception to the strong rel ationship between poorer health and obesity
concerned measures of mental health. Although those reporting symptoms of anxiety/depression
onthat EuroQol dimension and those assessed as being depressed by the GHQ-12 were more likely
to be obese, thiswas not significant. Nor were anxious or depressed respondents any morelikely to
be under or over normal weight.

A multivariate analysis was undertaken to determine the most significant relationships between
obesity and sex, age, marital status and health. The most important predictor of whether peoplein
Jersey were obese was age. Compared with those in the youngest age group, those up to the age of
60 had a much greater likelihood of being obese. Men and women between 60 and 69 years old
were almost five times more likely to be obese than 18 to 29 year-olds. Less strikingly, but
nonethel ess significant, were the greater odds of being obese of thosein ‘fairly good’ or ‘ not good’
health compared with those in ‘good health’, of those innon-limiting long -standing ilIness
compared with those with no long-standing illness and of those with problems on the EuroQol
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dimension of self-care than those with no such problems. The previously considered associations
between BM | and other measures of health wereall accounted for by other variablesintheanalysis.

Therefore, taking account of age, sex and marital status, the odds of being obese were significantly
lessfor young people whose health in the past year had been good and who had had no
long-standing iliness or problemswith self -care.

Exercise

Asthe 20" Century progressed, the proportion of the population working in sedentary jobs steadily
increased. Ontop of this, changing patternsof transport, theincreased use of labour-saving devices
and more in-home entertainment have led to ageneral decreasein levels of activity. However,
thereare many health-related benefits of physical activity, including psychological, cardiovascular,
weight control and disease prevention (Mullen et al, 1990) and the role of increased physical
activity in the promotion of good health iswell-documented (Killoran et al, 1994; DoH, 1995z,
Rainford et al, 2000).

In answer to the question asking how physically active respondents thought themselves to be, over
two thirds reported themselvesto be ‘very’ or ‘fairly’ physically active (67%) but over aquarter
(27%) assessed themselves as ‘ not very’ physically active. Within these figures, however, there
was asignificant (p < 0.001) difference between the levels of physical activity of men and women.
Of men, 73% reported themselvesto be ‘very’ or ‘fairly’ physically active compared with 61% of
women. Twice as many men as women reported that they were ‘very’ physically active (18%
compared with 9%) and twi ce as many women as men reported themselves to be ‘not at al’
physically active (8% compared with 4%).

Therewerealso significant differencesinthelevel of physical activity reported by thedifferent age
groups, most markedly so for the men (Figure 2.4).
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Figure 2.4: Percentage of respondents reporting that they were ‘very’ or ‘fairly’
physically active, by age group and sex
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As Figure 2.4 shows, more men reported themselvesto be ‘very’ or ‘fairly’ physically active than
did women, particularly in the younger age group and again at or after the age of 80. Overall,
however, the proportion reporting that they were at least fairly active remained steady acrossthe
age groups for both sexes. For men, the biggest drop came between the 18 to 29 and o |der age
groups. For women, there was an increase in the proportion reporting themselvesto be active
between the ages of 60 and 69 but then a sharp drop in the proportion at or after the age of 80.
However, people usually overestimate their level of activity in answer to this question.

In general, physical activity at the following levelsis recommended as providing a benefit to
health:

Five or more occasions per week of at |east moderateintensity activity (eg swimming, aerobics,
or cycling) lasting & least 30 minutes per occasion, or

Three or more occasions per week of vigorous intensity activity (eg playing squash or football
or circuit training) lasting at least 20 minutes per occasion.

These recommendations were agreed by an international panel of experts that examined the
scientific evidence associated with physical activity and health (Killoranet al, 1994). Lessthana
quarter of the respondents to the JHS (23%) reported that they engaged in exerciseto thisintensity.
Of these, 59% were men(compared with 48% of al respondents) and most werein the 18 to 29 age
group (31%, compared with 22% of all respondents). A greater proportion than in the population
as awhole described their health over the past year asbeing ‘good’ (68%, compared with 57% of
all respondents) and they more frequently reported no problems on each of the EuroQol dimensions
of mobility, self-care, usual activities, pain/discomfort and anxiety/depression. Those who
engaged in physical exerciseat alevel judged to be beneficial to health also rated their own health
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better than other respondents using the EuroQol VAS—their mean score was 82.8 compared with a
mean score of 76.7 for all respondents.

Health in England 1998 used three measures of physical activity in their analyses:

thosetaking part in at least moderate-intensity exercise lasting at least 30 minutes on less than
one day per week — these people were classed as ‘ sedentary’

thosetaking part in at least moderate-intensity activity lasting at least 30 minutes on five or
more days per week

those taking part in vigorous activity lasting at least 20 minutes on at |east three days per week

A comparison between the Jersey and English datais possiblefor these measures, although the JHS
asked about moderate-intensity exerciselasting 20 minutes or more, rather than 30 minutes or more
(aswas asked in the English study) and the Jersey study isrestricted to those age 18 or over
whereas the English study was of those aged 16 and over.

In 1998, in England, 31% of the population were classified as sedentary (27% men and 35%
women) — that is, they participated less than once aweek in moderate-intensity activity. In Jersey,
in 1999, the comparative proportion was similar - 32% (25% men and 33% women). However,
there was afar greater difference between the Jersey and English respondents for al other levels of
activity. Thirty-six percent of men and 24% of women in England took part in at |east
moderate-intensity activity on five or more days per week, compared with 15% of men and 15% of
women in Jersey. Seventeen percent of men and 6% of women in England took part in vigorous
physical activity lasting 20 minutes or more at least three times aweek but the comparative
proportion for Jersey respondents was only 10% of men and 2% of women.

Comparative data are not available for England on the association between individual activity and
health status. In Jersey, however, there was a strong association between individual activity and
health status, as measured in a number of different ways. Over three quarters (77%) of those
respondents describing their health over the past year asbeing ‘good’ reported that they were ‘very’
or ‘fairly’ physically active, compared with athird (34%) of those describing their health as ‘not
good’. Three quarters (74%) of those with no long -standing illness reported that they were ‘very’
or ‘fairly’ active, compared with just over a half (55%) of those with some long-standing illness
and 70% of respondents not considered to be depressed according to the GHQ- 12 assessment were
‘very’ or ‘fairly’ active, compared with 46% of depressed respondents. Figure 2.5 shows the mean
EuroQol VAS score for males and females according to their reported levels of physical activity.

Figure 2.5 highlights a steady decline in the mean EuroQol VAS score with adecrease in levels of
physical activity for both men and women. Overall, thereislittle difference between the mean

scores for men and women when considering levels of physical activity, apart from thase reporting
that they are ‘not at all’ active. Here, women have poorer self-rated health than men.
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Figure 2.5: Themean EuroQol VAS score for males and females according to reported levels
of activity
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To summarise, the majority of respondents reported that they were ‘very’ or ‘fairly’ physically
active although this varied by age, sex and marital status. However, lessthan aquarter of
respondentstook part in exercise at alevel recommended as providing a benefit to health.
Additionally, thosein poorer health, as measured in anumber of ways, tended to belessactivethan
thosein good health. While many of the reasonswhy respondentsdid not get enough exercisewere
to some extent as might be expected — health reasons, lack of time, motivation and not enjoying
physical exercise, asignificant minority (11%) of those taking little or no exercise reported alack
of confidence as areason for their inactivity.

Alcohol consumption

Both between and within communities, there are wide differencesof opinion on the desirability of
mind-altering substances. Most societies, however, have at least onedrug whichistolerated and, in
Europe and North America, it is alcohol that is the most potent psychoactive substance legally
availablewithout prescription. Thereis conflicting evidence about the relationship between
alcohol consumption and itsimpact on health but longitudinal studies suggest that the relationship
is U-shaped rather than linear. Thus, no alcohol intake appearsto be less beneficial to health than
small to moderate amounts but ahigh alcohol intakeis associated with increased rates of nutritional,
gastrointestinal, neurological, cardiovascular and cancer problems (Mullen et al, 1990).

In Britain, the White Paper, The Health of the Nation, recommended maximum weekly levels of
acohol consumption of 21 units for men and 14 units for women (DoH, 1992). Standard units
equateto ahalf apint of beer, cider or lager, asmall glass of wine, sherry or port, or asingle
measure of spirits, aperitifs or liqueurs. Subsequent guidance introduced daily benchmarks to
avoid the recommendations being interpreted as allowing *binge’ drinking (DoH, 1995b). This
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stated that consistently drinking more than three or four units on average aday for men and two or
three units aday for women, is not recommended because of the progressive health risks that this
carries.

The JHS asked respondents how frequently they consumed al cohol and how many standard drinks
were consumed on atypical day when drinking. These aspects have been analysed separately
because of the different social and health profilesof those who reported drinking alcohol frequently
and those that reported drinking a greater number of unitsin one day.

Frequentdrinking

Just over aquarter (27%) of all respondents reported drinking alcohol once a month or less often—
or never. Of these least frequent drinkers, two thirds were female, many were over 60 yearsold
and were widowed/divorced/separated, had alimiting long-standing illness and reported problems
on oneor moreof thefive EuroQol dimensions (mobility, self-care, usual activity, pain/discomfort,
anxiety/depression). Twice as many less frequent drinkers as average (13%, compared with 7% of
all respondents) described their health during the past year asbeing ‘ not good’ and their mean score
of sdlf-rated health was lower (EuroQol VAS score 70) than that of average (EuroQol VAS score

7.

By contrast, half of all respondents (50%) stated that they had a drink containing alcohol more than
once aweek, including 18% who drank alcohol five or more times aweek. Of these most frequent
drinkers, two thirds were male and more than expected were over 40 years old, were married and
described their health during the past year as being ‘good’. Therewaslittle or no difference
between the most frequent drinkers and all respondents with respect to long-standing illness,
problems on any of the five EuroQol dimensions, depression as measured by the GHQ-12, or
self-rated health using the EuroQol VAS Scale.

Heavy drinking

The frequency of drinking alcohol is associated with adifferent set of health-related dangersthan
the number of alcoholic drinks consumed in one sitting. Of those who reported ever drinking, a
fifth (20%) said that they only had one standard drink on atypical day when they were drinking. Of
these, the lightest drinkers, two thirds were female, more than expected were in the older age
groups (aged 40 or over), were widowed/divorced/separated, had along-standing illness and
reported problems on one or more of the five EuroQol dimensions (mobility, self care, usual
activity, pain/discomfort, anxiety/depression). Therewaslittle difference between the average
EuroQol VAS score of all respondents and that of the lightest drinkers, nor between the lightest
drinkers and any of the other health-related measures. Unsurprisingly, the peoplein Jersey who
drink very little alcohol when they do drink have similar characteristics to those people who never
drink or hardly drink at all.

In contrast to this, a quarter (26%) of all respondents who reported ever drinking, stated that they
consumed five or more standard drinks on atypical day that they were drinking. Of these heaviest
drinkers, two thirdswere male and more than expected were in the 18 39 year old age groups, were
single, reported no long-standing illness and stated that they had no problems on the EuroQol
dimensions of mobility, self-care, usual activities or pain/discomfort. There was little or no
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difference between the heaviest drinkers and all respondents with respect to self-reported health
during the past year, any problem on the EuroQol dimension of anxiety or depression, depression
as measured by the GHQ-12, or self-rated health using the EuroQol VAS Scale.

In order to determine the most significant predictors of heavy drinking, amultivariate analysis was
performed. The most significant variable was gender, with men being twice aslikely aswomen to
drink five or more units. The variable of next greatest significance was marital status— single
respondents were almost three times as likely to drink five or more unitsin aday than married
respondents or widowed/divorced/separated respondents. The variable of third greatest
significance was that of age, with respondents under 40 years of age being far more likely to drink
five or more unitsin one day than older age groups. The only health-related variable of
significance was that of self-rated health during the past year. Here, the odds of drinking five or
more standard units of acohol in atypical day of drinking were over one and a half times greater
for thosein ‘fairly good’ health than thosein ‘good’ health.

As can be seen, therefore, the profiles of frequent drinkers and heavy drinkersare very different.
Although both are likely to be male, frequent drinkerstend to be older, married men, whilst heavy
drinkers are more likely to be young, single men. Frequent drinkers reported more than average
problemswith anxiety or depression (as measured by theEuroQol dimension), whilst heavy
drinkers had greater odds of rating their health as‘fairly good' rather than ‘good’. Therewerefew,
if any, other significant differencesin the health-related measures.

Heavy and frequent drinking

Fewer than 5% of respondents reported having drinks containing alcohol on five or more dayseach
week and consuming five or more standard drinks on atypical day that they were drinking. Of
these, the majority were men (86%) and twice as many as average (37%, compared with18%) were
in the age 40-49 year old age group. They were more likely to report problems on the EuroQol
dimension of anxiety/depression than average (30%, compared with an average for all respondents
of 20%) and were also classed as depressed using the GHQ- 12 scale more frequently than average
(16% compared with 12%). For each of the other health measures considered, these heavy,
frequent drinkers rated their health no differently than the population as awhole.

The conventional way of measuring alcohol consumption isin mean weekly units consumed.
Calculating weekly levelstherefore all ows some comparison with other populations but it must be
borne in mind that the average number of units consumed each week is an estimate based on
categories of responses. Inthe JHS, 23% of men and 10% of women reported drinking more than
the recommended number of units per week (21 units for men and 14 units for women). The
comparative proportionsfor England in 1998 were 30% of men and 17% of women (Rainfordet al,
2000). There was a different pattern for Jersey men and women across the age groups, as Figure
2.6 shows.
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Figure 2.6: The proportion of men and women drinking mor e than the weekly recommended
units of alcohol for their sex, by age group
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As Figure 2.6 shows, most men who drink more than the weekly-recommended number of units of
alcohol were aged 40-49. By contrast, most women consuming over the weekly -recommended
limit were in the youngest age group, aged 18—29. This pattern differsfrom that of England, where
the proportions drinking over the weekly -recommended limit were in the youngest age groups for
both men and women. In both the JHS and Health Education Monitoring Study of England, the
proportions drinking more than 21 units aweek for men or 14 units aweek for women were lowest
in the older age groups.

Jersey respondents who drank over the weekly-recommended number of units described their
health over the past year little differently from their peers. Nor did they report any more, or less,
long-standing illness and were not assessed as being depressed using the GHQ- 12 scale any more
than the other respondents. They reported fewer than average problems on the EuroQol
dimensions of mobility, self-care, usual activitiesand pain/discomfort but mo re frequently reported
problems of anxiety/depression on the EuroQol measure than the population as awhole (24%
compared with 20% in the total population).

Aswell asthefrequency of drinking alcohol and the number of standard units of alcohol consumed
during atypical day’ sdrinking, the JHS asked a number of other questions about problematic

a cohol consumption relating to control over one' sdrinking and the effect of drinking on one's
day-to-day life. These questions are based on the work of the World Health Organisation (WHO)
onthe Identification and treatment of persons with harmful alcohol consumption and are known as
the AUDIT (Alcohol Use Disorders Identification Test) questionnaire.
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Over 90% of respondents stated that, during the past year, they had never:

not been able to stop drinking once they had started (90%)
failed to do what was expected of them because of their drinking (91%) or

needed an alcohalic drink in the morning to get going after a heavy drinking session (98%)
A dlightly smaller percentage of all respondents reported that during the past year they hadnever:

been unable to remember what happened the night before because they had been drinking (82%)
or

had afeeling of guilt or regret after drinking (83%).

A small proportion of respondents (9%) reported one or more aspects of problematic drinking on a
monthly or more frequent basis. The majority were men (68%) and a half were single (50%).
Almost half (47%) werein the 18-29 year old age group with afurther quarter (25%) aged 30-39.
They were less likely than average to have any problems on the EuroQol dimensions of mobhility,
self-care, usual activities or pain/discomfort but were more likely than average to have problems
with anxiety/depression (29%, compared with an average for all respondents of 20%) and were
twice aslikely to be classed as depressed using the GHQ-12 scale than average (24% compared
with 12%). For each of the other health measures considered, the respondents who reported
problematic drinking once a monthor more rated their health no differently than the population as
awhole.

The picture that emerges, therefore, isthat those reporting heavy frequent drinking, drinking over
the weekly -recommended number of units of alcohol, or problematic drinking once or more a
month have a higher than average chance of being anxious or depressed, as measured on the
EuroQol dimension and, in two out of three circumstances, were more depressed as assessed using
the GHQ-12 scale. In all other respects, these respondents rated their health no differently from
their peers and had no greater likelihood of reporting poor health over the past year, poorer
self-rated health using the EuroQol VAS scale nor agreater incidence of long-term illness.

A score of 15 or more on the AUDIT questions has been taken as an indicator of acohol
dependence. Inthe JHS, 7% of the population (9% of men and 5% of women) were found to be
a cohol dependent and this may lead to long term detrimental health consequences.

Smoking

In the developedworld, smoking isthe greatest single self-imposed risk to health and cigarette
smoking isthe main cause of diseases |eading to early death (Henderson, 1987; Rainfordet al,
2000). Both overall and for each of the smoking-related causes of death, smokers have higher
death rates than people who have never smoked. Targets to reduce adult smoking and smoking
amongst young people werelaid out in Britain in the White Paper, Smoking Kills: a white paper on
tobacco (DoH, 1998b). The White Paper also set out measures to reduce levels of smoking,
including an end to tobacco advertising and the provision of new servicesto help people who want
to give up smoking.
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In England in 1998, just under ahalf of those aged 16 or over (48%) reported that they had never or
had only occasionally smoked cigarettes and, of these, there was a slight over-representation of
women. Similarly, inthe JHS, 50% of respondents (aged 18 or over) reported that they had never
smoked or had only occasionally smoked. The 1998 Guernsey Healthy Lifestyle Survey found that
only 45% of those over 18 had never smoked, implying that smoking appears to be aslightly
smaller health problem in Jersey.

There was a greater over-representation of women who had never smoked in the JHS (63%
compared with 52% of all respondents) thaninthe UK study. More of these respondents described
their health during the past year as being ‘good’ (64% compared with 57% of all respondents)
(Figure 2.7) and they rated their own health using the EuroQol VAS scale slightly better (mean
79.2) than did all respondents (mean 76.7) (Figure 2.8). Those reporting that they had never
smoked werefar less likely than average to have any problems on the EuroQol dimension of
anxiety/depression (14% compared with an average of 20%). There was, however, little or no
differenceinthereporting of any problemson the EuroQol dimensionsof mobility, self-care, usual
activities or pain/discomfort between ‘never’ smokers and all respondents, nor were they any less
likely to be assessed asdepressed asmeasured onthe GHQ- 12 scal e or to experience long-standing
illness.

Two fifths (21%) of all respondentsin Jersey reported that they had given up smoking compared
with the figure for England of 25%. In this, men were over-represented (59% compared with 48%
of thetotal respondents), as was the case in the English study. Those who had given up smoking
were more likely to be aged between 50 and 79 than the general population. They were aso more
likely to be married — whereas 57% of the total population was married (or living asacouple), this
applied to 73% of those who used to smoke daily. The mean age when they started to smoke was
16 years. In general, exsmokers had poorer health during the past year than the population asa
whole (Figure2.7). Over ahalf of all exsmokers described their health over the past year as* good’
but this applied to 54% of those who used to smoke daily compared with 58% of the total
population. Further, 11% of those who used to smoke described their health during the past year as
‘not good’, compared with 8% of the total population. Overall, those who used to smoke were
rather more likely than average to report problems on the EuroQol dimensions of mobility,
self-care, usual activity and pain/disconfort.

Over aquarter (29%) of respondentsin the JHS were current smokers, compared with 27% of the
populationin England. Of the Jersey smokers, onein five said that they only smoked occasionally,
the remainder reporting that they smoked daily. The mean age of starting to smoke for both groups
was 16 years. The social profile of current occasional smokers and current daily smokers were
quitedifferent. The proportion of men and women who were current occasional smokerswas
similar to that of the genea population but women were over-represented in current daily smokers
(56% compared with 52% of all respondents). Current daily smokerswere over-represented in all
but the youngest and oldest (over 70 years of age) age groups but, for current occasional smokers,
thiswas the case only for those less than 40 years of age. Finally, current occasional smokerswere
more likely to be single (33%) than current daily smokers (20%) or the total population (24%).

Current occasional smokerstend to be single young people, whereas current daily smokers are
rather more similar to the Jersey population as awhole.
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The health profile of current daily and current occasional smokersisrather more complex. A
smaller proportion of current smokers described their heal th during the past year as ‘good’ (49% of
daily smokers and 53% of occasional smokers) than the population as awhole (57%) (Figure 2.7).
However, current occasional smokers reported fewer problems on the EuroQol dimensions of
mobility, usual activities and pain/discomfort than current daily smokers or the general population.
Current daily smokers reported no more problems than expected on the EuroQol dimensions of
mobility, self-care or usual activitiesbut did report problems on the dimensions of pain/discomfort
and anxiety/depression more frequently than average. They also rated their own health on the
EuroQol VAS Scale lower (mean 74) than current occasional smokers (mean 78) or the total
population (mean 77) (Figure 2.8).

The most significant factor for whether respondents smoked every day or not wastheir age. The

odds of smoking every day were far less for people over 60 years of age than for those in the
youngest age group.

Figure 2.7: Proportion of respondentsreporting ‘good’ health in past year, by smoking
status
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Figure 2.8: the Mean EuroQol VAS Scorefor respondents by smoking status
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All current smokers were asked if they would like to give up smoking and almost three quarters
(73%) responded that they would. Thisis slightly more than the 68% of smokersin the English
survey who reported that they would like to give up smoking. The only significant differencesin
the social or health profiles of the Jersey respondents who would like to stop smoking comp ared
with thosewho didn’t want to stop smoking were that those who reported problems on the EuroQol
dimensions of mobility and self-care | ess frequentlyreported that they wanted to stop smoking, and
those assessed as being depressed on the GHQ-12 scale more frequently reported that they wanted
to stop.
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Current smokers were also asked if they had made a serious attempt to stop smoking in the past
twelve months and over athird (34%) stated that this was the case. Men were significantly more
likely to hav e tried to give up smoking (and failed) than women but there were no other significant
differencesinthesocial or health profiles of those who had tried to give up smoking compared with
those who hadn’t.

Time stress

Everyone experiences stress at somepointintheir lives. Each day weareal faced with avariety of
stressors, of arangein strength, and all stressors elicit the stress response to some degree and
require that we adapt or cope. Stress, however, isnothecessarilyabad thing: acertain amount of it
may be necessary for achieving ahigh quality of life. The optimal amount of stressvariesfrom
person to person but too much stressis harmful and resultsin significant physiological changes
withinthebody. Chronic stress suppresses the immune system so diminishing the body’ s
disease-fighting capabilities and may lead to a number of disorders including cardiovascular and
gastrointestinal conditions.

Stressors can befound in awide variety of situationsand environments. Common sources of stress
includeinterpersonal relationships, work, money concerns, technology or changing health patterns.
The JHS questioned respondents about time pressure as a source of stress. Time pressure isknown
to both cause stressdirectly but can also increasethe stress brought on by other factors (Boskinet al,
1990). A seriesof ten questionsrelating to time pressure was asked in the questionnaire, including
guestions about time for work, friends and family, fun, sleep, daily accomplishments and one’s
reaction to not having enough time. Each required asimple yes/no answer and they have been
scored on aten -point scale with a score of 10 as maximum time stress (responding positively to
each of the 10 stress-related questions) and 0 asno time stress (responding negatively to each of the
10 stress-related questions). This series of questions had first been developed in the USA and was
used previously in the 1992 Canadian General Social Survey (Frederick, 1995).

Almost oneinfive (19%) of respondentsto the JHS scored 0 on thetime stress scal e, suggesting no
time pressure on them. At the other end of the scale, fewer than 10 respondents (0.5%) responded
positively to all of the 10 stress-related questions asked. However, over aquarter (26%) of
respondents did score between four and six on the scale, suggesting moderate time stress, and 12%
scored seven or more - indicating severe time stress.

The mean time stress score for all respondents was three, there being little or no significant
differences between men and women, nor between the different marital statuses. There was,
however, a difference in the mean time stress scores by age groups, as Figure 2.9 shows. The peak
highest stress score was in the age 30-39 age group, with a subsequent decline in scores with
increasing age.
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Figure 2.9: Mean time stress scores for Jersey Health Survey respondents, by age group

M ean time stress score
4

18-29 30-39 40-49 50-59 60-69 70-79 80+

Agegroup

Stress scale scores; 0 = no time stress; 10 = maximum time stress

The 12% of people suffering from extreme time stress were less likely than average to assess their
health during the past year asbeing ‘good’ (46%, compared with 57% of the total population).
They reported twice the amount of anxiety/depression on the EuroQol dimension (40%, compared
with 20% of all respondents), were more than twice as frequently assessed as being depressed on
the GHQ- 12 scale (31%) compared with all respondents (12%). In addition, those reporting severe
time stress more frequently reported limiting long-standing illness (30%, compared with 24% of
respondents as awhole).

The chances of suffering from extreme time stress were greatest for those with problems on the
EuroQol dimension of anxiety/depression: their odds of experiencing high time stress were over
two and a half times as great as those with no problems on this dimension. The odds of
experiencing severe time stress were also almost twice as great for those assessed as depressed on
the GHQ-12 scale, compared with those not assessed as being depressed. Agewasalso a
significant factor: the greatest odds of experiencing severe time pressure wasfelt by the 30-39 year
old agegroup, with their odds of being stressed in thisway over twicethat of the 18-29 year-old age
group. Finally, compared with those describing their health over the past year asbeing ‘good’,
those with ‘fairly good’ health also had greater odds of experiencing time stress.

There isacommonly held but mistaken belief that it is mainly relatively well-off people with
over-busy lives are most likely to suffer from extreme time stress. The image of time stress often
portrayed is one of the over-worked, high flying executive who workslong hours and rushes from
meeting to meeting with little time for the family or relaxation. However, the reality is often
different and Table 2.2 shows the percentage of people suffering from extreme time stress by
poverty group. Inthe JHS, people were asked" Do you think you could genuinely say that you are
poor now?” and given three options: ‘al thetime’, ‘ sometimes’ or ‘never. Thetable showsclearly
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that people who answered they were genuinely poor ‘all thetime’ were aimost four times more
likely to suffer from extreme time stress than those who were ‘ never’ poor (29% compared with
9%).

Table 2.2: Amount of time stress by poverty group

Genuinely poor No time stress [Moderatetime| Extremetime

‘now’ stress stress
(%) (%) (%)

All thetime 30 41 29

Sometimes 50 30 20

Never 68 23 9

Tota 63 25 12

Healthy lifestyles?

From the information collected on the health status of Jersey respondents and their patterns of diet
and exercise, body massindex, consumption of alcohol, smoking behaviour and stress levels, itis
possibleto build a picture of what aspects of one’ slifestyle contribute the most (or least) to good
health.

After allowing for differencesin age, sex and marital status, the lifestyle factor influencing Jersey
peoples’ health the most was the amount of exercise taken. The odds of those who were *very
physically active’ describing their health over the past year as‘good’ were 11 times greater than
those who were ‘not at all physically active’. Even those who described themselves as‘ not very
physically active' had significantly greater odds of describingtheir health asgood than those not at
al’ active—the odds here being three and a half times greater. However, it must b e stressed that
this does not mean that ill health is caused by lack of exercise. Theselarge differences are, in part,
aresult of the fact that sick people are often simply not well enough to engagein alot of physical
activity.

Thesecond greatest influence on Jersey people’ s health was that of time stress. Asthe amount of
time pressure increased, the odds of reporting good health fell significantly. Again, it seemsthat
even asmall reduction in the amount of time pressure experienced may result in significant health
benefits. Stress management techniques that involve managing the limited amount of time that
each of us has could therefore be greatly beneficial to health at an individua level and, as with
increasing the amount of activity undertaken, small changes as well as major ones will improve the
odds of an individual’s good health.

Thethird lifestyle factor significantly influencing health was that of smoking. Respondents who
never smoked were over twiceaslikely to describetheir health as‘good’ asthose who smoked ona
daily basis. There was no significantly greater odds of good health for ex-smokers over daily
smokers, nor for occasional smokers over daily smokers. Thus, the most important health message
to emerge hereis to prevent people taking up the smoking habit in the first place. Inthe JHS, the
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average age of starting to smoke was 16 and health promotion messages targeted at teenagers to
prevent this would seem to be the most beneficial to health in the long-term.

A further significant influence on describing health as good was that of body massindex.
Respondents with a BMI of less than 30 had odds of good health over 1.8 times greater than those
who were obese. This even applied for those overweight compared with those who were obese,
suggesting that even a small amount of weight lost from an obese state can result in beneficial
effectson health.

In general, asimilar pattern was found when predicting health as determined by having no
long-standing illness, no problemson any of the EuroQol dimensions or not being depressed as
assessed by the GHQ-12. The two most significant predictors of each of these health states were
time stress and physical activity; lack of time stress being the most significant predictor of having
no problems on any of the EuroQol dimensions (mobility, self-care, usua activities,
pain/discomfort and anxiety/depression) and of not being assessed as depressed by the GHQ-12,
and physical activity being the most significant predictor of having no long-standing illness.

As before, small changesin both of these predictors led to significant alterationsin each of the
health states. BMI was asignificant predictor of long-standing illnessonly. Here, the odds of
having no long -standing illness were over one and a half times greater for those of under/normal
weight and those over weight, compared with those who were obese. Never smoking (compared
with daily smoking) increased the odds of having no problems on any of the EuroQol dimensions
by asimilar proportion.

In conclusion, therefore, the Jersey Health Survey provides evidence that, when age, gender and
marital status have been adjusted for, health status is associated with the lifestyle factors of
physical exercise and pressures of time. A small increase in the amount of physical exercise
undertaken or a small reduction in the amount of time pressure could lead to significant gainsin
health, as measured in anumber of different ways. In general, it would also appear that not being
obese, having never smoked and not drinking excessive amounts of alcohol improves health.
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Section 3

The Environment and Housing

Introduction

The environment is akey influence on peopl€’ s health and the importance of good housing
conditions for maintaining health has been known since the 19™ Century. Numerous studies have
shown that poor housing can impact on both physical and mental health in detrimental ways (Hunt,
1997; Universities of Sussex and Westminster, 1996; Leather et al, 1994). In recognition of this,
thelink between health and housing has moved up the UK policy agenda. The Independent Inquiry
into Inequalities in Health (Acheson, 1998) showed that, if health inequalities are to be reduced,
housing and the environment must become key areas for policy development. The UK
Government Green Paper, Our Healthier Nation(DoH, 1998a) and the subsequent White Paper,
Saving Lives (DoH, 1999a), also recognised housing and environmental factors which affect
health.

The Jersey Health Survey (JHS) asked anumber of questions about the housing and environment of
respondents. In this chapter, we explore thesein relation to different measures of health.

Housing tenure

More men (58%) than women (52%) lived in owner-occupied housing compared with rented or
other accommaodation. In addition, agreater than average proportion of those living in
owner-occupied housing were married or widowed and over the age of 40. Typically, thoseliving
in rented accommaodation tended to be young, single people and thoseliving in ' other’
accommodation were largely married women above the age of 55.

There was asignificant association between tenure and different measures of health. Respondents
who described their health during the past year as being ‘good’ were significantly more likely to
live in owner-occupied (59%) or rented (54%) accommodation than any other kind (36%).
Similarly, agreater proportion of thoselivingin owner-occupied (59%) and rented accommodation
(67%) reported no long standing illness, compared with less than a half (42%) of thosein ‘ other’
accommodation. The mean VAS score for owner-occupiers was 76.18 whilst, for those renting
their accommodation, it was 75.81 and, for those living in other types of accommodation, it was
64.68.

No significant difference between the tenure groups was found in the reporting on the EuroQol
dimension of self-care. However, for each of the other EuroQol dimensions, there were significant
differences by the tenure of accommodation. On the dimensions of mobility, usual activities and
pain/discomfort, agreater proportion of those in rented accommodation reported no problems.
Those reporting problems the most frequently were those living in accommodation other than that
owner-occupied or rented. On the dimension of anxiety/depression, however, the pattern was
somewhat altered. Here, roughly equal proportions (19%) of those in owner-occupied housing and
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rented accommodation reported problems, compared with almost twice this proportion (36%) of
peoplein other types of accommodation. Those assessed as being depressed on the GHQ-12 scale
were more likely to livein ‘other’ types of accommodation (19%) than in rented (13%) or
owner-occupied housing (11%).

Satisfaction with housing

Respondents were asked about their own satisfaction with their accommodation and allowed to
choose whether they were ‘very satisfied’, ‘fairly satisfied’, ‘ neither satisfied or dissatisfied’,
‘dlightly dissatisfied’ or ‘very dissatisfied’. Over half (58% n=1154) of all respondents reported
that they were “very satisfied’ with their accommodation, with a further 28% saying that they were
‘fairly satisfied’. Thus, well over four fifths of respondents expressed a degree of satisfaction with
the accommodation that they lived in. Lessthan onein ten (8%) expressed dissatisfaction. There
was no significant difference between the sexesin the degree of satisfaction with accommodation
but there was a significant difference across the age groups, as Figure 3.1 illustrates.

Figure 3.1: Proportion of respondentsreporting themselvesto be ‘very satisfied’ with their
accommaodation, by age group
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Figure 3.1 shows that the proportion of respondents who were ‘very satisfied’ with their
accommodation increased with their age. Over three quarters of those aged 50 or more were ‘very
satisfied” with their accommodation, compared with approximately half or fewer of younger
respondents. At the other end of the satisfaction scale, 14% of thosein the 18-29 age group were
dissatisfied with their accommodation to some extent, compared with less than half this proportion
of those over the age of 50. Perhaps reflecting the age differencesin satisfaction with their
accommaodation, significantly fewer single respondents were very satisfied with their
accommodation (46% compared with 62% of married respondents and 62% of those
widowed/divorced/separated).
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There was some associ ation between satisfaction with accommodation and different measures of
health. Respondentswho described their health during the past year as ‘good’ were significantly

| Jesslikely to be dissatisfied with their accommodation (5% dissatisfied, compared with 10% of ~_—{ Deleted:

those describing their health as‘fairly good’ and 15% of those describing their health as‘poor’). { Inserted:

Similarly, respondents reporting no long-standing illness were also less likely to be dissatisfied
with their accommodation (6%, compared with 9% of those reporting some long-standing illness).

A more complex picture emerges when considering the EuroQol dimensions of mobility, usual
activities and pain/discomfort. Here, those respondents reporting any problems on these
dimensions were both more likely to be ‘ very satisfied’ and also more likely to be dissatisfied with
their accommodation. It seemsthat there was a broader range of experiences in these groups of
respondents than in any others.

Datafrom the JHS also provides evidence of alink between depression and dissatisfaction with
accommodation. Respondents reporting any problems on the EuroQol dimension of
anxiety/depression or assessed as being depressed onthe GHQ-12 scale, were less likely to be
‘very satisfied’ and morelikely to be dissatisfied with their accommodation than other respondents.
In both health measures, the resultswere highly statistically significant (p <.001). Thosereporting
problems of anxiety/depression on the EuroQol measure were two and a half times aslikely to
report dissatisfaction with their accommodation (15%) compared with those reporting no problems
(6%). Therewas asimilar difference between those assessed as depressed using the GHQ-12 scale
(16% of whom were dissatisfied with their accommodation) and those not depressed (7% of whom
reported dissatisfaction).

Finally, when asked to rate their own health using the EuroQol Visual Analogue Scal e (VAS),

respondents who were dissatisfied with their accommodation rated their own health less well than
those who were satisfied or neutral about their accommodation, as shown in Figure 3.2.

Figure 3.2 Mean EuroQol VAS scores for respondents, by reported satisfaction with their
accommodation

Mean EuroQol VAS score
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Respondents were also asked about the state of repair of their home and whether thiswas ‘ good’,
‘adequate’ or ‘poor’. Almost three quarters (70% n= 1394) reported that their home wasin agood
state of repair, with only 5% stating that it was in apoor state of repair. There was no significant

difference by gender but differences were apparent by age and marital status. Figure 3.3 showsthe
percent of respondents reporting that their home was in agood stateof repair, by age group.

Figure 3.3: The proportion of respondentsreporting that their home wasin a good state of
repair, by age group
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Figure 3.3 shows that it was those in the younger age groups who were the least likely to be living
in a home that they considered to bein good repair. Whereas 59% of those in the 18-29 age group
livedinahomeingood repair, thisproportionincreased to over four fifthsof thoseinthe ol dest age
groups. Directly associated with the age structure of the respond ents was their marital status and,
here again, significant differences were found in the state of repair of homes. Single respondents

reported that their home was in a good state of repair less frequently (61%) than
widowed/divorced/separated people (70%) or those who were married (74%).

There was a greater association between state of repair and different measures of health status than
there was between satisfaction with accommodation and measures of health status. Respondents
describing their health during the past year as ‘good’ were significantly more likely to livein a
home in agood state of repair (76%) than other respondents (62% of those describing their health
as ‘fairly good' and 67% of those describing their health as ‘ not good’). Correspondingly, they
weretheleast likely to livein ahomein apoor state of repair (4%, compared with 7% of those
describing their health as ‘fairly good’ and 12% of those describing their health as ‘ not good’).

The other significant associations between health and the state of repair of the home concerned
depressed respondents. Those reporting any problems on the EuroQol dimension of
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anxiety/depression or who were assessed as being depressed on the GHQ-12 scale, were
significantly lesslikely to livein ahome in agood state of repair and more likely to live in ahome
in apoor state of repair than other respondents. Both of these differences were highly statistically
significant (p < .001 for both variables). When asked to rate their own health using the EuroQol
VASscale, respondentsliving in homesin apoor state of repair rated their own health worse (mean
VAS score 66.3) than those living in homes in an adequate state of repair (mean score 77.2) or a
good state of repair (mean score 77.6).

A number of different problems with accommodation were mentioned by respondents. The most
frequently mentioned problem was that of a shortage of space, reported by a quarter (25%) of all
respondents. Fourteen percent said that there was nowhere to sit outside and gpproximately onein
ten mentioned that the accommodation was damp (11%), had inadequate heating (9%), rot in
window frames (9%) or mould (8%). Smaller percentages reported that their accommodation was
too dark (4%), had aleaking roof (3%), required them to share a bathroom or toilet (5%) or share
cooking facilities (1%). Of the 10 possible problems with accommodation, over ahalf of the
respondents (58%) had no problems at all and afew respondents had nine different problems. The
mean number of problemswas 0.88 for all respondents and this was associated with state of health.
The mean number of problemswas 0.7 for those who described their health during the past year as
‘good’; 1.0 for those who described their health as ‘fairly good’ and 1.3 for those whose health was
‘not good'.

When asked directly if their own health problems or those of anyonein their family had been made
worse by their housing situation, the majority of respondents (96%) reported that it had not. There
was no difference in this by sex or marital status but there was by age group, with thosein the
younger age groups more likely to report health problems made worse by their housing problems
(Figure 3.4). There were no respondentsin the oldest age groups who associated worsening health
problemsin anyonein their household with their housing situation.
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Figure 3.4: Percentage of respondents by age group, who reported that the health problems
of someonein their household were made wor se by their housing situation

Per cent

O L N w d 01 O N ©

1829 30-39 40-49 50-59 60-69 70-79 80+
Agegroup

In general, the pattern was that those in better health, as measured in avariety of ways, werethe
least likely to report that they, or anyonein their household, had any health problems made worse
by their housing situation. Only 2% of those describing their heal th over the past year as‘ good’
reported such problems, compared with 6% of those describing their health as‘fairly good’ and 6%
of those reporting it as ‘ not good’. Of those reporting no long-standing illness, only 3% said that
the health problems of anyone in their household had been made worse by their housing situation,
compared with 5% of those with some long-standing iliness. The only EuroQol dimensionswhere
there were any significant differences between those with and without problems were those of
pain/discomfort and anxiety/depression but the pattern remained the same. Those reporting any
problems with pain/discomfort or anxiety/depression were significantly morelikely to report that
the health problem of anyone in their household was made worse by their housing situation, than
those reporting no problems.

Similarly, those assessed as depressed using the GHQ-12 were also more likely to report that their
housing situation affected the health of someone in their household. Overall, the mean EuroQol
VAS score for those who said that the health problem of anyonein their household was affected by
their housing situation was 66.9, compared with a mean score of 77.4 for those who said that it was
not.

Neighbour hood

The JHS asked a number of questions about the neighbourhoods in which people lived. When
asked how satisfied they were with the areaas aplaceto live, over half of al respondents (56%)
stated that they were ‘very satisfied’, with afurther third (33%) saying that they were ‘fairly
satisfied’. Just 4% of respondents (n = 79) were either ‘fairly dissatisfied’ or ‘very dissatisfied'.
Therewas no significant difference between men and women in satisfactionin their neighbourhood
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but there was by marital status and age. Single people were considerably lesslikely to be ‘very
satisfied” with the areain which they lived than (46%) than those who were
widowed/divorced/separated (57%) or living as a couple (60%) (p < .001). Further, the proportion
of respondents who reported being ‘very satisfied’ with the areain which they lived increased with
age up to the eldest age group - when it dropped slightly (Figure 3.5).

Figure 3.5: Proportion of respondentsreporting themselvesto be ‘very satisfied’ with the
area in which they live, by age group
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Therewas someassoci ation between sati sfaction with the nei ghbourhood and different measures of
health. Of those describing their health in the past year as ‘good’, 60% were ‘very satisfied’ with
the areain which they lived, as were 57% of those who described their health as ‘not good’. By
contrast, only a half (50%) of those who said that their health had been ‘fairly good’ were very
satisfied (p < .01). There were no significant differences in satisfaction where the respondent
reported along-standing iliness. A clue to the reason for this pattern may lie in the reporting of
problems on the EuroQol dimensions. Respondents reporting problems of self care were
significantly more likely to be satisfied with the areain which they lived (73%) than were those
with no problems with caring for themselves (56%). However, those reporting problems of
anxiety/depression were significantly lesslikely to be very satisfied (44%) than those reporting no
problems. Thus, it appears that those in poor physical health and requiring help with personal care
were generally very satisfied with the areain which they lived but those in better physical health
but poorer mental health were far less satisfied with their area.

The significant association between p oor mental health and lack of satisfaction with the
neighbourhood was borne out by analysis of the GHQ-12 scores. Fewer than half (46%) of those
assessed as depressed using the GHQ-12 were very satisfied with the areain which they lived,
compared with over a half (58%) of those assessed as not depressed (p < .001).

An indication to possible reasons for dissatisfaction with the neighbourhood can be found by

exploring the list of possible problems in their neighbourhood that respondents were asked to
consider. Respondentswere asked if they had experienced any of 19 possible problems during the
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past year. The problemsthat they were asked to consider ranged from noise, pollution, burglaries,
nuisances and unsafe aspects of the environment through to violence or abuse. A third of
respondents (33%) reported no such problems during the past year and afurther fifth (21%)
reported just one problem. However, onein ten respondents (11%) reported that they had
experienced five or more problemsin the past year and the maximum number of problems
experienced was 12. The number of problems experienced did not differ between men and women
but couples and single people reported more problems than those who were
widowed/divorced/separated (p < .01). In addition, the proportion reporting three or more
problems decreased with age (p < .001) with 37% of those aged 18-29 and 41% of those aged 30-39
experiencing three or more problemsin the past year, compared with 15% of thosein the oldest age

group.

The number of neéghbourhood problems experienced in the past year was also associated with
some aspects of health. Over athird (36%) of those who described their health in the past year as
not good' had experienced three or more problems in their neighbourhood, compared with 34% of
those who described their health as ‘fairly good’ and 26% of those who described their health as
good’ (p<.001). Significantly, it wasthose reporting mental health problemswho most frequently
stated that they had experienced three or more problemsin their neighbourhood in the past year.
Thiswas the case for 40% of those reporting anxiety/depression on the EuroQol dimension
(compared with 27% of those with no anxiety/depression) (p < .001) and for 44% of those assessed
asdepressed using the GHQ-12, compared with 28% of those not depressed

(p <.001). Therewas no difference in the number of neighbourhood problems experienced
according to whether a respondent had a long-standing illness or not.

Figure 3.6 shows the frequency of reporting of each of the neighbourhood problems. Most
frequently reported was that of traffic noise (43%) followed by litter (33%), dog mess (32%), cars
on the pavement (30%) and noisy neighbours (27%).

Figure 3.6: Percentage of respondentsreporting each of the different possible problems with
their neighbourhood
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Services

An important aspect of satisfaction with the environment, which might impact on health, isthe
degree of ease of accessto local facilities. The JHS asked all respondents how easy it would befor
them to get to different servicesif they wanted to. Nineteen different services were specified, and
Figure 3.7 shows the proportion of respondents who reported that it was ‘ very easy’ to get to each
of them. About three quarters of all respondentsreportedthat it was‘ very easy’ to get to the corner
shop or petrol station and two to three-fifths of respondents reported that it would be ‘ very easy’ to
access each of theremaining facilities.

Figure 3.7: Percentage of respondentsreporting that it was ‘very easy’ to get to different
services
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There were significant differencesin the ease of accessto these facilities by health status. The
facility that was reportedly ‘very easy’ to get to by the largest proportion of respondents was the
comer shop. However, the mean EuroQol VA Sscore of thosewho found it ‘ very easy’ to get there
was 79, compared with amean VAS score of 63 for those who found it difficult (‘fairly difficult’ or
‘very difficult’) to get there. Similarly, those who reported their health during the past year to be
‘good’ were significantly more likely to be able to get to the corner shop very easily (79%) than
thosewho reported their heal th during the past year to be‘ not good’ (64%) (p <.001), aswerethose
with no long -standing illness (79%) or a non-limiting long -standing illness (79%) rather than a
limiting long-standing ilIness (66%) (p < .001).

Respondents who had a problem on any of the EuroQol dimensions were also significantly less
likely to be able to get to the corner shop very easily (Table 3.1).
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A similar picture was found when examining facilities that were ‘ very easy’ to get to by asmaller
proportion of respondents. The service that was reportedly ‘very easy’ to get to by the smallest
proportion of respondents was evening classes. Here, the mean EuroQol VAS score of those who
found it ‘very easy’ to get there was 81, compared with amean VAS score of 68 for those who
found it difficult (‘fairly difficult’ or ‘very difficult’) to get there. Again, those who reported their
health during the past year to be ‘good’ were significantly more likely to be able to get to evening
classesvery easily (52%) than those who reported their health during the past year to be * not good’
(33%) (p <.001), as were those withno long-standing illness (50%) or anon -limiting long-standing
illness (48%) rather than alimiting long -standing illness (36%) (p < .001). Further, respondents
who had a problem on any of the EuroQol dimensionswere also significantly lesslikely to be able
to get to evening classes very easily (Table 3.2).

Table 3.1: Respondents stating that it was ‘very easy’ to get to the corner shop, by each
EuroQoal dimension

EuroQol dimension No problem Any problem Significance of difference
(%) (%)
Mobility 78 60 <.001
Self-care 77 38 <.001
Usual activities 78 64 <.001
Pain/discomfort 78 69 <.001
Anxiety/depression 77 68 <.001

Table 3.2: Respondents stating that it was ‘very easy’ to get to evening classes, by each
EuroQol dimension

EuroQol dimension No problem Any problem Significance of difference
(%) (%)
Mobility 48 28 <.001
Self-care 47 21 <.001
Usual activities 48 32 <.001
Pain/discomfort 48 39 <.001
Anxiety/depression 48 37 <.001

Families were additionally asked how easy it wasto get to anumber of relevant facilities for them.
All families with children were asked about getting child care and to safe play facilities and
families with school aged children were questioned about getting to after-school clubs and youth
clubs and about public transport to school. Far smaller percentages found these ‘very easy’ to get
to than did adults getting accessto local facilities. Thus, only two-fifths found public transport to
school (42%) or safeplay facilities (40%) ‘ very easy’ to get to, the proportions dropping to 36% for
youth clubs, 24% for child care and 20% for after-school clubs. Correspondingly, agreater
proportion of familiesreported that thesefacilitiesweredifficult to get to (either ‘fairly difficult’ or
‘very difficult’). When these responses were analysed by different measures of health status, a
similar picture emerged — it was those in poorer health who tended to find it difficult to get to the
facilities. Table 3.3 summarises these details, showing the percentage of respondents who found it
difficult to get to each of thefacilities, by different measures of health.
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Table 3.3: Percentage of families who found it difficult to get to each of the facilities, by
different measures of health

Health measures Safe play Child care After-school Youth clubs Public
facilities clubs transport to
school

Health in past year
Good 9 29 23 15 19
Fairly good 20 37 37 28 20
Not good 34 43 a4 32 19
Sgnificance < .001 < .01 < .01 < .01 > .05
GHQ-12score
Not depressed 13 30 27 18 19
Depressed 16 40 34 30 20
Sgnificance < .01 < .001 > .05 > .05 < .01
Long-standing illness
None 12 31 28 19 17
Non-limiting 14 24 24 22 18
Limiting 20 37 31 23 23
Sgnificance > .05 > .05 > .05 > .05 > .05
Any problem on ay
EuroQol dimension
No problems 11 32 26 17 19
Any problem 18 32 31 25 20
Sgnificance > .05 > .05 > .05 > .05 > .05
Mean VAS score
If very easy to get to 80 78 78 78 80
If difficult to get to 74 77 78 77 81

As Table 3.3 shows, there were significant differencesin the ease of getting to different facilities
for families, when assessed on health in the past year and the GHQ-12 score for depression. More
people, who reported poorer health in the past year, found it difficult to get to safe play facilities,
child care, after-school clubs or youth clubs. More people, who were assessed as depressed on the
GHQ-12 scale, found it difficult to get to safe play facilities, child care and public transport to
school. There were no significant differencesin the ease of getting to different facilities for
families, when assessed on long-standing illness, any problems on any of the EuroQol dimensions
or self-rated health as measured on the EuroQol VAS. Nevertheless, these findings are important
for a number of reasons.

Firstly, it suggeststhat, in general, familiesfind it more difficult to get to facilitiesfor their children
than do adultswith regard to general facilities. Over ahalf of all adultsfoundit ‘very easy’ to get to
most facilities, whereas the proportion fell to less than two fifths for familiesfinding it ‘very easy’
to get accessto facilities for their children. Secondly, it suggests that the health of adultsis
associated with the ability of familiesto get facilities for their children. This may work in one of
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two ways. parents already in poor health might find it more difficult to get to child care facilities
than parentsin comparatively better health. Alternatively, the lack of accessto child care facilities
might itself impact on parental health causing it to deteriorate. Poorer self-rated health over the
past year and increased depression, as measured by the GHQ- 12 questionnaire, were associated
with difficulties with getting to facilities for children. Both accessto safe play facilities and child
care were significant problems for those with less than good health over the past year or those
suffering from depression. Finally, approximately athird (32%) of all families with children
considered it difficult (‘fairly difficult’ or ‘very difficult’) to get to child care and 29% had
difficulty getting to after-school clubs. These were by far the largest proportions of respondents
who had difficulty getting to any facility. Thus, it would seem that these are two key areas where
improvements to ease of access should be considered.

Transport

Respondents to the JHS were asked about their use of public and private transport. Over three
quarters (78%) of respondents said that public transport was available when theyneeded it but over
ahalf (55%) never did so. Only asmall minority (15%) had no personal use of acar or van. Thus,
it seems that private transport was the preferred means of travel even though public transport was
available to most people.

There were, however, significant differences by gender, age, marital status and different measures
of health. Public transport was available when needed for more women than men (p < .05), for
younger people rather than for older people (p < .01) and for people with no problemson the
EuroQol dimension of anxiety/depression rather than those with some problems (p < .01).
However, public transport was actually used by more women than men (p < .001), by
widowed/divorced/separated or single people rather than married people (p < .001) and by thosein
theyoungest (age 18-29) age group or those aged 60 or over rather than the middle-aged (p < .001).
It was al so used by more people who described their health during the past year as ‘fairly good’
than it was by people who described their health as‘ good’ or ‘not good’ (p < .05).

There was awider range of differences regarding personal use of acar or van. Better accessto a
vehiclewas enjoyed by men (p <.001), respondentsliving asacouple (p < .001) and those between
the ages of 30 and 60 (p < .001). Those who described their health during the past year as ‘ good’
were more likely to have personal use of acar or van than other respondents (p < .001) aswere
those who reported no problems on the EuroQol dimensions of mobility, self-care or usual
activities rather than some problems (Table 3.4). The mean EuroQol VAS score for those with
personal use of acar or van was 78, compared with amean score of 69 for those who did not have
such access.

Table 3.4: Respondents who have personal use of a car or van, by the five EuroQoal dimensions

EuroQoal dimension No problem Any problem Significance of
(%) (%) difference
Mobility 86 74 <.001
Self-care & 70 <.01
Usual activities 86 77 <.001
Pain/discomfort 86 82 > .05
Anxiety/depression & 82 > .05
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Accommodation and neighbour hood

Almost ahalf of al respondents (45%) were‘ very satisfied’ with both their accommodation and the
areain which they lived. Whilst just 2% (n = 42) were dissatisfied with both, approximately four
times this many (9%, n = 190) were dissatisfied with either their accommodationor their
environment. Because of this, we undertook alogistic regression exercise to ascertain whether the
health of those who were *very satisfied” with both their accommodation and their environment
was significantly better than that of other respondents, when gender, marital status and age were
held constant. We found thisto be the case on only two of the health measures examined.

Firstly, respondents reporting ‘fairly good' health over the past year were significantly lesslikely

than those reporting ‘good’ health to be very satisfied with both their accommodationand the area
inwhichthey lived. Theoddswere0.7: 1 (p<.01). Therewas, however, no significant difference
in the satisfaction of thosereporting ‘ not good’ health compared with those reporting ‘ good’ health.

Secondly, the odds (of being very satisfied with both one’ s accommodationand environment) of
respondents reporting problems on the EuroQol dimension of anxiety or depression were only half
those of respondents with no problems on thisdimension (0.5: 1) (p <.001). Thedirection of
association here, however, is unknown. It may bethat living in unsatisfactory accommodation or
surroundings precipitates anxiety or depression or it may be that those who are already anxious or
depressed moveinto less satisfactory housing or neighbourhoods. All wecan noteisthesignificant
association between dissatisfaction with one’s home and environment and mental health problems.
Aspects that have been found to be likely to contribute to this are dissatisfaction with one’s
accommaodation, one’ shome being in apoorer state of repair, the health of someonein the
household being made worse by their housing situation, dissatisfaction with the areain which one
isliving, difficult accessto arange of facilities and public transport not being available when
needed.

Conclusions

The mgjority of respondents are happy with their accommodation

The majority of respondents live in ahome in agood state of repair

The majority of respondents are satisfied with the areain which they live

Over ahalf of all adults found access to awide range of facilities very easy

Only aquarter of families found accessto key facilitiesto be very easy

Over three quarters of respondents said that public transport was available when needed
Over half of respondents did not use public transport

The mgjority of respondents had personal use of acar or van

50



Health and well-being in Jersey

Section 4
Social Capital

Introduction

Theimportance of socia factorsto healthis, perhaps, lessimmediately obviousthan that of factors
such aslifestyleor environment. Inrecent years, theterm social capital hasincreasingly been used
in public health research and policy spheres (Mutaner et al, 2000) although there are differences of
opinion about its meaning and importance to the health of individuals. Social capital has been
described as “...the social, collective, economic and cultural resources available to a family,
neighbourhood or community’ (Cooper et al, 1999). However, thisisavery broad range of factors
and the Jersey Health Survey (JHS) focused specifically on the following:

the nature and extent of social networks

the availability of informal sources of support and help
levels of activity in community organisations

accessto and use of arange of health and welfare services

and
the relationship between the above and the physical and mental health of respondents

Thisanalysis enables usto identify how much contact respondents have with families, friends and
neighbours, how much help and support they are able to call on in arange of circumstances and
how actively involved they arein community life. In short, it enables usto gain a clearer picture of
family and socidl life. There are also areas of overlap between social factors and those covered in
other sections of this report and the analyses provided in other sections are, of course, also highly
relevant to developing this picture. For example, in Section 3, on The Environment and Housing,
there is evidence of respondents’ ease of accessto arange of facilities and measures of their levels
of satisfaction with the neighbourhood they livein.

More difficult to measure accurately ist he nature of the relationship between such factors and
people shealth. However, it isa so important to bear in mind that the health of acommunity, such
as Jersey, is more than simply the sum of the health of individuals. The links between levels of
social inclusion and exclusion are increasingly recognised as important factorsin public health and
thereisincreasing reference to these in policy documents. For example, the UK Health
Development Agency has set up a Social Action Research Project to dev elop and evaluate models
of community participation with the aim of improving health and reducing inequalitiesin health.
The Jersey Health Promotion Strategy document statesthat ‘ to strengthen community participation
and action’ is one of its major challenges (Jersey Health Promotion Unit, 1998).

Information about the strengths and weaknesses of social and community ties provide useful data

about the quality of life enjoyed by Jersey peoplethat can be used in planning and policy-making.
For some, health and welfare services provide a necessary substitute for informal networks when
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help is needed. For others, such services complement informal networks of support. The analysis
in this section provides details of this complex web of contact, support, help and activity.

Family and social networks

Respondents were asked how many members of their family (including all relatives) aged over and
under the age of 18 were still living. These two questions give an indication of the extent of
people’sfamily ngworks. Responsesindicate that the majority of Jersey residents have extensive
family networks, with 43% having 10 or more, 40% having five to nine members and 17% having
zero to four family members till living. These figures do not, of course, provide any indication of
levels of proximity between family members.

The preliminary household survey carried out in Jersey provides data on the numbers of people
living inindividual households, including all members of households- not just family members.
The results show that the most common household size istwo people (31%), followed by one
person (22%) and three people (20%). Only 2% of the households have more than five people
living inthem. The size of people’sfamily networksis, therefore, not reflected in their household
composition. It should not be inferred from this that family ties are loose, however, since
co-residenceisnot a pre-requisite of robust family networks.

Family networks and health

The relationship between family networks andindividuals' health is complex and should not be
understood asacausal link. Theresults suggest that larger family groups are associated with better
health. Responseswere grouped according to the size of their family networks cross-tabulated with
self-reported health. The results suggest that those with small family groups (0-4) are less likely to
report good health than are those with mediumsized (5-9) or large family groups (10 or more).
Theoverall pictureisgivenin Figure4.1.

Figure 4.1. Size of extended family (grouped) by
percentage self reported health status
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Figure 4.1 shows amixed picture. Of those who report their health as ‘good’, most have larger
extended family networks. Conversely, alarger percentage of those who describe their health as
‘not good’ have smaller extended families, although those with families of five to nine members
make up the largest percentage of this group.

Figure 4.2. Size of household by self reported health status
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Figure 4.2 shows that in the largest household category of sixplus, the percentages reporting
‘good’, ‘fairly good’ and ‘not good' health are evenly spread. Within household categories of three,
four and five people, thereis ahigher percentage reporting ‘good’ health, whilst within single
person and two person household category fewer people report being in ‘good’ health.

Frequency of social contact

Taking theanalysisbeyond size and proximity, an examination of thefrequency of contact between
people provides further information about the nature of family and social networks. Respondents
were asked to identify how frequently they had contact with members of the family, friends or
neighbours.

Frequency of contact with family

Jersey respondents had, on average, frequent contacts with their family, with 83% of respondents
reporting at least weekly contact with arelative (45% had daily contact). However, the frequency
of regular contact with family on Jersey islessthan in Britain, where 91% of people have at |east
weekly contact with family members and 59% have daily contact (Gordon et al, 2000). Less than
5% of peoplein Jersey reported having contact with a family member yearly or less (the
comparablefigure for Britainis 1% of people). Therefore, although the overwhelming majority of
people on Jersey have regular contact with family members, this contact is less frequent than for
peoplein Britain. Thisis probably aresult of living an ‘island life’ rather than choice since family
members of Jersey people may be living in other countries thereby making frequent contact more
difficult.
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Frequency of contact with neighbours and friends

Contact with friends is also frequent for the majority, with 31% of respondents having daily and
84% weekly contact with friends. Only 2% reported having contact with friends yearly or less. A
somewhat different picture emerges of contact with neighbours. Only 21% of respondents had
daily contact with neighbours, 65% weekly and 17% yearly or less. Combining the figures for
friends and neighbours, over 92% of respondents have at least weekly contact with friends or
neighbours. Thisissimilar to peoplein Britain in 1999 (Gordon et al, 2000) where 92% have at
least weekly contact with friends (including neighbours and work colleagues who are friends).
Therefore, although peoplein Jersey may have less regular contact with their families than people
in Britain they seetheir friends just as frequently as people in Britain do.

Figure 4.3: Frequency of contact with family and
friends/neighbours
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Figure 4.3 compares the frequency of family contact with that of friends and neighbours. This
illustrates the pattern of contact in each category expressed as a percentage of the whole cohort.
Whilst daily contact with family was most frequently reported, contact with friends was more
likely to be on aweekly basis. Very few (1%) had only yearly contact with friends.

Frequency of family contact and health

Table 4.1 shows the relationship between frequency of family contact and self-reported health.
Those with daily contact with family members are more likely to describe their health as * good’
than are those with monthly or yearly contact. Of those who reported daily contact with their
family, 62% described their health as ‘good’ with afurther 32% describing their health as ‘fairly
good'. Conversely, those with monthly or yearly contact are more likely to describe their health as
‘not good’ compared with those with daily contact. Seventeen percent of those who reported
yearly or lesscontact with their family described their health as‘not good'. Theresultssuggest that
more frequent contact with family is associated with better health.
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Table4.1: Frequency of family contact and health status

Frequency of Health status
family contact

Good Fairly good Not good Total

% % % %

Daily 62 32 6 100
Weekly 56 37 8 100
Monthly 48 13 9 100
Yearly or less 49 A 17 100
Total 57 b 8 100

Figure4.4: Health status by frequency of contact

Figure 4.4 Percentage frequency of family contact x self reported health status
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In general, those who have more frequent contact with their families have fewer problems with
health. Levelsof health are roughly comparable between those who have weekly and those who
have monthly contact. The health of those in yearly contact are significantly worse than those who
areindaily contact with their families. Health status, as measured by the EuroQol dimensions
(pain/discomfort, anxiety/depression, mobility, performance of usual activities, self-care) show a
similar relationship with frequency of contact with family and friends.

An important consideration is the frequency of family contact of those who describe their health as
‘poor’. Figure4.5 illustrates the pattern of contact with families of those who are either anxious or
depressed or have pain or discomfort. Taking the two most frequently reported health problemsin
the survey, pain/discomfort (30%) and anxiety/depression (22%), it is clear that, in both cases,
family contact is frequent and regular for the majority. Of those who report pain and discomfort,
40% have daily and 80% at |east weekly contact with their family, whilst 15% have only monthly
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and 5% yearly contact. Of those who are rated as anxious or depressed in the EuroQol dimension,
43% have daily contact with their families but 75% have at |east weekly contact. Theseresultsare
shownin Figure 4.5.

Figure 4.5: Frequency of family contact of
those reporting pain/discomfort or anxiety
depression
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Whilst these are high levels of contact overall, it should be noted that 20% of those who suffer pain

and discomfort and 24% of those who are anxious or depressed have only monthly or yearly
contact with their families.

Contact with friends/neighbours and health
The results demonstrate that more frequent contact with friendsis similarly associated with good
health. Of those who report daily contact with friends, only 5% describe their health as ‘ not good’

compared with 22% of those who have only yearly contact. The relationship between contact with
friends and self-assessed health status is shown in Figure 4.6.
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Figure 4.6: frequency of contact with friends by health
status
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Whilst weekly contact remains the most common, this figure indicates an inverse relationship
between levels of health and frequency of contact with friends. Lessfrequent contactismorelikely
where health is poor.

Of the 20% of the sample that reported anxiety/depression using the EuroQol measure, 23% saw
friends daily and 52% weekly. However, 25% saw friends only monthly or yearly. Similarly,
taking the 30% of people that reported experiencing moderate or extreme pain or discomfort, 23%
of these saw friends on adaily basis and 56% on aweekly basis whilst 21% saw friends only
monthly or yearly.

Theoverall picture of social contactsistherefore healthy, inthat most people havefamily or friends
in frequent and regular contact. However, thosein poorer health are less likely to have frequent
contact with their friends. Specifically, of those that experience pain/discomfort or
anxiety/depression, almost a quarter has only monthly or yearly contact with family and a quarter
has monthly or yearly contact with friends. This suggeststhat there are an appreciable number of
peoplein poor health in Jersey who are socially isolated.

Support from others when needed

Frequency of contact is an important measure of social support but the survey aso attempted to
identify the typeof support available to respondentsin particular situations. One indicator of the
existence of functioning socia relationships and networksis the amount of practical and emotional
support potentially available to individualsin times of need (Gordon etal, 2000). Respondents

were presented with six hypothetical instances:

Help around the home if you areill in bed
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Needing advice about an important changein your life
Being upset and wanting to talk to someone

Needing someone to look after children

Needing someone to look after an elderly person
Needing someone to look after a disabled adult.

They were asked how much support they would get if they needed it. For the first three instances
(helpif sick in bed, advice or support when upset), less than a quarter reported that such support
was notneeded. However, inthelast threeinstances regarding support with caring responsibilities,
the vast mgjority of respondents did report that such support was not needed: support with care of
children (69%), elderly people (86%) or disabled adults (87%).

Figure 4.7 shows the extent of support available to those who said they might have need in the
instancespresented.

Figure 4.7: Practical and emotional support available in
hypothetical situations
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The responses show that most respondents, who express aneed, are able to call on sources of
support - either alot or some. |If the categories ‘alot’ and ‘some’ are combined, 66 % say they
would get support if they were upset and needed someoneto talk to, 60% say that they would be
ableto get help around the home if they wereill whilst 59% say they would get support if they
needed advice on an important change in their lives.

Of those that report a need for support with caring for achild or an elderly or disabled person, is
noteworthy that help with child-care is most readily available. Two thirds of those with child-care
responsihilities reported that they would get support if needed. The 14% of respondents that
referred to their need for support with caring for adisabled or elderly relative were almost equally
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divided between those who considered that they would get ‘alot’ or ‘some’ support and those who
said they would get ‘ not much’ or ‘none’.

Table 4.2 compares the potential support for Jersey respondents and British respondentsin 1999
who indicated that they might need some help in three hypothetical situations.

Table 4.2: Proportion of respondents having potential support in three hypothetical

situations
Type of support Not much/none A lot/some
(%) (%)
Jersey Britain Jersey Britain
Advice 23 13 77 87
Home help during an illness 21 11 79 89
Talking to if depressed/upset 20 9 80 91

There appear to be large differencesin the levels of potential support between Britain and Jersey,
with twice as many respondents in Jersey having ‘none’ or ‘not much’ support. However, these
results need to beinterpreted with some caution asthe question wording in the JHS and thePoverty
and Social Exclusion Survey of Britain (PSE) were somewhat different. In particular, inthe JHS,
respondents had the option of stating that help was not needed and this may in part explain the
differencein the results.

A number of factors need to be taken into consideration. Respondents were asked to envisage
situations where they might need support. The results therefore reflect the kind of support people
feel ableto call upon and what demandsthey might bewilling to place on family and friends, rather
than ameasure of actual support given.

In addition, it should be borne in mind that thereis a qualitative difference between asking for
support at timesof individual crisis(asin thefirst threeinstances) and help over thelonger term (as
in the last three instances). Research has shown consistently over the past twenty yearsthat carers
of disabled adults are unlikely to receive ongoing support, although they might be able to call on
friends or extended family for oneoff support such asgardening or providing transport (Parker and
Lawton, 1994). Researchon carers has also demonstrated that many find their social networks are
much reduced by their caring responsibilities (Twigg and Atkin, 1994). The implication of this
finding isthat support for carers of disabled and elderly relativesisnot uniformly available within
people’ sown family and social networks.

Social support and health status
The relationship between levels of support and health status has been analysed through

cross-tabul ation of responses to the question on sources of support and tothe questions on
particul ar aspects of health status. Thisenables analysis of the support available to those who
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might be assumed to have greater need. For example, those who report their health as ‘ not good’
are more likely to need help around the house if they arein bed. Similarly, those who are anxious
or depressed are more likely to need someone to talk to. These results are shown below in Tables
4.3104.6.

Table 4.3: Extent of help around the house if sick in bed by health status

Health status
Extent of hel p

Good Fairly good Not good

(%) (%) (%)
A lot/some 60 62 57
Not much/none 11 22 31
Not needed 29 16 12
Total 100 100 100

Table4.3 showsthat, where respondents envisage an instance of being sick in bed and needing help
around the house, those in good health are more able to draw on sources of support than those who
are not in good health. Nearly one third of those currently not in good health say they would
receive little or no help in this situation. Again, this may reflect peopl€’ s expectations of what they
can demand of their friends and extended family. Those in poorer health may feel less able to ask
for support because their need is ongoing rather than sporadic.

A similar analysis can be made of the levels of support for those who are anxious/depressed (in the
EuroQol dimension) when they are upset and need to talk to someone. Thisisshownin Table 4.4.

Table 4.4; Extent of support when upset and needing someone to talk to by
anxiety/depression measure (EuroQol dimension)

Level of Anxiety/depression
support
Not anxious/ Moderately Extremely
depr essed anxious/ anxious/
depressed depressed
(%) (%) (%)
A lot/some 66 62 61
Not much/none 14 30 32
Not needed 20 8 7
Total 100 100 100
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Levelsof support for thosew ho are upset and need someoneto talk to reduce withincreasing levels
of anxiety/depression, as measured on the EuroQol dimension. Conversely, the more
anxious/depressed someoneis, the lesslikely it is that they would get alot or some support.

Another exampleisthelevel of support in caring for an elderly person cross-tabulated by the health
status of the carer. Thisisshown in Table 4.5, where the figures for those who reported no need
have been disregarded.

Table 4.5: Help with the care of an elderly person by self-reported health status of

respondent
Level of support Health status
Good Fairly good Not good
(%) (%) (%)
A lot/some 56 46 29
Not much/none 44 54 71
Total 100 100 100

Table 4.5 shows that half of those respondents who expressed a need for help with caring for an
elderly relativereport that they would be ableto get such help, asindicated previously. However, it
also demonstrates that those in poorer health are lesslikely to get such help than those in good
health. Thisreinforcesthe need to take account of the needs of carersfor support from health and

socia care agencies, since carersin poorer health are lesslikely to be able to call on informal
sources of support.

Table 4.6 showsthe levels of support available to those with child care responsibilities
cross-tabulated with health status.

Table 4.6: Help with care of children by self-reported health status of respondent

Level of support Health status
Good Fairly good Not good
(%) (%) (%)
A lot/some 72 57 50
Not much/none 28 43 50
Total 100 100 100

Table 4.6 shows, again, how levels of support decline as the health status of respondents worsens.
Although two-thirds of respondents who express a need for help are ableto get it, thishelpis
unevenly distributed between groups with varying health status.
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Social and community activities

Respondents were asked: ‘ Do you regularly take part in activities with any of the following groups
or types of organisations?” The aim of this question was to identify how actively involved Jersey
residentsareintheir local community life. Respondentswere asked totick all boxesthat applied to
them. The scoresfor each box are shown in Table 4.7 which al so give some comparative figures
collected for The Poverty and Social Exclusion Survey of Britainin 1999 (Gordon et al, 2000)

Table4.7: Current activitiesand involvement in civic organisations

Jersey Britain
Type of group (%) (%)
Sportsor leisure clubs 26 18
Church 13 12
Voluntary organisation 12 8
School 11 6
Social club 10 10
Adult education 8
Parish 6
Y outh club 3
Environmental interest group 2 3
Trades Union 1 10
Political party 2
Tenants associations 1 9
Other 5 11
None of the above 413 41

Over half the respondents to the JHS (57%) are actively engaged with community organisations,
with by far the most frequent activity being the use of sports or |eisure clubs which aquarter of the
population use. In both Jersey and Britain in 1999, just over two fifths of the population did not
participatein any civic organisation, however, the pattern of activity showed interesting differences.
Thereis comparatively much greater involvement with trades unions, tenants associations and
political partiesin Britain thanin Jersey. Conversely, in Jersey thereis greater involvement in
sportsand leisure, schools and voluntary organisations.

Good health is associated with activity in community organisations but there is no evidence that
good health isan effect of such activity. Indeed, one explanaion for the associationisthat itis
more difficult for those in poorer health to be active in community organisations. Of those who
describe their health as ‘ poor’, 64% are active innoneof the listed organisations compared 38% of
those who describetheir health as being ‘good’ and 47% of those who describe their health as
‘fairly good’. Of thosewho describetheir health as*‘ not good’, 36% are activein at | east one of the
listed organisations. This compares with aimost 63% of those who describe their health as ‘ good’
and 52% of those who describe their health as ‘fairly good’. Thisisshownin Table 4.8 below.
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Table 4.8: Involvement in number of community activities by health status

Number of Health status Total
activities
Good Fairly good Not good

(%) (%) (%) (%)
None 38 48 64 43
1 35 29 24 32
2+ 28 23 12 25
Total 100 100 100 100

However, the differencein levels of activity calculated by other measures of health isless stark.
For example, in Table 4.9 below, levels of community activity are crosstabulated with
self-reported long-standing illness.

Table 4.9: Involvement in number of community activities by self-reported long-standing

illness

Number of Long-standing illness Total
activities

Limiting Long-standin No illness

long-standing gillness
illness
(%) (%) (%) (%)

None 47 43 42 43
1 28 32 33 32
2+ 25 25 25 25
Total 100 100 100 100

Table 4.9 shows smaller variation between those with different levels of long-standing illness in
respect of their level of community activity. Itisstill lesslikely that a person with limiting
long-standing illness or long-standing ilIness will be engaged in one activity and morelikely that
they will be engaged in none. However, respondentswith limiting/long-standing illness are just as
likely as respondents with no illness to be engaged in two or more activities.

Ease of accessis an important aspect of community activity, particularly if the aim isto promote
social inclusion. Table 4.10 shows the picture when mobility istaken into account.
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Table 4.10: Involvement in number of community activities by levels of mobility

Number of Mobility Total
activities

| have no problem | have some

in walking about problemsin

walking about
(%) (%) (%)

None 41 54 43
1 33 23 32
2+ 26 23 25
Total 100 100 100

Thistable demonstrates that those with mobility problemsarelesslikely than those with noneto be
active in community organisations. A similar pictureis evident when measures of
anxiety/depression (EuroQol dimension) are taken into account. Those who are either moderately
or extremely anxious/depressed are equally divided between those who are activein no
organisation and those who are activein morethan one. Those who have no anxiety/depression are
divided between 59% that are active in one or more organisation and 41% active in none.

The overall picture for community activity isthat 57% of the population are active in at least one
community organisation. Activity isassociated with good health although the rel ationship between
such activity and health statusisimpossible to assess. Those who report poorer levels of health on
anumber of different measures are lesslikely to be involved in activities. This raises questions
about the ease with which disabled or less healthy peopl e can access community organisationssuch
asthose listed in the survey.

Use of health services

The provision of health services can beregarded as an aspect of social capital in anumber of ways.
First, it provides an essential safety net for those who are unable to call on informal networks of
family and friends. Second, the provision of servicescan beanimportant stimulusto new informal
networks. For example, attendance at ante-natal classes may lead to increased contact and support
between mothers of young babies. Third, the ability to access publicly funded servicesisvital to
the health of poorer people. Inthe JHS, people were asked how many timesin the past 12 months
they had used any of the nine health serviceslisted below:

GP at the surgery

GP a own home

Hospital casualty

Hospital outpatients
Dentist

Pharmacy

Optician

Private doctor other than GP
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Nurse care other than hospital

Figure 4.8: Percentage of respondents using
health services at least once in past 12
months.
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Figure 4.8 shows the number of respondents who used the services at | east once during the past 12
months. The GPismost likely to have been used, with 85% of respondents reporting at least one

visit to the surgery. Respondents were much lesslikely to call the doctor to their own home. Only
18% of respondentshad called the doctor to their home in the past 12 months. The pharmacy was
most likely to have been visited on more than 10 occasions (20% of respondents).

Visitsto the dentist were regular for the majority, with 67% having visited the dentist at least once
in the past year. From a health promotion perspective, it should be noted that 32% of respondents
reported that they had not visited the dentist at all in the past year, although just over 50% of

respondentsreportedthatitisvery easy’ for them to get to thedentist (see Figure 3.7 in Chapter 3).
However, these figures compare favourably with the UK asawhole. The 1995 General Household
Survey showed that only 54% of people aged 16+ said that they still attended the dentist regularly.

Another noteworthy figureisthat 29% of respondents had visited the hospital casualty department
at least oncein the past year. The use of hospital casualty servicesin Jersey isrelatively high and
can be attributed to the numbers of residentswho areineligible for health insurance, the cost of GP
services and the range of services available at GP surgeries.

Use of services and health status

Thefiguresfor use of different services can be measured against people’ s own description of their
health status.

The use made of the GP surgery can be analysed as follows. Of the 58% of respondents who
describetheir health as‘ good’, 18% had not visited the GP surgery at all, 40% visited once or twice
and only 27% had visited on four or more occasions. Asmight beexpected, thetrend for the 8% of
respondents whose health is described as ‘ not good’ isthe opposite. In this case, 81% said they
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visited on four or more occasions whilst only 4% did not visit the GP surgery at all. Theseresults
are set out in Figure 4.9.

Figure 4.9: Use of GP services at
surgery by health status
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Other measures of health provide asimilar picture. For example, Figure 4.10 showsthe numbers of
visitsto GP surgeries of those who are anxious/depressed, as measured by EuroQol dimension.

Figure 4.10: Visitsto GP surgeries by the anxious/depressed
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With regard to those suffering from pain and discomfort, the results show that 61% havevisited the
GP surgery four times or more in the past 12 months compared with 34% of those who do not.

The use of hospital outpatientsis, again, as might be expected, far more frequent for those whose
health is‘not good’ compared with those whose hedlth is‘good’. Only 6% of those in good health
used the outpatients department on four or more occasions compared with 41% of those whose
health is‘not good'.
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Use of other services

Respondents were asked to identify any of asecond list of servicesthey had used in the past 12
months. The overall results were as follows:

Social Security benefits 3%
Physiotherapist 3%
Chiropodist 2%
Hedth Visitor 11%
Domestic help 10%
District nurse 8%
Psychol ogist/counsellor 8%
Parish welfare services 6%
Nursing auxiliary 1%
Other nurse 1%
Home care assi stant %
Socia worker 3%
Occupational therapist 3%
Incontinence service 2%
Speech therapist 2%
Voluntary worker 2%
Mental health nurse 2%
Night sitting service 1%
Meals on wheels 1%

Social Security benefits (received by 39% of respondents) can be broken down into individual
types of benefit (note some people were receiving more than one type of benefit so the figures
below do not sum to 100%):

Sickness Benefit 45%
Old Age Pension 19%
Disability Benefit 10%
Family Allowances ™%
Invalidity Benefit 6%
Maternity Allowance 6%
Widows Pension 5%
HIE 3%
Other (unspecified) 11%

Thef ivemost frequently used services cross-tabul ated with self-reported heal th status producesthe
following result:
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Table 4.11: Use of arange of services by self-reported health status

Use of services Health status Total
Good Fairly Not good
good
(%) (%) (%) (%)
Social Security 36 41 23 100
Physiotherapist 41 17 42 100
Chiropodist 39 14 47 100
Health Visitor 38 8 54 100
Domestic help 34 46 19 100
JHSTotal 57 35 8 100

Thistable shows amixed picture, which can probably be attributed to the differencesin the type of
services described. Some services, such as physiotherapy and chiropody, are available privately as
well asthrough the Health and Social ServicesDepartment. Itisalsoimportant to bear in mind that
servicessuch asthoselisted have apreventive function and it should not be assumed that those who
use such service are necessarily thosein poor health.

For example, Health Visitor services are used by most parents of babies and young children, not
necessarily by thosein poor health. Physiotherapy services may be used by people who have
occasional sportsinjuries aswell as by people who have long-term illnesses. Similarly, domestic
help services may be used by people who have good health but who lack time to do their own
housework.

When different benefits are taken into consideration, we seethat, unsurprisingly, all those claiming
invalidity benefitshave along-standing or limiting long-standing iliness. Another important figure
isthat 79% of those claiming Old Age Pension havelong-standing or limiting long-standing illness
as do 69% of those claiming widows benefits.

Itisalsoimportant to examinethelevel of support availableto those who might be assumed to bein
need. For example, only 7% of those who report along-standing or limiting long-standing illness
receive any domestic help and only 3% have a home care assistant. When mental healthis
considered, the results show that that only 8% of those who are either moderately or extremely
anxious or depressed anxious, as measured by the ESD, use the services of a psychologist or
counsellor and only 2% those of a mental health nurse.

Theresultshavealimited use asabasisfor establishing the effectiveness of service provisionsince
they are so variable and because the numbers of people using many of the serviceslisted are very
low indeed. However, they do suggest that many respondentswith health (including mental health)
problems or disabilities do not make use of servicesthat might be beneficial. A number of
explanatory factors might apply here. First, potential service users might prefer to look for support
within the family. Second, the services may not be sufficiently well developed to reach all those
that might bein need. Thirdly, services might beunder-utilised for reasons of cost or access.
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Conclusion

Family and friendship networksin Jersey appear, for the majority, to be extensiveand strong. Most
peopleenjoy social networksthat providethem with regular and frequent contact and supportwhen
needed.

However, for aminority, these informal networks do not appear to be available. Moreover, those
who might be considered to be in greater need of support from family or friends are less likely to
have such support. There are pockets of isolation within the population where need is not met. In
particular, those needing support with caring for children, elderly or disabled relatives are lacking
in such support. Thisisaparticularly important issue, given the apparent strength of family
networks. If families are to be able to continue with caring responsibilities, additional support will
need to be provided. The UK government has recently developed such a strategy, which includes
the provision of regular short breaksfor carers, information and advice on services, financial
benefits (including pension provision for some carers) and afocus on carer-friendly employment
policiesto ease the stress experienced by employed carers (DoH, 1999b).

Community activity isrelatively strong, with over half of respondents being activein at least one
community organisation. Again, there are people who are less able to be involved in community
activities and this rai ses questions about the extent to which disabled people or peoplein poorer
health are able to be involved in the life of the community.

The survey suggests that some people make use of some health and welfare services extensively
whilst others have low levels of utilisation. In addition, the use of servicesthat could supplement
and support family care (for example, night sitting services) islow. Patterns of use of services
reflect particular conditions that apply in Jersey. For example, the hospital A& E department
performs functions more usually associated with health care centresin the UK.

Social capital isan elusive concept in relation to people’ s health. The results of the survey suggest
that there is a generally active and robust community in Jersey that is associated with good health.
However, the devel opment of supportive services and of partnerships between government and
community organisations could strengthen and extend informal community networks to embrace
the minority that is currently isolated and excluded.
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Section 5

Health and Poverty

Introduction

Anindividua’s healthis not just influenced by their genetic make up and behaviours but also by
their standard of living and life experience. In particular, it has long been known that poverty and
deprivation can make people ‘sick’. The evidence that poverty and inequality in material
well-being underlieinequalitiesin health isnow overwhelming. Evidence which has accrued over
the past two decades|endsfurther support to the conclusion of the Black Committee on Inequalities
in Health in 1980 that:

“While the health care service can play a significant part in reducing inequalitiesin health,
measuresto reduce differencesin material standardsof living at work, inthehome andin everyday
social and community life are of even greater importance’.

Thereiswideinternational recognition of thesefacts. The 1995 World Health Report (WHO, 1995)
states that the world's most ruthless killer and the greatest cause of suffering on earthislisted inthe
latest edition of WHO's International Classification of Diseases, an A to Z of all ailmentsknownto
medical science, under the code Z59.5. It stands for extreme poverty.

Globally, poverty is the main reason why babies are not vaccinated, clean water and sanitation are
not provided, curativedrugsand other treatmentsare unavailable and why mothersdiein childbirth.
Poverty isthe main cause of reduced life expectancy, of handicap and disability and of starvation.
Poverty isamajor contributor to mental illness, stress, suicide, family disintegration and substance
abuse.

Poverty wieldsiits destructive influence at every stage of human life from the moment of

conception to the grave. 1t conspires with the most deadly and painful diseasesto bring awretched
existence to all who suffer from it (see Gordon and Spicker, 1999).

The governments of 117 countries agreed on two definitions of ‘absolute’ and ‘ overall’ poverty at
the World Social Summit in Copenhagen in 1995 (UN, 1995). Absolute poverty was defined as"a
condition characterised by severe deprivation of basic human needs, including food, safe drinking
water, sanitation facilities, health, shelter, education and information. It depends not only on
income but also on accessto services."

Overall poverty takes various forms, including™lack of income and produ ctive resourcesto ensure
sustainablelivelihoods; hunger and malnutrition; ill health; limited or lack of accessto education
and other basic services; increased morbidity and mortality fromillness; homelessness and
inadequate housing; unsafe environments and social discrimination and exclusion. Itisalso
characterised by lack of participation in decision-making and in civil, social and cultural life. It
occursin all countries: as mass poverty in many devel oping countries, pockets of poverty amid
weal thin devel oped countries, loss of livelihoodsasa result of economic recession, sudden poverty
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asaresult of disaster or conflict, the poverty of low-wage workers, and the utter destitution of
people who fall outside family support systems, social institutions and safety nets.”

The UK government agreed to draw up anational poverty eradication plan based upon these
definitions of poverty. Sincethe UK government represents Jersey’ s interests at the UN this
agreement is potentially applicablein the States of Jersey.

However, Jersey isone of therichest societies on the planet (in terms of average household income)
and there are no problems of severe poverty on Jersey that compare with those in some developing
countries. Extreme poverty and deprivation, malnutrition and starvation may be entirely absent but
relative poverty does exist. Even milder forms of relative poverty can affect health and severe
deprivation in childhood has been demonstrated to have potential long term consequences.
Childhood and adult social and economic circumstances make independent contributionsto the risk
of death and disease (Davey Smithet al, 1997; Davey Smith and Gordon, 2000).

Thisis particularly relevant to Jersey as, in 1944, during the Occupation, the Channel 1slands were
cut off from receiving supplies for several months after the invasion of Normandy. Conditions on
Jersey deteriorated and there were severe shortages of food, fuel and other necessities of life. Some
ideaof thekind of conditions suffered by the population and their health impact can be gained from
the following extract from Nan Le Ruez Jersey Occupation Diary entry for 11" November 1944:

“Nov11" Our grandparentsare getting to bea great trial now— so much washing and we can’ t get
things really clean without soap. Itisso sad. And young people are dying every day. Thisweek,
the husband of someone we know has died of TB aged only 37. Also, we are sad to hear of a few
farmerswho are selling foodstuffs at high pricesto the Germans, whilst their own countrymen are
near starvation. Theloveof moneyis, indeed, theroot of all evil. Morethieving; thistime 12 boxes
of potatoes have been taken from our big shed and Dad’ s axe and wood-splitter fromthe
wood-shed. I’mafraid the rest of my rabbitswill get stolen. Joyce says four more young men
escaped last night. Thereissaidto havebeen animportant meeting between thetwo Commandants,
but no surrender.”

Her grandparents died shortly after this entry waswritten. The conditions she and others have
described are analogous to those of extreme poverty and deprivation and it isintended that a
detailed analysis of the data collected in the Jersey Health Survey and from other sources will be
used to determine if there have been any long term health consequences from the German
Occupation. Research conducted into the effects of the Dutch Hunger Winter of 1944 has shown
that children born during this period suffered from higher rates obesity and glucose intolerancein
adult life than would be expected (Raveilli et al, 1976, 1998; Lumey et al, 1993; Stein et al, 1995).

Life experience and stress
It is not just the current material and social conditions that can affect aperson’s health. Their life

history and experiences can also have an impact. Stressful events can have long term consequences.

JHS respondentswere asked about alist of major life changesthat had happened to them during the
past 12 months. The results are shown below:
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Table5.1: Major life changes during past 12 months

Jersey

(%)
Change in financia state 28
Death of a close family member 23
Change in health of afamily member 22
Change to adifferent kind of work 19
Moving house 17
Personal injury or accident 15
Gain of new family member 15
Death of aclose friend 14
Business re-adjustment 12
Pregnancy 6
Marriage 5
Lost your job 5
Divorce 4
Marital separation 3
Retirement 3
Death of apartner or spouse 2
Jail term 0.5
Marital reconciliation 0.5

Seventy percent of respondents had experienced one or more of these mgjor life changesduring the
past year. Over aquarter had achangein financia status and more than afifth experienced the

death of aclose family member or a change in the health of afamily member. The most infrequent
major life events were jail terms and marital reconciliation which had happened to fewer than 1%

of respondents.

It would be expected that, the more major changes that happen to a person, the more stress this
might place upon them. If a person suffersfrom too much stress, this can affect their health. Table
5.2 shows the cumulative effect that the number of major life events has on respondents’
perceptions of their health asrecorded on the EuroQol VAS (thermometer) scale. Aspreviously
described, on thisscale, 100 represents the best imaginable health state and O represents the worst

heslth state.

Table 5.2: Number of major life events and average EuroQol VAS Score

—|{ Deleted: 1

e

{ Deleted:

Number of lifeevents  Averagethermometer GHQ-12 depressed
score (%)

None 77 6

1 79 9

2 78 14
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3 76 16
4 73 22
5 72 23
6 or more 69 31
Total 77 12

Itisclear from Table 5.1 that thereislittle differencein respondents’ perceptions of their health for
those who experienced none, one or two major life changes during the past year. However, thereis
aclear decline in the average VAS score for respondents who have had three or more major
changes. The greater the number of life changes above three ayear, the worse the respondent’ s
perceived health state. Thereisalso aclear trend in the percent of respondents who are assessed as
likely to be depressed onthe GHQ-12 scale. Those who had experienced six or more major life
changed were five times more likely to be depressed than those who had experienced no changes
during the past year. Similar trends were evident using the other health status measuresin the JHS.

Poverty and standard of living

Although the population of Jersey have, on average, amuch higher standard of living than people
in most other European countries, this d oes not mean that no poverty exists on the Island. Jersey
has a less comprehensive welfare system than some European countries and it is possible that
people may have fallen through the ‘ safety net’ and sunk into relative poverty. Respondentswere
asked “Do you think you could genuinely say that you are poor now?” and given the option of
answering ‘All thetime', * Sometimes' or ‘Never’'. Table 5.3 shows the percentage of respondents
who gave each answer and how these compare with responses gathered in 1999 for The Poverty
and Social Exclusion Survey of Britain (Gordon et al, 2000).

Aswould be expected, there were fewer respondentsin Jersey who considered they were poor than
in Britain asawhole. However, over afifth of Jersey respondents said they were genuinely poor
either ‘al thetime' or ‘sometimes'.

Table 5.3: Perception of ‘genuine’ poverty in Jersey and Britain

Areyou genuinely poor? Jersey 1999 Britain 1999
(%) (%)

All thetime 2 7

Sometimes 20 20

Never 78 74

In order to examine the effects of poverty on standard of living, respondentswere asked about alist
of items they have personally gone without during the past year due to alack of money. Theitems
in thislist were chosen to provide awide range of indicators of standard of living, from necessities
of life such asfood and heating to more [uxury activities such as‘going out’ and ‘ holidays'. The
results are shown in Table 5.4 below:
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Table 5.4: Items respondents have gone without personally dueto alack of money during the

past year
All year/often Sometimes Never

Clothes 14 26 60
Shoes 12 21 67
Food 2 8 90
Heating 3 10 87
Telephoning friends or family 3 18 79
Going out to celebrations for family & 9 29 62
friends

A hobby or sport 11 22 67
Going out eg cinema, theatre, nightclub 13 32 55
Visitsto the pub 13 30 57
A holiday 23 28 49
Cigarettes 7 21 72

The results are somewhat surprising as there appear to be large numbers of people on Jersey who
are having difficulty in paying for even the necessities of life. For example, 10% of respondents
said they had gone without food at some point during the year and 13% had gone without heating.
Fourteen percent of respondents had not been able to afford to buy clothes for most of the year and
12% could not afford shoes. Similarly, athird of Jersey residents could not afford to pursue their
hobbies or |eisure activities on occasion during the year dueto insufficient funds. There appear to
beappreciablelevelsof real poverty in Jersey (though not ashigh asin Britain) and thisis affecting
people’ s standards of living.

It would therefore be expected that relative poverty in Jersey would have a negative impact on
respondents’ health. Figure 5.1 shows the proportion of respondents who reported their health as
‘notgood’ onthe general health question (see Section 1).

Figure5.1: Proportion of respondentsreporting ‘not good’ health by perception of poverty
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It isclear that over aquarter of respondents who said they were poor ‘all thetime’' also sufferedill
health. Thiswas more than four timestherate of ill health of those who said that they were ‘ never’
poor. Table 5.5 shows a comparison of health status by reported experience of poverty.

Table5.5: Comparison of health status by reported experience of poverty

Genuinely poor?
Health question All thetime | Sometimes | Never
(%) (%) (%)

| General health
Good 18 36 63
Fairly Good 56 51 30
Not Good 27 12 6

| Long-termillness
Yes-Limiting 55 4 21
Y es— Not limiting 12 12 13
No 33 54 66

| EuroQol dimensions (any problem)
Pain 54 12 16
Anxiety/depression 62 33 15
Mobility 34 2 12
Usual activities 44 19 14
Sdf care 13 3 3
Average VAS score 56 71 79

Table 5.5 clearly showsthat those few unfortunate people who consider themselves to be poor ‘al
thetime' suffer from very high rates of ill health across all the different health measures. They are
twice as likely to suffer from along term illness compared with the ‘never’ poor group, three times
more likely to suffer pain and disconfort, four times more likely to be depressed, four times more
likely to have problems of self-care, have three times the amount of limitation on usual activities
and are more than twice as likely to suffer from mobility problems. The survey data gives an
indicative figure of 1350 adultsin this category. Thereisaclear need to target health (and other)
resources at the low income householdsin Jersey.

Poverty in the past

Aspreviously discussed, it isnot just current levels of poverty that can affect health but also the
cumulative effects of poverty acrossthe life span. Respondents were asked “Looking back over
your life, how often have there been timesin your life when you think you have lived in poverty by
the standar ds of the time (including theoccupation period)?”. Interviewers have reported in other
studies that many people and, in particular, elderly respondents, often think long and hard before
giving an answer to thisquestion. Table5.6 below showsacomparison for Jersey respondentswi th
those who answered this question in the 1999 Poverty and Social Exclusion Survey of Britain.
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Table5.6: History of poverty in Jersey and Britain

Haveyou ever lived in poverty? Jersey 1999 Britain 1999
(%) (%)

Never 61 59

Rarely 16 13

Occasionaly 18 19

Often 4 7

Most of thetime 1 2

Theresults are again fairly similar to those of Jersey, having slightly fewer people who have been
poor at some point in the past than Britain, aswould be expected. Nevertheless, alarge minority in
Jersey (two fifths) have experienced poverty at some point in their lives.

Again, it isto be expected that there will be a causal relationship between arespondent’ s frequency
of experiencing poverty inthe past and their current health status. Figure 5.2 showsthe average
EuroQol thermometer score by respondent’ s history of poverty. Thereisaclear linear gradient
between the frequency of poverty in the past and average VAS score. Those who reported ‘ never’
having been poor score 20 points higher on average than those respondentswho say they have been
poor ‘most of thetime' in the past.

Figure 5.2: History of poverty by average EuroQol VAS score
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Similar gradients are also found with the other measures of health status. Thus, 66% of
respondents who have ‘never’ been poor reported that they had ‘ good health’ compared with only
20% of respondents who have been poor ‘often’ or ‘ most of the time’ in the past. Over half of
respondents with long histories of poverty reported having alimiting long-term illness compared
with 19% of the‘ never’ poor. Thefrequently poor were between two and threetimesmorelikely to
bedepressed onthe GHQ-12 scaleasthe‘ never’ poor. Clear gradientsof ill health were present on
all these measures, which indicates that increasing frequency of poverty in the past leads to
increased rates of current ill health.

Conclusion

Both poverty and the stress caused by the cumulative effect of major changesin peopleslivesare
causesof ill healthinJersey. Itishardfor health servicesto interveneto prevent major life changes
although counselling and similar services can be of benefit. However, the situation with regard to
poverty is quite different since poverty isrelatively easy to prevent, particularly for arelatively
‘rich’ society like Jersey. There seemslittle point in letting people sink into severe poverty and
then having to pay for expensive health and social carein order to aleviate the resulting ill health.
It would probably belessexpensiveinthelongtermt o provide an adequate social safety net so that
poverty can be alleviated and abolished. Thiswould likely result in significant health
improvements for the population.
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Policy Context

Introduction

This section provides an outline of key issuesin the policy context of the health survey. It
identifies policiesin the four spheres considered in this report that influence peopl€e's health and
well-being: economic, environmental, lifestyle and ‘ social capital’. The Health Promotion
Strategy: Towards 2000 and Beyond identifies three aims:

To increase the length of our lives— adding yearsto life

Toincrease the years we spend ableto live lifeto the full — adding life to years

To increase the opportunities for a healthier and longer life for the many as well asthe few —
ensuring health for all

Jersey has great potential to enhance the health of its population, including agood standard of
living and an attractive physical environment. However, its economic prosperity also creates
particular stresses on the environment and on peopl€e’s sense of well-being. For example, the
buoyant jobs market is associated with population growth which, in turn, places pressure on
housing and the natural environment. Thereiswidespread recognition amongst policy makers of
the importance of interrelationships between spheres of policy and their effect on the health and

well-being of the population of theisland. The Health Promotion Strategy: Towards 2000 and
Beyond, acknowledges that “ ....individuals wishing to adopt ahealthier lifestyle may be prevented

fromdoing so by environmental and socio-economic factorswhich are often beyond their control.”
(p.15).

In September 1995, the States of Jersey adopted the following objectives with reference to social
policies:

to ensurethat all individuals living in the Island are adequately housed but with priority given
to those with residential qualifications

to ensure that every individual has the opportunity to reach their full potential through
education and training

to provide for the physical and mental health of all individuals

to minimise material deprivation through ensuring that adequate assistance is given to thosein
greatest need

to make better provision for those with adisability, and

to providefor better employment protection

and, with reference to the quality of life of the people of Jersey:

to generally enhance the sense of community within the Island

to support the role of the family

to reinforce the Parish identity

to seek to ensure that all sections of the community benefit from the Island’ s economic
well-being
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to pursue policies providing for equality of opportunity, freedom from discrimination and
freedom of information
to seek to reduce the cost of livinginthelsland

Thereis, therefore, ageneral commi tment to policy objectivesthat have significant potential for
improving people’ s health and well-being. What of the policy context in relation to the four

spheres considered in the 1999 Health survey?
Economic

A summary of contemporary policies on the economic well-being of the people of Jersey is

contained in the 1995 Strategic Policy Report, 2000 and Beyond. Thisincludes the following
objectives, which are particularly relevant to economic well-being:

the full employment of Island residents and the full development of their skills and talents
astandard of living comparable with that enjoyed in neighbouring countries
astandard of social services comparable with that to be found in neighbouring countries

Thereis aso acommitment to promoting equality of opportunity in the Island:
to seek to ensure that all sections of the community benefit from the Island’ s well -being

Access to paid employment is the primary source of economic security for most people. Relative
ease of accessto paid work in Jersey isone of the Island’ s strengthsin terms of its potential for
health promotion. However, it also creates particular challenges. Jersey’s employment policies
are closely bound up with immigrationissues. Asthe 1997 Strategic Policy Review and Action
Plan points out, full employment resultsin pressure to recruit people from outside the Island. This
pressure necessitates careful population planning which, in turn, hasimplicationsfor arange of
social and environmental issues, including housing. The consultation document Jersey in the New
Millennium: A Sustainable Future arguesthat continued popul ation growth threatensthe
achievement of environmental sustainability. A major thrust of the 1997 Strategic Policy Review
and Action Plan isto devel op ways of increasing the productivity of local labour. This, inturn, has
implications for access to paid work for women with children and for people over normal
retirement age as well as for education and training services, which will be needed to address any
skills gaps (see below under Social Capital).

Full employment does not necessarily result in agood standard of living or financial security for all.
The Citizens' Advice Bureau argues that thereis aneed for better employment laws that are
effectively policed. They also point out that the relatively high cost of living meansthat itis
difficult for low paid workers to make ends meet. Theresult, intheir view, isapolarisation
between those who can live a comfortable lifestyle and those who are at risk of socia exclusion
(Jersey Citizens' Advice Bureau: Annual Report 1999).

For those who are unable to work, access to adequate social security benefits is essential for good

health. The minimisation of material and social deprivation isacore policy aim asis securing a
standard of living comparable with that enjoyed in neighbouring countries. The Employment and
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Saocial Security Committee has decided to combine arange of welfare benefits into one single low
income, means-tested benefit. Thisisintended to cut the cost of administering welfare and make
welfare benefits more easily accessible by people in need.

Environmental

In 1998, the Policy and Resources Committee published its Framework Consultation Document
Jersey in the New Millennium: A Sustainable Future, which contained the following mission
statement:

“The Sates will promote the conservation and sustainabl e use of resources and
will minimise environmental pollution in all its own activities. It will seek, through
itsinfluence, the achievement of the same objective by other sectors of the
community. The Stateswill review all of its policies, programmes and services and
undertakes to act wherever necessary to meet globally accepted environmental
standards.” (p.12)

Following an intensive consultation, the key issues that emerged included population control,
adequate housing provision, management of land, reducing traffic congestion and avoiding
pollution from waste production and potential nuclear risks. These issues require not only policy
and strategic action but also ongoing education programmes and awareness raising to encourage
people to change accepted habits and lifestyles. For policies on sustainability to work effectively,
public participation in decision-making is essential, as acknowledged by the Framework
Consultation Document.

In the 1998 Budget, Jersey’s Planning and Environment Committee identified a number of
pressures, including those related to the growth in the island’ s economy and to in creased public
concern about environmental protection. However, the Committeeis placed in adifficult position,
being required to address a range of sometimes contradictory demands whilst operating from “ a
policy and legislative basein need of updating”.

The Health Promotion Strategy, Towards2000 and Beyond, notes that “ homes that are safe, warm,
dry, secure and affordable” are an essential prerequisite for health. Nevertheless, housing remains
amajor challengefor policy makersin Jersey. TheCitizens' Advice Bureau’s Annual Report, 1999
drawsattention to the need to secure greater rightsfor tenantsin private rented accommodation and
to deal with the growing number of homel ess people sleeping rough.

The housing policy context is, as aready poin ted out, inextricably linked with that of employment

and migration. Policiesaimed at improving levels of productivity among resident workers so asto
stabilise the population will inevitably take some timeto produce results. Inthe meantime, there
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are serious housing problems that pose achallengeto policy makers. The 1997 Strategic Policy
Review and Action Planidentifies arange of policies to which the Housing Committeeis
committed in order to tackle the imbalance between demand and supply. On the supply side, the
aim isto work with the Planning and Environment Committee to increase the number of sites
available for housing development both in the short and long term. In addition, thereisa
commitment to working with housing associations to develop affordable, rented housing. Onthe
demand side, there are strategies aimed at facilitating access to housing for lower income residents,
including revisionsto rent and loan subsidy scheme. The quality of housing in the public sector
also received attention in the Srategic Policy Review and Action Plan, with arange of schemesfor
development, modernisation and repairs, with an emphasis on heating, insulation, weather
protection and security.

Whilst there are longer-term policies and mediumterm strategies in place, the 1998 Budget
identified a number of short-term difficulties. For example, there are pressures on the rent
abatement scheme for States' tenants and the rent rebate scheme for private tenants. However, the
Housing Committee is mindful of the need to maintain these since “ tougher measures would save
money by penalising the poorest members of our society, which the committee finds unacceptable.”
(p.39). Therearealso difficultiesin maintaining housing stock in good repair because of cutstothe
budget allocation in recent years.

Decisions on migration that favour those who aready have rights of residence on theisland run the
risk of creating atwo tier housing market, to the detriment of the health of casual |abourers who
have no right to reside. For example, the Citizens' Advice Bureau’sAnnual Report, 1999
recommends prompt action on unfair rents, safe guarding of rental deposits and security of tenure
for lodgers.

Lifestyle

TheHealth Promotion Strategy: Towards 2000 acknowledgesthat the primary causes of premature
death and preventable disease are linked to unhealthy behaviours and lifestyles. However, the
necessary socio-economic and environmental factors must be in placein order to enable
individuals to adopt a healthy lifestyle. A key policy objective of the Public Health Servicesin the
last three years of the twentieth century was* To support people in positively improving their
health, by providing guidance on maintaining a healthy lifestyle.” (Health and Social Services:
Towards 2000, p.49).

Reducing levels of cancer and heart disease on theisland is a core policy aim, since these are the
major causes of death. However, promoting a healthy lifestyleis not only about preventing illness
and premature death. Jersey’s Health Promotion Strategy identifies specific strategic aims on
preventing accidents, tackling al cohol and drug related problems, reducing levels of smoking,
raising awareness of cancer, coronary heart disease, sexual health and mental health, raising the
uptake of screening and immunisation services, promoting healthy eating and physical activity and
positive ageing.

Maintaining a strong focus on preventive strategies and services in the context of rising demand

and limited resources for health care isachallenge for policy makers and service managers. Of the
£83.5 million budget for the year 2000, only £2 million was allocated to Public Health Servicesfor
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disease prevention and health promotions, while over £40 million was allocated to General and
Acute Services and £29 million to Community and Social Services. The pressure to target services
on thosein most urgent need may impede progressin health promotion. For example, the
upgrading of renal services, recently approved by the Policy and Resources Committee, isto be
financed from existing funds, resulting in delaysin other projects (Jersey Government Press
Release 9/7/2000). Thus, thestrategic aim “ to encour age a shift in the balance of health and social
services towards health promotion anddisease prevention” is hard to realisein practice.

However, the principles of health promotion, outlined inTowards 2000 and Beyond, are clearly not
regarded as the responsibility of Health and Social Services aone. A key theme that runs
throughout the strategy isthat the key determinants of health are often outside the health sector.
Theintegration of the concept of ‘health gain’ into al public policiesis crucial to the Health
Promotion Team’ s strategy. Restricting smoking in public places, and i ncluding education on
sexual healthinto school curriculaarejust two examplesof how health promotionisthe business of
awide range of policy makers.

The concept of partnership in health promotion embraces the idea of working together with the
public to raise awareness of the benefits of healthy lifestyles. For example, changing attitudes
towards ageing is an important aspect of health promotion for older people, and thisrequiresa
cultural shift at awider level. Whilst policy-makers have a part to play in addressing the health
implicationsof their decisions, it isal so necessary to ensurethat the general public understandsand
participatesin the process of decision-making so that health gain is more widely understood.

Social Capital

Broadly, theterm social capital refersto adiverse range of goods, facilities and services and
networks that enhance the quality of life of Jersey’s population. These might include sports
facilities, libraries, arts and cultural activities but, importantly, also include informal networks of
support, within families and communities. Adding life to years, the second of the three aims of the
1997 Health Promotion Strategy, requires a solid investment in social capital to enable people to
livelife to the full.

A Kkey question is the degree to which such social capital is accessible to the public in general and
poorer sections of the populationin particular. For example, how accessible are sports and leisure
facilitiestothose on low incomes? Ispublic transport availableto peoplewho do not haveacar? Is
education available to adults who may have missed out on opportunities at school? Can older
people who live alone gain accessto social facilities? Are such goods and services distributed
equitably in different parts of theisland? Thethird of the three aims of the Health Promotion
Strategy, ensuring health for all, requires that inequality in access to goods and servicesis tackled.
The PricewaterhouseCoopers Review of Health and Social Services noted that “ some familieswith
young children, the elderly, those with low incomes, people with mental health problems or
learning disabilities and the Portuguese community” might be less able to get the services they
need.

The 1997, Strategic Policy Review and Action Plan of the Policy and Resources Committee noted
that the Committee’ sroleisto “ monitor and co-ordinate the implementation of policies that need
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to be pursued to minimise material and social deprivation.” (p.19). Specific objectives of
particular rel evance to the sphere of social capital include the following:

providing education and training services that enable individualsto reach their full potential
provision for the physical and mental health of al individuals

provision for disabled people

enhancing the sense of community inthe Island

supporting the role of the family

reinforcing the Parish identity

ensuring that al sections of the community benefit from the Island’ s economic well-being
ensuring equality of opportunity and freedom from discri mination and freedom of information
reducing the cost of living in the Island

Education services are vitally important to promoting material well-being and social inclusion.
The provision of adult education can enhance people’ s employment prospects and is an important
aspect of the population control strategy outlined above. In order to ensure equality of opportunity
in employment, education services need to take into account issues of accessibility. For example,
mothers of young children will require support in the form of nursery provision and after-school
careif they areto take full advantage of employment opportunities. Recent States Policy has been
focused on making child care more availableto low income families, in order to ease the population
problem aswell as to help eradicate social and material deprivation (Employment and Social
Security Committee, April 1999).

Promoting equality of opportunity and a commitment to tackling discrimination has been
specifically addressed during the past year in discussions following the publication of the 1999
Race Relations Working Party Discussion Document. This document demonstrates that Jersey
faces changesin itsinternational obligations. It also argues that, for the anti-discrimination
strategy to work, the participation by local peoplein shaping it isvital to its success. It also asserts
that there are wider benefits to the Island of improved relations between different racial and ethnic
groups that go beyond those felt by individuals who are able to take action in cases of
discrimination.

Themajority of peopleenjoy social contact and support through their own familiesand friendships.
However, areport from the Jersey Citizens' Advice Bureau, Behind Closed Doors revealsthat the
lack of affordable and accessible transport impedes many older and disabled people from getting
out to enjoy afull social life. The provision of health and social services, either directly by
government departments or through independent agencies, can do much to enhance informal
networks, and for some may be an essential substitute.

The PricewaterhouseCoopers Review noted that there isaneed to increase support for older people
in their own homes through a mixture of informal networks, voluntary agencies, private enterprise
and government departments. Up-to-date and reliableinformation on older people’ sown networks
of support is essential to ensure that services are effectively targeted and meet need in an
appropriate way. A commensurate challengeisto ensure that such services are not provided in
ways that are felt to be stigmatising by the service user. Tackling social deprivation and exclusion

83



Health and well-being in Jersey

is equally asimportant as tackling material deprivation, as acknowledged by the Policy and
Resources Committee 1997 Strategic Policy Review and Action Plan (p.19).

Conclusion

The policy context of improving the health and well-being of the people of Jersey is similar to that
of the United Kingdom and beyond. There iswidespread acknowledgement of the importance of
social inclusion and encouraging active citizenship and of partnerships between government,
business, voluntary organisations and local communities. Policy makersin Jersey also face similar
challenges asthey try to square the circle of rising demand for better facilities and services within
the context of restricted budgets.

However, the ‘Island factor’ givesrise to possibilities and problemsthat are unique to Jersey.
These include theissue of population controls, the history of migration to and fromthe Island, the
degree of economic prosperity coupled with economic inequalities, the environmental resources
and the mounting pressure on these, the strong community base provided through the Parish system
and particular forms of socia exclusion. It is hoped that thisreport on the health of the population
will contribute to a more informed policy process.
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