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Attracting the Opposite sex? Adopting a psychological approach in primary care?

Jeff Fernandez

Islington PCT
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There has been much written on gender in the academic world and its impact on society. Women suffer disproportionately from inequality (Haralambos 1999) and substance use treatment is no different. The workplace and affluence are key areas where this problem has been tackled, though with limiting results. 

In terms of health care generally, it has been accepted that ‘women get sicker and that men die quicker’.  What this describes is that women are better at recognising aliments and seek solutions from statutory health care services quicker than men (Nathanson, 1975). Women also outlive men on average by 5-7 years. The reasons being most commonly cited are women’s biological advantage as well as men in general suffering from occupational hazards and risky behaviours, in terms of life choice, one of these lifestyle choices being, excessive alcohol intake and smoking (which this paper focuses upon). This is more acute in Western societies.

Updated research on the findings of Nathanson has found a shift in the social make up of women over the last fifty years. More females are working and becoming increasingly independent. The skills base for employment in Western societies has also moved away from traditional industries that were male dominated to more skilled industries where women are able to compete with men for jobs (Hutton, 2002). There is also a greater rate of divorce and women bringing children up as single mothers, with limited and often no role for men in their family structure (Annandale and Hunt, 2000). As a result the difference in morbidity between men and women has narrowed somewhat.

However, gender differences in mental health seem to remain substantial (Macintyre et al, 1996). Women are more likely to report neurotic disorders such as anxiety and depression but in return men are still more prone to excessive alcohol and illicit drug use. Some of the factors for women being more vulnerable to anxiety and depression is tha in today’s world they are more likely to be working, are lone parents and conducting unpaid housework. In essence, there is very little recreational time. This can lead to problem with alcohol, illicit drugs and depression. Class also has a part to play in the significance of depression and anxiety as wealthier women are more likely to obtain health care resources better than poor women to help themselves. Also unpaid housework for poorer women is something they often have no choice in doing, but for wealthier women help in housework can be bought (Arber, 1997).

It has been stated that single mothers, separated men and women in general, report poor health. Their lifespans are shorter than married couples, as they are reported as having less health problems. However economic independence and material affluence can influence these set of factors (Annadale and Hunt, 2000).

In health care, gender factors can influence whether someone seeks treatment (Gabe 2004). In terms of health problems single women are much more likely to be more frequent presenters to primary care, as they tend to look after young children, are more vulnerable to poverty and often more exposed to communicable diseases. Also they are more prone to stress and therefore seek help from health care. 

In specific gender healthcare issues it is important access to treatment is available as much as possible. In Britain, with the national health services still being free at the point of delivery, health providers try to ensure this. Despite women being more able to use health care in general, recent research reveals there are still many barriers to access substance misuse treatment services.  

In primary care and in the area of substance misuse the gender ratio for treatment is in the region of three men to one woman from the National Treatment Outcome Research Study (NTORS, 1998). This study measured a whole range of clinical and demographic information of clients who attended treatment services. The demographic for drug services nationally has not changed greatly overtime and the ratio has been static for many years, with many efforts made to attract women who have a problem with either alcohol or drugs. 

The reasons behind this ratio are still open to much debate. Some factors are that men are more likely to have a substance misuse problem due to riskier lifestyle choices. Women who have substance misuse problems are more likely to be partners of the men and hence attend treatment only in this way (NTORS, 1998). There are some who say that children protection fears and poverty play a part in keeping female referrals to substance misuse services low. Also the therapy model being based on the medical model approach can be limited in trying to reach some populations and women as they fail to take into account the environmental factors of poverty (Rhodes & Johnson 1997).  

Our recent with work in north London demonstrates how a service in primary care delivered by a specialist nurse with more emphasis on a psychological approach than medical, can lead to a better take-up among women with problematic alcohol drinking. 

The Practice: RiverPlace 

Our practice, the RiverPlace, is a typical surgery, based in the centre of Islington, London. It is managed as a partnership and routinely managed on a day-to-day level by a practice manager. It can be described as a GMS practice (providing general medical services) with five partners, two salaried GPs, two practice nurses and an HCA (health care assistant). 

Other services at practice include three counsellors, refugee counsellor, Turkish advocate, Islington Peoples Rights, smoking cessation advisor, dietician, stress project worker, district nurses and health visitors on site.  

The practice is considered a well-staffed ‘high’ functioning surgery with diverse services from its practice aiming to serve its population. Its total patient population is 8,412 and its gender breakdown is shown below:

Figure 1 Age and gender breakdown of general patients and those with problematic drinking levels 

	Age groups  
0-4
5-16
17-24
25-34 
35-44 
45-54 
55-64 
65-74 
75-84 
85-89 
90+   

Males        
238  
579   
383   
1050  
907   
486   
289   
186   
115    
24    
9   

Females      
213   
511   
545   
1046  
756   
384   
239  
218   
171    
39   
24  

Total males:        4266      Total of males with problematic drinking levels: 117

Total females:     4146      Total of females with problematic drinking::        37       

Total both sexes: 8412      Total with problematic drinking:                           214

             


The level of problematic drinkers is roughly three per cent of the overall practice population. However, within this figure it is clear that the male population has a higher level of drinking than the female population. As we also discover, women have a poorer engagement of the service as a whole. 

The Clinic
There were six sessions allocated for GPs to make referrals to. The slots were for half-an-hour for each patient. Brief interventions were used in the sessions.

The referrals were made either electronically through the EMIS system (Egton Medical Information Systems), or through a brief referral on a suitably designed referral form. Complex cases required a referral so as to give an outline of what was needed.

The sessions use a structured assessment, psychological interventions such as reflective practices and motivational interviewing for a minimum of eight sessions. Progress is reviewed after eight sessions with the client. The first session is for an assessment, the second looks to explain health educational messages; the third looks to map out the pattern of drinking; the fourth focuses on identifying triggers. The last of the three sessions tries and initiate change through motivational interviewing.

Through the process of an evaluation, if there is steady progress, the client can be seen as a maintenance client. If no real in-roads appear after eight sessions, a review with the GP looks to see if there is any need to continue care or refer onto a better suited service. 

If a patient feels they do not want to engage further, a discharge will be considered.

If a client DNA’d (did not appear) after the first session, they are contacted by letter to see if they would like to re-engage. If there is no contact they are discharged from the clinic after two weeks, but they can be referred back through the GP.

Motivational interviewing

The method begins with exploring psychological factors that underlie the dependent pattern on alcohol, followed by a medical model approach that may involve prescribing. 

This is based on a CBT (Cognitive Behavioural Therapy) where the therapist takes on a collaborative approach. This uses the skills of listening and summarising the patient statements and reflecting them back to the client to provide affirmation. Hence trying to get the patient to identify problems and encourage problem-solving skills. 

According to Wanigaratne et al, this is a useful and flexible method that allows for a more responsive approach. Flexibility in this case allows the therapist to address issues of poverty that are often overlooked when using a medical model approach (Rhodes & Johnson 1997).

Patient demographics

Referrals:  Figure 2
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Graph 2 shows that men are more likely to be referred by their GP for problematic drinking patterns. 

Despite this, as Figure 3 shows, men are less likely to engage in our clinic treatment sessions – despite the gender breakdown of the practice being near a 50:50 split. 

Figure 3 Gender ratio of attendance at clinic sessions
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The gender breakdown for clinic session attendance a vast improvement on the 3:1 ratio shown by NTORS – with near a 60:40 split in favour of women. 

All the women were single and the majority had children mainly one child and the father of the child was no longer living with the women. All were at the time of the interview on benefits and were not working. The majority were on sickness benefit as their diagnosis was depression making them unfit for work.

However the focus of this paper was upon the engagement in a psychological treatment and the class and demographic details will be analysed in another paper.

Figure 4. Gender breakdown of clinic attendees 

	Number of people who engaged in sessions
	30 females

	Number of people engaged after eight  sessions
	28 females


Overall, while it may be noted that the number of attendees is small in comparison to the overall figure for problematic drinkers at the surgery, these figures and their levels need to be received in a positive light. 

Using a responsive psychological approach would appear to be having a positive effect on engaging female problem drinkers. Why this is the case is not yet clear. In some counseling services the uptake of women from mental health institutions is higher (Smith 1996). We are currently interviewing our patients using a case study analysis method 

Encouraging overall engagement

Despite the encouraging results for women, the number receiving treatment is could be higher when compared to the Emis data on the number of problematic drinkers in general ( Fig.1) . There are obviously limits and barriers to engaging with services. 

In order for people to engage with services they need to consider the health educational aspects of their problem and be able to reflect on their drinking patterns. Many problematic drinkers are however, unaware or in denial of their problem.

In addition, the number who engaged with us in one session is just under half the overall sample that originally engaged. It would indicate that for this cohort they are not ready to either acknowledge or reflect on their drinking patterns. 

Evidence has shown however that even after one session, engaging in a brief intervention, such as extended assessment, could lead to a reduction in drinking. But the debate to see if this has had a long-term benefit is hard to quantify (Waller et al, 2003).

Hopefully the case study at the end shows the potential for a typical female client. Many have been able to change their drinking pattern with some stoping altogether. This would seem to go along with Waller et al( 2003). findings and the research conducted on breif interventions.

Age and seeking treatment

Figure 5. Age in relation to treatment

	Mean age of females who engaged: 48

	Mean age of men who engaged: 58


Figure 5 shows our sample tends to be middle aged – much older than our overall population. The most common age group registered at RiverPlace are the 25-34 and the 34-39 year olds for both genders. In the literature, these are identified as the main binge-drinkers. However, from the data provided this ‘at risk’ age group do not seem to engage in the GP based alcohol service. 

In the next phase of our research we will be examining why older women are more likely to seek help for their drinking. 

For the men, their older age indicates a high number approaching or having reached retirement age and coming to the end of their careers. From a clinical and anecdotal perspective, these men are likely to have developed an unhealthy pattern of alcohol through an inability to deal with stress from the home or from work or have, by way of work and related activity, were able to disguise, or control their drinking. 

In such cases, problematic drinking becomes either more visible or increases due to an increase in leisure time and a lack of control mechanisms.  It is likely such problems are more easily identified by GPs and the patient. 

Continuing better engagement

Our findings show a better engagement of females in our psychological oriented service. This, we believe is due to motivational interviewing and a less rigid medical model approach. Such a flexible approach is better at dealing with broader issues than say the medical approach – and is therefore more useful in engaging women in treatment of problematic alcohol drinking (Rhodes & Johnson 1997). 

Our case study analysis should reveal the benefits of such an approach in more detail. Similar evaluations can hopefully show that more psychological interventions based on motivational interviewing are the way forward to engaging females who have substance misuse problems in the setting of primary care.
Therefore, in summary, despite difficulties in accessing services and the difficulties females may now face in trying to live healthier lives, this paper does show in some areas of health care engagement figures can be increased. In the field of substance misuse, a more patient centred psychological approach would result in an increased engagement of females. 

This is an important finding from a localised study. A wider study would have to be conducted to show greater validity, but this paper and its findings raise an interesting piont. Should services in substance misuse be more psychologically based to engage more females? Hopefully further research in this area would be able to provide some answers to this question.

An in-depth case study looks at some of the reasons why and verfies that the psychological appraoch is indeed useful for her. This interview was a typical interview from all the women who where interviewed for this paper.

Interviewee:

Female: age 40: Single mother with one child: Currently Unemployed. Previous History:  depression and problematic drinking (8 years).

Q: What was different about this service?

 “ Well… I feel free to talk about anything really that is on my schedule. This session gives me a space where I can talk and see things more objectively. Also if I have an issue where I need extra help I can come here and be referred on to useful psychological interventions. It seems easier through the service than a GP

“Also the session is less judgmental and more supportive. In psychiatry there is always a way of questioning and this often has made me feel uncomfortable in the past. It looks at safety issues and women are paranoid about child protection. Here there seems to be a more relaxed atmosphere. I feel comfortable and therefore have engaged well.

“Also this talking therapy is very important for me as it is effective in treating my thinking which can often get confused. It provides me with an outlet to get it all out. If I did not have it, it would be bottled up and this has been bad for me in the past.”

Here the sessions are described as relaxed and unstructured. There appears to be space to let the patient off-load and, by way of motivational interviewing, allows her to reflect on what was said. There is also no discussion of medication as a treatment option (though this is available if requested). 

In psychiatry, trying to match the patient with the right medication often influences the interaction between clinician and patient. 

The child protection issue is important and one that regularly crops up. Child safety should be discussed with the patient and their fears explored (without compromising child safety procedures). 

Q: The sessions are more psychologically focused than medical, is this important?

“Well yes it is important to see what is going on in my life and my lifestyle rather than whether my mood is flat and whether I need anti-depressants. Indeed it has been important for me to look at everything rather than just the alcohol. It has been useful for me to be treated holistically even if at first I did not want to. There also is a degree of flexibility in the sessions and this is useful.

“Also, a GP has only ten minutes were you have half an hour and this is a god-send. Is helps in dealing with more and holistically.”

Clearly from this statement the idea of a psychological approach helps and appeals to the patient – an opinion reflected by all the women we talked to. 

This is unusual in primary care where the medical model usually prevails – typically the GP is seen as the problem solver and drug prescriber. However here our patients, contrary to what most were expecting (or wanted), engage with our alcohol service. 

A key issue for these women is the time allotted to them. This, it was felt, is very important in delivering a psychological approach effectively. GPs in their structured sessions tend not to have sufficient time to discuss issues such as depression or behavioural problems.  As such, more time with patients is key to this approach’s success and a factor that can clearly justify its application in any given practice (Fernandez, 2005).

Gender specific factors

Being male I also wanted to investigate whether my gender affected their sessions with me. 

Q: Does it matter what gender the professional you see is?

“No But I prefer males to females. I find it hard to trust female professionals in my experience. But saying that my GP is female and she is great. She is laid-back and that approach is what I find works. Males seem more confident and laid-back in GP surgeries I find.”

Q: Has the issue of your gender (being female) been an issue for you in this service?

“Well, as mentioned, I prefer to talk to males. I feel that they are less judgmental and in turn I feel free to talk in the sessions with more freedom. I have been to psychology services were I have seen a female and there is often a need to build a rapport quickly, often in my experience this cannot be achieved. Male professionals I find easier. They judge you less on child protection issues and are straighter with you on this I have found.”

A preference for male professionals was mentioned by all except one of the women. Males are seen as more trustworthy and direct than female professionals – though this cannot be quantified in anyway. There is also a tendency for these women to reflect on poor experiences with previous female professionals.  It is not clear whether this reflects actual gender problems between female clients and workers, a sensitivity to female comments and interactions or a tendency to remember and recall bad experiences with women over those from men. They may also be reacting to my gender and show a bias towards men as a consequence.

Q: What has been your experience with female workers?

“I have been to see psychology services and psychiatric services in both occasions I saw females who when I talked about myself and my child felt they were being judgmental on me as a mother. I had a male psychologist the second time and this I found easier. This, maybe… is because I had less problems and feelings of guilt about being a mother and having an alcohol problem. Not sure really but through this experience and this service I prefer male professionals. That has been my experience.” 

Q: Is has been observed that in this alcohol service there are more females than the usual figure for substance misuse services. Can you think of any reasons why?

 “Well, it is not surprising. The men I have known have always found it hard to talk. It’s not something that is natural. They usually withdraw into their caves, as it were. Females always talk more and are more able to express what is going on. It is cultural as the book Men are from Venus and men are from Mars tries to hint at. Maybe it may change. But this statistic does not really surprise me. I suppose it is interesting that there are more females when the service is delivered by a male. But, I have mentioned my reasons why this is… for me.” 

This latter interview demonstrates common emerging themes. Interestingly, there tends to be a mistrust of female professionals – usually relating to child protection. 

There is no reason to suspect female workers are more judgmental on this issue. Rather, there appears to be sensitivity to a female worker’s attitude possibly due to feelings of guilt and the fact that seeing a female profession can make a woman reflect on this. This theme emerged in all but one interview.

Also, atypicality in the latter interview, gender does not appear to be influential. Instead their approach is seen as important rather than the gender. The idea that someone is more ‘laid-back’ and confident is more important than gender. 

One question that was canvassing opinion was why women find the sessions easier than men. All responded with the fact that men in their experience are not real talkers and find expressing themselves and their problems difficult. This can only be verified with interviews with the men in this sample and will be looked at in a future project. 

Conclusion

In summary, gender is an interesting concept to explore in health care, particularly in light of the higher ratio of women at our alcohol clinic. A key factor in this trend is the psychological approach allowing patients time and space to talk about their problems to a trained counsellor – using motivations interviewing as a way to explore and reflect on their issues. 

Most respondents discussed previous experience of services and professionals, and expressed fears around ‘Child Protection’. Most women responded well to a male worker and discussed these experiences as relevant to them responding well to the sessions. 

In the long-term, the approach of being confident, relaxed and open is more important for the patient than the gender.

The service delivered for alcohol in primary care is flexible, non-judgmental and is effective in engaging women in the service. This is valued by the females, who attend the service in Islington, could this be applicable on a wider scale? Only further research will verify this matter. However, this is important for the service to hear and important for the Primary Care Trust who fund the service. A continuation of these concepts should enable the service to continue to have healthy numbers of females engaging in the service. 
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Posted by Jorun Rugkasa
Senior Research Fellow
School of Integrated Health
University of Westminster
115 New Cavendish Street
London, W1W 6UW


April 26th 2007

Dear Colleagues,

I am writing to introduce our research project on mental health among minority ethnic communities, which is a collaboration between the Scool of Integrated Health at Universtity of Westminster and the Department of Primary Health Care at Oxford University.

The research will form part of the DIPEx website (www.dipex.org *), which is a great resource regarding personal/patient experiences.  In this project we are trying to do two things:
.       Learn about the experiences of people who care for others with a mental health problem (SiH based)
.       Learn about the experience of people with mental health problems themselves (Oxford based)

Recruiting research participants is proving hard work, and we would like to ask for your help with making contact with people who might be interested in taking part. This could be done by getting permission to give us contact details for portential participants, by handing out information packs or by promoting the project through networks or newsletters.

The research will serve three purposes:

1. Give a voice to groups who are often not heard:
Existing research about minority ethnic communities' experiences of mental health often lacks the perspectives and voices of those who have mental health problems or those who care for them. This can mean that their suggestions for improvements/solutions are not taken into account in policy and practice. Our research will use narrative qualitative interviews, and analysis and dissemination will strive towards representing the view points of participants.

2. Provide support:
Our findings will be placed on the DIPEx website. This is a valuable resource where people can access 24 hour emotional and practical support. It addresses questions such as: Do other people feel like this? What help is out there for me? What did other people do in my situation? The website has 1.5 million hits monthly.

3. Feed into training for health professionals:
The DIPEx website provides a sustainable resource for service users, front line staff, service providers and trainers. The research is used extensively for training health and other professionals. For example, DIPEx clips from the sickle cell and thalassaemia are used to help train specialist counsellors and generalists who counsel women but have little experience in working with BME communities.

Full ethics approval has been obtained from the multi centre research ethics committee. We will cover the travel, childcare and other caring expenses of those who wish to participate. So far, participants have found it valuble and important to have this opportunity to tell their story.

Please find attached a leaflet aimed at potential participants. We have also produced a Participant Information Pack which includes all the material people need to decide whether they want to take part, and which is available in written or spoken version in a range of languages.

Please feel free to circulate this to anyone you think may be intereseted; practitioners, carers and service users.  If you'd like to discuss any aspect of this, please contact us on the address below.

Thank you very much for your support.

Best wishes,

Jorun Rugkasa

Jorun Rugkasa
Senior Research Fellow
School of Integrated Health
University of Westminster
115 New Cavendish Street
London, W1W 6UW
Tel: 020 7911 5000 ext. 3919 or mobile 07738 496 646
Fax: 7911 5028
J.Rugkasa@westminster.ac.uk
  
Krysia Canvin
Senior Researcher, DIPEx Research Group
Department of Primary Health Care
University of Oxford
Old Road Campus
Headington
Oxford OX3 7LF

DIPEx telephone: 01865 289328
Direct telephone: o1865 289306
Fax: 01865 289287
Email: krysia.canvin@dphpc.ox.ac.uk
www.dipex.org


*DIPEx (database of personal experiences of health and illness) is a charity that produces a unique website (www.dipex.org ) with video and audio clips from interviews in which people describe their experiences of health and illness. At present, around 30 different modules explore personal experiences of issues such as depression, HIV, sickle cell and thalassaemia, epilepsy, and caring for someone with dementia. Unlike most web resources aimed at providing information and support, each DIPEx module is based on a stand-alone rigorous qualitative research project.

…………………………………………………………………………………………………………..

Posted by Kate Lefley
Training Coordinator
Gfk NOP Training and Development
kate.lefley@gfk.com
I have been looking into different areas of gender studies and mental illness and am interested in speaking to people about feminist approaches to understanding mental health.  

I spent the far majority of my undergraduate American Studies BA researching womens mental health in America and this was the focus of my research whilst at the University of Leicester and for my year abroad at the University of Texas.  My undergraduate thesis investigated the perceptions of female mental illness with regard to gender expectations through feminist literature from the 1950s to the 1990s and for this I gained 1st class honours (although 2:1 overall).  
 
I am now looking to get back into this field of research.  Ideally, I would like to volunteer as a part-time researcher so that I could gain experience and then take my studies from there.  
I live in London.  I would be most grateful if you could contact me if you are able to offer any work in this line, or could offer any advice or contacts. Many thanks.
__________________________________________________________________________

Posted by Dixie Dean, Sept. 2006

Please contact Dixie at: e-mail zenminky@clara..co.uk if you can help.

For three years I've been developing media contacts in a position to make documentary exposé-type films.  This week I met four of them (separately) in Glasgow and Edinburgh.  Two now have their Commissioning Editor's approval for a wide-ranging mental health system film, another for a narrower focus

 

I'm looking for people who have been detained in a locked ward anywhere in the U.K. since 2003, especially a psychogeriatric one.  I guarantee confidentiality to anyone willing to talk with me.  Feel free to ask any questions you want. 

Posted by Rosemary Bailey, September 2006

Please see the link below for details of a new book which will be of interest to study group members: Shunned, Discrimination Against People with Mental Illness.

http://www.oup.com/uk/catalogue/?ci=9780198570981.
Posted by Rob Hanlon, November 2005, for the information and interest of group members
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ENGLAND

 


People in poverty and their organisations have first hand experience of the problems of living with poverty and social exclusion - they are the experts. EAPN-England is committed to enabling voices from poor communities to be heard by decision makers and to supporting community led solutions to poverty and exclusion.

Latest news:  

England Regional Anti Poverty Networks meetings – organising a voice for poor communities in the England regions to influence policy, programmes and funding that affect poor communities. 

Community groups are starting to meet within their region to work together and share experience of lobbying and influencing at regional and local level to bring more resources into poor communities and feed their voices into national campaigning on poverty and social inclusion issues.

Contact Clare Caves at: eapn@cefet.org.uk; Tel: 0115 911 0455  (911 0419 for ansaphone) to find out about meeting up in your region.
EAPN-England is a network of people and organisations involved in working to enable the voices of people in poverty to be heard by decision makers – at local, regional, UK and European level. It is part of the European Anti Poverty Network, which brings together groups from across Europe to influence the way member countries’ governments tackle problems of poverty and social exclusion.

In Europe, EAPN-England members contribute to lobbying and policy development for fairer and more inclusive benefits and pensions systems, adequate income levels, better working conditions, equal opportunities, more resources from Europe for communities to tackle poverty and exclusion. 

In the UK, EAPN-England is part of the Social Policy Task Force, a grouping of people with experience of poverty and non-governmental organisations that work on poverty issues (including the Scottish Poverty Alliance, Northern Ireland Anti Poverty Network, Anti Poverty Network Cymru, UK Coalition Against Poverty, Oxfam, ATD Fourth World, Black British Anti Poverty Network, Single Parent Action Network and others). The SPTF talks to government ministers and civil servants in the Department of Work and Pensions about the development and progress of the UK National Action Plan on Social Inclusion, which is a key document that all EU countries have to put together to show how they are addressing poverty issues.

The Social Policy Task Force with the DWP is running a UK-wide GET HEARD campaign, to involve people experiencing poverty and social exclusion in letting the government know what they think about their inclusion policies and programmes; like the benefits system, Sure Start, New Deal, etc. People are being asked to put forward their views on “What’s working? What’s not working? How things should be done differently?” Community groups from across the UK have been holding workshops with people in poverty to feed their views into developing the next National Action Plan on Social Inclusion. See www.ukcap.org/getheard for more information.

EAPN-England works with the Third Sector European Network, which includes organisations that represent and support community groups to use funding from Europe to run projects in their communities that tackle problems of exclusion; helping people to overcome isolation, prejudice, lack of opportunities and skills, low confidence levels and barriers to employment. TSEN and EAPN-England lobby the government for more funding for community level work.

In England, EAPN-England is working to support community groups to meet up and develop a stronger voice at regional level. Many of the priorities for funding of social inclusion work are put together at regional level in England. It’s important that groups from poor and excluded communities have a way of bringing their expertise to the table and influencing how resources are spent. EAPN-England is helping to develop Regional Anti Poverty Networks bringing groups together within their regions to look at what they need to be able to do this and sharing experience of lobbying, campaigning and developing local and regional influence. These networks are starting to form, please get in touch with Clare Caves eapn@cefet.org.uk to link up with groups in your region.

UKCAP

The UK Coalition Against Poverty exists to enable people who experience poverty in the UK to play an active part in developing national policies for the eradication of poverty. UKCAP works with Government to open their policy-making processes to greater participation and through involvement in the All Party Parliamentary Group on Poverty supports people living in poverty to talk directly to ministers to represent their experience and the affect on them of government policy decisions. UKCAP also develops opportunities for communication and joint activities between local, regional and national anti-poverty groups and is supporting the development of English Regional Anti Poverty Networks. For more information see www.ukcap.org 

CAMPAIGNS

Peanuts for Benefits  - Single people, over 25 years old, on Job Seekers Allowance received a paltry 55p increase this year, giving them a total of £56.20 per week! Millions of claimants received the smallest rise for at least 30 years. The Chair of the National Unemployed Centres Combine, one of the organisations behind the Peanuts4Benefits protest, said that the Governments refusal to substantially raise the level of benefit payments is leading to “institutionalised poverty”.
“Benefits are not linked to wages or even prices, so inequality is built into the system. The government will never be able to end child poverty, as it has claimed it will by 2020, unless it tackles poverty benefit payments for all.” Find out more about the campaign at www.peanuts4benefits.co.uk 
Winter Deaths - Last winter, 28,700 older people in England and Wales died of preventable, cold-related illnesses. This is a national scandal with the number of people dying in this way much higher in England and Wales than in other comparable northern European countries. Find out more at
 www.helptheaged.org.uk/CampaignsNews/Poverty/WinterDeaths
EAPN-England 114 Mansfield Road, Nottingham NG1 3HL Tel 0115 911 0455 eapn@cefet.org.uk
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This paper is an outline of a proposal that seeks to build upon work already completed study examining the unmet need of the emerging Bengali population in Camden.

This previous research looks at the client perspectives of health care and whether they felt as an ethnic group, that they received a service that met their needs. It was found that there were gaps in service provision, and there were factors such as the family and their lack of knowledge around drug use, which were missed. This lead to often ill-matched regimes and poor experiences of treatment with limited outcomes. 

This research has led to change internally for the South Camden and South Islington drugs service. This proposal seeks to extend this initial work and examine the perspectives of  the ‘key players’ in the health authority and clinicians attached to it in Islington. A new outline and proposal seeks to compliment the work from the client’s perspective and look at whether the individuals are culturally aware and able to change their places of work to be adaptable to emerging ethnic groups.

This new proposal is looking at the issues of whether institutional racism is existent in the local health authority and purchaser of services in Islington. It is also examining whether there is a collective failure or response to emerging ethnic groups to see if there is a real commitment to changing and adapting services in a fast changing multi-cultural society.

This first looks at the issues of institutional racism in the existing literature. The next section looks at the Muslim population in Camden and the work completed to see what perspectives the clients had in attending the service. This is then argued through the aim and purpose of the research to seek to build upon this existing work from the professional perspective. The case for the research design is then argued and detailed in its initial form.
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Abstract

This paper shows an interesting and important area where an understanding of multicultural society and difference can lead to better care-planning for nurses and other clinical staff.  This study explores the relevance of different family structures upon two distinct ethnic groups to explain different patterns of presentation to substance misuse services in Camden, London.

This paper discusses a qualitative study developed from the information in the ethnicity audit of 2002. The client perspectives on their support structures, and how they are beneficial for them is examined in this research study. Participants were asked to define their family set-up and the data was analysed through the sociological theories surrounding the family. The family perspective was felt to be influential upon choosing treatment modalities from the two distinct emerging ethnic groups.

It explores the themes of ethnicity, polarisation and the perception of the family of drug users in treatment. This is an under-researched area particularly in substance misuse, but hopefully this paper will show the value of considering the family in decision-making for treatment programmes to achieve better outcomes. Nurses and clinical staff led by them, need to consider theses changes and their impact on care for effective planning.
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Bengali
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Introduction

There has been an emerging population presenting to drug services nationally from South Asian backgrounds (Bashford,J, Fountain, J, Winters, M, 2003). Also there is now, published research looking at the emerging needs of the ‘new’ population to health services and some work completed looking at treatments (Patel, K, Sherlock,K, 1997). However, there has been little work looking at the social background and environment and what impact this has in treatment for ethnic groups. 

This paper is an attempt to highlight the shortcoming and show that by examining the family structures and recognising different socio-economic pressures, that a knowledge of this, can lead to a culturally responsive staff team and service in the area of substance misuse. It is advocating for research in this area where a sociological perspective can be successfully utilised to improve drug service provision in working with ethnic minority groups.

Research already completed upon ethnic presentation in Camden

A detailed case study analysis of South Asian presentation to the local drug service was conducted from January to December 2002. The main finding of this research was the marked difference in the routes of administration used by the local South Asian population, which is mainly Bengali and Muslim. This extensive research suggested that the different patterns of use illustrated the level of secularisation and economic polarisation of the Bengali community to the rest of the indigenous population in Camden (Fernandez, 2002).

The South Asians population attending the drug service smoked or chased without switching to injecting. The White/European group interviewed in comparison showed a route of smoking/chasing initially with a move to injecting within two years. 

The sustained oral route by the South Asian population in Camden illustrated secular peer groups when using drugs, in mono-cultural groups. 

This paper looks in detail at part of this extensive study. Particularly at the section which examined the family, the different family make-up and pressures on their drug using spouses and its relationship to choosing specific treatments. It is argued that there are different needs where the family is far more influential. It is argued that the family structure and social context has to be recognised as it provides essential background information upon which to plan better, more effective health care in substance misuse.   

The Family in England: a sociological overview.

The family structure in England has changed over time from the extended family, which consisted of Grandparents, Father and Mother and spouses, to a structure in post-war Britain, which is termed as the nuclear family. The nuclear structure has made the family more mobile for work, and they (The family) could theoretically move from to any area were there was work and economic opportunity to better oneself. These structures were very defined, but over time as society in Britain changed, it can be argued, the family has moved towards a more post-modern society defined by nuclear families with new structures that have challenged the former ones.

Currently, in Britain there are various structures to the nuclear family, which make it hard to define within a singular term. Many men and women now marry twice and bring with them children from a former relationship. Therefore introducing stepdaughters and sons, as well as children from their current relationship. This particularly for academics makes it hard to define a family structure, which would have contemporary relevance. Another factor is the number of same-sex relationships, that have been acknowledged, which historically in previous censuses in Britain was not a category. Families in most of these cases or relationship structures tend not to have children.  There is also the growing number of single parent families, which are often matriarchal and have children, with no male support, particularly in the cases of the working class and lower working classes (Taylor et al, 2000). 

The focus of this research is in the Muslim ethnic community, which is based in Camden. Work conducted in 1982, and recently in 1995 showed that while the households of Muslims tend to be nuclear, the extended family networks are nearby. In the area of Somertown, the family networks are strong and the extended families often live in the same house, or close by on the estate (Bilton et al 1982, Fleming, 1995). Asian households tend to be larger than ‘White’ or ‘West Indian’ households. Seventy-three of the Asian household have children which is a higher percentage than the ‘White’ and Afro-Caribbean families whose percentages are 31% and 57% respectively.

The recent changes, from the extended family structures to nuclear has not affected the importance of family ties which still remain strong in South Asian communities particularly for the Bengali population. Economic assistance as well as emotional support is still provided by these close-knit structures, while for ‘White’ and Afro-Caribbean families have been adversely affected by the movement from extended to nuclear structures. This has often resulted in a fragmentation of communication and contact within these family structures (S Westwood, P Bhachu, 1988). 

In terms of sociological theory a relevant one for this study, is the interpretative approach of the family. The family is seen as a social construct and the roles of the husband and wife are to interpret their world around them. Roles are often negotiated in the family structure, in terms of working and the rearing of children, for example. It is an approach, which can be called descriptive, as it describes family structures as they are experienced, emphasising the importance of the family being a collection of individuals who are free to choose through negotiating the role they can play in this structure.

These perspectives will have relevance to this project as the role of the family is important in the presentation, and needs of clients who attend the Margerete Centre. Anecdotal evidence indicates that the role of the family is highly influential on the Bangladeshi community accessing treatment and the qualitative interviews asked about the role of the family, which is analysed in the next section.

Method

In essence this study is asking what influence did this have on planning treatment? This study attempts to answer this question with implication for nurses and clinical staff planning care. The research was a comparative study, using The Margerete Centre. This approach is looking at the beliefs and perceptions of client support, it is in essence trying to interpret client’s thoughts on how the family influences the approach and modality of treatment and what support structures there are. Therefore, to capture this type of data, the approach of this study was qualitative, and looked at generating data from the client’s perspective. The study was ethically approved through the Camden & Islington Mental Health Trust committee, and confidentially and forms detailing the research were considered to meet standard research protocols of the Trust.

A semi-structured interview was designed, with space for clients to talk freely, with open and closed questions. These questionnaires have been used in the past at the Margerete Centre and have generated rich descriptive data, important to qualitative research aims (Fernandez, 2000).  All the interviews were taped and confidentiality of the clients was protected through a formal signed document that all willing participants signed.

Sample

This comparative qualitative study took the first twenty British Asians to attend as new referrals to the Margarete Centre in the year 2001 to 2002, and compared this to the first twenty new referrals of White/European clients to attend the same service modality, within the same time period. This was to ensure that there was no room for a bias sample being generated for the study. 

Approach of the questionnaire

Questions were asked upon the make-up of the family structure, whether it was nuclear, extended or otherwise. Also there was space for the clients interviewed to expand upon the role of the family for them, and its influence on treatment and support if any. There emerged some interesting data, which was transcribed onto paper during the interview and expanded upon post interview.

The qualitative data was collected was then analysed through the process of key words and coding upon themes which emerged. Solely the researcher who designed the study conducted the qualitative analysis. The key themes are reflected in the results through statements, which illustrate the typicality of the themes, which emerged from the data. 

The qualitative questions are shown below in the appendix.
Results

Of the Bengali clients in the study, the average age was 20 (S.D +/- 3). All were male with no females from this community interviewed for the study. The length of drug history was short with a median of fourteen months. The total number of clients interviewed was twenty and the results are shown below.  
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From the questionnaires the influence of the family is very important in the young British Asians attending the Margerete Centre. The quotes featured here have a high degree of typicality to the rest of the data collected. They are used to illustrate the main points that arose from the research. 

From the qualitative questionnaires the following statements illustrate the importance of the family upon entering a detoxification programme:
“ I get pressure to detox constantly from my family, they want the son they knew and loved back.”

This person always presented for an outpatients detoxification programme and relapsed within three weeks of the regime finishing. He also stated that detox instead of methadone maintenance is the preferred option for the elders in the Bengali families. This was common to all the people who were interviewed in this group in that the community and family saw the route of detox to be preferable.

“ My parents just believe in detoxing off drugs and not in maintenance.”

This was another statement from another interviewee, which shows the family may have a one-dimensional way of looking at solutions to these problems. This is stereotyping the detox regime to an inadequate and simplistic form. From the clinical perspective of those who successfully detoxed shows that in many cases it masks complex problems, which are not addressed often and not acknowledged by the family which results in a relapse fairly quickly. Again a statement were this theme was evident in all the interviews.  

One statement which illustrated another theme was:

 “ My family really want me to detox and do not understand the implications. Maybe the family would need help in understanding drugs.”

This statement shows that education is where drug service provision can be improved in ethnic groups to try and educate the families of drug users. This may have positive implications for the clients who are attending the centre. In this case the Bengalis’ and this would arguably reduce the levels of stress the client has which is influential on relapse.

“ My family do not understand the levels of withdrawals which are associated with detoxing and there is education needed around this. It would make life easier for me.” 

 This statement shows that work would be perceived as being beneficial to this group currently accessing services.

However, these examples do show the level of influence the family has on mode of treatment, in many cases at The Margerete Centre being an outpatient’s detox. This may lead to many clients from the Bengali community requesting one mode of treatment, which is enforced and not appropriate for the individual. However, this cannot be quantified from this research but may need to be in the future.

What can be said is that the parents of the families interviewed play a very prominent role in the choice of modality i.e. detox regime when young Bangladeshi males present to the service. The literature from the sociology of the family, as mentioned, has highlighted that the structure of families in Muslim cultures in Britain are patriarchal. The structure is a functional one, which is not easily adopted by the growing interpretative structures developing elsewhere in Britain.  

However, it does have some positive benefits in controlling the level of drug use and for Bangladeshi users, it arguably focuses the user to look at treatment, but not fully at the options available to him. The role of the family and the importance it has upon the individual can be an explanation of their spouses looking for detoxification packages and that they unaware they are unsuitable for them in many cases, and result in a high relapse rate. If a Bengali user presented when he felt ready for treatment, without family pressure, may be he/she would choose a mode of treatment that was more appropriate for him/her, instead of being psychologically pushed into a detox programme. This has been illustrated by the qualitative responses to the research work in this area. 

What this can mean for treatment services such as ours is that there is a need for working with the families in increasing their knowledge upon substance misuse and the available treatments, which we provide. To achieve this would need managerial input and consensus. For, it may be important to see the client and their immediate families and go through the assessment process and suitable treatments that is available. Of course this would only occur if the client consents to this. If not, may be there needs to be more of a contact for services with youth and cultural centres in the area to promote drug awareness. Also to hold forums and days were access to treatment services can be discussed informally with clinical staff. These options need to be explored as they could have a valuable part to play in addressing clients from the ethnic community to appropriate treatments.

Issues such as the Bengali group of clients being more suitable for maintenance programmes rather than an outpatients detoxification are hopefully issues which can clinically create discussion and improved approaches through this work, with an evaluation process to monitor effective change. This would in the long-term influence services to change their operational structures to be more cultural responsive.

It is clear that this section shows that the family structures for the Bengali clients is a functional one which is still based on parents influencing their spouses to a large extent. This influence needs to be considered in the holistic treatment of this ethnic group, when they present for services. A thorough evaluation of this concept with families being researched across ethnic groups and their influence would be useful to achieve, as future research that would further validate this study.    

The white/European family

The average age of this client group was 36 (S.D +/- 7). The group was mixed with 6 females taking part in the study and fourteen males. The group was older with a longer history of drug use (Median= 2.5 years) when compared to the Bengali group. Also the gender was more mixed
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As stated, the quotes used here are from the dominant emerging themes and all have a high degree of typicality.

In comparison, the white/European population interviewed didn’t have an extended family structure. Sixty five percent had a nuclear family structure, and fifteen percent had no family input whatsoever. This is very different to the Bangladeshi clients attending the service. There were also within the nuclear family set-up women with one child and a step-father. These were predominately female referrals in this category, and there were no females attending for treatment from the Bangladeshi group. 

The main reasons for the fragmented family picture when compared to the Bengali group was that there were many from first generation immigrants from Ireland or the European continent. Also, that through having a longer pattern around drug use, this tended to test the families patience and in effect, from the client’s perspective, the family would eventually give up on them.

“. …Through my drug use over the years and my failure to get off them has resulted in my family not wanting to know me. It is sad but I don’t blame them.”

This clearly illustrates the pressure the family has and when breaking point is approached, it results in the drug user being left without support. This can be seen as a factor, which makes this client group more prone to relapse, as outside support is lacking.

Having children and not being able to come off drugs is also a factor given by one former client who participated in the study:

“ It was fine before I had my first son, but my parents and grandparents didn’t support me after they found out I couldn’t give drugs up. They never saw me until social services got in touch with them….”

It seems ironic that social services in this case, is seen as bringing people together, but the role of social services, particularly in child protection look to include the family, as a process of keeping the child from care. However, this example does show that a mother can seem to exhaust her avenues of support from the family relying upon social services to formulate the support process.  

In some cases the family is supportive when a client attends for treatment with a detoxification programme. They seem very supportive in the view that their daughter or son will be ‘clean’ (Off drugs) and welcome this image as the next extract illustrates:

“ My family were at the end of their ‘tether’ with me. But once they knew I was coming here, and looking to get off drugs, they have been behind me. It is good and I want to do it.”

This would seem to indicate that the family influence is similar to the Bengali group. However, support is arguably less influential on their children seeking treatment and trying to detox from drugs. It seems drug use has strained the relationships thus far.

As a result and from the above statement in very few cases (n=3) but not all, detox can bring positive benefits and better relationships between families and their drug using spouses when a detoxification programme is requested as the next statement illustrates.

“ My family want me to detox, and I want to for them as they are ‘made up’ at the moment.” 

Overall the family structure is more fragmented and support can be limited but compared with the Bengali experience does having a family with you give you the needed support? This is debatable form the data gathered. 

Discussion

What this clearly shows is there is a different family structure between the two ethnic groups. This leads to different pressures upon the individual in some cases leading to choose unsuitable programmes from treatment services. This is common across both ethnic groups but more frequent upon the Bengali group whose family are arguably looking for a quick solution. In our clinical experience this can lead to a detoxification programme being completed but relapse occurs within a week. Therefore little is achieved in having ‘clean-time’ and a break from drugs to increase insight and develop coping strategies worked upon in key-working sessions. 

The family structure of the Bengali families is in many ways an extended one, more akin to the functionalist theory (Taylor et al, 2000) in that nuclear families are geographically, very close by. This has more of an impact upon the Bengali drug users, as culturally the family is central to many leisure activities linked through religion (Fleming, 1995). This is not the case for the White/European group. 

The Bengali families, from this study, also have a very patriarchal family structure were there is little development of negotiated roles. The patriarchial structure and lack of knowledge around drug use encourages the males to inappropriately seek a detoxification programme.

The white/European family structures seem more fragmented through their members drug use, and have longer drug histories in many cases. Their family structures are more akin to the negotiated roles, with drug users often testing the process of negotiation for their respective families. 

To summarise, for the Bengali clients the pressure for their children to access detoxification seems to be a very medical model way of viewing this issue. It maybe that they do not understand the psychological factors, which are arguably important in trying to attain some 'clean time'.

To address the issue, maybe what services need to have, is a way of incorporating the families in their spouses care provision. This would not only enable the family to explore useful patterns of support with the drug worker, but help in raising drug awareness. This can be valuable, for the family as a support structure needs to be recognised. In order to holistically deal with drug use there should be in some capacity involve the family in a constructive way to aid their spouse (Billips, K, Marini, I, Stenbnicki, MA, Slate, JR, 1997: Bashford,J, Fountain,J, Kamlesh P, Winters M, 2003). 

In the ethnic group in this particular study, it can be argued, that they are isolated from their immediate NHS mental Health and Drug structures. This leads to not having relevant information of what and how to access services, as well as treatment options. Also, the level of knowledge upon drugs was an issue for families. Here drug education from services could be valuable to informing families about drugs and how they can support a person with substance misuse problems.  Therefore through increasing drug awareness of the family members, particularly the Bengali group, would hopefully be beneficial to the client accessing treatment. This area is often under utilised and can be clinically fruitful and would need a commitment to explore its inclusion in care packages, for as this paper indicates, while relevatively unexplored, it can be of relevance.

Indeed, some argue that the role of the family is still in this post-modern world             (Taylor et al, 1995), is still highly influential upon its children. Therefore the question is how to harness this asset constructively. For, if achieved the family can be incorporated in health care packages and used to benefit clients who attend for drug treatment.

It is hoped that this paper highlights the need to understand the social context, the role of racism and cultural isolation of the societies they are addressing. This would help in planning good accessible, practical health care in this area. Nurses and all clinical staff of today need to be aware of theses issues as doing so is important in care planning.
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Does it Really Work?
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Alcohol in Primary Care:

Alcohol, from much of the literature, looking at trends in drinking has shown that the consumption of alcohol is increasing, particularly in women and young men (Waller et al. 2004).  

However, more importantly there are also associated health complications, which in many cases merit medical treatment. Problems which are either caused by alcohol or exacerbate the problems; such as cardiac problems (CHD), hypertension, and liver damage through hepatitis. While it is important to treat these physical problems it is important to practice preventive medical treatment. Therefore health education and looking at the problems associated with lifestyle, such as alcohol consumption is important for primary care to focus upon.

In terms of treating this need there has been a focus from the Primary Care Trusts, to look at the treatment of alcohol as a speciality with trained nurses and counsellors looking to provide a service for people who wanted to change their pattern of drinking. It is important to recognise the GP would not have the time to practice brief interventions through every day-time pressures from the nature of general practice provision. It has been argued that specialist trained nurses can provide this service complimenting the General Practitioner in the treatment of alcohol (Laurant et al.2004). 

In the structure set-up in Islington, the nurse specialist is involved in delivering the brief interventions completely, with the GP only involved in the referral and follow-up after a block of sessions, therefore arguably different to the role of the practice nurse in GP surgeries at present.

This paper is an evaluation of the nursing approach used in treating this client cohort and can show how this can be delivered in primary care, with broadly beneficial results in reducing drinking, or bringing it into some form of control. This was effectively achieved through basic brief interventions with basic motivational interviewing and reflective practice. This paper illustrates the success of this approach in primary care, with the use of a case study in Islington.

Brief Interventions:

It has been stated that brief interventions from GP’s could reduce drinking in men and women significantly (Alcohol Resource Manual, 2002). Brief interventions focusing on motivation, socio-economic factors and identification of triggers and ‘High risk’ situations is important in achieving this. Many patients with alcohol as a problem in general practice in Islington are anecdotally known as patients who would not admit to drinking at excessive levels. Through this ‘denial’ of having dependent alcohol use may make this group hard to treat and engage, without a life-changing event through a physical problem i.e. hypertension, raised Gamma GGT’s or permanent liver damage. There is much debate upon whether abstinence should be advocated in health promotion and treatment rather than controlled drinking. However, it is best practice to focus on the individual and the specific factors, which influence either a problematic or dependent pattern around alcohol (Cox et al.2004) 

This paper is an attempt to show that people with binge drinking patterns are treatable in primary care. This is attempted  by using a case study  GP practice in the centre of the London borough of Islington. The Practice used is called the RiverPlace Practice based of Essex Road in Islington. It is a large practice with a partnership structure. It is well resourced and has a multi-disciplinary team providing primary care to patients in central Islington. This practice is used as it represent a typical large practice in Islington. This is in terms of patient size, demographics, i.e. gender and race etc. The main service as mentioned earlier is for ‘binge’ drinkers as these are the main category of patients referred to a specialist worker for alcohol in general practice. Hopefully through this paper the effectiveness of brief interventions will be illustrated in terms of changing a person’s drinking pattern, in the first instance.

Islington and General Practice:

Islington is an inner city London borough, which has a population of approximately half a million people serviced by 43 general practices. It has a great variation in socio-economic status in the borough with the south and east areas showing high home-ownership levels and properties in the price range of £650, 000 to One million for a three-bedroom house. This is compared to the North of the borough, which is one of the poorest areas in the country with large council house and social housing developments (Census, 2001). 

Islington rates as the fourth most deprived area in England and most of the wards within the borough have standard mortality ratios above 100.  The population is made up of a wide range of people from different ethnic and cultural groups.  It has a sizeable Black Caribbean, Black African, Asian and Irish communities.  Islington also has a notable refugee population.  London has the highest rates of homelessness in the country, with Islington having some of the highest rates in London, with over 2% of it’s population regarded as homeless.  Islington has high rates of people suffering with mental health problems.  Figures from 1994, suggest that between 10-20% of the local population at any given time were suffering from an identifiable mental illness.  The district also has suicide rates above the national average (Camden and Islington Health Authority, 2000).

Therefore in terms of general practice the demographics of the borough show define health needs for the borough and alcohol related problems are considered one area of concern and need.

The Case Study

This is looking at a six-month evaluation of a surgery, which was used to explore the need for servicing a client group with alcohol problems. There was a difference and the service was aimed at targeting problematic drinkers. This is the category that are defined as drinking between 35 to 55 units a week which would be seen in general practice. Clients drinking more then this amount would be classed as dependent drinkers and they would be referred onto specialist services for alcohol. If needed, the GP could refer them to the alcohol specialist nurse in general practice to see if they were dependent or problematic drinkers’ and treated appropriately.

The Practice: RiverPlace 

The surgery, as mentioned was a typical surgery, based in the centre of Islington, London. The practice was managed as a partnership and routinely managed on a day-to-day level by a practice manager. It can be described as a GMS practice with 5 partners, 2 salaried GP's, 2 practice nurses and HCA. Other services at practice include 3 counsellors, refugee counsellor, Turkish advocate, Islington Peoples Rights, Smoking cessation advisor, dietician, stress project worker, District Nurses and Health Visitors on site.  GP's work between 5 and 7 clinical sessions a week.

The practice is a partnership and is non hierarchical, every partner has clinical lead areas and non-clinical areas.  They are committed to training and teaching  and have medical students. Also they are a training practice that hopes to start a registrar in February 2005. Therefore, the practice was a well-staffed ‘High’ functioning surgery with diverse services from its practice aiming to serve its population. Its total patient population is 8, 412 and its gender breakdown is shown below:

Fig 1

	Age groups  
0-4
5-16
17-24
25-34 
35-44 
45-54 
55-64 
65-74 
75-84 
85-89 
90+   

Males        
238  
579   
383   
1050  
907   
486   
289   
186   
115    
24    
9   

Females      
213   
511   
545   
1046  
756   
384   
239  
218   
171    
39   
24  

Total males: 4266           Total of males with problematic drinking levels: 117

Total females: 4146         Total of females with problematic drinking:: 37       

Total both sexes: 8412      Total = 214

             


The level of problematic drinkers is at a small percentage of around three percent of the overall practice population. However, within this figure it is clear that the male population has a higher level of drinking than the female population. As the paper explains they also has a poorer engagement of the service as a whole and maybe this can be looked at in terms of  restructuring the clinic approach in order to accommodate this patient group. However, this practice has a large population and therefore the number of potential clients for the service is still at a high level.

The Clinic:

The alcohol clinic was run in a morning session on a Wednesday. There were six sessions allocated for the GP’s to refer into. The slots were for half an hour for each patient and  brief interventions were used in the sessions.

The referrals were made either electronically through the EMIS system, or through a brief referral on a suitably designed referral form. Straight through the Emis system, which is the easiest way for GP’s to refer. Only if there are complex cases, a referral form was preferred in order to give an outline of what is needed.

The sessions used a structured assessment, reflective practices and motivational interviewing for a minimum of eight sessions. Progress was reviewed after eight sessions with the client. The sessions were structured as such for the initial eight sessions. The first session was for an assessment, the second looked to explain health educational messages; the third looked to map out the pattern of drinking; the fourth focuses upon identifying triggers. The last of the three sessions looked to try and initiate change through motivational interviewing.

Through the process of an evaluation, if there is steady progress the client can be seen as a maintenance client. If no real in roads appear after eight sessions a review with the GP will see if there is any need to continue care or refer onto a better suited service. If a patient feels they do not want to engage further, a discharge will be considered.

If a client Dna’d after the first session, they were contacted by letter to see if they would like to re-engage. If there is no contact they are discharged from the clinic after two weeks, but they can be referred back through the GP.

Results:

Referrals:  Gender Fig 2
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The number of referral from the GP’s at the surgery showed that there was a male to female ratio showing a larger population of males in general practice has problematic drinking patterns. However, the next pie-chart shows that despite the referral rate being higher for men they were less likely to engage in this service, despite the gender breakdown of the practice being near a 50:50 split. The reasons for this are not yet apparent, but the female population who are vulnerable to problematic drinking are more likely to engage in the service. 
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Fig 3
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The pie-chart (Fig. 3) above looks the Dna rate. There was a high referral rate and all the slots were full on each session over the four months the clinic was running. However, particularly with dependent drinkers, they arguably either lacked insight or motivation to change their drinking pattern, hence the high percentage of Dna’s. But it is also noted that their was over fifty percent engagement with the service and once a person had engaged for over two sessions they were likely to see it through for eight sessions. Therefore on a day-to-day level the number of booked slots was six but only three sessions were used and sometimes four. The used sessions did not drop under three for the first four months and when this evaluation was written.

Fig 4

	Number of people who engaged in sessions
	23 (13=females)

	Number of people engaged after four sessions
	8 (5=females)

	Number who engaged for one sessions
	12  (8=males)


While it may be noted that they are small in comparison to the overall figure for problematic drinkers at the surgery, these figures and their levels need to be received in a positive light. Many of the problematic drinkers are unaware or in denial, so this figure is a good start for this approach. The above figures also show that even though the number of people who engage maybe over fifty percent there was a limit to what they are willing to do. However, they may just need to focus upon the health educational aspect or triggers, or look reflectively at their pattern in order to change their drinking habits. This would therefore show that for some ‘binge’ drinkers they would not need extensive interventions based upon motivational interviewing. They could be successful in changing their drinking habits short-term. Only, it is hard to evaluate whether the benefits would be long-term after such a short time reflecting upon their drinking. Other results in substance misuse would state that the longer the engagement the better the outcome. This is well-established evidence (NTORS, 1996). It would be therefore limiting and potentially wrong to state that three or two sessions can result in a successful outcome long-term. But this has yet to be established in the field of alcohol. 

The number who engaged in one session is just under half the overall sample that engaged in total. It would indicate that for this cohort they are not ready to either acknowledge or reflect on their drinking patterns. But evidence has shown that even after one session engaging in a brief intervention, such as extended assessment, could lead to a reduction in drinking. But the debate to see if this has had a long-term benefit is hard to quantify (Waller et al, 2003).

Again it has to be noted that there was a better engagement of females overall than males, but the number of males who engaged long-term was overall poor. It seemed to be just less that the female population. It would be interesting to see how this varies or not over time in the year review. 

Age: Fig 5.

	Mean age of females who engaged: 48

	Mean age of men who engaged: 58


As one can see in the age groups that engaged in this service they tended to be older and in the age groups just beyond the post popular grouping. For in Fig one the most popular age group registered at RiverPlace was the 25-34 and the 34-39 age groups for both genders. These are identified in the literature as the main binge drinkers, but from the data provided this ‘at risk’ age group do not seem to engage in the GP based alcohol service. The female mean age is also beyond this age group. There was no real reason that emerged of why this was so. This evaluation was not looking in detail of the pathways and patterns of referral. But this could be a research project, which would be both relevant and interesting to conduct in the future. For the men, this age does show that the majority of men referred are of the post retirement age or coming to the end of their careers. From a clinical and anecdotal perspective, these men have developed an unhealthy pattern of alcohol through an inability to deal with stress from the home or from work. It becomes more of a problem when retirement happens as the drinking pattern that existed in one’s leisure time transfers to the extended leisure time gained through retirement. This is then a more obvious problem to the GP and the patient to pick up upon and hence the referral rate for the age group is probably higher. However, a more rigorous analysis would ensure whether this was the case and could be a future evaluation. 

Next is a typical case study that, hopefully illustrates what is possible and achievable in treating people in general practice for alcohol problems. It is typical of the male referrals that with some of the factors stated in the last section. It has to be noted, the majority of those referring for alcohol treatment in general practice where white, with very few referrals from an ethnic minority background.

Case study 

Name: Phillip

Age: 58

Occupation: Retired

Referral source: GP referred with depression and heavy  binge drinking for a number of years. This has been particularly heavy since the death of his wife. GP wanted brief health education and counseling to see if they could help.

Client’s perspective and needs: The client Phillip was referred because of his alcohol intake. He knew that was the case. He acknowledged that his drinking was at a problematic level i.e. he was drinking in the area of 55 units a week. He was not drinking every day and showed on assessment no signs of alcohol withdrawal or dependency.

However, his depression was linked to the death of his wife two years ago and he has found his mood to be very low. He recognizes that this is the ‘trigger’ to his drinking pattern, but seems unable to control his moods sometimes. His alcohol intake was proving to be a more difficult area to address Without focusing on his bereavement issues, his alcohol would be difficult to reduce. The approach was to look at controlling his moods better through either prescribing anti-depressants linked with structured counseling. 

Treatment:  It is difficult to clinically see the outcome of prescribing anti-depressants when there is a regular constant intake of alcohol. However, Phillip had a binge pattern and he would go four days without drinking every week. It would be of some benefit arguably to prescribe anti-depressants to see if Phillip’s mood could be lifted and then see if motivational interviewing could further look at his periods of low mood. There would be structured sessions looking to use motivational interviewing to strengthen the link between low mood and alcohol intake for Phillip and then to link him into bereavement services in Islington. 

Outcome: Phillip worked well with the bereavement counseling and was able to use the sessions at the surgery to further his understanding of his alcohol pattern. He was able to look at what part of his pattern was habitual and which part was linked to his psychological mood. His understanding of his pattern increased and from there he was able to identify his ‘triggers’. My keeping a ‘drink’ diary he was able to focus on his ‘triggers’ and counter-act his habitual alcohol consumption. As a result after three meeting he was able to reduce his alcohol intake to half around 25-30 units. After eight weeks of engagement this is still the case.

Clinical Summary:

The outcome was achievable due to treating a client who was willing to look at his pattern in an open way. Even though he hadn’t referred himself but was referred by his GP, on the first assessment he had shown a willingness to work looking at his alcohol consumption and pattern. Through a proper assessment of his alcohol pattern and the factors that seems to clinically underpin it, he was referred to appropriate services, and his prescription of anti-depressants worked well with his alcohol counselling. Reflective work and basic motivational interviewing, with complementary bereavement counselling worked very well after eight-sessions to produce a reduction in drinking

The view from the GP’s at Riverplace:

The feedback for the clinic from a General practitioner viewpoint was essential, as will be the feedback from the users of the service. However for the service users for those that have engaged for over eight sessions will be asked for an evaluation of the service. But it would be useful to consider the feedback from the patients who only engaged for one session, but the time needed to follow this line of enquiry will be substantial, and beyond the scope of this research aim. 

However, in this paper the GP’s where asked for their initial comments of the service and this was given as a qualitative written statements and they are summarised below:

“ It has been valuable having you here. There are patients who have come to see you who would not have engaged with the specialist service. “

“ I am happy with the service and I feel more confident of asking about alcohol having an in house service which I can refer into. “

“ A good addition to the current service provided from the GP practice.”

As some of these comments indicate, the GP’s feel that the service has been beneficial for the surgery. The interesting comment from one GP was that he/she felt more confident asking about alcohol and lifestyle issues with an in-house service being there. Therefore the GP felt more able to do something about it. This was good for the service to hear but also having something direct to refer with quick access for treatment was valued by the GP’s. This is different to their experience of dealing with specialist services and their waiting list for treatment.  

Conclusion

Therefore to answer the question does a brief intervention at a GP surgery work the answer, from the evidence in this paper would indicate that it does.  It works on a number of levels. The referral rate is good which would indicate that the screening of alcohol for is good from GP’s. This may have always been at good rate, but the fact that the practice has an alcohol service may make the identification of alcohol problems more active in clinical consultations. 

Also of the people that do engage long-term even though the numbers maybe small in comparison to the overall figures and size of the practice through the case study, the outcomes are shown to be favourable.

What this clinic, and the nurse-led service with the practice, have been good at is engaging with a sizeable percentage of females who have a problem with alcohol. If current trends continue with females drinking on the increase this would be a useful tool to build upon. While the DNA rate maybe high the number of people who do engage needs to be taken positively. The nature of working with people who have problematic alcohol consumption is that they are often hard to engage regularly. Any regular and consistent engagement in this field has to be counted as a success. However, one has also to recognise that motivation to change and the high degree of ambivalent from some patient will make long-term engagement problematic. Therefore structured sessions in the approach outlined here can offer a practical and effective use of resources. For if the ambivalent patient only engages the once, they get a health educational session which is highlighting the problem to the individual, at least. But it has to be noted, the longer the engagement the better the overall outcome for the client.

What arguably can improve a better engagement rate from those referred is a better referral form and brief assessment, which would enable better suited treatment plans. This is being looked at with the referral form including the FAST tool, and more tailored questions.

Overall, this paper highlights what can be achieved through innovative nursing. Importantly the PCT can enable and deliver this work and the GP’s can make use of this resource and make it work. In essence it shows what good work can be achieved through multi-disciplinary referral and nursing interventions in primary care. This model will hopefully encourage other to look at similar projects in their area, as the model of a specialist nurse supporting GP’s has worked well in Islington as this typical case study would verify.
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The Changing Face of racism: The challenge for services to engage with academic inquiry.

J. Fernandez , RGN, MSc, MPhil.
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Introduction:

Previous research on race and equal opportunity in Camden& Islington looked at the client perspectives of treatment in substance misuse and whether they felt as an ethnic group, that they received a service that met their needs. It was found that there were gaps in service provision, and there were factors such as the family and their lack of knowledge around drug use, which were missed. This lead to often ill-matched regimes and poor experiences of treatment with limited outcomes. This research has led to change internally for the South Camden and South Islington drugs service (Fernandez, 2003).

However, the challenge is to recognise the changing nature of race and how it marginalises different ethnic groups in British society. As the British Isles becomes a even greater mix of different ethnic backgrounds and diversity within ethnic populations, it is important particularly for health services and drug services which see a large proportion of health complications associated with poverty and social exclusion to recognise the changing face of racism (Solomos, 2003). If institutions were more able to generate more local intelligence on their emerging population and match this to what is percieved to be ‘going- on’ in society, this would lead better evidence-based approaches with hopefully better outcomes for clients.

Obviously the extensive case study analysis of the Margerete Centre did show that this is an avenue, which is seen as academic, and has no real place in the practicality of nursing/specialist care in a health care setting. However, one can argue that local audits and further reading on emerging Muslim populations would have made the Margerete Centre better prepared to meet the needs of ethnic population in the first instance rather than reacting, in a postive way nonetheless, later on when the referral rate and consistent failure of treatment initated research in the area.

Is Having An Equal Opportunity Policy Enough?   

Arguably this applies very well to recruitment for personnel into the health service, and is a good principle for health care. But health care services need to look further than this aim. What the research at the Margerete Centre showed was that the medical approach was inflexible and not able to adapt quickly to an emerging groups’ needs that were in the first instance subtly different. The medical approach is scientific and based on large quantitative evaluation work to arguably justify what is good practice. It takes time to adapt, and has been shown to look at socio-economic factors and cultural difference as not being highly important in influencing different presentations. The human body is the same and therefore a diagnosis from a medical perpsective is ‘race blind’ particularly in substance misuse. This has been shown to be an inadequate perspective and greater emphasis must be based on gathering localised intelligence with a more sociological outlook, particularly for institutions such as Drug, Homeless and Primary Care services in inner cities dealing with poor populations. Clearly what needs to be promoted in health services at present is to engage in the academic debates currently looking at race from a social perspective. The current relevant debate on race is argued in this paper as one, which needs to be recognised for all health professions, particularly nurses working at the care interface in inner cities in Britain.  

New Racism: 

This theory is based upon the book ‘The Empire Strikes Back’ (1982). While this approach recognizes that the Marxist analysis has some relevance to explaining the role of racism, it is not complete and the study of racism needs to reach beyond the perspective to be applicable to contemporary society. Also, the theory of racism was seen as evolving and changing in shape and practice in society (Hall, 1978). The ‘Empire Strikes Back’ set the definition of racism in context to the period of the time. At the time of analysis the period was one referred to as capitalism in crisis, termed as ‘slumpflation’ with rising unemployment and structural changes to the patterns of employment. One of the main writers of ‘The Empire Strikes Back’ was Paul Gilroy. Gilroy went to further this debate with his book ‘There ain’t no black in the Union Jack’ published in 1987. 

New racism academics such as Lawrence (Lawrence, Gilroy et al 1982) accepted that there was a link of race to the role of capitalism, but the role of racism was not based upon the fact of superiority, and the exploitation of the immigrant race in the labour market. This had a role in the overall effects of racism, but wasn’t central to it. Cultural difference is the main factor influential upon racism to non-white populations in England.  Through focusing upon cultural difference, racism develops as a historical argument upon long standing beliefs of British culture. This belief of Britishness was popular amongst white working class people. 

An example is that of the British Muslim communities in Britian. For most communities based around Oldham and Burnley the Muslim population is made up of mainly Bangladeshis and Pakistanis. When they enter the school system in England they often have English as a second language. For, in these communities the first language is usually Urdu or Bengali. The schools with a majority of children who have English as a second language are usually the poorest performers in the school league tables. In order to improve this situation British Muslims have been asked by the Home Secretary to adopt English, as a first language of communication. Therefore asking this culturally different group for a further degree of assimilation into British culture. This was despite having British nationality and citizenship; a true British subject the new racism would argue, needs a high degree of assimilation to Britain in order to be truly regarded as a British citizen (C.C.C.S, 1982). 

Gilroy in his book stated similar theories on racism being based on culture rather than biological superiority. Unless immigrants have a high degree of assimilation to British culture in terms of patriotism, nationalism, Englishness and Britishness they would have a problem of being treated equally as a member of Britain. Without this immigrants will still be seen as outsiders, and the cultural difference threatening the British way of life and homogenous culture.    

This is arguably what drug services in inner cities seem to find difficult to accommodate, indirectly expecting a degree of assimilation for the medical model approach. For processing treatment through a medical model regime does seem to treat all people as the same. It is argably expecting or assuming indirectly a degree of assimilation in the host culture where uniform treatment would enable uniform outcomes. This is clearly misplaced and needs to be challenged, as the perspective of the medical model is too narrow and has the danger of being largely inapplicable without have a degree of flexibility to accommodate new presentations from emerginmg ethnic groups. 

British society has changed and diversity is now far more complex, leading to new categories of racial groups in Britian. Much of the literature would show what the CCCS are saying, in that the victims of racism in Britian today are those deemed to be culturally different. In this case the Muslim society in Britian, and why we should know this as health professions. The next section details there low socio-economic position in Britain today.  

Britain’s Muslim Population: Is this explained through Cultural difference?

The Muslim population in the United Kingdom have some of the lowest figures for individual gross domestic product and economic propensity to consume (The Economist, 2002). Of all ethnic groups who are resident in Britain, the Muslim population overall has some of the poorest members in British society.

In the fourth national survey completed in 1997, the Muslim population, in many cases being predominately Pakistani and Bengali, were more likely to be unemployed, in unskilled manual labour and have few qualifications. This transforms itself into low wages and therefore poor housing and low economic propensity to consume, i.e. low disposable income. In many respects Muslims are some of the poorest and most excluded ethnic minorities in Britain.

The unemployment rates for ethnic minorities from the survey were:

For white groups there was around 15 percent unemployed: For Chinese, African Asians and Indians this was around the same range but just a little higher, varying between 14-19 percent. However, significantly, there was a higher rate of unemployment for Afro-Caribbean groups mainly Pakistani and Bengali groups, varying from 38 to 42 percent.

Examining the qualification rate in the unemployed population, (One of the major factors, which is influential upon securing work) the largest group having no qualifications were the Pakistani and Bengali populations. This arguably influences their number in the long-term unemployed and if employment is found, it is usually semi-skilled work, prone to unemployment in economic downturns. For Pakistani and Bangladeshi populations the unemployment figures the highest in comparison to all British ethnic minorities.

For the time spent unemployed, Pakistani and Bengali men had an average of twenty- four months the largest length of time when compared to all other minority groups. For white males the average length of time unemployed was considerably less being nine months, and for African Asians and Indians it was eighteen months.

In the labour market, it can be argued, Pakistani and Bengali men find themselves excluded from this arena. The impact has a profound effect upon their economic standing in society. There are many reasons cited for this such as a formal lack of qualifications, and a poor standard of oral and written English. However, even if the qualification level was similar with competency in English, Bengalis would be more likely to be unemployed, therefore pointing to the practice of racism for this phenomenon.

Cultural Difference is cited as being a prominent part of the practice of racism. The lack of assimilation into British culture language, and presentation are highlighted as the main factors in the practice of racism. This racism prevents employment in Muslim populations in Britain therefore leading to a high rate of unemployment, and exclusion.  Does this influence access to health care? The answer is ‘yes’ in that is highly influential on presentations to services in inner city areas, as research work in this area has shown ( Fernandez, 2003). 

Institutional Racism? 

The question is whether the NHS and PCT’s have kept up with the current debates on race, and are they aware of the racism being practiced through cultural codes. If not why is this the case? If so what have they put in place to cater for this phenomenon? A failure to understand the influence of social factors, race and class can leave institutions open to the allegation of institutional racism. In order to pre-empt this and look to create culturally responsive services, change has to start from within these health structures.

Here are some Guidelines to enable a service is well placed to be cultural responsive to emerging need.

1) Generation of local intelligence in terms of regular audits on demographic information and emerging patterns. This would be able to track emerging groups and highlight whether any further work or information is needed.

2) To keep track of the academic debates upon race. With a view this can be time-consuming and not to everybody’s interest, it would, in practice, only need one person who is aware of the literature and new debates in academia that can feedback effectively into an institution to enhance good service provision.

3) An acknowledgement that the medical model is not the way to approach care particularly in inner city areas where diversity creates a complex set of factors influencing need.

4) Awareness that An Equal Opportunities Policy is not a complete and flexible protocol, and regular updating of this policy is needed to make it locally relevant.   

Hopefully these minimal guidelines based upon research and engagement with recent literature can enable health services to take the initative to meet the needs of a Modern Britian with a growing racial diversity.
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