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Executive summary

Services which offer welfare benefits advice in primary care have been established for over a decade, and there is evidence that service users find it easier to access such services in a setting which is familiar, unstigmatising and nearer to home. There is much less evidence that those services improve individuals’ health as well as increasing their income, although intuitively this might be expected to be the case. 

This study set out primarily to explore the impact on the health of clients of income increase resulting from receiving welfare benefits advice. All service users receiving welfare benefits advice from seven research sites across England (January 2000 - March 2001) were invited to participate in the study. Interviews took place shortly after the welfare benefits advice consultation, and were repeated after six and twelve months wherever possible. 

The structured interviews consisted of questions about subjects’ health and quality of life, and the completion of the SF-36 health profile. The SF-36 groups data about health into eight domains: general health; physical functioning; bodily pain; vitality; social functioning; role functioning, physical and emotional; and mental health (degrees of nervousness / calmness, happiness / sadness, i.e. not a psychiatric diagnosis). Subjects were asked at follow-up about any changes in health which they had experienced over the period, the extent of the income increase, and how they had used it.

With participants’ consent, their primary health care records were examined for data on health service usage before and after receiving welfare benefits advice. Comparative data were collected for a random sample of other patients of the same age and gender and registered at the same general practice.

Chief findings

Three hundred and forty-five people were recruited to the study, with an average age of 54.2. Their high level of chronic disease or disability was evidenced by self-reports of health, SF-36 scores, high numbers of Disability Living Allowance eligibility, and high and increasing numbers of prescriptions. We found no evidence that research subjects were different from those using primary care-based services as a whole. We were able to obtain a limited amount of data which suggest that services in primary care attract older clients than those in “High Street” locations. 

Two hundred and forty-five of the original sample were interviewed at 6 months, and of these, 201 were also interviewed at 12 months. The income of 178 people increased as a result of advice received.

Better health (improved SF-36 scores) appears to be associated with income increase in two domains, vitality and mental health. The vitality score at 6 months of those whose income had increased improved, whereas that of those whose income had not increased worsened, and this difference was statistically significant. The mental health score at 12 months of those whose income had increased improved by significantly more than that of those whose income had not increased. In other domains, the group whose income had increased showed improvements greater than did the other group, but these differences did not achieve statistical significance. Generally, improvements at 6 months were sustained, although reduced, at 12 months. 

Data suggest that there may be considerable disadvantage to health if benefit entitlements are delayed: those whose income had increased within 6 months scored higher at 12 months than those who had to wait longer.

Policy implications 

These findings support the continued provision of welfare benefits advice in primary care as part of a holistic approach to the care of people with chronic conditions in middle or old age. Service commissioners should review whether existing services need to be extended to areas and general practices which are currently under-served. 

Commissioners might also consider whether other groups of patients need alternative modes and locations of services: for example, people with mental health problems, or other specific diagnoses (HIV, neurological diseases, etc.); families with young children (including disabled children); unemployed young people; substance misusers; etc. Such service developments should be piloted and evaluated. 

Welfare advice services should consider the benefits of collecting and analysing some basic health data; this would enable them to understand better the needs of their existing clients and to argue more strongly for continued or extended funding. 

1. 
Introduction

Services which offer welfare benefits advice in primary care have been established for over a decade (Paris and Player, 1993), and the National Association of Citizens Advice Bureaux reports about 250 such schemes (NACAB, 2001). There is currently a good deal of interest in providing such services. For example, 39% of a random sample of 71 Primary Care Groups and Trusts reported some joint working with local authorities in the area of welfare benefits (Wilkin et al, 2001). 

There are two sorts of rationale for situating such advice services in primary care. First, those who believe that individuals on low incomes should claim the welfare benefits to which they are entitled will welcome the provision of services in any setting which is convenient for potential clients. Similarly, health care professionals aware of the socio-economic problems of their patients will welcome arrangements which make it easier for them to link patients with relevant help. Also, many NHS staff want to assist local partnership efforts to regenerate their local economy, and the income generated by advice services can make an important contribution to such regeneration efforts. 

The second rationale sees the alleviation of individual poverty by welfare advice as being part of a health intervention, whether as treatment or health promotion. This rationale, where it exists, is usually implicit, although it has been made explicit in a number of attempts to detect the health impact of such services (Veitch, 1995; Abbott and Hobby, 2000; Reading et al, 2000), and in the readiness of NHS organisations to fund such schemes (e.g. Health Action Zones, Primary Care Groups and Trusts) (Wilkin et al, 2001; Bundy, 2001).
2.
Poverty and health
2.1
Associations between poverty and health

There is strong evidence from the U.K. associating poor health with poverty (Acheson, 1998), while international evidence from the developed world is even stronger (Benzeval and Webb, 1995). A wide range of factors known to be associated with deprivation has been hypothesised and/or demonstrated as also being associated with ill-health (e.g. Marmot and Wilkinson, 1999; Graham, 2000)). These may be grouped as follows:


biological


e.g. poor nutrition (especially in childhood); low birth-weight;


environmental


e.g. poor housing (damp, cold); polluted neighbourhoods; greater exposure to physical and chemical hazards at work;


social


e.g. educational deprivation; poorer access to health care; increased likelihood of unemployment;


psycho-social


e.g. worry about money, housing, work insecurity, being a victim of crime; monotonous work, and work offering no autonomy;


behavioural


e.g. health-damaging behaviours (smoking, no exercise).


It is evident that low individual incomes are likely to contribute to many of these.


Other explanations have been offered of the relationship between deprivation and health. It has been suggested that it is ill-health which leads to poverty rather than the other way round (Black, 1980), although evidence suggests that this is the case to only a limited degree (Blane et al, 1993; Benzeval et al, 2001). Wilkinson (1997a) has argued that it is relative poverty, rather than the absolute level of poverty, which is the crucial association with poorer health: that is, the perceived level of poverty relative to that experienced by other parts of the same society. This view continues to be debated (Fiscella, 1997;  Wilkinson, 1997b; Gravelle, 1998; Judge et al, 1998; Martikainen and Valkonen, 1999; Birch, 1999; Coburn, 1999; Lynch et al, 2001). However, it should be remembered that, regardless of relative poverty, there is a minimum level of income required by the individual to maintain life and basic health.


Although there is plenty of evidence of associations between inequalities in wealth and inequalities in health at a population level, there are difficulties in understanding how such associations operate at an individual level, given the diversity and complexity of individuals and their circumstances. 

2.2
Welfare benefits advice in primary care


Evidence is available of a number of advantages gained by placing advice services in primary care. Service users may find it easier to access the service in a setting which is familiar, unstigmatising and nearer to home (Sherratt et al, 2000; Emanuel and Begum, 2000; Moffat et al, 1999). Premises may be better than those of High Street services (Fleming and Golding, 1997), appointment systems more efficient and waiting times shorter (Moffat et al, 1999; Emanuel and Begum, 2000). Service users have reported various barriers to using High Street services: geographical distance, especially in rural areas, lack of clarity about how to access the service, long waiting times, and lack of continuity in advisers (Galvin et al, 2000). Others have pointed out that they would not have sought advice at all without a referral from a primary health care professional (Reading et al, 2000; Emanuel and Begum, 2000). One primary care-based service reports that two out of three of its users would not have sought help in High Street services (NACAB, 1999).


Primary health care teams also appreciate closer working with advice services, both because the advisers give a better service to patients than NHS staff can do (Sherratt et al, 2000), and because the service saves staff time (Fleming and Golding, 1997; Sherratt et al, 2000; Coppel et al, 1999). It has been suggested  that the service reaches people with particular needs (e.g. older people (Abbott and Hobby, 1999; Moffat et al, 2000) or people with depression (Galvin et al, 2000) or those with complex problems (Middleton et al, 1993). Collaboration between NHS and advice staff facilitates case-finding (Scully, 1999; Sherratt et al, 2000; Emanuel and Begum, 2000). Evidence from all of these studies confirms that primary and community health care professionals do refer to the service, although this can differ sharply between practices (Fleming and Golding, 1997; Abbott and Hobby, 1999).

2.3
Evidence of health gain associated with welfare benefits advice


The Department of Health’s document Variations in Health (1995) stressed the importance of evaluating the effectiveness of interventions intended to reduce variations in health. It was recognised that very little previous research of this nature had been carried out (Arblaster et al, 1995), and that much more was needed. There are a few small studies of the health impact of Citizens Advice Bureau (CAB) or similar schemes. 


Veitch (1995) evaluated the health outcomes of CAB advice in health service settings, including general practice, over six months. The study used the Nottingham Health Profile (NHP). The analysis of 52 paired questionnaires found that in relation to almost every health-related question, the trend was towards improvement. However, the differences were not statistically significant.

 
Neither of the studies by Reading et al (2000) or Emanuel and Begum (2000) produced generally positive results. In Reading’s case, the study had not been designed with the expectation of detecting statistically significant changes in health; the lack of a positive result may also be associated with the fact that the intervention group was not only more deprived than the control group at the outset, but also, to judge from some of the health indicators used (maternal depression and smoking) had poorer health. In the case of Emanuel and Begum, the 12 subjects receiving extra income showed a mixed pattern of deterioration and improvement in a variety of aspects of health; as in the case of Reading et al, they were less well at the outset than those whose income did not increase. 


The precursor to the present study (Abbott and Hobby, 1999), which included sixty-eight research subjects with an average age of 57, reported high levels of chronic morbidity. Despite this, the forty-eight subjects who received an increase in income after using the service believed that the increase had improved their health-related quality of life. These subjects experienced statistically significant improvements in three aspects of health as measured by the SF-36: the limits which emotional problems put on the range and extent of all types of work; degrees of nervousness / calmness, happiness / sadness; levels of energy and tiredness. 


The differences in the results achieved by these studies are difficult to interpret, chiefly because different measures of health status were used. The present study follows the lead of its precursor in using the SF-36, as the only  instrument which has shown statistically significant findings. It may be that the NHP is constructed in such a way as to be less sensitive to the sort of health changes which were detected by the SF-36 in the previous study. Only another study comparing both instruments could clarify this.  


It is arguable that the reliance on statistical significance as the major indicator of the importance of findings is misplaced (Sterne and Davey Smith, 2001). However, as they acknowledge, such a reliance is ubiquitous, and we have accepted this convention in this report. 

3.
Aims and methods of this study

3.1
Aims and objectives

The aim of the research was to describe and explore the impact of increased income on the health and quality of life of users of services which offer welfare benefits advice and debt counselling in primary health care settings.

The objectives were:

(i)
to obtain demographic information about clients using advice services sited in primary care, and to compare this with similar information about those using services sited in other settings;

(ii)
to explore how the income and expenditure of clients and their households are changed by having used such advice services;

(iii)
to explore the impact of service use on the health-related quality of life of clients, particularly the impact on health of income increase resulting from service use;

(iv)
to explore whether or not clients’ use of NHS services, particularly primary care, increases or decreases after using such advice services;

3.2
Research design and methods

All service users receiving welfare benefits advice from the research sites  between January 2000 and the end of March 2001 were to be asked by advice workers to give signed consent to an interview. Where this was agreed, the interviews took place shortly after the consultation, and were repeated after six and twelve months wherever possible. These interviews consisted of:


(i)
a structured interview about the subject’s health and quality of life (the schedule is reproduced in Appendix 1);


(ii)
the completion of  the SF-36 health-related quality of life profile.


In addition, interviewees were asked at follow-up about:



any changes in health which they had experienced over the period;



the perceived role of income increase in changes to their health;



the extent of income increase, and how they had used any additional income.


With the written consent of each research subject, individual primary health care records were examined for quantitative data on health service usage (number of consultations, referrals, prescriptions) before and after receiving welfare benefits advice. Anonymised data were also collected about other patients registered at the same practice and matched by age and gender with each research subject: the results were averaged out and compared with those for research subjects (more detail is given in section 4.8). 


Data were collected about all service users who received welfare benefits advice, whether or not they succeeded in increasing their income. This provided an opportunity to compare any health changes in those whose income did and did not increase.


The various data sets were analysed separately, and are reported below (section 4). 


Multi-site and Local Research Ethics Committee approval of the study was obtained.


An obvious limitation of the study is that it is not a randomised controlled trial (RCT), the gold standard method for testing the efficacy of health interventions. Appendix 2 explains the reasons for not using such a research design. 

3.3
Rationale for using the SF-36


It is widely acknowledged that 



“there is no one instrument which stands out above the rest that unambiguously measures (health-related) quality of life” (Kind and Gudex, 1994).


As already mentioned, Veitch (1995) used the Nottingham Health Profile (NHP). We considered the possibility of using the NHP, as it seemed desirable if possible to use the same instrument in the interests of generating comparable research. However, we chose not to use that instrument for several reasons. First, it was designed as a postal questionnaire (Hunt et al, 1985), whereas we had already decided that the instrument would be administered by the interviewer (there is evidence that some people find the NHP difficult to complete (Primrose, 1996)). Also, there are key limitations which are of particular relevance to our research. For example, “it lacks an adequate index of mental distress” (Bowling, 1997), and we anticipated that stress, anxiety and depression related to managing on a low income might be key areas for health change as a result of income maximisation; “some milder forms of distress may not show up on the profile... it cannot be used to assess positive feelings of well-being” (Hunt et al, 1985); it is not suitable for use in general populations or general practice surveys (Hunt and McKenna, 1992).


We therefore decided to choose an alternative, the SF-36, an American Instrument which was adapted for use in the U.K. in 1990, and has been used increasingly widely since then (Dixon et al, 1994). The main strengths of the SF-36 for our purpose are that:


-
it is designed for use in a number of ways which include administration by an interviewer (Farhan, 1993);


-
it is able to detect low levels of ill health (Brazier, 1992), such as we hypothesised might be associated with the financial problems experienced by our subjects;


-
it includes a number of dimensions relating to the psycho-social aspects of health (physical disease status alone does not reflect fully the burden of illness (Muldoon et al, 1998)). 


There is evidence that it detects changes in health status at a population level (Dixon et al, 1994; Hemingway, 1997). 


It is true that the SF-36 tends to phrase questions in ways which may over-simplify patients’ experiences of their own health and functioning (Mallinson, 2002). However, this type of drawback is common to all such instruments. For this reason, qualitative data was obtained by personal interview to supplement the use of illuminate the range of factors influencing individual health over the time period of the study (Farhan, 1993; Hill et al, 1996; Bowling, 1997).


The SF-36 comprises thirty-six questions, of which thirty-five are grouped into eight health domains. (The final question seeks to detect perceptions of overall changes in health during the past twelve months, and is designed for surveys using the SF-36 once only. Scores relating to this question were not analysed here: the administration of the SF-36 three times in twelve months was designed to track changes in health in more detail.)


The eight domains are as follows: 


physical functioning: the extent to which health limits physical activity (walking, climbing stairs, bending and lifting, combined movements, self-care);


role functioning - physical: the limits which physical health puts on the range and extent of all types of work;


bodily pain: the severity of pain, and its impact on activities;


self-reported general health: subjects’ rating of their own health; comparison with other people’s health and proneness to illness;


vitality: levels of energy and tiredness;


social functioning: the impact of physical health or emotional problems on normal social activities;


role functioning - emotional: the limits which emotional problems put on the range and extent of all types of work;


mental health: degrees of nervousness / calmness, happiness / sadness (i.e. not associated with a psychiatric diagnosis).


The answers to each question are scored, and a mean score for each domain is calculated according to instructions in the manual (Medical Outcomes Trust, 1990). Higher scores represent better health. 

3.4
The research sites

The six sites were chosen from those services known to members of the advisory group, to reflect a range of rural, urban and metropolitan settings. Two services from Dorset were included in the study, located respectively in urban and rural settings, and are therefore usually reported separately.


Birmingham


This is run by the local CAB in 50 GP surgeries, which serve a variety of deprived urban communities. Twenty-eight surgeries took part in the study (10 were included throughout the entire period of data-gathering; a further 18 were included during the last three months in order to increase recruitment numbers).

Dorset: Bournemouth

This service is run by the local CAB in 3 surgeries, all of which took part in the study. They serve areas of urban deprivation.

Dorset: Dorchester and district

This service is run by the local CAB. Three surgeries took part in the study, serving relatively prosperous populations living in a country town and two villages. 

High Peak

This service is run by the local CAB in 16 surgeries (6 at the start of the research, all of which took part). They serve a relatively prosperous community in a small town and a number of villages.

North Derbyshire


This service is run by Derbyshire County Council Welfare Rights Service, in 29 surgeries (12 at the beginning of the study). Two of these took part in the study, serving former mining communities experiencing deprivation due to industrial decline. 


Salford


This service is jointly run by the local CAB and the City Council’s Welfare Rights Service. At the start of the research, the service was provided in three surgeries, all of which took part in the study. They serve a deprived urban population. (The number of surgeries where the service was provided increased substantially during the course of the research.)


Sandwell


This service is run by the local CAB in 14 surgeries at the start of the research (increasing substantially during the course of the research). All 14 agreed to take part in the study (although not all recruited any subjects); they serve a very deprived urban area, with a significant ethnic minorities population.

4.
FINDINGS

Summary of findings

Because the findings are rather complex, we begin this section with a brief “headline” summary of the chief findings, namely:

Three hundred and forty-five people entered the study, with an average age of 54.2. There was a high level of chronic disease or disability, evidenced by self-reports of health, SF36 scores, high numbers of Disability Living Allowance eligibility, high and increasing numbers of prescriptions. We found no evidence that research subjects were different from those using primary care-based services as a whole, although limited data suggests that services in primary care attract older clients than those in “High Street” locations. 

Better health (improved SF-36 scores) appeared to be associated with income increase in two aspects, vitality and mental health. Of those interviewed at 6 months, the vitality score of those whose income had increased (the Income Increase group, number = 160) had improved, whereas that of the No Increase group (number = 84) had worsened, and this difference between the groups was significant. Of those still in the study at 12 months, the improvement in the mental health score (nervousness/calmness, happiness/sadness) of the Income Increase group (number =  150) was significantly greater than in that of the No Increase group (number = 50), although the improvement in vitality had not been sustained to a significant degree. 

4.1
Profile of those entering the study



This profile of those who were interviewed at baseline (“the baseline group”) gives a detailed picture of some of the people who use welfare advice services. These data are of particular interest in the absence of similar comprehensive data routinely collected by most services (Hobby et al, 1998). However, it cannot be assumed that those agreeing to take part in the study are typical of all those using the service. It is reasonable to assume that certain groups will be under-represented: those who felt too ill or frail to participate; those whose experience of their first consultation was negative; and so on. However, the extent to which this sample is untypical cannot be determined. Some data comparing primary care welfare advice service users with other welfare advice services are presented below (4.7). 

Tables presenting data from all three phases of the study are to be found in section 4.4. 

Three hundred and forty five people were initially recruited to the study. Table A shows the distribution between research sites. Of these, 139 (40.3%) attended welfare advice services in metropolitan areas, and 206 (59.7%) in towns or villages. 

We do not know what percentage of those clients who were invited to participate in the study agreed, as research sites were unable to supply us with the total numbers of those asked.

Half of all subjects were aged between 45 and 64, nearly a quarter aged 65 or over, and slightly over a quarter were aged 44 or less (Table B). The average age was 54.2, and the age range was 19-92.

Table C shows that just over half were women. Only 12% were in work: over three-quarters were unemployed or retired. Forty five per cent were owner occupiers, half lived in rented accommodation. Subjects almost all (97%) described themselves as white. About a third lived with children, a fifth lived alone, and three eighths lived with their partner only.


Table D records information about how and why service users had accessed the service. One third had heard of their service from their GP, one fifth from a friend or relative. About a third (113, 32.8%) had used similar services elsewhere. Ninety per cent went seeking welfare benefits advice. 


As Table E shows, a third were already receiving council tax benefit, and each of three benefits were being received by a quarter of subjects: income support, incapacity benefit and housing benefit.


Eighty five per cent received welfare benefits advice (Table F), and in over half of all cases, this advice concerned applying for Disability Living Allowance, or appealing against the loss of this benefit. Seventy-one percent received advice on making a new claim for any benefit, and 14% on how to appeal against the loss of a benefit. 


Over a third saw an adviser within two days, and 40% between three and seven days (Table G). Forty-four per cent of consultations lasted up to half an hour, and 39% lasted between half an hour and an hour. Three quarters of subjects reported feeling less anxious and/or worried after the consultation. Three hundred and thirty seven (97.7%) did as the advisor suggested. Forty-two (12.2%) said that they had incurred costs to access the advice service (such as travelling costs to attend).


We asked subjects about what health conditions they suffered from. Three quarters reported a long-standing illness or disability (Table H). Over half reported arthritis/rheumatism, and a third reported high blood pressure. Over a quarter reported asthma, sensory impairment, and/or heart trouble/angina. Two thirds reported two or more of these conditions. Note that these should not be taken as clinically accurate, nor mutually exclusive: for example, some who had a stroke or high blood pressure may have also classified this as heart trouble, others not.


Over a fifth described themselves as caring for other people, over half of whom (44/79, 55.7%) said that the increased burden of care had affected their own health. 


Table K reports baseline SF-36 scores for our research subjects. It also compares these with normative data for a whole populations in West Glamorgan (Garratt et al, 1993). These data confirm the findings from the data reported in Table H that the research subjects form a group with high morbidity. 


Discussion


This group of service users shows a high incidence of single or multiple health problems. It is not on the face of it surprising that many people accessing welfare advice services through primary care are unwell. Detailed information about the health status of users of welfare benefits advice services is not normally gathered, so it is impossible to tell how typical or untypical this burden of illness is.  Nationally, long-term limiting illness is most likely to be reported by those aged 45-54 (Cooper et al, 1999), and is likely to be a common reason for applying for Disability Living Allowance (the most commonly applied for benefit in our study), and the age profile of our subjects is therefore not surprising.


In some of the research sites, there were significant problems in recruiting subjects to the study, which resulted in only 345 subjects being recruited instead of an intended 500. This was despite an extension of the recruitment period from 12 to 15 months.


These recruitment problems were of various kinds. In one site, the advice service manager who agreed to take part in the study left before the research began. His successor did not help the researcher to gain access to service personnel (crucial to recruiting subjects), and furthermore left after a few months. The new (third) manager was very helpful and committed, although the period for baseline data collection was by then well-advanced.


At another site, the advice service was expanding rapidly, and this placed great strain on the organisation’s management infrastructure. The result seems to have been that advisers were not briefed about the study by their manager, and repeated attempts by  researchers to enlist their help met with only a limited response. In addition, the researcher originally employed to work at this and at a third site failed both to establish effective working relationships with advisers, and to interview all the patients recruited; she left after a few months and had to be replaced, causing delays in the recruitment of subjects.

4.2
Profile of those interviewed at 6 months

Two hundred and forty five people were interviewed after six months, 71% of those interviewed at baseline. One hundred people (29.0%) therefore dropped out of this study between baseline and six month interviews (see Table A). Drop out rates at the six sites were as follows: 

23/54 (42.6%) in Birmingham;

17/47 (36.2%) in Dorset;

5/26 (10.2%) in High Peak;

20/133 (15.0%) in North Derbyshire; 

27/68 (39.7%) in Salford;

8/17 (47.1%) in Sandwell.


A number of reasons were recorded for dropping out. Subjects had died, were ill, in hospital, or bereaved; they declined to be interviewed again (“no longer interested”, “claim had been refused”, “not appropriate”, “no time”, “family conflict”, etc,); or they could not be contacted by phone, did not reply to letters, or repeatedly cancelled appointments. In the two sites where the first researcher left and was replaced, lack of researcher continuity may have caused some subjects to drop out of the study.

Tables B-E (section 4.4) compare the profile of those still in the study at six months (“the 6 month group”) with the baseline group. Only relatively large differences are noted here in the text. 


Those attending welfare advice services in metropolitan areas were more likely to have dropped out than those attending services in towns or villages (Table A). The average age of the 6 month group was 56.9, 2.7 years higher than that of the baseline group (Table B); younger subjects were therefore more likely to be lost to follow-up than older. The age range was 19-92 as before. The group still in the study at six months reported a somewhat heavier burden of illness than the baseline group, particularly arthritis and sensory impairment (Table H). 


At six months, 147 subjects (60%) had had repeat consultations with the advice service, which tended to be shorter than first consultations. One hundred and twenty-six of these had received further advice. Once again, advice concerned Disability Living Allowance in over half of all cases. 


A total of 161 reported a successful claim or appeal. One hundred and forty-six (59.6% of the 6 month group) received a new benefit, and 15 (6.1%) won an appeal. Three people (1.2%) arranged to have debts rescheduled. 


Of the 146 receiving a new benefit, just over half received DLA, and a quarter received attendance allowance. Smaller proportions received other benefits (see Table 4L); this reflects the higher proportions of subjects already receiving some of these other benefits as shown in Table E.


The time lapse between advice and an increase in income varied: a quarter were received within a month, but nearly as many took over three months (see Table 4M). Reported increases in income ranged from a few pounds to over a hundred pounds weekly (Table 4N gives more detail). When asked how the income increase had changed their daily living, over half mentioned that they were now better able to pay bills, and nearly a half mentioned that they used transport more. Over a third said that they could now eat more and/or better food (Table 4P gives more detail).


Forty eight (19.6% of 245) said that other factors had affected and changed their income in the period apart from advice; of these 15 said that their income had been reduced as a result of such factors, and 27 reported an increase (in 6 cases, the nature of the change was unreported). Various reasons were given for these independent changes in income: change in pensions, change in the circumstances of others living in the same household, changes in employment status.


Table R records changes in SF-36 scores over 6 months for those whose income increased as a result of advice (the Income Increase group) and for those whose income did not increase or had not yet increased (the No Increase group). Note that the analysis distinguishes between those who did and those who did not report an increase in income, and not between those who did or did not make a successful claim or appeal. In four cases in the study as a whole, the subject’s overall income did not increase despite a successful claim or appeal (see 4.5. below for some examples), and have therefore been excluded from the Income Increase group. One subject who had received debt counselling is included, as debt re-scheduling resulted in more disposable income each week.


The Income Increase group increased its SF-36 scores in all domains; the No Increase group decreased its scores for general health and vitality. Statistically significant improvement in scores were recorded for both groups in role functioning physical and social functioning. The Income Increase group also showed a statistically significant increase in its score for role functioning emotional.  The Income Increase group score for vitality went up slightly, while that for the No Increase group went down slightly, amounting to a statistically significant difference (this was the only significant difference in the change in scores between the two groups). There were no significant differences between the two groups’ scores at baseline.


There were no significant differences in scores between those receiving Disability Living Allowance as a result of advice and those who did not, or between those receiving attendance allowance and those who did not. Tests were not carried out for other benefits because of the small numbers involved.


A comparison between changes in scores for those who were in receipt of any welfare benefits prior to advice (128) and those who were not (31) showed that the second group increased their mental health score by significantly more than did the first. (The previous welfare benefits status of one subject prior to advice was not recorded). 


Discussion


The findings reported in this section are discussed together with the results from the twelve month interviews, at the end of the next section (4.3). 

4.3
Profile of those interviewed at twelve months

Two hundred and one people were interviewed after twelve months (the “12 month group”). This was 82% of those interviewed at six months, and 58.3% of those interviewed at baseline. One hundred and forty-four people (41.7%) therefore dropped out of this study between baseline and twelve month interviews (see Table A).


Subjects interviewed at 12 months at the six sites were as follows (percentage of those recruited at baseline):  

23/54 (42.6%) in Birmingham;

19/47 (40.4%) in Dorset;

20/26 (76.0%) in High Peak;

100/133 (75.2%) in North Derbyshire; 

36/68 (52.9%) in Salford;

3/17 (17.6%) in Sandwell.


Reasons for attrition were similar to those at six months.


The tables (4.4) compare data about the 12 month group and the baseline group. Only relatively large differences are noted here in the text. As at 6 months, those attending services in metropolitan areas were more likely to have dropped out than those attending services in towns or villages. The age profile of the 12 month group was similar to that of the 6 month group, and therefore higher than the baseline group. The age range was 19-92 as before. The burden of illness carried by the 12 month group was broadly similar to that of the 6-month group (Table H). 


Fifty-nine (29.4%) had had repeat consultations with the advice service, most of whom (52) had received further advice. Welfare benefits advice concerned Disability Living Allowance in a greater proportion of cases in the 12 months group (57.7%) than the baseline or 6 months groups.  At 12 months, a further 19 had received a new benefit (Disability Living Allowance in 14 cases), or had won an appeal, making a total of 149 subjects in this group (74.9%) who had successfully claimed or appealed. Four subjects said that other factors had affected and changed their income in the period apart from advice: increases in pension and, in once case, loss of children’s allowance and benefits when children were taken into care. In total, one hundred and seventy-eight subjects in the study had successfully claimed and appealed (this figure includes those who dropped out of the study at 6 months but had successfully claimed or appealed at that point). 


Table S records changes in SF-36 scores of the 12 month group, both for those whose income increased (the Income Increase group) and for those whose income did not increase (the No Increase group). Note that the statistical tests compare 12 months data with baseline (rather than 6 months); the intention is to see whether changes at 6 months were sustained over time. 


The Income Increase group had increased its score in most domains, though there was a very slight decrease in physical functioning and vitality. The No Increase group scores had decreased for general health, vitality and role functioning emotional, and had increased for the others. Statistically significant improvements in scores against baseline were recorded in two domains for both groups: role functioning physical and bodily pain. In addition, the Income Increase group scores increased significantly for social functioning, role functioning emotional and mental health. 


In six domains, the Income Increase group’s improvement on baseline at 6 months had been reduced by 12 months; in two domains, role functioning emotional and mental health, improvements continued. Between 6 and 12 months, all scores for the No Increase group rose except for general health; thus at 12 months, the score decrease at 6 months in role functioning physical was cancelled out. However, score increases between 6 and 12 months in vitality and role functioning emotional were not enough to compensate for the decrease between baseline and 6 months. 


Changes in scores in the Income Increase group were not significantly greater than those in the No Increase group except in mental health, a finding which is of particular interest as the increase at 6 months had not been significant. 


It will be noticed that the difference between groups in score changes for role functioning emotional at 6 months was also statistically significant, although this was not the case for the 6 month group, nor for the 12 month group at 12 months.


There were no significant differences in scores between those receiving Disability Living Allowance as a result of advice and those who did not, or between those receiving attendance allowance and those who did not. Tests were not carried out for other benefits because of the small numbers involved.


Table T shows that those of the 12 month group whose income had increased within 6 months had increased all their scores at the 6 month interview. Five of these increases were statistically significant, and in these cases, improvements were still statistically significant at 12 months, although 3 of the scores had decreased by a little. Those who had to wait 6 months or more for their income increase did much worse: at 12 months, they had deteriorated in 5 domains (two significantly), one score was unchanged, and only two had increased.


Discussion


The changes in SF-36 scores appear to indicate some improvement in health associated with income increase. The health domains where the Income Increase group experienced a change significantly better than that experienced by the No Increase group were: vitality (at 6 months) and mental health (at 12 months). In other domains, the Income Increase group showed improvements greater than those in the No Increase group, but these differences did not achieve statistical significance. One partial exception to this is role functioning emotional: in this case, the difference in score changes between groups at 6 months was statistically significant for the 12 month group, but not for the 6 month group. 


Generally, improvements at 6 months were sustained, but reduced, at 12 months. It is not surprising that the positive effects of income increase wear off to some extent over time, given the chronic morbidities of our subjects. It is encouraging that real gains are still evident at 12 months despite this.  


It is in psychosocial rather than physical health that significant improvements were measured. This was also the case in the authors’ previous study (Abbott and Hobby, 2000). It intuitively makes sense that relief from financial worry should make life less troublesome even for those with chronic disabilities who cannot expect their physical health to improve.


Improvements in both groups in domains such as role functioning physical and bodily pain are perhaps surprising, given the chronic morbidity of the subjects, but these are presumably the result of changes in medical treatment rather than of changes in income. Some of these improvements in physical health might also be associated with an increased ability to meet one’s physical needs (food, fuel, etc.). Table P shows that about a third reported spending their increased income on food or fuel, suggesting that such spending cannot have been a contributory factor in improvements in physical health in a majority of cases.   


Significantly increased scores for social functioning at 6 and 12 months for the No Increase group are surprising, as an association between this domain and medical treatment is not self-evident as it is in the case of the Income Increase group. More money may improve morale and enable the purchase of mobility aids and make transport costs affordable; these may in turn increase social contact outside the home.


Hypothetically, simply receiving advice might have made subjects feel somewhat better, independently of whether the advice resulted in an income increase. However, one would not in that case expect to find differences between Income Increase and No Increase groups.


One might also hypothesise that those subjects lost to follow-up (i.e. not interviewed at 6 and/or 12 months) would be likely to include those who were most ill and/or deteriorating faster, and who therefore felt too unwell to participate further in the research. Their lower scores would therefore be excluded from the data over time, and the result would be that the study would be skewed in favour of the less severely ill or disabled. However, our data suggests that this is not the case. Table Q shows that baseline scores for each wave of interviews are broadly comparable, though the baseline group scores indicate slightly better health overall.  Table H shows that the baseline group was less afflicted by arthritis and sensory impairment than the later groups. 


Our results may also be distorted by changes in how their health was reported by subjects. Because of the tendency among older claimants to under-estimate needs (a phenomenon pointed out in the guidance for doctors who examine patients (Professional Support Unit, 2000: para. 16.8)), advice workers may encourage their clients to ensure that their self-report of health to the Benefits Agency is comprehensive. Such encouragement may reduce the tendency to under-estimate at baseline interview (conducted shortly after the advice session), while the lapse of six months may see this tendency returning, thereby accounting for reported improvements.  However, our data shows greater improvements in reported psycho-social than in physical health: it is not obvious why the effects of under-estimation should be less powerful with regard to physical health. 


Improvements in psychosocial scores might be related to the fact that most subjects appeared to our researchers to enjoy the interviewer’s attention, particularly in follow-up interviews when a friendly relationship had already been established. They might have “looked on the bright side” when reporting their health as a result of being put in a good mood by the visit. Presumably, they are more likely to do so in psychosocial than physical domains,  where the physical inability to carry out certain functions is less open to mood-related interpretations. However, this effect should have influenced interviews with both Income Increase and No Increase groups alike; in fact, any such effect was too weak to counteract the effects of failing to increase income.


Our findings are broadly similar to those of the previous study in Liverpool using a similar design (Abbott and Hobby, 1999), although there are differences. In that study, the Income Increase group scores for vitality and mental health increased at 6 months, whereas those for the No Increase group decreased, and this difference in change was statistically significant. Significant differences between groups disappeared at 12 months. In the present study, the pattern was the same for vitality, but in mental health, the No Increase group score also increased at 6 months; in the 12 months group, the No Increase group scores had remained roughly the same over the year whereas those of the Income Increase group rose, and this difference was statistically significant. 


In the present study, both Income Increase and No Increase groups significantly improved their scores in pain and role functioning physical at 6 months: this was not the case in the Liverpool study, where such increases were not statistically significant. These differences may reflect the difference in health status between the two groups: the Liverpool group scored lower in all domains at baseline (i.e. worse health) than the subjects of the present study, and thus their conditions may have been more resistant to amelioration by medical treatment. The two studies together indicate that the impact of income increase on this client group is likely to be in the areas of vitality (levels of energy or tiredness) and mental health (degrees of nervousness/calmness, happiness/sadness).


Our findings suggest that the allocation of welfare benefits does reflect differences in health status. If this were so, it would be reasonable to expect that those who made an unsuccessful claim or appeal were in fact less ill than those who did, since the majority of claims were for illness- or disability-related benefits. The baseline SF-36 scores for Income Increase groups at both 6 months and 12 months are lower in six domains in each case (i.e. worse health) than for the corresponding No Increase groups (Tables R and S). The differences are not statistically significant, however.


There may be disadvantage to health if benefit entitlements are delayed (Table T). An unexpected feature of the data in this table is that baseline scores for the group whose income increases were delayed are lower than for the rest (although this difference is statistically significant only in the domain of general health). It may be that the decline in health was due more to their worse health than to the delay in income increase. It would be interesting to know why it was in the case of the more unwell that delays occurred. However, only 19 people fall into this category, so this result should not be over-interpreted. 


In general, this study collects for the first time consistent data about clients using a range of welfare benefits advice services. The interest and value of these data suggest that comparable information should be collected routinely. It would clearly be absurd to expect advice workers to administer the SF-36 as a matter of routine. However, it would not be unrealistic to expect them to include basic questions about health from the census (Office of National Statistics, 2001), i.e.:

· over the last twelve months would you say your health has on the whole been: good? fairly good? not good?

· do you have any long-term illness, health problem or disability which limits your daily activities or the work you can do?


Given the profile of clients demonstrated in this study, such data would strengthen advice agencies’ arguments that it is appropriate for the NHS to commission their services. 

4.4
Tables


Table A. Distribution between sites

	Site
	Number (%)

	
	Baseline N=345
	6 months N=245
	12 months N=201

	Birmingham
	54 (15.7)
	31 (12.7)
	23 (11.5)

	Bournemouth
	16 (4.6)
	4 (1.6)
	1 (0.5)

	Dorset
	31 (9.0)
	26 (10.6)
	18 (9.0)

	High Peak
	26 (7.5)
	21 (8.6)
	20 (10.0)

	North Derbyshire
	133 (38.6)
	113 (46.1)
	100 (49.8)

	Salford
	68 (19.7)
	41 (16.7)
	36 (17.9)

	Sandwell
	17 (4.9)
	9 (3.7)
	3 (1.5)



Table B. Age of subjects

	Age
	Number (%)

	
	Baseline N=345
	6 months N=245
	12 months N=201

	15-24
	13 (3.8)
	6 (2.4)
	6 (3.0)

	25-34
	31 (9.0)
	16 (6.5)
	11 (5.5)

	35-44
	46 (13.3)
	24 (9.8)
	20 (10.0)

	45-54
	79 (22.9)
	59 (24.1)
	49 (24.4)

	55-64
	93 (27.0)
	67 (27.3)
	57 (28.4)

	65-74
	50 (14.5)
	42 (17.1)
	36 (17.9)

	75 and over
	33 (9.6)
	31 (12.7)
	10 (10.9)



Table C.    Other demographic information about subjects

	Characteristic
	Number (%)

	
	Baseline (N= 345)
	Six months (N=245)
	12 months (N=201)    

	Sex:

Male

Female
	160 (46.4)
185 (53.6)
	117 (47.8)

128 (52.2)
	101 (50.2)

100 (49.8)

	Employment:

Employed

Unemployed

Retired

Long-term sick

Other
	42 (12.2)

150 (43.5)

114 (33.0)
29 (8.4)
10 (2.9)
	30 (12.2)
91 (37.1)
94 (38.4)
22 (9.0)
8 (3.3)
	21 (10.4)

75 (37.3)

78 (38.8)

20 (10.0)

7 (3.5)

	Housing:

Owner occupier

Rented (social housing)

Rented (private)

Other
	155 (44.9)

139 (40.3)
32 (9.3)

19 (5.5)
	119 (48.6)
93 (38.0)
20 (8.2)
13 (5.3)
	99 (49.3)

77 (38.3)

14 (7.0)

11 (5.5)

	Ethnicity:

White British

White European

Black Caribbean

Black British

Indian

Pakistani

Other
	330 (95.7)
5 (1.4)
2 (0.6)

2 (0.6)
4 (1.2)
1 (0.3)

1 (0.3)
	241 (98.4)

1 (0.4)
-

1 (0.4)
1 (0.4)

1 (0.4)
-
	200 (99.5)

-

-

-

-

1 (0.5)

-

	Household composition:

Single 

Couple

Single with children

Couple with children

Single with others*

Couple with others
	74 (21.4)
130 (37.7)
39 (11.3)

76 (22.0)
18 (5.2)

8 (2.3)
	49 (20.0)
103 (42.0)
20 (8.2)

54 (22.0)
12 (4.9)

7 (2.9)
	38 (18.9)

88 (43.8)

16 (8.0)

45 (22.4)

8 (4.0)

6 (3.0)

	Number of children**:

1

2

3

4

5
	55 (46.2)
40 (33.6)

17 (14.3)
3 (2.5)
4 (3.4)
	33 (42.9)
26 (33.8)
13 (16.9)

3 (3.9)

2 (2.6)
	26 (12.9)

21 (10.4)

11 (5.5)

3 (1.5)

1 (0.5)



* In 4 cases at baseline, 3 at six months, 2 at 12 months, “others” include subject’s own child/ren


** Percentages are of number with children: baseline 119, six months 77, 12 months 62.

Table D. Use of advice service

	
	Number (%)

	
	Baseline N=345
	Six months N=245
	12 months N=201

	How did you find out about the service?

GP

Friend/relative

Primary health care team

Welfare rights/CAB

Poster

Receptionist

Other

Missing
	114 (33.0)

74 (21.4)

40 (11.6)

40 (11.6)

38 (11.0)
11 (3.2)
27 (7.8)
1 (0.3)
	80 (32.7)

54 (22.0)

31 (12.7)

29 (11.9)

21 (8.6)

7 (2.9)
22 (9.0)
1 (0.4)
	60 (29.9)

498 (24.4)

26 (12.9)

24 (11.9)

16 (8.0)

7 (3.5)

18 (9.0)

1 (0.5)

	What advice were you seeking?

Welfare benefits

Debt advice

Other
	312 (90.4)

13 (3.8)

20 (5.8)
	232 (94.7)

2 (0.8)
11 (4.5)
	193 (96.0)

1 (0.5)

7 (3.5)



Table E. Benefits already being received before advice session

	
	Number (%)

	
	Baseline N=345
	Six months N=245
	12 months 

N=201

	Council tax benefit
	114 (33.0)
	84 (34.3)
	68 (33.8)

	Incapacity benefit
	89 (25.8)
	65 (26.5)
	56 (27.9)

	Housing benefit
	87 (25.2)
	58 (23.7)
	46 (22.9)

	Income support
	86 (24.9)
	54 (22.0)
	38 (18.9)

	Disability living allowance
	59 (17.1)
	43 (17.6)
	34 (16.9)

	Industrial injuries benefit
	15 (4.3)
	12 (4.9)
	11 (5.5)

	Attendance allowance
	14 (4.1)
	13 (5.3)
	11 (5.5)

	None
	75 (21.7)
	50 (20.4)
	41 (20.4)

	Other
	117 (33.9)
	91 (37.1)
	77 (38.3)



Table F. Advice received

	
	Number (%)

	
	Baseline N=345
	Six months N=245
	12 months N=201

	What advice did they give you?

About income

(new benefit

appeal against loss of benefit)

debt re-scheduling

other
	294 (85.2)

245 (71.0)

49 (14.2)

15 (4.3)

36 (10.4)
	221 (90.2)
188 (76.7)

33 (13.5)
4 (1.6)

20 (8.2)
	186 (92.5)

158 (78.6)

28 (13.9)

3 (1.5)

12 (6.0)

	Benefits claimed 

Disability living allowance

Attendance allowance

Income support

Council tax benefit

Incapacity benefit

Housing benefit

Industrial injuries benefit

Other
	182 (52.8)
53 (15.4)

53 (15.4)

38 (11.0)

35 (10.1)

25 (7.2)
8 (2.3)

32 (9.3)
	136 (55.5)

47 (19.3)
36 (14.7)
24 (9.8)
23 (9.4)

13 (5.3)

5 (2.0)
20 (8.2)
	116 (57.7)

38 (18.9)

28 (13.9)

21 (10.4)

21 (10.4)

10 (5.0)

3 (1.5)

14 (7.0)


Table G. Waiting and consultation times

	
	Number (%)

	
	Baseline N=345
	6 months N=245
	12 months N=201

	How many days did you wait to see an adviser?

0

1

2

3

4

5

6

7

1-2 weeks

more than 2 weeks

missing
	53 (15.4)
15 (4.3)

57 (16.5)

29 (8.4)

12 (3.5)

27 (7.8)

5 (1.4)

69 (20.0)

38 (11.0)
9 (2.6)

31 (9.0)
	38 (15.5)

14 (5.7)
40 (16.3)
17 (6.9)

10 (4.1)

17 (6.9)

4 (1.6)

44 (18.0)

29 (9.9)

4 (1.6)

28 (11.4)
	34 (16.9)

12 (6.0)

35 (17.4)

15 (7.5)

9 (4.5)

12 (6.0)

3 (1.5)

32 (15.9)

20 (11.0)

3 (1.5)

24 (11.9)

	Consultation lasted:

Half an hour or less

Half an hour to an hour

More than one hour

Missing
	153 (44.3)
133 (38.6)
43 (9.9)

25 (7.2)
	106 (43.1)
94 (38.4)
24 (9.8)
21 (8.6)
	90 (44.8)

73 (36.3)

20 (10.0)

18 (9.0)

	How did you feel after the consultation?

Less anxious/worried

More anxious/worried

As usual

Missing
	261 (75.7)

16 (4.6)
67 (19.4)

1 (0.3)
	180 (73.5)
11 (4.5)
54 (22.0)

-
	146 (72.6)

9 (4.5)

46 (22.9)

-


Table H: Health of subjects at baseline


These data give a general indication of how our subjects perceived their own health. Subjects’ self-diagnosis would not necessarily be confirmed by a clinical examination. Also, categories are not mutually exclusive. Subjects will have varied in how they chose to supply information (e.g. to report heart trouble as well as a stroke or high blood pressure).  There will also be inconsistencies in how people defined long-term limiting illness, and whether or not “physical disability” excludes conditions already reported.

	
	Number (%)

	
	Baseline group N=345
	6 months group N=245
	12 months group N=201

	Health conditions reported:

Arthritis/rheumatism
High blood pressure

Asthma

Sensory impairment

Heart trouble/angina

Diabetes

Stroke

Physical disability

Mental health problems

Any of the above
	185 (53.6)

114 (33.0)

98 (28.4)

90 (26.1)
89 (25.8)

35 (10.1)

24 (7.0)

172 (49.9)

40 (11.6)

312 (90.4)
	145 (59.2)

88 (35.9)

71 (29.0)
77 (31.4)

65 (26.5)
24 (9.8)

22 (9.0)

110 (44.9)
27 (11.0)
225 (91.8)
	123 (61.2)

72 (35.8)

61 (30.3)

65 (32.3)

54 (26.9)

21 (10.4)

19 (9.5) 

89 (44.3)

24 (11.9)
189 (94.0)

	Number of these conditions per subject:

0

1

2

3

4

5 or more
	33 (9.6)
74 (21.4)

102 (29.6)
72 (20.9)
40 (11.6)

24 (6.9)
	16 (6.5)
51 (20.8)
70 (28.6)

60 (24.5)

34 (13.9)
14 (5.7)
	12 (6.0)

43 (21.4)

57 (28.4)

45 (22.4)

31 (15.4)

13 (6.5)

	Long-standing illness which limits daily activity?
	259 (75.1)
	192 (78.4)
	163 (81.1)

	Neither health condition nor long-standing illness
	25 (7.2)
	9 (3.7)
	3 (1.5)


Table K. Mean SF-36 scores for all research subjects at baseline compared with population norms  


The results below represent mean scores of those included in each sample. 


Higher scores indicate better health

	Health domain
	This study 
	W. Glamorgan*

	
	Age 19-92
	Age 20-89

	Physical functioning
	35.8
	76.2

	Role functioning - physical
	22.8
	72.5

	Bodily pain
	35.7
	70.9

	General health
	34.8
	66.6

	Vitality
	31.3
	58.4

	Social functioning
	44.6
	80.6

	Role functioning - emotional
	40.9
	82.8

	Mental health
	51.7
	75.3



**Source: Garratt et al, 1993. 


Table L. Successful claims/appeals

	Welfare benefit 
	Number of successful claims/appeals

	
	At 6 months  

N=161
	Between 6 and 12 months N=17

	Disability living allowance
	77/9
	14/3

	Attendance allowance
	36/0
	1/0

	income support
	26/1
	2/0

	council tax benefit
	26/0
	1/0

	housing benefit
	21/0
	1/0

	incapacity benefit
	10/5
	0/1

	industrial injuries benefit
	2/0
	0/0

	Others
	15/0
	1/0



Table M. Time lag in receipt of benefit

	Time period before benefit received
	Number (%)  N=178

	up to one month
	35 (19.7)

	between one and two months
	50  (28.1)

	between two and three months
	28 (15.7)

	between  three and six months
	43 (24.2)

	more than six months
	22 (12.4)


Table N. Amount of increase in income 

	Amount of income per week
	In 1st 6 months

(N=161)

Number (%)
	After 6 months

(N=17)

Number (%)
	Total 

N=178)

Number (%)

	Up to £20 
	28 (11.4)
	5 (29.4)
	33 (18.5)

	Between £20-40 
	30 (18.6)
	7 (41.2)
	37 (20.8)

	Between £40-60
	44 (27.3)
	4 (23.5)
	48 (27.0)

	Between £60-100
	22 (13.7)
	-
	22 (12.4) 

	Over £100
	4 (2.5)
	-
	4 (2.2)

	Missing/other*
	33 (20.5)
	1 (5.9)
	34 (19.1)



*usually expressed by subjects as a proportion of previous figure rather than as a stated amount


Table P. Use of increased income

	Use of increased income
	In 1st 6 months (N=161)

Number (%)
	After 6 months (N=17)

Number (%)

	greater ability to pay bills
	91 (60.7)
	9 (52.9)

	transport
	72 (48.3)
	8 (47.1)

	more/better food
	58 (38.9)
	3 (17.6)

	more heating/lighting
	47 (31.5)
	4 (23.5)

	paying off debts
	26 (17.3)
	4 (23.5)

	leisure
	24 (16.1)
	3 (17.6)

	helping relatives/friends
	17 (11.4)
	1 (5.9)



Table Q. Baseline SF-36 scores for baseline, six month and twelve month groups.

	
	baseline group 

N=345
	six month group 

N= 244
	twelve month group

N=200

	physical functioning
	35.8
	31.5
	30.6

	role functioning - physical
	22.8
	18.9
	18.0

	bodily pain
	35.7
	33.2
	33.4

	general health
	34.8
	32.9
	32.6

	vitality
	31.3
	29.9
	29.8

	social functioning
	44.6
	42.5
	43.2

	role functioning - emotional
	40.9
	40.4
	42.8

	mental health
	51.7
	53.1
	54.0



There are no statistically significant differences.


N.B. Although the number of research subjects at 6 months was 245, we excluded the SF-36 scores for one subject who afterwards admitted to the researcher that his/her response had been exaggerated so as not to worry his/her partner. At 12 months there were 201 subjects, but we excluded the SF-36 scores for one subject whose partner answered on their behalf.


Table R. Six month group: changes in SF-36 scores for those receiving an income increase and those who did not.

	Domain
	Income increase group

N=160
	No increase group

N = 84

	
	baseline
	6 months
	baseline
	6 months

	Physical functioning
	31.4
	32.0
	31.8
	34.2

	Role functioning - physical
	21.4
	28.8*
	14.0
	22.9*

	Bodily pain
	35.8
	43.2*
	28.3
	30.6

	General health
	33.4
	34.1
	31.8
	31.3

	Vitality
	29.7
	32.1**
	30.4
	28.8**

	Social functioning
	42.6
	49.3*
	42.3
	50.7*

	Role functioning - emotional
	40.4
	49.2*
	40.8
	40.9

	Mental health
	53.0
	55.5
	53.3
	55.8



* change over time statistically significant (Wilcoxon test (p<.05)


** difference between groups in change over time statistically significant (Mann-Whitney test, p<.05)


Although the number of research subjects at 6 months was 245, we excluded the SF-36 scores for one subject who afterwards admitted to the researcher that his/her response had been exaggerated so as not to worry his/her partner.


Table S. Twelve months group: changes in SF-36 scores for those receiving an income increase and those who did not.

	
	Income increase group N=150
	No increase group 

N=50

	
	baseline
	6 months
	12 months
	baseline
	6 months
	12 months

	Physical functioning
	29.5
	30.6
	28.9
	34.0
	34.2
	37.7

	Role functioning - physical
	18.9
	28.1*
	26.0 *
	15.5
	24.5
	27.0 *

	Bodily pain
	34.8
	43.1*
	39.4 *
	29.2
	30.0
	36.4*

	General health
	31.7
	32.3
	32.1
	35.6
	34.0
	32.3

	Vitality
	28.7
	32.3*

**
	28.4 
	33.2
	28.4*

**
	29.2

	Social functioning
	42.3
	50.2*
	49.2 *
	45.8
	52.5
	54.6 

	Role functioning - emotional
	40.8
	51.7*

**
	52.2 *
	48.7
	36.7

**
	42.7

	Mental health
	53.0
	55.9
	58.3*

** 
	57.1
	56.0
	56.0 **



* change over time since baseline is statistically significant (Wilcoxon test (p<.05)


** difference between groups in change over time since baseline is statistically significant (Mann-Whitney test, p<.05)


Although the number of research subjects at 12 months was 201, we excluded the SF-36 scores for one subject whose partner answered on their behalf.

Table T: SF-36 scores for those who got new benefit or won appeal within 6 months and those who got new benefit or won appeal after 6 months

Data are drawn from the 12 month group, of whom 151 received an income increase, either before or after the 6 months interview; valid SF-36 scores are available for 150 of these. 

	Domain
	In 6 months (N= 133)
	After 6 months (N=17)

	
	Baseline
	6 months
	12 months
	Baseline
	6 months
	12 months

	Physical functioning
	30.1
	31.4
	30.3
	24.4
	24.1
	17.9*

	Role functioning - physical
	20.0
	30.2*
	28.0*
	10.3
	11.8
	10.3

	Bodily pain
	35.7
	45.0*
	40.8*
	27.8
	27.6
	28.6

	General health
	33.1#
	34.5
	33.6
	20.1
	15.6
	20.5

	Vitality
	29.6
	33.5*
	29.5
	21.8
	22.4
	20.0

	Social functioning
	43.3
	51.8*
	51.2*
	34.6
	37.5
	33.1

	Role functioning - emotional
	42.5
	53.2
	56.4*
	27.5
	39.2
	19.6

	Mental health
	54.2
	57.3
	60.8*

**
	43.3
	44.5
	38.1**


# statistically significant difference between groups

* change over time since baseline statistically significant (Wilcoxon text p<.05)

** difference between groups in change over time since baseline statistically significant (Mann-Whitney test p<.05)

4.5
Welfare benefits and health in the lives of individuals


The preceding record of how welfare benefits and health interact is a composite picture, giving little idea of how such interactions are variously experienced by individuals. We therefore present a number of case studies which, while not being typical,  illustrate the complexity of factors which affect individuals’ lives. Such complexity is hidden in a purely quantitative analysis of data. 

Mr. A was 64, and receiving long-term sickness benefit when his GP suggested that he attend the CAB at his health centre. He suffered from arthritis, high blood pressure and sciatica and had had an operation for a slipped disc in the past. He was advised by the CAB worker to apply for Disability Living Allowance (DLA), which he received after 5 months, together with severe disablement allowance. However, both benefits ceased when he reached age 65 and were replaced by the state pension. The DLA and severe disablement allowance had increased his finances by 25 – 30% and were used to pay bills, for heating and transport. At the time of the 12 month interview, by which time he was 65 and receiving the pension, he felt that he was worse off financially and was looking for advice about appealing against loss of benefits. 

Ms. B was single, 53 years old, and unemployed. She was already in receipt of incapacity benefit at the time of first interview. She suffered from arthritis, osteoporosis and had recently developed asthma. She was also a carer for her housebound mother. She was advised to apply for DLA. This was initially refused, but she appealed and received lower rate care and higher rate mobility DLA; a total of £35 per week. She paid repeat visits to the adviser for help with the paperwork for the appeal. During this period, she was told by the adviser that the service was no longer able to represent clients at appeals. By the time of the 12 month interview she had developed angina and her mother had died. She felt that the increased care and stress over the last 6 months, when mother was terminally ill, had affected her health, especially her asthma. Although her income had increased, she felt that any positive benefits to her life were overshadowed by the death of mother.

Mr. C, aged 35, had given up his job for health reasons, having found it too stressful. He had moved from his parent’s home into rented accommodation. He applied for and received Income Support, Incapacity Benefit, Council Tax and Housing Benefit but all were discontinued and replaced by Job Seekers Allowance by the time of the 6 month interview. Initially his finances had improved but now, with JSA, were reduced. He found the pressure of financing his own home difficult and was now having debts rescheduled. He felt that the reduction in income had made him more susceptible to infections. Although the initial advice worked out as expected, he did not feel any positive benefits as a result.

Ms. D, aged 29, lived with three young children. Her husband had recently left, and she felt that she needed to give up work to look after the children. Her son is nearly blind and her daughter hyperactive. She became depressed and was treated with Prozac due to the stress of coping alone with her children. She sought advice on her financial options. At the time of first interview she was receiving sickness benefit from her employer and was advised not to rush into resigning from her job. With advice, she applied for and received Income Support to top up her sickness benefit along with Council Tax Benefit. This was used to pay bills. She didn’t feel any health or quality of life benefits with the increase in income and felt a loss of status as, through fear of debt, she had  cut up her credit cards. By the time of the 6 month interview she had developed asthma and arthritis.

Ms. E, aged 43 with 3 children, was a full-time carer for her incontinent mother who had dementia (she was therefore not in paid work).  She herself suffered from arthritis, high blood pressure, diabetes and stress. She felt that she had no time for self and was unable to take a break. The visit to the adviser was the first time someone had explained that benefits were available. Within 2 months of seeking advice, she had applied for and received  DLA and Income Support. She used the increased income to pay bills, for food and to help support her daughter at university. She said that she felt better about life and no longer felt dependent on family or friends.

Ms. F was 72, single and living alone. She suffered from arthritis, high blood pressure and migraines, had recently had a knee operation and had fractured her arm. She was receiving Council Tax and Housing Benefits. As a result of receiving advice, she successfully applied for Attendance Allowance and Income Support (received within 5 months). This amounted to £72 per week, which she used to pay off debts, and for heating, fresh food and transport. She was very grateful to the CAB as she wouldn’t have known she was entitled to Attendance Allowance without their help. However, she was very angry with her GP and the DSS as they had not told her of the benefits to which she was entitled.

4.6 
Our sample at 6 months compared with other service users

Our original intention was to obtain data for each research site which would enable us to compare demographic data for three groups: those taking part in the research, those using advice services in primary care, and those using advice services elsewhere in the same town or district.


In practice, it has proved impossible to obtain adequate data both about those using advice services in primary care, and those using advice services elsewhere. Most advice services do not collect much data routinely (Hobby et al, 1998). Some do conduct an occasional census, e.g. for one month, but even in those cases, data may not be comparable, e.g. because different age groups are used.


The data reported in Appendix 3 compare those using the primary care-based services as a whole with our sample interviewed at 6 months. No data was obtained from Sandwell. Data from Bournemouth are not included because the very small number of research subjects means that comparisons would be meaningless.  


The tables show that in four of five sites for which data is provided, those interviewed at 6 months were older than those using the service as a whole, and therefore more likely to be retired. In the fifth site (North Derbyshire, where most subjects – 113 – were interviewed), this pattern is reversed. In three of the four sites where gender mix could be compared, research subjects were more likely to be male than service users in general. The implications of these differences are unclear.

4.7
Services in primary care compared with services elsewhere 


A small amount of data has been obtained which enable some comparisons to be made between clients using services located in primary care and services located elsewhere. These are reported by research site in Appendix 4.


The main conclusion which can be reached from these data is that services situated in primary care appear to attract older clients (this reflects the findings of Abbott and Hobby, 1999). Variations between service users in other respects such as housing or employment status are not consistent across sites, and presumably depend on local socio-economic factors. 

4.8
Analysis of patients’ records


As already explained, the intention was to gather primary care data both for our subjects and for a randomly selected control group of patients at the same practice matched by age and gender. Our subjects were asked to sign a consent form agreeing that we could consult their records, and where they did not (number = 13), we reassured them that we would not seek to do so.


For those who were interviewed at 6 and 12 months, data was collected for 12 months before and after their contact; for those who were interviewed at 6 months only, for 6 months before and after. Permission was sought from research subjects at each follow-up interview, and where a subject was lost to 12-month follow-up, we did not take for granted their permission at 12 months even where it had been granted at 6 months.


We sought to ensure the anonymity of randomly selected registered patients by asking for anonymised information, where recorded systems permitted this, or by offering to pay practice staff to extract data for us. 


Table U shows the extent to which we were able to consult patient records. In the case of some practices in Birmingham and Sandwell, no subjects had been recruited who were interviewed at 6 months, and these practices were therefore not approached for permission.  Practices where very small numbers of subjects had been recruited were also excluded, because of time constraints.


Table U: Access to primary care data, by practice

	
	Number of practices where:

	Site
	Research subject data consulted
	Research subject data  not consulted
	Control data consulted
	Control data not consulted

	Birmingham
	4
	24
	4
	24

	Bournemouth
	0
	3
	0
	3

	Dorset
	1
	2
	0
	3

	High Peak
	2
	4
	1
	5

	North Derbyshire
	2
	0
	2
	0

	Salford
	3
	0
	0
	3

	Sandwell
	0
	14
	0
	14

	Total 
	12
	47
	7
	52



A large number of practices were not willing or able to give us access to data. A variety of reasons were offered by practices to explain why we could have no or limited access to the data we required:

· unavailability of data

· inconvenience to practice staff if we extracted data

· unwillingness or unavailability of practice staff to extract data for us

· ethical objections, fears of Data Protection Act infringement, etc. 


The research team made enormous efforts to gain access, efforts which were often met with stonewalling or incivility or both. Appendix 5 contains an example of one researcher’s experience. Even where permission in general was granted, it was not always possible to locate or consult every set of patient records, for example, if they were missing.


Two methods of obtaining a control sample were used. At all practices except those in North Derbyshire, a group of 5 people was matched by age and gender with each research subject, and average frequencies of care episodes calculated. Because of the very large numbers of subjects at North Derbyshire, this method was not practicable. Instead, we consulted the notes of 10 randomly chosen patients for each age range 35-44, 45-54, 55-64, 65-74, 75+. Within each group of 10, 5 were male and 5 female, and the dates dividing “before” and “after” were phased over the period of baseline interviewing so as to exclude seasonal bias. For the age range 25-34, 4 randomly chosen records (2 male and 2 female) were used as the control group, reflecting the smaller numbers of subjects in this age group.


We recognised at the outset that whatever changes in primary care usage were measured would have only limited validity as an indicator of changes in health status. This is partly because help-seeking behaviour cannot be taken as a valid indicator of health status, since patients make different decisions about when to visit their GP or their practice nurse. Also, what it is recorded in those systems cannot be assumed to be accurate or complete, although there is no reason to suppose that the aggregate level of recording error changed over time.


In 150 cases where we were able to gather patient records data, data for 12 months before and after baseline interview were compared; in a further 14 cases (when subjects were not interviewed at 12 months), data for 6 months before and after baseline interview were compared. As we know (Table M), where incomes did increase, this was not immediate in most cases. Therefore the data collected for the period after baseline interview includes the period during which subjects were waiting for the income increase to arrive. This means that any measured change in primary care use associated with income increase is likely to be weaker than any actual change. (Theoretically, it would be possible to find out from each subject when the increase was received, and to use that instead of the baseline interview as the point of time distinguishing “before” from “after”. However, this would have been difficult, as subjects often forget exact dates, and would have needed to be asked to check documentation where available, etc. In view of the inadequacy of the data set as a whole, such efforts would have been wasted.) 


The analysis does not separate data about those whose income increased from data about those whose income did not. In the case of North Derbyshire, this was because the pragmatic solution we adopted to the challenge of consulting so many notes meant that this was not possible: the “controls” were the same for subjects of the same age and gender regardless of the results of advice. In the other sites, it would theoretically be possible to separate the two sorts of data, but given the small numbers, this would not produce results which could be regarded as reliable.


Some data collected have been excluded from these tables as the resulting numbers were too low to support any interpretation: GP home visits, out of hours visits, referral to hospital and presentations at A&E.


Table W: NHS data for subjects without controls.


Data based on analysis of 48 patients’ records

	primary care episode
	before advice


	after advice
	change

	GP consultation at surgery
	330
	320
	-10

	prescriptions
	830
	1098
	+268*

	new drug prescribed
	131
	116
	15

	consultation with practice nurse
	81
	94
	+13



* statistically significant (p<0.05) Wilcoxon test


Table X: NHS data for subjects with controls, excluding North Derbyshire

	
	Subjects N=15
	Controls N=15

	primary care episode
	before
	after
	change
	before
	after
	change

	GP consultation at surgery
	121
	132
	+11
	53.6
	52.6
	-1

	prescriptions
	124
	155
	+31*
	46.0
	44.6
	-1.4

	new drug prescribed
	32
	23
	-9
	16.2
	14.0
	-2.2

	consultation with practice nurse
	24
	23
	-1
	18.0
	19.8
	+1



* statistically significant (p<0.05) Wilcoxon test


Table Y: NHS data for subjects with controls, North Derbyshire

	
	Subjects n = 101
	Controls N =54

	primary care episode
	before
	after
	change
	before
	after
	change

	GP consultation at surgery
	894
	881
	-17
	296
	322
	+26

	prescriptions
	2127
	2921
	+793*
	513
	843
	+330

	new drug prescribed
	163
	309
	146*
	41
	86
	+45

	consultation with practice nurse
	86
	98
	+12*
	26
	41
	+15



* statistically significant (p<0.05) Wilcoxon test


Unsurprisingly, given the chronic morbidity of our subjects, activity rates for our subjects were noticeably higher than those for controls, reinforcing other evidence in this study of the poor health of those using the advice services. There were significant increases in numbers of prescriptions to subjects, but not to controls (see all three tables). There were, however, no decreases reflecting improvements in health status. The increase in prescription numbers does lend support to the suggestion that changes in medical treatments explain improvements in role functioning physical and bodily pain (see 4.3 above).


These findings also reflect the limited suitability of primary care data as a proxy for health status, particularly as activity rates do not distinguish between physical and psychosocial aspects of health.

4.9 
Stakeholders views of the service

At the suggestion of the Advisory Group, we undertook telephone interviews with a small stratified random sample of 12 GPs and 12 practice managers drawn from all the research sites. Practices were stratified by location and size before random sampling. The purpose was to inform our interpretation of our interim findings with their comments and views, and they were therefore sent a brief summary of the interim findings at least a week before the telephone interview. 


Twelve practice managers and 5 GPs were successfully interviewed, twelve of each group having been initially contacted. Those interviewed were asked for their comments on the findings, and on the service as a whole.  In the event, those interviewed were willing to talk briefly about the service, but had few comments to make on the interim findings themselves.


All spoke positively of the service, and only one took the opportunity to voice problems and difficulties associated with the way the service was delivered at their surgery. Several mentioned the unstable funding which supported the services. Personnel from practices in rural areas mentioned the particular advantage of a primary care location in terms of geographical access.


Informants were aware of the social and financial advantages of claiming correct welfare benefits, although only a handful appeared to believe that there might also be benefits to health (e.g. less worry).

5.
CONCLUSION


Chief findings

Those service users who entered the study had an average age of 54.2. Their high levels of chronic disease or disability were evidenced by self-reports of health, SF-36 scores, high numbers of Disability Living Allowance eligibility, and high and increasing numbers of prescriptions. We found no evidence that research subjects were different from those using primary care-based services as a whole, although limited data suggests that services in primary care attract older clients than those in “High Street” locations. 

Better health (improved SF-36 scores) appears to be associated with income increase in two aspects, vitality and mental health. Of those interviewed at 6 months, the vitality score of the Income Increase group had improved, whereas that of the No Increase group  had worsened, and this difference between the groups was significant. Of those still in the study at 12 months, the improvement in the mental health score (nervousness/calmness, happiness/sadness) of the Income Increase group was significantly greater than in that of the No Increase group, although the improvement in vitality had not been sustained to a significant degree. 


In other domains, the Income Increase group showed improvements greater than those in the No Increase group, but these differences did not achieve statistical significance. Generally, improvements at 6 months were sustained, although reduced, at 12 months. 


Our findings suggest that there may be considerable disadvantage to health if benefit entitlements are delayed: those whose income had increased within 6 months scored higher at 12 months than those who had to wait longer. 


Limitations of the study

· We did not conduct an RCT. We did have a control group (the No Increase group) but it was small in comparison to the intervention group.

· Our sample was not representative of the national population in respect of place of residence. Nevertheless, our sample appears to have been broadly typical of service users generally.

· Our data mixes ages and diagnoses, which may dilute the findings for sub-groups who particularly benefit from income increase. 

· The study relies on self-reported health unconfirmed by medical examination.

· We did not seek to discover either the exact amount of income increase or its value as a proportion of previous household income, expenditure and need; nor whether different degrees of income increase were differentially associated with improvements in health. 

· We did not evaluate the cost-effectiveness of services. Data summarised in Greasley and Small (2001) strongly suggests that the cost of providing such services is less than the total money raised for individuals.


Policy implications 


The study supports the provision of welfare benefits advice in primary care as part of a holistic approach to the care of people with chronic conditions in middle or old age. Service commissioners should review whether existing services need to be extended to areas and general practices currently under-served. 


Commissioners might also consider whether other groups of patients who currently do not take advantage of these services need alternative modes and locations of services: for example, people with mental health problems, or other specific diagnoses (HIV, neurological diseases, etc.); families with young children (including disabled children); unemployed young people; substance misusers; etc. Such service developments should be piloted and evaluated. 


Welfare advice services should consider the benefits of collecting and analysing some basic health data; this would enable them to understand better the needs of those whom they currently serve and to argue more strongly for continued or extended funding. 


Areas for further research


How can other client groups best be helped to access welfare benefits advice, and to what extent will increased income improve their health?


To what extent does advice on topics other than welfare benefits (e.g. legal, relationship) have an impact on health?


Further work is needed to explore the apparent negative effect on health when benefit awards are delayed.
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APPENDIX 1: Structured interview schedule

First interview schedule. 
Date of interview



Age



...........
yrs

Sex


              Male   
          Female

Employment status

[researcher: please ensure that the job title recorded is self-explanatory i.e. one in common usage]



Employed ........

please state nature of job................................................


Unemployed


Retired


Other

If not employed, please state nature of last employment........................................

If none, please state employment of spouse, or parent as appropriate..............................................................................................................

Housing status


Owner occupier/ mortgage


Rented LA/HA


Rented private


Other

Ethnic group

White British


White European


Black Caribbean


Black African


Black British


Black other, please state...............................................................................


Indian


Pakistani


Bangladeshi


Chinese


Other ethnic, please state..............................................................................

Household composition 


Couple


Children, please state number...............................................................


Other people living with you

1. Advice.

· How did you find out about the service?


GP 




  

Primary health care team

Receptionist 

 

 

CAB / Welfare Rights 




friend or relative 
   

  

poster 


other.....................................................

· Why did you contact the CAB/Welfare Rights service?


Benefits advice


Debt advice


Legal advice


Tax advice


Housing advice


Employment advice


Other advice, please state.......................................................................

· How long after making contact did you have to wait to see an adviser?

Number of days .........
.....................

· What advice did they give you?


To claim a new benefit


To appeal against a loss of benefit


Debt rescheduling


Other, please state ............................................................................................

· Which benefit did you apply for/appeal against loss of?

Disability Living Allowance


Care Allowance


Mobility Allowance


Attendance Allowance


Income Support


Incapacity Benefit


Housing Benefit


Council Tax Benefit


Industrial Injuries Benefit


Other, please state what................................................................................

· Which benefits are you already receiving (prior to advice)?

Disability Living Allowance


Care Allowance


Mobility Allowance


Attendance Allowance


Income Support


Incapacity Benefit


Housing Benefit


Council Tax Benefit


Industrial Injuries Benefit


Other, please state what................................................................................


None

· Did you do as CAB/WR adviser suggested?





Yes

No

If no, why not? .............................................................................................................

· Did you receive any other advice (other than about income)?


 Yes 

   No

If yes, what................................................................................................

· How did you feel after seeing the advice worker?


  Less anxious/worried


  As usual


  More anxious/worried

Please explain.............................................................................................................

· How long did your consultation last?

.......................................................................................................................................

· Have you used CAB/WR anywhere else?

 Yes 

 No 

 

· What made you attend here this time?

...................................................................................................................................
2. Other factors related to health.
· Do you have any of these conditions?
Have they got worse in the last 6 months? (tick all that apply)








Arthritis / rheumatism



worse 


High blood pressure



worse 


Heart trouble / angina



worse 


Stroke





worse 


Diabetes




worse 


Asthma





worse 


Physical disability



worse 


please specify.....................................


Sensory impairment



worse 


please specify.........................................

3. Factors related to health status.

· Have you had any of the following experiences in the last 6 months?


bereavement


moved house


redundancy / lost job


retirement


change job


new illness/operations (exclude minor ailments), 



please specify,..................................................................................................


accident / fall


change in household composition, please specify..............................................


long-standing illness which limits daily activity, please specify.......................


other, please specify...........................................................................................

· Has anyone you live with had any of the following experiences in the last 6 months?


bereavement


moved house


redundancy / lost job


retirement


change job


new illness/operations (exclude minor ailments), please specify .....................


accident / fall


change in household composition, please specify ..............................................


long-standing illness which limits daily activity, please specify


Arthritis / rheumatism




High blood pressure


Heart trouble / angina







Stroke



Diabetes







Asthma


Physical disability, please specify.............................................................



Sensory impairment, please specify.........................................................



other, please specify.................................................................................

4. Caring for others.

· Do you look after other people (informally, not as a job)?


Yes 

  No

If yes, who.....................................................................................................................

If yes, has the amount you have to do for them changed in the last 6 months?


More 

  Less

please explain........................................................................................................

If more, do you think that this has had any effect on your health?


Yes

  No



please explain........................................................................................................

5. Change in health-related behaviour.

· Have you noticed any change in the number of visits you have made in the last 6 months to the health centre?




yes 

    
no



if yes, have you been:



more often 

less often

please explain why....................................................

· Have there been any changes in the medication you take over the last 6 months?


 Yes 


 No

If yes, please explain............................................................................................

6. Costs to service user of gaining advice
· Have you incurred any costs in order to get the advice? 


 Yes 


 No

(Prompts: 

phone calls

transport to CAB/Welfare Rights at doctor’s, tribunals or Benefits Agency

medical certificates)

If yes, how much?......................................................................................................

Second/third interview schedule (6 / 12 months)

Respondent code 



Date of interview



Age



...........
yrs

Sex


              Male   
          Female

Employment status

[researcher: please ensure that the job title recorded is 







self-explanatory i.e. one in common usage]



Employed ........please state nature of job................................................


Unemployed


Retired


Other

If not employed, please state nature of last employment........................................

If none, please state employment of spouse, or parent appropriate..............................................................................................................

Housing status


Owner occupier/ mortgage


Rented LA/HA


Rented private


Other

Household composition 


Single


Couple


Children, please state number...............................................................


Other people living with you

1. Advice.

· What advice were you given on your first consultation?


To claim a new benefit


To appeal against a loss of benefit


Debt rescheduling


Other,  please state .............................................................................................

· Did you do as CAB/WR adviser suggested?





Yes

No

If no, why not? ...............................................................................................................

· Did it work out as CAB/Welfare Rights adviser suggested?


Received a new benefit, please tick which benefit


Disability Living Allowance


Care Allowance


Mobility Allowance


Attendance Allowance


Income Support


Incapacity Benefit


Housing Benefit


Council Tax Benefit


Industrial Injuries Benefit


Other, please state what..........................................................................

Won appeal against a loss of benefit, please tick which benefit


Disability Living Allowance


Care Allowance


Mobility Allowance


Attendance Allowance


Income Support


Incapacity Benefit


Housing Benefit


Council Tax Benefit


Industrial Injuries Benefit


Other, please state what ..........................................................................


Arranged to have debts rescheduled


Other, please state ..............................................................................................

· Did you see the advice worker again after the first consultation?

 Yes 

   No

· Did you receive any further advice?


 Yes 

   No

If yes, what................................................................................................

· How did you feel after seeing the advice worker again?


  Less anxious/worried


  As usual


  More anxious/worried

Please explain.............................................................................................................

· How long did the repeat consultation/s last?

.......................................................................................................................................

2. Effects of change in income.
· Have your finances increased as a result of the advice you received?


 Yes 

 No

If yes, how long after the advice did you receive the income?

answer in months....................................................

· Which benefit gave you an increase in finances?


Disability Living Allowance


Care Allowance


Mobility Allowance


Attendance Allowance


Income Support


Incapacity Benefit


Housing Benefit


Council Tax Benefit


Industrial Injuries Benefit


Other, please state what ..........................................................................

By how much have your finances increased? (figures &/or fraction/percent; comments

.....................................................................................................................................

· How has the change in income affected your day-to-day living?


 paid off debts


 ability to pay bills


 more heating/lighting


 food, please specify (e.g. better quality, more, special diet, fresh)


..........................................................................................................


 transport - taxis, petrol, car costs


 leisure


 alcohol


 cigarettes


 help friends/ relatives


 one - offs, specify.......................................................................


 other, specify................................................................................

· Have you had any debts rescheduled?


 Yes

 No

Please explain ................................................................................................................

· Apart from CAB / Welfare Rights advice has anything else changed your income in the last 6 months?


 Yes 

No

If yes, by how much?(figures &/or fraction/per cent; comments) ....................................

 3. Effects of changes in income - health. 

· Do you think that changes in your income have had any effect on the way you have felt about life?


 Yes 

 No 

 n/a (not yet received / not successful)

Please describe.............................................................................................................

· Do you think that changes in your income have had any effect on your health in general?


 Yes 

 No 

 n/a

Please describe.............................................................................................................

4.  Other factors related to health.
· Do you have any of these conditions?
Have they got worse in the last 6 months? (tick all that apply)








Arthritis / rheumatism



worse 

High blood pressure



worse 


Heart trouble / angina



worse 


Stroke





worse 


Diabetes




worse 


Asthma





worse 


Physical disability



worse 


please specify.....................................


Sensory impairment



worse 


please specify.........................................

5. Factors related to health status.

· Have you had any of the following experiences in the last 6 months?


bereavement


moved house


redundancy / lost job


retirement


change job


new illness/operations (exclude minor ailments), 



please specify,..................................................................................................


accident / fall


change in household composition, please specify..............................................


long-standing illness which limits daily activity, please specify.......................


other, please specify..........................................................................................

· Has anyone you live with had any of the following experiences in the last 6 months?


bereavement


moved house


redundancy / lost job


retirement


change job


new illness/operations (exclude minor ailments), 


please specify .......................................................................................................


accident / fall


change in household composition, please specify ..............................................


long-standing illness which limits daily activity, please specify


Arthritis / rheumatism




High blood pressure


Heart trouble / angina







Stroke



Diabetes







Asthma


Physical disability, please specify.............................................................



Sensory impairment, please specify.........................................................



other, please specify.................................................................................

6. Caring for others.

· Do you look after other people (informally, not as a job)?


Yes 

  No

If yes, who.....................................................................................................................

If yes, has the amount you have to do for them changed in the last 6 months?


More 

  Less

please explain........................................................................................................

If more, do you think that this has had any effect on your health?

Yes

  No



please explain........................................................................................................

7. Change in health-related behaviour.

· Have you noticed any change in the number of visits you have made in the last 6 months to the health centre?




yes 

    
no



if yes, have you been:



more often 

less often

please explain why....................................................

· Have there been any changes in the medication you take over the last 6 months?


 Yes 


 No

If yes, please explain............................................................................................

8. Costs to service user of gaining advice
· Have you incurred any costs as a result of getting the advice? 

 Yes 


 No

(Prompts: 

phone calls

transport to CAB/Welfare Rights at doctor’s, tribunals or Benefits Agency

medical certificates)

If yes, how much?......................................................................................................

APPENDIX 2:
Reasons for not using an RCT design

An obvious limitation of the study is that it is not a randomised controlled trial (RCT), the gold standard method for testing the efficacy of health interventions. The reasons for this decision are as follows. 

An RCT would involve giving welfare benefits advice to a randomly selected group of service users, while simultaneously withholding such advice from another randomly selected group: changes in health over time in both groups would be measured and compared, and tested for statistical significance. RCTs are primarily used to examine the effectiveness of medical treatments, typically (e.g. in the case of pharmaceutical products) following a period of intensive experiment and observation. Their purpose is to discover whether the treatment being studied is better than alternatives, or than no treatment at all. Welfare benefits advice is a very different sort of intervention. It has an established value (the financial relief of poverty) irrespective of any health effects; the “dosage” (level of benefit awarded) is ultimately the decision, not of anyone in the NHS, but the Department of Social Security and the Benefits Agency; little is known about whether benefits have a measurable impact on health at all (hence this study); and GPs and primary care professionals who at present refer to the service might well continue to do so even if it were demonstrated beyond doubt that there was no impact on health, as they recognise the non-health benefits of the service. It is therefore debatable whether an RCT is an appropriate research method, particularly given the expense and difficulty of conducting such a trial.

There are also ethical problems particular to welfare benefits advice. Some benefits are entitlements explicitly guaranteed in law, unlike any individual medical treatment, and it is arguably unethical to construct a research design which would impede the receipt of such entitlements by patients who would benefit financially from receiving and following advice, regardless of whether or not there were additional health benefits.

There is also a further ethical argument against an experimental design. This is that gross income inequalities are in themselves ethically unacceptable, regardless of their health consequences, that public policy should aim to reduce them, and that research designs should not subvert ethical public policy aims.

An alternative method would have been to create a non-random control group. This could be done by choosing subjects from primary care settings where welfare benefits advice was not available. This was judged to be difficult, as no benefits would accrue to either the practices or their patients by participating, and a previous study had experienced difficulty in recruiting practices (Veitch, 1995). (However, a later study published while our research was in progress (Reading et al, 2000) reported fewer difficulties in recruiting control practices.) Another method would theoretically be to identify patients not using the services who matched research subjects in relevant variables, e.g. health and disability status of the service user, housing and employment status,  pre-advice income, and amount raised as a result of advice; extent of debt, etc. But it would be virtually impossible to ensure that experiment and control subjects were adequately matched for the many relevant variables, because, as Smeeth and Heath (1999) point out, primary care services do not record socio-economic data about patients.

APPENDIX 3:
Our sample compared with other service users: data

These data are presented on site by site. As there is no consistency in how data are reported, no aggregation has been attempted. 

Birmingham

Table AA. Birmingham: Service users and research subjects compared

Service data supplied by Birmingham CABx.

	
	Primary care service users

Number (%) n = 4404*
	Research subjects

Number (%) n = 31

	Gender:

female
	3022 (69.1)
	7 (22.6)

	male
	1352 (30.9)
	24 (77.4)

	Age:


	(0-15)   18   (0.4)
	

	
	(16-25) 182 (4.5)
	(15-24) 2 (6.5)

	
	(26-35) 609 (15.0)
	(25-34) 2 (6.5)

	
	(36-45) 640 (15.8)
	(35-44) 4 (12.9)

	
	(46-55) 871 (21.5)
	(45-54) 6 (19.4)

	
	(56-65) 972 (24.0)
	(55-64) 7 (22.6)

	
	(66-75) 507 (12.5)
	(65-74) 7 (22.6)

	
	(76+)    254 (6.3)
	(75+)    3 (9.7)

	Housing:

temporary
	98  (2.4)
	0

	owner occupier
	1553 (37.9)
	16 (51.6)

	tenant
	2120 (51.7)
	14 (45.1)

	other 
	329 (8.0) 
	1 (3.2)

	Employment:

employed
	892 (20.3)
	6 (19.4)

	unemployed
	1677 (37.9)
	6 (19.4)

	retired
	995 (22.6)
	14 (45.1)

	other
	640 (14.6)
	5 (16.1)

	Unknown
	200 (4.5)
	0


*The number of service users included in the data is 4404. However, missing data means that this is not the actual total for each category. Percentages are calculated on the basis of numbers for which there are data in each category, not 4404. 

Dorchester

Table BB. Dorchester: service users and research subjects compared

Service data provided from CAB census in August 1998 (some figures are approximate as they have been guessed from graphs without exact figures).

	
	Primary care service users

(%)  n = not known
	Research subjects

Number (%) n = 26

	Gender:

Female
	(62)
	13 (50)

	Male
	(38)
	13 (50)

	Age:

16-24
	(11)
	0

	25-34
	(23)
	1 (3.8)

	35-44
	(15)
	1 (3.8)

	45-64
	(32)
	12 (46.1)

	65-74
	(11)
	8 (30.8)

	75+
	(4)
	4 (15.4)

	Housing:

owner occupier
	(50)
	7 (26.9)

	tenant
	(44)
	15 (57.7)

	other 
	(6)
	4 (15.4)

	Employment:

employed
	(43)
	7 (26.9)

	unemployed
	(8)
	5 (19.2)

	retired
	(18)
	14 (53.8)

	other
	(31)
	0


High Peak

Table CC. High Peak: service users and research subjects compared

Service data: first column supplied in 1999 by project for 4 out of 6 practices: year unknown; second column provided by monthly census in 2001.

	
	Primary care service users
	Research subjects

No. (%) n = 10

	
	CAB data,

(%) (n not known)
	CAB 2001 data

No. (%) n = 204
	

	Gender:

Female
	(56)
	-
	8 (38)

	Male
	(44)
	-
	13 (62)

	Age:
	(15-25) (4)
	12 (5.9)
	(15-24) 2 (10)

	
	(26-40) (24)
	52 (25.5)
	(25-34) 1 (5)

	
	(41-59) (48)
	88 (43.1)
	(35-44) 1 (5)

	
	 
	
	(45-54) 4 (20)

	
	(60-74) (24)
	31 (15.2)
	(55-64) 8 (40)

	
	
	
	(65-74) 3 (15)

	75+
	
	21 (10.3)
	             2 (10)

	Housing:

owner occupier
	(60)
	-
	11 (52)

	tenant
	(40)
	-
	7 (33)

	other 
	-
	-
	3 (14)

	Employment:

employed
	(40)
	-
	5 (24)

	unemployed
	(20)
	-
	2 (10)

	retired
	-
	-
	7 (33)

	other
	(40)
	-
	7 (33)


North Derbyshire

Table DD. North Derbyshire: service users and research subjects compared

Service data provided from project report. 
	
	Primary care service users

Number (%) n = 369
	Research subjects

Number (%) n = 113

	Age:

0-16
	11 (3.0)
	0

	
	(17-65) 184 (49.9)
	(15-64) 81 (71.7)

	
	(66-74) 87 (23.6)
	(65-74) 17 (15.0)

	75+
	             87 (23.6)
	             15 (13.3)


Salford

Table EE. Salford: service users and research subjects compared

Service data supplied by the project for the first quarter of 1999

	
	Primary care service users

Number (%) n = 101
	Research subjects

Number (%) n = 41

	Gender:

Female
	56 (55.5)
	24 (58.5)

	Male
	45 (44.6)
	17 (41.5)

	Age:
	(18-25) 5 (5.0)
	(15-24) 2 (4.9)

	
	(26-35) 12 (11.9)
	(25-34) 3 (7.3)

	
	(36-45) 17 (16.8)
	(35-44) 2 (4.9)

	
	(46-60) 22 (21.8)
	(45-54) 13 (31.7)

	
	
	(55-64)  8 (19.5)

	
	(61+)    44 (43.6)
	(65+)    13 (31.7)

	not known
	1 (1.0)
	0


APPENDIX 4
Services in primary care compared with services elsewhere: data

Birmingham

Table FF. Birmingham: High Street and primary care service users compared.

Service data provided by Birmingham CAB for 2 High Street CAB services near to some of the primary care settings taking part in the study. 

	
	High Street 1

(%)
	High Street 2

(%)
	Primary Care

No. (%) n = 4404

	Gender:

male
	(48)
	(41)
	3022 (69)

	female
	(52)
	(59)
	1352 (31)

	Age: 

11 to 24
	(4)
	(10)
	(0-25)   190 (4)

	25-65
	(88)
	(67)
	(26-65) 3092 (70)

	66+
	(8)
	(8)
	             761 (17)

	not known
	(0)
	(15)
	             361 (8)


Bournemouth

Table GG. Bournemouth: High Street and primary care service users compared

	Age
	High Street

Number (%) n = 686
	Primary Care

Number (%) n  = 151

	0-45
	400 (58.3)
	63 (41.7)

	46+
	286 (41.7)
	88 (58.3)


Where housing status was recorded, 46.6% of High Street service users were tenants rather than owner occupiers (298 of 640), compared with 55.0% (82) of 149 primary care service users.

High Peak

Whereas 42% of High Street service users were owner occupiers, the percentage for primary care service users was noticeably higher at 60% (note that this comparison shows an opposite tendency to that observed in Bournemouth). The data on employment status suggests that the primary care service attracted fewer unemployed services users and more who were retired on grounds of age or sickness, although the categories used make this latter point  speculative.

Table HH. High Peak: High Street and primary care service users compared

Data supplied by High Peak CAB.

	Employment status
	High Street service users

% (n unknown)
	Primary care services users

% (n unknown)

	Employed
	(39)
	(40)

	Unemployed
	(32)
	(20)

	Other
	(29)
	(40)


North Derbyshire

Data supplied enable comparisons between those using the primary care service and the registered patient populations of the participating practices. The figures omit those aged under 15 (20% of all registered patients) and under 17 (3.0% of all welfare advice service users).

Table KK: North Derbyshire: primary care service users and registered patients compared

Registered patient data supplied by North Derbyshire Health Authority; service user data provided by CAB

	
	Registered patients

Number (%) n  = 16,265
	Primary care services users

Number (%) n  = 369

	15 (17) – 59
	11627 (71.5)
	(0-64) 195 (52.8) 

	60+
	4638  (28.5)
	(65+)  174 (47.2)


Salford

Data was provided for the primary care service data by the project, for the first quarter of 1999, and for the telephone advice service by the Anti-Poverty Unit Annual Report, March 1998. These data enabled comparisons between those using the telephone advice service available to the borough as a whole, and those using the primary care service. Seventy-three per cent of those using the borough services were aged under 60, and 27% were aged 60 or more; 56% of those using the primary care services were aged 60 or less, and 44% aged 61 or over.

APPENDIX 5
Consulting primary care data

We include the following example of one researcher’s experience when negotiating access to primary care data. Similar difficulties were encountered at other research sites. What is unusual in this case is that the researcher was eventually able to obtain data despite these difficulties; more typically, attitudes such as these led  to a flat refusal to allow access to data at an early stage of negotiation.

“I contacted Dr X’s practice manager to arrange data collection for medical records. She assured me that I would need to speak to Dr X first, so I rang the doctor and explained about the study and the reason for collection of data from medical records. She seemed totally disinterested and said that the practice was too busy at that time. I asked if I could ring back in the New Year and she reluctantly agreed. Meanwhile I completed data collection from all the other practices, including her partner, without any problem, although I was not allowed to do any controls. 

“I phoned the practice in the New Year and was told that I would need to go in to see Dr X, so I arranged a meeting. I turned up for the meeting as arranged and was kept waiting for 30 minutes, although no patients went in to see Dr X during that time. When I was called in, she did not look up from her desk until I spoke to her. I explained about the study again and showed my ID card. She commented that anyone could forge a laminated ID card such as this and asked me to wait outside while she rang the University to check on me.  She rang the departmental secretary at the university and told her that it was possible that she (the secretary) was my friend, sitting at home waiting for the call. 15-20 minutes later I was called to the reception area and offered a coffee. Dr X was there chatting to some reps. After 5 minutes or so, she said to me. “Hasn’t anyone told you to go ahead with the data collection?” I then had to find a receptionist to help me get out the records and was given a desk that was obviously in everyone’s way.” 

APPENDIX 6
Advisory Group membership

The project was supported by an Advisory Group consisting of (in alphabetical order):

Mick Bond, North Derbyshire Health

Richard Bundy, City of Salford Welfare Rights Service

Anne Darby, Birmingham CAB Health Units

Kate Galvin, Institute of Health and Community Studies, Bournemouth University

Nigel Godfrey, Derbyshire Welfare Rights Service

Catherine O’Sullivan, Bournemouth CAB

Ann Sharples, Institute of Health and Community Studies, Bournemouth University

Andrew Taylor, High Peak CAB
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