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Abstract

ABSTRACT

The tradition of public health is fundamentally epidemiological and clinical, often 

being problem-oriented, rather than need or development-oriented. Most public 

health initiatives usually start with problems rather than with assessment of needs, 

often looking at the past, rather than the future. Thus, aspects of health in 

adolescence of interest to public health often related to morbidity; for example, 

accidents, sexually transmitted disease, substance abuse, or other problems such as 

teenage pregnancy. The health of adolescents has been the subject of very little 

research, with only a few studies investigating the health and health needs of young 

people in terms of socio-economic factors and different residential localities. The 

available material is severely limited, notable deficiencies being the impact of area of 

residence on health and how area of residence has an influence on future life chances. 

This is an important omission as attitudes about health-related services for 

adolescents may significantly influence the extent to which young people with 

specific needs or problems receive appropriate help for their difficulties. The way 

forward in nurturing the well-being of adolescents is not to focus on problems but on 

the potential for healthy development and physical, mental and social growth.

This study of Adolescent Health was carried out to investigate differences on a range 

of health measures among adolescents aged 15 living in two contrasting urban 

localities, conceptualised both as a proxy for social context and socio-economic

13
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status. The two localities were in the city of Glasgow - the third largest city in the 

UK and first in Scotland - and they differed in socio-residential characteristics, one 

having better than average and one having worse than average socio-economic 

characteristics. The study also examined whether the health status and concerns of 

current Glaswegian adolescents differed from their counterparts who had been 

surveyed nine years earlier. These data, obtained in a survey conducted in 1995, 

were compared with data collected in 1987 from the West of Scotland Twenty-07 

Study on a sample of 15 years olds residing in these same localities. An additional 

aim of this study was to explore the health status and the health needs of adolescents 

from the point of view of professionals who work with adolescents in the context of 

different socio-economic locations of work. The locations of work were 

operationalized as working in the middle class (socio-economically advantaged) 

locality, and working in the deprived (socio-economically disadvantaged) locality.

This study was jointly supported by the Department of Public Health and the MRC 

Medical Sociology Unit.

Data were collected on a range of health indicators and the young people’s views 

about their general health, health concerns, and area of residence by means of a self­

administered questionnaire. The design of the professionals’ survey also involved a 

self-completion questionnaire.



Abstract

The overall conclusions which emerged from the study findings can be summarised 

as follows:

(1) Adolescents are typically judged on the assumption of youthful healthiness. 

Contrary to this popular supposition, there is evidence suggesting that, overall, the 

picture is not commensurate with the assumption, The study findings show about 

one in six of young people reporting a long-standing illness, disability or infirmity, 

around a quarter of boys and a half of girls symptoms of psychological morbidity, 

and around a half assessing their health as only ‘fairly or not good’.

(2) Using a variety of indicators, there is little or no evidence of differences in either 

physical health or psychological well-being of adolescents' residing in markedly 

contrasting areas of residence.

(3) The study has highlighted the fact that in many aspects of adolescents’ health 

concerns, perceptions of their area of residence, and aspirations, the differences 

between the contrasting localities are relatively large despite little or no evidence of 

differences in either their physical or mental health status.

(4) In general, while the evidence suggests that the physical health of young people 

has shown some relative improvement, the level of their psychological well-being 

has declined remarkably, a pattern which holds in both localities. It is possible this is

15
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in part related to differences in life events experienced, particularly those involving 

violent attacks. Adolescents who had experienced negative life events related to 

their family or friends (such as conflicts, serious illness or injury) were more likely to 

be psychologically distressed. Thus, these can be considered as predictors of 

adolescent malaise. The study findings also indicated that girls reported far more 

emotional problems than boys.

(5) Adolescents in 1995 more often perceived themselves as remaining in the 

parental home rather than leaving and establishing the independence of adulthood 

compared to their counterparts in 1987.

(6) Location of work is a strong differentiator of health care and educational 

professionals' assessments of adolescents' health status and health needs.

(7) Comparison between professionals and young people showed that adolescents' 

perceptions of the health and health concerns were similar to those of professionals 

in their localities. This pattern was also found between young people and 

professionals’ assessments of youth-related amenities and services in each locality.

Adolescents’ health promotion should be seen as facilitating physical, social and 

emotional well-being and enhancing quality of life. Community-wide participation is

16
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needed to improve health care for adolescents, in particular those interventions 

concerned with mental health.

There is a need for closer interaction between mental health professionals and other 

agencies in the planning and provision of services to young people in general, and to 

young females in particular.

As in every section of the population, adolescents should have a voice concerning the 

delivery of care for them, and the opportunity to set their own health and well-being 

agenda. There is a need to consider the rights of young people to access health- 

promoting environments, opportunities and resources.
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Introduction to the Study

INTRODUCTION TO THE STUDY
_________________________________________________________________________________

The adolescent population has many issues to deal with during a time of psychosocial 

and physiological change and vulnerability. Adolescence is a time when young 

people are no longer children, but not yet adults; it is a time when they experience 

new ideas, new relationships, and new activities. With adolescence comes increasing 

concerns about schoolwork, making friends, sex, discrimination, violence, abuse, 

sadness, and perhaps most important of all, concerns about the future. At this stage 

of their lives, they are struggling for their independence, and seeking to “be 

somebody”.

Often society pays little attention to adolescents until they cross a ‘pathological’ line 

into crime, teenage pregnancy, psychiatric distress, and other juvenile problems. It is 

then that professionals initiate attempts to fix or control the problems. 

Unfortunately, however, it is the solution to problems which attracts attention, and 

not the needs to be met. There is only a scanty literature portraying positive images 

about adolescents.

Adolescence is a period of key developmental significance for health, but there is 

insufficient data on the health of adolescents, not only in the UK, but elsewhere. The 

few available studies on young people’s health have been mainly concerned with 

behaviours, and sometimes illness, with little or no emphasis on their health needs, 

concerns, and socio-economic background.

18



Introduction to the Study

The overall aim of this study of adolescent health (hereafter referred to as the 

Adolescents* Health Study) was to investigate the health status and health needs of 

adolescents both from their own point of view and from the perspective of the 

professionals who work with them in the context of contrasting socio-economic areas 

of residence. Two localities, one socially advantaged and one socially deprived, were 

selected for comparison. There are therefore two components to the study: the views 

and perceptions of adolescents themselves, and the views of professionals about 

young people’s health status and needs according to locality in which they work. The 

present study has also examined the pattern of changes in the health and well-being 

of young people that occurred during the time period 1987-1995 using a wide range 

of indices. It is hoped that the information will be of practical value to those with 

responsibility for health policy and planning, and will stimulate the exploration of 

ways in which young people may be used as a resource for the promotion of health 

and well-being.

This thesis consists of three parts (eight chapters).

Part one (chapter one) is a review of the previous literature and is discussed under 

four headings: definitions of adolescence; adolescence and health; the link between 

socio-economic circumstances and adolescents* health; and health and social policy 

for adolescents.

Part two, which consists of three chapters, begins with identification of the research 

questions and a statement of the study aims and objectives (chapter two). This part 

also contains a description of the background to the study and refers to an earlier

19
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study - the West of Scotland Twenty-07 Study (Macintyre et al. 1989) - which 

provided the comparison data from 1987. The socio-demographic characteristics of 

the study catchment areas are then described in chapter three. Chapter four describes 

the methods used in both the adolescents’ survey and the professionals* survey 

focusing on the procedures (the setting, and the selection of subjects), the sampling 

frame, response rates, characteristics of the sample, questionnaire and schedule 

construction, and methods of analysis of data.

Part three refers to the findings and the discussion of results, methodological issues, 

conclusion and recommendations. The presentation of data is divided into three 

chapters reflecting the different issues the Adolescents’ Health Study addressed. The 

first (chapter five) reports the adolescents’ health issues in 1995, and their opinions 

about their area of residence. General aspects of adolescents’- health and well-being 

and health concerns are examined, with reference to area of residence in particular. 

Chapter six considers aspects of young people’s health and health concerns that have 

changed over the nine year period in each of two contrasting localities. Chapter 

seven looks at views about young people’s health related issues held by professionals 

in the (same) two localities. This chapter also compares the views of professionals 

and the views of the young people themselves.

The final chapter begins with a consideration of some methodological problems and 

a discussion of the study results. This is followed by the overall conclusion based on 

the study findings, and the recommendations made for improvements in the health 

and well-being of young people.
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Introduction & Literature Review

REVIEW

CHAPTER ONE

INTRODUCTION AND LITERATURE REVIEW

Definitions of adolescence 

Adolescence and health issues

The link between socioeconomic circumstances and adolescents’ health 

Health and social policy for adolescents

This review covers the public health, social science, developmental psychology, and 

psychiatric literature, focusing on a period of major social change occurring in the 

years 1980-1995. The review is focused on four main topics:

1. Definitions of adolescence

2. Adolescence and health issues

3. The link between socioeconomic circumstances and adolescents’ health

4. Health and social policy for adolescents

1. Definitions of adolescence

1.1. Introduction

Depending on the purpose at hand, definitions of “adolescents”, ‘"young people” or 

“youth” vary as to the exact age range encompassed and the physiological,
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Introduction & Literature Review

psychological and sociological dimensions that characterise adolescence, a period 

during which major biological, psychological, and social changes take place. In 

practice, these terms are very often used interchangeably.

At its simplest, the term “adolescent”’ could be used to define a boy or girl in the 

period between being a child and being an adult. It is proposed by WHO (1986) that 

the term “young people” should refer, in general, to the age range 10-24 years. 

However, the concept of “young people” varies according to cultural and legislative 

factors such as compulsory age of schooling, accepted age of marriage, child labour 

legislation, and so on. Thus, it varies greatly from culture to culture as far as the 

attainment of adult independence is concerned. There is, however, one unvarying 

factor: though no longer a child, the adolescent is not yet considered by any society to 

be fully adult. While the onset of adolescence is usually associated with the 

commencement of puberty and the appearance of secondary sex characteristics, the 

end of adolescence is less clearly defined. However, the main characteristic of 

adolescence must be borne in mind, namely, that it is a period of gradual transition 

from childhood to adulthood, and it is characterised (a) by efforts to achieve goals 

related to the expectations of the mainstream culture and (b) by spurts of physical, 

mental, emotional, and social development.

There are four approaches to the study of adolescence, each of which reflects a 

different emphasis on biological, psychological and sociological factors.
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1.2. An approach based on developmental processes

According to this approach, adolescence is a distinct and significant developmental 

period in the life course. As Eisen (1984) has argued, its characteristic essentially 

depends on the way in which biological, cognitive, psychological, and social growth 

together fashion the maturational patterns of this age group. While this perspective 

on adolescent development acknowledges individual, cultural, and socio-economic 

differences, its central proposition stresses universal features of adolescence as 

evidenced by striking commonalities unrelated to genetic, racial, and national 

differences.

Within this approach, the universal aspects of adolescence are largely determined by 

developmental processes (WHO, 1975). These include the following:

1. The individual's progression from the initial appearance of the secondary sex 

characteristics to sexual maturity (satisfactory adjustment).

2. The development of the individual's psychological processes and patterns of 

identification from those of a child to those of an adult.

3. The transition from a state of total socio-economic dependence to one of relative 

independence.

1.3. An approach based on aee groupings

WHO earlier considered 10-19 years as the period of adolescence, an age range 

which generally encompasses the time from the onset of puberty to the legal age of 

majority, a definition useful for health planning (WHO 1975). Later, for the
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purposes of International Youth Year (IYY), the United Nations defined “youth” as 

encompassing the age range 15-24 years. A pragmatic approach is to merge the two 

age ranges into the all encompassing group of 10-24 years. WHO did not 

acknowledge the discrepancies between chronological age and biologic and 

psychological stages of development, nor the wide variations due to personal, 

cultural, and environmental factors.

1.4. An approach based on behaviours. activities. and responsibilities 

Adolescents characteristically show rapidly changing behaviour as well as 

inconsistencies in biological status, psychological readiness, and social aptitude. 

Bennett (1985) stressed that all of these characteristics contribute to the uniqueness 

of adolescence and make it qualitatively different from all other developmental 

stages in the life cycle. Adaptation to outwardly directed tasks and activities, such as 

working and establishing a family (or other grouping), becomes the priority. The 

chronological age at which young people are able or expected to assume these more 

adult-oriented characteristics, however, is significantly influenced by their social, 

political, economic, and cultural circumstances.

1.5. An approach based on the achievement o f independence

From this point of view, adolescence is seen as the stage in life during which there is 

transition from dependent childhood to independent adulthood. As Jones and 

Wallace (1992) have noted, however, there are enormous problems associated with
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the term ‘adolescence’, some of which refer to physical development, some to social 

and economic development and some to legal status. They make the point that in 

contemporary society youth can be seen as the period during which the transition to 

citizenship , that is, to M l participation in society, occurs. They argue that while 

rights are gradually acquired during youth, access to these rights, including M l 

participation in society, is still determined by the social structures of inequality such 

as social class, gender, race, disability and so on. Full participation (rights and 

access to them) in society is, as Marshall (1950, quoted in Jones and Wallace 1992)) 

indicated, dependent on personal resources and position in the social structure; and 

thus, following Lister (1990), also depends on the achievement of economic 

independence. Economic independence is a necessary condition for M l participation 

in society. Full economic independence in youth is achieved through the structures 

of the labour market and the welfare state. Based on this sociological approach, 

youth is defined as a period during which M l citizenship rights and responsibilities 

are accrued.

One could, therefore, conclude that the bridge between childhood and adulthood 

which is characteristic of each of the different points of view outlined above has 

become increasingly prolonged. Adolescents of today have to be more patient to 

become adults by comparison with the experiences of an older generation. 

Consequently, contemporary society perhaps should be more patient with today’s 

adolescents and their difficulties, problems, and delinquencies, and pay more
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attention to their specific needs. As West (1994) has argued, while the transition to 

adulthood may never have been easy, for many of today’s young people, the future 

appears as one of limited opportunities: inadequate training, low paid jobs or no jobs, 

enforced dependency on parents and even homelessness.

2. Adolescence and health issues

2.1. Introduction

Relatively little attention has been given to the health of adolescents, principally 

because the mortality rate is lower in this population group than in early childhood, 

and because of an assumption of youthful healthiness. It is, however, widely 

acknowledged that if the aim is not only a reduction of mortality but the 

improvement of health and the quality of life in general, then health conditions 

throughout the whole cycle of reproduction, growth, and development, including 

adolescence, deserve due consideration (WHO, 1977). Health is multi-dimensional 

and difficult to define; as Woodroffe et al. (1993) have noted the absence of health is 

easier to measure than its presence.

Health is defined in the Constitution of the World Health Organisation as “a state of 

complete physical, mental and social well-being” (WHO, 1984 b). Health is not 

merely the absence of illness or disease. In accepting the ambitious goal of health for 

all by the year 2000, the member states of WHO raised important questions as to how 

this might be achieved. They have also emphasised the need to develop indicators to
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evaluate the progress made (Deliege, 1983). One consequence of this is a necessary 

expansion of the concept of health. Dr H Mahler, the previous Director-General of 

WHO, has suggested that health should be considered “in the broadest context of its 

contribution to, and promotion by, social and economic development, so that people 

will be able to lead socially and economically satisfying lives” (Mahler, 1981). Thus, 

health may be seen as a state of dynamic equilibrium between an organism and its 

environment. Health is both a consequence of an individual's life-style and a factor 

in determining it but it cannot be isolated from other aspects of life. Health is an 

experience of well-being that is very much dependent on the social, economic, 

political, and cultural conditions in which people live. As Eisen (1983) has noted, at 

the most basic level, it is closely dependent on the availability of adequate nutrition, 

clean water, sanitation, shelter, and employment. Health is also linked to the 

availability of education, transport, recreation, and welfare services. In addition, at a 

more philosophical level, Manoharan (1982) pointed out that there are important 

political and spiritual dimensions of health. Powerlessness can be viewed as a basic 

cause of ill-health, in that it makes individuals and communities more vulnerable, 

and less able to command the resources and services needed to protect their health. 

A sense of helplessness may lead to passivity, inertia, and despair.

Traditionally, epidemiologists have measured people’s health by concentrating on 

how sick they are and at what rate they die and have not looked at how healthy 

people are. As Goldberg and Dab (1987) have noted, the measurement of a 

phenomenon as complex as health status necessitates a number of specific stages,
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mainly the elaboration of an operational definition of health, the choice of elementary 

phenomena capable of reflecting health status, the determination of the information 

to be collected, and the choice of a method of combining the separate elements. As 

is clear from the classical definition adopted by the WHO, and indeed has been 

suggested by a number of other definitions, health is not merely the absence of 

disease. Only recently, however, have attempts been made to measure the “positive” 

aspects of health, this “something more” than the absence of disease. Some workers 

have made a clean break with the concept of disease and attempted to measure a state 

of global health The fundamental basis of this line of research is the existence in 

the individuals making up a population of a continuum of states of health ranging 

from perfect health to death (Reed 1969, Chiang and Cohen 1973). However, as 

Macintyre (1994) has argued, the overall level of health in a population, and the 

social distribution of health within a population, are both products of interactions 

between different elements, from the most social to the most biological.

When defining levels of health, account is taken not only of the consequences of ill 

health (i.e. the “extended” morbidity) but also - and this is the characteristic feature 

of the new approach - of phenomena which reflect “positive” health (i.e. capacity, 

potential, performance, etc.). This approach is clearly influenced by the definition of 

health as a global phenomenon (Goldberg and Dab 1987). Multidimensional health 

is more than just the sum of its parts and it is not enough to just measure its parts. 

Health is a multiple and variable concept which can be studied by widely different
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approaches but it is neither easy nor are there readily available, reliable, and valid 

measures.

Adolescents represent a large proportion of the population and have the potential for 

considerable morbidity later on because of high health damaging behaviour e.g. 

smoking. Compared to children but not to adults, they are also more vulnerable to 

the negative effects of stressful life events (Brown and Lawton 1986, Norris et al. 

1992, Williamson et al. 1995), and as a result, have the potential for psycho-social 

morbidity. Although adolescents are traditionally considered to be relatively healthy, 

making few demands on medical resources and showing little interest in their own 

health (Frogal 1976), adolescence is widely recognised as a period of key 

developmental significance with special relevance for health. Jessor (1984) has 

argued that adolescence is a period of particularly high risk for compromising health 

through the adoption of unhealthy activities, and may have long-term implications 

and consequences for health. There are two important reasons why adolescence is a 

pivotal time for health-related learning and socialisation: Firstly, adolescence is a 

period in which a variety of health-related behaviours such as smoking are initially 

learned and tried out and, secondly, many of the psycho-social attributes (e.g. peer 

relationships, values) which influence and regulate health behaviours are acquired 

and consolidated during adolescence.

Indeed, it has been suggested that throughout this period adolescents experiment with 

a wide range of behaviours and lifestyle patterns as part of the natural process of 

becoming independent of parents, developing a sense of autonomy and acquiring
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some of the skills necessary for functioning effectively in the adult world (Rossow 

and Rise, 1993). This process of transition from dependent childhood to independent 

adulthood and seeking to ‘be somebody* may constitute a period of stress and high 

vulnerability to psycho-social demands. It is widely acknowledged that teenagers are 

concerned about the image they present to other people, particularly their peers 

(Taylor 1991, Hebdige 1979). For example, it has been suggested that smoking may 

be used by some as a form of self-expression or symbol of their own ‘style* or youth 

sub-culture to which they belong (Nash 1987, West and Macintyre 1990). The onset 

of adolescence is a critical period of biological and psychological change for the 

individual. For many, it involves a drastic change in social environment as well. 

These years are highly formative for behaviour patterns and activities relevant to 

health.

By some criteria, adolescents appear relatively healthy. Adolescents fare well if 

views of health are limited to physical illness. However, if the parameters of the 

concept of ‘health* are expanded to include psychological and other dimensions of 

health such as health concerns, significant unmet health needs emerge for this age 

group of population. Furthermore, a broader definition of health suggests the 

possibility of a more elaborate and possibly different set of causes of ill-health.

Aspects of health of relevance to young people can now be considered in more detail. 

Topics have been selected for their public health importance and trends over time
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comprising mortality; chronic and disabling conditions; overweight and obesity; 

mental health and social well-being; health and health-related issues of concern to 

young people, worries and aspirations, and health-related behaviours and lifestyle.

2.2. M ortality

Mortality, although only one small component of health, is the most commonly used 

index of ill-health, and data on death are mostly reliably recorded through the system 

of death registration. There is a long tradition of research on the health of 

communities and nations that is based on analysis of mortality statistics. Thus, while 

this approach has its limitations (rate of mortality does not measure quality of life) it 

has nevertheless proved very fruitful, since it is normally regarded as a good 

indicator of the overall health of a population.

The mortality rates for young people are low compared with those for infants and 

adults. In the UK, less than 0.1% of the population under 20 years of age die per 

year. Around 58% of all deaths under 20 years happen in infancy (Woodroffe et al. 

1993). Over recent decades, there have been significant changes in mortality patterns 

among adolescents, including a decline in deaths from infectious diseases and an 

increase in accidental deaths. In the U.K., 99.2% of babies surviving the first year of 

life face a decreasing risk of death until traffic accidents take an increasing toll from 

age 15 onwards (Woodroffe et al. 1993).

In developed countries, accidents, suicides, and other external causes now constitute 

the major causes of death in adolescence. While the proportion varies from country
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to country, overall these causes are responsible for approximately half of all deaths. 

From U.K. statistics in 1985, among young people (age 10-24), for instance, 

accidents, suicides, and all other external causes of death accounted for 57% of total 

deaths in England and Wales, 70% in Northern Ireland, and 66% in Scotland (WHO, 

1986).

In 1990, injuries made up 60% of all deaths at age 15-19 in the UK, with cancer 

being the second main cause of death. At least 4% of deaths in the 15-19 age group 

are from drug abuse and 80% of fatal injuries are accidental. The results suggest that 

up to two children a week die in the U.K. as a result of deliberate injury or child 

abuse (OPCS, RG Scotland, and RG N Ireland 1990). In 1992, in Scotland from a 

total of 536 deaths among persons aged 10-24 years around one-third were reported 

to result from accidents in the home or transport accidents (Registrar General 

Scotland 1992). Information on suicides as a cause of death among this specific 

group is not available.

In infancy and the late teenage years, overall mortality in boys is higher than in girls, 

possibly reflecting greater vulnerability to a range of conditions, and especially a 

greater propensity to suffer accidental injuries (Woodroffe et al. 1993). Thus, while 

mortality is similar for girls and boys aged 1-14, at 15-19 the rates are 0.3 for young 

women and 0.7 for young men (CSO AAS).

At all ages, boys have a higher mortality from injuries than girls, a difference which 

increases with age such that by 15-19 years the rate for young men is three-and-a-half 

times that for young women (OPCS GHS 1991-92).
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2.3. Chronic and disabling conditions

The process of adolescence is far from being the same for the young person with a 

chronic illness or disability as it is for his or her healthy peers. Many young people 

have been disabled from birth or childhood. However, serious conditions and injuries 

can also be acquired during adolescence. Chronic and disabling conditions in 

adolescence can be categorised as: chronic disease (e.g. respiratory disease, epilepsy, 

asthma, diabetes, juvenile rheumatoid arthritis, cardiovascular disorders), physical 

handicaps (e.g. visual, hearing, or speech defects, spina bifida/ other genetic 

disorders, facial deformity, traumatic lesions, marked obesity), and intellectual 

handicaps (e.g. learning disorders, mental retardation). Trauma due to accidents in 

connection with traffic, work, sport, or physical assault is the most common cause of 

disability acquired in adolescence and may result in amputation or spinal or brain 

injury. The importance of accidents as a cause of injury in adolescence has already 

been emphasised.

There is some evidence to suggest an increase in the overall level of chronic illness, 

to which the improved survival of children with previously life-threatening 

conditions has contributed (Woodroffe et al. 1993). In the U.K., chronic illness in 

the under-16s, including respiratory disease and diabetes, has increased over the past 

20 years. According to the General Household Surveys, the prevalence of chronic 

illness in age 5-15 years more than doubled between 1972 and 1991 (OPCS GHS 

1991-92).
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In 1991, around 15% of children and adolescents age 5-15 years had a longstanding 

illness and around 5% an illness which limited activities. It has been estimated that 

at least 3% of children and young people suffer from a permanent disability. The 

most commonly reported condition was respiratory illness, usually asthma; 78 per 

1000 children - half of those with longstanding illness - had a respiratory condition. 

Skin complaints (eczema) and ear complaints were also frequently mentioned (OPCS 

GHS 1991-92). Among 16-19 years olds in 1991, a fifth reported that they had a 

longstanding illness. In different British or Scottish national studies, rates of 

longstanding, and limiting longstanding illness at age 15 ranged from 13-23% and 5- 

11% respectively (West et al. 1994). In 1991 in Great Britain, the prevalence of 

chronic illness was more commonly reported in boys than in girls (OPCS GHS 1991- 

92).

2.4. Overweight and obesity

Being overweight contributes to illness in childhood and increases the risk of disease 

in later life. A trend in the number of schoolchildren who are too heavy for their 

height has yet to be discerned, but the proportion of obese/ overweight young adults 

appears to have increased (Woodroffe et al. 1993). The dietary and nutritional 

survey of British adults aged 16-24 years showed 18% of young men and 17% of 

young women were overweight and 3% and 6% were obese respectively in 1986-7 

(Gregory et al. 1990).
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Findings from the study of the Heights and Weights of Adults in Great Britain 

showed that at age 16 mean Body Mass Index was 20.9 for males and 21.7 for 

females in 1980 (Knight 1984). A rather similar pattern of mean BMI in a study in 

the West of Scotland was apparent among mid adolescents age 15 in 1987 in 

Scotland : 20.3 for males and 21.1 for females (Green et al. 1989, West et al. 1994).

2.5. Mental health and social weU-beins

As Fombonne (1995) has noted, feelings of sadness, unhappiness and misery are 

experienced by almost everyone; they are part of the human condition. Dysphoric 

mood may be a normal, healthy reaction to stressful events and in those cases it is an 

aspect of the mechanisms for coping in the face of adversity. In other cases, sadness 

reaches extremes of intensity or duration, or possesses deviant features, that 

significantly alter psychological functioning; in those circumstances, it is not an 

aspect of coping, but on the contrary impairs the individual’s ability to adapt to the 

demands of normal life and to promote personal growth and achievement.

While emotional difficulties can, of course, be experienced at any time of life, 

adolescents are subject to special stresses arising from the rapid changes that 

accompany their transition from childhood to adulthood. As Brown and Lawton 

(1986) have noted, adolescence is quite often a period of considerable personal 

adjustment and stress. In addition, as a result of the changing nature of many 

societies today, increasing external stresses are brought to bear on young people. 

These stresses, and the ways in which young people cope with them, need to be
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understood for at least two major reasons: while the experience of stress can be a 

natural part of maturation, it can, if not appropriately dealt with, lead to emotional 

and physical disorders with serious consequences for both individuals and families; 

at the same time, adolescence provides an opportunity for helping young people to 

learn how to cope and thus achieve a healthy future both for themselves and their 

future families.

Psychological disturbance in young people ranges from minor transient emotional 

problems (usually reactive to an acute discernible stressful experience) to serious 

psychiatric disorder (WHO, 1980).

2.5.1. Minor transient emotional problems: Several measures, especially self-report 

measures, have been specifically designed for the assessment of depressive 

phenomena, anxiety, and other emotional problems and are available for children and 

adolescents. One of these, the General Health Questionnaire (GHQ) (Goldberg 

1978), has been quite widely used as a measure of minor psychological morbidity. 

The GHQ consists of a series of statements about aspects of well-being (e.g. worries, 

tension, concentration difficulties or sleep loss), to which young people indicate by 

one of four responses the extent to which each symptom has been present or absent 

over the ‘past few weeks’. A score beyond a certain value designates ‘caseness’, a 

level of psychological morbidity of potential clinical significance. Using this 

measure, about 11% of 15 year old males and 18% of females in the West of 

Scotland Twenty-07 study were judged ‘cases’ (Green et al. 1989), and 16% (boys) 

and 28% (girls) of 15-16 year olds in the Young People’s Life and Leisure study of
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1989-91 (Glendinning A 1994). Fichter et al (1988) reported that male adolescents 

had lower scores than female adolescents on the GHQ 28-item scale.

2.5.2. Serious psychiatric disorder: In western countries, the prevalence of

significant psychiatric disorders in adolescents is believed to be between 12% and 

15%, but is probably closer to 20% in urban areas (Bennett, 1985). Approximately 

50% of young people with these disorders have already shown such disorder in 

childhood. In the absence of appropriate treatment, there is a high likelihood of 

continuity with adult psychiatric disorder. In the U.K., mental health problems in 

children and adolescents are common, and the OPCS Disability Survey suggests that 

behaviour problems are the most common cause of functional disability at all ages 

under 15. Depression and anxiety states are found as common psychiatric disorders 

among adolescents aged 15 years (Graham 1993), and in England in 1989-90, there 

were 176 hospital admissions for mental illness per 100,000 aged 15-19 (DH HPSSS

1992).

Suicide statistics and findings from clinical and community studies of depressive 

conditions show that the incidence of depressive phenomena increases sharply during 

adolescence. Estimates of the prevalence of depression in child and adolescent 

psychiatric referals range from 5% to 55% with an average estimate of 40% across 

studies (Angold 1988 b, Kolvin et al. 1991, Petersen et al. 1992). On the basis of 

psychiatric interviews, the Isle of Wight study found a threefold increase in 

depressive feelings (feelings of sadness, unhappiness, helplessness, hopelessness
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etc.) between age 10-11 (13%) and age 14-15 (40%) (Rutter 1986). Over the same 

four-year period of adolescent development there was more than a tenfold increase in 

the prevalence of depressive disorders (irritability, loss of energy, loss of weight, 

sleep difficulties, suicidal ideas etc.) with a much greater increase among females 

than among males, so that by the age of 14-15 there was a striking female 

preponderance (Rutter et al. 1976). Compared to adults, adolescent rates of 

depressive symptoms have been found to be higher in several studies (Allgood- 

Merten et al. 1990, Radloff 1991).

With few exceptions (Rutter and Smith 1995), there are no available data on changes 

over time in rates of depressed mood or depressive syndromes among adolescents. 

Klerman (1988) and Klerman and Weissman (1989), for example, have provided 

evidence to support the hypothesis of a recent increase in the rates of depressive 

disorders among young people.

Most of the community surveys have failed to detect any consistent association of 

depressive disorders among young people with variables such as IQ, physical health, 

socioeconomic status, ethnicity, and, to a lesser extent with school performance. 

However, parental psychopathology, adverse psychosocial, and familial 

circumstances, stressful life events, and gender do appear to be associated with 

depression among young people, a finding that derives from both community and 

clinical samples (Bemey et al. 1991, Fleming and Offord 1990, Goodyer 1990, 

Puckering 1989).
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Despite the importance of stress processes in community psychology, it is still 

viewed primarily as an individual-level phenomenon, little research being conducted 

on the dynamics of stress in a social system such as the family, friends, and school 

and their effect on the adolescents’ emotional well-being. The results of an 

Australian study of adolescents’ mental-health problems indicated that approximately 

10% of children and adolescents experienced mental health problems, although only 

a small proportion received specialised help (Fotheringham, and Sawyer 1995). The 

investigators found that adolescents primarily discussed their problems with other 

family members or friends. The results also suggest a preference for information 

about mental health problems from education programmes in schools or on 

television. Another study of psychological distress among Canadian adolescents 

showed that the nature and quality of family life strongly affects adolescent mental 

health (D’Arcy and Siddique 1984). D’Arcy and Siddique (1984) also found that 

adolescents’ positive evaluation of their school atmosphere and peer group life and 

an internal locus of control orientation also positively influenced their psychological 

well-being. Wolman et al. (1994) found that family connectedness is of fundamental 

importance for adolescents’ emotional health. Avison and Me Alpine (1992) also 

supported this conclusion that parent-child relationships have important effects on 

the development of psychosocial resources of adolescents which, in turn, influence 

levels of depressive symptoms.

Attempts to explore the association of environmental factors with mood disorder in 

adolescents have shown that feelings about school and home were significant
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predictors of psychological distress and mood disorder in both sexes, but feelings 

about school were much less positive than feelings about home (Meijer 1989). 

Rubenstein et al (1992) found that among boys the effects of high stress were 

buffered by positive peer relationships, and among girls by cohesive family 

relationships. However, it has been argued that the individual life events reported by 

males and females in many respects simply reflect gender stereotyped pathways 

through adolescence (Sweeting and West 1994).

There is some evidence that secondary school is a time of stress for most adolescents 

(Lee et al. 1989, Meijer 1989, Cairns et al. 1991). A number of studies of 

adolescents suggest that poor physical and mental health are associated with low 

school achievement (Mechanic and Hansell 1987). Wolman et al. (1994) reported 

that adolescents with chronic conditions had lower emotional well-being scores, 

worried more about school and about future work.

Cairns et al (1991) found that GHQ scores for those at school (age 16) were 

positively related to examination results. Eighteen months later, such differences had 

disappeared among those young people in full-time employment. Similarly, the 

group who remained in full-time education also showed a significant decline in GHQ 

scores. They concluded that this could be a reflection of high anxiety levels at age 16 

due to approaching examinations. However, this study was limitied to those who 

were employed and did not include those who were unemployed at the time. It has 

been shown that there is a strong association between poor mental health and both
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the experience and expectations of unemployment among older adolescents (West 

and Sweeting 1996).

Another study on the interrelations between social integration, happiness and health 

in 11, 13, and 15 year old schoolchildren in 9 European countries (as a part of the 

WHO Cross-National survey on health behaviour in school children) showed that 

adolescents who were socially well integrated (as measured by number of persons 

whom they could talk easily about their problems, and friendships) reported 

significantly better health than those who were not (Eder 1990). The study also 

showed that the indices of ‘integration’ and of ‘health’ were higher for boys than for 

girls, in almost all countries and in almost all age groups.

The effects of life events on the emotional well-being of adolescents 

The assessment of stressful life events during adolescence is important to research in 

respect of their etiological significance for both physical and mental illness. The 

period of adolescence includes a range of normative life events (e.g. transitions 

within schools, educational failure), and experiences which Leffert and Petersen 

(1995) suggest may be stressful as a result of the challenge they present or the 

adaptations they require. In addition, adolescents are by no means exempt from the 

range of non-normative negative life events (e.g. parental divorce and remarriage, 

victimisation) and experiences that increase the risk of psychiatric disorders both in 

the short and longer term (Goodyer 1990, Rutter and Sandberg 1992, Sandberg et al. 

1993).
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In recent years, a number of self-report inventories of life events for adolescents have 

been developed. There is evidence that adolescents are vulnerable to the negative 

effects of stressful life events (Williamson et al 1995, Norris et al 1992, Williams 

and Uchiyama 1989, Brown and Lowton 1986). Williamson et al (1995) reported 

that depressed adolescents experienced significantly more stressful life events during 

the previous year than did ‘normal’ controls.

Events such as ‘breaking up of a relationship’ or ‘unemployment in a family 

member’ have been found to be associated with elevated levels of depressed mood 

among adolescents (Adams and Adams 1991). Beside the impact of major, discrete 

events, attention has been focused on the important role of daily chronic stresses and 

psychological dysfunction (Compas and Wagner 1991). Compas et al. (1989) found 

that daily hassles were predictive of subsequent adolescent emotional distress over a 

one-year interval.

Stressful events predict psychological distress, and especially depression among 

adolescents. This vulnerability appears to increase with age and is higher in girls. 

Secular changes in patterns of adolescent life suggest that both major negative events 

(family breakdown) and chronic stressors (increased educational demands) may have 

become more frequent, and emotional and social support rarer (Fombonne 1995). 

McGee and Stanton (1992) examined sources of distress experienced by 15-year-old 

adolescents in a large sample in the general population. They identified four types of 

stressful life circumstances relating to problems of self-image and independence, 

academic and physical competence, parental conflict, and moving residence and
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schools. Girls reported higher levels of distress for the first three types of 

circumstance. Reports of distress were associated with poor family support, maternal 

depression and parental separation. The results of a British study suggest that 

adolescents who experienced a higher incidence of life events also demonstrated 

greater stress and anxiety/ depression/ hostility (Norris et al 1992). Adams and 

Adams (1991) reported that the specific life events of ‘unemployment of a family 

member", ‘starting at a new school", and ‘breaking up with a boy/girlfriend", were 

associated with higher levels of depression. McGee et al. (1991) found that those 

adolescents who experienced more frequent changes of residence were at risk for 

mental health problems.

As Thomson and Vaux (1986) have pointed out, distress in some family members 

was significantly associated with stressors experienced by other family members. An 

American study of divorce, family conflict, and adolescents" well-being suggested 

that higher levels of family conflict were associated with increases in adolescents" 

depressed mood, anxiety, and physical symptoms over time. In contrast, neither 

recent divorce nor earlier divorce was associated with longitudinal changes in any 

health outcomes. Also, adolescents living in intact families with high conflict had 

significantly poorer well-being than those living in families of divorce with low 

conflict. Finally, the longitudinal effects of divorce and family conflict did not differ 

by age and sex (Mechanic and Hansell 1987).

Resent studies have confirmed the clinical impression that a relationship exists 

between functional somatic complaints and negative life events in adolescents.
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Robinson et al (1988) found that young patients with functional somatic complaints 

(chest pain, recurrent abdominal pain, limb pain, and hyperventilation syndrome) 

reported significantly more negative life events, lower self-esteem, more 

psychophysiologic symptoms and a lower self-evaluation than did young patients 

coming for physical examination or routine health maintenance. They argued that 

functional somatic complaints in adolescents may be associated with poor 

psychosocial adjustment and reaction to negative life events. In Finland, the role of 

family, friends and confidants in mediating the impact of adverse life events on 

psychosomatic symptoms in mid-adolescence was studied by Ar0  et al (1989). The 

results suggested that those adolescents who had experienced adverse life events and 

a poor relationship with one or both parents had the highest levels of symptoms. A 

lack of friends was also associated with psychosomatic symptoms, especially among 

those who had experienced adverse life events. They concluded that adolescents who 

lack parental or peer support are at risk of psychosomatic symptoms in general, and 

especially in the face of stressful life events.

An American study of sex differences and adolescent depression showed that females 

reported more depressive symptoms, self-consciousness, stressful recent events, and 

negative body image and self-esteem (Allgood-Merten et al 1990). Wagner and 

Compas (1990) found that female adolescents reported more overall negative events, 

and interpersonal stresses than males.
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2.6. Health and health-related issues o f concern to voune people. worries and 

aspirations

There is a striking lack of information about how young people themselves view 

health and health care, and health-related issues of concern to them. Research of this 

kind is quite recent, and although similar information from different countries is not 

yet available, the results of these few investigations of adolescents’ perception of 

health issues are interesting, since they took place in different settings and covered 

different socio-economic groups.

One of the earliest attempts to document the views of young people in regard to 

health matters was the classic study by Brunswick and Jonsephson on the health of 

adolescents in Harlem, New York, USA (1972), in which 12-15 year-olds cited drug 

abuse, cigarette smoking, drinking, and insanitary living conditions (in that order) as 

the most important and most threatening health problems confronting them and their 

contemporaries. By contrast, a Swiss study of 930 adolescents between the ages of 

16 and 19 years (Michaud and Martin, 1983) reported that over 50% of the girls and 

30% of the boys noted tension and stress as being a major personal concern, whereas 

drug and alcohol problems were mentioned by fewer than 5% of both sexes. Most 

studies, however, reveal a high level of concordance about personal concerns among 

young people, despite differences in settings and socio-economic groups (Parcel et al. 

1977, Weston et al. 1981). While their concerns embrace a wide spectrum of 

sociomedical and medical problems, there is invariably a strong psychosocial and/ or 

behavioural component. In an Australian study (Weston et al. 1981), adolescents
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identified “depression, getting along with parents and siblings, nervousness, making 

friends, acne, obesity and development into an adult” as important issues requiring 

attention. Findings from the ‘West of Scotland Twenty-07 study: Health in the 

Community’ indicated that “being unemployed, and doing well at school” were 

mentioned by more than one-third of young people (age 15) as things they worried a 

lot about when thinking of the next five years (Green et al. 1989).

Concerns about unemployment are also found in other studies. For example, a 

British longitudinal study of the hopes and worries of adolescents (Gillies 1989) 

found that more than half of the teenagers spontaneously expressed hopes for and 

worries about employment and unemployment. Analysis also showed that the 

proportion of pupils worrying about unemployment, own mortality, lack of money 

and AIDS increased significantly with age while worries about employment and 

nuclear war appeared to characterise the whole of adolescence. Worries about exam 

failure, childbirth and unhappy marriage were mentioned significantly more 

frequently by girls than boys.

The Health Related Behaviour (HRelB) survey of pupils in England and Scotland 

reported similar findings: among 15-16 year olds the ‘Top5’ problems causing most 

concern for boys were “career, unemployment, how you look, HTV/AIDS, and 

money” and for girls “how you look, career, family, HTV/AIDS, and unemployment”, 

(Balding 1995).
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2.7. Health behaviours and lifestyle

This is a modem construct and a product of epidemiological and health research, the 

key feature of which is the consequences of certain behaviours for health. Based on 

epidemiological studies, and supplemented with other evidence, a group of 

behaviours known to predict disease, injury, death (such as smoking, alcohol and 

drug use, and early sexual involvement etc.) and to some extent also of positive 

aspects of health (such as physical activity, healthy diet, etc.) have been identified. 

As Aar0 et al. (1995) have argued, it is generally agreed among experts that a 

specific set of behaviours are related to health. 'Health behaviour’ is gradually 

becoming a concept even in the everyday language of lay people.

Since young people’s health-related behaviour and lifestyle are recognised as 

important factors associated with both their short and long term health and well­

being, this section reviews the issues in order to illustrate the extent of such 

experiences. The topics covered, which may have a positive or negative impact on 

health (health enhancing or health compromising behaviours), are smoking, alcohol 

consumption, drug-taking, and dietary habits and exercise.

Behaviour is difficult to measure and reliance is usually placed on individuals’ 

reports. This may result in an underestimation of their prevalence, particularly in 

relation to health comprising behaviours since many of these, such as drug-taking , 

are sensitive.

In part, the willingness of adolescents to engage in risk-taking behaviours is 

normative though, as Baumrind (1987) has noted, because risk-taking is common in
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youth related culture, it does not excuse those behaviours, nor reduce the danger they 

may present. McNeely (1986) found that willingness to take risks diminishes across 

the adolescent years; risk taking appears related to general behavioural maturity.

2.7.1. Smoking: The harmful effects of active smoking are undisputed. Smoking 

during adolescence has an immediate effect on health, increasing respiratory disease 

and reducing physical fitness. It also has long-term effects on adult health with most 

adult smokers starting smoking as adolescents. Children begin experimenting with 

smoking between the ages of 9 and 11 (Dobbs and Marsh 1983) and regular smoking 

starts around age 12-13 (Charlton et al. 1990). The relation between cigarette 

smoking and hygiene practices (e.g. bathing/ showering, washing hands after visiting 

the lavatory) or dietary habits (e.g. meal skipping and nutrients missing from the diet) 

of young people are also noted (for example, Bull 1985, Balding and Macgregor 

1987, Macgregor and Balding 1987). For all these reasons, smoking among young 

people is widely recognised as a major health problem (UICC 1989).

In Scotland, the Health Behaviours of Scottish Schoolchildren survey in 1990 

showed that by the age of 15 over half of all young people said they had tried 

smoking (Currie and Todd 1990). In 1994, in England and Scotland (Greater 

Glasgow), a quarter of 15-16 year old boys and 28.3% of girls were smokers (those 

recording that they smoked at least one cigarette during the last 7 days) (Balding 

1995). The results of a survey of health related behaviour and attitudes among 

secondary schoolchildren in Glasgow at about the same time revealed that among 15-
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16 year olds 16% of boys and 20% of girls described themselves as regular smokers 

(Tannahill 1995). From the evidence of most studies of smoking among young 

people in the UK, it is apparent that girls are more likely to smoke than boys (for 

example West 1993, Teijlingen and Friend 1993, and Balding 1995).

In Britain, as in several other industrialised countries, there has been increasing 

concern about recent trends in smoking among teenagers which, in contrast to adults, 

have shown little decline in prevalence over the last few years. Under the Protection 

of Children (Tobacco) Act 1986, it is illegal to sell tobacco to anyone below the age 

of 16. Despite this, only 15% of children were refused cigarettes the last time they 

tried to buy them, and approximately 17 million cigarettes a week are consumed by 

children aged 11-15 in England, and 1.5 million in Scotland (Lader and Matheson 

1991).

Between 1986 and 1992 there was no change in the prevalence of regular smokers 

among secondary school pupils in England (11-15 years) which remained at 10%, 

while the prevalence of occasional smokers increased from 5 to 7% (Thomas et al.

1993). Similarly in Scotland over this period, the prevalence of regular and 

occasional smokers among 12-15 year olds increased from 17 to 18% (Allbutt et al. 

1995).

A wide range of factors, from personal and individual to social and environmental, 

have been identified as predictors of smoking uptake and maintenance among young 

people (Goddard 1990, Amos 1992, Conrad et al. 1992). For example, it is known 

that young people's attitudes and beliefs about smoking are important, and that these
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in turn are influenced by wider social factors such as the attitudes of their family, 

teachers and friends, education on smoking, and media images of smoking including 

those of advertising and sponsorship (Goddard 1990, Smith 1991, Lader and 

Matheson 1991, Allbutt et al. 1995).

A study of the images of smoking among young people in Scotland found cigarette 

smoking to be predominantly a social and group activity. It was also a behaviour 

about which young people often held ambivalent and contradictory attitudes, e.g. 

expressing both positive and negative images irrespective of whether or not they 

smoked; for many smokers, smoking was part of their social and cultural worlds, e.g. 

a part of their group activities, or the focus of specific concerns such as weight loss 

(Allbutt et al. 1995). It is widely acknowledged that teenagers are concerned about 

the image they present to other people (Taylor 1991, Hebdige 1979).

2.7.2. Alcohol consumption: Alcohol use among adolescents, although in many 

respects a normative aspect of adolescent social behaviour, can be another major 

social and public health issue in contemporary societies.

Perry et al. (1993) noted that the health consequences of alcohol use are evident 

during adolescence. In particular, motor vehicle crashes kill more teenagers than any 

other single cause of death and the majority of these crashes involve alcohol 

(Moskowitz 1983). In Great Britain in 1989, about one tenth of 16-19 year old 

drivers (motorcycles, scooters, cars and other vehicles ) killed on the roads had an 

excess of alcohol in their blood (more than 80 mg per 100 ml blood) (Department of
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Transport 1991). In addition to the increased morbidity and mortality associated with 

alcohol use by adolescents (Perry et al. 1993), developmental tasks such as cognitive 

maturation, moral development, social competencies and school achievement also 

appear to be altered, delayed or harmed by precocious or excessive alcohol use 

(Jessor and lessor 1977, Semlitz and Gold 1986). Thus, alcohol use among 

adolescents is not simply both a prevalent and normative behaviour, it is also a high- 

risk behaviour with health consequences. These consequences are most tragically 

seen in premature mortality, but are also evident in social and psychological domains 

as well (Kelder and Perry 1992).

In 1994, in England and Scotland, among 15-16 year olds 61% of boys and 56% of 

girls were drinkers, with an average weekly intake of almost 12 units among boys 

and 8 units among girls. Even 11-12 year old ‘drinkers’ (32% of boys and 23% of 

girls) were consuming between 4 and 5 units (Balding 1995). Balding found that 

among young people, home was the most frequently-recorded place for drinking 

alcohol, although a friend’s or relation’s home also becomes important by aged 14- 

15. In some 40% of 15-16 year olds parents did not always know that their children 

were drinking at home. In Glasgow, among 15-16 year old ‘drinkers’ 13% of boys 

and 8% of girls were consuming more than 14 units of alcohol per week, bought 

mainly from off-licences. In addition, two thirds of those who drank at home did so 

with their parents’ knowledge (Tannahill 1995).
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2.7.3. Druz-takinz: It appears that many young people are currently using drugs, 

and at a very young age. Adolescents often turn to drugs as short-cut answers to their 

problems, endangering their physical and psychological health but leaving their 

problems unsolved (Papalia and Olds 1993).

The abuse of drugs can also be a major factor in the incidence of accidents, mental 

illness, suicide, and violent crimes among adolescents. For example, in the UK, 

deaths among children and teenagers from volatile substance abuse have risen steeply 

in the last decade (Woodroffe et al. 1993).

In a survey of 15 year olds in England and Wales, 15% of girls and 18% of boys said 

they had been offered at least one of a list of drugs including LSD, ecstasy, heroin, 

cocaine or crack, while 19% of girls and 20% of boys had been offered cannabis, 

amphetamines or tranquillisers (HEA 1992). At about the same time, in 1990, in a 

survey of Welsh 15-16 year olds, it was found that 21% had some experience of 

listed drugs (e.g. cannabis, glue or solvents, magic mushrooms) while 11% had used 

at least one in the last month. There was no difference between boys and girls 

(Smith and Nutbeam 1992). In a later study, Balding (1995) found cannabis to be the 

most widely-experienced drug by young people aged 15-16 year olds (33% of boys 

and 27% of girls), while just 27% of boys and 34% of girls rated cannabis as an 

‘always unsafe’ drug. He also found that knowledge of drug-users increased with 

age, and by age 13-14 most of the young people thought they knew at least one 

person who used drugs (Balding 1995).
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Tannahill (1995) reported that among Glaswegian fourth year pupils (15-16 year 

olds) in 1994, 60% had been offered drugs and almost half of those surveyed had 

tried them. Eight years earlier in 1987, the picture was totally different for young 

people of the same age in two localities in Glasgow when only around 13% of those 

surveyed had tried at least one of the listed drugs (Green et al. 1989). There is no 

doubt that the proportion of young people using drugs has increased substantially 

over the last decade.

2.7.4. Diet and Exercise: The importance of diet and physical activity for the 

maintenance of good health in adolescents is recognised by public health. 

Physiologically, diet and physical activity in large part determine the energy balance 

in the body and thus influence growth and body composition. Proper diet and 

physical activity may be especially important during adolescence, when rapid growth 

and development create an increased need for many nutrients, and when excessive 

accumulation of fat may contribute to health problems and psychosocial difficulties 

for years to come. Dietary and physical activity practices that both promote health 

during adolescence and assist in the prevention of specific diseases in later life can be 

identified (Sallis 1993). Furthermore, as Sallis has suggested, if adolescents are to be 

encouraged to say “no” to so many health-damaging behaviours, it is important to 

emphasise a positive approach to the development of health-promoting dietary and 

physical activity practices. However, it seems that health compromising behaviours 

are more encouraged by the social environment than health enhancing behaviours.
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Recommended dietary and physical activity practices can have health benefits for 

adolescents in that they help normalize body weight and body composition (Epstein 

1986). Physical activity can also promote positive mental health (Brown and Siegel 

1988, Stephens 1988, Gruber 1986).

Physical activity typically plays a prominent part in comprehensive health promotion 

programmes such as the WHO’s Health for all programme (WHO 1985), and the 

English Health of the Nation initiative (Department of Health 1991).

With respect to adolescents, exercise and physical activity may occupy an especially 

important place in the life of many young people, both inside and outside school. 

However, there is some evidence that physical education (PE) in schools has 

declined since 1985 as a direct result of changes in the educational system 

(Secondary Heads Association 1990). The importance of physical activity outside 

school is also clear since this activity would be largely voluntary and particularly 

important when young people leave school and have to take responsibility for their 

own physical exercise. A survey of 11-16 year olds in Wales in 1988 found that 40% 

of boys and 17% of girls had four or more hours per week of physical activity 

outside of school (defined as ‘games or sport that make you out of breath’) (Nutbeam

1989). In Scotland, in 1990, almost half of 11-15 year olds reported exercising 4-7 

times a week although one in four exercised only once a week or less frequently. 

Among 15 year olds, around 20% exercised 4-9 times a week (Currie and Todd

1990).
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A number of studies have drawn attention to large gender differences in physical 

exercise. For example, a survey of 16-24 year olds in England in 1990 found that 

30% of young men participated in vigorous exercise on 12 or more (20 minute) 

occasions in the last four weeks, compared to only 9% of young women (Sports 

Council and Health Education Authority 1992). Similarly, among younger age 

groups (11-16) boys have been found to be almost twice as active as girls (Nutbeam 

1989, Currie and Todd 1990, Riddoch et al. 1991).

Since adolescence is a period of rapid physical growth and development, good 

nutrition is of particular importance; however young people often adopt eating 

patterns that may be inadequate for meeting their energy and nutrient requirements. 

Missing meals, snacking on nutritionally poor processed foods, and following weight 

control diets are all features of the adolescent lifestyle (Currie and Todd 1990). An 

adequate and balanced diet is essential for adolescent's health. In addition, dietary 

habits established in this period of life tend to influence behaviour in adult life. 

Trends towards healthier eating habits, including less saturated fat and sugar, are 

reflected in a reduction over the last decade of average dietary energy intakes in most 

age groups (Ministry of Agriculture, Fisheries and Food 1990). However, fatty and 

sweet foods, such as fizzy drinks, sweets, chocolates, crisps and chips, still make up 

a large part of the diet of school-age children (Department of Health 1989, Nutbeam 

1989, Anderson et al. 1993, Currie and Todd 1990, Balding 1995). In particular, 

there is evidence that snacks are an important part of the everyday eating habits of 

adolescents. The Scottish survey of 11, 13- and 15-year-old schoolchildren in 1990
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found that in general snack foods such as crisps and sweets were a more common 

part of adolescents’ daily diets than was fresh fruit, with girls being more likely to 

eat fresh fruit and raw vegetables on a daily basis, and boys to consume chips, 

sausages, sweets, sugar-containing fizzy drinks and frill fat milk (Currie and Todd

1990). In the West of Scotland Twenty-07 study of 15 year olds in the Central 

Clydeside Conurbation in 1987, crisps, biscuits, sweets or chocolate, and fresh fruit 

(in summer) were the most commonly reported snack items (over 40% eating these 

every day), and over half reported drinking soft drinks daily while fruit juice was 

drunk much less frequently (18%) (Anderson et al. 1993).

The availability of school meals, and possibly their nutritional value, has declined 

over the last decade (Woodroffe et al. 1993). The Education Act of 1980 abolished 

nutritional standards which had been in force in various forms since 1955. The Act 

also ended the universal availability of school meals at fixed prices and restricted 

free meals to children of parents receiving particular state benefits (Berger 1990). As 

a result, many schoolchildren are eating unhealthy ‘snack’ foods for what is often the 

main meal of the day (National Dairy Council 1982, Food Commission 1991). This 

is especially so in lower income families.

Market research shows that snack consumption increased in teenagers by 15% 

between 1978 and 1987 (Taylor-Nelson Food and Drink 1987). As Anderson et al. 

(1993) have noted, high-sugar, high-fat, finger foods and sweetened drinks may be 

more easily available, and considerably cheaper than more ‘wholesome’ foods. 

There is evidence that the type of diet recommended by health educators is more
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expensive than one higher in fats and sugars, and may be less easily available in 

deprived areas ( Hanes and MacDonald 1988, Health Education Authority 1989, 

Lang 1992, and Sooman et al. 1993). In Scotland and other parts of the U.K. 

healthier foods tended to be less readily available in local shops, presenting another 

obstacle to healthy eating for low-income families unlikely to own a car (National 

Children's Home 1991). Similar findings are reported by Sooman et al. (1993) in the 

Central Clydeside Conurbation, who also suggests that other factors such as taste, 

belief, knowledge, gender, and cultural and sub-cultural influences should be 

considered.

3. The link between socio-economic circumstances and adolescents’ 

health

It is important to recognise that in addition to biological factors every health problem 

has a social component. It is difficult to conceive of any health-related problem that 

has no connection with the social, cultural, technological, economic, political, legal, 

and health and welfare systems of the society in which it occurs. It has long been 

recognised that the socio-economic environment exerts a powerful influence on both 

individual's and community health.

In Britain, there has been a long history of interest in the relationship between 

people’s environment, especially the social class structure, and health (Macintyre
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1997). This interest was given considerable impetus with the publication of the 

Black Report (Black 1980), the authors of which stressed the importance of material 

circumstances. The Black Report demonstrated that some of the poorest sections of 

the adult population had experienced little or no improvement in expectation of life 

despite a widely held assumption that the health of British people was improving and 

that inequalities in health were being reduced. The report also emphasised that such 

health inequalities existed in spite of forty years of the National Health Service. In 

addition, they identified different explanations for these inequalities. Evidence 

presented by the Report indicated that the predominant or governing explanations for 

inequalities in health lay in the material circumstances and conditions of people’s 

lives summarised by the concept of material deprivation (Townsend et al., 1988). 

Mac intyre (1986), following Black, in her review of the literature suggested that 

there are three main explanations as to why health inequalities exist, namely (a) 

artefact: inequalities exist purely because of differences in measurement and 

methodology, (b) social selection: less healthy people tend to have poorer levels of 

education, be under- or unemployed and fall down the social scale or gravitate to 

areas of urban deprivation, and (c) social-structural: social and health inequalities 

begin at birth and are reinforced by the socio-economic and cultural environment of 

the home, school and locality.

Since the publication of the Black Report, a considerable body of research has 

accumulated which address both the extent and nature of health inequalities and their 

explanations. The major developments are as follows:
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First, far from health inequalities declining the evidence suggests that they are 

actually increasing. This applies both to mortality (Blane et al. 1994) and also to 

morbidity (Blaxter 1989).

Second, health inequalities have been observed on a range of health measures , not 

just mortality. Strong evidence exists to show that social inequalities in health exist 

on several dimensions of health in the adult population e.g. chronic illness, mental 

health, and self-perceived general health (see for example Blaxter 1989). However, 

as Macintyre (1997) has noted, measures of health status (a relatively long-term 

property of the individual) tend to show more marked social differentials than 

measures of health state (relatively short-term properties of the individual such as 

current symptoms).

Third, the earlier criticism that health inequalities might be an artefact of the 

occupational based class measures has not been sustained. Gradients have been 

observed with respect to income, housing tenure, and of particular relevance here, 

area of residence ( see for example Townsed et al. 1988).

Fourth, recent research has suggested the importance of psychosocial aspects of 

health inequalities as well as material ones, and emphasised that health inequalities 

are not just about absolute levels of poverty but about relative levels, e.g. the position 

which people occupy in a social hierarchy. As Mustard (1996) has argued, within 

affluent developed societies there is substantial variation in health when measured 

against social and economic factors. The higher people are on the socio-economic 

gradient, the better their health (Wilkinson 1992, 1994). Wilkinson (1997) has
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argued that socio-economic gradients in health are simultaneously an association 

with social position and with different material circumstances, both of which have 

implications for health. He identified two kinds of effects of psychosocial 

circumstances including direct (e.g. bad housing, poor diets, inadequate heating) and 

indirect (e.g. increased exposure to behavioural risks resulting from psychosocial 

stress, including any stress related smoking, drinking, eating “for comfort”, etc.). 

Most of the direct effects are likely to centre on the physiological effects of chronic 

mental and emotional stress.

Fifth, a focus on the life course perspective has emerged, in which ill health is seen 

as an accumulation of disadvantage from birth through adolescence to old age , with 

individuals having different social capital which gives them different life chances 

(e.g. education, amenities, health services) with associated health risks.

A sixth focus of interest has developed around the concept of area of residence. One 

major way this has been conceptualised is simply as a proxy for social class. An 

alternative approach, which combines both material and psychosocial dimensions of 

health inequalities, is to see area as a social context. By this is meant a range of 

influences such as different exposures to risk (e.g. pollution, housing, hazards), 

facilities which may directly (e.g. health services) or indirectly impact (e.g. local 

amenities etc.) on health, and different opportunity structures (e.g. education, labour 

market, unemployment).

At its simplest, the term “area of residence” or “locality” can be used to define a part 

or division of the city/ town with a particular characteristic (e.g. physio-socio­
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economic environment such as deprivation, crowding, provision of services, 

facilities, and amenities). The manner in which area of residence might influence its 

inhabitants life in general, and their health in particular, however is not clear. 

Assessing such an influence is neither easy, nor are there readily available, reliable, 

and valid measures of assessment.

Most of the reports focusing on inequality in health (For example Townsend and 

Davidson 1982, Townsend et al. 1988) did not examine in detail the potential for 

local authorities to reduce inequalities in health and other aspects of people's life, 

possibly because, as Betts (1993) has argued, any attempt to draw attention to 

inequalities in health in local or regional populations is bound to raise difficult 

political issues of government planning of the investment of resources and the 

conditions and way of life of people. Using area of residence as a indicator for 

sociophysical environment sets out a strategy that local authorities might adopt in 

order to (1) maintain health and (2) reduce local inequalities in health of the 

community.

Inequalities in health between small areas and the role local authorities and providers 

can play in health of local population in general, and in health and well-being of 

young people in particular, have been the subject of very little research, with only a 

few studies investigating the issue. Typically, area of residence is used as a proxy for 

individual or household socio-economic deprivation, and is not treated as the socio­

physical environment and related to opportunity structures and resources for 

promoting the community’s health or meeting the residents’ health needs.
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In the population as a whole, there is evidence that inequalities in health exist 

between inner city and suburban areas (Townsend and Davidson 1982, Townsend et 

al. 1984, Arber 1987, Townsend et al. 1988). Indeed, it has been suggested that these 

inequalities in health between people from different areas and different social groups 

are increasing (Davey Smith et al. 1990) The reasons for this health divide are not 

clear but there appears to be a direct link with social deprivation.

However, the extent, patterning and causes of such health inequalities are still not 

well understood and much of the debate is based on earlier or later life rather than 

adolescence.

Health inequalities and adolescence

The link between socio-economic status and adolescent health is difficult to establish 

because of significant limitations in existing data sets. Sawhill (1989) argued that 

the problem of identifying associations between adolescent health and health related 

activities and several socio-economic variables is further complicated by the need to 

distinguish between the transient poor and a group in long-term poverty. However, 

researchers can infer a young person’s socio-economic status from parental 

occupation or education and other indicators such as housing tenancy and amenities, 

family income and employment status, family structure, family car ownership, and 

even newspaper readership. Additionally, research on life events may illuminate the
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link between socio-economic status and health. Inevitably, there are limitations to 

any single socio-economic measure. An alternative classification using ‘area of 

residence" to represent a combination of socio-economic circumstances can also be 

used. Its utility in measuring geographical inequality, and its socio-economic causes, 

is enhanced by its ability to characterise small areas. For example, in Scotland 

postcode sectors are classified into seven categories based on overcrowding, male 

unemployment, low social class and not having a car, category 1 being the most 

affluent and category 7 the most deprived (Carstairs and Morris 1991).

A family’s socio-economic status will largely determine its material environment: the 

adolescents of the poor are the most likely to live in inadequate housing (e.g. 

dampness, noise from neighbours and traffic outside), and areas with physical, 

psychological, and social hazards in the environment such as busy traffic, violence 

and vandalism, and fear of crime; lack of facilities such as entertainment and sports 

provision and outdoor recreational areas.

In common with people of all ages, young people find their life experience shaped by 

the society and environment in which they live. Their development, patterns of 

everyday life, aspirations, opportunities, and health are all affected by the nature of 

their society (WHO 1986). Young people living in areas lacking necessary services 

such as quality housing are particular at risk. Often these young people and their 

families are caught in a cycle of intergenerational poverty.

Against this background, the evidence relating to social class patterning of health in 

adolescents can now be considered in more detail. Topics have been selected for
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their public health importance and are divided into mortality, chronic illness, self- 

rated health, and mental health.

WHO (1986) acknowledged that socio-economic disadvantages, malnutrition, 

unemployment and underemployment; migration from rural to urban areas, unwanted 

pregnancy, hazardous childbirth, induced abortion, and sexually transmitted diseases, 

tobacco, alcohol and drug abuse, accidents and risk-taking behaviour, emotional 

problems and suicide, physical and mental handicap, and occupationally related 

injuries and ill-health are all among the special problems that affect young people to 

different degrees. In general, like other population groups, adolescents* health and 

health-related problems are rooted in the social, economic, and political realities of 

the world in which they live.

Despite this, the evidence about health inequalities in adolescence is equivocal. 

West (1988, 1990, 1991) has drawn attention to the lack of class differences in a 

number of aspects of health in adolescence. He later made the point even more 

forcefully in a major review of the literature on young people’s health which focused 

on seven dimensions of health (mortality, chronic illness, specific conditions, self- 

rated health, symptoms of acute illness, accidents and injuries, and mental health). 

He argued that the overall picture is consistent with his earlier conclusion of relative 

equality of health in youth with one major exception, severe chronic illness, which 

particularly on the evidence of the 1991 British Census is class differentiated from 

infancy (West 1997). Many other studies report similar findings ( for example
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Kandel and Davies 1982, Macintyre and West 1989 and 1991, Rahkonen 1992, 

Glendinning et al. 1992, Ford et al. 1994, Currie et al. 1994, and Rahkonen et al. 

1995) which point to the relative absence of a class gradient for most measures of 

health among adolescents.

The major indicator of health used in the health inequalities debate is mortality. an 

indicator of limited use in relation to youth. With respect to this measure, there is 

some evidence that in early youth little or no class differentiation in mortality exists 

(OPCS 1986, Vagero and Ostberg 1989, Elmen and Sundh 1994, and Blane et al. 

1994). However, as some commentators (West et al. 1990 , Blane et al. 1994) have 

concluded, mortality and especially 'medical mortality’ is not a good measure of 

health in youth.

Another measure which has been widely used in the debate is chronic illness, usually 

defined by reference to the British GHS measure of 'longstanding illness, disability 

or infirmity’ and its supplementary measure relating to restricting activities (OPCS). 

In the GHS, information about chronic illness is derived from a proxy report (usually 

parents) in children and young people up to the age of 16, thereafter being self- 

reported. Following on from an analysis conducted by West (1988) relating to 12-19 

year olds in the 1980 GHS, a number of other investigators have examined the 

relationship between social class and chronic illness in youth. The findings of all of
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these studies have shown little or no class differentiation (Foster et al 1990, West et 

al. 1990 , Rahkonen 1992, Glendinning et al. 1992, Hendry et al. 1993).

Another more general indicator of health, quite widely used in the health inequalities 

debate, is self-rated health. In the standard GHS version, which is asked only of 

individuals aged 16 or more, this refers to health over the previous 12 months using 

the response categories ‘ good’, ‘fairly good’ and ‘not good’. In West’s (1988) 

analysis of 1980 GHS data, no significant differences were found in the proportion 

rating their health ‘not good’ by social class though there was slightly more 

indication of a trend when the category ‘good’ was contrasted with the other two 

combined. This pattern has been found in most, but not all, studies (West et al. 1990, 

Glendinning et al. 1992, Rahkonen 1992, Rahkonen et al. 1995).

In respect of childhood and youth, the significance of mental health is especially 

important both in relation to the development of identity and subsequent success or 

failure in the labour market and other adult roles (West 1996). Investigation of 

mental health in children and young people is, however, beset with difficulties, 

among which are the selection of appropriate instruments to identify 

psychopathology, the problem of classifying symptoms, and the definition of a ‘case’ 

(Rutter and Smith 1995, Graham 1986, and Angold 1988 b). Most of the research on 

mental health, which is of relevance to health inequalities, has focused on ‘emotional 

disorders’ such as depression or anxiety rather than the so-called ‘conduct disorders’
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which are defined by reference to antisocial behaviour such as delinquency. With 

respect to adolescents' mental health problems, using the GHQ, the evidence 

suggests little variation in ‘caseness’ by social class of background (Mann et al. 

1983, Glendinning et al. 1992, Ford et al. 1994). Using other measures such as the 

Hospital Anxiety Depression Scale (HADS) (Zigmond and Snaith 1983), a similar 

pattern is found (West 1997).

With respect to more specific diagnoses like depression, Gore et al. (1992) found that 

among the high school-aged population, girls from low education backgrounds and 

children in single-parent families had the highest level of depressive symptoms. 

They also found that adolescents from low socioeconomic status backgrounds were 

more vulnerable to a wide range of stresses and support deficits. However, there is 

some evidence from other studies to suggest no differences between social classes in 

the rates of malaise symptoms, or symptoms of depression among adolescents ( 

Currie et al. in prep, Kandel and Davies 1982). It certainly seems that in relation to 

general measures of psychological well-being the situation in youth is characterised 

by remarkably little class differentiation. While there is some suggestion from the 

life event literature of a relationship between specific events and adolescents’ mental 

health which suggests a role for deprivation (e.g. parental unemployment, parental 

illness), research which has a directly addressed the social patterning of life events 

has found remarkably little evidence of class variation ( see for example Sweeting 

and West 1994).
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In conclusion, there does not seem to be much evidence of health inequalities in 

young people. Using a variety of health indicators such as mortality, chronic illness, 

self-rated health, and general mental health, there is evidence to suggest that the 

overall pattern in youth is one of relative equality of health in adolescents. In view of 

the evidence relating to health inequalities in earlier childhood as well as adulthood 

this is a surprising finding which merits further investigation. In any case, the 

conclusion that might be drawn depends on the definition of health.

However, although there is no direct evidence, in the light of evidence of widening 

health inequalities generally, it may be that this impacted on young people so that 

class differentials in health may have more recently emerged. Furthermore, it is also 

the case that even if there are no inequalities observable in youth, they evidently re- 

emerge in adulthood, although how that might happen is unclear. In particular, it is 

unclear what the role of locality might be and how the various components such as 

housing, health services, and opportunity structures, might make a difference to the 

health profiles in young people from different areas.

4. Health and social policy for adolescents

Typically, the emphasis in research has been on young people as a problem for social 

order, and many sociological investigations have reflected this, focusing on 

evaluations of government initiatives designed to keep young people out of trouble
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rather than investigations into the problems of young people, and the ways in which 

they may learn to cope with the changing circumstances of their social lives as they 

become older. As Jones and Wallace (1992) have noted, policy-related evaluation 

research into the effectiveness of schooling, training programmes, careers service, 

leisure and so on, has dominated the sociology of youth, and has reinforced a focus 

on the functioning of formal and state-established institutions such as training 

schemes, drawing attention away from the more private world and more informal 

relationships of family life. The life experiences of young people are shaped by the 

society in which they live. Their development, status, problems of everyday life, 

aspirations, opportunities, and health are all affected by the nature of their society. 

There is, therefore, a social component in all health problems, whether related to 

their origins, social reactions to them, or the capacity to implement solutions 

(Macintyre, 1984).

Compared with other age groups, adolescents receive little medical or psychological 

attention (Daniel, 1970). Certain adult attitudes, including medical conservatism and 

general resistance to change, represent a potent and continuing obstacle to care. By 

virtue of limited training and exposure, there is a relative lack of recognition by the 

medical and allied professions of the special needs of young people, a widespread but 

misguided belief that they are “a fit and healthy group”, and a tendency to view them 

as difficult and noncompliant people to deal with. In most countries there have been 

neither the means nor the incentive to challenge this situation (Bennett, 1982).
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The healthy development of young people can perhaps best be promoted through 

community-generated and community-based youth centres that employ a holistic 

approach to the needs of the young rather than treating each need in isolation. Such 

an approach works best with young people and makes it possible to facilitate his or 

her development. The participation of young people in planning and providing 

services is an important factor. The young users of multiservice centres usually see 

themselves as members of a club where services are available, rather than as 

traditional clinic patients. Easy access, a flexible structure, a relaxed friendly 

atmosphere, and the opportunity to be involved in a variety of activities contribute to 

this impression. A high level of commitment, flexibility, and the ability to take risks 

are among the qualities required by those working in these centres.

The sensitisation of health workers to the special needs of young people is 

particularly important. Their ability to listen to and respect the feelings of young 

people, to involve them in decision-making, to share information, and to transfer 

skills is essential to the success of the approach to health care, and training in the 

necessary techniques should be provided. In 1985, in preparation for International 

Youth Year (IYY), the World Health Organization (WHO) gave special 

consideration to the steps, strategies and priorities for future activities relevant to 

adolescents and youth. As WHO (1986) emphasised, young people of today are 

capable of assuming responsibility for, and are ready for active participation in their 

own health care. To promote the health of young people, it is necessary to assess 

their needs and the resources available to meet them, and also to identify the factors
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that deter them from using existing services. Appropriate research is essential in 

order to facilitate, monitor, and evaluate this process. Surveys should be undertaken 

to question young people about their views on health needs, health services, health 

education, and the ways in which they get and use information on the processes and 

needs of adolescence. As Kalnins et al. (1992) have noted, a sound youth strategy 

should insist on the participation of the young at all levels of decision-making, 

particularly in matters of education, employment, health and recreation. If such 

participation is to be genuine, young people will have to be involved in defining 

problems, setting priorities, managing programmes, and evaluating progress. 

Experience over the past two decades, particularly in the Americas, has provided 

important insights into successful approaches to health care for young people 

(Vicunna, 1979. Millar, 1975). The increasing complexity of society, the growing 

awareness of the needs of young people, and the inadequacy of existing services in 

providing for adolescents have led to the development of “innovative services” 

within the community (Jeanneret, 1985). Those most in need are generally least able 

to make use of any service, and in some places efforts to reach out to this 

traditionally underutilizing segment of the population has become a priority.

In the U.K., the prevention of ill health and the promotion of good health are key 

features of the Government’s health policy (Clark and Rifkind 1989). Among 

adolescents, Lifeskills approaches have already been used extensively in Social 

Influence programmes to prevent smoking. These programmes generally include 

several of the following components: the health consequences and social
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consequences of smoking; critical awareness of the social influences from peers and 

the media to smoke; and the development of skills to resist pressures to smoke ( 

Botvin et al. 1980, Botvin 1982, Botvin et al. 1993). On the other hand, the Royal 

College of Physicians has called on the Government to use the two most effective 

means it has to reduce smoking among young people - banning tobacco advertising 

and raising the price of cigarettes (RCP 1992). Government funding of anti-smoking 

education through the Health Education Authority (HEA) is dwarfed by the amount 

spent by the tobacco industry on advertising. The estimate for the industry is £100 

million a year, £87 million on advertising and the remainder on sponsorship (ASH 

1992). In contrast, the HEA has £5.5 million to spend on campaigns against 

smoking, of which £2 million is specifically for programmes directed to teenagers 

(Woodroffe et al. 1993).

The adaptation of community and national resources for the promotion and 

maintenance of young people’s health should be a matter of public policy, which, in 

turn is a reflection of public awareness and priorities.

The contemporary view of what is needed is based on two complementary concepts. 

First, given that many of the health issues faced by young people are derived from or 

strongly influenced by social, economic, cultural, and behavioural factors, a purely 

medical approach, whether in the form of facilities or the attitudes of the providers of 

care, is likely to be inadequate or perceived as irrelevant by young people. Second, 

the active participation by young people in their own health care, particularly at the 

primary level, provides significant gains both for the individuals involved and the
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community at large (Eisen, 1983. Eisen, 1984). The guiding principle underlying 

these two concepts is that a comprehensive and integrated approach, involving the 

whole of the young person’s life needs and circumstances, makes it possible to go 

beyond the more obvious problems, to deal with causes and circumstances, and to 

explore the special growth dimensions of youth as well.

5. Summary

Over the last two decades of major social and economic change, while mortality had 

declined and the physical health (with the exception of chronic illness) of young 

people has shown some improvement, their psychological well-being has 

deteriorated.

In spite of the fact that young people are targets of massive health education 

initiatives, it is also apparent that there has been an increase in health compromising 

behaviours such as smoking, drinking, and use of drugs and a corresponding decrease 

in health promoting behaviours such as physical activities and healthier eating habits. 

Such experiences and behaviours could be associated with a deterioration in both 

physical and mental health.

Within the population as a whole such changes may be one explanation of the 

apparent widening of health inequalities. Surprisingly perhaps, the research findings 

on class differences in health in youth have revealed little or no evidence of health 

inequalities though they too may have changed over time. In any event, such
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differences do emerge over the youth-adult transition. Thus social class remains 

important in determining differential risk, for example in relation to the likelihood of 

unemployment. Therefore, health promotion for less advantaged adolescents has to 

take a longer time perspective than simply focusing on the present.

There are many gaps in knowledge about different dimensions of adolescents’ health 

in general, particularly the way patterns change over time, therefore, it is important to 

collect information for continued monitoring of adolescents’ health and the factors 

influencing their health. There is a need to assess young people’s beliefs about the 

ways they can improve their health, and to inform those who can influence young 

people’s health and well-being in the community such as policy-makers and 

education and health care professionals.

The participation of young people in health promotion is a new area, in which it is 

necessary from the outset to explore innovations, monitor changes, and evaluate 

services through research. There is a need for more work in this area and for 

professional engagement at a political level.
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CHAPTER TWO

THE RESEARCH QUESTIONS & AIMS AND OBJECTIVES

1. The research questions

Based on previous experience in research and work with young people as a social 

worker and health educator, and after meetings with different experts and 

professionals in this field, and following a review of literature and a secondary 

analysis of the original Twenty-07 study (15 year olds cohort) findings, the 

investigator identified the following research questions about adolescents’ health and 

health-related issues:

(a) What is the health status of mid adolescents and what are their health concerns, 

perceptions of their area of residence, and aspirations?

(b) Do adolescents who live in socio-economically disadvantaged areas differ from 

adolescents in more advantaged areas in these respects?

(c) Do mid adolescents’ health status and concerns differ from those of their 

counterparts surveyed nine years earlier in the same area (Glasgow)?

(d) Do professionals who work with adolescents (directly or indirectly) in socio­

economically disadvantaged areas have different views about the health status and 

health needs of young people compared to those working in more advantaged areas?
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(e) Do professionals’ opinions about different aspects of the health of young people 

living in a geographical area differ from the views of adolescents themselves who are 

living in the same geographical area?

2. Geographical area as a key unit of analysis

In the light of the literature review on inequalities and health, it is evident that there 

are two different ways of conceptualising area of residence as a unit of analysis in 

relation to health. The first involves a conceptualisation of area as a proxy for socio­

economic status. The second involves a conceptualisation of area as social context 

within which a range influences may directly or indirectly impact on health. These 

include, for example, the physical environment, availability and access to facilities or 

services and opportunity structures.

In this study, both conceptualisations of area of residence are used; the first to 

provide a connection with the literature on health inequalities and specifically to test 

the hypothesis that the situation in youth is characterised by relative equality; the 

second to explore the way various features of locality (as a place to live) may be 

related to different aspects of young people’s health and well-being, concerns, 

perceptions, and aspirations. In particular, the study focuses on the role that the 

social and physical environment and opportunity structures in specified geographical 

areas play in influencing adolescents’ health and well-being.
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3. The study aims and objectives

The overall aim of the Adolescents’ Health Study was to determine the health status 

and health needs of adolescents, particularly from a public health point of view, and 

to ascertain the extent to which this had changed over the last decade.

Given that the study tackles a relatively under researched area, it is expected that the 

information will be of practical value to those responsible for planning young 

people’s health and well-being.

The specific aims o f this project are:

1. To examine the associations between young people’s health status and needs and 

two residential locations with differing socio-economic status, in 15 year old 

adolescents.

2. To examine the pattern of changes that occurred over a 9 year period in a range of 

health indicators between these 15 year olds and a sample previously surveyed in 

1987 as part of Locality Sample of the West of Scotland Twenty-07 Study.

3. To ascertain professionals’ views about adolescents’ health status and needs 

according to the locality in which they work, and to contrast these with adolescent 

perceptions.
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Objectives : The objectives of the Adolescents’ Health Study were to:

(a) Identify 15 year old participants’ socio-demographic characteristics, including 

gender, type of area of residence, family structure, number of siblings, number in 

household, and family car ownership.

(b) Identify 15 year olds’ health status and perceptions of their health, social 

environment, and personal concerns including:

- self-reported height and weight, chronic illness, general health, health problems, 

perceived vulnerability, psychological well-being or malaise, happiness with life in 

general, and health knowledge.

- life events, aspirations for the year ofter leaving school, plans for further or higher 

education, the kind of job they would eventually like to do, guidance about jobs, and 

ideal age to leave home.

- opinions about area of residence comprising: the overall health of young people, the 

major health problems for young people, the quality of health services, the quality 

and importance of amenities or facilities, awareness about young people’s initiatives 

and the Glasgow Healthy City Project (GHCP), and happiness with the local area.

(c) Identify professionals’ occupation, geographical area of work, and experience in 

those areas.
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(d) Identify perceptions of adolescent concerns and health status held by those 

professionals working in the same areas in which the 15 year olds reside including: 

major health-related problems, accessibility to health services, socio-economic 

factors with negative influence on young people's health, vulnerable client groups in 

the community, the overall health of young people, actions for improving health, the 

quality and importance of services, awareness about young people's health 

promotion initiatives and GHCP, and young people's participation in decisions 

concerning their health care delivery.
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CHAPTER THREE

BACKGROUND TO THE STUDY

This project makes four kinds of comparison: firstly, between the 15 year old locality 

samples of the Twenty-07 study conducted in 1987 and a sample of 15 year olds 

surveyed in 1995 (A Study of Adolescent Health: change over time and place) in the 

same localities to examine changes over time in health and health related measures; 

secondly, between respondents in the two areas in 1995 in order to assess the role o f  

deprivation (e.g. facilities, opportunity structures) in relation to young people’s 

health problems and needs; and finally (1) between two professional groups of health 

workers and educational workers (who work in the two areas) in order to identify 

their opinions about different aspects of young people’s health and (2) between the 

views of professionals and those of young people living in the areas, in 1995. This 

chapter therefore describes the background to the study. It includes a description of 

the West of Scotland Twenty-07 Study: Health in the Community and the socio­

demographic characteristics of the study areas.

1. The West of Scotland Twenty-07 Study: Health in the 

Community

In order to examine trends in health status among young people in mid adolescence 

in Glasgow between 1987 and 1995, the present study uses material derived from a
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cohort of 15 year olds in the “West of Scotland Twenty-07 Study: Health in the 

Community” who were resident in two contrasting localities in 1987.

The Twenty-07 Study is longitudinal in design and aims to explore the processes by 

which social patterning in health occurs by reference to key parameters like social 

class, age, gender, and area of residence (Macintyre et al. 1989). The study is being 

conducted in the Central Clydeside Conurbation (CCC), a heterogeneous urban area 

around Glasgow with a population of 1.7 million and SMR (relative to Scotland as a 

whole) of 109 in 1981.

The study focuses on three age groups (15, 35 and 55 year olds at the baseline survey 

in 1987) who are being contacted at regular intervals over a twenty year period until 

2007 (Macintyre et al. 1989). A two-stage stratified clustered random sample, based 

on postcode sectors in the CCC as primary sampling units, was adopted with the aim 

of achieving about 1,000 respondents in each cohort. This is called the ‘Regional 

Sample'. In addition, in two localities in Glasgow nearly all individuals in the 

relevant age groups were approached for inclusion in the study, these being known as 

the ‘Locality Samples’. The sampling frame used for both the Regional and Locality 

samples was Strathclyde Regional Council’s ‘Voluntary Population Survey’ (VPS), 

an enhanced electoral register.

The areas selected for the Twenty-07 Study ‘Locality Samples’ were located in the 

north-west and south-west of Glasgow. The north-west locality has a predominantly
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middle class population and has better than average health, while the south-west 

locality is predominantly working class and has worse than average health (Maclver 

1988). A youth cohort was included in the Twenty-07 study to investigate processes 

occurring over the course of the youth-adult transition such as entry into the labour 

market and leaving the parental home (West and Sweeting 1991). Accordingly, the 

target sample for the baseline survey in 1987 was defined as young people aged 15, 

specifically those bom between 1.3.1971 and 29.2.1972, an age range designed to 

identify young people in the final year (S4) of statutory education. At 1.3.1987, 

almost all of them (97%) were in S4 (Green et al. 1989). Each participant was 

interviewed twice. The first interview collected a wide range of data about the 

informant's social circumstances, school attendance, relationships with family and 

friends, affiliations to youth cultures, and health-related behaviours. The second 

interview was conducted by a nurse and focused upon self-assessed or self-reported 

physical and mental health in addition to taking measurements of physical 

functioning and development. In addition, the young person was given one self­

completion questionnaire about diet, worries, and opinions, and another one 

including a measure of psychological well-being (the General Health Questionnaire 

[Goldberg 1978]) and a life event checklist. A face-to-face interview was also 

conducted, at the same time as the young people’s interview, with one or both 

parents of the young person to collect information about the socio-economic 

background of the household, health history of the young person, and health 

behaviours of the parents.
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2. Socio-demographic characteristics of the Adolescents* Health

study catchment areas

2.1. General perspective

The study selected two socially contrasting localities in Glasgow City (the third 

largest city in the UK, and first in Scotland), the location of which is shown in Figure 

1.

The north-west locality (NW) (middle class area) is an inner city area in the north­

west of the city, has better than average health and is relatively socially advantaged in 

terms of the built environment, local amenities and population characteristics. It 

includes the West End and Garscadden neighbourhoods.

In 1991, single parent families accounted for 9% percent of all households, and the 

housing stock was a mix of owner occupier and local authority ownership in a ratio 

of 3:1 ( Registrar General Scotland 1992, Strathclyde Regional Council 1991).

The south-west locality (SW) (working class area) is also an inner city area in the 

south-west of the city, has worse than average health and is relatively socially 

disadvantaged. It includes Greater Pollok.

In 1991, 28% of the households were single parent families, the regional mean being 

14%, the housing stock being almost exclusively owned by the local authority ( 

Registrar General Scotland 1992, Strathclyde Regional Council 1991).
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Figure 1. The study catchment areas

University of Glasgow

Department of Public Health - MRC Medical Sociology Unit 
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The localities also vary in their aggregate levels of deprivation as measured by the 

Carstairs Score which is derived from census data on overcrowded homes, male 

unemployment, households with no car, and social classes IV and V. The Carstairs 

Score classifies every postcode sector in Scotland into septiles, with DEPCAT 1 

being the most affluent and DEPCAT 7 the most deprived (Carstairs and Morris,

1991). 100% of the SW contains postcode sectors with scores 6-7 compared with 

11% in the NW (McLoone, 1994).

2.2. Health features

The two localities exhibit different patterns of health. For example, in respect of all­

cause SMRs for all ages for 1987-9 (Standardised to Greater Glasgow Health Board 

= 100), the NW were lower than the average (77 for males and 90 for females) while 

those for the SW were higher (104 for males and 107 for females). The mortality 

differences between the socioeconomically better-than-average locality, the NW, and 

the socioeconomically worse-than-average locality, the SW, are largely as predicted. 

The magnitude of difference between them varies according to the age band used, but 

in general people in the SW appear likely to die younger than those in the NW 

(GGHB 1991). Findings of the Twenty-07 study (Locality Samples) confirmed the 

existence of social inequalities in health for the majority of health measures such as 

mental health and chronic illness for both sexes in later life but not in adolescence ( 

West et al. 1990). Using a variety of indicators from subjective assessment to 

objective measures at age 15. there was little evidence that health was systematically
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class differentiated. The only measure to show class gradients among adolescents for 

both sexes was height (West et al. 1990 , West 1991, Ford et al. 1994, West 1997).

2.3. Services, and facilities

The two localities were principally identified to focus on the social and physical 

features of their respective environments which might be related to opportunities for 

or boundaries to healthy lives for the resident population. There is less local 

provision of services in the SW compared to the NW, residents in the latter having 

more choice in terms of numbers of health care facilities (GPs, Dental Practitioners, 

Opticians, Pharmacies, etc.), healthy recreation, transport services, and shopping 

facilities (Maclver, and Finlay 1990, Macintyre et al. 1991). In 1992, food cost more 

in the SW than the NW, a price disincentive which applied to both a ‘less healthy’ 

basket of foodstuffs and a ‘healthy’ basket (Sooman and Taggart 1992).

As part of the West of Scotland Twenty-07 Study: Health in the Community, a 

sample of local adults, were asked a number of questions about how they felt about 

their local area. The results consistently indicated more problems for adult residents 

in the SW than those in the NW. As Sooman and Macintyre (1995) have noted, 

whether or not these perceptions were ‘objectively’ true, this suggests a degree of 

pessimism about the local area which is more marked in the poorer area and which 

may contribute to low morale and poor mental health and community self-esteem. 

This information tends to suggest that whatever one’s personal characteristics, the
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opportunity structures in the poorer area are less conducive to health or health 

promoting activities than in the better off area.

In respect of young people, however, the situation appears to be different. In general, 

there is less evidence of differences in perceptions of services and a large measure of 

agreement in the priority accorded to services and facilities (Green et al. 1989). In 

both areas (NW and SW), young people were more satisfied with public transport, 

and health services compared with other services. They were less satisfied with the 

availability of jobs when leaving school, places for young people to meet, 

entertainment facilities, help/advice for young people, and places for young people to 

live when leaving home. These findings suggest that the needs and interests of 

young people extend beyond the boundaries of the immediate locality.

2.4. Changes in relevant socio-environmental features in the localities over time

Any observed change in young people’s health and well-being might be seen as a 

reflection of their physical, emotional and social environment, and/ or access to 

resources and opportunities. Therefore, in order to examine changes over time in 

adolescents' health and their opinions about their environment and the quality of 

amenities or services relevant to them, it is important to know what objective 

changes have occurred over this same period in their socio-economic environment. It 

is also of course, important to document young people’s perceptions of change since 

this may or may not correspond to actual changes in amenities, facilities and services.
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Unfortunately, there are severe limitations in the availability of information relating 

to changes of this sort, very little data being available apart from population statistics 

and some statements by relevant authorities and experts about such changes.

Table 3.1. illustrates changes in certain relevant socio-economic features in the 

localities between 1981 and 1991.

Table 3.1. Changes in relevant socio-economic features in the localities over

time*

Features North-West

Locality

South-West

Locality

81 91 81 91

Population** 75.5 72 53 41

(thousands)

% change between 1981-91 -4.7 -22.6

% of unemployed males 12 15 26 29

% of the population with 50 56 29 37

access to a car

%  in households with social 18 15 37 28

class 4 or 5 head of

household

*/• of overcrowding *** 21 7 49 16

% of population living in 12 11 100 100

deprived areas ****

* Based on data provided by the Census Branch of the General Register Office for Scotland 

1981-1991 (Carstairs and Morris 1991, McLoone 1994).

** The population of Greater Glasgow decreased between 1981 and 1991 from 986818 to 

894332 (-9%)

*** The proportion of all persons living in private households with a density of more than one 

person per room.

**** Postcode sectors with scores 6-7
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In parallel with the reduction in the population of Greater Glasgow between 1981 

and 1991, the population in both localities decreased over this time, and especially in 

the more socioeconomicaly disadvantaged area. It is possible, however, that some of 

this apparent reduction could be a result of the underestimation of households (and 

people) in consequence of poll tax evasion, a practice more likely to affect the SW 

than NW. Again, reflecting societal trends, unemployment rates among males 

increased in both localities over time. The proportion of the population with access 

to a car, however, increased, a trend that might be explained in terms of the need to 

access better amenities and facilities such as schooling, shopping, and recreation, or 

simply that there are cheaper cars on the market. Overall, between 1981-1991 no 

change occurred in the localities (particularly in the SW) in their aggregate levels of 

deprivation as measured by the Carstairs and Morris Score.

It is difficult to assess the impact of those specific changes in people's environments 

over the decade 1987-95, particularly as they affect young people. Apart from 

population statistics there are few sources of data on the issue. However, there have 

been several changes which are either the direct result of policies to improve health 

or which might be expected to have that consequence. First, the impact of Housing 

Association/ City of Glasgow - Housing Department/ Scottish Home schemes to 

improve the quality of housing, particularly in respect of the reduction of dampness, 

has been quite considerable, a development that is especially associated with the 

peripheral housing schemes including the SW locality. Secondly, there have been
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changes in the provision of sports and recreational facilities, notably the opening of a 

new sports centre in the heart of the NW locality. Thirdly, changes in shopping 

facilities have also occurred in both localities (including the opening of new 

shopping centres). With respect to schooling, in the SW since 1987 one of the 

secondary schools had been closed, and had been merged into the remaining schools 

in the locality.

It is widely believed that the socio-physical environment makes a substantial 

contribution to young people’s health. At the local level, the availability of sports 

facilities and healthy recreation, for example, is seen as a basic element of good 

health and one important feature of area of residence. Reflecting this philosophy, the 

development of sporting opportunities on a city-wide basis has been instituted by 

Glasgow City Council over recent years with all secondary schools within Glasgow 

being offered the opportunity to extend their after-school sporting provision (Danny 

Clarke, Youth Sport Development Officer - personal communication).

Unemployment could also considered as another issue with a negative influence on 

local residents’ health and well-being in general, and on young people's mental health 

in particular (West and Sweeting 1996). In those areas with a high level of 

unemployment, young people may expect to become unemployed, and it seems that 

such worries could involve a negative influence on their psychological well-being, 

while, overall there is little or no evidence of a reduction in both localities levels of
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deprivation (DEPCAT), in contrast, unemployment rates increased, though this 

remained higher in the SW than NW.

Improving the health of adolescents requires a better understanding of the factors that 

influence their health and well-being, and their access to and use of healthy 

recreation, amenities and health care. Inquiry into adolescents* perceptions of their 

area of residence are important, especially when considering young people’s health 

and welfare services because they experience more mental health problems and 

psychosocial malaise than other groups of population. It is against this background 

that this study set out to investigate the health status and health needs of adolescents 

in Glasgow, with the hope that the findings might contribute to a better 

understanding of ways to promote the health and well-being of young people in 

Scotland, and elsewhere.
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METHODS: PROCEDURES, STUDY SAMPLES, MATE

MEASURES, AND ANALYSIS OF DATA

CHAPTER FOUR

1. PUPILS SURVEY 

Procedures

Materials and Measures 

Analysis of data

2. PROFESSIONALS SURVEY 

Procedures

Materials and Measures 

Analysis of data

1. Introduction

The baseline survey of the Twenty-07 Study 15 year old cohort was conducted in 

1987. The areas selected for the Twenty-07 Study (locality samples) were located in 

the north-west and south-west of Glasgow. The Adolescents’ Health Study, again 

with a population of fifteen year olds, was carried out in 1995 in the same two areas 

using similar instruments. This allowed examination of trends in the occurrence of 

health-related measures among young people in mid adolescence in Glasgow 

between 1987 and 1995. Such repeated surveys are relatively uncommon.
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The Adolescents* Health Study involved three main phases:

Phase One involved a preliminary review, and analysis of the Twenty-07 Study 

findings in order to provide descriptive data relating to young people’s health status, 

perceptions of their health, their personal concerns in general, and their associations 

with area of residence and differing socio-economic circumstances. This preliminary 

review was the basis for the design of the Adolescents’ Health Study.

Phase Two was a pilot study which involved the use of a range of self-administered 

questionnaires with secondary four (S4) pupils in a school.

Phase Three consisted of the main data collection and included surveys of both 

school pupils and professionals.

This chapter describes the methods used in the present study. First, an overview of 

the samples is provided, including a description of how the samples were generated 

and the socio-demographic characteristics of the subjects. This is followed by a 

description of the materials and measures used in the study of pupils and 

professionals. Finally the methods of data analysis are described.

There were two components to the study: the views and perceptions of adolescents 

themselves, and the views of professionals about young people’s health. Therefore, 

in this chapter, the methods of the pupils survey and the professionals survey are 

described separately.
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2. Pupils survey

The design of this cross-sectional study involved a self-completion questionnaire 

administered to 15 year old pupils in nine Glasgow secondary schools.

2.1. Procedures

2.1.1. Sample design: In order to examine the pattern of change occurring over the 

last decade in different aspects of adolescents’ health and concerns, it was necessary 

to generate a sample which as far as possible approximated to that of the Twenty-07 

study, i.e. the same age and residing in the same areas. There were, however, two 

main reasons why the project could not exactly replicate the previous survey’s 

sampling design. Firstly, Strathclyde Regional Council’s ‘Voluntary Population 

Survey” which was used as a sampling frame for Twenty-07 study, was not available 

at the time and alternative sampling frames had to be found. Secondly, an alternative 

residential based sample, such as that based on the Community Health Index (CHI), 

would have necessitated contacting young people (and parents) first at home and 

seeking permission for participation. Not only would this have been costly, but 

response rates might have been low. An alternative strategy, using schools as both a 

sampling frame and the source of data collection was therefore considered. In order 

to match the Twenty-07 study design, however, this immediately ran up against the 

problem that school catchment areas are not coterminous with residential areas.
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Therefore, the sampling of pupils involved the following stages outlined in below 

Figure 2.:

Figure 2. Sample Design

Data collection

Selection of the study catchment area 
(on basis of identified postcode sectors)

Exclusion of pupils who lived outside the study catchment area

Estimation of population of 15 years olds residing in the catchment area

Selection of pupils (15 yr. olds) in secondary 4 with possible residence in areas

Choosing the sample size to be representative of the population
(15 years olds)

Identification and selection of secondary schools members of the 
residential sample would be likely to attend
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(a) The study residential area was identified on the basis of the same postcode

sectors used to design the NW and SW areas in the Twenty-07 study. These

postcodes did not change over time.

(b) On the basis of population data for the 15-19 age group resident in the 

GGHB areas (1991 Census and GGHB trends for 1991-2007), and assuming an equal 

distribution of young people of each age within the 15-19 age range, it was estimated 

that there were around 1000 fifteen year olds (640 in NW and 360 in the SW) living 

in the study area at the time.

(c) The key consideration for the sample design was to identity a sample which

was fully representative of the population and which provided adequate numbers to 

make comparisons both between localities and over time. Power calculations 

indicated that a one in three sample - about 330 fifteen year olds would be adequate 

to demonstrate a 10% difference in outcome variables both between the localities and 

over time.

(d) Through secondary analysis of the original Twenty-07 study (15 year old

cohort) data, it was possible to identify the schools attended by the young people in 

1987. Between them, the ‘Locality Sample’ members attended less than 30 schools. 

Analysis indicated that the great majority attended 10 main schools (78% of the NW 

sample and 84% of SW sample). With roughly equal proportions attending each of 

them, it was therefore decided to sample from these ten schools (6 in the NW and 4 

in the SW locality), with equal sampling fractions.
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In the NW, all the above mentioned (six) secondary schools serving the locality were 

still functioning. In the SW, one of the schools had been closed in the period and had 

been merged into the three remaining secondary schools (two schools located in the 

centre of the locality and one on the margin). Each of these three schools was 

selected, making nine in all.

(e) In discussion with headteachers it became apparent that it would be difficult

to survey the whole of a (S4) year group. A compromise was reached in which a one 

in two sample was acceptable to the schools and was judged adequate to detect 

reasonably large differences over time and between localities. On the basis of (1) 

evidence relating to increasing placing request (pupils going to schools outside their 

area of residence have increased), and (2) information about the S4 Rolls in these 

schools in 1995 (1015 pupils) it was estimated that a 1 .in 2 sample from the 

designated schools would be likely to achieve a 1 in 3 sample of young people 

actually residing in the two areas.

(0 To ensure the achievement of a sample of around 50% of the S4 Roll in each

selected school, two or three classes in each school were randomly selected to 

represent the different ability levels of the total year group.

(g) The final stage depended on information about residence based on young 

people’s reports of postcode sector. Following data collection, therefore, it was 

possible to exclude all those who did not reside in the specified postcode sectors.

The resulting sample was about 2 in 3 of the all pupils who participated, and about 

one third of the total population of 15 year olds resident in the localities.
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2.1.2. Permission and Access: In this study, schools provided both the sampling 

frame and the setting for data collection. The survey’s procedures and research 

strategy were first discussed with the regional education authority (Strathclyde 

Regional Council, Department of Education), and after the relevant ‘ Application and 

Standard Form Contract’ had been completed, approval of the project was granted, 

although it was headteachers who had the final say as to whether their schools should 

become involved in the research project. In the event, all schools participated. 

Additionally, it was up to individual headteachers to decide whether or not it was 

necessary for parental approval to be obtained in order for pupils to participate. 

Therefore, through direct approaches to schools, the survey’s content and research 

strategy was discussed with headteachers, and in all selected mixed-sex state schools 

(one of them was grant-aided), co-operation was successfully gained. Because the 

questionnaires were anonymous, headteachers decided it was not necessary to obtain 

parental approval. This had two major advantages for the study: it saved time, and 

maximised the participation of eligible pupils. In recompense for their help, a report 

was provided for each school, a service warmly welcomed, as it was judged helpful 

for the design of their personal and social development curricula and any health 

education programmes at the school.

2.1.3. Data collection: The data collection was carried out over a two month period 

(May-June 1995 when S4’ examinations were finished) in the selected schools. The 

questionnaires were hand delivered by the investigator to key persons (school
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headteacher or his/ her representative). Questionnaires were then issued to all 

members of selected S4 groups by the investigator andI or relevant teachers in their 

classes, or at assemblies, with the investigator and/ or relevant teachers (member of 

school senior management team/ guidance team) overseeing the exercise in the 

school. The teachers who supervised the half-an-hour-long period allocated to the 

completion of the questionnaires were briefed by the investigator beforehand. In 

each school, to minimise any possible contamination between pupils, all completed 

the questionnaire at the same time. Overall, the quality of the data was very good, 

with very few spoiled questionnaires (2 questionnaires) and the great majority of 

pupils completing all the questions in the allotted time (less than 5% of pupils ran out 

of time).

2.1.4. Characteristics o f the sample: Table 4.1. illustrates the pupil’s sample and 

shows that a total of 305 subjects completed a questionnaire in six schools from the 

north-west and 143 in the three schools in the south-west locality.

Table 4.1. Pupils sample

Locality Approximate 
population of 
15 year olds 

(1995)

Secondary 
schools in 
locality

No. of 
selected 
classes

Total
possible

Achieved
sample

(residents)

N-W 640 6 14 305 185

s-w 360 3 7 143 101

Total 1000 9 21 448 286
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Because the catchment area for these schools was not coterminous with the 

residential areas included in the NW and SW localities, pupils who lived outside the 

specified postcode sectors were excluded from all analyses comparing the two areas 

and changes over time. The final subjects were 286 pupils, 185 in the NW and 101 

in the SW. These comprised 149 boys and 137 girls.

2.1.5. Response rate: The response rates were 90.8% in the NW and 85.1% in the 

SW. Generally, each S4 class consisted of around 24 pupils. Approximately 3 

absent pupils per class were recorded (9.2 % in the NW and 14.9 % in the SW), a 

rate the headteachers did not think was unusual. They also felt that absentees would 

not be radically different from those subjects who were included in the study.

2.1.6. Demographic details o f the pupils (h=286): The demographic details of 

pupils by area of residence (NW/SW) are shown in Table 4.2.

2.1.6.1 Gender

The study sample is representative of the sex ratio of the population of all 15 year 

olds consisting overall of 52.% boys and 48% girls (General Register Office for 

Scotland 1995). However, a slight gender imbalance was found within each area, 

particularly in the SW sample (57.8% males and 42.2% females in the NW, and 

41.6% males and 58.4% females in the SW locality).
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Table 4.2. Socio-demographic details of the pupils sample (by locality)

NW

(n=185) 
No. (%)

SW

(n=101) 
No. (%)

Gender
male 107 (57.8) 42(41.6)
female 78(42.2) 59(58.4)

Type of area of residence
affluent 20(10.8) 0(0.0)
middle 161 (87.0) 0(0.0)
deprived 4(2.2) 101 (100.0)

Family structure
intact 146 (78.9) 53 (52.5)
single parent 28(15.1) 36 (35.6)
other 11(6.0) 12(11.9)

Number of household
2-3 44 (23.9) 37(36.6)
4-5 128 (69.6) 49(48.5)
6 or more 12(6.5) 15(14.9)

Number of siblings
0 16(8.6) 10(9.9)
1 86 (46.5) 27 (26.7)
2 55 (29.7) 26 (25.7)
3 or more 28(15.2) 38 (37.7)

Reported family car ownership
yes 143 (77.7) 53 (53.0)

Length of residence at current address
less than 4 yrs 31 (17.2) 24 (24.7)
4-10 yrs 50 (27.8) 33 (34.0)
10 yrs or more 99 (55.0) 40(41.2)

2.1.6.2. Type of area of residence

Overall, the type of area of residence (based on the Carstairs and Morris DEPCAT 

scores for 1991- McLoone, 1994) in the study sample can be classified as follows: 

7% affluent (depcat 1 and 2), 51% middle (depcat 3, 4, and 5), and 42.% deprived 

(depcat 6 and 7). However, when examined in relation to the localities, 100% of the 

south-west sample compared with 2.2% of the north-west sample were living in the
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deprived areas, a finding which dramaticaly highlights their socio-economic 

differences.

2.1.6.3. Family structure

In the SW area young people were more likely to live with single parents (35.6 %), 

compared with 15.1 % in the NW, confirming the association between greater 

deprivation and single parent households (Sweeting and West, 1995).

2.1.6.4. Number of siblings

The average number of brothers) or sister(s) reported by the respondents is higher in 

the SW (2.2) compared to the NW (1.6).

2.1.6.5. Number in household

There is no significant difference between the average household size reported by 

respondents in the NW (4.06) compared to the sample in the SW (4.05). This 

similarity is accounted for both by the greater proportion of single parent households 

and lower family size in the SW compared to the NW.

2.1.6.6. Reported family car ownership

Those young people resident in the more deprived locality (SW) were significantly 

(p<0.001) less likely to have a car in the household (47.0 %), than their counterparts 

in the NW(22.3%).
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2.1.6.7. Length of residence at current address

In the NW, 17.2 % of the pupils reported living less than 4 years at their current 

address, 27.8 % between 4 to 10 years, and the rest (55.0 %) more than 10 years, 

compared with 24.7%, 34.0%, and 41.2% respectively in the SW. The difference 

between the areas is not statistically significant.

2.2. M aterial and measures

The questionnaire consisted of an amalgamation of questions, scales and adaptations 

of scales known to the investigator from knowledge of the literature, the preliminary 

study, and the planning of this particular project.

The overall approach was to use anonymous questionnaires in order to maximise 

privacy and confidentiality, a procedure regarded as necessary in this kind of 

investigation.

2.2.1. Validity and reliability o f the questionnaire : In order to examine trends in 

the occurrence of health-related measures among young people between 1987 and 

1995, it was necessary to use similar instruments. Thus, the pupils’ questionnaire 

was closely based on the Twenty-07 Study 15 year old cohort questionnaire which 

had already been used successfully.
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Validity: In consideration of validity (the adequacy with which the method of 

measurement does its job.(Abramson 1990)), the questionnaires used in the Twenty- 

07 study refer to a huge range of issues, some of which are measured using standard 

instruments, some of which are more exploratory. In the present study, choice of 

instruments was in large part made on the basis of well established questions on 

scales with high validity. For example, some like the question on long-standing 

illness have been applied routinely in national surveys; others such as GHQ have 

been validated on young people (Banks 1983, Politi et al. 1994). Similarly, the life 

events inventory was generated from an established list for adolescents based on well 

used adult scales (Sweeing and West 1994). For other measures such as perception 

of area, no such evidence of validity is available (published or unpublished). 

However, in terms of content and face validity, these items appear robust.

Part of the pupils’ questionnaire and the whole of the professionals’ questionnaire 

were used to assess respondent’s views and opinions, the items (that were identified 

from a review of the literature) being commented on by the relevant authorities and 

professionals in this field for content reliability, though standardised scales were 

employed in most closed questions (e.g. Faces Scale - Andrews and Withey 1976).

Reliability: Similar considerations applied to the issue of the reliability (refers to the 

stability or consistency of information) of the instruments. Although, there were no 

measures of internal reliability or test-retest, great reliance was placed on the results 

of the Twenty-07 study analyses which in general showed considerable consistency
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between measures. For example, the relationship between unemployment and poor 

mental health has been shown to hold with the GHQ, HADS (Zigmond and Snaith 

1983) and a malaise symptom checklist (West and Sweeting 1996).

In order to know how young people would respond to this self-completion 

questionnaire, it was first piloted.

2.2,2. Pilot study: The pupils questionnaire was based on the Twentv-07 Study 15 

year old cohort questionnaire. However, there were three reasons to pilot it: first, in 

the previous survey participants were interviewed (in addition, they were given two 

self-completion questionnaires), so it was necessary to know how young people 

would respond to this self-completion questionnaire: second, as it was a school based 

survey, it was important to know how headteachers would assess the questionnaire 

content, and finally, how much time it took to complete.

Thirty four pupil questionnaires were administered for the purposes of the pilot study 

with S4 pupils from a school outside the study areas. Participants were asked to give 

their opinions on the questions.

The assistant director of the Department of Education at Strathclyde Regional 

Council, and headteachers in all the selected schools reviewed the items of the 

pupils’ questionnaire for content suitability.

The questionnaire had been successfully piloted and found to be interesting for 

participants. There were no spoiled questionnaires and the great majority of pupils 

completed all the questions in the allotted time.
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On average, the questionnaire took 30 minutes to complete. The changes were 

minimal, including:

1. Some open questions about the number of siblings and number of siblings who 

were staying elsewhere were changed to closed questions.

2. A closed question relating to self-assessed school work on a 5 point scale ranging 

from ‘one of the best9 to ‘near the bottom* was changed to a scale ranging from ‘a lot 

above average’ to ‘a lot below average’.

3. A closed question about health education at school covering specific topics was 

changed from ‘yes, no, I don’t know’ to ‘yes, no*.

4. A closed question about the ranking of important influences on people’s health 

was changed to allow ‘equal rankings*.

Appropriate modifications were made for the main phase of data collection. 

Following the pilot study, the final questionnaire consisted of eight sections (open 

and closed questions).

2.2.3. Variables:

2.2.3.1. Outcome variables

The study included a range of outcome measures comprising: health indicators, 

health knowledge, school life, life events, concerns and aspirations; and opinions 

about the area of residence.
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2.2.3,2. Explanatory variables

Area of residence was operationalized as two variables: ‘living in the north-west 

locality’ and ‘living in the south-west locality’. In addition, to identify their socio­

economic background except area of residence five variables: gender, family 

composition, number of siblings, number in household (computed on relevant 

information about family), and family car ownership were included.

2.2.4. The pupils questionnaire: The main objective of the questionnaire was to 

identify 15 year old’s health status, perceptions of their health, their social 

environment, and their personal concerns. In addition, some questions were included 

to identify the subjects’ socio-economic background (Appendix 1).

The questionnaire was based on that of the Twenty-07 Study 15 year old cohort. 

This means that comparable data exist to address one of the Adolescents’ Health 

Study aims: to examine differences on a range of health indicators between these 15 

year olds and the Twenty-07 sample surveyed in 1987 (in this chapter, those 

questions included in the present study which were the same as those in the Twenty- 

07 study are specified by a 2007 abbreviation).

It is important to acknowledge that the methodologies adopted by the Twenty-07 

Study (home interview and self-completion questionnaire) and the Adolescents’ 

Health Study (self-completion questionnaire) were different. In evaluating changes 

over time it will be necessary to consider whether or not these methodological 

differences alter the picture.
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Additionally, the questionnaire sought participants' attitudes to a number of aspects 

of young people's health in the area of their residence.

The questionnaire included eight sections:

Section one Socio-economic background and Demographic Information

The questionnaire consisted of eight questions relating to (a) postcode sector of 

residence, in order to exclude those not resident in the NW and SW (b) length of 

residence at current address (c) family car ownership, and (d) parent’s highest 

educational qualification.

In the present study, the area of residence was employed as a major axis of 

comparison rather than other measures of social class such as the occupation of the 

head of household.

Standard demographic information was gathered about the pupils, including age, 

gender, family composition, number of siblings, and number of siblings who had left 

home.

Section two Health Indicators

Eight health indicators were used in this study. These measures reflect the following 

dimensions of health:

Heisht/ weight/BMI

In the absence of physical measures self-reported height and weight were used.
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1) Self-reported height Pupils were asked to report their height in either feet and 

inches or metres and centimetres.

2) Self-reported weight Pupils were also asked to report their weight in either 

stones and pounds or kilograms.

Based on self-reported height and weight body mass index (BMI) was calculated as 

weight (kgs)/height (m)2. The Royal College of Physicians’ classification of BMI 

above 25.1 for males and 23.9 for females (RCP 1983) are used to define overweight 

and obesity.

Health status

This consisted of subjective reports of chronic illness, self-rated health, self-reported 

health problems, and perceived vulnerability.

3) Self-reported chronic illness and health history. The presence of longstanding 

illness was assessed by the question used in the British General Household Survey 

(GHS) (OPCS). Pupils were asked the standard question relating to whether or not 

they suffered from ‘any longstanding illness, disability or infirmity’ (defined as 

anything that had troubled them over a long period of time or that was likely to affect 

them over a period of time) and, if so, what was/were the matter with them and 

whether it limited their activities in any way. Three measures were therefore
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produced; any longstanding illness, specific chronic illness/disability, and limiting 

longstanding illness. (2007)

4) Self-reported general health. One measure of general self-perceived health was 

used. It asked for an assessment of the respondent’s health over the last 12 months, 

using the fixed-choice categories ‘good, fairly good, and not good’. This 

categorisation was taken from the GHS. (2007)

5) Self-reported health problems. Pupils were asked if they had experienced 

health problems and if so, what was/ were the biggest problem(s). Several problems 

could be recorded.

6) Perceived vulnerability. A question was asked to determine the perceived 

vulnerability of pupils to becoming ill, the responses being more likely, about as 

likely, and less likely than other people their age. (2007)

Mental health

7) Psychological well-being or malaise. This was assessed using the 12 item 

version of the General Health Questionnaire (Goldberg 1978). This consists of a 

series of statements about aspects of well-being (e.g. depression, tension, or worries), 

to which respondents indicate by one of four responses the extent to which each
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symptom has been present or absent in the past few weeks. This is a well known 

screening device used to detect psychiatric morbidity in community settings. It has 

been extensively used in research and has been validated on young people by Banks 

(1983) and Politi et al. (1994). It was therefore thought to be an appropriate choice 

of instrument for this study. A binary scoring method (range 0-12) was used, which 

permits the identification of caseness. A cut-off point of 2/3 has been used (Banks 

1983, and Politi et al. 1994). (2007 self-completion questionnaire^)

8) Happiness with life in general. Pupils were asked to rate themselves using the 

‘Faces Scale’ (Andrews and Withey, 1976), a seven point scale with one being 

happiest and seven being unhappiest.

Section three Health Knowledge

1) Health education at school. Pupils were asked about whether they had any 

lessons covering smoking, alcohol, diet, personal hygiene, contraception, drugs, child 

care, STD, or exercise topics in their present school. (2007)

2) The assessment of important influences on people’s health. Pupils were asked 

to rank 6 items reflecting possible influences on people’s health which were: the 

constitution they were bom with, the environment, habits (like smoking), looking 

after themselves, health services, and luck. These were ranked on a 6 point scale,
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varying from 1 (most important) to 6 (least important) with equal rankings permitted. 

(2007). This was not absolutely equivalent to the measure used in the Twenty-07 

study where equal ranking were discouraged by the use of cards.

3) Improvement of health. Pupils were asked an open-ended question about what 

were the most important things they could do to improve their health. Allowance was 

made to record several answers.

Section four School Life

Two questions were used in this study with regard to school life:

1) School ability. With regard to schoolwork, pupils were asked to rate themselves 

compared to other pupils on a 5 point scale varying from a lpt above average to a lot 

below average.

2) School usefulness. Pupils were also asked the extent to which they thought 

school had been useful for: doing the job/ career they wanted to, applying for a job, 

informing them about youth training schemes, coping with adult life, how to behave, 

how to manage money, becoming a parent, and how to look after their health, on a 4 

point scale varying from very useful to not at all useful. (2007)

Section five Life Events

A life events checklist, which was used previously in the Twentv-07 Study (1987), 

was adapted by the investigator for use on this sample (four questions relating to
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pregnancy and abortion being omitted from the checklist, in order to respect 

sensitivities, particularly in Roman Catholic schools). The 31 items mainly cover 

common events a pupil may encounter in life. Pupils were asked to think back over 

the last 12 months and recall whether or not each incident had happened to them. 

(2007 self-completion questionnaire)

Section six Concerns, and Aspirations

Five measures of concerns and aspirations regarding young people’s plans for the 

future were used in this study. These enabled the researcher to compile a reasonably 

accurate picture of young people’s (met and unmet) needs.

1) Aspirations for next year. Pupils were first asked an open-ended question 

about what they would really like to be doing in a year’s time which was then 

followed by a second question which asked what they thought they probably would 

be doing a year later. The second question involved a choice from seven possible 

options: ‘staying on at school’, ‘going to college’, ‘to Youth Training’, ‘have a job’, 

‘be unemployed’, ‘depends on exams’, or ‘something else’ (specify). (2007)

2) Plans for further or higher education. A simple question was asked to 

determine pupil plans in this respect. Pupils were asked whether or not they had any 

plans to go on to further or higher education, and if so, what type of higher or further 

education they were hoping to go to, including university or polytechnic, teacher 

training college, technical college, college of commerce, secretarial college, college
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of art/ music or drama, nursing college, PE college, or something else (specify). 

(2007)

3) Job. Pupils were asked what kind of job they would eventually like to do using 

an open-ended question format. (2007)

Pupils were also asked:

4) Guidance about job. Pupils were also asked to say whether they ever had any 

careers advice or advice/ guidance about jobs in school, outside school, or family/ 

friends? If they had, there followed a question asking about the most useful source 

of advice, the options being in school (teacher and careers officer), outside school 

(family, friends, Careers Service, and employment agency). Space was provided to 

name an ‘other’ if they wished. (2007)

5) Ideal age to leave home. They were also asked what age they thought they 

would ideally like to leave home. (2007)

Section seven Opinions about Area of Residence

Information was gathered about pupils’ opinions and awareness of young people’s 

health-related problems and needs in their area of residence. They were asked:
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1) The health of young people. To rate the overall health of young people in their 

area of residence compared to the rest of the city on a 5 point scale varying from 

much better to much worse.

2) The major health problems for young people. To rank 6 major health 

problems for young people in their area of residence, from a list comprising: 

accidents, smoking, drug abuse, alcohol, depression, and sexually transmitted 

disease, on a 3 point scale varying from little importance to high importance. Space 

was provided to name an ‘other’ problem if they wished.

3) The quality of health services. Their opinion about the quality of 4 health 

services: GPs, dental health, drug advice, and mental health in the area of residence 

compared to the rest of the city on a 3 point scale varying from better to worse. Space 

was provided to name an ‘other’ if they wished.

4) Quality of amenities or facilities. To rate the quality of ten amenities, facilities, 

and services of relevance to young people on a 5 point scale varying from very good 

to very bad. These were as follows: places to meet, sports facilities, availability of 

jobs (part-time while still at school, and jobs when leaving school), public transport, 

opportunities for further education or training, places to live when leaving home, 

help or advice, health services (on the whole), and entertainment facilities in the area 

of residence. They were also asked to rate on a 4 point scale (varying from very
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important to not important) how important these things were to them personally.

(2007)

5) Awareness about young people’s initiatives. To identify their awareness of any 

young people’s health promotion initiatives or health-related projects in their area of 

residence? If they did know of something, they were then asked to indicate what 

kind of initiatives, projects, or activities they were, and also whether they had 

participated in those?

6) Awareness of the Glasgow Healthy City Project. A simple question was also 

asked to determine whether or not pupils were aware of the project, an international 

health programme set up in 1986, and based on the WHO’s, wider “Health for All” 

programme. If they had, there followed a question about the source of that 

awareness.

7) Happiness with the local area. Pupils were asked to rate their happiness with 

the local area as a place in which to live on 5 point scale varying from very happy to 

very unhappy.

Section eight Pupil’s general statement about life and health

Finally, at the end of the questionnaire, pupils were asked to state anything else they 

wanted to say about their life and health.
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2.3. Analysis o f data

For the purpose of comparing health-related measures between 15 years olds in 

Glasgow between 1987 and 1995, a secondary analysis of data from the earlier 

Twenty-07 baseline survey was carried out (the basic information from which is 

available in Green, Macintyre, and West (1989)). To examine the pattern of the 

changes that occurred over nine years, differences between the two surveys were 

tested for statistical significance, using the chi-square statistic.

For the purpose of examining the associations between each of the outcome variables 

and residential locations with differing socio-economic status in mid adolescence, 

differences between localities were tested for statistical significance, again using the 

chi-square statistic.

The slight gender imbalance (around 15%) (Table 4.1.) found within each area (in 

the NW more males than females, in the SW more females than males) reflects a 

similar ratio found in the earlier study (1987). Clearly, this could contaminate 

overall comparisons between the localities either by masking differences or 

exaggerating them. The significance of this has been overcome by systematically 

examining relationships between variables within each gender, any differences by 

gender being reported in the text (for example psychological well-being or malaise).
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3. Professionals survey

An additional aim of the Adolescents* Health Study was to explore health status, 

health-related issues, and the health needs of adolescents from the point of view of 

professionals who work with young people in the context of different socio­

economic locations of work, and to contrast these with adolescent perceptions. The 

design of this study involved a self-completion questionnaire survey of professionals, 

specifically health care and education professionals in Glasgow. The questionnaire 

took about 10 minutes to complete.

3.1. Procedures

3.1.1 The setting: Two different methods of data collection were used in the survey 

of professional's views, the postal questionnaire method for health care 

professionals, and hand delivered questionnaire for education professionals.

In the case of health care professionals, the names and addresses of GP’s, District 

Nurses, and Health Visitors were chosen from the database of Greater Glasgow 

Health Board. During a five month period, the questionnaires were delivered by the 

investigator to the Consultant in Public Health Medicine at Greater Glasgow Health 

Board, who had responsibility for organising and contacting health care professionals 

in the study areas. The questionnaires were then mailed to all selected health care 

professionals who were asked to return the completed questionnaire in the stamped
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addressed envelope provided. A reminder letter and a duplicate copy of the 

questionnaire was sent out two months later.

In the case of education professionals, the headteacher or his/ her representative 

undertook responsibility for organising and contacting members of staff in the 

school. The questionnaires were given to the school’s senior management team 

(including head teacher, deputy head, and assistant head), guidance team, and other 

members of the academic staff or school based professionals (including the physical 

education teacher, personal and social development teacher, learning support teacher, 

religious education teacher; and school chaplain, school doctor, school nurse, and 

careers officer attached to the school). The reminder was not appropriate for 

education professionals since they were reminded verbally by the investigator or 

headteachers at the time of data collection at the schools.

3.1.2 The Selection o f Subjects: The study background, aims and methodology of 

this study were discussed with relevant authorities and their agreement to co-operate 

and support the project obtained. In the case of educational professionals a key 

person, either the headteacher or his/ her representative, was identified as responsible 

for organising the distribution of questionnaires to members of staff in school. In the 

case of health care professionals, the consultant in public health medicine at Greater 

Glasgow Health Board was identified as responsible for approaching health care 

professionals in the two localities.
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3.2. Sample

The study was limited to health care and education professionals who were working 

in the north-west and south-west of Glasgow.

3.2.1. Response rate: The overall response rate for the whole professionals survey 

was 45% (89 out of 197) with that for education professionals being 60% (63 out of 

105), and that for health care professionals 28% (26 out of 92). The response rate 

was higher in the south-west than north-west with health care professionals in 

particular (35%) responding at a higher rate. The response of health care 

professionals was improved (from 20% to 28%) by sending a reminder letter about 

two months later.

Eight questionnaires were returned uncompleted by health care professionals. These 

were from respondents who noted that they had no contact with adolescents, and did 

not know about adolescent's health status in the area. This could be the case with 

other non-respondents, and suggests that lack of awareness about adolescents' health 

issues may be one factor affecting non-response in this study, not just lack of time or 

interest.

3.2.2. Demographic details o f the professionals (h=89):

The demographic details of professionals are shown in Table 4.3.

3.2.2.1. Occupation, and experience in the area

As can be seen, just under three-quarters of participants (63 out of 89) were 

education professionals. The average length of experience in the locality was 8.1
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years, with no significant difference between education and health care professionals. 

However, when occupation and experience in the locality were considered together, 

differences between the localities emerged. Health care professionals in the south­

west were more likely than their counterparts in the north-west to have longer 

experience of the locality (10.1 years compared with 3.3 years) whilst educational 

professionals had the same length of experience in both localities.

Table 43. Demographic details of the professionals

No. (%) Area of Work
NW SW

No. (%) No. (%)
Profession:
Education 63 (70.8) 40(81.6) 23 (57.5)
Health Care 26 (29.2) 9(18.4) 17 (42.5)
Total 89 (100.0) 49 (100.0) 40 (100.0)

Experience in the area :
less than 1 year 4(4.9) 3 ( 6.5) 1(2.8)
1-4 yrs 26 (31.7) 15 (32.6) 11 (30.6)
5-8 yrs 16(19.5) 10(21.7) 6(16.7)
9-15 yrs 24 (29.3) 12(26.1) 12 (33.3)
16 or more yrs 12(14.6) 6(13.0) 6(16.7)
missing 6(6.7) 3(6.1) 3(7.5)
mean (yrs):
Education 8.3 8.2 8.4
Health Care 7.6 3.3 10.1
Total Sample 8.1 7.3 9.1

3.3. Materials and measures

The study aimed to collect comparable material from professionals and young people 

by using similar questions, particularly in respect of professional’s views about
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young people’s major health-related needs and problems in the two localities. In 

other parts of both questionnaires (professionals, and young people), issues of 

specific concern to professionals and young people were addressed.

The relevant authorities at Strathclyde Regional Council’s Department of Education, 

and Greater Glasgow Health Board reviewed the items of the professionals’ 

questionnaire for content suitability. Additionally, the questionnaire was reviewed 

by headteachers.

3.3.1. Variables:

3.3.1.1 Outcome variables

In the professionals survey, the outcome measures comprised views about: young 

people’s health status, accessibility to health services, major health-related problems, 

socioeconomic issues, and actions to improve young people’s health; vulnerable 

groups; amenities/ facilities/ services for young people or initiatives; and young 

people’s participation in decisions concerning their health care delivery. In addition, 

in the professionals survey some outcome measures were classified in a similar way 

to young people in order to make comparisons.

3.3.1.2. Explanatory variables

The area of work was employed as a major unit of analysis of the outcome measures 

used in the professionals survey. Area of work was operationalized as two variables: 

‘working in the north-west locality’ and ‘working in the south-west locality’.
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In addition, occupation was included in the analyses because of its potential 

association with professionals* views about adolescent's health.

3.3.2. The professionals questionnaire: The purpose of the professionals

questionnaire was to find out their views about adolescents* health in general and 

young people's participation in decisions concerning their health care delivery in 

particular (Appendix 2).

The questionnaire included six sections:

Section one Occupation, address of workplace, and experience in the area

Standard information was gathered about the professionals, including their 

occupation, type of work, and length of experience in the area. These questions 

allowed the researcher to make a judgement about the professionals’ views about 

young people’s issues in the locality.

Section two Vulnerable Groups

Professionals were asked to rank seven ‘client’ groups in the community in terms of 

their vulnerability to health problems using a 3 point scale indicating the extent of 

vulnerability, varying from low vulnerable to high vulnerable. These were: children, 

adolescents, the elderly, women, men, single parents, and people with disabilities. 

Space was provided to name an ‘other’ if they wished.
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Section three Young People’s Health Issues In the Localities

With reference to the area in which they worked, professionals were asked their 

opinion about young people’s:

1) health status, and how this compared to the rest of the city on a 5 point scale 

varying from much better to much worse.

2) accessibility to health services, compared with those in the city as a whole on a 3 

point scale varying from better to worse.

3) major health-related problems, on a 3 point scale varying from little importance 

to high importance. These were: accidents, smoking, drug abuse, alcohol problems, 

mental well-being, and sexually transmitted disease.

4) Socio-economic issues, on a 3 point scale varying from little negative influence 

to high negative influence. The items were: poor socio-economic circumstances, 

poor housing, unemployment, violence, alcohol, drugs, smoking, poor diet, stress, 

family breakdown, poor schooling or education, and poor sports or entertainment 

facilities.

5) actions for improving health, on a 3 point scale varying from little influence to 

high influence. The activities were: set-up self-help groups, seek more information
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or education on health, change lifestyles, take more personal interest or 

responsibility, job creation schemes, demand political action, social change, and 

demand more resources.

Section four Amenities, Facilities. Services for Young People, and Initiatives

1) Quality and importance of services. Professionals were asked to rate the 

quality of ten amenities, facilities, and services of relevance to young people on a 5 

point scale varying from very good to very bad. These were: places to meet, sports 

facilities, availability of jobs (part-time while still at school, and jobs when leaving 

school), public transport, opportunities for further education or training, places to 

live when leaving home, help or advice, health services (on the whole), and 

entertainment facilities. They also rated the importance of these things for young 

people on a 4 point scale varying from very important to not important.

2) Awareness about young people's health promotion initiatives. They were 

asked about their awareness of young people's health promotion initiatives or health- 

related projects in their area of work. If they were aware of any, they were then 

asked what initiatives, projects, or activities they were, and whether or not they had 

participated in them? If they had, they were asked about their role: in initiation, 

planning of priority activities, implementation of project activities, and monitoring or 

evaluation of projects activities?
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3) Awareness about the Glasgow Healthy City Project. A simple question was 

asked to determine professionals* awareness of the project and what this meant to 

them.

Section live Young People’s Participation

Since the assessment of professionals* views about young people’s participation in 

decisions concerning their health care delivery was regarded as important, they were 

asked whether adolescents should be able to participate in decisions concerning their 

health care delivery and, if so, why.

Section six ProfessionaPs general statement about adolescent’s health status 

and problems

Finally, in the last section of the questionnaire, professionals were asked if there was 

anything else they wanted to say about adolescent’s health status and problems.

3.4. Analysis o f data

With respect to the assessment of professionals’ views about adolescents’ health- 

related issues, the data analysis consisted of cross-tabulations by area of work and 

occupation.

With respect to comparing adolescent’s perceptions of concerns and professional 

perceptions of adolescent concerns, those variables that could be compared between 

the samples were presented in percentages.
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The study applied the chi-square test of significance where appropriate. Where the 

expected number in a cell was less than 5, Fisher’s exact test has been used. The 

study followed a convention in referring to anything with a probability of less than

0.05 as ‘significant’.

In tables, the column percentages may sum to 99 or 101 per cent because of 

rounding.

All data collected were coded and inputted onto the SPSS-PC Data Entry Package, 

with the data analysis carried out on the main SPSS-PC analysis package. In 

addition, to examine (1) the pattern of changes that occurred over nine years, and (2) 

whether professionals’ opinion differ from adolescents, the chi square statistic was 

computed on Epi Info 6 (EPI6) statistics program.
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Results o f  Pupil’s Survey

CHAPTER FIVE

RESULTS OF PUPIL’S SURVEY
 ______________________________________________________________________________

1. General profile of young people’s health in 1995

2. Young people’s opinions about area of residence

The pupil’s survey sought information on adolescents’ health and health-related 

problems in relation to residential locations with differing socio-economic status. 

Consequently, pupils who were living outside the study catchment areas (the NW, 

and SW of Glasgow) were excluded.

In this chapter, the results relating to young people’s health in general, and their 

opinions about different aspects of the health-related problems and needs of youth in 

their areas are presented.

1. General profile of young people’s health in 1995

The main objective of the pupils questionnaire was to identify adolescents’ health 

status, perceptions of their health, and their personal concerns. This chapter presents 

the data collected about these indicators separately by area. The data are organised 

into three sections:

1. General indicators of health.

2. General perception of improvement in health.
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3. Concerns and aspirations.

1.1. General indicators o f health

Table 5.1. refers to data on various dimensions of mid adolescents9 physical and 

mental health. In the present study, four core health measures were used comprising: 

longstanding and limiting longstanding illness, self-reported health problems, self- 

rated (general) health, and psychological well-being or malaise measured in this 

study by the 12 item version of the GHQ, the identification of ‘caseness’ being a cut­

off point of 3. In addition, three other health measures comprising: being 

overweight, perceived vulnerability to getting ill, and perceived happiness with life in 

general were used.

1.1.1. Self-reported chronic illness: Respondents were asked the standard GHS 

question relating to whether they suffered from any "longstanding illness, disability 

or infirmity’ and if so whether it limited their activities. The nature of the problem 

was also sought, a question which typically reflects physical rather than mental 

health.

The proportion of young people reporting a longstanding illness was surprisingly 

high in both areas, given the assumptions about the healthiness of adolescents. The 

figures show that in the NW about 15% and in the SW 19% of respondents reported 

a longstanding illness, disability or infirmity that had troubled them over a long 

period of time, and around one in twenty in the NW and one in ten in the SW
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reported this as limiting their activities. There are no statistically significant 

differences between young people in the NW and the SW though the latter tend to 

have higher rates.

Table 5.1. General Indicators of health

NW
%
(«)

SW
%
<“)

P

% Reporting longstanding illness, disability or infirmity 15.1
(28)

18.8
(19)

0.42

% Reporting limiting longstanding illness 

Kind of chronic illness

5.4
(10)

10.9
(11)

0.09

Allergies (asthma, hayfever, eczema etc.) 

Others

4.3
(8)
10.8
(20)

6.9 
(7)
11.9 
(12)

0.34

% Reporting current health problems 20.5
(38)

21.8
(22)

0.80

% Reporting perceived vulnerability to getting ill as 
‘more likely’

3.3
(6)

8.9
(9)

0.04

Overweight
(BMI males>=25.1 , females>=23.9)

M 6.3
(6)

10.5
(4)

0.56

F 7.1
(5)

10.4
(5)

0.63

Psychological well-being or malaise
(GHQ caseness -12 Cut-off point of >=3)

M 22.6
(24)

23.8
(10)

0.88

F 50.0
(39)

54.2
(32)

0.62

% Reporting health as “not good’ in the last year 8.2
(15)

10.9
(11)

0.44

% Rating of perceived happiness with life in general as 
‘strongly happy or happy’

82.1
(151)

80.2
(81)

0.70
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Among the main chronic illnesses spontaneously reported at this age in both areas 

were allergies (about one in twenty) but other conditions such as migraine, weight 

problems, eating difficulties, ear/eye problems, and heart problems were also 

reported by about one in ten. In addition, it is important to note that some 

respondents reported more than one chronic illness.

1.1.2. Current health problems: The next dimension of health examined refers to 

current health problems rather than chronic conditions, although the distinction 

between the two is not always clear-cut. Respondents were asked whether or not 

they had a current health problem(s) and if so, what it (they) was (were) and which 

was the biggest problem. In both areas, around one-fifth identified a current health 

problem (longstanding or symptoms of acute illness). About one in twenty five of 

the sample had an acute problem involving the respiratory system (colds, flu, wheezy 

chest, throat infections etc.), sports injuries, headaches, sickness/ diarrhoea, fainting, 

and convulsions. There were no differences between respondents in the two areas.

In addition, it is important to note that some respondents reported more than one 

problem.

1.1.3. Perceived vulnerability to zettinz ill: With regard to respondent’s perceived 

vulnerability to getting ill, the percentage who felt they were ‘more likely* to get ill 

was relatively low in both areas, with around 3% (in the NW) and 9% (in the SW).
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However, respondents in the SW were significantly more likely to perceive 

themselves as vulnerable.

1.1.4. Overweight: Table 5.1. also shows the proportion overweight (based on 

reported height and weight) among respondents in each area for males and females 

separately. In the NW, around one in fifteen and in the SW one in ten of respondents 

of both sexes were identified as overweight.

There are no statistically significant differences between the NW and the SW.

1.1.5. Psychological well-being or malaise: The next dimension of health examined 

refers to psychological well-being or malaise. The findings show that rates of 

caseness for both sexes in both areas were remarkably high. Around a quarter of 

males and a half of females exhibited symptoms of psychological morbidity of 

potential clinical significance illustrating most vividly the size of the mental health 

problem in mid adolescence.

There are no significant differences between the two localities for either sex. By 

contrast, an expected gender difference is apparent with females having much higher 

rates than males (around twofold) in both areas.

1.1.6. Self-rated health: The pattern of self-rated health, using the percentage 

reporting their health ‘not good’ in the previous year, is also shown in Table 5.1. In 

both areas, around one in ten of respondents regarded their health as ‘not good’, 

while some a half rated their health as ‘good’, and 40% as only ‘fairly good’. There
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is no evidence of a difference between those who were living in the NW and their 

counterparts in the SW.

1.1.7. Happiness with life in general: Happiness was measured by an index that 

takes into account overall feelings of life satisfaction, using the seven point ‘Faces 

scale’. A considerable proportion of subjects (around 80%) in both areas can be 

judged happy with life in general, scoring above the midpoint (1, 2, or 3) on the scale 

(Table 5.1.).

When the association between sex and self-rated happiness was examined, it was 

found that there was no significant relationship between them in either area, although 

girls rated their happiness slightly lower than boys.

1.2. General perception o f improvement o f health

General perception of improvement of health was measured through a simple 

question: What are the most important things you could do to improve your health? 

Several answers could be recorded which were classified into four general categories 

referring to: diet, exercise, fun and relaxation, and no smoking/drinking/drugs (see 

Box 1 for more details).

Table 5.2. refers to data on the most important things respondents said they could do 

to improve their health.
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Box 5.1. Most important things to do to improve health - details

Diet eat healthily, balanced diet, change diet, eat healthy 
foods, eat more healthily, watch what to eat, better 
diet, eat less sweets, go on to diet, eat right food, cut 
down on food intake, eat more fruits, drink more water 
, more vitamins, and take iron tablets regularly

Exercise more exercise, exercise regularly, try to keep fit, 
fitness, and play sports

Fun, Relaxation, Sleeping go qut, go on holiday, go out with friends, go to the 
country, relax, not to worry, forget about exams, sleep 
more, catch up with sleep, and get more sleep

No Smoking / Drinking / not smoking, stop smoking, stay stop smoking , stop
Drags drinking, don’t take alcohol, don’t drink, no drugs, and 

stop using drugs

Other be healthy, keep clean, keep healthy, regular check up 
(doctor), do something for problem to solve, stick to 
medication, and take medicine

A positive finding was that the vast majority (around three-quarters) of both sexes in 

each area thought that ‘exercise’, and ‘diet’ were most important. By contrast, the 

proportion of young people who mentioned ‘fun, and relaxation’, and ‘no smoking, 

drinking, and drugs’ was surprisingly low, although, interestingly the latter was more 

often mentioned by girls (31%) compared to boys (16%).

When the association between area of residence and young people’s views was 

examined, it was found that respondents living in the NW were more likely to rate 

‘fun, and relaxation’ as a positive way to improve health than their counterparts in 

the SW (31.7% versus 7.0%). With respect to ‘no smoking/ drinking/ drugs’, the
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opposite was the case, higher rates being found in the SW compared with the NW 

(37.2% versus 16.8%).

Table 5.2. Improvement of health

Gender

%
(■)

P Area of 
Residence 

%
(n)

P

Male Female NW SW

Diet 72.9 80.6 0.14 78.3 74.4 0.49
(86) (104) (126) (64)

Exercise 83.9 80.6 0.51 81.4 83.7 0.64
(99) (104) (131) (72)

Fun, Relaxation 22.0 24.0 0.71 31.7 7.0 <0.001
(26) (31) (51) (6)

No Smoking / Drinking / 16.2 31.0 <0.01 16.8 37.2 <0.001
Drugs (19) (40) (27) (32)

1.3. Concerns. and aspirations

1.3.1. Aspirations for next year: When pupils were asked what they would ideally 

like to be doing in one years’ time and then what they thought they probably would 

be doing (Table 5.3.), it was found that in the NW respondents were more likely to 

say they would prefer to stay on at school (around three-quarters) than their 

counterparts in the SW (around a half). By contrast, in the SW higher proportions 

expressed a preference for a job or college compared to those in the NW.
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Table 5.3. Aspirations for next year

NW
%
(n)

SW
%
(“)

P

L - P « L P
Stay on at school 73.0 79.6 48.5 58.6 p< 0.001

(124) (125) (48) (51)
Go to college 6.5 10.2 17.2 19.5

(11) (16) (17) (17)
Have job 20.6** 10.2 34.3* 21.8

(35) (16) (34) (19)

■ Like to do
■■ Probably to do
chi-square (like to do/probably to do) in each locality sig at * p<0.05

** p<0.01

As would be expected, a higher proportion of pupils from both areas said they would 

ideally have a job than was actually thought likely (in the NW, 20.6% compared to 

10.2%, and in the SW 34.3% compared to 21.8%).

1.3.2. School ability: At this stage of life (the final year of compulsory education) 

school ability and achievement affects young people’s chances for their future 

(career). In this respect, pupils were asked to rate themselves with regard to 

schoolwork compared to other pupils.

Perhaps not surprisingly, respondents in the NW were more likely to rate themselves 

as above average than their counterparts in the SW, though there is considerable 

variation within each area (Table 5.4.).
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Table 5.4. School ability

NW
%
00

SW
%
00

P

% Rating themselves as: * <0.01
Above average 44.6 27.8

(81) (27)
About average 52.7 62.9

(96) (61)
Below average 2.7 9.3

(5) (9)

* with regard to school work:
above average (as a lot above average or a bit above average)
about average
below average (as a bit below average or a lot below average)

When the association between type of school and self-rated ability was examined, it 

was found that pupils studying at a grant aided school were more likely to rate 

themselves as above average than their counterparts in non-denominational, and 

Roman Catholic schools (55.8% versus 33.7% and 25.7% respectively).

1.3.3. Careers guidance: Pupils were asked ‘have they ever had any careers advice 

or guidance about jobs’.

The majority of respondents in both areas had received guidance about future jobs in 

school (around 90%) or by their family/friends (around 80%)(Table 5.5.). However, 

when also asked ‘which they thought were the most useful sources’ around three- 

quarters of them said the most useful source was their family rather than 

teachers/career officers (around a half), or other sources.
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Table 5.5. Careers guidance

NW
%
(n)

SW
%
GO

% Receiving careers advice or guidance about jobs
In school 91.2 87.0

(166) (87)
Outside school 23.0 15.5

(40) (15)
Family or friends 79.4 80.8

(143) (80)
% Assessment of most useful source of careers guidance

In school: teacher 56.4 53.7
(93) (51)

career officer 40.6 44.2
(67) (42)

other (career exhibition, library) 3.0 2.1
(5) (2)

Outside school: family 73.0 75.6
(116) (65)

friends 20.1 19.8
(32) (17)

careers service/employment agency 7.0 4.7
(11) (4)

1.3.4. Job: Pupils were also asked what kind of job they would eventually like to 

do. These were categorised into three general ‘classes’ under the O.P.C.S. 

classification of occupations (Classification of Occupations-1980).

A strong association was found between the kind of job respondents would like to do 

and their sociodemographic background though again there is wide variation within 

localities (Table 5.6.).
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Table 5.6. Job classification by socio-demographic background

Job classification (social class) 
%
(n)

P

I n 111 (M/NM)
Locality:

NW 37.1 25.9 37.1 <0.001
(53) (37) (53)

SW 8.6 33.3 58.1
(8) (31) (54)

Gender:
Male 33.9 23.7 42.4 0.01

(40) (28) (50)
Female 17.8 33.9 48.3

(21) (40) (57)

Pupils who were living in the NW locality were more likely to aspire to higher status 

jobs than their counterparts in the SW. For example, among young people in the NW 

over a third (37.1%) aspired to social class I jobs compared to 1 in 12 (8.6%) in the 

SW, a more than fourfold difference.

Interestingly, girls in both areas were less likely to indicate they would like the kind 

of job classified as class (I) than males (17.8% versus 33.9).

2. Young people’s opinions about area of residence

The Pupil’s Survey also sought details of young people’s attitudes to a range of 

issues relating to their localities which may have a bearing on health. The data are 

presented separately by area.

The data are organised into four sections:
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1. Opinions about young people's health (overall) in the localities.

2. Opinions about the quality and importance of amenities, facilities, and services in 

the localities.

3. Opinions about young people's health promotion initiatives and health-related 

projects or activities in the localities.

4. Happiness with the local area:

2.1. Opinion about voutts people's health in the localities

Respondents were asked to rate different aspects of young people's health and health 

related issues in the localities. The results are presented in Table 5.7.

2.1.1. The overall health o f vounz people: When asked to compare the health of 

young people in their area with the rest of the city, about a half (49.7%) of 

respondents in the NW locality compared to only an eighth (13.0%) of their 

counterparts in SW expressed the view that the overall health of young people in 

their area was better or much better than the rest of the city (Table 5.7.).

2.1.2. The major health problems for vounz people: When pupils were asked ‘In 

your opinion, which are the major health problems for young people in your area?’ a 

considerable proportion in both areas rated alcohol problems (63.6% in the NW and 

68.3% in SW), smoking (59.0% and 64.4%), and drug abuse (58.8% and 72.0%) as
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of high importance, though only the latter was statistically significant between the 

localities.

Table 5.7. Opinion about young people’s health in the localities

NW
%
(«)

SW

(n)

% Rating of the Overall health of young people in the 49.7 ••* 13.0
locality compared to the rest of the city’ as much better or (92) (13)
better

% Assessing of high importance health problems for young
people in the area

Accidents 13.4 8.2
(23) (8)

Smoking . 59.0 64.4
(105) (65)

Drug abuse 58.8 • 72.0
(104) (72)

Alcohol problem 63.6 68.3
(112) (69)

Depression 11.1 15.3
(19) (15)

Sexual transmitted diseases 20.1 21.2
(34) (21)

% Rating o f‘health care services in local area as compared
to the rest of the city’ as better

GP 26.8 17.8
(49) (18)

Dental health 33.3 ** 17.8
(60) (18)

Drug advice 11.0 18.8
(20) (19)

Mental health 16.9* 7.9
(30) (8)

chi-square (NW/SW) sig at * p<0.05 ** p<0.01 “ * pcO.OOl
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Around one-fifth of pupils in both areas said that sexually transmitted diseases were 

a very important health problems for youth in their locality. In addition, only a 

minority of respondents in both areas thought that accidents (13.4% and 8.2%), and 

depression (11.1% and 15.3%) were important health problems.

2.1.3. The quality o f health services: Young people were also asked their opinion 

about the quality of four health services - GPs, dental health, drug advice, and mental 

health services - in their locality compared to the rest of the city.

Rather similar percentages in the NW (26.8) and SW (17.8) indicated that GPs were 

better in their area of residence than the rest of the city, and only a minority of 

respondents in the NW (11%) and SW (18.8%) thought the same about drug advice 

services, although neither of the differences between the localities was significant.

In respect of dental health and mental health services, however, there were 

differences between the two localities. In the NW, one third (33.3%) of respondents 

expressed the view that dental health services were better in their locality than other 

areas compared with less than a fifth (17.8%) in the SW (Table 5.7.). Corresponding 

figures for mental health services were 16.9% (NW) and 7.9% (SW).

2.2. Opinion about the quality and importance o f amenities. facilities, and services 

in the localities

The quality and importance of amenities, facilities, and services of relevance to 

young people in their locality are described in Table 5.8.. The percentages recording 

amenities as ‘very good’ or ‘good’ and ‘very important’ are presented.
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Overall, there was a large measure of satisfaction with ‘public transport* (70.7% 

NW, 57.4% SW), ‘opportunities for further education/training* (62.8% and 47.5%), 

and ‘health services’ (on the whole) (58.5% and 60.4%) in both areas.

Less satisfaction was reported with amenities such as ‘places for young people to live 

when leaving home’ (9.8% NW, 3.0% SW), ‘places for young people to meet’ 

(12.0% and 8.9%), ‘availability of jobs when leaving school’ (10.4% and 5.0%), and 

‘availability of part-time jobs while still at school’ (18.0% and 9.9%).

As expected, satisfaction with ‘availability of jobs when leaving school’ is very low 

but is regarded as very important in both areas (79.3% in the NW and 89.1% in SW). 

With respect to young people’s satisfaction with amenities, facilities, and services of 

relevance to them, there is little evidence that satisfaction is differentiated by type of 

area.

However, area differences in the percentage rating amenities as good or very good 

were observed in respect of ‘sports facilities’ (56.0% in the NW and just 13.9% in 

SW), ‘public transport’ (70.7% in the NW and 57.4% in SW), and ‘places for young 

people to live when leaving home’ (9.8% and 3.0%).

Interestingly, in the NW young people were more likely to rate ‘sports facilities’ as 

very important to them than those in the SW (57.5% versus 45.5%). Conversely, SW 

respondents rated ‘places for young people to live when leaving home’ as more 

important than their counterparts in the NW (70.3% versus 45.0%). No other 

differences between the areas with respect to the quality and importance of other 

amenities, facilities, and services were statistically significant.
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Table 5.8. Quality and importance of amenities, facilities, and services in the 
localities

Amenities, facilities, and services NW
%
(n)

SW
%)
(*»)

Places for young people to meet v.good or good 12.0 8.9
(22) (9)

very important 58.9 49.5
(106) (50)

Sports facilities v.good or good 56.0 •* 13.9
(103) (14)

very important 57.5* 45.5
(103) (46)

Availability of part-time jobs while still v.good or good 18.0 9.9
at school (33) (10)

very important 45.5* 58.4
(81) (59)

Public transport v.good or good 70.7* 57.4
(130) (58)

very important 52.5 52.5
(94) (53)

Availability of jobs when leaving school v.good or good 10.4 5.0
(19) (5)

very important ' 79.3 89.1
(142) (90)

Opportunities for further education/ v.good or good 62.8 47.5
training (115) (48)

very important 73.7 65.3
(132) (66)

Places for young people to live when v.good or good 9.8* 3.0
leaving home (18) (3)

very important 45.0 ** 70.3
(81) (71)

Help / advice for young people v.good or good 22.0 22.8
(40) (23)

very important 55.8 66.3
(101) (67)

Health services (clinics, doctors etc.) v.good or good 58.5 60.4
(107) (61)

very important 69.4 78.2
(125) (79)

Entertainment facilities v.good or good 23.0 13.9
(42) (14)

very important 52.5 44.6
(94) (45)

chi-square (NW/SW) Sig at * p<0.05 ** p<0.001
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2.3. Youne people's health promotion initiatives and health-related projects or 

activities in the localities

Pupils were also asked about their awareness of any young people's health promotion 

initiatives or health-related projects in their area of residence. Around one in ten 

young people in both areas (10.9% in the NW and 8.9% in SW) were aware of 

initiatives, projects, or activities (Table 5.9.).

Table 5.9. Young people’s health promotion initiatives and health related

projects or activities in the localities

NW SW
% %
(«) 00

Awareness about initiatives / projects / activities 10.9 8.9
(20) (9)

Kind of initiatives / projects / activities : *
Youth Centre / Sports Centre 73.6 66.7

(14) (6)
Boys / Girls Brigade, Boy Scouts / Girl guides 0.0 11.1

(0) (1)
Other Club / Society 26.4 22.2

(5) (2)
Participation in initiatives / projects /activities 48.0 66.7

(8) (6)
Awareness about Glasgow Healthy City Project 5.4 1.0

(10) (1)
* % based on those with knowledge

Among those who knew of something, some two thirds (74% NW, 67% SW) 

identified it as youth or sports centre based and between a half (48% NW) and two 

thirds (66.7% SW) had actually participated in those activities.
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Awareness of the Glasgow Healthy City Project among pupils was extremely low; 

just 5.4% in the NW and 1.0% in SW saying they knew of it , teachers being the 

main source of information.

2.4. Happiness with the local area

Table 5.10. shows respondents’ happiness with the local area as a place in which to 

live. In the SW area, young people were less likely to be happy with their local area 

compared to their counterparts in the NW locality (50.6% versus 65.4%).

Table 5.10. Happiness with the local area

NW
%
(n)

SW
%
(n)

P
value

very / quite happy 65.4 50.6 0.02
(121) (51)

neither happy nor unhappy 21.6 24.7
(40) (25)

very / quite unhappy 12.9 24.7
(24) (25)

3. Summary

Some of the above results are in keeping with findings which are well known from 

several studies of adolescents, and some are new. The main findings can be 

summarised as follows:

|  In the NW about 15% and in the SW 19% of 15 year olds reported a 

longstanding illness, disability or infirmity that had troubled them over a long period
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of time, and around one in twenty in the NW and one in ten in the SW reported this 

as limiting their activities.

In both areas, around one-fifth reported one or more current health problems 

(longstanding or symptoms of acute illness).

|  In the NW around one in fifteen and in the SW one in ten of mid adolescents 

in both sexes were identified as overweight.

Young people in the SW were more likely to perceive themselves as 

vulnerable to getting ill than their counterparts in the NW.

|  In both areas, around a half of 15 year olds regarded their health as ‘good’.

Around quarter of boys and a half of girls exhibit symptoms of psychological 

morbidity.

|  In both areas around 80% of young people can be judged happy with life in

general.

Around three-quarters of both sexes in each area thought that ‘exercise’ and 

‘diet’ were the most important things they could do to improve their health. Girls 

were more likely than boys to rate ‘no smoking/ drinking/ drugs’ as important 

compared to boys. Young people living in the NW were more likely to rate ‘fun, and 

relaxation’ as an improvement to health than their counterparts in the SW. With 

respect to ‘no smoking/ drinking/ drugs’, the opposite was the case.

|  In the NW, young people were more likely to prefer to stay on at school than

their counterparts in the SW. By contrast, in the SW a higher proportion said they 

would prefer to have a job or go to college compared to those in the NW. A large
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proportion of young people from both areas said they would prefer to have a job than 

was actually thought likely.

With regard to schoolwork compared to other classmates, pupils living in the 

NW were more likely to rate themselves as above average than their counterparts in 

theSW.

|  The majority of young people in both areas had received guidance about jobs

in school or by their family/ friends. Around three-quarters of them said the most 

useful source of careers advice was their family rather than teachers/ career officers 

or other sources.

Young people living in the NW were more likely to aspire to higher status 

jobs than their counterparts in the SW. Girls were less likely to indicate they would 

like the kind of job classified as class (I) than boys.

|  About a half of the adolescents in the NW locality and around an eighth of 

their counterparts in the SW expressed the view that the overall health of young 

people in their area was better or much better than the rest of the city.

In both areas, a considerable proportion of adolescents rated ‘alcohol’, 

‘smoking’, and ‘drug abuse’ as very important health problems for young people in 

the locality.

|  Around a quarter of young people in the NW locality and less than a fifth of

their counterparts in the SW indicated that ‘GPs’ were better in their area of 

residence than rest of the city, one-third (NW) and less than a fifth (SW) in the case 

of ‘dental health services’, 11% (NW) and 19% (SW) according to ‘drug advice
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services’, and 17% (NW) and 8% (SW) in the case of ‘mental health services’ 

thought the same.

In the NW young people were more likely to be satisfied with ‘sports 

facilities’ and to rate it as very important to them than those in SW.

|  Around one in ten young people in both areas were aware of youth health 

promotion initiatives, projects, or activities in their area of residence.

In the NW locality, young people were more likely to be happy with their area 

of residence than their counterparts in the SW.

Considering the overall picture, it is apparent that the proportion of ‘healthy’ 

adolescents is lower than is typically assumed. In general, while young people of this 

age appear ‘happy’, this does not mean that they are ‘healthy’ as well. It is also the 

case that on several different health measures, there is little or no differences between 

the areas. Despite relatively large differences between the better-than-average and 

worse-than-average areas according to the perception of young people about services 

and facilities, it is apparent that young people’s opinion about the major health 

problems in both areas were very similar.

There was also a large measure of satisfaction with ‘public transport’, ‘opportunities 

for further education/ training’, and ‘health services on the whole’ in both areas. 

Less satisfaction was reported with availability of amenities such as ‘places for 

young people to live when leaving home/ to meet’, ‘jobs when leaving school’, and ‘ 

part-time jobs while still at school’.
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CHAPTER SIX

COMPARING THE ADOLESCENTS’ HEALTH STUDY FINDINGS WITH

1. General indicators of health

2. Health knowledge

3. School life

4. Life events

5. Concerns, and aspirations

6. Quality of amenities or facilities

For the purpose of assessing change in health status among 15 years olds in Glasgow 

between 1987 and 1995, the results from the Twenty-07 Study are compared with 

those from the present study within each of the two localities (the NW and SW of 

Glasgow). The data are presented in percentage form for each subgroup. To 

examine the pattern of changes that occurred over the nine years, differences between 

the two surveys (within each locality) were tested for statistical significance, using 

the chi square statistic.

The data are organised into six sections:

1. General indicators of health

2. Health Knowledge

THE TWENTY-07 STUDY FINDINGS
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3. School Life

4. Life Events

5. Concerns, and Aspirations

6. Quality of amenities or facilities

It should be remembered that because the Adolescents' Health Study (1995) was 

school based, pupils who were living outside the boundaries of the north-west and 

south-west localities were excluded. The comparisons are based on identical 

postcode sectors to the Twenty-07 Study (1987).

1. General indicators of health

Table 6.1. refers to the health status of respondents in the two surveys.

1.1. Longstanding illness

The findings show that the rate of longstanding illness among 15 year olds has 

declined between 1987 and 1995 in both areas; from 25.1% to 15.1% in the NW and 

24.8% to 18.8% in the SW locality. In respect of the NW locality, but not the SW, 

the difference is statistically significant. Table 6.1. also shows that the rate of 

limiting longstanding illness in the NW has declined (from 10.2% in 1987 to 5.4% in 

1995) though the difference was not statistically significant.
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1.2. Perceived vulnerability to settm s ill

When pupils were asked to determine their vulnerability to getting ill compared to 

others, in the SW an improvement was observed with a quarter (24.8%) stating they 

were ‘less likely' to get ill compared with 37.6% of their counterparts in 1987.

Table 6.1. General indicators of health (1987-1995)

NW SW
% %
(n) (n)

1987 1995 1987 1995

% Reporting long-standing illness 25.1 15.1* 24.8 18.8
(59) (28) (80) (19)

% Reporting limiting long-standing 10.2 5.4 9.9 10.9
illness (24) (10) (32) (11)

% Reporting perceived vulnerability 28.4 30.3 37.6 24.8*
to getting ill as ‘less likely’ (65) (56) (109) (25)

% Reporting health as ‘good’ in the 60.0 55.4 50.6 49.5
last year (141) (102) (163) (50)

Overweight M 4.1 6.3 7.7 10.5
(BMI males>=25.1 , females>=23.9) (5) (6) (11) (4)

F 13.1 7.1 16.4 10.4
(14) (5) (25) (5)

Psychological well-being or malaise

GHQ caseness-12 M 15.7 22.6 7.8 23.8 *•
(Cut-off point of >=3) (19) (24) (11) (10)

F 19.8 50.0 21.5 54.2 ***
(21) (39) (32) (32)

chi-square (1995/1987) sig at *p< 0.05 **p< 0.01 ***p< 0.001

155



Comparing 1995 findings with 1987

1.3. Self-rated health

In respect of self rated health, the overall picture is one of similarity over time in 

both areas among mid adolescents.

1.4. Overweight

The percentage ‘overweight’ as measured by BMI for males in both localities has 

increased between the two studies (4.1% to 6.3% in the NW, and 7.7% to 10.5 in the 

SW). The opposite trend is seen among females (13.1 to 7.1 in the NW, and 16.4 to 

10.4 in the SW), though none of the differences were statistically significant.

It is important to remember that the height and weight measurements (from which 

the BMI was obtained) used in the present study were self reported. A number of 

studies (Steward 1982, Palta et al. 1982, Nieto-Garcia et al. 1990, and Gutierrez- 

Fisac et al. 1995) have obtained results that show an acceptable degree of validity 

and reliability in self reported weight and height, although there is some 

overestimation of height particularly among males, and underestimation of weight 

particularly among females, with a consequent underestimation of BMI.

1.5. Psychological weU-beine or malaise

As can be seen, the level of psychological distress of mid adolescents, as measured 

by the GHQ, has increased over this period in both localities.

Rates of GHQ caseness (cut-off 3) among 15 year old males in the NW (22.6%) and 

SW (23.8%) localities in 1995 were 1.5 and 3 times higher than the 1987 rates
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(15.7% and 7.8%) while among females the rates in the NW (50.0%) and SW 

(54.2%) were 2.5 times those found in 1987 (19.8% and 21.5%). This remarkable 

increase in levels of psychological distress in the nine year period is statistically 

significant for girls in both areas, and for boys in the SW area.

2. Health knowledge

2.1. Health education in school

Table 6.2. presents changes which have occurred between 1987 and 1995 in the 

proportion of 15 year olds who reported having lessons covering specific health 

education topics in school.

Dramatic changes in young people’s health education at school appear to have taken 

place particularly in topics such as smoking, drugs, and sexually transmitted diseases 

(STD) in both areas, alcohol in the SW, and contraception in the NW.

Table 6.2. shows that adolescents were much more likely to receive health education 

in these topics in 1995 than nine years previously. Health education covering 

personal hygiene and exercise, by contrast, shows no statistically significant changes 

over this period in both areas while the proportion of young people receiving health 

education on diet appeared to decline in the NW over this period (46.0% versus 

33.9%). There is no corresponding statistically significant change in the SW (53.4% 

and 54.5% in 1987 and 1995 respectively).
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Table 6.2. Health education in school

NW
%
(■)

SW
%
(■)

1987 1995 1987 1995
Vm Receiving health education on
particular topics in school

Smoking 66.4 83.1 ••• 50.0 69.7 ••*
(156) (154) (161) (70)

Alcohol 70.2 79.7* 42.5 73.7 ••*
(165) (147) (137) (74)

Diet 46.0 33.9 • 53.4 54.5
(108) (63) (172) (55)

Personal Hygiene 66.4 62.4 75.2 77.8
(156) (115) (242) (79)

Contraception 33.2 77.0 **• 34.8 48.5*
(78) (142) (112) (49)

Drugs 73.2 85.6 •* 51.2 89.9 **•
(172) (158) (165) (91)

Child Care 11.1 9.2 18.6 8.2*
(26) (17) (60) (8)

STD 24.3 73.5 •*• 25.8 49.5 ***
(57) (136) (83) (50)

Exercise 66.4 58.9 79.2 83.8
(156) (109) (255) „  .....f f 2 _

chi-square (1995/1987) sig at *p< 0.05 ** p< 0.01 *** p< 0.001

2.2. Perceived most important influences on health

Respondents were also asked to rank six items reflecting influences on people's 

health (Table 6.3.).

Looking after self: In the NW, the importance ascribed to looking after self (e.g. 

taking vitamins, keeping warm, getting enough sleep) as an influence on health has
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declined among young people: in 1987, 44.7% regarded it as the most important 

influence compared to 32.2% in 1995. In the SW, there was no change.

Table 63. Perceived most important influences on people’s health

NW
%
(n)

SW
%
(n)

1987 1995 1987 1995
% Assessing of most influence on health

Looking after self 44.7 32.2 • 37.1 38.5
(105) (57) (119) (37)

Habits 26.4 42.9 ••• 18.1 46.9 **•
(62) (76) (58) (45)

Health Services 9.8 18.1 * 18.1 28.1 *
(23) (32) (58) (27)

Constitution 9.4 15.8* 12.8 10.4
(22) (28) (41) (10)

Environment 9.4 18.6 *• 12.1 22.9 ••
(22) (33) (39) (22)

Luck 0.4 5.1 ** 1.9 8.3 **
(1) (9) <6) (8)

chi-square (1995/1987) sig at *p< 0.05 **p< 0.01 *** p< 0.001

Personal habits: The importance ascribed to personal habits (e.g. smoking,

drinking) as an influence on health has dramatically increased among young people 

in both areas: in 1995, 42.9% in the NW and 46.9% in the SW regarded it as the 

most important influence compared to 26.4% and 18.1% in 1987.
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Health services: The importance of health services as an influence on health also 

increased with 18.1% (NW) and 28.1% (SW) regarding it as most important in 1995 

compared to 9.8% and 18.1% in 1987.

Constitution: There were also statistically significant changes over the period among 

adolescents in the NW involving the importance of the constitution people are bom 

with for health: in 1995,15.8% regarded it as the most important influence compared 

to 9.4% in 1987.

Environment: The importance ascribed to environment as an influence on health has 

also increased in both areas. In 1995, 18.6% in the NW and 22.9% in the SW 

regarded it as the most important influence, about 2 times greater than the rates found 

in 1987 (9.4% and 12.1%).

Luck: Luck, too, appeared to increase as a perceived influence over this period: in 

1995, 5.1% in the NW and 8.3% in the SW regarded it as the most important 

influence compared to less than 1% and 1.9% in 1987.

It is important in assessing these changes to note that in general most of the 

perceived influences on health have attracted more support in the years between 

1987-95. This is at least in part due to different methodologies used in the two 

studies: in the Adolescents' Health study the instrument used was a self-completion
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questionnaire and equal ranking were allowed, the combined effect of which is to 

promote more ‘first choices* than in the earlier interview based Twenty-07 study.

3. School life

With regard to perceptions of school usefulness, pupils were asked the extent to 

which they thought school had been useful for different aspects of their life. The 

results are presented in Table 6.4..

Table 6.4. School usefulness

NW
%
(n)

SW
%
(n)

1987 1995 1987 1995
% Rating of school usefulness as ‘very or 
quite useful’
Job / Career 79.8 85.8 74.9 84.2

(186) (157) (239) (85)
Job Applications 60.9 80.0 ••• 60.1 76.0 **

(143) (148) (193) (76)
Youth Training Scheme Information 52.3 49.7 49.1 65.0 *•

(123) (91) (157) (65)
Adult Life 45.5 62.5 ••* 44.1 63.6 •*•

\ (107) (115) (142) (63)
Behaviour 76.6 67.9* 76.4 74.0

(180) (125) (246) (74)
Money Management 26.4 35.5* 36.4 50.0*

(62) (65) (117) (50)
Parenthood 12.3 27.9 •** 21.7 25.0

(29) (51) (70) (25)
Health 57.9 64.5 66.5 79.2*

(136) (118) (214) (80)

chi-square (1995/1987) sig at * p< 0.05 ** p< 0.01 ,M p< 0.001
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Table 6.4. attests to the fact that young people in both areas were more positive about 

the usefulness of school in 1995 compared with 1987, particularly in respect of 

coping with adult life, how to apply for a job, and how to manage money. In 

addition, this is seen in the NW with respect to becoming a parent, and in the SW 

providing information about YTsS, and how to look after health.

In only one area was there evidence of a reverse trend, and this only in the NW, 

where the perceived usefulness of school on how to behave had declined. No 

statistically significant differences are observed over the period in the usefulness of 

school for doing the job/career young people want to do.

In the 1995 survey, other additional comments were encouraged with 3.1% of 

respondents mentioning things such as increasing confidence, communication with 

others, and becoming more independent as very or quite useful.

4. Life events

Table 6.5. presents data on life events, showing the proportion of young people who 

experienced one or more of 30 events in 1987 and 1995.

In many respects there were few differences in the source and nature of life events 

experienced by young people or either of their parents.

However, as can be seen, in both areas in 1995 about one fifth (20% in the NW and 

20.8% in SW) of respondents reported having been attacked or hurt by someone.
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Nine years earlier, the picture was totally different with 7.4% in the NW and 8.2% in 

the SW experiencing such an event.

Table 6.5. Life events

NW SW
% %

1987 1995 1987 1995
% Reporting have experienced the 
following life events in the past 12 months
Moved to a new house 0.9 7.0 *•* 3.4 14.9 •••
Got a new sibling 1.3 2.2 4.8 3.0
Serious illness in family 11.4 14.6 16.0 15.8
Parent got a new job 19.7 21.1 16.9 19.8
Serious row between parents 11.8 16.8 19.2 22.8
Serious trouble at school 12.1 9.2 10.7 5.9
New step parent 0.9 2.2 2.4 2.0
Serious illness to close friend 6.6 18.9 •** 14.7 22.8
Failed to get into sports team 8.8 5.9 6.1 4.0
Sibling left home 13.2 9.2 19.9 18.8
poor school report 20.2 20.5 14.4 23.8*
Close friend moved far away 11.0 15.7 11.0 8.9
Death of parent / sibling 0.9 2.2 2.0 2.0
Praised for good schoolwork 53.4 57.8 41.7 43.6
Trouble with the police 10.0 15.7 10.3 8.9
New girlfriend/boyfriend 45.9 44.3 45.9 51.5
Joined a new club 31.0 35.7 27.6 20.8
Lost part or spare time job 8.4 6.5 6.2 8.9
Accident happened to you 4.0 5.9 2.7 5.9
Suspended from school 2.6 7.6 8.6 5.9
Got into a sport team 31.3 32.4 23.4 14.9
Parents decided to separate 2.6 1.6 4.8 3.0
Serious row with sibling 16.7 29.7 *• 23.5 26.7
Broke up with girlfnend/boyfriend 26.8 24.9 34.4 38.6
Death of a close friend 5.3 5.4 8.0 12.9
Got a spare or part time job 30.6 34.1 39.1 32.7
Made it up with girlfriend/boyfriend 11.6 11.4 15.6 7.9
Attacked or hurt by someone 7.4 20.0 ••• 8.2 20.8 **•
Parent lost a job 8.3 7.0 11.3 8.9
Changed to a new school 3.1 3.2 4.1 5.9

chi-square (1995/1987) sig at *p< 0.05 ** p< 0.01 *** p< 0.001
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The findings show that the experience of moving to a new house over the past twelve 

months had also increased over this period in both localities (7.0% (NW) and 14.9% 

(SW) in 1995 compared to 0.9% and 3.4% in 1987).

Other minor differences were that in 1995 among young people in the NW the 

experience of serious illness in close friends and a serious row with siblings had 

increased compared with 1987, among those in the SW the experience of a poor 

school report had also increased compared with 1987.

There were no statistically significant differences observed between 1987 and 1995 

in any other items in either area.

5. Concerns and Aspirations

Four measures of concerns and aspirations regarding young people’s plans for the 

future are shown in Tables 6.6. and 6.7..

5.1. Aspirations for next year

Surprisingly, there were relatively few changes in aspirations in either area between 

1987 and 1995 (Table 6.6.). However, among the fifteen year olds in the SW in 

1995, 16.8% said they would like to leave school and go to college, a fivefold 

increase compared to their counterparts nine years earlier in the same area, a change 

accompanied by the decline in the proportion of participants who wanted a job 

immediately after leaving school. Interestingly, in the present survey none of the
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respondents in either area said they would like go on YT, an almost identical result to 

their counterparts nine years earlier (in the NW just 0.9% and in SW 1.6%).

Table 6.6. Concerns and Aspirations

NW
%
(■)

SW
%
(a)

1987 1995 1987 1995
Aspirations for next year (like to do)
Stay on at school 73.6 67.0 46.1 47.5

(173) (124) (148) (48)
Go to college 3.8 5.9 3.4 16.8 •••

(9) (11) (11) (17)
Go on Youth Training 0.9 0.0 1.6 0.0

(2) (0) (5) (0)
Havejob 20.4 18.9 45.8 33.7*

(48) (35) (147) (34)
Other (depends on exams, don’t know) 1.3 8.2 ••• 3.1 2.0

(3) (15) (10) (2)

Careers guidance about jobs

In school 75.3 91.2 ••• 45.2 87.0 •**
(177) (166) (146) (87)

Outside school 18.7 23.0 17.0 15.5
(44) (40) (55) (15)

Family or friends 64.7 79.4 *• 48.4 80.8 •*•
(152) (143) (156) (80)

Ideal age to leave home ■

15-19 43.0 33.7 43.4 28.7
(101) (61) (139) (29)

20-24 46.4 21.5 38.4 19.8

25 or more
(109) (39) (123) (20)
5.1 2.8 7.2 2.0
(12) (5) (23) (2)

No best age 3.4 42.0 7.2 49.5
' (8) (76) (23) (50)

chi-square (1995/1987) sig at *p< 0.05 ** p< 0.01 *** p< 01101
chi-square (diff 1987/1995) NW: 96.44 

SW: 92.86
df=3
df=3

p< 0.001 
p< 0.001
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5.2. Careers guidance about jobs

When participants were asked ‘have they ever had any careers advice or guidance 

about jobs9 the overall picture shows an increase in use in both areas, but particularly 

in the SW (Table 6.6.). In 1995, young people were more likely to have careers 

guidance in school (91.2% in the NW and 87.0% in SW), and advice from family or 

friends (79.4% in the NW and 80.8% in SW) than those in the Twenty-07 Study in 

1987 (75.3% and 45.2% in school, and 64.7% and 48.4% by family or friends).

5.3. Ideal aee to leave home

In respect of this important issue , there was a remarkable change between 1987 and 

1995 which reflects a greater perceived likelihood of staying in the parental home 

among adolescents in both areas. Among the 15 year olds surveyed in 1995, 42.0% 

in the NW and 49.5% in SW stated there was no ‘best age’ to leave home (Table

6.6.). Nine years earlier, hardly any of the Twenty-07 participants had answered in 

this way, the majority expressing much greater certainty about leaving the parental 

home and establishing the independence of adulthood (just 3.4% in the NW and 

7.2% in SW localities).

5.4. Plans for further or higher education

In 1995, mid adolescents were more likely to be flexible or undecided about their 

plans for further or higher education (30.8% in the NW and 43.5% in SW stated that 

their plans depended on exams, or they did not know). Nine years earlier, hardly any

166



Comparing 1995 findings with 1987

of the Twenty-07 participants had answered in this way (4.7% in the NW and 5.3% 

in SW) (Table 6.7.).

Table 6.7. Concerns and Aspirations - Farther or Higher education

NW SW
% •/•
(n) (n)

1987 1995 1987 1995
Plans for further or higher education ■
Yes 68.0 62.2 39.7 41.6

(157) (115) (126) (42)
No 29.0 7.0 55.5 14.9

(67) (13) (176) (15)
Depends on exams 3.0 18.9 4.7 27.7

(7) (35) (15) (28)
Don't know 1.7 11.9 0.6 15.8

(4) (22) (2) (16)
Type of further or higher education
aspiration
University / Polytechnic 53.6 55.6 33.3 7.7 •«

(81) (80) (43) (5)
Teachers Training College 0.6 0.7 2.3 3.1

(1) (1) (3) (2)
Technical College 14.6 10.4 24.0 10.8*

(22) (15) (31) (7)
College of Commerce 4.6 2.8 8.5 10.8

(7) (4) (11) (7)
Secretarial College 3.3 5.5 6.2 7.7

(5) (8) (8) (5)
College of Art, Music or Drama 7.3 6.2 6.2 18.5 *•

(11) (9) (8) (12)
Nursing College 1.3 6.2* 3.9 18.5 •**

(2) (9) (5) (12)
Physical Education College 1.3 7.6 ** 0.8 9.2 ••

(2) (11) (1) (6)
Other 13.2 4.9 14.0 13.8

(20) (7) (18) (9)

chi-square (1995/1987) sig at *p< 0.05 ** p< 0.01 *** p< 0.001 
■ chi-square (diff 1987/1995) NW: 69.09 df=3 P<0.001

SW: 108.65 df=3 p<0.001
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5.5. Type o f further or higher education aspiration

In the 1995 survey, among the young people who had decided to go to further or 

higher education, nursing and physical education became more popular in both areas 

compared to their counterparts nine years earlier (Table 6.7.). The rates in the NW 

(6.2% nursing and 7.6% physical education) and SW (18.5% and 9.2%) localities in 

1995 were much higher than in 1987 (1.3% and 1.3%X3.9% and 0.8%).

In 1995 in the SW locality, the proportion of participants aspiring to 

university/polytechnic (and technical college) had dramatically declined since 1987. 

The figures of 7.7% (university/polytechnic) and 10.8% (technical college) were a 

quarter and a half that of the 1987 rates respectively (33.3% and 24.0%).

Another change occurring only among young people in the SW locality was the 

proportion wanting to go to a college of art, music or drama, an option which 

increased from 6.2% in 1987 to 18.6 nine years later.

6. Satisfaction with amenities, facilities, and services relevance to 

young people in the local area

Table 6.8. shows the proportions of young people whose satisfaction with amenities, 

facilities, and services was very good or good in the NW and SW areas.

The results show an increase in both localities in the level of young people’s 

satisfaction with ‘opportunities for further education/training’ and ‘health services’. 

The proportions rating ‘opportunities for further education/training’ as very
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good/good in the NW (62.8%) and SW (47.5% ) in 1995 were two times higher than 

in 1987 in both areas (31.9% and 25.2%). The percentage rating ‘health services’ as 

very good/good in the NW (58.5%) and SW (60.4% ) in 1995 were 1.4 times higher 

than in 1987 in either area (39.6% and 45.7%).

Table 6.8. Quality of amenities, facilities, and services for young people in the 

localities - % rating as very good or good

Amenities/ Facilities/ Services NW
%
(n)

SW
%
(n)

1987 1995 1987 1995
Places for young people to meet 8.5 12.0 9.6 8.9

(20) (22) (31) (9)
Sports facilities 22.5 56.0 ••* 27.1 13.9 ••

(53) (103) (87) (14)
Availability of part-time jobs while still at 19.1 18.0 10.2 9.9
school (45) (33) (33) (10)
Public transport 75.2 70.6 76.3 57.4 ***

(176) (130) (245) (58)
Availability of jobs when leaving school 5.9 10.4 4.1 5.0

(14) (19) (13) (5)
Opportunities for further education / training 31.9 62.8 *** 25.2 47.5 *•*

(75) (115) (81) (48)
Places for young people to live when leaving 14.9 9.8 6.9 3.0
home (35) (18) (22) (3)
Help / advice for young people 6.9 22.0 ••• 17.4 22.8

(16) (40) (56) (23)
Health services (clinics, doctors etc.) 39.6 58.5 ••• 45.7 60.4*

(93) (107) (146) (61)
Entertainment facilities 11.5 23.0 •• 8.1 13.9

(27) (42) (26) (14)

chi-square (1995/1987) sig at *p< 0.05 ** p< 0.01 ***p< 0.001
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It is also apparent that among respondents in the NW satisfaction with other 

amenities has increased, a pattern not observed in the SW. Thus, satisfaction with 

‘sports facilities’ dramatically increased from 22.5% in 1987 to 56.0% in 1995 (2.5 

times) in the NW while it actually declined among young people in the SW. 

Similarly, in the NW satisfaction with ‘entertainment facilities’ (23.0%) and 

‘help/advice for young people’ (22.0%) also increased and were two and three times 

higher in 1995 than nine years earlier (11.5% and 6.9%). In addition, young people 

in the SW in 1995 were less likely to be satisfied with ‘public transport* (57.4%) 

than their counterparts in 1987 (76.3%).

7. Summary

In the NW the rate of longstanding illness among 15 year olds has declined 

between 1987 and 1995.

|  In the SW young people were more likely to assess their vulnerability to 

illness as ‘less likely’ in 1995 than their counterparts in 1987, i.e. an improvment.

In respect of self-rated health, the overall picture is one of similarity over 

time in both areas among mid adolescents.

|  The level of psychological distress of young people has increased remarkably 

over this period in both localities, particularly among young females.

Major changes in young people’s health education at school appear to have 

taken place particularly in topics such as smoking, drugs, and STD.
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|  In 1995, young people were more likely to regard ‘personal habits’, ‘health 

services’, ‘environment’, and ‘luck’ as the most important influence on health than 

their counterparts nine years earlier.

Between 1987 and 1995 pupils became more positive about the usefulness of 

school, particularly in respect of coping with adult life, how to apply for a job, and 

how to manage money.

|  In 1995, about one fifth of mid adolescents reported having been attacked or 

hurt by someone. Nine years earlier, the picture was totally different with around one 

twelfth experiencing such an event. The experience of moving to a new house had 

also increased over this period .

Among the 15 year olds in the SW in 1995, about one sixth said they would 

like to leave school and go to college, a fivefold increase compared to their 

counterparts nine years earlier in the same area, a change accompanied by the decline 

in proportion of those who wanted a job.

|  In 1995, young people were more likely to have careers guidance in school 

and advice from family or friends than those in the Twenty-07 study in 1987.

There was a remarkable increase in the perceived likelihood of staying in the 

parental home among adolescents in both areas.

|  In 1995, mid adolescents were more likely to be flexible or undecided about 

their plans for further or higher education.

171



Comparing 1995 findings with 1987

Among the young people who had decided to go to further or higher 

education, nursing and physical education became more popular in both areas in 

1995 compared to their counterparts nine years earlier.

|  An increase in both localities in the level of young people's satisfaction with 

'opportunities for further education/ training’, and 'health services’ was observed. In 

the NW, satisfaction with other facilities/ services such as 'sports facilities’, 

'entertainment facilities’, and 'help/ advice for young people’ has increased, a pattern 

not observed in the SW. Young people in the SW in 1995 were less likely to be 

satisfied with ‘sports facilities', and ‘public transport’ than their counterpart in 1987.

In general, the level of young people's psychological well-being has declined 

remarkably, particularly among young females. In 1995 young people were also 

more likely to be living in a violent environment compared to previous generations. 

Staving in the parental home rather than leaving had almost become the norm.

The last decade also witnessed a dramatic increase in young people’s health 

education at school, a change particularly emphasising the importance of individual’s 

lifestyle for health. There is evidence overall that they have become more 

individualistic.
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CHAPTER SEVEN 

RESULTS OF PROFESSIONALS’ SURVEY, AND COMPARISONS OF 

THE VIEWS AND PERCEPTIONS OF ADOLESCENTS WITH THOSE

OF PROFESSIONALS
_________

Two groups of professionals (representing health care and education) were selected 

to investigate their views on young people’s health related issues, from two different 

localities (socioeconomicaly advantaged and disadvantaged). An additional purpose 

was to explore whether their opinions differed from adolescents who were living in 

the identical areas.

1. R esu lts o f p ro fessio n als’ su rvey

The main part of this chapter presents the data obtained in the professionals’ survey 

(1995) comparing the two localities.

The data are organised into six sections:

1. Assessment of vulnerable groups in health terms in the community.

2. Young people’s health issues in the localities.

3. Quality and importance of amenities, facilities, and services for young people in 

the localities.
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4. Young people's health promotion initiatives and health-related projects or 

activities in the localities.

5. Actions for improving young people’s health in the localities.

6. Young people’s participation.

1.1. Assessment o f vulnerable groups in the community

Table 7.1. shows how professionals within each community ranked various groups in 

terms of their vulnerability to health problems.

Table 7.1. Vulnerable groups in health terms in the community

NW SW p
% %

_________________________________________ (5)____iS)_____
% Ranking of ‘client groups in the community in terms 
of their vulnerability to health problems' as high 
vulnerable

Children 34.1 57.9 0.03
(15) (22)

Adolescents 42.2 66.7 0.02
(19) (26)

Elderly 78.3 68.4 0.30
(36) (26)

Women 9.5 34.2 <0.001
(4) (13)

Men 4.8 13.5 0.16
(2) (5)

Single parents 31.8 59.0 0.01
(14) (23)

Disabled 59.1 54.1 0.64
(26) (20)
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Professionals’ general perceptions of vulnerable groups were obtained through the 

question: - Which do you think are the vulnerable groups in health terms in the 

community as whole? It can be seen from this table that there are more differences 

between professionals according to the location of their work than there are 

similarities.

In the SW, professionals were more likely to rank adolescents, children, single 

parents, and women as highly vulnerable client groups in the community compared 

with their colleagues in the NW locality. In addition, there was a significant 

association between professionals’ occupation and the ranking of vulnerable groups 

with health care professionals being more likely to rank ‘adolescents’ (70.8% vs. 

46.7% at p<0.05 level ) and ‘single parents’ (66.7% vs. 35.6% at p<0.001) as highly 

vulnerable than educational professionals.

Overall, other groups including the mentally ill, the homeless, and carers of 

chronically ill and of dementia sufferers were mentioned by only a minority (5.6%) 

of respondents as highly vulnerable.

1.2. Young people's health issues in the localities

This section describes the views of professionals’ about young people’s health issues.

1.2.1. The overall health o f vounz people: When professionals were asked to rate 

the overall health status of young people in terms of health-compromising 

behaviours, accidents etc., in their locality compared to the rest of the city a 

remarkable difference between the areas was observed (Table 7.2.). Around a half
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(49.%) of professionals in the NW locality expressed the view that the overall health 

of young people in their location was better or much better compared to the rest of 

the city. By contrast, in the SW only S.1% expressed this view.

Table 7.2. Young people’s health In the localities

NW
%
(")

SW
%
(n)

P

Overall health of young people in the locality <0.001
compared to the rest of the city

Much better / better 49.0 5.1
(24) (2)

Similar 32.7 43.6
(16) (17)

Much worse / worse 18.3 51.3
(9) (20)

% Rating of ‘Major health-related problems’ as high
importance

Accidents 4.8 0.0 0.49
(2) (0)

Smoking 43.8 48.7 0.64
(21) (19)

Drug abuse 34.7 64.1 <0.001
(17) (25)

Alcohol problems 54.2 71.8 0.09
(26) (28)

Depression 14.3 29.7 0.09
(6) (11)

Sexual transmitted diseases 4.9 11.1 0.27
(2) (4)

Accessibility to health services
0.09

Better 17.0 5.3
(8) (2)

Similar 74.5 84.2
(35) (32)

Worse 8.5 10.5
W (4)
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1.2.2. The major health problems for young people: Professionals were also asked 

to indicate which of several health problems were of most importance for young 

people in their work localities (Table 7.2.).

The majority of professionals in both areas indicated that alcohol problems (54.2% in 

the NW and 71.8% in SW) were of highest importance. Smoking was also 

mentioned as highly important by almost half of professionals (43.8% in the NW and 

48.7% in the SW). As can be seen, accidents (4.8% NW and 0% SW) and STD 

(4.9% NW, 11.1% SW) were regarded as of much lower importance in both 

localities while 14.3% in the NW and 29.7% in SW said that depression was 

important for young people in their locality. None of these differences, however, was 

statistically significant. By contrast, around one-third (34.7%) of professionals in the 

NW, and two-thirds (64.1%) of their counterparts in the SW stressed that drug abuse 

was a highly important health-related problem for youth in the area, a difference 

statistically significant at the 0.1% level. Since additional comments were invited, 

other health problems such as teenage pregnancies and assaults were mentioned by 

7% of professionals.

1.2.3. Accessibility to health services: When professionals were asked their opinion 

about young people’s accessibility to health services in the area compared to the rest 

of the city, rather few differences emerged. In the NW 17.0% and in SW 5.3% rated 

it ‘better’, though the majority (74.5% in the NW and 84.2% in SW) indicated that it
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was similar (Table 7.2.). There were no statistically significant differences between 

the areas in this respect.

1.2.4. Socioeconomic status in the localities and young people's health: To

ascertain professionals* views about the potential significance of a range of 

influences related to socioeconomic background on young people’s health, they were 

asked to indicate which of several possible ‘causes’ had a negative influence on 

young people’s health status in the localities (Table 7.3.).

Table 73. Young people’s health and socio-economic issues in the localities

NW SW p
% %

 (") (°>
% Rating of possible ‘causes* with a negative influence
on young people’s health status in the locality’ as high
influence

Poor socio-economic circumstances 69.6 76.3 0.48
(32) (29)

Poor housing 53.3 62.5 0.39
(24) (25)

Unemployment 61.7 87.5 <0.001
(29) (35)

Violence 29.8 52.5 0.03
(14) (21)

Alcohol 53.2 70.0 0.10
(25) (28)

Drugs 48.9 70.0 0.04
(23) (28)

Smoking 52.2 55.0 0.79
(24) (22)

Poor diet 39.1 52.5 0.21
(18) (21)

Stress 25.0 41.0 0.11
(11) (16)

Family breakdown 42.2 69.2 <0.01
(19) (27)

Poor schooling and education 14.0 12.8 0.88
(6) (5)

Poor sports / entertainment facilities 9.3 35.9 <0.001
(4) (14)
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In general, there were considerable differences between professionals in the two 

localities. Professionals in the SW were more likely to rate unemployment, drugs, 

family breakdown, violence, and poor sports/ entertainment facilities as having a 

negative influence on young people’s health in the locality compared with their 

counterparts in the NW locality (Table 7.3.).

When the difference between health care and educational professionals’ rating of 

influences on young people’s health was examined, it was found that the former were 

more likely to rate ‘stress’ and ‘poor schooling and education’ as important than the 

latter.

A small minority (6%) mentioned other issues (poor pre-school facilities, tension in 

the family, non educated families, peer group pressure to ‘conform’, low self esteem 

and lack of confidence, and poor religious or moral guidance) as having an influence 

on young people’s health.

1.3. Quality and importance o f amenities. facilities. services for voune people 

Table 7.4. refers to the quality and importance of amenities, facilities, and services of 

relevance to young people in the localities.

Overall, the majority of professionals in both areas rated both the quality of ‘public 

transport’ and ‘opportunities for further education/training’ as very good or good 

compared to other services, though in each case the rating was significantly higher in 

the NW compared to SW.
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Among the other services, professionals in both areas rated ‘places for young people 

to meet4, "places for young people to live when leaving home’, and "availability of 

jobs when leaving school’ as notably poor, the latter displaying a statistically 

significant area difference.

Table 7.4. Quality and importance of amenities, facilities, services for young 

people in the localities

Amenities / facilities / services NW SW p
% %

__________________________________________________________ w  (»>
% Rating "quality* as very good or good, and 
"importance* as very important

Places for young people to meet
v.good or good 10.2 5.0 0.45

(5) (2)
very important 69.4 75.0 0.56

(34) (30)
Sports facilities

v.good or good 57.1 10.0 <0.001
(28) (4)

very important 57.1 45.0 0.25
(28) (18)

Availability of part-time jobs while still at school
v.good or good 22.4 2.8 <0.001

(11) (1)
very important 12.2 12.5 1.00

(6) (5)
Public transport

v.good or good 77.6 51.3 <0.001
(38) (20)

very important 28.6 28.2 1.00
(14) (11)

Availability of jobs when leaving school
v.good or good 14.3 0.0 0.03

(7) (0)
very important 91.8 90.0 1.00

(45) (36)
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Table 7.4. (continued)

Amenities / facilities / services NW
%
(«)

SW
%
(“)

P

Opportunities for further education / training
v.good or good 75.5 42.5 <0.001

(37) (17)
very important 81.6 65.0 0.07

(40) (26)
Places for young people to live when leaving home

v.good or good 4.3 2.6 1.00
(2) (1)

very important 52.1 47.5 0.74
(25) (19)

Help / advice for young people
v.good or good 47.8 25.0 0.03

(22) (9)
very important 66.0 55.0 0.43

(31) (22)
Health services (clinics, doctors etc.)

v.good or good 61.7 38.5 0.04
(29) (15)

very important 59.6 52.5 0.66
(28) (21)

Entertainment facilities
v.good or good 27.1 2.6 < 0.001

(13) (1)
very important 38.8 42.5 0.72

(19) (17)

In respect of differences between professionals working in the two areas, there is 

evidence that in most respects the quality of amenities, facilities and services for 

young people is rated worse in the SW than NW. The only two services that show no 

statistically significant differences are ‘places for young people to meet’ and ‘places 

for young people to live when leaving home’, both of which are assessed as of 

particularly poor quality compared to other facilities in the localities.
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The availability of jobs is regarded as of particular importance by professionals in 

both areas (91.8% in the NW and 90.0% in SW).

When differences between health care and educational professionals* were examined, 

it was found that in both areas education professionals were significantly more likely 

to rate ‘public transport*, ‘opportunities for further education/training*, and 

‘help/advice for young people* as good or very good than health care professionals 

(71.4% vs. 50.0% p<0.05, 73.0% vs. 30.8% p<0.001, and 44.4% vs. 11.5% p<0.001 

respectively).

1.4. Youns people's health promotion initiatives and health-related projects or 

activities in the localities

Table 7.5. refers to professionals* awareness about young people’s health promotion 

initiatives and health-related projects or activities in the localities.

Professionals in the NW locality were more likely to be aware of youth-related 

initiatives than those in the SW (65.3% versus 45.0%). Very similar percentages in 

both localities referred to health education projects (87.5% in the NW and 94.4% in 

SW localities) (see box 2), while 65.6% in the NW and 61.1% in SW had 

participated in some projects.

The majority in both areas reported participating in the implementation and/or 

monitoring and/or evaluation of project’s activities (52.4% and 47.6% in the NW, 

and 63.6% and 54.5% in SW localities respectively).
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Table 7.5. Awareness about young people’s health promotion initiatives in the 
localities

NW SW P
% %
00 <■)

% Reporting awareness of initiatives 65.3 45.0* 0.05
(32) (18)

Kind of initiatives *

Health Education 87.5 94.4
(28) (17)

Social Education 9.4 5.6
(3) 0 )

Others 12.5 16.7
(4) (3)

% Reporting participation in initiatives 65.6 61.1 0.74
(21) (ID

Role **

In initiation of activities 28.6 45.5
(6) (5)

In planning of priority activities 33.3 27.3
(7) (3)

In implementation o f project activities 52.4 63.6
(11) (7)

In monitoring and evaluation of projects activities 47.6 54.5
(10) (6)

Other (assisting, delivering, supporting, and resource 38.1 9.1
person) (8) (1)

Awareness of Glasgow Healthy City Project 42.9 60.0 0.11
(21) (24)

* some respondents reported more than one initiative 
** some respondents reported more than one role

Interestingly, education professionals were more likely to be aware of health 

promotion projects than health care professionals (63.5% vs. 38.5% at a p<0.03 

level).
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42.9% of professionals in the NW and 60.0% of those in the SW were aware of the 

Glasgow Healthy City Project (Table 7.5.), with over twice as many health care 

professionals (88.5%) having an awareness compared with education professionals 

(34.9%Xp<0.001). When those who knew about the project were asked what it 

meant to them, 75.6% (34 out of 45) gave an answer. These were classified into 6 

general categories consisting of projects stressing: improvements in the health of 

citizens (38%), reduction in inequality (9%), environment and housing (6%), 

prevention, screening (6%), changed lifestyles (35%), and others (6%).

Box 7.1. Kind of initiatives / projects - details

Health Education

Social Education

North-West Locality:
Lifestyle Programme, Health Club, Teenage Drop-In, Anti- 
Smoking, Healthy Eating, Community Police “Drug Awareness 
Seminars”, Drugs Education, Drugs Awareness Initiative, 
Immunisation Campaign, Police-Operation Eagle, Police 
Community Involvement Drugs Awareness Seminars, Health 
Education Classes, HTV initiative, Drugwise, Young Women 
Taking Drugs Seriously Seminar, Alcohol Education, Personal 
Hygiene, No Smoking Day, Sexual Health Input, Health Week 
& Health Day, First Aid, Non Alcoholic Drink, and Health and 
Safety at Work

South-West Locality:
Caring Health Advice Teenagers “CHAT” Centre, Drop in 
facility for health education in Health Centre, Support & 
Advice Group at Health Centre, Drug Project, Drugwise, 
Greater Pollok Regeneration Alliance Health Group, Drug 
Rehabilitation / Counselling, Local Health Board Policy for 
Young People, Promotion of Sexual Health, Healthy Diet 
Campaign, and Sex Education

Elements in schools’ SE Course, PSE Lessons
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1.5. Actions for improving voune people's health in the localities

Table 7.6. refers to professionals’ recommendations for actions that could be taken to 

improve health in the local area. In both areas, the majority of professionals believed 

that actions involving 'taking more personal interest and responsibility’, and 

'changing lifestyle’ could lead to improvements in health.

Table 7.6. Actions for improving young people’s health in the localities

NW SW p
% %

  (■») (")
% Rating of ‘kind of actions which local young people
could do in order to improve their health’ as high
influence
Set-up self-help groups 6.5 13.5 0.46

(3) (5)
Seek more information and education on health 23.4 35.1 0.24

(11) (13)
Change lifestyles 61.7 71.8 0.32

(29) (28)
Take more personal interest and responsibility 65.3 76.9 0.23

(32) (30)
Job creation schemes 27.7 48.6 0.04

(13) (18)
Demand political action 28.3 28.2 0.99

(13) (11)
Social change 40.4 51.4 0.32

(19) (19)
Demand more resources 31.9 44.7 0.23

(15) (17)

More radical solutions such as ‘setting-up self-help groups’ and ‘demanding political 

action’ were expressed by only a minority in both areas.
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In the SW locality, professionals were more likely to believe that ‘job creation 

schemes' could influence young people's health compared to their counterparts in the 

NW (48.6% versus 27.7%).

1,6. Youtts people's participation

Professionals' opinions about young people's participation were assessed through a 

question: “Should adolescents be able to participate in decisions concerning their 

health care delivery? According to your answer, please make a short comment”. The 

vast majority (91.0%) of professionals in both areas believed that young people 

should be able to participate.

Of those who provided reasons for their views (84.3%), 6 general categories could be 

discerned: enable services and provisions to be tailored to adolescents’ needs (24%), 

adolescents should have a voice (21.3%), partnership (18.7%), improve motivation 

and self-esteem (14.7%), increase likelihood of better outcomes (6.7%), and 14.0% 

gave heterogeneous answers.

2. Comparisons of the views and perceptions of adolescents with 

those of professionals

To promote the health of young people, it is necessary to assess their need and the 

resources available to meet them, and also to identify the degree to which the 

opinions of young people (as a potential clients) and those of professionals (as a
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youth’s service providers, administrators, and policy makers) coincide or diverge. 

Therefore, in the last part of this chapter professionals’ views about adolescents’ 

health-related issues are compared with adolescents own perceptions.

Table 7.7. presents a comparison of the adolescents’ own ratings of the health and 

major health problems of young people compared with that of professionals in each 

locality.

Table 7.7. Comparison of adolescents’ own self ratings about ‘young people’s 

health issues in the localities’ with professionals rating of young

people’s health issues in the localities ■

NW
%
(*>)

SW
%
(n)

YP P YP P
% Rating of ‘overall health of young people 49.7 49.0 13.0 5.1
in the locality compared to the rest of the (92) (24) (13) (2)
city’ as better or much better

% Rating of ‘Major health
related problems’ as high importance

Accidents 13.4 4.8 8.2 0.0
(23) (2) (8) (0)

Smoking 59.0 43.8 64.4 48.7
(105) (21) (65) (19)

Drug abuse 58.8 34.7 ** 72.0 64.1
(104) (17) (72) (25)

Alcohol problems 63.6 54.2 68.3 71.8
(112) (26) (69) (28)

Depression 11.1 14.3 15.3 29.7
(19) (6) (15) (11)

Sexual transmitted diseases 20.1 4.9 • 21.2 11.1
(34) (2) (21) W

■ YP : Young people P : Professional 
chi-square (YP/P) Sig at * p<0.05 “  p<0.001
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In general, adolescents' perception of the health and health concerns of young people 

in general are quite similar to those of professionals who work with young people in 

their localities. In the NW, around a half of both groups (49.7% of young people and 

49.0% of professionals) stated that the overall health of young people in the locality 

was better than the rest of the city, compared with just 13.0% and 5.1% respectively 

in the SW.

When both groups were asked to rate young people’s major health problems in the 

locality, in the SW it was found that there were no statistically significant differences 

between professionals and young people’s assessments. In the NW, there is some 

evidence that professionals might under-estimate the importance of certain problems: 

among young people, drug abuse (58.8%), and STD (20.1%) were each rated highly 

important problems compared with 34.7%, and 4.9% of professionals.

When adolescents and professionals were asked to rate the quality and importance of 

youth-related amenities, facilities, and services in the area, there is also some 

evidence of differences between the two groups with respect of the quality of 

services in general, and importance of those in particular (Table 7.8.).

Places for young people to meet In both localities, around 90% of both groups rated 

this facility as low. In the SW, interestingly, this was accorded more importance by 

professionals than young people themselves.
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Table 7.8. Comparison of young people’s opinion about quality and importance 

of amenities, facilities, services in the localities, with professionals

Amenities / facilities / services NW
%
(n)

YP

SW
%
(“)

YP
% Rating ‘quality’ as very good or good, 
and ‘importance’ as very important

Place for young people to meet
v.good or good

very important

Sports facilities
v.good or good

very important

Availability of part-time jobs while still 
at school

v.good or good 

very important

Public transport
v.good or good 

very important

Availability of jobs when leaving school
v.good or good

very important

Opportunities for further education / 
training

v.good or good 

very important

12.0 10.2 8.9 5.0
(22) (5) (9) (2)
58.9 69.4 49.5 75.0 *<
(106) (34) (50) (30)

56.0 57.1 13.9 10.0
(103) (28) (14) (4)
57.5 57.1 45.5 45.0
(103) (28) (46) (18)

18.0 22.4 9.9 2.8
(33) (11) (10) (1)
45.5 12.2 **• 58.4 12.5 *•
(81) (6) (59) (5)

70.7 77.6 57.4 51.3
(130) (38) (58) (20)
52.5 28.6 *• 52.5 28.2*
(94) (14) (53) (11)

10.4 14.3 5.0 0.0
(19) (7) (5) (0)
79.3 91.8* 89.1 90.0
(142) (45) (90) (36)

62.8 75.5 47.5 42.5
(115) (37) (48) (17)
73.7 81.6 65.3 65.0
(132) (40) (66) (26)
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Table 7.8. (continued)

Amenities / facilities / services NW
%
(n)

SW
%
(n)

YP P YP P
Places for young people to live when
leaving home

v.good or good 9.8 4.3 3.0 2.6
(18) (2) (3) (1)

very important 45.0 52.1 70.3 47.5 •
(81) (25) (71) (19)

Help / advice for young people
v.good or good 22.0 47.8 ** 22.8 25.0

(40) (22) (23) (9)
very important 55.8 66.0 66.3 55.0

(101) (31) (67) (22)
Health services (clinics, doctors etc.)

v.good or good 58.5 61.7 60.4 38.5 •
(107) (29) (61) (15)

very important 69.4 59.6 78.2 52.5 ••
(125) (28) (79) (21)

Entertainment facilities
v.good or good 23.0 27.1 13.9 2.6

(42) (13) (14) (1)
very important 52.5 38.8 44.6 42.5

(94) (19) (45) (17)

chi-square (YP/P) Sig at * p<0.05 *« p<0.01 »♦» pcQ.001

Sports facilities In both localities, their assessments of sports facilities were 

remarkably similar. In the NW, both young people and professionals were more 

likely to rate the quality of this services as good or very good compared to their 

counterparts in the SW.

Availability o f part-time jobs while still at school In both localities, this service was 

rated as very important by a higher proportion of young people than by professionals.
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Public transport In both localities, more than a half of both groups rated this service 

as high quality, but this was given more attention by young people than 

professionals.

Availability o f jobs when leaving school In both localities, the vast majority of both 

groups identified this as low quality. In the NW, interestingly, significant differences 

were found between the two groups in respect of this (79.3% of young people 

compared with 91.8% of professionals).

Opportunities for further education /  training In both localities, there is evidence of 

similarity between the two groups in respect of assessment of opportunities for 

further education.

Places for vouns people to live when leaving home In both localities, the vast 

majority of both groups rated this as low quality. In the SW, the importance of 

homes for young people occupied less attention by professionals than young people 

themselves.

Help/advice for vouns people In the NW, interestingly, professionals were more 

likely to rate the quality of this as good or very good compared to young people 

(47.8% versus 22.0%).
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Health services Interestingly, in the SW, a higher proportion of young people rated 

‘health services’ as good or very good than professionals (60.4% versus 38.5%).

Entertainment facilities In both areas, there was no significant difference between 

the two groups in respect of this facility.

3. Summary

In general, there were considerable differences between professionals’ views 

about young people’s health-related issues in the two localities.

|  In the SW, professionals were much more likely to express the view that the 

overall health of young people is worse than the rest of the city compared to 

professionals in the NW.

In the SW, professionals were more likely to record ‘adolescents’ as a ‘highly 

vulnerable client group’ in the community than their colleagues in the NW.

|  Alcohol problems and smoking were mentioned as very important health 

problems for young people by the majority of professionals in both areas. However, 

professionals in the SW were more likely to stress drug abuse as an important 

problem than those in the NW.
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There was no differences between areas in respect of professionals’ opinions 

about young people’s accessibility to health services compared to the rest of the city. 

|  Professionals in the SW were more likely to rate unemployment, drugs, 

family breakdown, violence, and poor sports or entertainment facilities as having a 

negative influence on young people’s health in the locality than their counterparts in 

theNW.

In most respects the quality of amenities, facilities and services for young 

people are rated worse in the SW than NW by professionals

|  Professionals in the NW locality were more likely to be aware of youth- 

related initiatives than those in the SW.

In both areas, the majority of professionals believed that actions on the basis 

of ‘individualism’ rather than ‘community-based’ approachs were important for 

improving young people’s health.

|  The vast majority of professionals in both areas believed that young people 

should be able to participate in decisions concerning their health care delivery.

Comparison between professionals and young people showed that 

adolescents’ perceptions of the health of young people in general and health concerns 

were very similar to those of professionals who work with them in their localities. 

This pattern was also found between young people and professionals’ assessments of 

youth-related amenities and services in many respects, in each locality.
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These findings present a paradox for while the assessments of professionals and 

yoiinp people about the health of voung people in general are similar (and do 

differentiate the areas), this is not bom out by the evidence relating to young people’s 

own health. No such differences between the areas are apparent when the 

individual’s focus is on himseliTherself rather than the community at large.
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CHAPTER EIGHT

DISCUSSION OF METHODOLOGICAL ISSUES, DISCUSSION OF

RESULTS , CONCLUSION AND RECOMMENDATIONS

The overall aim of the Adolescents ’ Health Study was to determine the health status 

and health needs of adolescents, particularly from a public health point of view, 

through:

(1) assessing health and health-related problems and needs of adolescents with 

particular reference to different socio-economic context.

(2) providing an evaluation of existing services as they apply to young people from 

the point of view of young people themselves, and that of professionals who work 

with adolescents (directly or indirectly) concentrating on the availability of resources, 

and gaps in provision.

The intention in the present study has also been to compare adolescents’ health and 

well-being between two contrasting localities and to document changes over the time 

period 1987-95 in health and health-related measures.

This final chapter consists of three sections. In the first section, some 

methodological issues are considered; in second section the study results are 

discussed; and in the third section some conclusions and recommendations are 

presented.
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1. Discussion of methodological issues

A repeated cross-sectional survey is the most appropriate and straightforward design 

to provide a series of survey estimates to monitor change in a population over time 

(Duncan and Kalton 1987, Smith et al. 1994). Nevertheless, the survey estimates 

need careful interpretation, as any observed change may be due to differences 

between samples and methods rather than to true population (young people) changes. 

This problem is particularly apparent in the present research where (1) clustered 

samples such as the school-based sample utilised in the Adolescents’ Health Study 

are compared with the stratified clustered residence-based (postcode) random 

samples used in the Twenty-07 Study nine years earlier, and (2) the methods of data 

collection in this study were gathered anonymously through a self-completion 

questionnaire while in the former study most of the data were gathered through face- 

to-face interview (the young person was also given one self-completion questionnaire 

about diet, worries, and opinions, and another one including the GHQ-12 and a life 

event checklist).

Care, therefore, needs to be taken in the interpretation of findings between the two 

studies. However, in major respects, many of the potential problems were overcome. 

First, the respondents in both studies were of the same age, the criteria for inclusion 

in the Twenty-07 study being a birthdate within the age range for the S4 school year 

group. Second, the postcode data provided by young people in this study allowed for 

the exact matching of residential areas, those living outside the NW and SW being 

excluded. Third, for the most part (and importantly in relation to the GHQ and life
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events), the method of data collection (via self-complete questionnaire) was the same 

in both studies. This was not, however, the case in respect of chronic illness and this 

may be a factor in accounting for differences between 1987 and 1995. All these 

reasons suggest that the comparisons between the two samples reflect true 

differences in the population.

While the power of the study was adequate for detecting moderate or large 

differences (i.e. 10% or more) between the two surveys (to examine the pattern of 

changes over time) or between the two locality samples (to examine differences in 

outcome variables between residential locations), small differences may not be 

detected with these sample sizes. For example, for the comparison of proportions 

reporting long-standing illness in the NW locality in the 1987 and 1995 surveys 

(Pi987=0.25 (n=250), Pi995=0.15 (n=185)) the study has greater than 80% power to 

detect a difference of 10% (e.g. 25% vs. 15%) at the 5% significance level.

For comparison of proportions rating ‘fun and relaxation’ as a positive way to 

improve health between two localities in the 1995 survey (Pnw=0.32 (n=185), 

Psw=0.07 (n=101)) the study has greater than 99% power (Machin and Campbell 

1987).

Inevitably, however, in any investigation there are limitations. In this case at the 

request of most schools, it was necessary to restrict the sample size to half the school 

year group. A bigger sample would have increased the power of the study to detect 

smaller differences, and it is possible therefore that if the same results had been 

obtained, the conclusions would have been different.
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2. Discussion of results

There were five main research questions relating to adolescents’ health status and 

needs that were investigated. These were as follows:

1. What is the health status of adolescents in general, and what are their health 

concerns, and aspirations?

2. Do adolescents who live in socio-economically disadvantaged areas differ

from adolescents in more advantaged areas in this respect?

3. Do Glaswegian mid adolescents’ health status and concerns in 1995 differ

from those of their counterparts surveyed nine years earlier?

4. Do professionals who work with adolescents (directly or indirectly) in socio­

economically disadvantaged areas have different views about the health status and 

health needs of young people compared to those working in more advantaged areas?

5. Do professionals’ opinions about different aspects of the health of young 

people living in a geographical area differ from the views of adolescents themselves 

who are living in the same geographical area?

The aim of this section is to present the main (key) points and interpret the findings 

relating to the central aims of the study. Although this is not primarily a qualitative 

study, young people and professionals did provide unsolicited comments and these 

are used to aid interpretation in order to give the reader a better idea about 

respondents’ views and concerns.
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The discussion focuses on the following issues, with special reference to the 

localities:

(a) the samples under study

(b) adolescents’ health status and well-being.

(c) perceptions of health-related issues, social environment, and personal concerns.

2.1. The samples under study Ipupils and professionals sample)

The Adolescents’ Health Study was limited to pupils aged 15 in their last compulsory 

year of schooling who were studying in nine secondary schools in the north-west and 

south-west of the city of Glasgow. In order to represent those resident in the NW and 

SW, only those with postcodes within these areas were retained. The response rate in 

the NW (91%) was higher than in the SW (85%) which reflects known differences in 

absence rates between the areas (SRC Department of Education 1995).

With respect to area of residence, 100% of the SW sample and about 2.2% of the 

NW sample were living in more deprived areas as defined by Carstairs and Morris- 

1991 (McLoone 1994) such that comparisons between them indicate differences 

between socio-economically advantaged and disadvantaged areas. It is not, therefore, 

surprising that young people resident in the more deprived locality (SW) were less 

likely to live in a household with family car ownership, and more likely to have more 

siblings. Similarly, about four in five of the NW sample compared to almost half the 

SW sample described their family as intact, confirming the association between
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greater deprivation and single parent household (Sweeting and West 1995, Child 

Poverty Action Group 1996).

With respect to the professional’s survey, around one in two of professionals replied, 

with education professionals being twice as likely to respond than health care 

workers. Lack of awareness about adolescents’ health issues (as mentioned by some 

professionals who returned uncompleted questionnaire) may be a major contributing 

factor to non-response in this study, rather than simply lack of time or interest. The 

mean length of experience of working in the localities was 8.1 years, a long enough 

time to develop a sound knowledge about the issues they were asked about. 

Interestingly, the response rate was higher in the SW than NW with health care 

professionals in particular responding at a higher rate. This may reflect their longer 

experience of the locality and their greater awareness of the local community’s health 

issues and young clients in particular.

2.2. Adolescents * health status and well-being

There is a popular assumption of youthful healthiness. However, the findings on a 

range of measures of adolescents’ health status and well-being produces a varied 

picture and challenges that assumption. But what is ‘health’ or ‘healthiness’? And 

how can health and well-being be measured? At its simplest, the term ‘health’ could 

be used to define a physiological, a psychological, and a social ‘state’. There are
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different definitions of health: ‘absence of disease’ (medical view of health) for 

example, ‘a complete state of well-being’ (positive but idealistic view of health’, and 

‘a resource for living - WHO 1984c’ (material-structural-cultural view of health)). 

However, people themselves create and re-create the meaning of health and illness 

through their life’s experience. People’s perception of their own state of health 

influences how they define health (Cox et al. 1987). Adults are more likely to view 

health in terms of function and coping; carrying out household tasks, managing to 

work, being able to get around. Young people frequently define it in terms of fitness, 

energy, vitality and strength, emphasising positive attainment and a healthy lifestyle.

While there are many different definitions of health, in this study health has been 

defined as the absence of disease, because it is generally relatively valid and easy to 

record reported illness, disease, or sickness. By contrast, reporting ‘health’ is rather 

problematic.

General indicators of health

Chronic illness and current health problem About one in six of 15 year olds in both 

the NW and SW samples reported a long-standing illness, disability or infirmity that 

had troubled them over a long period of time, and around 8% reported this as 

limiting their activities. The overall picture is consistent with that found in several 

British or Scottish national studies at age 15 (West et al. 1994), though there is no
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evidence of an increase over time as suggested by Woodroffe et. al. (1993). In 

common with other studies (West 1988, Foster et al. 1990, West et al. 1990, 

Rahkonen 1992, Glendinning et al. 1992, Hendry et al. 1993), there were no 

differences between the advantaged and disadvantaged areas. In addition, around 

one-fifth in both localities reported one or more current health problems (long­

standing or symptoms of acute illness), a finding which is again not consistent with 

the assumption of youthful healthiness.

Overweight Using a measure of BMI (based on self-reported height and weight), 

around one in thirteen of mid adolescents of both sexes were identified as 

overweight. Further analysis again showed no differences between the localities in 

this respect, although caution has to be exercised in interpretation because 

anthropometric measures at this age may have little validity as an indicator of 

overweight and obesity in individuals still in the growth period (under 20) (Harlan et 

al. 1988).

Self-reported general health The proportion of respondents regarding their health as 

only ‘fairly or not good’ (around a half of them) also suggests a picture not consistent 

with youthful healthiness. This finding may reflect the complex mix of physio- 

psycho-social factors such as physical fitness, energy, ability to cope physically, 

mentally, and socially, and enjoyment underling adolescents' understanding of 

health. In addition, young people are more likely to view health in terms of vitality
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and strength, emphasising positive attainment and a healthy lifestyle (Cox et al. 

1987).

Some respondents expressed their views about their health in the following fashion: 

NW - ‘My health is very good. I’m lucky, I’ve never had any major problems.’

SW - ‘I’m fit and healthy and I’m always physically active.

In respect of self-rated health, the overall picture is one of similarity between the 

localities, and over time in both areas among mid adolescents. Further analysis also 

showed that there was a strong association between self-reported general health and 

psychological morbidity among respondents.

Psychological morbidity Around a quarter of boys and half of girls in both the NW 

and SW exhibited symptoms of psychological morbidity. Overall, the picture is 

again not commensurate with one of healthiness, but, whereas with respect to 

physical health this usually applies equally to both sexes, for psychological malaise 

young females typically exhibit poorer health (Fichter et al. 1988, Avison and 

McAlpine 1992, Glendinning 1994). Avison and McAlpine (1992) suggested this 

was due largely to higher levels of self-esteem among males. For example, as some 

young females expressed:

NW - ‘I am quite healthy but I get fed up and depressed very easily.’

SW - ‘I just wish I didn’t worry so much.’

NW - ‘I am quite self-conscious about my weight and it bothers me when people 

call me fat.’
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SW - ‘My health has been quite stable at the moment but on occasion I feel very ill 

which lowers my self esteem. It makes me worry more about the future even 

though the disease I have isn’t serious. I think I worry too much and my health 

situation is more of a case of mind over matter.’

Adolescence is quite often a period of personal adjustment and stress. Psychological 

disturbance in young people ranges from minor transient emotional problems to 

serious psychiatric disorder. In addition, the nature and quality of family life, 

environmental factors, feelings about school, and peer relationships can affect 

adolescent mental health (D* Arcy and Siddique 1984, Meijer 1989, Lee et al. 1989, 

Cairns et al. 1991, Avison and McAlpine 1992, Rubenstein et al. 1992, Wolman et 

al. 1994). As some respondents stated:

NW - ‘Sometimes I feel pressured about school and I often feel my health isn’t 

good due to this but when I am with my friends and we talk about it, it lifts a 

whole lot off my shoulder.’

SW - ‘I have a happy home life and friends who I get on well with and have a 

good time with. I feel I am doing reasonably well in school and I am generally 

happy with my aim in life.’

NW - ‘Being at the age I am, I find it difficult to get on with my parents and be 

allowed to do things I want. That is what mainly causes problems for me and my 

mum is a hard person to reason with.’

SW - ‘I feel sad when my mum feels lonely because she is missing my dad.’

As might be expected, some of these statements are supportive of an association 

between adolescents’ psychological distress and negative life events such as a serious
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illness or injury to a family member, a death of family member, breaking up with 

friends, and conflicts (a serious row between parents or with siblings, and having 

been attacked). For example:

NW - ‘I have a lot of problems at home because my father has returned from 

hospital after suffering a stroke. My mother has had to look after him, work and 

also run the shop he owned. He is paralysed down his right side. My mother and 

father are constantly fighting and I get included too.'

Two more cases illustrate a similar point:

NW - ‘My dad died a year past in February after a long illness so over the past 

year I have quite often become depressed and not been able to cope with my 

schoolwork.’

SW - ‘My life has been depressing over the last 3 years, for example my parents 

splitting up and me having to look after my sister. It is really depressing and 

putting me under a lot of pressure.

The study findings show that the level of psychological distress of young people has 

increased remarkably over this period in both localities, particularly among young 

females. Nevertheless, it is also the case that in many respects the life events 

experienced by young people or either of their parents have changed rather little, 

though they were more likely to experience having been attacked or hurt by someone 

than their counterparts nine years earlier. It seems, therefore, that the increase in the 

prevalence of psychological distress that has occurred between 1987 -1995 is not just 

due to the nature of specific life events experienced by them. Perhaps, more general 

factors such as personal concerns and worries - particularly relating to school life and
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careers - are part of the picture. In addition, as a result of the rapidly changing nature 

of society today, many additional external stresses are brought to bear on young 

people (expectations, values, aspirations, opportunities, and barriers). The transition 

to adulthood (leaving school and entering work or higher education; leaving one’s 

family of origin to set up a new home; becoming involved in sexual relationships, 

and eventually cohabiting or marrying; becoming a parent, and perhaps hill 

participation in society) have all become more difficult for young people today 

compared with an earlier generation. It seems the bridge between adolescence 

(dependency) and adulthood (independence) has been prolonged. The transition to 

adulthood may never have been easy; today’s adolescents are experiencing more 

associated stresses.

Interestingly, whilst most of the general indicators of health show no differences 

between the localities, about half of the adolescents in the NW locality and only an 

eighth of their counterparts in SW expressed the view that the overall health of 

young people in their area was better or much better than the rest of the city. 

Similarly, in the SW, professionals were also much more likely to express the view 

that the overall health of young people was worse compared to the rest of the city 

while their counterparts in the NW expressed the opposite. There is thus a paradox 

between the findings about the health of young people themselves (which shows little 

or no difference between areas with different socio-economic profiles) and what they 

say about the health of young people in general in their area, a view shared by

206



Discussion, Conclusion, and Recommendations

professionals. One possible explanation for these differences in findings may be that 

in thinking about the overall health of young people, a combination of matters such 

as lifestyle, family relationship, social environment, appearance, fitness, and 

vulnerability to getting ill are taken into account, a more holistic view in which 

health and its causes are conflated. As one professional in the SW stated:

‘I believe the adolescents in our area are less healthy. Many of them take 

insufficient exercise and eat too much unhealthy food. Many of them appear to be 

overweight and unfit.’

Another possible explanation of this paradox may be that young people and 

professionals alike have a stereotype of the health profile of their area and they echo 

the rhetoric in their views. Professionals in the SW were more likely to rate 

unemployment, drugs, family breakdown, violence, and poor sports or entertainment 

facilities as having a negative influence on young people’s health in the locality than 

their counterparts in the NW. Interestingly, professionals in the SW were also more 

likely to rate adolescents as a highly vulnerable client group in the community than 

their colleagues in the NW.

2.3. Perceptions o f health-related issues. social environment. and personal 

concerns.

Health is an experience of well-being that is very much dependent on the social, 

economic, political, and cultural conditions in which people live. Health is also
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linked to the availability of amenities, facilities and services such as health services; 

welfare services; education; and sports, recreation, and entertainment facilities. 

While, with respect to general indicators of the health of adolescents, the findings 

challenge (1) the popular assumption of youthful healthiness and (2) class inequality 

in health of young people, the study results also suggest that other aspects of young 

people’s health such as concepts of health (beliefs), concerns about health and health 

problems , perceptions, and values that define health and illness behaviours with a 

potential role for young people’s future life and consequences for health status (1) 

have changed over the last decade, and (2) in many aspects are different between the 

two contrasting localities.

The major health-related problems for young people in the localities

It is clear from the research that young people are aware of (the causes of ) major 

health problems, with a considerable proportion of respondents rating alcohol, 

smoking, and drug abuse as a highly important health problem for young people in 

their locality. Interestingly, these problems were also mentioned as very important 

by the majority of professionals, though professionals in the SW were more likely to 

stress drug abuse as important than those in the NW. Moreover, it is health 

behaviours and lifestyle that young people and professionals were stressing rather 

than social conditions. The importance of these problems was expressed in the 

following fashion by two young persons:

NW - ‘As there is nothing to do in the area, in this area a lot of people as young as
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me often are converting to alcohol, drugs and smoking.*

SW - ‘I don’t like the look of future generations, they are doing things people my 

age would never do, smoking etc.*

And one of the professionals stated in a more negative fashion:

SW - ‘I feel that young people do not care much about their health, they tend not 

to exercise or eat enough fresh fruit, vegetables and fibre. They often seem to 

drink and / or smoke not to mention drugs’.

Health knowledge and health education

In both localities, young people were also much more likely to receive education on 

topics such as smoking, drugs, alcohol, or STD than their counterparts nine years 

earlier. In 1995, young people were more likely to regard ‘personal habits’, ‘health 

services’, ‘environment’, and ‘luck’ as the most important influences on people’s 

health.

Many health education policies and programmes have continued to place the main 

responsibility upon the individual to lead a healthier life (Brannen et al. 1994). This 

includes health programmes directed at young people in school through teacher led 

approaches or other education/ health education professionals. This new wave of 

‘individualism’ that has dominated the political and policy agenda seems to have 

impacted on young people’s knowledge and opinion but seemingly not on their 

behaviours. Within the research literature, there is ample evidence that the 

prevalence of regular smokers, drinkers, and drug-users among young people has not
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declined over the past decade: indeed, all the evidence points to an increase in these 

behaviours (see for example Thomas et al. 1993, Allbutt et al. 1995, Balding 1995). 

As one professional expressed matters:

SW - ‘The young people in our society are being very badly let down and I would 

not blame them if they find it difficult to forgive us in the future. They are the 

product of years of this government and misrule, which has encouraged and 

motivated the “I’m all right Jack” attitude, forging an ever widening gap between 

the haves and the have nots. It pervades our education system, the employment 

scene and ever increasingly, the health scene. Huge numbers of our youth have 

been lost in the education system, no job, no status and a future which must look 

bleak. I am afraid that among all this, health/ the attainment of good health, is 

down their list of priorities. The root causes must be tackled and it must be by 

political will.'

People do not necessarily act on what they know. Information by itself is only one 

small step towards change; it is how and whether it impinges on the many other 

factors in people’s lives, like their age, their priorities, and their social circumstances, 

that is crucially related to propensity to change (Macfarlane et al. 1987). The major 

effort has been directed towards developing and implementing school-based 

educational programmes, with very little emphasis on policy initiatives to promote 

healthy environments via controls on selling or advertising and creating non-smoking 

environments; and facilitating recommended dietary and physical activity practices 

and other health enhancing behaviours. For example, as some young people stated: 

NW - ‘I am a passive smoker and am very angry with smokers in general who
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abuse us/

SW - ‘I would be much healthier if there were more sports facilities or even youth 

clubs.’

SW - ‘Young people have too much pressure to get drunk a lot and smoke. There 

is nowhere for kids to go to prevent them smoking every weekend, no 

entertainment.’

However, some professionals mentioned the problem in the following fashion:

NW - ‘Knowledge of health in the widest sense is very poor. Some 14-16 year 

olds know veiy little about their bodies, conception and pregnancy. High intake of 

crisps, fizzy drinks, chocolate, junk foods. Teenage health status requires more 

input and funding.

SW - ‘ My impression is that adolescents today are less fit than the average 

adolescent of 20 years ago. Increased usage of motor car for transport, home TVs 

and Computer Games for entertainment, and diet have all contributed.’

NW - ‘Adolescents are under peer group pressure to indulge in drinking and 

substance/ drug abuse to a far greater extent than my generation. There is a sub­

culture of alcohol abuse of easy to swallow drinks that to my mind have been 

passed on by word of mouth “Buckie” (Buckfast wine) is deliberately targeted at 

young people - Mad Dog (M.D. 40) White Dragon (High strength cider). Drugs 

are readily available city wide.’

The vast majority of young people thought that exercise and a good diet were the

most important things they could do to improve their health. For example:

NW - ‘In the past year, my mum has started having more exercise and eating 

healthier foods. This has meant that my lifestyle has improved also (because I

211



Discussion, Conclusion, and Recommendations

now eat better food) and this has made quite a difference to my health (e.g. I’m a 

less tired, I get less headaches, etc.).’

SW - ‘My health has been fine because I don’t abuse my body by drinking, 

smoking or taking drugs.’

It was found that respondents living in the NW were more likely to rate fun and 

relaxation as improvements to health than their counterparts in the SW. With respect 

to no smoking/ drinking/ drugs, the opposite was the case. It is important to note that 

differing perceptions of improvement in health among young people with different 

family backgrounds (family lifestyle and values) might influence their views.

Awareness about young people’s health promotion initiatives

The term ‘young people’s health promotion’ can be limited to include only 

interventions based on the provision of learning opportunities (health education) 

directed towards achieving change in health risk behaviours, or the maintenance of 

health enhancing behaviours. Such a narrow definition does not adequately 

acknowledge the potential contribution of health to the development of personal and 

social skills which not only benefit health but enhance the growth and development 

of young people (Nutbeam and Smith 1991). Further, this definition would exclude 

other types of programmes which are directed towards improving health status 

through, for example, the provision of sports and entertainment facilities, 

environmental control, legislation, or policy development which affects adolescents
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and facilitates physical, social and emotional well-being, enhancing the quality of life 

of young people.

The study results suggest that adolescents had little knowledge of youth initiatives or 

projects. In both areas, only one in ten young people were aware of health promotion 

initiatives, projects, or activities related to young people in their area of residence. In 

contrast, around a half of the professionals were aware of such activities, though the 

vast majority of professionals referred to health education projects rather than young 

people's health promotion initiatives. As one of the professionals stated:

NW - *1 feel adolescents certainly need guidance in health matters as their 

knowledge in this respect always seems to me to be very limited and they need a 

professional to talk to.1

Once again health education is equated with health promotion rather than seen as part 

of it. As one young people said:

‘Bring more entertainment at cheaper prices and get the people off the street.’

As expected, the majority of professionals believed in actions on the basis of 

‘individualism’ (i.e. taking more personal interest and responsibility or changing 

lifestyle) rather than ‘community-based’ programmes for improving young people’s 

health. More radical solutions such as setting-up self-help groups and demanding 

political action were expressed by only minority. However, the vast majority of 

professionals believed that young people should be able to participate in decisions
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concerning their health care delivery. Some professionals expressed matters as 

follows:

NW - ‘It would enable services and provisions to be tailored to adolescents* 

needs.*

SW - ‘They know their needs. Also, participation in the decision-making process 

encourages involvement and creates interest.*

NW - ‘They are old enough to have opinions and participate in decision making.* 

SW - ‘We must listen to them, they are our future adults who at present feel they 

have no say in anything including health needs.*

NW - ‘This can hopefully improve motivation and self-esteem.’

Satisfaction with amenities, facilities and services

In both areas, there was a large measure of satisfaction with public transport, 

opportunities for further education/ training, and health services, while less 

satisfaction was reported with amenities such as places for young people to meet/ 

live when leaving home, jobs when leaving school, and part-time jobs while still at 

school, amenities that can increase the opportunity for them to become less 

dependent.

Between 1987 and 1995, the increase in both localities in the level of young people’s 

satisfaction with health services is encouraging. However, in 1995, there was no 

difference between areas in respect of professionals’ opinions about young people’s 

accessibility to health services compared to the rest of the city.
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As expected, in most respects the quality of amenities, facilities and services for 

young people were rated by professionals as worse in the SW than NW. In this 

respect, the picture provided by young people themselves is similar. In the NW, 

young people were much more likely to be satisfied with sports facilities and to rate 

it as very important to them compared with those in SW. In addition, the results 

showed that among young people who were living in the more advantaged area 

expressed satisfaction with facilities such as sports, entertainments, and help/ advice 

has increased, a pattern not observed in the disadvantaged area. While there was no 

difference between areas in respect of professionals’ opinions about young people’s 

accessibility to health services compared to the rest of the city, and also young 

people’ satisfaction with health services as whole, the study findings do show that 

adolescents living in the NW were more likely than those in the SW to indicate that 

the quality of specific services such as dental health were better in the locality than 

rest of the city. A possible interpretation of this finding may relate to family lifestyle 

in relation to dental visiting which differs markedly between advantaged and 

disadvantaged areas and social class of parents (Attwood et al. 1990, Ferris et al. 

1994) rather than the actual quality of this service.

There were also differences between young people’s views about their area of 

residence, those in the SW being more negative and those in the NW more positive. 

Some respondents described their feelings in the following fashion:

For example, in the NW
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NW - ‘It is a great thing to be living in Glasgow.'

NW - ‘I have a reasonable good life as die area 1 live in is very quiet, clean and 

has very caring people. The only problem is, there is not many people of my age 

in my area.

NW - ‘I want to move away from Scotland and do something different I don't 

want to live in the same place all my life. I want to meet new people.'

NW - T think that there are a lot of sports facilities available and clubs.’

By contrast:

SW - ‘I have an all right life and my family are the best I couldn't want more but 

to live in a different place than I am in now.'

SW - ‘I would like to move away from where I am staying and from the school 

that I am in right now.’

SW - ‘I think that teenagers like us should get more help and advice (about 

different issues). I also think that their should be more for us to do in the evenings 

specially in my local area.

SW - ‘I think it is where I stay and who lives around me that makes me so 

unhappy. I wish I lived in another time and place.'

Over the last decade, a strong emphasis has been placed on the responsibility of 

individuals for their own health. In the UK, this emphasis was challenged in The 

Nation's Health (Smith and Jacobson 1988) on the grounds that it is increasingly 

recognised that harmful environmental influences are not easily controllable and that
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individuals* actions are constrained by the social, economic and political 

environments which lie beyond their control.

Within this broader context, it is important to indicate in what ways area o f 

residence might limit or shape individual actions. There are two ways in which it has 

been conceptualised. First, its use as a proxy for socio-economic status, and as a 

non- occupational based measure of social class (Macintyre and West 1991) permits 

an examination of the hypothesis that youth is characterised by relative equality in 

health. Second, a measure of the characteristics of geographical areas which directly 

or indirectly influence health, it incorporates a range of influences from physical 

features of the environment such as pollution or damp housing, through health 

services and health facilities (e.g. sports provision) to opportunity structures such as 

those relating to education and employment. None of these factors is directly within 

the individual’s control.

The study findings indicate that while the physical health of young people has shown 

some improvement, their psychological well-being has deteriorated. It is possible 

that this improvement in physical health might be attributable in part to better health 

services. In general, there was a large measure of satisfaction with health services, 

and the proportion rating such services as very good or good in 1995 was 1.4 times 

higher than those in 1987 in either area. The picture in relation to mental health 

presents a contrast. Analysis shows that young people with symptoms of 

psychological morbidity were less satisfied with local entertainment facilities’ than 

their counterparts who were not psychologically distressed. One interpretation of
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this finding is that such facilities directly influence young people’s well-being and 

happiness. Further analysis also showed that there was an association between 

respondents’ happiness with ‘the local area as a place in which to live’ and their 

satisfaction with ‘local amenities’. Overall, young people who expressed less 

happiness with their local area were less satisfied with entertainment facilities, 

availability of part-time jobs, places for young people to meet, sports facilities, and 

public transport than their counterparts who were happy with their area of residence.

However, while local facilities such as sports/ entertainment facilities are important, 

it is only one small influence within in a much bigger set of influences. It may be 

that the factors influencing young people are less localised and affect them wherever 

they live. A good example of this applies to labour market opportunities and worries 

about future unemployment (West and Sweeting 1996). It seems that such worries 

are no longer confined to young people in more deprived circumstances.

How far does the evidence presented here support the health authorities and 

professionals’ choice of strategies for improving adolescents’ health?. They 

emphasise individual responsibility in reducing the consumption of tobacco and 

alcohol, preventing accidents, improving diet, increasing physical exercise etc. Less 

emphasis is given to society’s role in improving the adolescent’s environment by 

providing services, amenities and facilities, to reducing the risk of health comprising 

behaviours and encouraging healthier lifestyles. The evidence on the importance of
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physical circumstances suggests that a strategy emphasising individual behaviour 

may miss important opportunities for prevention and young people’s health 

promotion.

The process of defining and estimating need in the new NHS has developed from the 

initial simple epidemiological approach of the late 1980s to include economic, social, 

professional and consumer perspectives within its framework (McEwen et al. 1995). 

However, as in every section of the population, adolescents should have a voice 

concerning the delivery of specific health care for them, and a opportunity to raise 

their own health agenda. It would help to make them more responsible citizens. 

They have no collective voice and their interests are easily ignored.

Personal concerns and aspirations

The study shows there were rather few changes in their aspirations for the following 

year. The results indicate that in 1995 young people were more likely to be flexible 

or undecided about their plans for further or higher education, and among those who 

had decided to go on to further or higher education, nursing and physical education 

became more popular than among their counterparts nine years earlier. One possible 

explanation for this is that colleges of nursing or physical education (teaching 

college) are more likely to offer accommodation to students than other higher and 

further educational establishments. Another possibility is that there is more chance 

for those who graduate from these colleges (in general and from PE college in 

particular) to get a job compared to those graduating from university.
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Between 1987 and 1995, young people had become more positive about the 

usefulness of school for coping with adult life, how to apply for a job, and how to 

manage money. In 1995, young people were also more likely to report careers 

guidance in school and advice from family or friends than those in 1987, though in 

both surveys respondents identified the latter as being more useful than the former.

Patterns of transition to work, entering higher education, and establishing the 

independence of adulthood have changed considerably over the last decade and 

appear to delay young people's youth-adult transition. It can be argued that this 

imposed delay on today’s young people may be one of the main reasons for their 

depression and worries.

The study also showed that the level of young people’s satisfaction with 

opportunities for further education/ training, increased between 1987 and 1995. This 

may reflect a pattern of increasing exposure to further and higher education, itself a 

consequence of the extended youth-adult transition which has meant young people 

remaining economically dependent on their families for longer period. These 

changes have taken place partly because of rising unemployment, but also partly 

because education and training have changed in significance and re-shaped patterns 

of transition into the labour market (Jones and Wallace 1992).

As mentioned earlier, there was a remarkable change between 1987 and 1995 in 

respect of the perceived likelihood of staying in the parental home rather than leaving 

and establishing the independence of adulthood, the proportion thinking they would
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still be in the parental home in 1995 being about ten times higher than earlier on. It 

is possible that the fear of unemployment is a major explanation of this trend 

particularly in the West of Scotland where unemployment levels have traditionally 

been relatively high (West and Sweeting 1996). Leaving home, and other transitions 

to adulthood, have traditionally depended upon getting a job although fewer and 

fewer young people go straight into employment on leaving school. Instead of 

becoming workers and earning a viable wage from employment, they are increasingly 

to be found within various 'transitional' economic positions, dependent upon grants, 

allowances, help from parents or other support (Jones and Wallace 1992). Poorer 

mental health is strongly linked to the experience of unemployment and being at 

home (West and Sweeting 1996).

3. Conclusion, and recommendations

The overall aim of Adolescents’ Health Study was to investigate the health status and 

health needs of adolescents both from their own point of view and from the 

perspective of the professionals who work with them in the context of different 

socio-economic circumstances. The present study has also examined the pattern of 

changes in the health and well-being of young people that occurred over the last 

decade.
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3.1. Conclusion

The overall conclusions from the study can be summarised as follows:

(a) Adolescents are typically judged on the assumption of youthful healthiness. 

Contrary to this popular supposition, there is evidence suggesting that, overall, the 

picture is one of significant health problems, particularly in relation to mental health.

(b) Using a variety of indicators, there is little or no evidence of differences in either 

physical health or psychological well-being of adolescents in markedly contrasting 

areas of residence (using areas as a social context and a proxy indicator of socio­

economic status).

(c) The study has highlighted the fact that in many aspects of adolescents' health 

concerns, perceptions of their area of residence, and aspirations, differences between 

contrasting localities are relatively large despite little or no evidence of differences in 

either their physical or mental health status.

(d) In general, while the evidence suggests that the physical health of young people 

has shown some relative improvement, the level of their psychological well-being 

has declined remarkably, a pattern which holds in both localities. It is possible this is 

in part related to a change in life events experienced, particularly that of violent
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attacks. Adolescents who had experienced negative life events related to their family 

or friends (such as conflicts, serious illness or injury) are more likely to be 

psychologically distressed. Thus, these can be considered as predictors of adolescent 

malaise. The study findings also indicated that girls reported more emotional 

problems than boys.

(e) Adolescents in 1995 more often perceived themselves as remaining in the 

parental home rather than leaving and establishing the independence of adulthood 

compared to their counterparts in 1987.

(*) Location of work is a strong differentiator of health care and educational 

professionals' assessments of adolescents' health status and health needs.

(g) Comparison between professionals and young people showed that adolescents' 

perceptions of the health and health concerns were similar to those of professionals 

in their localities. This pattern was also found between young people and 

professionals’ assessments of youth-related amenities and services in each locality.

3.2. Recommendations

In the light of the results and discussion, the following recommendations can be 

made with regard to future research and also with regard to the promotion of 

adolescents’ health and well-being in the community.
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3.2.1. Recommendations for future research:

The study findings show that young people had little knowledge of youth health 

promotion projects in their area of residence. Interestingly, for professionals 

(working in the locality) this was not the case although their awareness of young 

people’s health promotion initiatives tended to be oriented towards health education 

initiatives rather than youth health promotion activities. Over the last decade, young 

people were also much more likely to be targeted by health education projects in 

general and in the less advantaged locality (SW) in particular (on topics such as 

alcohol and drugs).

The study results suggest that in general young people were less satisfied with local 

amenities e.g. places for young people to meet and availability of part-time jobs 

while still at school than with more general ones such as health services.

Despite the interesting findings of the study, many questions remain, particularly 

about what is really important to young people. More qualitative research in this 

field is required to gain a better understanding of young people’s concerns and self- 

assessment of their needs. There is only scanty research focusing on and assessing 

young people’ needs as defined by them. Most initiatives on adolescents’ health 

promotion (mostly to control and alter young people’s behaviour) have not been 

based on information from adolescents themselves about their concerns, and health 

beliefs. More work and research is required in this respect. Further research into
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participation techniques amongst adolescents should begin with good qualitative 

studies.

More quantitative research is also required on health inequalities in young people 

using different measures.

3.2.2. Recommendations for professionals:

The study also showed that about one in six of young people reported a long-standing 

illness, disability or infirmity, around a quarter of boys and a half of girls symptoms 

of psychological morbidity, and around a half assessed their health as only ‘fairly or 

not good’. The study also showed that while the physical health of young people has 

shown some relative improvement, the level of their psychological well-being has 

deteriorated. Young people with symptoms of psychological morbidity were more 

likely to report less satisfaction with local entertainment facilities than their 

counterparts who did not express such symptoms. These facilities might have a 

direct influence on young people’s well-being and happiness.

Changes in society have created a dilemma for young people. On the one hand, they 

have increasingly become more dependent on parents for financial support, whereas, 

at the same time naturally they are struggling for their independence and seeking to 

‘be somebody’. Perhaps in consequence, the young people in the study were overall 

pessimistic about life.
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Thus, there were rather low levels of satisfaction with amenities and facilities that 

might be expected to be available when young people leave school/ home e.g. 

availability of jobs and places to live. In addition, they displayed a lack of 

satisfaction about amenities that might directly influence their later life and health. 

The study also showed that young people were less certain about when they would 

leave the parental home compared with their counterparts nine years earlier. This 

applied equally to young people in both areas and is testimony to the similarity of 

problems facing young people from all sections of society. In such circumstances, it 

is more important than ever to consider ways in which young people can be assisted 

in becoming independent and prepare for adult life.

There are different approaches that can be considered to improve young people’s 

health and well-being, each of which reflects a different emphasis on individualistic 

and societal factors:

Individualistic approaches

Secondary school is a time of stress and pressure for most adolescents. School 

nurses need to be aware of the high levels of adolescents’ psychological distress, and 

its relationship to negative life events, in order to plan better preventive care and 

coping mechanism along with teachers, guidance teachers, and parents. The 

psychiatric-mental health nurse specialist could be a valuable asset to help schools 

teach health promotion and prevention strategies relating to mental health, identify
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pupils at risk for mental health disorders, and offer counselling and guidance for 

them and consultative services for both teachers and parents.

Societal approaches

Clearly, those responsible for planning services for young people can no longer rely 

on the common assumption of youthful healthiness. Rather, the overall picture of 

young people’s health as shown here, and in several other studies, reveals young 

people to have considerable health problems.

These findings suggest a need for closer interaction between mental health 

professionals and other agencies in the planning and provision of services to young 

people in general, and to young females in particular. Availability of youth sports 

and entertainment centres, and the development of techniques to improve 

adolescents’ leisure skills (community-based initiatives) and the involvement of 

young people in voluntary programmes, health promotion, and social service work 

are examples of approaches that can be beneficial in limiting the incidence of 

adolescent mental disorder and health compromising behaviours.

Community-wide participation is needed to improve health care for adolescents, in 

particular those interventions concerned with mental health.

The study has highlighted the fact that in many aspects of adolescents’ health 

concerns, perceptions of their area of residence, and aspirations, differences between 

young people in contrasting localities are relatively large despite little or no evidence 

of differences in either their physical or mental health status. Over the same period
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of time, among young people who were living in the more advantaged locality (NW) 

the level of satisfaction with facilities such as sports and entertainments has 

increased (partly perhaps because of establishment of complex sports and leisure 

centre in the locality since 1987), a pattern not observed in the disadvantaged area. 

Those young people living in the less advantaged locality were more negative about 

their area of residence than their more advantaged counterparts.

In general, adolescents' health promotion should be seen as facilitating physical, 

social and emotional well-being and enhancing quality of life, in particular for those 

who living in less advantaged areas.

Because adolescent development (healthy or otherwise) occurs in a social context 

defined by family, peers, school, and the local community, in order to maximise both 

the protection of their health and well-being and its promotion, efforts need to target 

not only individual young people but also the social contexts in which they live. As 

in every section of the population, adolescents should have a voice concerning the 

delivery of care for them, and the opportunity to set their own health and well-being 

agenda.

What is the best way to achieve the highest possible level of health among young 

people? Sound public policies, supportive environments, community action, and the 

re-orientation of health services all have a part to play. There is a need to consider 

the rights of young people to access to health-promoting environments, opportunities 

and resources.
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APPENDIX ONE

THE PUPILS’ QUESTIONNAIRE



Adolescents' Health Study
1995

S4 Pupils* Questionnaire

Date of completion: ...... /  /  1995

By answering these questions you will help us find out more about the lives and the 

health of young people living in Glasgow City. We are giving the same questions to 

over 500 young people in Secondary 4 classes in schools in this area. Your answers 

will be looked at by the study team and no one dse.

These questions are not like a school test They do not have 'right1 and 'wrong' 

answers; they are about what you think and feel. Please write down your own 

answers. Remember, we are only interested in what you think and feel.

There are two kinds of questions asked in this questionnaire. The first you to 

indicate the answer that applies to you either by ringing a number or ticking a box. 53 

The second asks you simply to write an answer in space provided.

Please take your time to read each question in turn and answer it as best you can. 

Thanking you in anticipation of your co-operation.

Now please turn over

STRICTLY c o n fid e n t ia l

Department of Public Health 
University of Glasgow, 2 Lilybank Gardens, Glasgow G12 8RZ 

Telephone: 0141-339 8855 Fax: 0141-330 5018



Young peoples'
Health
Study Can we just check some basic details about 

where you stay and who you stay with ?

1 . What do you call the local area you stay in? ( e.g. Hillhead G12 8RZ )

........................................................ PostCode :........................................
(Please enter fail Postcode if possible)

When did you come to live at your current address?.................. 19..............

2 .  How many brothers or sisters have you got ? (including step brothers / sisters if present! : 
None □  1 □  2 □  3 0  4 □  5 0  6 or more □

How many of them stay elsewhere, e.g. have left home :
None Q l Q 2 D 3 Q 4 □  5 or more G

3 .  Are you living with :

(a) Both your parents ( i.e.Both natural parents) □

(b) One parent : Your real mother only □
Your real father oniy □

(c) Step parent(s) . Your real mother and step-father □
Your real father and step-mother □

(d) Others ............................................................................

4 .  Does your family own a car"*

Yes □  No □



5 . We would like to ask about your parents) educational level (parents with whom vou are 
living. mentioned above).
What are your parents hwhggt educational qualification* (gained either at school or later)? 
Please tick a box as applicable.

Father : School leaving certificate □
0  grades/levels/ Highers/A levels □
Degree/ diploma/ professional □
Vocational (Trade, Commerce, City & Guilds) □
Other: ............................................................
None □
1 don't know □

Mother : School leaving certificate □
0  grades/levels/ Highers/A levels □
Degree/ diploma/ professional □
Vocational (Trade, Commerce, City & Guilds) □
Other : ............................................................
None □
1 don't know □

Now, a few questions about you :

6 .  What is your date of birth? Please enter your date of birth (just Year and Month), 
e.g. May 1980.
M onth.....................  Y ear...................

7 .  What is your sex?
Male □  Female □

8 .  How tall are you now?  fe e t inches or  metres  cms

9 .  How much do you weigh now?  stone............ lbs or ................ kgs



W e would like now to ask you 
a b it about y o u r life in school.

10. With regard to your school work, compared to other pupils in your class, how do you 
rate yourself?

Please nng a letter as applicable.

a. A lot above average
b. A bit above average
c. About average
d. A bit below average
e. A lot below average

11 . In your present school, have you had any lessons covering the following topics'1 
Please nng a number as applicable.

Topics Yes No

Smokine 1 2

.Alcohol 1 2

Diet

I

Personal Hveiene I ! 2

ContraceDtion
1

1 ' 2

Drues 1 2

Child Care I 2

Sexuailv Transm m ed Diseases (include HTV ) 1 1 2

Exercise
i



12. Summing up your thoughts about school, how useful do you think it has been for the 
following things?

Please ring a number as applicable.

very quite not very not at all
useful useful useful useful

doing the job/career 1 2 3 4

you want to

how to apply for a 1 2 3 4

job

. informing you about 1 2 3 4

Youth Training ( YT )

. coping with adult 1 2 3 4

life

. how to behave, be I 2 3 4

polite(manners etc.)

. how to manage money 1 2 3 4

. becoming a parent 1 2 3 4

. how to look after 1 2 3 4

your health

name other if you wish

.   1 2 3 4

•   I 2 3 4

•   I 2 3 4



Can we ask you about your plans 
for the future?

1 3 . What would you really like to be doing this time next year?

(a) And what do you think you probably will be doing this time next year? 
Please tick a box as auolicable.

Stay on at school □

Go to college □

Go to Youth Training ( Y T ) □

Have a job □

Be unemployed □

Depends on exams □

Something else □  ( Specify.................................

14- Do you have any plans to go on to further or higher education ?

yes □  no □  depends on exams □  I don't know □

If ves or depend* nn w arns
What type of higher / further education (college) are you hoping to go to?
Please tick a box as applicable.

University or polytechnic □  Secretarial college □

Teachers training college □  College of art. music or drama □

Technical college □  Nursing college C

College o f commerce □  P.E. college □
Name other if you wish  -------------------------------------------------------------------------------------



15 • Have you ever had any careers advice or advice / guidance about jobs? 
Please ring a number as applicable.

yes no
1. In school (e.g. teacher(s) /

careers person coming in ) 1 2

2. Outside school (Careers Service,
Employment Agency) 1 2

3. Family or friends I 2

(a) Which has been the most useful source of advice?
Please tick a box as applicable.

In school ■=> Teacher □  Career officer □

Name other if you wish  .................................................................

Outside school ^  Family □  Friends □  Careers Service □

Employment Agency □

Name other if you wish : .................................................................
None □

16 . What job would you eventually like to do?

17. Some people your age want to leave home early, some later and some never At 
age would you ideally like to leave home?

enter a g e   no best age □



1 8 . Please look through this list of thing* which sometimes happen to people and circle I 
(Yes) for those which have happened to you in the last 12 months, or 2 (No) for those which 
have not happened to you in the last 12 months. Like everything else in this survey, this 
information is treated in the strictest confidence.

Things Yes No
. You moved to a new house 1 2
. You got a new brother or sister i 2
. A serious illness or injury to your mother, father, brother or sister 1 2
. Your mother or father got a new job I 2
. A serious row between your parents I 2
. You got into serious trouble at school I 2
. A new stepmother or stepfather came to live with you 1 2
. A serious inn**** or injury to a close friend I 1 2
.You failed to get into a snorts team I 2
. A brother or sister left home I I 2
. You had a poor school report I 2
. A close friend moved to live far awav I I 2
. The death of your mother, father, brother or sister 1 1 2
. You have been praised for good school work I 1 2
. You got into trouble with the police or had to go to court 1 2
. You have a new girlfriend / bovfriend 1 I 2
. You joined a new club I I 2
. You lost your part time / spare time job I I 2
. A serious accident happened to vou I 1 2
. You were suspended from school 1 I 2
. You got into a snorts team ' 1 2
. Your parents decided to separate I I 2
. You had a serious row with vour brother or sister | I 2
. You broke up with your girlfriend / bovfriend I I 2
. The death o f close friend | 1 2
. You got a part time / spare time job of vour own 1 2
. You made it up with vour girlfriend / bovfriend 1 I 2
. You have been attacked or hurt bv someone 1 I 2
. Your mother or father lost their job. 1 I 2
. You changed to a new school 1 I 2
. You failed an exam 1 1 2



Can we ask your opinion about 
your area of residence?

19- In your opinion , how good do you think the following services are in your 
area compares to the rest of Glasgow? Please tick a box as applicable.

Services Better Similar Worse

YourGP □ □ □

Dental Health □ □ □

Drug Advice □ □ □

Mental Health □ □ □

Name other if you wish :

□ □ □

2 0 .  Overall, how do vou think the health of voune DeoDie in your area
compares to health in Glasgow as whole?(e.g. range of health behaviours, 
accidents, injuries,...)
Much better D  Better □  , Similar □  W orse □  Much worse □

21 . In your opinion, which are the major heath problems for voune people in your area? 

Please insert inside the appropriate brackets an L ( Little importance ), an M 
(Medium.importance), or an H (High.importance)

Accident 

Smoking 

Drug abuse

Name other if vou wish

( ) Alcohol

( ) Depression

( ) Sexually Transmitted Disease

( ) 

( ) 

( ) 

( )



2 2 .  Whax do you think about amenities/ facilities /services in the local area in which yon 
stay?
(a) How would vou rate the following things ; very good, good, average, bad or very bad?
(b) How important is this /are these things to you personally? Are they very important, fairly | 
important, a little bit important, or not important.
Please ring a number as applicable .

Amenities/Facilities/ 

Services/ —

Scale Important

very good average bad very 

good bad

very fairly bit not 

imo imp imo imo

. places for young people 

to meet

1 2 3 4 5 1 2 3 4

. SDorts facilities 1 2 3 4 5 I 2 3 4

. availability of part-time 

jobs while still at school

1 2 3 4 5 1 2 3 4

. public transoort 1 2 3 4 5 I 2 3 4

. availability o f jobs when 

leavine school

1 2 3 4 5 I 2 3 4

. opportunities for further 

education/ training

1 - 2  3 4 5 1 2 3 4

. places for young people 

to live when leavine home

1 2 3 4 5 I 2 3 4

. help/ advice for young 

peoole

1 2 3 4 5 1 2 3 4

. health services 

(clinics, doctors etc.Y

1 2 3 4 5 I 2 3 4

. entertainment facilines 1 2 3 4 5 I 2 3 4 1



2 3  • How happy are you with your local area as a place in which to live.
Please tick a box as applicable.
very happy □  quite happy □  neither happy nor unhappy □
quite unhappy □  very unhappy □

2 4 .  Are you aware of any young people's health promotion initiatives or health-related 
projects in your area ? (e.g. in clubs, in churches,...) Yes □  No □

If Yes :

(a) What kind of initiatives/ projects/ activities are they ?

(b) Do you participate in these projects/activities? Yes □  No □

2 5  • Have you heard about The Glasgow Healthy City Project ?
Yes □  No □

If Yes , how did you hear about it 9 (e.g. The project's staffs, your teachers,....)

2 6  • Thinking about yourseif, have you any health problems?

Yes □  No □

if Yes, what are the biggest health problems facing you at the moment?

2 7 . In general, would you say that you are more likely than other people your age to get ill, 
about as likely as others to get ill, or less likely than others to get ill9 
more likely □  about as likely □  less likely □



2 8 . We would like to know if you have had any medical complaints, and how your health has 
been in general, over the oast few ****** Please tick ( 0  ) the answer to each question 
which you think most nearly applies to you. Remember that we want to know about present 
and recent complaints not those which you have had in the past. It is important that you try to 
answer ALL the questions.

Have you recently:
1. been able to better than usual same as usual less than usual much less than
concentrate on usual
whatever you're doing? □ □ □ □
2. lost much sleep over not at all no more than rather more than much more than
worry? usual usual usual

□ □ □ □
3. felt you were playing more so than same as usual less useful than much less useful
a useful part in things? 11511a! usual

□ □ □ □
4. felt capable about more so than same as usual less so than much less capable
making decisions about usual usual
things? □ □ □
5. felt constantly under not at all no more than rather more than much more than
strain? usual usual usual

□ □ ■ □ □
6. felt you couidnt not at all no more than rather more than much more than
overcome your usual usual usual
difficulties? □ □ □ □
7. been able to enjoy more so than same as usual less so than much less than
your normal day-to-day usual usual usual
activities? □ □ □ □
8. been able to face up more, so than same as usual less able than much less able
to your problems? usual usual

□ □ □ □
9. been feeling unhappy not at all no more than rather more than much more than
or depressed? usual usual usual

□ □ □ □
10. been losing not at all no more than rather more than much more than
confidence in yourself? usual usual usual

□ □ □ □
11. been thinking of not at ail no more than rather more than much more than
yourself as a worthless usual usual usual
person? □ □ □ □
12. been feeling more so than about the same less so than much less than
reasonably happy, all usual as usual usual usual
thines considered? □ □ □ □



2 9 .  Do you have any long-standing illness, disability or infirmity? ( By long-standing we 
mean anything that has troubled you over a long period of time or that is likely to affect you 
over a period of time ).
Yes □  NoO
ILto»
(a) What is the matter with you?

(b) Does this illness or disability limit your activities in any way?
Yes □  No □

3 0 .  Over the last 12 months, would you say your health on the whole has been good, fairly 
good or not good? Please tick a box as applicable.

good □  fairly good □  not good □

3 1  • What are the most important things you could do to improve your health?

1   2 ----------------------------------------------------

3 2 .  We would like you to look at the following things and decide which you think has the 
most important influence on people's health , the next most important influence, down to the 
least important influence on people's health?
Please insert inside the appropriate boxes 1 for the most important. 2 for the next . 3. 4. 5. 
and down to 6 for the least important, (’equal rankings permitted!)

L u c k .............................................................................
The constitution you're bom w ith .........................
Environment (housing, climate, pollution)..........
Habits (smoking, drinking, or what you e a t ) ......

Looking after yourself (taking vitamins, keeping 
warm, getting enough sleep)..................................

Health services (doctors, nurses, hospitals).......



3 3 .  O n  the whole. how h*nnv vnu with vour life in general?
T r^ lr . t  tK» «nA  ring th g  m m iher rn vW  tk »  w h ich  sh o w s b est h o w  YOU fe d .

1 2 3 4 5 6 7

Is there anything else you would like to tell us about your life and health?

THANK YOU FOR ALL YOUR HELP



APPENDIX TWO

THE PROFESSIONALS’ QUESTIONNAIRE



Adolescents' Health Study
1995

Professionals' views about adolescent's health

QUESTIONNAIRE

Date of completion : ........ / ............ / 1995

A study of Young People's Health and professionals’ views about adolescents’ health in 

the North-West and South-West of Glasgow City is being planned.

There are two components of this study. The views and perception of young people 

themselves and the views of professionals compared with young people.

We have selected a random sample of professionals and we would be most grateful for your 

assistance with filling in this questionnaire. It will take no more than 10 minutes.

There are two kinds of questions asked in this questionnaire. The first asks you to write an 

answer in the space provided (along the dotted lines). The second asks you to indicate the 

answer that applies to you by inserting a letter , ringing a number or ticking a box. 0  

Thanking you in anticipation of your co-operation.

Department of Public Health 
Univeraity of Glasgow, 1 Lilybank Gardena, Glasgow G12 8RZ 

Telephone: 0141-339 8855 Fax: 0141-330 5018



(a) Wlnt is your occupation? Plraw tick a box as applicable.

HeadTeacherD Depute H.T.D Am uM R T .D  Guidance TeacherO

P.E. Teacher □  P.S.D./ TeacberD Lem . Supp TeacberD R R  TeacfaerO

School DoctorD School NuraeD

General Medical PractitioaerD District NuraeD Health ViaitorD

Other □  Please mme : .....................................................................................................

(h) What do you call the local area you work in? (e.gjfillhead G12 8RZ )

Post Code : ....................  ( Please enter hill Post Code of your place of work if possible)

(c) How loug have you been working in this area ( mentioned above)? .............. Yews

1 .In your opinion, have young people in your area of work better or worse access to health services 

/ health care (e.g. adolescent preventive health services) than those in other areas of Glasgow? 

Better □  Similar □  Worse □

2. Overall how do you think voting people’s health status in vour area of work compares to 

health status in Glasgow as whole?(e.g.range of health-compromising behaviours, accidents,..) 

Much better □  Better □  Similar □  Worse □  Much worse □

3. Which do you think are the vulnerable groups in health terms in the community as whole?

Please insert inside the appropriate boxes an L(Low vulnerable),an M (Medium),or an 

H(High) according to your opinion.

Children Men

Adolescents Single Parents

Elderly Disabled

Women H«ne other if you with :



4. In your opinion, which are the socio economic inacs with a negative influence on young 

people's health m  v n .tr nf w nrir?

Please, use an L, M, or H to classify them (Little negative influence. Medium or High 

influence)

Poof Qfcnmttnccs Smoking

Poor bousing Poor diet

Unemployment Stress

Violence Family breakdown

Alcohol Poor schooling and education

Drugs Poor sports/ entertainment facilities

Name other if you wish :

5. In your opinion, which are the maior health-related problems for voung people in your area 

o f work ?

Please, insert inside the appropriate boxes an L (Little importance),an M (Medium.I),or an H 

(Highly. I),according to your opinion.

Accidents Alcohol

Smoking Sexuality transmitted disease

Drug abuse Mental well-bing

Name other if you wish



6. What do you think about amenities/ facilities / services for young people in your area of 

work?

(a) How would vou rate the following things; very good, good, average, bad or very bad?

(b) How important is this / are these things for young people from your point of view? Are 

they very important, a little bit important, or not important.

Please ring a number as applicable.

Amenities/Facilities/ 

Services/...

Scale Important

very

good

good average bad very

bad

very

imp

fairly

imp

bit

imp

not

imp

. places for young people 

to meet

1 2 3 4 5 1 2 4

. sports facilities 1 2 ■j 4 5 1 2 j 4

. availability o f part-time 

jobs while still at school

1 2 4 5 . 1 2 j 4

. public transport 1 2 4 5 1 2 3 4

. availability of jobs when 

leaving school

1 2 3 4 5 1 2 j 4

. opportunities for further 

education/ training

1 2 3 4 5 1 2 j 4

. places for young people 

to live when leaving home

1 2 3 4 5 1 2 j 4

. help/ advice for young 

people

1 2 3 4 5 1 2 3 4

. health services 

(clinics, doctors etc).

1 2 3 4 5 1 2 3 4

. entertainment facilities 1 2 3 4 5 1 2 3 4



7. What could local young people do in order to improve their health?

As above, please use an M , L ,or H , according to the influence on health of each activity.

Set-up self-help groups Job creation schemes

Seek more informatioa and education on health Demand political action

Change lifestyles Social change

Take more personal interest and responsibility Demand more resources

Name other if you wish :

8. Should adolescents be able to participate in decisions concerning their health care delivery? 

According to your answer, please make a short comment.

Yes □  (in what way) :

No □



9. Are you aware of any young people's health promotion initiatives or health-related projects 

in your area of work? Yes □  No □

If Yes, what kind o f projects/ initiatives are they?

Are you participating in any o f these? Yes □  No □  

If Yes, what is/ was your role?

In initiation o f them □

In planning o f priority activities □

In implementation o f project activities □

In monitoring and evaluation of projects activities □  

Name other if you wish :

10 Have you heard about the Glasgow Healthy City project? 

Yes □  No □

If Yes, could you please define it briefly?

Is there anything else you would like to tell us about adolescents' health status and problems9
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Mrs Linda R Marsh 17 February 1995
Assistant Director of Education 
(Head of Research)
Strathclyde House 
20 India Street 
GLASGOW G2 4PF

Dear Mrs Marsh

I am writing to seek your help with a proposed research project on health and young people. 
We believe that it tackles a relatively under-researched area and that the information will be of 
practical value to those responsible for health promotion.

A study is being planned of adolescents* health, particularly 15 year old pupils studying in S4 
secondary education in the schools are located in the North-West and South-West of the 
Glasgow . This study is being jointly undertaken by the Department of Public Health and the 
MRC Medical Sociology Unit (via the West of Scotland Twenty-07 Study of health in the 
community). We are seeking your permission to undertake this study, and a copy of the 
outline protocol is enclosed for your perusal. With your permission, the relevant pupils, 
school head teachers, and S4 guidance teachers (as a part of professionals sample), will be 
invited to complete a self-completion questionnaire (S4 pupil* s and professionals draft 
questionnaires enclosed).

Mr Amir M Harirchi (MA, MPH), is a postgraduate research student at the University, 
studying for the degree of PhD under the joint supervision of Dr Patrick West and myself. It 
is envisaged that he will visit pupils (probably in two or three groups) in their schools to 
adm inister the questionnaire which takes about 20 minutes to complete. A separate 
questionnaire for Headteachers/S4 Guidance teachers will be sent by post directly to them; this 
questionnaire takes about 10 minutes to complete.

P ilo t S tudy Sam ple: Hillhead Secondary School

Proposed time of administration of the questionnaires: March 1995

Main Study Samples:

Knightswood Secondary, St Thomas Aquinas Secondary, Hyndland, Cleveden, Victoria Drive 
Secondary, Jordanhill College School, Bellarmine Secondary, Crookston Castle Secondary, 
Lourdes Secondary and Hi 11 park Secondary.

Proposed time of administration of the questionnaires: April, May and June 1995

I would be most grateful if you could agree to this request. Mr Harirchi can be contacted at this 
address. If you would like any further information, please contact me directly.

Y ours sincerely

Professor James McEwen
Head of Department of Public Health

cc Dr Patrick West, MRC Medical Sociology Unit
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"7P)  l£(^UQjr'CrC\ p.

Mrs Linda R Marsh 
Assistant Director of Education 
(Head of Research)
Strathclyde House 
20 India Street 
Glasgow G24PF

20 February 1995 

Dear Mrs Marsh

Following the letter by professor James McEwen of date 17 February 1995, please 
fined enclosed a  draft copy of Application and Standard Form Contract for 
Adolescents* Health Study. It has been checked by Dr. Patrick West I would like 
remind you that our meeting will be held on Dr. West’s office on Tuesday 28 February 
at 10.00 am.

With best wishes.

Yours sincerely

Amir M Harirchi, PhD. Student

cc Dr Patrick West, MRC Medical Sociology Unit



Strathclyde Regional Council 
Department of Education
Strafrdyd* House, 20 Inda Street, GUagowG24PF 

Dlractor: Frank PlgnateW 

Assistant Dlractor: Linda R Marsh

Tel: Diract Una 0141-249 4159
Taiax: 77428 Fax:0141-249 4220
Our rat: LRM/JMcM Your rat:
Data: 22 March 1995
If phoning or cafling piaaaa ask for Linda Marsh 
Location: Dalian Housa. 350 SL Vlncant Street, Glasgow

Mr. Amir M. Harirchi 
Department of Public Health 
University of Glasgow 
2 Lilybank Gardens 
GLASGOW G12 8RZ

Dear Mr. Harirchi

Thank you for your letter and completed 4 Application and Standard Form Contract’.

I am pleased to inform you that because your current study is a continuation of a study which commenced 
in 1987 you may approach the headteachers of the relevant schools direct to establish whether or not they 
are prepared to continue their participation.

Heads of establishment do have the final veto as to whethertheir schools shall become involved in research 
projects. When you contact them for the first time you should therefore ensure that you provide sufficient 
information for them to ascertain the nature and extent of any commitment. Additionally you should 
enclose a copy of this letterto indicate regional approval of yourproject It will however be up to individual 
headteachers to decide whether or not it will be necessary for parental approval to be obtained in order 
for pupils to participate. I enclose a copy of the parental consent procedures for information.

I wish you every success with your project and if I can be of further assistance please do not hesitate to 
contact me.

Yours sincerely

Linda R M arsh

cc Professor James McEwan: Head of the Department of Public Health 
Dr. Patrick West: Medical Research Council (Medical Sociology Unit)

S t r a th c ly d e
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NOTE TO RESEARCHERS ON 
PARENTAL CONSENT PROCEDURES
Items to be included u  the covering letter to 
accompany the coaseat form requesting 
permission for school age children to participate 
in a research study.

1. The Research Management Unit will provide you 
with a master copy of the appropriate consent form which 
you should copy and attach to your covering letter.

2. The covering letter should be produced on the headed 
notepaper of the University (including where appropriate 
faculty/department or centre), institution or research 
body you represent unless some other arrangement has 
been agreed with the Research Management Unit

3. The covering letter must in the first instance be 
forwarded to the Research ManagementUnit for approval 
prior to distribution; subsequently this must also be 
approved by the head(s) of establishments) involved.

4. The covering letter is required to contain information 
on the following:

(a) It should be sent in the name of the person heading 
the research project and should cite his or her title and 
designation. In the case of post-graduate research students 
the letter should be issued in the name of the student’s 
supervisor.

(b) The subject area of the study should be cited along 
with a brief description of the purpose of the study in lay 
and jargon-free language.

(c) The exact requirements relating to the role of the 
participating pupil(s) must be outlined in a clear, precise 
manner. If it involves close contact with children, such as 
weighing them, measuring them or conducting any 
medical or associated test or procedure then this will 
require fairly detailed description and explanation. Where 
the requirement relates to data collection involving the 
use of self-completed questionnaires, interview schedules 
etc., some details on how these will be administered and 
what information they are aimed at soliciting (e.g., fact, 
behaviour, opinion, attitude etc.) should be given.

(d) The time taken to undertake the test procedure 
should be indicated and also when (approximately) such 
tests/procedures will take place.

(e) A paragraph covering matters relating to 
confidentiality must be included. This should explicitly 
state that in any report or publications deriving from the 
research project neither individuals nor the educational 
establishments which they attend will be cited by name or 
be identifiable.

(f) A contact address or telephone number must be 
provided and readers attention drawn to the fact that 
should they require additional information it can be 
provided.

5. In some cases, when access is sought to confidential 
records such as those held by the Department ofEducation 
(e.g., Records of Needs) or Medical Records held by 
medical authorities and which can be accessed by the 
researchers and the research project intends to utilise a 
further test or procedure (including a questionnaire or 
survey) which will permit linking or cross-matching of this 
test or procedure with the confidential record, this fact 
must be disclosed to the Research Management Unit, so 
that necessary data safeguards can be instituted

6. Researchers will be personally responsible for 
complying with the relevant legislation pertaining to data 
protection and access to personal files ( in c lu d in g  that 
relating to unauthorised access and the safeguarding and 
security of such data).

7. In cases where a high proportion of communications 
seeking further information on the project are received 
from parents/guardians either prior to them completing 
the consent form or at any time during the conduct of the 
research these should be reported to the Research 
Management Unit.

8. Research projects involving young people in which 
the main area of study relates to AIDS, sexual behaviour 
or criminal behaviour including drug/substance abuse 
will require to be handled with sensitivity in so far as the 
consent procedures are concerned, this applies both to 
the way of describing the nature of the study and with 
regard to the possibility that a parent/guardian may 
request feedback, information or even access to his or her 
child’s responses. With regard to any request for feedback 
in such areas, whether indicated on the consent form or 
rising during or after any fieldwork, the Research 
Management Unit should be informed immediately, so 
that expert legal advice can be sought.

L R  M arsh
Assistant Director of Education 
November 1993
9111260513

S tra th c ly d e
EDUCATION



C o n s e n t  F orm
FOR PERMISSION FOR A SCHOOL ACE CHILD TO PARTICIPATE IN A RESEARCH STUDY

To be completed by the child's parent or guardian.

Please read the following notes carefully before 
completing the form.

This form must be attached to a covering letter (which you may 
detatch and keep), and should only be completed and returned 
IF YOU ARE UNWILLING to have your child participate in the 

research study described in the attached letter.

If you do not complete and return the form this will be taken as 
implying that you WISH your child to participate in the study.

ONLY COM PLETE A N D  RETURN THIS FORM IF YOU DO N O T  W ISH  YOUR 
CHILD T O  PARTICIPATE IN THE RESEARCH STUDY

PLEASE USE BLOCK CAPITALS

I, (INSERT YOUR NAME)  f

BEING THE (in s e r t  y o u r  r e l a t io n s h ip  ___________________________________________,
TO THE CHILD. E.g . MOTHER/FATHER/GUARDIAN)

OF (INSERT CLASS OR FORM) __________________________________________

OF (INSERT NAME OF SCHOOL) __________________________________________

Do N o t  G ive  P er m issio n  F o r  My C h ild  to  P articipate in t h e  R e se a r c h  S tudy  
D esc r ibed  in t h e  L etter  A ttached .

S ig n a tu r e :     D ate:

N
E

G
/C

O
N
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1995

Dear

I am writing to seek your help with the Adolescents’ Health Study which focuaea on the 
health of IS year olds in two localities in Glasgow (North-West, and South-West). It is 
being conducted by myself under die supervision of Professor James McEwen and Dr. 
Patrick West in fee Department of Public Health and fee MRC Medical Sociology Unit 

I respectively at fee University of Glasgow and has received support from Strathclyde 
Region’s Education Department (Please see attached). We hope you will support the 
project to ensure its success.

The study involves a survey of around 500 pupils in the 4th year of secondary school, and 
100 education professionals (Headteachers, S4 Guidance teachers, ...) in schools in the 
North-West and South-West of Glasgow. Your school ia one of fee 9 secondary schools 
selected to fiillv represent 15 year olds resident in these two localities.

We would like to administer a self-completion questionnaire, which has already been 
successfully piloted, to pupils in the classroom. This takes about 30 minutes to complete. 
Most usually, 2-3 classes of S4 pupils would be involved We would also like to give a 
‘Professional Questionnaire’ to education professionals regarding adolescents’ health 
related issues which takes about 10 minutes to complete. If possible, we would like to do 
this sometime between now and the end of fee summer term.

We believe fee Adolescents’ Health Study tackles a relatively under-researched area and 
that fee information will be of practical value to those responsible for health promotion. In 
particular, it will enable a comparison wife a study conducted by fee MRC unit on 15 year 
olds who were resident in these same areas in 1987. (A copy of the outline protocol is 
enclosed).

I will follow up this letter by telephone to arrange a meeting and discuss how we should 
proceed I look forward to meeting you.

Thanking you in anticipation of your help and co-operation.

Yours sincerely,

Amir M Harirchi MA, MPH  
Research Student (Ph.D.)



Adolescents9 Health Study
7 9 9 5  |  UNIVERSITY

of
GLASGOW

Dear

A study of Young People9 s Health and professionals’ views about adolescents’ health 

in the North-West and South-West of Glasgow City is being planned.

There are two components to this study. The views and perception of young people 

themselves and the views o f professionals compared with young people.

We have selected a random sample of professionals and we would be most grateful for 

your assistance with filling in the enclosed questionnaire. It will take no more than 10 

minutes.

Thanking you in anticipation of your co-operation.

Yours sincerely,

Amir M Harirchi MA,MPH  

Research Student (Ph.D.)

D E P A R T M E N T  O F  P U B L I C  H E A L T H
University o f  Glasgow, 2 Lilybank G ardens , Glasgow G12 8RZ

Telephone: 0141 -3 3 9  8855 Ext Tax: 0141 -3 3 0  5018



Adolescents’ Health Study
y 9 9 5  |  UNIVERSITY

® /
GLASGOW

Dear 

A study of Young People’s Health and professionals’ views about adolescents’ health 

in the North-West and South-West of Glasgow City is being planned. 

There are two components to this study. The views and perception of young people 

themselves and the views o f professionals compared with young people.

We have selected a random sample of professionals and we would be most grateful for 

your assistance with filling in the enclosed questionnaire. It will take no more than 10 

minutes.

Thanking you in anticipation of your co-operation.

Yours sincerely,

Amir M Harirchi M A M P H  

Research Student (Ph.D.)

D E P A R T M E N T  O F  P U B L I C  H E A L T H

L’niversity o f  Glasgow, 2 Lilybank G ardens , Glasgow G12 8RZ
Telephone: 0141-339 8855 Ext Tax: 0141-330  5018
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Mr. 
Head Teacher,

Dear

I am writing to thank you for your help and assistance with the Adolescents* Health 
Study. I would also like to thank your colleagues and your pupils for their help in 
completing the questionnaire.

I am very grateful to all those who were particularly helpful in assisting me to 
administer the questionnaires.

The study is progressing well and we anticipate that the results will yield information 
which will facilitate a more effective and efficient provision of health and social 
services to young people in the future.

I will send you a copy of the results at the end of my programme.

With kind regards,

Amir M Harirchi
Research Student (Ph.D.)



Adolescents’ Health Stady
1995

Mrs Linda R. Marsh 
Assistant Director of Education 
Dalian House 
3 SO St Vincent Street 
Glasgow G2 5TT

3 October 1995

Dear Mrs Marsh

I am writing to thank you for your assistance in the Adolescents’ Health Study. I am 
very grateful to you for your help, and also to your colleagues at Bcnarmine, Cleveden, 
Crookston Castle, Hilipark, Hyndland, JordanhOl, Knightswood, St. Thomas 
Aquinas, and Victoria Drive Secondary Schools, particularly the Heads who I have 
already written to thank for their help with the administration of the questionnaires.

The study is progressing well and we anticipate that the results will yield information 
which will facilitate a more effective and efficient provision of health and social 
services to young people in the future.

1 will send you a copy of the results at the end of my programme.

With kind regards,

Amir M Harirchi 
Research Student (Ph. D.)
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7 February 1995 

Dr K Harden
Honorary Secretary, LMC 
GGHB Unit Offices 
Gartnavel Royal Hospital 
1055 Great Western Road 
GLASGOW 
G12 0XH

Dear Ken

A study of young people’s health in the North-West and South-West of Glasgow City, 
and also including health professionals’ views about adolescents’ health, is being 
planned. The Medical Sociology Unit is helping the Department of Public Health with 
this study and the new study builds on, and is linked to, the Twenty-07 Study. We 
would like your assistance in this project and a copy of the outline protocol is enclosed.

This study will involve contacting a sample of General Medical Practitioners, 
District Nurses, and Health Visitors who are working in the above localities and 
inviting them to complete a self-completion questionnaire (draft questionnaire 
enclosed), which takes about 10 minutes to complete. We will obtain the list of 
relevant staff from the community offices and contact them directly. It is hoped to 
undertake this phase of the study around Easter.

Mr Amir M Harirchi (MA, MPH), who is a research student at the University of 
Glasgow for the degree of PhD under my supervision, is conducting the study and 
should you wish any further information he can be contacted at this address.

Please contact me if you would like to discuss the study.

Yours sincerely

Professor James McEwen
Head of Department of Public Health

Enc

cc Dr R Gardee, Consultant in Public Health Medicine, Gartnavel Royal Hospital
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Dear Sir / Madam,

A study of Young People’s Health and professionals’ views about adolescents’ health 

in the North-West and South-West of Glasgow City is being planned.

There are two components to this study. The views and perception of young people 

themselves and the views o f professionals compared with young people.

We have selected a random sample of professionals and we would be most grateful for 

your assistance with filling in the enclosed questionnaire. It will take, no more than 10 

minutes, and should be completed by yourself.

Please return the completed questionnaire to Department of Public Health in the reply 

paid envelope provided before end of April.

Thanking you in anticipation of your co-operation.

Yours faithfully,

Amir M Harirchi MA,XiPH

Research Student (Ph.D )

DEPARTMENT OF PUBLIC HEALTH
University o f  Glasgow, 2 Lilybank Gardens. Glasgow G12 3RZ

Telephone: 041 -339  8855 Ext Fax: 0 41 -330  5018



Adolescents’ Health Study
1995 1 UNIVERSITY

of
GLASGOW

Dear Sir/Madam,

You may remember that I sent you a questionnaire about this a few weeks ago. The 
study is progressing well and I would like to thank all who took the time to complete 
the questionnaire and return it.

Since the questionnaire is anonymous I do not know who has replied. If you have not 
replied I would be most grateful if you could complete the enclosed questionnaire and 
return it in the reply paid envelope provided before the middle of June.

This would enable me to proceed with the analysis of data.

Thanking you in anticipation of your co-operation.

Yours faithfully,

Amir M Harirchi M Ay M PH  

Research Student (Ph.D.)

DEPARTMENT OF PUBLIC HEALTH
University o f  Glasgow, 2 Lilybank G ardens , Glasgow G12 8RZ

Telephone: 0141-339  8855 Ext Tax: 01 41 -3 3 0  5018



Adolescents9 Health Study 
1995

Dr R Gardee
Consultant in Public Health Medicine 
Trust Headquarters 
Gartnavel Royal Hospital 
1055 Great Western Road 
Glasgow G12 OXH

24 July 1995

Dear Dr Gardee

I am writing to thank you for your help and assistance with Adolescents’ Health Study. 
I am very grateful to your secretary Sharon and others who were particularly helpful in 
assisting me to administer the questionnaires.

The study is progressing well and we anticipate that the results will yield information 
which will facilitate a more effective and efficient provision of health and social 
services to young people in future.

I will send you a copy of the results at the end of my programme.

With kind regards,

Amir M Harirchi 
Research Student (Ph.D.)


