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The link between social deprivation and
asthma is complex. Higher rates of hospital
admission for asthma,1 increased asthma
mortality,2 and greater severity of asthmatic
symptoms3 have been observed in relation to
social class and geographical deprivation. By
contrast the prevalence of symptoms such as
wheeze has not been consistently found to vary
with social class.3–5 One explanation of these
conflicting observations is that people from
deprived backgrounds with respiratory symp-
toms may be less prone to seek or comply with
health care.

In the United Kingdom, consultations in
general practice are one measure of seeking
health care. We have carried out a study to
determine whether people with respiratory
symptoms from deprived areas consult more or
less often than those from aZuent areas.

Methods
The design was in two phases: (a) a baseline
population survey (b) a follow up cohort study.
(a) A cross sectional survey was carried out in
the registered populations of two general prac-
tices in StaVordshire, UK, one urban, one
rural, with one repeat mailing to non-
responders. A random sample of 5000 patients
aged five and over was selected from the total
patients (n = 18 298) registered with the two
practices. Patient postcodes were linked to
1991 census information to derive a depriva-
tion score for each census enumeration district
(size = approximately 150–200 households).
This score aggregates employment status,
household overcrowding, car ownership, and
home ownership (the Townsend score6) and is
standardised as a comparison with the average

for the whole region. Scores at or below this
average were classified as “aZuent”, above as
“deprived”. The questionnaire—a short form
of the European Community Respiratory
Health Survey,7 validated in an earlier general
practice study8—included questions on four
respiratory symptoms (Appendix). These were
the focus of this analysis. Parents completed
forms on behalf of children in the sample.

(b) The two practices routinely used com-
puters to record morbidity data for patients
who consulted. Each time a respondent from
the two registered populations consulted with
cough, wheeze, chest tightness or breathless-
ness (a “lower respiratory symptom”) during
the six months after the return of the baseline
questionnaire, the participating doctors re-
corded this on a special computerised form,
and so all patients could be identified at the end
of this period. The subgroup of all such
consulters who had completed and returned
the baseline questionnaire formed the cohort
for analysis.

Bivariate statistics and t tests for proportions
were used to compare the prevalence of symp-
toms between people from deprived and aZu-
ent areas. Confounding was explored using
unconditional logistic regression models in
SPSS (Windows version 8) from which we also
estimated odds ratios.

Results
There were 3543 replies to the baseline
questionnaire (73% response). There were
1556 people (43.9%) who reported at least one
symptom, 174 (4.9%) reported all four symp-
toms. People from deprived areas were more
likely to report all four symptoms compared

Table 1 Six month consultation patterns for lower respiratory tract problems by level of deprivation

All

Number of symptoms reported at baseline

0 1 2 3 4 1–4

Population* 3380 1901 733 393 191 162 1479
Number consulting n % n % n % n % n % n % n %
All 88 2.6 11 0.6 25 3.4 17 4.3 11 5.8 24 14.8 77 5.2
Consultation by deprivation
AZuent 62 2.9 6 0.5 18 3.9 14 6.0 7 6.7 17 22.7 56 6.4
Deprived 26 2.1 5 0.8 7 2.5 3 1.9 4 4.7 7 8.0 21 3.4

*163 people with missing deprivation scores were excluded.

J Epidemiol Community Health 1999;53:251–252 251

Industrial and
Community Health
Research Centre,
School of Postgraduate
Medicine, Keele
University,
Thornburrow Drive,
Hartshill, Stoke on
Trent, StaVordshire
ST4 7QB
P M Trinder
P R Croft

Penkridge Medical
Centre, Penkridge,
StaVordshire
M Jones

Trentham Mews
Medical Centre,
Trentham, Stoke on
Trent, StaVordshire
G Thomas

Trent Vale Group
Practice, The Health
Centre, Trent Vale,
Stoke on Trent,
StaVordshire
J Bashford

South StaVordshire
Health Authority,
StaVord
M Dudgon

Correspondence to:
Mr P M Trinder.

Accepted for publication
18 November 1998

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jech.bm

j.com
/

J E
pidem

iol C
om

m
unity H

ealth: first published as 10.1136/jech.53.4.251 on 1 A
pril 1999. D

ow
nloaded from

 

http://jech.bmj.com/


with people from aZuent areas (7.1% v 3.5%,
p <0.001); after adjusting for age, smoking sta-
tus, sex, and general practice, the odds ratio for
this association was 1.7, 95% confidence inter-
vals 1.2, 2.4.

In table 1, subsequent consultation patterns
for lower respiratory symptoms by level of dep-
rivation are shown. People living in aZuent
areas were rather more likely to consult their
general practitioner with lower respiratory
symptoms than those from deprived areas—
2.9% compared with 2.1%—though the diVer-
ence was not statistically significant.

Among people reporting at least one symp-
tom, those living in aZuent areas were signifi-
cantly more likely to consult their general
practitioner in the subsequent six months
compared with people living in deprived
areas—6.4% v 3.4% (p < 0.02); adjusted odds
ratio of 2.2 (95% CI 1.2, 3.8). Among people
reporting all four symptoms in the baseline
questionnaire, the association was even
stronger, with 22.7% of those in aZuent areas
consulting in the subsequent six months com-
pared with 8% of those in deprived areas (p <
0.02); adjusted odds ratio of 6.2 (95% CI 1.8,
20.9).

Discussion
The results from our study show that people
living in deprived areas reported a higher
prevalence of respiratory symptoms, yet had
lower consultation rates subsequently for such
symptoms. There were potential sources of
bias. Non-response to the survey may have
been diVerential; however recorded response
rates were similar in those living in aZuent
(76%) and deprived areas (71%). Furthermore
response to the baseline survey will not have
aVected the prospective comparison of consul-
tations between responders from the two types
of area. The two practices had diVerent
mixtures of “aZuent” and “deprived” patients,
but this did not explain the diVerence in
consulting rates by deprivation score.

These results relate to an aggregate depriva-
tion score for a small area and studies of a per-
son’s social class might give a diVerent picture.
We have specifically focused on symptoms and

not considered how this is related to the clini-
cal diagnosis of asthma. However, our results
suggest explanations such as restricted access
to health care, diVering perceptions of symp-
tom severity or less positive views of health care
services may account for some of the diVer-
ences observed, and indicate that barriers to
optimum care should be a special focus of
research concerned with the link between
respiratory symptoms and social deprivation.

Appendix
The four respiratory symptoms examined in
the study were:
1 Have you had wheezing or whistling in your

chest at any time in the last 6 months?
2 Have you woken up with a feeling of

tightness in your chest at any time in the last
6 months?

3 Have you been woken by an attack of short-
ness of breath at any time in the last 6
months?

4 Have you been woken by an attack of cough-
ing at any time in the last 6 months?

All questions had an option of a yes/no answer.

We would like to thank the partners and patients of the Trent
Vale Health Centre Stoke on Trent and of the Penkridge Health
Centre, StaVordshire for their continued help and support.
Thanks also to Dr Michael Lane formerly of the South
StaVordshire Health Authority, and Dr Peter Frank and Dr Tim
Frank of the Royal College of General Practitioners, Manches-
ter Research Unit.

Funding: StaVordshire Family Health Services Authority.
Conflicts of interest: none.

1 Halfon N, Newacheck PW. Childhood asthma and poverty:
diVerential impacts and utilisation of health services. Paedi-
atrics 1993;91:56–61.

2 Higgins BG, Britton JR. Geographical and social eVects on
asthma mortality in England and Wales. Respir Med 1995;
89:341–6.

3 Strachan DP, Anderson HR, Limb ES, et al. A national sur-
vey of asthma prevalence, severity, and treatment in Great
Britain. Arch Dis Child 1994;70:174–8.

4 Eachus J, Williams M, Chan P, et al. Deprivation and cause
specific morbidity: evidence from the Somerset and Avon
survey of health. BMJ 1996;312:287–92.

5 Burr ML, Verrall C, Kaur B. Social deprivation and asthma.
Respir Med 1997;91:603–8.

6 Townsend P, Phillimore P, Beattie A. Health and deprivation:
inequality and the North. London: Croom Helm, 1988.

7 Burney PGJ, Luczynska C, Chinn S, et al. The European
Community Respiratory Health Survey. Eur Respir J 1994;
7:954–60.

8 Frank PI, Ferry S, Moorhead T, et al. Use of a postal ques-
tionnaire to estimate the likely under-diagnosis of asthma-
like illness in adults. Br J Gen Pract 1996;46:295–7.

252 Trinder, Croft, Jones, et al

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jech.bm

j.com
/

J E
pidem

iol C
om

m
unity H

ealth: first published as 10.1136/jech.53.4.251 on 1 A
pril 1999. D

ow
nloaded from

 

http://jech.bmj.com/

