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Poor insight into disease: Deficiencies in caregivers’ ability to rec-
ognise at what time during illness progression seeking healthcare 
would result in the highest cost benefit ratio.

Non caregiver factors: Long queues, perceived complicated refer-
ral process between FHC facilities, and reduced opening hours.
Conclusion User fees represent a major barrier to accessing timely 
and appropriate care for poor children. However, the elimination of 
official charges for paediatric care in Sierra Leone has brought to the 
surface several critical factors, beyond direct costs, which also 
impact upon healthcare utilisation. Understanding the processes 
and determinants which modulate health seeking behaviour is fun-
damental to efforts to improve health outcomes for the most vul-
nerable children.

RECORDING AND MANAGEMENT OF OBESITY IN PRIMARY 
CARE, 1997-2006
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Background Primary care services play a potentially important 
role in the diagnosis and management of obesity but little evidence 
exists on current routine practice. The aim of this study was to 
describe the recording of body mass index and interventions used in 
the management of body weight in UK primary care in different 
categories of body weight.
Methods A retrospective cohort study was implemented using the 
UK General Practice Research Database (GPRD). Participants were 
aged between 18 and 100 and had a diagnosis of obesity and/or a 
record indicating a weight management intervention between 1997 
and 2006. Diagnoses of obesity were identified by a medical code for 
obesity or a body mass index (BMI) record of ≥30kg/m2.Interventions 
were identified by medical and therapy codes and included advice 
on diet, body weight control or exercise, referral to specialist care for 
obesity or prescription of anti-obesity drugs.
Results Patients (n=69,102) with a diagnosis of obesity or who 
received a weight management intervention were identified at 128 
UK general practices. Average BMI rose slightly over the study 
period from 35.0kg/m2 in 1997 to 35.8kg/m2 in 2006, with a higher 
proportion of patients gaining rather than losing or maintaining 
their weight each year. Monitoring of BMI was infrequent with just 
48% of patients previously identified as obese having a BMI recorded 
in 2006. The proportion of patients with one or more interventions 
for weight control recorded increased from 29% in 1997 to 37% in 
2006. The most frequent intervention throughout the study period 
was the provision of dietary advice, recorded in 13,097 (40.7%) 
patients in 2006 compared to 3,401 (32.3%) in 1997. Prescription of 
anti-obesity drugs increased by almost 60-fold over the study 
period. The proportion of morbidly obese patients (BMI ≥40kg/m2) 
receiving a weight control intervention in 1997 was 38%, rising to 
63% in 2006. In obesity category I (BMI 30–34.9kg/m2) the propor-
tion receiving treatment was 43% in 1997 and 53% in 2006 and in 
category II (BMI 35–39.9kg/m2) 41% and 56% respectively.
Conclusion Monitoring of obesity in diagnosed patients was 
inconsistent in this population with less than half having a BMI 
recorded in each year of the study. The frequency of interventions 
for weight management increased substantially in primary care 
between 1997 and 2006.

THE ROLE OF TIME PREFERENCE IN SMOKING CESSATION: 
A LONGITUDINAL ANALYSIS OF DATA FROM THE 
HOUSEHOLD INCOME AND LABOUR DYNAMICS OF 
AUSTRALIA SURVEY, 2001-08
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Reference Centre. Women aged 50–52 who had a first call invitation 
(a first invitation to the national screening programme) in this 
period, and women aged 50–69 who had a routine recall invitation 
(after previously having a mammography as part of the screening 
programme) were analysed. Where ethnicity was not known, mul-
tiple imputation was used. First call and routine recall data were 
analysed separately. Screening uptake in different ethnic groups was 
assessed using logistic regression, and adjusted for age at invitation, 
socioeconomic deprivation and screening area. Data for the six indi-
vidual screening areas were also analysed separately.
Results Data on 159,078 women were included in the first call 
analysis, and on 496,438 women in the routine recall analysis. Eth-
nicity information was available for 475,478 (72.5%) of these 
women. Compared with White British women, all other ethnic 
groups were less likely to attend their first call screening invitation. 
White British women were also most likely to attend for routine 
recall screening sessions. Some screening areas showed less varia-
tion, with women from several ethnic groups having similar screen-
ing uptake to White British women.
Conclusion Breast cancer screening attendance varies by ethnic 
group for both the first invitation and for subsequent invitations 
after previously being screened, with White British women more 
likely to attend. Collaboration between areas to find successful 
practices for engaging with different communities should improve 
breast cancer screening uptake.

HEALTH-SEEKING BEHAVIOUR IN THE ERA OF FREE 
HEALTHCARE IN URBAN SLUMS IN SIERRA LEONE

doi:10.1136/jech-2012-201753.132

1L Nathaniel-Wurie, 1G Martin, 1G Cooper, 1G-L De Bernier, 2T Ajayi, 2F Martineau, 2B 
Cridford, 2S Lako. 1Global Health Department School of Medicine and Dentistry, King’s 
College London, London, UK; 2Welbodi Partnership, Freetown, Sierra Leone

Background Sierra Leone has child health statistics which are 
amongst the worst in the world. In April 2010, the Government of 
Sierra Leone launched a Free Health Care Initiative (FHCI), elimi-
nating user fees in government facilities for children under the age 
of five, as well as pregnant and lactating women. Data from Ola 
During Children’s Hospital (ODCH), the country’s only govern-
ment-run tertiary paediatric hospital, suggests that the FHCI has 
increased service utilisation. However, mortality rates remain high 
and delayed presentation is a major factor contributing to poor out-
comes. This study sought to understand health-seeking behaviour 
in the era of Free Health Care, as a means of addressing barriers to 
the delivery of timely paediatric care for the urban poor.
Methods Data was collected via focus group discussions and key 
informant interviews in Freetown. Men and women with at least 
one child below the age of five under their care were included. Par-
ticipants were selected from neighbourhoods in Freetown where 
Ola During Children’s Hospital (ODCH) represented the nearest 
secondary care facility to their usual place of residence. Focus groups 
were facilitated in Krio, the national language, guided by a pre-
designed survey tool. Discussions were audio-recoded, transcribed 
and translated into English. Data analysis was conducted by the 
research team using a thematic framework.
Results Preliminary analysis reveals several factors contributing to 
delays in accessing appropriate care for sick children:

Indirect costs: Transportation, child-minding, lost income, cost 
of prescribed medicines and unsanctioned charges for care that con-
tinue to be levied.

The negative perceptions of ODCH staff and facilities: Perceived 
disrespectful, discriminatory or unfair treatment within the health 
facility.

Numerous healthcare options more easily accessible: Private 
pharmacies, self-treatment at home using traditional (herbal) or 
allopathic remedies.
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sample of Probation Trusts in England and Wales. The questionnaire 
covered: offender health issues, enablers and barriers to health ser-
vice access, and the NHS/CJS partnership. Models of good/innova-
tive practice were sought.
Results Sixteen Probation Trusts participated and 611/2810 (22%) 
responses were obtained. 72% were female, 58% had 6–15 years of 
experience in probation service. The main offender health issues 
were substance misuse, mental health (MH), learning disabilities 
and chronic disease, with alcohol misuse the most important. Provi-
sion of easily accessible mental health (for mild –moderate severity) 
and alcohol treatment services were considered to be inadequate 
(often/occasional lack of adequate provision 65% alcohol treatment 
vs 42% drug treatment vs 90% MH).

The main barrier reported was poor communication between 
probation and the NHS in particular with Primary Care services. It 
was felt that many offenders had not registered with a GP and that 
there was little joint working, understanding and education 
between primary care and probation. In addition the chaotic life-
style of offenders lead to them having difficulties in negotiating 
health services and having appropriate health seeking behaviours, 
often accessing health services at a point of crisis (A&E). Respon-
siveness of health services was perceived to be lacking. Provision of 
in-house services (particularly mental health) was considered to be 
very useful where available.

Suggested improvements included undertaking health needs 
assessments to inform joint strategic planning, focus on improve-
ment of alcohol treatment provision; joint education sessions for 
GPs and Offender Managers, exploration of in-house mental health 
services; increased access to health trainers, and greater health focus 
in probation staff training.
Conclusion Probation staff participants were very supportive of 
improving health of offenders. This study identified some key barri-
ers to addressing the health needs of offenders and their access to 
services, with practical solutions identified by participants provid-
ing implications for policy within the ‘new’ NHS, health service 
commissioning, and future research.

DOES THE ROUTE TO DIAGNOSIS AFFECT OUTCOMES FOR 
OESOPHAGO-GASTRIC CANCER PATIENTS
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Background The UK Cancer Reform strategy aims to improve 
early diagnosis but there is little evidence on how the route to diag-
nosis and affects outcomes for patients with oesophago-gastric 
(O-G) cancer. We investigated the relationship between the route to 
diagnosis, patient characteristics, treatment intent and one-year 
survival among O-G cancer patients
Methods The study was undertaken in 142 English NHS trusts 
and 30 cancer networks, with data being prospectively collected on 
patients diagnosed with O-G cancer between October 2007 and 
June 2009. Route to diagnosis was defined as general practitioner 
(GP) referral - urgent or non-urgent, hospital consultant referral, or 
after an emergency admission. The association between patients’ 
route of diagnosis, treatment intent and survival was estimated 
using logistic regression.
Results Among 14,102 cancer patients, 66.3% were diagnosed 
after a general practitioner (GP) referral, 16.4% after an emergency 
admission, and 17.4% after hospital consultant referral. Of the 
9,351 GP referrals, 68.8% were urgent. Compared to urgent GP 
referrals, a markedly lower proportion of patients diagnosed after 
emergency admission had a curative treatment plan (36% v 16%; 

PS37

Background ‘Time preference’ is an economic concept that 
describes the trade-offs that individuals make between costs and 
benefits occurring at different points of time. Related psychological 
concepts include time perspective, impulsivity and delay of gratifi-
cation. Present orientated people prefer immediate over future gains 
and place more value on these. Differences in how much value dif-
ferent individuals place on future outcomes are likely to play some 
role in present day behavioural decisions.

There is substantial cross-sectional evidence that smokers tend 
to have shorter term time preferences than non-smokers. However, 
few studies have explored the longitudinal relationship between 
time preference and smoking cessation.

We explored the relationship between time preference and smok-
ing cessation in a general adult cohort using data from a large Aus-
tralian longitudinal panel study: the Household Income and Labour 
Dynamics of Australia (HILDA) survey.
Methods HILDA is a longitudinal, nationally representative, 
household survey which began in 2001. The focus of the survey is 
on economic and subjective well-being, and labour market and fam-
ily dynamics. Data is collected by annual interview and self-com-
plete questionnaire.

Members of the HILDA panel, aged 15–64, who responded to at 
least four waves of data collection between 2001 and 2008, and 
reported any level of tobacco consumption at any wave were 
included in the analyses.

Smoking cessation was measured using self-report questions. 
Time preference was measured using self-reported time period for 
financial planning. A range of sociodemographic (age, number of 
children, various markers of socio-economic position) and smoking-
related (previous quit attempts, years smoked) co-variates were 
controlled for.
Results 1,817 individuals (representing 7,913 unique observations) 
were included in the analyses. In univariable analyses, both men 
and women who reported quitting smoking were more likely to 
have a longer term time preference in the data collection period 
immediately prior to quitting than those who did not quit (men: 
t(4,126)=4.59, p<0.001; women: t(3,783)=7.18, p<0.001). These rela-
tionships persisted after control for socio-demographic and smok-
ing-related covariates (hazard ratio of quitting in those with longer 
vs shorter term time preference (95% confidence intervals) = 1.27 
(1.03 – 1.57) in men; 1.31 (1.05 – 1.63) in women).
Conclusion Adult smokers with a longer term time preference are 
more likely to quit smoking. This does not exclude the possibility 
that quitting smoking simultaneously leads to development of lon-
ger term time preference. Interventions that encourage develop-
ment of longer term time preference may enable smoking 
cessation.

PROBATION AND NHS WORKING TOGETHER TO REDUCE 
HEALTH INEQUALITIES: GREAT EXPECTATIONS OR A TALE 
OF TWO SERVICES
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Background Offenders within the community are considered a 
socially excluded population experiencing poorer health than the 
general population and difficulties in accessing health care. There is 
little research focused on Community based offenders supervised by 
Probation. This study explored probation staff ’s knowledge, percep-
tions and attitudes to offender health needs and access to health 
services.
Methods Using information derived from qualitative research 
with probation staff and following a pilot, a national on-line ques-
tionnaire survey was conducted of probation staff involved in the 
management of offenders from a geographically representative 
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