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Abstract

Our aim was to provide a description af the self-reported bealth beliefs of a sample of Victorian public housing tenants,
and to identify how gender, age and geographic location relate ro these belicf. Telephone interviews were conducted
with a stratified random sample of 360 tenants, asking questions such as what they believe ave the major health
problems for men and women, whar they do 1o keep healthy, and what makes it difficult to keep bealthy, There were
many differences in the beliefs held by older participants compared with those of younger participanis. By asking about
bealth in general, rather than specific aspects of bealth, this research identified the views abour health which are most
salient to participants, rather than those prompted by a survey on a particular disease or health behaviour. The health
promotion implications of these findings are discussed.

Factors related to health beliefs and behavioors

The importance of the relationship between health related beliefs and health behaviouts on a conceptual level
is demonstrated by the face that health beliefs play a significant role in many theoretical models which explain
health protective behaviours or changes in health-related behaviours in individuals (Rimer 1997; Weinstein
1993). People’s exposure to health promotion acrivities, and their perception of the personal relevance of health
promotion messages, are influenced by their own views or beliefs about health in general (Davison er 2/ 1992).
By obtaining information about such views it is possible to ascertain how previous health messages have been
received by the community, and to inform future health prometion acrivities. People are presented with a large
number of health messages from which to select those they will attend to and those they will ignore. It is
important 1o examine whar people believe 1o be important for their heatth, whar they believe the major health
problems are, and whart they should do to maintain their health. Generally people recall messages they see as
relevant or as consistent with their own beliefs and behaviours (Lingle ¢ 2/ 1980).

When examining health beliefs and behaviours, it is essential to be aware of a range of factors which are known
to be associated with health. There is evidence thar socioeconomic status, gender, age, and geographic location
are all relevant, but little is known about differences berween these groups in the beliefs held about healh.

Sociceconomic Status

Dara derived from narional srartistics indicate that there are differences by socioeconomic status {SES) in
mortality, morbidity and health behaviours which favour higher SES levels (Turrell and Marthers 2000).
Information on any differences in health beliefs held by SES groups in Australia is less available.
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Gender

There are clear gender differences in morbidity and mortality rates. At birth, an Australian woman can expect
1o live an average of 81 years while an Australian man can expect to live an average of 75 years (Australian
Institute of Health and Welfare 2000}. About two years of this six-year male disadvantage can be explained by
biological factors, while the remaining difference is believed to be the product of lifestyle differences (Verbrugge
1989). Although men are dying younger than women, women expetience higher rates of morbidity and
different pateerns of morbidity from men (Australian Bureau of Statistics 1999; Verbrugge 1989). In overseas
research there is some evidence that women and men have different approaches to health (Saltonstall 1993), and
there are differences in their health experiences (Wyke er 2/ 1998).

Age

Health experiences relate to age (Wyke er 2/ 1998), as certain health problems and health seeking behaviours are
age-related. For example, Australian women aged 50 - 70 years are recommended to have a free screening
mammogram every two years while screening mammograms are not recommended for women under 40 years.

Geographic Location

There are differences in the health status of Australians, depending on their geographic location. Australians
living in rural and remote areas, for example, experience greater death rates from all causes, and higher rates of
coronary heart disease and injury, compared with those from metropolitan areas {Australian Institute of Health
and Welfare 2000; 1998). Australia is divided into four geographic areas: metro, urban, rural and remote. The
present research examines differences between residents of urban and rural areas.

Our study

As a means of addressing the problem of individuals from a lower SES being frequently under-represented in
research, this project surveyed only people of a lower SES. It investigated their views and behaviours regarding
their health in general and provides unprompted information on health beliefs. Within this lower SES group,
the effects of gender, age, and geographic location on the beliefs held were examined.

This research differs from most studies as it examines the beliefs held about health in general. Most health
research focuses on a single health problem or behaviour. The aims of this study were to provide an overview
of health beliefs and health promoting behaviours of a sample of Victorian public housing tenants and to
identify how gender, age, and geographic focation impacr on these beliefs and behaviours. A recent study of che
health needs of public housing tenants in the Hunter region (NSW) concluded that public housing tenants are
one of the more severely health compromised groups in Australia {Wiggers ez a/ 2001).

Method

Data Collection

Daza were collected using a structured telephone interview. Each participant was offered $10 for completing an
interview. The interview schedule contained 53 questions. Most questions used an open-ended format, but had
pre-coded responses. Interviews were conducted in December 1999 and February 2000. Each interview took
approximately 15 minutes. Given the large amount of dara collected in this survey, the self-reported health
behaviours of the sample are not included here. This paper reports on the beliefs held by this group, including
respenses to open questions on what participants believe it means to be healchy, perceprions of the major health
problems for men and women, what participants do ro keep healthy, what makes it difficult 1o keep healthy,
and things they do that might be bad for their health. Whar people say they do about their health reflects what
they believe is important in mainraining or impeding their health.
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Sample

The sample of 360 participants was obtained by phoning persons listed in the Department of Human Services
(DHS) database of government housing tenants in one non-metropolitan region of the state of Vicroria, It was
planned to have a stratified random sample of 400 participants, stratified on age (50% younger aged 20-40
years, and 50% older aged 50-70 years), sex (50% male and 50% female) and geographical location (65%
metropolitan and 35% rural).

Results

Response Rate and Description of the Sample

The percencage of potential participants willing to be interviewed was 53% but, due to unavailabilicy of
interviewers ac times nominated by the interviewees, the obrained response rates for different strara of the
sample varied from 24% (older males in regional ciry) 10 52% {younger females in regional city). Overall, the
interview rates were slightly higher among females (41%) than males (34%), and slightly higher for the younger
{41%) than older (33%) persons, while there was little differences berween the metropolitan (36%) and rural
(38%) samples. The demographic characteristics of the 360 parricipants are presented in Table 1.

Table 1: Demographic Characteristics of the Sample

Demographic characteristic Frequency {Percentage}
Age 20- 29y 50 {14%)
30-39yris 100 (28%)
40- 49 yrs 4 (7%)
50- 59 yrs 83 (23%;
0 - 69 yrs 95 {26%)
70-79yis - 8 {2%)
Education Primary onfy 3 (9%)
Y578 52 (25%)
Y5 9-10 128 (36%)
Yr 1l 4 (13%)
Yriz 33 {9%)
TAFE 22 (6%)
University 7 (2%
Marital starus  Never morried 65 (18%)
Separated, nat dvorced 34 {9%)
Divorced n (20%)
Widowed 28 (8%)
De facto 35 (10%)
Married 127 {35%)
Employment Employed full time 38 (11%)
Employed part timg / cosuod 38 (11%)
Not emaloyed 284 (79%)
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Meaning of Health

Health means different things to diffetent people, and is not always defined by the general public in the same
way as by health professionals. To find out what participants meant by the term “health”, they were asked what
it meant to them to be healthy, how they rated their own health, and why they rated it that way. As multiple
responses were allowed to the open questions, the sum of some percentages exceeds 100.

Being healthy had a variety of meanings, with many respondents giving several suggestions. Responses to this
open question were classified as: being physically well (39%), being able or fit to do what I want 1o do (45%),
being well enough to do what I nced to do (18%), not having any major illnesses (16%), being happy or having
a positive attitude {14%), and eating well (13%). Six per cent or fewer replied being acrive, health means
everything, being independent, having a long life, exercising, and not needing medical attention.

Most participants rated their present health as good (45%) or excellent (1196), with 26% rating it as fair, and
18% as poor. They were asked why they rated their health as excellent, good, fair or poor. The proportion of all
participants who gave positive responses were: having no major illnesses or health problems (25%), feeling
healchy or fit (25%6), fecling okay or pretry good (20%), having a healthy diet (13%), exercising regutarly (11%),
having only minor problems {10%), not needing much medical attention (8%), having the freedom to do what
I wane (7%), keeping active (2%), and do not drink or smoke {2%)}. Less positive responses included: having
chronic health problems (23%), always having some health problem (9%), being overweight (7%), not feeling
really well (5%), a lack of exercise (4%), and smoking (4%6).

Beliefs About Health Problems

People’s beliefs abour commen health problems may vary in accuracy. In order to find out whar the respondents
considered to be the major health problems, they were asked two open-ended questions: Whar are the three
major health problems for women? Whar are the three major health problems for men? Table 2 presents the
responses. Breast cancer was most frequently mentioned as a health problem for women (61%), followed by
cervical cancer (23%), unspecified cancer (20%), and hearr disease {15%). Prostate cancer was the most
frequently mentioned health problem for men (42%), followed by hearrt disease (38%), aleoholism (24%), and
unspecified cancer (23%). Participants were also asked if they themselves had any health problems, and 249
{69%) indicated thar they did. For these participants, the main health problem mentioned was arthritis (21%),
followed by asthma {16%), back problems (169), blood pressure (16%), and heart problems {13%).
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Table 2: Major Health Problems for Women and Men (N = 360)

Major bealth problems for women Major health problems for men
Braast cancer 81% Prostate cancer 42%
Cervical conger 23% Heart disecse 36%
Cancer {unspecified) 0% Alzghoiism: 24%
Heart disease 15% Concer (unspecified) 3%
{ibesity / overweight 14% Smoking 19%
Stress 14% Obesity / overweight 7%
Mental illness 13% Lung cancer 1%
(steoporosis 12% Stress 1%
Hencpouse 10% Mental illngss 7%
Gymaecol. Problems 9% Arthritis %
Smaking % Poor exercise / diet 6%
Diabeses 6% Stroke 5%
Alcohol ond drugs 5% Bowel concer 5%
Socigl issues 4% Blood pressure %
lung cancer 3% Diabetes &%
Tiredness 3% Chalesterol 4%
Arthrifis 3% Respiratory probs 3%
Stroke 1% Bock problems 3%
(ither 17% Drugs %%
Skir: cancer 1%
Other 15%

Group differences in beliefs about health problems

For each of the independent variables of sex (male/female), age (50 years and over classified - older, 49 years or less
- younger) and location {urban/rural) a series of cross-tabulations wich associated chi-square values was completed
using SPSS. The results for the analyses examining differences by sex and age are presented in Table 3. There was
only one significans difference by geographic location - heart disease was more likely to be meationed as a major
health problem for men by participants from the rural areas (x* (1, n = 360) = 6.00, p < .01).
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Table 3: Differences in Major Health Problems Reported by Sex and Age (N = 360)

Sex Age
Varichle {% mentioned in fotal sample) Moles Females : Older Younger
Major health problems for women )
Breast cancer {61%) 5% 62% 55% 67%
Cervice! concer (23%) 2% 26% 18% 29%*
Cancer (unspecified) (20%) 17% 4% 5% 15%*
Reort disease (15%) 13% 17% 0% 10%~
{besity / overweight (15%) 15% 13% 9% 19%*
Stress {14%) % 18% 14% 13%
Mental diness (13%) % 16% 17% 8%
Ostenporosis (12%) 1% 12% 15% %%
Menopouse (10%) 8% 12% 14% 6%
Major health problems for men
Prostate cancer (42%) 3% 51%** 3% 5%+
Hecrt diseose {38%; 34% 41% 1% 33%
Alcoholism (24%) 3% 24% 1% 26%
Cancer (unspecified) (23%) % 4% 2% 26%
Smaking (}9%) 23% 16% 14% 5%
Obesity / overweight (17%) 15% 19% 1% 3%
Lung concer (11%) 13% %% 12% 10%
Stress (11%) 10% 12% 10% 11%
*p< Dl ¥ p< 001

Fewer men than women mentioned prostate cancer as a major health problem for men. The older participants
were more likely than the younger group ro mention cancer {unspecified), hearr discase, and mental iliness as
major health problems for women, and prostate cancer as a major problem for men. The younger group was
more likely to mention cervical cancer and obesity as problems for women, and smoking and obesiry as
probiems for men.

Health-related behaviours

A series of open questions asked participants: what they do 1o keep healthy; what makes it difficult to keep
healthy; and whar kinds of things they do ¢hat might be bad for their health. Alchough these items report on
behaviour, they have been included in this paper as they reflect the beliefs held by individuals as to whar type
of behaviour promotes health, or is bad for their health (See Table 4). Exercising regularly was most often cited
as what is done to keep healthy {58%), followed by a healthy diet (429%), and exercising sometimes (18%). An
existing health problem was mentioned most frequently {34%) as what makes it difficult to keep healthy. The
things parricipants mentioned which might be bad for their health included smoking (47%), dietary issues such
as eating junk food {30%), and drinking alcohol {20%6). When asked how hard they work at keeping healthy,
13% responded very hard, 38% fairly hard, 38% not very hard, 11% not at all, and less than 1% did not answer
this question.
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Table 4: Health-Related Behaviours (N = 360)

Things done fo keep hedlthy Things that moke it difficult to keep healthy Things done that might be bad for heaith
Exercise regulorly 58% Health problems 34% Smoking 47%
Healthy diet 4% Lock of fime 13% Dietary issues 30%
Exercise sometimes 18% Lock of mofivation 1% Orink alcohol 20%
Keep octive % Family responsibilifies 1% Lock of exercise %
Maderate eafing % Distory issues 1% Stress / worry 8%
Not smoking % Stress / worry 8% Qver-aating %
Dor't drink (much} T% Cost 8% Lack of sleep %
Drinking woter 5% Long work hours 6% Long work hours %
Go to dottor reg, % Smoking 4% Other 15%
Gardening / hobby 3% Againg 4%
Relax / meditation 2% Urhealthy environment 4%
Adequote sieep % Lack of sleep &%
Other 14% The wegther %

Cther 12%

Table 5 presents differences in the responses to these three items by sex and age. There were no differences by
geographic location. In relation to what they see as personal actions that are good or bad for their health, men
are less likely ro volunteer chat they eat a healthy diet and more likely to suggest that they drink alcohol. The
older group was more likely ro mention healch problems as something that makes it difficult to keep healthy,
but less likely than the younger group to mention a lack of rime, lack of motivation, family responsibilities or
dierary issues as making it difficult 1o keep healthy. The older group also mentioned smoking and dietary issues
less often than the younger group as things done that might be bad for their health,

Table 5: Differences in Health Related Behaviours Reported by Sex and Age (N = 360)

Sex Age
Varioble {% mentioned in total sample) Males Females Older Younger
Things done to keep healthy
Exercise reguiarly (58%) 6% 53% 56% 60%
Heclthy diet (42%) 30% 545> : 36% 46%
Exercise somefimes {18%) 18% 1% 17% 1%
Kesp nctive (11%) 11% 12% 10% 13%
Things that make it difficult 1o keep healthy
Health problems (34%) % 3% 46% 21%*
Lack of time (13%) % 17% % %
Lack of motivation {11%} 1% 9% % 15%*
Fomily responsih. (11%) t% 15%* % 16%**
Dietary issues (11%) 8% 13% 7% 15%*
Things done that might be bad for health
Smoking {47%) 51% 43% 36% 58%*~
Dietory issues (30%) 30% 30% 23% 3%
Drink aicohol (20%) 31% 1 0% 16% 5%
*p< Ol = p <001
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Discussion

This paper reports on the health beliefs of a lower SES sample, and describes differences between groups based
on sex, age, and geographic location. The fact that only 10.59% of the sample were in full-time employment and
only 2% had a university education support the contention that this is a low SES sample.

The meaning of health

Health is varyingly defined, with some people defining it in the more negative sense of the absence of disease
{that is, not needing the services of health care professionals), and others focussing on their ability to carry out
daily activities. These respondents primarily defined health in the more positive terms of being able to do the
things they wanted 1o do. For many participants their personal health was seen as less than optimum when they
were asked to subjectively evaluate it, with 44% reporting their health as “fair” or “poor”. This is similar to the
40% giving these ratings in a previous survey of public housing tenants (Wiggers et al 2001). In comparison,
a national survey reported only 15% of people aged 18 years and over rated their health as poor or fair
(Lingle et al 1980). Consistent with the participants’ general view of the meaning of health, the reasons
provided for their subjective health evaluations tended to reflect feelings of health and well-being {54%) and
engaging in healthy behaviours (28%) to a greater extent than they reflected an absence of iliness (25%)).

Perception of major health problems

The responses provided acknowledge the importance of heart disease as a health problem for both men and
women. However, apart from heart disease, the respondents place an undue emphasis on breast cancer, cervical
cancer and obesiry for women,.and on prostate cancer for men. It may be that the “problems” that are being
most frequently mentioned are the ones which are being most heavily promoted or discussed in the media.
If chis is the case, it indicates the power of the mass media to provide information to people of lower SES.

It is of some concern that colorectal cancer was not listed as 2 major health problem for men or for women, given
thar it is the second most common cancer among both men and women, excluding non-melanocytic skin cancers
(Australian Institute of Health and Welfare 2000). An earlier Victorian study reported a lack of informarion in the
community about colorectal cancer, which is consistent with the present finding {Thomas and Clarke 1998). Tt is
possible that these questions have been interpreted somewhar differendy by some individuals. However, the use of
open questions in the current study has highlighted the health problems which are most salient to participants, and
shortfalls in the community’s awareness of some major health problems, such as colorectal cancer.

Interestingly, there is no correspondence between the problems mentioned in response to the question about
personal health problems and the problems mentioned as the major health problems for women or men.
In general, the problems mentioned for women and men tend to reflect the onset of disease while those seen as
personal health problems are chronic ailments. The discrepancy in the general-self responses may indicace a
categorisation in people’s thinking which differentiates berween their general knowledge abous the health of the
community, possibly gained from the media, and their personal experience of their own health.
Such differentiation has implications for health education and health promotion.

Health-Related Behaviours

The open-ended question asking people what they did to keep healthy was clearly interpreted by rthe
respondents as asking about daily lifestyle behaviours only (exercise, diet), and not including biemedical
behaviours (vaccinations, tests for high blood pressure or cholesterol, or screening tests). In terms of kecping
healthy the primary focus was on exercise and activity which was mentioned by 87% of the sample (exercise
regularly, exercise sometimes, keep acrive}, while varying aspects of diec were also mentioned by most persons
(56%) (healthy dier, moderate earing, drinking water). The factors identified as making it difficult to keep
healthy may be realistic (health problems - if serious; lack of rime - if part of the 10.5% that is employed) or
may be interpreted as excuses for the low priority given to keeping healthy (lack of time, lack of motivarion,
family responsibilitics). Despite this being 2 low SES sample, cost was mentioned by only 8% as a factor making
it difficult 1o keep healthy, and other resources issues were not volunteered. Not surprisingly, the major things
that are reported as bad for one’s health are smoking (47%), dietary issues (30%) and drinking alcohol {20%).
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There were almost no differences in the beliefs expressed by urban compared with rural participants, and few
differences between males and females. The beliefs expressed by the older participants differed considerably from
those expressed by the younger participants. This suggests that health promotion strategies may need to take
account of the differing issues faced by people of various ages.

Conclusions

This research provides a rare insight into the overall health-related beliefs of a lower SES sample. It shoufd be
acknowledged however that without a comparison higher SES group, it is not certain thar che findings are
specific to the lower SES group. It is clear from the findings that parricipants have received the informarion
content of a broad range of health promotion messages. They are aware for example. that smoking, drinking oo
much, earing too much fat and not exercising are bad for their health. Actual behaviours reported indicare some
behaviours which are clearly not health promoring, for example a higher rate of smoking than the national
average. Participants showed a tendency to report diseases which receive substantial media coverage as the major
health problems for women and men, rather than those which they themselves experience or which are
statistically more commeon, The numerous differences in the views expressed by the different age groups indicate
different experiences in relation to health in general.

These findings should indicare some future directions for health promotion. For example, the large proportion
of smokers in this group, and the general awareness of the impact of smoking on health, suggest a need for
programs tailored to assisting individuals to quit smoking rather than simply emphasising the risks associated
with smolking. Others may argue thar such factors as the social and economic deprivation experienced by this
sample underlie behaviours like smoking, and thar a systemic approach is needed rather than an individual
approach. The low awareness of colorectal cancer suggests a lack of knowledge of this disease, and that a more
broadband social marketing campaign, providing information on the prevalence of this disease and preventive
strategies, is required. The high rates of mammography screening among women in this group indicate chat the
promotion strategies used have been successful, and could be adopred to promote other health behaviours.
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