6
-
>
O
@,
e
O
O
0,
I
D
%
O
S
=
0,
>

C
-
N
)
O
-
O
O
p)
C
=
O
O,
T
O
10
»
o
S
[o
O
O
9

Health and social care services for
minority ethnic communities in the
United Kingdom: a review of the
literature on access and use

Lisa Arai and Seeromanie Harding

MRC Social & Public Health Sciences Unit

Occasional Paper No 9

June 2002
MRC Social & Public Health Sciences Unit,
University of Glasgow,
4 Lilybank Gardens,
Glasgow, G 12 8RZ.

Tel: 0141 357 3949 Medical Research Council
http://www.msoc-mrc.gla.ac.uk/



Health and social care services for minority ethnic communities in the United Kingdom 1
Contents

I cknowledeements 2

| %ection one: backgroundi method and summary of results 3

ackeground 3

[ Method: search strategy and results 4

[ Summary of the literature reviewed 8

References 11

Section two: the research literature 16

Layout of the review 16

D.1) General and miscellaneous health and social care services 16

D.2) Asthma 55

P.3) Cardiovascular health 59

P.4) Children 64

D.5) Dental service use 70

P.6) Diabetes and hypertension 73

D.7) Disability 75

D.8) Ethnic elders 78

D.9) Eve conditions 89

D.10) HIV/AIDS 90

D.11) Head injury 94

D.12) Hospice and palliative care 95

D.13) Mental health 97

2.14! Renal care 121

.15) Sickle cell and thalassaemia 123

D.16) Substance use and abuse 129

P.17) Travellers 130

.18) Women’s sexual and reproductive health 131




Health and social care services for minority ethnic communities in the United Kingdom 2

Acknowledgements

The authors would like to thank Mary Robins and Kennedy Cruickshank for their help and advice

during the writing of this review.



Health and social care services for minority ethnic communities in the United Kingdom 3

Section one: background, method and summary of results
Background

In this literature review, we present details of research on access to, and use of, health and social
care services among minority ethnic communities in the UK. There are two principal reasons why

such a review is necessary.

Firstly, though there is a large body of research on disease patterns among migrant ethnic groups—
mainly the Irish, south Asians and West Indians (Balarajan and Bulusu, 1990; Davey Smith et al.,
2000; Harding and Maxwell, 1997; Marmot, Adelstein and Bulusu, 1984; Modood et al, 1997)—
less is known about the cause of these patterns. For example, excess cardiovascular disease
mortality among south Asians, excess hypertensive-related mortality among Black Caribbeans and
excess mortality from a range of causes among Irish people is well documented. Yet the cause of
the excess mortality in these groups has not been established, and much research is targeted at

attempting to quantify the effects of social, biological or genetic factors on mortality.

Many authors observe that environmental and risk factors relating to social disadvantage, diet and
lifestyle play an important role in explaining the patterns of chronic disease mortality and morbidity
among ethnic groups (Modood et al., 1997). Social and economic disadvantage, as measured by
labour market participation rates, occupational class and standard of living, is greater among
Pakistanis, Bangladeshis, Black Caribbeans and Irish compared with the general population in
England and Wales (Berthoud, 1999; Modood et al., 1997). Health-seeking behaviour and use of
health and other services may also be an important factor. Differential access to, and use of, health
and social care services may help explain the pattern of mortality and morbidity in some minority

groups.

Secondly, although minority ethnic populations have lived in the British Isles for many centuries, it
is only in the last twenty or so years that attention has been given to their health needs (McNaught,
1988, 1985) though there is a need for further research in this area. After the large-scale, post-war
migration of many minority groups, a consideration of their health needs did not begin until the late
1970s. McNaught (1988, 1985) provides an account of the development of health and other services
for minority communities. He maintains that, initially, the National Health Service (NHS) was

colour blind, except when it came to ‘exotic’ diseases. In a similar vein, though speaking
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specifically of social service care for minority groups, McFarland, Dalton and Walsh (1987) remark

that:

It is striking that it was not until the early 1970s, after more than twenty years
of settlement, that commentators tried to assess social service provision for
ethnic minorities. The subsequent material mirrors the reaction of British
society generally to migration, intertwined with a specific social work

emphasis on individual cases and ‘problem’ clients’ (p.1).
Method: search strategy and results

A research item was selected for inclusion here if:

1. It uses the term and/or concept of access to and/or use of health and/or social or other
services in a significant way in the title and/or body of item.

And is British research.

And is focused wholly or partly on the experience of minority ethnic groups.

And dates from 1980 on.

A

And is written in English.

As noted above, there is a growing body of research on the health of British minority ethnic
populations. Though not dealing specifically with issues around access to and use of health care and
other services, many research items include some consideration of these issues. Details of these
items do not appear here. The research items reviewed here are ones where access to, and use of,
services is considered in a prominent way (i.e. is the main or the substantial focus of the article).
Some of the items below might appear not to satisfy this inclusion criterion; where this is the case, it
is made clear in the review. There is a large body of research that looks at lay health beliefs and
conceptualisations of illness in minority communities. Details of this research has been included if it
substantially deals with access to and use of services. Where service access and use is not the main

point of the research, it has been excluded or only brief details are provided below.

The services considered here are those relating to health, social and welfare care. Within the social
care literature, we excluded research items that explored access to housing services, child care and
adoption services. The focus in this review is on health care and associated or related social welfare

services, such as the ‘home help’ or ‘meals on wheels’ services.
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Description of databases, catalogues and websites

A variety of databases, catalogues and websites were searched. Where possible databases and

catalogues were searched from 1980 on. The databases searched were:

Agelnfo - an information service about old age and ageing provided by the Library and Information
Service of the Centre for Policy on Ageing (UK). Includes a bibliographic database based on

written material in the library catalogue.
ASSIA - Applied Social Sciences Indexes and Abstracts (USA).

CareData - abstract database of relevant social work and social care literature. Developed by the

National Institute of Social work (UK).

Community WISE - contains seven databases on social policy and welfare issues worldwide, from
data provided by Barnardo's, Community Development Foundation, National Centre for

Volunteering and the National Youth Agency (UK).

EMBASE - Excerpta Medica database, renowned for its international coverage of drug-related
research literature. It covers all aspects of human medicine and related biomedical research with an

emphasis on European-based research.
IBSS - International Bibliography of the Social Sciences via BIDS (USA).

ISI Web of Science (Social Sciences Citation Index) - the Social Sciences Citation Index is a

multidisciplinary database indexing more than 1,725 journals spanning 50 disciplines.

MEDLINE - corresponds to three printed indexes: Index Medicus, International Nursing Index, and
Index to Dental Literature. Accessed via the NLM's PubMed portal and including PreMedline.
(National Institute of Medicine, USA).

PsychInfo - American Psychological Association database, which underpins the printed

Psychological Abstracts.

Two library catalogues were searched: The Centre for Research in Ethnic Relations (at Warwick

University at: |http://www.warwick.ac.uk/CRER/search.html)) and The British Library catalogue (at:

http://blpc.bl.uk/b
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A number of journal websites were searched. This was done using the BMJ website’s multiple

journal search facility (http://bmj.com/all.shtml). Too many journals were searched to give full

details here. Some research items were found in the bibliographies of existing literature. This

review includes papers published before June 2002.
Search terms

The following terms (which were adapted to suit the database or catalogue being used) were used in

the review:

Primary search terms: access OR use OR services; ethnic*

Additional terms (concepts, conditions and population groups-will not be shown in table 1.):

accident®; admission; adolescent; alcohol; alternative; Asian; asthma; Black; cancer; children;
Chinese; complementary; consult®; deaf*; dent*; diabetes; diet; disease; doctor; drugs; elder*;
emergency; genetic; GP; hearing: heart; HIV/AIDS; hospice; information; injury; immunisation;
mental; minorit*; opt*; palliative; prescribing; provision; referral; renal; schizophrenia; screening;

sex*; sickle cell; substance; travellers; welfare; women.

Geographical limits: UK OR United Kingdom OR Britain OR British OR England.

Details of the results of the search are shown in table 1.


http://bmj.com/all.shtml
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Table 1: the results of the literature search

Results

Order in
which
accessed

N N

10

11
12

Database name

MEDLINE
IBBS

Embase Psychiatry
ASSIA
PsycINFO

CareData

Agelnfo
CommunityWise
ISI Web of Science

Centre for Research in Ethnic
Relations

British Library catalogue

Journal websites

Using primary Using primary
search terms  search terms &

only. geographical
limits

777 93

303 22

192 Not used

303 195

1831 105

909 Not used

142 Not used

29 Not used

1298 119

150 Not used

187 Not used

433 22

A large number of items were located using this search strategy (especially so in the case of the
literature on mental health). Many of these were not in academic journals, or were unpublished
(‘grey’ literature) and were often reports of surveys conducted by community groups in specific
geographic locations (this was the case with many of the research items found in the British Library
catalogue). Some of this grey literature could not be found, but, if located, was included if it
fulfilled the inclusion criteria. The emphasis in this review is on the academic literature published in

peer reviewed journals and every effort was made to locate papers whose titles or abstracts appeared

to fulfill the inclusion criteria.
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Summary of the literature reviewed

Ethnic differences in mortality could reflect differences in survival, in morbidity or both. Studies in
the US have demonstrated the existence of potential barriers, at various stages, to health care for
African Americans (Chen, 1999). These barriers could contribute to the high cardiovascular-related

mortality of African Americans through differential survival.

As indicated above, our knowledge about the health of minority ethnic populations in the UK has
grown in recent years, but knowledge about access to health and other care services by minority
individuals is less developed in comparison. The existing research suffers from many
methodological limitations, making the interpretation of results difficult. Much of this research
examines access and utilisation issues and patient/provider interactions such as health-seeking
behaviour, frequency of service use, satisfaction and the cultural appropriateness of services. There
are few studies that examine the quality of medical management, that is, type of treatment at the

primary and secondary level (including referral patterns to specialist care).

There are consistent themes in relation to health and social care access and health-seeking
behaviour that are noteworthy in spite of methodological problems (one of which is the inability to
adjust for need/level of morbidity or differences in socio-economic circumstances). South Asians
appear to use primary health services more than Whites (Chaturvedi, Rai and Ben-Shlomo, 1997)
but they appear to report higher dissatisfaction in relation to factors such as lack of access to female
doctors, language barriers or the lack of staff from minority backgrounds in primary care reception
areas (Campbell, Ramsay and Green, 2001). Linguistic difficulties appear to be less of a problem
for younger south Asians, but ethnic elders continue to use relatives as interpreters, which may
reflect some level of unmet need (Ebden et al., 1988; Free et al., 1999). Link workers can be used to
address difficulties with communication in some areas and are thought to be successful. For
example, in the Hackney Multi-ethnic Women’s Health Project, this advocacy approach was
thought to result in a reduction in caesarian rates, rates of induction and changes in length of

antenatal stay (Ahmad, 1993).

Black Caribbeans use services less than expected, report high levels of mistrust in doctors
(particularly among Black Caribbean men) and sometimes use private health care (Donovan, 1986;

Scott, 1998). There is high usage of natural remedies—bush teas, evening primrose oil and
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laxatives—in this population, and non-compliance with prescribed medication may be related to the
poor management of conditions such as hypertension, diabetes and sickle cell disease (Cappuccio et
al., 1997; Scott, 1998; Shaw et al., 1999). Adherence to prescribed drugs among African Caribbeans
is influenced by traditional beliefs about the long-term harmful effects of drugs and religious values,
but also by lack of communication between them and their general practitioners (GPs). Scott (1998)
argues that most practitioners are concerned with clinical features of conditions rather than with the
health beliefs and practices of this group. Cultural and education issues are also important for Asian
asthmatic patients. They have an increased risk of admission to hospitals and poor self-management
of asthma which may be associated with passive control and a lack of understanding about the role
of drugs in the management of the condition (Griffiths et al., 2001; Moudgil and Honeybourne,
1998). The evidence on usage of home remedies is consistent, but there are few initiatives that have

assessed its health impact (Chen, 1999).

Studies focusing on specific conditions have provided some information about differences in
referral patterns and in severity of disease at presentation. Black Caribbeans with schizophrenia are
more likely than Whites to be admitted to services via contact with the police, with little
involvement from a GP and more frequently under a section of the Mental Health Act (McGovern
and Cope, 1991; Singh et al., 1998; Thomas et al., 1993; Davies et al., 1996). The reasons for higher
compulsory admission rates in this group are not clear. Prejudicial stereotyping by the police and
mental health practitioners (Lewis, Croft-Jeffreys and David, 1990), an increase in severity of
illness because of delay in seeking treatment, poor compliance with medicines, and social isolation
have been considered as likely factors (Davies et al., 1996). Differential routes of referral to mental
health services is also an issue for Black children with psychosomatic and medical illness; Black
children being more likely than White children to be referred by education services and mixed race
children by social services (Daryanani et al., 2001). Other work suggests that there may be inequity
at the referral level from GPs (Cooper, Smaje and Arber, 1998; Smaje and Le Grand, 1997). For
example, there is high use of primary care services but low use of secondary care services by

minority children and young people.

Whites are more likely than Indians to attend hospital diabetes clinics and GP clinics, which is at
odds with the higher rates of diabetes and diabetic mortality in Indians (Goyder and Botha, 2000).

Asians are more likely to receive renal replacement therapy because of end stage renal failure
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believed to be associated with diabetes (Rodderick et al., 1999; Roderick et al., 1996). This could
reflect poor control of diabetes and associated high blood pressure but whether this is due to health-
seeking behaviour at the individual level, or organisational issues of poor access to specialist care,
remains unclear. Retinopathy can result from diabetes and late presentation at services is a
significant risk factor for blindness; African Caribbean patients are more than four times more
likely to present with advanced loss of vision from glaucoma than Whites after adjusting for referral

source (Fraser, Bunce and Wormald, 1999).

South Asians also have a greater risk of coronary disease than Whites but appear to wait twice as
long for coronary angiography (Shaukat, de Bono and Cruickshank, 1993). In this study, however,
referral bias was not thought to be major problem. Diagnosis of heart attacks in south Asians might
be missed as they are less likely to present with classic symptoms (Lear et al., 1994). A recent study
of invasive management of coronary disease, however, found no differences in clinical presentation,
previous investigations and interventions between south Asians and Whites who had coronary
angioplasty and coronary artery bypass grafting, but south Asians were more likely to be younger,

male and non-obese (Feder et al., 2002).

Minority ethnic communities tend to live in poor urban areas and often face the prospect of seeking
care from health and other care facilities with fewer resources. Structural and organisational issues
could limit access to quality care. For example, the uptake of cervical screening in deprived areas
(and where there are large proportions of minority ethnic populations) is low (Majeed et al., 1994).
GPs are unevenly distributed across England and some areas do not have enough GPs for the needs
of their population (Benzeval and Judge, 1996). We know that higher levels of satisfaction are
reported if the ethnic origin of the patient is concordant with that of the provider of services, but
little is known about whether or not this means that they receive a high quality of care. An early
study noted that the GPs of Asian mothers were less likely to be on the obstetric list than the GPs of
White mothers and that this was associated with poorer peri-natal outcomes (Clarke and Clayton,
1983). Some authors suggest that discrimination in the health care setting might also compromise
the quality of care (Anionwu and Atkin, 2001; Ahmad and Atkin, 2000; McNaught, 1988; Webb,
2000). This is particularly relevant to haemoglobinopathies, such as sickle cell anaemia, which
could be seen as a ‘Black disease’, with health professionals attributing illnesses to some aspect of

minority culture (Maxwell, Streetly and Bevan, 1999).
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In summary, the empirical evidence on access to health care among minorities is patchy but there is

sufficient basis to be concerned about the cultural appropriateness of health care provision, whether

or not there is equitable access to quality care and whether these impact on health outcomes.
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Section two: the research literature
Layout of the review

The research literature on use of health and other care by minority communities is, very often,
general in nature. That is, authors tend to look at access to a variety of services, so that use of
primary care and secondary care (and use of social care services) is sometimes examined together in
the same study. Authors also tend to explore the experiences of minority groups together, so that the
use of services by south Asians is compared with use of services by, for example, Chinese
individuals or people of West Indian origin (or the indigenous White population). For the purposes
of this review, we have categorised the research according to which type of service is being used
(e.g. diabetes, substance use and abuse) or which type of individual is using it (elders, children), as
given in the title or main body of the item. Clearly, there is a great deal of overlap between these
categories and this should be borne in mind when reading the review. The first category below is a
general one, and contains details of research items from a wide variety of areas including general
practitioner (GP) consultations, use of hospital services etc. If a research item is not specific enough
about the type of individual using the service or the type of service being used, it is detailed in this
category. The general nature of many of the research items in section 2.1 limits their usefulness

here, and many of these have been only briefly described.
2.1) General and miscellaneous health and social care services

Ahmad, W. 1. U. and Atkin, K. (1996). ‘Race’ and community care. Buckingham: Open

University Press.

All the chapters in this edited collection are relevant to an exploration of the provision and use of
services by minority populations in the UK, though the chapters on family obligations and
community care (Ahmad; Atkin and Rollings), disability (Stuart) and mental health (Watters) are

especially useful here.

In Atkin and Rollings, there is some discussion of service provision for minority carers (about
which very little is known); the same can be said for the provision of care to disabled Black
individuals in the community (Stuart). Watters points out in his assessment of care provision for
Black, mentally ill people, that the fact that so many Blacks are the subjects of compulsory

admissions to psychiatric institutions means that they are not accessing services via the more
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conventional route—by referral through a general practitioner (GP). The pathways to care are
different for the Black population, and the role of the GP is crucial in determining if the Black
mentally ill patient receives the care he or she needs. Many projects that aim to identify illness in
minority ethnic populations are only short-term ones and are under-funded. Those that are
innovatory often fail because they °...exist in institutional contexts in which Black people’s needs

are marginalized’ (p.122).

Ahmad, W. 1. U. (ed.) (1993). ‘Race’ and health in contemporary Britain. Buckingham: Open

University Press.

An edited collection which examines (more generally) the health of minority populations in the UK
but is also concerned with health care provision. Several of the chapters are important here. One of
these is provided by Anionwu on the experience of minority communities with sickle cell and
thalassaemia (this issue is addressed more fully below). She maintains that the history of the
development of services for sufferers of these conditions provides a useful example of how racism
operates within health services, how inequitable services can be challenged by sufferers’ families

and others, and how better services can be developed for affected families and groups.

In the chapter by Parsons and colleagues (‘Pregnancy, Birth and Maternity Care’), the authors
describe the problems that many minority ethnic women experience in their use of maternity care
services—but they do so in the context of general criticism by all women about standards of
maternity care in Britain. The needs of some minority mothers-to-be, however, are more urgent.
Stillbirth and infant mortality rates are higher (about 40%) for babies whose mothers are born in the
New Commonwealth compared with UK-born mothers (1990 figures), with especially poor
outcomes for babies born to Pakistani women. These are the women who would most benefit by
increased and improved access to care; yet, they are the ones least likely to use them because of

‘institutional and individual racism’ as well as linguistic and cultural barriers.

A number of organisations have described the poor treatment of many minority ethnic women using
maternity services and some initiatives have been put into place. Two described here are the Asian
Mother and Baby Campaign (started in 1984) and the Hackney Multi-ethnic Women’s Health
Project (started in 1980). The features of the former include service awareness education and the

use of Link-workers to liaise between minority pregnant women and health professionals. The



Health and social care services for minority ethnic communities in the United Kingdom 18

publicity drive appeared to have little effect but the use of Link-workers was considered successful.
The Hackney project also used an advocacy approach that led to positive obstetric outcomes;
caesarean section rates declined by about 2% under this scheme and differences were seen in rates

of induction and length of antenatal stay.

Arai, Y. and Farrow, S. (1995). Access, expectations and communication: Japanese mothers’

interaction with GPs in a pilot study in north London. Public Health 109 (5), 353-361.

The London Borough of Barnet has one of the largest Japanese populations in the UK. In this study,
the patterns and nature of access to general practitioners (GPs) among Japanese mothers in Barnet
are described. Respondents (with children under the age of five) were selected from four wards
within the borough that have high concentrations of Japanese (n=18). Data were collected by semi-

structured interviews (in Japanese) and translated and transcribed.

The results of the study indicated that the mothers could be classified into three groups: individuals
who only saw Japanese doctors; individuals who consulted their GP; and individuals who saw both.
Of 18 visits to the doctor, 13 were for respiratory infection or flu, three for diarrhoea and one for a
developmental problem. Women who only consulted their own GP and those who consulted both
Japanese doctors and their own GP said that gaining quick access to a doctor was a more difficult
task than communicating in English (though all the women regarded communication as a major
barrier). The mothers commented on cultural misunderstandings between themselves and their GPs
(Japanese doctors, for example, would never advise a mother to bathe her fevered baby in cool
water, though British GPs often do advise this course of action. Japanese mothers also expected to
be given a prescription every time they consulted their GP). The authors point out that the sample

size is small and not necessarily representative of the Japanese community in Britain.

Association of Community Health Councils for England and Wales (1991). Working towards
health for all. Report of a seminar held by the Association of Community Health Councils for

England and Wales at the Royal Institute of British Architects on May 22, 1990.

This report summarises the presentations given at a seminar in 1990 by the Association of
Community Care Councils for England and Wales. The focus of the seminar was on promoting

equal and fair access to health and social care for minority groups. The key points made are that
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health service providers need adequate statistical information about the minority communities in

their areas and need to monitor the provision of services to minorities.

Balarajan, R., Soni Raleigh, V. and Yuen, P (1991). Hospital care among ethnic minorities in
Britain. Health Trends 23 (3), 90-93.

The authors use General Household Survey (GHS) aggregated data (from 1983 to 1987) on in-
patient admission and out-patient attendance among minority ethnic populations aged less than 65
years. The results indicate that in-patient admission had a U-shaped pattern by age among men in
all groups (so that admissions were highest in the 0-15 age group and the 45-64 age group). For
women, the results showed the opposite pattern (in-patient admissions were highest for women of
childbearing age) and Pakistani women had the highest rates of all female groups. Age and socio-
economic status adjusted in-patient rates were slightly higher (compared with White males) in West
Indian male children and adolescents (odds ratio=1.04), West Indian men aged 16-44 (odds
ratio=1.13) and Indian and Pakistani older men (odds ratios=1.02 and 1.31). However, these
differences were not significant. Adjusted figures for women indicated that Pakistani girls, women
of childbearing age and older women all had higher rates of in-patient admission compared with

Whites (odds ratios=1.09, 2.12 and 1.43).

Out-patient attendance rates varied by ethnic group membership and age, with older people having
higher rates (and this being particularly pronounced for minority populations). The age and socio-
economic status adjusted figures did not change this relationship between age and increasing risk of
out-patient attendance among non-White groups; for men the odds ratios in the 45-64 age group
compared with Whites were: Indians=1.75, Pakistani=1.44 and West Indian=1.32. For women,
similarly elevated odds ratios were found among older, minority ethnic women. In-patient
admission rates did not vary greatly by ethnic group (except in the case of Pakistani women aged
16-44) but out-patient attendance rates varied more, with lower rates of attendance among minority

children but higher rates among middle-aged minority ethnic groups.

Balarajan, R., Yuen, P. and Soni Raleigh, V. (1989). Ethnic differences in general practitioner
consultations. BMJ 299, 958-960.

Data from the General Household Survey (GHS) were used to examine the patterns of general

practitioner (GP) consultation between ethnic groups in the period 1983-1985. Respondents were
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asked about their use of GP services in the previous 14 days and people over the age of 65 were

excluded from analysis (n=63 966).

The results indicate that the highest consultation rates for men were found among Pakistanis (at all
ages). For females, the highest rates were for Pakistani females (especially in the age group 45-64)
and White females under the age of 15. These rates were then adjusted for age and socio-economic
status for people under the age of 15. Compared with the White population, Pakistani boys had an
odds ratio for GP consultation of 1.44, West Indians=1.00 and Indian boys=0.91. All young, non-
White females had lower odds ratios than young, White females. The (socio-economic status and
age) adjusted figures for men and women aged 16-64 continued to show high odds ratios for the
Pakistani group compared with the White population (for Pakistani men, the odds ratio=2.82, for
Indian men=1.53 and for West Indian men=1.65). Odds ratios for GP consultation were elevated for
all non-White women aged 16-64 compared with the White reference group (Indian women=1.23,
Pakistani women=1.85 and West Indian women=1.17). The authors acknowledge that the high
consultation rates seen in some groups might be a reflection of their greater morbidity, which is not

measured here.

Bayne Smith, M. (1999). Primary care: choices and opportunities for racial/ethnic minority

populations in the USA and UK - a comparative analysis. Ethnicity and Health 4 (3), 165-188.

The author emphasises the importance of the primary care health system in delivering effective
health services. Here, she considers the differences and similarities between the UK and the US in
the development and implementation of primary care, especially as this relates to minority
communities (only the British experience is important here). The limitations of comparisons
between the health care systems of these two countries are outlined: the primary one being the
demographic, social, economic and other differences between the UK and the US. Bayne Smith
uses functionalist theory and conflict theory to organise her discussion. The former emphasises the
interdependence of social structures (change happens slowly, from within a society and in response
to a change in need). Conflict theory is built on the premise that there is an unequal distribution of
resources and powerful groups want to maintain the status quo at the expense of other, less powerful

groups.
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The history of the development of primary care in the US is described at length. The British
experience of primary care is traced from the beginning of the 20" century (and the National Health
Insurance Laws of 1911) to the National Health Service (NHS) reforms of the last two decades of
the 20" century. The position of minority ethnic populations in the UK should be understood in the
context of colonialism, since many migrants come from former British colonies. The NHS was not
established to meet their needs, and was designed to serve a mostly homogenous population. Bayne
Smith maintains that medicine has failed in helping people to change their behaviour and that health
systems in the future must bring about behavioural change. Questions need to be asked about why
some services do not reach minority groups, how minority groups interpret the information given to
them, and the ways in which medicine changes behaviour. If minority ethnic communities are to be
benefit, they need to be involved at every stage. They must help with the planning of research and
they must help with the collection of data (since they are more likely than outsiders to collect

reliable data).

Six recommendations are made: that both the US and the UK collaborate on the development of a
White Paper on health; both nations must establish guidelines ensuring that it takes into account the
perspectives of other medical systems (such as bio-psychosocial systems); greater training of health
professionals and health promotion is needed; health professionals from minority communities

should be recruited; and doctors should undergo training in cultural awareness.

Benzeval, M. and Judge, K. (1996). Access to health care in England: continuing inequalities

in the distribution of GPs. Journal of Public Health Medicine 18 (1), 33-40.

The focus of this study is not on minority populations but on the fair (or otherwise) distribution of
general practitioners (GPs) based on local population need, though (Asian) ethnicity is used in the
analysis. The analysis consists of three stages: GP utilisation was ascertained using individual and
community-level data; the odds ratios from the utilisation data were combined with small area
information to weight the estimates of the population to take account of relative needs; and these
data were used to assess the number of GPs needed in the area. Data were taken from the Office of
Population Censuses and Surveys (OPCS) Omnibus surveys and the Department of Health (DOH)

service availability data.
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The results indicate that a variety of factors predict GP consultation (within the last two weeks).
Limiting long-term illness (odds ratio=2.43), being a woman aged under 29 (odds ratio=1.86) and
being unable to work owing to illness (odds ratio=1.81) were all significantly associated with GP
consultation. Asians were more likely to consult their GPs than other ethnic groups (odds ratio=
1.51), other things being equal. The authors combined these results with a ‘need indicator’ to
produce an estimation of the ‘fair’ distribution of GPs for selected health authority areas. These data
suggest that, despite improvements, GPs are still unevenly distributed across England, and some
areas (such as Rotheram) do not have enough GPs for the needs of their local population. The
authors discuss the limitations of the study, including the problems associated with defining
utilisation and the exclusion of key population sub-groups, such as children and people in care and

nursing homes.

Blakemore, K. (2000). Health and social care needs in minority communities: an over-

problematized issue? Health and Social Care in the Community 8 (1), 22-20.

Blakemore identifies three types of ‘resources’ in south Asian and Black Caribbean communities
that can affect the health and social care needs of minority communities. These are: the size of
ageing cohorts; family change and residence patterns; and economic assets such as housing and type
of employment. The age structure of Asian and Black populations, for example, is slightly younger
than the White population (about 20% of the White population is over age 65, while only 6% of the
African Caribbean population is elderly). Moreover, the large numbers of Caribbean people in their
late middle age may mean that help is available to those suffering chronic illness (though the poor
health of many of late middle age Black Caribbeans, their tendency to live alone and the
‘compressed’ nature of this group, may mean that a large number of them will enter old age

together and become, as a group, potentially very needy).

Blakemore cautions against the notion that some communities are advantaged by low dependency
ratios; much depends on the level of illness in the population and the potential levels of support
offered to those in need. He also considers the strength and resilience of minority families. Many
voluntary organisations working with Black and Asian elders, for example, report a decline in
family support for the elderly. Also important to elderly minority individuals is the move away from
multi-generational patterns of residence, though this is less evident among some Asian groups (such

as Pakistanis and Bangladeshis). The move away from multi-generational residence does not
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necessarily signal a decline in support for the elderly. Economic well-being also affects the kind of
care offered to pensioners. The assets of better-off families can help offset the disadvantages of a
decline in family support. Wealthier communities are better able to provide for those in need (as the
example of the Jewish community has demonstrated). Some groups, such as Pakistanis and
Bangladeshi, are especially economically disadvantaged. In addition, the condition of houses
occupied by Pakistanis and Bangladeshis is often poor. These factors may make the health and

social care needs of elders in these communities more difficult to meet.

Blakemore concludes that the perception that minority communities are all uniquely disadvantaged
obscures the fact that there is significant variation in resources between communities. Some groups
are better placed to deal with poor access to service and disadvantage than others, and there are

signs of increasing inequalities in community care among Asian and Black communities.

Butt, J. and Mirza, K. (1996). Social care and Black communities. A review of recent research

studies. London: HMSO.

A review of the research literature on the social care needs of British ethnic minorities, with some
consideration given to the most important aspects of the demography, health and socio-economic
situation of ethnic minorities. The research items cited come from three different sources: academic
or published work; local authority studies that are available to the public; and research provided by
voluntary and community groups. There are chapters on families and children, elders, mental health,
disability and carers. In conclusion, the authors draw on the research to emphasise key themes that
could guide agencies providing social care for ethnic minorities, these are: identifying needs,
making fair assessments of need, making better use of information, improving monitoring of

intervention outcomes and initiating inspection of services.

Campbell, J.L, Ramsay, J. and Green, J. (2001). Age, gender, socioeconomic and ethnic

differences in patients’ assessments of primary care. Quality in Health Care 10 (2), 90-95.

The authors describe the findings of this study of patients’ evaluations of primary care services. The
General Practice Assessment Survey (GPAS, a multi-item scale that addresses key areas of primary
care activity, such as communication, interpersonal care and continuity of care) was administered to
7692 patients attending GP practices in inner London. Most (63%) respondents were White, a

quarter was Black and 9% were south Asian. Ethnicity was a significant predictor of responses to
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primary care services for eight of the 13 scales of the GPAS (even after controlling for the effects of
socio-economic status, age etc.). White respondents were more likely to report favourable responses
than non-White respondents. Indian, Pakistani and Bangladeshi respondents reported low scores,
especially in relation to reception staff, accessibility of care and doctor-patient trust. The authors
suggest that the low scores among south Asian respondents might be attributable to lack of access to
female doctors, language barriers or the (probably) White ethnicity of staff in primary care

reception areas.

Chan, C. (2000). The quality of life of women of Chinese origin. Health and Social Care in the
Community 8 (3), 212-222.

This paper is not primarily on use of services so will only be described briefly here. Chan reports
the findings of a qualitative study of quality of life among Chinese women in Manchester. The
respondents’ names were taken from health authority immunisation records (n=30) and data were
analysed using content analysis techniques. The results suggest that Chinese women seek advice
from friends and families rather than from health service sources and staff. Language barriers exist
that impede use of health services, though interpreters were used by some of the women. The
women reported anxiety about their private health concerns becoming known to members of the

(small) Chinese community in Manchester.

Chen, M.S. Jr (1999). Informal care and the empowerment of minority communities:
comparisons between the USA and the UK. Ethnicity and Health 4 (3), 139-151.

Chen provides a discussion of the role of informal care among minority communities in the US and
the UK. He defines informal care as ‘the practice of alleviating distressful physiological and
psychological dysfunctions through...(e.g. traditional healers, family members, self, etc.) using
measures that do not require a physician’s prescription or intervention...” (p.140). It is opposed to
formal care, which requires the intervention of trained medical personnel. Chen also considers that
alternative medicine (such as herbal medicine, prayer and acupuncture) comes under the umbrella
term ‘informal care’. Informal care may be used more by minority populations because they are
more likely to encounter barriers to health care services than majority populations and because

informal care may have traditional significance for them. Empowering minority ethnic communities
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using informal care may be the most culturally sensitive method of improving the health of minority

groups.

Chen also traces the development of services for minority British populations from the 1980s on.
The first campaigns were aimed at improving the health of Asians (the ‘Stop Rickets’ campaign)
and, later, the health of Asian mothers and babies. By 1991, a question on ethnicity appeared in the
census and in 1994, the Ethnic Health Unit was established within the National Health Service
(NHS). Central to Chen’s discussion is the concept of ‘cultural competence’ (the purpose of which
is to achieve improved health outcomes) in relation to informal health care. Minority ethnic health
professionals (who have a culturally competent approach) are best placed to improve the health of
minority groups. This may be a pressing issue in the future, as minority communities become

increasingly demographically more diverse.

The strengths and weaknesses of informal care are outlined. Strengths include its convenience and
simplicity; weaknesses include its lack of statistically proven efficacy. Drawing all of the above
issues together, Chen makes a number of recommendations. These range from advocating initiatives
to improved definitions of informal care, to calls for the use of methodologically rigorous surveys to
assess the health impact of informal care, to the recommendation that testimony be collected from

minority communities about their successful use of informal care.

Chui-man, C. and Wai-kam, Y. (1999). Report on social and health needs of Chinese women in
Sheffield. Sheffield: Lai Yin Association.

Data were collected using a structured questionnaire from members of a Chinese women’s
community association in Sheffield in the period 1997-1998 (n=85). Over half of the respondents
indicated that they would not consult their doctor if they or their family members suffered from
minor illness. A third said that they would buy non-prescription drugs from a chemist and 15% had
used traditional Chinese medicine. Over a quarter did not believe that Western doctors understood
Chinese health concepts. Nearly 70% had had a cervical smear test. Over three quarters reported
language barriers as a problem for their use of social services and 41% did not know that social

services existed.
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Coventry Health Information Forum (1991). Health information needs of Black and ethnic
minority groups in Coventry. A report on a survey of community-based groups. Coventry, UK:

Coventry Health Information Forum.

The Forum describe the results of a local survey of health information needs of Coventry’s Black
and minority community (who constitute about 9% of the population in the city). Individuals from
community groups provided the data for the survey (gathered via structured questionnaire in a
group interview setting). In all, 27 community groups participated. The questionnaire elicited
information on the composition of the community group, whether the group had received health
information or not and use of services. Of the 27 groups in the survey, 17 were ‘mainly female’,
four were largely male and six had mixed membership. The groups represented a variety of age

groups, ethnic communities (including Mauritian and Vietnamese) languages and faiths.

The results suggest that the impact of health information on respondents was low. On some health
issues (smoking, exercise), respondents had been well informed but only half of the groups had
received information about the immunisation of children. Other topics, such as mental health issues
and care in the community, were much less well known about by respondents. Respondents
expressed an interest in, for example, information about cervical smear testing, cancer and diabetes.
The sample were also asked about information they had received about alternative medicine; this
was not considered such an important issue though respondents were comparatively well informed

about it.

The Forum point out that 80% of respondents had received information about smoking, yet only
18% of respondents felt it was an important health issue for them (most Asians in the city are of
Sikh origin and tobacco use is prohibited among them). Over 70% of the sample said that they
would prefer health information to be conveyed via video, though many thought that leaflets would
be helpful. Respondents were also asked where they thought improvements could be made. More
information about going into hospital, accident prevention for young children and diet were cited as

important issues.
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David, P.A. (1995). Service provision to Black people: a study of occupational therapy staff in
physical disability teams within social services. British Journal of Occupational Therapy 58 (3),
98-102.

A questionnaire was given to occupational therapists and their assistants in five locations in the city
of Birmingham (n=32). Occupational therapists were asked about their perception of service take-up
by Black people. Half believed that no services were being taken up and a quarter was not able to
answer. The author makes a series of recommendations to improve service take-up among the Black
population. These include: ethnic record keeping and monitoring, better provision of information

and improved training.

Donovan, J. (1986). We don’t buy sickness, it just comes. Health, illness and health care in the

lives of Black people in London. Aldershot: Gower.

Donovan examines the health and use of health care among 30 people of Afro-Caribbean and Asian
descent (24 of whom were women) in London using in-depth, life-story interviews. Health and
health care issues are considered in the context of immigration to Britain and race relations and the
relative lack of research on the health of British ethnic minorities. Detailed demographic, medical,
social and other information is provided on the respondents, who were recruited via personal
contacts and a ‘snowballing’ technique. Questions were asked about: perceptions of health and
illness; the causes and severity of ill health; and other factors that might affect health, such as diet

and experience of racism.

All the Afro-Caribbean respondents were registered with a general practitioner (GP), though many
expressed unhappiness with long waiting times, and perfunctory examinations. The men in the
sample were particularly distrustful of doctors. The use of remedies by Afro-Caribbean respondents
was commonplace. Three Afro-Caribbean female respondents had to wait a long time for serious
medical conditions to be diagnosed; one eventually sought private treatment and four had seen a
private doctor. As with the Afro-Caribbean respondents, all the Asian respondents (who were all
overseas-born) were registered with a GP; most were registered with an Asian GP who spoke their
own language. Six Asian respondents had sought hospital treatment, and two were very critical of it.

One Asian female reported using a private doctor and one reported seeing a homeopath.
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Donovan maintains that there are striking similarities in the respondents' perceptions of health and
illness, and of the effects of depression, food, the environment, racism and religion on health. She
also highlights the fatalism that is present in most of the interview accounts. Use of health services
varied; Afro-Caribbeans tended to see their GPs less than the Asian respondents, made greater use
of home remedies and were more sceptical of the National Health Service (NHS). Asian
respondents were confident that the NHS could help them. Afro-Caribbeans, despite being poorer
than the Asians, were more likely to use private treatment, which may be related to the practice of

paying for health care in the Caribbean.

In conclusion, the themes of ‘control, context and choice’ are important to the health of Black
people in the UK. ‘Control’ in the context of racism and immigration legislation, the conditions of
work, place of residence and the attitudes of doctors; ‘context’ in relation to the way that the
respondents reacts to or perceives illness; and ‘choice’ because the respondents lives are not
controlled by overwhelming forces, there are aspects of their cultural heritage that they can draw on

to deal with illness.

Ebden, P.,Carey, O.J., Bhatt, A. and Harrison, B. (1988). The bilingual consultation. The
Lancet 1 (8581), 347.

In the Asian community in Leicester, 27% of people speak little or no English. Here, the use of
relatives as interpreters in an out-patient consultation setting is examined. Four Gujarati-speaking
patients who had previously been attending an out-patients department were interviewed and
recorded with a family member present who acted as interpreter. The analysis of the transcripts of
143 questions and answers yielded three areas of interest: the structure of the questions the doctor

asked; translation of terminology; and aspects of Gujarati culture that hinder communication.

The results suggest there is substantial mistranslation in such situations. Simple questions had a best
mistranslation rate of 16% and a worst of 39%. Questions that are more complex had a best
mistranslation rate of 25% and a worst of 82%. Of the 143 questions and answers, more than half
contained mistranslated or misunderstood words. Other important issues are those relating to
cultural notions about what is appropriate to discuss within the household or outside it and
embarrassment at having to translate questions about personal bodily functions (such as bowel

movements).
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Fenton, C.S. (1985). Race, health and welfare. Afro-Caribbean and south Asian people in central

Bristol: health and social services. Bristol: University of Bristol, Department of Sociology.

The author presents the findings of research carried out in 1983-4 in Bristol. The focus is
specifically on access to services by Afro-Caribbean and south Asian populations in the area, most
of whom were adults and foreign-born (n=200). The respondents were sampled by targeting every
seventh address in 15 enumeration districts in Bristol that have high concentrations of ethnic
minority populations. Interviews with 50 White people were carried out for comparative purposes.
Respondents provided details about various areas of their lives: the effects of racism, family and

friends, and their use of language.

The analysis of data on access to health services indicates that Afro-Caribbeans and Asians were
more likely than Whites to report consulting a general practitioner (GP) within the last month (57%,
47% and 40% respectively). The high rate among Afro-Caribbeans may be attributable to their
older age, and it may be evidence of a poorer health profile. Whites, however, were more likely to
report visiting hospital in the last month and year (20%) compared with ethnic minorities (15%).
Problems with being understood by (and understanding) GPs was more likely to be mentioned by
Asian females (about half of them mentioned this as a problem). Two fifths of Asians said that
linguistic difficulties were a problem in their consultation with the GP or hospital staff, though

some language problems were compounded by cultural misunderstandings.

The interviews with doctors suggests that they tended to see the problems they encountered with
their minority patients as problems related to the inner city rather than as ‘race relevant.” The
responses to questions about access to social services (which were mostly about ‘home helps’,
meals services, day centres and accommodation) suggests that it is neither true that the extended
ethnic minority family can take care of its elderly nor that family structures are so fragmented that
the care of the elderly necessitates help from outside the family. Knowledge of social care services
for the elderly was high among Afro-Caribbeans but much lower among Asians, though use of
services was low in both groups. Considerable numbers of both groups said that they would be

more likely to use social care services if provision was modified to suit their tastes and needs.

In conclusion, a number of recommendations are made: that benefits advice and day centre

provision be improved, that the needs of Asian women be better addressed and the accommodation
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needs of ethnic elders needs to be recognised. Health services can also be improved by focusing on
the language barriers that hinder effective care, addressing the specific needs of Asian women and
improving hospital care access. No information on the socio-economic backgrounds of the
respondents is presented, although the possible effects of poverty on health and access to health and

social services are discussed.

Forrest, D. and Sims, P. (1982). Health advisory services and the immigrant. Health Trends 14
(1), 10-13.

The London Borough of Tower Hamlets has a large Bengali community; many members of this
community are poor and suffer from conditions such a tuberculosis and rickets. To address their
needs, a health advisory service was set up in 1978 as a link organisation between migrants and the
health service. The authors present a description of the service and an evaluation of its work. Data

were taken from the records of the 370 individuals attending the service.

Most individuals using the service were male (83%) and were aged 20-49. Half had been in the
country more than ten years. Most users of the service were registered with a general practitioner
(GP) (45% had registered with a Bengali GP). Analysis of the reasons for using the health advisory
service indicated that most came with physical symptoms (59%) and 28% attended for health
advice. Over a third of people attending the service were referred back to a GP and 7% were
referred to hospital. The results from a follow-up questionnaire completed by a random sample of
39 patients showed a high degree of geographic mobility; only 14 of these 39 patients could be
interviewed. All of these patients could remember why they initially attended the service and the
advice they were given. Most (12) thought the advice they received was good. The authors discuss
the problems of providing a health care service to Bengalis in Tower Hamlets. They cite
communication problems and a different cultural background and understanding of health and

illness among Bengalis as limiting the development of services.

Free, C., White, P., Shipman, C. and Dale, J. (1999). Access to and use of out-of-hours services
by members of Vietnamese community groups in South London: a focus group study. Family

Practice 16 (4), 369-374.

Data were collected from 51 individuals participating in focus groups in the London Boroughs of

Southwark and Lewisham. All respondents were Vietnamese. There were six focus groups
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comprised of a variety of individuals (the elderly, older women, younger women etc.). Group

discussions were audiotaped, transcribed and coded.

The results suggest that most respondents did not know about general practitioner’s (GP’s) out-of-
hours services, though most respondents were aware of emergency services (the 999 service) and
were impressed by the speed of response. In all the groups, language problems were cited as a
deterrent to use of services and a barrier to the communication of their health problems to health
professionals. Children often acted as interpreters and respondents with poor English often used
gestures to communicate with health professionals. The authors emphasise the commonality of
themes across the focus groups, and mention the limitations of the study (focus groups do not

permit in-depth exploration of individual perceptions).

Garrish, K. (2001). The nature and effect of communication difficulties arising from
interactions between district nurses and south Asian patients and their carers. Journal of

Advanced Nursing 33 (5), 566-574.

The author describes the findings from an ethnographic case study that explored communication
difficulties between nurses and south Asian patients and their carers. Data collection involved:
conducting in-depth interviews with eight managers; a review of caseload allocations; and a
documentary analysis of local policy directives. This was followed by a participant observation
study of nursing practice in six district nursing teams (four with high minority ethnic caseloads and
two with largely White caseloads). Interview transcripts and field notes were analysed using

dimensional analysis.

A major theme was use of spoken English. Over half of south Asian patients had no or poor
understanding of spoken English; this was especially the case with women and older people.
Garrish notes that, the fact that over half of elderly patients spoke no English, has an important
bearing on the provision of care to a group who traditionally form a large proportion of the district
nurses’ caseload. The limited use of professional interpreters, and the dependency on family
members for translation purposes, highlights how minority patients and carers who are not
proficient in English can be disadvantaged. Out of 75 visits made by nurses to south Asian patients
who understood little or no English, a family member interpreted in 60% of cases. Although

relatives were often used to interpret, several nurses expressed dissatisfaction with this, expressing
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worries about the possibility of inaccurate interpretation where relatives might not be fluent in

English or did not have an understanding of medical concepts.

The author concludes that the findings from the study raise a number of issues about the quality of
care provided to patients and carers who are not proficient in use of English. She maintains,

however, not speaking English should not be a barrier to appropriate and effective nursing care.

Gervais, M-C and Jovchelovitch, S. (1998). The health beliefs of the Chinese community in
England: a qualitative research study. London: Health Education Authority.

This book is largely about the health beliefs of the Chinese in Britain and not primarily about
service access and use, so will only be described here briefly. Data were collected from experts on
the Chinese community, from individual interviews and from focus group discussions. The authors
link the health beliefs of the Chinese in England to the choice and evaluation of health services.
They note that three sets of factors influence the use of health services by the Chinese: the structure
and content of their health beliefs per se; the quality of encounters with health service personnel,;
and the availability of services. Although the Chinese people in the sample consulted three types of
medical practitioner (Western medicine, traditional Chinese doctors and herbalists) they did not
believe that there was a conflict between Western notions of medicine and Chinese traditional ones.
Folk or classical Chinese remedies are used for minor and non-urgent conditions, or to treat the
‘root or the cause of the problem’. Western medicine is used to treat severe conditions or the
symptoms of illness. The choice of health service is also based on factors such as hours of opening,

location of services and the availability of interpreters.

Gillam, S. J., Jarman, B., White, P. and Law, R. (1989). Ethnic differences in consultation
rates in urban general practice. BMJ 299, 953-957.

Gillam and colleagues maintain that a ‘historical perspective’ is important when considering the use
of health services by minority ethnic populations: ‘The needs and expectations of minority ethnic
groups are likely to change substantially over a generation’. They then describe the present study,
where consultation rates and outcomes among minority populations who were registered with a
medical practice in Brent, London in 1980 are analysed (n=10 877). Consultation rates were age-

standardised and a standardised consultation ratio was constructed. To assess the effect of morbidity
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on consultation rates, the number of times that a patient consulted with a specific condition was

recorded and a ‘patients’ consultation ratio” was calculated.

A variety of differences in consultation by ethnic group status were found. For all minority ethnic
women, standardised patients’ consultation ratios were lower than the native British group. Among
men, Asians had a slightly higher patients’ consultation ratio than the British group. Consultation
ratios and patients’ consultations ratios were reduced for West Indian and Irish patients, and high
rates of diabetes mellitus explained the high patients’ consultation ratios for West Indian women
and Asian males compared with White British individuals. Standardised patients’ consultation ratios
were reduced for all ethnic groups consulting for mental health reasons (except for Asian men who
have the same ratios as White men). Standardised patients’ consultation ratios for hypertension
were significantly higher among West Indians. Asians had higher ratios (standardised consultation
and standardised patients’ consultation) for conditions of the respiratory system compared with all
other groups. Native British individuals were more likely to be given a follow-up appointment after
leaving the surgery and standardised home visiting rates were lower among West Indians and the
Irish. The authors acknowledge the methodological limitations of the study, including small

numbers (in places) and lack of standardisation for socio-economic status.

Hawthorne, K. (1994). Accessibility and use of health care services in the British Asian

community. Family Practice 11 (4), 453-459.

Hawthorne reviews the research literature on access to, and use of, health care services among
Asians in the UK. He observes that, in the recent past, Asians in the UK were the targets of specific
health education programmes, and were considered to have ‘special needs’ (i.e. rickets, tuberculosis
and thalassaemia). The needs of this group revolve largely around issues related to communication,
access to services, and information on specific conditions. Asians are not homogenous, and each

group within the Asian community has its own health concerns and needs.

Hopkins, A. and Bahl, V. (1993). Access to health care for people from Black and ethnic

minorities. London: Royal College of Physicians of London.

A collection of articles (from a workshop on the subject as well as commissioned) on access to
health care services among British ethnic minorities. Many of the chapters are very general in

scope, and will not be discussed in detail here. The book covers a number of areas, all concerned
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with access in one form or another. Health policy and the purchasing of services for ethnic
minorities are addressed, as is improving access to general practitioners (GPs), and better care for
young people, children and ethnic elders. Five chapters deal specifically with the major illnesses
that affect minority populations (diabetes, hypertension, coronary artery disease,
haemoglobinopathies and mental health) and one chapter deals with health promotion and
education. The importance of cultural awareness, improved and sensitive communication and

consultation with the relevant groups, is emphasised throughout the articles.
Lam, E. (1980). Health visiting Vietnamese refugees in Britain. Health Visitor 53 (7), 254-255.

A brief and general discussion of one health visitor’s experience of attending to the health care
needs of Vietnamese refugees in Manchester. The author describes meeting families, establishing a

relationship with them, aspects of their health, child care, family planning and mental health.

Lawrenson, R., Leydon, G., Freeman, G., Fuller, J., Ballard, J. and Ineichen, B. (1998). Are
we providing for ethnic diversity in accident and emergency (A and E) departments? Ethnicity

and Health 3 (1/2), 117-123.

Lawrenson and colleagues present the findings of a study of the collection and use of ethnicity data
at Accident and Emergency departments (A&E) (with a primary care initiative in place) at five
north London sites and one west London site. The study also assesses if the hospitals have policies
on the training of staff in matters of importance to minority groups and if interpreters are available
at the sites. Data were collected using semi-structured questionnaires, and staff in a variety of

positions in A&E departments were questioned (n=22).

The results from the six sites show that all six have a policy of collecting data on the ethnicity of
service users. In five of these, ethnicity is recorded by a member of staff and, at one, details are
provided by the patient. Ethnicity data were used to measure attendance and improve services. Not
all patients had their ethnicity recorded; in some cases, it was not considered appropriate. At most
of the sites, ethnicity had not been a consideration when staff were hired and there were no
formalised training for new staff at the sites. Most interviewees indicated that interpreting services
were available or staff were present who could act as interpreters. The authors point out that data on
ethnicity is not systematically collected (this may be attributable to the perception that it is a

‘delicate issue’). Staff were not well informed about the uses of the data and there were problems
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with the recruitment of staff and the provision of language services. They conclude that providing
‘culturally competent’ services did not appear to be a priority at the sites and there is a need for
improvement of services given the ethnic diversity of the population in the north Thames area. This

is a small, largely exploratory study, the findings of which may not be applicable elsewhere.

London Group on Race Aspects of Community Care (1992?). Black communities: who cares?

Report of two workshops held in May and July 1991.

The Group is comprised of key managerial and advisory staff from most London Boroughs’ Social
Services Departments (and is co-sponsored by the Department of Health Social Services
Inspectorate and other groups). The report presents details of the findings of two workshops held in
1991, which examined issues about community care that are important to Black communities. It is
very general and will not be discussed in detail here. After the introduction, which emphasizes the
inappropriateness of many community services for Black people, the report is then divided up into
findings and recommendations from the two workshops. A number of concluding remarks are
made; among which is that Black care workers need to be supported in their roles so that they can
work more effectively with the Black community, and care staff need more training in issues

relating to race equality.

Madhok, R., Bhopal, R.S., Ramaiah, R.S. (1992). Quality of hospital service: a study
comparing 'Asian' and 'mon-Asian' patients in Middlesbrough. Journal of Public Health
Medicine,14(3),271-279.

The authors compare Asian and non-Asian patients' experience of, and satisfaction with, non-
clinical aspects of hospital care in Middlesbrough (UK). Recently discharged patients (52 Asians
and 52 non-Asians) were matched for sex, age, type of admission and hospital. The main
differences between the groups related to communication and language problems, Asian women
patients’ attitudes to examination by male doctors, and provision of and satisfaction with hospital
food (90% of Asians, but only 27% of non-Asians, required a special diet). Following the provision

of Asian food, Asians reported greater satisfaction with hospital food.
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Madhok, R., Hameed, A. and Bhopal, R. (1998). Satisfaction with health services among the
Pakistani population in Middlesbrough, England. Journal of Public Health Medicine 20 (3),
295-301.

The authors explore the satisfaction of the Pakistani population in Middlesbrough (UK) with a
range of health services. Data from a survey of Pakistani people, who had been interviewed in the
home, were analysed. Generally, satisfaction among those who had used National Health Services
(NHS) services was high. Most (94%) were satisfied with their general practitioner (GP), 93% with
the GP’s receptionist and 97% with hospital doctors. Low levels of dissatisfaction were found in
relation to accident and emergency (A&E) services, care provided by hospital nurses and with
information on specific conditions and treatment. Of the hospital patients (n=34), 19 were informed
about the availability of Asian meals, and most (65%) were satisfied with the meals. Few
respondents had been informed about the availability of interpreting services. The authors conclude

that the Pakistani patients in their study reported high levels of satisfaction with health services.

Malcolm, P.N., Chan, T.Y.K., Li, P-L, Richards, J. and Hately, W. (1995). Management of
dyspepsia among Asians by general practitioners in East London. BMJ 310, 910-911.

The authors explore referrals for dyspepsia among ethnic groups in the London Borough of Tower
Hamlets. Data were taken from barium meal and swallow examinations referrals in the period 1991-
1992 at hospitals in the borough (n=834). Data were also taken from referrals for endoscopies
(n=417). The results show that there was a significantly higher referral rate for individuals of Asian
origin for barium studies (7.5/1000 compared with 4.4, p<0.001). The referral rate for endoscopy
was also higher for south Asians than other groups (3.1/1000 compared with 2.4, p=0.02). The
actual level of illness in Asians did not explain their greater rate of referral to services. The authors
note that they do not consider the effect of socio-economic deprivation on referrals and that

somatisation (expression of psychological distress) among Asians may be important.

McAvoy, B.R. and Donaldson, L.J. (1990). Health care for Asians. Oxford: Oxford Medical

Publications.

This is (largely) a handbook for general practitioners (GPs) though it contains chapters that deal
with various aspects of the health care of British Asians. Background information is presented on

the origins and lifestyles of Asians in the UK (including religious beliefs and observances, the
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significance of names) and the importance of cultural factors in the health and well-being of
immigrant communities. The most relevant chapter is by McNaught (though chapters by McAvoy
and Sayeed on communication, and McAvoy on the health of Asian women and MacVicar on
obstetric health, contain some details of service provision and use). McNaught (organisation and
delivery of care) points out that health authorities have policies drafted specifically to address the
issue of access to services by minority ethnic populations, but these are not always fully
implemented. This failure is quite visible, however, compared to the situation that prevails at
general practice level, which is by definition a very private situation that is generally not open to

scrutiny.

Reviewing the evidence that exists on the use of general practice services by Asians, McNaught
reminds us that the literature is surprisingly sparse considering that most minority individuals
appear to be registered with (and using) GP services. The literature that is available tends to do one
of three things: it looks at the extent to which Asians register with and use their GPs; it explores the
difficulties that GPs have in providing a service to Asians; and, lastly, it examines the patient’s
perspective and addresses the extent to which GP services are sensitive to the needs of the Asian
community. Studies that have examined aspects of registration and use of GPs indicate that Asians
are likely to be registered and to make full use of GP services. The more frequent visits to their GP,
and the greater likelihood of a home visit, may be attributable to the higher number of children in
Asian households. Research into GPs' perceptions of Asian patients indicates that some GPs believe
that Asian patients are more likely to present with what the GP considers to be a trivial problem
(though they are less likely to present with a psychosocial problem) and they take up more time than

other patients.

McNaught suggests that other studies have indicated that, where there are problems with Asians’
use of GP services, these problems are related to deficiencies in the primary care system. The
problems of referral for secondary care are compounded by language difficulties and there are
differences between Asians according to their class background; GPs and nurses note fewer
problems with ‘westernised’ or middle class Asians. The final category of research, which addresses
Asian patients’ perceptions of services, often characterises health services as insensitive to the
needs of Asians and often racist in its approach to them. McNaught maintains that this situation no

doubt exists, but it exists alongside a situation of high usage of services by Asians and considerable
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satisfaction with services by this population. McNaught identifies a number of issues that that can
be extracted from this (contradictory) literature; these issues can be broadly defined as those
relating to human resources management (the need to improve communication, address language

barriers, train staff) and those relating to practice organisation and facilities (appropriate facilities).

McFarland, E., Dalton, M. and Walsh, D. (1989). Ethnic minority needs and service delivery:

the barriers to access in a Glasgow inner-city area. New Community 15 (3), 405-415.
And

McFarland, E., Dalton, M. and Walsh, D. (1987). Personal welfare services and ethnic
minorities. Scottish Ethnic Minorities Research Unit Research Paper no. 4. Glasgow: Research

Unit, Glasgow Caledonian University.

The authors give detailed consideration to the nature of the research literature that deals with social
service provision to British minority communities, which they maintain was of a fragmentary nature
for a long period. The aim of this study is to explore the views of (and utilisation of) social service
care by Scottish minority ethnic populations. Data were collected in the East Pollokshields area
(which has a fairly large Asian population) by open-ended interviews (n=60) with individuals

selected from the electoral register.

The results of the study suggest that most minority respondents were not aware of the range of
social welfare services that are available to them. For those families that did require help from the
social services team, one problem was that of restricted availability (in the geographic sense and
also a cultural/linguistic sense). The authors found that, while most of the White comparative group
(n=10) felt they did not need the help of social services, all of them knew where they could turn to
for help. Most (61%) Asian women thought that their community did not make full use of welfare
services, which the respondents attributed mostly to lack of awareness, language problems and the
unhelpful attitude of White service providers. Most of the White group (80%) thought that Asians

did make full use of such services (some expressed resentment about this).

The authors also considered the needs of mothers and small children. Many women in the sample
made use of informal childcare arrangements, though it was mentioned by respondents that more

playgroups would be a benefit to the community. Analysis of data on use of healthcare facilities
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indicates that Asians were more likely to consult their GP than other groups, and most Asian
women (82%) indicated that they would prefer to see a female doctor. The data on the health of the
Asian elderly population suggests that all were being cared for at home, though there was the
possibility of unmet need. The White sample was much better informed about concessionary travel,
‘meals on wheels’ and ‘home help’ services. Of those four Asian elders who did not previously
know about these services, three indicated that they would be useful. Five Chinese families were
interviewed for the study. The younger Chinese respondents were more aware of social welfare
services. No Chinese elders were aware of concessionary travel or ‘home helps’, and cited
language problems as the reason for this. All the Chinese respondents thought that the Chinese were
‘getting a poor deal’ from the welfare services and thought that Asians were more likely to use

them.

In conclusion, the authors maintain that service awareness and take-up was low in the sample, and
there were two main problems: inadequate provision and poor communication. These findings,
while useful, are specific to this geographic location and probably cannot be generalised to other
populations elsewhere. The socio-economic context within which this research was undertaken is

mentioned, though little consideration is given to the effects of deprivation on access to care.
McNaught, A. (1988). Race and health policy. London: Croon Helm.

McNaught describes the National Health Service (NHS) response to the needs of migrants, tracing it
from the 1965 White paper on Commonwealth Immigration (which depicted migrants as imposing a
burden on the health services and recognised their healthcare needs as difference in degree, but not
kind, of Whites). The White Paper did advocate ‘special attention’ by authorities to the needs of
migrants, but did not practically follow this up. A number of researchers expressed concern about
some aspects of migrant health (venereal disease, tuberculosis) but McNaught says that, from the
late 1960s and throughout the 1970s, there was little research concerned specifically with the health
and healthcare needs of minority groups. There have been improvements in our knowledge of the
health of ethnic minorities since that time (McNaught discusses the implications of Marmot’s work

on immigrant mortality and the Black Report of 1980) though data limitations are still a problem.

There have been a number of initiatives in the NHS (at national and local level) to promote positive

health, and address care needs among British minority ethnic groups, though many of the earlier
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policy initiatives are more generally concerned with reducing inequality and unequal access and
make little mention of minorities. McNaught makes a connection between the ‘laissez-faire’ attitude
to post-war migrants in the early days of the NHS and the lack of policy thereafter. He then
provides an example of policy development (drawing on material collected though interviews with
26 members of staff) in West Lambeth Health Authority which illustrates the key themes of his
historical analysis. McNaught observes that race was not mentioned as an issue for the health
authority until 1979/80 when it started to appear in policy and planning documents (and even then
not in a substantive way). He also notes discriminatory attitudes towards ethnic minorities among
the staff (both Black and White) in the health authority, although many workers acknowledged
problems with issues relating to access for some individuals. McNaught makes a series of proposals

to promote better consideration of the needs of ethnic minorities by health policymakers.

McNaught, A. (1985). Race and health care in the United Kingdom. London: Health Education

Council.

Many of the issues discussed here are covered in McNaught’s later work (1988, above) except that
here, the name of the health authority (West Lambeth) is not given. The later work also has a more
detailed discussion of the development of policy. McNaught provides a discussion of the main
issues that affect access to health care for ethnic minorities and outlines a number of approaches
that might be used to help minority populations access care. The inadequacy of the National Health
Service (NHS) in meeting the needs of minority groups is traced back to the period after WWII
when sentiment to migrants was generally hostile and migrant groups were believed to bring

‘disease into the country’.

In the period 1950-1970, a number of initiatives were started to deal with the health needs of
migrants and their children (provision of information, tuberculosis testing, medical examinations of
children) though McNaught notes the racial stereotyping that often accompanied such initiatives. (In
one example, West Indians are described as having a ‘happy-go-luck’ attitude to life). In the 1970s
and 1980s, despite the widespread employment of minority ethnic individuals in the health service,
McNaught detects scant evidence that provision improved for minority populations. The experience
of a local health authority in the development of policy to deal with the needs of minority groups in

the community is described and recommendations are made.
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McKinley, R.K. and Roberts, C. (2001). Patient satisfaction with out-of-hours primary
medical care. Quality in Health Care 10 (1), 23-28.

Only brief details of this paper will be given here since, although ethnicity is used in the analysis,
the focus of this study is not on use of service by minority groups, but on describing the relationship
between patient satisfaction with out-of-hours deputising and practice doctors, and associated
factors (type of care given, health outcomes). Data were provided by respondents who had
participated in a study of out-of-hours care in four urban locations in England and Wales and who
were asked about their level of satisfaction with the service. Respondents were categorised as either
‘White’ or ‘Nonwhite’. Over 2000 people were recruited to the study, though only 1402 completed
at least part of the questionnaire. The results indicate that patients were less satisfied with treatment
provided by a deputising doctor (preferring, instead, a practice doctor). Non-white respondents were
less likely to be satisfied with communication and management issues, the attitude of the doctor and

the initial contact person, compared with White respondents.

Memon, M., Abbas, F., Singh, I. and Gupta, R. (2001). Ethnic minority: restricted access.
Health Services Journal 111 (5758), 22-24.

A very general, and brief, discussion of access to health services by British minority communities.
The author describes how the government is committed to reducing inequity of service use among
minority ethnic communities; this is especially important given the greater burden of ill health
among such groups. A survey of health authorities showed that many were aware of the need to
address the health concerns of minority groups in their areas, and some had projects in place to help
minority ethnic communities. Primary care groups who were asked about their awareness of the
health needs of minority groups generally showed a lower level of awareness than the health

authorities and had fewer schemes in place to deal with the health needs of minority groups.

Nguyen-Van-Tam, J., Simpson, J., Madeley, R. and Davies, L. (1995). Health care experiences
of Vietnamese families in Nottingham. Health Trends 27 (4), 106-110.

The authors report the main findings of a study of the health behaviour and use of health care by the
Vietnamese community in the Midlands (UK). Respondents’ names were taken from the

Nottingham Vietnamese Centre register and a structured interview schedule was used to collect
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data. Questions were asked in a variety of areas: demography, lifestyle, illness behaviour and use of

general practitioners (GPs).

One hundred and thirty five individuals in 71 households were interviewed. The health service
consultation patterns of the respondents indicated that, during bouts of illness, a third of respondents
often consulted a GP while about 5% never consulted a GP. Two thirds claimed that they sometimes
consulted a chemist during illness and 80% reported no consultation with a traditional Chinese
health practitioner (though use of Chinese herbal medicines was fairly high; nearly a quarter used
traditional creams and ointments during illness). Most (98.5%) respondents were registered with a
GP. The sample’s experience of general practice varied but, generally, between 19% and 32% of the
sample found different aspects of the GP consultation very difficult (e.g. travelling to the surgery
was rated as very difficult by 19% of the sample, and a third of the respondents reported great
difficulties explaining to the doctor what was wrong with them). Just under half of the sample said
that they had been put off going to the GP because of language problems. Of 54 women asked about
their experience of the cervical and breast screening programme, 37% could not explain what was
meant by a cervical smear. The authors point out that this is a small survey, though the response rate

was high (at 92%).

Rashid, A. and Jagger, C. (1992). Attitudes to and perceived use of health care services among
Asian and non-Asian patients in Leicester. British Journal of General Practice 42 (358), 197-
201.

In Leicester, 22% of the population is of Asian origin and it is important that health care services
are appropriate for this large and growing population. The authors report the findings of a study of
the use of, and attitudes to, various health care services (primary health care services, hospital
services, home visiting, out-of-hours care) by age-matched Asian and non-Asian patients in
Leicester. Respondents’ details were taken from the family health services register and ethnicity
was determined by name. A closed questionnaire was used and respondents were interviewed in

their homes (n=896).

The results suggest that communication problems are not confined to non-White communities;
though Asians had more problems communicating their symptoms in English, they were better at

communicating in medical terms than non-Asians. In addition, lack of access to a doctor of a
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particular sex was a problem for about 10% of Asian patients compared with nearly 12% of non-
Asians. More Asian patients reported problems gaining access to their general practitioners (GPs)
than non-Asians, citing waiting times as particularly important. However, receptionists were

considered a barrier to GP access for nearly 19% of Asians compared with 29% of non-Whites.

The data on use of hospital services indicates that nearly half of Asians would prefer direct access to
hospital consultants compared with a quarter of non-Asian patients. Asians were less likely to want
telephone advice than non-Asians and both groups regarded home visits as essential. Around a fifth
of both groups had received a home visit in the previous three months. There were differences
between the groups in preferred home visiting times; most non-Asians expressed a preference for
morning visits. Asians were significantly more likely than non-Asians to believe that doctors
surgeries should stay open 24 hours a day. The authors maintain that the responses given by Asian
respondents suggests that they have a different approach to use of the health care service. They use
services but their need is for more personal care, greater continuity and better access. The authors

do not discuss the health profile of the Asian respondents or their level of need.
Rathwell, T. and Phillips, D. (1986). Health, race and ethnicity. London: Croon Helm.

This book is a compilation of papers presented at a conference in Leeds in 1983. Part two of the
book is devoted to issues of health care for ethnic minorities. Donovan (Black people’s health: a
different approach) describes the preliminary results of a study of the health and health care
experiences of a group of people living in London in the early 80s (n=30), most of whom were
women. Basic details are provided about the characteristics of the group and their recruitment to
the study. The main findings suggest that the Asian women in the group were more likely to access
general practitioners (GPs) than Afro-Caribbeans, while Afro-Caribbean women were more likely
to use home remedies before they consult their doctors. Most of the Asian women (12) chose
doctors that spoke the same language as themselves. Afro-Caribbean men were very sceptical of the
National Health Service (NHS) and GPs, and they and others expressed a dislike of most

medication (especially in pill form). Some of the Afro-Caribbean women had seen a private doctor.

Johnson (Inner city residents, ethnic minorities and primary health care in the west Midlands)
discusses the results of a study of the use of primary care health services by minority ethnic groups

in the west Midlands area (n=2147; 915 White, 867 Asian and 365 Afro-Caribbean). Almost all
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(99%) were registered with a GP and 76% of Asians were registered with an Asian GP or with a
practice which had an Asian GP. Consultation rates (in the previous year) were the highest for
Asians (24% of whom had had six or more consultations in a year compared with 21% of Afro

Caribbeans).

Johnson also examined the effect of distance from GP on access; the results suggest that this varied
from place to place and by ethnic group. In Wolverhampton, for example, only 13% of Asian
respondents said that their GP’s surgery was in the same ward; this figure was 61% for Asian
respondents in Birmingham and 90% in Coventry. The unequal distribution of Asian GPs may
affect registration patterns and, consequently, access to services. Johnson also provides data on the
use of services by income and socio-economic status. ‘High social class’ or ‘high income’ Afro-
Caribbeans made substantially less use of their GPs than Whites and Asians. Some consideration is
given to the use of preventive medicine (immunisation and use of alternative medicines), though the
take—up of immunisations was high among Asians and Afro-Caribbeans and attendance at child
health clinics was only slightly less than for the White respondents (and not significant). Asians in
the sample were less accepting of traditional medicines, while Afro-Caribbeans expressed greater
belief in the efficacy of traditional remedies (51% thought that they may be better than conventional

medicine, only 24% Asians agreed).

Richardson, J. and Leisten, R. (1994). Access to health. Investigating the ethnicity question: a
minority ethnic perspective. Buckinghamshire: Buckinghamshire Health Authority and the

Faculty of Humanities and Social Sciences, Nene College.

The authors report the findings of a study into access to health care services among minority ethnic
populations in Buckinghamshire in the period 1993-1994. The study employed a number of
methods: a pilot study; a survey (n=77) using a structured questionnaire; interviews with
respondents who had recently used a general practitioner (GP) (n=40); interviews with respondents
who had recently used hospital services (n=40); and interviews with service providers (n=5).
Respondents from minority ethnic populations were recruited from English language classes in the

area and were mostly (66%) female and of Indian or Pakistani origin (73%).

The results of the survey with respondents (77 in total) indicate that most individuals (84%) had not

heard of the Patient’s Charter (which guarantees, in theory at least, equal access to health care
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services) and most (92%) were registered with a GP. Most respondents took someone with them
when they went to the GP or hospital, and expressed a need for greater language-based help. For
most respondents (52%), relatives provided information about health services. Interviews with 40
respondents who had recently seen a GP suggests that language problems are an issue, with 40%
reporting that someone else made an appointment with the GP for them. Women who took male
members of their family to the doctors to interpret for them reported feeling embarrassed if the
medical problem was a personal one (i.e. ‘women’s problems’) or if the doctor wanted to examine
them. Generally favourable comments were made about receptionists in GPs’ surgeries and
facilities in the waiting room. Most respondents (65%) who indicated that they needed an interpreter
were not offered one. Most respondents (80%) who had recently used hospital services provided

favourable responses, though some (35%) did not have access to interpreting services.

Interviews with service providers demonstrated that many were not sure that ethnic monitoring
would enhance services and most did not distinguish in the provision of services between minority
populations and the general populations. Many believed that some groups made more demands of
services than others (West Indians made more use of mental health services, Pakistanis used
services for children with learning disabilities). Most service providers were aware of language and
communication problems and most were supportive of measures to improve consultation with
ethnic minorities. In conclusion, language-based issues and the need to implement culturally
appropriate services emerge as important to removing barriers to health care among minority
populations. No data is provided on the socio-economic or educational backgrounds of respondents.
The recruitment of respondents from language classes has implications for the generalisability of
the findings; the views of individuals not attending such classes obviously cannot be ascertained

here.

Salisbury, C. (1997). Postal survey of patients' satisfaction with a general practice out-of-

hours cooperative. BMJ 314, 1594.

The results of a survey of patients’ satisfaction (in Kensington, Chelsea and Westminster) with out-
of-hours care are reported. These results are compared with results of a commercial deputising
service in the same health authority area and a neighbouring authority (Brent and Harrow). A
questionnaire designed to measure satisfaction with services was sent to patients who had received

either the care provided by the cooperative or care by the deputising service, and responses were
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coded and analysed. The use of service by minority groups was not a principal focus of the study,
though ethnicity was used in the analysis. The response rate was 67% (1555/2312) and there were
few differences, in terms of patient satisfaction, between the two models of service delivery. A
significantly higher proportion of patients who used the deputising service (44%) came from non-
white minority ethnic groups (no details are given about which ethnic groups these patients belong
to) than did those who consulted the cooperative (25%) (odds ratio=2.29, adjusted for age and sex),
and minority patients were less satisfied with general practice out-of-hours services than Whites

(p<0.001).

Scaife, B., Gill, P.S., Heywood, P.L. and Neal, R.D. (2000). Socio-economic characteristics of
adult frequent attenders in general practice: secondary analysis of data. Family Practice 17

4), 298-304.

A variety of factors affect consultation patterns and rates, including age, sex and morbidity. The aim
of this study is to establish the socio-economic indicators of frequent general practitioner (GP)
consultation using Fourth National Survey of Morbidity in General Practice (MSGP4) data.
Frequent attendance for GP consultation was defined as: 1) 12 or more consultations over a year
and 2) more than six consultations a year for minor illnesses. The effect of a variety of factors on
consultations were explored, one of which was ethnicity (for White, Afro-Caribbean and south

Asian groups).

The data on respondents attending 12 or more times a year suggests that frequent attendance is
associated with class (people from classes IIIM, IV and V were frequent attenders) and ethnicity (as
well as other factors). Afro-Caribbean respondents had an odds ratio of 1.20 and south Asians a
ratio of 1.38 compared with Whites (=1). The odds ratio for the ‘Other’ group, who were mostly
Chinese, was 0.93. Similar results were found for the other measure of frequent attendance
(consulting the GP on more than six occasions for minor illness), though the odds ratio for the
‘Other’ group was slightly above one using this measure. Ethnicity is not the focus of this study, so

the authors do not use it further in the analysis.
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Smaje, C. and Le Grand, J. (1997). Ethnicity, equity and the use of health services in the
British NHS. Social Science and Medicine 45(3), 485-496.

and

Smaje, C. and Le Grand, J. (1997). Ethnicity, equity and the use of health services in the
British National Health Service. LSE Health Discussion Paper No. 5. London: LSE Health.

The authors discuss if there is equity of treatment in the National Health Service (NHS) for ethnic
groups, and present an analysis of the General Household Survey. They also discuss the importance
of relating use of services to need. The data used were aggregated to provide a good sample size and

a random 10% of data on White respondents were used for comparative purposes.

Smaje and Le Grand use two methods to analyse the data: use/needs ratios and multivariate
analysis. The results using the first method (where use of services is considered in relation to need)
were generated by assessing the extent of long-term illness and calculating the use of health
services, and appear to indicate that many minority ethnic groups use more services than they need
(with Bangladeshis using 57% more services than they need and Pakistanis using about 33% more
than they need). Disaggregated results (which distinguish between sick and not-sick, socio-
economic groups and utilisation of different services) suggest that there is an excess of general
practitioner (GP) consultations among sick Indians and Pakistanis, though other differences are
quite small. Most minority ethnic groups underused out-patient services. Analysis of results by

socio-economic status indicate that there was little variation across the groups.

The second method used is a multivariate analytic one; need, age, socio-economic status and gender
are considered together. The results for the under 44 age group indicate that higher GP consultation
rates among Pakistanis appear to be explained by disproportionate use of services by sick
Pakistanis, with females reporting nearly 30% lower use of services compared with Whites.
Caribbean males were less likely to use services than Caribbean females. High rates of GP
consultation were found among the over 44 age group Pakistanis, Indians and Caribbeans. Results
for out-patient utilisation suggest that illness is again the strongest predictor of use and all minority
ethnic groups use out-patient services much less than Whites after controlling for need and socio-
economic status in the under 44 age group. A different pattern emerged in the older age groups,

with excess use for Caribbeans and Africans.
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The final results, those relating to use of in-patient services, show that illness predicts the greatest
use of services, as does age and being female in the younger age group; there is also little variation
in use of services by ethnic group membership. After controlling for need, Indians were 20% less
likely than Whites to use services, while Pakistanis were about 20% more likely. Indian females
were about 40% more likely to use in-patient services than their White counterparts. The authors
conclude that, of all the groups, the Chinese appear to be the least likely to use all health care
services, while the situation for all other ethnic minorities may be described as ‘equal treatment for
equal need’. They draw attention to the lesser use of out- and in-patient services by most minorities
after controlling for confounding variables. Inequity may, therefore, be present not at the GP level
but at the referral level. The situation for Pakistani women is also considered (they had low rates of
GP utilisation) and the high use of GP consultations by Indians and Pakistanis with illness. There
are a number of assumptions that this analysis is based on: that self-report measures of health are
indicative of need; that socio-economic measures used are stable across all minority ethnic groups;
and also that the ‘units’ of use of services are comparable across minority ethnic groups. The latter
point is important since no consideration is given here into the nature of the interaction between

medical personnel and patients.

Sproston, K.A., Pitson, L.B. and Walker, E. (2001). The use of primary care services by the
Chinese population living in England: examining inequalities. Ethnicity and Health 6 (3-4),

189-196.

Sproston and colleagues explore the use of primary care services (general practice (GP)
consultations) by the Chinese population in England. The authors consider GP consultations in
relation to factors such as country of birth, language spoken and use of traditional medicine.
Respondents were identified by a search of electoral registers in randomly selected English wards
(n=1022) and data were collected by interviewer-administered questionnaire. The results of the
survey were compared with the results of similar surveys of the use of GP services in White and
minority ethnic communities (such as the Health Survey for England and the Fourth National

Survey of Ethnic Minorities).

The results indicate that the self-reported health of the Chinese respondents was similar to that in
the general population. Lower levels of GP consultation were observed among the respondents.

Nearly a fifth of the sample had visited a GP or health centre in the month before the interview (this
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compares with 28% in the general population) and 64% of Chinese respondents had consulted a GP
in the previous year (compared with 76% of the general population). Only 36% of Chinese people
with self-reported poor/very poor health had seen a GP in the month before the interview (compared

with 70% of similar Whites and 84% of Pakistanis or Bangladeshis).

Multivariate analysis of the factors associated with GP consultation (using independent variables
such as age, sex, language spoken, level of illness) indicates that (after controlling for all the other
factors) age, sex, general health and whether the respondent speaks English or not were significant
(odds ratio for visiting a GP in the last month for women=1.91, compared with men. Odds ratio for
age group 50-74=2.39 compared with the age group 16-29. Odds ratio for people having
fair/bad/very bad health compared with those who reported very good/good health=2.11. Odds ratio
for visiting a GP for those who do speak English compared with those who do not=2.80). A similar
trend was found when the analysis used GP consultation in the previous year as the outcome
variable (though age was not significant and having a long-standing illness became significant). In
the discussion, the authors point out that this is the first nationally representative survey of the
Chinese population’s use of health services. They conclude that levels of GP consultation in this
population are low and that lack of English is a barrier to use of services. The study relies on self-

report measures of health status.

Sproston, K., Pitson, L., Whitfield, G. and Walker, E. (1999). Health and lifestyles of the
Chinese population in England. London: Health Education Authority.

The methodology of this study of the health of the Chinese community in Britain, and results of the
analysis of the data on the use of primary care are described above (Sproston et al.,2001).
Additional data is presented here on the use of hospital and dental services, and the use of
traditional medicine. Just over one in ten of the respondents had made an out-patient visit in the
three months before the interview (this is lower than the figure for the general population, which is
around 15-16%). In-patient day treatment had been used by around 9% of the sample, which was
slightly higher than the figure for the general population (at 6-7%). Around 5% of the sample had
stayed in hospital overnight within the last year. After controlling for the effects of: sex, age, social
class, country of birth, use of English, self-reported health and self-reported long-standing illness,
the odds ratio of having attended out-patients within the last three months were significant only for

those reporting fair or poor general health or long-standing illness. These results were replicated for
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the use of in-patient services and having stayed in hospital overnight (this was also associated with
being female. Odds ratio=2.71 compared with males, after controlling for the variables mentioned

above).

Around 70% of the sample was registered with a dentist, and around half of those registered had
visited the dentist in the year before interview. This figure is lower than that for the general
population. After controlling for the effects of sex, age, social class, use of English and country of
birth, having been to the dentist within the last year was associated with being female (odds
ratio=2.14 compared with males, p<0.01), being in social classes I and II (odds ratio=1.66
compared with social classes IV and V, p<0.05) and being able to speak English (odds ratio=2.13
compared with those who cannot speak English, p<0.01). A fifth of the female respondents had

used cervical screening services and 9% had used breast screening services.

The authors describe in detail the use of the traditional Chinese medicine (TCM) among the
respondents: 6% of the sample had spoken to a traditional Chinese doctor in the four weeks before
interview. People born overseas were more likely to have consulted a traditional Chinese doctor
(7% compared with 1% for those born in the UK). Respondents in social classes III, IV and V were
more likely than those in social classes I and II to have consulted a traditional doctor. 5% of
individuals who had consulted a general practitioner (GP) in the previous four weeks had also
visited a traditional Chinese doctor (2% had visited the latter but had not consulted their GP). After
controlling for the effects of sex, age, social class, use of English, country of birth and self-reported
general health and long-standing illness, just self-reported general health was a significant factor
associated with a visit to a traditional Chinese doctor (odds ratio=2.38 for those reporting

fair/bad/very bad general health compa