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Equity and health of ethnic minorities

Ghada Karmi

The past decade in Britain has seen a growing
literature on the health of ethnic minorities
and their relationship with the health ser-
vices. Two recent events have boosted this
interest: the new contracting arrangements in
the NHS, which require a more focused
population approach, and the Chief Medical
Officer's annual health report, just released,
which devotes a specific chapter to ethnic
minority health.' Despite the amount and
breadth of scope of what has been written on
this theme significant lacunae of knowledge
still remain, and this is as true now as when
Johnson first noted the fact in the early 1980s.'
One of these gaps concerns the use of health
services by ethnic groups, a subject which
bears directly on the broader issues of equity
and inequality. Though several studies have
dealt with uptake of various services by ethnic
groups (see below), these are a minority, and
we have no comprehensive picture of how
ethnic communities use the health service. As
has been pointed out elsewhere, this is
unquestionably the result of lack of routine
ethnic monitoring within the service in
Britain.3 Unlike the situation in the United
States and some other countries, health
statistics here are not routinely collected by
ethnic group, and much of the British work on
ethnicity and health has had to rely on local or
ad hoc studies or to concentrate on specific
conditions affecting ethnic groups, such as
thalassaemia, sickle cell anaemia, or rickets.
The only "ethnic data" routinely collected -
namely, death and birth statistics - derive
from country of birth and cannot reflect the
true picture as they automatically exclude
ethnic people born in Britain. Until the 1991
census, which included an ethnicity question,
the denominator statistics for ethnic popu-
lations in Britain existed only as country of
birth of respondent or head ofhousehold. This
dearth of information makes assessments of
considerations of equity in ethnic groups a
difficult undertaking.
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Definitions
The concept of equity is not new in the health
service. When the NHS was set up in 1948 it
aimed at achieving equity in using and
distributing resources, and this included
equity of initial access to the health care

system and equity in terms of quality and

quantity of services received once access had
been achieved.4 But we need to look more

closely at what equity actually means. Is it
equal treatment for equal need or for equal
benefit? Who benefits, the individual or the
community? Are some inequalities more

acceptable than others (for example, dis-
crimination against smokers or banning the

use of kohl in Asian children)? In 1988 the
National Association of Health Authorities
(NAHA) defined equity in a multicultural
society as a combination of several factors:
that all people, irrespective of their religion,
culture, race, colour, or ethnic background
should have equal access to the NHS, should
be offered services which are relevant and
sensitive to their needs, should be able to use
the NHS with confidence and expect to be
treated with respect, should have equal rights
of representation on NHS management
bodies, and should have equality of oppor-
tunity in service provision and in NHS
employment.5 There is no doubt that efforts to
define and measure concepts such as equity or
inequality bring into focus many basic issues
which concern patients, health care workers,
and policy makers.

It has been known for many years that both
health status and provision of care vary widely
in the community. These differences have
traditionally been looked at in terms of social
class, low income, and deprivation. A sub-
stantial class gradient in health was found by
the Black report,6 based on data gathered in
the 1960s and 1970s.The same findings were
subsequently confirmed from data collected in
the 1980s,7 which also showed that housing
tenure and employment status were associated
with inequalities in health. Unemployment in
particular has emerged as a leading cause of
mental and physical ill health.8 9 Tudor Hart's
"inverse care law" of equity in health,
enunciated as far back as 1971, referred to the
fact that those in most need of health care
receive the lowest proportion of health care
resources.'0 As a recent editorial in the BMJ
stated: "the poor are likely to remain
unhealthy so long as they remain poor;
conversely, the way to improve their health is
to improve their economic state.""

Ethnicity and poverty
The role of ethnicity in the equation of
ethnicity and poverty has frequently been
suspected but never properly defined. Differ-
ences in mortality and morbidity have been
repeatedly noted in immigrant groups. Studies
of mortality have shown significant increases
in deaths from cardiovascular disease, diabetes,
and tuberculosis among South Asians and
Afro-Caribbeans.'2" Likewise, infant and
perinatal mortality rates are strikingly higher
for babies of mothers born in Pakistan, but
they are also raised for babies of Bangladeshi
and Caribbean mothers. Though the overall
rates have been falling in these groups over the
past decade they are still significantly raised.
In 1990 the perinatal mortality rate for
Pakistani mothers was highest of all groups, at
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15-6/1000 live births, followed by that of 12-5
for Caribbean mothers. The rate in the United
Kingdom for that year was 7-8.1' The import-
ant questions are how far this differential
health experience derives from purely social
factors and what contribution poverty, as
opposed to ethnicity, makes. Two studies
carried out in the early 1980s tried to unravel
the causes of the different perinatal mortality
rates observed in ethnic mothers. Terry et al
studied births at a Birmingham hospital in
1979 and concluded that the difference in
perinatal mortality rates between ethnic
minority and indigenous white groups was not
related to social class.'5 Gillies looked at all
births and infant deaths occurring in Bradford
and found large differences in mortality
between Asian and United Kingdom babies,
but these were independent of social class.'6

Macintyre classifies the social causes of
health into three categories: life circumstances,
behaviours and beliefs or attitudes.3 A link
between ethnicity and the first of these is easy
to recognise since it is well known that ethnic
communities tend to live in deprived inner city
areas with poor housing, overcrowding, and
lack of amenities. The Jarman underprivileged
area score, which was based on ten social
variables such as overcrowding and un-
employment, also included ethnicity.'7 The
score showed a correlation between deprived
areas and large percentage ethnic populations;
seven of the ten most deprived health districts
in England were found to be in London and
were ethnic minority districts. Kushigemachi
et al, on the basis of experience from research
in the United States, drew attention to the fact
that racial differences in acquiring tubercular
infection may reflect environmental factors
such as poverty and overcrowding rather than
racial susceptibility.'8 Unemployment rates in
Britain are known to be higher among ethnic
minority than among white groups. In 1990
the rate for Afro-Caribbean men was 13% and
for Pakistani and Bangladeshi men was 15%,
compared with a rate of 7% for white men.'9
Evidence of overcrowding is provided by the
striking differences in room occupancy by
ethnic group of the head of household in
England.20 In 1988, 10% of households with a
non-white head were so crowded that they
had less than one room per person. The
differences were even more pronounced for
Pakistani or Bangladeshi households, where
the percentage with less than one room per
person was 33%. In her study of infant health
in the east end Watson found that all the
Bengali families in her sample lived in poor
quality rented rooms, usually damp and in
need of repair, and occupied by several
generations of the same family living to-
gether.2' Kitchens and bathrooms were usually
shared and hot water was rarely available.
Three quarters of the Bengali mothers
consulted for health problems in their babies
by the age of 8 weeks, compared with 52% of
indigenous mothers. She concluded that poor
housing and environmental factors militated
against good health for disadvantaged mothers
and infants.

On the available evidence there is a
plausible case for social and environmental
causes of health inequality in ethnic groups. It
is also likely that the health of ethnic groups is
affected, not by one variable but as a
consequence of the interaction of several
factors - for example, being non-white,
working in an unskilled occupation or being
without a job, and living in dangerous and
deprived parts of the inner city. But precisely
how and in what measure ethnicity itself
contributes to this composite picture, if at all,
is difficult to assess from the available data.
Evidence from the Charleston heart study
showed that socioeconomic status was the key
predictor for mortality from heart disease and
not ethnicity.22 To resolve the problem we
would probably need a monitoring process
which assessed ethnic and socioeconomic
groups together.

Ethnicity and health inequality
What is the evidence that ethnic groups do
have a worse health experience than others
in the United Kingdom? This question is
easier to answer indirectly than directly.
Many commentators have drawn attention to
the unfavourable circumstances of ethnic
minorities which could or should, in theory,
lead them to have worse health. Baxter and
Baxter, reviewing the literature on racial
inequalities in health, found evidence to
support the view that black people and people
from ethnic minorities had a worse health
experience than white people.23 They classified
the evidence into three categories: the first
relates to the unfavourable social factors
described above; the second to the quality of
health care available to deprived inner city
areas where many ethnic communities live;
and the third attempts to extrapolate the
experience of health differences between black
and white people in the United States to
Britain. To this may be added other factors,
frequently cited, which may have an indirect
bearing on the health of ethnic minority
groups: racial harassment from the community
and racism in the NHS; inadequate training
among health staff in multicultural health;
inappropriate organisation of health services
leading to poor uptake by ethnic groups;
and reduced access because of language
and unfamiliarity with British systems. The
Commission for Racial Equality, quoting the
London Interpreting Project in 1985, found
that health authorities had been slow to
recognise the need for interpreters and thereby
jeopardised access of ethnic groups to the
service." The NAHA report argued that
access to ethnic minorities was reduced in
several national health service areas: mental
health, where there was a failure to understand
the cultural context of psychiatric symptoms;
disability, where black and ethnic people were
doubly discriminated against; and diabetes,
heart disease, and blood disorders, where the
service on offer was deemed inappropriate and
inaccessible.25

Direct evidence of a difference in mortality
between ethnic groups has already been
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mentioned. In addition, several inherited
diseases, such as sickle cell anaemia,
thalassaemia, and G6PD deficiency, that
occur in various groups have created further
health differences. Some common diseases,
such as diabetes, heart disease, and hyper-
tension, for example, occur more commonly
in some ethnic communities. Over and above
this, various studies have also indicated
differences in health experience for some
ethnic groups. Blakemore found that elderly
Asians and West Indians used general
practitioner (GP) services more than elderly
white people.26 Balarajan et al, reviewing data
from the general household survey, found that
in the age group 45 to 64 and after adjustment
for socioeconomic class significantly higher
rates of GP consultations were recorded for
Pakistani, Indian, and West Indian people
compared with their white counterparts.2"
Likewise, Gillam et al reported significantly
increased rates in London in male Asians,
especially those consulting for upper
respiratory tract infections and non-specific
symptoms.28 A household survey of primary
care services in the west Midlands also showed
higher usage of GP facilities among Asians,
but this was thought to be primarily related to
poor socioeconomic status.29 Jackson et al,
who analysed admission statistics in a
Birmingham hospital, found ethnic differences
in respiratory disease.30 Asthma and respir-
atory tuberculosis were much commoner in
Asians, but, on the other hand, in West
Indians the occurrence of carcinoma of the
bronchus and of bronchitis was low. Patterns
of cigarette smoking could not account for
these differences. There are also differences
in the prevalence of psychiatric illness.
Admission rates to psychiatric hospitals are
above average in Afro-Caribbeans and the rate
for schizophrenia is three to five times that for
white people. The children of Afro-Caribbean
immigrants have even higher rates of
schizophrenia, from seven to thirteen times
more than white people.3' These striking
differences have led to a debate over the role
of misdiagnosis and racism in treating Afro-
Caribbean patients with psychiatric problems.
However, the admission rates for psychiatric
treatment in Asian immigrants seem to be
low, a finding which has led to the suspicion
of underdiagnosis and under-recognition of
mental illness in this group rather than a
genuinely lower prevalence in psychiatric
morbidity.'2

Equity and ethnicity
There is evidence to support the view that
ethnic minorities do indeed have a different
health experience from the indigenous
majority in Britain. What is less clear is how
much is related to issues of equity. As we have
seen, a theoretical case can certainly be made
for how and why discrimination and ignorance
in British systems and in society at large can
lead to ill health in ethnic minorities, but
actual evidence is scarce. However, a few
studies have provided suggestive evidence. For
example, Cummins et al, in a study of

penicillin prophylaxis in children with sickle
cell disease, found that local GPs' knowledge
of sickle cell disease and the need for penicillin
prophylaxis was generally poor."2 Donaldson's
survey of elderly Asians in Leicester showed
that only a few were aware of social services,
and they were in any case hampered by
language difficulties: 37% of the men and only
2% of the women knew any English.'4 In a
community study in west London, Asian
women were commonly unware of the exist-
ence or importance of cervical screening."' By
extrapolation from Stefenson and Colker's
study of intercultural misunderstanding in
Australia it is possible to see how successful
health care delivery can be hampered by the
lack of a shared culture between doctor and

36patient.
Though these findings are suggestive, none

of the research in Britain has been able to
show any ill effects to patients directly as a
result of any of these factors. Gillam, in a wide
ranging paper, could find little more than
anecdotal evidence to support the contention
that the health of ethnic minority groups was
poorer than that of the population at large or
that ethnic minorities were underusers of the
health service.'7 Similarly, the role of racism in
causing ill health and reduced access for ethnic
groups remains plausible but is difficult to
quantify. Recognising this in his discussion
on the generation of mental illness among
black people in Britain, Burke nevertheless
considered that racism was a causative factor
because it was so socially pervasive.38 Even so,
we do lack the sort of evidence which is
available in the United States,'9 where, for
example, it has been found that black
psychiatric patients are less likely to receive a
broad range of treatments on offer to their
white counterparts.40 Another American study
showed that black patients with pneumonia
received fewer hospital services than white
patients with the same diagnosis4"; likewise,
black patients in the United States who
needed surgery were twice as likely as white
patients to be treated by surgeons in training,
whether for elective or emergency surgery.42
Without better evidence assessments of the

causes for different health in ethnic groups in
Britain must remain hypothetical. The current
British literature on ethnicity and health which
abounds with opinion, speculation, and even
passion is no substitute for factual evidence.
Though a proper programme of research is
needed to clear up some of the ambiguities, it
will not be sufficient on its own. What is
required is a whole new approach to the
concept of "ethnic minorities." As long as this
meaningless label continues to be used,
implying as it does a commonality of definition
and experience between groups as diverse as
Greeks and Sri Lankans, the confusion about
ethnicity and health will persist. It is high time
that people were regarded as belonging to their
individual communities, whether they be
English or Indian or Italian. Only then can the
right questions be asked, can the answers be
properly assessed, and can the solutions, if
any, to inequity in health be found.
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