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1.1 Introduction
The United Kingdom is more ethnically diverse now than it’s ever been. Ethnic minorities constitute about 8% of the 58 million UK population1. There has been a continuation of the trend for ethnic minority groups to settle in urban often relatively deprived areas. 
There has been an increasing focus on the health of minority ethnic groups since some ethnic groups consistently report worse health than the general population. Furthermore, government figures demonstrate beyond question that certain minority ethnic groups have a greater prevalence of some life threatening illnesses than the general population. For example diabetes and heart disease are both more prevalent in people from South Asian backgrounds than in the general population2. Given the huge variation in disease prevalence and reports of ill-health within ethnic minorities’ such differences are unlikely to be accounted for in terms of simple genetic, socio-economic or cultural explanations. Instead such differences are likely to be due to a complex inter-relationship between socio-economic, cultural and genetic factors3. 

1.2 Why is it important to consider the health of minority ethnic groups?
Clearly, addressing ethnic differences in health and illness is important in terms of alleviating avoidable pain and misery however there are also issues of equity in health care provision to be considered. If nothing else there is a legal obligation for public sector healthcare providers to actively promote equity. Under the terms of the Race Relations Amendment Act 2000 NHS bodies have a duty to actively promote race equality.
Even if this were not the case, preventing illness, disease and the consequent disability associated with it makes good economic sense. Preventative measures, through things such as health promotion and health awareness can help to limit the burden of disease and disability. They certainly cost less than the consequent higher “downstream” costs to the health care system of treating the outcomes as disease and disability become more severe. Prevention is also popular with patients and the public. An emphasis on prevention allows people to be more involved in the kinds of services, treatments that they receive. 
1.3 What is meant by ethnicity?
Defining ethnicity is not straightforward and can be contentious. Ethnicity has been defined in terms of race, country of birth, nationality, race, skin colour, parents’ country of birth, languages spoken at home and religion. Such a variety of definitions all make different assumptions about ethnicity and race and all are problematic. For example; there is a general understanding that there is a genetic basis for race. Though there is some evidence that broad continental groups which are genetically similar, there is little evidence that these correspond to racial categories. There is greater genetic variation between individuals within one “racial group” (such as white) than there is between “racial groups”, indeed 93% to 95% of genetic variation is within population groups4. Such considerations of the assumptions underlying ethnicity are important since they may reveal differences in health and illness that do not exist in reality (or are accountable by other factors such as socio-economic status or age profile of an ethnic group). Ethnicity is complex and fluid in nature but is usually defined as 

“shared origins or social background; shared culture and traditions that are distinctive, maintained between generations, and lead to a sense of identity and group; and a common language or religious tradition" 5.

1.4 Ethnic variations in health
Self-reported ill-health and Coronary Heart Disease (CHD) 
Data from national surveys such as the Fourth National Survey of Ethnic Minorities (FNSEM)6 and the Health Survey for England (HSE)7 provide very detailed evidence of ethnic variation in health. This is due to in part to the large numbers of patients involved but also because they also take biomedical samples for analysis. 
This means that when surveys such as FNSEM report significant differences in the health of different ethnic groups they are highly unlikely to have occurred by chance.

Compared to white people, people of Pakistani, Bangladeshi and Caribbean origin were more likely to report poor health. 
In HSE 1999 generally, all South Asian groups showed higher rates for most conditions compared to the general population. Chinese men and women had lower prevalence for almost all conditions except diabetes. 
Within individual ethnic groups Pakistanis and Bangladeshis showed higher rates for most conditions than Indians. When we examine the rates for diabetes Pakistani and Bangladeshi men and women had rates 5 times higher and Indian men and women three times higher than the general population. 
Compared to the general population prevalence of angina and heart attack were significantly lower amongst black Caribbean men but not women. Again, both Black Caribbean men and women had higher rates of diabetes.

Studies using objective ECG data show that South Asian people have twice the prevalence of heart disease compared with the general population.  African-Caribbean and Chinese people have rates that are about a quarter of that of the general population.

1.5 CHD risk factor variation by ethnicity
Differences in prevalence of CHD in ethnic groups might be understood in terms of differences in prevalence of risk factors in ethnic groups. Some evidence for ethnic variation in CHD risk factors comes from HSE 1999 which collected data on smoking, blood pressure, cholesterol, fibrinogen, body mass index and physical activity. It also collected data about access to services and use of prescribed medicines. 

Smoking

Bangladeshi and Irish men were the groups with the highest self-reported prevalence of current cigarette smoking (Bangladeshi men were 1.57 times more likely to smoke than their white counterparts, Irish men 1.43 times). Black Caribbean men were the only other group who were more likely to smoke cigarettes than men in the general population (risk ratio 1.26). Indian and Chinese men were less likely to smoke cigarettes then men in the general population (Indian men risk ratio 0.78; Chinese men risk ratio 0.62). 

Alcohol

Epidemiological studies have suggested that heavy drinking constitutes a severe risk for cardiovascular disease, but that low levels of consumption can have a protective effect against coronary heart disease (CHD) mortality8 9. About one in three men in the general population (30%) drank over 21 units of alcohol a week. The proportion of men exceeding 21 units a week was, in all minority ethnic groups except the Irish (34%), well below the 30% for the general population: 18% for black Caribbeans, 14% Indians, 3% Chinese, 2% Pakistanis and for 1% Bangladeshis. 
Obesity

Age-adjusted risk ratios showed levels of obesity (BMI>30 kg/m2) to be about the same for Black Caribbean (risk ratio 1.02) and Irish men (1.04) as for the general population, but much lower for other groups (Pakistani men 0.74, Indian 0.66, Chinese 0.38, Bangladeshi 0.32). Among women, obesity prevalence was high for black Caribbean women (risk ratio 1.60) and Pakistani women (1.61), and low only for Bangladeshi (0.63) and Chinese women (0.20). 
Blood Pressure 

Age-standardised ratios of mean pulse pressure were low for men in the groups of Asian origin: Indian (0.95), Pakistani (0.97), Bangladeshi (0.89) and Chinese (0.92). Black Caribbean and Irish men did not have significantly different age-adjusted pulse pressure. However, other studies have shown that mean blood pressure is greater in South Asian and African-Caribbean people than the general population10. 

Physical Activity

In the general population, a third of men (33%) met the current guideline for recommended participation in physical activity. Among minority ethnic groups, the highest age-standardised ratios (relative to this general population figure) for activity meeting the guideline were black Caribbean men (1.13) and Irish men (0.97). Lower ratios were found among Indian men (0.86), Chinese men (0.62), Pakistani men (0.70) and Bangladeshi men (0.55).

Cholesterol

Cholesterol is a substance used to help digest fats, strengthen cell membranes and make hormones. When blood cholesterol reaches high levels, it can build up on artery walls, increasing the risk of blood clots, heart attack and stroke. There is strong evidence that lowering cholesterol concentrations reduces mortality from coronary heart disease (CHD). 

The prevalence of low HDL-cholesterol (<1 mmol/l) was relatively high among South Asian groups, in particular among Indian women (risk ratio 1.61) and Pakistani and Bangladeshi men (risk ratios 1.67, 2.68) and women (risk ratios 2.39, 3.67). Black Caribbeans had a relatively low prevalence of low HDL-cholesterol (risk ratio 0.61 for men, 0.57 for women). 
Use of health services and prescribed medicines

A number of studies which have compared the utilisation of services across minority ethnic groups have shown that rates of GP consultations are higher in minority ethnic groups, particularly among South Asian groups. The notable exceptions are Chinese people, who have low rates of utilisation for all health services, including inpatient and outpatient services. However, utilisation data by itself tells us little about whether there is effective access to appropriate care. It remains unclear to what extent higher GP consultations among minority ethnic groups reflect greater ill health and social disadvantage or are related to other factors such as health beliefs and knowledge, problems with communication, acceptability of services provided, or a combination of these.

South Asian and black Caribbean men were more likely than the general population to have consulted their GP in the past two weeks and to have more than one consultation over this period. Standardised for age, and expressed as a ratio to the general population (1.00), the annual GP contact rate ratio for South Asian and black Caribbean men ranged from 1.46 to 2.64. Among women, contact rates were significantly higher for South Asian and Irish women.

Relative to the general population, levels of prescribed medicine use by men were low among Chinese men (ratio 0.51) and high for South Asian men (1.26 to 2.04). Indian and Bangladeshi men who had been prescribed medicines were also likely to be taking more drugs per person on medication. Chinese women were low users of medication (0.59), while Bangladeshi (1.37) and Pakistani women (1.42) were relatively high users.
1.6 Socio-economic status (SES) as an explanation for health differentials in CHD and Diabetes in ethnic minorities groups

There are clearly some differences in the experience of some conditions including CHD and Diabetes between ethnic groups in the UK. However there are also differences between the socio-economic structure of these different ethnic communities. Since it is known that there are very strong associations between the socioeconomic status and health status studies have been done to establish whether the differences in health between ethnic groups may be explained by differences in socioeconomic status.

The FNSEM examined the role of socio-economic factors in accounting for the differences in morbidity and health related behaviours.

It established that controlling for factors such as age, gender and traditional measures of socio-economic status (SES) like registrar general social class that differences in morbidity remained for Pakistani and Bangladeshi people. However, when more discriminatory, sensitive, measures of SES like standard of living indicators are used some of these differences in morbidity disappear. This suggests that some of the differences in health experience of minority ethnic groups in the UK can be explained by differences in socio-economic structure of different ethnic groups.

It is not clear whether real differences due purely to cultural, ethnic factors actually exist. However; it is clear that the effect of socio-economic status is as important in determining the heath of minority ethnic groups as it is in the majority community11.

1.7 Psychiatric Symptoms
Estimates of rates of psychiatric illness in different ethnic groups have often come from small scale studies of people receiving treatment from psychiatric services. Estimates of prevalence of psychiatric disorder from such studies are likely to underestimate the rate of psychiatric disorder in ethnic minorities as ethnic minorities are likely to have differential access to psychiatric services. Community surveys of psychiatric disorder can provide much more reliable estimates of psychiatric disorder in both majority and minority groups. One such population based survey was the EMPIRIC study (Ethnic Minority Psychiatric Symptoms Rates in the Community) carried out among 4281 ethnic minority adults aged 16-74 living in England in 2000. The ethnic groups were Bangladeshi, Indian, Pakistani, Irish, Caribbean as well as the majority white group for comparison.

Psychiatric morbidity was measured using the clinical Interview Schedule (CIS-R) that enquires about the presence and severity of 14 different psychiatric symptoms in the past week. 

The EMPIRIC12 survey found that black Caribbean people do not have significantly higher rates of psychotic symptoms than other groups. Although the rate of psychotic symptoms was twice as high in the black Caribbean group compared to the white group the difference was not statistically significant when standardised for age. Furthermore, there was no marked differences in common mental disorder (depression, anxiety, panic disorder, phobia, obsessive compulsive disorder) between ethnic minority groups. However, there was gender differences in common mental disorder across all ethnic minority groups, with women consistently having higher rates than men.

Studies of ethnic variation in suicide show that men born in Scotland or Ireland have higher and those born in the Caribbean, East Africa and the Asian sub-continent lower rates of suicide. 13 However, suicide rates among young Asian women are two times those of young white women. More specifically young Indian and East African origin women had two to three times the risk of young white women14. Rates of deliberate self-harm have also shown to be higher in young Asian women 15. However, in the ONS survey (2000) of psychiatric morbidity among adults living in Great Britain showed that white respondents were twice as likely to report having had suicidal thoughts in the past week compared to black Caribbean and South Asian people. This survey also showed that there was no statistically significant difference across the different ethnic groups in the percentage of people who had ever attempted suicide or deliberately harmed themselves.

1.8 Access to care

Whilst they can have little influence on social or environmental factors health organisations can have an influence on of health status. By promoting and targeting immunisation, screening programmes and uptake of services health providers can have direct effect on their communities. 

It is assumed that there should be no inequity in a service which is largely free at the point of delivery. Establishing the extent of inequity of access across different groups is not easy given the complexity of the route to obtaining appropriate care by ethnic minorities. There may be language or cultural barriers, stereotyped notions, differences in the quality of care offered to different ethnic groups, differences in the burden of disease as well as differences in socio-economic status that help or hinder the take up of opportunities.

One of the most comprehensive sources of evidence on access to and the quality of primary care services received by members of the ethnic minority groups are the national patient surveys conducted by the department of health. The first of these surveys in 1999 showed that 

· a higher proportion of ethnic minorities had a less favourable view  of their GP treatment than the white group

· had a longer wait for a GP appointment

· Reported less time in consultation with GP

· More critical of GP’s attitude towards them

· Less likely to feel that GP took appropriate action.

However, these results were not subject to multivariate analysis taking into account other factors such as differences in age sex distribution in ethnic groups. Analyses of the second of these surveys were subject to multivariate analyses. This showed that irrespective of age, gender, education and other factors ethnic minorities had lower scores on a range of patient experience dimensions such as prompt access, information, environment and facilities and relationships lower scores reflecting a poorer patient experience. 

Annual acute inpatient surveys conducted by the department of health also provide evidence about the quality of care received in hospitals by member of ethnic minorities. The findings of the 2001/2 survey show that 

· Asian and black respondents were less likely to be admitted to a ward within 2 hours than white patients

· Ethnic minority patients were more likely to report that their hospital admission date had been changed at least once by the hospital

· More likely to report that they had waited a long time to get to their wards and bed

· South Asian and Chinese respondents more likely to report that they shared a room or ward with members of the opposite sex.

· South Asians less likely to feel that they had been treated with respect and dignity

· Ethnic minorities were less likely to report that side effects of medicine had been explained to them.

When further analysis is done to eliminate the effect of different age structures some differences South Asian groups still had lower scores than whites in prompt access to care, involvement and choice.

1.9 Conclusion

There are considerable real variations in health and illness between ethnic minorities and the majority population. These are especially marked in the areas of coronary heart disease, diabetes and mental health. The factors underlying such variation are complex but will certainly include both social and biological factors. 

In the most comprehensive account of ethnic variation in health and illness Nazroo (2001) concludes that rather than cultural or biological factors differences in socio-economic circumstance between ethnic minorities underlie such variation.

Health services can play a role in curtailing not the wider material inequality but the health consequences of such material inequality in ethnic minority groups. Whilst it is true that health organisations have a legal obligation to pay heed to differences in minority ethnic health there are far stronger drivers both moral and economic that should come in to play. Thought should be given to creatively promoting tailored services in a sensitive manner to certain ethnic minority groups.
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