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With the implementation of the Health and Social Care Act 2012 there is greater emphasis on the process of 
undertaking Joint Strategic Needs Assessments (JSNA) across health and local government services which will 
identify priorities for inclusion in a Joint Health and Wellbeing Strategy (JHWS) for each local authority area.  A JSNA 
enables local areas to:

•	Identify health and social care needs 
•	Commission appropriate services
•	Engage communities in improving health and wellbeing

Inequalities in health and wellbeing in each local authority area will be reported in the JSNA and effective implementation 
of a wellbeing strategy should result in equal access, treatment, outcome and equality of opportunity in health.

This report is intended to:
i. Provide an overview of racial disparities in health currently being experienced by Black and other minority groups at    
 a national level, though where available local information is provided.  This is, however, limited as in most instances  
 national evidence is replicated at a local level.

ii. Provide practical examples of the way in which current trends in racial disparities can be tackled from a review of  
 existing research recommendations and individual/group feedback on the quality of health services.  

iii. Contribute to the priorities to be included in a JSNA from a BME perspective.
iv. Encourage commissioners to consider the impact of health inequalities on their legal obligations to protect human  
 rights and meet their obligations within the provisions of the Equality Act 2010.

The	JSNA	and	Black	and	other	Minority	Groups
There	has	been	a	significant	amount	of	national	research	conducted	over	the	last	25	years	that	sets	out	the	
inequalities in health faced by Black and other minority groups.  Health disparities are differences in health status 
that are driven by inequalities in society. Good health is shaped by many different factors such as lifestyle, income, 
educational attainment, job security, housing conditions, social networks, long term impact of migration, racism and 
discrimination and poor delivery and take-up of health care.  A health inequality is, therefore, the cumulative negative 
effect of these factors. Patterns of inequality in health vary by ethnicity, from one health condition to the next. 

Differences in health of Black and other minority groups, compared to the rest of the population, are well documented 
nationally, whether from work delivered through national programmes such as Delivering Racial Equality or from 
the national health survey. Unfortunately some minority groups such as Irish, Irish Travellers, Gypsy and Roma 
communities	and	refugees	and	asylum	seekers,	who	face	significant	health	inequalities,	are	sometimes	omitted	from	
the JSNA. Such disparities are also evident across a number of risk factors for disease and disability such as smoking, 
obesity and lack of physical exercise.  

While there is much research published on the needs of BME groups in general, there is a lack of published evidence 
on initiatives which positively improve the health and wellbeing of Black and other minority people and such initiatives 
tend to be short term.  
 
Differences in the health of Black and other minority groups are most prominent in the following areas of health: 
mental	health,	cancer,	heart	disease	and	related	illnesses	such	as	stroke,	Human	Immunodeficiency	Virus	(HIV),	
Tuberculosis (TB) and diabetes.  Additionally an increase in the number of older Black and other minority people in the 
UK is likely to lead to a greater need for provision of dementia services as well as the provision of culturally competent 
social care and palliative care.

The following attempts to set out both positive elements and issues of concern about the above areas as well as to 
identify ways in which the quality of services can be improved, addressing current racial disparities in the prevention, 
diagnosis, and treatment of chronic illnesses.  Suggestions for improvements are drawn from a review of research 
published over the past 8 years and views of individuals, service users, voluntary and community organisations and 
health professionals.

Introduction
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Mental Health

•	In April 2010 the Care Quality Commission’s (CQC) 
review	of	the	final	Count	Me	In1 Census showed that little 
progress had been made in reducing the mental health 
admission rate for Black and other minority groups.  23% 
of inpatients in mental health services in 2010 belonged 
to these groups despite efforts over the previous 6 years 
to reduce admissions. The rates of admission, detention 
and seclusion were effectively unchanged and evidence 
from the Census outlined the following:  
 »Admission rates remain higher than average among 
some racial groups, especially those recorded as being 
Black or mixed race (White/Black) for whom rates were 
two or more times higher than average in 2010. In 
contrast, admission rates were consistently lower than 
average among the Indian and Chinese groups, and 
about average in the Pakistani and Bangladeshi groups.
 » Detention rates had almost consistently been higher 
than average among those recorded as Black or mixed 
race (White/Black) as well as those classed as ‘Other 
White’. The rates for being placed on a Community 
Treatment Order (CTO) were higher among the South 
Asian and Black groups. 
 » Seclusion rates were higher than average for the Black, 
Mixed (White/Black) groups and Other White groups, in 
at least three of the six censuses

The	above	were	also	identified	as	recurring	themes	in	a	
subsequent report ‘Monitoring the Mental Health Act in 
2011/12’ 2 which used data available quarterly from the 
Mental Health Minimum Data Set (MHMDS).

•	A 2008 study by the Independent Police Complaints 
Commission on the use of Section 136 3 found that the 
rate of detention for BME people was almost twice as 
high as that for white people. 

 
•	Within mental health settings, higher rates of formal 
admissions under the Mental Health Act amongst the 
Black	and	minority	ethnic	population	also	significantly	
affect BME men.4

•	There is a substantial body of evidence pointing to a 
negative relationship between mental health services and 
African and Caribbean men, who are under-represented 
as users of enabling services and over-represented in the 
population of patients who are admitted to, compulsorily 
detained in, and treated by mental health services. 
The consequences of this are poor engagement with 

mainstream services, restricted choices and high levels of 
dissatisfaction with mainstream care.4,5

•	Research relating to the Irish community shows the 
following:6,7

 »The Irish population in Britain has a history of higher 
rates of mental ill-health than the general population. 
 »Irish people are substantially over-represented as users 
of psychiatric services, particularly for depression and 
alcohol related disorders. 
 »They are more than twice as likely to be hospitalized 
for mental health problems as native-born people in 
England and Wales. 
 »Irish rates of schizophrenia are second only to those of 
African-Caribbean people. 
 »Studies have shown that Irish-born people living in the 
UK have a higher rate of suicide than any other minority 
ethnic group living in the country.
 »A study carried out in Birmingham8 in 2008 looked 
specifically	at	the	mental	health	needs	of	Irish	women.	
One of the themes which came through strongly was 
the stigma which was attached to mental ill-health, 
especially among older women.

•	For disadvantaged groups with transitory lifestyles - such 
as	Gypsies	and	Irish	Travellers	-	difficulty	registering	
with a GP is a barrier to accessing primary care. There 
is also some evidence that health care providers and 
staff working within primary care settings may restrict 
access to such services for certain communities. This is 
also relevant to preventative programmes. Moving from 
a transitory lifestyle to housing can exacerbate mental 
ill-health. 9,10

•	Common mental disorders such as depression and 
anxiety are not considered as serious or disabling for the 
individual as psychotic disorders such as schizophrenia 
or bipolar disorder. However, as the disorders are far 
more common, they affect more people, and have a 
much greater impact on the community. One estimate 
suggested that they account for one third of days lost 
from work due to ill health.  The Labour Force Survey 
suggests that common mental disorders such as 
depression and anxiety plus stress account for more than 
40 per cent of days lost to ill health.11

•	Disparities exist in both access to and quality of mental 
health care for Black and other minority groups.  
Examples of these disparities include the underutilization 
of psychiatric services by persons from minority 
groups, problems in getting people from these groups 

Key	Trends
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to seek treatment, and the inappropriate prescribing of 
antipsychotic medications.

•	The stigma attached to mental health problems within 
some groups and cultures may result in people avoiding 
acknowledging their mental health problems and seeking 
help, e.g. Jewish, Asian and Gypsy and Traveller 
communities. This can result in under-diagnosis, under-
treatment and poorer prognosis for recovery. 

•	Research conducted by Mind has found that despite 
experiencing high levels of mental distress, refugees 
and asylum-seekers face many challenges accessing 
mental health services in England and Wales. Such 
challenges are further exacerbated by restrictive policies 
on such areas as healthcare.12 

•	Long term physical conditions are associated with 
increased risk of mental health problems. For 
instance, rates of depression are doubled in diabetes, 
hypertension, coronary artery disease and heart failure, 
tripled in end-stage renal failure, chronic obstructive 
pulmonary disease and cerebrovascular disease and 
seven times more common among those with two or 
more chronic physical conditions compared to healthy 
controls.13,14 

•	There is strong evidence of a higher prevalence of 
mental health problems among people living with 
HIV,	compared	with	the	general	population.	People	
who	have	been	diagnosed	with	HIV	are	more	likely	to	
develop a mental health problem, for example anxiety or 
depression.14,15

•	There is a link between sight loss and reduced 
wellbeing. For example, over one-third of older people 
with sight loss are also living with depression.16

Measure	to	tackle	disparities
Access	to	Services
•	For those individuals living with a psychotic illness such 
as schizophrenia there should be improved access 
to GP services and adequate hospital care in an 
environment that allows space and the opportunity to 
recover.  

•	GP surgeries should provide specialist mental health 
services to enable those service users who need 
additional support to receive that in their own community 

rather than face being placed in a hospital setting with 
the prospect of isolation and potential regression in their 
state of health. 

•	It is necessary to raise the awareness of mental health 
issues in communities in order to reduce stigma and 
facilitate early access to appropriate support. Education 
about mental disorders and the treatment process 
is critical to reducing barriers to treatment among 
Black and other minority groups. The national ‘Time 
for Change’ programme is currently tackling these 
issues but there is a need to critically monitor the 
impact of this programme on Black and other minority 
groups. Suggestions for overcoming these barriers 
include a local public education campaign, educational 
presentations at community venues, and open 
information sessions at local mental health clinics. The 
recruitment of mental health champions within particular 
communities was proposed as a way of targeting the 
education programme and tackling the taboos about 
mental health that are held by some racial groups.

•	Health promotion campaigns should be targeted at 
particular groups such as Gypsies and Travellers, 
refugees and asylum seekers, and Irish women, 
particularly as these groups were reluctant to approach, 
or did not know of, the health services available.

•	Ensure that mental health services take account of the 
specific	needs	of	refugees	and	asylum	seekers.	This	
requires an approach where dealing with practical needs 
through casework or good signposting occurs alongside 
any therapeutic interventions.

Diagnosis,	Treatment	and	Quality	of	Services
•	Research from the Delivering Race Equality (DRE)17 
community	engagement	programme	(2005-2008)	
identified	the	following	factors	that	facilitate	recovery:	
support from family and friends, ‘keeping busy’, a 
positive attitude, faith and religion, and medication. On 
the	other	hand	the	following	were	identified	as	obstacles	
to recovery: lack of support from family and friends, 
the stigma of mental illness, a return to an unchanged 
environment after treatment, a poor experience of 
treatment and disbelief that recovery is possible.  

•	The	research	also	identified	that	service	user	and	
carer satisfaction with mental health services were key 
to recovery. As one of the community organisations 
commented: ‘ Where someone’s illness was explained 
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and understood and a choice of treatment offered, in 
general people had a much better perception of the 
mental health services provided.’  
 
The research also recognised that a more active role 
for BME communities and service users could help to 
provide effective support and help people to manage 
the discharge home. They could also provide an early 
intervention support network.

•	Service	users	need	to	be	confident	that	when	they	come	
into contact with the NHS (particularly through primary 
care) they are going to be given appropriate advice from 
an experienced practitioner as to the best treatment 
options available to them. The current trend that puts 
a heavy reliance on medication of individuals with a 
psychosis needs reviewing.

•	It should be recognised that medication may work well 
for some people but have a negative effect on others 
who	may	benefit	more	from	group	work	or	access	to	
talking or other therapies.  There is a tendency for over 
medication of Black African/Caribbean men who enter 
mental health services via the criminal justice system 
and lack of information about the long term effects of 
such medication. A greater access to psychological 
therapies is needed.

•	The criteria used to determine that an individual is 
suffering with a psychosis should be reviewed as 
this has resulted in the over-representation of Black 
men being stigmatised as having schizophrenia.  The 
behaviour of some groups can be misinterpreted 
because of a lack of understanding of cultural norms 
and language by those conducting assessments.

•	The role of carers should be reviewed to ensure that 
a	carer’s	assessment	reflects	the	role	of	a	carer	as	a	
partner in decision making about an individual’s health 
and not as someone who is informed as an after-
thought. Carers and the individual concerned should 
be given information about what is happening when a 
decision is made to section a person.

•	Recovery for some racial groups requires an 
understanding of the impact of negative social 
experiences caused by racial discrimination or 
harassment and identifying ways to overcome these and 
rebuild	an	individual’s	self-esteem	and	confidence.	An	
improved	understanding	is	needed	of	specific	cultural	
issues and the impact racism and discrimination may 

have on some Black and other minority groups that may 
have led to their ill health.

•	There needs to be meaningful communication between 
service providers and those groups that are over-
represented in the mental health system (Black, mixed 
race and Irish individuals) so that services are more 
responsive and understand social and cultural issues 
thereby improving the service user experience.  Equally 
the involvement of service users in the design and 
provision of services should be encouraged.

•	Control and choices should be improved by identifying 
alternatives to hospital admission, increasing access 
to psychological therapies and assisting individuals 
to make choices about accommodation and seeking 
employment.  There should be a greater emphasis on 
providing information about mental health issues and 
services so that those groups that are over-represented 
in the system become knowledgeable users of mental 
health services and are more involved in decision 
making.

•	Good practice developed by community based BME 
mental health provision should be acknowledged and 
embedded into mainstream provision to develop a 
mainstream service that is responsive to different racial 
groups.

•	Increasing the number of under-represented groups in 
the health professions can help address health care 
disparities by both improving access and responding 
more effectively to the needs of minority populations. 
Greater health professions diversity will also provide 
increased opportunities for minority patients to see 
practitioners with whom they share a common race, 
ethnicity, or language. Race, ethnicity, and language 
concordance is associated with better patient-
practitioner relationships and communication, and 
increases patients’ likelihood of receiving and accepting 
appropriate medical care.  

•	Culturally sensitive care can help providers understand 
what complementary and alternative treatments patients 
might be using, to recognize mental health problems that 
might otherwise be hidden, and to address concerns 
about sensitive issues such as sexuality and end-of-life 
care that are not easily discussed. 

•	The provision of culturally and linguistically appropriate 
information materials and translation services are also 
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essential to ensuring that Black and other minority groups 
can navigate the health care system effectively and 
access	all	the	benefits	to	which	they	are	entitled.

Aftercare	following	treatment
•	Support should be provided to individuals to address 
social problems through identifying and securing 
accommodation, opening up routes into employment and 
providing access to welfare rights information. 

•	The services of BME mental health agencies should 
be made available to provide support to individuals, if 
requested.

•	Evidence has consistently shown that employment 
is better for mental and physical health than 
unemployment. However, this only applies to good 
quality work which is characterised by a living wage, 
having control over work, being respected and 
rewarded, being provided with good quality in-work 
services such as occupational health services, and with 
adequate support to return to work after absence.18

Commissioning	of	services
•	Future commissioning for mental health services should 
acknowledge the contribution of Black and other minority 
groups in the voluntary sector and maintain their role in 
assisting service users, some of whom may have had 
negative experiences of mainstream psychiatric services

•	A Health & Wellbeing Board and the CCGs should have 
specific	strategies	to	address	the	mental	health	needs	of	
Black and other minority groups and address any issues 
of over-representation and the provision of a health 
service that meets their needs.

•	There has been further investment in Improving Access 
to Psychological Therapies (IAPT) in an effort to 
integrate talking therapies into individuals’ treatment; 
however, in relation to Black and other minority groups, 
there needs to be a radical change in the way the 
NHS commissions talking therapies to allow more 
involvement of a wider range of therapies. In order to 
move to a new model of mental health treatment real 
choice in talking therapies needs to be available. For 
example, with the increase of older people living with 
HIV,	provision	should	reflect	the	need	for	counselling	
services to improve emotional well-being in older people 
with	HIV,	particularly	Black	African	women.

Data	Collection
•	Significantly,	the	CQC	noted	that	many	service	providers	
did not collect data which would have permitted it to 
monitor equality and anti-discriminatory compliance. 
This consequently limited the impact of strategies 
designed to reduce inequalities

•	The Delivering Racial Equality review (DRE), published 
in December 2010, made clear that better monitoring 
and collection of information and better use of data 
to inform commissioning and provision intentions in 
health and social care is required. This should focus 
on what works for which communities; and how it can 
be captured in order to change and improve existing 
systems and processes.

•	The report further stated that ‘collecting and analysing 
valid and reliable data regarding these disparities 
provides the building blocks for identifying differences in 
care and developing targeted interventions to improve 
the	quality	of	care	delivered	to	specific	population	
groups’.  This is required regardless of whether those 
population	groups	are	identified	by	geography,	disability,	
socioeconomic status, race or ethnicity.

•	There needs to be improvement in the monitoring of 
compliance with the Equality Act.  The Equality Delivery 
System (EDS) is a framework that is supposed to 
include monitoring as one of its goals, within NHS trusts, 
but currently fails to identify corrective action that is 
required to change some of the trends outlined in  
this report.   
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Older People Affected by Dementia

Key	Trends
•	The current UK evidence base on supporting Black and 
other minority groups with dementia and their carers 
is limited with some evidence available from local 
surveys.1

•	Overall, the proportion of BME people affected by 
dementia is broadly the same as that found among white 
people  although, as yet, there have been no large-scale 
UK prevalence (frequency) studies in which there have 
been	sufficient	numbers	of	BME	people	in	the	sample	
to compare the frequency of different types of dementia 
across different ethnic groups.2

•	There	are	over	11,500	people	with	dementia	from	Black	
and other minority groups in the UK.1 

•	Stigma may lead to a reluctance to use services as 
a person’s dementia becomes public as well as a 
fear of the reaction to the diagnosis by members of a 
community.		Carers	may	also	find	that	they	experience	
stigma because of their association with the person with 
dementia.2

•	The Federation of Irish Societies carried out an exercise 
in 2010 mapping the services for elders within the 
Irish	community	and	identified	that	in	the	absence	
of	culturally	sensitive	mainstream	or	culture	specific	
services, the Irish third sector had developed a range of 
innovative, person-centred services that are popular and 
well utilised by the community. Despite this there was 
still considerable unmet need in relation to older Irish 
people in general and for people with dementia and their 
carers	specifically.		The	study	noted	that	dementia	is	
increasingly a key issue within the Irish community, yet 
there is evidence to suggest that Irish people were not 
accessing support from healthcare services. Within the 
community there are also disproportionately high levels 
of hypertension, coronary heart disease and strokes 
which can all contribute to the development of vascular 
dementia which is comparable to the African-Caribbean 
community.3

•	Past studies report high levels of uncertainty among 
BME people about how to access dementia services 
and how these services could help. This picture is 
consistent with reports given by BME older people as a 
whole.2

•	Early onset dementia (a rare type affecting people under 
65)	is	more	frequent	among	Black	and	other	minority	
people with 6% of people having it compared to 2% of 
the white population. 2

•	There is evidence that Black and other minority groups 
with dementia present later to dementia services than 
their White counterparts, when their dementia becomes 
more severe.2

•	Research suggests that Black and other minority 
groups are less likely to receive a diagnosis or receive 
it at a later stage thereby delaying access to memory 
assessment services.2,4,5

•	Black and other minority groups and their families are 
more likely to see the symptom of dementia as ‘normal 
ageing’ which leads to the assumption that nothing 
can be done to assist them and results in families only 
seeking help when the dementia become more severe.2

Measures	to	Tackle	Disparities	
•	Lower levels of awareness about dementia, despite 
national television campaigns, and the existence of 
stigma within some communities may explain the lack 
of use of dementia services. Some Black and other 
minority groups do not recognise the term ‘dementia’ but 
use other everyday language to refer to the symptoms.  
Specific	work	at	a	local	level	needs	to	be	undertaken	
with Black and other minority groups to raise awareness 
and understanding of the term and the services that 
are available to support individuals and their carers. 
Using neutral language in published information such 
as ‘memory problems’ for dementia and ‘looking after’ 
instead of being a ‘carer’ helps and this avoids making 
assumptions that people understand what is meant by 
these terms.2

•	Although it is not currently possible to prevent dementia, 
there is potential for certain BME communities to reduce 
the risk of developing vascular disease and possible 
vascular dementia by adapting their diet and levels of 
exercise and by cessation of smoking. BME people 
seem to be at greater risk of developing vascular 
dementia, so resources providing relevant and useful 
advice to BME people on this topic are needed.2

•	Any local campaign should stress the necessity for early 
diagnosis to ensure the dementia-like symptoms are not 
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being caused by conditions such as depression and to 
ensure treatment of that other condition where relevant. 
Equally campaigns need to be clear about the care 
and support to be provided dependant on the type of 
dementia that is diagnosed.

•	Past	research	has	identified	various	means	of	publicising	
information about dementia including: hosting activities at 
community centres and religious establishments; using 
DVD	and	videos	–	instead	of	publications	-	for	those	
communities that have low levels of literacy; publicising 
information on local radio; appointing outreach workers 
to work with local communities; training community 
health champions and developing EPP (Expert Patients 
Programmes). Different approaches will be required for 
different communities. 2 

•	Assumptions should not be made that Black and other 
minority groups do not want to use services because 
they do not enquire about them.  If information on 
available services is not provided, people may not 
receive the information and support they require.

•	People with dementia should be provided with good 
quality end of life care that acknowledges the impact that 
dementia will have on their ability to communicate their 
wishes and their memory, allows dignity and respect and 
acknowledges cultural and religious observance.

•	Carers may feel reluctant to ask for help because it 
conflicts	with	cultural	norms	but	information	should	be	
readily available and accessible to ensure support to 
carers, regardless of their racial group, on issues such 
as respite care, carer’s assessments, care and support 
available etc.

•	Domiciliary care is often necessary, as many minority 
ethnic communities regard residential care as 
inappropriate. However, this can work to increase the 
isolation both of older people as well as of their carers. 

•	The lack of provision of an environment in some day 
centres that recognises an individual’s language, culture 
and religious requirements presents a barrier to the 
attendance of some racial groups.

•	The vast majority of culturally competent care of elderly 
people, including those with dementia, is being provided 
by the BME voluntary sector as little other provision exists.  
There is, however, limited expertise in providing dementia 
services and there is a need for improved training.

Cancer

Key	Trends
•	Awareness of cancer is generally lower in Black and 
other minority groups than amongst white men and 
women and screening uptake is generally lower than 
the population as a whole. Uptake for breast, cervical 
and colorectal screening programmes is generally lower 
in minority communities. Although there may be some 
cultural factors involved in this, it is also likely to be 
related to deprivation.1

•	Women from Black and other minority groups are more 
likely to present with more advanced breast cancers and 
have poorer survival rates than white women which may 
be explained by late presentation. This is particularly the 
case for Indian, Pakistani, Black Caribbean and Black 
African women who are more likely to seek medical 
assistance with advanced breast cancer.1

•	Rowen et al found that women of African and Caribbean 
descent were being diagnosed with breast cancer on 
average 21 years earlier than their white counterparts. 
Further to this, the type of cancer that was being 
diagnosed within this group was more likely to be an 
aggressive form of the disease which was unresponsive 
to newer drugs and had poorer outcomes. 2, 3

•	The Social Exclusion Unit found that those with low 
literacy were 6% less likely to attend cervical screening 
than women with higher basic skills. Low literacy could 
be a barrier to women failing to attend screening and 
following up appointments.2

•	In comparison with White ethnic groups, Black groups 
have	significantly	higher	rates	of	multiple	myeloma	and	
stomach cancer.1,2 

•	Black men have higher rates of prostate cancer.1,2

•	Asian women have increased rates of cancers of the 
mouth,	particularly	those	aged	65	and	over.2,5

•	Despite policies to reduce cancer inequality by 
enhancing awareness and improving access to services 
especially by minority groups, there is limited mention of 
the disproportionate mortality from most cancers among 
the Irish in Britain.3,4 

•	The relationship between deprivation and cancer is 
complex	and	multifaceted.	Certain	types	of	cancer	–	
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Cancer

such	as	lung,	mouth	and	oesophagus	–	are	more	likely	
to be diagnosed in the most deprived groups. For other 
types	of	cancer	–	such	as	breast	and	prostate	–	death	
rates are higher among the most deprived despite the 
fact that incidence rates are lower.2

•	There is evidence of inequalities at each stage of the 
patient pathway, from information provision through to 
palliative care.2

•	It is estimated that some cases of cancer could be 
avoided if the population maintained a healthy body 
weight but obesity rates vary by BME group, particularly 
for women.  Black African (38%), Black Caribbean (32%) 
and Pakistani (28%) women are more likely to be obese 
than women from the general population (21%).2,3 

Measures	to	Tackle	Disparities	
•	Health information and support should be targeted 
at those groups with the worst cancer incidence and 
mortality rates, to ensure that their service needs are 
met. Such information should encourage and increase 
knowledge of developing a healthy lifestyle.

•	The above should be supported by programmes to 
create sustained behavioural change as too often only 
short term programmes are developed.  The impact of 
such programmes should be monitored and evaluated 
in	a	timely	manner	and	influence	future	health	strategy.		
Such programmes should include cancer awareness 
raising sessions and events to: engage, inform and 
empower communities to access relevant cancer 
services; inform BME groups about the low uptake of 
screening and the impact of late diagnosis; develop 
support networks that provide information and advice to 
patients, carers and their families and meet the cultural, 
linguistic and religious needs of BME groups.

•	Community	activities	which	are	targeted	to	specific	
communities and led by voluntary and community 
organisations should receive greater support and be part 
of a partnership approach in local areas.

•	 Good practice in increasing cancer awareness 
should be developed using examples from successful 
campaigns in cancer and other disease areas and such 
good practice should be embedded into mainstream 
health practice or strategy development.
•	There should be a greater level of community based 

screening using mobile screening facilities.  Mobile 
units should be located in areas that are accessible to 
BME groups and a partnership developed with local 
community organisations to disseminate details of the 
location of mobile units in advance. 

•	Some cancer charities provide information that is 
targeted at particular BME groups both written and 
in other formats.  Such information requires some 
development beyond symptom recognition to include 
such things as healthy eating and advice on prosthesis 
fitting,	hair	loss	and	lymphoedema	services.

•	Current	programmes	designed	to	specifically	train	
community health champions/trainers should target BME 
groups (both men and women).

•	There should be greater support for development of 
BME Expert Patients Programmes (EPP) for cancer and 
other	areas	of	chronic	illness,	e.g.	TB,	HIV,	diabetes.

•	Low literacy could be a barrier which causes women to 
fail to attend screening and following up appointments.

•	Smoking is a major cause of inequalities in cancer 
incidence and mortality. Further work should therefore 
be undertaken to reduce tobacco consumption rates 
within particular racial groups where there is evidence 
of higher rates of smoking: men of Bangladeshi and 
Indian origin and women of Irish origin. Research should 
also be undertaken which aims to understand which 
interventions are effective in smoking cessation. 

•	There should be a greater level of partnership work 
with mainstream cancer organisations that may have 
developed information or have targeted programmes at 
BME groups which have proved successful and could be 
replicated in a local authority area. 
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Heart Disease & Related Illnesses

Key	Trends
•	In	more	than	90%	of	cases,	the	risk	of	a	first	heart	attack	
is	related	to	potentially	modifiable	risk	factors,	including	
smoking,	poor	diet,	obesity/overweight,	and	insufficient	
physical activity.1 ‘It is not better treatment but prevention - 
...	including	tackling	the	wider	social	factors	that	influence	
health	–	which	is	likely	to	deliver	greater	overall	increases	in	
healthy life expectancy’.2 

•	People of South Asian and African-Caribbean origin in the 
UK experience differences in risk of cardiovascular disease 
(CVD).		South	Asians	are	at	increased	risk	of	coronary	heart	
disease (CHD) and stroke and are particularly prone to the 
metabolic syndrome.  African-Caribbean people have less 
risk of CHD but greater risk of hypertension and stroke.3 

•	Bangladeshis have the highest rates of ischaemic heart 
disease (IHD) followed by Pakistanis, Indians and other 
South Asians.3 

•	Ethnic origin should be taken into account when assessing 
risk	and	when	preventing	or	treating	CVD.3

•	South Asian men are more likely to develop CHD at a 
younger age, and have higher rates of a heart attack.3 

•	The rate of cardiovascular disorder diagnosed by a doctor 
is	high	among	Irish	men	(14.5%),	which	suggest	that	it	
is important to ensure that they are targeted in health 
promotion	work	around	CVD.3

•	Stroke is the second most common cause of death in 
England after heart disease and closely followed by all 
cancers.4

•	African-Caribbean people are twice as likely to have a stroke 
compared with white people.4

•	Stroke is a leading cause of adult disability.  More than 
half of all stroke survivors are left dependent on others for 
everyday activities. 4

•	Whilst stroke mortality rates are falling in all Black and 
minority ethnic (BME) groups, they are not falling as 
quickly as in the general population. This has resulted in an 
increased gap in stroke mortality rates between such groups 
and the general population.4

•	Behavioural risks such as smoking and physical inactivity 

are more common in some racial groups. The 2004 Health 
Survey	for	England	identified	that	40%	of	Bangladeshi	men	
and 20% of Indian men smoked compared to the national 
average of 24%. In women the rates ranged from 2% for 
Bangladeshi women to 26% for Irish women compared with 
the national average of 23%.5

•	As with the general population, smoking prevalence in Black 
and other minority groups tends to decrease with age with 
the highest rates in those aged 16-34. Exceptions are Black 
Caribbean and South Asian men in whom prevalence is 
highest	in	those	aged	35-54.6

•	Obesity is a major risk factor for cardiovascular disease, as 
well as Type 2 diabetes, hypertension, metabolic syndrome, 
osteoarthritis and cancer. The Government’s Foresight 
programme showed that over half of the UK adult population 
could	be	obese	by	2050,	resulting	in	total	annual	direct	and	
indirect	costs	of	obesity	of	approximately	£50	billion	in	2050.7

•	Obesity rates vary by BME group, particularly for women. 
Black African (38%), Black Caribbean (32%) and Pakistani 
(28%) women are more likely to be obese than women from 
the general population (21%).7

Measures	to	Tackle	Disparities
•	A coronary heart disease prevention and control service 
for South Asians held programmes in workplaces, 
mosques, temples. There was a reduction in salt intake 
and use of oil in cooking, and a reduction in weight and 
blood pressure. Such targeted programmes should be 
part of a continuous programme of health awareness.

•	A review of the impact of the stroke (F.A.S.T) 8 campaign 
in the North West concluded that the campaign appeared 
to be successful in getting information to BME groups 
but further work was needed so that they appreciate the 
extent of risks in particular communities.

•	Various	examples	of	good	practice	are	cited	in	literature	
relating to tackling coronary heart disease within BME 
communities. This ranges from the production of fact 
sheets, healthy eating guides and cookery books targeted 
at	particular	communities	to	DVDs	that	convey	health	
messages to minority groups as well as the provision 
of information on greater rehabilitation following a heart 
attack for people of South Asian origin. One of the key 
problems is that there is limited evaluation of these 
examples of good practice and the impact they have and 
a	lack	of	continuity	in	good	practice	identified.
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Human Immunodeficiency Virus (HIV)

•	The link between social deprivation and poor sexual 
health is well documented, as well as the unequal 
distribution of sexual ill health across the population.  
It is recognized that the greatest burden is borne by 
women, gay men, teenagers, young adults and black 
and other minority groups.

•	HIV	is	an	infection	that	disproportionately	affects	two	key	
populations: Black Africans and men that have sex with 
men	(MSM).	In	2011	HIV	prevalence	was	approximately	30	
times higher for these groups than the general population 
in	England.	Factors	such	as	acquiring	infection	abroad,	HIV	
related stigma and discrimination contribute to this disparity.1

•	The most deprived areas in England also have the highest 
HIV	prevalence.	8%	of	Africans	living	with	HIV	in	England	
reside in the North West.1

•	Whilst about two-thirds of people living with a diagnosed 
HIV	infection	in	2011	in	the	UK	were	male,	about	two-
thirds	of	Black	Africans	living	with	a	diagnosed	HIV	
infection were female.2 

•	An	estimated	51,500	heterosexual	men	and	women	were	
living	with	HIV,	of	whom	10,500	were	African-born	men	and	
20,300 were African-born women.1 

•	Infections acquired through heterosexual contact 
accounted for 2,990 (48%) of new diagnoses in 2011. 
Furthermore,	57%	of	heterosexuals	diagnosed	in	2011	
were Black African and 4% were Black Caribbean.1 

•	Half	of	the	36,360	people	accessing	HIV	care	in	2011	had	
acquired	HIV	heterosexually	of	whom	64%	(23,210)	were	
Black African, 4% (1,490) were Black Caribbean and 22% 
(8,080) were White. MSM made up 44% (31,830) of people 
accessing	HIV	care,	of	whom	87%	(27,700)	were	White.1 

•	The	number	of	Black	Africans	living	with	a	diagnosed	HIV	
infection	has	increased	from	9,339	in	2002	to	25,331	in	
2011. This is nearly a four-fold increase. 2 

•	A	higher	proportion	of	older	adults	(aged	50	years	and	
over)	were	diagnosed	late	(61%;	530/870)	compared	with	
younger	adults	(45%;	2,430/5,410).2

•	Diagnosis	of	migrants	with	HIV	most	often	occurs	at	a	late	
stage of infection, when antiretroviral treatment is less 

Key	Trends likely to be effective. Late diagnosis contributes to poorer 
health outcomes and makes treatment less effective.  A 
number of factors contribute to late diagnosis including 
lack of access to health services; negative experiences 
of	HIV	in	country	of	origin;	and	lack	of	knowledge	about	
HIV	treatment	and	access	to	HIV	services.		All	migrants	
can face barriers to accessing appropriate primary care, 
stemming from communication problems, social isolation 
and economic hardship.

•	The incidence of tuberculosis (TB) among people 
diagnosed	with	HIV	has	declined	over	the	past	decade.	
Nevertheless TB incidence among heterosexuals living 
with	diagnosed	HIV	was	substantially	greater	than	that	
in the general population in 2010. Incidence rates were 
highest among those diagnosed late and those not on Anti-
retroviral Therapy (ART).

•	Stigma, discrimination and fear of others knowing 
about their status dissuade some BME groups from 
accessing	HIV	services	or	taking	the	test.	Stigma	can	
lead to discrimination and other violations of human rights 
which	affect	the	well-being	of	people	living	with	HIV	in	
fundamental ways. In countries all over the world, there 
are	well-documented	cases	of	people	living	with	HIV	
being denied the right to health-care, work, education, and 
freedom of movement, among others.3

•	Recent research (Lancet July 2012) found despite being 
less	at	risk,	Black	MSM	were	more	likely	to	be	HIV	positive	
(15	times	more	than	the	general	population).		This	is	partly	
explained	by	the	finding	that	HIV	positive	Black	MSM	were	
less	likely	to	start	HIV	treatment,	adhere	to	medication	or	
be virally suppressed than other MSM or other ethnicities, 
driving new infections.  The research recommends 
interventions that neutralise structural factors e.g. anti-gay, 
violence, discrimination. 

•	Within	African	communities,	there	is	significant	intolerance,	
discrimination and prejudice for MSM particularly within 
faith communities.  Within MSM communities, African men 
can experience racism and coupled with homophobia, 
this	can	prevent	African	MSM	from	engaging	in	any	HIV	
prevention programmes.

•	Considerable	lack	of	awareness	and	fear	of	HIV	still	
exists amongst the public as well as amongst health 
professionals.  A patient experience survey conducted by 
Manchester Race & Health Forum outlined experiences 
of patients receiving treatment.  Differences in the quality 
of treatment and care were evident in interviews conducted 
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with	some	individuals	who	were	diagnosed	with	HIV	and	
there appears to be a lack of professionalism and ignorance 
about	HIV	transmission	from	some	health	staff	who	provide	
a	service	for	such	patients.	One	individual	living	with	HIV	
referred to a comment made by a nurse at a local hospital: 
“Put 6 gloves on for treating this one”, which is wholly 
unacceptable for any health professional to make.4 

•	From 1 October 2012, an amendment to the Charging 
Regulations	means	that	HIV	treatment	is	no	longer	
chargeable to any overseas visitors and is provided in 
the same way as treatment for other sexually transmitted 
infections for which NHS treatment is free to all. This 
amendment	responds	to	the	significant	evidence	on	the	
benefits	to	public	health	of	providing	HIV	treatment	to	all	in	
clinical need.5

•	With	advances	in	treatment	people	are	living	with	HIV	
into old age and will increasingly need greater social care 
support.		In	a	study	undertaken	into	HIV	and	ageing	by	
the Joseph Rowntree Foundation three quarters of the 
respondents were concerned about future access to social 
care such as home help owing to their mobility problems. 
Many expressed anxiety about needing to use home care 
or residential care because of perceived, and sometimes 
experienced,	prejudice	and	ignorance	about	HIV	within	
these services.6

•	People with pre-existing mental health problems are at a 
higher	risk	of	HIV	infection	than	general	population,	related	
to vulnerability, stigmatisation and health inequalities. 7

•	There	is	now	a	wealth	of	evidence	that	people	with	HIV	
have higher rates of depression, suicidal thoughts and 
anxiety and most other psychological disorders than the 
general population. 8 This is attributed to understandable 
psychological reactions and adjustment to diagnosis, 
but exacerbated by vulnerability factors in people 
disproportionately	affected	by	HIV	who	often	face	many	
additional challenges such as homophobia and racism.

•	There is now a substantial amount of literature that 
recognises relationship of mental health problems and 
poor adherence. This not only affects adherence to Highly 
Active Antiretorviral Therapy (HAART), but also hospital 
attendance and follow up. In studies about adherence, 
depression is cited as the strongest single predictor of poor 
adherence to drugs. 9

•	Psychological intervention can help to reduce symptoms 
of mental distress, as well as improving functioning and 

treatment adherence and therefore can have a direct 
benefit	on	physical	health.	This	is	also	substantiated	by	
evidence of improvements in immune system functioning.10

Measures	to	Tackle	Disparities
•	From current practice it is recognised that stigma and 
discrimination	about	HIV	can	be	tackled	through	community	
based or community focussed initiatives that provide 
accurate	information	on	HIV	transmission	and	information	
on access to health care. Little however appears to have 
been undertaken in work places or health services to tackle 
stigma or discrimination in an institutional setting. This needs 
to	be	rectified,	particularly	in	health	services	where	some	
individuals	living	with	HIV	face	inferior	services	from	their	
GPs, dentists and hospital care. Within healthcare services 
codes of practice and professional conduct need to be in 
place and enforced to ensure there is no breach of the 
Equality Act or the Human Rights Act.

•	There	are	particular	challenges	that	individuals	with	HIV	
have to face on a daily basis and negative attitudes from 
health professionals could present a barrier to current 
policy to encourage a greater increase in testing and 
uptake of specialist services by particular racial groups, 
thereby improving health outcomes.

•	Living	with	HIV	can	be	associated	with	an	individual’s	
ability	to	work,	financial	difficulties	and	social	problems	
such as residential status. The wider social determinants 
of health should be addressed in order to reduce these 
inequalities and further-more to reduce transmission 
among these populations. For example some people with 
HIV	aged	50	and	over	(particularly	Black	African	women)	
need support to stay in or re-enter the workplace where 
possible,	including	access	to	good,	clear	advice	on	benefit	
entitlements	and	to	debt	counselling	and	financial	planning	
as part of long-term condition management. 6

•	Counselling and peer support mechanisms should be 
incorporated within long-term condition management 
strategies	for	older	people	with	HIV	by	both	funders	and	
service providers. 6

•	Social care services for older people should have in 
place best practice policies for dealing with blood-borne 
conditions	and	should	provide	basic	training	in	HIV	
awareness and sensitivity to all frontline and managerial 
staff	likely	to	encounter	service	users	with	HIV.	Those	who	
commission and fund such services should require this as 
a basic quality measure. 7
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•	Standardised guidelines on infection control should be 
available and applied to reduce any stigma-enabling 
anxieties that health care workers may have about the 
transmission	of	HIV	and	other	illnesses.	The	consistent	
use of such guidelines will also help to protect the 
identities and rights of patients. 

•	Raising awareness through the media has always 
proven to be a successful way of promoting positive 
attitudes	towards	people	living	with	HIV,	but	it	is	unclear	
whether	current	programmes	are	sufficient	in	targeting	
Black African and Caribbean communities at a local 
level.

•	HIV	home	sampling	kits	should	be	made	more	available	
and a system in place to enable individuals to get their 
results with a support mechanism in place for those who 
have a positive diagnosis. 

•	A	universal	offer	of	an	HIV	test	should	be	available	to	all	
patients	diagnosed	with	TB	and	all	people	living	with	HIV	
should be routinely offered screening for TB.

•	Safer sex programmes promoting condom use and 
HIV	testing	should	remain	a	priority	for	men	that	have	
sex with men (MSM) and Black African and Caribbean 
communities to reduce on-going transmission and 
undiagnosed infection.

•	HIV	testing	is	a	standard	part	of	a	pregnant	woman’s	
antenatal care and it is argued that increased and regular 
testing should be introduced.  At the beginning of March 
2013, the A&E department of the Royal London Hospital 
commenced	the	pilot	of	a	routine	HIV	testing	project	–	
offering patients who need a blood test the choice to 
accept	or	decline	a	HIV	test.	The	hospital’s	Tower	Hamlets	
patient	population	has	HIV	prevalence	five	times	higher	
than the national average, and in this context better 
detection	is	vital.		Depending	on	the	findings	of	this	pilot	the	
idea should be considered by other hospitals. 
 
Part of the evaluation of NAHIP, which was the national 
HIV	prevention	programme	for	African	people	in	England,	
focussed on black African people living in England who 
were in relationships where one person had diagnosed 
HIV	and	the	other	did	not	(i.e.	HIV	serodiscordant).11 The 
evaluation	identified	the	following	ways	in	which	services	
could be improved:

•	Provide and continually reinforce culturally appropriate 
HIV	prognosis	information	for	black	African	people	and	

their partners and ensure that clinical information is clear 
and accessible.

•	Deliver targeted one-to-one and couple-based therapeutic 
support for those in emotional and psychological need.

•	Interventions to support and empower people with 
diagnosed	HIV	to	disclose	to	their	sexual	partners	need	
to	be	bolstered	and	significantly	extended,	with	sharing	of	
best practice between community and clinical providers.

•	The	partners	of	people	with	diagnosed	HIV	require	
tailor-made	written	information	about	HIV	prognosis	and	
transmission as well as safer conception options.

•	Evidence of the effects of gender inequality among African 
women was substantial. Interventions to address this need 
to be wide-ranging, from policy advocacy and structural 
change,	to	micro-financing	initiatives	and	provision	of	
training to enable women to better negotiate the sexual 
relationships they desire.  

•	Instigate community development initiatives and extend 
interventions	to	boost	the	confidence	of	people	with	
diagnosed	HIV	to	better	negotiate	happy	and	healthy	
relationships. 

•	Promote and provide an array of male and female 
condoms for both risk reduction and sexual pleasure. 

•	Raise	the	profile	of	people’s	difficulties	with	condom	use	
in community and clinical settings as well as increasing 
availability of interpersonal counselling and support to 
address these issues.

•	Provide information, advice and support about harm 
reduction tactics beyond condom use, including: reducing 
facilitative factors during sex, having non-penetrative sex, 
considering viral load and infectiousness, and knowing how 
and when to access Post Exposure Prophylaxis (PEP).

•	Provide safer conception advice to all people with 
diagnosed	HIV	and	their	partners	while	also	working	to	
ensure that safer conception options are accessible.

•	Identify	people	whose	sexual	negotiation	and	self-efficacy	
needs are high and provide sustained therapeutic support.

•	HIV-related	stigma	is	widespread	and	its	impact	is	
considerable.	Wide-ranging	interventions	to	address	HIV	
stigma must be strengthened and consolidated. 
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Diabetes

•	According to Diabetes UK more than 2 million people in 
the UK have diabetes and people from Black and other 
minority groups are up to 6 times more likely to develop 
diabetes than white people. 1

•	Type 2 diabetes is up to six times more common in 
people of South Asian descent and up to three times 
more common among people of African and African-
Caribbean origin. Type 2 diabetes has the highest 
association with obesity. 1

•	In	2000,	the	first	cases	of	Type	2	diabetes	in	children	
were diagnosed in overweight girls aged nine to 16 of 
Pakistani,	Indian	and	Arabic	origin.	It	was	first	reported	
in white adolescents in 2002. In 2004, children of South 
Asian origin were more than 13 times more likely to 
have Type 2 diabetes than white children. 2

•	According to the Health Survey for England 2004, doctor 
diagnosed diabetes is almost four times as prevalent in 
Bangladeshi men, and almost three times as prevalent 
in Pakistani and Indian men compared with men in the 
general population.2

•	Among	women,	diabetes	is	more	than	five	times	as	
likely among Pakistani women, at least three times as 
likely in Bangladeshi and Black Caribbean women, 
and two-and-a-half times as likely in Indian women, 
compared with women in the general population.2 

•	In the same survey, diabetes was generally rare among 
those	aged	16–34,	but	was	highest	among	Indian	men	
(2%), Black African men (2%) and Irish women (1.7%).2

•	Diabetes is a major risk factor for heart and kidney 
diseases, amputations, stroke, blindness and other 
conditions causing severe disability.  Black women 
have a higher prevalence than white women for 
four related conditions - heart failure, coronary heart 
disease, hypertension, and stroke. Black men have a 
higher prevalence than white men for three of the four 
conditions - heart failure, hypertension, and stroke.1, 3

•	Those communities that are least well educated are 
more likely to have retinopathy, heart disease and poor 
diabetes control.4

•	One	in	five	people	with	a	severe	mental	illness	has	
diabetes.4

•	Research (Saunders et al, 2007) reported a high 
prevalence of diabetes and a lack of knowledge of risk 
factors or of the implications of having the condition 
among Gypsies and Travellers. It also found that the 
risk of premature death from cardiac disease was 
particularly high for Gypsy and Traveller men.5

•	Certain conditions are known to be more prevalent in 
the Irish community generally and impact on diabetes. 
Haemochromatosis is a particular example of a genetic 
condition which is much more common in people of 
Irish heritage. It is a disorder which is characterised by 
iron overload and may be undiagnosed because it is 
less frequently seen in the general population.  Early 
treatment is important in preventing long-term damage 
and complications of the condition can also include 
diabetes.6

Measures	to	Tackle	Disparities
•	Increased levels of awareness of the signs and 
symptoms of diabetes and its serious consequences.

•	Education programmes for people with diabetes so 
they have a good understanding of the increased risks 
of heart disease, strokes and kidney disease and the 
importance of foot-care and retinal screening.

•	Routinely disseminate information about prevention 
screening and support services to all BME communities 
using diverse and targeted media and community 
locations.

•	Local support networks are successful in encouraging 
a healthy lifestyle and self-management of diabetes, 
and encourage regular monitoring of blood glucose, 
blood pressure, cholesterol levels, retinal screening, foot 
checks, kidney function and weight levels.

•	Continuation of care to control an individual’s diabetes 
whilst in hospital, particularly those who are elderly, 
disabled or suffer with a mental health problem.

Key	Trends
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Tuberculosis (TB)

•	In 2011 in the UK, a total of 8,963 cases of tuberculosis 
(TB)	were	reported.	TB	notifications	and	rates	have	
remained	relatively	stable	since	2005.1

•	The  majority of non-UK born cases originated from South 
Asia	(59%,3694)	and	sub-Saharan	Africa	(24%,1484).1

•	Information on ethnic group was available for 96% of 
cases reported in 2011. The largest proportions of cases 
were Indian (26%, 2261), White (20%, 1762) and Black 
African	(18%,	1557).1

•	The	majority	of	cases	were	notified	from	urban	centres,	
amongst young adults, those from countries with high TB 
burdens, and those with social risk factors for TB.1

•	Over half of reported TB cases had pulmonary TB.1

•	The proportion of eligible patients reported to have 
received Directly Observed Therapy (DOT) remains low.1

•	As in previous years, London accounted for the highest 
proportion	of	cases	in	the	UK	(39%,	3511),	followed	by	
the West Midlands region (11%, 1,011). The main burden 
of disease remains concentrated in large urban areas.1

•	HPA  (2011) states that common perceptions among 
Black and other minority groups which contribute to 
stigma include:  belief that TB infection also means 
co-infection	with	HIV;	fear	that	one’s	relatives	will	
be	‘marginalised’;	belief	that	TB	reflects	poor	living	
conditions; belief that TB results from poor hygiene.1

•	There is a strong stigma attached to TB in many 
minority communities (HPA 2011). While communities 
may understand the risk of developing TB, a failure to 
undertake treatment or to complete courses of drugs can 
lead to further spread of the disease and the development 
of multi-drug resistant strains.

•	The incidence of tuberculosis among people 
diagnosed	with	HIV	has	declined	over	the	past	decade.		
Nevertheless TB incidence among heterosexuals living 
with	diagnosed	HIV	was	substantially	greater	than	in	
the general population in 2010. Incidence rates were 
highest among those diagnosed late and those not on 
Antiretroviral Therapy (ART).2

 

Key	Trends •	Overcrowding and poor housing conditions are proven 
risk factors for TB transmission. Poor housing can 
increase the risk of getting TB, making it spread faster 
and making it harder for the individual and family 
members to recover.  Overcrowding and poor ventilation 
make it more likely that you will catch TB.3

•	There is qualitative and anecdotal data showing lower 
treatment completion rates among Roma TB patients. 
Roma women (as women and as members of an 
excluded minority group) face particular health system 
discrimination. The role of health care workers in 
perpetuating TB stigma could be particularly pertinent 
when looking at the Roma community, who may lack trust 
in health care systems that have sometimes excluded 
or mistreated them. Low TB knowledge and health 
literacy may also result in failure to access TB testing 
or treatment.  Individuals may not know that they are 
experiencing symptoms of a potentially fatal disease or 
that the disease is treatable.4

Measures	to	Tackle	Disparities	
•	Creating local awareness within Black and other minority 
groups is vital in reducing the spread of TB, by building 
competency, initiating social accountability and giving 
confidence	to	TB	patients	to	dispel	the	myths	related	to	
the disease.

•	Approaches that emphasise work with refugee 
community groups are felt to be particularly important. 
The ability to link new arrivals with the appropriate 
existing	social	networks	and	communities	is	beneficial	
to health. Services catering for refugees need to work 
across sectors and in particular to link to housing, social 
services, education and the voluntary sector.

•	Engagement activities with minority communities can 
reach out to populations who often have infrequent 
contact with health care authorities and help overcome 
widely perceived barriers in TB control. During the course 
of TB treatment, a patient spends little time with health 
care	professionals	and	a	significant	portion	of	time	with	
family and community members. Their surroundings need 
to be well informed about the illness and the importance 
of treatment completion to overcome patient fear, anxiety 
and stress. This community-centred approach has the 
potential to increase the referral of TB patients to health 
care providers, stopping the vicious cycle of infection and 
improving the outcome of treatment. 
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•	Brent Council established a Health Trainers Programme 
(Happy	Healthy	Households),	targeted	specifically	at	the	
migrant and refugee local community. The workshops, 
led by community health trainers, disseminate culturally 
appropriate information on actions that households can 
take to reduce the risk of TB infection. A photography 
initiative was set up alongside this as a creative method 
of engaging the community. Community members took 
pictures of poor housing conditions around their houses 
and the resulting photographs were formatted into posters 
and exhibited during World TB Day 2012 at Brent Town 
Hall.5

Palliative Care

•	Lower levels of awareness of hospice and palliative care 
and language differences amongst minority groups may 
limit their use of services.1,2

•	There is evidence to suggest that people from deprived 
areas are less likely to use palliative services and 
those who do are less likely to do so in their own home. 
Causes of inequality in access to palliative care include: 
shortages of specialist staff, increased demand for 
services and lack of knowledge about the needs of 
patients from deprived areas or BME communities. BME 
groups are less likely to be referred to and use hospice 
cancer services.1,2  

•	A number of studies have found that BME cancer 
patients and their carers were not using available 
palliative services because they were less likely to meet 
their needs. They also found that there was a need 
for palliative services to be provided in more culturally 
sensitive ways in order to meet the needs of BME 
patients.3 

•	The needs of terminally ill Gypsies and Travellers are 
being overlooked by hospitals and GPs, according 
to research carried out by Jesper et al (2008).  None 
of the people interviewed in the study (regardless of 
accommodation status) were able to use palliative care 
services for their family members. The reasons included 
pride in caring for a person at home, clashes with 
medical staff over large numbers of visitors, and limited 
knowledge of the services available. Enforced mobility 
reduced	access	to	GPs	and	made	it	difficult	to	organise	
programmes of palliative care to support Gypsies and 
Travellers who wished to die at home.4

•	A study which looked at fear of dying concluded that 
‘enabling older people to express fears about dying is 
likely to be important when planning supportive end-
of-life care. Practitioners should not assume that fears 
about dying are the same in different social groups, or 
that extensive family support is protective against such 
anxiety. Older people from minority groups had more 
anxieties about dying than others, and were more likely 
to express fear the more extensive their family support’. 
These	findings	have	implications	for	commissioners	and	
practitioners of primary and secondary care.5

•	The Marie Curie Cancer Care launched a pilot project 

Key	Trends
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in 2006 (Delivering Choice Programme) which aimed to 
improve palliative care access to BME groups through 
the appointment of a link worker.  The programme 
identified	that	interpreters	felt	they	did	not	know	enough	
about end of life care and needed support, particularly 
after delivering bad news and in discussing preferences 
for where people wanted to be cared for and die.6

•	There has been little work to date addressing spiritual 
care for BME populations, despite indications that some 
racial groups have a strong reliance on spiritual belief 
and practice. In particular, there is little guidance for 
palliative care services on how to meet the spiritual and 
cultural	needs	of	people	from	BME	groups.	Specific	
challenges include a lack of evidence to inform service 
provision (e.g. evaluated service models and spiritual 
care services), and barriers to BME groups accessing 
palliative care (e.g. mistrust of medical institutions, fears 
of racism and misperceptions of palliative care).7

•	Allowing a family member to die at home may be 
deemed unacceptable to some racial groups and may 
differ between generations.

Measures	to	Tackle	Disparities	
•	A simple means of screening for spiritual needs should 
be integrated into routine patient assessment on 
admission.		This	ensures	that	religious	affiliation	and	
appropriate faith leader (if applicable) are recorded in 
patient records, along with other cultural/ faith needs.  
This should recognise that patients with no formal 
religion may nevertheless have spiritual needs.

•	Patients should be offered a range of spiritual resources, 
including access to a range of appropriate faith leaders, 
a ‘quiet space’, support groups, one-on-one counselling 
and other therapies.

•	Assessment of  spiritual wellbeing/ spiritual needs 
should be undertaken  with consent and in a way which 
respects patients’ personal boundaries and needs for 
information and ensures assessment results in culturally 
appropriate responses to spiritual need.7

•	Encourage BME spiritual leaders/ faith groups to 
educate members of local palliative care teams 
regarding the spiritual needs of local BME populations 
and the resources/ support available. This should be 
facilitated by inviting spiritual leaders to visit the unit and 

attend training events and offering mutual education, 
training and support by palliative care and local 
community and faith groups on an ongoing basis.7 

•	Referral systems should be in place and used by 
palliative care teams to refer to local BME faith groups/ 
spiritual leaders who have been trained in palliative 
care. Equally faith groups/spiritual leaders should 
be encouraged to refer individuals to palliative care 
services.

•	The availability of spiritual care services should be 
promoted	in	a	range	of	formats	(e.g.	through	leaflets	
in multiple languages, large print and Braille), and be 
available throughout a person’s course of treatment. 
Additionally information should be provided of support 
groups established for patients from a minority group.

•	There should be an organisational commitment 
to cultural sensitivity among staff members which 
recognises the complexity and diversity of culturally 
specific	beliefs	and	practices.

 
•	Training should be provided to interpreters to ensure 
they	have	sufficient	knowledge	about	end	of	life	care,	
delivering bad news and discussing preferences for 
where people wanted to be cared for and die.6

•	The availability of spiritual care services should be 
promoted	in	a	range	of	formats	(e.g.	through	leaflets	
in multiple languages, large print and Braille), and be 
available throughout a person’s course of treatment. 
Additionally information should be provided of support 
groups established for patients from a minority group.

•	There should be an organisational commitment 
to cultural sensitivity among staff members which 
recognises the complexity and diversity of culturally 
specific	beliefs	and	practices.

 
•	Training should be provided to interpreters to ensure 
they	have	sufficient	knowledge	about	end	of	life	care,	
delivering bad news and discussing preferences for 
where people wanted to be cared for and die.6
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Disability and Health

•	There are at least one million disabled people who are 
Black	or	from	a	minority	ethnic	background	in	the	UK	–	
and this number is growing.1

•	There tends to be a lower prevalence of impairments 
amongst BME disabled people of working age, but over 
the age of 40 prevalence increases dramatically.1

•	Pakistani and Bangladeshi groups have the highest 
rates of disability in old age of any ethnic group.1

•	44% of BME disabled people live in household poverty, 
compared with 32% of all disabled people and 17% of 
the population as a whole.1

•	Individual incomes for BME disabled people are 30% 
lower than for the general population.1

•	Less than 4 in 10 BME disabled people of working age 
are in employment.1

•	Many disabled people face stigma in their daily lives, 
meaning that they are negatively marked out by their 
impairments. Research relating to minority groups 
also reports their experiencing stigma that remains 
particularly acute within some minority communities. 
Additionally social isolation was especially evident for 
women, migrants and carers. In contrast with other 
research there was little to suggest that BME disabled 
people can rely on their extended family to provide 
care.1

•	Services are not yet fully inclusive for disabled people 
from ethnic minority backgrounds, and many report 
poor experiences of accessing statutory and voluntary 
services.1

•	Given the size and expected growth of the BME 
disabled population, it is also a demographic imperative 
that their needs are more fully addressed by policy. 
Person-centred,	local,	and	flexible	services	would	be	
more valuable and accessible for BME disabled people.

•	Individuals from BME communities are often under-
represented in the uptake of learning disability services. 
The prevalence of a learning disability, when compared 
to the rest of the population, is three times higher than 
average	for	South	Asian	people	and	significantly	higher	

in the African Caribbean community (Amzi et al, 2006).  
Yet	in	a	local	study	conducted	by	INLOGOV	in	2012	
only 0.2% of clients were recorded as being from South 
Asian	backgrounds,	and	0.05%	as	Black	Caribbean.2

•	BME people with learning disabilities and their families 
continue to experience inequalities in health and social 
care despite various efforts to improve engagement.3

•	Understanding and responding to a ‘learning disability’ 
continues to be an issue within some communities, 
affecting whether and how people come forward for 
support.4

•	In 2008, Deaf Education Advocacy Fellowship (DEAF) 
conducted a piece of research to canvas the views 
and experiences of deaf BME individuals about 
mainstream services. Sixty percent of respondents 
identified	problems	in	accessing	healthcare	services.	
With the transformation of the health system, there is an 
opportunity to improve access for people.5 
 
DEAF	identified	a	lack	of	exposure	to	other	British	Sign	
Language (BSL) users in their community as many deaf 
BME people have a disadvantage in their ability to use 
BSL functionally. This has an impact when accessing 
information via a Sign Language Interpreter as their 
understanding of standard BSL is often poorer than their 
non-BME peers. Much of the signed communication 
used	in	the	home	environment	will	be	specific	to	their	
family members, who through time have developed 
many ‘home signs’ to aid their domestic communication 
needs (e.g. drink, dinner, bedtime).5

•	Many deaf people from minority backgrounds feel 
isolated and do not have peer networks of support 
available, especially in rural areas. This means that they 
are often isolated from access to specialist services that 
are available to deaf people.5

•	There is a national shortage of Sign Language 
Interpreters from a BME background. This means that 
there is a lack of awareness amongst such professionals 
of	culturally	specific	signs	used	and	a	lack	of	knowledge	
of cultural issues that is needed to ensure a positive 
experience within mainstream services. This means that 
challenges exist even when provision has apparently 
been made.  Additional measures will need to be put in 
place within new health structures such as Healthwatch 
if they are to engage with all communities.5

Key	Trends
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•	People from Black and other minority communities are 
at greater risk of some of the leading causes of sight 
loss such as glaucoma.6

•	Asian people have a greater risk of developing cataracts 
compared to the Black population and white population.6

•	Black and Asian populations have a greater risk of 
developing diabetic eye disease compared to the white 
population.6

•	59%	of	service	users	of	Henshaws	Society	for	Blind	
People	are	over	the	age	of	65	and	15%	of	their	service	
users	are	from	BME	backgrounds	–	higher	than	the	8%	
UK average.6

Measures	to	Tackle	Disparities	
•	Joint Strategic Needs Assessments should be used as 
the basis to collect information on the needs of different 
local BME communities and people with disabilities from 
these communities.7

•	BME disabled people’s needs and views have often 
fallen between the two areas of disability and race 
equality policy.  These two policy areas need to be 
integrated to develop effective support for BME disabled 
people.1

•	Work on the needs and issues of people with learning 
(and other) disabilities from BME communities should 
be given the prominence that it merits. In many places 
such communities should not be regarded as minority at 
all but central to the responsibilities of the local statutory 
agencies.3

•	It is important to be clear about what monitoring is in 
place to check how well people with learning disabilities 
from BME communities are accessing support services. 
It	is	vital	that	statutory	agencies	fulfil	their	responsibility	
to undertake Equality Impact Assessments on services 
and developments. These assessments need to be 
rigorous	and	knowledgeable	in	reflecting	the	issues	
experienced by people with learning disabilities from 
BME communities, and their families.3

•	There was concern that agencies should make 
additional efforts to identify and then work appropriately 
with	those	who	were	really	vulnerable	–	such	as	older	

carers - who could be from any community. Older family 
carers have greater need for structured translation 
and interpretation support, suggesting that targeting 
of resources could help. The importance of local 
support to overcome language barriers needs to be 
properly addressed on a continuing basis as local BME 
communities develop and change.3

•	There is a greater need for statutory agencies to 
be more aware of the range of needs of disabled 
people. For example there needs to be critical health 
awareness in BSL in order for deaf BME people to gain 
access	to	health	information	in	their	first	language.	
This is essential in enabling deaf BME communities to 
understand their rights and ensure equitable access to 
health services.5

•	It is essential to source appropriately trained and 
experienced interpreters who have worked with the deaf 
BME community in order to ensure effective access to 
mainstream services. For example, it may be necessary 
to utilise the service of a deaf BME Relay Interpreter, 
who would be able to culturally mediate this information 
from differing BME backgrounds. This would mean that 
any standard BSL/English interpreter could be used 
alongside such a specialist provision, which in turn 
would not unnecessarily delay the waiting time for the 
deaf person’s health appointment.5  

•	The emerging new health structures, such as 
Healthwatch, should engage with specialist advocacy 
services to ensure that appropriate support is being 
given to disabled people. 5
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Race Equality & Human Rights

From April 2013, new legal duties set out in the Health 
and Social Care Act will come into force. In exercising 
their functions, NHS England and CCGs must have 
regard to the need to reduce inequalities, both in terms 
of access and around health outcomes of patients. They 
must also secure integrated provision of services, within 
the health system and beyond it, where this would reduce 
inequalities in access or outcomes.  In addition, there 
are duties on the Secretary of State, Monitor and NHS 
Foundation Trusts to integrate these duties into their 
plans and report progress on them annually.

The Equality Act 2010 imposed a general equality 
duty on public authorities and other bodies, when 
exercising public functions, to consider the need to 
eliminate discrimination, harassment and victimisation, 
to advance equality of opportunity and to foster good 
relations. There is therefore a responsibility on agencies 
established as a result of the Health & Social Care Act 
2012 to have regard to the need to tackle race inequality 
in access, treatment and outcomes of Black and other 
minority patients when carrying out their functions.  
This relates to national bodies such as NHS England, 
the Care Quality Commission (CQC), MONITOR and 
Healthwatch England.  At a local level this is relevant to, 
local authorities, Clinical Commissioning Groups (CCGs), 
individual trusts and the local Healthwatch.

Additionally such bodies have a  legal duty to comply 
with the provisions of the Human Rights Act (HRA) 
in everything they do, and failure to comply is both a 
violation of international human rights commitments and 
unlawful under the HRA. The Act also imposes some 
‘positive obligations’ on public bodies to take proactive 
steps to secure people’s human rights.  This includes 
ensuring that individuals are not neglected in hospital and 
that patients have food, water and necessary medical 
treatment and managing the care of individuals with a 
mental health illness.  

The Equality & Human Rights Commission undertook a 
Human Rights Review in 2012 to assess how well Britain 
was meeting its human rights obligations under the 
European Convention of Human Rights and the Human 
Rights Act 1998 (HRA). 

The review stated that health and social care 
commissioners and service providers do not always 
understand their human rights obligations and the 
approach of regulatory bodies was not always effective 
in identifying and preventing human rights abuses. 

Additionally it showed that some groups that are socially 
marginalised or particularly vulnerable do not enjoy full 
protection of their rights.  

When looking at the issue of human rights of Black and 
other minority groups in the provision of health services 
the over-representation and treatment of such groups in 
acute	mental	health	settings	is	of	significant	concern.	The	
CQC has highlighted a number of human rights issues 
relating to the use of Community Treatment Orders 
(CTOs), including concern about appropriate usage, 
over-representation of Black and other minority groups 
among those issued with CTOs and a lack of consistent 
practice when involving patients in care decisions, such 
as the details of their CTO.  The CQC also highlighted a 
number of other factors which have an adverse impact 
on patients’ human rights. For example, in some facilities 
inadequate	staffing	ratios	affected	people’s	rights	to	fair	
and	dignified	treatment.	The	rights	of	vulnerable	adults,	
and	children	and	young	people	to	dignified	treatment,	
and to be safe and protected from harm, were adversely 
affected by the lack of Child and Adolescent Mental 
Health Services (CAMHS) units, or of single-sex provision 
in some facilities. 

Compulsion in treatment, and the implications for 
people’s human rights, is a particular issue for mental 
health services. Men, especially Black men, appear 
to face a higher degree of compulsion in seeking or 
receiving care for their mental health problems. The 
consequence of this is that Black men are more likely 
to be sectioned under the Mental Health Act or to be 
referred for treatment via the criminal justice system. In 
its annual report on the use of the Mental Health Act in 
2010, the CQC stressed the importance of proportionality 
where human rights might be an issue.  Black and 
other minority communities were also at greater risk 
of compulsory admission to mental health services 
and were over-represented in high security units.  In 
its 2011/12 review of the Mental Health Act the CQC 
acknowledged a recurring theme in relation to Black and 
other minority groups and stated:

‘The human rights of patients are often affected by 
controlling practices that only seem to serve the hospital’s 
needs. Hospitals have a difficult task in balancing the 
realities of detention and compulsory treatment with the 
requirement that they provide services according to a 
principle of least restriction on patients. But it has proved all 
too easy for cultures to develop in which blanket rules deny 
people their basic rights – especially the right to dignity.’ 
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In its review a number of examples of breaches of the 
HRA	were	identified	including	the	imposition	of	a	blanket	
ban on mobile phone usage by detained patients that 
take no account of the patient’s right to respect for private 
life and correspondence under Article 8 of the HRA.  
An	individual’s	right	to	health	is	reflected	in	the	following	
articles of the HRA:
•	Article 2: the right to life
•	Article 3: prohibition on torture, inhuman and degrading 
treatment
•	Article	5:	right	to	liberty
•	Article 6: right to a fair trial
•	Article 8: right to respect for family and private life, home 
and correspondence
•	Article 14: non-discrimination

Measures	to	Tackle	Disparities
•	The CQC recommended that NHS England, local 
authorities, clinical commissioning groups and specialist 
commissioners must commission services that 
guarantee a person’s dignity, recovery and participation. 
Clinical commissioning groups and local authorities must 
ensure that local needs assessments for community 
services and commissioned models of care are informed 
by an understanding of their statutory duties under the 
Act and by the experiences of people who use services.

•	Each CCG should develop an equality and human rights 
strategy with a related action plan which sets out how it 
will take steps to eradicate race inequalities. The policy 
should emphasise the necessity of collecting equality 
data to monitor the impact of the equality policy as well 
as to make full use of equality impact assessment in 
determining the best approach to introducing a new 
service or changing existing provision. 

•	All CCG board members and staff should receive 
training on equality and human rights and their 
application in the NHS.

•	In the commissioning of services CCGs, local authorities 
and NHS England should put a greater emphasis on 
setting out contractual requirements around equality, 
diversity and inclusion which lead to improved health 
outcomes as well as improved equality monitoring. This 
is equally applicable to joint commissioning with the 
Health and Wellbeing Boards.

Conclusion

It is extremely worrying that disparities in health of Black and 
other minority groups are still evident, and with some health 
conditions that difference is explicit and has been the case 
for some time. A challenge remains for newly established 
bodies, responsible for commissioning health services, 
such as CCGs and NHS England to ensure that the needs 
of	Black	and	other	minority	communities	are	reflected	in	
their commissioning plans and outcomes are monitored to 
ensure parity in access, treatment and outcomes. Equally 
there is an expectation that local public health teams will 
engage and involve Black and other minority groups in their 
local area in the development and delivery of prevention 
strategies that relate to those conditions that are prevalent in 
their communities.  

It was clear from the literature review undertaken into 
particular	health	conditions	that	there	is	a	significant	amount	
of good practice that exists in tackling health disparities.  
Equally there were examples of models of engagement 
with black and other minority groups that resulted in 
positive outcomes. These models, however, continue to be 
ignored or are only supported on a short term basis and 
are not properly integrated into services and prevention 
programmes being delivered. Additionally, good practice 
exists in the work conducted by national charities but there 
is limited evidence of partnership working with the statutory 
health sector. This situation needs to change if health 
disparities of Black and other minority groups are to be 
seriously tackled. There is a need for improved outreach 
to Black and other minority communities using a range of 
methods and in partnership with national charities, where 
applicable. This programme of work should not be short term 
but a continuous programme of activity that is embedded 
into the delivery plan of a health and wellbeing strategy. 

It should be recognised that voluntary and community 
organisations	have	had	a	significant	role,	over	the	years,	
in identifying particular health needs in Black and other 
minority communities as well as providing local health 
and wellbeing services. This expertise needs to be 
acknowledged and used in developing local strategies 
to enable an improvement in race inequalities that exist. 
Additionally, local Healthwatch bodies need to take the 
opportunity to develop their relationships with Black and 
other minority groups as well as have a greater focus on 
tackling inequalities. The evidence on racial disparities 
that exist at a national and local level needs to be used to 
challenge how health and social care services are delivered 
and	Healthwatch	should	have	a	significant	role	in	using	
such	evidence	to	influence	commissioning	and	the	delivery	
of appropriate services.
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