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There is now a substantial and growing literature on 
ethnic minorities in Britain, their health and their rela- 

tionship with health services[l]. Indeed, publications on 
these topics are increasing almost as fast as bibliographers 
can record them, and this growing awareness of Britain's 
multicultural society is to be welcomed. However, it is 

worthwhile considering the history and impact of these 

publications. Despite the number and breadth of scope of 
articles and books, there are still significant lacunae in 
both knowledge and the implementation or accommoda- 
tion of this knowledge in everyday practice[2]. Perhaps 
this is due to the apparently late start in the medical 

profession's awareness of Britain's changing popu- 

lation?and perhaps to other factors. There have been 
black people (that is, those of African, Asian and Afro- 

Caribbean origin) living in Britain for many years[3], 
although prior to the Second World War the majority 
were residents of seaport towns such as Cardiff, Liverpool 
and North Shields (Tyneside). This may account for one 
strand that can be discerned in the literature, 'Port 

Medicine'. By this I mean a concentration on exotic 

diseases, the 'sequelae of migration'[4-7] and the impor- 
tation of illness. However, after 1945, and especially after 

1948, migration from the 'New Commonwealth' (as it is 

now known) increased significantly, reaching a peak 
around 1962. It then declined again until we have now 

had a virtually static (or even negative) migration balance 
since 1970. Yet the first collection of papers on medical 

aspects of immigration does not appear until 1966[8] and 
contains only five medical references of earlier date (four 
from 1964), apart from an annual series related to 

venereology. Why was the medical profession so far 

behind the social scientists and the other caring profes- 
sions, such as social workers or educators[9-12], in awak- 

ing to this new client group? 

Biology and Culture 

One suggestion that is met with, especially when attempt- 
ing to influence the course content of trainee medical 
workers (nurses, doctors and others), is the notion that 

health is in some senses 'culture free'. While it is quite 

proper that we should follow the UNESCO 'declaration 

of experts' in rejecting the claims of 'biological race 

theory'[13] (those aspects of the science of eugenics which 
claim that a division into biological races of the family of 
man has genetic and other justifications), this approach 
also has its dangers. At one time it was acceptable to 
consider the human organism as operating in a constant 

fashion with a known response to stimuli such as disease 

organisms or trauma. Few physicians now hold this 

mechanistic view and the Alma Ata declaration of the 

World Health Organisation expressly includes many 

other aspects of a more psychological or cultural nature as 

having a bearing upon health. Indeed, there is a whole 
science of psychosomatic medicine. If we accept that 

illness can be interpreted in cultural terms, as the models 
of Balint[14], 'health belief systems' and 'the sick role' 
would suggest, then ethnic differences take on a signifi- 
cance beyond those of simple biology. 

Biology, genetics and heredity do have a place in 

medicine for a multi-ethnic community, irrespective of 

'race', which term we should reject as a physical cate- 

gory. The fact of physical differences, susceptibility and 
transmission of certain conditions, has been acknowl- 

edged in the literature, and a number of articles have 

appeared on sickle cell trait, thalassaemia, and other 

haemoglobinopathies[15,16], while other research has 

considered the significance of cousin marriage in certain 
Asian communities to the development of neural defects 

in their children. We might also note that, by way of 

compensation, multiple sclerosis is rarer in ethnic minor- 

ities]^ 7] than in whites. However, other apparent ethnic 
differences such as the 'Asian low birth weight syndrome' 
seem to be disappearing[18] as maternal health and 

nutrition improve. Yet others, where incidence and prev- 
alence rates suggested ethnic connotations of a pathogenic 
nature, have proved (both in physical and psychological 
medicine) to be illusory. In many cases these derive from 
uncontrolled class, or more particularly environmental, 
factors, such as tuberculosis[19,20] which appears to be 

acquired after migration. The situation of osteomalacia 
and 'Asian rickets' is quite possibly the same; it was 

called the Glasgow disease before there were Asian 

immigrants in Scotland to study[21]. Moreover, I am 

concerned that this issue alone has led to a massive 

campaign based on the understanding that the answer lies 
in health education against faulty cultural and dietetic 

practices[22]. More recent evidence[23] suggests that the 

problem may arise from what would otherwise be regard- 
ed as an extremely desirable trait, namely a high fibre 
diet. However, while not denying the significance of the 
medical condition and the spending of DHSS money on 
issues of concern to ethnic minorities, there is a possibility 
at least that the 'moral panic' behind this campaign has 
not helped the general situation of ethnic minorities and 
the way in which they are regarded by the profession. A 
recent and topical example of a comparable situation in 

228 Journal of the Royal College of Physicians of London Vol. 18 No. 4 October 1984 



America is the association of AIDS with Haitians[24], 
This is a feature not confined to physical medicine; the 
same effects can be found in psychiatry and its allied 

disciplines. A further strand in the medical literature has 
been a concentration on or indeed an abundance of 

articles about mental illness in immigrants[25]. These, 
while helpful to practitioners, have tended to stigmatise 
the whole ethnic minority community, in particular those 
of Afro-Caribbean origin[26]. Recent research actually 
suggests that some of the apparently higher rates reported 
confused incidence, prevalence and presentation, and 

that poor compliance with drug therapy led to an inflation 
of those figures[27]. 
The mention of drug therapy and compliance brings us 

back to the role of culture. Research on 'Asiatic Medi- 

cine'[28] draws attention to different concepts of illness 
and treatment and has led some physicians to believe that 
the use of Ayurvedic or Unani medical practitioners 
(Hakims and Vaids) is an important feature of Asian 
communities. While these concepts undoubtedly exist 

and colour attitudes towards health or the sick role, 
research in the West Midlands (supported by some on the 
Indian subcontinent) suggests a lesser utilisation of such 

practices than might be feared[29]. Similarly, other 'cul- 
turalist' concentrations on issues such as lead in Surma 

(an Asian eye cosmetic) may be diversions which detract 
attention from real problems?in that case away from 
environmental sources of lead poisoning. Nonetheless, 
culture is significant, and (like biology) cannot be ig- 
nored. This I take as the fifth major strand in my 
classification. This group, which I would term 'cultura- 
list' writings, is, to the non-specialist reader of the 

medical press, the largest. In its intentions it is admirable, 
and perhaps its effects are equally beneficial, but that will 

depend upon the extent to which it reaches a wide 

audience and on the accuracy of its writing. There is a 
large body of literature that attempts to raise the level of 
knowledge of transcultural medicine[30] in the medical 
professions by describing language, religion, family pat- 
terns and health beliefs of ethnic minority groups. Some 
authors also advise caution in the use of 'standards' (of 
diet, or height/weight ratios, etc) derived from English, 
Anglo-American or European populations, but this is less 
common. More familiar are the useful training aids 

produced by the National Extension College, on Asian 
Naming Systems and Diet and Nutrition, the books by 
Alix Henley[31-33] and articles such as those in Health 

Visitor[34-36] which describe and try to explain the 

'client' to the practitioner. Such articles tend to refer to 
families of Asian origin or, more rarely, to Travellers 

(Romanies or Gypsies). Afro-Caribbean culture has not 
apparently been regarded as particularly distinctive, per- 
haps because of a lack of apparent linguistic difference, 
although some sociologists have examined the 'legacy of 
slavery' in connection with family (marriage) patterns. 
There is, alas, no way of assessing how far these valuable 
insights are routinely transmitted to those newly qualify- 
ing, or whether the wheel is always re-invented as new 

practitioners encounter problems in practice. Nor are the 
writers themselves always entirely free from error. Few 
now would refer to Muslims as 'Mohammadans'[37] but 

not all Buddhists are Chinese[20, (p.31)] or Asians 
Pakistani, or indeed all minorities immigrant, just as not 
all Irish are building workers or all English middle class. 

Class and Service Delivery 

Mention of class brings to mind the 'Black Report'[38] 
which certainly examined class factors but, as with other 
reports such as the Harding Report on Primary Health 
Care, gave very little attention to ethnicity. Yet as 

Skrimshire[39] demonstrates, use of general practitioners 
is heavily affected by social class and any sociological 
author will discuss the relationship between ethnicity (or 
'race') and class. Studies (such as my own[29]) which 
reiterate higher usage by ethnic minorities need to take 
this factor into account, along with income and need. 
When these are considered, ethnic minority patients are 
found to be rather more like white working class patients 
in their use of the NHS except in their use of emergency 
night calls and hospital out-patient services (lower) and 
child health/vaccination clinics (probably higher). What 
is required is more studies like those of Clarke and 
Clayton[40], Ronalds[41], Knox[42], or Rahman[43], 
which seek to examine patterns of accessibility, treatment 
and outcome from the clients' perspective. This ap- 
proach, adopted in 1966 by Coleman for his study of 
Equality of Education Opportunity[44] on behalf of the 
US Office of Education, proved an eye-opener on the 
continuing existence and effects of racism (direct, indirect 
and 'institutional' or unintended) in American society. 
Community studies, or reference to non-medical sources 
of data to establish an understanding of the denominator 
in epidemiological studies, will assist us to interpret our 
findings in a more useful light. Equally, more attention 
should be paid to the use of ethnicity as a variable in 
everyday studies of common disease[45], whether to 
isolate more accurately the populations at risk[46], or to 
eliminate a stereotype of 'race' as a structuring factor in 
ill-health[47]. If this becomes normal practice, we may 
well return to the view stated by Dr Gans in 1966 [5 
(p.88)], that '. . . most of the medical problems that face 
the immigrant child are problems of environmental medi- 
cine . . . Exotic disease accounts for the smallest group by 
far. We see, therefore, that most problems of child health 
among immigrants are not due to the colour of the child's 
skin but to the environment provided for the child by the 
host society'. 
The solution to that, of course, lies not in ignoring the 

significance of ethnicity, but in realising its relationship to 
other social factors and working towards a wider society 
in which racism becomes a matter of historical interest 
only[48]. 

Conclusion 

This review has concentrated upon the themes which its 
author has identified from the world of medical publish- 
ing. Certain issues have not been included, not because 
they are unimportant, but because they have seldom been 
seriously analysed in the mainstream of professional 
literature. The most significant are the issue of racism (in 
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practice and in society) and the role of 'overseas' or ethnic 
minority medical staff. Indeed, these two may be linked 
in some respects, but there seems little recognition of their 
significance for the health care of British ethnic minor- 
ities. This theme may be the next in a process which 

began with 'Port Medicine', a concentration on the exotic 
and imported conditions, and went on to 'Eugenic Medi- 
cine'. Having examined genetic transmission and vari- 
able susceptibility to disease, certain conditions became 
almost 'fashionable medicine' (or what certain sociolo- 
gists term 'moral panics') with all the benefits and 

hazards associated with fashion. Alongside this developed 
a stream of writings on mental illness, drawing its 

conclusions in line with the prevailing ideological consen- 
sus. 'Cultural Medicine', borrowing from the psychiatric 
model, presented separatist views of exotic behaviour or 

pluralist explanations to assist in the understanding of 
'difference'. The balance has now swung back to service 

provision, but with a greater emphasis on understanding 
the effects of differential provision and need. It is to be 

hoped that this trend towards increased sensitivity, con- 
sciousness of ethnicity as a significant factor or variable, 
and consideration of its effects in common disease (and 
treatment) will continue, as we develop our awareness 
that we live in a multi-ethnic community that will con- 
tinue to enrich our lives and enlarge our medical under- 

standing. 
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