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UNIVERSAL PROVISION BUT PRACTICAL 

CHALLENGES IN ACCESS: THE UK CASE

by Nicola Bowtell, Gemma Al-Jassar, Christina Gray, Katie Kelsey, Julia Verne

The UK has a 2000 year history of migration, 
and Black and Minority Ethnic (BME) groups 
now make up nearly one fifth of the population 
in England and Wales, of which over 5 
million are women. Inequalities in the health 
experience of some UK residents, including 
BME women, has been recognised since 1980, 
and has led to a sustained commitment 
over 30 years, to improve service access and 
health outcomes for everybody. However, 
despite these policy initiatives, observations 
reveal there are still inequalities in access and 
outcomes for some BME women, for example; 
reproductive health, screening, mental health, 
and end of life care. Through a literature 
review and interviews with experts, migrant 
women and policy makers, this paper aims at 
exploring the health status of BME women, some 
of the main barriers to their access to care, and 
current UK policy initiatives designed to reduce 
these barriers. The research demonstrates 
that the development of specialist community 
based culturally sensitive services alongside the 
training of health care professionals can help to 
reduce these inequalities.

Il Regno Unito ha 2000 anni di storia di migra-
zione, e i neri e le minoranze etniche ora costituisco-
no quasi un quinto della popolazione in Inghilterra e 
Galles, di cui oltre 5 milioni sono donne. Le disugua-
glianze nella salute sperimentate da alcuni residenti 
del Regno Unito, tra cui donne migranti, sono state 
riconosciute dalle autorità pubbliche sin dagli anni 
Ottanta, con un impegno costante da oltre 30 anni 
volto a migliorare l’accesso ai servizi per tutti. Tutta-
via, nonostante queste iniziative politiche, nel Regno 
Unito persistono ancora disparità nelle condizioni di 
salute e nell’accesso ai servizi per le donne nere e 
appartenenti a minoranze etniche, ad esempio, nella 
salute riproduttiva, nello screening, la salute mentale 
e le cure di fine vita. Attraverso una revisione della 
letteratura e interviste con esperti, donne migranti 
e politici, questo lavoro si propone di esplorare lo 
stato di salute delle donne BME (Black and Minority 
Ethnic Women), alcuni dei principali ostacoli al loro 
accesso alle cure, e le iniziative di policy destinate ad 
alleviare queste barriere. La ricerca dimostra che la 
promozione di servizi di cura culturalmente attenti 
alle diversità, accanto a una adeguata formazione 
degli operatori sanitari, possono aiutare a ridurre 
queste disuguaglianze.

This paper summarises a project conducted in the UK to examine the health of migrant 
women and the way in which the health services meet their needs. The information pre-
sented derives from a literature review and the results of interviews with experts, migrant 
women and representatives of migrant women and presentations and discussion held at 
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two conferences. In particular, the paper looks at: recent data on migration; the health 
status of ethnic minority women; the factors influencing their health; policy responses to 
the challenges; health service provision and factors affecting their access to it. We con-
clude with some recommendations. The UK has a 2,000 year history of migration. Our 
study focussed on women who migrated to the UK since the second world-war, the eldest 
of whom will be in their nineties. Migrants have arrived in successive waves for political 
and economic reasons some seeking political asylum and others a better economic future. 
The migrant groups include: middle Europeans (who migrated during or after the second 
world war), Irish from the Republic of Ireland and people from the former colonies of the 
British Empire such as India, Bangladesh, Pakistan, the Caribbean, South Africa, Uganda, 
Kenya, and Hong Kong. In recent years, migrants have arrived from Somalia etc. and from 
the EU 8 countries especially Poland. 

1. ETHNIC MINORITY POPULATIONS 

In 2011, Black and Minority Ethnic (BME) groups made up 19.5% (10,941,226) of the 
population in England and Wales, of which 5,535,657 were women. The majority of the 
usual resident population in the England and Wales, 48.2 million people (86.0% of the 
population), reported their ethnic group as White in the 2011 Census. Within this group, 
White British was the largest with 45.1 million (80.5%), followed by Any Other White 
with 2.5 million people (4.4%). Indian was the next largest ethnic group with 1.4 million 
people (2.5%) followed by Pakistani (2.0%). The remaining ethnic groups each accounted 
for up to 2% of the population. 

There have been a number of recent changes in ethnic diversity in England and Wales. 
The “Any Other White” category has had the largest increase across the ethnic groups, 
with an increase of 1.1 million (1.8 percentage points) between the 2001 and 2011 Cen-
suses. This includes people with Poland as a country of birth, who were the second largest 
group of non-UK born residents in 2011 and increased by 0.5 million (a nine-fold increase) 
between 2001 and 2011. The Asian/Asian British ethnic group categories had some of the 
largest increases between the 2001 and 2011 Censuses. People identifying as Pakistani and 
Indian each increased by around 0.4 million (0.5 percentage points and 0.6 percentage 
points respectively). The remaining ethnic groups each showed small increases of up to 
1%. Asylum applications during the last decade were at their lowest in 2010 (17,790) fol-
lowing a peak in 2002 (84,130) (Home Office, 2011).

It is not only inward migration which is affecting the ethnic composition of the 
UK, fertility rates in migrant groups and ageing of migrants in the UK contribute to a 
constantly changing demographic picture. The high fertility rate in some of the new 
migrant populations is driving up the absolute fertility rate and the proportion of births 
to non UK born mothers has been steadily rising in England in the last decade. The 
number of live births to mothers born outside the UK has increased steadily in the last 
decade (2000-10) - 97,895 (16.5%) to 181,827 (25.1%), reaching 25% of all births re-
corded in 2010. The UK is also experiencing a rapid growth amongst its older migrants. 
Recent work undertaken by the Runnymede and the Centre for policy on ageing (2010) 
shows that there will be a substantial increase in the number of older people from eth-
nic minorities. The number of people from ethnic minority groups aged 50 and over is 
projected to increase from 1.3 million in 2001 and 1.7 million in 2007 to 2.4 million by 
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2016, 3.8 million by 2026 and 7.4 million by 2051. This is mostly driven by migrants 
already in the UK who are ageing.

2. THE HEALTH OF MIGRANT WOMEN

In the UK the relationship between ethnicity and health is extremely complex (Karlsen, 
Nazroo, 2002). Three dimensions – gender, ethnicity and social class – form the basis of 
social inequalities in health. These dimensions are closely interrelated and are associated 
with specific risks to health and differential vulnerability during the population’s lifetime, 
before and after migration. The ways in which these interact depend on the empowerment 
of individuals, organisations and communities. Important determinants of the health of 
migrant women include: the reasons for migration, the health status of the population prior 
to migration, their socioeconomic status post migration, and other cultural factors. The 
ability to communicate and understand how health and other services can be accessed are 
key determinants to the effectiveness of preventative and health services.

The health of migrants is not necessarily worse than that of their new nation. A small 
proportion of migrants, usually well-educated migrate to improve their economic or social 
status. They may have better health than the average for the host nation. This is known as 
the “healthy migrant effect”. This is reinforced in controlled migrations where good health 
is required to pass comprehensive medical screening before entry. However, it has been ob-
served that sometime after migration, immigrants’ and nationals’ health patterns converge. 
This convergence pattern seems to vary across migrant populations and there are variations 
in health across different BME groups, with asylum seekers at the worse end of the spectrum 
and those on work visas tending to be at the better end of the health spectrum. 

2.1. Risk factors for poor health

Data on wider determinants of health for BME groups in the UK highlight the heteroge-
neity across BME communities In terms of life-style and other socioeconomic risk factors. 
In general, women from BME groups are less likely to smoke and drink alcohol than white 
British women and this has a protective effect on health. However, they are more at risk 
than their White British counterparts from poor working and housing conditions with 
some, in particular asylum seekers and undocumented workers experiencing destitution.

We have focused on the working and housing conditions in this paper to highlight some 
of these issues. There are differences in employment rates and working conditions depend-
ing on the type of migrant. A number of studies have explored the working conditions of 
migrants. These show the exploitative working conditions suffered by many, with undocu-
mented workers at the “sharp end” (McKay et al., 2006). Undocumented migrant workers 
are often exploited and work in unregulated or sub-standard conditions which have their 
own health risks (Kelly et al., 2005).

The restricted rights of migrant workers to welfare benefits have meant many have 
become reliant on the private rented sector for a place to live. Poor living conditions, over-
crowding, lack of privacy and concerns about safety and security are everyday experiences 
for migrants. The problem for refused asylum seekers is much worse and can be described 
as complete destitution. Research has found that destitution occurs at many points within 
the asylum process (Smart, 2009). Refused asylum seekers often describe having to leave 
accommodation early in the morning, unable to return into late at night, to avoid being 
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found on the premises by the accommodation provider. Experiences of sleeping rough 
were also commonly recounted (Crawley et al., 2011). A recent study undertaken by the 
Asylum Support Partnership found that nearly half of the destitute asylum seekers visiting 
voluntary sector agencies had been destitute for more than 6 months, and a third for more 
than two years (Smart, 2009). 

2.2. Health Status

In the past two decades, a high proportion of the migrants to the UK have been young 
adults and both families from North Africa and the EU-8 countries have had high fertility 
rates. So much of the research on migrant women’s health has focussed on reproductive 
health. An analysis of migrant mothers showed that 7.1% of mothers born outside the UK 
giving birth in the UK had no antenatal care, compared to 2.4% of mothers born in the UK 
(Health Protection Agency, 2011). Black African women have a maternal mortality rate six 
times that of white women (Lewis, 2007). In addition there are high levels of gynaecolog-
ical problems especially amongst trafficked women, and high prevalence of female genital 
mutilation (FGM) among asylum seekers (Aspinall, Watters, 2010).

Recent evidence on access to sexual and reproductive health services highlights the 
continued inequalities faced by some BME women. The National Health Service’s (NHS) 
commitment to equality in maternity services has been reflected in a wealth of policy ini-
tiatives striving to redress these inequalities in experiences and outcomes (Bharj, Salway, 
2008). 

Ethnic minority women and migrants have also high prevalence rates of mental ill-
nesses. The risk factors are related to pre-migration trauma, the stresses of being a 
migrant (including “acculturation stress”) and the socio-economic conditions in which 
migrants live in the host country seem to play a role, as well as underlying risk and 
predisposition to disease. Studies have highlighted higher rates of depression and anx-
iety among asylum seekers and refugees compared to the national population or other 
migrant categories (Raphaely, O’Moore, 2010). Other research has found higher levels 
of anxiety and depression among Gypsies and Travellers, and found these disorders 
particularly high among female Gypsies and Travellers. A study by McCrone and col-
leagues (2005) highlights the high prevalence of mental illness among Somalis living 
in London, with issues ranging from stress and anxiety to suicide. The same study re-
ported that although this community had a high level of needs, the numbers accessing 
services were low. A recent study reported migrant workers experiencing mental health 
issues with insecure, low paid work. Consequently migrant workers reported suffering 
from exhaustion, fever, headaches, sleeping problems, raised blood pressure, anxiety, 
and depression (Weishaar, 2008). 

Some BME groups are prone to specific conditions, for example diabetes and heart dis-
ease are especially prevalent in south-east Asians. In England cancer incidence varies by 
ethnicity too. A recent research found that BME groups investigated were at lower risk of 
developing cancer than the White ethnic group. However, differences were found for some 
specific cancer sites. Women from the Asian ethnic group had significantly higher rates 
for liver, mouth and cervical cancer (over 65s only). Females over 65 years from the black 
ethnic group had higher rates of cancers of the stomach, liver, cervix and myeloma. 

Migration research and policy in the UK has tended to focus on “young” labour mi-
grants, and less attention has been paid to people who migrate in later life or to migrants 
who have aged in place. The under-investigation of older migrants in the United Kingdom 
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and in other countries can in part be attributed to the low representation of older peo-
ple in most of the UKs BME population (Nazroo et al., 2004). However, as earlier migrant 
generations reach old age, the UK is experiencing a rapid growth of the number of BME 
elders. Census Data shows the rate of life limiting long standing illness is about 50% high-
er for Pakistani and Bangladeshi and Bangladeshi women than for the White population. 
The age at migration and the associated duration of residence also impact on the lives of 
older migrants, with clear differences between those who migrate when young and ‘age 
in place’ and those who migrate after retirement (Dwyer, Papadimitriou, 2006). Less is 
known about the specific health care needs of those migrating in old age. However, one of 
the few studies noted that older refugee women aged faster due to experiences and high 
stress, specifically causing high blood pressure and strokes (Ditscheid, 2004). 

3. THE BRITISH HEALTH SERVICE: IS THERE EQUITY IN ACCESS FOR ETHNIC MINORITY 
WOMEN?

3.1. UK policy to tackle health inequalities

Inequalities in the health experience of UK residents including for ethnic minority wo-
men have been recognised since the 1980 Black Report. This had led to three decades of re-
search and policy development in the UK attempting to reduce these inequalities. The 1998 
Acheson Report noted the persistence of these inequalities and concluded that the solution 
did not lie with the health sector alone. It recommended action to tackle the root causes of 
health inequalities including education, employment, housing and the environment. The 
government of the time responded by developing a national health inequalities strategy, 
with aimed: to reducing inequalities in infant mortality and life expectancy at birth and 
to support a long-term sustainable reduction in health inequalities. Other initiatives in-
troduced include Delivering Race Equality in Mental Health, Race for Health and the No 
Patient Left Behind policy. In addition, added impetus for taking action to reduce gender 
inequalities has come from the Equality Act 2006. This legislation requires all public bo-
dies not only to ensure that services do not discriminate between men and women but also 
actively to promote equality of opportunity for both sexes.

In 2010, the state of inequalities in health in England was reviewed again and vast ine-
qualities were found to persist. Despite having a universalistic healthcare system, data and 
research undertaken over the past decades have shown persistent inequalities of access and 
health outcomes for BME women. 

3.2. The legal framework

The National Health Service (NHS) was established in 1948 and largely provides he-
althcare free at the point of use. Primary care is the first point of contact for most people 
receiving NHS care. This is usually delivered by a general practitioner (GP). Secondary care 
is hospital based care and can either be planned specialist medical care or surgery usually 
following referral from a GP. Secondary care can also involve emergency hospital care. 
There are certain types of service in the NHS that are currently free of charge – “free to all” 
– irrespective of country of normal residence such as emergency treatment at any Accident 
and Emergency (A&E) department; family planning services; treatment for communicable 
diseases and for sexually transmitted infections (including HIV); and some mental health 
conditions. 
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Entitlement to free NHS hospital treatment is based on “ordinary residence” in the UK, 
not nationality. Ordinary residence means, broadly, living in the UK on a lawful and pro-
perly settled basis. Being registered with or referred by a GP, or payment of UK taxes or 
national insurance does not override this “ordinary resident” status. Asylum seekers in 
England who have not had their claim refused (including those who had an appeal outstan-
ding) are entitled to free secondary health care. Those who have had their claim refused 
but are receiving specific support from the UK Border government suggest implementing 
a revised definition of qualifying residency, with current residence with indefinite leave to 
remain for non-European Economic Area (EEA) migrants a necessity for entitlement. 

3.3. Access in practice

There has been widespread concern that some of the UK’s health services fail to ade-
quately meet the needs of our BME populations. However, assessing whether the uptake of 
services across ethnic groups is inequitable is difficult (Aspinall, Jacobson, 2004) and the 
evidence in this field is limited. Studies exploring service use of primary and secondary 
care must take into account service need before conclusions on take-up can be concluded. 
Assessing the appropriateness or effectiveness of these services is even more complex and 
will often need to take account of potential ethnic variation in preferences and incorporate 
patient-defined outcomes (Astin, Atkin, 2010). 

When looking at access to primary health care services for all ethnic minority (recent 
and established migrant groups), analysis has shown that people from BME groups are more 
likely than the White British population to see their general practitioners (GP), but less 
likely to access more specialist services. Nazroo and colleagues (2009) found that Black 
Caribbean, Indian, Pakistani and Bangladeshi respondents were more likely to have visited 
their GP.

In contrast, there is evidence that Gypsies and Travellers and also asylum seekers and 
refugees have poorer access to general practitioners (GPs) and other primary care services. 
Parry and Van Cleemput (2004) reported severe difficulties in registering with a GP among 
Gypsies and Travellers. They found that 16% of their respondents were not registered with 
a GP either where they were living or elsewhere, and the proportion was as high as 38% for 
those living in trailers or empty land and 37% for those who travel all year round. 

When looking at access to secondary health care and screening programmes, we also 
see inequalities of access. Although the NHS Breast Screening Programme does not collect 
data on the ethnicity of women, a number of studies undertaken in England have identi-
fied variability in screening uptake by BME communities (Scanlon, Wood, 2005; Webb et 
al., 2004), with the lowest levels amongst asylum seekers and refugees (Aspinall, Watters, 
2010). Pfeffer (2004) identified that ethnic identity, social norms, religious faith and sex 
of the healthcare worker influenced screening rates. Thomas and colleagues (2005) found 
BME women lacked knowledge about cancer, all cancers were feared, and did not attend 
screening because they feared the revelation of fatal disease.

There is evidence that BME patients may be less likely to be referred for specialist or 
follow-up services. Nazroo and colleagues (2009) found significantly lower levels of ho-
spital utilisation among Indian, Pakistan, Bangladeshi and Chinese respondents. Aspinall 
and Watters (2010) go further concluding that there are persistent concerns that a lack of 
clarity on the ground is leading to the withholding of essential care in a minority of cases.

Research has highlighted inequalities also in access to palliative care services for BME 
groups. Recent research has shown that GPs and hospital consultants are less likely to refer 
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people of BME backgrounds to hospice inpatient and day-patient care. Referrals depended 
on both the potential service user and the health professional being knowledgeable about 
the nature and availability of services, and their potential to meet individual needs. A com-
mon theme in the literature on palliative care services is that health professionals require 
education in cultural sensitivity and the development of cultural competence.

Older refugees, and especially older women refugees, faced particular problems in ac-
cessing health services. They may be resistant to approaching public authorities due to 
their experiences in exile, or of discrimination in their country of settlement (Saunders, 
2004). They may also feel insecure due to loss of social status, difficulty in contributing 
financially and lacking social networks. This can lead to dependence on younger genera-
tions and, in extreme cases, to violence against older refugees, triggered by dependency 
and isolation and mostly affecting women (Saunders, 2004). For older family joiners, in the 
early years at least, access to welfare services is shaped by their right to reside being subject 
to continuing family support and ‘no recourse’ to public welfare (Seddon et al., 2002).

There are several possible reasons behind the lower access of migrants to health servi-
ces. The socio-economic status of the women has been shown to be an important predic-
tor of access to antenatal care. Regression analysis showed the strongest predictors of no 
antenatal care were not whether born in the UK or ethnic group, or for migrants, length of 
residence in the UK, but socio demographic factors such as younger age, lower educational 
levels and occupational class and living in a ward where at least 30% of the population 
were from BME groups, (Jayaweera, Quigley, 2010).

The quantity and quality of information provided to some BME women is another bar-
rier highlighted in the literature. A survey of mothers giving birth over a two week period 
in England revealed that compared to White women born in the UK, BME women born 
outside the UK booked for antenatal care later, had poorer information provision and were 
less likely to be treated with respect by staff (Redshaw, Heikkila, 2010). 

Inequalities in access to services can also be due to “cultural mismatch” – perception 
that they may not be understood because of language barriers, cultural and lifestyle diffe-
rences, and finally definitions of illnesses and of what is “appropriate” care. For example, 
in a study looking at differential access to hospital and follow-up treatments for Cardiova-
scular Disease, Sekhri and colleagues (2008) concluded that at an early stage after presenta-
tion with suspected angina, coronary angiography is underused in South Asians (as well as 
in older people, women and people from deprived areas). Uptake of cardiac rehabilitation 
is also lower among minority ethnic groups, women and those from lower socioeconomic 
groups (Bethell et al., 2009). People who do not speak English face particular barriers and 
there is limited provision of culturally appropriate cardiac rehabilitation services (Astin, 
Atkin, 2010). 

4. BARRIERS AND POLICY RESPONSES

There is a growing body of research evidence relating to access to and use of health 
care among migrants in the UK. Issues identified include: inadequate information, particu-
larly for new migrants unfamiliar with health care systems in the UK, insufficient support 
in interpreting and translating for people, lack of access to reliable transport especially 
for recent migrants, confusion around entitlement to certain services particularly among 
migrants with insecure immigration status, and cultural insensitivity of some health care 
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providers (Phillimore, Goodson, 2010). Some of these barriers, in particular language and 
transport, appear to cut across length of residence, affecting longer established migrants 
as well.

4.1. Language barriers

A lack of effective communication can influence the health of individuals in many ways 
due to real and perceived cultural barriers, lack of provider confidence, lack of patient 
empowerment and rushed consultations (Mir, 2008). Language barriers can lead to poor 
provider patient communication. Inadequate access to interpreting services and translated 
information is a widespread problem for many BME women, particularly those who are 
recent migrants and older people (Aspinall, Watters, 2010; Allmark et al., 2010). As just 
mentioned, a population based survey of mothers revealed that compared to white women 
born in the UK, women born outside the UK had poorer information provision and were less 
likely to be treated with respect by staff (Redshaw, Heikkila, 2010).

Language barriers are a difficulty faced by health professionals interacting with ethnic 
minority individuals. GPs report increased pressure of work resulting from patients who 
cannot speak English and who may manifest multiple problems, with health only presen-
ting part of the broader social problems, as social aspects of an individual’s life could be 
contributing to health related issues. 

The acquisition of language is an important skill that can empower BME women. The 
Gurkha Resettlement Education and Training Project in the UK is an example of good 
practice in this field. This project aims to develop and deliver excellent language education 
to Gurkha spouses and their families. Not only to those who used the service improve their 
language skills, they also improved their awareness of services, and how to access them. 

4.2. Cultural influences on health

Culture and belief systems affect health through health-related behaviours (for exam-
ple, smoking, drinking alcohol, diet, exercise, sexual behaviour, concepts of health, ima-
ges of the body, etc.) Unsurprisingly, these behaviours vary across ethnic groups with 
different ethnic groups exhibiting different behaviours which contribute to increased 
health risks. Reported health behaviours of migrants on arrival may change over time. 
Cultural and belief systems not only affect life-style but also the way in which women 
are treated within their cultures with respect to illness and how they interact with health 
services. Because of different gender cultures, the provision of same sex providers and 
single-sex facilities are indicated as essential for women from some BME groups. Pfef-
fer (2004) identified that ethnicity, social norms, religion and the sex of the healthcare 
professional influenced cancer screening rates. Mir and Sheikh (2010) found evidence 
of Pakistani women suffering humiliation when being forced to accept care from male 
health professionals as well as opting not to take up recommended exercise programmes 
when those on offer were of mixed sex. 

Different gender cultures and social perception on legitimacy of traditional gender ro-
les and power within marriages affect the way women from ethnic minorities report issues 
such as domestic violence. Concerns about family and community “honour” can also deter 
victims from reporting abuse. Furthermore, there appears to be low recognition of the 
needs of BME women experiencing domestic violence when developing services (Gill, Ban-
ga, 2008). Victims of domestic violence and in particular, those who do not have “Indefi-
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nite Leave to Remain”, or those whose immigration status is linked to an abusive partner 
find it particularly difficult to access support. 

4.3. The role of health care professionals

There are a range of institutional (public) services made available to support the health 
of ethnic minority individuals at national, regional and local level. However there is an 
issue in making these services known to individuals from BME groups and further issues 
in individuals feeling able to access them effectively. Health care professionals (HCP’s) are 
individuals who provide such information. 

HCP’s experience a number of difficulties when dealing with individuals from ethnic 
minorities. Evidence suggests that HCP’s do not have an understanding of whether ethnic 
minorities are entitled to accessing primary and secondary health services, which are de-
pendent on their immigration status. They also might not have an understanding of ethnic 
minorities’ specific cultures, including expectations and attitudes on “proper” gender roles 
and “proper” standards and types of care (Johnson, 2003). 

A common theme in the research evidence is that ethnic minorities can feel unwelco-
me and isolated from services and that some providers are dismissive and disrespectful 
in general terms (Worth et al., 2009). Providers have been found to hold preconceptions 
and negative stereotypes about the characteristics and preferences of particular minority 
ethnic and religious groups, as well as racism, in some cases leading to the withholding of 
particular interventions or treatments (Davies et al., 2009).

 Due to a lack of relationship occurring between health professionals and ethnic minori-
ty individuals, Johnson (2007) has argued that suspicion of authority figures may lead to re-
sistance to registration, concealment of information and avoidance of services intended to 
be health promoting, such as screening and immunisation. This can affect practices’ ability 
to meet targets and can mean some practices are unwilling to accept migrants as patients. 

There is evidence to suggest that the failure of services and individual practitioners 
to understand and accommodate patient’s cultural and religious beliefs, preferences and 
behaviours does, in some cases, lead to sub-optimal care and may exacerbate levels of ill-
health. HCP’s may require education with regards to the culture of individuals from ethnic 
minorities, including gender cultures. Health professionals will then be more able to pro-
vide the information and services that such individuals need. 

5. EXAMPLES OF GOOD PRACTICE 

A number of peer led health education programmes have developed in England and 
the rest of the UK to try and overcome some of the barriers to accessing health services 
amongst BME women. Health Champions project in Plymouth is one of these projects, 
working with women from a wide range of BME groups. Many of these women had been 
previously isolated, and some had experienced domestic violence, and psychological bul-
lying. There were three key outputs for this project. Firstly, a community health radio 
programme was delivered in several languages including, Romanian, Chinese, French, 
Farsi, Arabic and Kurdish. Secondly, a breast screening awareness and self-examination 
DVD was developed in five languages (English, Farsi, Kurdish, Arabic, and Mandarin). 
Finally, they trained two Community Health Champions teams. The role of the health 
trainer is integral to the success of this project. Their remit is to provide personalized 
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one-to-one support, encouragement and motivation to individuals to make and sustain 
positive lifestyle choices. 

Another area where policy is developing in the UK is in the provision of specialist health 
and social care services for older ethnic minority women. The literature points to cultural 
barriers being central to access issues for elderly BME women. Many families feel uncom-
fortable about having a family member being looked after by professionals rather than 
by people who know them (Bell, Casebourne, 2008). Furthermore, communities feel that 
the care provided will not be culturally appropriate (Craig et al., 2007). This belief can be 
reinforced by a lack of good information about available services (Blood, Bamford, 2010).

Research exploring the needs of older migrant women and appropriate policy respons-
es point towards the need to enable roles of informal community and faith networks, since 
older BME women prefer assistance from women within their own cultural community 
(Cook et al., 2010). One example is the Black Carers Project in Bristol. This project aims to 
relieve the mental and physical distress amongst the black carers of people who are in need 
of care and are resident in Bristol by providing: information, advice, training, outreach and 
development services; a forum which brings together carers in order to determine their 
needs; and advocacy for services relevant to the needs of ethnic minority carers. The work 
offered by Bristol Black Carers is wide and varied. It can be simply dealing with a telephone 
enquiry to provide the name of a contact or organisation for a carer to approach directly. 
At the other end of the spectrum they can receive referrals for clients with complex and 
multiple problems. These involve undertaking a needs assessment followed by appropriate 
referrals. This could be practical help to find a career with equipment to help them in their 
caring duties or an adaptation to their home, or it could be help in accessing respite care 
or assistance with ensuring they receive all the relevant financial benefits to which they are 
entitled. This is particularly important for those carers who do not understand or speak 
English well. One of the important aspects of the service is its ability to deliver services that 
are culturally sensitive to the client group. Bristol Black Carers maintain on-going support 
and make follow-up visits to carers.

The service offers support for all black and ethnic minority carers and those engaged 
with the service come from a large range of ethnic backgrounds. The majority come from 
Somali, Afro-Caribbean, Black African and South East Asian origins. Currently Bristol 
Black Carers have around 400 carers on their database who have accessed support.

6. CONCLUSIONS

Many women from Black and Minority Ethnic groups face challenges to achieving the 
same health status as White British women. Three decades of research and policies have 
led to a greater understanding of the diverse needs of BME women and to improvements in 
the way health services are provided. However, health services still do not adequately meet 
the needs of individuals from some BME groups (Akin, Chattoo, 2007). Changes made to 
asylum welfare support, may have compounded these issues (Bloch, Schuster, 2005).

Whilst many barriers discussed in this paper are common to both men and women 
from ethnic minority groups, they can often impact to a greater extent on women because 
of cultural norms. Over the last few decades many community groups, charities and social 
enterprises have been set up to provide support to refugee, migrant and ethnic minority 
women, however there are still many communities where this service provision is patchy, 
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and this is especially true of less diverse and rural communities. Furthermore, many of 
these services receive grant funding and providers have found it difficult to sustain them, 
when funding has been reduced. Research conducted by the Women’s Resource Centre 
(2007), and findings from the Thirty-Second Report of the Working Group with the volun-
tary Sector (2006), found that London-based ethnic minority women’s organisations have 
experienced long-term instability. 

Despite there being many initiatives in place to tackle health inequalities, interventions 
still need to develop to encompass theory-based strategies to change health behaviours 
(Aboud, 2009). There is some consensus that it is important to address deep-rooted influ-
ences on health behaviour in “at risk groups”, including cultural influences and structural 
factors. They have distinguished between interventions adapted at a “surface structure” 
and those adapted at a “deep structure”. The former match interventions to observable 
characteristics such as people and language, while the latter engage with cultural, social, 
environmental and psychological forces. Whilst the former will increase the “receptivity” 
of health-related messages, it is only the latter which will impact on behaviour change.

In particular interventions still need to better address the lower levels of awareness and 
poor access to health promoting information among minority ethnic groups. While this in 
part relates to language barriers, obstacles to gaining access to the necessary information 
to make informed decisions do not appear to be confined to non-English speakers (All-
mark et al., 2010; Hawthorne et al., 2008; Waller et al., 2009; Chauhan et al., 2010). As 
one of the good practice selected – The Health Champions – has demonstrated, clearly 
there are multiple routes through which individuals can access health-related information, 
and preferences for particular modes of communication will vary between groups. A peer 
led health education for migrants and a training for health care professionals in order to 
“deconstruct” preconceptions and stereotypes and to increase the understanding of eth-
nic minority women’s cultures and habits are crucial to improve service access and health 
outcomes.
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