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Background
The Policy Research Institute into Ageing and Ethnicity (PRIAE) was
established in 1998 to bring the needs of BME elders on to the agenda
of social and healthcare policymakers and to act as a conduit for the
expression of the views of BME service users. As elders and as BME
individuals, they all too often experience a double discrimination. This
discrimination is then compounded by their lower socio-economic
status, feeding into and exacerbating their health problems.
PRIAE has catalysed the mainstream providers of health and social
care into developing awareness of the needs of BME elders and has
begun to map those needs. Its evidence to the Royal Commission on
Long

Term

Care

informed

a

number

of

the

Commission’s

recommendations and was published by HMSO in 1999. (See UK
Black and Minority Ethnic Elderly: perspectives for the Royal
Commission on Long Term Care.) Its ground-breaking work on the
needs of BME elders with Alzheimer’s (the CNEOPSA project) has
involved voluntary community organisations, sufferers and health care
providers in developing appropriate dementia care that will improve the
quality of life for sufferers. (See Dementia Matters: Ethnic Concerns.) It
has also completed a study for Help the Aged on the experiences of
BME elders in hospital, under that organisation’s ‘Dignity on the Ward’
initiative. (See Dignity on the Ward.)

It is therefore appropriate for PRIAE to identify, explore and begin to
map the particular health problems of BME elders in other areas. While
some primary research work has been done, for example, on
conditions such as sickle-cell anaemia which only affect particular
ethnic groups, less has been done on exploring the particular effect and
incidence among BME groups of more common conditions that are
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prevalent among the wider population. And even less has been done to
single out their particular impact on BME elders. Hence PRIAE has
undertaken to examine recent literature on diabetes and/or coronary
heart disease, focusing particularly on South Asian and African
Caribbean elders. It is worth pointing out at the outset, however, that
there is a substantial imbalance in the literature, with far less apparently
relating directly to the African Caribbean community than the South
Asian community. This lacuna should be of direct concern to the
planners of health care provision.

Population
At the time of writing, the full analysis of the 2001 Census data is not
available that would give a breakdown of the BME population by ageband. However, ONS states that the proportion of minority ethnic
groups in England has risen from ‘6 per cent [in 1991] to 9 per cent
partly as a result of the addition of mixed ethnic groups in 2001’. It adds
that there were increases in each of the Asian ethnic groups in England
and in the proportion of Black Caribbean and African people. Most
current assessments, based on projected estimates from the 1991
census plus other instruments such as the Labour Force Survey, give a
total UK percentage for the BME population of around 6 per cent.1
London – where some half of the total BME community lives – is
indisputably the region with the highest BME population. This is around
25 per cent of London’s total population, according to the London
Health Observatory, and possibly as high as 30 per cent, according to
the Commission for Racial Equality quoting the London Research
Centre. There are also substantial BME populations in the west
Midlands, the north-west, the Yorkshire conurbations and the east
Midlands.2 Basing their summary on the 2001 Census, Demirbag and
Aldridge show that the Indian population accounts for approximately
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one-quarter of the total BME population … the Pakistani population has
recently overtaken the black Caribbean population as the second
largest ethnic minority group; each group constitutes around 15% of the
total BME population … the black African population [is] … just under
10% of the BME population … The Bangladeshi population makes up
around 6% of the minority ethnic population.3
Working from data from the Labour Force Survey, Demirbag and
Aldridge show that the proportion of each BME population that is aged
over 65 is increasing rapidly. Of all groups, the black Caribbean has the
oldest profile; the percentage in this age cohort has trebled since 1991,
while the percentage for the Indian population has doubled. No national
projections for the future growth of BME elder populations are
available, but Lowdell et al have produced data for London which
demonstrates that, from the 1991 base, the proportion of BME elders
over 65 is expected to triple by 2011.4 Hence the growing urgency to
examine problems that specifically affect BME elders.

Context for PRIAE’S work
According to the Minority Elderly Care Project, a PRIAE-led initiative
which is building up a database on and researching the needs of
minority elders in ten European countries, the issues of ‘ageing’ and of
‘race and ethnicity’ have begun to converge and come on to the
agenda of policy-makers and social planners across Europe. Moreover,
according to Naina Patel,
Ageing as an issue impacted particularly on the BME population
because of its age structure at the time of its initial entry. In the
UK, immigrants entering as adults soon established settled black
communities. Thus, an age ‘bulge’ is working its way through the
system of those who entered in the late 1950s and early to mid1960s, settled as UK citizens and had families.5

© PRIAE - Addressing the needs of BME Elders with diabetes and/or CHD – an overview of issues

-5-

It should be noted that this is in the context of the UK population ageing
generally; according to Fletcher and Rake in 1998, ‘[p]eople over 65
years of age currently account for 18% of the UK population, and this
proportion is forecast to rise to 23% by 2030 … an increase from 11
million to 14 million people’.6

As Mehmet Demirbag and Mark Aldridge show in their MEC chapter on
the UK, BME elders face, in addition to all the health and social
problems associated with ageing, the additional burdens of racism and
discrimination.7 This is then further compounded, for many, by a poorer
socio-economic profile, in comparison with their host-society peers.
Thus, the generality who immigrated to Britain for work as mature
adults and found employment in low-status, low-pay occupations are
now ‘pension-poor’, in that their working life contributions to the old-age
pensions have been reduced both by their shorter working lives and the
lower wages on which contributions have been levied. DSS figures for
2001, cited by Demirbag and Aldridge, show that all BME groups,
regardless of age, are overrepresented in the bottom quintile of income
level.8 Citing the report by Lowdell et al, Health of Ethnic Minorities,
Demirbag and Aldridge further show that some ‘27% of white people
aged 60+ are in the bottom fifth of income distribution compared to
65% of Pakistani/Bangladeshi elders, 55% of Indian elders, 43% of
black Caribbean elders and 46% of Chinese elders’.

9

The implications

for health and welfare problems among a comparatively impoverished
population, in a social context in which racial discrimination has by no
means been eradicated, are clear.

Indeed, this is borne out by the health profile of BME elders drawn up
by Demirbag and Aldridge. Levels of limiting longstanding illness are
relatively high among South Asian men and women aged 55+, as well
as black Caribbean women aged 55+. This is replicated by the London
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Health Observatory, which shows that white pensioners (36.1 per cent)
showed a below average proportion reporting limiting longstanding
illness, compared to Bangladeshis (45.9 per cent) and Pakistanis (45.5
per cent).10 Indications are that BME communities also experience
higher levels of mental health problems than the general population,
evidenced by their greater frequency of consultation with GPs over
anxiety, depression, mental or emotional problems.11 The identification
of higher levels of health problems among BME communities is not a
completely new phenomenon. In 1995, Chris Smaje documented the
major health problems that particularly affect BME communities, such
as circulatory diseases, diabetes, sickle cell and thalassaemia.12 In
1999, the Health Survey for England, which looked at the health of
ethnic minorities, showed that certain groups suffered worse health
than others.13 In April 2000, the ALG repeated the message,
15

Arora, Coker and Gillan in 2001.

14

as did

In November 2002, the London

Health Observatory, following Smaje, again listed conditions that
particularly afflict BME communities.16 Of those conditions, two –
coronary heart disease (CHD) and diabetes – are the focus of this
guide.

Nature of the guide
Material has been obtained by trawling through earlier literature reviews
on related subjects, in relevant databases, through standard literature
and in specialist libraries for studies linking BME elders – whether
classified by ethnic origin or by more general terms (black, minority,
ethnic) – with the two conditions under discussion. In undertaking this,
PRIAE has worked closely with the King’s Fund. With the assistance of
the King’s Fund Research Librarian, Caron Hartley, a search was
undertaken which identified a range of types of literature, from
journalistic reports to systematic reviews. The literature included
published and unpublished project reports and information posted on
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various web sites. Since the aim was to identify the range of
approaches, all these different types of information were useful as
pointers to examples of practice that might usefully be followed up,
though PRIAE was clearly aware of the limitations of some of the
articles. In total, some 190 pieces of literature, of varying quality, were
identified.

The selection of material discussed in this guide has not been
determined by the application of exogenous standards – does this
study/article accord with certain pre-determined criteria? – but rather by
whether it includes or aligns itself with a perspective that can shed light
not only on the clinical condition under discussion but on the particular
conflux of problems that beset BME elders. Thus, consideration was
extended beyond purely clinically-based articles to informed journalistic
accounts of local health initiatives, and so on. This accords with
PRIAE’s inclusive approach to all its work, in which the views of
practitioners, policy-makers and elders are sought and given weight. It
is not a purely academic approach.
PRIAE’s aim in undertaking this survey of the literature is to see how
services can be tailored to best address the health promotion,
prevention, support and care needs of BME older people. The specific
aim of this review is to assist with preparation for project development
work on pilot sites as outlined in the final section of this report. It aims
both to indicate gaps in the literature and point to potentially beneficial
approaches to the problems.

In fact, very little material has been found that connects the problems of
elderhood per se with either of the two conditions reviewed here,
though there are a number of studies that discuss the incidence of
these two conditions among the communities.
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Broad-based literature reviews
There are a number of relevant literature reviews that serve to map the
field, though none overlap precisely with our area. In 2001, the
Community Health Sciences Research Group produced Systematic
Reviews of Access to and Uptake of Health Services by Ethnic Group:
cardiovascular disease: mental health.17 Involving input from five health
authorities in greater London, this major review set out to examine
literature on any variations in access to and use of health care services
among BME groups in the relevant fields. It was posited that such
variations

may

arise

from

‘socio-economic

disadvantage

and

discrimination … cultural characteristics … which may lead to
distinctive health beliefs and behaviours … specific aspects of the
experience of some members of these groups … for some refugees,
past experience of conditions of war or political persecution …
interaction with health care institutions which may include language
barriers … aspects of the organisational culture and priorities of NHS
institutions which may affect minority groups in distinct ways’.18

The review evaluated a body of research literature on cardiovascular
disease services in relation to ethnic minorities in the UK (under which,
of course, studies of CHD would fall), and found some ‘evidence for
poorer access to angiography and revascularisation for south Asians …
it is unlikely that lower use of angiography and revascularisation is a
result of a lesser need, particularly when the age-corrected prevalence
of coronary heart disease is higher than in south Asian than white
populations in the United Kingdom.’19 Overall, the review concluded
that there were too few studies, based on too small samples to reach
definitive conclusions on the factors underlying such variations. It
recommended much broader-based research, with the funding of
cohort studies of cardiovascular service use and greater priority to be
accorded to collecting ethnicity-based data, linked to NHS number, as
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well as the collection and collation of data on the socio-economic status
of GP patients.

The Systematic Review of Ethnicity and Health Service Access for
London also published in 2001 concentrated on those studies it graded
as ‘A’ standard in terms of quality and content.20 It found that published
research activity that was concerned with ethnicity focused on four
main areas: health improvement and promotion; general access issues;
primary care and mental health. ‘Non-permanent populations’ – such as
asylum seekers, homeless, travellers, were also a fairly major focus.
Although substantially less literature was found relating to elders, it
argued that this will be an ‘increasingly important area of research’.21
The literature examined was mainly concerned with identifying
problems of access to care at the primary level. It called for more
clinical research into the diseases of ageing and for more research into
non-GP-led services in the care of BME elders. Relevant to our
concerns, literature on diabetes and cardiovascular disease was also
examined. It found ‘a strong need for improved information on morbidity
… at present based on incomplete ethnic monitoring data for inpatient
episodes …some evidence that South Asian people may experience
greater delays in accessing specialist management of heart disease
[and] little literature on African Caribbeans’.22 In relation to diabetes, it
argued that:
although there is less evidence of barriers to access, poor long
term outcomes for ethnic minority populations may be indicative of
important underlying unresolved issues. More research is needed
on dietary control, compliance and the cost effectiveness of
interventions

to

reach

minority

populations

…

service

developments need to consider African Caribbean populations as
well as Asian ones.23
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Overall, the study argued for improvements in ethnic monitoring;
longer-term research, including longitudinal and epidemiological
studies; and improved dissemination of research evidence on access to
services for black and minority ethnic groups.24 In that it was focused
on the quality of the research it examined, concentrating on peerreviewed studies, wider questions of discrimination and disadvantage
did not fall within its purview. As with other literature reviews, only those
issues thrown up by the literature can be evaluated. How, then, to
access the experiences of users? Of all groups, elders are in some
ways the most disadvantaged. Our society as a whole places little
cultural value on elderhood; age discrimination is common and a
substantial percentage of elders are in poverty. All these factors are
exacerbated for BME elders by the racial discrimination still prevalent in
the UK. The purely academic approach may not be best suited to
unearthing these issues, and it is in this respect that PRIAE’s work,
based on a tripartite approach involving users, practitioners and
researchers is so important.

Some of these concerns are addressed by Diabetes UK, the premier
UK diabetes charity and provider of a wide range of support,
information and research services. Although its Diabetes and Black and
Minority Ethnic Groups: towards an organisational strategy is not strictly
a literature review per se, in its scope, extent and coverage of earlier
material, it should be discussed here. The report recognised that
Diabetes UK’s services ‘are currently inadequate to meet the needs of
black and minority ethnic groups’.

25

The culmination of its Black and

Ethnic Minorities Project, the report outlined the higher incidence of
certain conditions, including diabetes, among BME groups and
attempted to audit service use. Like other reviews, it pointed to the poor
ethnic monitoring of patients and called for work on a common diabetes
dataset that includes ethnicity.26 Unlike other, more purely academic,
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literature reviews, it pointed to barriers to care not necessarily thrown
up by the subject literature itself but by a wider analysis of such social
factors as institutional racism and social exclusion. It pointed to
difficulties in accessing services for some BME individuals; widespread
lack of awareness of the implications of diabetes among both sufferers
and the general public; problems in communication, including language
difficulties; gaps in service delivery and uptake and the particular
problems of refugees and asylum seekers. The report identified a need
for Diabetes UK to develop ‘a multifaceted strategy for embracing
diversity, tackling exclusion and being more representative’ of those it
serves. Central to the report was the concept of involving BME groups
and individuals themselves with the activities and development of
Diabetes UK, encouraging joint working projects with other agencies
and working with and through community and self-help projects. In this
respect, its approach bears comparison with that of PRIAE and points
the way to models of good practice that are from the ground up, rather
than top down, working in conjunction with statutory services. It is worth
noting that the history of BME communities in the UK is characterised
by the development – often small scale but nonetheless vital – of selfhelp projects that provided services and facilities otherwise unavailable
from the mainstream, whether because of institutional racism or failure
to provide culturally-specific provision. It should be noted, however, that
the Diabetes UK report does not specifically deal with the problems of
elders as such.

Other literature reviews whose concerns overlap with this guide include
Lilley and Hunt’s Opportunities for and Barriers to Change in the
Dietary Behaviour of Elderly People and Bush and Williams’s
Opportunities for and Barriers to Good Nutritional Health in Minority
Ethnic Groups, both published by the Health Education Authority.27
These were followed by their ‘sister publications’, Fletcher and Rake’s
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Effectiveness of Interventions to Promote Healthy Eating in Elderly
People and White et al, Effectiveness of Interventions to Promote
Healthy Eating in People from Minority Ethnic Groups.28 However, as
stated before, none of these reports or reviews specifically examines
the intersection of age, ethnicity and illness which is the focus here.
Therefore, analysis of practice and health care interventions in our field
has to be extrapolated from a number of sources, and not necessarily
confined to those that are strictly academic. Moreover, both diabetes
and coronary heart disease, and their attendant complications, can cut
across each other, as can those types of ‘self-help’ and community
interventions that have been locally developed to promote awareness
of these conditions and a healthier lifestyle.

Coronary Heart Disease
CHD is the leading cause of death in the UK, with a prevalence of
some 3.5 per cent among men and 2.1 per cent in women. 29 And,
along with stroke, it is one of the most important causes of premature
death in London, accounting for some 16,000 deaths in the capital each
year – it will be remembered that London is home to around 25 per cent
of the BME population.

30

There are many clinical studies into various

aspects of the relationship between ethnicity and the incidence of CHD,
as well as access to services.31 South Asian communities are at
particularly high risk – it is generally held that the incidence of CHD is
much greater in South Asian communities and a number of research
studies have been done into this. McKeigue and Miller32 and
Balarajan33 are cited by Farooqi et al as demonstrating an increased
risk of mortality from CHD among South Asians of up to 40 per cent.34
Bhopal, in an analysis of the research on which these estimates are
based, states that ‘there is a virtual consensus that the excess risk in
South Asians, as compared with the population of England and Wales,
is about 40 per cent or more’ but cautions that the ‘quality of the UK
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evidence in support of the belief is … surprisingly weak’. ‘Estimates of
South Asians’ excess risk … are imprecise and may be too high … or
too low’. He concludes that there may be variations as between
Indians, Bangladeshis and Pakistanis, but that researchers have
tended to combine the groups, and calls for cohort studies to ‘be
designed so that data can be combined for future systematic reviews’.
35

The London Health Observatory, citing Balarajan, states that ‘mortality
rates are around 40 per cent higher for South Asians than for the white
population, and early onset of the disease can be 2-3 times higher’.36
The Health of Londoners Project, analysing mortality data, showed
CHD mortality rates ‘20 – 40 per cent higher than average in people
born in Pakistan and India’.37 When this is linked with factors leading
also to a high incidence of diabetes among these groups, it can be
seen that there are significant additional burdens of ill health facing
South Asian elders – who not only have higher rates of such conditions,
but experience them at an earlier age. As the London Health
Observatory study goes on to show, there are ‘large social class
inequalities in mortality from cardiovascular disease [which] can be
seen in the relative mortality rates in the most and least deprived areas
within London’.38

The situation facing South Asians stands, in some ways, in contrast to
that of African Caribbeans, whose mortality from CHD is low yet who
suffer far higher rates of hypertension and diabetes.39 Data presented
in the MEC report, Minority Elderly Care in Europe show that, among
those aged over 55, around 11 per cent of Indian, Bangladeshi and
Pakistani men have suffered a heart attack, compared to around 2 per
cent of Black Caribbean men. Yet in relation to hypertension, Indian
African and Chinese respondents report lower blood pressure rates
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than white respondents, while black Caribbeans are ‘almost 50% more
likely to report hypertension than white respondents’.40

The Community Health Sciences Research Group review found
evidence of poorer access to angiography and revascularisation among
South Asians but, citing Bhopal et al, stated that this was unlikely to be
the ‘result of lesser need, particularly when the age-corrected
prevalence of coronary heart disease is higher in South Asian than
white populations in the United Kingdom’.41

Addressing the problems
It is worth pointing out that the higher incidence of CHD among South
Asians was largely placed on the agenda by South Asians themselves.
As in other areas of BME life, it was communities themselves that first
began demanding that their specific problems be addressed. As early
as 1985, the Confederation of Indian Organisations approached the
Coronary Prevention Group concerning its anxiety over the high rates
of CHD among Asians in Britain. The resulting report, Coronary Heart
Disease and Asians in Britain raised many of the issues that are still
being unravelled, but appears to be rarely cited.42

A number of studies have attempted to discover the clinical reasons for
such a high incidence, and factors such as diet, lifestyle, metabolism
and genetic predisposition have all been adduced.43 Much large-scale
clinical research remains to be done. For example, the incidence of
hypertension – a risk factor implicated in CHD, itself a risk factor of
diabetes – is higher among middle-aged south Asians (around 30 per
cent) and African Caribbeans (around 25–35 per cent) than among the
overall population (10 to 20 per cent).44 Yet the incidence of CHD is
lower among African Caribbeans than the national average, while the
incidence of stroke is higher.45 One small scale survey, starting from
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the premise that differences in rates for the main cardiovascular risk
factors are not substantial enough to account for the major differences
in the incidence of CHD, surmised that worse ‘socio-economic
circumstances (especially those associated with stress, such as that
related to employment, income and housing)’ among Asians may also
be a factor.46 The London Health Observatory has drawn attention to
the ‘interaction between [health] risks’ and ‘low income, unemployment,
poor quality housing and low educational attainment’ as ‘especially
important in terms of differences in health between ethnic groups’, with
BME groups tending to have lower average incomes and higher
unemployment.47 Bardsley et al also call for more resources to be put
into ‘Exploration of how differences in mortality by country of birth relate
to socio-economic variables such as social class’.48As we have already
seen, BME elders, as pensioners, are among the poorest of an already
poor social group – so the link between their health status and socioeconomic status is not hard to discern, though it may be awkward to
quantify and isolate in a rigorously academic way.

Similarly, it is difficult rigorously to quantify or isolate the factors
underlying differential access for BME individuals to specialist services.
Hence, material attempting to address this issue tends to fall outside
the remit of the more purely academic literature reviews. Here, the
expertise of PRIAE is important, in that, through its contact with BME
elders at the receiving end of services, it can uncover the factors that
may hinder them from getting appropriate care. More research has
been done in the mental health field, relating to ethnicity, diagnosis and
treatment, and discrepancies arising from discriminatory approaches,
but little has been done in relation to other conditions. According to the
London Health Observatory:
The concept of equity of access to care has been recognised in
national performance frameworks for the health service. In
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relation to ethnic minorities the key question is whether the uptake
of services for specific ethnic group is higher or lower than would
be expected, given known differences and similarities in the
prevalence of particular health problems… Some examples of
ethnic difference that have been observed include:


out-patient attendance rates are lower for some ethnic minority
groups



… some evidence of inequity in specialist cardiac investigation
services, especially for South Asian groups …

Other barriers to access cited by the LHO include language, for which
interpreting services are necessary; cultural differences in the
perception of ill-health; failure in care settings to acknowledge religious
and cultural differences relating, e.g., to accommodation, food and
modes of address.49 All these are factors which will particularly impinge
on BME elders, but, apart from PRIAE’s work, their experience of
medical and care services has not been examined.

According to the Eastern Region Public Health Observatory, which
looked at the causes of ethnic inequalities in health, ‘most of this
difference [between BME groups and the white population] can be
accounted for by material deprivation and consequent lower living
standards. In addition, … racism seems to be an important factor …
Genetics, cultural practices and unhealthy behaviours play a minor role
in deaths and illness from all causes … BME groups experience
inadequate access to quality health services.’50
As Gupta, de Belder and O’Hughes pointed out in 1995, ‘Unless
something is done to reduce the risk of heart disease in the Asian
population in Britain, all indicators suggest that the problem will
increase. Data from Leicester indicate that, by 2008, half its Asian
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population will be over 50 and, if their risk of coronary death remains
1.4 times that of the rest of the population the numbers of deaths from
coronary heart disease will double.’ 51 This is a direct warning to health
care planners of the need to factor in the specific growth in the BME
elder population.

Diabetes
In many ways, the story is similar to that relating to CHD – the condition
is perhaps more complex although the two are linked through risk
factors. Type 2 or late onset diabetes (non-insulin dependent) is the
focus here, since it is this that usually develops in older people and that
disproportionately affects BME communities. According to Hawthorne,
it is ‘up to four times commoner in people of South Asian origin in
Britain than in the indigenous white community’.52 Moreover, they
develop it at a younger age and are at higher risk of renal failure, as
well – as we have seen – of CHD. Hawthorne also points to the fact
that ‘South Asians share a common experience of socio-economic
deprivation, unemployment (35 per cent in British Asians versus 10 per
cent in whites in 1994) and difficulties in access to health care’, in order
to stress that health problems are as likely to have an economic/
political basis as a biological/cultural one.53 Diabetes UK shows that
South Asians and African Caribbeans are 4 to 6 times more likely to be
diagnosed as having diabetes. that the onset is earlier and that ‘health
outcomes are generally worse with a 3-6 fold higher rate of mortality.’54
Complications arising from diabetes result in a ‘2-3 fold excess of
mortality from coronary heart disease’ for South Asians and a ‘3-fold
excess of stroke mortality’ for African Caribbeans.55 Bardsley et al state
that the ‘proportion of deaths from diabetes was over 4 times higher
than average amongst people born in Bangladesh, the Caribbean and
West Indies and Pakistan’.56 Forecasts suggest that the number of
people in the UK with diabetes will double by 2010.57
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Again, there is a link with poverty and class – with ‘particularly poor
outcomes in those of a lower socio-economic status’. While one in four
Asian men over 60 will have diabetes, African Caribbean women over
40 are ‘nearly 6 times more likely to have diabetes than Caucasian
women’.58

In the light of all this, the Diabetes Development Fund was set up by
Diabetes UK North West as a three-year project to raise awareness
and understanding of diabetes among BME communities.59 Despite the
serious consequences of diabetes for both Asian and African
Caribbean communities, it is striking that the literature focuses far more
on South Asians than on African Caribbeans.60 Diabetes has huge
implications in terms of quality of life, while the complexity of the
condition means that a wide range of service provision has to be
brought to bear upon it. Given the already low socio-economic status of
BME elders, the fact that their numbers are rapidly increasing and that
the incidence of a condition which demands careful management is
also increasing, it is imperative that future demands on health and
social care are thought through and planned for. For example, the need
for renal replacement therapy is proportionately much greater among
Asians and African Caribbeans – with greater difficulties in tissue
matching in cross-racial transplants, a need which, as Raleigh shows,
will increase with the growth in the elder population.61 Hence the
importance of early control and intervention measures.

Health initiatives
A number of mostly locally-based initiatives have attempted to
encourage action aimed at reducing risk factors for CHD and
awareness of and control strategies for diabetes. These will be
considered together here, since many of the ‘healthy living’ messages
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underlying both are similar. Given the link between diabetes and CHD
and diabetes and stroke, measures aimed at reducing the risk factors
for one will help reduce risk factors for the other. Those discussed
below are only a random sample; there are numbers of local nurse or
health visitor-led clinics aimed at health education and management of
diabetes/CHD, which achieve some measure of success but are of
course vulnerable to changes in personnel, loss of funding , etc. There
are weight clinics (Manningham); Gardening for Health (Bradford);
community food schemes (Sandwell). 62

An analysis of diabetes health promotion to BME communities was
conducted by Ian Leedham for the British Diabetic Association, Wales
(BDA was the former title of Diabetes UK). Unlike many other projects,
this focused mainly on eliciting the views and attitudes of BME people
with diabetes through interviews and focus groups. It revealed
widespread variations in understanding of the condition, widespread
variability in the quality of service – and level of explanation about
diabetes – received. Participants emphasised the importance of
relatives or friends (in the absence of professional linkworkers) to help
them through the system. Leedham endorsed the approach of
Greenhalgh et al in building on already held beliefs – about diet and the
value of physical labour for example – to promote healthy eating and
exercise messages tailored to particular communities.63
Major initiatives include the Bradford Health Authority’s diabetes
project. Bradford has an incidence of diabetes six to eight times the
national average; Originally government funded under the Health
Action Zone initiative, Bradford’s diabetes services now include three
full-time district nurses; special clinics attached to GP surgeries;
information and support material in different languages; screening
sessions at mosques and community centres; fitness classes; advice
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tailored to recipients on diet and exercise. People are now being
diagnosed earlier, and management and control is better. The proactive nature and personalised service given by the Bradford project
would appear to make such a strategy adaptable to the needs of elders
elsewhere. The Bradford strategy is currently being evaluated under a
three-year research project for Diabetes UK. 64
Coronary heart disease has been targeted in Sheffield, under its ‘Citywide initiative for reducing cardiovascular disease’. This again was
initially funded under the Health Action Zone scheme. And it too
foregrounds the work of nurse specialists, with one nurse specialist
focusing on BME communities. A development officer also works with
BME community projects to form support groups and encourage
patients

to

visit

their

GPs.

Dieticians,

physiotherapists

and

psychologists are also involved. Sheffield is a highly polarised city,
containing some of the most affluent areas in England, alongside
extremely deprived wards. These inequalities are reflected in mortality
statistics, with, in relation to ‘cardiac and cardiovascular deaths a 2.7
times variation in the Standard Mortality Ratio between the most and
least deprived areas’. Only around 30 per cent of those with a heart
problem had been getting the preventive treatment and advice they
needed. But premature deaths from heart disease have now been cut
by some 15 per cent. Like the Bradford project, the Sheffield initiative
benefits and can be used by the whole community – but, in targeting
the most deprived, brings BME communities substantial benefits
without divisiveness or alienation. And its holistic approach means that
it is able to make provision for culturally-sensitive services.65

Project Dil, funded by the Leicester Primary Care Trust, has also
pioneered innovative services to tackle the high incidence of heart
disease among Leicester’s Asian communities. Outreach and the
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involvement of trained lay people from within the community are
essential to its success in targeting and reaching – and helping to
change the unhealthy behaviours of – those most at risk. Again nurse
led, it includes a CHD training and awareness programme for health
care professionals; the provision and active dissemination of
educational materials; organisational change to ensure an effective
secondary prevention programme for general practice. An evaluation
by Farooqi and Bhavsar shows it to have been highly effective, with
plans for ‘the principles and lessons of Project Dil to be applied to other
health areas, e.g., diabetes care and improving access to health care
services for ethnic minorities’.66

What these projects have in common is not only an apparently effective
and imaginative use of existing resources and the creation of new
ones, but also the ability to enlist the support, involvement and
commitment of the communities they serve. In this, they hold out
important lessons for the development of better provision for BME
elders generally. Obviously, many elders are already users of these
services in the areas under discussion. But it is clear that the talents
and abilities of elders themselves are a social resource that can aid
provision and help in the development of community networks. Many
elders, as PRIAE’s work shows, make this kind of commitment to their
communities. In providing first-rate services for all our citizens, we
should not overlook the contributions that they have, and are, making.
examination of the literature on BME elders with diabetes and coronary
heart disease.
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