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Summary

Focus group interviews were conducted with the primary health care staff of
ten GP practices located in Bristol North and Bristol South and West
Primary Care Trusts (PCTs).

Access to primary health care services for South Asian patients with or at
risk of cardiovascular disease (CVD) conditions was seen as an important

issue by all health professionals interviewed.

Specific issues relating to access were discussed, including barriers in
communication, access to and utilization of interpretation resources, patient
perceptions towards CVD and its management, factors influencing the
provision of lifestyle and prevention advice, and recommendations for

improving the management of South Asian CVD patients.

The focus group interviews highlighted the need to implement changes at
both the primary care and community level, with the aim of improving the
equity of access to primary care services for South Asian patients and
reducing the increased prevalence rates of CVD conditions amongst the

South Asian populations.



Introduction

People of South Asian descent (i.e. those ethnic groups originating from the Indian
subcontinent) constitute one of the largest ethnic minority groups in the UK,
encompassing 3% of the total population (OPCS, 1992), unevenly distributed in
geographical terms. Bristol has a significant South Asian population (1.8%
according to the 1991 census) and as with most large cities of the UK, the majority
of South Asian people in Bristol live in the inner city. It is also important to be
aware that this group is diverse, as it includes people who speak different
languages, possess varying literacy rates, have different religious beliefs and who
are from different cultural heritages (see Appendix, page 30). Therefore the

heterogeneity of this group cannot be emphasised strongly enough.

South Asian groups living in the UK have a higher prevalence of cardiovascular
disease (CVD) conditions than the general population of England. However, there
are differences between the different South Asian groups. Pakistani and
Bangladeshi men have rates of CVD that are 60% to 70% higher than men in the
general population, whilst for Indians the rate is 25%. The picture is similar for
women, with Pakistani (45%) and Bangladeshi (43%) women having higher rates
of CVD conditions than women in the general population. Rates for Indian women
are the same as those for women of the general population (Erens, Primatesta &
Prior, 2001).

Consequently, it is imperative that there is equity of access to primary care CVD
services between the South Asian and the indigenous populations. As part of a
larger research project examining this issue, twelve focus group sessions were
conducted with primary health care staff of ten GP practices located in Bristol
North and Bristol South and West Primary Care Trusts (areas with a high

population density of South Asians).

The rationale behind the focus groups was to explore the experiences of health
care staff in consulting with and managing South Asian patients with CVD
conditions within the primary health care setting. Members of the groups were
asked to discuss their perceptions of factors that influence South Asian patients

access to health care for CVD conditions, views of South Asian patients’



perceptions towards their condition and towards its management. They were also
asked to discuss their views on issues associated with communicating with
patients, making a diagnosis, providing lifestyle advice, and finally to highlight
recommendations for improving the management of CVD among South Asians

within the primary care and community settings.

The composition of the groups varied from a single-handed GP to a full primary
health care team of 14 staff. The majority of the groups included GP’s, practice
(and CHD) nurses and the practice managers. Each focus group session lasted

approximately 50 minutes.



Results

1. Barriers for South Asian patients in having their health care needs met

Each group discussion began with consideration of the factors that are deemed by
health professionals as barriers for South Asian patients with CVD conditions in
accessing primary care services and having their needs and concerns met. Overall
the responses could be grouped into four themes and a number of sub-themes.

These were:

» Poor communication, including

L)

Language and

Symptoms presentation

X4

Patients’ lack of awareness, including

L)

Low levels of education and

Misunderstanding of Western medicine

X4

Cultural and religious customs, including

L)

Female inhibitions and

Religious practices

» System limitations, including

L)

Time constraints of consultation
Lack of patient medical history

Lack of translated resources

Members of the groups offered a wide variety of opinions regarding barriers for
South Asian patients with CVD conditions in accessing primary health care
services and in having their health needs and concerns met. The theme of
communication appeared to be uniformly the most pertinent barrier highlighted by
health professionals in all of the focus group sessions, this included the inability of

patients to speak or understand the English language. Typical comments were:



“There’s a chap with us who just keeps on saying ‘yes’ to everything. He

doesn’t understand it all but keeps on saying ‘yes”. (GP)

“It makes it very difficult to get any idea of what they have actually

understood and what they haven’t”. (Practice Nurse)

“There is a different coinage of linguistics | would say in the sense that for
instance the answer ‘yes’ is not necessatrily a fine response to an historic
event, but rather there is the business of saying ‘yes’ to please the
therapist”. (GP)

Subtle cultural differences between South Asians and non-South Asians in the
manner in which symptoms are presented to health professionals, with South
Asians presenting less specific and more generalised symptoms, was highlighted
by GP’s as a major barrier for South Asians in having their health needs met. The
consequences of which was a confused process of diagnosis on behalf of the
GP’s:

“In my experience of working with South Asian patients the reporting of
symptoms is different to non-South Asians, but how it’s different I'm not
sure. To me symptoms seem more generalised, less specific pain
symptoms or generalised feeling of not being right. | can’t put my finger on
it, but | feel there is a different style of reporting symptoms between South

Asians and non-South Asians”. (GP)

“It's like a ‘South Asian depression’ — nothing is specific and there’s a
tendency to report body aches. As a GP you have to keep probing them,
pushing them more and more and asking them questions. Finally you come

to the conclusion that it’s ischaemic pain, but after a lot of pushing”.  (GP)
“You get a whole flood of what appears to be unrelated symptoms and

trying to tease out from all that what the underlying problem is can be

difficult. At the end of the consultation you’re left thinking: ‘what was that all
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about? Have I really got down to the bottom of the problem?’ It’s difficult to

pick out the exact diagnosis”. (GP)

There were also some differences amongst GP’s and practice nurses in identifying
the other themes. GP’s tended to comment upon the lack of formal education and
general lack of knowledge regarding Western medicine among South Asians, as

barriers to having their health needs met. Typical comments included:

“It's very easy to presume that they have a basic anatomical understanding,
So when you’re explaining about diseases and you know what you eat
affects your heart, sometimes that link is quite hard for them to

understand’. (GP)

“The older ones tend to be the ones with the lower educational level. It must
be difficult for them, especially if they’re coming from a village in India
straight into the UK’ (GP)

“I think other issues are to do with understanding of how the system works

and perhaps difficulties sometimes with appointments”. (GP)

Practice nurses however, commented upon the manner in which cultural norms
and religious duties such as fasting during the Islamic month of Ramadan for
Muslim patients, and the preference among some South Asian women to consult
with a female practitioner, can act as a barrier for those specific groups in
accessing health care services to the optimum level. A consistent theme amongst
all health professionals was that of barriers to health care services associated with
limitations within the primary health care system. Issues here included insufficient
consultation periods with South Asian patients’ (resulting from the issues of
communication highlighted above), a lack of medical history from the patients’
country of origin, and finally a general shortage of translated health promotion

materials appropriate for South Asians.
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2. Resources for interpretation

All groups were asked to describe and evaluate the services that their practices

utilise for South Asian patients who have limited usage of the English language

and thus who find it difficult to communicate during the health professional-patient

consultation period. All groups highlighted the usage of at least one of the

following resources: Link Workers (interpreters that are either practice or non-

practice based); Language Line (a commercial company that offers telephone

interpreters 24 hours a day in over 100 languages), and family members acting as

an interpreter for the patient. Table1 shows the frequency by which these

translation resources are utilised and their associated advantages and

disadvantages as highlighted by the group members.

Table1: The Utilisation of Interpretation Resources by Primary Care Health

Professionals, their Advantages and Disadvantages

Interpretation

Number of the

participating practices

Advantages

Disadvantages

Service that utilise this service
- Can provide cultural | - Issue of confidentiality if
information from the same community
- Efficient if practice- | as patient
based - Problem if Link Worker
Link Worker 5 - Can help patient is of opposite sex to
complete paperwork patient
- Often known by - Time consuming
patient personally - Problem of pre-booking
if Link Worker is not
practice-based
- No need to pre- - Slows down consultation
Language Line 4 book appointment - Not spontaneous
- Can often talk about | - Often overemphasise
private issues patient symptoms
- Overcomes the - Reduced consultation
Family Member 5 gender barrier with patient by the family

member
- Ethical issues using

children as interpreters
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Of the resources for interpretation that were mentioned, Link Workers were

overwhelmingly the most valued by the group members, particularly if the Link

Workers were practice-based. However, a number of group members highlighted

issues related to confidentiality and the notion that patients may be reluctant to

discuss personal problems in front of a Link Worker who is from the same

community as the patient. Family members acting as interpreters were utilised by

those practices that either had limited or no access to Link Worker services.

However the main issue here related to poor quality of consultation stemming from

the family member overemphasising the patients’ symptoms, answering questions

on behalf of the patient without consulting the patient, and the simplification of

medical terminology when utilising children as interpreters. Finally, Language Line

was the least mentioned resource among the groups and was often referred to as

the ‘last resort’.

Representative comments regarding the resources utilised for interpretation

included:

“What a Link Worker can do is act as an agent. They can say for example:
‘have you the form for prescriptions from the Post Office?’ And they can

say: ‘T'll show you where the Post Office is”. (Practice nurse)

“I think having a Link Worker type person is excellent — probably the best
bet, but even that has problems with the idea of where the Link Worker
lives, do they live in the given ethnic community? There are certain things

that patients wouldn’t tell them if they are part of the community”.  (GP)

“The older generation rely upon family members acting as interpreters. I've
known grand-mothers attend with grand-daughters and it’s difficult to know
if they’re translating back what we’re saying and vice-versa”. (Practice

nurse)

“It is difficult to give advice through children. You don’t often have a
thorough consultation with the patient, hence the tendency for doctors to

over-prescribe”. (GP)
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3. South Asian patients’ perceptions of their cardiovascular condition and

approaches towards its management

Each group was asked to reflect on their experiences of working with South Asian
CVD patients and to highlight their views on the nature of patients’ perceptions
towards their disease condition and its management. Overall the responses could
be grouped into two themes: (i) fatalism, and (ii) episodic nature of the disease and
its management. However, among the groups, more responses related to the

former rather than the latter theme:

“The business of ‘destination’ | think is a very important one, in the sense
that the actual religious aspects of life is a fairly downbeat affair in Anglo-
Saxon white culture, whilst Muslim folk feel that their lives are determined
outside the ‘self’ and choice, and so they feel that suffering is part of Allah’s

will. There is a bit of fatalism with suffering”. (GP)

“But in terms of whether they’ve been given a diagnosis, whether they take
it seriously or less seriously compared to non-South Asians? | would have
thought that there are a few who just ignore it. If you tell them to stop

smoking, they ignore it and carry on’. (GP)

In addition, others expressed how such an approach to their condition often results

in patients being less pro-active in the recovery process:

“South Asians shift quickly into the ‘disabled role’. It’s just like when they

say ‘inshallah’, Gods’ will”.
was a typical comment from a practice nurse.
GP’s in particular also focused upon the temporal nature by which South Asian

patients understand the nature of their condition and its management. A typical

comment was:
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“It's quite difficult to get the longitudinal aspects of the condition, in other
words the long-time scale of adjustment management. | think South Asians
do see conditions in illness episodes of how they feel now and what is

working for them now, rather than in the long-term manner”. (GP)

Members of several groups suggested how such an approach reflects South Asian
patients’ preference towards physical medicine for immediate relief of symptoms
and conditions rather than lifestyle changes that have deferred benefits:  “It’s
hard because you can’t give them a pill to lose weight, it’s very difficult to make
them do exercise. It’s much easier to give them a statin. When they come in they

like to leave with a prescription” was a typical comment from a GP.

4. Issues raised in providing South Asian patients with information regarding

lifestyle and preventative medicine

Each of the group discussions considered issues that emerge when providing
South Asian patients with advice relating to lifestyle risk factors and preventative
medicine. A variety of responses transpired which could be grouped into two main
themes of ‘system issues’ and ‘patient issues’, with a number of sub-themes for

each:

+ System issues, including
Skills and

Resources

o,

+ Patient issues, including
Culture
Attitudes and perceptions

Generation

There was a tendency amongst both GP’s and practice nurses to focus more upon
the ‘patient-related’ theme during the discussions with each sub-theme described

in roughly equal proportions. Once again, as with the other topics discussed,
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health professionals identified the theme of culture as an important factor that
impacts upon South Asian patients’ beliefs and subsequent behaviours relating to

preventative medicine and lifestyle factors. Typical comments included:

“I don’t think obesity is looked upon in the same way for Asian men. For

them obesity is a sign of wealth”. (Practice nurse)

“I very rarely have conversations with South Asian women about losing
weight, | mean they don’t come and ask about it, and the conversations that
| have had, they seem to be quite pleased to have put on weight — it’s a sign

of affluence and the sari sits better!” (GP)

“...the business of when they’re on a family visit and a large amount of food
is put in front of them, and if you don’t eat it then it is considered a bit of a
taboo. And it’'s the same with drinking with the Sikhs, they can’t actually say

‘no’ because this is the custom. I think it’s cultural customs”. (GP)

There was a feeling among the groups that both the sex and age of the patient cut
across the larger theme of culture. For example, compared to men, South Asian
women are restricted in their amount of personal participation in community-based
activities outside the home:  “South Asian women aren’t allowed to exercise very
much” was a typical comment from a practice nurse, whilst a GP commented:
“...for women it’s not acceptable to go for a walk, it’s better in a car’. Comments
concerning South Asian men viewed them as either being restricted by “sedentary
occupations such as taxi driving” or there being a degree of ignorance on part of

the patient:  “they simply shrug their shoulders and ignore the advice”.

Issues relating to the provision and acceptance of lifestyle health and preventative
medicine advice were also highlighted on a generational level. There was general
agreement among health professionals in all groups that the difficulties in providing
such advice and the general reluctance of South Asian patients to accept it, is a
temporary state and will eventually diminish and become less of an issue once

there are fewer first generation migrants:
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“There’s no doubt that the younger generation are much more aware of
exercise. You are more likely to find that 20 or 30 year old men are going to
the gym. But for the older ones it is difficult, to see them going for walks is

not within their cultural remit”. (GP)

“I suspect it’s only a matter of time before things improve. Particularly with
South Asians and less immigration, language is becoming less and less of
an issue. It’s only the very older generation, occasionally newly arrived
wives or husbands, but there aren’t many of them. It’s a problem now but in

10 years it will be less of a problem”. (GP)

There was a common concern among both GPs and practice nurses in the
majority of the groups regarding the availability of adequate resources and
appropriateness of professional skills and knowledge to meet the needs of South
Asian patients when delivering advice about healthy lifestyles and preventative

medicine:

“The dietary issues are very poorly handled because I've actually seen
some of the printed material and | mean obviously there are big differences
in diet even across the Indian sub-continent. Unless somebody is really
familiar with Asian diet, they’re often given information which is not

practical’. (GP)

“I don’t think we currently have the resources to meet their needs”.

(Practice nurse)

There was also among health professionals, a sense of self-evaluation with

regards to their professional skills in delivering lifestyle advice to South Asians:

“It may be that we don’t have a range of alternatives to offer, | mean | don’t

feel | know enough about Asian food to offer alternatives”. (Practice nurse)

“Well | suppose | have this internal conversation with myself when | want to

talk to someone about their weight. | say to myself: ‘| wonder whether for
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this person this actually is a good thing’. | think | mustn’t make assumptions
about people or start stereotyping. Some days | see women who are
luxuriating in weight that they’ve put on because they’re grateful. My fantasy
is that, that’s what they aspire to and yet I'm desperately wanting to tell
them not to do that”. (GP)

5. Recommendations for improving the primary care management of South Asian

CVD patients

All groups were asked to highlight their recommendations for improving the care of
South Asian patients diagnosed with or at risk of CVD conditions, within the
primary health care setting. Responses ranged from issues of educating and
raising awareness of risks amongst the local South Asian community to further
training of health care professionals. Overall, the responses could be classified

into three themes:

« Community responsiveness, including
General education and

CVD risk awareness events

o,

+ Professional skills and support, including
Training and education and

More Asian health professionals

o,

+ Resources, including

Health promotion material
Link workers

Consultation time

Finance

The most commonly cited recommendation to improve the management of the
South Asian population with or at risk of developing CVD conditions was the notion

of ‘community responsiveness’. Two distinct forms were mentioned here: (i) ways
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of raising the population’s CVD risk factor awareness, and (ii) increasing the

general literacy and educational levels of South Asians:

“I think educating the South Asians would help, rather than everything

coming from this side’. (District nurse)

“It would be useful to have a CHD day where we can have interpreters,

dieticians and everyone else at the same time”. (Practice nurse)

“What | think will make the biggest difference will be patient education
through community work. Awareness that chest or exercise pain may be
related to something more significant, also perhaps lifestyle change may be

as strong a medicine as tablets’. (GP)

Health professionals had a strong sense that approaches towards raising the
awareness of the South Asian population should be “taken out of the consultation
room”, and that such information would be “believed more and taken seriously if it
came from respected people from within the community”, was a typical comment
from a GP.

Amongst all groups, responses also referred to the importance of further training
for health professional and other practice staff within the primary care setting, with
the specific aim to raise the cultural awareness of staff and to provide patients with

advice that is culturally sensitive. Typical comments were:

“I think a good training system is important - to make us culturally aware,
but the main thing is that it doesn’t just stop at the practice nurse but should

also include doctors and receptionists”. (Practice nurse)

“Well | would like training, especially for dealing with the women — making

sure that I'm not culturally unacceptable”’. (GP)

However there was consensus among group members that such training should

be short and to the point.
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A number of group members expressed frustration regarding the very low numbers
of Asians within the medical profession. Both GP’s and practice nurses
recommended an increase in the abundance of Asian health professionals and

often highlighted the positive outcomes such an increase would bring:

“I'd like to see more Asian professionals doing this. Well, there were two
Asian nurses and now one has retired, so we’re left with one in the whole
patch. There’s no Asian dietician. | think society needs to look at introducing
these people. If an Asian comes to see somebody who can understand their
culture, understand their language, then | think patients may be able to

understand and take-on-board better’. (GP)

An increase of resources within the primary care setting was offered by group
members as a recommendation for improving the care of South Asian patients.
Among the resources mentioned was finance and an increase in funding for
practice-based initiatives such as, for example, an Asian Language Clinic,
particularly where there is a limited access to interpreting services. Also
mentioned, but to a lesser extent, was the recommendation to provide locum cover
for health professionals wanting to participate in study days and training events.
Possessing an abundance of culturally appropriate health promotion materials was
also viewed by both GP’s and practice nurses as important in improving the
management of South Asian patients with or at risk of CVD conditions. A range of
such materials was highlighted, including leaflets, posters and information videos
produced in the different South Asian languages. However, it was deemed that a
video loan system would not be productive and that giving videos to patients to

keep and disseminate within the family would be a better strategy:
“Leaflets in different languages, that kind of thing will be very useful”. (GP)
“In other cities like Leicester, videos about lifestyle etc are produced in

different Asian languages. Everyone now has a video player and it

overcomes the problem of literacy”. (Practice nurse)
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If not identified spontaneously, the focus group moderator highlighted the resource
of practices possessing standardised letters of recall written in the different Asian
languages inviting patients to attend surgery/clinic. Group members identified this
as an important and valuable resource that could reduce the ongoing issue of poor
attendance rates among the South Asian patient populations. It was also
recommended that ethnic monitoring and surveillance of the patients’ language be

carried out within the primary care setting. Typical comments included:

“Letters for recall in different languages may help get difficult patients to

come in. Cervical smear letter is in different languages”. ~ (Practice nurse)

“We were wondering whether there is some sort of disc for translation that
we could use in our computer system because | know that some computer

systems do European languages”. (GP)

Finally, of great concern amongst the practices situated in areas with limited
access to Link Workers, was to have such a resource to aid the day-to-day

consultations with South Asians patients:
“I mean what about the provision of interpreting services within this patch.

Knowing that we’ve got access to a Punjabi or Urdu speaker would be great

and would give us some extra le-way in dealing with things”. (GP)
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Discussion

The results of the focus groups with primary health care professionals highlight
pertinent issues regarding the management of South Asian patients who are either
at risk of or have been diagnosed as having a cardiovascular disease condition.
Furthermore, there was an overwhelming consensus amongst all participating
groups that the issues under consideration were imperative. For a number of
practices, however, the issues discussed were more of a priority. These practices
had either a large pre-existing practice population of South Asian patients, or had

recently acquired a significant influx of such patients.

Most comments from all the groups’ concerned issues of communication — both
‘linguistic’ (i.e. the ability of the patient to speak and understand the English
language) and ‘conceptual’ (i.e. whether the health professional is able to
understand the meaning and context of patients’ symptoms as well as beliefs of
health and illness). In particular, both GP’s and practice nurses highlighted the
presence of subtle cultural differences between South Asian and non-South Asian
patients in the way in which symptoms are presented. With South Asian patients
presenting in more general rather than specific terms and very often with a
multitude of symptoms, resulting in problems of symptoms interpretation and thus
difficulties in arriving at an accurate diagnosis on behalf of the GP. Such poor
communication, for example, may be responsible for the disadvantage South
Asians seem to have in accessing secondary care for cardiovascular conditions
(see e.g. Shaukat, Lear, Lowy, Fletcher, de Bono & Woods, 1997).

As group members deemed the issue of poor communication as the most pertinent
of all barriers in South Asians accessing primary health care services, it is worthy
of some further discussion here. The health beliefs of Western health care
professionals are shaped by their personal cultural background as well as by their
clinical training, and are based upon the scientific medical paradigm. Whilst, as the
results presented here suggest, the health beliefs of patients from different cultural
backgrounds are often not concordant with those of Western health care
professionals. This ‘mismatch’ increases the likelihood of misunderstanding
between the patient and health care professional and highlights the need for

primary health care professionals to achieve a balance of ‘efic’ (universal values
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and beliefs related to health behaviors) and ‘emic’ (how diverse ethnic groups may
have different health beliefs and behaviors than their own) strategies for
understanding cultural influences upon health behaviors.

Klienman (1980) argued that health care outcomes such as compliance and
satisfaction are directly related to the degree of cognitive disparity between the
explanatory models of practitioner and patient and to the effectiveness of clinical
communication. However, by taking into account the views of health professionals
presented here, it seems that one could go a step further back and argue that the
accuracy of diagnosis, in the first instance, is also directly influenced by the degree
of such interaction. What is worrying however, is that when asked to give
recommendations for improving the management of South Asian patients with
cardiovascular disease, numerous suggestions were targeted towards reducing
the ‘linguistic’ communication barrier with the aid of more interpreters. Few
recommendations were made for provisions to overcome the ‘conceptual’
communication barrier of problems in interpreting the meaning and context in
which symptoms are presented by South Asian patients. The importance of the
other barriers should not be overlooked and recommendations were highlighted by

both GP’s and practice nurses to help reduce them.

Health professionals identified three commonly utilized resources of interpretation
that included Link Worker services, Language line, and the use of family members
as interpreters during the consultation period. It appears that there is no single
ideal form of interpretation, nevertheless, there was a strong preference for Link
Worker services. The advantage a Link Worker had over the other two resources
of interpretation was that the Link Worker could be viewed as an advocate or
cultural broker who can interpret cultural concepts as well as language, and this
was a consistent observation among those who currently utilize such a resource,

and among those that have limited or no access to Link Workers.

The results indicate that the South Asian patients’ perceptions towards both its
disease condition and approaches towards its management is distinct to that held
by non-South Asian patients (as well as to Western health care professionals — as
discussed above). In particular, both fatalistic and episodic approaches to health

and iliness were highlighted by health professionals as being characteristic of
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South Asian patients. The importance of beliefs about health and illness should not
be underestimated, as they have been shown to influence patient behaviour when
il and suffering from a chronic condition (Jayaratnam, 1990). Any attempt to alter

such cognitions would have to be tackled sensitively and with the consideration of

both religious and cultural issues.

Both a combination of culture-related factors on behalf of the patient, and issues of
professional skills and lack of practice resources on part of the primary care
system, were highlighted as influencing the delivery and uptake of lifestyle risk
factor advice among South Asian patients. Whereas prior research highlights the
link between a lack of facilities and opportunities for South Asians to partake in
physical activities (see e.g. Farooqi, Nagra, Edgar & Khunti, 2000; Hine, Fenton,
Hughes & Velleman, 1995), the present findings divert attention away from such
barriers and suggest the presence of more deep-rooted cultural and religious

factors.

Knowledge and understanding of cardiovascular conditions such as heart disease
and its associated preventive measures have been shown to be low within the
South Asian communities (Rankin & Bhopal, 2001), and this has been further
emphasized in the focus group results presented here. Consequently as
recommendations to improve the management of South Asian patients, group
members suggested an enhancement in appropriate health promotion materials
and interpretation resources, and educational events to both increase the
awareness of CVD risk factors and the management of CVD conditions among the

wider South Asian community.

One other recommendation highlighted (although infrequently) by a number of
groups interviewed was of an increase in the awareness of the cultural aspects of
ethnic minority groups among health professionals. It was suggested that such
awareness would aid both symptom interpretation and the provision of individually
tailored health promotion advice to South Asians, avoiding stereotyping and
recognizing the potential cultural and religious barriers to lifestyle change. Having
analyzed and discussed the focus group interviews presented here, it does not

seem unjustified to argue that in order to achieve such a culturally appropriate and
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sensitive provision of health care services, health professionals require further
training in cultural competence. Such training should include comparative
epistemology in order to enhance the understanding of diverse models of medical
knowledge within which symptoms can be interpreted and appropriate advice

provided.

In conclusion therefore, the national service framework for coronary heart disease
in England and Wales explicitly requires the equitable provision of primary care
services for people of minority ethnic groups with cardiovascular conditions. This
includes meeting the needs of people in ways that are culturally, religiously and
linguistically appropriate. However, the results of the focus group interviews with
primary health care professionals presented here raise the question of the extent

to which these needs are currently being met.
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Recommendations

When considering specific recommendations for improvements in the care of
South Asian patients at risk of or diagnosed with a cardiovascular condition, it is
pertinent to keep in mind that the South Asian population is not a homogenous
group and that along with the overt differences in religious beliefs, languages
spoken and cultural heritages, there are also identifiable differences in

cardiovascular risk factors between the ethnic groups comprising this population.

Education and training for health care staff
Basic training to increase the cultural competence of all primary health care staff,
including receptionists, should be offered. Topics covered may include developing
an understanding of issues related in symptom presentation, a focus on
addressing key inequalities in health for the South Asian groups in relation to
cardiovascular disease, and combining elements of cultural awareness and race
awareness training. Specific modules relating to tobacco use, diet and nutrition,
and physical activity that are tailored to meet the needs of practice populations
should be included. It seems sensible to argue that because of the career mobility
of primary health care staff, such training should not be confined to those
practicing in multi-racial geographical areas, but offered to all health care staff.
Certainly, education and training alone may not necessarily eradicate the
difficulties that health care professionals meet in delivering services to ethnic

minority groups; it is nonetheless an essential starting point.

Language services and monitoring
Among certain practices within Bristol North and Bristol South and West PCTs,
there is a specific need for the services of interpreters/Link Workers. Such services
should be put in place within or between practices (i.e. acting as a satellite service
between a small number of GP practices) and need to be maintained with the aid
of appropriate funding. Furthermore, along with ethnicity, the preferred language
spoken and read by the patient should be monitored. Where there is a need,
letters of patient invitation/recall should be provided in the different South Asian

languages.
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Doctor-patient consultation process
In cases where the health professional encounters ambiguous communication with
a patient coupled with limited or no access to interpretation resources, further
‘sensitive questioning’ is recommended (Cully, 2001). This, inevitably, implies
devoting more time to professional — patient communication. The issue of
increasing the consultation period between the health professional and the South

Asian patient should therefore be considered.

Health promotion materials
A variety of appropriate and up-to-date health promotion materials including
posters, leaflets, videos, and audiotapes should be held by the practices and

disseminated to patients as appropriate.

Raising the awareness of the South Asian community
Awareness of the risks for developing cardiovascular disease should be increased
among the wider South Asian community. This can take the form of information

days, peer education schemes, training events and the use of appropriate media.
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Appendix

Languages, Religions and Literacy Rates of the Indian Subcontinent Countries

Country Languages Religions Literacy Rates
Bangladesh Bengali Islam 24-25%
English Hinduism
Guijarati Buddhism
Hindi
Urdu
India Bengali Hinduism 36-52%
English Islam
Gujarati Christianity
Hindi Sikhism
Kannada Buddhism
Kashmiri
Malayalam
Marathi
Punjabi
Sanskrit
Sindhi
Tamil
Telugu
Urdu
Pakistan Urdu Islam 26%
English Hinduism
Sindhi Christianity
Parsi
Sri Lanka Sinhala Buddhism 86-87%
English Hinduism
Creole Malay Islam
Tamil Christianity

Data from: Grimes & Grimes (2002)

Please note that the above information presents only the most common religions and
languages for each cited country.




