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EDITORIAL

Respiratory disease: does ethnicity matter?

There is good and growing evidence that people
from minority ethnic groups have worse health and
die younger than people from majority groups [1].
These disparities cover a range of health problems
and are rooted in a range of causes, including in-
herited factors, lifestyle, poverty and education.
There is also good evidence that access to and de-
livery of care differ between ethnic groups, even
within the same health care systems. Two reports
recently published in the USA highlight these prob-
lems and call for remedial action [2,3].

What of ethnic disparities for respiratory disease?
Without doubt tuberculosis tops the list with the
majority of the three million deaths per year oc-
curring in the developing world [4]. More subtle
but important inequalities exist elsewhere. Black
people with early stage lung cancer in the USA are
about half as likely as whites to undergo surgery and
have lower 5-year survival rates [5]. For asthma,
poorer outcomes for people from minority groups
are a universal finding [6—9]. In New York, a black
person with asthma is up to nine times more likely
to die from asthma than people from other ethnic
groups [6]. In New Zealand, the Maori population
bore the brunt of the epidemic of asthma deaths in
the 1980s; in South Africa and Singapore minority
groups suffer poor outcomes [7,8].

In the UK, hospital admission rates for asthma for
all minority groups exceed those of whites (roughly
double for South Asians) [9—11]. Access to routine
and emergency UK primary care is rated poorly by
people from black and Asian groups [12,13]. There
is also evidence that what happens in consultations
affects care. First, white people may benefit more
from asthma education than people from South
Asian groups, even when education is delivered in
the patients’ first language [14,15]. Second, dif-
ferences may exist in the relationships patients
have with their general practitioners: for those
with more severe asthma, white people may have
more constructive partnerships than South Asians,
with action plans for emergency care [13]. Third,

cultural differences between doctor and patient
may be important. Explanatory models (health be-
liefs) of asthma and of airways obstruction held
by Bangladeshi people in east London frequently
include spiritual and supernatural, rather than
structural or biomedical explanations [16]. Similar
findings exist for understandings of mental distress
(Ruddel K, personal communication). Dissonance
in health beliefs of the patient and their doctor or
nurse may hinder the effectiveness of education,
particularly around rationales for different med-
ications and the (western biomedical) notion of
self-management [17].

What do these observations mean for delivery of
care and further research? First, we need better and
up-to-date information on respiratory care by eth-
nic group in the UK. This means promoting accurate
recording of ethnicity in day to day care. Second,
further work needs to address how best to deliver
education for chronic disease management to mi-
nority groups. Lay-led education programmes are a
promising option [18,19]: it may be that the greater
the cultural disparity between doctor and patient,
the greater the potential benefit of education being
delivered by a lay person from the patient’s cultural
or ethnic group. Third, the relationships between
ethnicity, racism and health care need to continue
to move up the list of research and political priori-
ties [20,21]. Finally, we need trials testing promis-
ing interventions set in socio-economically deprived
areas which include sufficient numbers of people
from ethnic minority groups to draw useful conclu-
sions about effectiveness [22].

Improving outcomes for minority groups is one
of the most difficult challenges for health ser-
vices. No interventions tested in randomised trials
have reduced emergency asthma care for eth-
nic minority groups and studies in mixed white
and minority populations have shown inconsis-
tent results [23—25]. Improving outcomes in mi-
nority groups is vital: if health care interven-
tions benefit white majority groups preferen-
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tially, the net effect is perversely to widen health
inequalities.
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