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1. EXECUTIVE SUMMARY
1. Meeting the growing health needs of minority ethnic men living in the city of
Glasgow is an imperative that is driven by the over-arching ideal of providing
equitable health care to all people.1 While a range of efforts have been made to
help meet these needs, and while these endeavours have been under-girded by
a robust legislative and policy framework, the challenge of providing
comprehensive and appropriate services to this disadvantaged group remains a
significant one.
2. While available literature on either men’s health or minority ethnic health is
substantial, there is a significant gap in studies that cover both themes. Studies
on men’s health has shown that a low uptake of health services can be linked to
i) gendered attitudes towards health, and ii) the predominance of the biomedical
concept of health. Research into minority ethnic health has highlighted multiple
health disparities. Hence, two conclusions can be drawn from a survey of existing
literature: i) there is a significant research gap in minority ethnic men’s health,
and ii) minority ethnic men represent a particularly vulnerable group with regards
to health inequalities.
3. A study was undertaken by REACH Community Health project in 2006 aimed
at answering the following research questions: i) what are the health needs of
minority ethnic men living in the city of Glasgow?; ii) what are the health barriers
they face?; and iii) what recommendations could be made for improving health
services delivered to them? In total 38 individuals (31 minority ethnic men and 8
health professionals) participated in a combination of in-depth interviews and
focus groups.
4. Findings from the study were divided into responses received from the minority
ethnic men (called the ‘community group’) and those received from the health
professionals (called the ‘professional group’). The information was further
distilled into three major themes based on the research questions, viz. i) minority
ethnic men’s health needs, ii) minority ethnic men’s health barriers, and iii)
recommendations for improvement of health services to minority ethnic men.
5. With regards to minority ethnic men’s health needs, the community group
indicated that, for minority ethnic men, the concept of ‘good health’ related to the
biomedical model (e.g. an absence of disease), that their specific health needs
were strongly related to lifestyle issues, and that these needs were not being met
primarily because of service related factors (e.g. language/cultural barriers,
access times). The professional group also indicated that, for minority ethnic
men, the concept of ‘good health’ related to the biomedical model, that their
specific health needs were strongly related not only to lifestyle issues but also to
specific illnesses (e.g. chronic illnesses) and service access issues (e.g. need for
1

Heim, D, MacAskill S. (2006) Black and Minority Ethnic Health in Greater Glasgow. Greater Glasgow
NHS Board.
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confidentiality), and that these needs were not being met primarily because of
service related factors (e.g. interpretation/ translation problems).
6. With regards to minority ethnic men’s health barriers, the community group felt
that major barriers related to interpretation/translation problems, that problems in
the service relationship (e.g. short consultations, insufficient communication by
health care providers) made minority ethnic men hesitant to use services, and
that major traditional/alternative sources of health used by minority ethnic men
were those found in their faith communities (e.g. faith practitioners). Similarly, the
professional group felt that major barriers related to interpretation/translation
problems, that problems in the service relationship (e.g. confidentiality/ trust
issues) made minority ethnic men hesitant to use services, and that major
traditional/alternative sources of health used by minority ethnic men were those
found in their faith communities.
7. With regards to recommendations for improvement of health services to
minority ethnic men, the community group suggested that there should be
changes in service provider profile and enhancement of their capacity (e.g. more
minority ethnic staff, more cultural diversity training), that there should be more
services for older minority ethnic men, and that research priorities in relation to
minority ethnic men’s health should be around chronic diseases (e.g.
cardiovascular diseases, cancer). The professional group suggested that there
should be service design improvements (e.g. service planning changes, flexible
access times), that there should be more language (translation/ interpretation)
services, that research priorities in relation to minority ethnic men’s health should
be around social influences of health (e.g. family and youth health issues) and
that there should be more studies into specific service areas (e.g. health
promotion).
8. Furthermore, both groups indicated that while a common service may be
provided for minority ethnic men, service planning needs to accommodate the
specific needs of the different age groups, viz. younger men, mid-range adults
and older men. Also, both groups raised concerns about particularly vulnerable
minority ethnic men (specifically men who were asylum seekers and refugees
and older men who were socially excluded). Finally, while questions made
deliberate reference to both mainstream and voluntary services, most of the
responses and suggestions from the groups were either explicitly or implicitly
directed toward mainstream services.
9. Based on the findings, specific service recommendations include: developing a
holistic model of health, addressing communication barriers, enhancing the
service relationship, improving service planning, utilizing wider networks and
promoting inter-sector collaborations. On the basis of these recommendations, a
key service output could be a Minority Ethnic Men’s Health and Well-being
Clinic (a Mainstream-Voluntary Sector Partnership).
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10. Based on the findings, specific research recommendations include: more
research on the physical and mental aspects of health, more research on the
social and economic influences on health, and more focus on research outcomes
that enhance service provision and community strategies. On the basis of these
recommendations, a key service output could be a Minority Ethnic Men’s
Health Research Unit (through an Academic-Voluntary Sector partnership).
11. Based on the findings, specific capacity building recommendations include:
more training in cultural sensitivity, more training on the holistic model of health,
more training on the needs of specific groups, and more focus on training that
enhances both service provision planning and community strategies. On the
basis of these recommendations, a key service output could be a Minority
Ethnic Men’s Health Professional Training Course (through a MainstreamAcademic-Voluntary Sector partnership).
12. In conclusion, successful implementation of any of these recommendations
will be dependent on the ability to develop effective partnerships between the
public and voluntary sectors and between service providers and the community.
Ultimately, the key goal should be to deliver health services to minority ethnic
men in Glasgow that are as sustainable as they are equitable.
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2. BACKGROUND
2.1. Introduction
Are minority ethnic men receiving equitable health care? This question is at the
heart of the following study. Whilst a large quantity of information will be
presented on a range of topics within the broad area of minority ethnic men’s
health, the ultimate question will specifically be one of social justice. By
identifying and highlighting health disparities, then, the study will aim to delineate
a path towards the fair delivery of much needed health care to this particularly
disadvantaged group. Before the health challenges facing ethnic minority men
living in Glasgow can be addressed, however, a general demographic context
needs to firstly be established.

2.2. Demography

The United Kingdom has become an increasingly multi-cultural society. Indeed
the minority ethnic population of the UK grew from 5.5% of the total population in
1991 to 7.9% in 2001 (from 3 million in 1991 to 4.6 million in 2001)2.The minority
ethnic community is also a growing population group within Scotland, were it has
increased by 62.3% between 1991 and 2001 to represent a total of about 100
000 people, or approximately 2% of the total Scottish population (it is important to
note that the total population grew by only 1.3% during this same period).3
Ethnic Minority Population
(as percent of population total)
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National Statistics http://www.statistics.gov.uk/cci/nugget.asp?id=455 ( accessed on 13 February 2007)
Scottish Executive (2004) Analysis of Ethnicity in the 2001 Census: Summary Report
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Furthermore it is important to note that 38.7% of the total minority ethnic
population in Scotland live in the former Greater Glasgow health board area
(HBA).4
Ethnic Minority Distribution in Former Greater

Pakistani
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Glasgow HBA
2.5

Indian
Chinese

2
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1

Other South
Asian
Any Mixed

0.5
0

African

Within the city of Glasgow itself the minority ethnic population accounts for
approximately 5.4% (that is, 31 000 people). There is a relatively high
concentration of minority ethnic communities in the centre, north-west and southwest areas of the city5
Glasgow ethnic minority population distribution map
(From ‘Ethnic Group Data 2001 Census Analysis,’ Glasgow City Council)4

4
5

NHS Greater Glasgow (2005) Ethnic Group Profile from the 2001 Census
Glasgow City Council (2003) Ethnic group data, 2001 Census Analysis
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Minority ethnic men specifically account for approximately 3.7 % of the total
population of Glasgow, as indicated in the table below.
Table Showing Distribution of Minority Ethnic Men 6,7

Number of
Minority
Ethnic Men
Percentage
of total
population

UK

Scotland

Glasgow

2400000

88351

21215

4.1%

1.7%

3.7%

2.3. Framework of Services
Having established that the minority ethnic community, including minority ethnic
men, represent a significant population group with the broader context, the next
question would be around the provision of health services to this community. It
would be appropriate, however, to first consider the legislative and policy
framework of such services.
There is, indeed, a strong legislative imperative for delivering equitable health
services. The Race Relation Act (1976)8 makes discrimination on the basis of
race, colour, nationality or ethnicity unlawful (and makes specific provisions for
employment, planning, housing, the exercise of public function, the provision of
goods, facilities and services, and education). The Race Relation Amendment
Act (2000)9 not only widens the prohibition on discrimination but also stipulates
general and specific duties for public bodies (including health bodies) for the
promotion of race equality.
There is also a strong policy impetus for the development of culturally sensitive
health services. In Our National Health (2000), the Scottish Executive
categorically states that “we must pay particular attention to support those groups
in society who are excluded, who are vulnerable and who come from ethnic
minority communities.”10
Following a challenge by the the Scottish Executive to decisively integrate
minority health issues into mainstream services, the Scottish Health Department
commissioned a ‘stock take’ of policies and practices used by health boards and
trusts related to this. The report resulting from this process was entitled ‘Fair for

6

General Register Office for Scotland. www.gro-scotland.gov.uk. Accessed February 2007
National Statistics. www.statistics.gov.uk Accessed February 2007
8
Race Relations Act (1976) www.statutelaw.gov.uk Accessed March 2007
9
Race Relation (Amendment) Act (2000). www.opsi.gov.uk Accessed March 2007
10
Scottish Executive (2000) Our National Health: A plan for action, a plan for change
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All’11 and aimed to analyze the current situation, outline the support that NHS
organisations would need to meet this challenge, and set out requirements that
organisations would have to meet in order to fulfill their obligations to Scotland’s
minority ethnic communities. The report summarized its finding within the
following framework that included: i) demographic profile, ii) race equality and
equal opportunity policies (energising the organisation), iii) access (service
delivery) iv) human resources (recruitment and selection, development and
retention of staff), and v) community development.
While the report found that there were some examples of good practices, it
nevertheless showed that boards and trusts were at: “…very different stages in
responding to the health and service needs of ethnic minority communities”.
Moreover, the priority of minority ethnic health issues were shown to be low in
some areas, and many boards and trusts were only at the early stages of
developing responses to these issues.
The following key recommendations were therefore made:
•
•
•
•
•
•
•
•
•

There was need for a more strategic approach to minority ethnic health
issues
Ownership, accountability and a clearly identified lead responsibility had to
be established
Better assessment of health needs was required, as well as the translation
of knowledge into action
Gaps in services to ethnic minority communities need to be filled (effective
partnership working was offered as a possible solution for this)
More Race/Equal Opportunities needed to be offered (with relevant
changes to human resource policies)
There was need for more recruitment, development and retention of
minority ethnic staff
An imperative was place on the effective removal of barriers as well as
greater dialogue
The capacity of ethnic minority voluntary sector organizations needed to
be built
Special issues regarding rural communities, asylum seekers and refugees,
and gypsy travelers needed to be addressed

In 2003, a progress report entitled ‘Fair Enough’12 was produced as an update on
the implementation of Fair for All action plans and race equality schemes. The
report found that while boards and trusts showed a strong commitment and
enthusiasm with regards to making progress, some of the action plans and
11

Scottish Executive (2002). Fair for All. Improving the Health of Ethnic Minority Groups and the Wider
Community in Scotland
12
Scottish Executive (2003). Fair Enough? Fair For All Progress Report: Analysis of Race Equality
Schemes and Fair For All Action Plan

12

schemes they had submitted did not meet legislative or ‘Fair for All’ criteria. The
report then went on to give a broad range of recommendations across the
following areas: project leadership and planning, demographic analysis,
communication, services, training, human resources, and monitoring of progress
and outcomes.
2.4. Delivery of Services
Having examined the legislative and policy framework for the delivery of
equitable health services, the question of what services are actually available to
minority ethnic communities could be asked. Quantitatively a large number of
health services are available to the general public within Glasgow. Within the city
area there are 25 Community Health Centres, 298 GP surgeries and 226
Pharmacy practices.13
With regard to the voluntary sector, while a large number of community
organisations exist, few deal specifically with minority ethnic communities and
none deal exclusively with minority ethnic men.
Table showing cursory exploration of GCVS’s Infobase.14

Total number
organisations
on the
database
884

Hits for
Hits for
‘Ethnic’ on
‘Ethnic Men’
the database on the
database
36
0

2.5. Local Wellman Service Pilot Evaluation
Having taken a snapshot of the ‘big picture’ in terms of services available to the
ethnic minority community, it may be appropriate now to focus on one possible
example of a good practice relating to the delivery of health services to minority
ethnic men living in the city of Glasgow.
From Thursday 19th January to Thursday 13th July 2006 a Wellman Service was
run from REACH Community Health Project. It was launched following a Service
Level Agreement between the NHS South East Community Health and Care
Partnership (SECHP) and REACH Community Health Project.
The service, which was linked to the broader Wellman Clinic Pilot Service in
Glasgow, aimed to offer health screening to men who were considered as ‘hard
to reach’ (i.e. they were unlikely to otherwise access current health services).
13

NHS Greater Glasgow and Clyde. http://www.nhsgg.org.uk/content/ Accessed on 12 February 2007.
Glasgow Council for the Voluntary Sector. http://www.infobaseglasgow.org/index.htm Accessed 0n 12
February 2007.
14
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The service format was in the form weekly clinic session during which a G grade
nurse gave lifestyle screening and advice to men from the community. Men were
also signposted on to other services as appropriate.
Before the clinic service commenced, REACH facilitated a Cultural Diversity
Training programme for the nurses who would be participating in the service.
This training had some clinical content (around nutrition and up-dates on
diabetes) but also included sessions around diversity of ethnic minority
communities, health inequalities and community engagement.
Quality rating

Age distribution
16-25

15

20

26-35
36-45

10

46-55
56-65
5

66-75

15

Very Good
10
5

N/A

Indicated that they would use
other services as a result of the
clinic
20

5

Poor

0

Other services mentioned*
GP

None

15
10

Average

N/A

75+
0

Excellent

Som e* (see
'Services
Mentioned')
N/A

Fitness and
Exercise
Dietary
Smoking
Cessation
Diabetes
Specialist
Other

0

During the subsequent 6 months approximately 48 men i.e 2/week from the
minority ethnic community were seen at the clinic. A Service User’s Evaluation
conducted by REACH used information from 40 questionnaires from clinic
attendees. From this evaluation, the following was found:
•

•

All participants were from the ethnic minority community (82.5 % who
answered were of Pakistani ethnic origin, this reflects the demography
BME population in Glasgow with people from Pakistani origin at the top of
the table)
The 36 - 45 year old age group represented the highest age band

14

•
•
•

Most participants said the service was either ‘excellent’ or ‘very good’
The participants were almost exclusively 1st of 2nd time users
Only 47.5% of the participants indicated that they would use other health
or social services as a result of the clinic. Of the services that were
mentioned, GP services and fitness & exercise classes were mentioned
most frequently

The results indicate that, despite the challenges presented (such as the high
percentage of first and second time users, and the need to encourage more men
to use other health and social services) the Wellman Clinic Pilot was a model of
good practice. Moreover it lent credence to further collaboration between to
mainstream and voluntary sector services in the form of effective service level
agreements.
2.6. Conclusion
The information above has sought to establish a context for the research
undertaken. It has demonstrated that the minority ethnic population, including
ethnic minority men, represents a significant and growing group. It has shown
that various measures have been taken to accommodate the health needs of this
group, from policy formulation through to service delivery. It has also described a
case of good practice related to meeting the health needs of minority ethnic men.
These wins notwithstanding, the underlying question of social justice must not be
forgotten-are minority ethnic men’s health needs actually being met? While it is
impossible to fully answer this question at this point in the report, it would be
perhaps appropriate to consider the following sobering statements:
“Health is gendered – there are clear and unambiguous differences between men
and women’s health.”15
“Men from minority ethnic communities face specific health problems and
disproportionate levels of inequality.”16
It would appear, then, that gender and ethnicity comprise two layers of
disadvantage for minority ethnic men, and that this disadvantage still needs to be
more thoroughly addressed.

15
16

White A, Cash K. (2002) ‘The State of Men’s Health across Europe,’Men’s Health Journal. 2 (2): 63-65
Community Health UK. (2002) Men’s Health Needs: Are They Being Addressed?
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3. LITERATURE REVIEW

3.1 Health Barriers
This report sets out to bridge an information gap. There is a considerable corpus
of literature concerning barriers and perceptions in minority ethnic health and a
large body concerning the psychological and sociological factors that lead to a
strikingly low uptake of services by males. However, it seems that there is very
little in the way of literature concerning both topics. The aim here is to analyse
the available works in order to map subjects, progressions and gaps in the field.
In recent years there has been a steady flow of studies concerning the factors
that cause males to be substantially more at risk from ill-health (17,18 & 19). It has
also been seen as necessary to develop a critique on the conventional
biomedical model within which ‘health’ has been understood and which prevails
within the male ‘fix-it’ culture. As White writes “if we accept that men do not
manage their health very well . . . [then] we need to look to social as well as
medical solutions to help prevent what is now being recognised as an inequality
in health”.20 White goes on to give a solid overview of recent cultural theory
concerning ‘masculinity’ and the bodily perception of males in comparison to that
of females. Generally males only recognise the changing body when a function
can no longer be carried out. White notes that men will “suffer a great deal of
discomfort before they will visit a doctor”.21 He goes on to describe how women
generally have a much closer relationship with the healthcare system than most
men. “Women, through the requirement of prescribed contraception, more
developed health screening, pregnancy, childbirth and the care of young children
generally visit the doctor more frequently”.22 However, interestingly, he also
shows that when initiatives bring services to men, they have a successful uptake.
For example; work based clinics and pub quizzes have been more successful
than services that rely on men to go to a health centre, this suggests men will
access health if it is made ‘male friendly’.
Much of the literature concerning ethnicity is contextualised by government
policy. In 2000 the Race Relations Act was amended with far reaching
implications for public services and therefore, of course, the National Health
Service. The NHS is required, under the terms of the act, to actively promote
equal opportunities across all their activities, including service provision.
A report by the Kings Fund23 delivers a briefing on the Department of Health’s
Race Equality Scheme 2005 – 2008. It describes how the Department of Health
17
18
19

20

White A. (2001) ‘How men respond to illness,’ Men’s Health Journal, 1 (1): 18-29
Kraemer S. (2000) ‘The fragile male,’ British Medical Journal, 321:1609–12
O’Dowd T, Jewell D. (1998) ‘Men’s Health,’ The Oxford General Practice Series. Oxford: Oxford University Press
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recognises ethnicity as being important for two broad reasons. The first is the
concept of ‘responsiveness’. Current reforms to the NHS have emphasised the
“…importance of a service that is more responsive to all patients’ individual
needs”.24 Furthermore, the Race Equality Scheme states that “the NHS
increasingly needs to take into account not only cultural and linguistic diversity
but also needs to be able to cater for varying lifestyles and faiths”. The second
stated reason for concern is that some ethnic minority groups experience poorer
health than others (health inequalities) and also are likely to experience poorer
access to services, what the Kings Fund terms ‘inequalities in access’.
A major problem in the field of minority ethnic studies is that of ‘essentialism’.
Terms are used that hide massive cultural differences. Minority ethnic groups are
most commonly classified according to the methods used by the census, which
asks people to define which ethnic group they feel they belong to. In the last
census, 92% of the UK population defined themselves as White, with 7.9% (or
4.6 million people) classifying themselves in a non-White category. Of these,
50% said they were Asian or Asian British; a quarter said they were Black or
Black British; and a further 15% said they were Mixed.25 So here we see for
example the term ‘Black African’, this is a blanket term of immense proportions
hiding vast differences in culture, language and belief. Until a consensual
academic framework has been implemented in terms of terminology it is very
difficult to contextualise findings.
Also, it is important to note that there are vast differences in health across
different ethnic groups. For example the Department of Health has made clear its
concerns that some ethnic populations are experiencing considerable health
inequalities. In a 2006 NHS Greater Glasgow report it was noted that 15% of
Bangladeshi men experience ‘very poor’ health compared to 6% in the general
population. However, Chinese groups have a generally better state of health
compared to the norm.26 Once again these facts support the necessity of a
flexible approach to health and a preventative approach to health-care. The
Department of Health’s approach that “not only cultural and linguistic diversity
[needs to be catered for] but also . . . varying lifestyles and faiths” is central and
needs to be an accountable statement. It is too simple to make assumptions
based on genetic and ethnic data, indeed it would be parochial to do so; it is vital
to recognise the complexity of the issue. As a report carried out by the London
Health Observatory has made clear: “for each apparent ‘difference’ between a
minority ethnic group and the majority, closer scrutiny of the evidence reveals big
differences within minority groups, suggesting that simple ‘genetic’ or ‘cultural’
explanations for ill health are unlikely to be correct in explaining why some
groups seem to experience more illness than others”.27

24

Ibid
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Complexity needs to be recognised at all levels, but not feared; it would be
counterproductive to see the provision of equitable minority ethnic health services
as an insurmountable task. For instance, one area where sound cultural
awareness training can be implemented with relative effectiveness is that of
translation services. Different cultures require different kinds of services, and with
certain cultural/ethnic groups it is imperative that the translation service takes into
account the necessity for patient confidentiality. For example, minority ethnic
young men may fear visiting their doctor because their translator is from their
own community and may inform their parents. This may be particularly sensitive
when it comes to issues such as alcohol, drugs and sexual health. Changes in
services that result in the delivery of care in secure and confidential environments
could be made with relative ease, provided there is initial consultation with the
community itself.
3.2 Health Needs
Despite government initiatives ethnic minority men face a number of situations
which make them likely to suffer from mental health issues. Unfortunately, they
are also less likely to access services that might help them deal with this than the
general population. Unemployment rates, for example, are consistently double
that of whites. Those who are employed are likely to receive significantly lower
wages than their white counterparts. They are also likely to live in areas of
economic disadvantage, what some reports have termed ‘ethnic enclaves’.28 For
Wailoo and Shields it is undoubtedly socio-economic factors that have an impact
on male mental health most dramatically. The stress of the job search, the misery
of unfulfilling work and the disempowerment associated with this all contribute to
mental health issues such as stress, over-thinking, depression and paranoia. As
White writes: “men’s health is increasingly being seen as problematic, with
worrying trends in mental health difficulties and rising suicide rates in both young
and old, coupled with morbidity and mortality figures that seem to go against
expectations for a modern economy. The personal and economic costs in having
such an unhealthy male population make tackling some of the issues a priority
area of the highest magnitude”.29
In a survey of Pakistani, Indian, African and Caribbean residents of Greater
Glasgow the General Health Questionnaire 12 (GHQ-12) 30 was used, a measure
of psychological distress in community and clinical settings. Findings suggested
that 16% of Pakistanis, 12% of Indians, and 20% of Africans and Caribbeans
attained a score indicative of psychological distress. In contrast, results from the
General Population Survey (utilising the depression sub-scale from the Hospital
Anxiety and Depression scale [HAD]) indicated that 5% of residents living in
Greater Glasgow had a score indicative of clinical depression.

28

Shields, MA, Wailoo A. (2002) ‘Exploring The Determinants Of Unhappiness For Ethnic Minority Men
In Britain,’ Scottish Journal of Political Economy 49 (4): 445–466.
29
White, A. (2001) Report on the Scoping Study on Men’s Health, London: The Department of Health
30
National Centre for Social Research (2006) Health Survey for England 2004: The health of minority
ethnic groups, Summary of key findings
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In the same report some striking statistics can be found.31 Pakistani men were
particularly likely to suffer ill health compared to the general population. Asthma,
bronchitis and other respiratory diseases were a serious problem, 12% of
Pakistani men were likely to suffer from these as compared to 8% of the general
population, eyesight and high blood pressure were other major disparity areas
(22% compared to 11% for blood pressure) but by far the most serious disparity
and a worrying statistic is that of type 2 diabetes mellitus. A Pakistani male is
15% more likely to suffer from diabetes than a member of the general population
(19% to 4%). That is an enormously significant figure because it suggests
significant dietary problems and a lack of awareness.
3.3. Recommendations
The literature consulted contains recommendations that would help in meeting
the challenge of providing appropriate health care to minority ethnic men
(especially in light of the question of social justice). They provide important
observations for primary service providers, but also offer some insights for the
voluntary sector. A report by McLeod et al indicates that very few mainstream
funding agencies have a specific policy for minority ethnic-led organisations
“although more are developing policies for communities, partly in response to the
Stephen Lawrence Inquiry. [This] reflects a lack of knowledge of the role black
and minority ethnic led organisations play in their communities”.32 REACH’s own
‘Missing Link’ report concludes that minority ethnic communities need to be more
involved in the mainstream system “community members [should] work closely
with health professionals in order to jointly define problems and work towards
agreed solutions with regards to local health services”.33 Mainstream funding
agencies, and mainstream bodies in general, should therefore more readily
recognize the role that such minority ethnic projects can play in tackling the
problems of minority ethnic male health and minority ethnic health in general.
Until such organisations are engaged by mainstream services there cannot be a
valuable dialogue concerning minority ethnic health.
In more direct terms what needs to be addressed is the dominance of the
biomedical model. The bio-medical model is still prevalent within the health
service itself to some degree and findings show that it is certainly prevalent
amongst minority ethnic men. This is a worrying situation. Until this narrow view
of health is addressed, the psycho-social (and indeed economic) basis of so
many male health problems cannot be dealt with.
In conclusion, the literature highlights the exigency of meeting the health needs
of minority ethnic men, as well as communities more broadly. Indeed, there is a
very clear challenge to build “…the trust and confidence of communities by
31
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meeting the minority ethnic health agenda”.34 Health services therefore need to
consolidate strengths, but at the same time overcome certain weaknesses, in
order to fully ‘reach out’ to this disadvantaged group.

34

Scottish Executive (2003) Improving the Health needs of Scottish Minority Ethnic Communities
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4. METHODOLOGY
4.1. Overview
The main research questions addressed were:
1. What are the health needs of minority ethnic men living in Glasgow?
2. What health access barriers do minority ethnic men living in Glasgow face?
3. What recommendations can be made with regards to policy, service and
research priorities in relation to the health of minority ethnic men living in
Glasgow?
The methods used to answer these questions were a combination of 1) focus
groups and 2) interviews. Hence the focus was on obtaining in-depth qualitative
information with which the research questions could be answered.
There were a total of 38 participants. 31 of the participants were men from the
ethnic minority community in Glasgow (this will be called the ‘community group’)
while 7 were health care professionals (this will be called the ‘professional group’)

Community Group Demographic
Spread

Health Professional Group
Gender and Ethnic Spread

10

Men
8

African

6

Arabic
Chinese

4
2

Women

Jew ish

Ethnic
Minority

South Asian

Indigenous

0

With regards to the recruiting of participants from the minority ethnic community
group, assistance was obtained from voluntary sector organisations working in
Glasgow. Furthermore, clients of REACH Community Health Project were also
invited to participate.
With regards to the health professional group, the sample was drawn from
relevant service providers, working with minority ethnic men, from Glasgow;
Clyde NHS and Glasgow City Council.
All potential research participants were furnished an Information Sheet and were
given an opportunity to ask questions / get further information directly from the
research team. Signed consent was then obtained from those willing to
participate. Appropriate translation/interpretation was made available.
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4.2. Focus Groups
The focus groups were facilitated by members of the research team and
interviews were audio taped.
There were a total of 6 focus groups. 5 of these focus groups were held with men
from the minority ethnic community and 1 was held with health care
professionals. Most of the focus groups were held at REACH Community Health
Project.
The focus groups allowed for an investigation of general patterns of
understanding and opinions in relation to the subject of health priorities and
health access barriers of minority ethnic men. It was also possible to compare
and contrast the findings from the different groups (as group were from mixed
ethnicity).
4.3. Interviews
Interviews were carried out by members of the research team.
There were a total of 9 interviews, 7 of these interviews were held with men from
the minority ethnic community (representing African, Chinese, Jewish and South
Asian communities) and 2 were held with health care professionals. They were
held at REACH Community Health Project and other appropriate community and
health centres.

Table show biographical information of community group members who
participated in the interviews

Age Range

Mean Age

33-88

53.6

Held a
management
position
57%

Held a first
university
degree
86%

Were married

86% (only 1
single parent)

The interviews provided in-depth information about the barriers to health care
services, as well as health care priorities, as perceived by these minority ethnic
men and health care professionals.
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4.4. Method of data analysis
Analysis of data from the focus groups and interviews was undertaken through
generative coding within the structure of the following three themes:
•
•
•

Theme 1: Minority Ethnic Men’s Health Needs
Theme 2: Minority Ethnic Men’s Health Barriers
Theme 3: Recommendations for improvement of Health Services to
Minority Ethnic Men

4.5. Overcoming barriers
Cultural barriers (e.g. sensitivity issues, language barriers) were addressed by
ensuring that researchers were recruited from the minority ethnic communities
and that they were trained in appropriate cultural sensitivity skills. Relevant social
research training (e.g. interview skills) was also given to the researchers. As they
were multilingual, so no interpreters were used during this research.
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5. FINDINGS

5.1 Community Groups
Theme 1: Minority Ethnic Men’s Health Needs
Question 1: What does it mean to be in ‘good health’?
A bio-medical concept of ‘good health’ was most frequently described. For
example, one of the participants said that ‘good health’ was to be “free from
disease or infection’ and another said that it was “…the absence of any of the
health compromising risk factors”.
Lifestyle was the second most commonly occurring category with regards to
‘good health’, with participants frequently mentioning healthy diets. The ability to
function socially (e.g. having ‘…good social relationships’) and economically
(what one participant called ‘economic well-being’) were also mentioned (it is
worth noting here that one of the participants implied a relationship between good
health and the ability to work by giving the example that asylum seekers may
suffer from depression due to the fact that they were not ‘allowed to work’).
Good health in relation to mental and emotional well-being was rarely mentioned
and references to the relationship that family and gender have to ‘good health’
occurred even less frequently.
Community group responses to
Question 1
10
8

Biomedical
Mental
Emotional

6

Lifestyle

4

Economic

2
0

Social
Family
Gender

Question 2: What health needs do you think men from your community
have?
With regards to the identification of health needs, commonly occurring responses
were grouped together into four large clusters: 1) a ‘lifestyle’ cluster, 2) a ‘service
access’ cluster, 3) an ‘illness’ cluster, and 4) an ‘elderly care’ cluster.
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Within the ‘lifestyle’ cluster, which was the largest group, health needs
mentioned related to:
i)

general lifestyle issues (e.g. the need for ‘more physical activities to
keep fit’)

ii)

work-related issues (e.g. ‘a lot of people don’t have a work-life
balance’)

iii)

stress (e.g. related to lifestyle and work)

iv)

substance misuse (including smoking)

Within the ‘service access’ cluster, the relationship of the following themes to
health were mentioned:
i)

the need to overcome access difficulties (e.g. the need to have more
‘advice, information and orientation on how the system works’)

ii)

the need for more community-based services (e.g. ‘…getting good care
from the service [provision] available in the community’)

iii)

the need to have regular ‘medical check-ups’

With regards to the ‘illness’ cluster, which was interestingly the smallest cluster,
specific health needs related to:
i)

chronic illnesses (e.g. diabetes, hypertension)

ii)

acute and infectious illnesses (e.g. HIV/AIDS and TB)

iii)

mental illnesses (e.g. depression)

Finally, the needs of older men were grouped in an ‘older people care’ cluster.
These included:
i)

the need for providing adequate services for older people.

ii)

addressing the social inclusion needs of older people by reducing
loneliness and isolation
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Community group responses to Question 2

Access Difficulties
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Services
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Work-related
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Acute and Infectious
Illnesses
Mental Illnesses

Lifestyle
Cluster
0

2

4

6

8

10

Services for older people
Social inclusion needs

Question 3: Do you believe these needs are being met?
Almost all of the participants (97%) indicated that health needs were not being
fully met.
Negative responses were categorized into two main groups, i.e. ‘service related’
problems and ‘community related’ problems.
‘Service related’ problems preventing health needs from fully being met included:
i)

Cultural and language issues, e.g. “due to cultural and language
barriers, the ethnic minority population…have got very little access” to
health services.

ii)

Consultation problems, cursory history and examination by health care
providers not allowing sufficient time for the patient to communicate
their needs and concerns (e.g. one participant said “…doctors tend not
to listen to people”).

iii)

Access times, e.g. “in Scandinavian countries they developed a health
care system specifically targeted at the immigrant populations, for
example, health care services are provided up to 10 or 11 o’clock in
the evening…I haven’t seen anything like this happening here,
everything shuts at 6 o’clock and that’s it”.

29

‘Community related’ problems included:
i)

Economic problems, one of the participants said that, “pensioners and
the unemployed cannot afford to buy healthy food let alone join a
health and fitness class”

ii)

Stigma, a participant stated that “first and foremost my greatest issue is
whether the people themselves know that they are facing…mental
health challenges in particular and if they do whether there is a…way
of dealing with that kind of challenge without (them) being…
stigmatized and… isolated”.

iii)

Apathy, it was mentioned that “the problem isn’t lack of access, it’s lack
of recognition (of services). And I include myself”.

Community group responses to Question 3
Economic problems
Stigma
Apathy
Other

Cultural/Language
issues
Consultation
problems
Access times

It is also interesting to note that there were some conflicting statements with
regards to the efficacy of mainstream and voluntary sector services respectively
in terms of meeting health needs. Specifically one participant spoke positively
about mainstream services meeting health needs, but with regards to the
voluntary sector said, “…when it comes to action…there are barriers’.
Conversely, another participant spoke positively about voluntary sector services,
but with regards to mainstream services said, ‘mainstream services…(think) that
“one size fits all.” This is their concept. But we, the black and ethnic minority
community, have got different needs”.
Theme 2: Minority Ethnic Men’s Health Barriers
Question 4: Are there obstacles to your health needs being met?
Health barriers mentioned by the participants were grouped into two clusters: 1) a
‘services’ cluster (identifying perceived problems within health services which
may be acting as barriers) and 2) a ‘community’ cluster (identifying perceived
problems within the community which may be acting as barriers).
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1. ‘Services’ cluster
i)

Interpretation / translation issues: this was the largest single category.
It included not only problems around appropriate training of interpreters
(e.g. the problems arising from interpreters “…who do not have health
background’) but also difficulties around the translation of cultural
nuances (e.g. “…even through the interpreter they…don’t give the
exact meaning’ and ‘the interpreter won’t express what they really want
to tell the doctor”).

ii)

Perceived cultural insensitivities: there was also concern raised around
the perceived lack of cultural understanding in some of the health care
provision (e.g. a lack of understanding of certain religious practices that
could impact on health).

iii)

Waiting times: it was indicated that a barrier arose from the issue of
men who having a ‘long waiting time’ to accessing health services.

iv)

Confidentiality: a concern with regards to confidentiality was also cited
as a barrier.

2. ‘Community’ cluster
i)

Sense of ‘disempowerment’: mention was made of the fact that some
men felt ‘disempowered’ with regards to accessing health services
(e.g. it was stated that some men have a “lack of confidence to express
the problem”). Particular reference was also made to asylum seekers
and refugees with regards to this (e.g. one participant said that there
were numerous men “…who’d either be living in Glasgow as asylum
seekers or refugees, or…who don’t have proper legal grounds. And so
they might not be able to access medical help or any other health
benefits”).

ii)

Attitudes toward health: it was also indicated that men sometimes had
an apathetic attitude towards health and as well as an approach of
‘machoism’ that could prove to be a barrier (e.g. “men won’t bother to
see their doctor if they have a cold believing that it’s going to last a
week” ).

iii)

Orientation to the system: it was indicated that a ‘lack of understanding
the system’ was also a barrier.
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Community group responses to Question 4
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Question 5: Are you hesitant to use mainstream or voluntary sector health
services? If so, why? Can you give examples of negative or positive
experiences you’ve had in accessing health services?
Several factors contributed to hesitancy in using health services.
The most commonly occurring category was i) the ‘service relationship problems’.
Participants indicated that truncated consultations (e.g. “unless [the problem] is
very serious…[GP’s] don’t really bother”), insufficient communication (e.g. not
knowing “…who is the main consultant that follow[s] up the whole case”) and
perceived lack of service user consideration (e.g. one participant said that one of
his family members “…was not treated with respect” as an in-patient) were
having detrimental effects on the service provider-service user relationship, which
in turn contributed to hesitancy in accessing services. This was illustrated by a
participant who said that, when one of his friends died, the friends’ family
members did not receive comprehensive information from the family’s GP. He
said, “handing out information letters to a deceased person’s family is not
adequate. People need support and it is unfortunate that the good family
relationship you had with your doctor in the past is not there anymore”.
There was also a perceived need for more ii) ‘cultural understanding’ within
service provision. Included here were issues around the need for greater
understanding and support of cultural practices within health services (e.g. issues
such as ‘…chaplaincy, spiritual care, dietary stuff…’) and greater appreciation of
the preferences for same-gender consultations within certain cultures.
Mention was also made of perceived iii) ‘ethnic categorisation’ under-taken by
some health care providers (e.g. one participant stated that an assumption was
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made by health care providers that individuals from a similar ethnic background
“…were the same so they fit in a specific box” therefore “…the approach taken is
more generalized instead of looking at specific needs’).
Interestingly, iv) interpretation / translation issues (which was most frequently
cited barrier in Question 4) although mentioned, was not considered to be the
most important factor contributing to hesitation in accessing health services.
Additionally v) ‘waiting times’ was forwarded as a factor (e.g. “when you get an
appointment in 2008, you say why bother using these services”).
Finally, there was a heterogeneous category of vi) ‘lack of service user capacity’
which comprised of:
•

issues around a lack of education and confidence of service users
decreasing the propensity to seeking medical help; economic and
employment difficulties that made services users hesitant to access
services (e.g. “the other challenge that I think may people face in
accessing health is…the economic challenge…people tend not to access
medical health based on the fact that they need to spend most of the time
at work”).
Community group resonses to
Question 5
5
4
3

Service
relationship
problems
Cultural
understanding
Ethnic
categorisation
Interpretation/tran
slation issues

2
Waiting times

1
0

Lack of service
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Question 6: Besides mainstream health services (e.g. NHS) do you consult
any other health services (e.g. traditional practitioners)? How would you
compare them with mainstream health services?
Although some traditional / alternative sources of health advice and services
were mentioned, in all of the focus groups and interviews, more than half of the
participants (52%) indicated that either they or members of their community
would have a mixed response to the use of such sources.
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Of those categories mentioned, consultation of faith communities / practitioners
was the most frequent, followed by Chinese traditional medicine (CTM), then
herbal and homeopathic remedies and finally acupuncture.
Community group resonses to
Question 6

Faith
communities/pract
itioners
CTM
Homeopathy
Herbal medicine
Acupunture

0

2

4

6

Unspecified

It was interesting to note that some participants viewed traditional / alternative
sources only as an adjuvant to mainstream services. For example, with regards
to CTM, participants said:
“(For)…minor problems… (and) to maintain their health they will go to (the CTM
practitioner)…but (for) big problem(s) like operation(s)…or tumour(s)…they will
go to the Western doctor”.
However, other participants placed a greater emphasis on these sources being
valid alternatives to mainstream services, as is illustrated by the following
response:
“We were not very satisfied with the treatment that we were getting with our GP
and the length of time it was taking to diagnose the health problem was dragging
with one test after the other with no concrete results. In homeopathic medicine I
believe the practitioner pinpointed the problem, treated the problem and it made
a difference. Although homeopathic medicine can be really expensive (and) time
consuming, one has to persevere (because) it is worth it in the end. Because of
the positive experience my mind is more open to alternative medicine”.
Finally, one participant related the use of alternative/traditional sources to
education levels (“again it’s probably to do with educational levels and so on…”)
with the implication that people who were more educated would possibly have
greater exposure to such sources.
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Theme 3: Recommendations for improvement of Health Services to Minority
Ethnic Men
Question 7: Based on your past experiences, both positive and negative,
what suggestions would you make on how health services (both in the
mainstream and voluntary sector) could be changed and improved to better
meet your health needs?
The findings with regards to recommendation for health services were organised
into 4 main groups:
1. Service provider profile and capacity. This was the largest single group
and was composed of recommendations in the following categories:
•

Minority ethnic staff-the recruitment of more staff from minority
ethnic communities (e.g. “the NHS should reflect more
inclusively…our multi-cultural society’) that moves beyond nominal
representation (e.g. the ‘NHS needs to move beyond tokenism” ).

•

Cultural diversity training-more training opportunities for staff so as
to increase the culturally sensitivity of services (e.g. one participant
alluded to this by saying “different approaches should be used by
the NHS in treating different people and everyone should not be
treated as only one kind of community”).

2. Service design. This broad group included the following service delivery
and policy changes:
•

Interpretation/translation services- the provision of more
interpreting/translating services (it’s interesting to note that this
recommendation occurred in relatively low frequency even though
‘language’ was the most frequently cited barrier in Question 4).

•

Screening services- the delivery of more health screening to the
community (allowing for “…medical check-ups, regularly”).

•

Consultation process- changes in the consultation process aimed at
improving the service provider-service user relationship. This
included suggestions for longer consultations as well as more
comprehensive follow-ups (“even…something as simple as giving a
patient a follow-up phone call after they have seen the doctor can
greatly improve relations and trust”).

3. Service user capacity. These suggestions were around increased
capacity of community service users through appropriate education:
• Health education- the provision of more, appropriate health
education (e.g. “they should be educated for a balanced diet”).
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•

General education- the provision of more opportunities to learn
English (e.g. “learning English is very important…so that we can
communicate with the doctor”).

•

Service orientation- the provision of education that will allow
community service users to better understand the health system
(e.g. “to give health orientation to the ME [minority ethnic] man to
improve [his] understanding about the health services system”).

4. Community organisations and networks. These responses suggested
greater engagement with individuals, networks and organisations in the
community:
•

Community/voluntary sector organisations- greater partnership with
and capacitating of community/voluntary organisations (e.g. “we
want voluntary organisations…[to offer] all [of] the services
available [in] the mainstream services…[this]would be very easy for
us to get access [to] and get the maximum benefit out of...”)

•

Community networks- greater utilization of individuals (e.g.
“counsellors and…mentors who [could] work… in the community…
to try and alleviate the fears and the challenges that men
face…giving them… opportunity to express themselves and discuss
issues that could otherwise not be addressed by a mainstream
organization”) and formal and informal groups (e.g. “…I believe that
social groups should be established by [the] NHS to enable men to
impact their challenges…”) within the community.
Community group resonses to Question 7
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Although not included in the groups above (because of their less frequent
occurrence) the following recommendations were nevertheless qualitatively
significant:
- Stigma around mental health: helping ethnic minority men to overcome the
cultural stigma often associated with mental illness.
- Substance misuse: e.g. reducing the use of ‘chat’-a harmful substance used
by men in some minority ethnic communities. It was suggested that authorities
should ‘ban in (‘chat’) like smoking.’
- Minority ethnic youth health issues: addressing issues of identity and health
amongst minority ethnic youth.
- Legal and economic barriers to accessing services:
With regards to legal barriers, it was suggested that there should be a reduction
in legal restrictions that result in “…not being sure whether you’d be asked for
specific documentations that are required by the Home Office…before you can
access health. I believe that every human being has a right to health…and the
NHS (should provide this) ‘...without…a lot of red tape (or) bureaucracy…’”
With regards to economic barriers, It was suggested that economic hurdles to
accessing health care could be overcome through compensations: “…trying to
look at ways (in which) men could be compensated when they are going through
difficulties, especially…if they have no proper employment. Because people who
work as casual workers, during the time of their medical challenges, they find that
nobody compensates them; nobody cares that they are not at work... [T]o enable
them access [to] health without facing their economic challenges-I see that as a
major area of improvement”.
Question 8: Do you think that there are enough services (both in the
mainstream and voluntary sector) to cater for your health needs?
74% implied, but their responses to this question, that they did not think that
there were enough health services available. The perceived lack of service
provision was, by description, generally related to mainstream (only one
participant specifically said that there weren’t enough voluntary services).
Of the 26% who stated that there were enough services, all indicated that while
these services were quantitatively sufficient, they were not optimally reaching
minority ethnic communities. For example one participant stated, “Yes. I believe
[there are] enough services…it’s just...that these services…don’t seem, at the
moment, to meet the needs”. Another participant said “looking at phone
directories, there are so many services but they are inappropriate”.
Specific reasons cited for this included:
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- Greater cultural sensitivity needed
“…I think the services and the facilities are there, and the issue really is when
there are some specific ethnic health needs are people who are providing the
services prepared to be flexible enough to accommodate these things”.
- Quality-assurance around language (translation/interpretation) services
needed
“I hear the services are enough, but translation is poor”.
- Process changes to improve access needed
“The procedure of how to see a doctor should be made easier”.
- Better prioritization of services needed
“I think there’s a tendency now, in all sorts of quarters, not to distinguish between
‘I want’ and ‘I need’. And when you have people complaining that they have
treatable cancers, but the drugs of just too expensive. And we’ve got example
after example of that. And at the same time the NHS is providing people with
(cosmetic surgery) then you begin to wonder about priorities. So I suspect the
resources are there…but (they) maybe need to be transferred from the stuff
that’s obviously a matter of personal preference...to the stuff that genuinely is
saving peoples’ lives”.
The participants also suggested an increase in services in the following specific
areas:
i) Older people services
•

One participant stated that “there is a health time bomb waiting to explode,
as more and more people are living longer there will be major pressure on
the health services in the future and with less money available, the future
is not looking bright”.

•

Another participant suggested that “the social care services provided in
the community centres should be offered to the elderly at their own
homes”.

ii) Language services
•

With regards to interpreting needs, it was stated “…their children need to
go to work, so nobody helps them to…interpret...’” This indicated that
more language services should be available so that, for example, family
members wouldn’t have to carry out this function for the men.
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iii) Mental health services
•

The impact of mental illness on individuals and families in a minority ethnic
community was also discussed, implying a need for an increase in mental
health services.

iv) Screening services
•

It was suggested that there should be more services to provide “…regular
check-ups”

v) Recreational services
•

The availability of more recreation services (such as community pools)
that could, in turn, promote healthy lifestyles was suggested.

vi) Occupational medicine services
•

It was suggested that there should be more services that cater for
ergonomic problems faced by men because of long working hours (e.g.
treatment/prevention of back pain, arthritis and varicose veins).

Community group resonses to Question 8
Older People
services
Language services
Screening services
Occupational
medicine services
Mental health
services
Recreational
services

Question 9: Which areas of the health of minority ethnic men do you think
researchers should focus on?
Suggested topics of research within the area minority ethnic men’s health were
placed into 5 main groups:
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1. Chronic diseases (this was most frequently mentioned area):
•

Cardiovascular diseases- this category included (ischaemic) heart
disease, hypertension, and stroke.

•

Cancer- this category included colon/bowel, prostate and testicular
cancers.

•

Diabetes-by implication this referred to research on type 2 diabetes
mellitus.

•

Dementia-by implication this referred to research on Alzheimer’s
type dementia.

•

Hereditary diseases-Tay Sachs disease was specifically mentioned.

2. Communicable diseases & sexual health::
•

Sexual health- this was mentioned as a general category.

•

Malaria- interestingly other communicable diseases such as
HIV/AIDS and TB were not specifically mentioned.

3. Mental health & addiction:
•

Mental health- this was mentioned as a general category.

•

Substance misuse- by implication this referred to research on the
use of illicit drugs.

4. Specific service issues:
•

Interpretation/translatione.g.
a
participant
suggested
“scrutinising…(investigating) the quality of translators used by
health services…”

•

Immigration/integration- e.g. a participant said that there should be
more research on “…the impact of immigration on men and their
families”. By extension, this could include studies on what service
changes could help better accommodate these men.
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Poverty
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5. Social and economic influences on health:
•

Religion-it was suggested that research should be conducted on
the relationship between religion and health

•

Multiculturalism- it was suggested that research should be
undertaken on, “…the whole issue of cultural diversity and (its)
effect on men(‘s) health”.

•

Stigma-this referred to possible research on health taboos within
minority ethnic communities.

Poverty- it was suggested that research should be conducted on the adverse
effects that poverty has on the health of ethnic minorities.

5.2 Findings Professional Group
Theme 1: Minority Ethnic Men’s Health Needs
Question 1: What do you think ‘good health’ means to a men from ethnic
minority communities?
Once again, the biological/medical concept of ‘good health’ was most frequently
described. For example, one of the participants said that, for ethnic minority men,
‘good health’ meant “being able to lead a normal working life without the health
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complications of diabetes and heart problems….” The mental, emotional, social,
and economic dimensions of ‘good health’ were also mentioned, as well as the
relationship between this concept and lifestyle, family and gender.
With regards to the relationship between economic factors and ‘good health’, the
following was stated that:
•
•

“…they continue to work without any regard for illness. Just cause you’re
feeling okay, then you can carry on”
“I think in terms of men’s health very few people have time, if they’re
working all day, to go (to health) services. They’re very reluctant to take
time off…”

These two statements indicated a perception that the ability to work was
important to how minority ethnic men understood and dealt with their health. It
was implied that in many instances they would prioritize continuing with work
above taking care of their health.
It was also suggested that age was a factor that influenced health, as indicated
by the following statement, “I think it depends also on the age of the person…if
they’re younger, if they’re fit, and can take part in sports, then that’s good health.
And then… if they’re older and they don’t [have] heart disease…they find that
they can be really overweight and they…don’t see that as a problem; as long as
they can get to work...”
Professional group responses to
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Generally the health professionals’ responses to the question of what ‘good
health’ meant to minority ethnic men could be aptly summarized by the following
statement by one of the participants:
“ I cannot imagine that the health issues, or the meaning of good health, for men
in that community is any different from anyone else’s; it’s about, you know, living
your life to your full capacity, it’s about being able to enjoy life. It’s about being
physically and mentally well, being emotionally well and happy. And underneath
all of that are the lifestyle issues around access to good foods, family support,
42

physical activity, social interaction-all of the things that impact on anyone else’s
health…”
Question 2: What do you think some of their specific health needs may be?
With regards to the identification of health needs, commonly occurring responses
were again grouped together into four clusters: 1) a ‘lifestyle’ cluster, 2) a ‘service
access’ cluster, 3) an ‘illness’ cluster and 4) an ‘older people care’ cluster.
Within the ‘lifestyle’ cluster, which was the largest group, health needs
mentioned related to:
i)

general lifestyle issues (e.g. dietary concerns- “there are quite a lot of
issues around nutrition”).

ii)

substance misuse (including a “high incidence of smoking’”).

Within the ‘service access’ cluster, the relationship of the following themes to
the perceived health needs of minority ethnic men were mentioned:
iii)

the need to overcome access difficulties (e.g. the need for health
services to have more flexible hours of operation so as to improve
access for men who were “…working long hours”).

iv)

Interpretation/translation needs (e.g. one participant said, “in health
care consultations the information is not conveyed, or the wrong
information is understood…and people get prescribed medication
that…they…don’t take. They don’t understand what it does, they don’t
understand the benefit of taking it, so they don’t take it”).

v)

The need for confidentiality & anonymity for men was also discussed
(e.g. one participant observed that “…a lot of guys don’t won’t to come
here because this is where they live. They wouldn’t want other
members of their community to see them go to this health clinic”).

In the ‘illness’ cluster perceived health needs included those related to:
vi)

chronic illnesses (coronary artery disease, type 2 diabetes, and
hypertension were specifically mentioned).

vii)

mental illnesses (e.g. which were understood to often be ‘..taboo’
making it difficult for minority ethnic men to seek support in this area).

Finally, the needs of the older men were grouped in an ‘older people care’
cluster. These included:
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viii)

the importance of providing adequate services for older people (e.g.
appropriate care centres).

ix)

addressing social inclusion needs of older people.
Professional group responses to Question 2
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Question 3: Do you believe these needs are being met?
The participants generally gave a positive response to this question, e.g.
•
•

“I think people are… aware of services. And there’s loads of good work
going on”.
“The evidence, though, seems to suggest that men from the community
are accessing services quite reasonably well…”

However, most of the participants cited factors that needed to be addressed in
order for service delivery to be improved.
‘Service related’ factors mentioned included:
i)

Interpretation/translation issues, e.g. the importance of overcoming
interpretation/translation problems was mentioned, e.g. “it’s simple
things like translation of leaflets…I’ve tried repeatedly to get things
translated into different languages”.

ii)

Staffing issues, this ranged from increasing staff support (“to get some
[bilingual support workers] for…services…would be a way forward’) to
giving staff more opportunities to work in the communities (‘there’s
44

loads of things that we could be doing, if we could just be freed
up…and get involved in public health…”) to capacitating staff to deliver
more culturally sensitive services (“and there’s a lot of work to be done,
I think, in understanding how to deliver culturally sensitive services”).
‘Community related’ factors cited was:
iv)

Language issues, it was mentioned that difficulties in accessing
services (and hence meeting health needs) related to community
needs around language education:
“(There are issues) around language. I think in this community in
particular where you have new people coming into the community,
where English is the second language and not the first language. It’s
difficult if there isn’t education to a standard and understanding of
written language....”
Professional group responses to Question 3
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Theme 2: Minority Ethnic Men’s Health Barriers
Question 4: Do you think that there are barriers to health services that exist
for minority ethnic men?
Possible health barriers faced by minority ethnic men, as perceived by the health
professionals, were grouped into two clusters: 1) a ‘services’ cluster (identifying
problems within health services which may be acting as barriers) and 2) a
‘community’ cluster (identifying problems within the community which may acting
as barriers).
1. ‘Services’ cluster
i)

Interpretation/translation issues: as with the community group, this was
the largest single category. Included here were thoughts on more
appropriate communication with communities, as one participant said:
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“If English is not your first language, there are also going to be issues
around communication and access to services. And I think language is
a major issue. [W]hen you get language [you] tend to very easily go
down the road of ‘let’s have more leaflets’ but my sense of working with
communities is that people would rather you talk with them give them
leaflets”.
ii)

Perceived cultural insensitivities: again concern was raised around the
perceived lack of cultural understanding in some of the health care
provision.

iii)

Times and placement of services: mention was made of problems in
health service delivery relating to the times at which these services
were offered as well as the actual spatial placement of the services.
•

With regards to times of services, the following was mentioned:
“… (The) time factor of when services are provided; it’s very
regimented”.
“… A lot of men, a lot of families use the GEM (General Emergency
Medical) service as a GP…because of their…working (hours)”.

•

With regards to placement of services, the following was mentioned:

“‘It is easier…to provide a service from one area, rather than going around
to five or six different areas, particularly when demands from different
groupings is such that they would all want the same type of service
provision. You can’t guarantee that going to spend three hours in
[another]…area and only see[ing] one or two people is cost-effective use
of time, when you could stay in one place and see five, or six, or seven….”
2. ‘Community’ cluster
iv)

Social and economic issues: the participants indicated that there were
social and economic factors that were barriers to access of services.
For example, one participant said, “there are barriers that exist to
health services for everybody. If you are reasonably well-off and
educated then access to services is probably not a great issue. If
you’re not, then there will always be issues…”
Mention was also made of the impact of the social exclusion that some
men faced:
“There are an awful lot of males out there who are housebound or who
rely on family members to provide the services for them. So I think
there may be a very large quite population that are really housebound
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and I don’t know if anybody has identified them or (has been) able to
target those folk”.
v)

Attitudes toward health: as with the community group, concern was
raised about the attitude that men sometimes displayed towards
health. This included a perception that men in the communities often
expected health care providers to resolve all their health issues, and
that because of this there was a tendency for them to abdicate
responsibility for their own health. This was reflected in the following
statements:
“My feeling is there’s an expectation…”
“All I hear (is) “you fix me” rather than “I’m going to show you how you
can help yourself…” and there’s a little bit of trying to break down
that…barrier”.

vi)

Orientation to the system: it was again mentioned that a lack of
orientation to the health system may be a barrier for some men (e.g. “if
you don’t know the services are there, then information is a barrier,
access is a barrier, [not] knowing where to find stuff is a barrier”).
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Orientation to the system

Question 5: Why may they be hesitant to access mainstream or voluntary
sector health services? Can you site any specific examples of negative or
positive experiences?
Several factors related to hesitancy in using health services were cited.
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As with the community group, there were perceived i) ‘service relationship
problems’. It was suggested that issues around confidentiality (“there will always
be issues around confidentiality and trust”) as well as a perceived lack of
community engagement (“so the understanding of how to engage, I think, for
some organisations is not as good as it might be”) negatively affected the service
relationship, making minority ethnic men more hesitant to use services.
Problems relating to a lack of ii) ‘cultural understanding’ (e.g. “…there may be
cultural issues, that I don’t understand, that are barriers”) were mentioned less
frequently.
There was also discussion of iii) ‘asylum seeker and refugee issues,’ particularly
in relation to language/communication:
“From an asylum seeker perspective (there may be)…some difficulties being in a
clinic environment…(Y)ou also have the odd occasion where…(they don’t) want
a particular interpreter to come back; ‘cause maybe there’s just a slight religious
difference or something with that (interpreter, but it makes it)… even more
difficult for them to disclose”.
Again, frustrations around iv) interpretation/translation issues were expressed
(e.g. “[sometimes]…different service interpreters…[are] just clearly not
communicating, they’re not translating…you can tell… [that] the message is not
going across… [because when] you…go back and question again, you don’t get
the right information back…”). It was also mentioned that sometimes there are
subtle (negative) undercurrents between interpreters and patients which may be
a barrier (e.g. “…there’s a subtle undercurrent that you can’t pick up…”).
Furthermore, it was mentioned that health care service providers were
sometimes being supplied with interpreters who had very little understanding
about health issues (e.g. “… [sometimes] we’re working with interpreters who are
not specialists in our own area, health”). All of this could adversely affect
appropriate service delivery and hence could contribute to hesitancy in accessing
services.
There was also discussion of certain v) ‘gender issues’. It was suggested that
men may be hesitant to access services because of the perception that health
care services tended to cater more for women than for men. As one participants
stated, “…the first person you meet when you get into the surgery…is a
woman…and it’s woman’s magazines and things on breast cancer on the wall.
There’s nothing really “men friendly”.
Finally, as with the community group, there was a heterogeneous category of vi)
‘lack of service user capacity’ (which, interestingly, was the largest category).
Included here were:
•

Issues around access to information
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“If there are barriers to access to information, (then they) are not going to
know what’s there and what it does”.
•

Confidence issues
Lack of confidence and embarrassment
examination) were mentioned:

(e.g.

during

urological

“…lack of confidence, embarrassment, and urology issues, might be some
of the reasons why BME men are hesitant to access health services”.
•

Problems in understanding the appointment system
Lack of understanding of the appointment system, and presumably
disillusionment when the men had to wait, was sighted as another factor
contributing to hesitancy:

“When an appointment is made or given for an individual then he might not show
up at that time but may arrive later and just assume that he can be seen straight
away”.
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Question 6: Besides mainstream health services (e.g. NHS) do you know of
any other health services these men may consult (e.g. traditional
practitioners)? Do you think they consider these services to be equivalent
to mainstream services?
All participants indicated an awareness of traditional/alternative sources of health
care advice and service being used by some men in minority ethnic communities.
Of those categories mentioned, consultation of faith communities/practitioners
was the most frequent.
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It is interesting to note that, as with the community group, the use of alternative/
traditional sources were related to education levels, as well as the age of the
users:
“I think it would depend on the age group of the user….”
“…and how educated they are”.
Unlike the community group, however, there was the implication here that the
higher the education levels (and also the younger the age of the men) the less
propensity there would be to use such sources.
Also, the relationship between religion and health, and the fact that some men
would (in certain circumstances) defer their health issues to religious and cultural
institutions rather than mainstream health care services, was discussed:
“Because where faith is central to a community then it has a real role to play and
has a very powerful impact. It must be difficult, if you don’t understand how health
services operate and what’s being said, and you do understand your own
background, culture and religion-it would be very easy, I think, to not question”.
Theme 3: Recommendations for improvement of health services to Minority
Ethnic Men
Question 7: Based on past experiences, both positive and negative, what
suggestions would you make on how health services (both in the
mainstream and voluntary sector) could be changed and improved to better
meet the health needs of minority ethnic men?
As with the community group, the findings with regards to recommendation for
health services were organised into 4 main groups:
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Service provider profile and capacity.
recommendations in the following categories:

This

group

was

composed

•

Gender sensitivity-the recruitment of more male staff to provide
health services for men from minority ethnic communities because
of certain culturally sensitivities around mixed gender consultations
(e.g. one participant said “I think more male health workers should
be employed both by the mainstream and voluntary sector and they
probably will have a better chance of making some input or
identifying the needs of male patients than female workers”).

•

cultural
diversity/cultural
Cultural
diversity
training-more
competency training opportunities for staff (e.g. with regards to
health service provision, one participant said “…there’s got to be
something in cultural understanding” )

1. Service design. This broad group included the following service delivery,
planning, and policy changes:
•

Interpretation/translation
servicesthe
improvement
of
interpreting/translating services, such as through the development
of bilingual capacity (e.g. “I do think there are issues around
communication. The most logical thing to me...is to build bilingual
capacity”). This would include the recruitment of bilingual support
workers who ideally had a background in healthcare because, “we
need trained bi-lingual workers to be effective” (it was suggested
that in some cases un-trained health workers were provided on the
nominal basis; just as long as ‘somebody’s box was ticked’).

•

Screening services- the delivery of appropriate screening services
to men from ethnic minority communities was also mentioned.

•

Access times- more flexible access times, especially with regards to
general practices (e.g. “I think access time[s] for GP practices
would be the first [suggestion]”).

•

Service planning- including more realistic planning cycles (‘‘…[a]
five year plan gives you a degree of scope, a ten year plan gives
you scope but…no one is going to guarantee you money for things
after three years”), greater interaction between services (e.g. more
interaction between different GP practices), more effective
communication with decision makers (“when it comes down to
doing the job we are not getting…information to the people who can
make decisions about supporting us”), and learning more lessons
from instances of good practice (e.g. from the city-wide Wellman
Pilot Service and the work of the Managed Clinic Networks).
Service planning was the largest single category.
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2. Service user capacity: increased capacity of minority ethnic men through
appropriate education:
•

Health education- the provision of appropriate health education for
service users (e.g. one participant mentioned the use of diabetic
teaching aids- “we also…use teaching aids…to support education”).

•

General education- the provision of more general education
opportunities for service users (e.g. one participant spoke about
education that could aim at “…breaking down some of the
barriers…”).

3. Community organisations and networks: greater engagement with
individuals, networks and organisations in the community:
•

Community/voluntary sector organisations- including faith-based
organisations within the community.

•

Community networks- including family networks geared towards
supporting older men within the community.

•

Service user consultation- engaging with the men themselves with
regards to the planning and provision of services (in relation to a
‘needs analysis,’ a participant said “my problem is…are we truly
finding out what people want?… [H]ow much are we asking the
users?”).
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Question 8: Do you think that there are enough services (both in the
mainstream and voluntary sector) to cater for their health needs?
In comparison to the community group, there was a paucity of responses to this
question. By implication this may indicate that some participants felt that,
quantitatively, there were sufficient services (one participant even stated, “I am
not aware of any gaps”)
Some participants did, however, suggest a few quantitative and qualitative
changes in services in the following specific areas:

i) Appropriate referral
•

One participant indicated that while there may be enough services, part of
the problem in service delivery was the fact that some patients weren’t
being appropriately referred through various services:
“I think it’s sometimes not about volume of services…I think process is a
lot of what we need to address better. And that’s around appropriate
referral”.

ii) Language services
•

It was also mentioned that there was an increased need for
translating/interpreting services. For example, it was mentioned that for
some communities (such as Traveller communities) there was sometimes
only “one interpreter for the entire community”.

iii) More community engagement
•

There was also a perceived need for more community engagement,
particularly from service providers in the voluntary sector:
“I think from the voluntary sector there is a broader role. I am quite
surprised by what I see as a lack of development work…”
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Question 9: Which areas of minority ethnic men’s health should be
prioritized in terms of research?
Again, there were fewer suggested topics of research from the professional
group. Interestingly, suggestions for research into chronic diseases were
significantly less frequent than in the community group. Research around
overcoming specific services barriers (through more studies around community
engagement and health promotion) and social issues related to health were the
most prominent areas.
1. Chronic diseases:
•

Cardiovascular diseases- particularly in relation to older age
groups.

•

Diabetes- again, particularly in relation to older age groups.

2. Reproductive health:
•

Sexual problems- specifically referring to erectile dysfunction.

•

Gender selection- it was mentioned that some patients, particularly
would-be fathers, have asked questions about, “gender
selection...they’ve had a lot of daughter(s), but they want a son.
And that can be quite difficult”. By extension, research into
education that would help reduce gender discrimination would be
important.
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3. Mental health & addiction:
•

Depression- again, this referred especially to older age groups
(“some elderly patients are suffering from clinical depression
especially those who are now living on their own, or who have been
widowed”).

•

Substance
cessation.

addiction-

specifically

studies

around

smoking

4. Specific service issues:
•

Community engagement- one participant suggested that
“…(researchers should) engage the people in street. Go into
restaurants, go into take-aways, go into cash and carries and find
out what the men are thinking about”. Another participant said that
there should be more studies geared towards enabling service
providers to develop, “…the right kind of programs that don’t
threaten (the men); (programs that) engage and help to support
(them)”.

•

Health promotion- specifically studies that would aid weight
circumference management, exercise promotion and risk reduction.

5. Social influences on health:
•

Family and youth health- this included investigating the impact that
men’s attitudes to health had on their families (“so there’s
something for me about men understanding their own health, but
[also] understanding health in a much more generic sense, and the
impact of their approach to that in terms of the family”). It was also
mentioned that more studies should be done in relation to younger
minority ethnic men, as a lot of work had already been done with
older groups (“to be honest we’re pretty saturated with information
about diabetes [and] stroke…” ). By extension, this could include
research into social influences on young people’s health.

•

Role-modelling- research into the identification and development of
community role-models (“…if I’m trying to build capacity within the
community then what you look at is where are the gatekeepers,
where are the potential role models”).
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It was also interesting to note that when some of the participants were asked if
they ever encountered a situation where they could not find or could not access
relevant information for a specific clinical problem, it was stated that while they
knew how to access relevant information, the main barrier was time (i.e. “…trying
to take the time to go on the computer to access…’” information was cited as a
difficulty).
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6. DISCUSSION
6.1. Thematic Discussion
Theme 1: The needs of Minority Ethnic Men
When comparing the findings around health needs as perceived by the two
groups, interesting trends emerge. Below is a table highlighting the most frequent
responses to the three questions related to this theme.

Community
Group

Professional
Group

What does ‘good
health’ mean for
minority ethnic
men?
Biomedical concept
(e.g. absence of
disease)

What are the
health needs of
minority ethnic
men?
Needs around
lifestyle (e.g. workrelated stress)

Biomedical concept
(e.g. absence of
disease)

Chronic and mental
illnesses, needs
around lifestyle and
service access
issues (e.g. need to
ensure
confidentiality)

What factors are
preventing their
health needs from
being met?
Service related
factors (e.g.
cultural/language
issues, access
times)
Service related
factors (e.g. staffing
issues,
interpretation/
translation
problems)

Firstly, both groups strongly correlated minority ethnic men’s concept of ‘good
health’ to the biomedical model (viz. an absence of pathology means ‘good
health’). This becomes significant when one considers the evidence regarding
the potentially harmful effect that such a restricted view of health can have (as
elaborated on the literature review)35. Therefore, one of the objectives of health
service providers should be to help these men broaden their concept of health.
This will, in the first instance, require genuine dialogue with these service users
about their concept of health, followed by appropriate education geared towards
broadening the concept of ‘good health’ to encompass emotional and social wellbeing. The contribution of family and community relationships to ‘good health’
should also be explored.
Secondly, both groups suggested that addressing health-related lifestyle
problems were important health needs for minority ethnic men (ranging from
needs for stress reduction to smoking cessation). Furthermore, as outlined in the
literature review, evidence has shown that socio-economic factors (e.g.
unemployment, work stress, etc.) have a significantly adverse effect on the

35

White. A. (2001) How Men Respond to Illness. Men’s Health Journal. 1 (1): 18-19
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mental health of men from ethnic minority communities.36 Hence service delivery
should not only emphasize preventative interventions (e.g. smoking cessation)
but also lifestyle modifications (e.g. stress and time management). Furthermore,
the socio-economic context of men should be taken into account and liaison with
relevant organizations (e.g. Job Centres) should be undertaken were appropriate
as part of a holistic approach to health care.
Thirdly, both groups emphasized health service related factors, above community
factors, as being major contributors to the prevention of health needs being met.
These factors included the brevity of consultation times, the inflexibility of access
times and the perceived lack of cultural sensitivity within health service provision.
Service design changes aimed at better meeting health needs would therefore
have to address each of these areas in turn.
Theme 2: Health barriers faced by Minority Ethnic Men
Below is a table which again highlights the most prominent responses to the
questions in the second theme.
What are the
barriers to health
faced by minority
ethnic men?
Community
Group

Interpretation/
translation issues

Professional
Group

Interpretation/
translation issues

What may make
minority ethnic
men hesitant to
use health
services?
Problems in the
service relationship
(e.g. short
consultations,
insufficient
communication)
Problems in the
service relationship
(e.g. confidentiality/
trust issues)

What alternative/
traditional sources
due these men
access in relation
to their health?
Faith communities/
practitioners

Faith communities/
practitioners

With regards to the question of health barriers, the most frequent response was
expectedly interpretation / translation problems. This not only reflects anecdotal
presumptions, but indeed also empirical evidence. A report by the Scottish
Consumer Council, for example, showed that, across a range of health-related
studies of ethnic minority communities, language / communication difficulties was
one of the most consistently cited barriers.37 It is important to note, however, that
barriers to culturally-appropriate communication extend beyond just the technical
aspects of interpretation/translation. Indeed, as one community participant said,
36

Shields, MA, Wailoo A. Exploring The Determinants Of Unhappiness For Ethnic Minority Men In
Britain. Scottish Journal of Political Economy 49 (4), 445–466.
37
Scottish Consumer Council. Is Anybody Listening?: the user perspective on interpretation and
translation services for minority ethnic communities. 2005
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“the NHS needs to move beyond translation…” This would imply that such
communication would have to take into account cultural subtleties as well as
linguistic needs. The barrier being identified here, then, is perceived lack of
culturally-competent communication in health services.
It is interesting to note that, with regards to the question of what would make
minority ethnic men hesitant to use health services, both groups most frequently
identified problems in the service relationship. This refers specifically to aspects
of the service provider-service user (e.g. doctor-patient) relationship. Findings
point towards a lack of satisfaction with the interpersonal aspects of care (e.g.
one community participant said that “…unfortunately the good family relationship
you had with the doctor in the past is not there anymore,” and one professional
participant conceded that “there will always be issues around confidentiality and
trus”). Cooper-Patrick et al have shown that 1) patient involvement in their health
care is an important part of the service relationship, and 2) minority ethnic
communities experience less participatory-decision making in the consultation
process.38 An important part of service improvement, then, would be the
enhancement of the service relationship through the development of appropriate
models of consultation (e.g. promoting patient participation in decision-making).
Finally, in relation to the question of what alternative / traditional sources of
health are accessed by men from minority ethnic communities, both groups
stressed the importance of faith communities / practitioners. An important
opportunity for partnership may therefore exist here. Specifically, collaboration
with faith-based organisations may help to yield more information with regards to
service user evaluations of health programmes. In the United States, for
example, Dehaven et al have (on the basis of their empirical findings) suggested
that, “by increasing collaboration between health professionals and faith-based
groups, it may be possible to introduce evaluation strategies into programs and to
disseminate the results to a wider audience”. Therefore the development of
relationships between health service providers and faith-based organisations in
minority ethnic communities may open a valuable channel through which
comprehensive health service evaluations could be obtained.
Theme 3: Recommendations for health service improvements
While responses from the two groups to questions in the previous themes tended
to converge, responses to questions in this theme diverged at several point. The
table below once again highlights the most frequent questions in the third theme.

38

Cooper-Patrick L, Gallo JJ, Gonzales JJ, Vu HT, Powe NR, Nelson C, Ford DE. Race, Gender and
Partnership in the Patient-Physician Relationship. Journal of the American Medical Association. 1999. 282:
583-589.
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Community
Group

Professional
Group

What are
recommendations
for the
improvement of
health services to
minority ethnic
men?
Service provider
profile and capacity
(e.g. more minority
ethnic staff, more
cultural diversity
training)
Service design
improvements (e.g.
service planning
changes, flexible
access times)

What would
contribute to there
being enough
health services for
minority ethnic
men?

Which areas of
research should
be prioritized in
relation to
minority ethnic
men’s health?

More older people
services

Chronic diseases
(e.g. cardiovascular
diseases, cancer)

More language
(translation /
interpretation)
services

Social influences of
health (e.g. family
and youth health
issues) and studies
into specific service
areas (e.g. health
promotion)

Firstly, with regards to the request for specific recommendations, different
emphases arose. The community group focused on 1) diversifying staff profile
and 2) developing staff cultural-competency. This correlates with the ‘Missing
Link’ report’s 39 recommendations to 1) have a “targeted publicity and recruitment
campaign to attract new BME workers to the NHS,” and 2) have “better training
by staff to anticipate the needs of different sections of the BME population by
being aware of service preferences”. The professional group place greater
emphasis on service design improvements, specifically 1) clearing lines of
communication between service users, front-line staff and decision makers, and
2) developing more sustainable service programmes. This can possibly be
achieved by 1) increasing community engagement with service users, as well as
more formal dialogue between front-line staff and decision-makers, and 2) having
longer service programme funding cycles.
Secondly, with regards to the question of possible additional services, the
community group suggested that there should be more services to cater for the
needs of older people. This is significant, given the fact that older men from
ethnic minority communities tend to have a higher prevalence of certain chronic
illnesses (for example, cardiovascular disease increases significantly with age in
all minority ethnic groups).40 Furthermore, assumptions have been that older
people in some minority ethnic communities “…always reside within supportive
39

The Missing Link: Black and Ethnic Minority Community Participation in Health. REACH Community
Health Project. 2004.
40
The Information Centre. (2006) Health Survey for England 2004, the health of minority ethnic groups:
Summary of Key Findings.
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extended family networks, hence have little need for a variety of services”. 41 The
development of more community-based geriatric services for minority ethnic men
would therefore be appropriate. The professional group, on the other hand,
suggested that there should be more language (translation / interpretation)
services. However, it can be argued that quantitative increases in these services
should be matched with 1) appropriate training, and 2) assurances around
quality. The previously mentioned Scottish Consumer Council report, for
example, stated that 1) “interpreters and the public sector staff with whom they
will work both need to be trained” (this would include interpreters having a “good
knowledge of the subject in which they are involved’) and 2) “the quality of
existing provision of translating and interpreting services varies considerably with
concerns raised over the effectiveness of current quality assurance measures”. 42
Hence guidelines for the increased provision of professional, culturally
appropriate and quality-assured translation/interpretation services should be a
priority.
Finally, with regards to which research areas in the minority ethnic men’s health
should be prioritized, the community group focused on chronic illnesses. Cancer
was frequently mentioned, which is notable as there is a scarcity of data on
cancer in men from ethnic minority groups.43 Cardiovascular disease was also
recurrently mentioned. Again, this is significant; Ranganathan and Bhopal, for
example, have argued that “…there is a shortage of information from
cardiovascular cohort studies on racial / ethnic minority populations”.44 Hence
emphasis needs to be place on recognizing and filling research gaps in these
and other areas of chronic illness. Areas of research suggested by the
professional group included: 1) studies around the social aspect of health (e.g.
the relationship between minority ethnic men’s health and that of their families)
and 2) specific service related research (e.g. studies highlighting health
promotion needs to minority ethnic men). These recommendations are reflected
in existing research findings as, 1) members of ethnic minority communities in
Glasgow are more likely than the general population to feel isolated from family
and friends45 - therefore further studies on the impact that this lack of social
connectedness could have on the health of men in these communities would be
useful, and 2) studies in the United States have shown that “limited basic health
behaviour information on most ethnic minority groups delay the development of
effective health promotion interventions”46 -investigation into whether such a
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situation exists within the Scottish (and in particular the Glaswegian) context
would therefore be helpful.
6.2. Further Discussion
Whilst the discussion thus far has sought to be comprehensive, by focusing only
on the most commonly occurring responses from the participants it has no doubt
obscured deliberation around a range of other pertinent issues emerging from the
research. Three of these issues will therefore be considered now, i.e. 1) variation
in emphases that arose for different age groups, 2), concerns about vulnerable
groups (specifically older men and asylum seekers and refugees), and 3) the
focus on mainstream as opposed to voluntary services
Age Group Emphases
A trend that emerged from the research was that there was a natural distillation
of health concerns into three broad age groups, i.e. younger men, mid-range
adults and older men. Issues raised in relation to the younger age-range included
substance misuse, for mid-range adults health problems mentioned included
those related to lifestyle and occupation (e.g. work-related stress), and concerns
related to the older age range included the impact of chronic illnesses. Therefore,
while a common service may be provided for minority ethnic men, service
planning needs to accommodate the specific needs of these different age groups
(e.g. over-and-above general health screening, health care providers delivering
preventative services should include: assessment and reduction of substance
misuse for younger men, education on stress management skills for mid-range
adults, and the development of appropriate support mechanisms for older men
living with chronic illnesses).
Vulnerable Group Concerns
Concerns were also raised in relation to in vulnerable groups, particularly 1) men
who were asylum seekers and refugees and 2) older men who were socially
excluded. With regards to asylum seekers and refugees, participants from the
professional group focused on communication barriers that could possibly arise
(e.g. an asylum seeker or refugee being allocated an interpreter with whom they
had religious / cultural differences with, making it difficult for them to disclose).
Participants in the community group, on the other hand, emphasized barriers that
could arise because of legal status issues (e.g. one participant said that some
men “…might not be able to access medical help or any other service because of
the nature of their stay”). Service providers, therefore, should ensure that
appropriate interpretation services are provided in a safe environment and should
also be cognisant of the broader situational issues (e.g. immigration status) that
can have an impact on the health of the individual.
With regards to older men, there was concern raised over the impact of social
disconnectedness. As one participant said, “there are a lot of hidden males that I
don’t see…that are really housebound and I don’t know if anybody has identified
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them or (has been) able to target those folk”. This could not only have an impact
on there physical health but could also result in loneliness and, subsequently,
depression. Service provision, therefore, should focus of ways on ensuring that
these men are reached and included in health-related community activities (e.g.
older people fitness classes).
Mainstream Focus
It is important to note that, in spite of the fact that questions deliberately made
reference to both mainstream and voluntary services, most of the responses and
suggestions were either explicitly or implicitly directed toward mainstream
services. For example, in response to Question 7, while all of the participants
mentioned mainstream service improvements, only 47% made reference to
voluntary sector / community based organisations. Furthermore all of these
references to the voluntary sector were positive, and many recommended more
delivery of services from this sector, either independently or in partnerships with
mainstream organizations. This is not to say that voluntary sector organisations
were above criticism, indeed in response to another question one participant
indicated that voluntary sector organisations needed to have a stronger
community engagement / development emphasis (“I think from the voluntary
sector there is a broader role. I am quite surprised by what I see as a lack of
development work…”). Nevertheless, the findings would suggest that many of the
recommendations for service improvements should focus on mainstream
organisations. Furthermore, it would appear that there is scope for more intersector delivery of health services.
6.3. Limitations
Methodological Limitations
Firstly, whilst the interviews and focus groups provided qualitative data. Although
it can be argued that the scope and nature of the research was such that in-depth
qualitative information was sufficient, the findings would nevertheless have been
strengthened by the use of additional tools (such as questionnaires) that could
have provided supplementary data for quantitative analysis. For example,
obtaining more detailed socio-economic information from participants could have
ultimately led to more layered analysis (adding these dimensions to gender and
ethnicity). An attempt was made to overcome this limitation by collecting relevant
biographical information, including education and employment information, for the
interviews.
Data Collection Limitations
Problems arose in relation to collection of data, primarily because of limited
funding. This not only resulted in recording difficulties because of dated
equipment, but also in data transcription difficulties because professional
transcribers could not be afforded. An obvious resolution of such limitations
would have been the provision of more funding. Nevertheless, the research team
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was confident that the data collected and used was of sufficient quality to allow
for in-depth analysis.
Recruitment Limitations
Difficulties also arose in the recruitment of participants. The initial participant
target had been 40 for the community group and 10 for the professional group.
The actual number of participants was 31 for the community group and 7 for the
professional group. While this allowed for an over-all target success of 76%, it did
result in practical limitations (e.g. for the community group, some of the focus
groups were small in size; and for the professional group, 71% of the participants
came from the same local NHS community health centre). This could have
possibly been overcome through: 1) the provision of incentives for the community
group participants, and 2) greater communication with a wider range of
mainstream organisations for the professional group participants. Nevertheless it
should be stated that: 1) ethical considerations and limited funding made
incentive provision for community participants prohibitive, and 2) a broad range of
mainstream organisations had, in fact, been consulted (for example, a letter
explaining the research project and inviting comments was sent to six of the
Community Health and Care Partnerships in the Greater Glasgow Health Board
Area and several positive responses were received).
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7. RECOMMENDATIONS
On the basis of the findings and discussion, key recommendations can be made
in the following areas: 1) Services, 2) Research and 3) Capacity Building.
7.1. Services
Specific recommendations are:
I. Developing a holistic model of health: Broadening the concept of health
so that it includes the physical, mental, social and economic well-being of
minority ethnic men, as well as increasing awareness of the specific health
needs of men from different age groups and men who are from vulnerable
groups (e.g. older men who are socially excluded, and men who are asylum
seekers and refugees).
II. Addressing communication barriers: Providing more professional, quality
assured language services and also increasing awareness of other cultural
barriers to communication (such as those that may arise from mixed-gender
consultations for certain minority ethnic communities).
III. Enhancing the service relationship: lengthening consultation times, and
promoting the participation of minority ethnic men in decision-making related
to their own health.
IV. Improving service planning: delivering more sustainable and flexible
services that are developed through continuing dialogue between minority
ethnic men, front-line staff delivering service and decision-makers.
V. Utilizing wider networks: identifying and recruiting assistance from
personal (e.g. families) and informal and formal community (e.g. faithbased) networks in the provision of services to minority ethnic men.
VI. Promoting inter-sector collaborations: building relationships between
mainstream and community/voluntary organisations, both in terms of service
provision and service evaluation.
On the basis of these recommendations, a Key Service Output would be a
Minority Ethnic Men’s Health and Well-being Clinic (loosely based on the
successful Wellman Service Model) with the following distinctives:
•

The Clinic would be delivered as a Mainstream-Voluntary Sector
Partnership, accessing relevant resources and linking into statutory
networks (e.g. Managed Clinical Networks) and also formal and informal
third sector networks (e.g. formal voluntary sector networks).
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•

Intervention / prevention, education/support and referral would be based
on a physical, mental, social and economic assessment on the service
user. The Clinic Team would therefore include: a health professional (e.g.
nurse practitioner) a mental health professional (e.g. a community
counsellor) and, in specific cases (especially those involving minority
ethnic men from vulnerable groups) a social care professional.

•

The Clinic team would receive appropriate Cultural Diversity Training
(including community engagement training) as well as specific education
relating to the broad health needs of different age groups (i.e. younger
men, mid-range adults, and older men) and vulnerable groups (e.g.
asylum seekers and refugees).

•

The Clinic would not only have flexible service access times (e.g. afterhours service) but will have substantially long consultations aimed at
enhancing client decision-making participation. Furthermore, the Clinic will
be supported by professional, quality assured language services.

•

Service delivery and evaluation would effectively involve minority ethnic
men and relevant community organisations. The will be reflected in not
only a broadly representative service management committee, but also
through regular service evaluations involving both service and relevant
community organisations.

7. 2. Research
Specific recommendations are:
I. Research on the physical aspects of health: not only more research on
relevant chronic illnesses (e.g. cancers, cardiovascular disease, and
diabetes) but also on lifestyle issues (e.g. smoking, exercise, and dietary
habits of minority ethnic men).
II. Research on the mental aspects of health: not only more research on
relevant illness (e.g. anxiety disorders, depression) but also on exacerbating
factors (e.g. stress, isolation/loneliness).
III. Research on the social factors influencing health: not only the role of
family and cultural (e.g. religious) community networks, but also the specific
health-related needs vulnerable groups such as socially-excluded older men
and those who are asylum seekers and refugees.
IV. Research on the economic factors influencing health: not only the role
of occupational stresses, but also the specific health related impacts of
poverty and unemployment.
V. Research outcomes that enhance service provision: accumulating
easily accessible evidence that could, for example, improve service
relationships, enhance service planning, help address communication
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difficulties and assist in health promotion strategies relevant to minority
ethnic men.
VI. Research outcomes that enhance community strategies: accumulating
easily accessible information that could, for example, improve engagement
with minority ethnic men, help identify relevant community networks, and
increase efficacy of inter-sector collaborations.
On the basis of these recommendations, a Key Research Output would be a
Minority Ethnic Men’s Health Research Unit:
•

The Unit would be developed as an Academic-Voluntary Sector
partnership, linking into the resources and networks of an existing
academic institution, as well as the formal and informal third sector
networks.

•

The Unit would be staffed by health and social science researchers from
the partnering academic institution(s) and voluntary sector organisation(s).

•

The Unit could undertake epidemiological research on physical and mental
illnesses amongst minority ethnic men as well as quantitative and
qualitative studies on social and economic factors impacting on the health
of this group. Special interest areas could include the specific health
needs of minority ethnic men of different age groups, as well as those for
men from vulnerable groups (e.g. socially excluded older men, asylum
seekers and refugees).

•

The Unit’s research findings would provide evidence for enhancing both
service provision (providing robust evidence for service designers as well
as rapidly accessible information for service providers) and community
strategies (providing information for the enhancement of community
engagement and partnership initiatives) relevant to the health needs of
minority ethnic men.

•

The Unit could, in the first instance, focus on developing an evidence base
for minority ethnic men from Glasgow, but could eventually extend its remit
to cover the whole of Scotland.

7.3. Capacity Building
Specific recommendations are:
I. Training in cultural sensitivity: developing a comprehensive knowledge of
a wide range of cultural issues relevant to the health of minority ethnic men.
II. Training on the holistic model of health: broadening the awareness of
health to include physical, mental, social and economic factors related to the
well-being of minority ethnic men.
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III. Training on the needs of specific groups: developing knowledge of
different age groups as well as vulnerable groups (especially older men and
asylum seeker and refugees).
IV. Training to enhance service provision planning: augmenting the
capacity to design services that are evidence-based and that are developed
through consultation with minority ethnic men, front-line staff and decision
makers.
V. Training to enhance community strategies: augmenting the capacity to
engage with minority ethnic men, the capability to identify formal and
informal community organisations and networks, and the ability to develop
inter-sector community-based partnerships.
On the basis of these recommendations, a Key Capacity Building Output would
be a Minority Ethnic Men’s Health Professional Training Course:
•

The Course would be developed through a Mainstream-AcademicVoluntary Sector partnership, accessing resources and expertise from all
three domains.

•

The Course would be designed and conducted by staff, primarily from the
voluntary sector (but supported by academic and mainstream personnel)
who have substantial knowledge of, and experience in working to address,
the health needs of minority ethnic men.

•

The Course curriculum could include:
o Understanding the holistic model of health: encompassing the
physical, mental, social and economic spectrum of the health and
well-being of minority ethnic men, particularly those living in
Glasgow.
o Understanding the health needs of specific groups: such as
different age groups (i.e. younger men, mid-range adults, and older
men) as well as vulnerable groups (e.g. socially excluded older men
and asylum seekers and refugees).
o Designing and delivering health services to minority ethnic men:
ranging from the project management cycle through to effective
service user involvement.
o Developing effective community strategies: developing skills in
community engagement and inter-sector community-based
partnership building.
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•

The Course would be informed by the research produced by the Minority
Ethnic Men’s Health Research Unit and would be delivered as part of the
training for staff from the Minority Ethnic Men’s Health and Well-being
Clinic. It could also be offered as Continued Professional Development for
health and social care providers delivering services to minority ethnic men,
as well as a course work component for those undergoing formal
academic education (certificates, diplomas, and degrees).
Diagram showing recommendations and possible outputs

I.
II.
III.
IV.
V.
VI.

Service Recommendations
Developing a holistic model of health
Addressing communication barriers
Enhancing the service relationship
Improving service planning
Utilizing wider networks
Promoting inter-sector collaborations

Research Recommendations
Researching physical aspects of health
Researching mental aspects of health
Researching social factors influencing health
Researching economic factors influencing
health
V. Research outcomes that enhance service
provision
VI. Research outcomes that enhance community
strategies

Service Output
Minority Ethnic Men’s
Health and Wellbeing Clinic

I.
II.
III.
IV.

I.
II.
III.
IV.
V.

Capacity Building Recommendations
Training in culturally sensitivity
Training on the holistic model of health
Training on the needs of specific groups
Training to enhance service provision planning
Training to enhance community strategies

Research Output
Minority Ethnic Men’s
Health Research Unit

Capacity Building Output
Minority Ethnic Men’s
Professional Training Course

71

CONCLUSION

72

8. CONCLUSION
This research has attempted to develop a picture of minority ethnic men’s health
in Glasgow. In doing so, it has scanned current service delivery, engaged with
some of the available literature and considered responses from minority ethnic
men themselves as well as those responsible for helping in their health care. It
has gone on to make a few recommendations for improvement of health
provision to minority ethnic men, specifically in the areas of service delivery,
targeted research and capacity building for service providers. Whilst it is
undoubtedly imperfect in many ways, this report has nevertheless attempted to
keep sight of the underlying imperative of social justice, and the consequent ideal
of delivering equitable services to all people, including these (disadvantaged)
men.
In conclusion, it may be circumspect to consider one last important fact; that the
successful implementation any of the recommendations emerging from this
report will be commensurate with the commitment to sustainable delivery. As the
‘Kush Dil’ report reminds us:
“The temporal aspect of project work inevitably places pressure to realise
objectives within a given time period…This remains at odds with…community
development approaches that demand time to build trust and foster good
relationships”. 47
What is needed, then, is a commitment to bridging the gap between the public
sector, the voluntary sector and the community itself so that there can be a
collective and sustained effort to improve the health of minority ethnic men living
in the city of Glasgow.

47

NHS Lothian (2004) Kush Dil, Report from the South Asian Heart Project.
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