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The health of 'Asians' in Britain
HARPREET S. KOHLI

INTRODUCfION
'Asians' have probably been in Britain in small numbers
since the late seventeenth century. 1 Large-scale migration
by 'Asians' and by migrants from other New Common-
wealth countries such as Hong Kong and the West Indies
to Britain has been, essentially, a post-World War II
phenomenon, when Britain had a shortage of labour.

The migration of 'Asians' to Britain presents new issues
and opportunities for health workers, and this brief
review indicates some areas of interest and problems in
the health and health care of 'Asians' in Britain, and is by
no means exhaustive.

DEFINITIONS
In Britain, 'Asians' or 'South Asians' are usually defined
as people from the Indian subcontinent. Although 'Asian'
is a convenient term, it is imprecise since it includes
people of different religions, cultures, customs, diets and
geographic origins.2 The fact that 'Asians' are a
heterogeneous group is not universally appreciated by
doctors or health researchers in Britain. The term 'Asian'
will be used in this article, but its limitations should be
understood.

The Shorter Oxford English Dictionaryr defines ethnic
as 'pertaining to nations not Christian or Jewish; Gentile;

Greater Glasgow Health Board, 225 Bath Street, Glasgow,
Scotland, UK

heathen, pagan', but in this article we follow Donovan's
definition+ "'Minority", "ethnic" or "ethnic minority"
group-any group of people who share a cultural heritage,
are not part of the majority and may experience varying
degrees of discrimination.' For this article 'whites' are
defined as those comprising the majority group in Britain.
There are also 'white' minorities in Britain such as its
Irish, Polish and Jewish communities, who have been
there for longer periods but, unlike the' Asian' community,
do not face the same problems of racial discrimination and
prejudice.

MIGRATION TO BRITAIN
The 1950s through the 1970s saw large-scale migration to
Britain from the Indian subcontinent, and, subsequently,
the advent of specific legislation to limit the numbers of
these migrants. In the late 1960s and early 1970sthere was
another influx of 'Asians' from East Africa (Table 1).

Initially the 'Asian' migrants from the subcontinent
worked, in the main, in the lowest paid, hardest and dir-
tiest jobs.s In Glasgow, most' Asians' came from East and
West Punjab," Some came in response to an advertisement
for labour in the city's transport system.

DEFINING THE 'ASIAN' POPULATION
In 1971, the census had a question on 'parents' country of
birth' in addition to 'own country of birth' which allowed
a calculation of the numbers of 'Asians' , but there was no

TABLE I. Summary of migration of the main' Asian' groups to Britain and their characteristics

Periods Country Languages spoken Religion Location(s)

1950sand Pakistan Punjabi and Urdu Muslim London
1960s West Punjab and W.Midlands

Kashmir W. Yorkshire

India Punjabi Sikh,Hindu W.London
East Punjab W. ~tidlands

Lancashire

Gujarat Gujarati and Kutchi Hindu, Muslim N. London
Leicester

1960sand Bangladesh Bengali Muslim E.London
1970s Sylhet and Dacca
Late 1960s East Atria I Punjabi Sikh, Hindu W.London
and early Uganda W.Midlands
1970s Kenya N. and S. London

Tanzania Gujarati Hindu, Muslim and Leicester
Malawi Jain
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direct question on ethnicity.? Increasingly, the use of
'country of birth' will not be a reliable proxy for ethnicity
because an increasing proportion of 'Asian' children will
be born in Britain. Currently, 'Asians' are estimated to
form 2.3 per cent of the population (1.225 million out of a
total of 54.035 million) whilst, altogether, ethnic
minorities form an estimated 3.6 per cent of the British
population.s First and second names have been used to
identify 'Asians' in health studies in Britain, but there are
limitations to this method, such as the exclusion of
Christian Indians. Nevertheless, this technique has been
validated? and shown to have a high degree of reliability,
particularly if both first and second names are used.

MIGRATION AND HEALTH
Differences in rates of various diseases among migrant
populations are to be expected when migrant groups
come from countries in which disease patterns differ from
those in the host country, or when migrants represent a
highly selected segment of the population from which
they have migrated. However, the process of migration
itself involves crisis and change-s-change in environment,
change in behaviour, and even' change in smoking and
drinking habits. \0

Thus, migration causes a discontinuity in the life of
'Asian' migrants to Britain, as revealed by the research
done among 'Asians' in examining their morbidity and
mortality compared to the 'white' population. However,
race and ethnicity are themselves relevant social deter-
minants of individual and community health and this is
evident in ways in which communities promote health and
prevent disease. As Cooper says,'! 'In virtually every
multi-racial society consistent patterns of different
mortality [between races] have been described.'

The Black Reportu summarized the social and
economic factors in relation to health in Britain. It
concluded that a materialist/structuralist model best
explained the observed differences in the health, and use
of health care facilities between different socio-economic
groups. However the Report failed to explore, in any
depth, the question of race and ethnicity in relation to
health.

In relation to the availability and use of health care
facilities, it is suggested that the 'Inverse Care Law'
promulgated by Tudor Hart in the 1970s13 may well apply
to some 'Asian' communities in Britain today.

HEALTH PROBLEMS
There has been much interest in the health of 'Asians',
and although many differences and similarities with the
'white' group are reported, it is instructive to note that the
all-causes Standardized Mortality Ratios (SMR) for
immigrants to England and Wales aged 20 years or more
from the Indian subcontinent was calculated to be 98 for
males and 106 for femalest- for the period 1970-8.

Donaldson and Taylor» identified 'Asians' and non-
Asians by name, using Hospital Activity Analysis (HAA)
data. The results showed that 'Asians' in certain age-
groups were more likely to be diagnosed as having
asthma; leukaemia; diabetes mellitus; blood, thyroid and
eye disorders. Certain heart diseases, spontaneous and
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other abortions (except therapeutic abortion) and the
excess of tuberculosis was confirmed. They advocated
exploration of these differences in relation to service
planning and aetiological inquiry.

Balarajan et al.w studied causes of death amongst
immigrants to England and Wales from the Indian sub-
continent and calculated Proportional Mortality Ratios
(PMR) for the years 1975-7. They found an increased
PMR for 'Asians' with regard to infective and parasitic
diseases; endocrine disorders (especially diabetes
mellitus); circulatory diseases (especially ischaemic heart
disease and cerebrovascular disease in males); and diges-
tive tract diseases (especially liver cirrhosis). A decreased
PMR was found for malignant neoplasms (especially lung
cancer) with a high to low gradient from Muslims to
Hindus to Sikhs. Ischaemic heart disease was highest
among Muslims, cerebrovascular disease and cirrhosis
amongst Punjabi males and diabetes amongst Gujaratis.

Cruickshank et al. 17 using HAA data for the years 1974--8,
with 'country of birth' as a proxy for ethnicity, calculated
PMR for 'Asian' men aged 3~59, and using 'whites' as
standard, they found that 'Asian' had PMRs above 100
for diabetes and below 100 for stroke.

Balarajan and Yuen18 analysed General Household
Survey (GHS) data on smoking and drinking habits of
migrants to England for the years 1978 and 1980. Using
those 'born on the Indian subcontinent' as a unit of
analysis, they found that both men and women were the
least likely to smoke or drink. Interestingly, they did not
question the use of 'born on the Indian subcontinent' as
the unit of analysis, since there is evidence that sub-
groups among British' Asians' such as Muslim men smoke
and Sikh men drink in greater numbers than is recognized.

Considerable interest has also been shown in the use of
traditional Asian medicine in Britain.t? and the inter-
relationship between traditional Asian and Western
medicine.w The importance oftraditional Asian medicine
to 'Asians' in Britain has probably beeen overestimated,
but it has highlighted at least certain health hazards such
as the danger of lead poisoning from 'surma' (kohl). The
varied 'Asian' diet has brought to attention one pharrnaco-
active substance of clinical importance-the vegetable
'karela' (Mormordica charantia) which has hypo-
glycaemic activity, and was noted because of its use
amongst Asian diabetics.a

NUTRITIONAL RICKETS
Rickets in 'Asian' adolescents was first described in
Britain in 1962 in a study of Pakistani families in Glasgow. 22

Rickets occurs during periods of rapid growth and other
times when the requirement for vitamin D is increased. It
has been described in the following 'Asian' groups: the
newborn, young children, and adolescents.u Further-
more, osteomalacia has been described among 'Asian'
women. The reasons for vitamin D deficiency include
inadequate exposure to sunlight, vegetarian diets, the use
of cow milk for feeding infants, and maternal deficiency
during pregnancy and lactation.a

The Greater Glasgow Health Board launched its cam-
paign against rickets in 'Asian' children in 1979 by issuing
free vitamin D supplements. Subsequent evaluation of
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the programme showed its effectiveness.e In 1981 the
national 'Stop Rickets' campaign was started to educate
and inform the 'Asian' community and health workers.

CORONARY HEART DISEASE
Various studies have underlined the fact that 'Asians'
appear to have an increased prevalence of coronary heart
disease (CHD) in very many different countries. As the
recent Coronary Prevention Group (CPG) reporte
pointed out, CHD is more prevalent in the 'Asian'
community in Britain and noted that'. . .they (cholesterol
and diet fat, smoking and hypertension) fail to explain the
additionally high rate in the studies so far conducted.' The
study of factors other than the classic CHD risk factors
have been relatively neglected.s? and the CPG report
speculates on the effects felt by 'Asians' due to
migration, socio-cultural and psychosocial factors.

In a study in Birmingham, Lowry and his colleaguesa
found that more 'Asians' were refused coronary artery
surgery because of the increased severity of their disease,
but they also note the presence of proportionally more
lower class patients amongst 'Asians', and CHD is well
known to be linked to social c1ass.29

A Lancet editorials' noted that despite the cultural and
geographical diversity of about 11million Indians overseas,
they have an increased prevalence of CHD compared to
their compatriots of other ethnic origins. The editorial
ends by stating that Britain with its large 'Asian' popula-
tion '. . .is well placed to undertake further research in
this field.'

MATERNAL AND CHILD HEALTH
Blacku reviewed distinctive problems of 'Asians' with
regard to their high perinatal mortality rate (PNMR).
Despite the fact that mothers of Indian origin are low risk
in terms of age and parity, they had the highest stillbirth
and PNMR32 in one study. Mothers of Pakistani origin
had lower rates than the mothers of Indian origin, although
a higher proportion were over 35, and 55 per cent of
marriages were between first cousins.

Another study33 has shown a higher congenital abnor-
mality rate for mothers of Indian origin (14.2 per 10(0),
compared to mothers of Pakistani origin (12.2 per 10(0),
and 'white' mothers (8.5 per 10(0). The authors suggest
environmental, dietary and genetic factors for these
differences. The higher incidence of notified congenital
rubella among Asian births has been ascribed to increased
susceptibility of 'Asian' mothers caused by the lack of
immunization, and an under-diagnosis during pregnancy
with consequent failure to terminate.> Other aspects of
'Asian' women's health that have been investigated
include the diet of pregnant 'Asian' women35.36 which
noted that there may be nutritional stress among 'Asian'
women during pregnancy, but they also had a lower risk
of developing hypertension during pregnancy.

In Tower Hamlets in East London, mothers of
Bangladeshi origin were found to have a poor understand-
ing of health services for their children.v Furthermore,
these mothers had poor education, lived in bad housing
conditions (dampness, poor sanitary facilities), and were,
in general, confined to the house. As a result of these and
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other problems, such as inability to speak English, various
programmes have been developed for 'Asian' women.»
but there has been little evaluation of these services.

MENTAL HEALTH
Migration, as noted earlier, brings with it a cultural
change (with complex adjustment, adaptation and coping
mechanisms), but it is often difficult to separate its effects
on health from social disorganization and disintegration
which so often accompany such changes. to A Community
Relations Commission report» outlined the stresses faced
by minorities in Britain and some problems encountered
in the mental health field. These include diagnosis and the
presentation of illness, language and communication
problems, and cultural differences. .

Less cases of attempted suicide have been reported
among 'Asians' than among whites.w but 'Asian' females
had higher suicide rates than reported from India.
Carpenter and Brockington-! have highlighted the
increased first admission rate of 'Asian' women to
psychiatric wards in Manchester, and that' Asians' tend to
suffer from (or rather be diagnosed as having) paranoid
psychoses rather than schizophrenia. They say (of
'Asians') that '. . . it is bound to raise the question
whether social and lingual isolation, insecurity and the
attitudes of the milieu are the explanations for the
developments of persecutory delusions.'

CONCLUSION
Researchers in Britain have tended to concentrate on
certain' Asian' groups such as pregnant women and young
children, whilst some other groups, for example, 'Asian'
adolescents are yet to be studied.

Similarly, more studies have been conducted on areas
which show marked differences between groups. An
example of this is although' Asians' may be much more
likely to contract tuberculosis, a major cause of death
among 'Asians' is CHD whilst the largest single cause of
cancer deaths among 'Asian' men is lung cancer. Oddly,
health education materials about CHD and smoking
targeted at 'Asians' in Britain are, almost singularly,
lacking (R. S. Bhopal, personal communication).

This paper has not atterrpted to cover all aspects of this
wide and growing subject. Rather it has tried to raise some
of the more important issues with regard to 'Asians' in
Britain today. Research in these areas offer immense
opportunities for epidemiological studies, for evaluation
of services, and for learning from other cultures. These
are opportunities too important to miss.

ACKNOWLEDGEMENTS
My thanks to two colleagues in Glasgow, Dr Rafiq
Gardee, Community Medicine Specialist, and Dr Raj
Bhopal, Lecturer in Community Medicine, for their
valued comments and help.

REFERENCES
1 Visram R. Ayahs, lascars and princes-The story of Indians in

Britain 1700-1947. Pluto Press, London, 1986.
2 Shaunak S. Lakhani S R. Abraham R. Maxwell J D. (letter). Br

Med 11986; 193: 1169.



30

3 Shorter Oxford English Dictionary. Oxford University Press,
Oxford,1983.

4 Donovan J L. Ethnicity and health: a research review. Sac Sci Med
1984; 19: 663-70.

5 Sivanand an A. Race, class and the state: the black experience. Race
and Class 1976; 17: 347~.

6 Scottish Immigrant Labour Council. Working together. Glasgow,
1976.

7 Marmot M G, Adelstein A M, Bulusu L. Immigrant mortality in
England and Wales 197(}"1978.Studies on Medical and Population
Subjects No. 47, 1984

8 Social Trends (15). OPCS, London, 1985.
9 Nicoll A, Bassett K and Ulijaszek S J. What's in a name? Accuracy

of using surnames and forenames in ascribing Asian ethnic identity
in English populations. J Epidemiol Community Health 1986; 40:
364-8.

10 Kark S L. Epidemiology and community medicine. Appleton
Century-Crofts, New York, 1974.

11 Rathwell T, Phillips D. Health, race and ethnicit». Croom-Helm,
London, 1986.

12 Townsend P, Davidson N. Inequalities in health-the Black Report.
Penguin, Harmondsworth, 1980.

13 Tudor Hart J. The inverse care law. Lancet, 1971; I: 405-12.
14 Marmot M G, Adelstein A M, Bulusu L. Immigrant mortality in

England and Wales 197(}"1978.Studies on Medical and Population
Subjects No. 47.1984.

15 Donaldson L J, Taylor J B. Patterns of Asian and non-Asian
morbidity in hospitals. Br Med J 1983, 286: 949-51.

16 Balarajan R, Bulusu L, Adelstein A M, Shukla V. Patterns of
mortality among migrants to England and Wales from the Indian
sub-continent. Br Med J 1984; 289: 1185-7.

17 Cruickshank J K, Beevers D G, Osbourne V L Haynes R A.
Corlett J C R, Selby S. Heart attack. stroke. diabetes and hyperten-
sion in West Indians. Asians and whites in Birmingham, England.
Br Med 11980; 281: l1OS.

18 Balarajan R. Yuen P. British smoking and drinking habits: varia-
tions by country of birth. C.Jmmunity Med 1986; 8: 237-9.

19 Aslam M, Healy M A. Asian medicine. Update 1983; 27: 1043-8.
20 Bhopal R S. The inter-relationship offolk, traditional and Western

medicine within an Asian community in Britain. Soc Sci 1986; 22:
99-105.

21 Aslam M, Stockley I H (letter). Interaction between curry ingre-
dient (karela) and drug (chlorpropamide). Lancet, 1979; I: 607.

22 Dunnigan M G, Paton J P J, Haase S, McNicol G W, Gardner
M D, Smith C M. Late rickets and osteomalacia in the Pakistani
community in Glasgow. Scott Med J 1962;7: 159-67.

23 Department of Health and Social Security. Rickets and
Osteomalacia. HMSO, London, 1980.

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL I JAN/FEB 19K!!

24 Black J. Asian families II: conditions that may be found in the chil-
dren. Br Med J 1985; 290: 83(}..3.

25 Dunnigan M G, Glekin B M, Henderson J B, McIntosh W B,
Sumner D. Sutherland G R. Prevention of rickets in Asian chil-
dren: assessment of the Glasgow campaign. Br Med J 1985; 291:
239-42.

26 Coronary Prevention Group. Coronary heart disease and Asians in
Britain (Report for the Confederation of Indian Organisations).
CPG. London. 1986.

27 Marmot M. Winklestein W. Epidemiologic observations on inter-
vention trials for the prevention of Coronary Heart Disease. Am J
Epidemio/1975; 101: 177-81.

28 Lowry P J. Glover D R. Mace P J E. Littler W A. Coronary artery
disease in Asians in Birmingham. Br Heart J 1984; 52: 61(}"13.

29 Rose G. Marmot MG. Social class and Coronary Heart Disease.
BrHeartJI981;45: 13-19.

30 An editorial. Coronary heart disease in Indians overseas. Lancet
1986; I: 1307-8.

31 Black J A. NHS thik hai? Br Med J 1984; 289: 1558.
32 Terry P B. Condie R G, Settatree R S. Analysis of ethnic differ-

ences in perinatal statistics. Br Med J 1980; 281: 1307-8.
33 Terry P B. Condie R G. Mathew PM. Bissenden J G. Ethnic

differences in the distribution of congenital malformations.
Postgrad Med J 1983; 59: 657-8.

34 Miller E. Nicoll A. Rousseau S A. Sequeira P J L, Hambling M H.
Smithells R W. Holzel H. Congenital rubella in babies of south
Asian women in England and Wales: an excess and its causes. 8r
Med J 1987; 294: 737-9.

35 Eaton PM. Wharton P A. Wharton B A. Nutrient intake of
pregnant Asian women at Sorrento Maternity Hospital.
Birmingham. Br J Nutr 1984; 52: 457~.

36 Wharton P A. Eaton P M. Wharton B A. Subethnic variations in
the diet of Moslem. Sikh and Hindu pregnant women at Sorrento
Maternity Hospital. Birmingham. 8r J Nutr 1984; 52: 469-76.

37 Watson E. Health of infants and use of health services by mothers
of different ethnic groups in East London. Community Med 1984;6:
127-35.

38 Winkler F. Yung J. Advising Asian mothers. Health Soc Serv J
1981; 91: 1244-5.

39 Community Relations Commission. Aspects of mental health in a
multi-racial society. Community Relations Commission. London.
1976.

40 Burke A W. Attempted suicide among Asian immigrants in
Birmingham. Br J Psychiatry 1976; 128: 528-33.

41 Carpenter L. Brockington I F. A study of mental illness in Asians.
West Indians and Africans living in Manchester. Br J Psychiatry
1980; 137: 201-5.


