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About the Human City Institute

The Human City Institute (HCI) is an independent and charitable ‘think tank’ undertaking

research into ‘human city’ issues. This involves identifying barriers to the creation of more

‘human cities’ generally but with specific regard to the nature of social and economic

exclusion and how they are interwoven with policy development generally and with faith

and BME groups specifically.

HCI also seeks to map how community cohesion can be improved through improved,

localised service delivery and via social investment and enterprise approaches. In short, the

HCI investigates urban exclusion and promotes solutions to enhance the futures of the most

disadvantaged groups in our complex and diverse cities. Key policy areas of focus are

housing, health, the environment and community development.

HCI is currently developing a future vision for its work built upon a thematic research

programme that incorporates six key themes. These six themes not only relate to current and

likely future policy concerns, but also have their roots in the historic work of HCI:

● Creating the Human City ~ covering primarily the policy areas of housing, health, and

community development.

● Faith, Ethnicity & Exclusion ~ including the geography of faith and BME groups and

their relative social and economic exclusion.

● Urban Social Investment, Enterprise & Innovation ~ covering the role of social

investment approaches and development of innovative, social enterprises within

communities to alleviate poverty and disadvantage.

● Chronicling Human City Community Projects & Approaches ~ incorporating

longitudinal and case studies of human neighbourhood projects and approaches.

● Sustainable Human Environments ~ build around studies of how local human

environments can be made more sustainable in relation to the wider world.

● Human City Index ~ constructed around data that enables measurement of such

concepts as community well-being and individual ‘happiness’.
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FOREWORD

Ranjit Sondhi CBE

Chair of the Heart of Birmingham Teaching Primary Care Trust

& Board Member of the Tenant Services Authority

Inequalities in health

who believe that the circumstances into which we are born should

not determine our destiny, including how long we live and the

incidence of illness we experience. Although this concern goes

back decades, the Ache

reports and policy papers, and the Marmot Review 2010

of the National Audit Office

health and how, perhaps, their eradication is beyond the

It is no coincidence that we use the word ‘poorly’ as a commonplace substitute for ‘ill’. Being

poor kills; it shortens life, heightens morbidity and lowers quality of life. Where we are born is

still the major indicator of how w

report shows, ‘Place’ is very important. The report goes on to show how a range of place

based indicators - poor and overcrowded housing, population density, polluted air,

environmental obsolescen

unemployment, relatively low esteem and access to appropriate health services

Birmingham’s inner city communities disproportionately; although not exclusively so.

Since these inner city areas are where the majority of Birmingham’s Asian communities are

located it is unsurprising to find that Asian communities experience inequalities in health

outcomes as measured by life expectancy and incidence of illness. BME communities in

general tend to be disadvantaged in relation to health beyond explanations grounded in

heredity or lifestyle, although poorer White communities are equally disadvantaged, pointing

to socio-economic circumstances being the arena in which inequalities in health must be

challenged. There is now a large body of research showing that inequality is bad for

More equal societies are healthier and eradication of poverty benefits us all; not least in the

potential of stabilising need f

challenges - a worsening of inequalities, reductions in services and budgets

social housing and regeneration budgets

inequalities in health.

What is needed is a recalibration of how we

acknowledge how inequality is constructed and persists. In this context, public health

incorporating wider solutions

education, training and employment, an

within a broader strategy to tackle
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Inequalities in health have been high on the agenda of those of us

who believe that the circumstances into which we are born should

not determine our destiny, including how long we live and the

incidence of illness we experience. Although this concern goes

back decades, the Acheson Review in 1998, subsequent reviews,

reports and policy papers, and the Marmot Review 2010

Office, also in 2010, have underscored the persistence

health and how, perhaps, their eradication is beyond the NHS working in isolation.

It is no coincidence that we use the word ‘poorly’ as a commonplace substitute for ‘ill’. Being

, heightens morbidity and lowers quality of life. Where we are born is

still the major indicator of how we do in life and how healthy we are. As the ‘Unequal Lives’

report shows, ‘Place’ is very important. The report goes on to show how a range of place

poor and overcrowded housing, population density, polluted air,

environmental obsolescence, low incomes, reliance upon welfare benefits, high

unemployment, relatively low esteem and access to appropriate health services

Birmingham’s inner city communities disproportionately; although not exclusively so.

as are where the majority of Birmingham’s Asian communities are

located it is unsurprising to find that Asian communities experience inequalities in health

outcomes as measured by life expectancy and incidence of illness. BME communities in

be disadvantaged in relation to health beyond explanations grounded in

heredity or lifestyle, although poorer White communities are equally disadvantaged, pointing

economic circumstances being the arena in which inequalities in health must be

llenged. There is now a large body of research showing that inequality is bad for

More equal societies are healthier and eradication of poverty benefits us all; not least in the

potential of stabilising need for NHS services. Yet the ‘Age of Austerity’ presents si

ing of inequalities, reductions in services and budgets

social housing and regeneration budgets - that could make a contribution to reducing

calibration of how we tackle inequalities in health. We must

how inequality is constructed and persists. In this context, public health

incorporating wider solutions - improving housing conditions, community facilities, access to

ining and employment, and a concerted effort - are where our solutions lie

der strategy to tackle the UK’s unequal society and economy
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have underscored the persistence of inequalities in

NHS working in isolation.
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outcomes as measured by life expectancy and incidence of illness. BME communities in

be disadvantaged in relation to health beyond explanations grounded in
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economic circumstances being the arena in which inequalities in health must be

llenged. There is now a large body of research showing that inequality is bad for all of us.
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improving housing conditions, community facilities, access to
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SUMMARY

● Inequality is a major issue for all of us. The body of research evidence points to more

equal societies being better for everyone. Inequalities in health outcomes between

the most affluent and disadvantaged communities are longstanding, deep-seated

and have proved difficult to eradicate by health interventions alone. The causes of

health inequalities are rooted in broader inequalities, as well as lifestyle choices and

inequitable access to health care services. To a significant extent, health inequalities

have social determinants; mainly socio-economic status, housing and living conditions,

and quality of the environment.

● Health inequalities have an ethnic dimension. BME communities and certain faith

groups generally are in worse health than the population overall even though patterns

vary. BME communities tend to have lower life expectancy and higher morbidity rates

beyond lifestyle explanations. Asian communities have lower life expectancies

(especially Pakistani and Bangladeshi men). This is more pronounced in Birmingham

than the nationally. Pakistani and Bangladeshi communities report the poorest health.

Coronary Heart Disease and incidence of Type II Diabetes are much higher than

national norms.

● Old age and the number of younger children in a population are two determinants of

demand for health services. Birmingham’s Asian communities are ‘younger’ than the

norm and there is a greater likelihood of the predominance of families with children

and extended households. Average household size is much larger than the

Birmingham norm too, which contributes to high densities and overcrowding, which in

turn are associated with poorer heath.

● BME populations, particularly Asian communities, are concentrated in Birmingham’s

inner city surrounding the retail core. These are some of the most deprived

neighbourhoods; not only in Birmingham but in England. They have concentrations of

poorer, older housing associated with fuel poverty and overcrowding, higher than

average unemployment, low incomes and benefit dependency, lower grade built

environments, and poorer air quality. Some of these problems - particularly housing

problems, unemployment and low incomes - are likely to intensify given the changes

announced in the Comprehensive Spending Review.

● Nationally, there are persistent issues around access to primary care services in

disadvantaged areas, including Birmingham, with some areas ‘under-doctored’ and

with perhaps a lack of appropriate services for the Asian communities clustered in

these areas. While there appear to be no geographical issues generally with access to

primary care services in Birmingham, mapping of GP surgeries shows some disparity

with location in relation to potentially high demand areas.
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1.

Introduction

Over the last ten years or so, strategies to tackle inequalities in health associated with specific

needs and demographic or socio-economic groups has gained ground within the context of

a much-expanded National Health Service (NHS) and within wider policy terrains; particularly

in relation to geographically-identified multiple deprivation, social housing provision and

public service delivery and local agreements on management and delivery of community

services. Health remains close to the top of the political agenda even after a change in

government and despite the immense shadow of the credit crunch and looming ‘Age of

Austerity’. All political parties are committed to continuing, albeit slowing, increases in health

funding. Despite this commitment, significant health inequalities exist and are likely to

continue within the context of stubborn area-based deprivation, widening social inequality,

and dwindling investment in housing and communities. This report seeks to illuminate some of

the debates around health inequalities with particular regard to ethnicity and specifically

relating to Birmingham’s Asian communities.

Research Aims

The starting point for the report is to map a range of data that have been shown to be

associated with inequalities in health. Even though the report touches upon actual variations

in health outcomes between Birmingham’s Asian communities and other identifiable ethnic

and faith groups, the key concern is to explore associations between the geographical

locations of Birmingham’s Asian communities and:

● housing tenure, quality and conditions;

● the relative vigour of local economies;

● the impact of the living and built environments;

● geographical access to primary care services in the city.

Conclusions from the story told by the mapping exercise are tentatively drawn within the

context of wider research into health inequalities and their socio-economic determinants.

Data are often only available from sources that might now be considered dated (for

example the Census) although a survey carried out by HCI in partnership with the Enterprising

Communities Partnership provides some additional and more up-to-date information. Every

attempt has been made to obtain access to the most up-to-date information but, inevitably,

most is at least two or three years old. The aim has been to test the hypothesis that the

pattern of settlement of Asian communities in Birmingham, and the living conditions within

these communities and the socio-economic status of their residents, impact on the
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aggregate and/or average level of health above and beyond explanation by any cultural or

lifestyle differences between ethnic groups. The report’s purpose is to gauge whether there is

a case to be made that the city’s various Asian communities experience health inequalities

due to their socio-economic location and status.

Promoting Health Equality & the Human City

The Human City Institute (HCI) researches the nature and extent of social and economic

exclusion and how they are interwoven with policy topics (especially housing and health)

generally and with faith and Black and Minority Ethnic (BME) groups specifically. HCI also

seeks to map social and economic exclusion and how community cohesion can be

improved through improved, localised service delivery and via social investment and

enterprise approaches. HCI’s mission, therefore, is to investigate exclusion and promote

solutions to enhance the futures of the most disadvantaged groups in our complex and

diverse cities, towns and communities. Of specific interest to HCI is the nature of health

inequality with regard to BME groups in Birmingham.

Methods & Approaches

A range of research methods and approaches have been deployed:

● A review of relevant literature around the nature, extent and measurement of health

inequalities generally and with regard to ethnicity in particular.

● Assembly of a spreadsheet of more than 180 variables relating to health, ethnicity and

faith, demography, housing and the built environment, multiple deprivation and socio-

economic circumstances.

● The construction of maps, charts and tables from this spreadsheet and other sources

which are shown throughout the report, which mainly portray the neighbourhood

level, although sometimes wards are used.

● Mapping of GPs’ surgeries across the city to provide a birds-eye view of the crude

location of each in relation to neighbourhoods.

● Some correlations between ethnicity and the other variables described above to test

statistical significance.

● Development of a ‘neighbourhood comparisons’ approach whereby the ten

neighbourhoods with the largest Asian population have been compared to the ten

with the smallest. This enables the stark differences between the two extreme

population cases. The following four maps show the neighbourhood layout of

Birmingham and the ‘majority-minority’ Asian neighbourhoods.

Each section of the report takes the same format: a brief written analysis and/or description

are provided based on the subsequent maps, tables and charts. The purpose is to provide a

pictorial illustration of evidence rather that producing a ‘wordy’ report so that perhaps new

perspectives can be garnered. No conclusions are provided at the end of each section

although a short concluding section is provided at the back of the report.
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2.

What are Health Inequalities?

This section of the report seeks to explore briefly the history of inequalities in health, research

into factors underpinning the persistence of such inequalities, and a fleeting review of the key

literature - especially governmental reports and epidemiological studies - published in recent

years. It then moves on to provide a short discussion about inequalities in health as they

pertain to ethnic minority and faith communities.

Scoping Inequality in International Perspective

Recent international studies have underlined the importance of inequality to all of us. Perhaps

the most prominent research was conducted by epidemiologists Richard Wilkinson and Kate

Pickett (2009) as described in ‘The Spirit Level’. Comparing datasets for 20+ major

industrialised nations across the world and the 50 states in the USA, the authors found that

‘equality is better for everyone’. Once a reasonable average standard of living is reached in

a country through general economic growth, then inequalities between top and bottom of

societies become the primary drivers of ‘success’ across a range of indicators including the

economy, social mobility, the solidarity of civil society (especially levels of trust), educational

performance, crime, homicide and imprisonment rates and teenage birth rates as well as a

range of health indicators - life expectancy and infant mortality, mental illness, drug and

alcohol dependency, and levels of obesity. The authors show that the UK is the fourth most

unequal in 23 countries reviewed behind Singapore, Portugal and the USA. Internationally,

the linkage between health and inequality has been stressed in a series of other reports

covering the wider world, and the USA and Europe specifically.

In 2008, the World Health Organisation published a major report - ‘Closing the Gap in a

Generation: Health Equity through Action on the Social Determinants of Health’. The report

concluded that social justice is a matter of life and death. The differential between the life

expectancy in advanced compared to developing countries is 35 years, which is determined

as much by socio-economic conditions as a lack of adequate health care. The social

determinants of health are listed as inequity in the conditions of early childhood and

schooling, the nature of employment and working conditions, the physical form of the built

environment, and the natural environment in which people reside. The report inferred that,

dependent upon the quality of these various environments, various groups (including ethnic

groups and women) will have different experiences of material conditions, psycho-social

support, and behaviour options.

In the same year, Burd-Sharps et al published ‘The Measure of America’ disseminating

research used in the creation of the American Human Development Index - the first ever
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human development report for a wealthy, developed nation. The research findings,

disaggregated across the 50 states and 436 congressional districts revealed huge disparities

in health, education and living standards geographically and between ethnic groups and

gender. The research found that the USA, while spending $5.2billion every day on health care

- far more per capita than any other nation - has lower life expectancy, substantially higher

infant mortality rates, and some of the highest homicide and suicide rates than virtually every

country in Western Europe. While the report acknowledges that obesity, poor diet and lack of

health insurance are key factors, a growing divide between rich and poor, lack of

employment, community deprivation, crime and poor schooling are all primary contributors.

Earlier, in 2005 and 2006 respectively, Crombie et al for the World Health Organisation in

‘Closing the Health Inequalities Gap’ and Johan Mackenbach for the European Union in

‘Health Inequalities: Europe in Profile’, published influential reports tracking inequalities in

health across the continent with some comparisons with other developed countries like the

USA, Canada, Australia and new Zealand. The WHO report found that inequalities in health

are recognised to be a major problem in all of the countries studied, although definitions vary

and so does the scale of the issue. The EU report describes how inequalities in health are most

commonly presented in terms of socio-economic groups, geography, employment status,

gender and ethnicity, which it cites as underlying factors.

Perspectives on Health Inequalities in the UK

Inequalities in health outcomes between the most affluent and disadvantaged communities

are longstanding, deep-seated and have proved most difficult to influence (NAO 2010).

Since the publication of the Black Report in 1980s, research has been ongoing in the main

into the nature and extent of health inequalities, although after a period of sliding down the

health and social policy agenda in the late 1980s and early 1990s, health inequalities re-

emerged as a policy focus with the election of the Labour Government in 1997, exemplified

by the publication of the findings of the Acheson Inquiry in 1998. The Acheson Report

concluded that the weight of evidence points towards socio-economic explanations of

inequalities in health, including wealth, income, employment status in addition to the physical

environment and lifestyle.

Since then, further pronouncements on inequalities and health have been forthcoming with

three major initiatives:

● the 2004 Comprehensive Spending Review led to formulation of new Public Service

Agreements (PSAs);

● publication of the public health White Paper ‘Choosing Health’;

● identification of a ‘spearhead group’ of Local Authorities and Primary Care Trusts.

The PSA for the Department of Health expanded government targets in the health field

covering health inequalities by geography and social class. The ‘spearhead group’ (including

Birmingham, Sandwell, Walsall and Wolverhampton) was based around one fifth of Local
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Authorities classified as the most deprived and with significant health inequalities. The

National Audit Office in 2010 reported on the success of this initiative and concluded that the

gap in life expectancy between ‘spearheads’ and the national average had continued to

widen with socio-economic factors, a lack of GPs in some deprived areas, and targeted

intervention to tackle smoking, obesity, and high blood pressure largely remaining un-tackled.

The report equally concluded that further action should be based around a three-pronged

approach [see Figure (1) below] incorporating socio-economic determinants, lifestyle

choices and health interventions. The NAO estimated that 15 to 20 percent of inequalities

can be directly influenced by health interventions which prevent or reduce the risk of ill

health but that the remainder of the ‘gap’ needs concentration on the wider determinants of

health which are beyond the Department of Health alone.

FIGURE (1) - The Causes of Health Inequalities

The Wider Determinants of Health:
Major Determinants

The Lives People Lead:
Leading Risk Factors

Health Services Usage:
Accessibility & Responsiveness

Financial status (income, benefits) Tobacco Primary care (e.g. GP practices)
Employment & work environment High blood pressure Secondary care (e.g. hospitals)
Unemployment Alcohol Preventative care (e.g. immunisation)
Education & training Cholesterol Health education & promotion
Housing, ‘decency’, overcrowding Being overweight Community services
Fuel poverty, poor heating Lack of exercise Social capital development

Source: Adapted from National Audit Office (2010) Tackling Inequalities
in Life Expectancy in Areas with the Worst Health & Deprivation

The latest review of inequalities in health was the Marmot Review (2010) - ‘Fair Society,

Healthy Lives’ - which underscored how inequalities in health persist. The Review commented

that people in higher socio-economic positions have better health, a greater array of life

chances and more opportunities to lead a flourishing life. There is a social gradient in health -

the lower the socio-economic status the worse the health as measured by life expectancy

and morbidity rates. It further stated that the link between socio-economic conditions and

status and health should not be relegated to a secondary concern behind ‘real’ health issues

- health care and unhealthy behaviours - but should become the chief focus for tackling

inequalities in health. It concluded that putting inequalities in health right is a matter of social

justice and requires primarily non-health interventions:

● giving every child a better start in life;

● enabling all children, young people and adults to maximise their capabilities and

have control over their lives;

● creating fair employment and good work for all;

● ensuring a healthy standard of living for all;
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● creating and developing healthy and sustainable places and communities;

● strengthen the role and impact of all health intervention.

Social Determinants of Inequalities in Health: Research Overview

Research into explanations of health inequalities has centred upon on the robustness of how

data are collected for specific groups, heath-related social mobility explanations, cultural-

behavioural explanations, and the effects of the wider social, economic and political

context, research has tended to focus more on the psycho-social environment, ‘lifecourse’

epidemiology (that is lifestyle factors over time), the strong association between mortality and

morbidity and the spatial concentration of deprivation, and access to appropriate health

care.

Material deprivation clearly plays a key role in determining both health outcomes and

inequalities. In particular, work impinges on health status and inequalities in a number of

ways; from direct occupational exposures to more indirect effects related to psychosocial

aspects (for example self-esteem). The lack of any occupation, benefit eligibility and low

income are clear health risk factors. Financial hardship is strongly associated with poor health

because of indebtedness and lack of control over life circumstances, and difficulties

affording a more healthy diet, clothing, consumer durables and accessing often expensive

local leisure facilities.

Housing and housing quality are primary factors behind health status. Housing also plays a

major role in the production of health inequalities based around tenure and location and

their association with other forms of deprivation, such as clustering of certain ethnic groups,

household types or socio-economic classes. Poor and overcrowded housing is associated

strongly with poor physical and mental health, and damp, mould and cold impact on

children’s health and excess winter deaths amongst older people.

The physical environment in which people live has a considerable effect upon their health

status above and beyond their individual characteristics. Poorer living environments,

especially in terms of the quality of the built environment, air quality, the level of fuel poverty

and energy consumption, an absence of leisure and sporting facilities, and the impact of

high crime rates all contribute to increased levels of stress, as well as exacerbating certain

conditions (the incidence of childhood asthma being associated with poor air quality and

pollution from traffic for instance).

Access to primary health services is a clear area where health inequalities can exist. Access

to health care can affect the incidence of disease, quality of life and mortality, and there is a

growing body of evidence around this issue.

Health Inequalities, Faith & Ethnicity

Research categorisation of groups by ethnicity and faith has played an important role in

determining how health inequalities persist, although recognising that definitions of ethnicity
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and faith are complex. Stripping out differences in socio-economic factors, cultural and

religious practices, and geographical local and concentration of ethnic or faith communities

is equally problematic. Since the publication of the Acheson Report, a range of new data

have been assembled to explore the nature of health inequality and ethnicity, including two

large population surveys in 1999 and 2004 (Sproston & Mindell 2005), with regular health

surveys by the NHS incorporating an ethnic dimension.

Research reveals that BME communities and certain faith groups (there is considerable

crossover) generally have worse health than the population overall even though patterns

vary between ethnic and/or faith groups. Research evidence suggests that the most

important driver of inequalities in health is the socio-economic position of BME groups, and/or

their concentration in deprived areas and/or access issues, beyond the explanation provided

by differing lifestyles and cultural precedents. The report now moves on to look at this

research in a little more detail.
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3.

Health Inequalities & Asian Communities

Black and minority ethnic (BME) groups generally experience poorer health than the UK norm.

This does not mean that poorer White people, for example, do not experience health

inequalities too. However, ethnicity can have important effects on health and on uptake of

health services. The influence of ethnicity on health is a big subject and the pattern of disease

and the uptake and delivery of health services are affected by aspects of ethnicity. Despite

this there is a lot of misunderstanding, ignorance and prejudice about aspects of ethnicity but

also about the effect of ethnicity on health. Some ethnic groups fare worse than others, and

patterns of health inequalities vary between different diseases and health issues. As the

previous section of the report showed, evidence suggests that the poorer socio-economic

position of some ethnic groups is the main factor driving health inequalities. Health

inequalities represent the cumulative effect of these factors. They can be passed on from

one generation to the next through maternal influences on baby and child development.

The Evidence Reviewed

Large-scale surveys like the Health Surveys for England (1999 and 2004) and reviews of public

health data (for example the Association of Public Health Observatories 2006) show that BME

groups are more likely to report ill-health, and that ill-health starts at a younger age than in

the White population en masse. So there is a lot of information about morbidity rates across a

range of illness categories. There is more variation in the rates of some diseases by ethnicity

than by other socio-economic factors. Patterns of ethnic variation in health are extremely

diverse, and inter-link with many overlapping factors; not least faith group, age, gender and

socio-economic class.

Mortality

Since the ethnic group of deceased individuals is not recorded on the UK’s death registers

there is little hard data on differing mortality rates between ethnic groups. This has meant that

differing mortality rates can justifiably be inferred for ethnic groups by looking at mortality

data for geographical communities where there are concentrations of particular groups.

Although this is problematic, some application of this has been made in the following

sections. There is another route that can be taken by developing models to estimate life

expectancy at birth. Some epidemiologists and human geographers (Rees & Wohland 2008)

have developed models such as the Standardized Illness ratio (SIR) and the linked

Geographically Weighted Model (GWM) to estimate life expectancy by ethnic group

nationally and for districts while compensating for age. As the chart over the page shows,

there is a significant, although small difference in the life expectancy of the three main Asian

communities in the UK when compared with the national average.
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The average life expectancy that spills out of the models is 76.2 years for males and 80.6 years

for females. Indian men and women can expect to live 0.3 and 0.2 years less than the

average. But Pakistanis men’s life expectancy is 1.2 years lower than the average and

Pakistani women’s 0.8 years. Bangladeshi men have the lowest life expectancy at 1.8 years

below the average. The gap for Bangladeshi women is 0.8 years.

Morbidity

Some key findings from the health surveys discussed above include:

● Morbidity rates are higher among BME groups. Pakistani, Bangladeshi and Black-

Caribbean people report the poorest health. Those reporting the highest incidence of

self-reported poor health are Pakistani women and Bangladeshi men. Pakistani men

and women are more likely to report acute sickness than the general population.

● BME groups tend to have higher rates of Coronary Heart Disease. A higher than

average proportion of admissions due to CHD is recorded for Pakistani, Bangladeshi

and Indian communities.

● A higher than average proportion of admissions due to Diabetes is found in all Asian

groups. After adjusting for age, the prevalence of doctor-diagnosed Diabetes is

almost four times higher for Bangladeshi men and three times higher for Indian and

Pakistani men than the average. Type II Diabetes - largely preventable - accounts for

the majority of cases.
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Bangladeshi
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Indian

Total Population

CHART (1) - Average Life Expectancy at Birth in the UK:
Comparing Asian Communities with the National Norm

[Source: Rees & Wohland (2008)]
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● Sickle cell disease occurs in people whose ancestors lived in West Africa, and although

may have been many generations ago, the gene persists.

● Thalassaemia is also more prevalent in people of certain ethnic groups, the type and

prevalence varying between places of origin. Eight out of 10 babies born with the

condition in the UK have parents of Indian, Pakistani or Bangladeshi ancestry.

● Dark skinned people who habitually cover up may lack vitamin D in temperate

climates and rickets has been reported; associated with a high consumption of

chapattis that are high in phosphate.

● Pakistani men and women and Bangladeshi men are more likely than the average to

score sufficiently highly on tests of psychological wellbeing to be considered indicative

of psychiatric morbidity, although mental health and ethnicity is a complex topic.

● BME groups, and Asian groups in particular, have lower than average rates of

smoking, drinking and drug dependency than the national norm, but some BME

communities report these are growing problems.

It is clear than, that demonstrable inequalities in health exist for BME groups overall and for

the various Asian communities especially. The report now considers the demographic

characteristics of the Asian communities that live in Birmingham, there health needs, and the

neighbourhood-based factors that may contribute to relatively poorer health.
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4.

Birmingham’s Asian Communities

The characteristics of ethnic populations are key determinants of inequalities in health.

Section (4) of the report, then, reviews the geographical distribution of the various Asian

communities across Birmingham and their main household characteristics (by age, household

type and size for example). This section provides a brief description of how these

characteristics may affect relative levels of health and wellbeing.

Diverse Communities

Birmingham is one of the UK’s most culturally diverse cities with a range of ethnic and faith

groups. This is shown in the following maps and tables. According to the Census 2001, as

analysed by Birmingham City Council’s Demographic Information Service (2005) in its Asian

Group profile, which is admittedly out of date now, as a percentage share of population,

Birmingham was ranked at 11 out of 354 English Local Authorities for people belonging to one

of the four main Asian groups. Outside of London only Leicester with 30 percent and

Blackburn with Darwen with 21 percent ranked higher than Birmingham, with 20 percent of its

population classifying themselves as Asian, constituting 66 percent of the total BME

population. The total number of Asian individuals is just under 191,000. Pakistanis represent 11

percent of Birmingham’s population, followed by Indians at 6 percent, Bangladeshis at 2

percent and ‘other’ Asians at 1 percent.

Since the Census was published, and because of a limited number of ethnic categories from

which to choose, the greater complexity of Birmingham’s Asian population is perhaps

underestimated. The Enterprising Communities survey, carried out by HCI and based upon

5,000 responses from a postal questionnaire distributed to households in Alum Rock, Bordesley

Green, Little Bromwich, Nechells, Saltley, Small Heath and Washwood Heath areas, showed

that around 4 percent of the population said that were of Kashmiri origin and 2 percent said

they were Pathans.

Age

Age is an important factor in determining the health profile of a population. Greater

proportions of older people and the presence of larger numbers of younger children

constitute the two groups using health services. Birmingham’s Asian population is ‘younger’

than for norm. The proportion of the Asian population aged 15 years and under in

Birmingham at 34 percent was significantly higher than for the general population of

Birmingham (at 23 percent). The proportion of people of working age in Birmingham was

similar for Asian people (at 60 percent) and the general population. Locally at 6 percent the
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proportion of people of pensionable age was significantly lower for Asian people than for

Birmingham (at 17 percent).

Over a quarter of Indian people in Birmingham are aged 15 or under, compared with 23 of all

groups in Birmingham. At 67 percent there is a lower proportion of people from the Indian

ethnic group of working age than for the general population in Birmingham (at 60 percent).

Indians in Birmingham have a much lower proportion of people who are of pensionable age

(at 8 percent) than the Birmingham norm (at 17 percent).

There is a greater proportion of people aged 15 and under of Pakistani ethnicity in

Birmingham (at 38 percent) than for Birmingham’s general population (at 23 percent). The

opposite is true for working and pensionable age residents. Fifty-seven percent of Birmingham

Pakistanis were of working age compared with 60 percent for Birmingham overall. Pakistanis

in Birmingham have a lower proportion of people of pensionable age (at 6 percent) than

generally across Birmingham (at 17 percent).

Just over 40 percent of Bangladeshi people in Birmingham were aged 15 and under

compared to 23 percent in Birmingham en masse. The percentage of Bangladeshi residents

of working age stands at 54 in contrast to 60 percent for Birmingham. Bangladeshis (at 4

percent) have a lower proportion of people who are of pensionable age than the general

population in Birmingham (at 17 percent).

Household Type & Size

Asian household structure is somewhat different from the Birmingham population norm. The

Census shows that Birmingham’s Asian residents are more likely to be living in households with

dependent children (at 66 percent) which is double the Birmingham norm, although the

proportion is smaller for Indians and larger for Pakistanis and Bangladeshis. The more recent

Enterprising Communities survey shows that around 8 percent of Pakistani residents live in

extended households followed by 6 percent of Kashmiris, 5 percent of Indians, 4 percent of

Bangladeshis and 4 percent of Pathans. There is a greater likelihood for Asian households to

be larger than the average, to contain more children and to be extended horizontally or

vertically. The average household size of all Asian households is 3.97 compared to 2.46 for all

Birmingham’s resident population. This climbs to 4.27 for Pakistani households and 4.55 for

those of Bangladeshi origin. These average household sizes are supported by the findings of

the more up-to-date Enterprising Communities survey.

Geography

The following maps provide an overview of the geographical distribution of the main Asian

and faith communities associated with Asian groups. The majority of the Asian population

remain concentrated in the core area of Birmingham clustered around the city centre,

especially to the East and South. There is some evidence of movement into the suburbs,

especially by Indian households, and beyond the city boundaries. Many inner city

neighbourhoods have majority Asian populations - some approaching 89 percent.
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TABLE (1) -

ASIAN NEIGHBOURHOODS IN BIRMINGHAM:
Characteristics of Largest & Smallest Populations - ETHNICITY & FAITH

Neighbourhood
(LSOAs)

%
White
House
-holds

%
Asian

House-
holds

%
Indian
House-
holds

%
Paki-
stani

House-
holds

%
Bang-

ladeshi
House-
holds

%
Other
Asian

House-
holds

%
Muslim
House-
holds

%
Hindu
House
-holds

% Sikh
House
-holds

TEN NEIGHBOURHOODS (LSOAs) WITH LARGEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009396 7.8 87.2 8.8 64.2 8.5 5.6 78.8 6.5 1.5
LSOA E01009328 7.0 86.7 3.5 77.4 3.4 2.4 81.6 0.9 2.4
LSOA E01009192 8.3 85.3 1.6 73.3 7.7 2.7 84.8 0.2 0.1
LSOA E01009190 8.9 84.7 1.8 69.3 12.3 1.3 79.6 0.0 0.7
LSOA E01009370 9.0 83.6 4.0 69.2 6.8 3.5 83.1 1.4 1.5
LSOA E01009372 9.9 83.4 5.7 59.7 15.0 3.0 79.6 2.6 2.5
LSOA E01009373 10.3 83.3 7.5 56.1 16.6 3.1 75.3 4.0 2.8
LSOA E01009334 11.1 83.1 3.6 69.5 6.7 3.3 78.1 1.6 0.7
LSOA E01009194 11.0 83.0 1.1 77.3 2.7 2.0 81.0 0.2 0.5
LSOA E01009369 9.7 82.0 4.9 61.8 11.4 3.9 78.5 2.7 1.6

TEN NEIGHBOURHOODS (LSOAs) WITH SMALLEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009214 95.2 0.2 0.0 0.2 0.0 0.0 0.0 0.0 0.0
LSOA E01009117 91.7 0.2 0.0 0.0 0.0 0.2 0.5 0.0 0.0
LSOA E01009161 94.5 0.2 0.0 0.0 0.0 0.2 0.2 0.0 0.0
LSOA E01009499 91.6 0.3 0.0 0.0 0.3 0.0 0.9 0.0 0.0
LSOA E01009169 96.6 0.3 0.3 0.0 0.0 0.0 0.5 0.0 0.0
LSOA E01009115 92.9 0.4 0.0 0.2 0.2 0.0 0.4 0.0 0.0
LSOA E01009118 95.1 0.4 0.0 0.2 0.0 0.2 0.6 0.0 0.0
LSOA E01009133 93.4 0.5 0.3 0.0 0.2 0.0 0.0 0.2 0.0
LSOA E01009420 97.8 0.5 0.5 0.0 0.0 0.0 0.2 0.2 0.4
LSOA E01009207 96.7 0.5 0.3 0.2 0.0 0.0 0.7 0.0 0.4

Source: Office of National Statistics (2009)
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TABLE (2)
ASIAN NEIGHBOURHOODS IN BIRMINGHAM:
Characteristics of Largest & Smallest Populations - DEMOGRAPHICS

Neighbourhood
(LSOAs)

%
Lone

Parent
House-
holds

%
Single
People

%
Lone
Pens-
ioners

%
Couple

with
3+

Child-
ren

%
House-
holds
With
6+

People

%
Aged
Under

5
years

%
Aged
Under

5-
16

Years

%
Aged
60+

Years

%
Aged
75+

Years

Av.
Age

TEN NEIGHBOURHOODS (LSOAs) WITH LARGEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009396 0.5 15.4 4.4 39.6 29.1 10.4 21.2 11.8 2.2 28.3
LSOA E01009328 4.4 11.4 5.2 49.5 37.0 11.2 25.0 10.8 2.2 27.2
LSOA E01009192 3.1 19.1 6.0 43.9 28.7 12.5 22.3 11.7 2.0 27.1
LSOA E01009190 8.9 13.1 5.6 33.6 24.1 13.5 20.8 10.7 3.2 27.2
LSOA E01009370 6.1 14.4 6.1 48.5 21.6 12.4 28.3 6.9 2.2 24.6
LSOA E01009372 9.0 12.2 5.6 42.1 23.8 11.2 26.6 9.3 2.0 26.0
LSOA E01009373 7.3 16.8 9.1 38.3 23.3 11.9 28.1 9.1 3.3 26.2
LSOA E01009334 4.2 17.5 10.9 50.5 30.0 12.9 21.4 12.9 3.1 27.7
LSOA E01009194 6.4 19.7 9.6 37.7 25.3 10.9 24.4 11.4 4.3 27.7
LSOA E01009369 6.0 25.9 12.1 32.6 22.5 13.2 19.8 12.3 2.7 28.1

TEN NEIGHBOURHOODS (LSOAs) WITH SMALLEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009214 9.5 43.4 21.9 7.5 1.6 16.6 16.6 25.6 11.2 38.6
LSOA E01009117 14.9 37.2 22.4 10.3 5.7 21.6 21.6 20.6 9.6 35.1
LSOA E01009161 9.6 30.3 13.6 8.7 3.4 17.5 17.5 18.2 8.0 37.6
LSOA E01009499 6.1 31.2 16.8 15.5 3.3 20.1 20.1 17.2 5.2 35.3
LSOA E01009169 6.5 28.2 16.1 6.2 1.8 15.7 15.7 21.2 7.3 37.7
LSOA E01009115 10.3 29.6 13.8 7.9 2.9 15.4 15.4 20.3 7.0 38.6
LSOA E01009118 4.3 32.2 15.4 8.1 2.1 12.9 12.9 21.6 7.0 40.7
LSOA E01009133 11.7 34.5 16.1 10.6 4.3 21.1 21.1 20.2 5.9 36.0
LSOA E01009420 4.0 23.3 14.7 8.1 1.3 14.2 14.2 22.0 8.2 39.0
LSOA E01009207 3.7 24.8 14.3 10.1 1.4 14.4 14.4 23.3 7.3 40.5

Source: Office of National Statistics (2009)
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5.

Health & Birmingham’s
Asian Communities

The health status of BME groups generally, and some Asian groups in particular, is generally

poorer than the UK norm. The drivers of this are discussed elsewhere in the report. This section

reviews the evidence of health disparities experienced by Asian communities in Birmingham

with particular reference to rates of mortality and morbidity and specific self-assessed

measures of poor health both directly and inferred via neighbourhood-based data.

Lost Years of Life

Using models such as the Standardized Illness ratio (SIR) and the linked Geographically

Weighted Model (GWM) created by Rees & Wohland (2008) life expectancy by ethnic group

can be estimated. As the chart below shows, there is a significant, although small difference

in the life expectancy of the three main Asian communities in Birmingham when compared

with the city average.
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CHART (2) - Average Life Expectancy at Birth in B'ham:
Comparing Asian Communities with the National Norm

[Source: Rees & Wohland (2008)]
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The average life expectancy at birth, as estimated by the models for Birmingham, is 76.2

years for males and 80.6 years for females. Indian men and women can expect to live 0.6

and 0.3 years less than the average. Pakistanis men’s life expectancy is 1.5 years lower than

the average and Pakistani women’s 0.9 years. Bangladeshi men have a life expectancy of

2.0 years less than the average and Bangladeshi women 1.0 year. These disparities in life

expectancy for Asian groups in Birmingham are greater than those recorded nationally. The

following maps and tables show that neighbourhoods with the highest concentrations of

Asian residents have some of the greatest estimated lost years of life (although by means all).

The table below shows that the five Birmingham wards with the largest Asian populations

have lower life expectancy than those with the smallest Asian populations.
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CHART (3) - Life Expectancy at Birth by Percentage of Asian
Population: Comparison of Ten Wards by Population

[Source: Birmingham Health & Well-Being Partnership (2008)]
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Limiting Long-Term Illness & Poor health

Generally, the incidence of limiting long-tem illness (LLTI) and self-assessed poor health is

lower in the Asian community overall than for the Birmingham population, due mainly to the

generally ‘younger’ age structure of all Asian communities in the city. However, taking the

proportion of households with at least one person with LLTI, as shown in the table below,

provides some evidence that such health issues might be concentrated in neighbourhoods

which are hidden by the city-wide figures. The following maps provide some confirmation

that this might be the case as there are high concentrations of LLTI and deprivation

associated with health and disability in inner city areas, although not exclusively so.

Indeed, comparing the most populace Asian neighbourhoods with the least, as shown in the

table over the page, suggest that their health status is broadly comparable with

predominantly White neighbourhoods where the population is older.
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CHART (4) - Limiting Long-Term Illness in Birmingham's
Asian Communities by Households & People

[Source: ONS (2001)] Census of Population]
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TABLE (3) -

ASIAN NEIGHBOURHOODS IN BIRMINGHAM:
Characteristics of Largest & Smallest Populations - HEALTH & DISABILITY

Neighbourhood
(LSOAs)

ID 2007
National
Health/

Disability
Rank

(*)

ID 2007
Compar-

ative
Illness/

Disability
Indicator

(**)

%
With

Limiting
Long-
term

Illness
(LLTI)

Lost
Years
of Life
Indic-
ator

(***)

%
in

Poor
Health

Mental
Health
Indic-
ator

(****)

No.
Disab-

ility
Allow-
ance

Claim-
ants

Emerg-
ency
Hos-
pital

Admiss
-ions
p.a.

No.
People
Provid-

ing
Unpaid

care

TEN NEIGHBOURHOODS (LSOAs) WITH LARGEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009396 2,926 180.4 16.5 97.0 10.6 -0.42 125 190.5 230
LSOA E01009328 3,494 170.9 17.0 83.0 10.0 -0.94 145 185.3 247
LSOA E01009192 2,519 185.7 17.2 111.5 9.2 -0.84 145 187.9 187
LSOA E01009190 3,089 166.1 19.3 88.0 10.4 -0.39 100 180.4 206
LSOA E01009370 4,979 180.5 14.9 85.1 8.4 -1.04 60 131.6 110
LSOA E01009372 3,254 195.2 17.1 97.1 8.9 -0.39 120 181.9 172
LSOA E01009373 2,933 199.4 19.6 89.5 12.1 -0.9 105 153.0 176
LSOA E01009334 4,516 161.4 17.1 86.3 9.8 -0.75 90 174.3 195
LSOA E01009194 1,849 209.7 17.4 123.1 10.5 -0.71 130 235.3 177
LSOA E01009369 2,717 193.1 19.8 95.7 12.9 -0.72 105 203.2 134

TEN NEIGHBOURHOODS (LSOAs) WITH SMALLEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009214 1,397 210.0 25.9 105.3 16.1 1.08 165 139.4 157
LSOA E01009117 1,684 238.6 25.5 115.5 13.7 1.15 105 279.3 145
LSOA E01009161 4,683 176.8 23.8 74.3 12.8 0.74 140 154.6 160
LSOA E01009499 5,451 181.3 19.6 91.3 11.3 0.54 120 134.8 144
LSOA E01009169 11,101 127.7 18.8 86.9 9.1 0.32 75 125.8 145
LSOA E01009115 3,906 173.8 23.7 87.6 12.8 1.31 130 113.7 179
LSOA E01009118 6,310 157.1 23.2 78.3 13.5 0.6 120 126.6 196
LSOA E01009133 4,127 214.6 23.1 91.6 14.2 0.63 135 137.0 145
LSOA E01009420 16,355 99.0 15.8 71.4 7.8 -0.49 65 114.9 185
LSOA E01009207 18,788 86.8 17.0 67.6 7.8 0.24 50 102.5 160

(*) 1 = greatest deprivation associated with health and disability; 32,482 = least deprivation associated with health and disability
(**) based upon claimant rates for a range of health benefits - the higher the score the greater the benefit take-up rate
(***) this is an age-adjusted rate of lost years of life per 1,000 population - a high score shows that life expectancy is lower in the
neighbourhood concerned
(****) The indicator, which applies to 2003, is created from GP prescribing data, from the claimant rate of health related benefits to
people with mental health problems, from secondary hospital inpatient data relating to mental health, and suicide rates.

Source: Office of National Statistics (2008)
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6.

Housing

Since Victorian times, the importance of housing and housing quality being key factors in

affecting mortality and morbidity rates has been recognised by public health campaigners

and health professionals. Housing also plays a major role in the production of health

inequalities based around tenure and location and their association with other forms of

deprivation, such as clustering of certain ethnic groups, household types or socio-economic

classes. Many commentators and researchers suggest that poor and overcrowded housing is

associated strongly with poor physical and mental health (for example Asthana & Halliday

2006). Others (for example Hopton & Hunt 1996; Hunt 1993) highlight the role of damp, mould

and cold on children’s health and excess winter deaths amongst older people. Re-emergent

fuel poverty, linked to growing fuel costs, after a period of decline is also a key marker against

the likelihood of poorer health. This section unpicks the housing circumstances of

Birmingham’s Asian population in contrast to city norms.

Tenure

In Birmingham, the Asian group overall is more likely to be living in owner occupation than the

city average (at 67.8 percent compared to 60.4 percent) and more likely to be buying with a

mortgage than owning outright. They are also more often found living in private rented

housing (at 15.2 percent in contrast to the Birmingham average of 11.8 percent) and less

frequently living in social rented housing (either council of housing association).

Disaggregating the Asian population reveals a more complex picture with Indian households

far more likely to be home owners, Pakistani households to be private renters and

Bangladeshis living in social housing. As the following maps show, however, this picture varies

considerably by neighbourhood with home ownership more prevalent in the middle and

outer rings of the city and social housing in the core and on peripheral housing estates,

especially in south-east Birmingham.

Poor Housing

Home ownership is often associated with affluence and higher quality living conditions, yet

this picture is superficial. Low income home ownership often tends to be within poor quality,

older housing in inner city areas, for example, where the majority of Birmingham’s Asian

communities live. Maps on the following pages demonstrate the prevalence of poorer quality

housing within inner city areas, although not exclusively so. Table (4) compares the housing

circumstances of those neighbourhoods with the largest Asian populations against those with

the smallest. As the table illustrates, all ten neighbourhoods with the largest Asian populations

have probabilities of poor housing ranging from 50 to 59 percent whereas those in the ten

neighbourhoods with the smallest populations range from 25 to 51 percent, indicating the
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greater likelihood of Asian households living in poorer quality housing. The extent of poor

housing across a range of indicators is shown in the following table.

Overcrowding

The large household size of Asian households - resulting from both larger numbers of children

and vertically and horizontally extended families - conflated with the generally smaller sized

and often terraced housing found in many of Birmingham’s inner city areas has created a

position of chronic overcrowding, even though current definitions of overcrowding are based

on very outdated notions of required living space per person. Overcrowding is a major

problem in those areas with large Asian populations. Contrasting the top ten Asian

neighbourhoods with the bottom ten provides further evidence; the top ten have

overcrowding rates ranging from 18 to 29 percent compared to 2 to 12 percent with small

Asian populations. Evidence for considerable overcrowding in housing occupied by Asian

households in the Nechells, Small Heath and Washwood Heath wards is shown in the following

table, based on HCI’s survey in partnership with Enterprising Communities.

TABLE (4) -

MAJOR HOUSING ISSUES IN BIRMINGHAM:
Nechells, Small Heath & Washwood Heath

Residents’ Views & Issues White Indian Pakistani Bangladeshi Kashmiri Pathan

Av. no. of rooms per home 2.34 2.56 2.70 2.37 2.75 2.55
Av. no. rooms per person 1.09 0.79 0.59 0.53 0.60 0.50
Av. no. bedrooms per home 2.53 3.00 2.90 3.02 2.94 2.77
Av. no. Bedrooms per person 1.18 0.92 0.64 0.68 0.64 0.55
Home to small for needs (%) 18 30 30 35 36 44
General disrepair (%) 11 13 13 22 16 23
No central heating (%) 36 16 36 26 33 43
Poor heating & insulation (%) 22 16 32 30 28 34
Damp and condensation (%) 20 40 35 39 36 55
Noise insulation (%) 21 33 23 30 20 19
Leaky roofs (%) 9 16 13 17 21 15
Draughts & cold (%) 26 33 34 33 33 53
Inadequate kitchens (%) 14 16 20 15 19 30
Plumbing problems (%) 5 9 8 11 10 19
Electrical & wiring problems (%) 10 4 12 17 13 19

Source: Human City Institute (2003) Enterprising Communities Survey

Heating

The absence of central heating is a key indicator of the potential of housing to contribute to

poor health. A lack of central heating by neighbourhood tends to mirror the location of Asian

communities, although there are pockets of high absence rates across Birmingham. The large

Asian neighbourhoods have central heating absence rates ranging from 16 to 42 percent in
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contrast to neighbours with small Asian populations where a more mixed picture emerges

with some neighbourhoods having absence rates as low as 2 percent.

TABLE (5) -
ASIAN NEIGHBOURHOODS IN BIRMINGHAM:
Characteristics of Largest & Smallest Populations - HOUSING

Neighbourhood
(LSOAs)

ID 2007
Housing

Rank

(*)

%
Home

Owners

%
Social

Renting

%
Private
Rented
Sector

%
Over-

crowded

Probability
of

Poor
Housing

(**)

%
No

Central
Heating

TEN NEIGHBOURHOODS (LSOAs) WITH LARGEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009396 5,616 68.8 13.7 13.1 21.3 58 32.0
LSOA E01009328 6,062 75.4 8.3 13.1 22.9 56 31.6
LSOA E01009192 5,832 69.3 12.1 11.7 17.8 50 35.0
LSOA E01009190 7,206 63.6 23.1 7.9 21.3 55 41.6
LSOA E01009370 5,513 55.1 27.1 11.5 25.2 58 36.7
LSOA E01009372 4,979 52.5 31.9 10.7 29.2 57 37.3
LSOA E01009373 5,150 48.4 34.2 12.4 26.6 59 32.5
LSOA E01009334 6,581 68.9 19.3 8.4 19.5 50 15.9
LSOA E01009194 6,607 64.0 22.5 8.1 21.8 52 36.2
LSOA E01009369 5,342 48.1 36.7 10.6 23.9 53 30.0

TEN NEIGHBOURHOODS (LSOAs) WITH SMALLEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009214 5,949 38.5 54.7 1.2 8.9 44 30.0
LSOA E01009117 4,064 20.2 72.7 1.0 12.4 47 29.2
LSOA E01009161 2,222 49.2 42.4 0.7 7.8 25 1.9
LSOA E01009499 9,579 59.0 32.8 3.8 9.2 48 30.5
LSOA E01009169 10,827 82.4 9.6 4.6 3.7 38 14.7
LSOA E01009115 4,484 40.1 53.5 1.6 9.7 31 4.3
LSOA E01009118 4,747 62.8 29.6 1.2 5.3 29 5.2
LSOA E01009133 5,148 40.4 52.5 1.9 11.0 51 44.5
LSOA E01009420 13,333 89.5 6.1 1.9 2.6 31 4.8
LSOA E01009207 10,429 94.7 1.0 2.4 2.4 35 11.8

(*) 1 = greatest deprivation associated with housing and housing services; 32,482 = least deprivation associated with housing

and housing services

(**) An estimate of the likely proportion of local housing in poor condition as measured by ‘indecency’ and ‘unfitness’

Source: Office of National Statistics (2009)
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7.

Local Economies

Material deprivation plays a role in determining both health outcomes and inequalities. In

particular, work impinges on health status and inequalities in a number of ways; from direct

occupational exposures to more indirect effects related to psychosocial aspects (for

example self-esteem). The lack of any occupation, benefit eligibility and low income are

clear health risk factors.

Mortality and morbidity rates, long-term illness and disability, self-defined ill health, and

experienced symptoms are all in the mix (although benefit eligibility is often associated with

disability or household types which have difficulty finding work because of a lack of support

mechanisms - such as lone parents). Financial hardship is strongly associated with poor health

because of indebtedness and lack of control over life circumstances, and difficulties

affording a more healthy diet, clothing, consumer durables and accessing often expensive

local leisure facilities.

Relative economic deprivation, therefore, and its association with ethnicity, is where the

report turns next within the context of a regional economy under pressure following the credit

crunch and with one of the fastest growing unemployment rates. These trends are likely to

accelerate following the measures announced in the Summer Budget and October’s

Comprehensive Spending Review.

Economic Deprivation

The Index of Multiple Deprivation (IMD) for 2007 provides a graphic illustration of the ‘power of

place’. The following maps demonstrate the close relationship between areas of Asian

habitation and multiple deprivation starkly (although there are high concentrations in mainly

White council estates on the city’s outer fringe to the South-West and South-East). Comparing

top and bottom Asian neighbourhoods underlines this finding further: all but one of the ten

neighbourhoods with the largest Asian populations in Birmingham is within the most deprived

10 percent of 32,482 neighbourhoods across England. Eight are within the most deprived 5

percent and one is within the most deprived 1 percent.

Worklessness & Employment

Employment deprivation is equally likely to be concentrated in areas where the majority of

Asian communities are located, although not exclusively so, as the following maps illustrate.

More than half of the top ten Asian neighbourhoods are in the highest 10 percent of

employment deprived of the 32,482 in England. The numbers of Job Seekers Allowance (JSA)

claimants are generally greater than in the neighbourhoods with the smallest Asian
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communities, although the rate of growth appears to be slower. This may change, however,

when ‘austerity economics’ begin to bite.

Income

‘Fit’ of income deprivation to neighbourhoods with large Asian populations is perhaps the

most significant association from the mapping of economic indices, as the following maps

show. Seven of the neighbourhoods with the largest Asian communities in Birmingham were

classed as being within the 1 percent most income deprived nationally (of 32,482

neighbourhoods). All ten are within the ‘worst’ 10 percent nationally. This contrasts to the

relatively more affluent ten neighbourhoods with the smallest Asian populations.

Benefits

Unsurprisingly, benefit eligibility tends to be clustered in inner city areas, although not solely

there, as there are many outlying areas - probably corresponding to social housing estates -

where benefit dependency is equally high. The coming changes to welfare benefits,

including capped Housing Benefit, JSA changes and US-style workfare policies, will all

probably exacerbate income-related deprivation in already deprived areas, many with large

Asian populations.

Correlations

Research for the Barrow Cadbury Trust by Cangiano (2006) provides correlations between

income and employment deprivation and proportions of BME groups in the local population.

Correlation coefficients varied from 0.32 to 0.74, which provides strong evidence for the

association of income deprivation with belonging to a BME community. Correlation

coefficients calculated for this report using only Asian groups are less strong but still significant,

ranging from 0.12 to 0.31, and strongest for Pakistani, Bangladeshi and Muslim communities.
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TABLE (6) -

ASIAN NEIGHBOURHOODS IN BIRMINGHAM:
Characteristics of Largest & Smallest Populations - ECONOMIC DEPRIVATION

Neighbourhood
(LSOAs)

ID 2007
National
Multiple
Depriv.
Rank

(**)

ID 2007
Employ
-ment
Rank

(***)

ID 2007
Income

Rank

(***)

No.
Income
Support

Claimants

No.
Job

Seekers
Allowance
Claimants

%
Change in No.

of JSA
Claimants

(2005-2009)

TEN NEIGHBOURHOODS (LSOAs) WITH LARGEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009396 1,058 2,798 559 110 150 +36
LSOA E01009328 1,160 4,338 283 50 125 +47
LSOA E01009192 454 2,111 29 145 145 +61
LSOA E01009190 522 3,155 321 125 85 +13
LSOA E01009370 2,861 8,082 2,106 75 60 +33
LSOA E01009372 1,031 5,291 246 145 100 +33
LSOA E01009373 703 3,769 68 125 80 +0
LSOA E01009334 4,005 7,555 1,328 105 85 +31
LSOA E01009194 267 1,867 22 155 150 +36
LSOA E01009369 1,272 4,426 256 95 75 0

TEN NEIGHBOURHOODS (LSOAs) WITH SMALLEST ASIAN POPULATIONS IN BIRMINGHAM

LSOA E01009214 1,919 1,317 2,976 140 100 +100
LSOA E01009117 615 1,016 771 135 100 +122
LSOA E01009161 4,733 3,737 4,904 100 70 +100
LSOA E01009499 2,572 3,475 3,046 130 90 +80
LSOA E01009169 11,945 12,954 14,196 45 60 +100
LSOA E01009115 2,756 1,673 3,981 120 90 +80
LSOA E01009118 7,381 5,759 10,501 70 65 +117
LSOA E01009133 1,443 1,917 2,931 140 95 +111
LSOA E01009420 24,451 24,247 23,361 20 30 +200
LSOA E01009207 18,170 18,955 2,131 20 30 +100

(**) 1 = greatest multiple deprivation; 32,482 = least multiple deprivation
(***) 1 = greatest employment deprivation; 32,482 = least employment deprivation
(****) 1 = greatest environmental deprivation; 32,482 = least environmental deprivation

Source: Office of National Statistics (2009)
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8.

The Living Environment

The physical environment in which people live has a considerable effect upon their health

status above and beyond their individual characteristics, and research around the effect on

health inequalities has increased as policy interest in this area has grown.

Poorer living environments, especially in terms of the quality of the built environment, air

quality, the level of fuel poverty and energy consumption, an absence of leisure and sporting

facilities, the impact of high crime rates all contribute to increased levels of stress as well as

directly precipitating or exacerbating certain conditions (the incidence of childhood asthma

being associated with poor air quality and pollution from traffic for instance).

Density of living conditions has also been strongly associated with poor health historically

since the Booth surveys of the 19th Century in London and the Rowntree surveys in York in the

1930s.

This section of the report tackles these issues briefly in turn.

Environmental Deprivation

While environmental deprivation is not exclusive to neighbourhoods of high Asian population

concentration, there is a strong correlation, as the following maps illustrate. The ring of

residential neighbourhoods surrounding the city centre, extending South-East through the

wards of Springfield, Moseley and Kings Heath, are the most environmentally deprived as

measured by this domain within the overall IMD 2007.

Seven of the top ten Asian neighbourhoods in Birmingham are within the most

environmentally deprived of 32,482 in England, and two others are within the ‘worst’ 5

percent nationally contrasting with a less pronounced level of environmental deprivation in

neighbourhoods of low Asian population concentration.

Density

The highest population densities shown in the following map are concentrated mainly in the

ring of neighbourhoods to the South-East, East and North-West of Birmingham city centre,

which are the main areas of Asian population concentration.

Some of these neighbourhoods have more than 100 people per hectare, which is three times

as high as in the more affluent suburbs and the city centre.
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Air Quality

Differentials in relative levels of air quality (which is generally poorer in cities anyway,

especially industrial cities, than in rural areas) between inner areas of Birmingham and the

city’s suburbs are pronounced. The air quality indicator is constructed using data about levels

of Nitrogen Dioxide, Particulates, Sulphur Dioxide and Benzene. As the following map reveals,

higher indicator values implies poorer overall air quality with darker colours shown on the map

highlighting poorer air quality.

Poorer air quality is clustered around the Birmingham city centre (unsurprisingly) since it is

associated with traffic congestion and high densities of housing. The neighbourhoods

significantly affects are those with large concentrations of Asian communities.

Fuel Poverty

There is a strong correlation between fuel poverty and the neighbourhoods with large

concentrations of Asian communities. Fuel poverty is defined as 10 percent of income being

spent on fuel costs and is created by a conflation of low incomes and inadequately heated

and insulated housing (predominantly older housing in inner city areas of cities like

Birmingham). Fuel poverty has a major effect on health, including chest infections caused by

dampness and condensation and ultimately Excess Winter Deaths.

Poor heating was mentioned by a third of Asian respondents to the Enterprising Communities

survey carried out by HCI in the three wards of Nechells, Small Heath and Washwood Heath.

Dampness and condensation problems are mentioned by two fifths and draughts and cold

by one third.

Crime & Community Safety

Crime is not strongly correlated with areas of significant Asian settlement. However, around

two fifths of Asian households in Nechells, Small Heath and Washwood said to the Enterprising

Communities survey that they don’t feel safe in their neighbourhoods after dark with just over

16 percent saying that they feel ‘very unsafe’.
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9.

Access to Health Services
in Birmingham

There has been relatively little research into the equalities of access to health services

(particularly access to primary health services which is a clear area where health inequalities

can exist). Access to healthcare can affect the incidence of disease, quality of life and

mortality, and there is growing research interest around this issue of inequality of access.

Policy strategies, statements and examples of best practice are beginning to re-emphasise

the importance of access in tackling health inequalities, with increased weight given to the

importance of offering equity of access to all ethnic groups and collecting monitoring data.

This section of the report reviews some of the issues and maps some basic data to illuminate

the situation in Birmingham.

Accessibility of Primary Care

The 2010 NAO study of ‘spearhead’ areas, including Birmingham concluded that GP

shortages remain despite this being a priority of the ‘spearhead’ initiative. The report found

that, although there are now 5,700 more GPs working in the NHS than ten years ago, 65

percent of ‘spearhead’ PCTs had lower levels of GP coverage than the national norm when

weighted for age and need in those areas.

The following maps of GP surgery location in Birmingham show the average distance

residents in each neighbourhood have to travel to a GP (based on 2007 data) and the

location of actual GP surgeries (2008 data). These are relatively crude ways of assessing

access to GPs since they do not take account of the number of GPs working in a practice

represented by each dot (plus access is about more than travelling distance to a GP’s

surgery). However, the maps provide an impression that some areas have less surgeries than

others with clustering in some neighbourhoods, which may be a significant line of enquiry.

Perceptions of Access to Local Health Services

The Enterprising Communities survey, undertaken by HCI in the three wards of Nechells, Small

Heath and Washwood Heath, provides a flavour of the views of various Asian groups about

access to local health services and satisfaction with those services (see the chart over the

page). Indian and Kashmiri respondents more likely to say they found access to local health

services ‘often difficult’ compared to only 7 percent of Whites for example. For all Asian

communities, the proportion was 15 percent - double that of the White population in the

three wards.
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Satisfaction with local health services varied too. Whereas 72 percent of White residents were

satisfied, this fell to 51 percent for Bangladeshis, 53 percent for Kashmiris and Indians, 55

percent for Pathans and 57 percent for Pakistanis.

Identifying Barriers

The diversity of race, language, religion, culture and biological factors within and between

people of different ethnic groups can produce inequalities and associated uptake of health

services. Communication and language are fundamental and clinicians have to be certain

of understanding patients and being understood. Culture and attitudes can affect many

aspects of healthcare. Equally, it is important to understand cultural differences and attitudes

so that effective healthcare can be delivered in a sensitive way.

Examples of such differences include the patient's expectations of the Doctor and of medical

care generally; the expression of symptoms which can have cultural influences; family roles

and relationship differences between cultures; different attitudes to sex and marriage

between cultures and religions; and different attitudes to clinical examination which may

affect what is acceptable to the patient.

It is likely from this cursory analysis of access to healthcare issues, that some members of the

Asian communities of Birmingham will experience disproportionate access problems which

may contribute to the inequalities in health experienced by these communities.

0 10 20 30 40 50 60 70

Pathan

Kashmiri

Bangladeshi

Pakistani

Indian

White

CHART (5) - Access to & Satisfaction Issues with NHS
Services in Nechells, Small Heath, Washwood

[Source: HCI/Gulliver (2004)]

Access to Local Health Services 'Often Difficult'

Satisfaction with Local Health Services
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10.

Conclusions

Research evidence points to more equal societies being better for everyone but that

inequalities in health outcomes between the most affluent and disadvantaged communities

persist. The causes of health inequalities are rooted in broader inequalities, as well as lifestyle

choices and inequitable access to health care services. They are significantly socially

determined and include socio-economic status, housing and living conditions, and quality of

the environment. They are influenced appreciably by the ‘power of place’ - concentrations

of income deprivation for example being a major factor.

Health inequalities clearly have an ethnic dimension. BME communities have poorer health

and live shorter lives. The concentration of BME communities, particularly Asian communities,

in disadvantaged neighbourhoods - in Birmingham the inner city surrounding the retail core is

the main place of focus - with concentrations of poorer, older housing associated with fuel

poverty and overcrowding, higher than average unemployment, low incomes and benefit

dependency, lower grade built environments, poorer air quality and some primary care

access issues - mean that health inequalities will remain entrenched without different health

and non-health interventions.

Some of these will need to be macro - a more progressive tax system, extension of tax credits

and raising the minimum wage and some targeted welfare benefits for example.

Other interventions will need to be local - area-based regeneration programmes,

development of social capital and investment in employment creation and training

opportunities are examples. Improvement of inner city housing is vital. Yet none of these is

likely given the measures announced in the Comprehensive Spending Review, although the

potential of the ‘Big Society’ and new market funding arrangements for social housing are

yet to unfold.

There may be some scope to develop innovative primary care services in deprived areas

through the new NHS management arrangements and the allocation of public health to

admittedly hard-pressed local government and potentially other community actors such as

housing associations, development trusts, or social enterprises for instance. But all of this is

blowing in the wind currently and it may be a year or two before the ramifications of the

credit crunch, the debt overhang and austerity economics begin to reveal themselves.
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