
EDITORIALS

The role of ethnic monitoring in general practice

MOST regrettably, many general practitioners have been
introduced to the concept of ethnic monitoring by the

Department of Health's proposal that the ethnic group of the
patient should be included in every referral letter from 1992.1
No background information has been provided and no guidance
given on how the data should be collected.

In 1976, the passing of the race relations act marked the
belated acknowledgement of the existence of institutiorialized
racism within British society and the need to take steps to com-
bat that racism. The Commission for Racial Equality was set
up by the act with duties which included 'working towards the
elimination of discrimination' and 'promoting equality of op-
portunity and good relations between persons of different racial
groups'.

In 1978, the Commission for Racial Equality published the
first edition of Monitoring an equal opportunity policy: a guide
for employers.2 This emphasized the need for ethnic monitor-
ing if equal opportunity policies were to be made effective. The
introduction laid out the rationale for ethnic monitoring:

'The aim of an equal opportunity policy in employment is
to ensure that no job applicant or employee receives less
favourable treatment on the ground of race, colour, nationali-
ty or ethnic or national origins, or is disadvantaged by con-
ditions or requirements which cannot be shown to be
justifiable. Selection criteria and procedures should be fre-
quently reviewed to ensure that individuals are selected, pro-
moted and treated on the basis of their relevant merits and
abilities. All employees should be given equal opportunity
and, where appropriate, special training to progress within
the organization.
An equal opportunity policy should be monitored in order

to ensure that its aims are being achieved. In the view of the
Commission the most effective form of monitoring involves:

classifying all employees and job applicants according to
their ethnic origins and adding this information to per-
sonnel records;
examining by ethnic origins the distribution of employees
and the success rate of applicants according to job, grade,
department, etc;
assessing the extent to which the distribution and success
rates reflect equal opportunity for all groups regardless
of their origins.
It is sometimes argued that the keeping of records is moral-

ly wrong and even unlawfully discriminatory. "I am not in-
terested in a person's ethnic origins", it is said: "Why therefore
should I record them?" But records in themselves are neutral:
it is the use to which they are put that is important, and there
can be no valid objection if they are used in an equal oppor-
tunity programme which has been clearly explained to
employees and job applicants.

It is also argued that such records may fall into the wrong
hands, and be used against ethnic minorities. But the danger
of this is slight, and, because of the clear advantages involv-
ed, many substantial minority organizations have declared
themselves in favour of ethnic records!

This was extremely influential and, as a result, many
employers, in both the public and private sector, including many
local authorities and health authorities, adopted equal oppor-
tunity policies and introduced systems of ethnic monitoring to
audit these.

By 1980, the Commission for Racial Equality was recommen-
ding the use o'f voluntary self-classification of ethnic group and
in 1988 this became the basis of the question on ethnic group
to be included in the 1991 census. It was recognized that an ethnic
group question had to be asked carefully. By 1988 both the Com-
mission for Racial Equality and the Office of Population Cen-
suses and Surveys were referring to 'ethnic group' rather than
'ethnic origin' since 'origin' was thought to give a feeling of
distance and history and therefore to be less acceptable than
'group' which was thought to imply here and now. The Com-
mission for Racial Equality and the Office of Population Cen-
suses and Surveys agreed on the following classification for the
1991 census: white, black- Caribbean, black African, black
-other (please describe), Indian, Pakistani, Bangladeshi,
Chinese, other (please describe).

It is tempting for interviewers to code a person's ethnic group
on sight as they may feel foolish asking a question to which the
answer will be obvious in many cases. However, this is not felt
to be acceptable, since ethnic group is a matter of self-perception.
Accepted good practice now involves the use of a prompt card
listing the ethnic group categories and translated as appropriate.
The interviewer shows the card to the interviewee and asks to
which category the interviewee feels he/she belongs. If the
interviewee does not wish to answer the question, it is left blank
however confident the interviewer is of coding the answer
correctly from observation.3
The decision to include a question on ethnic group in the 1991

census was the result of a recognition, by government, of the
need to have some sort of framework for auditing equality of
opportunity in areas such as housing, employment and educa-
tion. Similarly, racial inequalities in health were being
acknowledged,4 and some inner city health authorities were
beginning to recognize that 'people from black and minority
ethnic communities face disadvantage due to racism and
discrimination experienced at all levels within British society,
and as a consequence may suffer inequalities in their health
status, have poor access to health care and have health care needs
to which traditional health care services have not responded'.3
Ethnic monitoring was proposed both to judge equity and to
assess health needs.5 The uptake of services by different ethnic
groups was to be measured to ensure that all services were equally
available to, and utilized by, all who needed them. The incidence
of various illness conditions within different ethnic groups was
to be measured to further the understanding of ethnicity and
illness by identifying changing patterns of illness and to ensure
that adequate levels of provision were established to meet iden-
tified needs. The new district health authority purchasing units
have acknowledged the need for ethnic minority data to assess
properly the health needs of their resident populations and
therefore to provide services to meet these needs. Tower Hamlets
district health authority has gone further and has asserted that
'ethnic origin alone is not adequate to identify special needs or
discrimination in service provision. It is absolutely vital for
districts to collect information on ethnicity, language and religion
for their resident populations.6
The proposal to include patient's ethnic group in the so-called

'minimum data set' for general practitioner referral letters
originated within the Department of Health's committee for
regulating information requirements. The committee seems to
have been motivated by a desire to collect the data at the pa-
tient's first point of contact with the National Health Service
with a view, eventually, to storing it on the family health ser-
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vices authority population register. The advantage would be that
a patient would only need to be asked once about ethnic group,
rather than at each contact with a different part of the NHS.
However, the Department of Health has not offered general prac-
titioners any guidance or help with the training of their staff
to collect this data and, in the absence of these, it is unlikely
that accepted good practice will be followed. There will be a
temptation to define a patient's ethnic group by observation and
the resulting data will be devalued. Many general practitioners
will see the referral letter proposal as yet another case of the
Department of Health attempting to offload work onto general
practice which might be more appropriately done by health
authority staff. The danger is that the precipitancy and insen-
sitivity of the Department of Health proposal will detract from
the clear potential benefits which ethnic monitoring has for
general practitioners, primary health care teams and their
patients.

Inner city practices, such as mine, may need to adopt the ex-
tended Tower Hamlets model to realize the most benefit. Also,
practices, ideally in consultation with their local communities,
may wish to elaborate th'e basic Commission for Racial Equali-
ty classification and choose ethnic categories which fit the local
ethnic minority population and increase the usefulness of the
data. My practice, for instance, might wish to differentiate the
Irish and Greek Cypriot populations hidden within the white
group. However, it is important that local categories can be neatly
aggregated to the census categories. If a practice is in a posi-
tion to know how many Gujerati-speaking smokers there are on
the list, it will be able to assess the need for a Gujerati transla-
tion of the relevant health education material. If the census data,
when it becomes available in 1993, shows that 10%o of a local
population are Chinese and yet only 1%1o of a particular prac-
tice's patients are Chinese, that practice would be in a position
to argue for the employment of a Chinese-speaking linkworker.
Differential rates of consultation, prescribing, referral or in-
vestigation between ethnic groups may indicate differential rates
of morbidity, but may indicate problems of equity. Any such
differential needs to be investigated and justified.6

City and east London family health services'authority have

already appointed an ethnic minority services manager. Several
linkworkers with language skills appropriate to the local prac-
tice population have been employed to work in health centres
and general practice surgeries. In the first three years that a
Turkish-speaking linkworker was in post at one surgery, the up-
take of contraceptive services among Turkish-speaking patients
increased from 307 to 75(0/ and termination requests decreased
in proportion.7
As with all audit, the circle needs to be completed and ethnic

monitoring can only be justified if it can be shown to improve
standards of patient care and equity of access to services. If
evidence of this can be fed back to the local community and
to the staff involved, it will validate the collection and use of
the data. Only then will the role of ethnic monitoring in general
practice be clear.

IONA HEATH
General practitioner, London
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Continuing education for general practice: a life
long journey
DOSTGRADUATE education in general practice in the United

Kingdom is passing through turbulent times. Political
changes have placed new emphasis on examinations, diplomas
and qualifying for the postgraduate education allowance. This
risks diverting attention away from professional development
and personal growth. We have an urgent challenge to describe
the nature of our specialty in order to preserve and develop its
unique method of health care delivery, which is more than the
sum of the elements of public health and specialty medicine.
The new entrant to general practice emerges from an educa-

tional system that teaches more and more about less and less. '
Patient contact in general practice invites learning in many new
areas. Experience produces an increasingly widening knowledge
base. General practice education has to expand to include social,
cultural, psychological and other areas in order to explore the
way these areas interact with the biomedical model. New entrants
to general practice often need less medical knowledge and more
insight into other influences on patient health.

The majority of general practitioners do not occupy the
academic 'high ground' of facts and abstract concepts and of
deductive reasoning to produce single correct answers, but have
to work in the 'swamp' of everyday reality2 that consists of
multiple possibilities, conflicting motives and emotions,
competing priorities as well as difficulties in communication.
This means that knowledge cannot remain unchanged in general
practice. The idea that kuowledge is 'provisional' is a threatening
one but it allies itself more closely to what happens in the
consultation where the picture changes as more pieces are added
to the jigsaw of the patient's problem. Learning may modify
understanding of existing knowledge or alter its significance or
importance. One of the most difficult aspects of general practice
is living with uncertainty, but this becomes less threatening if
knowledge is no longer viewed as unassailable or unchanging.
Uncertainty becomes legitimate if Popper's suggestion that
nothing can be conclusively proved but can only be conclusively
disproved is accepted.3
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