
 

  

 

 

©  2 0 1 0  A BME Health Forum  Publicat ion 

 

Good Access  
in Pract ice 

 

Prom ot ing com m unity developm ent  in 
the delivery of hea lthcare 



 

2 

 

 

 

“Everyone has the r ight  to a  standard of “Everyone has the r ight  to a  standard of   

liv ing adequate for  the health and liv ing adequate for  the health and   

w ellw ell -- be ing of h im self and of h is fam ily, be ing of h im self and of h is fam ily,   

including food, clothing, housing and including food, clothing, housing and   

m edica l care and necessary socia l m edica l care and necessary socia l   

services, and the r ight  to secur it y in the services, and the r ight  to secur it y in the   

event  of unem ploym ent , sickness, event  of unem ploym ent , sickness,   

disabilit y, w idow hood, old age or  other  disabilit y, w idow hood, old age or  other    

lack  of live lihood in circum stances lack  of live lihood in circum stances   

beyond his cont rol."beyond his cont rol."   

 

 

 

 

Ar t icle  2 5 , Universa l Declar at ion of Hum an Rights, 1 9 4 6  



 

3 

 

Acknow ledgem ents  
  
 
The Black and Minority Ethnic (BME)  Health Forum  would like to thank Al-Hasaniya 
Moroccan Wom en's Cent re, the Chinese Nat ional Healthy Living Cent re, Midaye 
Som ali Developm ent  Network, Queens Park Bangladesh Associat ion and WSPM 
Agape Com m unity Project , for their  com m itm ent  and for sharing their  experience 
and knowledge of the com m unit ies they serve, without  which this program m e 
would not  have been successful. 
 
The Forum  would like to thank NHS Kensington & Chelsea, NHS Westm inster and 
the Health Foundat ion for the funding which m ade the program m e possible.  
 
A special thank you to Annet te Forster for her leadership developm ent  and support , 
and to Shared I ntelligence for evaluat ing the program m e.  
 
Finally this program m e would not  have been successful without  the dedicat ion and 
hard work of the m em bers of the BME Health Forum , in part icular, Am jad Taha, 
Brian Colm an, Laet isia Staniforth, and Nafsika Thalassis, as well as Zrinka Bralo of 
the Migrant  and Refuge Com m unit ies Forum  who provided the coordinat ion 
funct ion. We would also like to thank Toby Laurent  Belson of Brownbaby for his 
creat ivity in the design of our three innovat ive publicat ions. 
 
This report  was writ ten by I sis Am lak.  



 

4 

Contents      Pages  

 

1 . Execut ive Sum m ary and Recom m endat ions   5  -  1 1  

 

2 . I n t r od u ct ion          1 2  

 

3 . Methodology and Project  St ructure     1 2  -  1 8  

 

4 . The Program m e Act ivit ies       1 8  -  1 9  

 

 4 .1   Case Studies        1 9  -  2 4  

 

 4 .2   ESOL for  Health W orkshops      2 5  -  2 8  

 

 4 .3   Health I nform at ion for  Com m unit ies    2 8  -  2 9  

 

 4 .4   Publicat ions        2 9  -  3 1  

 

5 . Conclusions and Recom m endat ions     3 2  -  3 5  

 

Appendices 

 

Appendix  1  Ext racts from  Com m uni ty Projects’ Fina l Reports 3 6  -  3 7  

Appendix  2  Ext racts from  Find ings of the I ndependent     
    Ev a lu at ion         3 8  -  4 8  
 
 
Appendix  3  Conclusions and Recom m endat ions of the  
    I ndependent  Evaluat ion      4 9  -  5 0  
 
        
Appendix  4  BME Health Foru m  Term s of Reference   5 1  

 



 

5 

The Good Pract ices for  Access &  W ellbeing 
Program m e ( GPAW )  

Execut ive Sum m ary and Recom m endat ions  
 
1 . I nt roduct ion 
 
This report  describes the findings of the Good Pract ices for Access and Wellbeing 
Program m e (GPAW). GPAW was an eighteen m onth program m e funded by NHS 
Kensington and Chelsea and NHS Westm inster. I t  com plem ents and develops further 
the BME Health Forum ’s previous work on access to pr im ary care1  and was designed 
to dem onst rate pract ical m easures which would im prove access to pr im ary care 
health services for people from  Black and Minority Ethnic (BME)  com m unit ies in the 
two boroughs.  
 
The report  ident ifies a num ber of key successes and challenges in deliver ing this 
program m e.  I t  m akes recom m endat ions about  what  com m issioners, providers and 
com m unity organisat ions can do to im prove the experience of healthcare for BME 
residents. 
 
2 . Key Findings 
 
The baseline assessm ent  undertaken at  the start  of the program m e confirm ed that  a 
significant  num ber of BME service users cont inue to face barr iers to equal access to 
health services. They are dissat isfied with m ainst ream  services which they perceive 
as lacking in understanding and considerat ion. This situat ion can result  in poorer 
health com pared to other groups, with unnecessary visits to Accident  and Em ergency 
Units, higher rates of hospital adm ission, and the likelihood of m ore com plex, 
int rusive intervent ions at  a higher cost .   
 
The Program m e’s findings about  these barr iers, and how best  to reduce or rem ove 
them , cover two areas:  
 
2 .1  User  Exper ience 
 
2.1.1. Awareness of Services  
 
Som e key findings from  the I ndependent  Evaluat ion were:  
 

o At  the beginning of the project , 325 com m unity m em bers were interviewed 
about  their  understanding and use of health services. From  those who said they 
needed support  from  an interpreter to com m unicate with health professionals, 
only 86%  actually used interpreters. Furtherm ore, half the interpreters used 
were inform al ( fr iends and fam ily)  rather than form al.  

 
 
 
 
 
1  Descr ibed in ‘Pr im ary Concern’ , BME Hea lth Forum , June 2 0 0 8 . 
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o Am ong the people who did not  use an interpreter, only half knew that  they were 
ent it led to use a form al interpreter.2  

 
o At  the end of the project , when com m unity m em bers were interviewed again, 

63%  of people who had used an interpreter had used a form al interpreter. 
Furtherm ore, from  the people who were st ill not  using interpreters, 59%  knew 
they were ent it led to use a form al interpreter. 

 
o There was a sim ilar increase in awareness of other services in term s of locat ion 

and appropriate use. I n part icular, 63%  of users reported that  the project  m ade 
them  m ore aware of NHS services and 53%  of users reported that  as a result  of 
the project  their  confidence increased.3   

 
These findings suggest  a m odest  but  im portant  im provem ent  in the understanding 
and well being of com m unity m em bers. To im prove these further, the Program m e 
developed:  
 

o An I nterpret ing Guide for com m unit ies which was com plem ented by an 
I nterpret ing Guide for staff produced by NHS Westm inster. Both guides were 
dist r ibuted to com m unity organisat ions, GP pract ices and dental pract ices. 
 

o Fact  Cards explaining NHS Services in six com m unity languages which were 
dist r ibuted to com m unity organisat ions. 

 
 
2.1.2 Case Studies, Cultural Brokerage and Health I nform at ion  
 
The one- to-one work between the Access Facilitators and the clients dem onst rates 
that  there are st ill considerable difficult ies between a significant  num ber of BME 
pat ients and clinicians caused by m utual m isunderstandings. The Access Facilitators 
were able to resolve som e of these problem s by a variety of m ethods, including 
providing inform at ion, m aking appropriate appointm ents, request ing interpreters, 
com plet ing form s and generally negot iat ing and advocat ing on behalf of pat ients. This 
service was very successful as 94%  of respondents reported that  they received help 
to resolve an issue they had with the health service. 
 
The success of this work supports the use of cultural brokerage, ( refer to page 14) . 
The Access Facilitators were successful in their  work because they were able to 
negot iate between two cultural system s –their com m unity and the NHS.  
 
The Access Facilitators also ensured that  clients were not  just  passive recipients of 
help but  were given the tools  and inform at ion to advocate for them selves whenever 
possible.  
 
 
 
 
 
2  ‘Evaluat ion of the Shared Leadersh ip ( BME)  Schem e fo r  Kensington &  Chelsea an d W estm inster  BME Health 

Forum ’, Shared I nte lligence, Novem ber  2 0 0 9  

3  ‘Eva luat ion of the Good Pract ices for  Access and W ell Being Project ’,  Shared I nte lligence, May 2 0 1 0  
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To support  this em powerm ent  approach, clients at tended ESOL for Health and Health 
I nform at ion sessions which increased their  understanding of the health service and 
enabled them  to gain a bet ter understanding of health term inology. 
 
2 .2  Organisat ional Barr iers 
 
The GPAW Program m e was successful in working with local BME com m unity groups  
 

o To support  and em power BME service users;   
 
o To develop accessible inform at ion m aterials in com m unity languages;  and  
 
o To develop good pract ice guidance.   
 

This success is evidenced by the independent  evaluat ion com pleted by Shared 
I ntelligence4 ,  by the outputs of the Program m e, and by the sat isfact ion of  
part icipants and service users. GPAW dem onst rated the value of using a com m unity 
developm ent  approach to t ransform  the dynam ic between service users and the 
healthcare system .  This enabled the part icipant  com m unity organisat ions to 
system at ically ident ify the focus for their  act ivity and to target  the content  of the 
interpret ing guides and fact  cards effect ively within their  com m unit ies.  
 
Nevertheless, while all part icipant  com m unity organisat ions received the sam e level 
of resources and support , som e were m ore successful in deliver ing the program m e 
than others.  This points to som e key considerat ions for effect ive com m unity 
developm ent  work:    
 

o Recognising the exist ing skill level of individual part icipants;  
 
o Recognising the capacity and expert ise of part icipant  com m unity organisat ions;  
 
o Providing an appropriate level of resources ( funding and developm ental 

support )  to address the above.  
 
While engagem ent  with com m unity organisat ions was highly effect ive, this was not  
com plem ented by a significant  level of engagem ent  with Prim ary Care Pract ices. An 
analysis of the reasons for this cont rast ing experience suggests two key factors:   
 
ż At  the early stages of the program m e, it  was unclear to Pract ices what  the key 

deliverables of the program m e would be.  Therefore, the benefits of involvem ent  
rem ained unclear. As the program m e progressed, and outcom es were  
delivered, this has now been addressed;   

 
ż The capacity of Pract ices to engage in act ivity outside of individual pat ient  care 

is severely lim ited.   Though a num ber of Pract ices expressed support  for the 
Program m e and a willingness to part icipate m ore act ively, this proved difficult .    

 
 
 
 
4  ‘Eva luat ion of the Good Pract ices for  Access and W ell Being Project ’,  Shared I nte lligence, May 2 0 1 0   



 

8 

The t im ing of the GPAW program m e was especially challenging due to the ongoing 
Swine Flu Pandem ic. However, even in m ore favourable circum stances, act ive 
part icipat ion of GP pract ices would have proven difficult ,  despite the fact  that  there 
was agreem ent  that  this was desirable.   
 
This is because there are m ult iple st ructural barr iers to the involvem ent  of GP 
pract ices in act ivity which is not  focused on individual clinical perform ance. 
 
 
3 . Conclusions 
 
Act ion to reduce barr iers to effect ive com m unicat ion rem ains key to im proving the 
health experience of BME com m unit ies and addressing persistent  health inequalit ies.  
I nterpret ing provision needs to be of high quality, bet ter regulated, and m ore widely 
dissem inated to service providers and com m unit ies. There needs to be a greater 
em phasis on health educat ion in culturally appropriate and user fr iendly form ats. BME 
com m unit ies need to learn the language of health which will em power them  to 
com m unicate to speak up about  their  condit ions.  
 
Addit ionally, our experience of the successes and shortcom ings of the program m e 
leads to a core set  of recom m endat ions for a significant  change to the way that  
pr im ary care services are com m issioned. Such change will lead to effect ive 
engagem ent  and produce sustainable and long term  im provem ent .   
 
We st rongly recom m end the adopt ion of a com m unity developm ent  based approach 
to underpin the governance and m anagem ent  of pr im ary health care services, 
following the Com m unity Health Cent re (CHC)  m odel which has been in operat ion in 
Canada for m ore than thir ty years and has proven success.5  
 
CHCs are voluntary organisat ions that  offer local people a num ber of services, 
including health services, and are specifically aim ed at  com m unit ies that  face barr iers 
in accessing prim ary care.  CHCs are m ult i-disciplinary so that :  
 
” they support  clients not  only by providing clinical services but  also by dealing with 
the social, environm ental and econom ic determ inants of health… are com m unity led, 
accessible … and work under explicit  ant i-oppression policies ….6 ”    
 
Adopt ing a sustainable cultural brokerage m odel, ( refer to page 14) , alongside the 
CHC m odel of governance will provide a solut ion to the barr iers experienced by BME 
groups.  For exam ple:  
 

o Such a m odel will facilitate cultural change am ongst  both service providers and 
recipients;  
 

o I t  will enable com m unit ies them selves to inform  the provision of health services 
based on their  unique abilit y to understand their own health needs;   
 
 
 

5  ‘Eva luat ion of the Good Pract ices for  Access and W ell Being Project ’,  Shared I nte lligence, May 2 0 1 0  

6  I bid  
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o I t  will enable BME com m unit ies to learn the language of health and to em power 
them  to com m unicate effect ively about  their  needs;  
 

o I t  will also enable providers to understand the context , culture and values in 
which their  service users funct ion, in order to provide effect ive care. 

 
 
 

4 . Recom m endat ions  
  
These recom m endat ions are com plem ented by the recom m endat ions of the 
independent  evaluat ion, which are also listed in Appendix 3.   
 
Recom m endat ion 1   
 
All stakeholders should work together to im plem ent  a m odel for the governance of 
pr im ary care services which is based on the Canadian Com m unity Health Cent re 
(CHC) . This should, in the first  instance, be led by the Prim ary Care Trusts (PCTs)  and 
Pract ice Based Com m issioning Groups (PBC)  in the context  of their  program m es for 
the developm ent  of com m unity based services.  
 
 
Recom m endat ion 2  
 
I n addit ion to developing a Com m unity Health Cent re (CHC)  m odel com m issioners 
should ensure BME com m unit ies are act ively involved in all service developm ents, at  
all stages from  incept ion to evaluat ion. This will help dem onst rate World Class 
Com m issioning com petencies and m eet  Public and Pat ient  I nvolvem ent  requirem ents 
and Equalit ies Dut ies. 
 
 
Recom m endat ion 3   

Stakeholders should use a com m unity developm ent  approach for engagem ent  with 
BME com m unit ies, ( refer to page 13) . This will include providing appropriate 
resources for:  

ż dialogue with com m unity organisat ions, part icular ly around difficult  to engage 
issues;  

ż Dissem inat ion of key health m essages;  

ż Close partnership with com m unity organisat ions in the delivery of preventat ive 
services, including screening services and procedures;  

ż Recognising the im portance of act ively engaging children and young people as 
key stakeholders in prom ot ing good pract ice. 

 

 



 

10 

 

Recom m endat ion 4   
 
Com m issioners should adopt  a cultural brokerage approach ( refer to page 14)  and 
support  com m unity organisat ions to develop the skills and capacity required to deliver 
this effect ively.  
 
Recom m endat ion 5  
 
BME Access Facilitators should be recruited and co- located in GP surgeries and 
com m unity organisat ions with the rem it  to educate and support  com m unit ies and 
health professionals. This will facilitate greater access, im prove com m unicat ion and 
increase understanding.  
 
Recom m endat ion 6  
 
To ensure BME com m unit ies and health professionals cont inue to benefit  from  the 
output  of the GPAW project , there needs to be:   
 
ż A com m itm ent  from  the two PCTs and other key stakeholders  
 to reprint , dissem inate and em bed use of the interpret ing guides and fact  cards;   

 
ż A com m itm ent  to produce the GPAW literature in other com m unity languages, 

in addit ion to the six included in the program m e.  
 
Recom m endat ion 7  
 
Based on the success of the exist ing course, ESOL for health should be cont inued and 
extended to im prove health literacy. This m odel needs further developm ent  to spread 
and sustain good pract ice. 

Recom m endat ion 8   

Com m issioners and the BME Health Forum  should work in partnership to develop a 
t raining package for com m issioners and providers. Training should focus on how best  
to support  and develop com m unity organisat ions in addressing barr iers to health 
access and result ing health inequalit ies. This package should incorporate:  

ż The barr iers to equitable access;  

ż The link between barr iers to access and health inequalit ies;  

ż Best  pract ice in the approach to support ing com m unity organisat ions to address 
these barr iers;  

ż The role of cultural brokerage in reducing barr iers. 
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Recom m endat ion 9  

Second t ier com m unity and voluntary organisat ions should be funded to provide 
addit ional infrast ructure support  to BME com m unit ies and com m unity voluntary 
organisat ions, in order to work in collaborat ion and prom ote partnership to address 
shared health and social issues. This will support  com m unity cohesion and increase 
the capacity of groups who often have a com m on purpose. There would also be a less 
burdensom e t ransact ional cost  involved if com m unity groups could work as a 
consort ium  when subm it t ing funding applicat ions in the current  uncertain econom ic 
clim ate.  
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I nt roduct ion  
 
The Good Pract ices for Access and Wellbeing (GPAW) program m e is the result  of 
ongoing work undertaken by the Black and Minority Ethnic (BME)  Health Forum  to 
address access to pr im ary care for BME groups. This work began with the publicat ion 
of the 2006 Report :  ‘Minding the gaps -  Are BME groups partners or subst itutes in 
health provision?’, which ident ified that  accessing GP pract ices was a m ajor health 
concern for the m ajority of BME groups. The report  ident ified that  problem s with 
access faced by BME com m unit ies in Kensington & Chelsea and Westm inster (KCW) 
included lack of adequate interpret ing, poor interact ion between pat ients and GPs and 
barr iers in register ing with GPs. 

This process entered its next  chapter with the im plem entat ion of the two staged 
‘Access to GP Pract ices’ project  that  was init iated with a process of research and 
invest igat ion. This first  part  involved interviewing pat ients and health professionals, in 
order to ident ify the key issues. The outcom e was ‘Prim ary Concern’, published in 
June 2008. This report ’s key recom m endat ions suggested that :  

o The PCTs should ensure that  they com m ission prim ary care services which are 
flexible and responsive to the needs of all groups. They should also com m ission 
com m unity groups and the BME Health Forum  to develop projects to im prove 
access;  

 
o GP Pract ices should use pat ient  groups/ panels, local com m unity groups and the 

BME Health Forum  as a route for im proving their understanding of local 
com m unit ies and com m unit ies’ understanding of NHS services and pract ices;  

  
o The BME Health Forum  should work with pract ices to ident ify and develop good 

pract ice in relat ion to providing interpret ing support ;  
  
o The BME Health Forum  and com m unity groups should act ively prom ote the 

availabilit y of interpret ing services to their  m em bers. 
 

The second stage of this project , which is docum ented here, has been about  
im plem ent ing these findings. 

 

Methodology 

Good Pract ices for  Access &  W e llbe ing Program m e St ructure 

GPAW started in April 2009 and finished in April 2010. I t  was funded by NHS 
Kensington and Chelsea and NHS Westm inster. I t  was delivered by six com m unity 
projects who were appointed through an open tender process. 
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The six organisat ions selected were:  

o Al-Hasaniya:  serving the needs of Moroccan and Arabic speaking wom en and 
their  fam ilies;   

 
o Chinese Nat ional Healthy Living Cent re:  prom ot ing healthy liv ing and access to 

health services for the Chinese com m unity;   
 
o The Kongolese Cent re for I nform at ion and Advice:  providing a range of services 

to help Afr ican French and Lingala speakers;   
 
o Midaye Som ali Developm ent  Network:  serving the needs of the Som ali 

com m unity and ethnic m inorit ies;   
 
o Queens Park Bangladesh Associat ion:  dedicated to the upliftm ent  of 

Bangladeshi people in the Queens Park ward and the wider Bangladeshi 
com m unit ies in Westm inster;   

 
o WSPM Agape:  support ing disadvantaged groups, including West  Afr ican and 

Caribbean com m unit ies, residing in Westm inster and Greater London. 
 

 

A Com m unity Developm ent  Approach  

The program m e used a com m unity developm ent  approach to support  the pursuit  of 
culturally and linguist ically diverse services that  m eet  the local need of BME 
com m unit ies.  
 
Com m unity developm ent  invo lves changing the re la t ionships betw een ordinary 
people and people in posit ions of pow er, so that  everyone can take par t  in the 
issues that  a ffect  the ir  lives. I t  star ts fr om  the pr inciple  that  w ith in any com m unity 
there is a  w ealth of know ledge and exper ience w hich , if  used in creat ive w ays, can 
be channelled into collect ive act ion to achieve the com m unit ies'  desired goals.  

Com m unity developm ent  pract it ioners w ork  a longside people in com m unit ies to 
help build re la t ionships w ith key people and organisat ions and to ident ify com m on 
concerns. They create oppor t unit ies for  the com m unity to  learn new  sk ills and, by 
enabling people to act  together , com m uni ty developm ent  pract it ioners help to 
foster  socia l inclusion and equalit y. 7  

Through adopt ing this approach, the program m e was able to enhance the capacity of 
com m unity projects to deliver health care inform at ion, m ake referrals and provide 
advocacy, as required.  

 

 

 

 

7  Com m unity  Developm ent  Exchange: h t tp:/ / w w w .cdx.org.uk / com m unity- developm ent / w hat - co m m unit y-
deve lopm ent  

http://www.cdx.org.uk/community-development/what-community-development�
http://www.cdx.org.uk/community-development/what-community-development�
http://www.cdx.org.uk/community-development/what-community-development�
http://www.cdx.org.uk/community-development/what-community-development�
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Adopt ing a  Cultura l Brokerage Model of Health Deliv ery 

Health system s are cultural system s. What  an individual believes and understands as 
the root  cause of an illness or m edical condit ion is also culturally determ ined. The 
term  “cultural broker”  was first  invented by anthropologists to explain their  
observat ion of m ediat ion between cultures i.e. certain individuals acted as “go 
betweens” , or “negot iators on behalf of colonial governm ents and the societ ies they 
ruled” . Jezewski defined cultural brokering as “ the act  of br idging, linking or 
m ediat ing between groups or persons of differ ing cultural backgrounds for the 
purpose of reducing conflict  or producing change” 8 .   
 
Based on this definit ion, a cultural broker is a person or group who facilitates 
com m unicat ion between different  cultures. For this approach to work effect ively, it  is 
fundam ental that  cultural brokers have the t rust  and respect  of the com m unity with 
which they are working. 
 
Adopt ing a Cultural Brokerage approach in health service delivery does not  necessary 
require that  the cultural broker be a m em ber of a part icular cultural group or 
com m unity. However, it  is essent ial that  s/ he is knowledgeable about  the health 
values, beliefs, and pract ices within the cultural group or com m unity they serve.  
 
S/ he will need to have experience of the health care system  and to have learned how 
to navigate it  effect ively for their  com m unity 
 
Respect ing diverse character ist ics is essent ial in providing culturally com petent  
services. A culturally com petent  service will be bet ter placed to address the health 
inequalit ies faced by the com m unity it  serves. The cultural brokerage m odel respects 
self determ inat ion, self definit ion and cultural differences within com m unit ies;  the 
pr inciple being that  com m unit ies determ ine their  own needs.  
 
 
 
Health I nequalit ies  

I t  rem ains a disturbing fact  that  people from  BME groups are am ongst  the m ost  
socially excluded. They suffer inequalit ies of health and consequent ly a poor quality of 
life.  

Fact : The preva lence of st roke am ong Af r ican Car ibbean and South Asian m en is 
7 0 %  higher  than the average. 9  

There is an over- representat ion of BME groups (42% )  in m ental health services 
com pared with the overall populat ion, part icular ly people from  the Afr ican and 
Caribbean com m unit ies, Refugee m en and Muslim  wom en. BME groups account  for 
37%  of the households in tem porary accom m odat ion accepted as vulnerable due to a 
m ental health condit ion.  

 

8  Jezew sk i &  Sotn ik , 2 0 0 1 . 

9  Race for  Health -   w w w .raceforhealth.org  
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Despite an im provem ent  in overall health in the UK over the last  few decades, health 
inequalit ies within and between com m unit ies have cont inued to exist  and in m any 
cases have widened. BME com m unit ies are, ‘… m ore likely than others to live in 
deprived areas;  be poor;  be unem ployed, com pared with white people with sim ilar 
qualificat ions;  suffer ill-health and live in overcrowded and unpopular housing. They 
also experience widespread racial harassm ent  and racist  cr im e and are over-
represented throughout  the cr im inal just ice system , from  stop and search to 
pr ison' (Social Exclusion Unit , 2003) .1 0  

Poverty and poor health go hand in hand;  they im pact  upon people from  all ethnic 
backgrounds in Britain and are linked to other form s of social deprivat ion. As people 
from  som e ethnic backgrounds tend to be disproport ionately disadvantaged by social 
and econom ic deprivat ion, they also tend to suffer from  worse health.  

Fact : I nfant  m orta lit y in England and W a les for  children born to m others from  
Pak istan is double the average. 1 1  

Overall there is com pelling evidence that  people from  BME backgrounds are less 
successful in accessing health- related services and tend to experience poorer health. 
Life expectancy tends to be lower at  all ages and for all causes of death.  

 

Key tasks for  com m unity projects  

The key object ives for the com m unity projects were to im prove access to pr im ary 
care services for their  com m unit ies. This was to be achieved by working with pat ients 
and prim ary care providers to develop and dissem inate good pract ice while increasing 
com m unit ies’ knowledge of how to access and use those services. Object ives of the 
com m unity projects were to:  

ż I dent ify m em bers of BME com m unit ies experiencing barr iers to accessing 
pr im ary care services and engage them  in this project ;  

 
ż Develop a writ ten guide on interpret ing for pat ients, their  fam ilies and their  

fr iends in order to ensure that  com m unity m em bers are aware of the 
availabilit y of official interpret ing services and the r isks of using unofficial 
interpreters;  

 
ż Produce a fact  sheet  for com m unit ies;  and 
 
ż Produce a quest ionnaire in the top six com m unity languages, to assess 

knowledge and use of health services. 
 
 
 
 
1 0  Cam pbell C ( 2 0 0 0 )  'Socia l capita l and hea lth: Co ntextua lising hea lth prom ot ion w ith in loca l com m uni t y 
netw orks'  in  Baron S, Fie ld J and Schuller  T ( eds)  ( 2 0 0 0 )  Socia l Capita l: cr it ica l perspect ives  Ox ford Universit y  
Press: Oxford. 

1 1  Race for  Hea lth— w w w .raceforhea lth.org  
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The Com m unity projects were required to:  

ż Build their  capacity to deliver health projects;  
 
ż Provide advocacy, inform at ion and signpost ing for mem bers;  
 
ż Develop specialist  knowledge and understanding of NHS services;  
 
ż I m prove sat isfact ion of pat ients;  
 
ż Educate their  com m unit ies and act  as cultural brokers. 
 
 
 

GP Pract ices and Dent ists 

The program m e aim ed to engage a num ber of GP and dental pract ices in KCW. The 
object ive was to provide support  to these prim ary care services to deal with cultural, 
language and com m unicat ion issues with BME pat ients, including asylum  seekers and 
refugees. I n addit ion the program m e aim ed to:  

o Reduce the length of clinical consultat ions at  these services by working with 
BME pat ients on using clinical consultat ions effect ively;  

 
o I ncrease the list  size of these pract ices by im proving regist rat ion am ongst  the 

BME populat ions;  
 
o I m prove sat isfact ion levels am ongst  the pat ients of these prim ary care services 

by im proving the sat isfact ion of an ident ified BME sam ple. This was to be 
m onitored by m easuring sat isfact ion of the sam ple at  the beginning and end of 
the project . An ant icipated outcom e was a t r ied and tested m odel for 
m onitor ing pat ient  sat isfact ion for BME com m unit ies, thus im proving the pat ient  
experience;  

 
o Work in partnership with these pract ices to review and adjust  exist ing language 

support , com m unicat ion and regist rat ion st ructures at  these pract ices.  
 
 
 

The Program m e Steer ing Group ( PSG)  

The Program m e Steering Group (PSG)  was set  up to provide advice on the 
im plem entat ion of the program m e and guide the developm ent  of a program m e of 
work. The group facilitated collaborat ion between the program m e stakeholders:  NHS 
Westm inster, NHS Kensington & Chelsea, the BME Health Forum , com m unity projects, 
the voluntary sector and pat ients. I ndividuals invited to join the group were expected 
to cont r ibute their  experience and knowledge in a posit ive m anner for the life of the 
project .   
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The PSG provided st rategic direct ion, guidance and support  to the Forum  m anager, 
(who was also the program m e m anager) , the program m e coordinator and the 
com m unity-based projects. 
 

 

Access Facilita tors 

Each com m unity project  appointed an Access Facilitator whose responsibilit y was to 
deliver the program m e of work. The roles of the Access Facilitators involved:  

o Advocacy:  to provide advocacy support  to m em bers/ clients of the project  to 
m ake their voices heard, to access services, to challenge or to raise com plaints;  

o I nform at ion:  to provide inform at ion to the com m unity with which they work, 
specifically around health;  

o Referra ls:  to be able to m ake referrals to appropriate agencies and 
organizat ions;  

o Signpost ing:  to be able to signpost  clients/ m em bers to where they can access 
the appropriate support , or services. 
 

The role of the Access Facilitators was designed to im prove the health of their  
com m unit ies by providing input  to local health care providers and raising issues on 
behalf of their  users, and by educat ing their com m unit ies on how to m ake effect ive 
use of services. The role supported users to m ake com plaints or raise challenges and 
provided support  to overcom e cultural and language barr iers.  

 

 

The Project  Delivery Group  
 
A Project  Delivery Group (PDG)  was set  up facilitate partnership working across the 
six com m unity projects in a flexible and product ive m anner. I t  enabled the  
coordinator to supervise and support  the Access Facilitators to achieve the 
program m e object ives as set  out  in Act ion Plan. The aim s of the group were to:     

 
o Facilitate well at tended regular m eet ings;   
o Work closely with the Program m e Coordinator and other m em bers of the 

m anagem ent  team  as required;  
o Share inform at ion on experiences of all aspects of project  delivery;  
o Channel the views, experiences and issues from  com m unity m em bers into the 

program m e;  
o Coordinate advocacy, inform at ion, referral and signpost ing;  
o Provide progress reports and exam ples of good pract ice to stakeholders;  
o Represent  the Com m unity projects on the PSG and at  other events and 

act ivit ies as required;  
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Mem bership of the delivery group form ed part  of the cont ract  of em ploym ent  for the 
Access Facilitators. A total of twenty two PDG sessions took place throughout  the life 
of the Program m e. Sessions were well at tended, with no fewer than four Access 
Facilitators at  any one session.  
 
 
Tra ining, Developm ent  and Consulta t ions  
 

Training and developm ent  were cent ral to achieving the key object ives of the 
program m e. Training needs assessm ents were com pleted at  the outset  and the 
project  coordinator designed act ivit ies to im prove, develop and build the Access 
Facilitators’ skills base, and their  capacity to deliver the program m e outputs.  
 
All the t raining was well received by the Access Facilitators, who said that  the 
advocacy t raining in part icular was very useful for them . Training included:   
 

o Presentat ion skills;   
o Team building;   
o Act ion learning, which included part icipat ing in an act ion learning set  to provide 

support  around client  casework;   
o Advocacy t raining;   
o Mental Health First  Aid (MHFA) ;  
o Designing and adm inister ing quest ionnaires;   
o Running focus groups.  

 
The Access Facilitators also at tended six team  building sessions with an external 
leadership consultant . 
 
A num ber of colleagues from  NHS Westm inster and Kensington & Chelsea ran 
sessions designed to increase the Access Facilitators’ knowledge and awareness of 
health services. Sessions were delivered by NHS Westm inster ’s Sexual Health 
Developm ent  Manager (Sexual Health in Prim ary Care) , NHS Westm inster ’s Project  
Manager for BME Com m unit ies and Mental Health – I m proving Access to Psychological 
Therapies, NHS K&C PALS Service, K&C Early I ntervent ion in Psychosis Team . 
Sessions were also run by Médecins du Monde UK -  Project  London.  

 
 
 

The Program m e Act iv it ies 
 

The Client  Support  Group 
 

A significant  am ount  of t im e within the project  has been dedicated to providing direct  
support  for clients. The Access Facilitators worked with clients on a one- to-one basis 
to help them  solve part icular problem s with accessing health services and im prove 
their  health. 
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Each Access Facilitators also ident ified 15 clients who were the subjects of a 
m onitor ing exercise m easuring the im pact  of the Access Facilitators role in br inging 
about  change for clients. They interviewed these clients in late August / early 
Septem ber 2009 and again in late March 2010.  
 
The inform at ion collected init ially helped the Access Facilitators form ulate a clear 
understanding of the needs of the individuals concerned. I t  also provided insight  into 
the problem s faced by vulnerable BME people accessing healthcare in general.  
The inform at ion collected later helped m onitor the im pact  of the support  offered by 
the Access Facilitators.  
 
Som e of the experiences of m em bers of the Client  Support  Group were developed 
into Case Studies, which are contained below. 
 
The intervent ions provided to the Client  Support  Group included advocacy, language 
support  and interpret ing, as required, the provision of health inform at ion, signpost ing 
and referrals to other service providers.  
 

 

Case Studies  

These are a sam ple of case studies from  the one- to-one work of the Access 
Facilitators with clients.  
 
Al Hasaniya 
1 . Referra l Deta ils: A m iddle aged wom an who had had a brain tum our successfully 
rem oved six years ago. 
The client  was required to undergo a brain scan every year to check that  the tum or 
had not  returned. After five years of clear scan results the client  was discharged from  
the departm ent . However, she cam e in to say that  her headaches had suddenly 
returned.  
Outcom e: Al Hasaniya called her consultant ’s departm ent  and described the 
sym ptom s. The client  was given an appointment  for a brain scan the following day.  
 
2 . Referra l Deta ils: A m iddle aged wom an who was being t reated for severe 
depression and post  t raum at ic st ress disorder at  the Assessm ent  Services at  Paterson 
Cent re. 
The client  cam e to ask for help to m ake a call in order to book an interpreter for her 
next  appointm ent  at  the Paterson cent re.  
Outcom e: Al Hasaniya called on her behalf and the recept ionist  was very rude, 
stat ing that  the client  should not  need an interpreter after liv ing in the UK for 25 
years. They told her that  this is not  the first  t im e that  the client  has been provided 
with an interpreter for appointm ents at  their  cent re and the recept ionist  agreed that  
one would be provided.  
 
3 . Referra l Deta ils: A m iddle aged wom an cam e in explaining that  she had 
undergone dental t reatm ent  and believed that  she was ent it led to free t reatm ent  
because she was in receipt  of I ncapacity Benefit .   
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The client  had subsequent ly received a let ter inform ing her that  not  only was she 
liable to pay the dental charges, but  that  she was also liable to pay a penalty charge 
for falsely claim ing ent it lem ent  to free t reatm ent .  
She had brought  copies of all her docum ents to Al Hasaniya who was able to establish 
from  the original form  that  she had in fact  t icked the box claim ing she was in receipt  
of I ncom e Support . The m istake was explained to her and they realised that  she did 
not  understand the difference between the two benefits. The difference was explained 
to her as well the fact  that  she was therefore not  ent it led to free t reatm ent  without  an 
HC2 cert ificate. They called on her behalf and arranged for an HC1 form  to be sent  to 
her so that  she could m ake the correct  claim . 
Once the client  received the HC1 form  she took it  to Al Hasaniya who helped her to 
com plete it .  They also sent  an accom panying let ter explaining the m istake that  she 
had m ade by falsely claim ing free t reatm ent  and requested that  she be perm it ted to 
pay the dental charge but  that  the penalty charge be withdrawn. 
Outcom e: The client  was sent  an HC2 cert ificate ent it ling her to full help with health 
costs from  the date that  it  had been init ially awarded. However, she was inform ed 
that  she would have to pay for the previous t reatm ent  and also the penalty charge. 
 
 
Chinese Nat ional Healthy Living Cent re 
1 . Referra l Deta ils: A wom an suffer ing from  arthr it ic pain and a num ber of other 
issues, unable to work since July 2009.  She was receiving regular physiotherapy at  
the Soho health cent re which had been arranged by her GP.  
The client ’s GP spoke Cantonese which m ade it  easy for her to com m unicate and she 
was well looked after in the last  few years. 
On 21 January this year she was referred to an Ear Nose Throat  (ENT)  appointm ent  
but  she lost  her appointm ent  let ter. Chinese Nat ional Healthy Living Cent re (CNHLC)  
phoned the hospital on her behalf and was inform ed of the t im e of the appointm ent  
was in a few days t im e. 
Outcom e: The client  was able to get  to her appointm ent  on t im e, narrowly avoiding 
m issing it .  CNHLC also booked an interpreter for her physiotherapy appointm ent  the 
following m onth and supported her to reschedule a breast  screening appointm ent  at  
St . Mary’s hospital. 
 
2 . Referra l Deta ils: An elderly m an who was registered with a pr ivate dent ist  but  
was reluctant  to m ake an appointm ent  because of the high costs. 
Outcom e: CNHLC provided the Client  with inform at ion about  several local NHS 
dent ists and how to m ake an appointment . As the Client  spoke reasonable good 
English he was able to m ake an appointm ent  by him self.  
 
3 . Referra l Deta ils: An elderly wom an received a let ter stat ing that  she had a choice 
to opt  out  of eye screening test . 
The client  did not  understand the previous let ters invit ing her for eye screening tests 
and did not  respond.  
Outcom e: CNHLC were able to help her to telephone the Westm inster diabetes 
cent re and to book a test  the following m onth.  
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4 . Referra l Deta ils: An elderly wom an who had been registered together with her 
husband at  the sam e GP was rem oved from  the regist rat ion list . Both the client  and 
her husband had been registered with this GP since arr iving in the UK 20 years ago. 
Over the past  few years as she had generally been in good health she had not  visited 
her GP. She was not  m ade aware that  she had been deregistered and it  was only 
while CNHLC were helping her to report  her lost  m edical card that  she discovered 
what  had happened. 
Outcom e:  CNHLC explained to her that  she had been rem oved from  the system  and 
what  the process was for reregister ing. An appointm ent  was m ade and a follow up 
check was also booked for her with the pract ice nurse. CNHLC also booked a 
com prehensive check-up for her with an interpreter present , two weeks later. 
 
 
Midaye Som ali Developm ent  Netw ork  
1 . Referra l Deta ils:  A wom an had been diagnosed with a rare spinal disorder where 
spinal fluid is drained, thereby weakening all the bones in the body, reducing m obilit y 
and nerve signals, and im pair ing the client ’s speech, walking, and independence. She 
had a seven year history of st ruggling with this degenerat ive disease and required 
support  to liaise with her GP and the various hospitals where she had appointm ents. 
Although this client  had a very good understanding of the English language and was 
able to hold a conversat ion with doctors about  general subjects, problem s arose when 
doctors used professional jargon, which she did not  understand. Her lack of 
understanding of technical term s and a fear of being labelled as incom petent  resulted 
in her requir ing a range of support , including interpret ing, advocacy and explaining 
the content  of let ters. She had also been m isdiagnosed and prescribed ant i-
depressants for five years and as a result  had developed a dependency on them . 
Outcom e:  Midaye learnt  to work successfully with this client  who often exhibited 
challenging behaviour and to explain her needs to health professionals. The client ’s 
needs are chronic and Midaye will cont inue to support  her and encourage her to 
part icipate in workshops and act ivit ies designed to have a posit ive effect  on her well 
being. 
 
2 . Referra l Deta ils: An elderly wom an who does not  speak any English, and who 
suffers from  severe arthr it is and a recent  back injury, slipped in the bath and severely 
injured herself. She was taken to A&E by a relat ive and on discharge was told that  
she needed to be seen by a GP. After t rying to get  through to her GP for two 
consecut ive weeks, and a return visit  to A&E, she contacted Midaye. 
The client  was not  able to read or write, so relied on Midaye to t ranslate all 
correspondence, including m edical let ters and leaflets. I n addit ion her poor m em ory 
necessitated that  she be regular ly rem inded about  appointm ents. She was unable to 
ask for an interpreter to help her to book or cancel appointm ents. 
Outcom e:  Midaye was able to book an appointm ent  for her the following day. Two 
m em bers of staff went  to the Client ’s hom e and waited with her for the GP for half an 
hour after which the GP was contacted. I t  t ranspired that  they had forgot ten to book 
the visit  and it  was rebooked for the following day. Midaye contacted PALS to alert  
them  to the issue, PALS also contacted the GP and the appointm ent  took place the 
following day. 
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3 . Referra l Deta ils: A wom an whose son, in his early twent ies, was diagnosed with 
severe bipolar disorder, m oved from  Birm ingham  to Kensington & Chelsea because 
she st ruggled to find appropriate services that  would m eet  his need. She sought  a GP 
in her local area, inform at ion about  the local m ental health services. She also had 
educat ional and housing needs.    
Although this client  st ruggled with English, she knew from  experience what  services 
she needed. She had the responsibilit y of being a full t im e carer for a volat ile young 
m an, which was a m ajor rest r ict ion on her. 
Outcom e: Midaye was able to refer her to a well regarded GP in her catchm ent  area, 
refer her to the m ental health services, and to suggest  som e ESOL classes which she 
would be able to at tend. This client  was also given inform at ion about  workshops and 
was eager to at tend the ongoing sessions on Mental Health, in order to broaden her 
knowledge and be able to understand and find alternat ive ways of coping with her 
son’s illness. She at tends the drop- in sessions less and less each week which is a sign 
that  her needs are being m et . 
 
4 . Referra l Deta ils:  An elderly m an suffer ing from  throat  cancer who is a regular 
service user. He has a basic understanding of the English language but  when under a 
lot  of st ress loses his com m and of the language. 
This client  has relied on regular advocacy support  at  appointm ents in order to avoid 
professionals m isunderstanding him  and m isinterpret ing his “ rants”  in Som ali, and 
behavioral changes as signs of severe m ental illness as had occurred with his GP 
previously. 
Outcom e:  Midaye was able to refer this client  and his fam ily for fam ily therapy, and 
support  him  to access counselling. They also provided out reach support  and 
m ediat ion to clear up the m isunderstanding with his GP.  
 
5 . Referra l Deta ils: A young wom an diagnosed with rheum at ism , who had a quite a 
good com m and of English. However, she had not  been in the UK for very long, did not  
understand how health services worked or where to seek the help that  she needed. 
When her GP first  diagnosed her with rheum at ism  she left  without  fully understanding 
what  this m eant  and consequent ly had not  asked the GP to explain the condit ion. 
A few weeks later she returned to her GP surgery com plaining of the sam e pains in 
her joints, and again the GP explained to her that  she was suffer ing for early onset  
rheum at ism . He prescribed her som e paracetam ol and som e ibuprofen, but  the client  
rem ained unaware of what  was being said and becam e dist ressed. She at tended 
Midaye com plaining that  her GP did not  understand her and that  he was negligent .  
Outcom e:  Midaye provided out reach support  to her at  her appointm ent  at  the GP. 
The GP explained that  on num erous occasions the client  had visited him  and each 
t im e she seem ed as though she understood what  he had said to her. Midaye 
explained to her what  the diagnosis was and that  there was no cure. This client  has 
since been looking at  alternat ive m easures to lessen the pain caused by rheum at ism  
and her relat ionship with her GP has drast ically im proved. The GP now arranges for 
an interpreter to at tend with her.  
 
6 . Referra l Deta ils: A newly arr ived m igrant  who was five m onths pregnant , not  
registered with a GP and had not  been seen by a nurse. On arr ival in the UK four 
m onths before, I m m igrat ion Officials overlooked her pregnancy. 
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This client  was unable to speak English and was homeless following the breakdown of 
an abusive m arr iage. The client  had no proof of residence or a passport . 
 
Outcom e:  Midaye referred the client  to the m aternity unit  at  the local hospital for 
em ergency checks because she had not  received any unt il this point . The hospital 
staff and social services ident ified a GP for her;  however, it  took two weeks to register 
her due to the lack of requested docum entat ion. Midaye also supported her with her 
accom m odat ion needs and she was placed in a tem porary accom m odat ion in a hostel. 
When her child is 6 m onths old, the client  will be enrolled onto ESOL courses to 
im prove her English. 
 
 
Queens Park  Bangladesh Associa t ion 
1 . Referra l Deta ils: An elderly wheelchair bound wom an who required her m at t ress 
to be replaced but  was caught  between her GP and the Social Services, both of whom  
refused to take responsibilit y for the case. 
The client  first  approached the Social Services to help her with the situat ion but  was 
told that  she needed to contact  her GP. Her GP told her that  her need was the 
responsibilit y of social services. The client  at tended a joint  consultat ion session held 
by NHS Westm inster and Westm inster City Council.  At  this session she raised her 
concerns.  
I n addit ion, this client  has also been wait ing for over a year for redecorat ion to her 
house by Westm inster City Council.  She had received a let ter m ore than a year ago 
stat ing that  som eone would be carrying out  the work. 
Outcom e:  The client  was asked to put  her case forward through Queens Park 
Bangladesh Associat ion (QPBA)  via em ail to one of the professionals who was at  the 
session. QPBA em ailed the all the details to the NHS Westm inster representat ive and 
is yet  to hear from  them . QPBA also contacted Westm inster City Council regarding the 
redecorat ion and is await ing a response. 
 
 
 
W SPM Agape Com m unity Projects 
1 . Referra l Deta ils: An elderly lady had a com plaint  about  being prescribed the 
wrong m edicat ion by a locum  doctor while her GP was away on holiday. 
Outcom e: WSPM Agape (WSPM) intervened on her behalf by accom panying her to 
the GP Surgery and providing her with support  to explain what  had happened. The 
client  was provided with the correct  prescript ion. 
 
2 . Referra l Deta ils: A young wom an had concerns about  her GP failing to provide 
her with test  results. 
Her sister had been diagnosed with breast  cancer and she was wait ing for the results 
of the sam e test . She anxiously telephoned the surgery for the results. The 
recept ionist  m ent ioned som ething but  the lady was not  fluent  in English and did not  
understand what  the recept ionist  said.  
Outcom e: WSPM accom panied the client  to the GP, where it  was explained that  her 
test  results were negat ive and that  she did not  have cancer. 
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3 . Referra l Deta ils: A young pregnant  wom an at tended the cent re seeking 
inform at ion and support  to register with a dent ist .   
Outcom e: WSPM referred the client  to a local dent ist  where she is now registered.   
 
4 . Referra l Deta ils: An elderly gent lem an who was diagnosed with prost rate cancer. 
He was told that  he would have to undergo surgery and required support  to help him  
with the process.   
Outcom e: WSPM advocated for the client  at  his hospital appointm ents and was also 
able to provide him  with inform at ion and support  around aftercare following his 
operat ion. The client  also at tended the Project  for counselling sessions and has since 
m ade a full recovery.   
 
 
W hat  are the f indings of the case studies? 
A lack of English language com petency has a direct  im pact  on people’s abilit y to 
m anage their  health. For people suffer ing from  prolonged or chronic illnesses in 
part icular, the inabilit y to art iculate their  needs in English affects their  awareness of 
what  services are available and how to m ake opt im um  use of these services. Delays 
in accessing services can prolong and/ or exacerbate illness and delay recovery. Lack 
of knowledge and understanding is one of the root  causes of inappropriate use of 
health services such as repeat  GP appointm ents, failing to at tend appointm ents or 
at tending A& E for m inor illnesses.  
 
I n order to negot iate com plex health care system s, pat ients have to deal with very 
com plex inform at ion and t reatm ent  decisions. These require an understanding of 
writ ten inst ruct ions and doctors’ direct ions. Furtherm ore, pat ients need to be able to 
describe their  sym ptom s and art iculate their  health concerns accurately. They m ust  
be able to ask pert inent  quest ions, and understand diagnoses, inst ruct ions and 
m edical advice.  I nterpreters and language support  are therefore crucial to im proving 
the health of BME com m unit ies. 
 
I n m arginalised com m unit ies, there are widespread problem s with regard to pat ients 
being unaware of their  ent it lem ents. Repeated quest ions from  clients were:  ‘Am  I  
ent it led to register with an NHS dent ist?’ ‘Am  I  ent it led to free m edicat ion?’ ‘How do I  
fill out  these form s?’ ‘Where can I  find this inform at ion?’ These barr iers inhibit  
people’s willingness to find an NHS dent ist  or to go to the doctor. Furtherm ore, poor 
GP-pat ient  relat ionships are often m ade worse because pat ients are unaware of their  
relevant  ent it lem ents, such as knowing that  a GP can be changed, a second opinion 
sought , and that  the process for doing so is sim ple and short .  
 
Dissem inat ing understanding of how to use system s am ong disadvantaged and 
m arginalised com m unit ies is a role that  can be m ost  effect ively tackled by adopt ing a 
com m unity developm ent  approach. Com m unity organisat ions are in the st rongest  
posit ion to educate and share inform at ion with their  com m unit ies. A com m unity 
developm ent  approach engages the issues from  the standpoint  of direct  experience, 
and is therefore bet ter placed to solve the problem s than from  the outside “ looking 
in” . 
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I n conclusion, a range of issues have been evidenced through these case studies, 
which provide an opportunity to look at  the prevailing issues that  affect  the 
com m unit ies represented on this program m e. The issues of com m unicat ion and 
understanding of ent it lem ents are cr it ical to all com m unit ies.  I n order to br idge these 
gaps, it  is essent ial that  the NHS works with com m unity organisat ions who can act  as 
cultural brokers to their  com m unit ies. Furtherm ore, well funded ESOL for health 
program m es and capacity building for organisat ions will help diaspora com m unit ies to 
achieve independence. 
 
 
 
 

ESOL for  Health W orkshops 
 
The purpose of this output  was to pilot  and test  this m ethod of im proving the 
understanding of health and health related language am ongst  service users and 
m em bers.  
 
‘The ESOL for  health session w ent  dow n re a lly w ell. I  am  discussing w ith the loca l 
college w hether  w e can have it  as a  cer t if ied course. I t  w as very em pow er ing and 
there w as a lot  of good feedback.’ 1 2  

( Senior  m anager , com m unity organisat ion)    
 
The sessions were planned in partnership with Migrants Resource Cent re (MRC)  and 
were delivered by Am bra Caruso and Catheryn Cheetham  of MRC. MRC had already 
been deliver ing these sessions as a com ponent  of their  general ESOL language course 
taught  by a CELTA qualified language teacher.  
 
ESOL for health are one-off sessions which where adapted according to the specific 
cultural needs and level of English of the learners, and the feedback inst ructors 
received from  previous sessions. The GPAW program m e aim ed to deliver sessions to 
a target  of ninety part icipants in total.  
 
However, the uptake from  com m unity m em bers was not  as good as had been 
ant icipated, because there was lit t le enthusiasm  am ongst  com m unity m em bers to 
at tend a one-off session despite the Access Facilitators t rying to encourage 
at tendance. I t  also becam e apparent  that  m em bers were reluctant  to t ravel away 
from  their  local area rendering it  im possible to achieve a m ix of com m unit ies.  

 
As a result  the program m e at t racted only 40 part icipants. The feedback from  each 
session has been very good, but  the general consensus was that  this type of session 
could be bet ter delivered as part  of a funded ESOL class. 

 
Overall the part icipants who did at tend stated that  they found the sessions very 
useful and gained a bet ter understanding of:  

o NHS services 
o How to com m unicate with health service providers 

 
 
 

1 2  ‘Eva luat ion of the Good Pract ices for  Access and  W ell Being Project ’,  Shared I nte lligence, May 2 0 1 0 . 
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o How to register with NHS GPs and Dent ists 
o The r ight  to an interpreter 
o English health language and term inology 

 
I nst ructors Am bra and Catheryn enjoyed deliver ing the sessions to the com m unit ies, 
they said “Delivering the ESOL for Health sessions for the GPAW project  was a fun 
and rewarding experience. The part icipants were all keen learners and t r ied to m ake 
the m ost  out  of the sessions. The Access Facilitators were very support ive and helped 
the students whenever needed.”   

The general consensus am ongst  both the Access Facilitators and the part icipants was 
that  this type of program m e is very im portant  and would help em power BME 
com m unit ies. 

 

Chinese Nat ional Healthy Living Cent re: Hosted one session. Act ivit ies included 
com plet ing actual regist rat ion form s, learning com m on term s used at  GP and dental 
clinics, and learning about  pat ient  responsibilit ies. Copies the HC 11 form  were 
int roduced to help learners to understand health costs.  

W hat  w orked -  Part icipants were engaged throughout  the session and the feedback 
was posit ive. They enjoyed and understood the session and found it  very interest ing 
and useful. The feeling was that  ESOL for health is a tool that  can be used to support  
individuals to m anage their  day to day health care issues. CNHLC feel that  if this 
act ivity were to be delivered on an ongoing basis, as a course, there would be a 
dem and from  their  clients to at tend. 

 

W hat  could be im proved –  I ndividuals with very lim ited English, and no literacy 
would not  be able to grasp m uch of the content ;  perhaps a special session using 
sim plified form ats, could be designed to enable them  to benefit .  

 

Al Hasaniya: Hosted two sessions, one on Health Vocabulary and one on Healthy 
Eat ing  

W hat  w orked -  The wom en who at tended the sessions found both sessions 
interest ing. The need for ESOL provision is great  and urgent ly needed by BME 
com m unit ies.  

W hat  could be im proved –  Al Hasaniya did not  have m uch success in sending their  
com m unity m em bers to sessions held outside their  cent re and only one wom an 
at tended such a session.  
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Al Hasaniya describes their  users, as being a very vulnerable group:  ‘m ost  of our 
wom en suffer from  physical and/ or psychological disabilit ies which inhibit  them  from  
t ravelling around the city and lead them  to feel unsafe outside their  fam iliar spaces’  

The wom en felt  it  would be m uch bet ter if the classes were incorporated into a longer 
m ore com prehensive course, where the topics could be explored in m ore depth and 
contextualised within a broader learning program m e.  

 

Midaye: Due to lack of space, Midaye were not  able to host  any sessions, but  they 
supported their  m em bers to part icipate in som e of the other sessions.  

W hat  w orked – The feedback from  the Som ali wom en who at tended was that  the 
classes were m ore useful than regular ESOL classes and would help them  
com m unicate with their  GP. I t  was suggested that  ESOL for health should be 
incorporated into the m ainst ream  curr iculum  for ESOL classes, as the m aterial was 
m ore relevant  and useful for the Som ali com m unity than m uch of the m aterial which 
is current ly taught  in regular ESOL classes, which is regarded as t r iv ial to m any in the 
com m unity. 

W hat  could be im proved –  Midaye felt  that  that  ESOL for Health should be 
integrated into m ainst ream  ESOL provision, as one-off sessions provide less benefit  to 
their  com m unity.  

I f m ainst ream ed they would provide a m eans of great ly em powering m inority 
com m unit ies while lessening the burden on the NHS to fund interpret ing services. 
Mainst ream  ESOL sessions could also be adapted to m eet  sim ilar needs for knowledge 
and inform at ion in other fields besides the health service, such as the educat ion, 
housing and im m igrat ion system s. 

‘‘Midaye would like to reiterate that  ESOL for Health is of crucial im portance, … we 
feel that  these are m uch m ore im portant  than m uch of which is provided on the 
current  curr iculum  [ of ESOL classes] .”  

 

Queens Park  Bangladesh Associa t ion: Hosted one session, which was very 
successful. They also encountered great  difficult ies in t rying to recruit  service users to 
at tend sessions outside of their  cent re. Many of their  clients are vulnerable elderly 
people for whom  t ravelling any distance is problem at ic. 

W hat  w orked -  The session was oversubscribed, and two clients had to be turned 
away, due to lack of space. The part icipants said that  they “enjoyed it  very m uch” , 
and wanted to know if QPBA were delivering any further sessions. 
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W hat  could be im proved – Any future sessions should m ake provisions for sufficient  
room  for all part icipants. 

 

W SPM Agape: Hosted an evening session for people who understood English at  an 
advanced level. Part icipants enjoyed the session and art iculated that  they had learnt  
m any new things about  the NHS, ent it lem ents, help with health costs, m aking a 
com plaint  and how to access other services.  The session included m any exercises 
designed to reinforce the learning process.  

W hat  w orked -  I nteract ion between the part icipants and the inst ructors was very 
good;  part icipants felt  em powered to ask quest ions.  They also felt  the way in which 
the session was st ructured, the pace and delivery was very good. The t rainers 
delivered the course very well and knew their subject  m at ter, which was of value to 
the learners. The highlight  was the quiz about  body age versus the actual age, which 
was linked to a healthy lifestyle, everyone enjoyed it .  All part icipants agreed that  the 
ESOL for Health session was beneficial to the com m unity. 

 

 

Health inform at ion for  Com m unit ies 

The six com m unity organisat ions delivered a num ber of act ivit ies which have helped 
to explain how to access health services. The content  of the sessions were designed 
to deliver specific health inform at ion needs to com m unit ies. The groups delivered two 
joint  sessions to raise awareness of access to health services, and access and 
awareness of Mental Health services. Both events were delivered using the ‘café’ style 
m odel.  
 
The first  session, Access to Health Services:  An Overview was held in Novem ber 2009 
and provided inform at ion to com m unit ies on:  Drugs & Alcohol, Dent ists, the role of 
GPs, Environm ental Health, Pharm acists, NHS Walk in Cent res and NHS Charges. 
 
I n February 2010 the group ran an Access to and Awareness of Mental Health Service 
workshop. Presentat ions were m ade by the following organisat ions:  Advocate for 
Mental Health, Carers Network, Com m unity Mental Health Team , I ncreasing Access to 
Psychological Therapies, NHS Westm inster Health I m provem ent  Team , Orem i Cent re 
Westm inster Advocacy Service for Senior Residents and Westm inster Mind:  (Portugal 
Prints & Aldwych Enterprises) .  
  
All projects also ran at  least  one focus group ent it led:  'You are ent it led to free NHS 
health care at  the point  of use'. Five of the projects also delivered a session on NHS 
Com plaints, PALS and the const itut ion. 
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‘Our  clients very m uch apprecia te the help  and advice on health issues w hich are 
m ade ava ilable to them  through our  progra m m e of regular  w orkshops. Alm ost  a ll 
our  w om en suffer  from  physica l and m enta l hea lth problem s w hich affect  the ir  da ily 
life  and sense of w ell- be ing.’ 

Al Hasaniya Moroccan W om an’s Project  

 

 

The Publicat ions 

I nterpre t ing guide 
The groups collaborated together 
to ident ify key them es for the 
product ion of an interpret ing 
guide for their  com m unit ies.  
The guide is targeted to  
com m unity m em bers who use  
interpret ing services as well as  
their  fam ilies and fr iends who  
often act  as inform al 
interpreters.  
 
The design was chosen to appeal 
to young people, since they are 
com m only the people who 
interpret  for parents and older 
relat ives. The guide is writ ten in 
plain English so that  it  can be 
read by people who read English at  a low level and it  was t ranslated into five 
com m unity languages (Arabic, Bengali,  Chinese, French and Som ali) . 
 
The interpret ing guide explains the benefits of using form al interpreters instead of 
inform al interpreters, gives inform at ion on how to access a form al interpreter, using 
exam ples from  the Program m e’s case studies it  dem onst rates how the use of a 
form al interpreter can help clear up m iscom m unicat ion between doctors and pat ients 
and therefore im prove the pat ients’ health and experience of services. 

 
An audio version (CD)  of the publicat ion was discussed at  the developm ent  stage of 
the process but  it  was felt  by all but  the Chinese project  that  it  would not  be an 
effect ive way to deliver the inform at ion. 
 
 
NHS Factscards 
The inform at ion collected from  the quest ionnaires, focus groups and 1-1 case work 
with clients/ m em bers form ed the basis of the health inform at ion that  was included on 
a collect ion of cards, which were printed in 6 different  languages.  
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The inform at ion on the cards related to each of the 6 com m unity groups and their  
m ain health problem s and also provided inform at ion on accessing services including 
GPS, Dent ists, Maternity Services, Mental Health Services, Chem ists, Walk in services 
and PALS. Each set  of cards was designed to represent  its corresponding com m unity 
in term s of colours, sym bols and im agery.  
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I n order to publicise the im portant  m essage of not  using children to interpret  we 
produced a poster aim ed at  children and adults which delivers the m essage in a light  
hearted way. I t  depicts children enjoying the r ight  to be children  
and not  having to do an "Adult ’s Job". 
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Conclusions 
 
Act ion to reduce barr iers to effect ive com m unicat ion rem ains key to im proving the 
health experience of BME com m unit ies and addressing persistent  health inequalit ies.  
I nterpret ing provision needs to be of high quality, bet ter regulated, and m ore widely 
dissem inated to service providers and com m unit ies. There needs to be a greater em -
phasis on health educat ion in culturally appropriate and user fr iendly form ats. BME 
com m unit ies need to learn the language of health which will em power them  to com -
m unicate to speak up about  their  condit ions.  
 
Addit ionally, our experience of the successes and shortcom ings of the program m e 
leads to a core set  of recom m endat ions for a significant  change to the way that  pr i-
m ary care services are com m issioned. Such change will lead to effect ive engagem ent  
and produce sustainable and long term  im provem ent .   
 
We st rongly recom m end the adopt ion of a com m unity developm ent  based approach 
to underpin the governance and m anagem ent of pr im ary health care services, fol-
lowing the Com m unity Health Cent re (CHC)  m odel which has been in operat ion in 
Canada for m ore than thir ty years and has proven success.5  
 
CHCs are voluntary organisat ions that  offer local people a num ber of services, in-
cluding health services, and are specifically aim ed at  com m unit ies that  face barr iers 
in accessing prim ary care.  CHCs are m ult i-disciplinary so that :  
 
” they support  clients not  only by providing clinical services but  also by dealing with 
the social, environm ental and econom ic determ inants of health… are com m unity led, 
accessible … and work under explicit  ant i-oppression policies ….6 ”    
 
Adopt ing a sustainable cultural brokerage m odel ( refer to page 14)  alongside the 
CHC m odel of governance will provide a solut ion to the barr iers experienced by BME 
groups.  For exam ple:  
 

o Such a m odel will facilitate cultural change am ongst  both service providers and 
recipients;  
 

o I t  will enable com m unit ies them selves to inform  the provision of health  
 services based on their  unique abilit y to understand their  own health needs;   
 
o I t  will enable BME com m unit ies to learn the language of health and to  
 em power them  to com m unicate effect ively about  their  needs;  

 
o I t  will also enable providers to understand the context , culture and values in 

which their  service users funct ion, in order to provide effect ive care. 
 
 
 
 
 
 

5  ‘Eva luat ion of the Good Pract ices for  Access and W ell Being Project ’,  Shared I nte lligence, May 2 0 1 0  

6  I bid  



 

33 

Recom m endat ions  
  
These recom m endat ions are com plem ented by the recom m endat ions of the inde-
pendent  evaluat ion, which are also listed in Appendix 3.   
 
 
Recom m endat ion 1   
 
All stakeholders should work together to im plem ent  a m odel for the governance of 
pr im ary care services which is based on the Canadian Com m unity Health Cent re 
(CHC) . This should, in the first  instance, be led by the Prim ary Care Trusts (PCTs)  
and Pract ice Based Com m issioning Groups (PBC)  in the context  of their  program m es 
for the developm ent  of com m unity based services.  
 
 
Recom m endat ion 2  
 
I n addit ion to developing a Com m unity Health Cent re (CHC)  m odel com m issioners 
should ensure BME com m unit ies are act ively involved in all service developm ents, at  
all stages from  incept ion to evaluat ion. This will help dem onst rate World Class Com -
m issioning com petencies and m eet  Public and Pat ient  I nvolvem ent  requirem ents and 
Equalit ies Dut ies. 
 
 
Recom m endat ion 3   

Stakeholders should use a com m unity developm ent  approach for engagem ent  with 
BME com m unit ies ( refer to page 13) .  

This will include providing appropriate resources for:  

ż dialogue with com m unity organisat ions, part icular ly around difficult  to engage 
issues;  

ż Dissem inat ion of key health m essages;  

ż Close partnership with com m unity organisat ions in the delivery of preventat ive 
services, including screening services and procedures;  

ż Recognising the im portance of act ively engaging children and young people as 
key stakeholders in prom ot ing good pract ice. 

 
Recom m endat ion 4   
 
Com m issioners should adopt  a cultural brokerage approach ( refer to page 14)  and 
support  com m unity organisat ions to develop the skills and capacity required to de-
liver this effect ively.  
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Recom m endat ion 5  
 
BME Access Facilitators should be recruited and co- located in GP surgeries and com -
m unity organisat ions with the rem it  to educate and support  com m unit ies and health 
professionals. This will facilitate greater access, im prove com m unicat ion and increase 
understanding.  
 
 
Recom m endat ion 6  
 
To ensure BME com m unit ies and health professionals cont inue to benefit  from  the 
output  of the GPAW project , there needs to be:   
 
ż A com m itm ent  from  the two PCTs and other key stakeholders  
 to reprint , dissem inate and em bed use of the interpret ing guides and fact  
 cards;   

 
ż A com m itm ent  to produce the GPAW literature in other com m unity languages, 

in addit ion to the six included in the program m e.  
 
 
Recom m endat ion 7  
 
Based on the success of the exist ing course, ESOL for health should be cont inued 
and extended to im prove health literacy. This m odel needs further developm ent  to 
spread and sustain good pract ice. 

 

Recom m endat ion 8   

Com m issioners and the BME Health Forum  should work in partnership to develop a 
t raining package for com m issioners and providers. Training should focus on how best  
to support  and develop com m unity organisat ions in addressing barr iers to health ac-
cess and result ing health inequalit ies. This package should incorporate:  

ż The barr iers to equitable access;  

ż The link between barr iers to access and health inequalit ies;  

ż Best  pract ice in the approach to support ing com m unity organisat ions to  

address these barr iers;  

ż The role of cultural brokerage in reducing barr iers. 
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Recom m endat ion 9  

Second t ier com m unity and voluntary organisat ions should be funded to provide ad-
dit ional infrast ructure support  to BME com m unit ies and com m unity voluntary organi-
sat ions, in order to work in collaborat ion and prom ote partnership to address shared 
health and social issues.  

This will support  com m unity cohesion and increase the capacity of groups who often 
have a com m on purpose. There would also be a less burdensom e t ransact ional cost  
involved if com m unity groups could work as a consort ium  when subm it t ing funding 
applicat ions in the current  uncertain econom ic clim ate.  
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Appendix  1  

Com m unity Projects Fina l Repor ts 

Here are  som e ext racts from  th e com m unity groups’ f ina l repor ts 
 
Queens Park  Bangladesh Associa t ion  
 

The approach of the project  and its bot tom up approach to engaging the com m unity 
has had an em powering effect  on both the com m unity and the organisat ion. With the 
GPAW program m e being a pilot  program m e which has only lasted a year, the work 
produced has been successful. Other than the users who received one to one support  
around accessing health services and welfare benefits, the m ajority who at tended 
health sessions found it  to be m ore effect ive for them  when the sessions were 
interact ive and inform al.  
 
Som e clients were a challenge to engage because they did not  want  to increase their  
knowledge on certain topics as they thought  it  was not  of relevance. However, overall 
the users said that  they benefited from  the inform at ion and support  received from  
QPBA but  felt  that  the GPAW program m e should been m ore of a benefit  on individual 
issues. I t  was a also difficult  to tailor the project  to address only health needs when 
there were m any other factors that  were having an adverse effect  on the lives of our 
users, for exam ple we had a client  who suffered from  ill health and language barr iers 
to accessing services but  was m ore concerned about  her housing then health. I n 
order to overcom e issue we integrated aspects of a num ber of other projects to 
com plem ent  the health aspect . Engaging the com m unity worked really well,  as we 
were already engaging a lot  of the com m unity it  provided a good start ing point .  
 
Unfortunately local GPs were reluctant  to work with and take part , but  QPBA m anaged 
to m eet  with a local GP at  the Queens Park Health Cent re and discuss the possibilit y 
working together. The issue of interpret ing was bought  up at  the m eet ing and the GP 
reiterated that  it  is harder for them  to com m unicate with the pat ient  if there is a 
form al interpreter present . The GP suggested that  this is because the pat ient  does not  
open up or is unable to express them selves in the sam e way with an unfam iliar third 
party present  but  agreed with us that  using children as interpreters needed to stop 
and would support  us in this endeavour.   
 
I t  can be said that  overall,  by QPBA taking part  in the GPAW program m e it  has m eant  
that  other related work has developed from it  for the future. The GPAW program m e 
has enabled QPBA to address needs of the com m unity ident ified and put  itself in a 
bet ter posit ion to tailor projects that  will be effect ive in engaging the Bangladeshi 
com m unity.  
 
 
W SPM Agape  
 

Regular m eet ings with the coordinator and inform at ion sharing with the other 
com m unity projects was very helpful, it  was also enlightening and rewarding working 
with other organisat ions, knowing that  the program m e would help BME com m unit ies.  
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The t raining courses on Advocacy, Presentat ion skills and Mental Health First  Aid were 
very product ive, com prehensive and helpful, the knowledge has been incorporated 
into the organisat ion on a wider scale and there are daily surgeries of advocacy, 
clients and beneficiar ies are m ore inclined to com e and ask for advice on health 
issues. They are aware of how to raise a concern or m ake a com plaint  and the role 
PALS have concerning the NHS. 
 
Clients and beneficiar ies have gained very good knowledge about  form al and inform al 
interpreters and the advantages of using form al interpreters and the disadvantages of 
using inform al interpreters, healthy eat ing & exercise, and have also gained 
knowledge about  NHS services through the ESOL for health classes which they found 
very good and have asked for m ore classes. 
The presentat ion on the Mental Health Act  delivered by WSPM for the Mental Health 
Awareness Workshop was very good experience, part icipants were engaged and 
found it  very helpful.  WSPM has extended its advocacy advice surgeries to include 
inform at ion on health. 
 
Overall GPAW has been a success in the term s of interact ion, knowledge, experience, 
inform at ion gathered and the on going projects.  Clients and beneficiar ies are in a 
m uch bet ter posit ion and m uch m ore confident  about  their awareness of the NHS and 
services provided.  I t  is hoped that  although it  was a pilot  program m e, the 
inform at ion gathered and the expectat ion of the clients and beneficiar ies would 
enable the NHS to provide and m ake sure BME com m unit ies have bet ter access to 
such services also realising that  com m unity groups play a vital and im portant  role in 
such provisions being m ade.            
 
 
Al- Hasaniya  

The advocacy t raining and act ion learning we received at  both Supported Voices and 
MRCF were illum inat ing and st im ulat ing. The Supported Voices t raining afforded us 
the opportunity to take with us a com plex and confusing case study we were dealing 
with at  the t im e and share the quest ions and issues it  raised with everyone present . 
The feedback was presented in such a way that  it  deliberately did not  present  
answers, but  instead form ed quest ions to explore the possible ways of m oving 
forward from  the point  of view of the client  and his/ her individual needs and 
circum stances. The t rainer at  MRCF shared with us a very personal experience of 
working as an advocate in m ental health set t ings and looked at  the challenges and 
st rategies involved in helping som eone with part icular em ot ional and m ental 
vulnerabilit ies.   
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I m proving access for  BME com m unit ies  
 
A lot  of the work that  the project  has done focuses on im proving access to health 
services for BME com m unit ies in the longer term , through gathering evidence and 
ident ifying good pract ice that  will be used to engage and influence NHS professionals 
in future. However, it  has been possible to explore how the project  has helped 
individual clients who have received direct  support  as part  of the project . This sect ion 
therefore provides findings on client  outcom es and benefits.  
 
 
Client  feedback on suppor t  
 
Of the 310 respondents to the final survey, the vast  m ajor ity (90% )  said that  they 
had received help solving a problem  that  they had. Two thirds (66% )  said that  they 
had received inform at ion on NHS services;  and just  under half said that  they had 
received inform at ion on other organisat ions who could help them  (45% )  or had been 
referred to other organisat ions (47% ) .  
 
Alm ost  all respondents said that  the support  that  they had received was useful, with 
83%  saying that  the support  they received was very useful and 14%  saying it  was 
fair ly useful.  
 
Respondents were asked what  they had found m ost  helpful about  the support . 
Several said that  being able to access support  in their  own language, and having a 
culturally sensit ive service, was part icularly helpful. They felt  that  the Access 
Facilitator could fully understand their  situat ion.   
 
 
‘I  f ind sta ff are fr iendly and approach m y concerns w ith care. I  a lso f ind it  very 
useful to have suppor t  services speak to m e in m y m other  tongue w hich m akes 
it  easier  to com m unicate.’ 

 

‘They speak m y language and understood m y situat ion. ’ 
( Survey respondents)  

 

Many respondents said that  they felt  that  they had benefited from  having a dedicated 
worker, who understands their  problem s. They said that  they had found the Access 
Facilitators fr iendly and approachable, and willing to help whenever they needed their  
support .  
 
‘I  have found that  sta ff genuinely care about  m y con cerns and help m e 
w henever  I  need the suppor t . I  a lso f i nd helpfu l to have the sam e suppor t  
w orker  w hich is reassur ing as I  do not  have to keep expla in ing m y issues to 
new  w orkers.’ 

 

‘[ They are]  very know ledgeab le and suppor t ive. They ta ke t im e to t reat  you like 
a  hum an being not  as a  sta t ist ic. Very few  agencies have that  approach now . 
Everyone is busy t ick ing boxes!’ 
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‘They are fr iendly and reachable any day of the w ee k.’ 
( Survey respondents)  

 
I n addit ion, several respondents said that  it  was helpful to be able to go som ewhere 
where the support  was under one roof – a convenient  way of get t ing help with 
different  problem s, including health services, housing, and benefit  advice. 
 
‘More convenient  to consult  and get  inform at ion here than go to hospita l, direct  
he lp, easy to com m unicate.’ 

 

‘They suppor ted m e in m any issues an d helped m e sor t  everything out .’ 
( Survey respondents)  

 

As such, the m ajority of respondents (94% )  said that  the support  they had received 
had helped them  to solve an issue that  they had, and alm ost  two thirds (63% )  said 
that  the support  had m ade them  m ore aware of NHS services. Just  over half (53% )  
said that  the support  they had received m ade them  feel m ore confident  generally. 
 

 

 

 

 

 

 

 

 

 

 

 

 
 
Analysis of the open com m ents to the survey also suggested that  an im portant  
benefit  of the support  was around social interact ion;  several respondents com m ented 
that  they had been given the chance to meet  other people in the sam e posit ion as 
them , and it  was com fort ing to knowing that  they had sim ilar problem s and that  they 
could be solved.  
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‘There are spaces for  users to socia lise w ith fr iends. I t  is very im portant  for  
com m unit ies like m e w ho cann ot  speak English to m eet  fr iends and be act ive.  
I  enjoy m y t im e here.’ 
 
‘I  know  from  the w orkshops there are a  lo t  of people w ith sim ilar  problem s to m e.’ 

( Survey respondents)  
 
Other com m ents suggested that  knowing that  the Access Facilitator was there to help 
had been very com fort ing, and helped to taking the burden and worry away. 
 
‘I  fee l m ore confident  know ing people  w ere there to suppor t  and help m e.’ 

        ( Survey respondents)  
 
 
Know ing w here to f ind an d w hen to use services 
 
Analysis of the survey responses shows that  the support  provided to clients has 
helped to m ake them  m ore aware of where different  NHS services are located in their  
area. As shown in the chart  below, for exam ple, only 28%  of respondents pr ior to 
receiving support  knew where their  nearest  NHS walk- in cent re was, but  this has 
increased to 49%  following support . Sim ilar ly, 24%  of respondents didn’t  know where 
their  nearest  NHS Dent ist  was before receiving support , but  this decreased to only 
7%  after receiving support , when 93%  said that  they knew where their  nearest  NHS 
Dent ist  was. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Respondents were also asked if they knew when to use the different  NHS services. I n 
the baseline quest ionnaire, before receiving support , 21%  said that  they didn’t  know 
when to use Accident  and Em ergency Services, but  this had decreased to only 8%  
after receiving support .  
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I n addit ion, only 28%  said that  they knew when to use an NHS walk- in cent re before 
receiving support , and this had increased to 46%  after receiving support . 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Som e respondents m ade addit ional com m ents. These also backed up the finding that  
the support  had been helpful in m aking people m ore aware of different  NHS services 
and m ore confident  in accessing them . 
 
‘The m ost  helpful suppor t  [ has been]  to he lp m e to understand NHS system  bet ter , 
so that  I  can ask for  appropr ia te services.’ 
 
‘I  fee l m ore educated on the NHS and w hat  they do. And I  fee l  m ore confident  in 
using the NHS w hen I  need to.’ 
 
‘I  did not  know  about  tha t  m uch about  w alk  in cent res before, th is inform at ion has 
helped m e.’ 

( Survey respondents)  
 
 
Register ing w ith a  GP and an NHS Dent ist   
 
I n the baseline survey, before receiving support , the m ajor ity of respondents (89% )  
were registered with a GP, but  only 55%  of respondents were registered with an NHS 
Dent ist . 
 
One of the m ain reasons for not  being registered was not  being sure that  they were 
ent it led to register (30% ) , closely followed by not  being sure where the nearest  NHS 
Dent ist  was located (26% ) .  
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However, other reasons that  cam e through in the open com m ents were largely 
around the fact  that  respondents did not  see the need to go to the dent ist  if they 
didn’t  have any problem s with their  teeth. Som e also said they weren’t  sure how the 
system  worked or were scared about  the t reatm ent . I n addit ion, the reason that  so 
m any Chinese respondents were not  registered with an NHS Dent ist  was that  they 
were often registered with a pr ivate Chinese Dent ist , who they t rusted m ore.  
After receiving inform at ion and support  from Access Facilitators, 81%  of respondents 
said that  they were now registered with an NHS Dent ist .  
 
Staff he lped m e to f ind the nearest  NHS dent ist  to w here I  live and expla ined the 
cost  system . This could save  m e a lot  of m oney w henever  I  need to see the dent i st  
next  t im e.’ 

( Survey respondents)  
 
 
Understanding ent it lem ents to  interpretat ion services 
 
Of those who said they needed the support  of an interpreter and had used one in the 
past , 50%  of respondents in the baseline quest ionnaire, before receiving support , 
said that  they had used an inform al interpreter, and 44%  had used a form al 
interpreter.   
 
The baseline quest ionnaire also showed that  som e people experienced problem s when 
using form al interpreters:  40%  of respondents said that  they had problem s finding an 
interpreter who spoke the sam e dialect  as them ;  39%  said that  they had difficult ies 
knowing where they could ask for an interpreter;  and 32%  said that  they had a 
problem  finding an interpreter that  could help them  with a part icular problem . Other 
problem s included having to book an interpreter in advance and interpreters not  
turning up on t im e.  
 
After receiving support , 79%  of respondents said that  they had used an interpreter in 
the last  six m onths, and of those, 63%  had used a form al interpreter, suggest ing that  
the use of form al interpreters has increased after support . Just  over a third (35% )  of 
these had had support  from  their  com m unity organisat ion in booking the interpreter, 
and 55%  had booked them  direct ly through the NHS them selves. 
 
‘I  now  know  that  I  have r ight  to have an interprete r  to com e w ith m e for  
appointm ent . I  don't  need to ask for  fr iend s or  fam ily m em bers w ho speaks English. 
This could save their  t im e.’ 

( Survey respondents)  
 
Of those who hadn’t  used an interpreter, the m ajority (59% )  did know that  they were 
ent it led to ask for a form al interpreter, but  around two fifths (41% )  did not . I n 
addit ion, just  over two thirds of respondents (68% )  said that  they didn’t  know where 
to ask for help if they experienced any problem s with interpreters.  
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Building the capacity of com m unity organisat ions 1 4  
 
A m ajor focus of the project  has been to build the capacity of the Access Facilitators – 
and in turn the organisat ions they work within – to support  with their  clients and 
com m unit ies to help im prove access to health services. This sect ion looks at  the 
difference the project  has m ade to the Access Facilitators and their  organisat ions.  
 
 
I m pact  on Access Facilita tors 
 
All the Access Facilitators said that  they had benefited personally from  being involved 
in the project . They said that  through their  experiences on the project , they had 
learnt  m ore about  the ir  com m unit ies’ health  needs ,  and how these com pare 
with the other com m unit ies who were involved in the project .  
 
Senior m anagers, in part icular, felt  that  it  was very enlightening to see the sim ilar it ies 
and differences between different  BME com m unit ies.  
 
‘By w ork ing w ith the other  f ive orgs, you learn fro m  each other  and apprecia te the 
dif ferences and sim ilar it ies that  BME groups are facing in th is count ry.’  

( Senior  m anager , com m unity organisat ion)  
 
I n addit ion, through t r ialling different  approaches, som e felt  that  they had learnt  
about  what  works well in engaging m em bers of their  com m unity and others said that  
they had learnt  m ore about  the NHS  and the different  services, which they were 
able to pass on to their  colleagues and direct ly to their  clients.  
 
‘I  have learnt  th ings about  NHS services that  I  didn’t  know , and I  th ink  our  clients 
have benefited from  that . The inform at io n has been passed onto them , so they are 
m ore know ledgeable and m ore aw are that  they can ask quest i ons and com pla in.’ 

( Access Facilit a tor )  
 
The t raining that  Access Facilitators received as part  of the project  was also useful in 
support ing them  in their  role and developing them  personally for future work. As 
such, generally the feedback on the t ra in ing w as good ,  although som e felt  that  it  
could have been even bet ter if all the t raining had taken place at  the beginning of the 
project , as or iginally planned.  
 
‘The var ious t ra in ing w as a ll good for  m e –  for  now  and for  m y future career  too.’ 
 
‘As prom ised, w e had lots of t ra in ing. Th at ’s a ll been good ... But  because of the 
delays, w e have another  [ t ra in ing session]  com ing up ... it ’s good to assist  us  
grow ing, but  it  w ould have been good  to have m ore a t  the beginning.’ 

( Access Facilit a tors)   
 
Although som e felt  that  the fortnight ly PDG m eet ings were a lit t le t im e consum ing, 
and m ore could have perhaps been done by em ail,  all the Access Facilitators thought  
that  the m eet ings had been helpful in building relat ionships am ong the group and 
offer ing peer suppor t  where people were experiencing problem s.  
 
 
 
1 4  ‘Eva luat ion of the Good Pract ices for  Access and  W ell Being Project ’,  Shared I nte lligence, May 2 0 1 0 . 
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[ The project  coordinator ]  has been br illia nt . W e’ve been m eet ing up to check on 
progress ... Som et im es it ’s a bit  too frequent  to m eet  every tw o w eeks w hen it ’s not  
busy and there ’s not  m uch to repor t . ... but  the  ot her  Access Facilita tors are quite  
helpful. I ’m  enjoying w ork ing w ith them .’ 
 
‘The m eet ings w ere excellent . W e saw  ev eryone e lse had the sam e problem s and 
everyone w ould chip in w ith solut i ons –  that  w as rea lly useful. ’ 

( Access Facilit a tors)   
 
I m pact  on the com m unity organisat ions m ore w ide ly 
The Access Facilitators and their  senior m anagers felt  that  working on the project  had 
helped to build relat ionships across the six com m unity organisat ions, creat ing a large 
support  network that  they could draw on in future for help and advice, and to refer 
clients to where appropriate.  
 
‘The m eet ings have been very helpful. I  have m ade som e contacts if  I  have any 
quest ions or  need suppor t . Know ing about  the other  organisat ions is useful so w e 
can refer  people to them  and them  to us. I t ’s been a good group.’  

( Access Facilit a tor )   
 
‘W e’ve a lso benefited from  the par tnershi ps that  have been st rengthened across the 
six  groups. From  this w e w ill hopefully be able to develop th is w ork  into som ething 
e lse.’ 

( Senior  m anager , com m unity organisat ion)  
 

For the organisat ions involved in the project , m ost  were already doing work around 
health or had recognised a need to do m ore, and being able to em ploy a 
dedicated health w orker  had been ext rem ely valuable for the organisat ion and for 
their  clients, because it  m eant  that  this work could be m ore in depth than they would 
otherwise have been able to provide.  
 
‘W ithout  funding, w e couldn’t  have  had a fu ll t im e project  w orker .’ 

( Senior  m anager , com m unity organisat ion)   
 
‘I  w as interested [ in get t ing involved in the project ]  because w e do advocacy in 
other  areas, but  the health aspect  w as so m ething w e w ere interested in. I n our  
com m unity groups, there are a  range of heal th issues that  need to be addressed. 
W e w eren’t  doing m uch on health be fore th is project , not  in depth.’  

( Access Facilit a tor )   
 
 
Challenges around future w ork  and susta inabilit y  
 
All of the organisat ions valued their  role in the project  and said that  they would like to 
cont inue the work because they had recognised how im portant  it  was through the 
project . However, all the organisat ions were facing challenges around obtaining 
funding and said that  they would not  be able to cont inue the work at  the sam e level 
without  further funding.  
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‘Realist ica lly w e can’t  carry on the level of w ork  –  w e w ill have to w ait  and see w hat  
funding is out  there  and w hat  com es out  of  the f ina l repor t . W e’ll be seek ing funds 
w herever  w e can.’ 

( Senior  m anager , com m unity organisat ion)  
 
 
I n addit ion to funding, one of the other m ain challenges was that  m any of the 
com m unity organisat ions felt  that  the work done through the project  was really only 
the t ip of the iceberg;  they felt  that  they had only been able to touch on the issues in 
the t im e that  they had available for the project  and felt  that  there was so m uch m ore 
to do in future.  
 
However, m any of the Access Facilitators and their  senior m anagers were concerned 
that  the lessons learned from  the project  and the good pract ice that  had been 
ident ified would not  be taken forward. They hope that  NHS com m issioners would take 
not ice of their  report  and its recom m endat ions, but  were scept ical about  whether this 
would happen in pract ice. The im plicat ion of this, they felt ,  was that  their  clients and 
the wider com m unity would begin to lose t rust  in them .  
 
‘The only th ing is tha t  one of the concerns is  that  it ’s not  j ust  a  repor t  that  is shoved 
under  the  table –  it ’s about  w hat  do w e do w ith a ll of these concerns. I t ’s ok  for  us 
to do th is w ork  but  the com m issioners need to understand this. I  hope it ’s not  j ust  
another  repor t . I  hope it  is som ething that  can cont inue in future, because it  w ould 
be such a sham e. W e build t rust  in the com m unity and w e  w ill begin to lose t rust  
and the va lue of w hat  w e  are doing if  it ’s j u st  another  repor t . ’  
 
‘W e w ill produce a list  of recom m endat ions in our  repor t , but  it  w ill be very easy for  
that  to just  sit  there and no one take any no t ice of it .  W hereas if  they looked at  it ,  it  
w ould be som ething... W e have asked som e thing of our  users, and they have put  
t im e into giving us responses, but  one w oul d hope that  slow ly in the future they w ill 
get  som e benefit  from  that .’ 

( Access Facilit a tors)  
 



 

49 

Appendix  3  

Conclusions and recom m endat ions of the I ndependent  
Evaluat ion 1 5  

 
1. The Good Pract ices for Access and Well Being Project  has been successful in 
 im proving access to health services am ong m any BME clients who have sought  
 support  from  the com m unity organisat ions involved. As a result  of the support  
 they have received, clients are m ore aware of where NHS services are located 
 and when they should use them ;  are m ore likely to exercise their  r ight  to use a 
 form al interpreter when accessing NHS services;  and m any who weren’t  sure if 
 they were able to register with an NHS Dent ist  now have.  
 
2. I n addit ion, Access Facilitators and their  organisat ions have learnt  m ore about  
 their  com m unit ies’ health and access needs;  have benefited from  having a 
 dedicated  health worker;  and have built  relat ionships with other com m unity 
 organisat ions in the area who they can work with and approach for support  
 and advice in future, should they need to.  
 
3. But  perhaps m ore im portant ly, the project  has generated a considerable 
 am ount  of learning about  what  works and what  doesn’t  work, and what   changes 
 need to happen in future to im prove access to health services am ong KCW’s 
 BME com m unit ies. Som e of the im plicat ions of this are detailed below.  

 
I m proving access through com m unit y organisat ions 

4.  A m ajor lesson that  has been learned through the project  has been the success 
 of working with com m unity organisat ions to engage BME com m unit ies. Clients 
 said that  they found the organisat ions and the Access Facilitators fr iendly and 
 approachable, and they felt  m ore com fortable talking to them  about  their  
 problem s in their  own language and in a way that  took account  of their  cultural 
 and ethnic background.  

 
5.  Clients also valued the fact  that  they could get  support  on a whole range of  
 issues under one roof – including support  with booking an appointm ent  with 
 their  GP, arranging for an interpreter to contact  them , and help finding an ESOL 
 course.  
 
6. We would therefore recom m end that  in the future, NHS com m issioners consider 

providing further funding to com m unity organisat ions, in order to provide a route 
to engaging BME com m unit ies m ore effect ively and im proving their access to 
NHS services. One suggest ion that  has com e through part icular ly st rongly from  
the com m unity organisat ions involved in the project  has been to provide funding 
to com m unity organisat ions for interpret ing services, so that  com m unity 
interpreters are based within com m unity organisat ions and are easily accessible 
to BME com m unit ies.  

 

1 5  ‘Eva luat ion of the Good Pract ices for  Access and  W ell Being Project ’,  Shared I nte lligence, May 2 0 1 0  
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Long term  change and susta inabilit y 
 
7. One of the difficult ies with the project  has been that  it  has only really scraped 

the surface in term s of m eet ing the needs of BME com m unit ies in the area. I t  has 
been a pilot  project , to test  out  approaches, ident ify good pract ice, and  develop 
resources, but  there has been a lim it  to what  could be achieved within  the 
lim ited t im escale of the funding.   

8. The project  has showed that  a year of funding can m ake a difference, but  that  it  
isn’t  really enough to achieve the longer term  change that  is needed to im prove 
access to health services am ong BME com m unit ies and reduce health 
inequalit ies. Much of the t im e at  the beginning of the project  was spent  set t ing it  
up, which only left  a few m onths to do som e of the m ore in depth work.  

9. This is part icular ly t rue for the ‘ESOL for Health’ sessions, for exam ple, which 
appear to have been useful for those who at tended but  have really only been 
int roductory sessions. For these to m ake a real im pact , clients would need longer 
term  support .  

10. We would therefore suggest  that  if NHS Westm inster and Kensington and 
Chelsea PCT want  to build on the successes and lessons learnt  of this project , 
they consider providing longer  term  funding  – at  least  two to three years – in 
order to m ake a bigger im pact  on reducing health inequalit ies.  

Tak ing forw ard the project ’s recom m endat ions 

11. The Good Pract ices for Access and Well Being project  has gathered evidence, 
ident ified good pract ice and highlighted the needs of BME com m unit ies in KCW, 
all of which will be detailed in the project ’s final report  to com m issioners and will 
be useful in deciding what  changes and act ions are needed in future to  im prove 
access to health services.  

 
12. There is a danger, however, that  this work could all be in vain if the project ’s 

recom m endat ions are not  taken on board, and the com m unity organisat ions are 
concerned that  their  clients will lose t rust  in them  if nothing changes as a result  
of the t im e they have put  in.  

 
13. KCW BME Health Forum  will play an act ive role in taking forward the project ’s 

recom m endat ions, st rengthened by their  involvem ent  in the Shared Leadership 
Schem e and the work they have already done in building relat ionships with 
colleagues in the PCTs and im proving their  influencing skills.  

 
14. We would recom m end therefore that  NHS com m issioners work in partnership 

with the forum  to understand the lessons learnt  from  the project  and  
discuss their  im plicat ions ,  to inform  any future work in this area.   
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Appendix  4   

BME Health Forum  Term s of Reference 

The BME Health Forum  is a collaborat ive partnership between statutory, voluntary 
and com m unity organisat ions that  aim s to im prove health and reduce health ine-
qualit ies for BME com m unit ies in KCW. The Forum  aim s both to em power com m uni-
t ies to engage effect ively in debate with the health services and to enable statutory 
services and health professionals to hear, understand and respond adequately to the 
health needs of BME com m unit ies. The BME Health Forum ’s areas of work include:   
 
ż Rem oving barr iers to accessing healthcare for BME com m unit ies both direct ly 

and indirect ly by engaging with clinicians, health t rusts, com m unity organisa-
t ions and pat ients, im proving links and com m unicat ion and raising awareness;  

 
ż Support ing BME com m unit ies and organisat ions to voice their  health concerns, 

br inging these to the at tent ion of com m issioners and providers and ensuring 
that  they are taken into account  in the planning, com m issioning and delivery of 
services;  

 
ż Support ing the voluntary and com m unity sector in their  delivery of health and 

wellbeing projects by a variety of st rategies including com m issioning, providing 
skills and inform at ion, dem onst rat ing value and raising concerns to the relevant  
statutory sector bodies. 

 
GPAW was designed to enable both the Forum  and the Com m unity Organisat ions to 
develop techniques and tools that  would help com m unity m em bers overcom e barr i-
ers to accessing health services.  
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