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Inequalities in breast screening uptake among South Asian women in the 
UK: The role of service providers* 

A. Jain**, N. Acik-Toprak, J. Serevitch, J. Nazroo  

Abstract 

Objective: To asses how Breast Screening Units in the UK communicate with their South 
Asian screening population. 

Design: Survey sent via mail to all 95 Breast Screening Units in the UK in summer 2009. 
Survey received a response rate of 70%. 

Results: A majority of Breast Screening Units agree that it would be useful to record the 
patient’s language to improve services to patients (79%), yet only a minority of units record 
the patient’s language when attending mammography (27%). Only one unit sent out the 
initial invitation letter for screening in a South-Asian language. The most common mode of 
communicating the breast screening programmes to South Asian women are translated 
leaflets and 85% of units can access them, yet only 38% hand them out to women when 
attending mammography.  

73% of units arrange interpreters in advance, but 39% of the units rated their communication 
with South Asian women as poor or very poor. Finally, 75.8% of units revised the breast 
screening information locally, yet only 12% of units consulted South Asian women for this.  

Cluster analysis showed that the majority of units ie: 47 (71%) do the minimum to reach out 
to South Asian women  (Routine Outreach Units) while only a minority of units tend to be 
more active in addressing South Asian women (Pro-active Outreach Units, 19 (29%)).   

Conclusions: Leaflets and the use of interpreters are seen as a quick solution to 
communication barriers, yet this is clearly not enough to ensure informed consent and to 
increase the uptake rate among South Asian women. Interventions to increase uptake rates 
need to be more long-term and multiple in nature, tailored to the specific needs of the local 
community by, for example, developing close links with the community through Health 
Education workers. Reducing ethnic inequalities in uptake rates of breast cancer screening 
needs to remain a policy priority of the Government and the Breast Screening Programme. 

*This study has been funded by the The Genesis Breast Cancer Prevention Appeal, Manchester. 
**University Hospital of South Manchester, Email: anil.jain@uhsm.nhs.uk  
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Introduction 

South Asian women have been consistently identified as having a lower breast screening 

uptake rate than other groups.1-7 Most studies that have investigated differences in breast 

cancer screening uptake across ethnic groups have focussed on the behaviour and attitudes of 

women towards screening.  So, problems of uptake are typically seen as emanating from the 

target groups themselves, with system effects rarely examined.8 This study sets out to 

examine the practices of Breast Screening Units in the UK in relation to addressing the needs 

of South Asian women. It uses data from a survey carried out in 2009 with all 95 Breast 

Screening Units in the UK.  

The Breast Cancer Screening Programme was introduced in 1988 with the aim of detecting 

cancer abnormalities in the breast at an early stage and thus increase the chances of effective 

treatment and survival rates. It was the first national breast screening programme to be set up 

in Europe and has evolved considerably over the past 20 years.9,10 Currently the programme 

invites over 2 million women aged 50-70 for breast cancer screening. For mammography 

screening to have a significant impact on reducing mortality, over three quarters of the 

eligible population must participate in it. Although currently this figure is achieved 

nationwide, there are considerable differences between regions, with deprived inner city areas 

having alarmingly low uptake rates. For example the uptake rate for England as a whole was 

74% for women aged 50-70 in 2008/09, but in London this figure was only 61%. Similarly, 

although the uptake rate for the North West was around 76% for women aged 53-64 in 2008-

09, in the inner city area of Manchester this was as low as 65%.11  

Numerous studies have shown that screening uptake rates also vary by socio-demographic 

characteristics, with women from lower social-economic classes and some ethnic minority 

groups particularly, South Asian women, being less likely to attend.5,7,12,13 Although breast 

cancer incidence  is currently lower among the South Asian population, it is increasing as 

South Asian women are increasingly exposed to the lifestyle and environment in the UK.14,15 

The analysis of data from the Trent Registry from 1998-2006 showed that once controlled for 

age, area level deprivation and PCT of residence, women from ethnic minority groups have a 

significantly increased risk of diagnosis with late-stage breast cancer relative to the White 

British group.16 Low levels of uptake rate leads to late prognosis and a poor survival rate, 
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which has been observed among ethnic minorities in the UK.14 It is therefore important to 

address the issue of low uptake rates. 

While many studies have focused typically on individual attitudes and behaviours in 

explaining these lower attendance rates among minority ethnic women, the role played by 

breast screening services has rarely been examined. As some studies have suggested, attitudes 

of health professionals can constitute important barriers for screening uptake, as can 

inadequate provision and dissemination of language specific materials.17-23 Ensuring equal 

access to health provision, including health prevention programmes, is a statutory duty of the 

NHS, which has most recently been reinforced through the Race Relations Amendment Act 

2000 and laid out in the Department of Health’s Race Equality Scheme 2005-2008. More 

specifically the NHS Cancer Plan of 2000 and the Cancer Reform Strategy 2007 sets out 

guidelines and gives recommendations on how to improve cancer services and particularly 

how to reduce cancer inequalities.24-25   

Thus, almost ten years have passed since the government set out its plan to tackle inequalities 

in a number of areas including cancer prevention, which encompasses cancer screening 

programmes. Yet, evidence indicates that South Asian women still have a relatively low 

uptake rate of breast cancer screening.14 This study therefore focuses on the actual practice of 

Breast Screening Units and examines how units have addressed the needs of these women.   

Methods 

The analysis uses data from a survey of all Breast Screening Units in the UK. Fieldwork was 

carried out in the summer and completed in the autumn of 2009. The surveys were 

administered by the radiologist Prof. Anil Jain from the Nightingale Centre at the 

Wythenshawe hospital in South Manchester. The structure of the questionnaire followed the 

various stages of the breast screening procedure. Questions were designed to assess what kind 

of praxis the Breast Screening Units had in place to target South Asian women in the last year 

at each step of the screening process. Most of the questions were fully structured with fixed 

response options, however some questions were open ended to collect additional comments 

and suggestions on how to improve services.  

In 2009 there were 95 Breast Screening Units in the UK, the majority being in England (82 

units) with 6 units in Scotland, 4 in Northern Ireland, and 3 in Wales. A postal questionnaire 
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was sent to these units of which 69 were returned. However, three units did not complete the 

questionnaire, which means that the total number of valid survey responses was 66, giving a 

response rate of 70%. The survey promised anonymity and it was left to the units to identify 

themselves in order to receive feedback on the survey results. Although a majority gave their 

contact details, four units could not be identified. Of the 62 units who identified themselves, 

56 units were from England, three from Scotland, one from Wales and one from Northern 

Ireland. The non-response did not appear to be biased towards certain regions, or to be biased 

according to screening uptake rates. 

The analysis presented here is mainly descriptive to show the range of practices used by 

Breast Screening Units. In addition, cluster analysis (K-means) using SPSS has been carried 

out to identify whether there are meaningful types of practices that can be observed among 

the Breast Screening Units. Cluster analysis is a particularly suitable technique for use with 

categorical or nominal data, such as found in this survey. It maximises the homogeneity of 

cases or units within clusters while also maximising the heterogeneity between clusters. Thus 

cluster analysis is an explorative data analysis for organising variables into meaningful 

groups.26   

Results 

Importance of recording patient’s language   

Breast Screening Units are commissioned by PCTs and obtain the addresses of eligible 

women for breast screening from these trusts. The trusts identify the screening population 

based on lists of women registered with their General Practioner (GP). Unless already 

provided by these lists, the units do not initially hold any information about the ethnicity or 

language requirements of their screening population. However, once they have established 

contact with the women there are ample opportunities to record the languages they speak, 

although there is currently no compulsory scheme in place to do this. Breast Screening Units 

were thus asked about their attitudes towards collecting data on ethnicity and the language 

needs of patients. More than three quarters (78.8%) of the units agree that it is useful to 

record the patient’s language in order to improve services to their patients. Perhaps 

surprisingly, fewer felt that it is also useful to record a patient’s language for the NHS Breast 

Screening Programme (NHSBSP) system (69.7%) and even less for research purposes 

(51.5%). 
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Table 1: How Breast Screening Units accommodate the needs of South Asian women at different stages of the 
breast screening process  

 

 

Stage one: breast screening invitation  

After obtaining the list of the screening population from the PCT’s the units make contact 

with the women of the screening age group through a standardised formal letter, where 

women are informed about the screening and invited to attend their mammography 

appointment, usually in mobile units situated in their local area or in hospitals. It is not 

common practice among Breast Screening Units to send out this initial invitation letter in a 

South Asian language, only one unit reported doing so. In addition, only two-thirds (63.6%) 

reported that a translated version of the invitation letter could be requested by patients. If the 

first appointment is not attended a second reminder letter is usually sent out, where women 

are informed that they have missed their appointment and are urged to arrange a new 

appointment or attend another pre-arranged appointment. Again, only one unit, the same as 

above, sends this letter out in languages other than English. Interestingly, this is not a unit 

that reports servicing a population with a large percentage of South Asian women, according 

to its own estimate they constitute 5-10% of their screening population. 

Stage two: mammography  

The next stage of the breast screening procedure is the mammography appointment. At this 

point women meet the breast screening personnel and problems of communication should 

become apparent. Only just over a quarter (27.3%) of the units state that they record patients’ 

Stage One: Breast Screening Invitation Frequency (n=66) Percentage

Initial letter sent in South Asian language 1 1.5
Translated  version can be requested 42 63.6
In case of non-response to the initial letter, second invitation letter sent 
in own language 

1 1.5

Stage Two: Mammography
Record language when attending mammography 18 27.3

Give leaflet out in own language when attending mammography 25 37.9

Stage Three: Routine Recall Letter
After mammography, 'routine recall letter' sent in own language 4 6.1

Stage Four: Further Examination
After mammography, 'breast screening assessment letter' sent in own 
language

3 4.5

Have easy access to interpreters in assessment clinics 50 75.8

Interpreter arranged in advance of the assessment appointment 48 72.7

Breast biopsy information leaflets available in own language 9 13.6
After further examination, 'normal breast assessment letter' sent in own 
language 3 4.5



7 
 

languages at this stage, despite this being an obvious opportunity for the breast screening 

staff to update their records. Breast screening appointments also offer a unique opportunity to 

discuss patients’ concerns with regards to the screening procedure and to provide them with 

more information, typically supplemented with information leaflets. However, the large 

majority of the units (62%) fail to offer translated leaflets at this stage.  

Stage three: routine recall letter 

Following the mammography most women are sent a results letter to inform them about the 

normal results of their screening and asking them to take up their screening appointment in 

the future. In this letter they are also asked to continue examining their breasts regularly and 

to watch for any abnormalities, as lumps can develop in the period between screening visits. 

Only 6% of units send out a translated version of this letter.  

Stage four: further examination  

While most women are invited again for a mammography after three years, for a minority of 

women the screening results indicate possible abnormalities and they are invited to the clinic 

for a breast screening assessment.  Once again, only a few units send out these letters in the 

patients’ own language (4.5%). However, once patients attend the clinic for further 

examination, three-quarters (75.8%) of the units state that they have  easy access to 

interpreters in the assessment clinics and almost the same number (72.7%) say that they can 

arrange interpreters in advance of the assessment appointment. Thus, the use of interpreters 

seems to be fairly widespread. However, in response to open ended questions some units 

commented that they have never used an interpreter due to lack of demand, or difficulties of 

arranging for an interpreter to come to the screening site. Other comments indicated that it is 

quite common for patients to bring along family members to act as an interpreter.  

In some cases a biopsy needs to be carried out at this point, and patients are given leaflets 

providing information on the biopsy procedure. Only 13% of the units have translated biopsy 

leaflets available. Again if the results of this further examination are normal, only 4.5% of the 

units send patients a translated version of the normal breast assessment letter, where they are 

cleared from any abnormalities and encouraged to carry out examining their breasts regularly 

and continue attending their usual breast screening appointments.   
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Additional material for South Asian women  

Most units have leaflets on the breast cancer screening process available in South Asian 

languages (84.8%).  However, other types of material to promote breast screening are much 

less likely to be used. Just under one quarter of units have audiotapes (22.7%), posters 

(21.2%) and videos/DVDs (21.2%) available in a South Asian language. Pictorial leaflets are 

even less common (9.1%). In addition to these materials, about one third (30.3%) of the units 

also give Community and Health Promotion Talks to promote the breast screening service to 

South Asian women. A small minority of units (9.1%) use the radio to promote breast 

screening to South Asian women in their area. 

When asked which of these methods they are most likely to use, Breast Screening Units 

identified translated leaflets as their main approach, with 59.1% of units stating this is their 

main mode of communication with South Asian women.  Interpreters and Videos/DVD’s (at 

4.5%) and Community and Health Promotion Talks (at 3%) were very rarely identified as the 

main method to convey breast screening information to South Asian women. Perhaps 

worryingly, nearly one third (28.8%) of the units did not identify any strategies as their main 

approach for communicating with South Asian women. Further comments on the 

questionnaire demonstrated that units are aware of translated material and their availability 

online, yet they do not appear to pass these materials on to their intended users.  

Targeting South Asian women   

One of the major problems that emerged from this survey is the lack of funding that units 

were allocated to target South Asian women to promote breast screening. Only one unit states 

that they received funding and only one unit has a separate team who specifically target 

women of South Asian origin. About 31% of the units have a breast screening link officer 

and/or a breast screening promotion officer. The open ended comments to questions on this 

indicated that some units had a special team to target South Asian women in the past, but not 

in the last year, the reference period of the survey. Moreover, comments about the link 

workers suggested that they are either not well integrated into the breast screening 

programme, or that they have a limited capacity, for example working only part time.  
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Table 2: Targeting South Asian women 

 

Moreover, while three quarters (75.8%) of the units stated that they have locally revised the 

breast screening information produced by the NHS Breast Screening Programme, only one in 

eight (12%) actually consulted South Asian women when revising breast screening 

information. With respect to assessing whether there has been a demand for translated 

materials by women, only one fifth (24.2%) of the units noted that there has been a request 

for translated material, although this demand was in most cases very low, almost half of the 

units stated that they did not receive any request at all (43.9%), while a third (31.3%) did not 

answer this question.  

Indeed, it is apparent that while almost all questions were responded to in full by Breast 

Screening Units who returned the questionnaire, a subset of questions had high rates of non-

response, perhaps reflecting a lack of awareness of issues relating to addressing the needs of 

South Asian women. This is particularly evident when looking at how units rate their 

practices of communicating information on breast screening to South Asian women. While 

just under half of the units (48.5%) are happy with the way they communicate with South 

Asian women, and a lower percentage of units (39.4%) are not satisfied, a small but 

considerable minority (12%) did not answer this question.  Similarly, a third of the units 

replied that they did not know how often women requested a translated version of the breast 

screening information. And more than half (57.6%) of the units did not reply to the question 

asking them to estimate the proportion of South Asian women in their target population.  

Frequency (n=66) Percentage

Breast Screening Unit received extra funding for targeting South Asian women 
for breast screening and promotion 1 1.5
BS Unit has breast screening link officer/promotion officer 21 31.3
Breast screening information locally revised 50 75.8
South Asian women consulted when revising breast screening information 8 12.1

Translated means of communication requested by patients in the last year
Many (more than 6, les than 13) 3 4.5
Few (less than 6) 13 19.7
None 29 43.9
Don't know 21 31.3
Total 66 100.0

How well does your unit communicate information on breast cancer screening to South Asian women?
Very well/well/fair 32 48.5
Very poor/poor 26 39.4
No answer 8 12.1
Total 66 100.0
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Comments made by Breast Screening Units on how communication can be improved 

Units were asked to make suggestions about how communications with South Asian women 

could be improved on a local and national level. These comments can be grouped into three 

main categories: communication between Primary Care Trusts (PCT), General Practitioners 

(GP) and Breast Screening Units (BSU); availability and dissemination of translated material; 

and involvement of communities. Many Breast Screening Units expressed the need to 

improve the communication between BSU and PCTs as well as GPs. The ethnicity of patients 

and their first language should be recorded by GPs, but this information is not always passed 

on to BSU via PCT databases. Thus, some BSUs commented that it would be a great 

advantage to have this information ready before inviting the women for screening for the first 

time. Moreover, other comments suggested that GPs should have posters and other translated 

materials, such as a set of standardised letters and guidance, available and ready to be 

distributed, rather than having to download them from the internet and print them on demand, 

as should BSUs. Finally many comments stressed the importance of reinstating link workers 

and health promotion officers, who have a more face-to-face approach and are more likely to 

have long term effects. Other comments indicated that such staffing is under-resourced.  

Proactive Outreach Breast Screening Units and Routine Outreach Units 

To explore the data further, cluster analysis has been applied to identify groups of BSUs that 

behave similarly with respect to how they approach South Asian women. K-means cluster 

analysis requires the prior specification of the number of clusters that are wanted. Two 

clusters emerged as the most viable option, differentiating between two groups of BSU’s that 

made sense, while 3 clusters separated just an additional two observations. Thus, the number 

of clusters was set to 2 clusters.  After the number of clusters was specified the initial clusters 

are randomly selected. The observations are reassigned by moving them to the cluster whose 

centroid is closest to that observation. Reassignment continues until every observation is 

assigned to the cluster with the nearest centroid. Such a procedure implicitly minimizes the 

variance within each cluster. In the first step all 27 variables were included in the cluster 

analysis. This resulted in cluster 1 having 56 observations and cluster 2 having 10 

observations. However, some variables did not separate well between the clusters. At  the 

next step these variables were excluded and the analysis was carried out based on 10 

variables that clearly separated between the two clusters: Additional information available in 

South Asian languages (poster, DVD, audio, community talk, radio, pictorial leaflets), BSU 
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has breast screening link officer or promotion officer, South Asian women consulted in 

revising breast screening information, useful to record patients language for research, happy 

to share information and local initiatives with other BSU’s. A new variable was created 

indicating the final cluster membership of each BSU. This resulted in 47 BSU’s being 

assigned to cluster 1 and 19 cases being assigned to cluster 2. Table 3 shows the frequency of 

activities carried out by BSU for the two clusters.  

Table 3: Frequency of activities by two clusters of units 

 

The results of cluster analysis show that the Breast Screening Units can be grouped into two 

different types of units, which we have labelled ‘Routine Outreach’, covering 47 (71%) of the 

units, and ‘Proactive Outreach’, covering 19 (29%) of the units. The Routine Outreach group 

do what can be considered the minimum to address the language needs of South Asian 

women. So, they are just as likely as the proactive group to provide access to interpreters, 

send a translated version of the invitation letter if requested, and provide translated versions 

of leaflets. These units are also just as likely as those in the proactive group to record the 

language of patients and give out translated leaflets at the mammography appointment, and to 

have revised information promoting breast screening locally. However, they are much less 

likely to have consulted South Asian women when revising this information.  

Routine Outreach Pro-Active Outreach
 (n=47)  (n=19)

% %
Additional information available in South Asian languages:

Audio/Tape 10.6 52.6
Video/DVD 10.6 47.4
Community/Health promotion talk 8.5 84.2
Posters 4.3 63.2
Pictorial leaflets 2.1 26.3
Radio 0 31.6

South Asian women consulted in revising breast screening information 0 42.1
Unit has breast screening link/promotion officer 21.3 52.6

Initial breast screening invitation letter in South Asian language 0 5.3
In case of non-response to the initial letter, second invitation letter sent in own language 0 5.3
After mammography, 'routine recall letter' sent in own language 4.3 10.5
After further examination, 'breast screening assessment' sent letter in own language 4.3 5.3
Breast biopsy information leaflets in own language available 10.6 21.1
After further examination, 'normal breast assessment letter' sent in own language 2.1 10.5
Unit received extra funding to target South Asian women for breast screening promotion 0 5.3

Record language when attending mammography 29.8 21.1
Give leaflet in own language when attending mammography 36.2 42.1
Have easy access to interpreters in assessment clinics 74.5 78.9
Interpreter arranged in advance of the assessment appointment 68.1 84.2
Additional information available in South Asian languages: Leaflets 78.7 100
Breast screening invitation: translated version can be requested 63.8 63.2
Breast screening information locally revised 76.6 73.7

Pro-Active Outreach

Pro-Active Outreach, but only practiced by very few units 

Routine Activities
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The proactive outreach units do all these routine activities to the same extent as units from the 

routine group. In addition, they are much more likely to have a range of additional material 

available for South Asian women, such as posters, pictorial leaflets, video/DVDs and 

audio/tapes. They are also more likely to have link/breast screening promotion officers 

available in their units to facilitate access for South Asian women. These pro-active outreach 

units are also more likely to carry out activities that are in general only practiced by very few 

units. For example, although only one unit sends out the initial invitation letters and reminder 

letters in a South Asian language, this unit is in the proactive outreach group. Similarly, the 

only unit that received separate funding in the last year to target South Asian women is again 

a member of this group. Moreover, units in the proactive group are much more likely to send 

translated breast screening assessment letters and routine recall letters, and to have translated 

breast biopsy information. 

Discussion 

This study highlights the general failure of Breast Screening Units in the UK in addressing 

the needs of South Asian women, and  also that there are considerable differences between 

them. The majority of units (71%) fall into a category that we have described as operating a 

Routine Outreach approach, offering at best basic services to South Asian women, which 

includes providing translated versions of leaflets and letters if requested and arranging 

interpreters for meetings between patients and clinical staff. A minority of units (29%) are 

more proactive in addressing the needs of South Asian women, being more likely to offer 

material that is particularly suitable for a population with relatively low levels of literacy, as 

well as relatively low levels of fluency in English, such as posters, audio tapes, videos/DVDs, 

community talks and appearances on the radio.  

One of the key aims of the NHS Cancer Information Strategy is to provide “accurate, 

comprehensive and comprehensible” health information on cancer and ensuring that it is 

accessible to those who need it.27 A particular challenge has been “(…) overcoming barriers, 

such as language difficulties, which prevent women from attending the screening 

programme”.28 Thus, to ensure that women have an understanding of the benefits and 

limitations of breast cancer screening, and to ensure informed consent for ethnic minorities, 

the NHS has invested in the development of interpreting services and in ensuring the 

availability of translated health material.28 The Cancer Screening Programme specifically 

produces a number of leaflets, booklets and posters that are disseminated through the 95 
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Breast Screening Units in the UK and are downloadable from the NHSBSP webpage. Key 

leaflets are translated into several languages, including the major South Asian languages.29 

Our study showed that translated leaflets and interpreters are used by Breast Screening Units 

as a standard solution to language barriers. Yet, relying on these modes of communication is 

inadequate as it does not guarantee the quality of translated material, either verbally or 

written, nor how widely it is disseminated. 19,21,22 For example, while an overwhelming 

majority of units have leaflets available in different languages, only a fraction of the units 

actually give them out at the screening appointment.  

Similarly, the widespread use of interpreters raises other important issues. Most health staff 

are not trained in using an interpreter and many interpreters do not have the relevant medical 

vocabulary to convey information about  the breast screening procedure effectively.21,30 Also, 

it is not clear whether patients are given sufficient time at meetings that involve an 

interpreter.31 Patients need to develop trust in the interpreter in order to feel confident about  

expressing their worries; it is questionable how far they can do this if they meet an interpreter 

for the first time, and for only a short time. Also, it is unclear whether patients are informed 

in advance of their meeting that an interpreter will be available and whether they are advised 

to think beforehand of the kind of questions they may want to ask, so that they can make the 

best use of interpreters.  Most units ensure that staff at the breast screening sites are female, 

yet it is unclear whether interpreting agencies are also able to do this. Without undermining 

the positive role interpreters play in reducing communication barriers,32,33 solely relying on 

interpreters does not ensure that women are well informed about the screening procedure so  

this service needs to be provided along with other materials.18,21. 

Ethnicity a special case? 

The NHS Cancer Screening Programme’s training pack on breast screening for primary care 

nurses advises health practitioners to pay attention to the specific needs of minority ethnic 

women.34 Health practitioners are informed about the availability of translated material for 

ethnic minority women, including invitation letters, videos and picture books, and they are 

also advised to pay attention to the customs and health beliefs of local ethnic minority 

communities and to provide information about breast screening that is culturally relevant and 

appropriate. However, there is little guidance on how to do this and, despite training, health 

professionals often still feel lacking in cultural competence.35 A focus group with health 
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professionals working with ethnic minorities in the Midlands showed that health staff are 

reluctant to engage effectively with BME communities out of fear of offending patients of  

other cultures and religions.36  

Our study also suggests that a majority of Breast Screening Units know little about South 

Asian women. Most were not able to estimate the percentage of their South Asian population, 

nor were they able to state the demand for translated material. This general lack of awareness 

of the needs of ethnic minority people, and attention to their needs, can also be observed in 

NHS BSP publications. While there is a special section on publications and studies on ethnic 

minority women, other relevant publications have no or little reference to ethnic minorities. 

For example, the NHS Breast Screening Programme refers specifically to improving the 

quality of written information about breast screening, but does not include any information on 

practices targeted at the needs of ethnic minority women. 37 Subsequently, a policy 

recommendation that emerged from this work (NHSBSP no 65) did not pay attention to the 

needs of ethnic minority women. This issue is not particular to the NHSBSP, but is a wider 

problem within the NHS as the chair of the BME Review Group on access to GP services, 

Prof. Mayur Lakani, remarks:  

“Sometimes when organisations [NHS] appoint an equality and diversity champion, this can 

separate the issue from the main business of the board or lead other board members to 

consider that it is not ‘their job’. The review group endorses previous guidance that anyone 

being allocated such a role should be seen as a co-ordinator rather than the sole agent for race 

equality” 38  

Perhaps more alarmingly, in the Department of Health’s latest policy document on future 

cancer strategies, very few recommendations are made with respect to improving inequalities 

faced by ethnic minority people.24 This is also the case with the leading professional 

voluntary organisation Cancer Research UK. Its 2020 goals on cancer do not address the 

elimination of inequalities faced by ethnic minority people.39 

This study complements other studies in understanding the low uptake rate among ethnic 

minority women, and particularly South Asian women, however in comparison to most 

studies it looks at service provision and the practices of Breast Screening Units in raising 

participation among South Asian women. Moreover, the study also assesses the fairly recent 

implementation of new guidelines on how to reduce ethnic inequalities within the NHS 
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Breast Screening Programme, such as making translated leaflets available to patients, 

recording their language and using interpreting services to ensure that communication 

problems are minimised and informed choice is ensured. The limitation of this study is that it 

focused only on how Breast Screening Units communicate with South Asian women rather 

than with ethnic minority groups in general. In addition to that, more insight into the practices 

of Breast Screening Units could have been achieved by following up particular units with in-

depth interviews and case studies. This should be an area for future research. 

Conclusions and recommendations  

With the establishment of the Breast Screening Programmes and its development and 

extension over the last 20 years, the NHS has clearly demonstrated the priority it has given to 

cancer prevention and treatment. Special attention has been given to the importance of 

providing patients with adequate information and of effective communication between health 

professionals and patients in ensuring optimal use of cancer services.28 However, despite 

apparent communication problems between ethnic minority populations and health staff, 

there is little support offered on how to develop a culturally sensitive screening programme 

and health awareness material. In addition to translated leaflets the NHS Breast Screening 

Programme provides some breast awareness material in pictorial leaflets, posters, audio and 

DVDs. Yet, our study showed that these additional materials, which are particularly suitable 

for a group with low literacy levels, are rarely handed out to South Asian women. Other 

studies have also suggested that despite its availability, health information for ethnic 

minorities is not always accessible.19,22 This raises important questions about the quality of 

dissemination of these materials and the role of health professionals in communicating the 

information to the intended target population.  

In line with the report written by Chui and commissioned by the NHSBSP,17 this paper argues 

that communication with ethnic minority women still needs to be improved in order to ensure 

that they are able to make informed choices about breast screening services. The current 

practices, even among those units who engage in more proactive outreach work by providing 

translated materials and letters, may not be effective in communicating the advantages and 

risks of the screening programmes. Chui suggests a more interpersonal approach to 

communication using the Community Health Educator Model.19 These community health 

workers can also play a crucial role in the creation and production of new and appropriate 

health materials. The community development approach to increasing cancer screening 



16 
 

uptake and promoting cancer awareness to ethnic minority people has also been 

recommended by the NHS Cancer Information Strategy,28 yet despite this our study showed 

that only a small minority of units have these resources available. Nevertheless, comments 

made by these units clearly expressed a need for them.  

Other authors also emphasise the importance of community interventions and community 

based cancer education programmes to disseminate health information and to increase 

screening uptake rates.41 Thus it seems that recommendations on how to improve services to 

ethnic minority people are often not implemented at all, or only on a very small scale. 
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