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I. GYPSY TRAVELLERS

Nearly all collections of ethnic data by public authorities utilise 2001 Census categorisations which exclude ‘Gypsy Travellers’ as a category (the exception being the Northern Ireland 2001 Census which included ‘Irish Traveller’ amongst the response options). However, the Office for National Statistics’ full coding frame for write-in answers does include ‘Gypsy/Romany’, allocated to the ‘Other White’ Census category. Local ethnic monitoring systems can, therefore, use this category and maintain full comparability with the 2001 Census classification.

Pupil Level Annual Schools’ Census (PLASC)

One of the few standard statistical collections that does include categorisation for Gypsy Travellers is the Pupil Level Annual School Census in England. In November 2000 the Department for Education and Employment (2000) consulted headteachers of maintained schools and non-maintained special schools & Local Education Authorities on guidance for schools on ethnic monitoring. Since 1990 and until that time schools had collected ethnic group data on categories based on the 1991 population Census. However, this had been to the exclusion of Gypsy Travellers and there was no other national reporting of data on Gypsy and Traveller children that would have enabled national monitoring of their experiences and achievements (although monitoring might have occurred locally). The new ethnic group classification in the 2001 Census – which included a “mixed” category for the first time – raised issues of data protection and re-collection of ethnic group data on pupils using the new classification. Additionally, only limited use had been made of previous data collections to address attainment, the consultation emphasising the need ‘to emphasise the importance to schools of ethnic monitoring as a key element in understanding and addressing any variance of performance of pupils by ethnic group’.

The DfEE undertook consultation specifically on ethnic monitoring of Gypsy and Traveller children: on whether information on children’s Gypsy/Traveller status should be reported nationally on an individual basis to enable effective national Gypsy/Traveller monitoring or reported locally only; if reported nationally, whether that should be done from January 2002 or later once the new collection had bedded down; and whether it would be helpful for the DfEE to issue guidance to schools and LEAs on procedures for the collection and recording of children’s Gypsy/Traveller status. The outcome of that consultation supported national collection and the categories ‘Traveller of Irish Heritage’ and ‘Gypsy/Roma’ were included in the ethnic categorisation for the 2003 Pupil Level Annual Schools’ Census.

Similar changes were made by the Welsh Assembly Government, including the use of ‘Traveller of Irish Heritage’ and ‘Gypsy/Roma’ categories, the first provisional results from the January 2003 Schools’ Census having been reported in August 2003 (National Statistics 2003) (table 1).

Table 1: Number of pupils by ethnic background, Wales, January 2003

	Ethnic group
	Primary
	Secondary
	Special
	Total

	White

  White British

  Traveller of Irish Heritage

  Gypsy/Roma

  Any other White background
	228,684

225,681

271

295

2,437
	198,593

194,291

89

123

4,090
	2,979

2,929

2

2

46
	430,256

422,901

362

420

6,573

	Mixed

  White & Black Caribbean

  White & Black African

  White & Asian

  Any other mixed background
	3,171

979

353

785

1,054
	2,038

617

184

432

805
	49

20

7

5

17
	5,258

1,616

544

1,222

1,876

	Asian

  Indian

  Pakistani

  Bangladeshi

  Any other Asian background
	2,937

554

991

1,013

379
	2,349

487

816

787

259
	52

10

21

12

9
	5,338

1,051

1,828

1,812

647

	Black

  Black Caribbean

  Black African

  Any other Black background
	776

117

580

79
	674

118

486

70
	10

1

7

2
	1,460

236

1,073

151

	Chinese
	514
	454
	7
	975

	Any other ethnic group
	1,096
	649
	6
	1,751

	Parent/pupils preferred not to say
	3,135
	2,611
	13
	5,759

	Information not yet obtained
	16,927
	6,962
	505
	24,394

	TOTAL
	257,240
	214,330
	3,621
	475,191


Source: National Statistics. Schools’ Census 2003. Provisional Results. Wales. SDR 51/2003. 28 August 2003.

Note: The data as published only includes those pupils returning a valid category. Excludes pupils who specified a dual ethnic background (consequently, totals will not agree with those by national identity in table 2).

According to the first results from the Wales January 2003 Pupil Level Annual School Census (for which ethnic data is available for 93.66% of school pupils), there were 362 travellers of Irish heritage and 420 Gypsy/Roma, a total of 782.

Pupil data tabulated by national identity shows a predominance of ‘Welsh’ identity, but with significant numbers identifying as ‘British’ (table 2). 539 pupils identified as ‘Irish’.

Table 2: Number of pupils by National Identity, Wales, January 2003

	National identity
	Primary
	Secondary
	Special
	Total

	Welsh
	147,389
	121,381
	1,441
	270,211

	English
	12,883
	11,808
	356
	25,047

	Scottish
	382
	402
	1
	785

	Irish
	260
	276
	3
	539

	British
	57,701
	52,052
	840
	110,593

	Other
	3,557
	1,922
	22
	5,501

	
	
	
	
	

	Parent/pupil preferred not to say
	3,467
	2,470
	58
	5,995

	Information not yet obtained
	33,138
	24,020
	897
	58,055

	
	
	
	
	

	Total
	258,777
	214,331
	3,618
	476,726


Note: Only includes those pupils returning a valid category. Excludes pupils who specified a dual national identity. Consequently, totals do not agree with those in table 1.

Other datasets

No routine ethnic data collections relating to health and health care have been identified that include categories for Gypsy Travellers. Given the likely size of the community (using estimates based on the PLASC and other sources), consideration needs to be given to the adoption of ethnic classifications that include categories for Travellers of Irish Heritage and Gypsy/Roma.

II. REFUGEES AND ASYLUM SEEKERS

There are very few statistical sources of information on refugees and asylum seekers. They are routinely excluded as a group from ethnicity data collections and from some of the Department of Health’s key policy initiatives for delivering race equality. For example, in its framework for action for mental health services, issued for consultation in October 2003 (Department of Health 2003), the Department notes that the needs of refugee and asylum seekers are currently being dealt with elsewhere (the Department’s resource pack being referenced
), although declaring that the ultimate aim is to ensure that such policies are fully integrated into a coherent programme.

In England one of the few sources is the Children in Need (CiN) Census. The CiN 2001 census (the second to be undertaken) asked local authorities for the first time to identify the number of children who were regarded by them as asylum seeking, whether in families or as unaccompanied children. Findings were reported in 2002 (National Statistics & Department of Health 2002). Given that this source collects information on ethnic group, the ethnic profile of asylum seeking Children in Need can be identified: in 2001 43% were white, 53% minority ethnic, & 4% not stated. It is also possible to cross-classify the data on ethnic group with refugee status. It has not been possible to establish whether there is a similar collection in Wales.

Data on the socio-economic position and health status of refugees and asylum seekers is now likely to accrue through newly initiated health assessment procedures. Nationally, new developments provided for in the Nationality, Immigration and Asylum Act 2002 (November) include Induction Centres, Health Assessment, and Proposed Accommodation Centres. The government is aiming for a UK network of Induction Centres, where asylum seekers will stay for a short period before being dispersed. The first of these – at Dover – has been established for over a year, a second centre is now operational, and others will come on board as Emergency Accommodation is phased out. Initially health assessments were only given to a selection of the residents at East Kent as a ‘pilot’ but this has now been extended to all residents and is making use of the new patient held record. The asylum seeker will take the patient held record with them on dispersal and a copy will also be filed at the relevant induction centre. Health assessment for all asylum seekers in induction centres will comprise a health needs assessment, record a basic health history, address public health concerns, and include screening for tuberculosis. Proposed Accommodation Centres will house up to 750 asylum seekers for 6 months with on-site primary care via local PCT funding. The Department of Health is also conducting a scoping study on language issues and work with NHS Direct.

It is unclear at present whether there will be any central coordination and reporting of information collected through the Health Assessment requirement. There is a dearth of information relating to the health status, use of health services, and health-related behaviours of the diverse groups that comprise this population that, given its growing size, inhibits the effective planning of services.
III. BLACK AND MINORITY ETHNIC GROUPS

1. Issues of ethnic categorisation in Wales

The 2001 Census Question for England and Wales (see fig. 1) was controversial in Wales as it omitted a ‘Welsh category’ (unlike the Scottish Census that included a Scottish category and recognition of Scottish in the pan-ethnic subheadings). A campaign was mounted in Wales to get ‘Welsh’ added ahead of the 2001 Census enumeration but this was not possible as the schedules had been printed. However, the Office for National Statistics advised form-fillers in Wales that they could utilise the ‘Any other White background, please write in’ category to indicate ‘Welsh’. Given that this guidance could not be printed on the forms, it is likely that the free text count of ‘Welsh’ significantly underestimates what the count would have been had their been a White ‘Welsh’ category to tick. Those so identifying as ‘Welsh’ comprised 14.39% of the count in Wales (n=2,903,085), and varied from 3.96% (Alyn and Deeside) to 30.41% (Caernarfon) (see Appendix).

A much higher proportion of the population of Wales identified as ‘Welsh’ when a national identity question introduced on the Labour Force Survey in 2001 explicitly offered ‘Welsh’ as one of the options (Office for National Statistics 2001/02). Respondents to the Labour Force Survey were asked if they considered their national identity to be Welsh, English, Scottish, Irish, British, or another national identity. They could choose as many or as few options as applied to them. 60% said that their national identity was Welsh only. A further 7% described their identity as Welsh but included another national identity, most frequently British, in their answer.  33% of the responses were not Welsh. Thus two-thirds of adults in Wales described their national identity as wholly or partly Welsh.

Following the difficulties of using the 2001 England and Wales Census ethnic group question in Wales, the Office for National Statistics introduced a ‘national identity’ classification to be used in combination with (but preceding) the ethnic group question. ONS recommend that users should ask about national identity as a separate question in addition to ethnicity (Office for National Statistics 2003). They report research that has led to the conclusion that classifying ethnic group is best achieved separately from national identity. Moreover, there is an order effect that is best addressed by asking national identity before ethnic group, allowing respondents to describe themselves as English, Welsh, Scottish, etc. ONS research also shows that people were happier when asked about their national identity first (fig. 2).

Fig. 1. Ethnic group question for England & Wales, 2001 Census
What is your ethnic group?
♦ Choose ONE section from A to E, then ✓ the appropriate box to indicate your cultural background.

A 
White

□
British

□
Irish

□
Any other White background,


please write in:_______________




_______________

B
Mixed

□
White and Black Caribbean

□
White and Black African

□
White and Asian

□
Any other Mixed background,


please write in:_______________




_______________

C
Asian or Asian British

□
Indian

□
Pakistani

□
Bangladeshi

□
Any other Asian background,


please write in:_______________




_______________

D
Black or Black British

□
Caribbean
□
African

□
Any other Black background,


please write in:_______________




_______________

E
Chinese or other ethnic group

□
Chinese

□
Any other,


please write in:_______________




_______________
Fig. 2. National Statistics Classification of national identity in Wales
What do you consider your national identity to be? Choose your answer from this list.

♦ Choose AS MANY OR AS FEW as apply, then ✓ the  appropriate box to indicate your national identity.

□
Welsh

□
English

□
Scottish

□
Irish

□
British

□
Other, please write in
…………………………………………….

An option to the two-tier classification of national identity and ethnic group is the use of the ethnic group/cultural background categories used in the 1999 Health Survey for England:

Fig. 3. 1999 Health Survey for England: Categorisation of ‘White’ ethnic group
A 
White

□
English

□
Irish

□
Scottish

□
Welsh

□
Other European

□
Any other cultural background,


specify:              _______________




_______________

etc.

However, in the Welsh context, that question lists ‘Welsh’ as the fourth option and may not capture the full size of the ‘Welsh’ group. Moreover, given the findings of ONS that classifying ethnic group is best achieved separately from national identity and the reported order effects, the two tier question as recommended by ONS should be used where possible. Given the importance of national identity in Wales, it is clearly preferable to use the two tier question rather than a single question on ethnic group in ethnic monitoring contexts. Further, although the minority ethnic group population in Wales is small (4.01% including ‘Irish’ and ‘Other White’, 2.12% excluding these White minority groups), it is important to use the full 16-category classification to collect the data.  This is likely to give better quality data at the point of capture (as Indians may more readily identify with an ‘Indian’ category than the pan-ethnic ‘Asian or Asian British’ label) and data that has greater validity (given the marked differences in health status and use of services across the South Asian cultural background groups). Again, detailed guidance on the circumstances in which cultural background groups can be combined is given by ONS (2003).

2. Ethnicity data collection in secondary care settings: Patients’ Episode Database for Wales (PEDW)

As in England the PEDW database started recording the ethnic group of admitted patients (inpatients and day cases) on 1st April 1995 and is now approaching the end of the ninth year of data collection.  However, high levels of incompleteness substantially reduce the utility of the dataset for any kind of analysis of disparities in access to secondary care services by ethnic group.

In England, incompleteness of ethnicity recording on the Hospital Episode Statistics database has proved an intractable problem. Routine measures to increase completeness of recording have not proved effective.

However, some local initiatives (such as target-setting in London) and the stimulus provided by the Race Relations (Amendment) Act 2000 and the use of CHI indicators based on completeness of ethnicity coding may result in some improvements in quality. Additionally, the priority accorded to ethnic group data collection of inpatients by the key decision-makers in the NHS trust, including the executive, appears to be a key determinant of quality. For example, in one London trust – SW London and St George’s Mental Health Trust – now regarded by the Department of Health as a ‘notable development site’ for ethnic monitoring, a sustained programme of improvement over 18 months saw an increase from approximately 37% to 92% of hospital inpatient records having a valid “ethnos” code. This improvement appears to have come about through a commitment to use the data collected. The trust makes ethnic group data collection on its inpatient records a regular part of its Clinical Governance report, a key priority including the improvement of data quality to permit the development of a clear set of performance indicators for monitoring the impact of services on different groups.

With respect to the situation in Wales, discussions with Health Solutions Wales (HSW) suggest that the ethnic coding of data in the PEDW database is substantially incomplete, rendering it unusable. However, it has not been possible to commission customised datasets from this database to independently evaluate the level of incompleteness and quality of the data. HSW have confirmed that their indicators of data quality do report on incompleteness of the “ethnos” field but that such indicators may give a false impression of quality as some trusts have used coding inappropriately.

The following recommendations are made:

(i) The Race Relations (Amendment) Act 2000 requires statutory health care organisations to monitor the impact of services on different racial groups. NHS Trusts in Wales, therefore, need to accord priority to the collection of “ethnos” data on the PEDW database that is substantially complete and of quality.

(ii) At a national and regional level in England, the most effective strategies have proved to be specific target setting for completeness (as opposed to general data quality improvement measures required by national data co-ordinators). Several years ago the London Office set a regional target of no more than 20% of records uncoded.

(iii) The collection of ethnic group data for hospital inpatients that is of quality is a responsibility of NHS Trust Boards who should monitor and review collection and use of this information as part of the Clinical Governance process. This should be regularly reported on to Trust Boards in Clinical Governance reports.

(iv) The evidence from England shows that use of the “ethnos” data is necessary to sustain improvements in its quality. Even if data is incomplete, use can be made of statistical methods to estimate how such incompleteness might impact on patterns of usage by the different ethnic groups (Bardsley et al., 2000). It is important, therefore, that trusts develop performance indicators to monitor the impact of services on different ethnic groups, a process that in itself will be a key driver of data quality.

(v) Finally, NHS Trusts are required to report this data for the 2001 Census categories. However, data collection in England gives NHS Trusts some flexibility as to what additional codes are used in their Patient Administration Systems. Where there are large communities locally that are not included in the 2001 Census classification (e.g. Somalis in Cardiff), trusts may wish to consider using the Department of Health’s local codes (that map back to the 2001 Census Classification) [NHS Information Authority 2001] or additional categories of their own choosing. This detailed framework of ethnic coding includes specific codes for some of the main refugee groups (‘Kosovan’, ‘Albanian’, ‘Bosnian’, ‘Croatian’, ‘Serbian’) for Gypsy Travellers (‘Irish Traveller’, ‘Traveller’, and ‘Gypsy/Romany’), and for other specific groups (for example, ‘Somali’ and ‘Kashmiri’).

3. Population profiling in primary care

There is currently no mandatory requirement to collect the ethnic group of patients in primary care settings. However, there have been a number of initiatives that have promoted such collection as well as a wider set of items. The Ethnic Health Unit supported a number of pilots for the introduction of ethnic monitoring, followed in early 1997 by the ‘Improving Health Among Ethnic Minority Populations’ initiative which built on this earlier work and was designed to assist the NHS in establishing ways of meeting ethnic health needs within the mainstream health inequalities agenda. Four of the latter projects were located in primary care settings. A few PCTs have specified the introduction of ethnic monitoring in their local implementation strategies for Information for Health.

One of the most notable national development sites for patient profiling is Princes Park Health Centre, Liverpool, serving around 8,000 patients, one of the 1997 projects (Department of Health, 2003). A form was designed to collect information on self-ascribed ethnicity and patients’ family origins and other supplementary information such as access to a car and telephone, language spoken and written, requirements for interpreting, specific illnesses, and patient satisfaction. Differences in morbidity profiles and satisfaction for patient groups defined by ethnicity and socio-economic status have been reported and ethnicity profiling has become mainstream at the practice, bringing about changes in service delivery. Patient profiling has now been extended to other local practices by Central Liverpool PCT, enabling around 25,000 patients to be profiled (Department of Health, 2003).

Enquiries at the Health Statistics and Analysis Unit, Welsh Assembly Government, have indicated that there is probably no (or very little) routine collection by GPs of ethnic group data, although many GP systems allow this data to be recorded. A pilot G.P. Morbidity Database service has been established to collect and analyse routine information from over 30 general practices across Wales, providing a 10% population sample. However, discussions with Health Solutions Wales (HSW) suggest that although the database software may contain a field for ethnicity, the database has not been populated with patient ethnicity. Problems in accessing and interrogating the database through the MIQUEST programme was also reported.
4. Mortality data

Currently, there is no collection of ethnic group data at birth and death registration in Britain.  Many in the public health community have called for its introduction (see, for example, Bhopal 2000) and a case for recording ethnicity at birth and death registration has been made by the London Health Observatory (Aspinall et al., 2003) as part of the Government’s new consultation on what information should be recorded in civil registration procedures. 

With respect to mortality statistics, country of birth is now a poor proxy of ethnic group. In addition to this drawback – the availability of data on migrant mortality only – the small number of deaths amongst such groups in Wales makes the analysis of mortality by specific country of birth groups an exercise of limited statistic value. Clearly, if such data were available for all ethnic groups (and not just migrants) the numbers would be larger.

Mortality statistics for country of birth groups could be analysed using proportional mortality ratios (PMRs), although the value added to what is already known from the analysis of migrant mortality in England and Wales is likely to be small. PMRs compare the number of deaths from individual causes as a proportion of all deaths within a given country of birth group. This approach overcomes the problem of having to identify population denominators (Breslow and Day, 1987) which (for country of birth) are only available around the time of the decennial census. This would provide a proxy measure of ethnic differences in mortality and would be straightforward and quick to calculate. In an analysis undertaken in London (Bardsley et al., 2000), the standardised mortality ratio (SMR) and PMR approaches produced very similar results.

5. Survey data
There are two major health surveys in Wales that have been conducted in the past: (i) The Health in Wales Survey & (ii) The Welsh Health Survey.

The Welsh Health Survey (WHS)

This was first carried out in 1995 and repeated in 1998. A third survey was commissioned in 2003. The survey population is all residents on Wales aged 18 or over living in private households. Sample members are selected from the Electoral Register and sent a postal questionnaire for self-completion. The response rate was 56% in 1995 and 59% in 1998, the achieved sample being just under 30,000 for both years.

The ethnicity classification in the 1995 and 1998 Welsh Health Surveys was identical to that for the 1991 Census except that it did not include a free text field for Black-Other:

Qn.: The list opposite has been copied from the 1991 census. Please circle the answer you feel best describes you. The information everyone gives will be used to assess health needs and also to show us if any groups of people are under-represented in the survey. [Response options: White, Black-Caribbean, Black-African, Black-other, Indian, Pakistani, Bangladeshi, Chinese, Other group (please state)].

Of the total number of people responding in the 1995 survey (27,648), 99% were white, 0.1% Black Caribbean, 0.1% Black Other, 0.2% Indian, 0.1% Pakistani, 0.1% Bangladeshi, 0.1% Chinese, and 0.4% other group. The numbers in the minority ethnic groups were too small to report findings for health status, use of health services, and lifestyle factors (Welsh Office 1996).

The Health in Wales Survey

The Health in Wales Survey has been conducted in 1985, 1988, 1990, 1993, and 1996. The population sampled are 18-64 year olds living in private households in Wales (plus 12-17 year olds in 1985 and 65-79 year olds in 193 and 1996). The Electoral Register has been used in all years.  The achieved response is much smaller than the Welsh Health Survey (18,538 in 1985, 8,217 in 1988, 13,045 in 1990, 12,167 in 1993, and 9,003 in 1996). However, response rates are higher: 78-88% at household level and 61-67% at individual level. The survey is mixed mode: face-to-face for the household survey and self-completions returned by post for individuals.

A feasibility study has been undertaken of combining the Welsh Health Survey and the Health in Wales Survey (Nicholaas et al., 2003). However, even if the two surveys were combined, the relatively small additional sample from the Health in Wales Survey would not produce an aggregate sample size sufficiently large to capture an analytically usable sample of minority ethnic groups. This would require a specific ethnic boost of the kind that has been undertaken by the Health Survey for England.

6. Some specific collections

As in England, there are in Wales a number of statistical collections on different disease areas  such as diabetes where some ethnically-coded data is available. Some of these are small-scale (reflecting the size of the minority ethnic group populations across the home countries) but, nevertheless, provide specifically Welsh data. The example of sexually transmitted infections is presented.

Sexually transmitted infections

STI data in the UK is collected on the statistical returns KC60 (England, Wales, & Northern Ireland) and the ISD(D)5 in Scotland. In addition, there are various enhanced Surveillance Systems. The weakness of the KC60 and laboratory reporting datasets (but not the ISD(D)5 return in Scotland) is the lack of demographic, socio-economic and sexual behaviour data. In England this is being addressed by the Programme of Enhanced Surveillance of STIs (ProgrESS), started as a pilot in the former Thames Regional Health Authorities in 2001 and expanded to all computerised GUM clinics in England in 2003. The ProgrESS dataset includes a large amount of demographic data (including ethnic origin).

Other STI datasets do include Wales. Amongst the various enhanced systems, the Gonococcal Resistance to Antimicrobials Surveillance Programme (GRASP) is a sentinel surveillance system for monitoring gonococcal antimicrobial resistance in England and Wales that has reported annually since 2000. Gonorrhoea – the second most common bacterial STI – is highly concentrated within demographic subgroups, black groups being disproportionately affected. GUM clinics in Wales as well as England report to the GRASP data collection that includes ethnic background (GRASP Steering Group 2002). The Enhanced Laboratory Surveillance for Infectious Syphilis, established in August 2001 in GUM clinics in the London region, was extended to the rest of England and Wales in 2002. Demographic, behavioural and clinical data are collected, including gender, age, and ethnic background.

Ethnic data are also available for diagnosed HIV-infected and AIDS patients by ethnic group. The SOPHID system – Survey of Prevalent HIV Infections Diagnosed – has reported since 1995. Data is available for 2002:

Diagnosed HIV-infected patients by ethnicity when last seen for care in 2002: Wales

	Ethnicity
	No. of patients

	White
	387

	Black-Caribbean
	3

	Black-African
	52

	Black-Other/Black Unspecified
	3

	Indian/Pakistani/Bangladeshi
	2

	Other Asian/Oriental
	7

	Other/mixed
	12

	Not known
	2

	TOTAL
	468


Source: Survey of Prevalent HIV Infections Diagnosed (SOPHID). Data for 2002. Health Protection Agency (HIV/STI Division), Communicable Disease Surveillance Centre.

AIDS data is also reported by ethnic group (but published data broken down by Region, including Wales, has not been located). Cumulative AIDS cases data for the United Kingdom to the end of September 2003 show that of the 16,766 male cases, 78.0% were in the White group, 8.9% in the Black-African group, and 2.6% in the Black-Caribbean and Black-Other/Black not known groups. With respect to the 3,092 female cases, the respective percentages were: 30.7%, 57.2%, and 3.1%.

7. Wider determinants of health

The most comprehensive and reliable data on the ethnicity dimensions of the wider determinants of health in Wales is likely to be the 2001 Census. Census output data includes economic activity, industry of employment, occupation groups, qualifications, living arrangements, household spaces and accommodation type, housing tenure, rooms, amenities, central heating, and lowest floor level.

IV. THE POTENTIAL OF SYNTHETIC ESTIMATION TECHNIQUES

There are many datasets - including the Census Samples of Anonymised Records (SARs), health survey data such as the Health Survey for England, and other nationally-reported data - that can be used with Census data in the synthetic estimation process. This method does not depend on the availability of aggregate counts at the local level that are needed to provide the ‘observed count’ in the indirect age-standardisation calculation.

Some national survey datasets can be used to estimate the prevalence of risks in local areas (local authorities for example) when several years of data are combined. However, sample sizes for the different ethnic groups are usually too small to produce reliable estimates. In cases where local data on behavioural or other risks are not available or cannot be estimated, synthetic estimates can be computed based on either national data or data that is available at sub-national level (such as Standard Regions). Synthetic estimates are calculated using local population Census counts or estimates for the geographic area and subgroups of interest (e.g. age- and gender- and ethnicity-tabulated groups) and national risk factor prevalence rates for those groups. The national subgroup-specific rates are applied to the local population estimates for each group to obtain counts.

Synthetic estimation techniques have been used to obtain local estimates of disease frequency and of the prevalence of different behavioural risks (such as smoking and drinking), for example. In the context of ethnicity and health, datasets such as the PSI Fourth National Survey and the 1999 Health Survey for England are key sources of risk factor prevalence rates for particular subgroups. Although synthetic estimates can be useful for planning the provision of health services, their value may be diminished if there is evidence or reason to believe that local rates for subgroups of interest would diverge significantly from national or regional rates. There may, for example, be ‘special cause’ factors at the local level that would undermine the validity of the synthetic estimates. Regional survey samples based primarily on minority ethnic group populations resident in inner city areas may not provide useful population prevalence rates to apply to non-metropolitan local populations. More precise estimates can sometimes be obtained by factoring in other relevant factors to the calculation of the age, sex and ethnic-specific prevalence rates. 

Most studies based on the synthetic estimation process emphasise the importance of qualifying the synthetic estimates when they are used, including a clear reference to the sources of the data used to compute the local area synthetic estimates.

V. CENSUS MEASURES OF MORBIDITY

The 2001 Census provides a number of potential measures of morbidity across different ethnic groups and at different area levels:

(i) Limiting long-term illness

The attraction of this measure is that it was available for the 1991 Census and therefore offers a measure of intercensal change.  There is also an existing knowledge base concerning the interpretation of the measure and factors associated with differences in prevalence.  The 2001 Census asked: ‘Do you have any long-term illness, health problem or disability which limits your daily activities or the work you can do? ♦ Include problems which are due to old age’, the response options being ‘Yes’ & ‘No’.

(ii)  General health
For the first time the 2001 Census asked a question on general health:

‘Over the last twelve months would you say your health has on the whole been:

□
Good?

□
Fairly good?

□
Not good?’

The first analyses of this question have used ‘Percentage not good health’ (age standardised) as a health indicator. In research studies ‘general health’ has been shown to be a better predictor of the use of health services than limiting long-term illness.

(iii) Permanently sick/disabled

The 2001 Census asked respondents not working ‘last week’ and those aged 16 to 74 only…

‘Last week, were you any of the following?  ♦ (all the boxes that apply.

□
Retired

□
Student

□
Looking after home/family

□
Permanently sick/disabled

□
None of the above’

This indicator – percentage permanently sick/disabled - probably provides a more severe measure of morbidity than LLTI or ‘not good’ health but is limited to the population of working age (16-74) and, by definition, excludes those who were working in the week prior to census day. However, given that the instruction asks respondents to tick all boxes that apply, it can be used as a population-based measure of morbidity.

(iv) Carers

For the first time the 2001 Census asked a question on ‘carers’:

‘Do you look after, or give any help or support to family members, friends, neighbours or others because of:

· long-term physical or mental ill-health or disability, or

· problems related to old age?

♦
Do not count anything you do as part of your paid employment.

♦
(time spent in a typical week.

□
No

□
Yes, 1-19 hours a week

□
Yes, 20-49 hours a week

□
Yes, 50+ hours a week

It is difficult to interpret this question as a measure of morbidity as the number of hours dedicated to unpaid caring for problems associated with ill-health, disability, or old age may be associated with the structure of the labour market, the availability of statutory/voluntary services, and other supply factors as well as the demand for such caring. 

(v) Persons in hospital and communal establishments on census day

In past censuses analysis of those in communal establishments (such as hospitals and care homes) on census day has proved to be of limited value as an indicator of morbidity. There are also definitional issues related to such indicators.

It is recommended that the Welsh Assembly Government undertake the derivation of age-standardised limiting long-term illness, ‘not good’ health, and ‘permanently sick/disabled’ prevalence ratios for the 16-group ethnic classification in Welsh Unitary Authorities (UAs). It may be feasible to undertake similar analyses at electoral ward level in selected UAs, possibly using the 5 group classification (White, Mixed, Asian or Asian British, Black or Black British, and Chinese or other ethnic group) if numbers are too small at the 16-category (cultural background) level. Decisions about the practicality of deriving such data broken down by gender is similarly likely to depend on numbers, although this should be feasible at UA level. The most robust method (given the counts) would be indirect age standardisation.

Funnel plots could be used to identify statistical outliers at different area levels of output, for example, (i) Unitary Authorities compared with Wales as a reference or (ii) electoral wards compared with their Unitary Authority as a reference.  Analyses could also be undertaken using area-based socio-economic measures.
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Appendix. 2001 Census: Percentage of all people identifying themselves as Welsh

% of all people identifying            themselves as Welsh

Wales







14.39

North Wales






12.51


Ynys Mon





19.42


Caernarfon





30.41


Conwy






14.60


Clwyd West





12.10


Vale of Clwyd





  8.18


Delyn






  7.95


Alyn & Deeside




 
  3.96


Wrexham





  8.78


Clwyd South





11.15

Mid & West Wales





18.51


Meirionnydd Nant Conwy



25.11


Montgomeryshire




11.88


Brecon & Radnorshire




13.15

Ceredigion





21.76

Preseli Pembrokeshire




14.82


Carmarthen West & South Pembrokeshire

15.11


Carmarthen East & Dinefwr



25.55


Llanelli






21.76

South West Wales





15.88


Gower






17.14


Swansea West





14.26


Swansea East





14.46


Neath






18.44


Aberavon





15.40


Bridgend





15.42


Ogmore





16.11

South Wales Central





14.26


Vale of Glamorgan




12.45


Cardiff South & Penarth




11.52


Cardiff Central





12.26


Cardiff North





14.86

� www.doh.gov.uk/asylumseekers/resourcepack.htm.
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