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Paediatrics among Ethnic Minorities

Contact with the health services

JOHN BLACK

Naming systems and religions
To have one's name mispronounced or misspelt is annoying and a

loss of personal dignity. Receptionists in general practice, hospital
record clerks, and also doctors and nurses should receive instruction
in the correct pronunciation of the commoner names of the ethnic
groups in their area. They also need to understand the naming
systems since embarrassment and confusion can be caused by
incorrect use, and a satisfactory system for recording names reduces
the number of lost or duplicated records. In general the names of
people of Afro Caribbean or Mediterranean origin do not cause

problems, their naming systems being similar to British ones, but
the naming systems of Asians, Moslems, and Chinese are very
different, although some families change the patterns of their names
to conform to British practice. Leaflets are available giving the
correct pronunciation of the commoner Asian names and explaining
the various systems of naming which are in use.

Religion should be recorded in every case, as the religious beliefs
of the parents and children must be respected, and dietary
restrictions observed when the child is in hospital.

Information

Instruction leaflets-In areas where one or more linguistic groups
form a significant proportion of the population notices should be
written in the appropriate script and language. Dietary instructions
and information leaflets about the use of enuresis alarms, inhalers,
etc, should also be made available in these languages. It cannot be
assumed that all Asians are literate in their own language, however,
but people who can read their own language can usually also read
English'; for the illiterate there is no substitute for the spoken word.
'Ihe Health Education Council publishes a booklet Your Right to
Health in Great Britain in 12 languages (see box).

Interpreters-In some practices and hospitals, staffmay be readily
available to act as interpreters, but when this is not so, or if the
parents speak an unusual language or dialect, special arrangements
for an interpreter should be made. In some cities interpreter services

have been set up. In London the Community Health Group for
Ethnic Minorities operates an Ethnic Switchboard, which can

supply volunteer interpreters in 12 languages2 and can help over the
telephone or arrange a visit (see box). Except in emergencies, there
is no excuse for failing to obtain an adequate history because of
linguistic difficulties, and the parents should have the opportunity
of explaining what they feel is wrong with their child; they also
deserve a full explanation of the child's illness. Without a proper,
understanding of what is wrong and what is required, cooperation
with treatment will be unsatisfactory. In general it is not helpful to
use older children as interpreters, particularly when the parents find
it embarrassing to discuss their problems in front of their own child.

Local contacts-It is useful to have a list of local community
leaders, religious or otherwise, who can be consulted over difficult
problems, particularly when ethical considerations are involved. In
areas with a large community having a common religion it is useful
to have a local "priest" appointed as chaplain to the hospital
group-for example, an Imam for the local Moslem community.

Surgery and clinic times-Since non-attendance at clinics is often
due to the reluctance of an English speaking father or elder sib to
take time offwork for fear of losing his job, the setting up ofevening
clinics should be considered; this, of course, applies to any parents
who have difficulty in attending during the morning or afternoon.
Such evening clinics or surgeries might reduce attendance at the
accident and emergency department of the local hospital.

Seeing the doctor

THE HISTORY
It is essential to gain the confidence of the parents and child, and

this can be done only by taking an unhurried approach. It is easy,
especially if there is difficulty in understanding what the parents are

saying, or vice versa, for the doctor to become baffled and
impatient, and to give the impression that he thinks the parents are

ignorant, stupid, or overanxious. Patience and a sympathetic
attitude, without condescension, will gain the confidence of con-

fused and anxious parents.
In addition to the usual history the following information may be

helpful in understanding the family's background:
(a) country of origin of the parents: how long have they been in

Britain?
(b) languages spoken: first language, others;

Useful information
Ethnic Switchboard (01 993 6119 from 9 am-5 pm; 24 hour
emergency calls 01 834 7334 and ask for ext 0277) at the
Community Health Group for Ethnic Minorities, 28 Churchfield
Street, London W3 6EB. The switchboard supplies translation
and interpreting facilities, and can arrange for an interpreter to
visit. It also acts as a referral agency to specialists in health,
education, social services, law, welfare rights, and community
services, and gives advice on how to register with a doctor, and so

on.

Your Right to Health Care in Great Britain is published by the
Health Education Council and available in Greek, Italian,
Portuguese, Spanish, Turkish, Arabic, Bengali, Gujarati, Hindi,
Punjabi, Urdu, and Chinese. Copies are available from the
council, 78 New Oxford Street, London WCIA IAH (01 637
1881). Also published is Their Right to Health, explanatory notes
to accompany the Your Right to Health booklets.

Department of Child Health, King's College Hospital, London SE5 9RS
JOHN BLACK, FRcp, honorary consultant paediatrician
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(c) place of birth of the child: if born outside the UK, how long
has the child been in this country?

(d) has the child visited the parents' home country? If so, for how
long and when was the last visit? Did the child become ill while on
any of the visits?

(e) are the parents related?
(f) the extended family: how many adults or children other than

the parents and their children are there in the household?

HEIGHTS AND WEIGHTS

Centile charts for the heights and weights of the children of some
ethnic groups have been constructed for children living in parts of
Asia and Africa, but they are of limited value for children born and
brought up in Britain. Since it is the pattern of growth or weight
gain which is usually more important than the height or weight on
any one occasion, deviation from the centile lines can be appreciated
quite satisfactorily by using the standard Tanner and Whitehouse
charts for British children.

THE EXAMINATION

A child often senses the anxiety and insecurity of the parents on a
visit to the doctor or hospital, and a clumsy or hurried attempt to get
him or her completely undressed may upset both the parents and
child. Asian girls, particularly Moslems, may object to being fully
undressed or to being examined by a man. In the absence of acute
illness it is often better to arrange for a return visit on a day when a
woman can carry out the physical examination.

Diagnostic difficulties and skin pigmentation

In infants of Asian, South East Asian, or African origin the
inappropriately named "Mongolian blue spot" may be mistaken for
a bruise, and child abuse may be wrongly suspected. The "blue
spot" is usually confined to the sacral area but may extend into the
posterior thoracic and scapular regions or along the posterior part of
the thighs. It is also seen in children whose parents come from the
Mediterranean area and is occasionally seen in infants of very dark
haired white parents. In all racial groups the blue-black pigmenta-
tion gradually disappears by the age of 18 months to 2 years.

Skin pigmentation may prevent anaemia, cyanosis, or jaundice
from being immediately obvious, and rashes may be difficult to
detect. Anaemia should cause no real difficulty if the conjunctiva,
the oral mucosa, and the palms and soles are examined. Peripheral
cyanosis is easily missed, but other observations, such as capillary
refilling after pressure, temperature of the tip of the nose and big
toe, heart rate, and blood pressure, should all be recorded ifshock is
suspected. Central cyanosis is easily detected by examining the
tongue and oral mucosa.

Jaundice, particularly in the newborn, is easily missed in the
mature infant with a dark skin,3 but immature infants of Asian or
African origin often have light skins in the first weeks of life. In the
dark skinned infant the doctor should attempt to examine the
sclerae, but this is difficult in the newborn, and the colour of the
palms and soles can be assessed after blanching by light pressure.
The hard palate and frenum of the tongue should also be examined
and the gums can be blanched by pressure with a spoon or spatula.

Rashes, particularly those due to rubella and measles, may cause
difficulty, but the presence of enlarged occipital glands is helpful in
confirming rubella. In malnourished children who have recently
come to Britain measles may be unexpectedly severe, with a
confluent or occasionally haemorrhagic rash; however, in the first
two days after the appearance of the rash Koplik's spots may still be
visible in the mouth.

The child in hospital

Children, particularly of preschool age, are often very unhappy in
hospital, where there may be no member of the ward staff who
knows their language. The child who speaks no English may be
socially ignored by medical and nursing staff, who find the effort to
communicate too frustrating or time consuming. The mother may
have difficulty in visiting in the morning or afternoon if she is not
accustomed to using public transport unaccompanied by her
husband or a male relative. Hospital staff must be sensitive to the
various problems which may arise in relation to diet, clothes, the
wearing of jewellery or objects of religious significance, and the
taking of blood. An explanation of the purpose of an operation may
require the help of an interpreter. Rules about bringing food into
hospital should be relaxed if the hospital cannot supply a diet in
accordance with the parents' religious beliefs; it is very important to
ill and lonely children in unfamiliar surroundings to be given food
which looks and tastes familiar. In many countries it is the custom
for the mother to sleep in the same room, or in the same bed, as her
sick child. When the mother obviously wishes to sleep in the same
bed as her child the hospital should provide an appropriately sized
bed; there is no excuse for the sight of a mother who has squeezed
herself into a child's cot.

I thank Alix Henley for her help and advice in the preparation of this
article.
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This ts the second in a series of articles.

What is "biliary mud"? Does a diet rich in cumres or peppery condiments
predispose to biliary mud?

Pathologists and surgeons have known for a long time that the common bile
duct and gall bladder sometimes contain particulate matter which settles
with gravity like mud. It is often associated with gall stones, when it is
believed to consist of the same material as the stones, or with sepsis
(cholangitis, cholecystitis), when the "mud" may just be thick pus. With the
advent of ultrasonography, mud or sludge in the gall bladder is being
recognised quite often as an echogenic but shadow free "puddle" that moves
slowly with change of the subject's position. In fact, if people undergo a
prolonged fast, as for a gastrointestinal operation or during total parenteral
nutrition, many if not most will develop ultrasonographically recognisable
sludge.' This usually disappears with refeeding but in some people it
persists, when it may provide the nidus for gall stones to grow. Evolution of

sludge into an actual gall stone has occasionally been reported and doubtless
more reports will follow. It has been claimed that sludge may just represent
highly viscous, concentrated bile,2 but the few reported in vitro analyses
show that it consists mostly of protein, in which are embedded granules of
bile pigment (calcium bilirubinate),34 but it may also represent a mass of
cholesterol crystals.2 The bile is often infected without being purulent.4 I
know of no evidence that curries or spices predispose to biliary mud, and I
think it unlikely that they do.-K W HEATON, reader in medicine, Bristol.

1 Messing B, Bories C, Kunstlinger F, Bernier J-J. Does total parenteral nutrition induce gallbladder
sludge formation and lithiasis? Gastroenterology 1983;84:1012-9.

2 Conrad MR, Janes JO, Dietschy J. Significance of low level echoes within the gallbladder. AmJ7
Roenigenol 1979;132:%7-72.

3 Filly RA, Allen B, Minton MJ, Bernhoft R, Way LW. In vitro investigation of the origin of echoes
within biliary sludge. J Clin Ultrasound 1980;8:193-200.

4 Allen B, Bernhoft R, Blanckaert N, et al. Sludge in calcium bilirubinate associated with bile stasis.
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