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ABSTRACT
This dissertation critically examines the impact of arthritis on South Asian women in the United Kingdom, with attention to physical, psychological and social consequences, healthcare inequalities and culturally responsive care. Arthritis remains a significant health and social care issue because it contributes to pain, disability, reduced mobility, emotional distress, work disruption and reduced quality of life (World Health Organization, 2022; Ingram and Symmons, 2018; Zhao et al., 2024). South Asian women may experience additional barriers linked to ethnicity, gender, language, health literacy, family responsibilities and unequal access to appropriate healthcare information (Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025).
My dissertation focuses on secondary, literature-based research design, academic databases, healthcare reports, policy documents and peer-reviewed journal articles, which were searched using a structured search strategy. Sources were screened using inclusion and exclusion criteria and assessed for relevance, authority, accuracy and currency. The selected literature was analysed thematically to identify recurring patterns relating to arthritis impact, healthcare inequalities and culturally sensitive care.
The findings reveal that arthritis affects more than physical health. It can disrupt independence, employment, social participation, emotional wellbeing and family roles (Ingram and Symmons, 2018; Zhao et al., 2024; Kumar et al., 2019). The evidence also demonstrates that ethnic minority patients may experience poorer arthritis outcomes despite apparently similar referral pathways, suggesting that inequalities occur across communication, treatment decisions, monitoring and confidence in services (Adas et al., 2023; Russell et al., 2025). Culturally sensitive care emerged as a key response, including accessible information, professional interpreting, shared decision-making, community engagement and awareness of intersectional disadvantage (Kumar et al., 2018; Taylor et al., 2025; Ali et al., 2025).
Conclusively, the research finds that improving outcomes for South Asian women with arthritis requires more than clinical treatment alone. Services must recognise lived experience, reduce communication barriers and adapt care to social and cultural contexts (Kumar et al., 2019; NHS England, 2023; Taylor et al., 2025). The main recommendations are to introduce culturally appropriate arthritis information, strengthen early diagnosis and equity monitoring, and develop co-produced community-based support and future research with South Asian women.
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CHAPTER 1: INTRODUCTION 
1.1 Introduction 
Arthritis is a common musculoskeletal condition associated with pain, stiffness, reduced mobility and long-term disability (World Health Organization, 2022). It includes conditions such as osteoarthritis and rheumatoid arthritis, both of which can affect daily functioning, independence and quality of life. In the UK, musculoskeletal disorders remain a major cause of disability, healthcare use and work-related absence (Ingram and Symmons, 2018).
Women are disproportionately affected by arthritis, particularly rheumatoid arthritis. UK Biobank evidence shows that women account for around 62.3% of rheumatoid arthritis cases compared with 37.7% among men (Fang et al., 2023). Biological, hormonal, reproductive and social factors may contribute to this higher burden (Jiang et al., 2024; Maranini et al., 2022; Koc et al., 2025).
South Asian women are an important focus because arthritis may be shaped by intersecting factors such as ethnicity, gender, language, health literacy, socioeconomic position, cultural beliefs and family responsibilities (Kumar et al., 2018; Kumar et al., 2019; Bergstra, 2023). These factors can influence diagnosis, treatment understanding, adherence and overall experience of care.
This dissertation is organised into five chapters. Chapter 2 examines historical, theoretical, international, national and local context. Chapter 3 explains the secondary research methodology. Chapter 4 presents and discusses the findings thematically. Chapter 5 concludes the dissertation and provides recommendations for policy, practice and future research.
1.2 Definitions and Terminology 
Key terms used in this dissertation are defined below.
Arthritis refers to musculoskeletal conditions causing joint pain, inflammation, stiffness and reduced movement, which may affect daily functioning and quality of life (World Health Organization, 2023).
Rheumatoid arthritis (RA) is a chronic autoimmune condition causing joint inflammation, pain and potential disability if untreated (NICE, 2022).
Osteoarthritis (OA) is a degenerative joint condition linked to cartilage breakdown, structural joint change and pain (NICE, 2022).
Health inequalities are avoidable and unfair differences in health outcomes and healthcare access between groups, often linked to ethnicity, gender, socioeconomic status and location (NHS England, 2023).
South Asian refers to people with origins in countries such as India, Pakistan, Bangladesh, Sri Lanka and Nepal (Office for National Statistics, 2022).
1.3 Background and Current Context 
1.3.1 Background 
Musculoskeletal conditions affect approximately 1.71 billion people globally and remain one of the leading causes of disability (World Health Organization, 2022; Versus Arthritis, 2024). Historically, arthritis care focused mainly on pain relief and rehabilitation, but developments such as disease-modifying anti-rheumatic drugs have shifted treatment towards earlier intervention and prevention of long-term joint damage (NICE, 2022).
However, arthritis research has often focused on clinical outcomes, with less attention to social, psychological and culturally specific experiences. Ethnic minority populations remain underrepresented in arthritis research and patient organisations, limiting understanding of their needs and service preferences (Dubey and Adebajo, 2022; Kumar et al., 2026; Ali et al., 2025).
1.3.2 Current Context 
Despite improvements in diagnosis and treatment, arthritis remains a significant UK health challenge. Women continue to experience higher rates of inflammatory arthritis, while ethnic minority patients may experience poorer outcomes despite similar referral times (Adas et al., 2023; Fang et al., 2023). South Asian women may face additional barriers relating to language, cultural expectations, health literacy and access to appropriate information (Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025).
1.4 Rationale for Research / Problem Statement 
Although arthritis has been widely studied, gender and ethnicity are often examined separately. This creates a gap in understanding how gender, ethnicity, culture, language, socio-economic position and family responsibilities intersect in the experiences of South Asian women living with arthritis in the UK (Kumar et al., 2019; Adas et al., 2023; Bergstra, 2023).
Evidence suggests that ethnic minority patients may experience poorer treatment outcomes and lower remission rates than White British patients (Adas et al., 2023; Russell et al., 2025). Cultural beliefs, family responsibilities, language barriers and concerns about medication may also influence treatment adherence and healthcare experiences among South Asian women (Kumar et al., 2019).
This dissertation therefore explores the physical, psychological and social impacts of arthritis on South Asian women in the UK. The findings may support more culturally responsive practice, policy development and future research aimed at reducing health inequalities (NHS England, 2023; Gopal et al., 2022; Taylor et al., 2025).
1.5 Aim and Objectives 
1.5.1 Aim 
The aim of this dissertation is to critically examine the physical, psychological and social impacts of arthritis on South Asian women in the UK and explore barriers to healthcare access, health inequalities and culturally appropriate strategies for improving outcomes.
1.5.2 Objectives 
Objective 1: To define and explore arthritis, including its main types, symptoms and relevance to women and South Asian populations in the UK.
Objective 2: To analyse the physical, psychological and socio-economic impacts of arthritis on daily life, wellbeing and healthcare access.
Objective 3: To evaluate healthcare services, policies and culturally sensitive initiatives supporting women living with arthritis.
Objective 4: To recommend evidence-based strategies to improve awareness, early diagnosis, culturally appropriate care and support for South Asian women with arthritis.
1.6 Conclusion 
This chapter introduced arthritis as a significant public health issue affecting women’s physical, psychological and social wellbeing. It defined key terms, outlined the background and current context, and identified a gap in knowledge concerning South Asian women’s experiences of arthritis. The aim and objectives provide the framework for the dissertation.
Chapter 2 provides background information and analysis by exploring historical, theoretical, international, national and local perspectives relevant to arthritis, health inequalities and South Asian women in the UK.

CHAPTER 2: BACKGROUND INFORMATION AND ANALYSIS
2.1 Introduction
The purpose of this chapter is to provide the historical, theoretical, international, national and local background for examining the impact of arthritis on South Asian women in the United Kingdom. Arthritis is a major musculoskeletal condition associated with pain, disability, reduced mobility, psychological distress and reduced quality of life (World Health Organization, 2022; NICE, 2022). Although arthritis affects diverse populations, evidence suggests that women and ethnic minority groups may experience unequal risks, outcomes and healthcare experiences (Adas et al., 2023; Fang et al., 2023). 
This chapter sets the foundation for the dissertation by examining the development of arthritis knowledge, relevant theoretical frameworks, international approaches to arthritis care, and the UK and Welsh policy context. It does not present the main findings or themes of the dissertation; instead, it provides the background required to understand why arthritis among South Asian women is an important Health and Social Care issue. The chapter, therefore, supports the methodology presented in Chapter 3 by clarifying the wider context in which the research is situated (Aveyard, 2019; Snyder, 2019).
2.2 Historical Background
Arthritis has been recognised for centuries, although its causes and classifications have changed significantly over time. Historically, joint pain and stiffness were often grouped under broad descriptions of rheumatic disease, with limited distinction between inflammatory, autoimmune and degenerative conditions. Modern medical understanding has since differentiated rheumatoid arthritis (RA), osteoarthritis (OA), axial spondyloarthritis and other musculoskeletal disorders according to pathology, symptoms and disease progression (Ingram and Symmons, 2018; NICE, 2022).
A key historical development was the recognition of rheumatoid arthritis as a chronic autoimmune inflammatory disease rather than simply an age-related joint disorder. This distinction was important because RA requires early diagnosis and active treatment to reduce inflammation, prevent joint damage and improve long-term functioning (NICE, 2022). In contrast, osteoarthritis is now understood as a degenerative joint condition involving cartilage breakdown, structural joint change and pain, although recent evidence also recognises inflammatory processes in OA pathogenesis (Swain et al., 2020; Chow and Chin, 2020).
The development of disease-modifying anti-rheumatic drugs (DMARDs) represented a major milestone in arthritis treatment. Unlike simple analgesics, DMARDs aim to slow disease progression and reduce long-term joint damage. Methotrexate became central to RA management, while biologic and targeted synthetic DMARDs have expanded treatment options for people with more severe or treatment-resistant disease (NICE, 2022; Smolen et al., 2023). These developments have shifted arthritis care from symptom control towards early intervention and treat-to-target strategies.
Several organisations have shaped current arthritis policy and practice. Musculoskeletal conditions affect approximately 1.71 billion people globally, making them one of the leading causes of disability and healthcare utilisation (World Health Organization, 2022). In Europe, the European Alliance of Associations for Rheumatology has produced recommendations supporting evidence-based RA management (Smolen et al., 2023). Within the UK, NICE guidance has standardised diagnosis, referral and treatment pathways, while Versus Arthritis and the British Society for Rheumatology have contributed to public awareness, research and professional guidance (NICE, 2022; British Society for Rheumatology, 2022).
Despite these clinical advances, inequalities in arthritis outcomes remain evident. National cohort evidence from England and Wales indicates that some ethnic minority patients with early inflammatory arthritis have lower odds of achieving remission than White patients, even when referral times are broadly similar (Adas et al., 2023).
This suggests that progress in biomedical treatment has not fully addressed the wider factors shaping arthritis care, including:
· social and economic disadvantage;
· cultural and communication barriers;
· structural inequalities within healthcare pathways.

Therefore, improvements in clinical treatment must be accompanied by more equitable, culturally responsive approaches to diagnosis, communication and ongoing care (Bergstra, 2023; Dubey and Adebajo, 2022; Gopal et al., 2022).
2.3 Theoretical Background
Arthritis cannot be understood only as a biomedical condition because it affects physical functioning, emotional wellbeing, family roles, employment, social identity and healthcare access. For this reason, several theoretical frameworks are relevant to this dissertation.
[image: Biopsychosocial Model – MSc Art Psychotherapy, Ulster University]The Biopsychosocial Model, originally developed by Engel (1977), argues that health and illness are shaped by biological, psychological and social factors. This model is highly relevant to arthritis because pain, inflammation, fatigue and joint damage interact with anxiety, depression, coping strategies, family support and social participation (Wilson et al., 2023; Zhao et al., 2024). 
                                             Figure 1: Biopsychosocial Model. Source: Human Givens Institute (2020).
Its strength is that it supports holistic and person-centred care rather than focusing narrowly on disease pathology. However, its limitation is that it may not fully explain wider structural inequalities such as racism, poverty, gendered expectations and unequal access to specialist services.   
[image: ]The Health Belief Model is also relevant because it explains how individuals’ health behaviours may be influenced by perceived severity, perceived benefits, perceived barriers and beliefs about treatment (Rosenstock, 1974).
 Figure 2: Health Belief Model. (Sources: Rosenstock 1974; Becker 1974).
In arthritis, this framework can help explain delayed help-seeking, concerns about medication, and differences in treatment adherence. Research with South Asian patients living with inflammatory arthritis suggests that language, health information, cultural beliefs and communication with healthcare professionals can shape treatment understanding and engagement (Kumar et al., 2019). However, the Health Belief Model should be applied cautiously because it can overemphasise individual choices while underestimating structural barriers within healthcare systems.

Intersectionality Theory by Crenshaw (1989), is particularly important for this dissertation. Crenshaw (1989) argued that individuals may experience overlapping forms of disadvantage based on gender, ethnicity, class and other social positions. South Asian women with arthritis may therefore experience challenges that cannot be explained by gender or ethnicity alone. Their experiences may be shaped by the interaction of chronic illness, cultural expectations, language barriers, socio-economic position, migration history and gendered family responsibilities (Kumar et al., 2019; Adas et al., 2023). Intersectionality is useful because it encourages analysis of how multiple inequalities combine, rather than treating South Asian women as a single homogenous group.

The Health Inequalities Framework further supports this area of research because it highlights how avoidable and unfair differences in health outcomes are shaped by social determinants such as income, education, employment, ethnicity, housing and access to care (NHS England, 2021; NHS England, 2023).  Evidence that ethnic minority patients experience poorer arthritis outcomes, despite similar referral pathways indicates that inequality may be embedded not only in access to services but also in communication, continuity of care and treatment escalation (Adas et al., 2023; Russell et al., 2025).
Figure 3: Health Inequalities Framework showing how social determinants and healthcare access influence health outcomes. Source: NHS England (2021; 2023).
Together, these theories provide a strong framework for understanding arthritis as both a clinical condition and a socially patterned experience. The Biopsychosocial Model explains the interaction between physical, psychological and social impacts; the Health Belief Model helps interpret treatment engagement; Intersectionality Theory explains overlapping disadvantage; and the Health Inequalities Framework situates individual experience within wider social and structural conditions.
2.4 International Context
The World Health Organization (2022) recognises musculoskeletal conditions as a major global public health challenge due to their impact on mobility, independence, employment and quality of life. Global Burden of Disease data also indicate that rheumatoid arthritis affected an estimated 17.6 million people globally in 2020, with prevalence higher among women than men (Black et al., 2023). Osteoarthritis is also increasing internationally, with population ageing and obesity contributing to projected growth in prevalence by 2050 (Steinmetz et al., 2023).
International approaches to arthritis care vary according to healthcare funding, workforce capacity, public health priorities and access to specialist treatment. In high-income countries such as the UK, Canada and Scandinavian nations, arthritis care is often supported by universal or publicly funded healthcare systems, specialist rheumatology services and access to DMARDs and biologic therapies (Smolen et al., 2023). However, even well-resourced systems do not automatically produce equal outcomes, particularly for ethnic minority and socioeconomically disadvantaged groups (Adas et al., 2023; Taylor et al., 2025).
Scandinavian countries are often recognised for registry-based rheumatology care, early intervention and coordinated monitoring, these systems can support long-term disease tracking and quality improvement, although their success is also linked to broader welfare structures and healthcare investment (Smolen et al., 2023). Canada similarly provides publicly funded healthcare, but regional variation in access to specialist rheumatology services can affect timely diagnosis and treatment (Smolen et al., 2023).
In contrast, countries with mixed public-private healthcare systems, including India, Pakistan and other South Asian contexts, may face challenges such as unaffordable costs, limited specialist provision, urban-rural inequalities and delayed access to advanced therapies (Kumar et al., 2018). These challenges are important when considering South Asian women in the UK because migration history, prior healthcare experiences and cultural understandings of illness may influence expectations of NHS services.
International evidence also shows that culture should not be treated as the sole explanation for differences in arthritis care. Cultural beliefs, traditional remedies and family decision-making may influence health behaviours, but these are also shaped by affordability, trust, health literacy and access to appropriate information (Kumar et al., 2018; Kumar et al., 2019). Therefore, international comparison highlights the importance of culturally responsive care, early diagnosis, patient education and equitable access to effective treatment.
2.5 National and Local UK Context
Within the UK, arthritis is a significant Health and Social Care issue because it contributes to chronic pain, disability, work absence, healthcare utilisation and reduced quality of life (Ingram and Symmons, 2018; NHS England, 2019; Peat et al., 2022). NICE guidance recommends early specialist referral for suspected rheumatoid arthritis and emphasises prompt initiation of conventional DMARDs, ideally within three months of persistent symptoms, to reduce long-term joint damage and improve outcomes (NICE, 2022).
UK evidence demonstrates that arthritis disproportionately affects women. UK Biobank research indicates that rheumatoid arthritis is more common among women, while hormonal and reproductive factors may influence RA risk (Fang et al., 2023; Jiang et al., 2024). This is relevant to Health and Social Care because women may experience arthritis alongside employment pressures, caring responsibilities, family roles and unequal healthcare experiences.
Ethnic inequalities are also evident in UK arthritis care. Adas et al. (2023) found that ethnic minority patients with early inflammatory arthritis had lower odds of remission at three months compared with White patients, despite no major ethnic differences in referral or treatment timing. This suggests that disparities may arise through differences in communication, disease monitoring, treatment optimisation, patient-professional relationships and wider structural determinants. Russell et al. (2025) further indicates that underserved groups may experience inequalities in access to biologic and targeted synthetic DMARDs.
Several UK policies are relevant to this topic. For instance, the NHS Long Term Plan recognises musculoskeletal conditions as a major contributor to sickness absence and wider health burden (NHS England, 2019). Additionally, the Core20PLUS5 provides a national NHS England framework for reducing healthcare inequalities among the most deprived populations and locally identified underserved groups (NHS England, 2023). Furthermore, the Women’s Health Strategy for England highlights the need to address women’s health inequalities and improve women’s experiences of healthcare (Department of Health and Social Care, 2022). The Equality Act 2010 also requires public bodies to reduce discrimination and advance equality of opportunity, while the Health and Care Act 2022 support more integrated health and social care delivery (HM Government, 2010; HM Government, 2022).
Within Wales, musculoskeletal care is shaped by the Welsh Government’s framework, Living with Arthritis and Musculoskeletal Conditions in Wales: A Framework for the Future 2024 - 2029, which aims to guide service development and improve care for people living with arthritis and related conditions (Welsh Government, 2024). Wales also has regional Health Boards, including Hywel Dda University Health Board and Swansea Bay University Health Board, which are responsible for delivering services according to local population need. However, local challenges may include rural access barriers, workforce pressures, waiting times and variation in community-based support.
For South Asian women in the UK and Wales, national guidance alone may not be enough to ensure equitable care. Language barriers, culturally limited health information, family responsibilities, medication concerns and previous healthcare experiences may influence engagement with services (Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025). Therefore, improving outcomes requires not only clinical pathways but also culturally appropriate communication, community engagement, accessible information and recognition of intersectional disadvantage (Ali et al., 2025; Dey et al., 2026).
2.6 Conclusion
This chapter has provided the historical, theoretical, international, national and local background required to understand the impact of arthritis on South Asian women in the UK. The historical discussion demonstrated how arthritis care has developed from broad descriptions of rheumatic disease to more advanced diagnosis, DMARD treatment and biologic therapies (NICE, 2022; Smolen et al., 2023). However, clinical progress has not removed inequalities in outcomes.
The theoretical discussion showed that arthritis should be understood through an integrated framework. The Biopsychosocial Model explains the interaction between physical, psychological and social experiences; the Health Belief Model helps interpret treatment engagement; Intersectionality Theory highlights overlapping forms of disadvantage and the Health Inequalities Framework explains the role of social and structural determinants (Engel, 1977; Rosenstock, 1974; Crenshaw, 1989; NHS England, 2023).
International and UK evidence demonstrates that arthritis is a major public health issue, but experiences and outcomes vary according to healthcare systems, policy, culture and social inequality (World Health Organization, 2022; Black et al., 2023; Adas et al., 2023). In the UK and Wales, NICE guidance and national policies provide important frameworks for care, yet South Asian women may still face barriers relating to communication, access, cultural understanding and structural inequality.
The word counts provided in the dissertation guidance are approximate. The chapter structure has therefore been adapted where appropriate to ensure that the discussion remains focused on the historical, theoretical, international, national and local context of the topic.





CHAPTER 3: METHODS AND SEARCH STRATEGY
3.1 Introduction
This chapter explains the secondary, literature-based methods used to complete the dissertation. Peer-reviewed academic literature, healthcare reports, government publications and clinical guidance were reviewed to examine evidence on arthritis, women’s health, South Asian communities and healthcare inequalities (Aveyard, 2019; Snyder, 2019). No primary data were collected; therefore, the study focuses on identifying, appraising and synthesising existing evidence.
The chapter also summarises how sources were searched, screened, validated, coded and analysed to produce the themes presented in Chapter 4.
3.2 Search Strategy
The search strategy used keywords linked to the research aim and objectives, including “arthritis”, “rheumatoid arthritis”, “osteoarthritis”, “women”, “South Asian women”, “health inequalities”, “cultural barriers”, “healthcare access” and “United Kingdom”. Related terms such as “ethnic disparities”, “quality of life” and “culturally competent care” were also used to widen the search.
Boolean operators helped refine results. AND combined key concepts, such as “arthritis AND South Asian women AND UK” OR included alternatives such as “rheumatoid arthritis OR osteoarthritis”; and NOT removed irrelevant results where required (Booth, Sutton and Papaioannou, 2016).
Search terms, databases, filters and outcomes were recorded in a source tracking table to support transparency, consistency and reproducibility (Aveyard, 2019; Snyder, 2019).
3.3 Searching for Information
Relevant literature was identified through PubMed, CINAHL, Scopus, Google Scholar and the UWTSD online library. These sources were selected because they provide access to peer-reviewed health and social care research, systematic reviews and multidisciplinary evidence, including studies by Adas et al. (2023) and Kumar et al. (2018). NHS England, NICE, Welsh Government and musculoskeletal organisation publications were also used for policy and clinical guidance.
To narrow the search, filters were applied which included publication dates between 2016 and 2026, English-language sources, peer-reviewed publications and studies conducted in the UK or comparable healthcare systems. An exception was made for key theoretical sources, including Engel’s (1977) Biopsychosocial Model, Rosenstock’s (1974) Health Belief Model, Becker’s (1974) development of the Health Belief Model, and Crenshaw’s (1989) Intersectionality Theory, because these remain foundational frameworks relevant to the dissertation. Broad searches were refined into more focused combinations, for example “rheumatoid arthritis AND South Asian women AND UK health inequalities”.
3.4 Research Validation
Potential sources were first screened by skimming titles, abstracts, introductions, methods and conclusions to check relevance to arthritis, women’s health, South Asian populations, healthcare inequalities or culturally sensitive care (Aveyard, 2019).
The CRAAP framework was then used to assess Currency, Relevance, Authority, Accuracy and Purpose. Priority was given to recent peer-reviewed studies, systematic reviews and recognised healthcare organisations such as NICE and NHS England. For example, Adas et al. (2023) was included because it is a recent peer-reviewed cohort study on ethnic inequalities in inflammatory arthritis outcomes.
3.5 Inclusion and Exclusion Criteria
Clear inclusion and exclusion criteria were used to maintain focus and academic quality (Aveyard, 2019; Booth, Sutton and Papaioannou, 2016).
Included sources were peer-reviewed articles published between 2016 and 2026, UK-based or comparable healthcare studies, and literature relating to arthritis, women’s health, healthcare inequalities and South Asian populations. An exception was made for key theoretical sources discussed in Section 3.3, because these frameworks remain foundational to the research. Relevant clinical guidance and policy documents from NHS England, NICE, the Welsh Government and recognised musculoskeletal organisations were also included.
Excluded sources included non-English publications, opinion pieces, blogs, conference abstracts without full papers, studies published before 2016 and sources without clear methodology or full-text access.
These criteria helped ensure that the final literature base was current, relevant, credible and aligned with the research aim (Booth, Sutton and Papaioannou, 2016; Aveyard, 2019).
3.6 Analysing Research
A detailed Results Summary Table was used during analysis to record the author, year, study type, method, sample, strengths, limitations, main findings and initial codes for each source. This supported comparison and organisation across the evidence base. In Chapter 4, a shortened theme-development table is presented to show how the initial codes were grouped into the three final themes.
The selected literature was analysed using thematic analysis, informed by Braun and Clarke (2006; 2021). Articles were read repeatedly, and recurring ideas were coded. Initial codes included pain, fatigue, depression, delayed diagnosis, treatment adherence, language barriers, cultural beliefs, family responsibilities, healthcare access and quality of life.
Similar codes were grouped into three themes: Physical and Psychological Impact of Arthritis; Healthcare Inequalities and Barriers to Diagnosis and Treatment; and Culturally Sensitive Care and Strategies for Improving Support. Colour coding, spreadsheets and thematic tables helped organise the process and create an audit trail linking findings to themes (Braun and Clarke, 2006; Braun and Clarke, 2021; Aveyard, 2019).
3.7 Ethical Considerations
This dissertation used secondary research only, so no human participants were recruited, and formal ethical approval was not required (Aveyard, 2019).
Academic integrity was maintained through accurate citation, Harvard referencing and careful representation of the evidence. The search strategy, inclusion and exclusion criteria and analysis process were documented to promote transparency and reduce bias, especially because the topic involves ethnicity, gender and health inequalities (British Educational Research Association, 2018; Snyder, 2019).
3.8 Chapter Conclusion
This chapter has outlined the secondary research methods and search strategy used in the dissertation. A structured approach was used to identify, screen, validate and analyse literature on arthritis, women’s health, healthcare inequalities and South Asian women in the UK.
The use of Boolean searching, eligibility criteria, CRAAP appraisal, a Results Summary Table and thematic coding strengthened the transparency and credibility of the review. Chapter 4 presents the findings from this process, organised into the three themes identified through analysis.


CHAPTER 4 – FINDINGS AND DISCUSSION
4.1 Introduction
This chapter presents and critically discusses findings from 11 core academic articles published from 2016 onwards, with UK policy and clinical guidance used as supporting context rather than as primary evidence. Following the search, screening and validation process outlined in Chapter 3, the selected articles were coded and grouped into themes according to repeated patterns relating to physical impact, psychological wellbeing, healthcare barriers, treatment information, cultural beliefs and culturally appropriate care (Braun and Clarke, 2006; Braun and Clarke, 2021). The three themes therefore reflect the strongest recurring patterns in the evidence rather than separate descriptive topics. This chapter compares findings across authors, considers the strengths and limitations of the evidence, and links each theme directly to the research aim and objectives.
Three themes structure the discussion. Theme 1 examines the physical, psychological and social impact of arthritis; Theme 2 explores how healthcare inequalities may intensify those impacts; and Theme 3 considers culturally sensitive care as a response to the barriers identified.
4.2 Thematic Analysis
Thematic analysis was used to identify repeated patterns across the 11 selected articles and organise the findings in relation to the research aim. As explained in Section 3.6, a detailed Results Summary Table was first used to record study details, strengths, limitations, findings and initial codes. Chapter 4 presents a shorter theme-development table to show how those initial codes were grouped into three final themes. Initial codes included pain, fatigue, emotional distress, reduced mobility, delayed diagnosis, treatment barriers, cultural beliefs, family responsibility, language difficulties, healthcare communication and culturally appropriate support. Theme 1 focuses on how arthritis affects women’s daily lives; Theme 2 examines inequalities and barriers within healthcare pathways; and Theme 3 explores culturally sensitive care as a response to those barriers (Braun and Clarke, 2006; Braun and Clarke, 2021). This process shows how the themes were developed from the evidence rather than imposed in advance.
Table 4.1: Development of Themes from the Literature

	Theme
	Main codes identified
	Key supporting literature

	Theme 1: Physical and psychological impact
	Pain, fatigue, reduced mobility, mental wellbeing, family roles, employment, social participation
	Ingram and Symmons (2018); Zhao et al. (2024); Jiang et al. (2024); Fang et al. (2023); Kumar et al. (2019)

	Theme 2: Healthcare inequalities and barriers
	Delayed diagnosis, treatment access, remission inequality, health literacy, language barriers, policy-practice gap
	Adas et al. (2023); Russell et al. (2025); Kumar et al. (2018); Kumar et al. (2019); Taylor et al. (2025)

	Theme 3: Culturally sensitive care
	Cultural beliefs, medication concerns, biologics information, family support, professional interpreting, community education
	Kumar et al. (2018); Kumar et al. (2019); Kumar et al. (2020); Taylor et al. (2025); Biring (2024)



Table 4.1 demonstrates that the themes were developed systematically rather than arbitrarily. Repeated codes from the literature were compared and grouped into wider analytical categories. Findings on pain, fatigue, distress and family roles formed Theme 1 because they reflected the everyday burden of arthritis (Ingram and Symmons, 2018; Zhao et al., 2024; Wilson et al., 2023). Evidence on remission, treatment access, language barriers and policy formed Theme 2 because it highlighted healthcare inequalities (Adas et al., 2023; Russell et al., 2025; Taylor et al., 2025). Findings on biologic therapy information, cultural beliefs and community-based support formed Theme 3 because they pointed to strategies for improving care (Kumar et al., 2018; Kumar et al., 2019; Kumar et al., 2020; Ali et al., 2025).
4.3 Theme 1: Physical and Psychological Impact of Arthritis on Women
This theme is organised around four linked subthemes: physical symptoms and functional limitation; gendered family roles and social expectations; psychological distress and emotional wellbeing; and critical comparison between clinical and qualitative evidence. Together, these subthemes show how arthritis affects daily life and why the impact may be intensified for South Asian women (Kumar et al., 2019; Zhao et al., 2024; Ingram and Symmons, 2018).
4.3.1 Physical symptoms and functional limitation
Theme 1 shows that arthritis is not experienced only as joint pain or stiffness. It can affect emotional wellbeing, independence, employment, family roles and social participation, with these effects intensified for South Asian women, where caregiving responsibilities and cultural expectations are significant (Ingram and Symmons, 2018; Zhao et al., 2024; Kumar et al., 2019).
Arthritis is a major public health issue because musculoskeletal conditions affect around 1.71 billion people globally, and osteoarthritis is projected to affect nearly one billion people by 2050 (World Health Organization, 2023; Steinmetz et al., 2023). Although these global figures are not specific to South Asian women, they provide context for understanding why arthritis is an important health and social care concern. Evidence from UK-based studies is therefore needed to explain how this wider burden is experienced by women and ethnic minority groups (Fang et al., 2023; Jiang et al., 2024; Kumar et al., 2019).
4.3.2 Gendered family roles and social expectations
For South Asian women, pain and reduced mobility may affect more than daily functioning. Functional limitations can disrupt caregiving, domestic work and employment, affecting self-worth, family relationships and participation in community life. Kumar et al. (2019) supports this interpretation by showing that South Asian patients’ arthritis experiences are shaped by cultural expectations, family roles and the way information is communicated in early inflammatory arthritis services. Wider evidence on musculoskeletal burden and psychosocial factors also supports the view that arthritis can affect employment, emotional wellbeing and everyday participation, not only joint symptoms (Ingram and Symmons, 2018; Tan et al., 2024).
4.3.3 Psychological distress and emotional wellbeing
Arthritis can also cause anxiety, depression and emotional distress because of chronic pain, uncertainty and reduced independence. Distress remains common during the first year after inflammatory arthritis diagnosis, and chronic stress may worsen rheumatoid arthritis activity, supporting holistic care that addresses both mental wellbeing and disease activity (Zhao et al., 2024; Engel, 1977; Smolen et al., 2023; NICE, 2022). Evidence on rheumatoid arthritis and biologic treatment also highlights the relationship between quality of life and depression, reinforcing the need to address psychological wellbeing alongside clinical outcomes (Tański et al., 2022).
The biopsychosocial model (Engel, 1977) is useful here because it links biological disease activity with psychological distress and social context, including family responsibilities, cultural expectations and socioeconomic pressures. Although difficult to operationalise, it helps explain why South Asian women’s arthritis experiences cannot be understood medically alone (Engel, 1977; Kumar et al., 2019; Wilson et al., 2023).
The evidence also suggests that the impact of arthritis may be cumulative. Physical symptoms such as pain, stiffness and fatigue can reduce women’s ability to complete domestic work, paid employment and caring responsibilities. This may then contribute to psychological distress, particularly where women feel unable to fulfil expected family roles. Kumar et al. (2019) is especially useful here because it links South Asian patients’ experiences of early inflammatory arthritis with cultural context, information needs and engagement with care, showing that arthritis affects more than physical functioning. Zhao et al. (2024) found that psychological distress is closely associated with pain and depression, while Burley et al. (2023) highlighted the benefits of non-pharmacological interventions in improving emotional wellbeing. Together, these findings support the need to consider emotional wellbeing alongside physical symptoms.
4.3.4 Evidence from the literature and critical comparison
A key pattern across the evidence is that physical symptoms often become socially meaningful. In clinical studies, arthritis is commonly measured through diagnosis, disease activity, remission or functional limitation. However, qualitative evidence shows that these measures do not fully capture how patients experience arthritis in daily life. For example, reduced ability to complete domestic tasks, maintain employment or participate in family activities may be experienced as a loss of role and independence rather than only as pain. This supports the argument that arthritis care should include questions about family responsibilities, emotional wellbeing and social participation, rather than focusing only on joint symptoms (Kumar et al., 2019; NICE, 2022).
Critical comparison: Kumar et al. (2019) interviewed 15 South Asian participants with rheumatoid arthritis and identified themes around cultural experience, clinic information and improving early arthritis services. This shows that arthritis affects roles, communication and engagement with care. In contrast, Adas et al. (2023) provides quantitative evidence that ethnic minority patients experience poorer clinical outcomes, including lower odds of remission, despite broadly similar referral times. Therefore, Kumar et al. (2019) helps explain how culture, communication and patient experience may shape care, whereas Adas et al. (2023) demonstrates that inequalities are measurable at population level. Together, these studies show that arthritis is both a lived experience and an equality issue.
Clinical and qualitative evidence therefore complement each other: Epidemiological studies (large-scale population studies) explain patterns of risk and distress, while qualitative research explains how those patterns are lived and managed in everyday life (Zhao et al., 2024; Jiang et al., 2024; Kumar et al., 2019).
However, the evidence is not equally strong across all aspects of this theme. Quantitative studies provide valuable large-scale evidence about prevalence, risk and psychological outcomes, but they often examine women or ethnic minority groups broadly rather than South Asian women specifically. Qualitative studies such as Kumar et al. (2018; 2019) provide richer insight into South Asian patients’ experiences, but their smaller samples limit generalisability. The strongest interpretation is therefore that South Asian women’s experiences should be understood by combining population-level clinical evidence with culturally specific qualitative research, while recognising that the evidence base remains limited.
4.3.5 Link to research objective
This theme directly addresses Objective 2, by showing that arthritis affects physical functioning, mental wellbeing, family life, employment and social participation. It also supports the overall research aim because it demonstrates that South Asian women’s experiences of arthritis cannot be explained by symptoms alone. Instead, pain and disability interact with gendered responsibilities, cultural expectations and the availability of support (Kumar et al., 2019; Zhao et al., 2024; Wilson et al., 2023). This provides the foundation for Theme 2, which examines how healthcare inequalities may intensify these impacts.
4.4 Theme 2: Healthcare Inequalities and Barriers to Diagnosis and Treatment
This theme is organised around seven interconnected subthemes: equality versus equity in healthcare pathways; barriers to early diagnosis; treatment access and shared decision-making; communication, language and health literacy; social determinants and intersectional disadvantage; policy and legislative frameworks; and critical comparison of evidence. Together, these subthemes demonstrate that healthcare inequalities occur throughout the care pathway rather than at a single point of access, reflecting evidence presented by Adas et al. (2023), Russell et al. (2025) and NHS England (2023).
Theme 2 builds on Theme 1 by demonstrating that arthritis outcomes are influenced by more than disease symptoms alone. Adas et al. (2023) highlight how healthcare inequalities can contribute to poorer physical and psychological outcomes through delayed diagnosis and barriers to treatment, while Kumar et al. (2019) emphasise the impact of reduced understanding and trust in healthcare services. NHS England (2023) further reinforces the need for timely, effective and culturally appropriate care for underserved populations, shifting the discussion from lived burden to the structural factors influencing the care received by South Asian women.
4.4.1 Equality versus equity in arthritis care
Adas et al. (2023) found broadly similar referral times across ethnic groups, meaning unequal outcomes cannot be explained by delayed entry into the pathway alone. This distinction is important because equal access does not necessarily produce equitable care; disparities may occur later through communication, treatment decisions, monitoring, shared decision-making or confidence in services (NHS England, 2023; Adas et al., 2023; Scobie, 2023).
4.4.2 Barriers to early diagnosis
Early diagnosis remains important because NICE (2022) recommends rapid assessment and treatment to limit progression. However, delays may be shaped by both cultural expectations and system factors. Kumar et al. (2019) shows that South Asian patients’ experiences in early inflammatory arthritis clinics are shaped by communication, information needs and cultural context, while Jiang et al. (2024) highlights that joint pain and fatigue in women may be influenced by wider biological and reproductive factors. Together, this suggests that early diagnosis requires both clinical awareness and culturally responsive communication.
4.4.3 Treatment access and shared decision-making
Treatment disparities should not be interpreted as patient choice alone. Communication quality, shared decision-making, service responsiveness and culturally appropriate information may influence whether patients feel able to start or continue advanced therapies. Kumar et al. (2018) found that some South Asian patients feared biologic side effects, dependency and long-term harm because information did not address their concerns, linking unequal treatment access to structural and communication barriers. Shared decision-making is, therefore, important in rheumatoid arthritis care because it can support informed treatment choices, improve confidence and reduce the risk that patients feel excluded from decisions about complex long-term therapies (Barton and Décary, 2020; Mathijssen et al., 2020).
4.4.4 Communication, language and health literacy
Communication and health literacy barriers can limit patients’ understanding of diagnosis, medication, monitoring and self-management. Kumar et al. (2018) found that South Asian patients wanted clearer, culturally tailored information about biologic therapies, highlighting the need for healthcare systems to provide linguistically and culturally responsive care, as also emphasised by NHS England (2023) and Taylor et al. (2025). Similarly, Gorter et al. (2023) demonstrated that health literacy is associated with disease activity, prescribing and treatment-related outcomes, while Dey et al. (2026) further reinforced the importance of providing accessible explanations and checking patients’ understanding throughout rheumatoid arthritis care.
4.4.5 Social determinants and intersectional disadvantage
Wider social determinants also matter. Deprivation, caregiving demands, employment insecurity and chronic pain inequalities may affect attendance, adherence and self-management, meaning clinical improvements alone cannot reduce inequalities unless socioeconomic barriers are addressed (Marmot, 2020; Kumar et al., 2019; NHS England, 2023; Shetty et al., 2025).
The intersectionality theory explains why South Asian women’s experiences may differ from those of White women, South Asian men or other minority groups, as gender, ethnicity, class and chronic illness interact rather than operate separately (Crenshaw, 1989; Bowleg, 2017; Adas et al., 2023). Generic equality approaches may therefore miss specific barriers faced by South Asian women.
The distinction between equality and equity is central to this theme. Equality means that all patients follow the same referral and treatment pathway, whereas equity requires services to respond to different needs to achieve fair outcomes. Adas et al. (2023) found that although ethnic minority patients were not disadvantaged at referral, they experienced poorer short-term outcomes. This suggests that inequalities may arise later through communication, treatment and follow-up rather than access to specialist care alone.
4.4.6 Policy and legislative framework
UK policy, including the Equality Act 2010, NHS Long Term Plan, Core20PLUS5 and NICE guidance, supports equitable care and timely treatment (HM Government, 2010; NHS England, 2019; NHS England, 2023; NICE, 2022). However, Adas et al. (2023) shows a gap between policy intention and practice because ethnic minority patients still experienced lower odds of remission and treatment access.
Policy frameworks are therefore necessary but not sufficient. The Equality Act 2010 provides a legal duty to reduce discrimination and advance equality of opportunity, while Core20PLUS5 encourages services to focus on deprived and underserved groups. However, policy can only improve arthritis outcomes if it changes every day clinical practice. For example, if appointment information is misunderstood, if treatment risks are not explained clearly, or if patients feel unable to ask questions, then formal access to services may still result in unequal experiences. This supports the argument that culturally responsive communication is an essential part of equity (Adas et al., 2023; NHS England, 2023; Scobie, 2023; Yip et al., 2024).
4.4.7 Evidence from the literature and critical comparison
The policy evidence is important because it shows that the UK has formal commitments to equality, but the research evidence shows that unequal outcomes remain. This creates a critical tension within the literature. NHS England (2023) sets out Core20PLUS5 as an approach to reducing healthcare inequalities, while NICE (2022) provides clear guidance on timely diagnosis and treatment. Yet Adas et al. (2023) demonstrates that ethnic minority patients still had lower odds of remission and lower odds of receiving key early treatments. This suggests that guidance alone cannot remove inequality unless implementation is monitored and adapted for underserved communities.
Critical comparison: Adas et al. (2023) analysed 35,807 eligible patients in England and Wales, including 30,643 White patients and 5,164 patients from ethnic minority backgrounds. Ethnic minority patients with confirmed early inflammatory arthritis had lower odds of remission at three months than White patients (adjusted odds ratio 0.79, 95% CI 0.65–0.96) and were less likely to receive initial methotrexate (adjusted odds ratio 0.68, 95% CI 0.52–0.90) or glucocorticoids (adjusted odds ratio 0.63, 95% CI 0.49–0.80). In contrast, Kumar et al. (2018; 2019) explains possible mechanisms, including communication, anxiety about treatment, cultural expectations and limited engagement with professionals. Together, these studies show that equality of referral does not necessarily produce equity of outcome.
A critical strength of Adas et al. (2023) is the size and national scope of the cohort, which makes the findings more persuasive than small single-site studies. The study analysed 35,807 eligible patients, including 5,164 patients from ethnic minority backgrounds, and therefore provides strong evidence that inequalities are measurable at system level. However, its limitation is that it does not fully explain the lived reasons behind those disparities. This is where Kumar et al. (2018; 2019) contributes: their qualitative work helps explain how anxiety about medication, communication barriers, culturally shaped illness beliefs and limited engagement with professionals may affect treatment decisions and confidence in care.
4.4.8 Theme summary
Overall, Theme 2 shows that healthcare inequalities may affect South Asian women across the whole arthritis care pathway rather than at one isolated point of access. The evidence suggests that disparities are shaped by structural, socioeconomic, cultural and interpersonal factors, including communication quality, treatment decision-making and service responsiveness (Adas et al., 2023; Dubey and Adebajo, 2022; Scobie, 2023). This means that policy commitments are unlikely to reduce inequality unless they are translated into consistent practice through monitoring, culturally responsive communication and targeted support for underserved groups (NHS England, 2023; Yip et al., 2024).
4.4.9 Link to research objective
This theme links directly to Objective 3 because it evaluates how current services and policy frameworks respond to barriers in diagnosis, treatment and support. It also shows why healthcare inequality should be treated as a structural issue rather than an individual patient problem. The evidence suggests that South Asian women may need clearer information, culturally appropriate communication, and services that recognise the combined effects of gender, ethnicity and socioeconomic disadvantage (Adas et al., 2023; Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025).
4.5 Theme 3: Culturally Sensitive Care and Strategies for Improving Support
This theme is organised around six subthemes: cultural beliefs and illness understanding; treatment information and biologic therapy; language support, autonomy and interpreting; family and community support; practical strategies for culturally responsive care; and clinical implications. These subthemes show how culturally sensitive care can respond to the physical, psychological and healthcare barriers identified in Themes 1 and 2 (Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025; Ali et al., 2025).
Theme 3 considers culturally sensitive care as a practical response to the barriers identified in Themes 1 and 2. For South Asian women, arthritis care may be shaped by family responsibilities, gender roles, pain expression, help-seeking, language needs and beliefs about medication. Effective care therefore needs to address both clinical symptoms and the wider social circumstances that influence engagement with services (Kumar et al., 2018; Kumar et al., 2019).
4.5.1 Cultural beliefs and illness understanding
Cultural beliefs may influence whether symptoms are normalised, endured or discussed with professionals (Kumar et al., 2019). However, South Asian communities should not be treated as homogeneous because beliefs vary by age, religion, migration history, education and personal experience (Taylor et al., 2025).
4.5.2 Treatment information and biologic therapy
Clear communication is central to informed decision-making. South Asian women need accessible explanations of diagnosis, treatment options, medication risks, monitoring and self-management. Without this, patients may find it harder to weigh benefits and risks or participate confidently in shared decision-making (Kumar et al., 2018).
Kumar et al. (2018) found that many South Asian patients felt poorly informed about biologic therapies, particularly side effects, effectiveness and long-term safety. Written information alone may be insufficient when patients have complex concerns about medication.
4.5.3 Language support, autonomy and interpreting
Language barriers may increase reliance on family interpreters, affecting confidentiality, independence and autonomy. Professional interpreting and culturally appropriate explanations are therefore important parts of equitable arthritis care (Taylor et al., 2025).
4.5.4 Family and community support
Family and community networks can provide practical and emotional support, but they may also reinforce expectations that women continue caregiving despite pain and fatigue. Professionals should therefore assess family dynamics rather than assume family involvement is always beneficial (Kumar et al., 2019; Taylor et al., 2025).
The Health Belief Model Rosenstock’s (1974) helps explain how perceived severity, treatment benefits, barriers and self-efficacy shape arthritis behaviours, including concerns about biologic side effects. However, it can overemphasise individual beliefs unless combined with intersectionality and social determinants frameworks (Kumar et al., 2018; Marmot, 2020).
4.5.5 Defining culturally sensitive care
Culturally sensitive care should therefore be understood as more than cultural awareness. It involves adapting communication, checking understanding, recognising family dynamics, and ensuring that patients have genuine opportunity to participate in decisions about treatment (Gopal et al., 2022; Taylor et al., 2025). This is particularly important in arthritis because treatment decisions can be complex and long term. Patients may need to understand the purpose of DMARDs, monitoring requirements, side effects, escalation to biologics and the consequences of uncontrolled inflammation (NICE, 2022; Smolen et al., 2023). If this information is not communicated clearly, patients may appear reluctant when the real problem is that services have not met their information needs.
Although UK policy supports equitable and person-centred care, continuing ethnic disparities suggest implementation remains inconsistent (HM Government, 2010; NICE, 2022; NHS England, 2019; NHS England, 2023; Adas et al., 2023).
4.5.6 Practical strategies for culturally responsive care
Practical strategies include culturally adapted education that explains arthritis, treatment and self-management in accessible formats. Visual, interactive, group or video-based resources may be more effective than written information alone, particularly when addressing concerns about biologics, side effects, dependency and long-term safety (Kumar et al., 2018; Kumar et al., 2020). Community-based pain management, peer support, physical activity support and education may also build confidence and encourage earlier engagement where language and cultural barriers exist (Biring, 2024; Maricar et al., 2024).
Culturally adapted education should be co-produced with communities rather than simply translated from standard English materials, so that resources reflect patients’ real concerns and preferred ways of receiving information (Gopal et al., 2022; Ali et al., 2025; Taylor et al., 2025).
Effective interventions should address both individual and system-level barriers. Patients need understandable, language-appropriate information, while services need sufficient appointment time, professional interpreters, staff training and community links. Digital tools may support shared decision-making, but must not create further exclusion through poor access, language barriers or low digital confidence (Muehlensiepen et al., 2023; Taylor et al., 2025; NHS England, 2023).
4.5.7 Critical comparison of intervention evidence
Critical comparison: Kumar et al. (2018) interviewed 20 South Asian patients with RA and found themes around the biologics journey, perceptions of biologics, willingness to try biologics and preferred information formats. Non-English-speaking patients expressed heightened anxiety about biologic treatment, and some valued group discussions or videos. Taylor et al. (2025) extends this point by focusing on healthcare communication among ethnically diverse patients with inflammatory arthritis, showing that communication quality remains central to patient experience. Together, these studies suggest that culturally sensitive care should not be reduced to translation alone; it must combine accessible treatment information with opportunities for patients to ask questions, understand risks and participate in decisions.
The contrast between Kumar et al. (2018) and Taylor et al. (2025) is important. Kumar et al. (2018) focuses specifically on biologic therapy information, showing the need for accessible explanations and support with medication decisions. Taylor et al. (2025), however, focuses more broadly on healthcare communication among ethnically diverse inflammatory arthritis patients. This means that culturally sensitive care must operate at two levels: it must improve practical information about treatment, and it must also improve the quality of communication across the whole care pathway.
4.5.8 Implications for clinical practice
In practice, culturally sensitive arthritis care should include professional interpreting, accessible medication information, shared decision-making and professional training on how ethnicity, gender, language and socioeconomic disadvantage interact to affect care and outcomes (Kumar et al., 2018; Taylor et al., 2025; NHS England, 2023).
4.5.9 Theme summary
Overall, culturally sensitive care may improve engagement, treatment adherence, satisfaction and quality of life, but this requires organisational commitment, staff training and meaningful engagement with local communities (Kumar et al., 2018; Kumar et al., 2019; Kumar et al., 2020; Ali et al., 2025; Kumar et al., 2026).
4.5.10 Link to research objective
This theme directly supports Objective 4 by identifying strategies to improve awareness, early diagnosis, culturally appropriate care and support. These include professional interpreting, culturally adapted education, community support, shared decision-making and staff training (Kumar et al., 2018; Taylor et al., 2025; Ali et al., 2025). Culturally sensitive care should therefore be embedded into routine arthritis services, not treated as an optional addition for minority ethnic patients (NHS England, 2023; Gopal et al., 2022).
The evidence base has limitations. Several studies examine ethnic minority groups broadly rather than South Asian women specifically, and the most relevant qualitative studies use small samples (Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025). Policy documents show what services should provide, but not always how consistently this occurs in practice (NHS England, 2023; NICE, 2022). Therefore, the findings should be viewed as a synthesis of current evidence, not a complete account of all South Asian women’s experiences.
4.6 Chapter Conclusion
This chapter presented three linked themes: arthritis’ physical and psychological impact, healthcare inequalities, and culturally sensitive care. The evidence shows that South Asian women’s experiences are shaped by biological, psychological, social, cultural and structural factors (Engel, 1977; Crenshaw, 1989; Kumar et al., 2019; Adas et al., 2023). It supports a biopsychosocial and intersectional understanding of arthritis, where pain, disability and distress are connected to healthcare access, communication, family roles and wider inequality. Clinical improvement alone is therefore insufficient without addressing communication, trust, cultural understanding and socioeconomic barriers (Kumar et al., 2018; Taylor et al., 2025; Dubey and Adebajo, 2022).
Overall, the strongest evidence comes from combining recent quantitative and qualitative studies. Adas et al. (2023) shows measurable inequalities in remission and treatment access, while Kumar et al. (2018; 2019) and Taylor et al. (2025) explain how communication, treatment beliefs, cultural context and information needs shape everyday care. This synthesis shows that arthritis among South Asian women in the UK is both a health issue and an equality issue.
The next chapter evaluates these findings, discusses limitations, and presents recommendations for health and social care practice, policy and future research.















CHAPTER 5: CONCLUSION AND RECOMMENDATIONS
5.1 Conclusion 
This research has critically examined the impact of arthritis on South Asian women in the UK, focusing on physical, psychological and social consequences, healthcare inequalities and culturally sensitive care. The findings demonstrate that arthritis is not only a clinical condition affecting pain, joints and mobility, but also a wider health and social care issue that influences emotional wellbeing, independence, family roles, employment and quality of life (Ingram and Symmons, 2018; Zhao et al., 2024; Kumar et al., 2019). Theme 1 showed that arthritis can disrupt daily functioning, mental health and social participation. Theme 2 demonstrated that healthcare inequalities may continue even where referral pathways appear similar, particularly through communication, treatment access, monitoring and confidence in services (Adas et al., 2023; Russell et al., 2025). Theme 3 showed that culturally sensitive care is essential because language, health literacy, medication concerns, family expectations and trust can shape engagement with arthritis services (Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025).
Conclusively, this research demonstrates that improving outcomes for South Asian women with arthritis requires more than timely clinical treatment. The evidence shows that pain, fatigue and reduced mobility are closely connected to emotional wellbeing, family responsibilities, cultural expectations and confidence in services (Kumar et al., 2019; Zhao et al., 2024; Taylor et al., 2025). It also shows that equal referral pathways do not necessarily produce equitable outcomes if communication, treatment escalation, health literacy and culturally appropriate support remain inconsistent (Adas et al., 2023; NHS England, 2023; Scobie, 2023). The dissertation therefore concludes that arthritis care for South Asian women should be understood as both a clinical priority and a health inequalities issue requiring coordinated action across rheumatology, primary care, community services and policy.
5.2 Recommendations
5.2.1 Recommendation 1: Introduce culturally appropriate arthritis information and communication support
It is recommended that rheumatology services, GP practices and community health teams introduce culturally appropriate arthritis information for South Asian women at diagnosis, treatment review and medication escalation. This should include translated written materials, visual explanations, short videos, group education and routine access to professional interpreting. Delivery could be supported by rheumatology nurse specialists, GP teams, NHS interpreting services, community pharmacies, Healthwatch, Versus Arthritis, local councils, voluntary organisations and South Asian community or faith-based groups. This responds directly to Themes 2 and 3, which showed that language barriers, limited health literacy and uncertainty about DMARDs or biologic therapies can reduce confidence in treatment decisions (Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025). NICE guidance emphasises patient education, communication and shared decision-making in rheumatoid arthritis care, while NHS England’s Core20PLUS5 framework highlights the need to reduce inequalities for underserved groups (NICE, 2022; NHS England, 2023).
Implementation could start by reviewing current arthritis information for language, cultural relevance and health literacy gaps. Existing NHS, NICE and Versus Arthritis resources could be adapted into plain-language and translated formats to reduce cost and duplication (NICE, 2022; Versus Arthritis, 2024). Local South Asian women and community partners should co-design resources that reflect concerns about diagnosis, medication and self-management (Kumar et al., 2018; Kumar et al., 2019). Barriers such as limited staff time, funding pressures and reliance on family interpreters could be addressed through brief training, professional interpreting, community partnerships and patient feedback. Effectiveness could be monitored through attendance, treatment uptake, confidence and satisfaction (Taylor et al., 2025; Yip et al., 2024).
5.2.2 Recommendation 2: Strengthen early diagnosis and equity monitoring within arthritis pathways
Another recommendation is that NHS rheumatology services and Integrated Care Boards strengthen early diagnosis and equity monitoring for South Asian women with suspected or confirmed arthritis. This should include routine review of waiting times, treatment uptake, remission rates, medication escalation and patient-reported experience by ethnicity and gender. This responds to Theme 2, which showed that ethnic minority patients may experience poorer outcomes despite apparently similar referral pathways (Adas et al., 2023; Bergstra, 2023). It also aligns with NICE guidance on urgent referral for suspected persistent synovitis and Core20PLUS5, which encourages local systems to identify underserved groups and reduce healthcare inequalities (NICE, 2022; NHS England, 2023). Implementation is feasible because NHS services already collect appointment, prescribing and outcome data; the key change is using this data more actively to identify unequal outcomes.
Barriers include incomplete ethnicity data, limited staff capacity, service pressures and the risk of tick-box monitoring. Some women may also delay help-seeking because pain is normalised, family responsibilities take priority or symptoms are not recognised as urgent (Kumar et al., 2019; Taylor et al., 2025). These barriers could be reduced through better ethnicity recording, local audits, staff training on intersectional barriers and earlier signposting by community pharmacies and primary care networks. This would help move services from equal access towards equitable outcomes (NHS England, 2023; Scobie, 2023).
5.2.3 Recommendation 3: Develop co-produced community-based support and future research with South Asian women
This research proposes that community-based arthritis support should be co-produced with South Asian women and delivered through partnerships between NHS services, local councils, voluntary organisations, faith or community groups and patient representatives. Support could include culturally appropriate self-management workshops, peer support, pain management education, physical activity support, signposting to benefits or social care advice and optional family information sessions. This responds to Themes 1 and 3, which showed that arthritis affects family roles, confidence, emotional wellbeing and social participation as well as physical functioning (Kumar et al., 2019; Wilson et al., 2023; Maricar et al., 2024). It is feasible because it can build on existing community venues, NHS prevention priorities and Welsh musculoskeletal policy, which emphasises personalised care, supported self-management and community connection (Welsh Government, 2024).
Barriers may include funding, uneven engagement, stigma, transport difficulties and treating South Asian women as one homogeneous group. These could be reduced through local pilot projects, trusted community leaders, flexible timings and co-design with women with lived experience. Future research should involve South Asian women directly and examine differences in age, language, religion, migration history, education and socioeconomic position. Evaluating co-produced education, interpreting, peer support and community pain management would support more inclusive arthritis care (Ali et al., 2025; Monroe et al., 2025; Patel et al., 2024).
5.3 Limitations of the Dissertation
This dissertation is limited by its reliance on secondary literature, meaning it does not include primary accounts from South Asian women living with arthritis. While the reviewed studies provide valuable evidence, several sources examine ethnic minority groups broadly rather than South Asian women specifically, and some qualitative studies use limited samples (Kumar et al., 2018; Kumar et al., 2019; Taylor et al., 2025). As a result, the findings should be interpreted as a critical synthesis of available evidence rather than a complete representation of all South Asian women’s experiences. Future primary research would strengthen understanding by exploring differences in age, language, religion, migration history, socioeconomic position and local service access (Ali et al., 2025; Kumar et al., 2026; Taylor et al., 2025).
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