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ABSTRACT 
This dissertation explores the barriers faced by ethnic minority communities in accessing information and resources related to blood and organ donation in the United Kingdom. Using a desk‑based qualitative methodology, the study synthesises academic literature, policy documents, and national statistics through Braun and Clarke’s thematic analysis. Findings reveal that donation disparities are shaped by interrelated socio‑cultural beliefs, intersectional inequalities, and institutional shortcomings, including historical mistrust, inadequate communication, and limited cultural competence. Rather than reflecting individual or cultural reluctance, these barriers are largely structurally produced. The study concludes with evidence‑based recommendations emphasising culturally credible engagement, inclusive information pathways, and anti‑racist, whole‑systems reform to improve equity in donation services.
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CHAPTER 1: Introduction 
This dissertation will examine blood and organ donation in the UK, focusing on the barriers faced by ethnic minority communities in accessing information and resources on blood and organ donation. It will analyse the socio-economic, cultural, and policy dimensions, evaluate the existing literature, and provide recommendations to improve inclusivity and equity in donation services.
Blood and organ donation are essential aspects of modern healthcare, enabling life-saving interventions for patients facing trauma, chronic illnesses, or end-stage organ failure. Blood donation provides vital components such as red blood cells, platelets, and plasma, which are crucial in surgeries, cancer treatments, and haematological disorders (Allain, 2011; Stanworth et al., 2020; World Health Organisation, 2022). Organ donation, whether from living or deceased donors, offers patients with irreversible organ failure the chance to regain health, enhance their quality of life (QoL), and extend their survival (Ahmad et al., 2022; NHS Blood and Transplant, 2024).
Despite advancements in medical science and policy, disparities in donation and transplantation are evident in the United Kingdom (UK). Ethnic minority communities experience longer waiting times for transplants due to lower donation rates and the need for closer tissue matching, particularly for kidney and liver transplants (Morgan et al., 2016; NHS Blood and Transplant, 2025; Randhawa, 2012). These inequities are influenced by socio-economic conditions, cultural and religious beliefs, and systemic barriers within healthcare systems (Padela & Zaganjor, 2014; Sharif et al., 2019; Tackling Organ Donation, 2021).
Research highlights that mistrust of medical institutions, a lack of culturally tailored information, and limited engagement with community leaders contribute to decreased participation in donation programs (Ahmad et al., 2022; Al-Khader, 2012; Morgan et al., 2019). Historical legacies, such as the infected blood scandal, have further eroded trust among minority groups (UK Government,2024). While awareness campaigns and policy reforms have begun to increase donation rates among minority communities, progress remains inconsistent (Birtan et al., 2022; NHS Blood and Transplant, 2024; Randhawa et al., 2018).
The historical development of transfusion and transplantation has transformed clinical practices, yet challenges related to donor availability, immunological compatibility, and equitable access persist (Taylor et al., 2019; Trotter et al., 2011). Currently, NHS Blood and Transplant (NHSBT) coordinate national donation services, but ethnic minority patients continue to be disproportionately disadvantaged. Nearly one-third of patients on the kidney transplant waiting list are from ethnic minority backgrounds, while most transplants for these groups still come from white donors. This imbalance contributes to prolonged waiting times and poorer outcomes (NHS Blood and Transplant, 2025; Udayaraj et al., 2013).
Socio-economic and cultural factors also influence donation behaviours. Studies have shown that religious beliefs, family decision-making, and community narratives significantly influence attitudes towards donation (Padela & Zaganjor, 2014; Randhawa, 2012; Sharif et al., 2019). At the same time, community-led initiatives and awareness campaigns have shown some progress, resulting in increases in the number of living and deceased donors from minority backgrounds (Ahmad et al., 2022; NHS Blood and Transplant, 2025). 
1.2 Definitions and Terminology 
Key Definitions: 
· Blood Donation: The voluntary act of giving a portion of one's blood for medical purposes, such as direct transfusion or the manufacturing of blood products to manage chronic illnesses and traumatic injuries (Gasparovic Babic et al., 2024).
· ​Organ Donation: The process of surgically removing an organ or tissue from a healthy donor (living or deceased) and placing it into a patient whose own organ has failed (Udayaraj et al., 2013).
· ​Whole Systems Approach: A holistic framework that shifts focus from individual choices to the entire care pathway. It encompasses public health prevention, clinical workforce training, and community engagement to ensure healthcare systems are responsive to all ethnic backgrounds (Randhawa and Neuberger, 2023; Johnston-Webber et al., 2023).
· ​Anti-Racist Framework in Healthcare: An organisational commitment to actively dismantle systemic barriers by recognising that institutions, rather than communities, must change to build trust and eliminate disparities in patient outcomes (NHS England, 2023; NHS Confederation, 2024).
· ​Structural Racism: The macro-level systems, social forces, ideologies, and institutional processes that interact to generate and reinforce inequities among racial and ethnic groups without requiring individual intent (Powell, 2008; Bonilla-Silva, 1997).
· ​Intersectionality: A conceptual lens describing how overlapping social identities—such as race, gender, religion, and class—interact to create unique, compounded forms of disadvantage and discrimination (Crenshaw, 1989).
· ​HLA (Human Leukocyte Antigen): Inherited proteins found on most cells that enable the immune system to distinguish "self" from "non-self." Successful transplantation requires close HLA matching, which is most likely between donors and recipients of the same ethnic background (Papadimitriou et al., 2022).
· ​DCD (Donation after Circulatory Death): Organ recovery from a donor whose death is determined by the permanent cessation of heartbeat and respiration, a process requiring rapid clinical intervention (GODT, 2024; Santiago Vispo, 2025).
· ​PMP (Per Million Population): The standard statistical metric used to compare donation and transplantation activity across different nations regardless of population size (Santiago Vispo, 2025).  
1.3 Rationale for Research
The rationale for this research is founded on the persistent health inequalities experienced by minority ethnic communities in the UK. These groups remain disproportionately represented on transplant waiting lists and often experience poorer clinical outcomes due to lower donation rates and extended waiting times, as noted in the literature. Multiple intersecting factors contribute to these inequities, including socioeconomic disadvantage, cultural and religious beliefs, and ongoing mistrust of healthcare systems. Historical events such as the infected blood scandal have further eroded trust among minority communities, reinforcing hesitation and scepticism towards donation processes.  Existing studies also highlight significant gaps in culturally tailored information, inconsistent engagement with community leaders, and variations in the effectiveness of current interventions to improve donation awareness. Although national policy changes, most notably the Organ Donation (Deemed Consent) Act 2019, intended to increase donation rates, improvements have been uneven, and consent rates among minority ethnic groups remain notably lower than those of white populations.  
This dissertation seeks to address these gaps by critically analysing the barriers that minority ethnic communities face when accessing information and resources related to blood and organ donation and by proposing evidence-based, actionable recommendations. Its significance lies in its application of theoretical frameworks such as the Health Belief Model and Structural Racism Theory, enabling a deeper understanding of how beliefs, structural inequalities, and systemic discrimination shape decision-making. The use of an intersectional lens further illuminates how overlapping identities, including ethnicity, religion, and socioeconomic position, compound barriers to equitable access.
The study also carries practical importance for NHS Blood and Transplant, particularly in relation to community grants programmes and communication strategies. Examining effective international models, such as Spain’s significantly higher donation rate of 52.6 pmp compared with the UK’s 22.4 pmp, provides insights that may support efforts to increase donor registration and family consent rates. Ultimately, addressing these barriers is not only a service delivery challenge but also a moral imperative to ensure that the life-saving potential of donation is accessible to all communities, regardless of background.
 
1.4 Aim and Objectives 
To explore and critically analyse the barriers faced by ethnic minorities in accessing information and resources about blood and organ donation in the UK, and to provide recommendations for improving equity and inclusivity in donation services.
· Research Objectives: 
Objective 1:Define what blood and organ donation are and provide brief background information on this topic and its importance.  To identify and examine the possible barriers and challenges that ethnic minorities face when trying to gain access to critical services in blood and organ donation in the UK.
Objective 2:  Analyse current literature exploring the barriers ethnic minorities face in accessing information and resources about blood and organ donation in the UK, examining the Cultural, structural and economic aspects of the obstacles to find the causes/reasons for this.
Objective 3:  Evaluate the findings sourced and researched from the literature regarding the barriers, Cultural, structural and economic aspects and impacts faced by ethnic minorities in accessing information and resources about organ donation in the Uk and provide an analysis of the information found.
Objective 4:  Provide recommendations for improvement based on the factors/findings of exploring the barriers that ethnic minorities face when accessing information and resources about blood and organ donation in the UK. Recommendations for improvement to the Government/Local authorities, funding bodies, NHS to have more readily available access inclusivity to these crucial services, resources, and information to ensure individuals from an ethnic background are accommodated, encouraged, supported, and empowered to make positive changes within their respective communities to raise awareness of this issue viable solutions to address those barriers collaborating with affected communities.





1.5 Conclusion  
Summary of Chapter 1: 
In summary, this chapter has laid the conceptual and policy groundwork for the dissertation by clearly defining key terms, rationale, and objectives. It has highlighted the critical need to explore the barriers faced by ethnic minority communities in the UK when accessing information and resources related to blood and organ donation. Evidence indicates that persistent inequalities in donation and transplantation outcomes exist, with minority ethnic groups experiencing longer waiting times and lower consent rates compared to white populations (NHS Blood and Transplant, 2024).
Furthermore, it examines how cultural beliefs, socio-economic disadvantages, and structural barriers intersect to contribute to these disparities, reinforcing the urgent need for culturally competent interventions (Randhawa & Gardiner, 2022). Additionally, the implementation of the Organ Donation (Deemed Consent) Act 2019 has not resolved these inequities, as research demonstrates that awareness and engagement levels remain lower among minority groups (Boadu et al., 2024).
This chapter highlights the necessity for a comprehensive, evidence-based investigation into institutional trust, communication strategies, and policy reform to improve equity in donation services. 
Chapter 2 will build on this foundation by providing an in‑depth background and analysis. It will trace the historical development of blood and organ donation policy in the UK, introduce key theoretical frameworks such as the Health Belief Model and whole‑systems/anti‑racist approaches, and situate the UK experience within an international and local context. This background will offer the conceptual grounding necessary for the methodological and analytical chapters that follow.
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2.1 Introduction 
This chapter provides the historical, clinical, and theoretical context necessary to understand contemporary inequalities in blood and organ donation within the United Kingdom. It situates current disparities within the development of transfusion and transplantation science while foregrounding the structural and institutional conditions that continue to disadvantage ethnic minority communities. Rather than offering an exhaustive historical account, this chapter critically examines key developments that inform present‑day inequities, particularly the relationship between biological compatibility, institutional trust, and access to culturally appropriate healthcare information (Morgan et al., 2016; Grossi et al., 2023).

2.2 Historical Foundations of Blood and Organ Donation
The development of modern blood transfusion practices has developed through key advances in circulatory science and immunohaematology.  Early discoveries, including Harvey’s identification of systemic circulation and Landsteiner’s classification of ABO blood groups, established the scientific foundations for safe transfusion and compatibility‑based donation systems (McClelland, 2024). These developments transformed transfusion medicine from an experimental practice into a standard component of clinical care, enabling its widespread use in trauma care, surgery, and chronic disease management.
The evolution of transfusion medicine directly informed the emergence of organ transplantation. As transplantation developed, immunological rejection became recognised as the primary obstacle to graft survival. Medawar’s work on acquired immunological tolerance demonstrated that rejection was immune‑mediated rather than surgically determined, reshaping clinical practice and enabling the development of immunosuppressive therapies (British Transplantation Society, 2022). These scientific advances underpin contemporary organ transplant systems while simultaneously introducing new equity challenges linked to immunological compatibility.

2.2.1 The Biological Barrier: HLA Matching and Ethnicity 
Human Leukocyte Antigen (HLA) matching is a central biological requirement in organ transplantation and poses a disproportionate barrier for ethnic minority patients. While ABO blood grouping remains central to transfusion safety, organ transplantation relies predominantly on Human Leukocyte Antigen (HLA) compatibility. HLA markers are genetically inherited and more likely to match within genetically similar populations, creating a structural disadvantage for ethnic minority patients in contexts where donor pools lack diversity (Papadimitriou et al., 2022; Udayaraj et al., 2013). Because HLA profiles are more likely to be shared within genetically similar populations, patients are more likely to identify compatible donors from their own ethnic group (Morgan et al., 2016; Randhawa, 2012). Research consistently demonstrates that ethnic minority patients experience longer waiting times for transplantation and reduced access to suitably matched organs, despite being over-represented on transplant waiting lists (Morgan et al., 2016; NHS Blood and Transplant, 2025). These prolonged waiting periods are associated with greater reliance on dialysis, increased morbidity, and poorer health outcomes, thereby reinforcing existing health inequalities (Udayaraj et al., 2013; Randhawa and Gardiner, 2022).
Crucially, the biological requirement for HLA compatibility challenges deficit‑based explanations that attribute lower transplant rates among ethnic minority communities solely to cultural hesitancy or lack of donor registration. Instead, it illustrates how biological factors interact with structural features of transplantation systems to reproduce inequity. Limited donor diversity transforms genetic variation into unequal access, embedding disadvantage within organ allocation pathways (Grossi et al., 2023; Randhawa and Neuberger, 2023).   Addressing HLA mismatch must therefore be understood not only as a clinical priority, but as a wider public health and equity concern requiring system‑level intervention.  In the UK, this imbalance contributes to prolonged waiting times and poorer transplant outcomes for minority ethnic patients, particularly those requiring kidney and liver transplants (Morgan et al., 2016; Ahmad et al., 2022). The biological necessity of close HLA matching, therefore, transforms donor diversity from a cultural issue into a public health imperative. Increasing ethnic minority participation in donation systems is essential not only for equity but for clinical effectiveness within transplant medicine.

2.3 Theoretical Frameworks: Health Behaviour and Inequality:
Understanding disparities in donation requires engagement with both individual‑level decision‑making and broader institutional structures. The Health Belief Model (HBM) provides a useful framework for examining how perceived susceptibility, perceived barriers, and cues to action influence engagement with health behaviours such as donation (Rosenstock, 1966). Within ethnic minority communities, these perceived barriers often include medical mistrust, concerns regarding bodily integrity, and uncertainty shaped by religious or cultural narratives (Padela and Zaganjor, 2014; Morgan et al., 2016).
However, the HBM’s focus on individual cognition limits its ability to explain structurally produced inequalities. Medical mistrust, for example, is frequently framed as a personal belief rather than as a rational response to documented institutional harm. This limitation necessitates the integration of broader frameworks that locate responsibility within healthcare systems rather than communities themselves (Randhawa and Neuberger, 2023).
The Whole Systems Approach addresses this limitation by examining how inequalities emerge across the entire care pathway, including prevention, workforce representation, communication practices, and service delivery (Grossi et al., 2023).  WSA emphasises that disparities in donation cannot be resolved through public awareness campaigns alone but require coordinated institutional reform.
Intersectionality further strengthens this analysis by demonstrating how overlapping identities such as ethnicity, religion, migration status, and socioeconomic position—shape access to healthcare information and resources (Crenshaw, 1989). When applied to organ donation, intersectionality reveals why generic interventions fail to address compounded disadvantages experienced by minority communities (Mothupi et al., 2023).  Together, these frameworks enable a shift away from deficit‑based narratives that frame communities as “hard to reach,” toward an understanding of inequality as structurally produced and institutionally sustained.

2.4 International Context  
Globally, organ transplantation continues to fall significantly short of meeting demand. Despite record transplantation activity in 2024, the World Health Organisation estimates that existing systems meet less than 10% of global need (WHO, 2024). This shortfall has ethical implications, including the growth of transplant tourism and organ trafficking, which disproportionately affect socioeconomically marginalised populations (Jaure et al., 2025).
Spain provides a frequently cited comparative model, achieving one of the highest donation rates worldwide at 52.6 donors per million population (Santiago Vispo, 2025). Evidence suggests that Spain’s success is not primarily attributable to opt‑out legislation but to the professionalisation of donation coordination and the integration of specialised transplant coordinators within hospital settings (Matesanz and Dominguez‑Gil, 2011). This model highlights the importance of institutional infrastructure and workforce training in normalising donation practices and increasing consent rates.

 
2.5 National and Local Context: The UK and Birmingham
Within the UK, NHS Blood and Transplant (NHSBT) oversees donation and transplantation processes. Despite legislative reform through the Organ Donation (Deemed Consent) Act 2019, disparities in consent and donation rates persist. Families from ethnic minority backgrounds continue to demonstrate substantially lower consent rates compared with white families (NHSBT, 2025).
These inequalities are especially pronounced in urban centres such as Birmingham, where over half of the population identifies as belonging to an ethnic minority group (Census, 2021). Despite high clinical need, Birmingham exhibits one of the lowest donor registration rates nationally. This mismatch between population need and engagement underscores the inadequacy of national standardised approaches and reinforces the necessity of culturally credible, locally embedded interventions.  
Nationally, 18.3% of the population in England and Wales identify as belonging to an ethnic minority group, with diversity disproportionately concentrated in urban centres such as Birmingham (Office for National Statistics, 2021). However, areas with higher ethnic minority populations, including Birmingham, continue to show lower organ donor registration and family consent rates than the national average (NHS Blood and Transplant, 2025).

2.6 Chapter Conclusion
This chapter has established that contemporary inequalities in blood and organ donation are rooted in both biological and institutional structures. While scientific advances have made transplantation increasingly effective, unequal donor representation, historical mistrust, and poorly adapted communication systems continue to disadvantage ethnic minority communities. By integrating health behaviour theory with whole systems and anti‑racist frameworks, this chapter provides the conceptual foundation for the methodological analysis that follows. The next chapter outlines the desk‑based methodology used to examine these barriers in greater depth.
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[bookmark: _Toc226743142]3.1 – Introduction 
This chapter details the methodological approach underpinning this research, which adopts a fully desk‑based, literature‑driven design. The study draws on academic scholarship, policy documents, national statistics, and public‑facing campaign materials to explore the cultural, socioeconomic, and structural barriers that shape how ethnic minority communities in the UK access information and resources on blood and organ donation.  An accompanying academic methodology poster provides a visual overview of the research process, including the rationale, data sources, analytical strategies, and ethical considerations. Building on the contextual and theoretical foundations established in earlier chapters, the methodology is structured to capture the complex and intersecting factors that influence donation behaviours and outcomes.
During this process, Braun & Clarke's (2006) 6 Stages of Thematic analysis were applied,  by following these 6 Steps to analyse the secondary sources.  


(Braun & Clarke, 2006)
· Familiarisation: Key findings were noted during this stage by reading and re-reading the literature from the sources garnered in the Source Tracking Table. (Ahmed, Bodau, and Deedat, etc.
· Generating the Codes:  This was done by examining the similarities and connections to each journal/ Articles what they had in common/links.
· Searching for Themes: This was done by grouping the Articles and journals that connected /common codes (eg, grouping Religious Myths and Family Taboos) into a broader theme: Socio-Cultural Barriers. 
· Reviewing the Themes: Checking if the themes worked in relation to the coded extracts.

Therefore, the purpose of this chapter is to take an in-depth look beyond what the statistics are to explain why these disparities persist, focusing on the lived experiences of these communities.
The research methods used here are essential to the identification and analysis of the sources that will then form the basis for the thematic findings in Chapter 4.
[bookmark: _Toc226743143]3.2 – Search Strategy 
[bookmark: _Toc226743144]To ensure a comprehensive collection of relevant data, a structured search strategy was implemented across several academic and professional databases.
           Databases: Searches were conducted using CINAHL, PubMed, Google Scholar, BMJ and the UWTSD library.  Incorporating official inquiry reports on the Infected Blood Scandal (2024) and longitudinal studies on the Tuskegee legacy (1932-1972) and COVID-19 Pandemic (2020), a qualitative benchmark to identify the roots of contemporary donor hesitancy.

· Grey Literature: Reports and statistical data from the NHS Blood and Transplant (NHSBT) and the World Health Organisation (WHO) were included to provide current policy contexts and donation statistics.

· Keywords: Search terms included “blood donation,” “organ donation,” “ethnic minorities,” ” BAME,” “UK healthcare barriers,” “cultural beliefs,” and transplant disparities.

· Boolean Operators: The search utilised Boolean Operators (AND, OR, NOT) to refine results and ensure the literature was specific to the research aim of exploring the barriers faced by ethnic minorities in accessing information and resources on blood and organ donation in the UK.
OR (Expansion): Used to group similar concepts and synonyms to ensure no relevant studies were missed due to terminology variations.

· (“Ethnic minorities” OR “BAME” OR “South Asian” OR “Black African” OR “Black Caribbean”) AND (Narrowing): Used to link the target population with a specific health context and geographic location. (“Ethnic minorities” AND “blood donation” AND “United Kingdom”) (“Organ donation “NOT Surgical procedure”) (“Ethnic minorities” OR “BAME” OR ”Black and Minority Ethnic”) AND (blood donation” OR “Organ donation”) AND (“barriers” OR “access” OR “inequality”) AND “UK”
This systematic approach allowed for the identification of literature that specifically addresses the socio-economic, cultural, and policy dimensions of the donation disparity in the UK.


3.3 [bookmark: _Toc226743145]– Searching for Information 
Systematic information sourcing was conducted through the UWTSD Library. This high volume of literature was necessary to triangulate findings across clinical, sociological, and policy-driven domains.  The primary search was conducted across three core databases: PubMed (Clinical outcomes), CINAHL (nursing and allied health perspectives), and the Cochrane Library (Systematic reviews), as well as YouTube videos and visual aids to support understanding of this study.  
  Databases and Platforms:
The academic databases and websites used to find the sources were Google Scholar, PubMed,  UWTSD Library, Cochrane Library, and Sage Journals.
The credibility and relevance of these sources are sound, as they are Peer-reviewed and sourced from clinical, Sociological, Governmental, and university-validated databases.
  Using Filters:
The Filters were used, i.e., such as date range: 2011-2026, peer-reviewed, Open access and country of focus, UK,  BAME, to narrow down the results.

Search Process:
The adjustments were made to the searches to find more appropriate literature.  Included is a Source Tracking Table.  See Appendix 
  Skimming Techniques:
 Articles and journals were quickly sought by applying the skimming technique using key features such as the abstract, title of the article, introduction, and conclusion to decide whether the source was relevant to be included.


The CRAAP test (Currency, Relevance, Authority, Accuracy, and Purpose) was applied to assess the relevance of sources used in the study.  Each source obtained from i.e., Google Scholar, PubMed, BMJ, etc., was rigorously validated to ensure its quality. Articles with high citation counts and those published in reputable journals were prioritised to ensure both authority and accuracy.
During this evaluation process, not all sources met all five criteria; however, the research focused on articles and journals that fulfilled the most critical criteria: Currency, Relevance, 
and Authority. To confirm that the sources met each criterion, particularly Authority and Accuracy, the selection was limited to those published in the last 15 years to reflect how the policies have changed through to current NHS policies.  Additionally, data on waiting time disparities, such as the reported 2.8-week wait for Black patients, were cross-verified across multiple clinical databases to ensure that the findings accurately represented the UK healthcare landscape.
CRAAP Test Application:
The sources found were determined to be reliable and suitable for inclusion by creating a Source Tracking table and applying the CRAAP test (Currency, Relevance, Authority, Accuracy, Purpose) to assess each source's quality. 
 The CRAAP test was applied once the sources to be verified were identified.  
 While not every source met all five criteria, the important articles and journals that were especially strong on Currency, Relevance and Authority were prioritised. 
3.4 [bookmark: _Toc226743146]- Inclusion and Exclusion Criteria 
 Inclusion Criteria:
The sources included in this research comprised peer‑reviewed journal articles, including clinical and sociological studies. The literature search was restricted to open‑access sources published within the last 15 years (2011–2026) and focused on the UK context. An exception to this time limitation was made for seminal methodological literature, specifically Popay et al. (2006), which was included to provide a rigorous and established framework for narrative synthesis.

Exclusion Criteria:
The types of sources excluded from this research include opinion blogs, outdated research before 2011, or articles not written in English.  Research focused only on clinical/ surgical procedures rather than the social or access- based barriers to donation.
The justification for database selection is that it covers the clinical aspects of the research question. Data from PubMed and Systematic reviews from the Cochrane Library, CINAHL(Cumulative Index to Nursing and Allied Health Literature) were selected as a primary database.  \While PubMed focused on the biomedical ‘What’ of donation, CINAHL was essential for capturing the ‘How’, providing Peer-reviewed literature on nursing, social work, and allied health perspectives of donor recruitment.
This database was instrumental in identifying qualitative studies regarding ‘lived experiences’ of BAME families and communication challenges faced by Specialist Nurses in Organ Donation  (SNODs)  within the hospital setting. Ultimately, these criteria supported maintaining focus and quality in this research.
3.5 [bookmark: _Toc226743147]– Theoretical Framework and Analytical Lens 
To ensure academic rigour, this study employs a multi-dimensional theoretical framework to analyse the barriers identified in secondary data.  
This explains individual-level theory, which is used to evaluate personal perceptions of susceptibility to illness and perceived barriers, such as fear or lack of information, that prevent donation and why a person from a minority ethnic background is reluctant to donate or refuses to.  (Boadu, 2024)

Health Belief Model (HBM): To analyse the ‘perceived Barriers’ created by historical scandals.
· Perceived Susceptibility: Minority groups often have a higher clinical need for transplants due to genetic susceptibility to conditions like diabetes and hypertension.
· Perceived Barriers: Fear of the unknown, concerns about bodily integrity after death.  
· Medical mistrust, i.e., the Tuskegee Scandal, the infected blood scandal and the Covid-19 pandemic.




Intersectionality: Crenshaw (1989) & Anti-racist Framework
An intersectional approach is used in this study to examine how overlapping identities, such as race, religion, and socio-economic status, create unique "double barriers" for Black, Asian, and Minority Ethnic (BAME) communities. This perspective is combined with an Anti-Racist Theory to identify systemic biases that limit access to resources, rather than attributing these limitations solely to individual choices.
Whole Systems Framework:
This lens examines the "Care Pathway" framework (Grossi, 2023) and analyses the institutional barriers that limit participation from minority donors. It moves the focus away from placing blame on individuals and instead looks at how the communication and clinical systems within the NHS  restrict equitable access to transplantation for minority communities.
Thematic Coding Approach:
Definition of Thematic Analysis: Braun & Clarke (2006)
Thematic analysis is defined as a method for identifying, analysing, and reporting patterns and codes to themes within data (Braun & Clarke, 2006).  
The chosen lenses are the HBM, Intersectionality, and the Whole Systems Approach. A deductive method is employed in this study, ensuring that the research specifics, objectives, and theoretical frameworks guide the themes. The codes collected from the five sources were utilised using the six-step thematic coding process (Braun & Clarke, 2006).  In the Results Summary Table, the specific codes were derived from the data. These codes represent foundational units of analysis before being grouped into themes.
Step 1: Familiarisation with the data: 
The articles were examined thoroughly to identify recurring keywords, similarities, connections, and terms.
This involved repeated reading and re-reading of the 5 key sources Ferguson (2019), Ahmed (2020), Deedat (2013), Grossi (2023), Thornton (2023). 



Step 2: Generating the initial codes
The Coding process reduced text into manageable “labels” that specifically related to the objectives. The codes identified from this process included: Fergusson (2019), Altruism, Reciprocity, Donor health impacts, Behaviour predictors, and Intervention effectiveness. 
Ahmed(2020), COVID-19 impact, Operational Changes, Transplantation decline, Organ procurement, Real-time data.  Deedat (2013): Ethnic minority registration, culturally tailored information, Systematic review, Media-paired education.  Grossi (2023): Equity, Diversity and Inequality, Systematic frameworks.
Thornton(2023): Mistrust, Historical trauma, Institutional responsibility, Anti-racist interventions. 
Mapping the Codes to 3 Key Themes:
Based on the findings of the Results Summary table and introductory chapters, patterns were identified.  See Appendix: Summary Results Table














Theme 1: Ferguson (2019) 
Socio-Cultural Beliefs and Individual Decision Making: Codes included: Altruism, Reciprocity, Donor health, Behaviour predictors.  
Theoretical lens: Health Belief Model (HBM).  This theme focuses on the internal psychological process,  
Analysis: This theme examines the internal psychological barriers where “perceived risks” (such as health impacts) are weighed against “perceived benefits” and reciprocity within the community.
Compounded Barriers and Intersectional Identities: Analysis of what works, educational interventions paired with media, operational and Systematic changes.
Theme 2: Ahmed(2020) and Grossi(2023)
Intersectional Barriers and Intersectional Identities: 
Theoretical lens: Intersectionality: COVID-19 impact, transplantation decline, HLA matching, migrant health inequality. 
Analysis: This theme explores how identities such as race, religion, and legal status interact with external crises like the COVID-19 pandemic to create unique, compounded disadvantages in accessing donation services.
Theme 3: Thornton (2023) and Deedat (2013)
Institutional Transformation and Structural Equity
Theoretical lens: Anti-racist Theory & Whole Systems Approach. Codes included Systemic mistrust, historical legacies (Infected Blood Scandal, Tuskegee Scandal), EDI frameworks, and institutional responsibility.  
Analysis: This theme shifts the focus from “fixing” the community to “fixing” the institution.  It argues that historical medical trauma, i.e., Infected Blood Scandal, Tuskegee Syphilis Scandal, has created a structural mistrust that requires a “whole systems” shift in the NHS policy rather than just individual- level awareness campaigns.


In Summary, Chapter 3 has applied Braun and Clarke’s (2006) thematic analysis to the five primary sources: Ferguson, Ahmed, Deedat, Grossi, and Thornton.  By extracting specific codes such as ‘Reciprocity,’ transplantation decline,’ and institutional responsibility, the research has established a rigorous evidence base. These codes have been synthesised through the lenses of the HBM, Intersectionality, and the Whole Systems Approach.  This methodological foundation ensures that Chapter 4 can now provide a critical, multi-layered analysis of the barriers to donation, moving from individual perceptions to broad institutional requirements for equity.
3.6 [bookmark: _Toc226743148]– Ethical Considerations  
[bookmark: _Toc226743149]Definition of Ethical Considerations
Secondary Research Ethics:
This research relies entirely on secondary data obtained from existing sources, which requires careful ethical considerations to ensure appropriate use and interpretation.
As there was no direct primary data collection from human participants, it did not require a formal institutional ethics committee approval for participant recruitment. However, ethical integrity remains paramount within this secondary qualitative analysis.  According to (Wiles, 2013), researchers must ensure the ethical treatment of existing data by maintaining the original context and preventing the misinterpretation of findings.  In this study, ethical consideration was specifically applied to the sensitive nature of racial disparities and historical traumas.  As a researcher embarking on this quest, throughout this process, there has been a commitment and ethical duty to report these findings with sensitivity.  
The study is rooted in the principle of justice (Beauchamp and Childress, 2013), highlighting the need for fairness in the distribution of benefits and burdens. It engages ethically with these sources, honouring their original context and intent. 
Moreover, this study upholds the principle of justice by respectfully addressing the Tuskegee study and the Infected Blood scandal. It refrains from blaming victims and instead frames BAME donor hesitancy as a rational response to documented systemic neglect.




Academic Integrity:
Academic Integrity was upheld by accurately citing all sources, consistent in the Harvard referencing style.  Communicating data within its original context a crucial aspect of secondary research. Thus, preventing oversimplifications or misinterpretations that could distort the original findings (Maxwell, 2013). Overgeneralisations that ignore the nuances of unique narratives that might arise from failing to retain context.  Furthermore, the study adheres to the principles of Data Integrity, ensuring that all five primary sources (Ferguson,2019; Ahmed,2020; Deedat,2013; Grossi, 2023; Thornton, 2023) are accurately represented and cited according to the UWTSD Harvard Referencing standards, thereby avoiding plagiarism and maintaining the intellectual property rights of the authors.
Transparency and Credibility: Transparency has been maintained openly (Levitt et.al., 2018) through a clear “audit trail” of the thematic analysis process.  Following Braun & Clarke's (2006) framework, every step from the initial extraction of codes from the Results Summary Table to the final synthesis into three themes is documented.  This ensures a third-party reader can see exactly how the code “Transplant decline” Ahmed (2020) was moved into the theme “Intersectional Barriers”. By clearly defining the inclusion and exclusion criteria for the literature search documenting the keyword strategy used in clinical databases, communicating the database searching process, including relevant sources, analytical processes, methodologies, and facilitating scrutiny and the ability to impart information and interpretable research to diverse audiences.  
[bookmark: _Toc226743150]Credibility is established through three distinct lenses: The HBM, Intersectionality, and the Whole Systems Approach/Anti-Racist Theory.  It demonstrates that the findings are not one-dimensional. Furthermore, the use of high-impact, peer-reviewed sources, i.e., Ferguson(2019) and Thornton (2023), makes the evidence authoritative.  Credibility is further strengthened by the comparisons of the UK findings with international frameworks Grossi, (2023) and shows a well-rounded perspective on donation disparities. Finally, taking the responsibility for selecting and presenting literature fairly and without bias.






3.8 – Chapter Conclusion 
Summary:
In summary, Chapter 3 has outlined the rigorous methodological framework used to locate, evaluate, and analyse literature concerning inequities in blood and organ donation. Through the application of Braun and Clarke’s (2006) six‑step thematic analysis, the study progressed from systematic coding to the synthesis of three interrelated themes: socio‑cultural beliefs, intersectional barriers, and institutional transformation. Filtered through the Health Belief Model, intersectionality, and a whole‑systems anti‑racist framework, this methodology provides a robust foundation for the critical analysis presented in Chapter 4, which examines how barriers operate across individual, community, and institutional levels.


[bookmark: _Toc226743151]















CHAPTER 4 – Findings and Discussion 

[bookmark: _Toc226516900][bookmark: _Toc226743152]4.1 – Introduction
Historically, many minority communities have interacted with the healthcare system through a lens shaped by tradition, spirituality, and collective experience. Earlier theological teachings often discouraged bodily interference after death, creating long‑standing taboos around organ removal. Although contemporary religious rulings across Islam, Christianity, and Judaism now widely permit or encourage donation, this shift has not always translated into widespread acceptance due to persistent cultural narratives and limited culturally matched education.
Studies show that minority households often lack open family discussions about donation, usually as death‑related topics are avoided, perceived as inauspicious, or considered private. This absence of dialogue creates uncertainty during hospital‑based consent requests, particularly in high‑stress situations. Moreover, national donation campaigns frequently fail to resonate due to the absence of culturally credible messengers and a lack of materials delivered in community languages.
Chapter 4 presents the thematic findings of this dissertation, drawing together the key patterns identified across the reviewed literature. The analysis is grounded in the ethical foundations established earlier, ensuring that interpretations remain respectful, transparent, and sensitive to the experiences of ethnic minority communities. As a secondary qualitative study, the chapter does not claim to represent individual voices directly; instead, it synthesises existing evidence to illuminate the structural, cultural, and informational barriers that shape engagement with blood and organ donation.
The themes presented in this chapter are informed by the theoretical frameworks outlined in Chapter 2, including the Health Belief Model, Intersectionality, the Whole Systems Approach, and the Anti‑Racist Framework. These frameworks guide the interpretation of findings by highlighting how individual beliefs, overlapping identities, and systemic inequalities interact to influence donation behaviours. For example, the Health Belief Model helps explain how perceived risks and benefits shape attitudes, while intersectionality reveals how ethnicity, religion, gender, and socioeconomic status combine to create unique barriers.




Scope and Focus
The scope of this investigation is specifically narrowed to on Black, Asian, and minority ethnic groups within the UK.  This focus is necessitated by the unique challenges these communities face within the British healthcare landscape and their disproportionate representation on Blood and Organ donation transplant waiting lists.  By applying the Health Belief Model (HBM), this section examines how “perceived barriers”, such as medical mistrust and religious ambiguity, impact individual decision -making and family consent rates. 
Identification of Research Gaps
[bookmark: _Toc226743153]While the existing literature highlights general reluctance, a significant gap remains in 
[bookmark: _Toc226743154]understanding the intersectional nature of these barriers. Current research often fails to account for:  
· [bookmark: _Toc226743155]The impact of the Organ Donation (Deemed Consent) Act 2019 on specific ethnic subgroups.
· [bookmark: _Toc226743156]The role of Structural Racism in shaping the “trust deficit” between minority families 
[bookmark: _Toc226743157]and the NHS.
· [bookmark: _Toc226743158]The distinction between general “cultural myths” and the lack of “cues to action” that leads to successful family discussions.
[bookmark: _Toc226743159]Additionally, utilising an intersectional lens, the discussion explores how institutional practices and overlapping social identities create compounded disadvantages in the donation pathway. Finally, this chapter assesses the limitations of current policy interventions and evaluates international models of best practice to provide the evidence-based grounding for the actionable recommendations that follow.

[bookmark: _Toc226743160]4.2 – Thematic Analysis
The thematic analysis follows Braun and Clarke’s (2006) structured approach, moving from initial familiarisation with the literature to the generation of codes and themes. Codes relating to altruism, mistrust, religious ambiguity, COVID‑19 disruptions, HLA mismatching, institutional failure, and communication barriers were grouped into the three overarching themes. Each theme addresses a distinct yet interconnected dimension of the donation pathway. The analysis aims to provide a layered understanding of how beliefs, social identities, and systemic inequalities interact to influence engagement with blood and organ donation.

 
[bookmark: _Toc226743161]Definition of Thematic Analysis:
Thematic analysis is a qualitative research method used for systematically identifying, analysing, and reporting patterns or themes within a dataset. Braun and Clarke (2006) define it as a foundational method that offers a flexible yet rigorous framework for researchers to make sense of the collective meanings and experiences.  In this study, thematic analysis was applied through a six-stage iterative process, enabling the synthesis of raw data presented in the Results Summary and diverse literature into a cohesive narrative that addresses the research objective.
  Link to Coding/Results Table:
· Results Summary Table: 
	
 Identified Themes
[bookmark: _Toc226743162]4.3 – Theme 1 (Socio-Cultural Beliefs and Individual Decision Making)

Socio-cultural beliefs extend beyond individual preferences, creating a complex network of shared values, societal norms, religious doctrines, collective histories, and community expectations. These beliefs shape how people perceive and interpret health-related information, affecting their judgment regarding the reliability and effectiveness of medical interventions. In the context of blood and organ donation, socio-cultural beliefs significantly influence individuals' attitudes toward several key concepts, including bodily integrity, the essence of altruism, and the level of trust they have in healthcare institutions. For instance, in many cultures, the body is viewed as sacred, which can lead to hesitance about organ donation due to concerns over maintaining bodily integrity. This perspective can create a barrier to donation, as individuals may feel that giving away a part of themselves violates their deeply held beliefs about the sanctity of the human body. Moreover, the concept of altruism in the context of donation varies widely between cultures. In some communities, donating blood or organs is seen not just as a selfless act but as a moral obligation or communal responsibility. According to Ferguson (2019), this perspective fosters a sense of reciprocity, where individuals feel interconnected with their community, leading to a collective ethos that contrasts with more individualistic views typical in Western societies. 

In this framework, the act of donating is regarded as not just a personal choice but a reflection of one’s duty to family and society.  These socio-cultural perspectives are closely
linked to how individuals perceive the benefits and risks of donation. Within the Health Belief Model (HBM), these beliefs can influence perceptions of donation as either a lifesaving 
intervention or a spiritually questionable act.  For some, the fear of violating religious tenets or cultural values may overshadow the potential life-saving benefits of donation, resulting in apprehension and reluctance to participate. Overall, understanding the diverse socio-cultural beliefs surrounding blood and organ donation is essential for healthcare providers who aim to promote these practices. By acknowledging and addressing these influences, public health initiatives can create a more supportive environment that respects diverse cultural perspectives, ultimately encouraging more individuals to consider donation as a viable and positive choice.
Definition: Socio-cultural beliefs in health research are the shared values, norms, religious interpretations, and community narratives that influence how a community perceives medical interventions and bodily autonomy. 
Terminology
· State of readiness: The degree to which a community is prepared culturally, socially, and educationally to engage with donation campaigns. 
· Bodily integrity: The belief that the body should remain intact after death, often rooted in religious and spiritual traditions. 
· Trust deficit: Long‑standing historical mistrust of medical institutions due to past injustices and unequal treatment.






Background Information
· Historical/Contextual Background:
Historically, the interaction between BAME communities and the UK’s organ donation system has been defined by a tension between traditional values and emerging medical technologies. In the mid-20th century, as transplantation became a clinical reality, many minority groups relied on "precautionary" theological stances, often viewing donation as a violation of bodily integrity (Padela and Zaganjor, 2014). This legacy created deep-rooted cultural stigmas, marginalisation, and systemic inequalities in access to care. This has fostered a long- standing “trust deficit”  where discussing organ donation was historically avoided to prevent ill fortune, a sentiment that persists in modern "opt-out" debates.
However, contextual developments in the late 20th and early 21st centuries have seen a shift. The formalisation of religious edicts (such as Fatwas or Rabbinical rulings) has increasingly positioned donation as a high-level act of altruism or "Sadaqah Jariyah" (continuous charity) (Boadu et al., 2024). Despite these theological advancements, the "state of readiness" for many individuals remains low due to a historical lack of culturally matched media engagement and education (Deedat et al., 2013). 
As evidenced by Deedat (2013) and Weeks et al. (2025) in the Results Summary Table (Section 4.3), socio-cultural beliefs continue to create a complex environment where religious ambiguity remains a primary "perceived barrier" under the HBM framework.  
Impact on Research Question
· This study asks:  “What barriers do ethnic minorities face in accessing information and resources about blood and organ donation in the UK?”  
This theme directly addresses the dissertation’s core question regarding the barriers to information and resources. Socio-cultural beliefs act as a primary filter in the following ways.
· Information Receptivity: If donation is culturally coded as taboo, individuals are psychologically primed to disengage from NHS Blood and Transplant (NHSBT) materials or community information sessions.


· Messenger Legitimacy: Generic NHS campaigns frequently fail because they lack the endorsement of trusted religious or community leaders.  Without A “culturally tailored” message, the information is often viewed as external or irrelevant.
· Consent Disparities: The impact is visible in the data. NHSBT(2025) reports a stark contrast: a 35% family consent rate among minority families compared to 67% among white families.  This 32% gap is deeply rooted in socio-cultural norms and lingering mistrust.
· Legislative Suspicion:  The transition to an “opt-out” system has been met with suspicion in some minority circles, with fears that it facilitates “covert practices” or diminishes the right to refuse.
· Statistical Analysis of Cultural Influence:
The measurable effects of those attitudes are significant: 
· Refusal Rates: Refusal rates among Black and Asian families (65%) are nearly double those of white families (33%).
· The Donor Gap: Currently, 80% of organs transplanted into minority patients come from white donors.  This shortage of ethnically matched donors is a direct byproduct of 
· cultural reluctance, leading to longer wait times and poorer outcomes for minority patients.
· Communication Voids: Week et al. (2025) found that a vast majority of adults in minority households had never discussed donation.  This lack of “cues to action” leaves families unprepared during critical, high-stress moments when clinicians request consent.
· Geographic Hesitation: In Birmingham, despite a 51.4% minority population and high clinical need, only 21% of residents are on the donor register. (Census, 2021; NHSBT,2025).






Theories, Policies, and Legislation
· Critical Theoretical Application:
· The Health Belief Model (HBM)
To critically examine these barriers is the HBM components:

	HBM Component
	Application to Minority Communities

	Perceived Susceptibility
	High prevalence of diabetes/ hypertension increases the need, but does not always increase registration

	Perceived Barriers

	Fear of disfigurement, distrust of medical staff (prioritising organs over care), and religious ambiguity.

	Cues to Action
	A lack of culturally appropriate cues (e.g., media in native languages or sermons) stalls participation.

	Self-Efficacy
	Uncertainty regarding the registration process or how to navigate family opposition.



· Policy and Legislation
· The Human Rights Act (1998):  The implementation of organ donation policy must be balanced against the fundamental protections afforded by the Human Rights Act (HRA 1998.
· Article 8 (Right to respect for private and family life):  This article is critical in the context of “deemed consent,” as it protects the right of individuals and families to have their private beliefs and bodily integrity respected.  It reinforces the legal necessity of the family’s role in the donation process, ensuring that the state does not override deeply held personal or familial convictions.


· Article 9 (Freedom of thought, barriers.  Failure to provide culturally accessible information could be interpreted as an interference with an individual's right to manifest their religious or philosophical beliefs.
· The Equality Act (2010)
The Equality Duty (PSED) on the NHS requires proactive measures to eliminate discrimination and advance equality for those with protected characteristics, such as race and religion.
· Addressing Structural Inequality: The disparity in wait times for Black and Asian patients, who often wait significantly longer for an ethnically matched organ, highlights a structural inequality that the NHS is legally bound to address.
· Equity of Access: Under the Act, providing information if it is not “accessible”.  This mandates “reasonable adjustments,” such as translating materials into native languages and utilising culturally tailored messaging to ensure minority groups are not disadvantaged by generic, “one-size-fits-all” campaigns.
· The Care Act (2014)
· The Care Act 2014 establishes the “well-being principle,” shifting the focus of healthcare toward person-centred care that respects an individual’s dignity and cultural context.
· Informed Choice and support: The Act stipulates that individuals should be supported to participate as fully as possible in decisions about their care.  In the context of donation, this places responsibility on institutions to bridge the” information gap” and “state of readiness” identified in minority communities.
· Holistic Decision-Making: By recognising the importance of an individual’s support network, the Care Act supports the necessity of involving families in donation discussions, acknowledging that in many cultures, the decision is a collective rather  
· than purely an individual one.



Implications
Positive Implications
· Strength‑based engagement: Understanding socio‑cultural beliefs enables NHSBT and community-based organisations to design culturally responsive campaigns that resonate with minority populations.
· Opportunity for community leadership: Trusted messengers (e.g., faith leaders) can become powerful advocates for donation.
· Enhanced family discussions: Acknowledging collectivist decision‑making leads to better communication strategies tailored to families rather than individuals.
Negative Implications
· Persistent mistrust: Historical and religious concerns can overshadow accurate medical information.
· Campaign ineffectiveness: Generic messaging fails, resulting in poor uptake and low registration.
· Family veto: Family-based decision-making can override individual wishes, worsening consent disparities even under presumed consent.
· Slower policy impact: Even progressive legislation (e.g., Deemed Consent Act 2019) may not increase donation rates without cultural buy‑in.
Examples of Articles
Fergusson (2019)
The findings illustrate that both altruism and reciprocity play significant roles in shaping people’s attitudes toward donations. However, these attitudes are heavily influenced by cultural factors. This observation reinforces Theme 1, highlighting how individual internal beliefs and values can impact decision-making in ways that extend beyond the constraints of policy frameworks. 
Cultural context shapes the way individuals perceive the act of giving, influencing their motivations and justifications for making donations. For instance, in some cultures, communal support and reciprocity may be emphasised, leading individuals to give not just out of a sense of altruism but also as a way to foster social bonds and ensure mutual support within the community. In contrast, other cultures may prioritise personal giving that reflects individual philosophies or religious beliefs, affecting how and when donations are made.
Understanding these nuances is crucial for organisations and policymakers seeking to encourage charitable giving.  By recognising the cultural dimensions of altruism and reciprocity, they can tailor their approaches to resonate more effectively with diverse audiences, thereby enhancing engagement and support for various causes. This underscores the importance ofconsidering cultural influences alongside institutional policies in fostering a more charitable society.
Deedat (2013)
Deedat's findings highlight the necessity for targeted messaging strategies that resonate with specific cultural values and beliefs. This not only facilitates a deeper understanding of the issues at hand but also empowers individuals to engage more actively in charitable efforts. By crafting messages that are sensitive to the cultural nuances and religious sentiments of the audience, organisations can enhance their outreach and effectiveness in soliciting donations. In summary, culturally paired education serves as a foundation for bridging the gap created by religious ambiguity and promotes a more inclusive approach to philanthropy. This tailored method not only fosters greater donation readiness among various communities but also reinforces the significance of addressing socio-cultural barriers in the realm of charitable giving.
Weeks et al. (2025)
A critical issue: the absence of open family discussions about organ donation is a significant obstacle within minority households. This finding underscores the importance of communication norms, which are closely tied to lower rates of consent for organ donation. When families do not engage in conversations about the value and implications of organ donation, it often leads to misunderstandings and apprehension, further diminishing the likelihood of consent among minority groups. The synthesis of these studies emphasises that several interwoven factors, cultural norms, expectations from family, and dynamics of trust, substantially hinder minority communities' access to donation resources. The interplay of these elements creates an environment where potential donors and their families may feel disconnected from the information and support necessary to make informed decisions about organ donation. 



Connection to Theme 2: Intersectional Barriers
· Socio‑cultural beliefs intersect with ethnicity, religion, gender, immigration status, and socioeconomic disadvantage.
· Theme 1 explains belief‑level barriers, while Theme 2 explains structural amplifiers (e.g., COVID‑19, HLA mismatch).
· Together they reveal how individual beliefs and systemic inequalities jointly shape donation behaviour.
Connections to Other Themes

· Connection to Theme 2: Intersectional Barriers 
The intersectionality of socio-cultural beliefs with various identity factors such as ethnicity, religion, gender, immigration status, and socioeconomic disadvantage further complicates the landscape of organ donation. While Theme 1 focuses on belief-related barriers that arise within individual and family contexts, Theme 2 expands the discussion to structural amplifiers such as the COVID-19 pandemic and challenges related to human leukocyte antigen (HLA) mismatches. Together, these themes illuminate the complex ways in which personal beliefs interact with systemic 
inequalities. They reveal that individual attitudes toward organ donation are not formed in isolation; rather, they are influenced by broader societal conditions that perpetuate disparities in access and experiences. 
Connection to Theme 3: Institutional Transformation 
The mistrust identified in Theme 1 is deeply intertwined with the institutional racism and historical traumas addressed in Theme 3. Many minority communities harbour scepticism towards the healthcare system, which can be traced back to past injustices and a lack of culturally informed practices. Such mistrust often stems from cultural misunderstandings that arise due to institutional failures, including poor communication and inadequate representation of diverse communities within healthcare settings. To address these socio-cultural barriers, institutions need to improve their transparency and enhance cultural competence. By fostering an environment that prioritises inclusive practices and open dialogue, healthcare organisations can create trusting relationships with minority communities. This, in turn, may lead to increased comfort around discussions of organ donation, ultimately improving consent rates and facilitating access to vital resources.
[bookmark: _Toc226743163]
Institutional Transformation
· Mistrust described in Theme 1 directly links to the institutional racism and historical traumas examined in Theme 3.
· Cultural misunderstanding is often the result of institutional failures (poor communication, lack of inclusion).
· Improving institutional transparency and cultural competence would reduce the socio‑cultural barriers identified in Theme 1.
[bookmark: _Toc226743164]4.4 – Theme 2 (Intersectional Barriers and Intersectional Identities) 
[bookmark: _Toc226743165]Emerging from the coding of Ahmed (2020) and Grossi (2023), together highlighted how structural pressures, health inequalities, discrimination, and external shocks (e.g., COVID‑19) disproportionately impact minority groups and influence and shape their engagement with donation services.

Theme 2: Intersectionality provides a critical lens for examining and understanding how interconnected identities, including race, religion, migration history, gender, and socioeconomic status, interact and create complex barriers for minority ethnic communities. This theme shifts the focus from individual beliefs and perspectives (as discussed in Theme 1) to a broader analysis of how systemic and structural factors influence experiences of inequality.
The interplay of these identities can exacerbate challenges in accessing essential healthcare resources, such as blood and organ transplants. For instance, someone from a minority ethnic background may face not only discrimination based on their race but also socio-economic disadvantages, which can limit their access to information, healthcare services, and support systems. Additionally, environmental factors, such as living in underserved areas, can further complicate their ability to obtain timely medical care.
Moreover, in times of crisis such as public health emergencies or economic downturns, these compounded barriers can become even more pronounced. Minority groups often bear the brunt of systemic inequities during such periods, facing heightened risks and reduced access to care. Understanding intersectionality allows us to appreciate the nuances of individual experiences and systemic injustices, highlighting the need for tailored approaches that address the specific barriers faced by diverse communities in the realm of healthcare access and support. This multi-faceted exploration is essential for developing equitable solutions that acknowledge and address the root causes of disparities in health outcomes for minority ethnic populations.
Definition
Intersectional barriers refer to the combined and interacting forms of disadvantage created when multiple aspects of identity overlap (Crenshaw, 1989). For example, a person may simultaneously experience barriers related to:
· Race/ethnicity
· Religion
· Socioeconomic disadvantage
· Migration status
· Language fluency
· Health inequality
These overlapping identities intensify barriers to donation more dramatically than any single factor alone.
Background Information
The historical and contemporary contexts play a crucial role in exacerbating the barriers faced by minority groups, particularly in healthcare. Ahmed (2020) underscores the impact of external crises, such as the COVID-19 pandemic, which led to a significant decline in transplantation rates and placed immense strain on healthcare resources. This crisis disproportionately affected Black and Asian communities, who were already at a higher clinical risk. In Chapter 3, Ahmed elaborates on these themes through several key factors: 
Transplantation Decline: The overall drop in transplantation procedures due to hospitals prioritising COVID-19 patients and the lack of adequate resources. 
Operational Changes: Modifications within healthcare systems that negatively impacted service delivery and access for minority populations.
Organ Procurement Challenges: Increased difficulties in acquiring organs for transplantation, which further limit options for those in need from marginalised communities.
Real-Time Data Inequities: The lack of timely and comprehensive data exacerbates disparities, making it difficult to address the unique needs of different populations effectively.


Conversely, Grossi (2023) brings to light the systemic inequalities that are ingrained within the healthcare pathway. This research highlights the importance of institutional structures in maintaining and reproducing these inequities. Notable issues identified by Grossi include:
Limited Cultural Competency: A lack of understanding and acknowledgement of diverse cultural contexts among healthcare providers, which can lead to miscommunication and inadequate care.
Unequal Access to Services: Structural barriers that prevent minority groups from receiving the same level of healthcare as their majority counterparts, often due to socioeconomic factors and geographic disparities.
Inadequate Workforce Representation: Insufficient representation of minority groups within the healthcare workforce, which can hinder the development of trust and effective communication between patients and providers.
Communication Practices That Do Not Meet Minority Needs: Failure to employ inclusive communication strategies that recognise language barriers and cultural nuances can leave patients feeling misunderstood and underserved.
Collectively, the studies by Ahmed and Grossi illustrate that the intersectional barriers encountered by ethnic minorities are not solely a result of cultural beliefs (as discussed in Theme 1) but rather stem from deeply entrenched structural and contextual challenges. This insight calls for a holistic approach to healthcare reform that addresses both the individual and systemic factors contributing to health disparities among minority populations.
· Transplantation decline
· Operational changes
· Organ procurement challenges
· Real‑time data inequities

At the same time, Grossi (2023) identifies systemic inequalities embedded in the care pathway, emphasising the role of institutional structures in reproducing inequity. These include:
· Limited cultural competency 
· Unequal access to services 
· Inadequate workforce representation 
· Communication practices that do not meet minority needs.

Together, these studies demonstrate that the intersectional barriers faced by ethnic minorities emerge not only from cultural beliefs (Theme 1) but from deeply rooted structural and contextual challenges.
Impact on Research Question
“Exploring the barriers faced by ethnic minorities in accessing information and resources”
Intersectionality shows why barriers experienced by minority groups cannot be solved using a single explanation e.g., “culture” alone.
Theme 2 answers this by showing that barriers are not isolated but layered and mutually reinforcing.
Intersectional barriers affect:
· Access to information: Language barriers, digital exclusion, and lack of culturally relevant materials.
· Health outcomes: Higher rates of diabetes, kidney disease, and hypertension (noted in Policy Background, Chapter 2).
· Trust: Inequitable experiences of healthcare exacerbate already‑existing mistrust (linked to  Theme 3).
· Engagement with donation: Covid‑19 disrupted donation pathways and deepened pre‑existing health inequalities.

Thus, intersectional identities create “double barriers,” 
Statistical Information
Although Theme 2 focuses more on structural inequities than on sociocultural attitudes, it is strengthened by the national and local data already evidenced in this study.
Key examples include:
· Minority patients wait significantly longer for transplants due to reduced HLA matching opportunities (Chapter 2).
· COVID‑19 disproportionately affected ethnic minorities, worsening health inequalities (Ahmed 2020 coding).   Minority donation consent rates remain low (35%), contributing to the shortage of ethnically matched donors (Theme 1 statistics).
These statistics reinforce how structural disadvantages intersect with cultural barriers, deepening inequity.
Theories, Policies, and Legislation
· Theoretical Framework:
Intersectionality Theory (Crenshaw, 1989). 
This dissertation links intersectionality to systemic disadvantage stemming from overlapping identities. 
This theory reframes barriers away from “cultural limitation” toward structural discrimination.
Theme 2 ties together structural and cultural barriers by showing that ethnic minority communities are not merely “hard to reach” but are instead structurally disadvantaged across multiple dimensions of identity. It reveals why reforms must move beyond awareness
campaigns and opt‑out systems to address systemic inequalities and the lived experiences of marginalisation.
Health Belief Model (HBM)
While Theme 1 uses HBM, Theme 2 shows how intersectional pressures influence the “perceived barriers” and “cues to action” identified by the model.
 Policies, Legislation
Equality Act 2010:  The Equality Act 2010 provides a key legislative foundation for understanding structural barriers in access to blood and organ donation services. Within the dissertation text, the Act is described as imposing a Public Sector Equality Duty (PSED) on the NHS, which requires public bodies to proactively eliminate discrimination and advance equality for individuals with protected characteristics, including race and religion.  The Equality Act 2010 is crucial because it places a legal obligation on NHS organisations to ensure that donation information is:
· Accessible                                                    
· Culturally appropriate
· Non‑discriminatory

· Equitably delivered across communities
The Act directly connects to Theme 1 and Theme 2, as when NHSBT communication materials are not translated, not culturally adapted, or delivered in ways that minority families cannot easily access, this may constitute a breach of PSED. A lack of accessible information disadvantages minority groups and highlights the need for “reasonable adjustments,” such as translation and culturally tailored messaging. 
Positive and Negative Implications: 
Positive Implications:
Recognising intersectional barriers helps tailor interventions more precisely to communities’ lived experiences.
NHSBT can develop improved pathways that address multiple needs simultaneously (e.g., translated materials + digital access support).
Strengthens advocacy for specialised community-based approaches, such as partnerships with cultural organisations and migrant support groups.
Strengthens accountability. NHSBT and clinical staff are legally required to consider race and religion when designing donation campaigns.
Mandates equal access: Helps reduce systemic inequalities in registration, awareness, and consent rates.
Negative Implications:
Intersectional disadvantage is complex and difficult to address with “one size fits all” interventions. 
Intersecting forms of discrimination can make families distrust clinical staff, especially during emotionally intense consent conversations. 
Crisis events (e.g., pandemics) disproportionately harm minority communities, reversing progress in donation engagement. 


Institutions may resist changes requiring workforce reform or investment in cultural competence. Although legally required, many Trusts struggle to fully comply, resulting in inconsistent provision of translated materials or culturally sensitive engagement.
Examples of Articles
While Ahmed (2020) highlights how external crises such as COVID‑19 intensify existing inequalities through service disruption and transplantation decline, Grossi et al. (2023) adopts a whole‑systems perspective, demonstrating how inequity is embedded within routine care pathways and organisational structures. Together, these studies show that intersectional barriers are both exposed during periods of crisis and sustained through everyday institutional practices.
Ahmed (2020)
This coding indicated that COVID‑19 caused significant “transplantation decline” and operational instability, disproportionately affecting marginalised communities. 
This directly supports Theme 2 by showing how health crises magnify existing inequities.
Grossi (2023)
Grossi provides a systemic analysis of inequality across the care pathway and demonstrates why donation disparities cannot be resolved with awareness campaigns alone. 
This reinforces the need for structural reform.

Connections to Other Themes

4.5 – Theme 3 (Institutional Transformation and Structural Equity)  
It builds on Theme 1 by showing how socio‑cultural beliefs are intensified by structural disadvantage. 
It leads directly to Theme 3 by highlighting systemic failures.
Definition 
This theme examines how institutional structures, historical injustices, and systemic racism shape access to organ donation information and trust in the NHS.
Historical/Contextual Background:
A critical driver of institutional mistrust among ethnic minority communities is the legacy of historical medical injustices. Two events frequently cited within literature, the Tuskegee Syphilis Study (1932–1972) and the UK Infected Blood Scandal, illustrate how systemic failures, unethical practices, and lack of transparency have produced long‑lasting damage to public trust in healthcare systems, particularly among racially oppressed communities.
The Tuskegee Syphilis Study is recognised as one of the most severe ethical violations in modern medical history. Conducted by the U.S. Public Health Service, the study involved hundreds of Black men who were deliberately left untreated for syphilis, despite effective treatment becoming available. Participants were misled, denied informed consent, and prevented from accessing care, resulting in preventable illness, death, and transmission to partners and children (Tobin, 2022). Although conducted outside the UK, the Tuskegee legacy continues to influence perceptions of healthcare among Black communities globally, contributing to deep‑rooted medical mistrust and scepticism regarding state‑led health interventions (Gill et al., 2013).
The Infected Blood Scandal in the UK serves as a stark example of institutional failure on a national level. During the 1970s and 1980s, thousands of patients, particularly from disadvantaged backgrounds, became infected with HIV and hepatitis due to contaminated blood products. Investigations that followed have uncovered a prolonged denial of accountability, delays in providing compensation, and systemic issues regarding duty of care, transparency, and responsibility (Thornton, 2023). These revelations have reinforced the belief that healthcare institutions often compromise patient safety and transparency, especially when the affected groups are marginalised or lack political influence.
Within the context of blood and organ donation, these historical injustices directly inform contemporary attitudes. Medical mistrust identified in ethnic minority communities should therefore be understood not as cultural reluctance, but as a rational response to documented harms. This aligns with the Anti‑Racist Framework, which reframes mistrust as structurally 

produced rather than individually driven. The implication for NHS Blood and Transplant (NHSBT) is significant: trust cannot be rebuilt through informational campaigns alone but requires explicit acknowledgement of historical harms, transparency in clinical decision‑making, and accountability at an institutional level.
Impact on Research Question
 Institutional barriers operate by:
· Undermining trust in NHS messaging
· Limiting meaningful engagement through culturally inappropriate communication
· Excluding minority voices from decision‑making processes
· Framing low donation rates as community failure rather than institutional responsibility
· Data and Statistics:
· 80% of minority patient transplants use organs from white donors (a sign of unequal donor representation). 
Minority families refuse consent at almost double the rate of white families. 
· Birmingham’s “silent crisis” shows a mismatch between health need and engagement.

Theories, Policies, and Legislation
The Anti-Racist Framework emphasises that societal disparities stem from structural racism rather than inherent cultural deficiencies. This approach seeks to dismantle the systems that perpetuate inequality and promotes the following key elements:
· Increased Transparency: Organisations are encouraged to be open about their practices, policies, and data concerning diversity and equity. This means providing clear information about how decisions are made and how resources are allocated, allowing stakeholders to understand the underlying factors that contribute to inequities.
· Accountability: Institutions must establish mechanisms to hold themselves accountable for their actions regarding diversity and inclusion. This includes setting measurable goals, regularly reporting on progress, and creating consequences for failing to address disparities effectively.
· Representation in the Donation Workforce: To create more equitable systems, it is crucial to ensure that the teams involved in decision-making processes reflect the diversity of the communities they serve. This representation helps to bring different 
· perspectives and experiences into the conversation, which is vital for understanding the needs and challenges faced by marginalised groups.
· Explicit Acknowledgement of Historical Harms: Recognising and addressing the historical injustices and systemic inequalities that exist is essential. This acknowledgement involves a commitment to understanding the past and working towards reparative actions that can help rectify the ongoing impacts of these injustices.
In addition to these fundamental aspects, relevant legislation plays a crucial role in promoting anti-racist initiatives. One significant piece of legislation is the Human Rights Act 1998, which embodies principles essential to the advancement of individual rights and freedoms in the UK.
Human Rights Act 1998
The Human Rights Act serves as a cornerstone for protecting the rights of individuals, emphasising autonomy, dignity, and equality before the law. Some key aspects include:
· Right to Life: This protects individuals from unlawful deprivation of life, ensuring that state actions do not unjustly harm citizens.
· Prohibition of Torture and Inhumane Treatment: The Act prohibits torture and inhumane or degrading treatment. This is particularly relevant in contexts where marginalised communities may be at risk of mistreatment.
· Right to a Fair Trial: Everyone is entitled to a fair and public hearing in the determination of their rights and obligations, which reinforces the importance of equality in legal processes.
· Protection Against Discrimination: The Act outlines that everyone is entitled to the rights and freedoms set out without discrimination of any kind, including race, ethnicity, and social status. This aspect is vital for combating systemic racism and ensuring that everyone has equal access to justice and opportunity.
In conclusion, the integration of the Anti-Racist Framework and the principles enshrined in the Human Rights Act of 1998 creates a robust foundation for fostering equity and justice. By prioritising transparency, accountability, representation, and acknowledgement of historical injustices, we can work towards a more inclusive society that recognises and values the rights of all individuals. This holistic approach is essential for dismantling systemic barriers and promoting a future grounded in equality and respect.
Equality Act 2010 (non‑discrimination) & NHS Long Term Plan
The Equality Act 2010 is a crucial piece of legislation aimed at addressing and dismantling structural barriers that limit access to blood and organ donation services. This dissertation highlights the Act's role in establishing a Public Sector Equality Duty (PSED), which is particularly relevant to the National Health Service (NHS) and other public bodies.
The PSED requires these organisations to go beyond simply complying with non-discrimination laws; it obliges them to take proactive measures to prevent discrimination and actively promote equality for all individuals, especially those with specific protected characteristics (Equality Act 2010). These characteristics include race, religion, age, disability, gender, sexual orientation, and pregnancy or maternity status (Equality and Human Rights Commission, 2017).
This framework compels the NHS to not only acknowledge the diverse backgrounds of patients and potential donors but also to ensure that their services are accessible and equitable (NHS England, 2016). By mandating that public bodies integrate equality considerations into their decision-making processes and policies, the Equality Act aims to create an inclusive environment where all individuals, regardless of their identity or background, have equal opportunities to participate in blood and organ donation programs (NHS Blood and Transplant, 2018).
Furthermore, the legislation emphasises the importance of removing barriers and improving access for marginalised communities, ensuring that the benefits of essential healthcare services are distributed fairly (Scottish Government, 2021). Through the lens of the Equality Act 2010, this dissertation explores the ongoing challenges and opportunities for enhancing access to blood and organ donations within the framework of equality and non-discrimination.
Implications
· Positive and Negative Implications:
· Encourages institutions to change practices rather than expecting individuals to adapt. 
· Supports trust‑building measures and community partnerships. 
· Highlights system‑level reforms such as translation services and diverse SNOD recruitment.

Examples from the Articles
Thornton(2023)  
Demonstrates how historical medical injustice has long‑term effects on trust and engagement with healthcare services.

Deedat(2013)
Highlights the failure of institutions to deliver culturally credible information, reinforcing the need for inclusive communication strategies rather than deficit‑based community narratives.
While Deedat (2013) and Thornton (2023) do not present opposing viewpoints, they differ in their analytical emphasis. Thornton (2023) highlights historical institutional failure and lack of accountability within the context of the Infected Blood Scandal, illustrating how state-level harm and delayed justice have contributed to long-term mistrust of healthcare systems. In contrast, Deedat (2013) concentrates on contemporary institutional shortcomings in culturally credible communication, demonstrating how mistrust is maintained through inadequate engagement and information delivery. Together, these perspectives offer a layered understanding of institutional barriers, showing that mistrust is both historically constructed and continually reinforced through current practices.
· Interconnections
Theme 3 directly connects with Themes 1 and 2 by addressing the structural origins of the barriers identified in the analysis. While Theme 1 emphasises mistrust and family-centred decision-making, Theme 3 illustrates that these attitudes stem from historical and institutional failures, including the Infected Blood Scandal. Meanwhile, Theme 2 reveals how intersecting inequalities exacerbate access barriers, a point that Theme 3 further explores by discussing inadequate institutional responses. Together, the themes show that low donation rates are the result of systemic and institutional shortcomings rather than cultural reluctance.
The Tuskegee Syphilis Study and the UK Infected Blood Scandal provide crucial context for understanding contemporary mistrust toward blood and organ donation systems among ethnic minority communities. These events demonstrate that mistrust is not simply cultural reluctance, but a rational response to historical deception, harm, and institutional failure. When examined through an intersectional and anti‑racist lens, these injustices show how socio‑cultural beliefs.

(Theme 1) are reinforced by structural inequities (Theme 2) and sustained by institutional practices that fail to acknowledge past harms (Theme 3). This synthesis highlights the 
[bookmark: _Toc226743166]limitations of awareness‑based interventions and underscores the need for transparent, accountable, and whole‑systems reform to rebuild trust and improve equitable access to donation services.
4.6 – Chapter Conclusion
[bookmark: _Toc226743167]This chapter has provided a comprehensive examination of the socio‑cultural, intersectional, and institutional factors that shape participation in blood and organ donation among ethnic minority communities in the UK. Through the application of multiple theoretical frameworks, the analysis demonstrates that lower donation rates cannot be explained by cultural reluctance alone. Rather, they result from a complex interaction between perceived risks, structural disadvantage, and long‑standing institutional inequities.
The findings highlight how access to information, trust in healthcare institutions, and opportunities for meaningful engagement are closely interconnected with individual beliefs, social positioning, and systemic conditions. Misinformation surrounding donation procedures and health consequences continues to generate fear and uncertainty, while language barriers, limited workforce representation, and historical medical injustices further restrict engagement.
Building on these insights, the following chapter presents evidence‑based recommendations aimed at reducing inequities within blood and organ donation services. By prioritising trust‑building, accessibility, and culturally credible practice, these recommendations seek to support the development of a more inclusive and equitable donation system. Collectively, the findings reinforce that persistent disparities reflect unresolved institutional and structural challenges, rather than individual or cultural failure.





CHAPTER 5 – Conclusion and Recommendations 
[bookmark: _Toc226743168]5.1 – Overall Conclusion  
This dissertation set out to explore the barriers faced by ethnic minority communities in accessing information and resources about blood and organ donation in the UK, as outlined in Chapter 1. The study aimed to identify and critically analyse socio‑cultural, structural, and institutional barriers and to propose recommendations to improve equity and inclusivity within donation services.
Chapter 2 provided the contextual and theoretical foundation for the study, examining the historical development of blood and organ donation, existing inequalities within the UK system, and relevant theoretical frameworks, including the Health Belief Model, intersectionality, and whole‑systems and anti‑racist approaches. This chapter established that disparities in donation are shaped by both individual beliefs and systemic factors.
Chapter 3 outlined the desk‑based methodological approach and justified the use of thematic analysis to examine secondary literature. By applying the CRAAP test to test the validity of each article/journal and Braun and Clarke’s framework, the study ensured a structured and rigorous analysis of existing evidence. 
Chapter 4 addressed how codes were made into themes.  In this chapter's findings, it demonstrated that barriers to donation are multi‑layered. Socio‑cultural beliefs and mistrust Influence engagement with donation information, intersectional inequalities restrict access to resources, and historical and ongoing institutional failures further entrench disengagement. Collectively, the findings show that responsibility for improving donation equity lies primarily with institutions rather than communities.
Overall, the research objectives were met, and the study provides a clear evidence base for the recommendations that follow, which aim to address these barriers through practical, system‑level change.
[bookmark: _Toc226743169]





5.2 – Recommendations 
[bookmark: _Toc226743170][bookmark: _Toc226743171]5.2.1 – Recommendation 1 
Develop Culturally Credible, Community‑Led Information Strategies
[bookmark: _Toc226743172]Linked to Theme 1: (Socio‑Cultural Beliefs and Individual Decision‑Making)
[bookmark: _Toc226743173]Rationale
[bookmark: _Toc226743174]Chapter 4 showed that socio-cultural beliefs, religious uncertainties, mistrust, and family-centred decision-making significantly impact how ethnic minority communities interact with information about blood and organ donation. Generic, nationally designed NHS campaigns often do not resonate with these communities because they lack cultural relevance and trusted messengers. As a result, there is low engagement and limited discussion within families. 

[bookmark: _Toc226743175]Recommendation: NHS Blood and Transplant (NHSBT) To improve community-led information strategies by collaborating with faith leaders, community organisations, and culturally representative advocates. Information should be disseminated in trusted community spaces, such as places of worship and community centres, and provided in relevant languages. The emphasis should be on encouraging open dialogue instead of aiming to persuade. This strategy will promote informed, family-centred decision-making and enhance cultural credibility.

[bookmark: _Toc226743176]Barriers and Limitations:
· [bookmark: _Toc226743177]Insufficient funding and resources
· [bookmark: _Toc226743178]Potential for short-term or superficial engagement
· [bookmark: _Toc226743179]Differences in community needs

[bookmark: _Toc226743180]Addressing Barriers:
· [bookmark: _Toc226743181]To overcome these obstacles, NHSBT should integrate community engagement into its long-term strategies, 
· [bookmark: _Toc226743182]secure ongoing funding and involve community representatives in both planning and evaluation. 
[bookmark: _Toc226743183]This will help ensure consistency and create a significant impact.





[bookmark: _Toc226743184]5.2.2 – Recommendation 2 
[bookmark: _Toc226743185]Reduce Intersectional Barriers Through Accessible and Inclusive Information Pathways
[bookmark: _Toc226743186](Linked to Theme 2: Intersectional Barriers and Structural Inequality)
[bookmark: _Toc226743187]Rationale
Theme 2 highlighted that intersecting factors such as socioeconomic disadvantage, language barriers, digital exclusion, and migration status restrict access to donation information and resources. These barriers limit awareness and engagement even where willingness to donate may exist.
[bookmark: _Toc226743188]Recommendation
NHSBT and local health authorities should ensure that information about blood and organ donation is available through multiple, accessible formats. This includes translated materials, non‑digital options, and integration of donation discussions into routine healthcare interactions, particularly within primary care settings serving high‑need populations. Outreach initiatives should be tailored to local demographic needs.
[bookmark: _Toc226743189]Barriers and Limitations
· [bookmark: _Toc226743190]Inconsistent implementation across regions
· [bookmark: _Toc226743191]Workforce time pressures
· [bookmark: _Toc226743192][bookmark: _Toc226743193]Limited training on intersectionality
[bookmark: _Toc226743194]Addressing Barriers
[bookmark: _Toc226743195]
National guidance, targeted staff training, and collaboration with local authorities and voluntary organisations can support consistent delivery and reduce inequities in access.
[bookmark: _Toc226743196]5.2.3 – Recommendation 3 
[bookmark: _Toc226743197]Strengthen Institutional Trust Through Transparent and Anti‑Racist Practice
[bookmark: _Toc226743198](Linked to Theme 3: Institutional Transformation and Structural Equity)
[bookmark: _Toc226743199]Rationale
[bookmark: _Toc226743200]Theme 3 demonstrated that historical and ongoing institutional failures, including the Infected Blood Scandal, have produced a lasting trust deficit among ethnic minority communities. Mistrust is therefore a rational response to institutional harm rather than cultural reluctance.

[bookmark: _Toc226743201]Recommendation
[bookmark: _Toc226743202]Healthcare institutions should adopt explicit trust‑building and anti‑racist practices. This includes transparent communication about donation processes, acknowledgement of past harms, and improved ethnic diversity within donation and transplantation teams. Institutions should also embed equity and accountability measures within organisational policy and leadership structures.
[bookmark: _Toc226743203]Barriers and Limitations
· [bookmark: _Toc226743204]Institutional resistance to structural change
· [bookmark: _Toc226743205]Difficulty measuring trust outcomes
· [bookmark: _Toc226743206]Long‑term nature of cultural transformation

[bookmark: _Toc226743207]Addressing Barriers
[bookmark: _Toc226743208]Clear accountability frameworks, leadership commitment, and regular evaluation of equity indicators can support sustainable institutional change and rebuild trust over time.
This chapter translates the findings of the dissertation into practical, evidence-based recommendations aimed at improving equitable access to blood and organ donation information and resources for ethnic minority communities in the UK. Drawing directly from the socio-cultural, intersectional, and institutional barriers identified in Chapter 4, the recommendations emphasise culturally credible communication, inclusive access pathways, and the building of institutional trust.
The proposed recommendations recognise that increasing equity in donations requires more than just raising awareness. They highlight the importance of community-led engagement, addressing intersecting structural disadvantages, and adopting transparent, anti-racist institutional practices. By shifting the responsibility away from individuals and communities and directing it towards healthcare systems and policy frameworks, these recommendations align with a whole-systems approach focused on equity in public health.
Although limitations in resources, workforce challenges, and resistance to structural change may hinder the implementation of these recommendations, the proposed strategies indicate that significant progress is possible with ongoing commitment, accountability, and collaboration with the communities involved.  Therefore, enhancing equity in blood and organ donation is not only a public health priority but also a moral obligation. Tackling the barriers highlighted in this study could foster trust, encourage informed participation, and lead to more equitable health outcomes for all communities.
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