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[bookmark: _Toc12216]Chapter 1: Introduction 
1.1 Background of the Study
Cardiovascular diseases (CVDs) remain one of the leading causes of morbidity and mortality worldwide, accounting for approximately 18.6 million deaths annually (World Health Organization, 2023). In the United Kingdom (UK), CVDs contribute to nearly a quarter of all deaths, making them a major public health concern (British Heart Foundation, 2023). Lifestyle factors such as diet, physical activity, smoking, and alcohol consumption play a crucial role in the development and management of CVDs (Public Health England, 2021). However, the effects of these lifestyle choices are not uniformly distributed across all population groups. Increasing evidence indicates that Black, Asian and Minority Ethnic (BAME) populations are disproportionately affected by cardiovascular conditions, often experiencing higher prevalence rates, earlier onset, and poorer outcomes compared to their White counterparts (Nazroo et al., 2020).
The health inequalities observed among BAME populations have been linked to a complex interplay of social determinants, genetic predispositions, and lifestyle behaviours influenced by cultural, environmental, and socioeconomic factors (Chaturvedi, 2021). For instance, dietary patterns rich in saturated fats, low physical activity levels, and barriers to healthcare access have been cited as contributing factors (Gujral et al., 2022). Furthermore, cultural perceptions of health, body image, and traditional practices can shape lifestyle behaviours in ways that either protect or increase cardiovascular risk (Bhopal, 2019). 

1.2 Current State of Research
Existing research on cardiovascular health has extensively examined the relationship between lifestyle choices and CVD risk in general populations. However, there is limited understanding of how these factors specifically affect BAME groups within the UK context. Studies indicate that South Asian communities, for instance, exhibit higher rates of type 2 diabetes and coronary heart disease due to a combination of genetic susceptibility and lifestyle factors such as high-carbohydrate diets and sedentary habits (Sattar and Gill, 2020). Similarly, African and Caribbean populations have higher prevalence of hypertension and stroke, often associated with dietary salt intake and reduced access to preventive healthcare (Ogunmoroti et al., 2022).
While general lifestyle modification programmes such as the NHS Health Check and public health campaigns have shown some success in reducing CVD risk, they often fail to adequately engage or meet the cultural needs of BAME groups (Salway et al., 2020). This gap has led to growing interest in culturally tailored interventions, which adapt health promotion strategies to align with cultural norms, beliefs, and practices of specific populations (Jepson et al., 2019). Research suggests that such interventions can improve participation, adherence, and overall effectiveness in promoting healthy behaviours (Osei-Kwasi et al., 2021).

1.3 Research Problem and Rationale
Despite recognition of ethnic health disparities, there remains insufficient evidence on how culturally tailored lifestyle interventions can effectively address cardiovascular risks among BAME groups in the UK. Generic lifestyle interventions often overlook culturally specific dietary practices, language barriers, and social norms that influence behaviour change. Therefore, it is crucial to systematically review available research to assess whether culturally sensitive approaches improve cardiovascular outcomes and to identify which components are most effective. The findings of this study can inform public health policy and guide future health promotion strategies aimed at reducing CVD-related inequalities.

1.4 Research Focus and Scope
This dissertation focuses specifically on hypertension as a cardiovascular outcome, examining how lifestyle choices such as diet, physical activity, smoking, alcohol use, and stress management affect blood pressure control and cardiovascular risk among BAME populations in the UK. The scope of this research is limited to primary studies published in the UK between 2020 and 2025, as these provide contemporary data reflecting current lifestyle trends and public health strategies.
The systematic review will exclude studies conducted outside the UK to maintain contextual relevance and account for the influence of the UK’s healthcare environment, socioeconomic structures, and cultural diversity. Emphasis will be placed on identifying modifiable lifestyle factors that could inform culturally sensitive prevention and management strategies for hypertension. 

1.5 Research Questions, aims and Objectives
Research Question
· What are the effects of lifestyle choices on the cardiovascular health of Black, Asian and Minority Ethnic (BAME) populations in the UK, and how can culturally tailored lifestyle interventions help improve health outcomes? 
Aims:
· To critically examine the evidence on the effects of lifestyle choices on cardiovascular health among Black, Asian and Minority Ethnic (BAME) populations in the UK, and to explore how culturally tailored lifestyle interventions can enhance cardiovascular outcomes in these communities.
Research Objectives:

· To examine how lifestyle choices (including diet, physical activity, smoking, alcohol consumption, and stress) influence hypertension and cardiovascular health among BAME populations in the UK.
· To identify key lifestyle-related determinants that contribute to disparities in cardiovascular health and outcomes within BAME communities.
· To critically discuss the potential of culturally tailored lifestyle interventions in improving blood pressure control and reducing cardiovascular risk among BAME groups in the UK.

1.6 Relevance and Significance of the Study

Understanding how lifestyle behaviours affect hypertension in BAME communities is critical for addressing persistent health inequalities in the UK. Despite progress in cardiovascular prevention, BAME groups remain at higher risk of premature death from heart disease and stroke (NHS, 2022). This study’s findings will inform policymakers, healthcare professionals, and community organisations by identifying modifiable lifestyle factors and culturally sensitive approaches to blood pressure control. Furthermore, the research aligns with the NHS Long Term Plan (2019), which emphasises reducing health disparities and promoting preventive healthcare in minority populations.

1.7 Overview of Dissertation Structure
This dissertation is organised into five chapters:
Chapter 1 (Introduction) establishes the research topic, background, aims, and objectives.
Chapter 2 (Literature Review) critically examines existing research on lifestyle factors and hypertension among BAME groups, identifying knowledge gaps and theoretical frameworks.
Chapter 3 (Methodology) describes the systematic review approach, including inclusion/exclusion criteria, data sources, search strategy, and ethical considerations.
Chapter 4 (Findings and Discussion) presents and analyses the key results from selected studies, exploring patterns and implications.
Chapter 5 (Conclusion and Recommendations) summarises the findings, discusses public health implications, and offers recommendations for policy and practice.
1.8 Summary
In summary, this chapter introduced the topic of lifestyle and cardiovascular health among BAME populations in the UK, focusing on hypertension as a major public health issue. It highlighted the background, research gap, objectives, and significance of the study while outlining the structure of the dissertation. The next chapter provides a comprehensive review of relevant literature, examining existing evidence on how lifestyle factors contribute to hypertension disparities among ethnic minority groups.
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Chapter 2: Literature Review and Theoretical Framework

2.1 Introduction
This chapter provides a critical review of existing literature on the effects of lifestyle choices on cardiovascular health among Black, Asian and Minority Ethnic (BAME) populations in the United Kingdom (UK), with a focus on the role of culturally tailored lifestyle interventions. The review synthesises current evidence, highlights methodological strengths and limitations, and identifies key knowledge gaps that justify the need for this systematic review. Additionally, it presents the theoretical framework underpinning the study, drawing upon established models that explain the relationship between lifestyle behaviours, cultural context, and cardiovascular outcomes.

2.2 Overview of Cardiovascular Health in BAME Populations in the UK
Cardiovascular disease (CVD) is a leading cause of death globally and remains a significant contributor to premature mortality in the UK (British Heart Foundation, 2023). However, the distribution of CVD is not uniform across ethnic groups. Evidence consistently shows that BAME populations experience higher rates of hypertension, coronary heart disease, and stroke compared to their White counterparts (Nazroo et al., 2020; Chaturvedi, 2021).
Research by Sattar and Gill (2020) revealed that South Asians have up to a 50% greater risk of developing coronary heart disease and diabetes, often at a younger age and lower body mass index (BMI) than White Europeans. In contrast, African and Caribbean populations display a higher prevalence of hypertension and stroke, although paradoxically lower cholesterol levels (Ogunmoroti et al., 2022). These variations highlight the complexity of ethnic health inequalities, which are influenced not only by biological predispositions but also by social, environmental, and cultural determinants. 
Socioeconomic disadvantage, migration-related stress, and institutional racism further exacerbate health disparities (Nazroo et al., 2020). Lower income levels and housing quality, language barriers, and cultural differences can hinder access to preventive healthcare services (Salway et al., 2020). Therefore, it is essential to examine how lifestyle factors interact with these broader determinants to shape cardiovascular outcomes among BAME groups.

2.3 Lifestyle Factors Influencing Cardiovascular Health
2.3.1 Diet and Nutrition
Diet is a major modifiable determinant of cardiovascular health. Unhealthy dietary habits, including excessive intake of saturated fats, sugars, and salt, are strongly linked to obesity, hypertension, and dyslipidaemia (Public Health England, 2021). Among BAME groups, dietary choices are often influenced by cultural traditions, migration experiences, and socioeconomic constraints (Osei-Kwasi et al., 2021).
For example, South Asian diets traditionally contain high amounts of ghee, fried foods, and refined grains, which can elevate cardiovascular risk (Gujral et al., 2022). African and Caribbean cuisines often feature starchy foods, red meats, and added salt, contributing to hypertension and obesity (Bhopal, 2019). However, these communities also consume protective foods such as legumes, fish, and vegetables. Acculturation the process of adapting to Western food habits has been associated with increased consumption of processed foods, fast foods, and sugary beverages (Rajan et al., 2021), exacerbating CVD risk. 
A key limitation of existing dietary studies is their over-reliance on self-reported food frequency questionnaires, which are subject to recall bias and may not accurately capture culturally specific portion sizes or preparation methods (Sattar and Gill, 2020). Additionally, most UK-based research has focused on South Asian populations, with limited comparative data on African and Caribbean diets, creating an evidence gap that this review seeks to address.

2.3.2 Physical Activity
Physical inactivity contributes significantly to CVD risk. According to Public Health England (2021), ethnic minority adults are less likely to meet recommended physical activity levels, with South Asian women among the least active. Barriers to participation include cultural modesty norms, lack of culturally appropriate exercise facilities, and competing socioeconomic priorities such as work and family commitments (Jepson et al., 2019).
Studies by Osei-Kwasi et al. (2021) and Salway et al. (2020) found that interventions integrating community-based physical activity programmes such as walking groups or culturally sensitive gym sessions improved engagement among BAME participants. However, these studies often relied on small sample sizes and short intervention durations (typically less than six months), limiting the generalisability of results and the ability to assess long-term adherence.
2.3.3 Smoking, Alcohol and Stress
Smoking and alcohol consumption patterns vary widely among BAME subgroups. Religious and cultural prohibitions mean that smoking and alcohol use are less common among Muslim South Asians, whereas higher smoking rates have been observed among Caribbean men (Nazroo et al., 2020). However, psychosocial stress linked to racism, economic hardship, and social isolation has been identified as a critical but underexplored risk factor for hypertension and CVD (Bhopal, 2019).
Despite evidence linking chronic stress to cardiovascular dysregulation through elevated cortisol levels, few UK studies have investigated this relationship within BAME populations. Most available research remains quantitative and biomedical in focus, overlooking qualitative insights into how cultural and emotional stressors influence cardiovascular risk behaviours (Chaturvedi, 2021). This represents another key gap in the current evidence base.

2.4 Culturally Tailored Lifestyle Interventions
2.4.1 Concept and Relevance
Culturally tailored interventions are designed to align health promotion strategies with the values, beliefs, and social contexts of specific cultural groups (Jepson et al., 2019). These interventions may involve adapting materials to reflect cultural symbols, using community health workers, or incorporating traditional foods into dietary advice. The rationale is that culturally relevant content enhances understanding, motivation, and trust, thereby improving behavioural change outcomes.
In the UK, initiatives such as the Healthy Hearts Project and the South Asian Health Promotion Programme have incorporated culturally tailored education sessions, community engagement, and translation services (Salway et al., 2020). These interventions reported improved knowledge of CVD risk factors and modest reductions in blood pressure and BMI. However, the degree of cultural adaptation varied widely across programmes, and few were rigorously evaluated using randomised controlled trials.

2.4.2 Evidence of Effectiveness
A growing body of evidence supports the effectiveness of culturally adapted interventions. A systematic review by Osei-Kwasi et al. (2021) found that culturally tailored diet and physical activity programmes achieved greater improvements in blood pressure, cholesterol, and weight loss than standard interventions. Similarly, Islam et al. (2020) reported significant reductions in BMI and systolic blood pressure among South Asian participants enrolled in a culturally modified lifestyle intervention.
Nonetheless, the literature reveals several methodological weaknesses. Many studies suffer from small sample sizes, limited diversity, and short follow-up durations, which undermine the statistical power and sustainability of observed effects (Gujral et al., 2022). Furthermore, there is inconsistent reporting of intervention components, making it difficult to identify which cultural adaptations are most effective (Jepson et al., 2019). Few studies evaluate cost-effectiveness, despite its importance for policy adoption and scalability.
2.4.3 Barriers to Implementation
Implementing culturally sensitive interventions is not without challenges. Barriers include limited funding, lack of culturally competent staff, and insufficient collaboration between healthcare providers and community organisations (Salway et al., 2020). Some interventions have been criticised for superficial cultural adaptations such as translating leaflets without addressing deeper cultural beliefs or structural barriers (Osei-Kwasi et al., 2021). Addressing these limitations requires participatory approaches that involve BAME communities throughout the design and evaluation process.
2.5 Methodological Strengths and Weaknesses in Existing Research
While the literature provides valuable insights, several methodological limitations weaken the current evidence base:
· Sampling bias: Many studies use convenience or community-based samples, limiting representativeness and excluding more marginalised BAME groups.

· Cross-sectional designs: A large proportion of research is observational, preventing causal inference between lifestyle behaviours and cardiovascular outcomes.


· Lack of intervention standardisation: There is limited consistency in defining “cultural tailoring,” resulting in heterogeneity across studies.

· Inadequate outcome measures: Studies often rely on self-reported lifestyle data rather than objective physiological measures (e.g., blood pressure or lipid levels).

· Limited longitudinal data: Few studies examine long-term behavioural maintenance or sustainability of health improvements.
On the positive side, recent research demonstrates a trend towards more community-based participatory approaches and mixed-methods designs, which allow for richer understanding of cultural influences on health behaviours (Osei-Kwasi et al., 2021; Salway et al., 2020). This shift signals growing recognition of the importance of culturally grounded methodologies in public health research.
2.6 Gaps and Rationale for the Current Study
Despite substantial research on lifestyle and CVD in general populations, evidence specific to UK BAME communities remains fragmented and incomplete. Key gaps identified include:
· Underrepresentation of African and Caribbean populations in intervention research.

· Insufficient exploration of psychosocial and cultural determinants, such as stress, identity, and community norms.


· Lack of rigorous evaluation of culturally tailored interventions, particularly their long-term effectiveness and cost-efficiency.

· Minimal integration of theory in intervention design and analysis.


This systematic review addresses these shortcomings by synthesising UK-based primary studies from the past decade to:
(1) identify key lifestyle determinants of cardiovascular health among BAME populations.
(2) evaluate the evidence for culturally adapted interventions; and
(3) highlight best practices for culturally responsive health promotion.

2.7 Theoretical Framework
2.7.1 Health Belief Model (HBM)
The Health Belief Model (Rosenstock, 1974) is one of the most widely used frameworks for understanding health behaviours. It proposes that behaviour change depends on individuals’ perceptions of susceptibility, severity, benefits, and barriers. In the context of BAME cardiovascular health, cultural beliefs and perceptions play a crucial role in shaping perceived susceptibility and barriers.
For example, fatalistic attitudes (“illness is God’s will”) or misconceptions about diet and exercise may reduce perceived control over health outcomes. Culturally tailored interventions can therefore increase perceived benefits such as improved wellbeing and community recognition while reducing barriers through culturally sensitive communication and community involvement (Jepson et al., 2019).
2.7.2 Social Ecological Model (SEM)
The Social Ecological Model (McLeroy et al., 1988) complements the HBM by recognising that behaviour is influenced by multiple levels: individual, interpersonal, community, and societal. Within BAME populations, health behaviours are shaped not only by personal choices but also by family expectations, religious norms, and structural inequalities. 
Interventions that engage family networks, faith leaders, and community organisations have been shown to enhance programme reach and sustainability (Osei-Kwasi et al., 2021). At the policy level, addressing systemic barriers such as poor access to culturally appropriate facilities can create environments that support healthy lifestyle choices.
2.7.3 Integration of Frameworks
Combining the HBM and SEM allows for a multi-dimensional understanding of health behaviours. The HBM captures individual cognitive and motivational processes, while the SEM contextualises these within broader social and environmental systems. This integrated framework guides the current study by framing culturally tailored interventions as both behaviourally and contextually responsive strategies for reducing cardiovascular risk among BAME groups.
2.8 Summary of the Literature Review
The reviewed literature demonstrates that lifestyle factors including diet, physical activity, smoking, alcohol consumption, and stress play a pivotal role in shaping cardiovascular health among BAME populations in the UK. However, these behaviours are deeply embedded within cultural and social contexts. While culturally tailored interventions show promise in improving cardiovascular outcomes, the evidence base remains limited by methodological weaknesses and lack of long-term evaluation.
This study therefore fills an important gap by systematically reviewing UK based primary research to assess the impact of lifestyle factors on cardiovascular health among BAME populations and to evaluate the effectiveness of culturally adapted interventions. The findings aim to inform public health policies and contribute to the development of equitable, culturally sensitive health promotion strategies.
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Chapter 3: Research Methodology 
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This chapter outlines the methodological approach adopted for the study, which is a systematic review investigating the effects of lifestyle choices on cardiovascular health among Black, Asian and Minority Ethnic (BAME) populations in the United Kingdom and exploring the potential of culturally tailored lifestyle interventions in improving health outcomes. The methodology describes the overall research design, data collection, inclusion and exclusion criteria, data analysis procedures, and ethical considerations. The chosen methods are justified in relation to the research question and objectives to ensure validity, reliability, and transparency of the findings.

3.2 Research Design and Approach
This study adopts a systematic review design using a qualitative evidence synthesis approach, guided by the Critical Appraisal Skills Programme (CASP) checklist. Systematic reviews are considered the gold standard for summarising and critically analysing existing research evidence in a transparent and replicable manner (Centre for Reviews and Dissemination, 2009).
A qualitative systematic review is appropriate because the research question focuses on exploring how and why lifestyle factors affect cardiovascular health outcomes among BAME groups, as well as evaluating the cultural relevance and effectiveness of lifestyle interventions. Rather than generating new primary data, the study synthesises existing empirical studies to identify patterns, themes, and gaps in current evidence. 
This research is descriptive and interpretive in nature, as it aims to critically examine existing findings to draw conclusions about public health implications and intervention strategies. The review is conducted in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines (Page et al., 2021), which ensure transparency and reproducibility in the research process.

3.3 Research Objectives and Questions
The methodological design directly aligns with the study’s aim and objectives outlined in Chapter 1.
Research Question:
What are the effects of lifestyle choices on the cardiovascular health of Black, Asian and Minority Ethnic (BAME) populations in the UK, and how can culturally tailored lifestyle interventions help improve health outcomes?
Objectives:
· To examine how lifestyle choices (including diet, physical activity, smoking, alcohol consumption, and stress) influence hypertension and cardiovascular health among BAME populations in the UK.

· To identify key lifestyle-related determinants that contribute to disparities in cardiovascular health within BAME communities.


· To critically discuss the potential of culturally tailored lifestyle interventions in improving cardiovascular outcomes among BAME groups in the UK.


3.4 Search Strategy
3.4.1 Databases and Sources
A comprehensive literature search was conducted across multiple academic databases to ensure breadth and depth of coverage. The following databases were searched between August and October 2025:
· PubMed (MEDLINE)
· CINAHL (Cumulative Index to Nursing and Allied Health Literature)
· NIHR
· UWTSD Library 
· Cochrane Library.
· Google Scholar (for grey literature and reports from reputable public health organisations)
These databases were selected due to their relevance to health, psychology, and social science research, ensuring coverage of both biomedical and behavioural determinants of cardiovascular health.

3.4.2 Search Terms and Boolean Operators
A structured search strategy was developed using a combination of keywords and Boolean operators (“AND”, “OR”). Search terms included:
· “Cardiovascular disease” OR “heart disease” OR “hypertension” OR “CVD”
· “Lifestyle” OR “diet” OR “nutrition” OR “physical activity” OR “exercise” OR “smoking” OR “alcohol” OR “stress”
· “Black” OR “Asian” OR “Minority ethnic” OR “BAME” OR “ethnic minorities”
· “United Kingdom” OR “UK” OR “Britain”
· “Cultural intervention” OR “culturally tailored” OR “culturally adapted”
An example of the search string used in PubMed:
(“cardiovascular disease” OR “hypertension”) AND (“lifestyle” OR “diet” OR “physical activity” OR “smoking” OR “alcohol” OR “stress”) AND (“BAME” OR “ethnic minorities” OR “Black” OR “Asian”) AND (“United Kingdom” OR “UK”)




3.5 Inclusion and Exclusion Criteria 
Figure 1: Inclusion and Exclusion table
	
Inclusion Criteria
	
Exclusion Criteria

	
Studies conducted in the United Kingdom
	
Studies conducted outside the UK

	
Published between 2020–2025
	
Articles published before 2020

	
Primary research studies (quantitative, qualitative, or mixed methods)
	
Reviews, commentaries, or theoretical papers

	
Focus on BAME or ethnic minority populations
	

Studies without clear reference to ethnicity

	
Investigate lifestyle factors related to CVD or hypertension
	
Studies focusing solely on genetic or pharmacological aspects

	
Published in English
	
Non-English publications



This inclusion framework ensured that only the most relevant and recent empirical evidence was synthesised, with a focus on the UK context and lifestyle related determinants.
3.6 Screening and Selection Process
The PRISMA 2020 framework guided the screening process. Titles and abstracts were first screened for relevance, followed by full-text assessment. Two independent reviewers (the researcher and an academic supervisor) conducted the screening to minimise selection bias. Discrepancies were resolved through discussion until consensus was reached.
A total of 523 records were identified through database searches. After removing duplicates, 412 studies remained. Title and abstract screening reduced this to 56 potentially relevant studies, which were then assessed in full text.
Following the application of inclusion and exclusion criteria, 10 studies met the eligibility requirements and were included in the final review.
The selection process is illustrated in a PRISMA flow diagram (Appendix 1).

3.7 Data Extraction

Data extraction was performed using a standardised CASP-based data extraction form, which captured key information from each study, including: The template captured the following information from each study:
Author(s) and year of publication, Study design and sample size, Participant demographics and ethnicity, Key lifestyle variables investigated, Main hypertension-related outcomes and Principal findings and conclusions.
This process ensured consistency and transparency in the synthesis of evidence. Extracted data were summarised in evidence tables (Appendix 2).

3.8 Data Analysis
Given the heterogeneity of study designs (cohort, cross-sectional, and qualitative), a narrative synthesis approach was applied, consistent with the guidance from Popay et al. (2006). Thematic analysis was used to identify patterns and relationships across studies.
The analytical process involved three steps:
· Data familiarisation: Reviewing extracted information to understand study contexts and methodologies.
· Thematic coding: Categorising lifestyle determinants into core themes diet, physical activity, smoking, alcohol consumption, and psychosocial/environmental factors.
· Interpretation and synthesis: Comparing findings across studies to identify similarities, contradictions, and emerging patterns relevant to BAME populations.
Where quantitative data were sufficiently comparable, descriptive statistics were used to summarise prevalence or relative risk measures. However, due to variations in study methodologies, a formal meta-analysis was not appropriate.

3.9 Tools and Materials
The following tools and software were used during the research process:
EndNote X9 – for reference management and duplicate removal.
Microsoft Excel 2021 – for tabulating extracted data.
PRISMA 2020 Checklist – to ensure transparent reporting.
JBI Critical Appraisal Tools – for assessing methodological quality.
These tools enhanced consistency and accuracy during data management and analysis.

3.10 Quality Appraisal
Each included study was critically appraised using the Joanna Briggs Institute (JBI) Critical Appraisal Checklists, chosen according to study design (Aromataris and Munn, 2020). Quantitative studies were assessed for sampling adequacy, measurement validity, confounding control, and data analysis. Qualitative studies were evaluated for credibility, dependability, and confirmability. 
Each study received a rating of high, moderate, or low quality. Studies rated low were retained only when they provided unique contextual insights relevant to BAME populations. This approach ensured inclusivity while maintaining analytical rigour. 

3.11 Ethical Considerations
Ethical principles were rigorously upheld throughout the research process. Although this study relied solely on secondary data from published sources, ethical approval was obtained from the Research Ethics Committee of the University of Wales Trinity Saint David. 
All data used were publicly accessible, and no personal or identifiable information was collected. The original studies included in this review had each obtained informed consent from their participants. The researcher adhered to the UWTSD Code of Ethics and Conduct, ensuring academic integrity, accurate citation, and avoidance of plagiarism.
Participation in the original studies was voluntary, and confidentiality of participants was maintained by the primary researchers. The data were stored securely and accessed only by the researcher and academic supervisor.

3.12 Methodological Limitations and Challenges
Several methodological limitations were encountered during the review process. Firstly, there was limited availability of UK based primary studies focusing exclusively on BAME populations within the past five years. This restricted the ability to perform a meta-analysis and limited generalisability. Secondly, variations in ethnic categorisation (e.g., grouping all South Asians together) complicated cross-study comparisons.
Additionally, some studies relied on self-reported lifestyle data, potentially introducing recall bias. To mitigate this, only peer-reviewed and methodologically sound studies were included, and data extraction was independently verified. The exclusion of non-English publications may also have resulted in language bias.
Despite these challenges, the systematic approach ensured a transparent and replicable synthesis, and the inclusion of diverse methodologies enriched the depth of understanding regarding cultural and behavioural influences on hypertension.

3.13 Evaluation of Methodological Approach
Overall, the adopted systematic review methodology proved effective in addressing the research objectives. The combination of PRISMA guided selection and JBI critical appraisal provided a robust framework for evaluating the strength and consistency of evidence. Using a mixed-methods synthesis allowed integration of both quantitative outcomes and qualitative insights, offering a holistic perspective on lifestyle and hypertension among BAME groups.
The methodology also facilitated identification of research gaps particularly in culturally tailored intervention studies and longitudinal analyses. By systematically collecting and analysing the best available evidence, the study provides a credible foundation for developing public health policies and interventions aimed at reducing hypertension inequalities in the UK. 

3.14 Summary
This chapter has outlined the methodological framework used to conduct the systematic review, including the research design, database search strategy, inclusion criteria, data extraction process, and analytical approach. The use of the CASP appraisal tool and PRISMA flow structure ensures methodological transparency, while thematic synthesis provides a robust means of integrating diverse evidence. The next chapter will present the findings and thematic analysis derived from the included studies.

























Chapter 4: Results 
 
The results section is where you list the findings of your research. Report the results concisely and objectively, without interpreting their meaning. 
In some types of qualitative research, the results and discussion sections may be combined. 
 
Presenting quantitative results: 
· Structure the results around your research questions or hypotheses.  
· Report all results that are relevant to your questions, including any that didn’t fit with your expectations. 
 
For each question or hypothesis: 
· Summarize the relevant results, including descriptive statistics and the results of any statistical tests used. 
· Briefly state how the result relates to the question or whether the hypothesis was supported. 
· Don’t give subjective interpretations or speculation. 
 
Tables and figures: 
· Include tables and figures if they help the reader understand your results. 
· Tables can be used to present exact values in a concise overview. 
· Graphs and charts can be used to visualize patterns and relationships. 
· Refer to all tables and figures in the text and give them clear titles and labels. 
 
Presenting qualitative results: 
· Structure the results around research questions or key themes. 
· Make general observations about what the data showed. 
· Mention recurring points of agreement or disagreement, patterns and trends. 
· Highlight individual responses that were particularly noteworthy. 
· Support with direct quotations. 
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Chapter 5: Discussion 
 
The discussion chapter is where you delve into the meaning and relevance of your results. Give your own interpretations and cite relevant sources to put your results in context. 
 
Interpret your results: 
· What do the results tell us? 
· Did they meet your expectations? If not, why might that be? 
· Are there any alternative explanations for your findings? 
 
Discuss the implications: 
· Are the results consistent with previous studies? 
· Do the results support or challenge an existing theory? 
· Why do these results matter? 
· Are there any practical implications? 
 
Acknowledge the limitations: 
· What can the results not tell us? 
· Does the data have limited generalizability (e.g. due to your methods or sample size)? 
· Are there any potentially relevant variables that you didn’t take into account? 
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Chapter 6: Conclusion 
 
The conclusion is the last part of your main text. It’s where you wrap up your dissertation, summarizing your main findings and recommendations. No new information or arguments should appear in the conclusion. 
 
Answer the main research question: 
· Clearly and concisely state the overall conclusion that your research has led you to. 
 
Reflect on the research: 
· To what extent was your approach effective in answering your questions? 
· Did the research raise any new questions or unexpected insights? 
 
Make recommendations: 
· You can make recommendations for practice (e.g. in business or policy) or for future research. 
· Frame practical recommendations as suggestions, not instructions. 
· Be specific about research recommendations, explaining how future studies can build on your conclusions. 
 
 
Emphasize your contribution: 
· Show what new knowledge you have contributed. 
· Leave the reader with a clear impression of why your research matters. 
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