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[bookmark: _Toc214613284]ABSTRACT
This dissertation examined the disproportionately high prevalence of Type 2 diabetes among South Asian communities in the United Kingdom, with the aim of understanding the biological, cultural, lifestyle and structural factors that contribute to this inequality.
The study was guided by objectives that explored the impact of genetic predisposition, socio-cultural influences, health behaviours, and barriers to accessing appropriate care. This research is significant within health and social care because it highlights ongoing inequalities that affect early diagnosis, treatment outcomes, and the risk of long-term complications for marginalised ethnic groups.
A desk-based research design was used, drawing exclusively on published academic literature, national reports and peer-reviewed studies. A thematic analysis approach was applied to organise the literature into patterns and recurring concepts. This method enabled a systematic exploration of the complex and interconnected risk factors influencing diabetes prevalence in this population.
The findings revealed several dominant themes: early onset linked to biological susceptibility; cultural and lifestyle practices that increase risk; structural and communication barriers within healthcare; and the influence of family roles on health behaviours. These themes demonstrate how biological, behavioural and social determinants interact to heighten risk for South Asian groups and contribute to persistent health inequalities.
The research identified limitations, including the reliance on secondary data, variation in study quality, and gaps in culturally specific research. These may influence the generalisability of the findings but also highlight areas requiring further investigation.
From the findings, three key recommendations were developed. These include expanding culturally tailored diabetes education, implementing earlier and community-based screening for South Asians, and adopting family-centred lifestyle interventions. These recommendations contribute to future practice, policy development, public health planning, and further research aimed at improving outcomes and reducing inequalities within South Asian communities.
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[bookmark: _Toc214613286]Introduction
Diabetes is one of the most pressing public health challenges facing the UK today, with Type 2 diabetes accounting for over 90% of cases. It affects people across all ethnic groups, individuals of South Asian descent including people from Indian, Pakistani, Bangladeshi, and Sri Lankan backgrounds are disproportionately affected. Research shows that South Asian communities in the UK are up to six times more likely to develop Type 2 diabetes compared to the White British population, (Diabetes UK,2021), and they often develop the condition at a younger age and lower body mass index (BMI). This has significant implications for both individuals and health services, contributing to a greater burden of disease and increased risk of long-term complications such as cardiovascular disease, kidney failure, and vision loss (Barnett et al.,2006).
The relevance of this research lies in the urgent need to understand the complex combination of genetic, lifestyle, socio-economic, and cultural factors that contribute to this heightened risk. Factors such as diet, physical inactivity, insulin resistance, and limited access to culturally appropriate health education all play a role. Additionally, language barriers, health beliefs can delay diagnosis and hinder effective management (Stone et al.,2016).














Overview of the Topic
Diabetes, particularly Type 2 diabetes (T2D), represents one of the most significant public health challenges in the UK, with cases continuing to rise across all demographic groups. However, the burden of T2D is not evenly distributed, and certain ethnic communities experience disproportionately higher risks. Among these, people of South Asian descent—originating from Indian, Pakistani and Bangladeshi backgrounds—are consistently shown to be at significantly greater risk of developing T2D compared with the White British population (Diabetes UK, 2021). 
This topic is highly relevant because it highlights a clear health inequality within the UK population and emphasises the need for targeted public health interventions. Understanding the interplay of biological, cultural, behavioural, and socio-economic factors is essential for addressing this inequality. Research suggests that genetic predisposition, central obesity, dietary patterns, physical inactivity, and reduced access to culturally appropriate healthcare all contribute to the elevated risk in South Asian communities (Barnett et al., 2006; Patel et al., 2016). Investigating these factors is crucial for informing national strategies such as the NHS Long Term Plan, which prioritises improved prevention and earlier diagnosis among high-risk ethnic groups (NHS England, 2019). Consequently, this research area is vital for improving health outcomes, reducing healthcare costs, and promoting equitable access to diabetes prevention and management across all communities in the UK.
Background
Type 2 diabetes (T2D) has become an increasingly urgent public health issue in the UK, with prevalence rising steadily since the late 20th century. Historically, the rise in T2D among South Asian communities can be traced to post-World War II migration, when large numbers of people from India, Pakistan and Bangladesh settled in the UK during the 1950s–1970s (Modood, 2005). Research began to show that South Asians were experiencing disproportionately high rates of T2D compared with the White British population (McKeigue et al., 1991). Early epidemiological studies identified a combination of genetic susceptibility and lifestyle changes associated with migration such as reduced physical activity and increased consumption of calorie dense foods (McKeigue et al., 1991).
Contemporary research has further strengthened understanding of this disparity. South Asians in the UK today are up to six times more likely to develop T2D and tend to develop the condition 10–12 years earlier than their White British counterparts (Diabetes UK, 2021; Public Health England, 2018). 
In response, UK health policy has increasingly recognised ethnic health inequalities. The NHS Long Term Plan (2019) explicitly prioritises earlier detection, diabetes prevention, and culturally appropriate interventions for high-risk ethnic groups. Recent community-based programmes and adapted lifestyle interventions have shown promising results in improving awareness and self management among South Asian populations (Bhopal et al., 2019). 

Aim of the Dissertation: 
The aim of this dissertation is to critically examine the prevalence, risk factors, and health inequalities associated with Type 2 diabetes among South Asian communities living in the UK, and to evaluate how cultural, biological, and socio-economic determinants contribute to their elevated risk. The study also aims to assess the effectiveness of current public health strategies, NHS interventions, and culturally tailored programmes designed to prevent, detect, and manage diabetes within these populations. By synthesising existing evidence, the dissertation seeks to identify gaps in current practice and propose informed recommendations to improve culturally competent care, enhance early diagnosis, and reduce long-standing health disparities affecting South Asian individuals at risk of or living with Type 2 diabetes.
The primary aim of this research is to investigate the disproportionately high prevalence of Type 2 diabetes among South Asian communities in the UK and to examine the biological, cultural, and socio-economic factors that contribute to this increased risk, in order to inform more effective and culturally appropriate public health strategies
Outline what you hope to achieve through this dissertation, including the broader impact or contribution to the field. Through this dissertation, I aim to develop a comprehensive understanding of why South Asian communities in the UK experience disproportionately high rates of Type 2 diabetes and how a combination of biological, cultural, and socio-economic determinants shapes this health inequality. By critically analysing existing research, public health data, and contemporary NHS strategies, the dissertation seeks to identify the key factors that place South Asian individuals at greater risk and explore how these factors influence prevention, diagnosis, and ongoing management of the condition.
A central goal of the dissertation is to evaluate the effectiveness of current public health interventions including culturally tailored education programmes, screening initiatives, and lifestyle-based prevention strategies and to determine whether these approaches adequately address the needs of South Asian populations. By highlighting both strengths and limitations in existing practice, the study aims to propose evidence-based recommendations that can support more culturally competent care.
More broadly, the dissertation hopes to contribute to the wider field of public health by deepening understanding of ethnic health inequalities and demonstrating the importance of culturally informed approaches in tackling chronic conditions. Its findings aim to support policymakers, NHS practitioners, and community organisations in designing more equitable health strategies that ultimately help to reduce the burden of diabetes and improve long-term health outcomes for South Asian communities.             



Definitions and Terminology
Understanding the key terms used within this dissertation is essential for establishing clarity and consistency. Diabetes mellitus refers to a group of chronic metabolic disorders characterised by elevated blood glucose levels resulting from defects in insulin secretion, insulin action, or both. TT2D which develops when the body becomes resistant to insulin or when the pancreas is unable to produce sufficient insulin to maintain normal glucose levels. Unlike Type 1 diabetes, which is autoimmune in nature, T2D is strongly influenced by lifestyle, genetic predisposition, and environmental factors.
Key concepts such as risk factors, prevalence, and health inequalities are also central to this dissertation. Risk factors include biological traits (e.g., insulin resistance), behavioural influences (e.g., diet, physical activity), and broader social determinants such as deprivation or access to healthcare. 
Taken together, these definitions provide the conceptual foundation for exploring why T2D disproportionately affects South Asian communities in the UK.
Key Definitions: 
[bookmark: _Toc214613287]Diabetes Mellitus
A chronic metabolic condition characterised by elevated blood glucose levels due to defects in insulin secretion, insulin action, or both. Over time, uncontrolled diabetes can lead to complications affecting the heart, kidneys, eyes, nerves, and blood vessels.
[bookmark: _Toc214613288]Type 2 Diabetes (T2D)
This occurs when the body becomes resistant to insulin or fails to produce enough insulin to regulate blood glucose. It is strongly influenced by genetic factors, lifestyle behaviours, age, and environmental conditions.
[bookmark: _Toc214613289]Insulin Resistance
A metabolic state in which the body’s cells do not respond effectively to insulin, causing the pancreas to produce more insulin to maintain normal glucose levels. Persistent insulin resistance is a major contributing factor to Type 2 diabetes.
[bookmark: _Toc214613290]South Asian Communities
This include people from India, Pakistan, Bangladesh, and Sri Lanka. This population group is recognised in UK health research due to distinctive cultural, genetic, dietary, and socio economic characteristics that influence health outcomes.
[bookmark: _Toc214613291]

Prevalence
A statistical measure describing the proportion of individuals within a population who have a specific condition, such as Type 2 diabetes, at a particular point in time.
[bookmark: _Toc214613292]Risk Factors
Characteristics or exposures that increase the likelihood of developing a disease. For Type 2 diabetes, these include biological (e.g., family history, central obesity), behavioural (e.g., diet, physical inactivity), and social determinants (e.g., deprivation, access to healthcare).
[bookmark: _Toc214613293]Health Inequalities
Systematic, avoidable, and unfair differences in health outcomes between groups, often shaped by ethnicity, socio-economic status, education, or environmental conditions.














[bookmark: _Toc214613294]Relevance and Importance of These Terms to the Research
The key terms outlined in this dissertation are essential for ensuring that readers have a clear understanding of the concepts central to examining Type 2 diabetes among South Asian communities in the UK. Diabetes mellitus and Type 2 diabetes (T2D) form the core of the research focus; defining these terms establishes a foundation for understanding how the condition affects the body and why it poses such a significant public health challenge
The inclusion of terms such as insulin resistance is crucial because it highlights one of the primary physiological factors that increase diabetes risk in South Asian populations. This helps the reader understand why these communities may experience the condition earlier or more severely than other groups.
Defining South Asian communities is also essential because the term is used throughout UK health research to describe a culturally and demographically distinct group with shared characteristics that influence diabetes risk. Clarifying this category ensures the research avoids ambiguity and acknowledges the diversity within the population being studied.
Similarly, terms such as prevalence, risk factors, and health inequalities are vital for interpreting public health data and understanding how and why diabetes affects certain groups more than others
Together, explaining these terms supports clarity, accuracy, and accessibility, allowing a wide readership to engage with the research regardless of prior knowledge.
Rational for research 
The rising prevalence of Type 2 diabetes (T2D) among South Asian communities in the UK represents a significant public health concern. This dissertation has been chosen to address the disproportionate burden of diabetes in these populations, who are up to six times more likely to develop T2D than their White British counterparts and often at younger ages and lower body mass index (BMI) thresholds (Diabetes UK, 2021; Public Health England, 2018). 
The purpose of this research is to explore these multifaceted determinants, critically evaluate the effectiveness of existing public health interventions, and identify areas where culturally tailored strategies may improve prevention.
The broader significance of this research lies in its potential to reduce health inequalities and enhance culturally competent care. Overall, the research seeks to inform both academic knowledge and practical health policy initiatives to improve long-term outcomes for South Asian individuals living with Type 2 Diabetes.
Second, there is insufficient evaluation of the effectiveness of culturally tailored interventions for diabetes prevention and management. Although programmes exist within the NHS and community settings, research examining their long-term impact, accessibility, and adaptability across different South Asian communities is scarce (Bhopal et al., 2019).
Third, much of the current literature relies on quantitative epidemiological data, with fewer studies exploring qualitative insights from patients and communities themselves. 
This dissertation contributes to addressing these gaps by synthesising existing evidence, critically evaluating current interventions, and highlighting areas for improvement in culturally competent care. By doing so, it provides actionable recommendations for public health practitioners and policymakers, 

















 Identified Problems and Research Gaps
Despite the significant burden of Type 2 diabetes (T2D) among South Asian populations in the UK, there remain notable gaps in research that this dissertation aims to address. First, while the higher prevalence and earlier onset of T2D in these communities are well documented, there is limited understanding of how cultural, social, and behavioural factors interact with biological predispositions to influence disease development and management (Gujral et al., 2013; Patel et al., 2016). Existing studies often focus on general risk factors without accounting for the unique dietary practices, health beliefs, and lifestyle behaviour of culturally tailored 
This dissertation contributes to addressing these gaps by synthesising existing evidence, critically evaluating current interventions, and highlighting areas for improvement in culturally competent care. By doing so, it provides actionable recommendations for public health practitioners and policymakers, aiming to reduce health inequalities, improve diabetes outcomes, and enhance the effectiveness of targeted interventions for South Asian communities in the UK.
Research Objectives: 

Objective 1: To critically review existing literature on the prevalence, risk factors, and complications of Type 2 diabetes among South Asian populations in the UK.
Objective 2: To examine the biological, lifestyle, and socio-cultural determinants contributing to the heightened risk of Type 2 diabetes in these communities.
Objective 3: To evaluate current public health initiatives, NHS programmes, and community-based interventions targeting Type 2 diabetes in South Asian populations.
Objective 4: To identify gaps in research and practice, particularly regarding culturally tailored approaches and health inequalities, and propose evidence-based recommendations to improve prevention, diagnosis, and management.









Conclusion
Chapter 1 has introduced the research focus on the disproportionately high prevalence of Type 2 diabetes (T2D) among South Asian communities in the UK. The chapter highlighted the background and context of the topic, emphasizing historical migration patterns, genetic predispositions, lifestyle factors, and socio-economic determinants that contribute to elevated diabetes risk. Key definitions, terminology, and relevant acronyms were clarified to ensure clarity for readers unfamiliar with the subject. The rationale for the study established the significance of addressing health inequalities and the need for culturally tailored public health interventions. 
Signposting to Chapter 2
Having established the background, rationale, and research aim and objectives in Chapter 1, the dissertation now moves to Chapter 2, the Literature Review. This chapter will provide a detailed examination of existing research on Type 2 diabetes (T2D) among South Asian communities in the UK, exploring the prevalence, biological, cultural, and socio-economic determinants, and associated health inequalities. It will critically analyse studies evaluating public health strategies, NHS interventions, and community based programmes designed to prevent and manage T2D in these populations. By synthesising current knowledge, Chapter 2 will identify research gaps and highlight areas where culturally tailored approaches may improve outcomes. 












[bookmark: _Toc214613295]CHAPTER 2 – Background Information and Analysis 
The purpose of this chapter is to provide the essential background needed to understand the wider context of diabetes within South Asian communities in the UK. It outlines the historical, cultural, and theoretical factors that shape the prevalence and management of diabetes in this population. By exploring patterns of disease, lifestyle influences, migration history, and existing public health responses, this chapter establishes why diabetes poses a significant and growing challenge for South Asian groups.
This background chapter also introduces key concepts and frameworks relevant to understanding health inequalities, cultural diversity, and risk factors specific to South Asian communities. By examining these influences, it creates a strong foundation for the research and highlights the factors contributing to disproportionately high diabetes rates. Ultimately, this chapter prepares the reader for the later analysis by linking existing evidence with the research aims, providing context for the problem, and reinforcing the importance of addressing diabetes within this community.

[bookmark: _Toc214613296]Development of the topic
The disproportionate burden of type 2 diabetes (T2DM) in South Asian populations emerged clearly in epidemiological literature from the late 20th century onwards. Early community surveys in the UK showed markedly higher known diabetes prevalence among people of South Asian origin than among white Europeans  a landmark house to house investigation in Southall (West London) in the early 1980s reported age-adjusted prevalence in South Asians several times that of Europeans, explicitly drawing clinical and public health attention to ethnic disparities.  
A key early clinical observation was that South Asian people tend to develop T2DM at younger ages and at lower body mass indices (BMI) than white Europeans. This pattern younger onset, greater metabolic risk at lower BMI, and greater central/visceral fat deposition was documented in multiple UK clinical series in the 1980s and 1990s and has been reinforced by larger cohort studies since. Those findings prompted clinicians and public-health agencies to treat South Asian ethnicity as an independent risk factor requiring earlier screening and culturally tailored prevention.  
Major conceptual milestones and cohort studies
1. Thrifty-genotype and evolutionary hypotheses (1960s → present).
James V. Neel’s “thrifty genotype” hypothesis (1962) proposed an evolutionary explanation for why certain populations have higher susceptibility to metabolic diseases when exposed to caloric abundance. This hypothesis catalysed decades of research into genetic and evolutionary contributors to diabetes risk in populations undergoing rapid nutritional and lifestyle change, including South Asians. Modern work debates and refines Neel’s ideas (e.g., integrating evolutionary mismatch and life-course models).  
2. Population cohorts that quantified ethnic differences (1980s–present).
Large UK cohorts such as the Southall and Brent Revisited (SABRE) study (baseline 1988–1991) systematically compared cardiovascular disease and diabetes across Europeans, South Asians and African Caribbeans, and provided robust longitudinal data showing persistent excess cardiometabolic risk in South Asian groups. In North America, the MASALA cohort (designed in the 2010s) similarly characterised high diabetes prevalence and investigated mechanistic drivers (insulin secretion deficits, visceral/ectopic fat) among South Asian immigrants. These cohort studies shifted the field from isolated clinic reports to population-level, longitudinal evidence.  
3. Epidemiological confirmations and rising burden (2000s–2020s).
Systematic reviews and regional studies have documented sharply rising diabetes prevalence across South Asia and in the South Asian diaspora, with some meta-analyses reporting marked increases in prevalence over the first two decades of the 21st century. This trend has reoriented global and regional public-health planning (service provision, screening guidance, culturally appropriate prevention).  
4. Mechanistic and genetic insights (2010s–2020s).
Recent genetic and pathophysiological studies show that South Asians often exhibit greater insulin resistance, impaired insulin secretion, and higher ectopic fat (hepatic and visceral) at lower BMI. Diagnostic and equity challenges (2020s).
Research during the 2020s has raised concerns that commonly used diagnostic tools (for example, HbA1c) may under-detect or delay diagnosis in some South Asian individuals because of population differences in haemoglobin variants or red-cell biology, prompting calls to review testing practices and ensure equitable diagnosis and care.  
Significant figures and organisations
· James V. Neel proposed the thrifty genotype hypothesis (1962), a foundational theoretical idea that stimulated decades of genetic and population research into ethnic differences in diabetes risk.  
· MASALA investigators (e.g., Kanaya, Gujral and collaborators) led? North American cohort work that identified mechanistic drivers (impaired insulin secretion, visceral fat) contributing to the elevated T2DM risk among South Asians. (Goh,2018).

Organisations that have shaped policy, guidance and community responses include Diabetes UK (national guidance, ethnicity-specific risk communications and screening advice), the NHS (service delivery and culturally adapted primary care initiatives), the WHO/Regional WHO offices population guidance for South-East Asia), and professional societies and research consortia which fund and publish cohort and mechanistic studies. These organisations translated epidemiological findings into screening recommendations earlier screening ages lower BMI cut offs for South Asians, public health campaigns, and research funding priorities.  
How these developments shaped current understanding
The combined effect of the hypothesised genetic susceptibility (thrifty ideas), large scale epidemiology (Southall, SABRE, MASALA), mechanistic biology (insulin secretion, ectopic fat) and policy responses (Diabetes UK, NHS guidance) is a contemporary consensus that South Asian ethnicity is associated with earlier and higher risk of T2DM, often at lower BMI, and that diagnosis, prevention and management must be adapted accordingly. Current research priorities therefore include refining genetic and metabolic mechanisms, improving diagnostic accuracy across ethnic groups, and designing culturally congruent prevention and treatment strategies.  
Significant Historical Figures and Contributions:
The development of knowledge about diabetes risk in South Asian communities has been shaped by a number of influential researchers, clinicians, and organisations. One of the earliest and most influential contributors was James V. Neel, whose “thrifty genotype” hypothesis (1962) provided a foundational theoretical explanation for why certain populations including South Asians experience higher susceptibility to type 2 diabetes when transitioning to energy-dense diets and sedentary lifestyles (Neel, 1962
In the UK context, HM Mather and colleagues made a landmark contribution through their population study in Southall during the 1980s, which first highlighted that South Asian groups had significantly higher rates of known diabetes compared with white Europeans (Mather & Keen, 1985). This study was pivotal in bringing ethnic health inequalities to the attention of UK policymakers and clinicians, prompting further investigation into the causes and scale of these disparities.
Long-term epidemiological research has also been shaped by the SABRE (Southall and Brent Revisited) Study, led by investigators including Theresa Tillin and Nish Chaturvedi. SABRE provided robust, longitudinal evidence confirming that South Asians develop diabetes at younger ages and at lower BMIs, with distinctive metabolic characteristics (Tillin et al., 2010). This work has influenced UK public-health guidelines by demonstrating the need for earlier and more frequent screening in South Asian populations.
In the United States, the MASALA Study (Mediators of Atherosclerosis in South Asians Living in America), led by Anoop Shankar, Alka Kanaya, and colleagues, offered further insights into mechanisms such as reduced insulin secretion, greater visceral fat, and ectopic fat deposition in South Asians (Kanaya et al., 2014). 
Key organisations have also shaped the field. Diabetes UK has played a leading role in public-health communication and policy advocacy, issuing guidance that recognises South Asian ethnicity as a major risk factor and promoting culturally tailored prevention initiatives (Diabetes UK, 2021). Likewise, the World Health Organization (WHO) has developed global guidance on diabetes prevention that recognises the high burden of NCDs in South Asia and urges countries to implement early-screening and lifestyle-intervention programmes (WHO, 2016).
Together, these figures and organisations have deepened understanding of why diabetes disproportionately affects South Asian communities by highlighting genetic, metabolic, cultural, and socio-environmental contributors. Their work continues to guide evidence-based interventions and policy reform aimed at reducing inequalities.
Understanding the high prevalence of type 2 diabetes among South Asian communities requires engagement with several foundational theories and concepts spanning genetics, metabolism, sociology, and public health.
One of the earliest frameworks influencing research in this area is the Thrifty Genotype Hypothesis, proposed by Neel (1962). This theory suggests that certain populations developed genetic adaptations for efficient fat storage during times of famine; however, when exposed to modern high-calorie diets, these adaptations become maladaptive, increasing susceptibility to diabetes. Although contested and refined, this concept remains a foundational lens for exploring biological vulnerability in South Asian populations.
A related but more contemporary concept is the Thrifty Phenotype Hypothesis, introduced by Hales and Barker (1992). This life-course model argues that undernutrition during fetal and early life leads to metabolic programming that increases the risk of insulin resistance and type 2 diabetes in adulthood. 
The concept of Metabolic Syndrome also underpins much of the research in this field. Metabolic syndrome refers to a cluster of risk factors—including central obesity, dyslipidaemia, hypertension and insulin resistance that significantly increase the likelihood of developing type 2 diabetes (Alberti et al., 2009). South Asian populations are known to develop metabolic syndrome at lower BMI thresholds, making this concept essential for explaining early and disproportionate disease onset.
Another key theoretical framework is the Social Determinants of Health (SDH) model, which recognises that health outcomes are influenced not only by biology but also by social, cultural and economic conditions (Marmot, 2005). For South Asian communities, factors such as migration stress, cultural dietary norms, lower socioeconomic status, and barriers to accessing healthcare all play a significant role in shaping diabetes risk.
Finally, the concept of Culturally Tailored Health Interventions is central to modern diabetes prevention strategies. This approach emphasises that health messages and interventions should reflect cultural values, language, diet, religion, and family roles—factors shown to be critical in improving outcomes in South Asian populations (Kandula et al., 2015).
Together, these theories and concepts create a comprehensive framework for understanding why type 2 diabetes disproportionately affects South Asian communities, and they provide the foundation for designing effective, culturally appropriate interventions.
The theories and concepts underpinning diabetes research have been applied widely to understand the disproportionate burden of type 2 diabetes among South Asian populations. The Thrifty Genotype Hypothesis has been used in numerous studies to explore potential evolutionary explanations for increased insulin resistance among South Asians. For example, Chandalia et al. (2007) applied this framework when examining genetic markers and metabolic traits in Asian Indian populations.
Similarly, the Thrifty Phenotype Hypothesis has been applied in research investigating the long-term effects of early-life undernutrition, which is common in many South Asian countries. Studies by Yajnik (2002) demonstrated that low birth weight and poor fetal nutrition among Indian populations were strongly associated with insulin resistance and diabetes in adulthood, supporting Hales and Barker’s (1992) metabolic programming model.
The concept of Metabolic Syndrome has been used extensively to explain clustering of risk factors in South Asians. Misra et al. (2009) applied this framework to show that South Asians develop central obesity, dyslipidaemia, and glucose intolerance at younger ages and lower BMI cut-offs than white Europeans, reinforcing the need for population-specific diagnostic thresholds.
Behavioural frameworks such as the Health Belief Model (HBM) have been used in intervention studies to understand cultural beliefs and health behaviours. For example, Jolly et al. (2016) used HBM principles in designing culturally adapted lifestyle programmes for South Asians in the UK,.
Finally, the concept of Culturally Tailored Interventions has been widely applied in community-based programmes. The South Asian Heart Lifestyle Intervention (SAHELI) study, led by Kandula et al. (2015), used cultural tailoring such as language-specific education and adaptation to South Asian diets to improve physical activity and diet-related behaviours. This demonstrated the effectiveness of culturally grounded approaches in reducing diabetes risk factors.
Together, these studies show how biological, behavioural, and sociocultural theories have guided evidence-based research and shaped targeted interventions for South Asian communities.
The theories underpinning research on diabetes in South Asian communities offer important insights, but each is accompanied by methodological and conceptual limitations. The Thrifty Genotype Hypothesis is influential in explaining population level genetic susceptibility, yet it has been widely criticised for lacking strong genetic evidence. Despite decades of research, no single “thrifty” gene or clear evolutionary pathway has been identified, leading some scholars to argue that the theory oversimplifies complex metabolic traits (Speakman, 2008). Critics also note that it risks reinforcing biological determinism and overlooking social determinants of health, which may play a larger role in diabetes disparities.
The Thrifty Phenotype Hypothesis offers a stronger empirical foundation by linking fetal undernutrition to adult metabolic disease. Its strength lies in robust epidemiological evidence, particularly from South Asia, where low birth weight and malnutrition remain common (Yajnik, 2002). However, the model is criticised for assuming a linear relationship between early-life deprivation and adult disease, when in reality, gene–environment interactions and life-course factors are far more complex. Some researchers argue that the model underestimates the contributions of lifestyle factors, migration stress, and cultural practices in shaping diabetes risk.
The concept of Metabolic Syndrome is clinically useful, providing a framework for identifying high-risk individuals. Its strength is its ability to capture multiple risk factors simultaneously. However, debates persist regarding its diagnostic validity. Critics argue that the syndrome may be an artificial clustering of symptoms rather than a distinct biological condition (Kahn et al., 2005). In South Asian populations, the use of universal BMI and waist circumference thresholds has been heavily contested, as these measures often fail to capture metabolic risk accurately.
Behavioural frameworks such as the Health Belief Model (HBM) offer valuable insights into perceptions of risk and health behaviours. While the model is helpful in designing targeted interventions, it has been criticised for individualising responsibility and failing to consider structural barriers—such as socioeconomic disadvantage, limited access to culturally competent care, and systemic health inequalities (Janz & Becker, 1984). 
Finally, culturally tailored intervention models represent a major advancement in diabetes prevention, with strong evidence supporting their effectiveness. However, some scholars caution that these approaches risk stereotyping cultural groups if not grounded in community engagement. They may also struggle to address broader determinants such as poverty, food environments, and discrimination, which cannot be resolved solely through cultural adaptation.
Overall, while these theories provide valuable frameworks, they each capture only part of the complex picture. Contemporary research increasingly emphasises the need for integrated models that blend biological, sociocultural and structural explanations to fully understand diabetes disparities in South Asian communities.
International Context 
Type 2 diabetes among South Asian populations is recognised globally as a major public-health challenge, with both regional and international bodies acknowledging its rapid increase and unique characteristics. In South Asia including India, Pakistan, Bangladesh and Sri Lanka diabetes prevalence has risen sharply due to urbanisation, dietary transitions, and reduced physical activity, prompting governments to adopt national non-communicable disease (NCD) strategies aligned with the WHO Global Action Plan for NCDs. These policies emphasise early screening, lifestyle interventions, and strengthening primary care services.

Globally, migrant South Asian communities in the UK, USA, Canada and the Middle East exhibit disproportionately higher diabetes risk, leading to targeted approaches within national guidelines. For example, the NHS in the UK recommends earlier diabetes screening for South Asians, while culturally tailored lifestyle programmes have been implemented in the United States, such as the MASALA-informed interventions, focusing on diet, physical activity and community engagement.
International trends highlight a shift towards culturally sensitive prevention strategies, integration of digital health tools, and growing recognition of genetic and metabolic risk factors. Despite progress, global disparities remain, with low- and middle-income South Asian countries facing limited healthcare infrastructure and rising disease burdens.
National/Local UK Context
UK Perspective
In the UK, Type 2 diabetes (T2D) is a major public health concern, particularly among Black, Asian, and Minority Ethnic (BAME) groups. National epidemiological data demonstrates that individuals from South Asian backgrounds have significantly higher rates of T2D compared to the White British population. A large-scale primary care analysis showed that the prevalence of T2D in the Asian ethnic group was substantially greater than in the White group.
Importantly, the issue of ethnic health inequity is not only seen in prevalence but also in diagnosis and care. For instance, recent research has identified a genetic variant common in South Asians that may render HbA1c tests less accurate in this group, potentially delaying diagnosis and treatment.  Moreover, stigma around diabetes within ethnic minority communities is increasingly recognised, with organisations like Diabetes UK reporting that 97% of people from non-white backgrounds have experienced diabetes-related stigma, highlighting the social as well as medical dimensions of inequality.  
Nationally, public health bodies and healthcare services are responding to these challenges with targeted interventions. The NHS, in its Long-Term Plan, explicitly acknowledges that people from some ethnic minority groups carry a disproportionately high risk of T2D. 
Policy and Regulation
Several national policies and regulatory frameworks are directly relevant to this dissertation topic. One key piece is the NICE Quality Standard QS167, which mandates that individuals from Black, Asian, and other minority ethnic groups who are at high risk of T2D should be referred to intensive lifestyle-change programmes.  This recommendation formalises the recognition that standard prevention thresholds may not adequately serve ethnic minority populations and calls for tailored preventive action.
Diabetes UK has also developed a Tackling Inequity Strategy (2025–2030), which highlights equity (as opposed to mere equality) as central to its mission.  The strategy explicitly focuses on structural barriers such as stigma, poverty, and limited access to culturally competent services and aims to diversify diabetes research, healthcare workforce, and patient engagement. Diabetes UK’s Tackling Inequality Commission, launched in 2023, further underlines this commitment by investigating the root causes of disparities in care for South Asian and other underserved populations.  
These policies and initiatives have direct implications for the research topic: they shape how diabetes prevention and care are delivered to South Asian communities, influence the priorities of public health programmes, and create a policy environment in which culturally sensitive research is both necessary and increasingly supported.

























Conclusion
This chapter has provided an in-depth background to the study, outlining the historical development of Type 2 diabetes among South Asian communities, its theoretical foundations, and the wider international and UK contexts. It highlighted how genetic predispositions, migration patterns, cultural practices, and socio-economic factors contribute to the elevated risk of diabetes in this population. The chapter also examined global frameworks such as WHO targets, alongside national and local UK policies including NHS programmes and NICE guidelines, illustrating how diabetes prevention and management are strategically addressed. Together, these insights demonstrate the complexity of diabetes disparities and the need for culturally responsive healthcare approaches. The next chapter, Methodology, will build on this background by outlining the research design, approach, and methods used to explore these issues. The contextual foundations established here will guide methodological choices, ensuring that the study is informed, focused, and grounded in relevant evidence.
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[bookmark: _Toc214613297]CHAPTER 3 – Methods and Search Strategy 

[bookmark: _Toc214613298] Introduction 
This chapter explains the methodology employed to conduct a desk-based, literature-focused study on Type 2 diabetes among South Asian communities in the UK. The research follows a systematic approach to identify, select, and critically analyse relevant academic and policy sources (Bryman, 2016). The academic methodology poster provided a visual overview of the research process, including search strategy, inclusion/exclusion criteria, and data analysis; this chapter expands on each element in detail. The methods described here are essential for ensuring rigor, transparency, and replicability, and they underpin the thematic analysis presented in Chapter 4 (Creswell & Creswell, 2018). By clearly outlining the approach, this chapter demonstrates how sources were identified and synthesised to address the research aim and objectives, ensuring that the review is both comprehensive and focused on the research problem (Hart, 2018).

[bookmark: _Toc214613299]Search Strategy
Keywords for the literature search were derived from the research question and title, incorporating both basic terms (e.g., “Type 2 diabetes,” “South Asian,” “UK”) and more technical synonyms (e.g., “T2D,” “ethnic minorities,” “health inequalities”) (Booth, Sutton & Papaioannou, 2016). Boolean operators were applied to optimise search results: AND combined terms to ensure relevance (e.g., “Type 2 diabetes AND South Asian”), OR captured synonyms or related concepts (e.g., “T2D OR Type 2 diabetes”), and NOT excluded irrelevant topics (Hart, 2018). This strategy enabled the systematic retrieval of high-quality academic studies, government reports, and policy documents from databases such as PubMed, Scopus, and Google Scholar (Bryman, 2016). The structured approach ensured comprehensive coverage of literature, while maintaining focus on sources directly relevant to diabetes prevalence, risk factors, and culturally tailored interventions for South Asian populations in the UK (Diabetes UK, 2021; Public Health England, 2018).
Connection to the Dissertation: 
The research methods employed in this study are essential for systematically identifying and analysing relevant literature, which forms the foundation for the thematic findings presented in Chapter 4. By using a structured, desk-based approach, the study ensures that selected sources are directly relevant to understanding Type 2 diabetes among South Asian communities in the UK (Bryman, 2016). This method allows for the critical evaluation of epidemiological studies, qualitative research, and policy reports, enabling the synthesis of evidence on prevalence, risk factors, and culturally tailored interventions (Creswell & Creswell, 2018). The rigorous approach ensures that thematic analysis in later chapters is grounded in robust, high-quality evidence, supporting the research aim and objectives while providing credible recommendations for public health practice.
 Search Strategy
Keywords for the literature search were derived from the research question and dissertation title, including both basic terms such as “Type 2 diabetes,” “South Asian,” and “UK,” and technical synonyms like “T2D,” “ethnic minorities,” and “health inequalities” (Booth, Sutton & Papaioannou, 2016). Boolean operators were used to refine searches: AND to combine terms and ensure relevance (e.g., “Type 2 diabetes AND South Asian”), OR to capture synonyms (e.g., “T2D OR Type 2 diabetes”), and NOT to exclude unrelated topics. This approach ensured systematic retrieval of academic papers, government reports, and policy documents from databases such as PubMed, Scopus, and Google Scholar, providing comprehensive coverage while maintaining focus on the South Asian population in the UK (Hart, 2018; Diabetes UK, 2021).
[bookmark: _Toc214613300]Developing Keywords and Boolean Operators
To conduct a systematic literature search, keywords were derived directly from the research question and dissertation title. Basic terms included “Type 2 diabetes,” “South Asian,” and “UK,” reflecting the focus of the study (Bryman, 2016). More technical or professional synonyms were also incorporated to capture a broader range of relevant literature, including “T2D,” “ethnic minorities,” “health inequalities,” “prevalence,” “risk factors,” and “culturally tailored interventions” (Booth, Sutton & Papaioannou, 2016).
Boolean operators were applied to refine and optimise search results. AND was used to combine terms and ensure that retrieved articles addressed multiple relevant concepts simultaneously, e.g., “Type 2 diabetes AND South Asian AND UK.” OR allowed inclusion of synonyms or related terms to broaden the search, e.g., “T2D OR Type 2 diabetes,” while NOT was used to exclude irrelevant topics, e.g., “Type 2 diabetes NOT Type 1 diabetes” (Hart, 2018). This structured approach ensured a comprehensive yet focused collection of high-quality sources, including academic studies, policy reports, and national data, all directly relevant to understanding T2D among South Asian populations in the UK.
 Structured Search Plan
A structured search plan was developed to ensure a systematic and transparent approach to identifying relevant literature on Type 2 diabetes in South Asian communities in the UK. The process began by defining clear research objectives and translating them into searchable concepts, which guided the selection of keywords and synonyms. Search terms were recorded in a table, along with Boolean combinations (AND, OR, NOT) to refine results and improve relevance (Booth, Sutton & Papaioannou, 2016).
Databases including PubMed, Scopus, Google Scholar, and NHS Evidence were systematically searched, and relevant articles, reports, and policy documents were logged with details such as title, author, year, abstract, and source. This allowed easy tracking of search results and ensured transparency and reproducibility. Search strategies were iterative new keywords identified from relevant articles were added to subsequent searches, ensuring comprehensive coverage of both academic and grey literature (Hart, 2018). By documenting the search process and results, the plan provided a clear audit trail, supporting the rigorous identification and selection of sources for thematic analysis in Chapter 4.
[bookmark: _Toc214613301]Searching for Information
To identify relevant literature for this dissertation, multiple academic databases and platforms were systematically searched. These included PubMed, Scopus, Google Scholar, and the UWTSD Library database. PubMed and Scopus were selected for their comprehensive coverage of peer-reviewed medical, public health, and social science research, ensuring access to high-quality studies on Type 2 diabetes and ethnic health disparities (Bryman, 2016; Booth, Sutton & Papaioannou, 2016). Google Scholar was used to identify additional grey literature, policy reports, and government publications, while the UWTSD Library provided access to full-text articles and resources not freely available online.
To narrow results, filters were applied, including publication date (2010–2025) to ensure contemporary relevance, peer-reviewed sources for reliability, and UK-based studies to maintain national contextual relevance. Iterative adjustments were made during the search process, such as adding new keywords identified from relevant studies and using Boolean operators (AND, OR, NOT) to improve search precision (Hart, 2018).
A source tracking table was created to record and summarise findings, including author, year, study type, methodology, sample size, main findings, and notes. This table ensured systematic organisation of evidence and transparency of the search process. A copy of the table is provided in Appendix A, supporting reproducibility and ease of reference for thematic analysis Chapter 4.
 Research Validation
To ensure the quality and relevance of sources, skimming techniques were applied initially. Articles were reviewed using their title, abstract, introduction, and conclusion to quickly determine relevance to Type 2 diabetes in South Asian communities in the UK (Hart, 2018). The CRAAP test—evaluating Currency, Relevance, Authority, Accuracy, and Purpose—was used to systematically assess each source’s reliability (Blakeslee, 2004). Priority was given to sources that strongly met the most critical criteria, particularly Currency, Relevance, and Authority, ensuring evidence was up-to-date, directly aligned with the research question, and from reputable authors or organisations. For example, a study reporting national prevalence rates from Diabetes UK (2021) was deemed highly reliable due to its currency, UK focus, and authoritative source, and therefore included. Sources lacking these key qualities were excluded to maintain academic rigor and relevance for thematic analysis.




[bookmark: _Toc214613302]3.4 Inclusion and Exclusion Criteria
Inclusion criteria focused on sources that were published between 2010 2025, peer-reviewed, written in English, and specifically addressed Type 2 diabetes among South Asian populations or ethnic minorities in the UK. Studies had to provide primary or secondary data, policy insights, or culturally tailored intervention strategies (Bryman, 2016).
Exclusion criteria included studies outside the UK, non-English publications, research on Type 1 diabetes or general diabetes not disaggregated by ethnicity, and sources lacking methodological transparency or credibility. This ensured that the literature review remained focused, relevant, and evidence based.

[bookmark: _Toc214613303]Analysing Research
A thematic coding approach was employed to analyse the selected literature on Type 2 diabetes among South Asian communities in the UK. Each source was reviewed in detail, with key ideas, issues, and recurring keywords identified and recorded as initial codes (Braun & Clarke, 2006). These codes were then compared and grouped into broader themes that reflected the research question and objectives, such as prevalence, biological risk factors, socio-cultural influences, and culturally tailored interventions.
To manage the analysis systematically, tools such as tables, colour coding, and spreadsheets were used to track codes, source references, and emerging themes. This structured approach allowed for clear organisation and ensured that patterns across studies could be identified efficiently, supporting transparency and replicability (Nowell et al., 2017). The thematic framework developed here directly informs the presentation and discussion of findings in Chapter 4, ensuring alignment between the literature review, analysis, and research objectives.
[bookmark: _Toc214613304]Ethical Considerations
This research was entirely secondary in nature, relying solely on existing academic literature, policy reports, and official datasets, with no primary data collection or participant involvement (Bryman, 2016). Academic integrity was maintained by accurately citing all sources using the Harvard referencing style, ensuring that ideas and findings from other authors were properly acknowledged and avoiding any misrepresentation (Hart, 2018). Furthermore, transparency and credibility were prioritised by carefully selecting sources that were relevant, reliable, and of high quality, and by presenting findings objectively to minimise bias. These steps ensured that the study adhered to ethical standards appropriate for literature-based research, providing a trustworthy foundation for subsequent analysis and discussion.

[bookmark: _Toc214613305] Chapter Conclusion
This chapter outlined the systematic approach used to locate, evaluate, and analyse literature on Type 2 diabetes among South Asian communities in the UK. Key steps included developing keywords, applying Boolean operators, selecting databases, using skimming techniques, applying the CRAAP test, and employing a thematic coding approach to organise findings (Braun & Clarke, 2006; Nowell et al., 2017). Ethical considerations and inclusion/exclusion criteria ensured transparency and rigor. The structured methodology provides a robust foundation for Chapter 4, which will present the findings organised into clear themes, directly addressing the research question and objectives.
[bookmark: _Toc214613306]Chapter 4: Introduction
This chapter presents the findings and discussion of the literature analysed in Chapters 2 and 3, focusing on Type 2 diabetes among South Asian communities in the UK. The chapter is organised thematically, reflecting key issues identified through the systematic literature review and thematic coding process. Themes include prevalence and early onset, biological and lifestyle risk factors, socio-cultural influences, barriers to management, and culturally tailored interventions. Each theme is critically evaluated, drawing on both quantitative and qualitative evidence, and discussed in relation to the research aim and objectives. The chapter concludes by highlighting implications for policy, practice, and future research.
[bookmark: _Toc214613307]Thematic Analysis
Thematic analysis is a method used to systematically identify, analyse, and report patterns or themes within qualitative data (Braun & Clarke, 2006). In the context of secondary research, it allows for the extraction of meaningful insights from a body of literature, enabling researchers to synthesise findings across multiple studies and highlight recurrent concepts, issues, or trends. This approach is particularly suited to literature-based dissertations, as it provides a structured framework to organise diverse evidence while remaining flexible to emerging ideas (Nowell et al., 2017).

In this study, thematic analysis was applied to the selected literature on Type 2 diabetes in South Asian communities in the UK. Each article was reviewed, and key ideas were coded systematically, as recorded in the coding/results table presented in Chapter 3 (see Appendix A). These initial codes were then grouped into broader themes that reflect the research objectives, including prevalence and early onset, biological and lifestyle risk factors, socio-cultural influences, barriers to management, and culturally tailored interventions. These themes provide the structure for the findings and discussion in this chapter, facilitating a comprehensive evaluation of the literature while directly addressing the research aim and objectives.
[bookmark: _Toc214613308]















Theme 1: Prevalence and Early Onset of Type 2 Diabetes in South Asian Communities in the UK
[bookmark: _Toc214613309]Definition
Prevalence refers to the proportion of individuals in a population who have a particular disease at a given time, while early onset denotes the occurrence of a condition at a younger age than typically observed (Gujral et al., 2013). In the context of Type 2 diabetes (T2D), these concepts are critical as South Asian communities in the UK not only experience higher prevalence rates but also tend to develop the condition 10–12 years earlier than their White British counterparts (Barnett et al., 2006; Diabetes UK, 2021). Understanding these terms is essential for interpreting patterns of disease burden, planning preventive interventions, and addressing health inequalities.

[bookmark: _Toc214613310]Background Information
Historically, South Asians migrated to the UK in significant numbers during the mid-20th century, primarily from India, Pakistan, Bangladesh, and Sri Lanka. Migration patterns, combined with changes in diet, physical activity, and urban living, have contributed to an increased risk of T2D (Gujral et al., 2013; Patel et al., 2016). The NHS and public health bodies have recognised that South Asian populations experience disproportionately high rates of diabetes, with prevalence estimates ranging from 15% to 25%, compared to approximately 6%–8% in the White British population (Barnett et al., 2006; Public Health England, 2018). This disparity is consistent across age groups, gender, and socio-economic status, highlighting systemic inequalities in health outcomes.
Early onset of T2D in South Asians is partly attributed to genetic predisposition, including a higher likelihood of insulin resistance and central adiposity, and epigenetic factors influenced by migration and lifestyle changes (Gujral et al., 2013; Razak et al., 2007). Notably, South Asians often develop diabetes at lower Body Mass Index (BMI) thresholds than their White counterparts, indicating that standard diagnostic cut-offs may underestimate risk in this population (Diabetes UK, 2021).

[bookmark: _Toc214613311]Impact on Research Question
This theme directly informs the research aim of understanding why South Asian communities in the UK are disproportionately affected by T2D. By examining prevalence and early onset, the study highlights both the magnitude of the issue and the urgency for culturally appropriate interventions. High prevalence rates and earlier onset underscore the need for targeted screening, prevention, and management strategies, aligning with public health priorities and the NHS Long Term Plan (NHS England, 2019). Addressing this theme helps contextualise subsequent discussions on risk factors, barriers to care, and intervention effectiveness.

[bookmark: _Toc214613312]Statistical Information
Epidemiological studies indicate that South Asians are up to six times more likely to develop T2D than White British individuals (Barnett et al., 2006; Public Health England, 2018). Data also show that the mean age of diagnosis for South Asians is approximately 45 years, compared with 55–57 years for the White population (Diabetes UK, 2021). Research further demonstrates that 30–40% of South Asian adults may have prediabetes or undiagnosed diabetes, reflecting both genetic vulnerability and challenges in early detection (Gujral et al., 2013). These statistics emphasise the significant health burden and the potential for early interventions to prevent complications such as cardiovascular disease, nephropathy, and neuropathy (Razak et al., 2007).

[bookmark: _Toc214613313]Theories, Policies, and Legislation
Theoretical Framework
The Health Belief Model (HBM) is relevant here, as it suggests that perceptions of susceptibility, severity, benefits, and barriers influence health behaviours (Rosenstock, 1974). South Asians may underestimate personal risk due to cultural beliefs or lack of awareness, delaying screening and lifestyle modification. Similarly, social determinants of health theory highlights how socio-economic status, education, and environmental factors contribute to disease prevalence (Marmot, 2010). 
Policy and Legislation
Several UK policies target diabetes prevention and management in high-risk populations. NICE Quality Standard QS167 mandates referral of high-risk individuals, including ethnic minorities, to structured lifestyle-change programmes (NICE, 2016). The NHS Long Term Plan also emphasises prevention in ethnic minority communities, expanding the Diabetes Prevention Programme (DPP) to improve access and equity (NHS England, 2019). These frameworks provide the context for evaluating prevalence data and inform the development of targeted interventions that aim to reduce early onset and associated complications.






[bookmark: _Toc214613314]Implications
Positive Implications
Recognising the high prevalence and early onset of T2D in South Asians has driven the development of culturally adapted interventions, such as translated educational materials, community-based lifestyle programmes, and digital DPPs tailored for ethnic minorities (Patel et al., 2016; Diabetes UK, 2021). Early identification through targeted screening may reduce long-term complications, improving health outcomes and reducing NHS costs.
Negative Implications
Conversely, high prevalence and early onset can exacerbate health inequalities if interventions are not accessible or culturally appropriate. Delayed diagnosis remains common due to stigma, limited awareness, and lower health literacy (Patel et al., 2016). Additionally, standard BMI cut-offs may fail to identify at-risk individuals, limiting early detection and prevention opportunities.

[bookmark: _Toc214613315]Examples from Articles
· Barnett et al. (2006) highlighted that South Asians in the UK are diagnosed with T2D 10–12 years earlier than White populations, with higher rates of cardiovascular complications.
· Gujral et al. (2013) reviewed global and UK evidence, showing that genetic susceptibility, insulin resistance, and visceral fat contribute to early onset.
· Patel et al. (2016) demonstrated that cultural beliefs and low awareness impede engagement with healthcare services, reinforcing the need for tailored interventions.
· Diabetes UK (2021) provided national prevalence statistics and emphasised policy-driven solutions to address disparities in early detection and management.

[bookmark: _Toc214613316]Summary
Theme 1 demonstrates that prevalence and early onset of T2D in South Asian communities is a critical issue in the UK, shaped by genetic, lifestyle, and socio-cultural factors. Statistical evidence confirms significantly higher rates compared with the White population, and early onset increases susceptibility to complications. The Health Belief Model and social determinants frameworks help explain behavioural and structural influences. Policy initiatives, such as NICE  and the NHS Long Term Plan, aim to address disparities, yet challenges remain in accessibility and cultural adaptation. Understanding this theme is foundational for exploring subsequent themes on risk factors, barriers, and interventions.
[bookmark: _Toc214613317]Theme 2: Biological and Lifestyle Risk Factors of Type 2 Diabetes in South Asian Communities in the UK
[bookmark: _Toc214613318]Definition
Biological risk factors refer to inherited or physiological characteristics that increase an individual’s likelihood of developing a disease, such as genetic predisposition, insulin resistance, and central obesity (Gujral et al., 2013). Lifestyle risk factors encompass behavioural and environmental influences, including diet, physical inactivity, and smoking, which interact with biology to heighten diabetes risk (Chiu et al., 2011). 

[bookmark: _Toc214613319]Background Information
South Asians in the UK have a higher propensity for insulin resistance compared to White populations, even at lower BMI levels (Razak et al., 2007). Central adiposity, or visceral fat accumulation, is more common in this population and contributes to metabolic syndrome, a precursor for T2D (Gujral et al., 2013). Historical shifts in diet following migration, including higher intake of refined carbohydrates, sugar-rich foods, and saturated fats, combined with reduced physical activity, exacerbate these biological vulnerabilities (Patel et al., 2016; Chiu et al., 2011). The urban UK environment, characterised by sedentary occupations and limited access to culturally appropriate recreational facilities, further compounds lifestyle-related risks.

[bookmark: _Toc214613320]Impact on Research Question
This theme directly addresses the research question by highlighting why South Asian communities are disproportionately affected by T2D. Understanding biological and lifestyle risk factors clarifies mechanisms behind higher prevalence and early onset and informs culturally sensitive interventions targeting modifiable behaviours while acknowledging inherent physiological susceptibility (Gujral et al., 2013; Razak et al., 2007).

[bookmark: _Toc214613321]Statistical Information
Epidemiological evidence demonstrates that South Asians have 2 4 times higher insulin resistance compared to White Europeans at comparable BMI levels (Chiu et al., 2011). Central obesity affects approximately 40–50% of UK South Asians, compared to 25–30% of White populations, contributing to higher metabolic risk (Gujral et al., 2013). Physical inactivity is reported in up to 60% of South Asian adults, with women being particularly affected due to cultural and social barriers (Patel et al., 2016). These statistics underscore the combined biological and lifestyle factors driving T2D disparities.


[bookmark: _Toc214613322]Theories, Policies, and Legislation
Theoretical Framework
The Health Belief Model (HBM) applies here, as individuals perceived susceptibility and benefits influence engagement with lifestyle interventions (Rosenstock, 1974). South Asians may underestimate the risk of T2D despite genetic vulnerability, limiting preventive behaviour. Additionally, social determinants of health theory explain how socio-economic status, educational attainment, and environmental factors interact with biology and lifestyle to increase risk (Marmot, 2010).
Policy and Legislation
UK policies addressing risk factors include the NHS Diabetes Prevention Programme (DPP), which offers structured lifestyle interventions targeting high-risk ethnic minority groups (NHS England, 2019). NICE guidance NG17 recommends culturally appropriate education, dietary advice, and exercise promotion tailored to South Asian communities (NICE, 2015). These frameworks aim to mitigate lifestyle risks while considering biological predispositions, improving early identification and reducing complications.

[bookmark: _Toc214613323]Implications
Positive Implications
Recognition of combined biological and lifestyle risk factors has led to culturally tailored interventions, such as community-based exercise programmes, diet workshops, and translation of educational materials into relevant South Asian languages (Patel et al., 2016). Early identification of high-risk individuals allows for proactive lifestyle modification, potentially delaying or preventing T2D onset.
Negative Implications
Failure to address these risk factors perpetuates health inequalities. Biological susceptibility, when combined with sedentary lifestyles and unhealthy dietary patterns, accelerates disease onset and severity. Gender disparities are pronounced, as South Asian women often face cultural barriers to exercise and healthcare access, increasing their risk further (Patel et al., 2016). Additionally, standard diagnostic criteria, such as BMI thresholds, may not adequately capture high-risk individuals, limiting early detection (Razak et al., 2007).

[bookmark: _Toc214613324]Examples from Articles
1. Gujral et al. (2013) conducted a review of global and UK studies, highlighting that South Asians have higher insulin resistance, central obesity, and earlier onset of T2D. This supports the theme by demonstrating the interplay of biological and lifestyle factors and agrees with the findings of Barnett et al. (2006).
2. Patel et al. (2016) provided qualitative evidence showing cultural beliefs and social norms as barriers to exercise and healthy eating, illustrating how lifestyle factors intersect with socio-cultural determinants. Together, these studies highlight both consensus and complementary perspectives, enhancing understanding of the theme and its connection to the research question.

[bookmark: _Toc214613325]Connections to Other Themes
Theme 2 is closely connected to Theme 1: Prevalence and Early Onset, as biological and lifestyle risk factors directly contribute to higher prevalence and younger age of diagnosis. It also links to Theme 3: Socio-cultural Influences, since cultural practices, beliefs, and family norms mediate lifestyle behaviours, affecting diet, exercise, and engagement with healthcare services. Understanding these interconnections is essential for developing holistic, culturally sensitive interventions targeting South Asian communities in the UK.

[bookmark: _Toc214613326]Summary
Theme 2 demonstrates that biological predisposition and lifestyle behaviours collectively contribute to the disproportionate burden of T2D among South Asians in the UK. High insulin resistance, central adiposity, dietary habits, and physical inactivity interact with socio-cultural and environmental factors, accelerating early onset and prevalence. Evidence from multiple studies supports the need for targeted interventions that consider both intrinsic and modifiable risk factors. By linking these findings to Theme 1 and highlighting their interconnection with socio-cultural influences, this theme provides a comprehensive understanding of the multifactorial drivers of T2D.
[bookmark: _Toc214613327]Influences on Type 2 Diabetes Management in South Asian Communities in the UK
[bookmark: _Toc214613328]Definition
Socio-cultural influences refer to the social, cultural, and community-based factors that shape individual behaviours, beliefs, and health outcomes. In the context of Type 2 diabetes (T2D), these include cultural dietary habits, religious practices, family structures, gender roles, social norms, and community perceptions of health and illness (Patel et al., 2016; Sohal et al., 2015). Understanding these influences is essential because they affect disease management, engagement with healthcare services.



[bookmark: _Toc214613329]Background Information
South Asian communities in the UK are diverse, with distinct traditions and beliefs inherited from India, Pakistan, Bangladesh, and Sri Lanka. Historically, migration patterns and the resulting settlement in urban areas led to changes in lifestyle and health behaviours. Dietary patterns often feature high carbohydrate and saturated fat content, which, combined with limited physical activity, increase T2D risk (Choudhury et al., 2013). Religious and cultural practices, such as fasting during Ramadan or celebrations involving calorie-dense foods, can influence blood glucose control and medication adherence (Sohal et al., 2015). Family expectations and gender norms can further impact an individual’s ability to prioritise health, particularly for women who may have caregiving responsibilities limiting their time for exercise or healthcare appointments (Patel et al., 2016).

[bookmark: _Toc214613330]Impact on Research Question
This theme directly addresses the research question by exploring why South Asians face barriers in managing T2D effectively. Socio-cultural factors explain discrepancies in adherence to lifestyle recommendations, participation in screening programmes, and engagement with healthcare services. Understanding these influences is vital for designing culturally tailored interventions and health promotion strategies that are acceptable and effective within these communities (Patel et al., 2016; Sohal et al., 2015).

[bookmark: _Toc214613331]Statistical Information
Research indicates that up to 60% of South Asian adults report difficulty adhering to dietary recommendations due to traditional eating habits, while 45% report challenges with physical activity because of cultural or familial expectations (Patel et al., 2016). Women are disproportionately affected, with studies showing that South Asian women are 1.5 times more likely than men to be sedentary, limiting opportunities for glucose control (Sohal et al., 2015). These statistics underscore the role of socio-cultural factors in diabetes management and highlight the need for culturally sensitive interventions.






[bookmark: _Toc214613332]Theories, Policies, and Legislation
Theoretical Framework
The Health Belief Model (HBM) provides insight into how cultural beliefs and perceived barriers influence health behaviour (Rosenstock, 1974). For example, low perceived susceptibility or fatalistic beliefs about diabetes can reduce motivation to engage in preventive measures. Social Cognitive Theory (SCT) also explains how family, peers, and community norms influence behaviour through observational learning and social reinforcement (Bandura, 1986). Applying these frameworks helps to understand adherence patterns and informs culturally relevant health interventions.
Policy and Legislation
UK policies, such as NICE NG17 and the NHS Diabetes Prevention Programme (DPP), highlight the need for culturally tailored health education for ethnic minorities (NICE, 2015; NHS England, 2019). These policies support interventions that consider language, literacy, and cultural norms, enabling more effective diabetes management. Local councils and charities often deliver community-based programmes, providing education in native languages and addressing social barriers, further reinforcing national policies.

[bookmark: _Toc214613333]Implications
Positive Implications
Acknowledging socio-cultural factors has enabled the development of tailored interventions, such as community health workshops, diet modifications compatible with cultural foods, and exercise programmes sensitive to gender norms (Patel et al., 2016). These initiatives increase engagement and adherence, improving glycaemic control and reducing long-term complications.
Negative Implications
Cultural practices can also pose challenges. Traditional diets high in refined carbohydrates and fats, social pressure to participate in communal meals, and gendered caregiving responsibilities may hinder effective self-management (Choudhury et al., 2013; Sohal et al., 2015). Failure to address these barriers perpetuates disparities in diabetes outcomes, particularly for women and older adults.




[bookmark: _Toc214613334]Examples from Articles
1. Patel et al. (2016) conducted qualitative interviews with South Asian adults, highlighting that family expectations and gender norms limit engagement in physical activity and adherence to dietary recommendations. This study reinforces the theme by demonstrating how socio-cultural factors directly affect diabetes management and aligns with the Health Belief Model.
2. Sohal et al. (2015) examined beliefs and practices in British South Asian communities, showing that fasting during religious periods and communal eating patterns influence glycaemic control. This study complements Patel et al. (2016), confirming that cultural practices both support and challenge management strategies.
3. Choudhury et al. (2013) reported that South Asians often prefer culturally familiar foods even when advised otherwise, highlighting tension between medical guidance and cultural habits. Unlike Patel et al. (2016), this study emphasises dietary choices over physical activity but still supports the overarching theme that socio-cultural context affects T2D outcomes.
These studies collectively highlight the consistent influence of socio-cultural factors while offering complementary perspectives on specific barriers, such as diet versus exercise. 

[bookmark: _Toc214613335]Connections to Other Themes
Theme 3 interconnects with Theme 1 (Prevalence and Early Onset) and Theme 2 (Biological and Lifestyle Risk Factors). Socio-cultural practices influence lifestyle behaviours, such as diet and physical activity, which in turn affect biological risk factors and early onset of T2D. Additionally, cultural beliefs shape perceptions of disease severity and susceptibility, linking closely with theoretical frameworks applied in Theme 2. Understanding these intersections is crucial for designing holistic, effective interventions that consider both intrinsic and extrinsic factors affecting South Asian communities.

[bookmark: _Toc214613336]Summary
There 3 demonstrates that socio-cultural influences are central to understanding diabetes management challenges in South Asian communities. Cultural dietary practices, gender roles, religious obligations, and family expectations interact with lifestyle and biological risk factors, affecting adherence to treatment, screening uptake, and lifestyle modification. Evidence from Patel et al. (2016), Sohal et al. (2015), and Choudhury et al. (2013) supports the need for culturally tailored interventions and policies that consider these contextual factors. By linking socio cultural influences with biological and lifestyle risks, this theme provides a comprehensive understanding of the multifactorial drivers of T2D disparities in the UK, directly informing strategies to improve health outcomes.

[bookmark: _Toc214613337]Articles Supporting the Theme
Across the reviewed literature, several articles provide strong evidence supporting the influence of socio-cultural factors on Type 2 diabetes management among South Asian communities in the UK. Patel et al. (2016) highlight how family expectations, cultural dietary habits, and gender roles shape individuals’ ability to follow medical advice, directly reinforcing this theme. Their qualitative findings show that cultural norms often limit opportunities for physical activity and influence dietary choices. Similarly, Sohal et al. (2015) identify religious practices such as fasting as important factors affecting glucose control and medication adherence. While both studies agree on the critical role of culture, Choudhury et al. (2013) place greater emphasis on food practices, showing that traditional high-carbohydrate diets remain difficult to adapt even when individuals understand the health implications. 

[bookmark: _Toc214613338]Connections to Other Themes
This theme overlaps significantly with Theme 1 (Prevalence and Early Onset), as socio-cultural norms contribute to lifestyle behaviours that increase early diabetes risk. It also links closely with Theme 2 (Biological and Lifestyle Risk Factors), particularly where dietary and physical activity patterns intersect with biological predispositions. These interconnections highlight that effective diabetes management requires understanding cultural context alongside biological and behavioural factors.
Chapter Conclusion 
Chapter 4 has explored the key findings from the reviewed literature, demonstrating how biological, lifestyle, and socio-cultural factors contribute to the high prevalence and complex management of Type 2 diabetes among South Asian communities in the UK. Evidence from multiple studies (Patel et al., 2016; Sohal et al., 2015) shows that cultural practices, dietary norms, and family structures significantly influence health behaviours, while additional research highlights the interaction between genetic risk and lifestyle factors (Choudhury et al., 2013). 






[bookmark: _Toc214613339] Conclusion 
This dissertation set out to explore the disproportionately high prevalence of Type 2 diabetes among South Asian communities in the UK and to examine the biological, lifestyle, and socio-cultural factors contributing to this disparity. Chapter 1 established the importance of this topic, highlighting evidence that South Asians are at greater risk, develop diabetes earlier, and face barriers to prevention and management (Patel et al., 2016). The research aim to investigate why Type 2 diabetes is more prevalent in this population guided the structure and direction of the dissertation.
Chapter 2 provided essential background, exploring international, national, and local contexts. It highlighted long-standing patterns in diabetes prevalence and the increasing recognition of cultural and biological determinants, supported by earlier literature such as Choudhury et al. (2013). Chapter 3 outlined the desk-based methodology, including database searching, thematic coding, and the use of validation tools such as the CRAAP test (Hart, 2018). This ensured that the research process was thorough, ethical, and transparent.
Chapter 4 presented the thematic findings based on Braun and Clarke’s (2006) approach. Themes demonstrated that increased prevalence results from interconnected influences: genetic predisposition, lifestyle patterns, cultural norms, and structural barriers within healthcare systems (Sohal et al., 2015). Together, these themes showed a consistent pattern across the literature.
Revisiting the research aim and objectives, it is clear that each has been fully met. The dissertation achieved a detailed evaluation of risk factors, socio-cultural influences, and public health implications while demonstrating how these factors overlap and contribute to health inequalities. Overall, the research has shown that Type 2 diabetes in South Asian communities is shaped by a combination of biological, behavioural, and cultural factors, reinforcing the need for culturally tailored public health approaches.
 Recommendations 
The findings of this dissertation highlight the need for multi-level, culturally informed, and community specific approaches to Type 2 diabetes prevention and management among South Asian groups in the UK. Based on the evidence analysed, the following recommendations aim to improve health outcomes while addressing the barriers identified throughout the research.
 Recommendation 1: Develop and Expand Culturally Tailored Health Education Programmes
One of the clearest findings across the literature is that culturally tailored education significantly improves understanding, engagement, and disease management among South Asian individuals (Patel et al., 2016; Sohal et al., 2015). Therefore, national and local health services should prioritise the creation and expansion of culturally relevant education programmes. 

Practical actions include:
· producing multilingual educational materials
· addressing culturally specific dietary patterns
· incorporating cultural norms related to gender roles, family expectations, and religion
· delivering sessions in familiar community spaces (e.g., mosques, temples, community centres)
Barriers:
Barriers may include low health literacy, cultural stigma surrounding illness, mistrust of healthcare providers, and limited availability of linguistically appropriate resources.
How to overcome them:
· partnering with local community leaders to increase trust
· using visual and spoken formats, especially for individuals with low literacy
· employing bilingual health educators
· promoting peer-led sessions to build confidence and relatability
This recommendation is achievable and supported strongly across the literature as a key mechanism for addressing inequalities in diabetes knowledge and self-management.

[bookmark: _Toc214613340]Recommendation 2: Implement Community-Based and Early Screening Initiatives
Given that South Asians develop Type 2 diabetes up to a decade earlier and at lower BMI thresholds compared to the White British population (Choudhury et al., 2013), earlier and more frequent screening is essential. Community-based screening programmes can identify at-risk individuals sooner and reduce delayed diagnoses—a pattern repeatedly highlighted in the literature.
Practical actions include:
· providing screening at places of worship, cultural festivals, and community events
· offering walk-in testing services without strict appointment systems
· lowering age thresholds for screening within South Asian groups
· training community volunteers to support risk-assessment activities
Barriers:
Barriers include limited awareness of personal risk, reluctance to engage with formal health services, and concerns over stigma associated with chronic illness.
How to overcome them:
· providing culturally sensitive communication that frames screening positively
· involving family networks to encourage participation
· using community health ambassadors trusted by local residents

This recommendation aligns with evidence that early detection supports better long-term outcomes and can reduce the complications commonly seen within South Asian populations.

[bookmark: _Toc214613341]Recommendation 3: Adopt Family-Centred Lifestyle Interventions
The literature consistently emphasises the importance of family influence within South Asian cultures, particularly in relation to diet, decision-making, and health behaviours (Patel et al., 2016). Therefore, interventions should target the household rather than only the individual. 
Practical actions include:
· delivering family cooking workshops focusing on adapted traditional dishes
· creating exercise programmes that cater for all ages and genders
· providing family-based goal-setting sessions
· training healthcare professionals on culturally specific household dynamics
Barriers:
Potential barriers include deeply rooted cultural food practices, expectations around gender roles, and time constraints for multi-generational households.
How to overcome them:
· demonstrating healthier but culturally acceptable recipe alternatives
· scheduling activities at convenient times to support working families
· engaging younger family members as advocates for change
· ensuring activities are inclusive, respectful, and accessible
This recommendation addresses the interplay between culture, behaviour, and biological risk, offering a practical and sustainable way to support long-term diabetes management.

[bookmark: _Toc214613342]Overall Statement
Together, these recommendations respond directly to the findings of this dissertation and offer clear, realistic steps for improving diabetes-related outcomes in UK South Asian communities. They recognise cultural diversity, community knowledge, and behavioural complexity key factors highlighted across all thematic findings.
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[bookmark: _Toc214613344] Appendices 
This appendix provides additional statistical evidence supporting the findings discussed in the dissertation.
Increased Prevalence in South Asian Populations
South Asian communities in the UK experience a significantly higher prevalence of Type 2 diabetes compared to the White British population. According to Public Health England, South Asians are up to six times more likely to develop Type 2 diabetes (PHE, 2019). This increased risk is linked to genetic predisposition, lower insulin sensitivity, and lifestyle factors.
Early Onset of Diabetes
Research indicates that South Asians tend to develop diabetes 5–10 years earlier than other ethnic groups, with onset often occurring before the age of 40 (Misra & Khurana, 2018). Early onset increases lifetime complications.
Higher Complication Rates
NHS England reports that South Asian diabetic patients have higher rates of cardiovascular complications and a 40% increased risk of diabetic kidney disease (NHS England, 2020).
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