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Abstract
This dissertation investigates the health outcomes of adult Black, Asian, and Minority Ethnic (BAME) migrants in East London, applying a social determinant of health (SDH) lens and positioning immigration status as a key structural determinant of well-being. It critiques explanations attributing health disparities solely to individual behaviours or cultural traits, situating inequalities within socio-economic, political, and institutional contexts, including labour market dynamics, housing instability, employment conditions, and differential access to healthcare and welfare systems.
The analytical framework integrates SDH scholarship with intersectionality and acculturation theory, conceptualising environmental change and cultural adaptation as processes shaped by structural conditions rather than personal choice. This approach addresses gaps in migration health research by elucidating how social, legal, cultural and ecological factors interact to influence migrant health trajectories in urban settings.
A qualitative, interpretivist methodology was employed, utilising in-depth semi-structured interviews with purposively selected participants. Ethical considerations and reflexivity informed the study design and analysis.
Findings indicate that immigration insecurity, administrative barriers, discrimination, and precarious housing could collectively limit healthcare access and adversely impact physical and mental health. These pressures may accumulate over time, reinforcing health inequities. Participants demonstrated adaptive capacities through faith-based networks, community engagement, and culturally informed coping strategies, though systemic conditions often constrained their effectiveness.
The conclusion highlights the potential benefits of an intersectional, holistic approach by demonstrating the interaction of structural, environmental, cultural, and individual factors. To lessen immigration-related injustices, public health policy should give priority to structural and rights-based measures. The need for comprehensive, inclusive public health initiatives that are sensitive to the realities of diverse migrant populations is also highlighted. By expanding the analytical lens to include environmental and cultural factors, future research directions may improve understanding of migrant health disparities.
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Chapter 1: Introduction
This dissertation addresses both structural factors and lived experiences in order to investigate how immigration status affects health and well-being among BAME adult migrants in East London. Chapter 1 delineates the dissertation's central objective, academic significance, analytical scope, and overarching focus, and provides a glimpse of the work's structure in compliance with the assignment brief. 
One of the most important and contentious factors influencing the modern United Kingdom is immigration. Over the past century, the UK has experienced several distinct waves of migration, beginning with post-war arrivals from the Commonwealth, followed by more recent movements from the European Union, Africa, Asia, and beyond. This complex history has resulted in a diverse and dynamic population landscape, particularly in urban centres. London, as the UK’s capital and global city, stands at the forefront of these demographic shifts, serving as both a destination and a point of transition for migrants from across the globe. Within London, East London has emerged as a microcosm of these broader processes, exemplifying the convergence of intense cultural diversity and pronounced socioeconomic deprivation.
[bookmark: _Toc220428642]Particularly instructive are the boroughs of Tower Hamlets and Newham. Tower Hamlets was the second most deprived local authority in the country, according to the 2021 Census, while Newham had the largest percentage of non-UK-born citizens in England and Wales (52.8%) (ONS, 2021; MHCLG, 2019). These figures reflect the real-life experiences of thousands of people and families navigating the opportunities and difficulties of migration; they are more than simply numbers. East London is a key setting for examining the relationship between migration, ethnicity, health outcomes, and social wellbeing in twenty-first-century Britain, as it brings together conditions of super-diversity marked by multiple ethnic backgrounds, varied languages, differing religious practices, and complex migration histories (Vertovec, 2007) with sustained socioeconomic deprivation, patterns of social exclusion, unequal access to resources, and entrenched health inequalities 
1.1 Background and Context
Demographic Complexity and Super-diversity. Migration is responsible for London's plurality, which is usually acknowledged as the most ethnically and culturally diverse city in the United Kingdom. Over 40% of Londoners were born outside of the United Kingdom, according to the 2021 Census; this percentage is significantly greater in a number of East London boroughs. For example, Newham had the greatest percentage of foreign-born residents in England and Wales at 52.8%, while Tower Hamlets and Redbridge also had higher percentages 44%(ONS, 2021).The ethnic makeup of these boroughs is equally worthy to note. Tower Hamlets has the largest Bangladeshi-origin community in the nation, with more than half of its residents being of Bangladeshi descent, while Newham has 71% of residents who identify as belonging to a minority ethnic background (Tower Hamlets Council, 2022). East London is a prime location for researching the connections between migration, ethnicity, health and well-being because of its super-diversity, which is reflected not just in ethnicity and language but also in migration histories, visa statuses, socioeconomic origins and family or community backgrounds. 
It is impossible to overestimate the demographic complexity of East London. From Irish and Jewish immigrants in the late 19th and early 20th centuries to Caribbean, South Asian, African, and, most recently, Eastern European and Middle Eastern arrivals, the area has a long history of accepting newcomers. A social fabric characterised by both resiliency and conflict has been produced by this stacking of migrant experiences. These days, Newham, Tower Hamlets, Hackney, Barking and Dagenham, and Waltham Forest are home to a remarkable variety of groups, each with unique linguistic repertoires, work and educational backgrounds, migration paths, and immigration statuses.
There are structural issues with this diversity. Income, employment, housing, health, and education are just a few of the metrics that continually place East London's boroughs among the poorest in England (Public Health England, 2023). For instance, Tower Hamlets has high rates of long-term health issues and in-work poverty, while Newham has an overcrowding rate of 18.7%, more than four times the England average. Migrants are disproportionately affected by these types of deprivation, especially those with temporary or precarious immigration status, low proficiency in English, restricted access to public services, and limited social support. Examining how immigrant status and related policies affect health outcomes is made possible by the region's varied and dynamic demographics.
The advent of the “hostile environment” policy framework, the tightening of visa restrictions, the effects of Brexit on EU citizens, and the increased use of compliance and enforcement measures have all had a major impact on the UK's immigration system in recent decades. The rights, entitlements, daily experiences, social interactions, and living conditions of migrants, such as their access to healthcare, work, social support, and legal protection, are significantly impacted by these laws. These structural disparities were further exposed and intensified by the COVID-19 pandemic, as migrants were disproportionately employed in front-line roles, precarious positions, informal work, and temporary or agency-based jobs, while also experiencing heightened exposure to infection, financial instability, restricted access to support services, and social isolation.
This research uses thematic analysis and in-depth interviews to highlight the lived experiences of migrants using a qualitative research design.
1.2 Key Concepts and Definitions
This research makes a distinction between a number of important words in order to establish conceptual clarity: Castles and Miller (2019) describe migration as the movement of people across geographical borders for purposes including employment, long-term settlement, personal safety, or family reasons. Immigration refers to the process of entering another country for either temporary or permanent residence. Immigration status is the legal classification assigned to a migrant by the state. This status determines an individual’s rights and entitlements, such as permission to work, access to welfare support, availability of healthcare services, and the right to remain within the host country. Categories of immigration status include work or study permission, dependent status, humanitarian or refugee protection, asylum seeker designation, permanent residence, and undocumented residence. For the purpose of conceptual clarity, this dissertation uses the terms migrant and immigrant interchangeably to refer to individuals living outside their country of origin.
[bookmark: _Toc220428643]1.3 Theoretical Framework: Social Determinants of Health and Beyond
The Social Determinants of Health (SDH) framework, which holds that health outcomes are influenced by the larger structural, economic, and social contexts in which individuals live, work, and age, serves as the foundation for the conceptualisation of health in this dissertation (Marmot et al., 2020). Every SDH domain is impacted by immigration status:(WHO, 2021) 
Housing: Due to financial and legal barriers, temporary visa holders and undocumented migrants are often compelled to live in overcrowded, substandard, informal, or short-term housing. For example, housing insecurity, high population density, inadequate facilities, and overcrowding are particularly serious issues in Newham. (ONS, 2021).
Employment: Migrants with restricted status are typically forced into physically taxing, low-paying, zero to low job security, and unstable employment without the same rights as citizens (Jayaweera, 2019).
Income: The stability of households and mental health are negatively impacted by the ongoing financial burden caused by visa renewal fees, legal expenses, limitations on access to public funds, and additional financial burdens (Hiam et al., 2018).
Healthcare Access: Previous negative experiences with institutions, restrictions on eligibility, concerns about data sharing with immigration enforcement, and distrust of authorities all contribute to delayed or avoided healthcare (Doctors of the World, 2017; Morris, 2021).
Psychological stress: Chronic stress is a significant factor in poor health outcomes and is triggered by persistent fear of deportation, prolonged uncertainty, daily discrimination, social marginalisation, and insecurity in living or working conditions (Hansen, 2019; McEwen, 2004).
Interpretivist and social constructionist viewpoints complement the SDH framework. Interpretivism is perfect for studying how migrants understand and describe the effects of legal precarity on their health since it emphasises the subjective meanings people give to their experiences (Bryman, 2016). 
Social constructionism emphasises how institutional and governmental actions create and perpetuate categories like "migrant" or "BAME," influencing identity and resource access (Burr, 2015). Additionally, the study's investigation of how overlapping forms of disadvantage are embodied and performed in daily life is informed by concepts of intersectionality (Crenshaw, 1989) and structural violence (Farmer, 2004).
[bookmark: _Toc220428644]1.4 Literature Review and Research Gap
Health Inequalities and Barriers to Care
Health is significantly impacted by these social variables. Tower Hamlets has one of the lowest life expectancies in London, and there might be a 15-year difference in healthy life expectancy between the most and least deprived residents of the city (PHE, 2021; GLA, 2022). Certain minority groups are more likely to suffer from chronic illnesses. Black African and Caribbean communities have higher rates of hypertension and stroke, while South Asian populations in London have up to six times higher rates of Type 2 diabetes than white British groups (Diabetes UK, 2023; PHE, 2017). Asylum seekers and refugees are thought to be five times more likely than the overall population to experience poor mental health, demonstrating the severe inequities in mental health (Hiam et al., 2018). These disparities are further exacerbated by barriers to healthcare access, 61% of migrants in London who were surveyed said they avoided care because they were afraid of immigration checks or treatment costs, and people who are subject to the "No Recourse to Public Funds" condition frequently encounter major challenges when trying to register with a general practitioner or obtain secondary care (Doctors of the World, 2017; NHS England, 2022). Black African and Bangladeshi populations in London had mortality rates twice as high as those of white British groups due to the COVID-19 pandemic, which exacerbated these issues (ONS, 2020). Health disparities among immigrants and ethnic minorities in the UK have been extensively studied (Nazroo, 2021; Salway et al., 2016).
Compared to the general population, long-term illnesses, mental health issues, and unmet healthcare needs disproportionately affect migrants from BAME backgrounds (Public Health England, 2023). For instance, type 2 diabetes is more common in South Asian cultures, whereas stroke and hypertension are more common among Black African and Caribbean groups. Socioeconomic hardship, unstable housing, limited access to culturally appropriate services, social marginalisation, and barriers to community support all exacerbate these disparities. Even though these problems are well acknowledged, the literature still has a number of shortcomings:
1. Confusion of Ethnicity and Migration: A lot of research ignores the diversity of migration status within ethnic groups, treating BAME groupings as uniform. This hides the unique vulnerabilities that non-UK-born people face, such as legal limitations, exclusion from public finances, the psychological weight of uncertainty and social marginalisation (Virdee, 2020).
2. Overemphasis on Individual Behaviour: Public health narratives sometimes divert attention from structural factors such as immigration restrictions, economic marginalisation, housing precarity, unequal access to services, and social exclusion by attributing differences to cultural customs or individual decisions. 
3. Limited Mechanistic Explanation: Although there is ample evidence linking migration to poor health, fewer studies examine the mechanisms by which policy environments, chronic stress, legal insecurity, and structural constraints are embodied and translated into physical and mental health conditions (Hansen, 2019).
4. Underrepresentation of Lived Experience: The area, East London, is dominated by large-scale surveys, which offer valuable quantitative data but provide limited insight into the complex experiences, personal narratives, coping strategies, emotional burdens, and social challenges that migrants face. Qualitative research that highlights the perspectives of adult migrants from BAME backgrounds, investigates how immigration status affects health via everyday lifestyle, embodied experiences, material conditions, and emphasises the role of institutional determinants in creating and sustaining health disparities is desperately needed.
[bookmark: _Toc220428645]1.5 Rationale for the Study
[bookmark: _Toc220428646]Deprivation and Structural Challenges
Migrants and BAME groups are disproportionately affected by these structural disadvantages, especially those with unstable immigration status or restricted access to public finances, which increases their susceptibility to negative social and health effects. Understanding how immigration status interacts with other social variables to shape health and well-being in this environment is crucial, given the high incidence of deprivation and the distinctive demographic makeup of East London. The lived experiences of adult migrants from BAME backgrounds have frequently been ignored in previous research, especially when it comes to the cumulative effects of structural and policy-driven issues. By thoroughly examining these experiences, this research aims to close this gap and provide guidance for more equitable public health and social policy solutions. East London is characterised by enduring and pervasive destitution despite its vitality. Newham has some of the highest rates of child poverty and in-work poverty in London, while Tower Hamlets is the second most impoverished borough in England (MHCLG, 2019; Trust for London, 2023). Overcrowding and housing insecurity are severe: 18.7% of Newham households are classified as overcrowded, more than four times the national average, while the borough also has the highest number of homeless households in temporary accommodation in England (ONS, 2021; Shelter, 2023). Migrants and BAME groups are disproportionately affected by these structural disadvantages, especially those with unstable immigration status or restricted access to public finances, which increases their susceptibility to negative social and health effects.
[bookmark: _Toc220428647]East London is the subject of both practical and analytical attention. Exploring diverse migration experiences is made easier by the region's remarkable diversity, obvious deprivation, well-developed statutory and voluntary-sector infrastructure, cultural richness, and local climate. It is home to immigrants with a variety of immigration statuses, socioeconomic origins, health concerns, and family or community backgrounds, as well as migrants at different stages of settlement. Access to participants and in-depth interaction with "hard-to-reach" people are also made easier by the region's vast network of community organisations and support services. Furthermore, structural deprivation increases vulnerability; in East London, the effects of immigration status are often more pronounced and visible than in other areas due to overcrowding, precarious employment, limited access to steady work, and constrained social resources. Situating the research in this context allows for an examination not only of the range of health disparities that exist, but also of the mechanisms through which they emerge, persist, are experienced, and intersect with policy and geographic location. 
1.6 Research Question, Aim, and Objectives
Research Question:
How does immigration status affect the health and well-being of adult migrants from BAME backgrounds living in East London?
Aim:
To explore and interpret the lived experiences of BAME adult migrants in East London, focusing on how immigration status shapes health, well-being, and adaptive health capacity.
Objectives:
1. To examine how BAME adult migrants experience healthcare services, including issues of trust, entitlement, and discrimination.
2. To identify psychosocial and structural determinants such as legal insecurity, housing instability, and discrimination that shape health and help-seeking behaviour.
3. To produce theoretically grounded thematic interpretations explaining how immigration-related stressors erode adaptive health capacity.
4. To develop evidence-informed recommendations for NHS providers, public health teams, and local authorities to improve health equity for migrant communities.
[bookmark: _Toc220428648]1.7 Structure of the Dissertation
The dissertation is organised as follows:
Chapter 2: Literature Review
Examines the body of research on migration, ethnicity, structural inequality, and health critically, with special attention to how immigration status functions as a social determinant.
Chapter 3: Methodology
describes the research design, data collection, analytic techniques, methodological approach, ethical issues, and the function of reflexivity.
Chapter 4: Findings
Presents and highlights the key topics that emerged from qualitative interviews, showing how BAME adult migrants' everyday experiences, health outcomes, and coping mechanisms are influenced by their immigration status.
[bookmark: _Toc220428649]Chapter 5: Discussion: Interprets and highlights the study’s contributions, limitations, methodological considerations, and implications for policy and practice, while situating the results within the relevant theoretical frameworks and the broader body of current literature.
Chapter 6: Conclusion and Recommendations
Summarises and outlines the principal conclusions, highlights their significance for public health, discusses implications for policy and practice, and offers recommendations for further research, intervention, and framework.
[bookmark: _Hlk220489740]1.8 Chapter Summary
[bookmark: _Toc220428650]Chapter 1 has thus established a comprehensive theoretical, conceptual, contextual, and methodological basis for the dissertation, providing the necessary framework for the subsequent study (Bryman, 2016; Marmot et al., 2020). It has also demonstrated the significance of the research and situated it within the broader social, economic, and policy environment of the United Kingdom by thoroughly examining the demographic landscape of East London, which is characterised by super-diversity, ongoing deprivation, high population density, and varied migration histories. (Vertovec, 2007; ONS, 2021; MHCLG, 2019). By doing this, it has shown that immigrant status is a crucial Social Determinant of Health that profoundly and permanently influences people's well-being, rather than just an administrative or legal designation, prospects, and life paths of Black, Asian, and Minority Ethnic (BAME) adult migrants residing in East London (WHO, 2021; Nazroo, 2021; Hiam et al., 2018). The investigation has highlighted the fact that individual behaviours or lifestyle choices are not the only cause of the health disparities that these communities face. (World Physicians, 2017). Rather, they are intricately entwined with a web of institutional, structural, and economic factors, with special attention to the difficulties brought about by restrictive immigration laws, unstable and substandard housing, precarious employment opportunities, obstacles to fair access to healthcare, and limited social support (Public Health England, 2021). This chapter has shed light on the intricate and interconnected factors that sustain marginalisation and disadvantage for immigrant communities by critically examining these domains (Crenshaw, 1989; Farmer, 2004).
The research is well-positioned to go beyond simply identifying health disparities by emphasising the Social Determinants of Health framework (Marmot et al., 2020; WHO, 2021) and incorporating interpretivist and social constructionist theoretical perspectives (Burr, 2015; Bryman, 2016). It enables a thorough examination of health disparities' existence and experienced mechanisms, illuminating how migrants themselves embody, negotiate, cope, and occasionally oppose them (Phillimore et al., 2020; Yuval-Davis et al., 2019). This multifaceted method is especially useful for examining how social structure and policies shape the everyday reality, coping mechanisms, and resilience of BAME migrants in the face of hardship.
[bookmark: _Toc220428651]In conclusion, this chapter provides a solid analytical framework for the entire dissertation in addition to demonstrating the importance and urgency of the research. Building on this foundation, the next chapter will provide a critical and synthesised literature review or overview of the body of research on immigration, ethnicity, structural inequality, and health, both in the UK and internationally (Salway et al., 2016; Nazroo, 2021). This will further contextualise the current problems, pinpoint important knowledge gaps, to narrow the scope of empirical research.


Chapter 2: Literature Review.
2.1 Introduction
With a focus on the function of immigration status as a social determinant of health, this chapter offers a critical and current assessment of the literature on migration and ethnicity in relation to health disparities. It synthesises academic research with policy and public health evidence, drawing on both foundational and recent UK and worldwide reports. 
Public Health England's 2023 report, "Health Inequalities in London. Update and Future Challenges," is one example of a recent analysis that shows continuing and growing discrepancies in health outcomes for migrant and minority ethnic communities. Migrants in London and the UK have been disproportionately impacted by post-Brexit policies and NHS entitlement limits, as well as by changes in the cost-of-living crisis, according to the Migration Observatory at Oxford (2024)
The London Health Equity Group (2023) highlights persistent challenges such as language barriers and digital exclusion, along with the absence of culturally sensitive services, while the King's Fund (2023) briefing on the cost-of-living crisis identifies food and housing insecurity as critical issues for migrant and BAME groups. These new results support previous findings and show that many long-standing disparities still exist and, in some cases, have gotten worse because of COVID-19 and changing immigration laws.                         This chapter focuses on London, especially East London, where socioeconomic deprivation and migration-driven variety coexist. In this context, the literature review examines the structural, policy, and psychosocial determinants influencing health outcomes for BAME and migrant communities. In order to inform the justification for this research, the chapter ends by highlighting significant gaps and limitations in the existing body of information.
[bookmark: _Hlk220489129]2.2 Migration, Demographic Change, and Super-diversity in London. 
The social makeup of urban Britain has been significantly shaped by population mobility, with its effects being concentrated in London. London, a long-standing global metropolis, has seen steady population growth that has changed daily social interactions, the makeup of neighbourhoods, and the need for improvement in public services. With over 300 languages spoken and a significant percentage of citizens speaking a primary language other than English, especially in East London boroughs, census data demonstrate the capital's remarkable linguistic and cultural pluralism (ONS, 2021). These trends demonstrate London's leading role in the current population shift.
East London is a prime example of this change. Some of the most complicated population profiles in the nation can be found in boroughs like Newham, Tower Hamlets, Waltham Forest and Redbridge, amongst others, which have been moulded by ongoing international ties and multiple settlement processes. Diversity in these domains extends beyond ethnicity; it also manifests in household composition, employment trends, age distribution, and socioeconomic deprivation levels. The fact that a number of East London boroughs routinely rank among the most impoverished in England suggests that structural inequality and demographic diversity often coexist (Public Health England, 2023).
Vertovec (2007) established the idea of super-diversity, which offers a helpful framework for comprehending this complexity. Instead of concentrating only on ethnic classifications, super-diversity highlights variations in settlement histories, immigration and legal status, language use, religion, and socioeconomic level. East London has a very distinct social landscape as a result of layered population inflows, ranging from post-war Commonwealth communities to more recent European and international immigration. Social cohesion, public service delivery, and most importantly, health equity face both possibilities and problems as a result of this complexity, since institutions must address a wide range of demands in settings of ongoing poverty.
2.3 Socioeconomic Deprivation and Structural Disadvantage.
While diversity is a source of cultural strength, it could also bring about some disadvantages. Systemic disadvantages limit opportunities and raise health risks rather than individual health behaviours or genetic diversity. Not every population in East London experiences structural disadvantage in the same way. Migrant populations and BAME groups are particularly vulnerable. An estimated 64,000 people in London are subject to NRPF conditions (Coventry Law Centre, 2021), creating a hidden population vulnerable to homelessness, malnutrition, and untreated illness.
According to research from the Institute for Fiscal Studies (2020), BAME households with children experience relative poverty and housing insecurity, compared to white British households. BAME households in London are 1.5 times more likely to be overcrowded (Shelter, 2023). Furthermore, communities of migrants and refugees in East London are more likely to be excluded from social support networks. Access to public services, such as housing support and health care, is systematically hampered for people with temporary or unstable immigration status, such as undocumented migrants, asylum seekers,  those under visa restrictions, and those with uncertain leave to remain.
A position of extreme economic vulnerability is created by the No Recourse to Public Funds (NRPF) policy, which limits access to the majority of public welfare assistance for specific types of migrants, thus making a person extremely vulnerable to negative health outcomes. The frequency of low-wage work and unstable employment indicates deeper structural issues, even though unemployment is one indicator of disadvantage. 15.2% of working people in Newham experience in-work poverty, meaning that many are employed yet unable to meet their necessities (Trust for London, 2023). Many jobs in Tower Hamlets and across London pay less than the London Real Living Wage, a voluntary benchmark set to reflect the actual cost of living, rather than the lower statutory minimum wage, illustrating how wage disparities contribute to financial strain for residents (Living Wage Foundation; ONS data on jobs paid below living wages).  
Most jobs in East London are in industries with low wages and unstable working conditions. These include retail, social services, housekeeping, and hospitality. According to the Living Wage Foundation (2023), 28% of retail employees and 31% of workers in the hotel industry in London make less than the London Living Wage, which is substantially more than those in the professional sectors. Approximately 45% of the social care workforce in East London is made up of migrant workers, who are overrepresented in these unstable industries and frequently have zero-hour contracts with little job security (Skills for Care, 2022). Precarious employment leads to stress, anxiety, unstable income, and a diminished ability to manage health concerns, all of which contribute to poor health outcomes.
Measurable health disparities result from the systemic disadvantages mentioned above. Tower Hamlets' life expectancy is 81.2 years, while the national average is 81.4 years and London's average is 83.1 years (Public Health England, 2021). For certain causes of death, these differences are more noticeable. Tower Hamlets' age-standardised cardiovascular disease death rate is 115.2 per 100,000, while London's is 89.7 per 100,000 (PHE, 2021). Tower Hamlets has a 9.1% prevalence of type 2 diabetes, compared to 7.0% nationwide and 6.8% in London (Public Health England, 2021).
There are notable differences in mental health as well. The psychological effects of financial strain and unstable housing are reflected in the 1.6-fold higher prevalence of depression and anxiety in Tower Hamlets (18.2% of adults) compared to London as a whole (11.4%) (NHS Mental Health Services Data, 2022). Children's mental health is also impacted; in Tower Hamlets, 14.7% of kids have clinically significant emotional or behavioural problems, compared to 10.2% in London (NHS, 2023). Chronic obstructive pulmonary disease (COPD) accounts for 45.3 deaths per 100,000 in Tower Hamlets compared to 35.1 nationally (PHE, 2021), indicating the effects of air pollution, crowded housing, and higher smoking prevalence in impoverished populations.
[bookmark: _Toc220428652]2.4 Health Inequalities Among Migrants and BAME Communities
Research continuously shows that BAME and migrant populations in the UK, especially in London, have significant health disparities. Life expectancy in Tower Hamlets is among the lowest in the capital, and the gap in healthy life expectancy between the most and least deprived Londoners has been estimated at up to 15 years (PHE, 2021; GLA, 2022). Chronic diseases are unevenly distributed, and Black African and Caribbean communities face elevated risks of hypertension and stroke (Diabetes UK, 2023; PHE, 2017). 
Mental health inequalities are also pronounced. According to estimates, refugees and asylum seekers are five times more likely than the overall UK population to suffer from poor mental health, including high levels of anxiety, depression, and Post-Traumatic Stress Disorder, PTSD (Hiam et al., 2018). Additional pressures that migrants frequently encounter include the psychological strain of adjusting to a new environment while navigating intricate legal systems, separation from family, adjusting to different climates and trauma from pre-migration events. 
The literature frequently discusses healthcare barriers. A 2017 Doctors of the World study found that 61% of migrants in London who were asked said they avoided medical care because they were afraid of immigration checks, data sharing, deportation or fees for NHS services.
Due to their inability to register with a general practitioner (GP) or obtain secondary and speciality care, migrants under "No Recourse to Public Funds" (NRPF) conditions frequently have unmet health requirements and treatment delays (NHS England, 2022). The cumulative effect of these obstacles is also documented by research, since migrants may put off seeking medical attention until their problems worsen, which could lead to worse health outcomes and more demand on emergency services (Potter et al., 2020). 
The COVID-19 pandemic exposed the disproportionate burden on BAME and immigrant communities, acting as a "stress test" for health institutions. Black African and Bangladeshi populations in London had COVID-19 mortality rates that were twice as high as those of white British populations (ONS, 2020). These discrepancies were exacerbated by public-facing jobs, overcrowding in housing, and restricted access to healthcare, highlighting the critical need to address the structural causes of health disparity.
[bookmark: _Toc220428653]2.5 Immigration Status as a Social Determinant of Health
The Social Determinants of Health (SDH) framework is frequently employed to comprehend how an individual's birth, development, living, employment, and ageing circumstances influence their health (WHO, 2021; Marmot et al., 2020). According to this concept, immigration status is a crucial but frequently disregarded feature that interacts with other elements, including gender, age, ethnicity, and socioeconomic status, among others. 
Immigration status determines legal rights and entitlements, including the right to work, claim benefits, access healthcare, and remain in the UK. These restrictions have far-reaching effects on many migrants, particularly those with temporary or insecure status.
Housing: Migrants may be forced into cramped or inadequate housing due to visa restrictions that prohibit them from accessing social housing. Newham has some of the worst overcrowding in all of England (ONS, 2021). 
Employment: Low-paying, unstable, or informal jobs with minimal job security and few protections are frequently assigned to migrants with uncertain status, of which BAME migrants are no exception (Jayaweera, 2019).
Income: Significant financial pressures can arise from high visa application fees and associated legal costs in the UK; for example, the fee for indefinite leave to remain is £3,029 per applicant, and families often face multiple rounds of visa fees, health surcharge payments and adviser charges, which can contribute to debt and financial strain for migrant households (Home Office, 2025; Migration Observatory, 2024).
Healthcare Access: Fear of immigration enforcement and data-sharing policies further deters care-seeking, and eligibility limits and complicated registration processes restrict access to services, making it difficult for immigrants to receive healthcare. These hurdles can delay diagnosis, diminish continuity of care, and worsen existing health inequities, particularly for people with unstable immigrant status. Poorer health outcomes and more unmet needs arise from migrants with NRPF frequently being unable to obtain free secondary care or specialised treatments (Doctors of the World, 2017). 
Psychosocial Stress: Prolonged legal uncertainty, daily microaggressions, discrimination, and the possibility of deportation all add to chronic psychological stress and reduce adaptive capacity (Hansen, 2019).
Although these obstacles are well-established and have been made worse by restrictive laws like the "Hostile Environment," it's crucial to recognise that the government and NHS have also taken constructive steps to assist immigrant health and encourage inclusiveness. For example, the NHS Constitution states that clinical necessity, not financial capacity or immigration status, determines access to healthcare, and new guidelines have made it clearer that some immigrant groups, such as refugees, asylum seekers, and some illegal children, can register with a general practitioner (GP) without providing proof of residency or identity (NHS England, 2022). 
Recognising the public health necessity of universal access, the UK government acted during the COVID-19 pandemic to guarantee that testing, treatment, and immunisation were accessible to everyone, regardless of immigration status. To increase awareness and lower barriers to care for vulnerable groups, the NHS commissioned outreach initiatives and "migrant health guides," which were created in collaboration with community organisations (PHE, 2021). London's local governments have also tested programs including increased interpretation services, culturally sensitive mental health care, and specialised health inclusion teams.
Additionally, the government's "New Plan for Immigration" has certain promises to enhance refugee integration and mental health services; nevertheless, advocacy groups have expressed both support and disapproval for the extent and execution of these promises. Notwithstanding these encouraging instances, there are still difficulties in guaranteeing that policy is translated into fair practice "on the ground." Due to unfavourable experiences in the past, many migrants still struggle to understand their rights, encounter administrative and cultural obstacles, and maintain mistrust of institutions. To guarantee that rights are respected and that the advantages of inclusive policy are realised for all migrant populations, ongoing investments in staff training, community relationships, and monitoring are crucial.
In conclusion, there is evidence of government and NHS initiatives to support health equity and participation for migrants, even though immigration status is still a structural determinant of health that can produce and reinforce vulnerability. To bring about long-lasting change, a balanced approach acknowledges both the critical need for structural reform and the need to expand on current beneficial policies and practices.
[bookmark: _Toc220428654]2.6 Theoretical and Conceptual Frameworks
[bookmark: _Toc220428655]This review incorporates a number of similar theoretical stances: 
SDH, or social determinants of health: The SDH model offers a thorough framework for comprehending how social policies and structural elements lead to health disparities. It highlights how upstream structural factors, such as housing conditions and employment influenced by legal status, have a greater influence on health outcomes than individual behaviours.  (Marmot et al., 2020).

[bookmark: _Toc220428656]Interpretivism: This paradigm is concerned with how people understand and interpret their experiences. Interpretivist methods show how migrants subjectively feel and negotiate legal precarity, uncertainty, and marginalisation (Bryman, 2016). 

Social Constructionism: According to Burr (2015), social constructionism highlights how institutional practices and policies are used to create and preserve categories like "migrant" or "BAME." This viewpoint helps understand how policy affects lived experience and challenges essentialist ideas about ethnicity. 
The term "intersectionality," which was first used by Crenshaw in 1989, examines how overlapping axes of oppression and identity, such as race, class, gender, and legal status, result in vulnerabilities. For instance, a lady of Bangladeshi descent living in Tower Hamlets with an unstable immigration status might have unique difficulties that other groups do not.

Structural Violence: According to Farmer (2004), policies and societal structures that consistently deny some people access to resources and opportunities can cause harm. The exclusion of migrants from vital services and the normalisation of precarity are clear examples of structural violence in the context of UK immigration policy.
When combined, these frameworks provide a comprehensive knowledge of how social, institutional, and policy elements interact to impact health in addition to personal decisions.
[bookmark: _Toc220428657]2.7 The Impact of UK Immigration Policy and the “Hostile Environment”
Over the past ten years, the UK's immigration laws have gotten more stringent, primarily because of the implementation of the "hostile environment" policy framework. Introduced in 2012, this combination of policies restricts access to jobs, housing, healthcare, banking, and driver's licenses to make life as difficult as possible for individuals without regularised immigration status (Yuval-Davis et al., 2019). Additional obstacles to healthcare and social support have been brought about by policies, including the increase of NRPF conditions, data sharing between the NHS and the Home Office, and NHS pricing for foreign visitors.
Empirical studies document the chilling effect of these policies on health-seeking behaviour. Nowadays, a lot of immigrants steer clear of medical care because they worry that their information may be disclosed to immigration authorities, which could result in additional exclusion and treatment delays (Doctors of the World, 2017). Living in a hostile environment has also been connected to social isolation, feelings of exclusion, and long-term psychological stress (Potter et al., 2020). 
In super-diverse, underprivileged communities like East London, where residents are dependent on public services and voluntary sector organisations for help, the effects of the hostile environment are especially severe. Many migrants were unable or unwilling to obtain healthcare, testing, or vaccination services out of fear of consequences (PHE, 2020).
These results highlight the necessity of changing legislation to put everyone's rights and health equity first.
[bookmark: _Toc220428658]2.8 The Role of Community and Voluntary Sector Organisations
In an effort to lessen some of the detrimental consequences of hostile policy environments and structural disadvantage, community and voluntary sector organisations (VSOs) are essential. VSOs frequently serve as intermediaries between established health and social care institutions and migrants. They assist migrants in navigating complicated legal and administrative systems by offering information, advocacy, language assistance, and culturally relevant services (Phillimore et al., 2020). 
VSOs themselves, however, confront formidable obstacles. Their ability to assist the neediest in communities has been limited by a reduction in funding, combined with pressures from higher demand and political considerations, which are placing significant strain on services. Despite these challenges, their work is nonetheless essential, especially in extremely diverse places like East London, where statutory services are sometimes overburdened or unavailable to migrants with precarious status (Dixon-Woods et al., 2018).
[bookmark: _Toc220428659]2.9 Gaps and Limitations in the Literature
Despite the wealth of research on migration, ethnicity, and health in the UK, there are still a number of significant gaps: 
Over-reliance on Quantitative Data: A substantial portion of current research is based on administrative data and extensive surveys, which are useful for identifying trends but frequently fall short of capturing the complexity of lived experience (Salway et al., 2016).

Limited Focus on Lived Experience: In-depth qualitative research that centres the voices of migrants themselves is lacking, especially when it comes to how they deal with chronic stress, navigate health systems, cope and encounter legal precarity (Crawshaw et al., 2021). 

Confusion of Ethnicity and Migration: Many studies do not differentiate between BAME people who were born in the UK and migrants who were not, which obscures the unique vulnerabilities related to immigration status (Virdee, 2020).
[bookmark: _Toc220428660]Mechanistic Gaps: According to Hansen (2019), there is a dearth of research elucidating the mechanisms by which policy settings and discrimination, alongside legal insecurity, are embodied and translated into negative health effects. These mechanisms are complex, encompassing both the direct physiological and psychological impacts of stress and the indirect consequences of reduced access to healthcare, insecure housing, and financial instability.  
Underrepresentation of Intersectionality: Research frequently ignores how various identities and forms of oppression intersect to influence health, resulting in insufficient analysis and perhaps deceptive findings (Crenshaw, 1989). Some of these gaps are beginning to be addressed by recent qualitative research, which demonstrates how fear of deportation and uncertainty, alongside experiences of discrimination, are intensely felt and embodied in day-to-day life (Phillimore et al., 2020). To fully understand the cumulative and intersecting effects of place, identity, and policy on health, further study is required.
2.10 Chapter Summary
[bookmark: _Toc220428661]With an emphasis on how immigration status functions as a significant social determinant of health, this chapter offers a critical analysis of the research on migration, immigration status, ethnicity, and health disparities. The chapter summarised key findings and shed light on the intricate interactions between structural, policy, and psychosocial factors influencing health outcomes for migrant and BAME populations, building on research done both domestically and abroad. The distinctive demographic geography of East London, where high levels of diversity combine with ongoing socioeconomic disadvantage to create difficulties for public health, received special attention. This review found significant strengths in the scope of quantitative research and the expanding understanding of structural causes when evaluating the current level of scholarship. It did, however, also draw attention to important shortcomings, including the underrepresentation of intersectional analyses that consider several, overlapping axes of disadvantage, the common confusion of ethnicity with migration, and the scant investigation of lived experience. The conceptual approach of this research was influenced by the discussion of theoretical frameworks, such as intersectionality, structural violence, and the Social Determinants of Health, which provide a basis for comprehending these difficulties.  This research aims to provide fresh perspectives on the mechanisms behind health disparities among BAME adult migrants in East London by filling these gaps. The methodology for documenting these complex experiences is described in the next chapter.




Chapter 3: Methodology
[bookmark: _Toc220428662]3.1 Introduction
[bookmark: _Toc220428663]The methodology used to investigate the effects of immigration status on the health and well-being of adult migrants from Black, Asian, and Minority Ethnic (BAME) backgrounds in East London is described in this chapter. Since the goal is to comprehend lived experience rather than measure or generalise results quantitatively, a qualitative, interpretivist approach was selected since it works especially well for examining difficult, context-dependent, and delicate subjects. With this strategy, the researcher can record the subtle viewpoints, feelings, experiences, and tactics that quantitative approaches could miss. The research aims to produce a comprehensive, contextualised understanding of how legal status and broader social variables impact health and well-being by emphasising participant narratives. The chapter covers the research's philosophical foundations, the justification for a qualitative design, participant and research site selection, data collection and analysis methods, ethical issues, trustworthiness tactics, and the reflexivity and positionality of the researcher.
[bookmark: _Toc220428664]3.2 Research Design and Philosophical Underpinnings 
[bookmark: _Toc220428665]A qualitative research technique was chosen to address the study topic because it is especially well-suited to documenting the social realities and lived experiences of marginalised communities (Creswell & Poth, 2018; Braun & Clarke, 2021). The study is based on an interpretivist paradigm, which acknowledges that people's realities are influenced by their social, cultural, and historical positions and immigration status and that knowledge is created through interaction, language, experience and context (Bryman, 2016). Constructivist epistemology complements this paradigm, allowing the researcher to delve deeply into participants' subjective interpretations of their experiences with migration, legal precariousness, and health (Burr, 2015). The topic's complexity and diversity influenced the choice of a qualitative research design. Although useful for spotting patterns and trends, quantitative methods frequently fall short of capturing the complexity and subtlety of everyday experiences, particularly when it comes to delicate topics like immigration status, prejudice, and health inequalities (Salway et al., 2016; Nazroo, 2021). This paradigm enables a contextualised knowledge of the mechanisms via which structural determinants impact health and well-being by emphasising participant narratives.
[bookmark: _Hlk220489040]3.3 Setting and Rationale
East London's exceptional levels of super-diversity and ingrained destitution led to its deliberate selection as the research site. An excellent setting for examining the relationship between migration, ethnicity, and health is boroughs like Newham and Tower Hamlets, which are home to some of the biggest and most diverse migrant populations in the UK (ONS, 2021; Trust for London, 2023). High rates of poverty, overcrowding, and health disparities are conditions that disproportionately impact migrants and people with uncertain immigration status, further defining the local setting (Public Health England, 2023). Access to participants and interaction with "hard-to-reach" groups are also made easier by the existence of a strong network of community and volunteer sector organisations (Phillimore et al., 2020).
3.4 Sampling and Recruitment. 
Convenience sampling was used for recruitment at the Christ Apostolic Church (CAC) in Hackney, a religious institution well-known for its assistance to immigrant communities. Faith groups are acknowledged as reliable places that encourage participation among immigrants, especially those who might be wary of official institutions or cut off from mainstream services (Hackett, 2014; Chevannes, 1997). With the help of important gatekeepers, announcements were made during church events and services. (Simich et al., 2005). 
Consent forms and informational sheets were given out in person, along with thorough descriptions of the study's aims, objectives, methods, and ethical precautions. People were guaranteed the freedom to leave at any time without facing any consequences, and participation was completely voluntary (Flick, 2018). Following best practices for research involving vulnerable individuals, all informed consent, privacy, and confidentiality requirements were strictly adhered to (Block et al., 2013; British Psychological Society, 2021). Only two people, according to university guidance, were eventually enlisted for the study, despite tremendous efforts (Liamputtong, 2010). The narratives collected were extensive and offered in-depth insights into the research issues, even though data saturation was not reached. In qualitative research, information-rich instances are acknowledged as beneficial, particularly in exploratory investigations with restricted participant access (Patton, 2015).
3.5 Data Collection 
In-depth semi-structured interviews were used to gather primary data, enabling participants to describe their experiences with their immigration journey and status, health and social services, housing and job circumstances, perceptions of prejudice, resilience, and support systems. This method ensured systematic coverage of important topics while offering flexibility to explore new themes (Braun & Clarke, 2021; Kvale & Brinkmann, 2015). 
Open-ended questions designed to gather in-depth, context-rich stories were included in an interview guide that was created based on the theoretical framework and literature review. Migration trips, difficulties obtaining healthcare, experiences of legal precarity, coping mechanisms for hardship, and the importance of family, faith, and community were among the subjects discussed.
Depending on participant preferences and public health recommendations, interviews were conducted in person, not over secure video/audio calls. With the participants' express consent, each 45- to 60-minute interview was audio recorded. (Temple & Young, 2004). 
The researcher kept an eye out for any indications of distress during the data collection procedure and was prepared to halt the interview if needed. Due to the delicate nature of the research topic, ethical and emotional issues had to be carefully managed (Liamputtong, 2010).

3.6 Data Analysis 
Reflexive theme analysis, which is especially useful for examining intricate social processes and spotting patterns in qualitative data, was used to analyse interview data (Braun & Clarke, 2006). An iterative process was used for the analysis: transcripts were read and reread to gain familiarity; initial codes were created inductively, capturing aspects of the data pertinent to the research questions; codes were then compiled into potential themes, which were continuously compared and discussed with research peers. 
The study's theoretical frameworks include the Social Determinants of Health, intersectionality, and structural violence. (Marmot et al., 2020; Crenshaw, 1989; Farmer, 2004)
This made it possible to comprehend how both structural factors and personal agency influenced participants' experiences in a complex way. Throughout, reflective notes and analytical memos were kept, recording new discoveries, analytical choices, and any biases. 
To guarantee rigour, the study procedure included member verification, in which participants were asked to check the accuracy and resonance of summaries of their interviews (Lincoln & Guba, 1985). To improve dependability and openness, an audit trail of research conclusions, analytical memoranda, and coding structures was kept.

[bookmark: _Hlk220488822]3.7 Ethical Considerations. 
There were things to think about before fieldwork began; the project received ethical approval from the university's research ethics committee. Respect, confidentiality, voluntary participation and freedom to and the freedom to withdraw were maintained throughout all stages of the study. (British Psychological Society, 2021). To protect participant identities, pseudonyms were used in all transcripts and published findings, and all data were safely stored in encrypted files that only the researcher, supervisor and UWTSD could access (Flick, 2018). 
The delicate nature of immigration status and the possibility of emotional suffering were given consideration. Participants were made aware that they might leave the interview at any moment or skip any questions. Attention was paid to the delicate nature of immigration status and the potential for emotional distress. When challenging subjects came up, the researcher showed empathy, provided breaks, and made sure participants knew about the resources for support. Throughout their participation in the study, participants were reminded of their rights, and informed consent was viewed as a continuous process rather than a singular occurrence (Block et al., 2013).
[bookmark: _Toc220428666]3.8 Trustworthiness and Rigour
[bookmark: _Toc220428667]In qualitative research, reliability is crucial for determining the validity and significance of results (Lincoln & Guba, 1985). Long-term involvement, member checking, supervisor sessions and frequent contact with supervisory peers all improved trustworthiness in this research. To facilitate readers' evaluation of the findings' applicability in different contexts, the research background and participants were thoroughly described (Creswell & Poth, 2018). Maintaining thorough records of study choices, analytical procedures, adherence to supervisors' advice and methodological modifications helped to ensure dependability. Reflexive journaling, peer debriefing, and attempts to bracket personal biases were used to address confirmability. Although the small sample size is acknowledged as a disadvantage, efforts were made to maximise the data's quality and richness while openly acknowledging the limitations and difficulties faced (Patton, 2015).
3.9 Reflexivity and Researcher Positionality 
Every step of the study process required reflexivity. To record presumptions, feelings, and the changing comprehension of the facts, the researcher kept a reflective notebook (Braun & Clarke, 2006). Particularly with reference to similar or different experiences of migration, ethnicity, and social status, the dual position as both an insider and an outsider in connection to participants was rigorously analysed. During supervision sessions, it was acknowledged and explored how the researcher's experience, history, language, and values could affect data collection and interpretation. 
Throughout the data gathering process, establishing rapport, honouring cultural diversity, and guaranteeing linguistic inclusion were given top priority. Additionally, reflexive awareness guided the analysis, ensuring that participant voices remained essential to the interpretation of results and assisting in the identification and examination of unconscious biases (Temple & Young, 2004).

3.10 Chapter Summary 
In conclusion, the methodological foundation supporting the research has been thoroughly explained in this chapter. The necessity to capture the intricate, context-dependent reality of BAME adult migrants in East London justified the use of a qualitative, interpretivist approach. To maximise access to cases with a wealth of information while maintaining ethical standards, the setting, sampling, and recruitment procedures were chosen. In-depth semi-structured interviews were used for data gathering, and reflective theme analysis was used to explain the results within solid theoretical frameworks. Throughout the research process, techniques to guarantee reliability were incorporated, such as credibility, transferability, dependability, and confirmability.

To maintain ethical and analytical rigour, reflexivity and positionality were continuously addressed. The technique used offers a solid basis for investigating how immigration status affects health and well-being among BAME migrants in East London, notwithstanding the difficulties encountered. The results of participant narratives are presented in the following chapter, providing fresh perspectives on the obstacles, tactics, and lived realities that arise when migration, ethnicity, and structural disadvantage come together.


Chapter 4: Findings
[bookmark: _Toc220428668]4.1 Introduction
The results of a qualitative study examining how immigration status affects the health and well-being of BAME adult migrants in East London are presented in this chapter. In-depth interviews with two participants produced the data, who were chosen in accordance with the ethical standards of the university and subjected to thematic analysis. The findings are arranged in accordance with the main topics that were found, obstacles to obtaining healthcare, unstable housing and work, encounters with prejudice and social exclusion, and coping and resilience techniques, all arising from immigration status. To highlight participant voices, each theme is clearly related to the study's goals and backed up by exact quotes. For background, a participant profile and a summary of the themes are given. Chapter 5 will be dedicated to theoretical analysis and interpretation.
To put the data in context and help readers navigate the chapter, a summary table of participant profiles (Table 1) and a thematic overview (Table 2) are provided below.

	Participant
	Age
	Gender
	Country of Origin
	Length of Residence in the UK (years)
	Family Situation
	Key Notes (e.g. visa/status)

	1
	37
	Male
	Ghana
	14
	Married, 2 children
	Indefinite Leave to Remain

	2
	41
	Female
	Ghana
	10
	Single parent, one child
	Limited Leave to Remain


Table 1: Participant Profile. Characteristics of Study Participants
	Main Theme
	Description
	Sub-themes

	Barriers to Healthcare
	Obstacles in accessing NHS and GP services.
	Fear of reporting, lack of info, document requirements.

	Precarious Housing & Employment
	Insecure accommodation and informal employment.
	Overcrowding, cash-in-hand jobs, and exploitation.

	Discrimination & Exclusion
	Experiences of prejudice and social isolation.
	Verbal abuse, feeling unwelcome, and workplace discrimination.

	Coping & Resilience
	Strategies for managing adversity and stress.
	Faith, church support, informal networks, and self-motivation.

	Climate Change Impacts
	Influence of weather/environment on well-being.
	Cold, damp housing, seasonal stress.

	Cultural Change & Adaptation
	Navigating new norms, values, and practices.
	Food, language, and social integration.


[bookmark: _Toc220428669]Table 2: Overview of Main Themes and Sub-themes
4.2 Barriers to Healthcare Access. 
[bookmark: _Toc220428670]Examining how immigration status affects BAME adult migrants' access to healthcare in East London was one of the main goals of this study. A variety of challenges that prevented them from receiving timely and effective care were mentioned by both individuals. Administrative obstacles were prevalent; participants reported having trouble registering with a general practitioner (GP) because of documentation requirements and unclear rights. 
[bookmark: _Toc220428671]"I tried to register but was told I needed documents like council tax and photo ID." 
[bookmark: _Toc220428672]P2 described her experience. 
“I was afraid they would report me if I asked again”. 
A common theme was the fear of being reported to immigration authorities, which made people reluctant to seek medical attention and, in certain situations, caused serious treatment delays.
P1 reiterated these worries, stating that he was reluctant to contact medical professionals because he was unsure of his rights as an immigrant with limited access to health care. 
"When I felt sick, I waited until it was really bad because I didn't know if I could go to the hospital without getting into trouble," he revealed. 
Both participants expressed widespread worry about using health services, which was made worse by conflicting information from community contacts and service providers. These results are in line with earlier studies showing that migrants with unstable status frequently put off or refrain from obtaining medical attention out of concern about potential legal ramifications or rejection (Doctors of the World, 2017; Potter et al., 2020). Access was further impeded by the lack of culturally relevant information and language limitations. Despite the occasional availability of translators, both participants described instances in which they felt misinterpreted by medical personnel or had difficulty successfully communicating their health concerns. Feelings of alienation and annoyance were exacerbated by this discrepancy between the requirements of the patients and the services provided. As a result of these obstacles, people felt more vulnerable and had less faith in the healthcare system, which was consistent with larger issues reported in UK public health literature (Feldman, 2018; Sime, 2021). [image: ]
Fig.1 Social Determinants and Social Needs: Moving beyond Midstream. ( Castrucci and Auebach, 2019)
Three layers of action are needed to improve health, according to Castrucci and Auerbach: upstream (addressing broad social factors including policy and structural conditions), midstream (addressing specific social needs), and downstream (clinical care). They stress that while addressing acute social needs can be beneficial in the near term, addressing the underlying causes and achieving long-lasting, equitable health gains can only be accomplished through upstream action through structural reform and policy change.


[image: Conceptual pathway of barriers to healthcare access for migrant participants arranged in a clockwise circular flow]Figure 2. Flowchart showing how immigration status affects documentation needs, reporting anxiety, language challenges, and eventually delayed access to healthcare. (McBean & Smith, 2022)
People only seek emergency care when it is absolutely required as a result of delayed care. 
The diagram illustrates how each obstacle builds on the one before it, eventually driving individuals away from preventive healthcare and into emergency-only care as situations worsen.
 4.3 Precarious Housing and Employment 
Participants' well-being was found to be significantly influenced by the intersections of unstable immigration status with housing and employment issues. P2 and P1 both talked about living in precarious and occasionally exploitative circumstances due to their immigration status at the time. 
"There was no privacy, and sometimes I couldn't sleep because of the noise." 
P2, who lived in shared housing, clarified. 
“Since I had nowhere else to go, I was unable to complain”. 
This congested setting, which is typical of low-income urban migrants, presented difficulties for her mental and physical health.
P1's housing situation was similarly precarious, as he alternated between friends' sofas and makeshift hostel rooms, never knowing how long he could stay in one location. 
"I stayed where I could," he recalled. 
I occasionally must depart quickly. It is never easy. These unstable living conditions and the ongoing fear of eviction created chronic stress and insecurity, which have been demonstrated to have detrimental effects on mental and physical health (Marmot et al., 2020; Power et al., 2017).
For both participants, employment was similarly precarious. P2 was paid cash in hand, had a part-time job as a cleaner, and had neither legal protection nor employment security.
"There's nothing I could do if they don't pay me and I am unable to tell anyone", she said. 
P1 was dependent on odd jobs and casual labour, which were frequently organised through unofficial networks. 
"Sometimes they promise work, but when you finish, they don't pay," he said, describing a similar vulnerability to abuse. 
“All you need to do is accept it.” 
Their immigration status was directly related to their lack of remedies for unjust treatment since they both believed that filing a complaint would compromise their limited rights or future opportunities to work in the UK. These experiences are consistent with an increasing amount of data showing the structural disadvantages that migrants in the UK, especially those with precarious status, endure (Sumption & Kone, 2018; Jayaweera, 2014). Both participants' narratives demonstrated how housing and employment precarity are inextricably linked to more general social determinants of health.

[bookmark: _Hlk220488419]4.4 Experiences of Discrimination and Social Exclusion. 
Examining the degree and type of discrimination experienced by BAME migrants in East London was another goal of the study. Both individuals gave unmistakable proof of feeling excluded and unwanted in a range of contexts. 
[bookmark: _Hlk220692942][bookmark: _Hlk220692912]"Sometimes I hear people say, 'Go back to your country,' or they make comments about my accent," 
P2 said, describing overt acts of racism and xenophobia. 
"I feel like I do not belong because of it". 
These encounters took place in public areas, on public transportation, and even during routine exchanges at work or at stores. 
P1's story also emphasised social exclusion because of more covert kinds of othering in addition to overt prejudice. 
"People look at you differently," he said.
When they talk to you, you get the impression that you do not matter. Both individuals admitted that these encounters had a cumulative impact on their confidence, sense of self-worth, and mental health and frequently caused them to avoid social situations. 
Discrimination at work was another persistent problem. In comparison to their British-born coworkers, both participants reported being denied opportunities or receiving unjust treatment. 
"I've been passed over for jobs even though I have the skills." 
P2 recalls. They always produce an explanation. These results support previous research on how racism and xenophobia affect immigrant integration and health (Nazroo, 2021; Salway et al., 2016).
4.5 Coping Strategies and Resilience. 
Both subjects showed remarkable endurance and acquired a variety of coping mechanisms to deal with hardship despite the many obstacles they encountered. For both P2 and P1, faith and the religious community became important sources of support.
 P2 referred to her church as a second family, offering both practical and spiritual support. "Here, church is like family," she said. 
“I chat to friends or the pastor when I am feeling lost”. They support me continuously. Additionally, the church community provided access to services and information, such as job openings or housing leads. 
P1 also emphasised the value of faith, pointing out that engagement in religious activities and prayer offered inspiration and hope during trying times. Sharing information about jobs, services, and navigating governmental procedures was made possible by informal social networks, which included friends and acquaintances from similar backgrounds. These relationships provided both participants with practical guidance and emotional support.
A recurrent thread in their stories was personal resilience.
"I have learned to be strong, even when things are hard," P2 thought.
"Keep going, things will get better," I tell myself.
"You have to be tough, otherwise you can't survive here," said P1, expressing the same opinion.
"I do not give up easily". 
These results align with studies showing that coping involves drawing on internal strength as well as external or spiritual sources of support, particularly among immigrants facing hardship. (Cheung & Phillimore, 2014; Simich et al., 2005). 

Table 3 presents a comparative review of coping techniques, highlighting both individual differences and commonalities.
	Participant
	Faith/Church
	Family Support
	Informal Work
	Self-motivation
	Use of Community Groups

	2
	Yes
	Some
	Yes
	Yes
	Yes

	1
	Yes
	Little
	Yes
	Yes
	Limited


Table 3: Coping Strategies and Sources of Support
[bookmark: _Hlk220488539]4.6 Climate Change Impacts. 
Both participants discussed how their health and well-being were impacted by acclimating to the UK environment. 
"The cold here is different from what I knew," P2 remarked. 
[bookmark: _Hlk219983665]"When it rains a lot, and the house is always wet, I sometimes feel exhausted and ill."
"Back home, I was used to warmth, but here, the winters are bitterly cold," said P1.
"I do not want to go outside when I am depressed".
Poor home conditions, such as insufficient heating and ventilation, made these experiences worse by aggravating discomfort and respiratory issues. Both physical and mental health issues were exacerbated by the UK's temperature and housing insecurity, which is consistent with research showing that environmental factors influence migrant well-being in temperate nations (Smith & McBean, 2022).
[bookmark: _Hlk220488551]4.7 Cultural Change and Adaptation. 
Both participants noted that acclimating to UK cultural standards was a major issue. 
"Everything is different, including the way people talk, the food, and the way neighbours behave," P2 said. 
"There are moments when I long for the way things used to be." 
"In my country, people are always visiting and helping each other." 
P1 said, echoing these sentiments and emphasising the challenges of forming social bonds. "It is difficult to make friends here because everyone is so busy." 
Stressors, including dietary changes, strange habits, weather conditions and cultural and language hurdles, were common, although both individuals also talked about learning and adapting gradually. These observations are consistent with acculturation theory, which emphasises the social and psychological adaptations immigrants must make when they enter a new cultural setting. Berry (2005)
4.8 Thematic Interconnections. 
Analysis showed that the main themes, healthcare restrictions, unstable housing, employment, and discrimination experiences, were not distinct occurrences but rather intricately linked, frequently exacerbating and reinforcing one another in participants' daily lives. The primary structuring element that shaped and connected these difficulties for both people was their immigration status, which also determined their access to resources, risk exposure, general well-being, and related outcomes. For instance, unstable immigration status limited career opportunities, created administrative obstacles in the healthcare system, and made it challenging to find stable housing, among other constraints. In addition to making individuals more susceptible to prejudice and exploitation, the ensuing precarity heightened their feelings of social marginalisation and exclusion.
These experiences often reinforced one another; the inability to obtain steady work resulted in unstable housing, which increased stress and made it more difficult to access health care or form supportive social networks. 
In this web of hardship, coping mechanisms and resilience sources like faith, community involvement, and personal resolve served as crucial barriers. Participants did, however, highlight how the cumulative effects of several intersecting obstacles occasionally compromised even these supports. For example, in situations where restricted access to healthcare services, public services, economic instability, and language barriers coexisted, among other challenges, the lack of conventional community institutions was felt more keenly.
Figure 3 provides a conceptual framework that maps the relationships between immigration status, socioeconomic determinants, and health outcomes found in this study, providing a visual summary of this intricate interaction. With coping and resilience characteristics regulating these effects, the figure shows how immigration status is at the centre, impacting barriers in healthcare, housing, work, and experiences of discrimination, all of which shape health and well-being outcomes. 
The analysis emphasises the significance of taking a comprehensive, intersectional approach to comprehending migrant health disparities by highlighting these relationships. Additionally, rather than addressing each issue separately, it emphasises the necessity of integrated policy and practice responses that address the entire range of social, economic, and cultural causes
[image: ]
Fig. 3 Immigration Status as a Structuring Factor.

[bookmark: _Hlk220488659]4.9 Summary of Key Findings
Table 4 presents a summary matrix that links research objectives to important findings and representative quotes from participants. 
	Research Objective
	Theme Addressed
	Illustrative Quote

	Access to healthcare
	Barriers to Healthcare
	“I tried to register… I was scared to ask again.”

	Impact of immigration status on well-being
	Housing & Employment, Discrimination
	“If they don’t pay me, there’s nothing I can do.”

	Coping and resilience
	Coping & Resilience
	“Church is like family here… They help me keep going.”


Table 4: Alignment of Research Objectives, Themes, and Evidence

[bookmark: _Hlk220488698]4.10 Chapter Summary. 
The results of in-depth interviews with two BAME adult migrants in East London are methodically presented in this chapter, arranged according to key themes that support the study's goals. Significant hurdles to healthcare access were reported by participants, including administrative challenges, disclosure concerns, cultural and climate challenges and language limitations. Insecurity, exploitation, coping strategies and persistent ambiguity were prevalent in housing and job circumstances, all of which were strongly associated with immigration status. Both participants talked about their experiences with social exclusion and discrimination in public areas, at work, and when using services, which led to a feeling of marginalisation and a decline in well-being. Both participants showed resilience in the face of these difficulties, finding strength in their personal resolve, faith, family and social networks. These topics' links highlight how intricate and varied migrant health disparities are. Participants emphasised the difficulties presented by the UK climate and the process of cultural transition, in addition to obstacles pertaining to healthcare, housing, work, and prejudice. Their health and well-being were further impacted by the physical effects of cold, wet weather as well as the psychological stress of acclimating to new social customs, languages, and conventions. These results highlight the complexity of migration experiences and the significance of taking cultural and environmental elements into account in addition to more widely researched social concerns. The results shown here serve as a basis for the discussion and analytical interpretation that follow in Chapter 5.
[image: ]Figure 4. A conceptual framework 
This framework synthesises social, environmental, and cultural factors to assess health and well-being among BAME migrants in East London (modified from Marmot et al., 2020). 
The diagram illustrates how humans are impacted by environmental change in different ways based on their exposure and sensitivity. People's experiences are shaped by the intersections of development circumstances like socioeconomic position, governance, and service access with climate elements like natural variability and human-driven change. These pressures can lead to immobility, where individuals are “trapped” and face health risks like stress, food insecurity, and limited services, or mobility, where people relocate or migrate but encounter new challenges at their destination. Human mobility is both a survival strategy and a source of additional risk, as evidenced by the ways in which personal attributes like age, health, or social networks affect how people survive and adapt.



[bookmark: _Toc220428673]Chapter 5: Discussion
5.1 Introduction
The main conclusions from in-depth interviews with the two BAME adult migrants in East London, which were given in Chapter 4, are critically interpreted and analysed in this chapter. In order to place findings within the broader context of migrant health research, the discussion engages with recent literature while drawing on established theoretical frameworks, most notably the Social Determinants of Health (Marmot et al., 2020), intersectionality (Crenshaw, 1989), and acculturation theory (Berry, 2005). In each part, a primary study goal is reviewed, the importance and meaning of the results are examined, and the implications for public health practice, policy, and future research are considered.
[bookmark: _Toc220428674]5.2 Barriers to Healthcare Access: Interpretation and Implications
The results of this research support the findings of Doctors of the World (2017) and Feldman (2018) by showing that immigration status continues to be a major factor in determining in BAME adult migrants' access to health services. Administrative barriers to timely care included documentation requirements and the widespread fear of being reported to immigration officials. Inconsistent information and a lack of cultural sensitivity in health care exacerbate these obstacles and cause therapy to be postponed or abandoned. These findings are consistent with previous studies showing that migrants' right to health is consistently compromised by institutional exclusion and legal precarity (Potter et al., 2020; Sime, 2021). By demonstrating how these obstacles are perceived as both bureaucratic roadblocks and chronic psychological stressors that exacerbate anxiety and mistrust in the healthcare system, this research advances knowledge. The results show how structural and individual vulnerabilities intertwine, bolstering the claim that immigration status is a crucial social factor with wide-ranging effects rather than merely an administrative classification (Marmot et al., 2020).

Precarious housing and exploitative employment are directly linked to uncertain immigration status, according to the findings. In line with the larger body of research on migrant precarity in urban Britain, participants described living in cramped quarters, transitory housing, and informal, unprotected employment (Jayaweera, 2014; Power et al., 2017). According to Sumption and Kone (2018), both interviewees described circumstances characterised by persistent uncertainty, a lack of privacy, and insufficient protection against exploitation, all of which are known to contribute to poor physical and mental health.
[bookmark: _Toc220428675]5.3 Precarious Housing and Employment: Analytical Insights
By directly connecting these social variables to the lived experiences of BAME migrants in East London, our study adds additional empirical detail. It illustrates how a widespread sense of instability is created and prospects for upward mobility are reduced by the compounding impacts of housing and work uncertainty, which are frequently moulded by legal constraints. This is consistent with the conceptual framework established in Chapter 2, which presents social exclusion and structural violence as interdependent factors affecting the welfare of migrants (Farmer, 2004; Nazroo, 2021).
[bookmark: _Toc220428676]5.4 Discrimination and Social Exclusion: Critical Reflections
A recurring feature in participant reports was the ongoing experience of prejudice, whether it was overt, like racist abuse in public places or covert, like being passed over for jobs. These results support the substantial body of research on health disparities among immigrants and ethnic groups in the UK (Salway et al., 2016; Nazroo, 2021). The information demonstrates the multifaceted nature of prejudice, which takes place not just in interpersonal relationships but also in institutions like public services and businesses. Significantly, this research adds complexity by describing the identity-related and emotional effects of social exclusion, such as low self-esteem and an unwillingness to ask for help. Given that participants' experiences were influenced by the overlapping factors of race, migratory status, language, and socioeconomic status, the intersectionality perspective is especially relevant in this case (Crenshaw, 1989). The study increases knowledge of how exclusion functions at the junction of several axes of disadvantage, exacerbating health risks and impeding integration, by elevating the voices of BAME adult migrants.
5.5 Coping Strategies and Resilience: The Role of Community and Faith 
Both participants showed resiliency and resourcefulness in the face of major obstacles. According to studies that emphasise the protective effect of social capital and religious participation among migrants, faith-based communities and unofficial social networks served as vital sources of emotional and practical support (Cheung & Phillimore, 2014; Simich et al., 2005). The church was characterised as a vital anchor that promotes mental wellness, information availability, and a sense of connection. 
Important coping strategies also included self-motivation and personal initiative. These results highlight the need to acknowledge migrants as active agents who use a variety of techniques to overcome adversity rather than just as passive victims of hardship (Berry,2005). The conceptual framework's emphasis on resilience as a moderating factor on the detrimental impacts of structural disadvantage is directly related to this issue.
5.6 Climate Change Impacts: Environmental Adaptation and Health. 
The current study, which focuses on how the UK climate affects migrant health and well-being, is a unique addition. Both individuals mentioned discomfort, an elevated risk of sickness, and emotional strain as difficulties brought on by colder, wetter weather. Poor housing conditions, such as insufficient heating and ventilation, made these problems worse. The results are consistent with new research showing that environmental adaptation is an important but little-studied factor influencing migrant health in temperate nations (Smith & McBean, 2022). The study emphasises the need for more comprehensive, ecologically conscious public health interventions by drawing attention to the relationship between housing precarity and climate change.
[bookmark: _Toc220428677]5.7 Cultural Change and Adaptation: Navigating New Cultures
Participants faced both practical and emotional difficulties adjusting to UK cultural standards. According to Berry's (2005) acculturation theory, which contends that immigrants must adapt to the dominant culture while preserving their heritage culture, the process of acculturation includes renegotiating identity, adopting new social behaviours, adjusting and navigating unfamiliar systems. In line with Sime's (2021) results, which point out that linguistic and cultural discontinuities might increase vulnerability, especially for recently arrived migrants, both participants expressed feelings of loneliness, insecurity, cultural loss, and detachment from familiar support networks. 
Participants frequently expressed frustration at not being able to adequately articulate their needs or establish relationships due to language limitations. This is consistent with the findings of Phillimore et al. (2020), who discovered that poor English proficiency might hinder access to necessary services, such as work and healthcare, and is a recurring source of stress. Dietary adjustments also became a problem, as noted by Pemberton and Stevens (2019), who noted that migrants frequently find it difficult to stick to customary eating habits due to financial limitations and the unavailability of familiar ingredients, which exacerbates dietary acculturative stress. 
Participants felt more vulnerable because there were no established community support systems. This result is consistent with the findings of Crawshaw et al. (2022), who contend that disturbances to established social networks can worsen adjustment challenges and jeopardise well-being. But several participants also talked about how they gradually adapted and became more culturally competent over time, which illustrates how acculturation is dynamic and unique (Berry, 2005). 
According to Berry (2005), Sime (2021), Crawshaw et al. (2022), Phillimore et al. (2020), and others, this subject supports the increasing understanding that cultural adaptation is a complicated and continuous process that involves both hazards and opportunities for migrant well-being.
 5.8 Integration with Conceptual Framework 
The conceptual framework presented in Chapter 4, which proposed that immigration status interacts with social, environmental, and cultural influences to affect health outcomes for BAME migrants, is validated and expanded upon by the study's findings. The empirical data demonstrate that these factors are intricately linked, with immigration status at the core of a network of social, administrative, and environmental obstacles. The paradigm is enhanced by the inclusion of climatic adaptation and cultural change, which highlight the complexity of migrant health disparities. The study offers concrete illustrations of how theoretical concepts like structural violence and intersectionality appear in the lived reality of migrants in East London (Crenshaw, 1989; Farmer, 2004).
5.9 Strengths and Limitations 
The current study's qualitative design, which allowed for a comprehensive, in-depth examination of delicate and complicated experiences that are frequently unreachable through quantitative questionnaires, is one of its main advantages. Semi-structured interviews encouraged participants to reveal complex personal tales that shed light on the lived reality underlying statistical patterns by fostering genuine rapport and trust (Braun & Clarke, 2006). The research offers a level of contextual understanding rarely attained in larger-scale studies by emphasising participant voices and providing detailed insights into the mechanisms by which immigration status, social determinants, and adaptation processes shape health outcomes among BAME migrants (Patton, 2015). 
A multifaceted interpretation of the data that is sensitive to the interaction of structural, cultural, and environmental elements was made possible by the integration of several theoretical frameworks, intersectionality, acculturation, and social determinants of health. Regular supervisory input and analytical note writing reinforced the rigour and dependability of the findings, and reflexivity was integrated throughout the study process to increase credibility and transparency (Lincoln & Guba, 1985). However, it is important to recognise some limits. The results' scope and applicability are constrained by the small, purposefully chosen sample required by university ethics regulations. Those who agreed to take part might have had unique experiences or traits that are not typical of all BAME immigrants in East London. Notwithstanding these limitations, the complexity and depth of the data offer insightful, useful information and point out areas that require in-depth future study. The results support the usefulness of qualitative approaches in deciphering intricate social and health phenomena and provide a solid basis for further research with larger sample sizes.
5.10 Implications for Policy, Practice, and Research
There are a number of significant ramifications in the conclusions from this present study. The elimination of administrative obstacles to immigrant healthcare, the clarification of entitlement information, and the funding of services that are sensitive to linguistic and cultural differences should be top priorities for policymakers (Doctors of the World, 2017; Feldman, 2018). Precarity and related health hazards may be decreased with better regulation and assistance for migrant housing and employment. It is important to acknowledge and assist faith-based and community organisations as vital collaborators in providing outreach, assistance, information for policy makers, and information to immigrant communities (Cheung & Phillimore, 2014). 
Future studies should examine the relationship between social and environmental factors in more detail, ideally using bigger, more varied sample sizes. To meet the comprehensive needs of migrant communities, public health interventions and policy planning should take climate adaptation and cultural transformation into account (Smith & McBean, 2022).
[bookmark: _Toc220428678]5.11 Conclusion
To provide a nuanced understanding of how various structural and contextual factors interact to influence the health trajectories of BAME migrants in East London, the debate in this chapter has progressed beyond the simple relaying of participant experiences. This analysis, which draws on theoretical frameworks and participants' lived realities, sheds light on the adaptive strategies that enable survival and, occasionally, well-being in difficult situations while also offering a deeper understanding of the enduring and complex obstacles faced by migrants. 
This chapter illustrates how social exclusion, environmental adaptability, and precarious immigration status all influence migrants' sense of agency and belonging as well as their access to resources by placing the findings within larger public health discussions.  The inclusion of climatic and cultural adaptation as health determinants gives the conversation a fresh perspective and implies that public health interventions need to be sensitive to the changing realities of urban diversity and global mobility. 
Crucially, the study's conclusions encourage a re-evaluation of current governmental strategies. The research suggests that systemic reforms that act across the legal, social, and environmental domains are necessary rather than treating health disparities among migrants as isolated or static. This entails simplifying administrative procedures, promoting equitable employment and secure housing, and acknowledging the protective significance of community institutions and cultural competency in the provision of services.
The complexity of the qualitative investigation has produced a nuanced understanding that can guide both local and national policy, even while methodological limitations like a small sample size are acknowledged. The need for intersectional, context-sensitive research in tackling complex health disparities is emphasised in the chapter's conclusion. The final chapter (Chapter 6) synthesises the principal conclusions and contributions of the dissertation and discusses implications for professional practice, policy development, methodological considerations, and directions for future research. 

[bookmark: _Toc220428679]Chapter 6: Conclusion and Recommendations
[bookmark: _Toc220428680]6.1 Introduction
From the introduction chapter 1.6, the research question is asked: "How does immigration status affect the health and well-being of adult migrants from BAME backgrounds living in East London?" This dissertation aimed to address a critical subject for public health in super-diverse urban Britain. In other words, it inquires what effects immigration status has on the health and well-being of BAME migrants in East London when combined with social, cultural, and environmental factors.  This research has revealed the enduring obstacles and vulnerabilities imposed by legal precarity as well as the extraordinary adaptation and resilience shown in the face of systemic disadvantage through the words of participants negotiating the realities of migration.
The research provides a fresh perspective on the lived experience of health disparity and identifies opportunities for more equitable and successful solutions by examining the intersections of policy, location, and identity. This last chapter summarises the answers to the research questions, highlights the study's main contributions, and discusses the intellectual and practical ramifications for public health's future in a culture that is changing quickly.
[bookmark: _Toc220428681]6.2 Synthesis of Findings and Achievement of Objectives 
The research's main goal was to investigate how immigration status interacts with social, cultural, and environmental factors to influence BAME adult migrants' health and well-being in East London. The study used qualitative inquiry to accomplish the following goals: 
Firstly, the study clarified the major impediments to healthcare that migrants with uncertain status confront, such as a lack of culturally competent providers, fear of being reported, fear of deportation and administrative challenges. These results support and add to the body of evidence showing that legal precarity continues to be a persistent barrier to health equity among adult BAME migrants (Doctors of the World, 2017; Potter et al., 2020).

Secondly, the study shed light on how exploitative employment and unstable housing have a compounding effect on people's health and well-being. This research is consistent with the larger body of research on migrant precarity in urban Britain (Jayaweera, 2014; Power et al., 2017), as both participants acknowledged persistent instability and vulnerability to exploitation.
Thirdly, by highlighting the cumulative and intersectional effects of racism and socioeconomic marginalisation, the research offered fresh perspectives on the everyday realities of discrimination and social exclusion (Nazroo, 2021; Salway et al., 2016).

Fourthly, the results revealed a variety of coping mechanisms and sources of resilience, including personal agency and the crucial role of faith-based and community organisations. These findings support the increasing understanding of the protective benefits of community involvement and social capital for immigrant groups (Cheung & Phillimore, 2014; Simich et al., 2005). 

Lastly, the study demonstrated that environmental stresses and the acculturation process are important but little-studied predictors of migrant health in the UK setting by incorporating themes of climatic adaptation and cultural change in a novel way (Smith & McBean, 2022; Berry, 2005).

6.3 New Findings and Emerging Questions
This research makes a unique contribution by focusing on factors that have not received enough attention, particularly how cultural change and climate adaptation interact with social and legal injustices to influence health outcomes (Smith & McBean, 2022; Berry, 2005). These results imply that understanding migrant health requires considering both traditional social variables and cultural and environmental context. New concerns are also raised by the research, such as how resilience and adaptability may be impacted by factors like age, gender, or length of stay, and what approaches could be most effective in assisting migrants who are confronted with a variety of intersecting obstacles. These topics' emergence demonstrates the importance of adaptable, participant-led qualitative inquiry in identifying fresh research directions.
[bookmark: _Toc220428682]6.4 Effectiveness of the Methodological Approach
The research's qualitative, interpretivist design has worked effectively for examining the complex and context-dependent experiences of BAME migrants in East London. The study was able to capture the complexity, sensitivity, and uniqueness of participants' narrative insights through in-depth, semi-structured interviews, which are sometimes overlooked by routine data or quantitative surveys (Braun & Clarke, 2006; Patton, 2015). This method allowed for the emergence of unanticipated topics, like the effects of climate adaptation, and allowed for a deeper understanding of how legal status, social determinants, coping mechanisms and adaptation processes alter health and well-being in daily life.
By allowing for a multifaceted interpretation and placing individual tales within larger social, cultural, and environmental dynamics, the integration of several theoretical frameworks, intersectionality, acculturation, and social determinants of health enriched the analysis. The rigour and legitimacy of the research process were bolstered by reflexivity and frequent supervision.
[bookmark: _Toc220428683]The study's depth and focus on lived experience make up for the purposeful and morally restricted sample size, which limits the findings' generalisability. 

6.5 Reflections on Strengths and Limitations
This dissertation's qualitative method, which made it possible to gather rich, detailed data that shed light on the lived realities underlying statistical trends, is one of its main strengths (Braun & Clarke, 2006). Participants were able to divulge private information that might not be recorded in surveys or administrative data because semi-structured interviews promoted openness and trust. A multifaceted viewpoint that places individual experiences within larger structural and cultural settings was provided by the integration of several theoretical frameworks, which improved the analytical rigour. The study approach was infused with reflexivity, paying close attention to positionality, potential bias, and the ethical challenges of dealing with disadvantaged communities. The findings' credibility and dependability were reinforced by regular supervision and analytical memo writing.
Even with these advantages, there are still drawbacks. The findings' generalisability is limited by the small sample size. Additionally, there is a chance that participants may not accurately reflect the variety of BAME migrant experiences in East London. However, these drawbacks are outweighed by the study's depth and contextual richness, which provide insightful information for practitioners, academics, and policymakers trying to comprehend and alleviate the health disparities experienced by migrants.
The results highlight the significance of intersectional, participative, and context-sensitive methods in further public health studies.

6.6 Recommendations for Policy and Practice. 
These recommendations are meant to be constructive rather than prescriptive, drawing upon both the lived experiences of the participants and the broader body of data. It is acknowledged that the intricacy of migration policy and practice, variations in local contexts, socio-economic constraints, and resource limitations must all be taken into consideration throughout implementation. This research seeks to encourage the development of more equitable and long-lasting public health interventions by fostering ongoing discussion, promoting cooperative action among legislators, practitioners, and migrant communities, supporting culturally sensitive approaches, and advocating for adaptable strategies responsive to emerging challenges and changing community needs
Legislators should consider examining and streamlining administrative procedures related to immigrants' access to healthcare. 
This might involve making entitlements clearer, reducing the burden of documentation, and ensuring that regulations do not unintentionally exclude individuals with uncertain legal status. The anxiety and confusion that currently prevent many migrants from receiving timely care could be alleviated through greater transparency in policy and practice (Doctors of the World, 2017; Feldman, 2018). 
Health services should invest more in culturally and linguistically competent care. Examples of this approach include ongoing cultural sensitivity training for staff, multilingual health information, and regular access to qualified interpreters. In addition to fostering trust and improving communication between healthcare providers and immigrant patients, these initiatives may also empower individuals and boost their confidence when navigating the healthcare system (Sime, 2021). 

Furthermore, there is scope to enhance the legal frameworks governing employment and housing. Increased regulation and stricter enforcement could ensure fair employment opportunities for migrants, regardless of their legal status, prevent exploitation, and improve the quality and safety of housing. Policymakers may lessen the ongoing vulnerability and insecurity that many migrants currently experience by addressing these social variables (Jayaweera, 2014; Power et al., 2017). 
More resources and recognition should be given to community and religious organisations as vital collaborators in the health and welfare of migrants. These organisations frequently fill gaps in the formal service delivery system by acting as dependable sources of outreach, advocacy, and emotional support. Strengthening their capacity to provide community-building initiatives, health promotion, guidance, educational support, and signposting services could enhance the resilience, social integration, and overall well-being of immigrant populations. (Cheung & Phillimore, 2014).
Lastly, when designing and implementing health interventions for migrants, public health organisations and local authorities may consider environmental and climate adaptation. This could include integrating environmental health literacy into community outreach programmes and providing targeted support for individuals unfamiliar with the UK climate or living in substandard housing. As part of a comprehensive strategy, identifying and addressing these factors can help reduce new health risks and promote overall wellness in immigrant communities (Smith & McBean, 2022). Effective service management and the utilisation of digital healthcare technologies are vital to achieving this within the UK healthcare system. Examples such as electronic health records, teleconsultations, and analytical tools for public healthcare present significant opportunities for improved accessibility and continuity of care, as well as for early diagnosis of chronic illnesses common among immigrants and underprivileged groups. 
Regardless of immigration status, early diagnosis and preventative care can lower unnecessary hospital admissions, slow the progression of chronic conditions, and ease the burden on emergency and secondary services. From a policy perspective, investing in early intervention is both a cost-effective strategy that saves government resources and an issue of equity.
[bookmark: _Toc220428684]6.7 Recommendations for Future Research
To investigate the diversity of migration experiences, future research should build on this study by employing larger and more varied participant groups. Longitudinal and comparative studies are also required to track the evolving effects of migration, climate change, and cultural adaptation across time and in different contexts. Employing a mixed-methods approach, combining quantitative and qualitative techniques, would allow for a more comprehensive understanding of these complex phenomena. Further research examining variations in migratory pathways, age, duration of residence, gender, and other demographic or socio-cultural factors would enhance knowledge and inform the development of tailored interventions and policy responses. To ensure that future studies remain sensitive to community priorities and lived experiences, it is also essential to engage in participatory research approaches, involving migrants as co-researchers throughout the research process.
6.8 Original Knowledge and Significance
By improving conceptual knowledge and practical insight into the health and well-being of BAME migrants in urban Britain, this research advances the area of public health. The study is unique in that it incorporates cultural transformation and climate adaptation as health determinants, a viewpoint that is rarely highlighted in UK-based migrant health studies (Smith & McBean, 2022; Berry, 2005). This dissertation provides an expanded framework for understanding migrant vulnerability and adaptation by highlighting the ways in which environmental discomfort, such as persistent cold and damp, and the psychological difficulties of navigating unfamiliar cultural norms, interact with more widely recognised social determinants.
Most importantly, the study elevates the voices of BAME migrants themselves, offering rich qualitative data that sheds light on agency, resourcefulness, and resilience rather than deficit-based narratives (Cheung & Phillimore, 2014; Simich et al., 2005).
In order for interventions to more successfully address the entire range of difficulties and resources influencing well-being, this research emphasises the need for a holistic approach to migrant health, one that acknowledges the dynamic interplay between physical, mental, social, environmental, and cultural factors (Marmot et al., 2020). The study lays the groundwork for greater equity-focused, context-sensitive public health initiatives by showcasing these lived realities.
6.9 Closing Reflections
This dissertation's statistics and research demonstrate the pressing need for advanced, all-encompassing public health measures that take into consideration the complexity of migrant experiences. By highlighting the interrelated consequences of immigration status, socioeconomic variables, environmental adaptability, and cultural transformation, this research challenges oversimplified paradigms and advocates for practices and policies that are sensitive to the reality of contemporary migration. 
Importantly, the study demonstrates that rather than being passive victims of institutional disadvantage, adult BAME migrants in East London are active agents who employ cultural resources, community networks, and personal fortitude to navigate daily life. Their viewpoints, which are frequently disregarded in popular discourse, offer insightful information on what is required for public services and health systems to be truly inclusive and successful.
Policymakers, practitioners, and researchers must make sure that, rather than only addressing deficiencies or crises, approaches to health challenges take advantage of the resilience, aspirations, competencies, coping strategies, adaptive capacities, and social resources of migrant communities in this incredibly diverse context. To do this, services must be continuously assessed and improved in an effort to preserve their relevance and quality. 
To keep up with East London's changing urban and migration context, this study emphasises the significance of future longitudinal, participatory research. It will take persistent collaboration, creativity, and an unshakable dedication to equity to reduce health disparities and enable everyone, regardless of background or status, to realise their potential in health and well-being.
By emphasising cooperation, digital innovation, quality assurance, and self-management assistance, public health systems can reduce health disparities, enhance the treatment of chronic conditions, and create settings where everyone can realise their full health potential. 
This dissertation concludes that among adult BAME migrants in East London, immigration status is a critical driver of health. Health disparities will continue to exist as long as systemic injustices and legal obstacles exist. As such, all parties involved must acknowledge and deal with the significant effects of immigrant status, cooperating to remove these obstacles. Then and only then will all communities have the chance to attain optimal health and well-being, irrespective of their status or place of origin.
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Appendix A: 
[bookmark: _Toc220428687]Participant Information Sheet and Consent Form
[bookmark: _Toc220428688]Participant Information
[bookmark: _Hlk219310555]You are invited to participate in a research study examining the health outcomes of BAME migrants living in East London. This study forms part of a larger dissertation investigating how immigration status affects the health of Black, Asian, and other minoritised ethnic (BAME) migrants. The research aims to understand how migration experiences influence both physical and mental health, as well as access to healthcare services, situating your experiences within the Social Determinants of Health framework.
[bookmark: _Toc220428689]Key Points
Voluntary Participation: Your participation is entirely voluntary. You are free to withdraw from the study at any time, without giving a reason and without facing any consequences.
Interview Process: The interview will be a one-on-one, semi-structured discussion expected to last up to 30 minutes, although there is no strict time limit. You may take breaks or stop at any point.
No Payment or Reward: There is no financial incentive or reward for participating in this study.
Confidentiality and Data Security: All data collected, including audio recordings and transcripts, will be treated as strictly confidential. Data will be stored securely on a password-protected University server, accessible only to the research team. All identifying information will be anonymised in any written reports or presentations. Data will be retained securely for five years, after which it will be permanently destroyed.
Use of Quotations: Direct quotations from your interview may be used in the dissertation or academic presentations, but your identity will remain strictly confidential at all times.
Right to Decline: You may decline to answer any question without providing a reason.
[bookmark: _Toc220428690]

Contact Information
If you have any questions about the study or your participation, please contact:
	Role
	Name
	Contact Details

	Researcher
	Augustina Afi Acheampong
	2424172@student.uwtsd.ac.uk

	Supervisor
	Dr. Olaoye Itse
	i.olaoye@uwtsd.ac.uk


Table A1: Contact Information
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Appendix B: Research Ethics Approval Letter
[bookmark: _Toc220428693]Purpose
This appendix provides the formal ethical clearance from the University of Wales Trinity Saint David Research Ethics Committee. The approval confirms that all study procedures, participant recruitment protocols, data management, and participant welfare measures were reviewed and found to be in full compliance with the University’s ethical standards and governance requirements. Inclusion of this documentation is essential for evidencing the rigour and ethical integrity of the research project.
[bookmark: _Toc220428694]Excerpt from Approval Letter
“Ethical approval granted for project title: ‘The effects of immigration status on Health Outcomes of Adult BAME Migrants in East London.’

Approval valid for the duration of data collection until 31 December 2025.”
This appendix is referenced in Chapter 3, Section 3.10 (Ethical Considerations).
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[bookmark: _Toc220428696]Appendix C: Semi-Structured Interview Schedule
[bookmark: _Toc220428697]Purpose
This appendix presents the Semi-Structured Interview Schedule used to explore the health outcomes of BAME migrants living in East London. Participants lived experiences of health and migration. The questions were designed to facilitate open, context-rich discussion, while focusing on structural determinants, access to services, and social inclusion/exclusion.
[bookmark: _Toc220428698]Example Interview Questions
SHORT SEMI-STRUCTURED INTERVIEW GUIDE
Opening
Thank participant, confirm consent, reassure anonymity, and confirm audio recording.
Core Interview Questions 
1. Background and Arrival
1. “Can you tell me a little about yourself and how you came to live in East London?”
2. Immigration Status and Daily Life
2. “How does your immigration status affect your day-to-day life?”
3. Housing Conditions
3. “How would you describe your current housing situation, and how does it affect your health or wellbeing?”
4. Work and Finances
4. “What has your experience of working in the UK been like, especially in relation to your immigration status?”
5. “Have financial pressures, such as rent or visa fees, affected your health or daily life?”
5. Healthcare Access
6. “Can you tell me about your experiences accessing healthcare services in the UK?”
7. “Have you ever delayed seeking healthcare? What influenced that decision?”
6. Psychosocial and Emotional Impact
8. “What kinds of stresses or worries do you experience, and how do they affect your wellbeing?”
9. “Do you ever feel isolated or unsure who to trust? How does this affect you?”
7. Coping and Support
10. “What helps you cope with the challenges you face, and what support do you think would make things easier?”
Closing Question
· “Is there anything else you would like to add that you feel is important?”
· Reassure confidentiality and thank the participant.
.

 


Appendix D: Sample Transcribed Interview Excerpt
Purpose:
This appendix provides an anonymised, verbatim example of a participant's interview transcript. This inclusion serves to demonstrate the raw qualitative data collected and illustrates the process of generating rich, contextualised narratives from which the thematic analysis (Chapter 4) was derived.
Excerpt:
The following is a small excerpt from Participant 2's (P2) interview, illustrating the confluence of financial stress, physical strain, and the need to suppress pain, a finding directly linked to the accumulation of Allostatic Load.
	Speaker
	Transcript Excerpt 

	P2:
	"The fee for the visa is always in my head, always. So, if I have a headache or a fever, I cannot stay home. I must go and do the shift. It's not a choice, you see? If I miss that money, I miss the rent, and then I risk everything. My body is tired, yes, but the stress is more tiring than the work. It takes the rest from me, even when I am sleeping."



Table D1: Thematic Findings
See Chapter 4, Sections 4.8 (Thematic Findings).


Appendix E: Sample Coded Transcript
This appendix contains an anonymised excerpt from a participant interview. Codes and themes are indicated to demonstrate the process of thematic analysis.
	Transcript Excerpt
	Code
	Theme

	Interviewer: Can you tell me about your experiences accessing healthcare since moving to the UK?
	
	

	Participant: “I was afraid to go to the doctor because I did not have the right papers. I thought they might call immigration. So, I waited until it was very serious before I went.”
	Fear of healthcare access
	Barriers to Healthcare

	
	Delayed treatment
	Barriers to Healthcare

	Interviewer: How about finding work?
	
	

	Participant: “It is hard to find stable work; most jobs I get are cash-in-hand and do not last long. Sometimes I do not get paid at all.”
	Precarious employment
	Housing and Employment

	
	Exploitation
	Housing and Employment

	Interviewer: Have you had any experiences that made you feel excluded here?
	
	

	Participant: “Sometimes people look at me differently when I speak my language in public. It makes me feel like I do not belong.”
	Experience of discrimination
	Discrimination and Social Exclusion

	
	
Social exclusion
	Discrimination and Social Exclusion

	Interviewer: What helps you cope with these challenges?
	
	

	Participant: “My church helps me cope when things get tough. I talk to friends there, and it helps a lot.”
	Faith-based coping
	Coping Strategies and Resilience

	
	Social support
	Coping Strategies and Resilience


[bookmark: _Toc220428699][bookmark: _Toc220428700]
Table E1: Coded Transcript 
Appendix F: Table of Themes
Description:
This appendix presents the full set of codes and themes generated during the data analysis process. It offers transparency about how raw interview data were organised, grouped, and synthesised into the main thematic findings discussed in the dissertation. This table goes beyond the summary presented in the findings chapter, showing sub-themes and illustrative codes.
	Main Theme
	Sub-theme(s)
	Example Codes
	Illustrative Participant Quote

	Barriers to Healthcare Access
	- Fear of deportation
	Fear of accessing services
	“I was afraid to go to the doctor because of my status.”

	
	- Lack of information
	Lack of NHS knowledge
	“I don’t know what I need to register with a GP.”

	
	- Language barriers
	Language difficulties
	“It’s hard to explain my problem if they don’t speak my language.”

	Precarious Housing & Employment
	- Unstable work
	Cash-in-hand jobs, job loss
	“Most jobs I get are cash-in-hand and don’t last long.”

	
	- Poor housing conditions
	Overcrowding, unsafe housing
	“I share a room with five people to afford rent.”

	Discrimination & Social Exclusion
	- Racism and xenophobia
	Discrimination, microaggressions
	“People look at me differently when I speak my language.”

	
	- Social isolation
	Lack of friends/support
	“It’s hard to make friends here.”

	Coping Strategies & Resilience
	- Faith/religion
	Church, prayer
	“My church helps me cope when things get tough.”

	
	- Community support
	Support groups, friends
	“I talk to others who have been through the same.”

	Climate & Cultural Adaptation
	- Adapting to weather
	Cold, illness, unfamiliarity
	“The weather here makes me sick sometimes.”

	
	- Navigating new norms
	Food, customs, expectations
	“I had to learn new things to fit in.”

	 
	- Community support
	Support groups, friends
	“I talk to others who have been through the same.”

	Climate & Cultural Adaptation
	- Adapting to weather
	Cold, illness, unfamiliarity
	“The weather here makes me sick sometimes.”

	
	- Navigating new norms
	Food, customs, expectations
	“I had to learn new things to fit in.”


[bookmark: _Toc220428701]Table F1: Table of themes


[bookmark: _Toc220428702]Appendix G: Additional Data Tables and Figures
	Code
	Theme

	Fear of healthcare access
	Barriers to Healthcare

	Cash-in-hand jobs
	Precarious Housing & Employment

	Church support
	Coping Strategies & Resilience

	Language difficulties
	Barriers to Healthcare

	Overcrowding
	Precarious Housing & Employment

	Racism
	Discrimination & Social Exclusion


[bookmark: _Toc220428703]
Table G1: Theme Matrix Codes
[bookmark: _Toc220428704][bookmark: _Hlk220856545]Thematic Map (Braun & Clarke)
The patterns of shared meaning produced by reflexive thematic analysis are displayed in the theme map (Braun & Clarke, 2006; 2021). Instead of being objective classifications, themes were created as interpretive constructions that represented the researchers' interaction with participant narratives. Three interconnected themes, Barriers to Healthcare, Precarious Employment, and Discrimination, that together describe intersecting structural variables influencing participants' experiences, were identified by the analysis. 
These topics are positioned analytically as mutually constitutive, showing how discrimination, job insecurity, and access to healthcare co-create vulnerability in participants' daily lives. Participants' accounts show how difficulties in one area exacerbate limitations in others, creating a web of structural disadvantage rather than functioning as distinct domains.
Another theme, Coping Strategies and Resilience, is a pattern of shared meaning that revolves around individuals' agentic reactions to these interlocking limitations. This subject encapsulates the methods, tools, and processes of meaning-making that individuals use to overcome, tolerate, and occasionally defy structural obstacles. 
All themes are developed and interpreted using climate adaptation as a cross-cutting analytical lens. It influences the coping mechanisms described by participants as well as the contextual circumstances in which prejudice, employment, and healthcare are encountered. This conceptualisation of climate adaptation highlights the dynamic interaction between adaptive agency and structural vulnerability throughout the dataset.


Barriers to Healthcare ↔ Precarious Employment ↔ Discrimination
          ↘                                   ↙
             Coping Strategies & Resilience
 (Climate adaptation as a cross-cutting analytic lens)
Figure G1: Thematic Map (Braun & Clarke)
	Recommendation
	Linked Finding or Theme

	Improve language support in healthcare
	Barriers to Healthcare: Language difficulties

	Expand community health outreach
	Coping Strategies; Social Support

	Address housing insecurity policies
	Precarious Housing & Employment

	Anti-discrimination training for staff
	Discrimination & Social Exclusion


[bookmark: _Toc220428705]
[bookmark: _Hlk220857328]Table G2: Policy Recommendations Mapped to Findings
The thematic map presents the patterns of shared meaning generated through reflexive thematic analysis (Braun & Clarke, 2006; 2021). Themes were developed as interpretative constructs, reflecting the researchers’ engagement with participants’ accounts rather than objective categories. The analysis identified three interrelated themes: Barriers to Healthcare, Precarious Employment, and Discrimination, which together capture intersecting structural conditions shaping participants’ experiences.
These themes are analytically positioned as mutually constitutive, illustrating how healthcare access, employment insecurity, and discrimination co-produce vulnerability within participants’ everyday lives. Rather than operating as discrete domains, participants’ narratives reveal how challenges in one area intensify constraints in others, forming a web of structural disadvantage.
A further theme, Coping Strategies and Resilience, represents a pattern of shared meaning centred on participants’ agentic responses to these intersecting constraints. This theme captures the practices, resources, and meaning-making processes through which participants navigate, endure, and at times resist structural barriers.
Climate adaptation is treated as a cross-cutting analytic lens that informs the development and interpretation of all themes. It shapes the contextual conditions under which healthcare, employment, and discrimination are experienced, while also influencing the coping strategies articulated by participants. Conceptualising climate adaptation in this way foregrounds the dynamic interplay between structural vulnerability and adaptive agency across the dataset.



1 
[Your Name] 	Dissertation 
1 
[Your Name] 	Dissertation 
2

image1.png
University of Wales
Trinity Saint David
LONDON




image2.png




image3.png




image4.png




image5.png
SOCIAL DETERMINANTS AND SOCIAL NEEDS:
MOVING BEYOND MIDSTREAM

upstream

midstream

downstream




image6.png
Immigration status
e.g.. undocumented,
insecure, temporary

Documentation
requirements
ID, proof of address,
immigration papers

Fear of reporting to
authorities
and deportation risk

Language and cultural
barriers
lack of interpreters,
unfamiliar system

Mistrust of services and
avoidance of contact

Delayed or foregone
healthcare access
late presentation,

emergencies only




image7.png
Liminal Path

Integrated Path

Children’s
Wellbeing

Children's Sense of Place

Sense of Place
Wellbeing

Employment

Financials |
Income
Fees

intergenerational >\
Hopes

en’s. I Resilience

Legal | Economic Health

Legal

Children’s Resilience

Wellbeing

=P Positive Influence
- = =»> Constraining Factors




image8.png
Vulnerability

CLIMATE DEVELOPMENT
/ Human
Natural variability Socioeconomic, political,
experience of demographic context
Anthropogenic environmental
climate change Climate change Adaptation; Mitigation

change

Exposure
impacts

Governance

Personal and household characteristics: Upstream barriers and drivers: socio-
age, sex, education, disability, health —l dmmm—| conomic, demographic, political context;
it cost of migration; networks etc.

HUMAN MOBILITY

Mobility: relocation; migration; displacement.
Health issues: e.g. psychosocial ill-health,
inadequate access to services, exposure to
environmental risk (destination sites), food
insecurity, infectious disease risk, inadequate
water/sanitation

Immobility/trapped populations.

Health issues: e.g. psychosodial ill-health,

inadequate access to services, exposure to
environmental risks, food insecurity, reduced
investment in health services/infrastructure





image9.jpeg
Prifysgol Cymru
Y Drindod Dewi Sant

University of Wales PG2/E1FORM
Trinity Saint David

Participant Information Sheet

& University of Wales Trinity Saint David (London Campus)
Prifysgol Cymru Wincheser House, 11 Cranmer R,
Y Drindod Dewi Sant Tlimggg" ]5;‘;97556'

. . ‘el 712
University of Wales

Trinity Saint David

Participant Identification Number:

Project Title:

The Influence of Immigration Status on the General Health Outcomes of Adult BAME Migrants in East
London:
A Public Health Study.

Name of Rescarcher: Augustina Afi Acheampong Name of Supervisor: Dr. Olaoye itse

Dear Sir/Madam,

My name is Augustina Afi Acheampong, and | am a postgraduate student at the University of Wales Trinity Saint David,
United Kingdom (London campus). Currently, | am conducting research entitled The Influence of Immigration on Health

Outcomes of BAME Migrants in East London: A Public Health Study

To explore BAME migrants lived experiences of health and healthcare access in East London. It is also
necessary to examine how immigration-related stressors and systemic inequalities contribute to

disparities. Hoycfully, this research will help generate recommendations for inclusive and culturally

competent policies and practices.
I'would like to invite you to participate in my research project by [indicate what activity you want them to do].
Please complete the accompanying consent form. I will take notes and record audio during the interview with your

permission.

April 2022 24 PG2 Ethical Approval Form




image10.jpeg
Prifysgol Cymru

Y Drindod Dewi Sant

University of Wales PG2/E1 FORM

Trinity Saint David

Please note that the interview should not take more than 30minutes to complete, but there is no time constraint. Your
participation in the interview will be voluntary. You will not receive any remuneration or reward from the researcher,

As a participant, you may decide to stop the interview at any point in time without any explanation or reason.

All data generated from this or any interview will remain confidential. For more information, please view the university’s

I thank you in advance for your time and participation. If any questions do arise, feel free to contact me at your

convenience.

| Name of Researcher: Augustina Afi Achcampong Signature of Researcher:

Auguligi

|
z
»’
]
{
|

| Email of Researcher: 2424172@student.uwtsd.ac.uk

e

April 2022 25 PG2 Ethical Approval Form





image11.jpeg
Prifysgol Cymru

¥ Drindod Dewi Sant

University of Wales PG2/E1FORM

Trinity Saint David

Participant Information Sheet

: University of Wales Trinity Saint David (London Campus)
Prifysgol Cymru Winchester House, 11 Cranmer R,
Y Drindod Dewi Sant T';“gjg‘; 5";’9723

. . el: 020 712
University of Wales

Trinity Saint David

Participant Identification Number: [ P
!

*

=
|

| Project Title:

| The Influence of Immigration Status on the General Health Outcomes of Adult BAME Migrants in East
| London:

| A Public Health Study.

|

!

Name of Researcher: Augustina Afi Acheampong | Name of Supervisor: Dr. Olaoye ltse }
| i

| |

Dear Sir/Madam,

My name is Augustina Afi Acheampong, and | am a postgraduate student at the University of Wales Trinity Saint David,
United Kirigdom {London campus). Currently, | am conducting research entitled The Influence of Immigration on Health

Outcomes of BAME Migrants in East London: A Public Health Study

To explore BAME migrants lived experiences of health and healthcare access in East London. It is also

necessary to examine how immigration-related stressors and systemic inequalities contribute to

disparities. Hopefully, this research will help generate recommendations for inclusive and culturally
competent policies and practices.

I would like to invite you to participate in my research project by [indicate what activity you want them to do].
Please complete the accompanying consent form. | will take notes and record audio during the interview with your
permission.

April 2022° 24 PG2 Ethical Approval Form




image12.jpeg
Prifysgol Cymru

Y Drindod Dewi Sant

University of Wales PG2/E1FORM
Trinity Saint David

Please note that the interview should not take more than 30minutes to complete, but there is no time constraint. Your
participation in the interview will be voluntary. You will not receive any remuneration or reward from the researcher.

As a participant, you may decide to stop the interview at any point in time without any explanation or reason.

All data generated from this or any interview will remain confidential. For more information, please view the university’s

Research and Data Management Policy.

I thank you in advance for your time and participation. If any questions do arise, fecl free to contact me at your

convenience.

Name of Researcher: Augustina Afi Acheampong Signature of Rescarcher:

Auguligi

Email of Researcher: 2424172@student.uwtsd.ac.uk

P

April 2022 25 PG2 Ethical Approval Form





image13.jpeg
Prifysgol Cymru

¥ Drindod Dewi Sant

University of Wales PG2/E1 FORM

Trinity Saint David

Appendixes

Participation Consent Form

: University of Wales Trinity Saint David (London Campus)
Prifysgol Cymru Winchester House, 11 Cranmer Rd,
Y Drindod Dewi Sant London SW9 6EJ
University of Wales Tel: 020 7127 7400

Trinity Saint David

Participant Identification
L P
Number: | i
Project Title:

| The Influence of Immigration Status on the General Health Outcomes of Adult BAME Migrants in

| East London: A Public Health Study

| Name of Researcher: Augustina Afi Achcampong | Name of Supervisor: Dr. Olaoye Itse

Email of Researcher: 2424172@student.uwtsd.ac.uk

Aim of Research: To explore BAME migrants lived experiences of health and healthcare access in East

London.

1 Iconfirm that I have read and understood the information sheet dated | iy i e
! _\Lll gm_i?or the above study. \/ | ‘
2 : T understand there are no material benefits for participating. ; o ﬁj
2 1 have had the opportunity to consider the information, ask questions |
. and have had these answered satisfactorily. | \/ ‘
En - I understand that my participation is voluntary and that I am free to ‘ |
1 withdraw at any time, without giving any reason. \/ \
"4 Tunderstand that any information given by me may be used in future : e ‘

 reports, articles or presentations by the researcher. A\
> I consent for my name and title to be used within this study. \/ 1 =
Where applicable, | understand that my details will not be anonymous. S s |
6 Lagree to be recorded (audio and/or audio-visual video). [ 4 |
7| Tagree to take part in the above study. 3 &z 4}’ R
Researcher’s | Augustina Afi | Signature | Auguligi | Date | :
Name (Print) Acheampong | | e -2

April 2022° 22 PG2 Ethical Approval Form




image14.jpeg
Prifysgol Cymru

Y Drindod Dewi Sant
University of Wales PG2/E1 FORM
Trinity Saint Davi
7F7£ﬁiz:ipgant’s Signature 3 Date | —7’
Name (Print) A[Amk ‘ : ll’//'ZS
M«F\q :

[You may decline to participate in this study You may end your participation in this study at any ‘time. |
AIl data generated from this or any interview will remain confidential. For more information, p[ease

view the university’s Research and Data Management Policy.

| When completed please email a copy to the below address to be kept on the file of the researcher and |
| retain a copy for yourself.

ubject Title: [NAME OF PARTICIPANT] - Participant Consent Form
| Email:2424172@student.uwtsd.ac.uk

Pl

April 2022 23 PG2 Ethical Approval Form




image15.jpeg
Prifysgol Cymru

Y Drindod Dewi Sant

University of Wales /' PG2/E1FORM

Trinity Saint David

Appendixes

Participation Consent Form

.. University of Wales Trinity Saint David (London Campus)
Prifysgol Cymru Winchester House, 11 Cranmer Rd,
Y Drindod Dewi Sant Tondon SW9 6EJ

pagiek s 20712
University of Wales e

Trinity Saint David

Participant Identification

Number:

Project Title:

The Influence of Immigration Status on the General Health Outcomes of Adult BAME Migrants in
East London: A Public Health Study

Name of Researcher: Augustina Afi Achcampong | Name of Supervisor: Dr. Olaoye Itse

Email of Researcher: 2424172@student.uwtsd.ac.uk

Aim of Research: To explore BAME migrants lived experiences of health and healthcare access in East

| London. J

1 I'confirm that I have read and understood the information sheet dated = T
for the above study. -
LE“ | Tunderstand there are no material benefits fé;paﬂicipating. —
D | I have had the opportunity to consider the information, ask questions | e
‘ and have had these answered satisfactorily. Z |
| 3 T understand that my participation is voluntary and that I am free to P gl
| withdraw at any time, without giving any reason.
T 1 understand that any information given by me may be used in future o
reports, articles or presentations by the researcher.

S I consent for my name and title to be used within this study. 7
- Where abmhle, T'understand that my details will not be anonymous. Sa
3 I agree to be recorded (audio and/or audio-visual video). a4 5
|7 | lagreeto take part in the above study. | T
>R@cher’s | Augustina Afi Signature ‘ Auguligi Date |
| Name (Print) \ Acheampong } i ‘ ,3 I '7\5l
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[ Participant’s | f’rdo nte n Signature i
Name (Print) i #QEOQL\\? ‘ (}égﬂ:%

| =

Date |

[i3:11-25

view the university’s Research and Data Management Policy.

retain a copy for yourself.

Subject Title: [NAME OF PARTICIPANT] — Participant Consent Form
Email:2424172@student.uwtsd.ac.uk

You may decline to participate in this study. You may end your panicipati’(m‘in this study at any time.

All data generated from this or any interview will remain confidential. For more information, please

When completed please email a copy to the below address to be kept on the file of the researcher and

ciRlo

e
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Augustina Afi Acheampong
University of Wales Trinity St David
17 October 2025

Pastor Melchizedek Kwadwo
Christ Apostolic Church International
Hackney

Dear Pastor Melchizedek,

| am a postgraduate student at the University of Wales Trinity St David

and am writing a dissertation study into how immigration status impacts the health and
well-being of adult BAME migrants living in East London. Full ethical approval has been
granted for this research.

| want to request your permission to speak briefly to the congregation to let them know
about the study and invite 2 people who may wish to volunteer. Those who choose to
participate will be invited to a confidential, semi-structured interview, during which their
identity will be fully anonymized. Interviews will be audio-recorded with consent, and no
payment or any gift is on offer for participation:

No research documents will be shared outside the university.

| would be grateful if you could sign this permission form.
Thank you.

Best Wishes,

Augustina A Acheampong

MSc Public Health and Social Care in Practice

Sign Psliciiendohelmadiin. ... P 0T s
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