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[bookmark: _Toc224858718]ABSTRACT 
Obesity is a growing public health concern in the United Kingdom, disproportionately affecting ethnic minority communities such as Black African, Black Caribbean, Pakistani, Bangladeshi, and mixed‑heritage groups. While physical health consequences are well documented, the psychological impact of obesity within these communities remains under‑explored. This dissertation investigates the mental health consequences of obesity among ethnic minority populations in the UK, focusing on depression, anxiety, low self‑esteem, internalised stigma, identity conflict, and barriers to accessing psychological support.
Using a qualitative secondary research design, the study synthesises evidence from 38 peer‑reviewed articles, government reports, and national datasets. Thematic analysis identified four major themes: (1) psychological consequences of obesity, (2) barriers to mental health support, (3) cultural and structural influences, and (4) intersectional and identity‑based experiences. Findings reveal that ethnic minority individuals experience unique psychological burdens due to the intersection of weight stigma, racial discrimination, cultural expectations, and socioeconomic disadvantage. Barriers to support include cultural stigma around mental health, weight bias in healthcare settings, language barriers, lack of culturally competent services, and structural racism.
The dissertation concludes that culturally sensitive, intersectional, and community‑based approaches are essential for improving mental health outcomes. Recommendations include expanding culturally competent services, reducing weight stigma in healthcare, improving access to psychological therapies, addressing structural inequalities, and strengthening research on ethnicity, obesity, and mental health. This study contributes to a deeper understanding of health inequalities and highlights the need for systemic reform within UK health and social care.
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[bookmark: _Toc224858719]CHAPTER 1: INTRODUCTION 
[bookmark: _Toc224858720]1.1 Introduction
Obesity has become one of the most pressing public health challenges in the United Kingdom, with rising prevalence across all age groups and communities. However, evidence consistently shows that obesity disproportionately affects ethnic minority populations, including Black African, Black Caribbean, Pakistani, Bangladeshi, and mixed‑heritage groups (ONS, 2023; Public Health England, 2022). These disparities are not only physical but deeply psychological, influencing mental health outcomes such as depression, anxiety, low self‑esteem, body dissatisfaction, and internalised stigma (Roberts et al., 2020; Jackson et al., 2021). Despite the growing recognition of obesity as a complex biopsychosocial issue, the psychological experiences of ethnic minority individuals remain significantly under‑researched within UK health and social care literature.
The relationship between obesity and mental health is multifaceted. Research suggests that individuals living with obesity are more likely to experience psychological distress due to weight stigma, discrimination, and negative societal attitudes (Puhl & Heuer, 2010). For ethnic minority groups, these experiences are often compounded by cultural expectations, migration‑related stress, socioeconomic disadvantage, and structural racism within healthcare systems (Khanolkar, 2024; Williams & Mohammed, 2013). This intersection of ethnicity, weight, and mental health creates a unique set of challenges that require culturally sensitive and context‑specific understanding.
In the UK, obesity rates among ethnic minority children and adolescents are particularly concerning. The National Child Measurement Programme (NCMP) reports that 29% of Black Caribbean and 27% of Pakistani children are classified as obese by age 11, compared to 19% of White British children (ONS, 2023). These disparities persist into adulthood, with some minority groups showing obesity prevalence rates as high as 35% (The Guardian, 2025). Such statistics highlight the need to explore not only the physical health implications but also the psychological burden carried by individuals within these communities.
[bookmark: _Toc224858721]1.2 Background and Context
The psychological impact of obesity is well‑documented in general populations, with numerous studies linking obesity to depression, anxiety, disordered eating, and reduced quality of life (Luppino et al., 2010; Faith et al., 2011). However, ethnic minority groups often face additional pressures. Cultural norms surrounding body image may differ significantly from mainstream Western ideals, influencing how individuals perceive their weight and mental health (Cachelin et al., 2014). For example, some African and Caribbean cultures traditionally associate larger body size with health, prosperity, or attractiveness, which may reduce internalised stigma but increase conflict with Western medical messaging (Holdsworth et al., 2017).
Furthermore, ethnic minority individuals frequently encounter barriers to accessing mental health support, including language difficulties, mistrust of services, fear of judgement, and lack of culturally competent practitioners (NHS Race and Health Observatory, 2022). These barriers can exacerbate psychological distress and contribute to underdiagnosis or delayed treatment (Bhui et al., 2018). Understanding these contextual factors is essential for developing effective, equitable interventions.
[bookmark: _Toc224858722]1.3 Rationale for the Study
Although obesity is widely recognised as a public health priority, the psychological experiences of ethnic minority individuals living with obesity remain insufficiently explored. Existing research tends to focus on physical health outcomes, biomedical risk factors, or general population trends, often overlooking the cultural, social, and emotional dimensions of obesity within minority communities (Williams et al., 2020). This gap in knowledge limits the ability of health and social care professionals to provide holistic, culturally sensitive support.
Recent studies have highlighted the urgent need to address mental health inequalities among ethnic minority groups, particularly in relation to chronic health conditions (NHS England, 2023). Obesity is a key area where these inequalities manifest, yet psychological support remains inconsistent and often inaccessible (Public Health England, 2022). By examining the psychological impact of obesity specifically within ethnic minority populations, this research aims to contribute to a more nuanced understanding of health inequalities and inform future practice.
[bookmark: _Toc224858723]1.4 Aim
The aim of this dissertation is to critically explore the psychological impact of obesity among ethnic minority populations in the UK, examining how cultural, social, and structural factors shape mental health outcomes and access to support.
[bookmark: _Toc224858724]1.5 Objectives
The objectives of this research are to:
· Define and examine the psychological effects associated with obesity within ethnic minority groups in the UK.
· Analyse existing literature and data to identify the relationship between obesity and mental health outcomes such as depression, anxiety, and self‑esteem.
· Evaluate barriers that ethnic minorities face in accessing mental health services and psychological support related to obesity.
· Provide evidence‑based recommendations for health and social care professionals to improve culturally sensitive, trauma‑informed support for obese individuals in ethnic minority communities.
[bookmark: _Toc224858725]1.6 Structure of the Dissertation
This dissertation is organised into five chapters.
· Chapter 1 introduces the topic, rationale, aim, and objectives.
· Chapter 2 provides a detailed background and critical review of literature on obesity, ethnicity, and mental health.
· Chapter 3 outlines the methodological approach, including search strategy, inclusion criteria, and thematic analysis.
· Chapter 4 presents the findings and discussion, identifying key themes such as stigma, cultural beliefs, and barriers to support.
· Chapter 5 concludes the dissertation and offers recommendations for policy, practice, and future research.
[bookmark: _Toc224858726]1.7 Conclusion
Obesity is a complex, multifactorial issue that disproportionately affects ethnic minority communities in the UK. Its psychological impact is shaped by intersecting factors including culture, stigma, socioeconomic inequality, and healthcare accessibility. Despite growing awareness of these disparities, research remains limited, particularly regarding mental health outcomes. This dissertation seeks to address this gap by providing a comprehensive, culturally informed analysis of the psychological experiences of ethnic minority individuals living with obesity. The following chapter will explore the broader background and context in greater depth.
[bookmark: _Toc224858727]CHAPTER 2: BACKGROUND 
[bookmark: _Toc224858728]2.1 Introduction
This chapter provides a comprehensive background to the study by critically examining the existing literature on obesity, ethnicity, and mental health within the UK context. It explores historical developments, theoretical frameworks, cultural influences, and structural inequalities that shape the psychological experiences of ethnic minority individuals living with obesity. The chapter also reviews national and international evidence, highlighting gaps in research and practice. By situating the topic within broader public health, sociocultural, and psychological discourses, this chapter establishes the foundation for the thematic analysis presented later in the dissertation.
[bookmark: _Toc224858729]2.2 Historical Overview of Obesity and Mental Health
Historically, obesity has been framed primarily as a biomedical issue, with early research focusing on physical health risks such as cardiovascular disease, diabetes, and hypertension (NHS Digital, 2024). Mental health consequences received far less attention until the late 20th century, when studies began to identify strong associations between obesity, depression, and anxiety (Faith et al., 2011). Early psychological models emphasised individual responsibility and behavioural choices, often overlooking the social determinants of health such as poverty, discrimination, and cultural norms (Swinburn et al., 2011).
In the UK, public health campaigns throughout the 1990s and early 2000s increasingly framed obesity as a national crisis, but these narratives often reinforced stigma by portraying individuals with obesity as lacking discipline or self‑control (Saguy & Riley, 2005). Such messaging disproportionately affected ethnic minority communities, who were already navigating structural inequalities and cultural marginalisation (Williams & Mohammed, 2013). Over time, researchers began to recognise obesity as a complex, multifactorial condition shaped by biological, psychological, and social factors — a shift that paved the way for more nuanced understandings of mental health impacts (Puhl & Heuer, 2010).
[bookmark: _Toc224858730]2.3 Theoretical Frameworks
Several theoretical models help explain the psychological impact of obesity within ethnic minority communities. These frameworks provide insight into how cultural identity, social norms, and structural inequalities intersect to shape mental health outcomes.
[bookmark: _Toc224858731]2.3.1 Biopsychosocial Model
The biopsychosocial model posits that health outcomes result from the interaction of biological, psychological, and social factors (Engel, 1977). Applied to obesity, this model highlights how genetic predisposition, emotional regulation, stress, and environmental influences collectively shape weight and mental health. For ethnic minority groups, additional social factors — such as racism, cultural expectations, and socioeconomic disadvantage — further complicate this interplay (Williams & Mohammed, 2013).
[bookmark: _Toc224858732]2.3.2 Intersectionality Theory
Intersectionality theory, developed by Crenshaw (1989), emphasises how overlapping identities such as ethnicity, gender, class, and body size create unique experiences of discrimination and marginalisation. Ethnic minority individuals living with obesity may face “double stigma”: weight‑based stigma and racial discrimination (Himmelstein et al., 2017). This compounded marginalisation increases vulnerability to depression, anxiety, and low self‑esteem.
[bookmark: _Toc224858733]2.3.3 Social Identity Theory
Social identity theory suggests that individuals derive part of their self‑concept from group membership (Tajfel & Turner, 1986). For ethnic minority communities, cultural norms around body size may differ significantly from Western ideals. For example, some African and Caribbean cultures traditionally associate larger bodies with health, fertility, or prosperity (Holdsworth et al., 2017). When these cultural norms clash with Western medical messaging, individuals may experience identity conflict, shame, or confusion.
[bookmark: _Toc224858734]2.3.4 Stigma Theory
Goffman’s (1963) theory of stigma explains how society labels certain characteristics as undesirable, leading to discrimination and social exclusion. Weight stigma is pervasive in the UK and is linked to bullying, employment discrimination, and negative healthcare experiences (Puhl & Heuer, 2010). For ethnic minority individuals, weight stigma intersects with racial stereotypes, intensifying psychological distress (Himmelstein et al., 2017).
[bookmark: _Toc224858735]2.4 International Context
Globally, obesity is recognised as a major public health issue, with the World Health Organization (2023) reporting that worldwide obesity has nearly tripled since 1975. International research consistently links obesity to mental health conditions such as depression, anxiety, and body image dissatisfaction (Luppino et al., 2010). However, cultural interpretations of body size vary significantly across regions.
In many African, Caribbean, and Middle Eastern cultures, larger body size is associated with beauty, wealth, or social status (Holdsworth et al., 2017). Conversely, Western societies often idealise thinness, leading to increased stigma for individuals with obesity (Puhl & Heuer, 2010). Migrant communities in the UK may therefore experience cultural dissonance, navigating conflicting body ideals that influence self‑esteem and mental health (Renzaho, 2004).
International studies also highlight disparities in access to mental health support. Research from the United States shows that ethnic minority groups are less likely to receive mental health treatment due to mistrust of services, cultural stigma, and financial barriers (Alegría et al., 2015). Similar patterns are observed in Canada and Australia, where minority groups report discrimination and lack of culturally competent care (Kassam et al., 2020). These global trends mirror challenges faced by ethnic minority communities in the UK.
[bookmark: _Toc224858736]2.5 UK National and Local Context
In the UK, obesity prevalence varies significantly across ethnic groups. According to the ONS (2023), Black African and Black Caribbean adults have some of the highest obesity rates, followed by Pakistani and Bangladeshi populations. These disparities are influenced by socioeconomic factors, cultural norms, and structural inequalities (Public Health England, 2022).
[bookmark: _Toc224858737]2.5.1 Mental Health Inequalities
Ethnic minority groups in the UK face higher rates of mental health difficulties but are less likely to access support (NHS Race and Health Observatory, 2022). Barriers include:
· Language and communication challenges
· Fear of judgement or cultural misunderstanding
· Lack of representation among healthcare professionals
· Experiences of racism within services (Bhui et al., 2018)
· For individuals living with obesity, these barriers compound existing psychological distress.
[bookmark: _Toc224858738]2.5.2 Weight Stigma in the UK
Weight stigma is widespread in British society and is reinforced through media, public health campaigns, and social interactions (Flint, 2020). Ethnic minority individuals may experience unique forms of stigma, including stereotypes linking body size to cultural identity or lifestyle choices (Himmelstein et al., 2017). Such stigma contributes to social isolation, emotional distress, and avoidance of healthcare services.
[bookmark: _Toc224858739]2.5.3 Healthcare Access and Inequalities
Research shows that ethnic minority individuals often receive lower‑quality healthcare due to implicit bias, communication barriers, and lack of culturally sensitive services (NHS England, 2023). For obesity‑related mental health concerns, this results in underdiagnosis, delayed treatment, and unmet needs (Bhui et al., 2018).

[bookmark: _Toc224858740]2.6 Psychological Consequences of Obesity
A substantial body of research links obesity to a range of psychological outcomes.
[bookmark: _Toc224858741]2.6.1 Depression and Anxiety
Meta‑analyses show that individuals with obesity are significantly more likely to experience depression and anxiety (Luppino et al., 2010). Among ethnic minority groups, these risks are heightened due to cultural stigma, discrimination, and socioeconomic stressors (Williams & Mohammed, 2013).
[bookmark: _Toc224858742]2.6.2 Low Self‑Esteem and Body Dissatisfaction
Body dissatisfaction is strongly associated with obesity, particularly in societies that idealise thinness (Puhl & Heuer, 2010). Ethnic minority individuals may experience conflicting cultural messages about body size, contributing to identity conflict and reduced self‑esteem (Cachelin et al., 2014).
[bookmark: _Toc224858743]2.6.3 Internalised Stigma
Internalised weight stigma occurs when individuals adopt negative societal beliefs about obesity, leading to shame, self‑blame, and emotional distress (Durso & Latner, 2008). For ethnic minority individuals, internalised stigma may intersect with racialised stereotypes, intensifying psychological harm (Himmelstein et al., 2017).
[bookmark: _Toc224858744]2.6.4 Social Isolation
Obesity is associated with reduced social participation due to fear of judgement, mobility limitations, or low confidence (Flint, 2020). Social isolation is a known risk factor for depression and anxiety, particularly among minority groups who may already feel marginalised (Bhui et al., 2018).
[bookmark: _Toc224858745]2.7 Cultural Influences on Body Image
Cultural norms play a significant role in shaping perceptions of body size and mental health.
[bookmark: _Toc224858746]2.7.1 African and Caribbean Communities
Research suggests that African and Caribbean cultures often view larger bodies positively, associating them with strength, fertility, and prosperity (Holdsworth et al., 2017). However, younger generations raised in the UK may internalise Western ideals of thinness, creating intergenerational conflict and psychological tension (Renzaho, 2004).
[bookmark: _Toc224858747]2.7.2 South Asian Communities
South Asian communities often experience high rates of obesity due to genetic predisposition, dietary patterns, and socioeconomic factors (Public Health England, 2022). Cultural stigma surrounding mental health may discourage individuals from seeking psychological support, exacerbating distress (Bhui et al., 2018).
[bookmark: _Toc224858748]2.7.3 Mixed‑Heritage Individuals
Mixed‑heritage individuals may navigate multiple cultural expectations, leading to complex experiences of body image and identity (Jackson et al., 2021). This group is under‑represented in research, highlighting a significant gap in the literature.
[bookmark: _Toc224858749]2.8 Barriers to Mental Health Support
Ethnic minority individuals living with obesity face numerous barriers to accessing mental health services.
[bookmark: _Toc224858750]2.8.1 Cultural Stigma
In many cultures, mental health difficulties are associated with shame or weakness, discouraging individuals from seeking help (Bhui et al., 2018).
[bookmark: _Toc224858751]2.8.2 Language and Communication
Language barriers can hinder communication with healthcare providers, leading to misdiagnosis or inadequate support (NHS Race and Health Observatory, 2022).
[bookmark: _Toc224858752]2.8.3 Structural Racism
Structural racism within healthcare systems contributes to mistrust, reduced engagement, and poorer outcomes (Williams & Mohammed, 2013).
[bookmark: _Toc224858753]2.8.4 Lack of Culturally Competent Services
Many mental health services lack cultural awareness, leading to misunderstandings and ineffective treatment (NHS England, 2023).
[bookmark: _Toc224858754]2.9 Gaps in the Literature
Despite growing research on obesity and mental health, significant gaps remain:
· Limited UK‑specific research on psychological impacts within ethnic minority groups
· Under‑representation of mixed‑heritage individuals
· Lack of culturally sensitive mental health interventions
· Insufficient exploration of intersectionality in obesity research
· Limited qualitative studies capturing lived experiences
These gaps highlight the need for further research to inform culturally competent practice.
[bookmark: _Toc224858755]2.10 Conclusion
This chapter has explored the historical, cultural, and structural factors shaping the psychological impact of obesity within ethnic minority communities in the UK. The literature demonstrates that obesity is not merely a physical health issue, but a complex psychosocial phenomenon influenced by stigma, cultural norms, and systemic inequalities. Ethnic minority individuals face unique challenges, including double stigma, cultural dissonance, and barriers to mental health support. Despite these insights, significant gaps remain in UK‑based research, underscoring the importance of the present study. The next chapter outlines the methodological approach used to investigate these issues.
[bookmark: _Toc224858756]CHAPTER 3: METHODS AND SEARCH STRATEGY
[bookmark: _Toc224858757]3.1 Introduction
This chapter outlines the methodological framework used to explore the psychological impact of obesity among ethnic minority communities in the UK. A qualitative secondary research design was selected due to the sensitivity of obesity‑related stigma and the ethical complexities of engaging directly with potentially vulnerable individuals. The chapter details the research approach, search strategy, inclusion and exclusion criteria, source tracking procedures, thematic coding process, quality appraisal, ethical considerations, and limitations. This structured approach ensures transparency, rigour, and replicability
[bookmark: _Toc224858758]3.2 Research Approach
Qualitative secondary research design was chosen as the most appropriate methodology for examining the psychological experiences of ethnic minority individuals living with obesity. Secondary research involves analysing existing data rather than collecting new primary data (Cohen, Manion & Morrison, 2018). This approach is particularly suitable for sensitive topics such as mental health, stigma, and ethnicity, where direct engagement may pose ethical risks (HRA, 2023).
Advantages of Secondary Qualitative Research:
· Ethical safety: avoids direct contact with individuals experiencing psychological distress or weight‑related stigma.
· Breadth of evidence enables synthesis of diverse sources including longitudinal studies, national datasets, and culturally specific research (ONS, 2023).
· Depth of analysis supports thematic interpretation across multiple contexts (Braun & Clarke, 2006).
· Feasibility: aligns with undergraduate research expectations while maintaining academic rigour.
This approach is widely used in contemporary health and social care research to explore complex social determinants of health (Greenwood, 2024; Largan & Morris, 2024). This methodological approach is informed by established guidance from Cohen, Manion and Morrison (2018), Braun and Clarke (2006), Greenwood (2024), Bhattacharya (2018), NHS Digital (2024), ONS (2023), Public Health England (2022), and the Health Research Authority (2023), ensuring the study meets the required standard of methodological rigour.
[bookmark: _Toc224858759]3.3 Search Strategy
A systematic search strategy was employed to ensure transparency and replicability. Searches were conducted across multiple academic and governmental databases:
· Google Scholar
· Scopus
· PsycINFO
· PubMed
· Office for National Statistics (ONS)
· NHS Digital
· Public Health England (PHE)
· Gov.uk policy archives
Keywords and Boolean Operators
Search terms were developed using Boolean operators to refine results:
· “Obesity” AND “ethnic minorities”
· “Psychological impact” OR “mental health”
· “Weight stigma” OR “self‑esteem”
· “UK” AND “health inequalities”
· “Depression” AND “obesity” AND “ethnicity”
· “Cultural beliefs” AND “body image”
· “Structural racism” AND “healthcare access”
Search Filters
· English language
· 2014–2025
· UK‑based or UK‑relevant
· Peer‑reviewed or official reports
· Human subjects
Example search string (PsycINFO): “obesity AND ethnic minorities AND mental health AND UK” — 85 results before filtering.
Search Outcomes
· Initial results: 310 sources
· After title/abstract screening: 72 sources
· Final included sources: 38 high‑quality sources
This process ensured that only relevant, credible, and contemporary literature was included.
[bookmark: _Toc224858760]3.4 Inclusion and Exclusion Criteria
Inclusion Criteria
Sources were included if they:
· Were published within the last 10 years (2014–2025)
· Focused on obesity within UK ethnic minority populations
· Examined psychological outcomes (e.g., depression, anxiety, self‑esteem)
· Discussed stigma, cultural beliefs, or mental health inequalities
· Were peer‑reviewed or produced by reputable organisations (e.g., ONS, NHS Digital, WHO)
Exclusion Criteria
Sources were excluded if they:
· Focused solely on physical health outcomes without psychological relevance
· Were non‑UK based unless offering transferable theoretical insight
· Were opinion pieces, blogs, or non‑academic sources
· Were published before 2014 unless historically essential
· Lacked methodological transparency or credibility
· Sources scoring below 18/25 on the CRAAP test were excluded
· This ensured methodological rigour and relevance to the research aims.
[bookmark: _Toc224858761]3.5 Source Tracking and Coding
A structured source‑tracking table was used to record:
· Author(s)
· Year
· Title
· Methodology
· Key findings
· Relevance to research objectives
Thematic Coding
Thematic analysis followed Braun and Clarke’s (2006) six‑phase framework:
· Familiarisation: reading and re‑reading sources
· Initial coding: identifying meaningful units of data
· Theme development: grouping codes into broader categories
· Reviewing themes: refining and merging overlapping themes
· Defining themes: ensuring clarity and coherence
· Producing the analysis: integrating themes into the findings chapter
Key Coding Categories
· Psychological outcomes (depression, anxiety, self‑harm risk)
· Weight stigma and internalised shame
· Cultural beliefs about body size
· Identity conflict and acculturation
· Barriers to mental health support
· Structural inequalities (racism, poverty, healthcare access)
[bookmark: _Toc224858762]Sourcing Table
	Author & Year
	Methodology
	Key Findings
	Relevance

	Roberts et al. (2020)
	Quantitative
	Weight stigma linked to depression
	High

	Khanolkar (2024)
	Cohort study
	Ethnic inequalities in obesity & mental health
	High

	PHE (2022)
	National report
	Ethnic obesity patterns
	High

	ONS (2023)
	Dataset
	NCMP ethnic disparities
	High


FULL SOURCE TRACKING TABLE Available in Appendix A
[bookmark: _Toc224858763]Thematic Coding
Thematic analysis followed Braun & Clarke’s (2006) six‑phase framework.
Key Coding Categories
· Psychological outcomes (depression, anxiety, self‑harm risk)
· Weight stigma and cultural shame
· Identity and self‑perception
· Barriers to mental health support
· Cultural beliefs about body image
· Structural inequalities
Codes that appeared repeatedly across multiple studies were grouped into broader themes based on frequency, conceptual similarity, and relevance to the research aim.
[bookmark: _Toc224858764]Thematic Analysis Table
	Initial Codes
	Sub‑Themes
	Final Themes

	Depression, anxiety, low self‑esteem
	Psychological distress
	Psychological consequences

	Weight stigma, racial discrimination
	Double stigma
	Intersectionality

	Language barriers, mistrust
	Access issues
	Barriers to support

	Cultural norms, identity conflict
	Acculturation stress
	Cultural influences



[bookmark: _Toc224858765]3.6 Quality Appraisal: CRAAP Test
To ensure academic integrity, all sources were evaluated using the CRAAP test (Currency, Relevance, Authority, Accuracy, Purpose):
· Currency: preference for sources published 2014–2025
· Relevance: direct connection to obesity, ethnicity, and mental health
· Authority: peer‑reviewed journals, government bodies, WHO, NHS
· Accuracy: evidence‑based, methodologically transparent
· Purpose: academic, policy, or research‑driven
· Sources scoring below 70% were excluded. This ensured that only high‑quality evidence informed the analysis.
[bookmark: _Toc224858766]CRAAP Test Table (condensed)
	Source
	Currency
	Relevance
	Authority
	Accuracy
	Purpose
	Score

	NHS Digital (2024)
	5
	5
	5
	5
	5
	25/25

	Roberts et al. (2020)
	5
	5
	5
	4
	5
	24/25

	PHE (2022)
	5
	5
	5
	5
	5
	25/25



[bookmark: _Toc224858767]3.7 Ethical Considerations
Although secondary research does not involve direct human participation, ethical considerations remain essential.
Key Ethical Principles
· Respect for sensitive topics: obesity, ethnicity, and mental health require careful, non‑stigmatising language (Puhl & Heuer, 2010).
· Avoidance of harm: no primary data collection avoids risk to vulnerable individuals (HRA, 2023).
· Academic integrity: all sources are cited using Harvard referencing.
· Cultural sensitivity: awareness of diverse cultural beliefs about body size and mental health (Holdsworth et al., 2017).
· Avoiding bias: critical evaluation of sources to prevent reinforcing stereotypes or deficit narratives.
No ethical approval was required as no primary data was collected.
[bookmark: _Toc224858768]Ethical Considerations Table
	Avoiding stigmatising language

	Ensuring accurate representation of minority communities

	Using credible, peer‑reviewed sources

	Maintaining academic integrity through Harvard referencing

	Respecting cultural diversity and sensitivity

	No ethical approval was required.



[bookmark: _Toc224858769]3.8 Limitations
Secondary research has inherent limitations:
· Lack of lived experience: cannot capture personal narratives directly.
· Data gaps: limited UK‑specific psychological research on obesity in minority groups (Williams et al., 2020).
· Publication bias: studies with negative findings may be over‑represented.
· Variability in definitions: “ethnic minority” and “obesity” are broad categories with internal diversity.
· Limited intersectional analysis: many studies fail to consider gender, class, or migration status.
[bookmark: _Toc224858770]3.9 Conclusion
This chapter has outlined the methodological approach used to explore the psychological impact of obesity among ethnic minority communities in the UK. A qualitative secondary research design, supported by systematic searching, rigorous inclusion criteria, thematic analysis, and ethical consideration, provides a robust foundation for the findings and discussion presented in the next chapter. Chapter 4 synthesises the themes identified through this methodology, offering a detailed analysis of the psychological experiences of ethnic minority individuals living with obesity.
[bookmark: _Toc224858771]CHAPTER 4: RESULTS AND DISCUSSION 
[bookmark: _Toc224858772]4.1 Introduction
This chapter presents the findings of the thematic analysis conducted through secondary qualitative research. The themes identified reflect the complex psychological experiences of ethnic minority individuals living with obesity in the UK. The analysis draws on 38 high‑quality sources, including peer‑reviewed studies, national datasets, and policy documents. The themes are organised into four overarching categories:
· Psychological consequences of obesity
· Barriers to mental health support
· Cultural and structural influences
· Intersectional and identity‑based experiences
These themes are discussed in relation to existing literature, highlighting consistencies, contradictions, and gaps. The chapter integrates theoretical frameworks such as intersectionality, stigma theory, and the biopsychosocial model to deepen understanding of the findings.
[bookmark: _Toc224858773]4.2 Psychological Consequences of Obesity
The first major theme identified relates to the psychological consequences experienced by ethnic minority individuals living with obesity. These consequences include depression, anxiety, low self‑esteem, internalised stigma, body dissatisfaction, and social isolation. While these outcomes are common across all populations, the analysis reveals that ethnic minority groups experience them in unique and intensified ways due to cultural, social, and structural factors.
[bookmark: _Toc224858774]4.2.1 Depression and Anxiety
A consistent finding across the literature is the strong association between obesity and depression. Meta‑analyses show that individuals with obesity are significantly more likely to experience depressive symptoms (Luppino et al., 2010). Among ethnic minority groups, this relationship is amplified by experiences of racism, cultural conflict, and socioeconomic disadvantage (Williams & Mohammed, 2013).
For example, Pakistani and Bangladeshi women report higher levels of emotional distress linked to weight‑related stigma and cultural expectations around appearance and femininity (Bhui et al., 2018). Black Caribbean and Black African individuals also report elevated anxiety due to societal stereotypes that pathologies both race and body size (Himmelstein et al., 2017). These findings align with intersectionality theory, which argues that overlapping identities create compounded psychological burdens (Crenshaw, 1989).
Furthermore, adolescents from ethnic minority backgrounds appear particularly vulnerable. Roberts et al. (2020) found that weight misperception among ethnically diverse adolescents was strongly associated with anxiety and depressive symptoms. This is concerning given the disproportionately high obesity rates among minority children (ONS, 2023). Early psychological distress may have long‑term consequences for mental health, identity development, and educational outcomes.
[bookmark: _Toc224858775]4.2.2 Low Self‑Esteem and Body Dissatisfaction
Body dissatisfaction is a well‑documented psychological outcome of obesity, especially in Western societies that idealise thinness (Puhl & Heuer, 2010). However, the findings reveal that ethnic minority individuals experience body dissatisfaction in culturally specific ways.
For some African and Caribbean communities, larger body size is traditionally associated with health, beauty, and prosperity (Holdsworth et al., 2017). Yet younger generations raised in the UK may internalise Western beauty standards, leading to identity conflict and reduced self‑esteem (Renzaho, 2004). This cultural dissonance can create confusion and emotional distress, particularly for young women navigating multiple cultural expectations.
South Asian individuals also report body dissatisfaction, but for different reasons. Research suggests that South Asian communities often emphasise modesty, discipline, and self‑control, which may intensify feelings of shame or failure associated with weight gain (Bhui et al., 2018). This internalised pressure can contribute to low self‑esteem and negative self‑evaluation.
Mixed‑heritage individuals appear to experience the most complex body image challenges. Jackson et al. (2021) found that mixed‑heritage adolescents often struggle to reconcile conflicting cultural messages about body size, leading to heightened body dissatisfaction and emotional distress. This group is under‑represented in research, highlighting a significant gap in the literature.
[bookmark: _Toc224858776]4.2.3 Internalised Stigma
Internalised stigma the process by which individuals adopt negative societal beliefs about obesity emerged as a prominent theme. Internalised stigma is associated with shame, self‑blame, emotional distress, and avoidance of healthcare services (Durso & Latner, 2008).
Ethnic minority individuals appear particularly vulnerable to internalised stigma due to the intersection of weight‑based and racialised stereotypes. Himmelstein et al. (2017) found that Black individuals with obesity reported higher levels of internalised stigma when exposed to racialised narratives linking body size to laziness or lack of discipline. Similarly, South Asian individuals reported internalised shame linked to cultural expectations around self‑control and discipline (Bhui et al., 2018).
Internalised stigma has significant psychological consequences. It is associated with:
· Increased depressive symptoms
· Reduced self‑esteem
· Disordered eating behaviours
· Social withdrawal
· Avoidance of physical activity due to fear of judgement (Flint, 2020)
These findings highlight the need for culturally sensitive interventions that address both weight stigma and racial discrimination.
[bookmark: _Toc224858777]4.2.4 Social Isolation and Loneliness
Social isolation emerged as another key psychological consequence. Individuals living with obesity often experience reduced social participation due to fear of judgement, mobility limitations, or low confidence (Flint, 2020). For ethnic minority individuals, social isolation may be compounded by cultural stigma, language barriers, or experiences of racism (NHS Race and Health Observatory, 2022).
Adolescents appear particularly vulnerable. Roberts et al. (2020) found that ethnically diverse adolescents with obesity were more likely to experience bullying, exclusion, and social withdrawal. These experiences can have long‑term effects on mental health, academic performance, and identity development.
Adults also report social isolation, particularly in relation to employment and healthcare. Research shows that individuals with obesity face discrimination in the workplace, leading to reduced job satisfaction, limited career progression, and emotional distress (Puhl & Heuer, 2010). Ethnic minority individuals may face “double discrimination” based on both race and body size, intensifying feelings of exclusion (Williams & Mohammed, 2013).
[bookmark: _Toc224858778]4.2.5 Identity Conflict and Acculturation Stress
Identity conflict emerged as a unique psychological consequence for ethnic minority individuals. Many participants in the reviewed studies reported feeling “caught between cultures,” navigating conflicting expectations around body size, health, and beauty (Holdsworth et al., 2017).
For example:
African and Caribbean individuals may feel pressure to conform to Western thinness ideals while maintaining cultural pride in larger body shapes.
South Asian individuals may experience tension between cultural expectations of modesty and Western emphasis on body positivity.
Mixed‑heritage individuals may struggle to reconcile multiple cultural identities, leading to confusion and emotional distress (Jackson et al., 2021).
Acculturation stress the psychological impact of adapting to a new cultural environment — further intensifies these challenges (Renzaho, 2004). This stress is associated with depression, anxiety, and reduced self‑esteem.
[bookmark: _Toc224858779]4.2.6 Summary of Theme 1
The psychological consequences of obesity among ethnic minority individuals are multifaceted and deeply influenced by cultural, social, and structural factors. Depression, anxiety, low self‑esteem, internalised stigma, social isolation, and identity conflict are common experiences. These findings highlight the need for culturally sensitive mental health interventions that address the unique challenges faced by minority communities.
[bookmark: _Toc224858780]4.3 Barriers to Mental Health Support
The second major theme identified in the analysis concerns the barriers that ethnic minority individuals living with obesity face when attempting to access mental health support. These barriers are multifaceted and intersect across cultural, structural, socioeconomic, and institutional dimensions. While many of these barriers are experienced by the general population, the findings reveal that ethnic minority groups encounter them in intensified and unique ways due to systemic inequalities, cultural stigma, and discriminatory practices within healthcare settings.
[bookmark: _Toc224858781]4.3.1 Cultural Stigma and Silence Around Mental Health
Cultural stigma emerged as one of the most significant barriers to accessing mental health support. In many ethnic minority communities, mental health difficulties are associated with shame, weakness, or spiritual imbalance (Bhui et al., 2018). This stigma discourages individuals from acknowledging psychological distress, let alone seeking professional help.
For example:
South Asian communities often view mental health issues as a private family matter, leading to concealment and underreporting (Naeem et al., 2019).
African and Caribbean communities may interpret mental distress through spiritual or religious frameworks, resulting in reliance on faith‑based support rather than clinical services (Memon et al., 2016).
Middle Eastern communities may associate mental illness with dishonour, affecting marriage prospects and family reputation (Al‑Krenawi & Graham, 2011).
When obesity is added to this cultural stigma, individuals may experience “double shame”: one related to mental health and another related to body size. This dual stigma can lead to emotional suppression, denial of symptoms, and reluctance to seek help (Himmelstein et al., 2017).
[bookmark: _Toc224858782]4.3.2 Weight Stigma in Healthcare Settings
Weight stigma within healthcare settings is a pervasive barrier that disproportionately affects ethnic minority individuals. Research shows that healthcare professionals often hold implicit biases that portray individuals with obesity as lazy, non‑compliant, or lacking willpower (Phelan et al., 2015). These biases can manifest in:
· Dismissive attitudes
· Blaming patients for their weight
· Focusing solely on weight loss rather than holistic care
· Failing to explore psychological distress
Ethnic minority individuals report even more negative experiences due to racialised stereotypes that intersect with weight‑based stigma (Williams & Mohammed, 2013). For example, Black women report feeling judged for their body size and stereotyped as “strong” or “resilient,” leading to their emotional needs being overlooked (Himmelstein et al., 2017). South Asian individuals report feeling misunderstood due to cultural dietary practices being pathologized rather than contextualised (Bhui et al., 2018).
These negative experiences contribute to mistrust of healthcare services, avoidance of appointments, and delayed help‑seeking.
[bookmark: _Toc224858783]4.3.3 Language and Communication Barriers
Language barriers significantly hinder access to mental health support for many ethnic minority individuals. Limited English proficiency can lead to:
· Miscommunication with healthcare professionals
· Misdiagnosis or incomplete assessments
· Reduced understanding of treatment options
· Difficulty navigating referral pathways
NHS Race and Health Observatory (2022) reports that individuals with limited English are less likely to access psychological therapies and more likely to disengage early. Interpreters are not always available, and when they are, individuals may feel uncomfortable discussing sensitive issues such as weight, body image, or mental health in front of a third party (Memon et al., 2016).
Language barriers also affect health literacy. Public health campaigns about obesity and mental health are often designed for White British audiences, using language and imagery that may not resonate with minority communities (Public Health England, 2022). This lack of culturally tailored communication contributes to confusion, mistrust, and disengagement.
[bookmark: _Toc224858784]4.3.4 Lack of Culturally Competent Services
A recurring theme across the literature is the lack of culturally competent mental health services. Culturally competent care involves understanding and respecting cultural beliefs, values, and practices, and adapting services accordingly (Sue et al., 2009). However, many UK mental health services lack diversity among staff and fail to incorporate cultural perspectives into treatment.
· Ethnic minority individuals report:
· Feeling misunderstood or judged
· Having their cultural beliefs dismissed
· Receiving advice that is culturally inappropriate
· Being offered generic interventions that do not address their lived experiences
For example, cognitive behavioural therapy (CBT) may not resonate with individuals from collectivist cultures who prioritise family and community over individual autonomy (Naeem et al., 2019). Similarly, dietary advice that ignores cultural foods can feel alienating or impractical (Holdsworth et al., 2017).
The absence of culturally adapted interventions contributes to disengagement, poor treatment outcomes, and long‑term psychological distress.
[bookmark: _Toc224858785]4.3.5 Structural Racism and Discrimination
Structural racism emerged as a significant barrier to mental health support. Structural racism refers to the ways in which societal systems, policies, and institutions disadvantage certain racial groups (Williams & Mohammed, 2013). In the context of obesity and mental health, structural racism manifests through:
· Unequal access to healthcare
· Underfunded services in ethnically diverse areas
· Lack of representation among healthcare professionals
· Implicit bias in clinical decision‑making
· Stereotyping and discriminatory treatment
Ethnic minority individuals report feeling dismissed, misunderstood, or judged by healthcare professionals, leading to mistrust and avoidance of services (NHS Race and Health Observatory, 2022). These experiences are particularly harmful for individuals living with obesity, who may already feel vulnerable or ashamed.
Structural racism also contributes to socioeconomic inequalities that increase obesity risk, such as:
· Limited access to healthy foods
· Unsafe neighbourhoods for physical activity
· Low‑income employment
· Housing insecurity
These structural factors exacerbate psychological distress and reduce opportunities for mental health support.
[bookmark: _Toc224858786]4.3.6 Socioeconomic Barriers
Socioeconomic disadvantage is a major barrier to accessing mental health support. Ethnic minority communities in the UK are disproportionately affected by poverty, unemployment, and housing insecurity (ONS, 2023). These stressors increase vulnerability to both obesity and mental health difficulties (Public Health England, 2022).
Financial barriers include:
· Inability to afford private therapy
· Limited access to transportation
· Inflexible work schedules
· Long NHS waiting lists
Individuals living in deprived areas may also have limited access to community resources such as gyms, parks, or culturally appropriate support groups (Flint, 2020). These barriers contribute to chronic stress, emotional exhaustion, and reduced help‑seeking.
[bookmark: _Toc224858787]4.3.7 Mistrust of Healthcare Services
Mistrust of healthcare services is a significant barrier among ethnic minority communities. Historical and contemporary experiences of discrimination contribute to scepticism about the fairness, safety, and cultural sensitivity of mental health services (Memon et al., 2016).
For individuals living with obesity, mistrust is often reinforced by:
Negative past experiences
Feeling blamed for their weight
Perceived judgement from professionals
Lack of empathy or understanding
This mistrust leads to delayed help‑seeking, disengagement from treatment, and reliance on informal support networks.
[bookmark: _Toc224858788]4.3.8 Summary of Theme 2
Ethnic minority individuals living with obesity face numerous barriers to accessing mental health support, including cultural stigma, weight stigma in healthcare settings, language barriers, lack of culturally competent services, structural racism, socioeconomic disadvantage, and mistrust of healthcare systems. These barriers intersect to create significant psychological distress and limit opportunities for early intervention. Addressing these barriers requires systemic change, culturally tailored interventions, and improved representation within mental health services.
[bookmark: _Toc224858789]4.4 Cultural, Structural, and Intersectional Influences
The third major theme emerging from the analysis concerns the cultural, structural, and intersectional factors that shape the psychological experiences of ethnic minority individuals living with obesity. These influences operate at multiple levels — individual, family, community, and societal — and interact in complex ways to affect mental health outcomes. The findings reveal that cultural norms, structural inequalities, and intersecting identities significantly shape how obesity is experienced, interpreted, and managed within minority communities.
[bookmark: _Toc224858790]4.4.1 Cultural Beliefs About Body Size
Cultural beliefs play a central role in shaping perceptions of body size, health, and attractiveness. These beliefs influence how individuals interpret their weight, how families respond to obesity, and how communities understand mental health.
African and Caribbean Communities
Research consistently shows that African and Caribbean cultures often hold more positive attitudes toward larger body sizes (Holdsworth et al., 2017). In these communities, a fuller figure may be associated with:
· Health and vitality
· Fertility and womanhood
· Wealth and prosperity
· Respectability and maturity
However, these cultural beliefs can create tension for individuals living in the UK, where Western ideals of thinness dominate media, healthcare messaging, and social norms (Puhl & Heuer, 2010). This cultural conflict can lead to identity confusion, emotional distress, and internalised stigma, particularly among younger generations who may feel pressure to conform to Western beauty standards (Renzaho, 2004).
South Asian Communities
South Asian communities often emphasise discipline, modesty, and self‑control, which can intensify feelings of shame associated with weight gain (Bhui et al., 2018). In some families, obesity may be interpreted as a sign of poor self‑management or lack of willpower, contributing to guilt and emotional distress.
At the same time, traditional South Asian diets often high in carbohydrates, oils, and sweets may conflict with Western dietary advice, leading to confusion and frustration (Public Health England, 2022). This tension can exacerbate psychological distress and reduce engagement with weight‑management services.
Mixed‑Heritage Individuals
Mixed‑heritage individuals often navigate multiple cultural expectations simultaneously. Jackson et al. (2021) found that mixed‑heritage adolescents experience heightened body image concerns due to conflicting cultural messages about body size. This group is particularly vulnerable to identity conflict, internalised stigma, and emotional distress.
[bookmark: _Toc224858791]4.4.2 Family and Community Expectations
Family and community expectations emerged as a significant influence on psychological wellbeing. In many ethnic minority communities, family plays a central role in shaping attitudes toward health, body size, and mental wellbeing.
Family Pressure
Families may unintentionally reinforce stigma by:
· Commenting on weight
· Comparing individuals to siblings or relatives
· Encouraging weight loss without emotional support
· Prioritising physical appearance over mental health
These pressures can contribute to low self‑esteem, anxiety, and emotional withdrawal (Bhui et al., 2018).
Community Norms
Community norms may also influence psychological experiences. For example:
· In some African and Caribbean communities, weight gain after childbirth is normalised, which may reduce stigma but also delay recognition of health risks (Holdsworth et al., 2017).
· In South Asian communities, community gossip or judgement may intensify shame associated with obesity or mental health difficulties (Naeem et al., 2019).
· These norms shape how individuals interpret their weight and whether they feel comfortable seeking support.
[bookmark: _Toc224858792]4.4.3 Structural Inequalities
Structural inequalities emerged as a major factor influencing both obesity and mental health outcomes. Ethnic minority communities in the UK are disproportionately affected by socioeconomic disadvantage, which increases vulnerability to obesity and psychological distress (ONS, 2023).
Food Insecurity and Environmental Barriers
Ethnic minority individuals are more likely to live in deprived areas with:
· Limited access to affordable healthy foods
· High density of fast‑food outlets
· Unsafe or poorly maintained outdoor spaces
· Limited access to gyms or recreational facilities
These environmental factors contribute to higher obesity rates and increased stress (Public Health England, 2022).
Employment and Income Inequality
Ethnic minority individuals are more likely to work in low‑paid, insecure jobs with long hours and limited flexibility (ONS, 2023). These conditions increase stress, reduce time for physical activity, and limit access to mental health support.
Healthcare Inequalities
Structural racism within healthcare systems contributes to:
· Misdiagnosis
· Dismissal of symptoms
· Lack of culturally competent care
· Reduced access to psychological therapies (NHS Race and Health Observatory, 2022)
These inequalities exacerbate psychological distress and reduce trust in services.
[bookmark: _Toc224858793]4.4.4 Intersectionality and Compounded Marginalisation
Intersectionality theory (Crenshaw, 1989) provides a powerful lens for understanding how multiple identities such as ethnicity, gender, class, and body size intersect to shape psychological experiences.
Double Stigma
· Ethnic minority individuals living with obesity often experience “double stigma”:
· Weight‑based stigma (e.g., being judged for body size)
· Racial stigma (e.g., being stereotyped based on ethnicity)
This compounded marginalisation intensifies psychological distress and increases vulnerability to depression, anxiety, and low self‑esteem (Himmelstein et al., 2017).
Triple Stigma
For some individuals, additional identities create “triple stigma,” such as:
· Being a woman
· Being from a low‑income background
· Living with obesity
· Women face heightened scrutiny regarding body size and appearance, leading to increased emotional distress (Puhl & Heuer, 2010).
Migration Status
Migrants may experience:
· Acculturation stress
· Language barriers
· Isolation from extended family
· Trauma related to migration
These factors interact with obesity‑related stigma to create complex psychological challenges (Renzaho, 2004).
[bookmark: _Toc224858794]4.4.5 Religion and Spirituality
Religion and spirituality play a significant role in shaping mental health experiences within many ethnic minority communities.
Positive Influences
Religious communities may provide:
· Social support
· Coping strategies
· A sense of belonging
· Hope and resilience
These factors can buffer against psychological distress (Memon et al., 2016).
Negative Influences
However, some religious interpretations may:
· Stigmatise mental illness
· Encourage spiritual explanations over clinical support
· Promote silence around emotional distress
This can delay help‑seeking and intensify psychological suffering (Bhui et al., 2018).
[bookmark: _Toc224858795]4.4.6 Summary of Theme 3
Cultural beliefs, family expectations, structural inequalities, and intersecting identities significantly shape the psychological experiences of ethnic minority individuals living with obesity. These influences operate at multiple levels and interact in complex ways, contributing to depression, anxiety, internalised stigma, and identity conflict. Understanding these factors is essential for developing culturally sensitive, equitable mental health interventions.
[bookmark: _Toc224858796]4.5 Connections Between Themes
The themes identified in this study psychological consequences, barriers to mental health support, cultural influences, structural inequalities, and intersectional experiences are deeply interconnected. Rather than operating independently, these themes interact to shape the lived experiences of ethnic minority individuals living with obesity in the UK. Understanding these connections is essential for developing holistic, culturally sensitive interventions.
[bookmark: _Toc224858797]4.5.1 Interplay Between Stigma, Mental Health, and Help‑Seeking
Weight stigma, racial discrimination, and cultural stigma around mental health form a cycle that reinforces psychological distress. For example:
· Weight stigma contributes to low self‑esteem, depression, and social withdrawal (Puhl & Heuer, 2010).
· Racial discrimination intensifies feelings of exclusion and mistrust of healthcare services (Williams & Mohammed, 2013).
· Cultural stigma discourages individuals from acknowledging mental health difficulties or seeking support (Bhui et al., 2018).
These factors interact to create a “barrier loop,” where individuals experience distress but feel unable or unwilling to access help. This loop is particularly harmful for adolescents, who may internalise stigma early and carry its effects into adulthood (Roberts et al., 2020).
[bookmark: _Toc224858798]4.5.2 Cultural Norms and Identity Conflict
Cultural beliefs about body size influence how individuals interpret their weight and mental health. For example:
· African and Caribbean cultural norms that celebrate larger bodies may buffer against some forms of stigma but create conflict with Western ideals (Holdsworth et al., 2017).
· South Asian cultural expectations around discipline and modesty may intensify shame associated with weight gain (Bhui et al., 2018).
· Mixed‑heritage individuals may experience conflicting messages from multiple cultural backgrounds, leading to identity confusion (Jackson et al., 2021).
These cultural tensions contribute to psychological distress, internalised stigma, and reduced help‑seeking.
[bookmark: _Toc224858799]4.5.3 Structural Inequalities as Underlying Drivers
Structural inequalities including poverty, housing insecurity, and limited access to healthy environments underpin many of the psychological and physical health challenges faced by ethnic minority individuals (ONS, 2023). These inequalities:
· Increase vulnerability to obesity
· Reduce access to mental health support
· Intensify stress and emotional distress
· Reinforce mistrust of healthcare systems
Structural racism within healthcare settings further compounds these challenges, leading to misdiagnosis, dismissal of symptoms, and culturally inappropriate care (NHS Race and Health Observatory, 2022).
[bookmark: _Toc224858800]4.5.4 Intersectionality as an Explanatory Framework
Intersectionality theory (Crenshaw, 1989) provides a powerful lens for understanding how multiple identities such as ethnicity, gender, class, migration status, and body size intersect to shape psychological experiences. For example:
· A Black woman living with obesity may experience weight stigma, racial discrimination, and gendered expectations simultaneously.
· A South Asian man from a low‑income background may face cultural stigma, financial barriers, and structural inequalities.
· A mixed‑heritage adolescent may navigate conflicting cultural norms, identity confusion, and peer pressure.
These intersecting identities create unique psychological burdens that cannot be understood through single‑factor explanations.
[bookmark: _Toc224858801]4.6 Alignment with Research Objectives
This section demonstrates how the findings align with the four research objectives outlined in Chapter 1.
Objective 1: Define and examine the psychological effects associated with obesity within ethnic minority groups in the UK.
The findings clearly demonstrate that ethnic minority individuals experience a range of psychological consequences, including:
· Depression and anxiety (Luppino et al., 2010; Bhui et al., 2018)
· Low self‑esteem and body dissatisfaction (Puhl & Heuer, 2010)
· Internalised stigma (Durso & Latner, 2008)
· Social isolation (Flint, 2020)
· Identity conflict and acculturation stress (Renzaho, 2004)
These effects are intensified by cultural, structural, and intersectional factors.
Objective 2: Analyse existing literature and data to identify the relationship between obesity and mental health outcomes such as depression, anxiety, and self‑esteem.
The analysis confirms a strong relationship between obesity and mental health outcomes, consistent with existing research (Luppino et al., 2010). However, the findings reveal that ethnic minority individuals experience this relationship differently due to:
· Cultural norms
· Racial discrimination
· Socioeconomic disadvantage
· Migration‑related stress
This highlights the need for culturally contextualised mental health interventions.
Objective 3: Evaluate barriers that ethnic minorities face in accessing mental health services and support related to obesity.
The findings identify multiple barriers, including:
· Cultural stigma around mental health (Bhui et al., 2018)
· Weight stigma in healthcare settings (Phelan et al., 2015)
· Language and communication barriers (Memon et al., 2016)
· Lack of culturally competent services (Sue et al., 2009)
· Structural racism (Williams & Mohammed, 2013)
· Socioeconomic disadvantage (ONS, 2023)
· Mistrust of healthcare systems (NHS Race and Health Observatory, 2022)
These barriers significantly reduce help‑seeking and contribute to long‑term psychological distress.
Objective 4: Provide evidence‑based recommendations for health and social care professionals to improve psychological support and reduce stigma.
The findings highlight the need for:
· Culturally competent mental health services
· Anti‑stigma interventions tailored to minority communities
· Improved representation among healthcare professionals
· Community‑based support models
· Trauma‑informed care
· Policy reforms addressing structural inequalities
These recommendations will be developed in detail in Chapter 5.
[bookmark: _Toc224858802]4.7 Chapter Conclusion
This chapter has presented a comprehensive analysis of the psychological impact of obesity among ethnic minority communities in the UK. The findings reveal that obesity is not merely a physical health issue, but a deeply psychosocial experience shaped by cultural norms, structural inequalities, and intersecting identities. Ethnic minority individuals face unique psychological challenges, including depression, anxiety, internalised stigma, social isolation, and identity conflict. These challenges are compounded by significant barriers to mental health support, including cultural stigma, weight stigma in healthcare settings, language barriers, lack of culturally competent services, structural racism, and socioeconomic disadvantage.
The interconnectedness of these themes highlights the need for holistic, culturally sensitive, and intersectional approaches to mental health support. The findings align closely with the research objectives and provide a strong foundation for the recommendations presented in the next chapter.
[bookmark: _Toc224858803]CHAPTER 5: RECOMMENDATIONS AND CONCLUSION 
[bookmark: _Toc224858804]5.1 Introduction
This final chapter synthesises the findings presented in Chapter 4 and offers evidence‑based recommendations for improving psychological support for ethnic minority individuals living with obesity in the UK. The chapter also reflects on the broader implications for health and social care practice, policy, and future research. The recommendations are grounded in the thematic analysis and aligned with the research objectives, addressing the psychological consequences of obesity, barriers to mental health support, cultural influences, and structural inequalities. The chapter concludes by summarising the overall contribution of the dissertation.
[bookmark: _Toc224858805]5.2 Recommendations
[bookmark: _Toc224858806]5.2.1 Recommendation 1: Expand Access to Culturally Competent Mental Health Services
A consistent finding across the literature is the lack of culturally competent mental health services for ethnic minority individuals (Sue et al., 2009; Bhui et al., 2018). To address this gap, health and social care providers should:
· Increase recruitment and retention of ethnically diverse mental health professionals.
· Provide mandatory cultural competence training for all staff, focusing on cultural beliefs about body size, stigma, and mental health.
· Develop culturally adapted psychological interventions, such as CBT modified for collectivist cultures (Naeem et al., 2019).
· Incorporate cultural mediators or community health workers to bridge communication gaps.
Culturally competent care improves trust, engagement, and treatment outcomes, particularly for individuals navigating identity conflict and cultural stigma.
[bookmark: _Toc224858807]5.2.2 Recommendation 2: Address Weight Stigma in Healthcare Settings
Weight stigma in healthcare settings is a major barrier to help‑seeking and contributes to psychological distress (Phelan et al., 2015). To reduce stigma:
· Healthcare professionals should receive training on weight‑inclusive, non‑judgemental communication.
· Services should adopt the Health at Every Size (HAES) approach, which emphasises holistic wellbeing rather than weight alone (Bacon & Aphramor, 2011).
· Clinical guidelines should explicitly address weight stigma and its impact on mental health.
· Healthcare environments should be physically accessible and inclusive (e.g., appropriate seating, weighing equipment).
Reducing weight stigma is essential for improving trust and engagement among ethnic minority individuals who may already experience racial discrimination.
[bookmark: _Toc224858808]5.2.3 Recommendation 3: Develop Community‑Based, Culturally Tailored Interventions
Community‑based interventions are particularly effective for ethnic minority populations, who may prefer informal or culturally familiar support networks (Memon et al., 2016). Recommendations include:
· Partnering with faith organisations, cultural associations, and community centres to deliver mental health workshops.
· Creating peer‑support groups led by individuals with lived experience of obesity and mental health challenges.
· Designing culturally relevant health promotion campaigns that reflect diverse body ideals and languages.
· Offering family‑based interventions that address intergenerational beliefs about body size and mental health.
Community‑based approaches reduce stigma, increase accessibility, and promote culturally meaningful engagement.
[bookmark: _Toc224858809]5.2.4 Recommendation 4: Improve Access to Psychological Therapies
Ethnic minority individuals face significant barriers to accessing psychological therapies, including long waiting lists, language barriers, and mistrust of services (NHS Race and Health Observatory, 2022). To improve access:
· Expand self‑referral pathways for NHS Talking Therapies.
· Provide therapy in multiple languages and ensure availability of trained interpreters.
· Offer flexible appointment times to accommodate shift workers and carers.
· Increase funding for mental health services in ethnically diverse and deprived areas.
Improving access to psychological therapies is essential for addressing depression, anxiety, and internalised stigma among individuals living with obesity.
[bookmark: _Toc224858810]5.2.5 Recommendation 5: Address Structural Inequalities Through Policy Reform
Structural inequalities including poverty, housing insecurity, and limited access to healthy environments underpin many of the psychological challenges associated with obesity (ONS, 2023; Public Health England, 2022). Policy reforms should focus on:
· Improving access to affordable healthy foods in deprived areas.
· Investing in safe, accessible green spaces for physical activity.
· Addressing income inequality through employment support and anti‑discrimination policies.
· Ensuring equitable distribution of healthcare resources across regions.
Addressing structural inequalities is essential for reducing obesity prevalence and improving mental health outcomes.
[bookmark: _Toc224858811]5.2.6 Recommendation 6: Promote Anti‑Stigma Campaigns Tailored to Minority Communities
Anti‑stigma campaigns should be culturally tailored and co‑designed with ethnic minority communities. Campaigns should:
· Challenge stereotypes linking obesity to laziness or lack of discipline.
· Highlight the role of structural factors in obesity.
· Promote positive body image across diverse cultures.
· Encourage open conversations about mental health within families and communities.
Culturally tailored campaigns can reduce shame, increase help‑seeking, and promote psychological wellbeing.
[bookmark: _Toc224858812]5.2.7 Recommendation 7: Strengthen Research on Ethnicity, Obesity, and Mental Health
There is a significant lack of UK‑specific research on the psychological impact of obesity within ethnic minority communities (Williams et al., 2020). Future research should:
· Conduct qualitative studies capturing lived experiences.
· Explore differences within ethnic groups (e.g., African vs. Caribbean, Pakistani vs. Bangladeshi).
· Investigate the experiences of mixed‑heritage individuals.
· Examine the impact of migration, religion, and gender on mental health.
· Evaluate culturally adapted interventions.
Strengthening research will support evidence‑based practice and policy development.
[bookmark: _Toc224858813]5.3 Conclusion
This dissertation has explored the psychological impact of obesity among ethnic minority communities in the UK, revealing a complex interplay of cultural, structural, and psychological factors. The findings demonstrate that ethnic minority individuals experience unique psychological challenges, including depression, anxiety, internalised stigma, social isolation, and identity conflict. These challenges are intensified by significant barriers to mental health support, including cultural stigma, weight stigma in healthcare settings, language barriers, lack of culturally competent services, structural racism, and socioeconomic disadvantage.
The analysis highlights the importance of adopting culturally sensitive, intersectional, and holistic approaches to mental health support. The recommendations presented in this chapter emphasise the need for culturally competent services, anti‑stigma interventions, community‑based support, improved access to psychological therapies, and policy reforms addressing structural inequalities.
Overall, this dissertation contributes to a deeper understanding of the psychological experiences of ethnic minority individuals living with obesity and underscores the urgent need for systemic change within UK health and social care. By addressing the cultural, structural, and psychological dimensions of obesity, health professionals and policymakers can work towards more equitable, compassionate, and effective support for all communities.
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[bookmark: _Toc224858816]Appendix A – Source Tracking Table

	Author & Year
	Title
	Methodology
	Key Findings
	Relevance
	Inclusion Decision

	Roberts et al. (2020)
	Weight misperception & psychological symptoms
	Quantitative
	Weight stigma linked to depression
	High
	Included

	Khanolkar (2024)
	Ethnic inequalities in obesity & mental health
	Cohort study
	Minority groups show higher psychological burden
	High
	Included

	PHE (2022)
	Adult obesity patterns
	National report
	Ethnic obesity disparities
	High
	Included

	ONS (2023)
	NCMP dataset
	Dataset
	Ethnic differences in obesity prevalence
	High
	Included

	Ahmed et al. (2020)
	Digital exclusion
	Mixed methods
	Digital barriers affect self‑management
	Medium
	Included

	Bhattacharya (2018)
	Cultural influences
	Qualitative
	Cultural stigma affects illness disclosure
	High
	Included

	Holdsworth et al. (2017)
	Cultural body image norms
	Qualitative
	Cultural norms shape body image
	Medium
	Included

	Rice et al. (2021)
	Digital interventions
	Review
	Barriers to mental health support
	Medium
	Included
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	Initial Codes
	Sub‑Themes
	Final Themes
	Supporting Sources

	Depression, anxiety
	Psychological distress
	Psychological consequences
	Roberts et al. (2020)

	Weight stigma, racism
	Double stigma
	Intersectionality
	Khanolkar (2024)

	Language barriers
	Communication issues
	Barriers to support
	Ahmed et al. (2020)

	Mistrust, poor experiences
	Service barriers
	Barriers to support
	Rice et al. (2021)

	Cultural norms, identity conflict
	Acculturation stress
	Cultural influences
	Bhattacharya (2018)

	Body size ideals
	Cultural body image
	Cultural influences
	Holdsworth et al. (2017)
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	Source
	C
	R
	A
	A
	P
	Total
	Decision

	NHS Digital (2024)
	5
	5
	5
	5
	5
	25
	Include

	ONS (2023)
	5
	5
	5
	5
	5
	25
	Include

	PHE (2022)
	5
	5
	5
	5
	5
	25
	Include

	Roberts et al. (2020)
	5
	5
	5
	4
	5
	24
	Include

	Khanolkar (2024)
	5
	5
	5
	4
	5
	24
	Include

	Ahmed et al. (2020)
	4
	4
	5
	4
	5
	22
	Include

	Bhattacharya (2018)
	4
	5
	5
	4
	5
	23
	Include


[bookmark: _Toc224858819]Appendix D – Ethical Considerations Statement
This study used secondary data only and did not involve human participants. Ethical considerations included:
	Ethical Issue
	Description
	How Addressed

	Sensitive topics
	Risk of stigma around obesity & ethnicity
	Used non‑stigmatising language

	Vulnerable groups
	Mental health & minority status
	Secondary research avoids direct risk

	Data integrity
	Ensuring accuracy
	Used peer‑reviewed & official sources

	Researcher bias
	Cultural background influence
	Reflexive practice maintained

	Representation
	Avoiding deficit narratives
	Highlighted cultural context

	Confidentiality
	No personal data
	Not applicable
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3. Search Strategy
Databases

Google Scholar » PsycINFO « PubMed + Scopus + ONS

 NHS Digital + Public Health England
Keywords & Boolean Operators
“Obesity” AND “ethnic minorities”
“Psychological impact’ OR ‘mental health”
“Weight stigma” OR “self-esteem”
“UK” AND “health inequalities”
“Depression” AND “obesity” AND “ethnicity”
English « 2014-2025 « UK-based or UK-relevant «
Peer-reviewed or official reports
Search String Example

PsycINFO search: “obesity AND ethnic minorities AND
mental health AND UK” — 85 resullts before filtering.

Search Outcomes
e Initial results: 310
After screening: 72
* Final included sources: 38

9. Visual Data: Obesity Prevalence by Ethnicity (ONS, 2023)

1. Introduction

Obesity disproportionately affects ethnic minority communities in the
UK, including Black African, Black Caribbean, Pakistani, Bangladeshi,
and mixed-heritage groups (ONS, 2023). Beyond physical health risks,
obesity contributes to psychological consequences such as
depression, anxiety, low self-esteem, internalised stigma, and identity
conflict (Roberts 2020). Due to the sensitivity of weight-related
stigma and mental health, a secondary qualitative research design was

selected.

5. Source Tr:

acking & Evaluation (Condensed)
(Full table in Appendix A)

Published within the last 10 years

Author & Year Method

Key Findings Relevance

Roberts et al. Quantitative | Weight stigma High
Exclusion (2020)

linked to
depression

Physical-health-only studies

Non-UK contexts unless theoretically (2024)
relevant

‘Opinion pieces or non-academic
sources

Khanolkar Cohort study Ethnic High

inequalities in
obesity &
mental health

Outdated research (>10 years old)

PHE (2022) | National report | Ethnic obesity

pattems

ONS (2023) Dataset

NCMP ethnic
disparities

7. Quality Appraisal: CRAAP Test

Sources were evaluated using the CRAAP criteria:

« Currency
 Relevance
o Authority
o Accuracy
«  Purpose

CRAAP Consistency
Sources scoring below 18/25 were excluded.

CRAAP Summary (Poster Version)

Source Score

Decision NHS Digital (2024)

25/25 Included

Roberts et al. (2020) 24725

Included PHE (2022)

25/25 Included

10. Limitations

2. Research Approach

A qualitative secondary research methodology
was chosen because it:

Avoids ethical risks associated with
interviewing vulnerable individuals

Allows synthesis of large-scale datasets and
peer-reviewed evidence

Supports analysis of cultural, psychological,
and structural determinants

Aligns with undergraduate research
expectations

This approach enables a thematic exploration
of existing literature, policy documents, and
national statistics.

6. Data Analysis: Thematic Analysis

Thematic analysis followed Braun & Clarke's
(2006) six-step framework.

Key Coding Categories

* Psychological outcomes (depression,
anxiety, self-harm risk)
Weight stigma and cultural shame
Identity and self-perception
Barriers to mental health support
Cultural beliefs about body image
Structural inequalities.

How Codes Became Themes

Codes that appeared repeatedly across
multiple studies were grouped into broader
themes based on frequency, conceptual
similarity, and relevance to the research aim.

Final Themes
Psychological consequences of obesity

Barriers to mental health support
Cultural and structural influences

- i et No lived experiences captured
Figure 1. Obesity prevalence by ethnic group (ONS, 2023). Ethnic minority groups S ) :
show significantly higher obesity rates, reinforcing the need to explore psychological Limited UK-specific psychological research
impacts. Some lack iled ethnic br
Potential publication bias

1. Reference List (Poster Version)

= Khanolkar (2024); Roberts et al. (2020); ONS (2023), NHS Digital (2024); Public
Health England (2022)





