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ABSTRACT
This dissertation examines how cultural stigma influences the rate of dementia diagnoses in elderly Black, Asian, and Minority Ethnic (BAME) people in the United Kingdom. The main purpose was to investigate the impact of culturally grounded beliefs and social attitudes on help-seeking behaviour and access to diagnostic services. The aims were to define cultural stigma in the BAM peoples, compare the patterns of diagnosis with the White British population, assess obstacles to help-seeking behaviour, and offer suggestions on how to enhance early diagnosis and help. The study is relevant in health and social care by providing timely diagnosis of dementia, which is essential in treatment, care planning, and quality of life, and there are disparities in this diagnosis across ethnic groups. The qualitative, secondary design was utilised, which relied on peer-reviewed literature published in the short term (2009-2019). 
Rebates, ideas, and barriers were identified through thematic analysis of similar occurrences within the studies, including source critical appraisal of relevance, credibility and methodological rigour. Three themes have been identified, including cultural beliefs and illness attributions, help-seeking pathways and diagnostic delay, and family caregiving with service engagement affected by stigma. Results underscore the fact that stigma and cultural attitudes slow the awareness of symptoms, are less involved in medical care, and influence the cultures of caregiving, which frequently result in disparities in diagnosis and support. Limitations were the dependence on literature, differences in sample sizes, and study settings, which could affect generalisability. It has been recommended to use culturally specific awareness, provide healthcare facilities with cultural competence training, and improve the cooperative efforts between statutory services and community organisations. These actions would help enhance prompt diagnosis of dementia, facilitate equal care provision, and facilitate culturally competent health care and social care delivery.
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[bookmark: _Toc230634167]CHAPTER 1: Introduction
[bookmark: _Toc230634168]1.1 Introduction
Dementia is a key public issue in the United Kingdom, with about 900,000 individuals living with this condition, which is projected to grow because of demographic ageing (Olajide et al., 2025). It is believed that early detection plays a significant role in allowing prompt intervention, planning the care, and supporting patients and their families. Nevertheless, it has been revealed that considerable differences in the diagnosis of ethnic groups exist. Black, Asian and Minority ethnic BAME adults tend to be diagnosed at a later stage and less often referred to memory services than White British adults (Dodd et al., 2022). In this disparity, the cultural interpretation of cognitive decline is a key factor. Symptoms of dementia in some cultures can be perceived as ageing, or as a result of spiritual or moral factors, with the result of symptoms being concealed to avoid stigma and social rejection (Guruprasad, 2024). 
Other challenges are language challenges, poor understanding of dementia, distrust in statutory services, and the absence of culturally relevant information or support routes (Agbana, 2025). The main goal of this dissertation is to analyse the role of cultural stigma in the determination of the prevalence of dementia diagnosis among the ageing population in the UK BME communities. The research aims to determine prevalent stigma-related beliefs through qualitative secondary analysis of peer-reviewed research and their influence on help-seeking behaviour and access to diagnostic services. The study will provide information to guide culturally sensitive practice that can enhance equity in early dementia diagnosis and service utilisation by synthesising available literature.
 
[bookmark: _Toc230634169]1.2 Definitions and Terminology
 Dementia refers to a set of progressive neurodegenerative diseases in which memory, cognitive functions, language, and the capacity to carry out daily tasks are affected (the most prevalent type of neurodegenerative disease is Alzheimer's disease) (Birajdar et al., 2023). It is not a healthy ageing process, although it becomes quite common during later life. Cultural stigma, which forms the core of this research, is defined as beliefs, stereotypes and social disapproval of a condition that brings about shame, concealment or discrimination against affected individuals and their families (Williams, 2022). In the research of dementia, the expression of stigma typically takes the form of cognitive impairment as a source of embarrassment, weakness, or supernatural punishment, which may deter disclosure and help-seeking (Dodd et al., 2022). 
BAME, which means Black, Asian and Minority Ethnic, is a popular policy and research term in the UK that describes ethnic populations with non-white British origins, known as such even though these groups may represent various cultures, languages, and migration histories (Abramovitz and Zelnick, 2022). The major acronym employed in this dissertation consists of BAME and NHS, which can be defined as the National Health Service, which is publicly-funded healthcare in the UK. The diagnostic services usually include a referral to the specialised memory clinics in the NHS (Olajide et al., 2025). These terms are necessary to be understood as differences in cultural beliefs, healthcare access, and service engagement among BME groups have a direct effect on dementia recognition and diagnosis. The use of clear definitions thus instils some degree of consistency to the interpretation of evidence, and even provides some form of conceptual accuracy across the research.

[bookmark: _Toc230634170]1.3 Rationale for Research
This study was selected as a reaction to a historical ethnic disparity in diagnosing and accessing dementia services in the United Kingdom. Despite national policy advances that have centred on timely diagnosis as the foundation to successful dementia care, there is evidence to the effect that individuals of BME backgrounds are less apt to early diagnosis and more inclined to show up in crisis or at later stages of the condition (Dodd et al., 2022). As the demographic shifts suggest that the number of older adults diagnosed with dementia within a minority ethnic community is disproportionately increasing, the focus on barriers to diagnosis has become an urgent priority within the public health agenda (World Health Organisation, 2022). There is recurring evidence of cultural stigma as a powerful but little-studied determinant of help-seeking behaviour, symptom recognition, and uptake of memory services (Guruprasad, 2024). 
Although the discussion of health inequalities has gained more and more prominence in policy, much of the literature on the matter has been widely economic in general on barriers to access, like language or socioeconomic status, with less focus given to the synthesis of the role of culturally-based stigma in particular in decision-making regarding diagnosis. Moreover, the BAME groups are often perceived as a homogenous group, which hinders a more elaborate comprehension of the unique beliefs and experiences of the community (Abramovitz and Zelnick, 2022). Through a qualitative secondary thematic examination of the results of the UK-based studies over the last decade, this dissertation is aimed at compiling the loosely scattered findings and uncovering patterns of stigma-related beliefs influencing the diagnosis. This way, it seeks to provide evidence that will inform culturally responsive approaches to advance equitable care with dementia, as well as interventions at an earlier stage.

[bookmark: _Toc230634171]1.4 Aim and Objectives
[bookmark: _Toc230634172]Aim
To examine how cultural stigma influences dementia diagnosis rates among elderly individuals from BAME communities in the UK. 
[bookmark: _Toc230634173]Objectives
· To define and examine cultural stigma and its manifestations within BAME communities regarding dementia.
· To analyse differences in dementia diagnosis rates between BAME and White British elderly populations.
· To evaluate how stigma-related beliefs affect help-seeking behaviour and access to diagnostic services.
· To provide recommendations for culturally sensitive strategies to improve early dementia diagnosis.

[bookmark: _Toc230634174]1.5 Conclusion
This chapter has presented the escalating issue of dementia in the United Kingdom and also revealed great differences in the diagnosis of older adults who belong to BME populations. It described the role of cultural stigma, ageing beliefs, and access to service barriers in increasing the delay to help seeking and access to dissimilar access to diagnostic pathways. Important definitions and terms were presented to introduce conceptual coherence, and the justification of the study was that some gaps in knowledge regarding the issue of stigma as a determinant of diagnosis rates must be filled. The research goals and objectives were stipulated to inform the research. This background information shall be expanded in chapter 2 through more detailed background information and critical coverage of the current literature by analysing all existing information concerning dementia, cultural stigma and health care provision among the minority ethnic groups in the UK.


[bookmark: _Toc230634175]CHAPTER 2 – Background Information and Analysis
[bookmark: _Toc230634176]2.1 Introduction
This chapter offers the cultural context of the work by analysing the larger history of dementia diagnosis and cultural stigma within the BAME elderly populations. It places the study into its development chronology, focusing on how concepts of dementia and individual perceptions have changed over the years. Important theoretical perspectives that explain the impact of stigma, cultural beliefs and health behaviours on help seeking and access to services are also discussed in the chapter. Further, the international and UK-specific contexts are addressed to emphasise how policies, healthcare systems, and demographic factors influence the ways of diagnosing and inequalities. Introducing these dimensions, the chapter creates the broader context within which the research question resides, which means that the concept of further research is based on the elaborate concept of social, cultural, and institutional factors.

[bookmark: _Toc230634177]2.2 Historical Background
Dementia represents a medical concept that has changed significantly over the last 100 years and helped shape modern diagnosis and treatment methods. The name of dementia has its root in the Latin meaning of loss of mind, but clinical acknowledgement started in 1906, when an individual known as Alois Alzheimer wrote about the neurophathological appearance of the disorder, which was later named after him, involving amyloid plaques and neurofibrillary tangles in a patient with progressive memory impairment (Behl, 2023). For nearly the entire twentieth century, dementia has been viewed as a natural outcome of ageing as opposed to a pathological process of disease, with limited research focus and little diagnosis taking place. This view started to alter in the 1970s when the development of neurology and psychiatry spearheaded dementia as a cluster of distinct diseases that needed clinical evaluation and management (World Health Organisation, 2022). Policy awareness intensified in the early twenty-first century in the United Kingdom with the release of the National Dementia Strategy in England in 2009, with an emphasis on early diagnosis, societal awareness and better services (GOV.UK, 2009).
 Ethnic disparities in dementia therapy became more cognizant gradually. The initial studies were mainly done among white Europeans, and the ethnic minorities were not represented enough in the epidemiological research and clinical trials (Dodd et al., 2022). Since the 1990s, researchers have started writing about the impact of the migration history, language boundary, and cultural attitudes on the rate of utilising mental health services in the minority communities. The classic study of stigma by sociologist Erving Goffman offered a conceptual framework in explaining the way in which social discrediting processes contribute to the reaction to illness, such as concealment and delayed help seeking (Williams, 2022). More recent research employed the stigma theory of dementia and showed that fear and shame, as well as false beliefs, can make families unwilling to receive a formal diagnosis (Guruprasad, 2024).
The major organisations have been significant in raising awareness and research. Dementia was declared a global public health priority by the World Health Organisation, and culturally sensitive services and stigma reduction were called for (Birajdar et al., 2023). The Alzheimer Society charities in the UK have been playing a significant role in the UK by conducting campaigns in the society, reaching more communities and funding research to test ways of getting better diagnoses among different people. The heterogeneity of BAME communities and insufficiency of the one-size-fits-all service model have been noted in the literature by researchers studying the impacts of dementia among minority ethnic groups (Agbana, 2025). Altogether, these historical changes have formed the current knowledge regarding the idea that dementia is not solely a medical problem, but it is a social and cultural occurrence in which stigma and inequality are involved in growing significantly, leading to the results of diagnostic measurements.

[bookmark: _Toc230634178]2.3 Theoretical Background
A number of theoretical frameworks guide the study of cultural stigma and dementia diagnosis in BAME communities, which include stigma theory, health behaviour models and cultural competence conceptualisation in healthcare. The theory of stigma by Goffman is still fundamental in that the people of stigma have been conceptualised as a socially constructed procedure in which those people who bear a discrediting attribute are disgraced and sidelined (Williams, 2022). In the context of dementia, stigma appears in the form of stereotypes that associate the deterioration of cognitive abilities with incompetence, dependency, or shame, which may encourage families to hide their symptoms and provide different forms of professional assistance later. Kapadia (2023) focused on power relations, suggesting that stigma can be exercised via labelling, stereotyping, separation, and discrimination within the social system. Such an interpretation applies specifically to minority ethnic groups that might suffer the combination of ethnic, age-based and illness-related marginalisation. 
Nonetheless, critics of classical stigma theory accuse it of deficient consideration of cultural variation when some scholars observe that the meanings applied to dementia vary considerably across populations (Dodd et al., 2022). Health behaviour theories also reveal the effect of stigma on help-seeking. The Health Belief Model suggests that perceived susceptibility, severity, the benefits and barriers to treatment affect the actions of individuals. Guruprasad (2024) suggests that the symptoms of dementia are viewed as part of ageing by the members of certain BAME communities, and that a medical evaluation is less necessary. Similarly, the Behavioural Model of Health Service Use by Andersen illustrates that predisposing conditions, like those in culture, enabling resources and perceived need, define service utilisation. Research on minority ethnic elderly in the UK has shown that lack of knowledge about dementia, language diffusion, and distrust of services are potent barriers in this context (Agbana, 2025). 
Although these models are beneficial in pointing to determinants of service use, critics have cited that they focus on individual decision-making and do not acknowledge structural inequalities like institutional racism or culturally inappropriate services (Abramovitz and Zelnick, 2022). This research area is informed by notions of cultural competence and person-centred care as well. The theory of cultural competence underlines the capacity of healthcare providers to comprehend and address the cultural beliefs, communication styles, and expectations of patients. Agbana's (2025) findings also prove this point since culturally adapted outreach and bilingual assistance can enhance interest in accessing dementia services. The critics, however, argue that the concept of competence is overly simplistic towards the idea of culture being a fixed system of characteristics and can have the effect of perpetuating stereotypes when taken blindly. 
There is also controversy about whether the main obstacle to diagnosis is stigma or one of a number of interacting factors. According to Dodd et al. (2022), stigma plays a leading role in the process of delaying seeking help. Abramovitz and Zelnick (2022) state that socioeconomic disadvantage and service accessibility are just as influential. These findings have indicated that no single theory can be used to fully explain the discrepancies in the diagnosis of dementia among the populations of BMEs. Instead, a combined method that acknowledges both cultural beliefs and the individual perceptions and structural conditions gives a more detailed explanatory framework.

[bookmark: _Toc230634179]2.4 International Context
Dementia is a significant worldwide public health issue that is estimated by the World Health Organisation to have more than 55 million individuals living with the condition worldwide today, a figure that is expected to increase at an alarming rate as the population gets older (WHO, 2025). In both developed and developing nations, the exploitation of stigma is one of the biggest impediments to early diagnosis, especially in minorities, migrants, and culturally diverse groups. Global studies indicate that dementia is also commonly misconceived as an ordinary ageing process or stigma and social exclusion, which minimises social assistance and postpones interactions with ordinary services (World Health Organisation, 2022). The WHO Global Action Plan on the Public Health Response to Dementia 2017-2025 is an appeal to raise awareness, risk mitigation, and equal access to diagnosis and care regardless of cultural backgrounds.
Comparative studies indicate a high level of discrepancy in the way countries approach these challenges. Developed countries like the United Kingdom, Canada, and Australia have created national dementia plans that focus on early diagnosis and culturally responsive services among the various populations (Vinay and Biller-Andorno, 2023). Canada and Australia have, respectively, have invested in community-based outreach and multilingual education programmes to reach immigrant populations and culturally sensitive dementia resources to Aboriginal and Torres Strait Islander communities, respectively (Shatnawi et al., 2023). Conversely, numerous low- and middle-income nations also experience further impediments such as lack of access to specialist care, poor awareness of the public, and other health priorities, which lead to massive underdiagnosis (World Health Organisation, 2022). In such situations, cultural stigma might be enhanced as dementia can be blamed on either spiritual or moral incompetence, other than due to medical issues.
Cases are provided to demonstrate certain improvements and ongoing difficulties. Diagnosis and subsequent presentation among African American and Hispanic older adults in the United States are lower in that region, in part because of historical distrust in healthcare systems and socioeconomic differences (Kornblith et al., 2022). Japan, even though with one of the oldest populations in the world, has implemented nationwide screening programmes and community dementia helpers to facilitate earlier detection and reduce stigma and has shown some possible progress in population awareness (Deng et al., 2025). Nevertheless, culturally sensitive care is still not adequately practised even in countries with highly developed healthcare systems. Altogether, global data suggest that the level of policy commitment to dementia is growing, yet the issues of culturally ingrained stigma and providing minority groups with an equal opportunity to access diagnostic tests remain challenges at the global level.

[bookmark: _Toc230634180]2.5 National/Local UK Context
In the United Kingdom, the issue of dementia is presented as one of the primary health and social care concerns because it is increasing in prevalence, which is related to the ageing demographic. National data show that almost one million individuals have been living with dementia, with large economic and social impacts on the NHS and social care systems (Olajide et al., 2025). Nevertheless, not everybody is diagnosed, and people in BAME groups are less likely to receive an evaluation and, instead, appear with the disease at later stages (Dodd et al., 2022). Among the factors that have been designated to drive these disparities are cultural stigma, language barriers, and a lack of understanding of dementia symptoms, along with structural problems, including the accessibility of the service and cultural competence of the workforce (Agbana, 2025). The UK policy has focused more on prompt diagnosis and fair access to care. 
A major breakthrough was made with the National Dementia Strategy for England (GOV.UK, 2009), which placed more emphasis on public awareness, the diagnostic pathway, and the provision of better support services. This was followed by the Challenge on Dementia by the Prime Minister and later national plans, which established the targets against the diagnosis rates and encouraged dementia friendly communities (GOV.UK, 2009). The legislative frameworks, like the Equality Act 2010, stimulate public services consider discrimination and promote equality of opportunity, even among ethnic minorities (GOV.UK, 2010). In addition, the Care Act 2014 created obligations upon local authorities to encourage wellbeing and give suitable assistance to those with care needs, such as dementia (GOV.UK, 2014). The frameworks notwithstanding, critics propose that implementation has been lagging and that national policies have failed to fully tackle culturally specific barriers to which minority groups are exposed (Abramovitz and Zelnick, 2022). 
Services at the local level are provided by NHS trusts, memory clinics, primary care and local authority social care departments, which lead to a difference in services offered by individual regions. There are highly ethnically diverse areas, which have had specific programmes, including community outreach programmes, bilingual informational resources, and collaboration with faith organisations through which awareness and stigma can be reduced (Agbana, 2025). Indicatively, London and Birmingham city centres have undertaken pilot cultural dementia support services to which the South Asian and the Black Caribbean community members belong. However, this specialised provision might not be available in rural or other less diverse areas, which also adds to access inequalities related to geographical factors. All in all, despite the established extensive policy frameworks in dementia care, the UK is facing ongoing ethnic and geographic disparities signalling a difference between national and local practise, especially in the pathways to culturally sensitive diagnosis.

[bookmark: _Toc230634181]2.6 Conclusion
This chapter has explored the context behind the discrepancies in dementia diagnosis among BAME populations from several perspectives. It examined the history of dementia as a social and medical problem, presented theoretical explanations of the stigma and uptake of healthcare, and discussed the Cross-national strategies to dementia policy and practise. The context of the UK, such as national strategies, legislation and differences in local services affecting access to diagnosis, was also analysed in the chapter. A combination of these factors shows that cultural beliefs, structural factors, and policy environments interact in a complex way to define unequal diagnosis rates. Such understanding of the environment makes research designs a foundation. In the following chapter, the methodology will be described, including the qualitative secondary analysis approach, data sources, search strategy, and analytical procedures (13) to examine the issue of how cultural stigma influences dementia diagnosis among the BAME elderly in the UK.
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[bookmark: _Toc230634182]CHAPTER 3 – Methods and Search Strategy
[bookmark: _Toc230634183]3.1 – Introduction
This chapter explains the methodology and search strategy that were used to complete this desk-based, literature-based research. It elaborates on the academic methodology poster, which presented a pictorial description of the research process, such as data sources, inclusion criteria and method of analysis. The chapter describes in some detail the method of identifying, selecting and critically appraising peer-reviewed articles to ensure relevance, credibility and rigour. These techniques play a crucial role in developing a structured collection and analysis of the available evidence that would form the basis of the thematic analysis in Chapter 4. This chapter shows how the research promotes scholarly integrity and transparency in its methodology by clearly stating the methodology used in conducting the research.

[bookmark: _Toc230634184]3.2 – Search Strategy
This study's search strategy was informed by keywords derived from a research question, e.g., dementia, BA, ethnic minority, stigma, diagnostics, and help-seeking, using technical synonyms, e.g., cognitive impairment, cultural beliefs, and access to the service. Search refinement was also used with the help of the Boolean operators, such as AND to combine concepts (e.g., dementia AND BAME AND stigma) and OR to use synonyms, whereas NOT was used to remove irrelevant words. The search plan was described, and databases, search strings, and term combinations were captured, which are necessary to make the literature retrieval process transparent and reproducible (Haddaway et al., 2022).

[bookmark: _Toc230634185]3.3 – Searching for Information
To identify the appropriate literature, several academic databases and platforms were used, such as PubMed, Scopus, Web of Science, Google Scholar, and the UWTSD Library. These sources were selected due to their credibility, peer-reviewed content, and extensive coverage of health care, social care, and research on gerontology, so that the research obtained could be both relevant and scholarly (Weil, 2025). The search was restricted with filters that limited the results to those published in 2009-2019, written in English and peer-reviewed sources with full text to ensure the sources are up to date and eligible, including methods that meet methodological requirements (Haddaway et al., 2022). This search used iterative meet refinement, which included modification of keywords, Boolean operators, and searching related terms to select literature that addresses cultural stigma, BAME groups, and the diagnosis of dementia. Synonyms and wider concepts were added when the first search did not provide results of particular relevance, such as cognitive impairment and minority ethnic health disparities. To be able to organise and compare studies systematically, the source tracking table was designed to capture essential information such as authors, year, objectives of the study, methodology, and conclusions. To increase the transparency and reproducibility of the review process, this table is provided in Appendix 1.

[bookmark: _Toc230634186]3.4 – Research Validation
Relevance related to dementia, BME populations and cultural stigma. Articles were first screened by examining the title, abstract, introduction and conclusion. This enabled effective sifting of the studies that favoured the research goals (Drake and Bond, 2023). Each source was subjected to the CRAAP-test to determine the extent to which it met Currency, Relevance, Authority, Accuracy and Purpose in descending order, with Currency, Relevance, and Authority taking the centre stage (Bunch, 2025). To illustrate, a study that was published in the last 5 years by a reputable university in the UK that analysed the barriers to the diagnosis of dementia in South Asian elders was accepted, and older or geographically irrelevant studies were left out. This methodology approach made sure that the chosen literature was reliable, current and relevant to the purpose of the research. Appendix 2 contains a complete list of validation decisions.

[bookmark: _Toc230634187]3.5 - Inclusion and Exclusion Criteria
In this work, the inclusion criteria were the peer-reviewed articles that were published within the past decade, were written in English, and addressed the topic of dementia, BAME populations, and cultural stigma in the UK. Sources that were excluded were opinion articles, blogs, grey literature, studies not located in the UK, or publications not at least a decade old. These requirements guaranteed that the study did not become outdated, irrelevant and lack academic credibility, as well as retained a clear focus on the target population and context. This method helped enhance the credibility and relevancy of the results to the purpose of the research.

[bookmark: _Toc230634188]3.6 – Analysing Research
Analysis of the selected articles involved a thematic coding method, where an individual analysis of each study was undertaken to determine the repetition of ideas, concepts, and keywords linked to the topic of dementia, cultural stigma, and help-seeking among the BAM populations (Koduah, 2023). The following patterns were initially coded: fear of social judgment, lack of awareness, facing barriers to service access, etc. The similar codes were then combined into larger themes that were directly related to the research objectives, such as stigma-related beliefs, delays to diagnosis, and culturally-based interventions. A spreadsheet was used to trace each of the sources, its codes, new themes to structure the analysis and colour coding to see the patterns and overlaps. This organised method allowed transparency, uniformity and ease of access, giving a clear framework to the thematic results of Chapter 4.

[bookmark: _Toc230634189]3.7 – Ethical Considerations
The study relied solely on secondary sources without collecting any primary data, which reduced the risks to participants, as well as ethical issues of human subjects (Nii Laryeafio and Ogbewe, 2023). All sources were cited using the Harvard referencing style; in that way, academic integrity was observed to avoid misrepresentation of findings and correct attribution of the findings. The transparent and credible methods included conducting a systematic literature selection, fair representation of evidence and critical review of studies to eliminate bias and ensure that the conclusions drawn mirror the original research and are ethical.

[bookmark: _Toc230634190]3.8 – Chapter Conclusion
This chapter has described the process of accomplishing a systematic review of existing literature, such as the formulation of keywords, database search, inclusion and exclusion criteria, and source validation. The appropriate search strategy ensured the identification of relevant and credible research studies, and thematic coding enabled repetitive ideas and patterns to be grouped into coherent works. These approaches offer a clear and strict base of analysis. Chapter 4 will reveal the findings, arranged according to the identified themes, and each of which will be discussed in relation to the research question and objectives.



[bookmark: _Toc230634191]CHAPTER 4 – Findings and Discussion
[bookmark: _Toc230634192]4.1 – Introduction
The chapter offers the results of the research based on the thematic analysis of the chosen literature on dementia diagnosis among elderly BAME people in the UK. It analyses the effects of cultural stigma on perceptions of dementia, help-seeking behaviour, service provision and experiences as a caregiver. Three main themes are identified in its analysis, namely cultural beliefs and illness attributions, pathways of help seeking and delay in diagnosis, and family caregiving and service engagement. The themes each provide evidence based on numerous studies and critically discuss their applicability to the research question. This systematic review facilitates the thorough comprehension of the operation of stigma through dementia transition phases.

[bookmark: _Toc230634193]4.2 – Thematic Analysis
A qualitative study design, thematic analysis involves the identification, analysis, and interpretation of meaning patterns across a data set as a way of allowing researchers to sort out the turbulent information into meaningful themes that could answer a research question (Squires, 2023). This method is especially helpful in secondary research when it is necessary to synthesise multiple related studies revealing repetitive concepts, similarities, and differences across the literature. In the current dissertation, thematic analysis was used in peer-reviewed articles on dementia diagnosis among BME populations in the UK. 
The studies were tested individually, and major concepts regarding stigma, cultural beliefs, service, and caregiving were coded. Chapter 3 defines the coding process and is recorded in a results table, as shown in the appendices, which gives transparency and an audit trail of the analytical decisions made. Based on repeated cross-coding, it was found that three broad themes existed: cultural beliefs, stigma and illness attributions; pathways to help seeking, diagnostic delay and obstacles to diagnosis; and family caregiving, service use and stigma implications. These themes highlight the key aspects of how cultural stigma influences symptom awareness and the utilisation of diagnostic services, and the lived experiences of dementia in BME communities.

[bookmark: _Toc230634194]4.3 – Theme 1: Cultural beliefs, stigma and illness attributions
[bookmark: _Toc230634195]Definition
This theme is defined as an influence of cultural values, common beliefs, and social norms on interpretations of dementia, such as whether such symptoms should be viewed as illness, normal age-related, or morally and spiritually significant. Illness attribution refers to the causes people and the community attribute to symptoms, and therefore it shapes the responses that may include help seeking or hiding. Stigma here is the negative social judgmental aspects that could be associated with shame, secrecy or avoiding formal services. Collectively, Berwald et al. (2016), Mukadam et al. (2015), and Hossain and Khan (2019) prove that the process of attribution among BAME communities tends to shape the medicalisation versus normalisation of dementia. On the same note, these papers suggest that language can be culturally more acceptable than diagnostic terms by reporting that terminology like memory problems can be more culturally appropriate than diagnostic terms.

[bookmark: _Toc230634196]Background Information
In history, dementia was understood differently by people of various cultures, and it was often seen as a normal ageing process, not a disease. The research of Berwald et al. (2016) with qualitative interviews with Black Africans and Caribbean people demonstrates that a significant number of people identified forgetfulness as not dementia, which supports the hypothesis that cultural constructs define symptom interpretation. Similarly, Mukadam et al. (2015), relying on focus groups and interviews with South Asian participants, established that aid seeking was very high, as memory loss was regarded as not serious enough to seek medical services. In line with this, the two studies used purposive sampling and thematic analysis, which enable a comprehensive exploration of community views, albeit at the expense of generalisability. By comparison, Hossain and Khan (2019) in an interview with Bangladeshi carers had found that respondents perceived dementia as a medical condition as opposed to supernatural punishment, a finding that refutes previous ideas regarding how South Asians perceive dementia. Nevertheless, their small sample of six carers does not lend enough representativeness, which means that they should be interpreted cautiously.

[bookmark: _Toc230634197]Impact on Research Question
These trends directly respond to the research question by demonstrating how culturally implicit stigma and beliefs shape the awareness of dementia and, thereby, the rates of diagnosis. Berwald et al. (2016) state that the belief that dementia is an illness of white people makes Black community less likely to notice signs in their families and thus postpones seeking services. Likewise, Mukadam et al. (2015) find that the South Asian participants preferred family management over medical consultation, which promotes the delayed routes to diagnosis. Contrastingly, Hossain and Khan (2019) imply that a lack of perceived stigma among Bangladeshi carers does not always lead to early diagnosis, because the lack of knowledge still limits help-seeking. Combined, these findings indicate that the role of stigma and the role of lack of awareness may be independent or interactive to diminish the role of diagnostic engagement.

[bookmark: _Toc230634198]Theories, Policies, and Legislation
The Stigma Theory by Goffman serves as a key construct to understand the processes behind holding the perceived socially discrediting conditions under wraps in an attempt to maintain identity and family status (Williams, 2022). The experiences mentioned by Berwald et al. (2016), in which the participants did not want to talk about memory issues because of the notions of privacy, lend a lot of weight to this view. The conceptualisation of stigma as a process of labelling, stereotyping, separation, and status loss by Link and Phelan further explains why dementia may not be embedded in one's community, as perceived through the belief that dementia is an illness of a white person (Anderson et al., 2022). 
Mukadam et al. (2015) is further consistent with the Health Belief Model, which assumes that low perceived severity and perceived benefits undermine help seeking (Alyafei and Easton-Carr, 2024). Hossain and Khan (2019) make these theories more complex by demonstrating that medical knowledge does not always eradicate stigma around behaviours. Policymakers should note that the UK National Dementia Strategy for England (Department of Health, 2009) and the Prime Minister's Challenge on Dementia of 2015 focus more on public awareness and early diagnosis, including minority outreach. In the Equality Act 2010, there is a legal requirement that public services should focus on discrimination and provide equal opportunities (GOV.U, 2010). The results, however, indicate that these models do not adequately explain culturally specific attributions in the occurrence of illnesses and thus they are not effective in reducing the stigma associated with delays.

[bookmark: _Toc230634199]Implications
Culturally determined illness attributions have negative and possibly positive implications. Conversely, a misconception of dementia as part of normal ageing or a lack of medical complications has led to late diagnosis, crisis manifestations, and a lack of access to supportive services. According to Berwald et al. (2016), the report about the lack of value in visiting a general practitioner due to memory issues among some participants suggests that preventive care is underutilised on a systemic level. Correspondingly, Mukadam et al. (2015) reported that family members tended to treat symptoms in secret until they escalated. On the positive side, Hossain and Khan (2019) confirm that caregiving is possible without the use of formal services in the presence of cultural emphasis on family responsibility, indicating resilience in communities. Nevertheless, this advantage might also conceal the necessity, which strengthens invisibility in healthcare systems.

[bookmark: _Toc230634200]Examples from Your Articles
The evidence of how beliefs turn into behaviour is demonstrated via concrete examples based on the selected studies. According to Berwald et al. (2016), participants developed a fear of being institutionalised and having medication side effects, which disincentivised communication with physicians. Similarly, Mukadam et al. (2015) explain that participants noted that educational intervention must focus on the fact that dementia is a medical condition, and support is accessible, which implies education gaps instead of the general refusal to use services. In contrast, Hossain and Khan (2019) introduce carers who recognised dementia medically but continued to use family services as the primary care providers, indicating that knowledge does not guarantee use of services. These articles are generally in agreement that the response to symptoms is influenced by cultural context, but they differ on the level and nature of stigma. They all indicate that beliefs and structural barriers need to be addressed in order to improve diagnosis rates.

[bookmark: _Toc230634201]Connections to Other Themes
The theme highly overlaps with further themes on help-seeking pathways and caregiving practises. Cultural perceptions of dementia dictate the pathways into diagnosis to which people may enter in the first place, impacting delays and obstacles discussed in Theme 2. Accordingly, caregiving roles and involvement in services are determined by beliefs regarding family responsibility and privacy, which is connected to Theme 3. To illustrate this, the observation of Berwald et al. (2016) on the importance of managing care in the family aligns with the results of Mukadam et al. (2015), who found that professional assistance is seen as a final option. Hossain and Khan (2019) also show that with minimal stigma, high-level external support seeking can be inhibited by strong familism. Consequently, cultural beliefs are present as a sub-motive that links recognition, diagnosis, and long-term treatment of dementia in the BAME community.

[bookmark: _Toc230634202]4.4 – Theme 2: Help-Seeking Pathways, Diagnostic Delay And Barriers To Diagnosis
[bookmark: _Toc230634203]Definition
This theme denotes the mechanisms involved in symptom acknowledgement, resolution to seek any form of help and receive formal diagnostic services for dementia. Help-seeking pathways refer to the successive stages of symptom awareness to professional consultation, whereas diagnostic delay refers to the protracted period between the onset of the symptom and its diagnostic examination. The barriers involve cultural beliefs, structural barriers and service factors that lead to barriers to timely access. All these studies by Mukadam et al. (2011), Giebel et al. (2016), and Roche et al. (2018) show that pathways among BAME elders tend to be indirect, crisis-driven, or rather mediated by family decision-making as opposed to agency of individuals. The terms used, like threshold, in seeking help, are used to mean the time when symptoms are felt as serious enough to seek medical attention.

[bookmark: _Toc230634204]Background Information
Traditionally, the diagnosis of dementia in the Western healthcare system was based on the premise of early diagnosis, but minority ethnicities have always had later access to special services. In a qualitative interview under a variety of ethnic backgrounds, Mukadam et al. (2011) discovered that minorities tended to seek consultation only after the demands of caring had become overwhelming. Similarly, in a mixed-method pilot study involving South Asian older adults, Giebel et al. (2016) found that individuals who did not see a GP often explained memory issues through a framework of religiosity or fatalism, decreasing their perceived requirement of medical attention. In line with this, the two studies note culturally defined perceptions to be some of the major predictors of help-seeking behaviour. A more intervention-oriented light is shed on by Roche et al. (2018), elaborating on a feasibility cluster randomised trial focused on Black elders, which shows that tailored information may alter intentions to seek help. Nonetheless, being a feasibility study, involving a small number of participating surgeries, its results demonstrate potential efficacy, but it has not proven, revealing gaps in scalable solutions.

[bookmark: _Toc230634205]Impact on Research Question
This theme directly implies the differences in diagnosis rates of BAME and White British groups by showing the mechanisms of late presentation. According to Mukadam et al. (2011), minority ethnic carers tended to consider diagnosis pointless and thought that care was controlled by families, and thus delayed uptake of services. Likewise, in a study by Giebel et al. (2016), non-consulting respondents tended to label symptoms as God-related and accept decline as predetermined, which subsequently minimised GP usage. Those findings imply that such disparities in diagnosis are not based only on service barriers but on different explanatory models of illness. Instead, Roche et al. (2018) offer evidence that culturally specific outreach has the potential to trigger a reconsideration of medical visits, which means that delays are not natural but can be altered. The combined findings indicate that fewer BAME elders are diagnosed because it depends on complicated interactions between beliefs, perceived benefits of diagnosis, and the availability of culturally appropriate information.

[bookmark: _Toc230634206]Theories, Policies, and Legislation
The Behavioural Model of Health Service Use, suggested by Andersen, is also very relevant, as it allows considering healthcare utilisation as reliant on the predisposing factors, enabling resources, and perceived need (Alkhawaldeh et al., 2023). Mukadam et al. (2011) reinforce this model by showing that minority carers postponed seeking help when the diagnosis was perceived to have no sense. Likewise, the Health Belief Model (Alyafei and Easton-Carr, 2024) elaborates on the results in Giebel et al. (2016), in which fatalistic beliefs minimised perceived gains of seeing a GP. Roche et al. (2018) specifically rely on Ajzen's Theory of Planned Behaviour and demonstrate that intentions to seek medical advice depend on attitudes, social norms, and perceived behavioural control (Hagger et al., 2022). 
All these theories combined suggest that both cognitive appraisals and social forces contribute to the emergence of diagnostic delay. National policies targeting the early diagnosis of dementia incorporate the National Dementia Strategy (Department of Health, 2009), the Dementia Well Pathway by NHS England (NHS England, 2016), and the GP Quality and Outcomes Framework, which rewards dementia case identification in primary care. The Care Act 2014 offers legislative support and mandates that local authorities determine the needs of people and carers (GOV.UK, 2014). Nevertheless, Mukadam et al. (2011) and Giebel et al. (2016) do not claim that structural provision can eliminate culturally based barriers, whereas Roche et al. (2018) indicate that personalised messages could make policy more relevant to practise.

[bookmark: _Toc230634207]Implications
The consequences of delayed help-seeking are quite significant to both a person and the medical system. On a negative note, late presentation usually leads to crisis-driven referrals, lack of treatment alternatives and high burden of caregiving. According to Mukadam et al. (2011), minority carers often sought assistance when their coping capacity failed, and emergency services were used instead of a scheduled assessment. Likewise, Giebel et al. (2016) also identified greater comorbidity rates, including diabetes and depression, in the non-consulting group, which indicates the addition of compounded health risks to delayed care. These results prove the thesis that the delay in diagnosis contributes to the increase in the disparity in health outcomes. 
In contrast, Roche et al. (2018) also mention positive implications by showing that low-cost interventions are capable of raising contemplative help-seeking without bringing harm. Even though a small percentage of them moved on to actual consultation, the change in intentions suggests the realised preventive strategies. Nonetheless, the study also presents limitations since issues of recruiting GP practises are indicative of systemic factors other than patient attitudes. The evidence as a whole suggests that increasing the rate of diagnosis should be addressed not only on a community level but also through the organisation of the services to make them accessible and trusted.

[bookmark: _Toc230634208]Examples from Your Articles
Certain results of the chosen studies explain how obstacles work in practise. Mukadam et al. (2011) explain that carers could postpone consultation, believing that consulting someone was giving up on family responsibility, and this suggests that moral factors influence healthcare choices. Similarly, Giebel et al. (2016) present evidence on how explanatory models drive behaviour, with non-GP consultants more likely to blame God and support acceptance over treatment. These studies concur that beliefs lead to less perceived medical intervention necessity. Conversely, Roche et al. (2018) provide evidence that culturally sensitive information given to Black seniors enhanced the percentage of those intending to consult the doctor in case of memory issues. Even though it was only four participants who resorted to actual help-seeking, such behaviour change indicates that informational barriers can be overcome. In combination, the articles demonstrate not only deep-rooted barriers but also the possible way out, which allows reaching the conclusion that the differences in the diagnostic procedures cannot be regarded as the unavoidable consequences of access to the services.

[bookmark: _Toc230634209]Connections to Other Themes
This theme has a strong connection with cultural beliefs and stigma presented in Theme 1, since understanding dementia influences the entry into help-seeking pathways at all. An example would be the fatalistic or normalising beliefs identified by Giebel et al. (2016) that are rooted in larger cultural contexts examined previously. Similarly, untimely diagnosis affects patterns of caregiving investigated within Theme 3, as those families who later seek professional help tend to take on far-reaching care roles. Mukadam et al. (2011) show that a high level of familial duty postpones diagnosis, as well as increases caregiver burden. Roche et al. (2018) also imply that amending beliefs could help enhance service engagement and effective long-term care.

[bookmark: _Toc230634210]4.5 – Theme 3: Family Caregiving, Service Engagement And Consequences Of Stigma
[bookmark: _Toc230634211]Definition
The theme explores the nature of family members and formal caregiving to patients with dementia, their interactions with health and social care services, and the stigma effects on the processes. Unpaid family support delivered by a family member or close associate is known as family caregiving, whereas interaction with formal sources of assistance (including healthcare providers, social services, or voluntary organisations) is referred to as service engagement. Examples of consequences of stigma are covering up the illness, refusal to pursue help, and emotional stress. Botsford et al. (2012), Nwakasi et al. (2019), and Baghirathan et al. (2020) all demonstrate how cultural requirements of duty, identity preservation, and negative judgment fears determine the acceptance of external support in BME communities.

[bookmark: _Toc230634212]Background Information
Dementia care within most minority ethnic groups has often been characterised as family-centred, with cultural values of filial duty and group responsibility. Using a constructivist grounded theory with minority ethnic partners, Botsford et al. (2012) discovered that caregiving entailed a process of redefining relationships as spouses realigned to new roles yet retained cultural norms of loyalty. Similarly, in their study, based on interviews and focus groups with various BAMEs, Baghirathan et al. (2020) found a common effect of preservation of dignity and the avoidance of outside judgment contributing to service use decisions. Similarly, Nwakasi et al. (2019) presented qualitative interview results of Nigerian migrant healthcare workers, which revealed that sociocultural beliefs influence informal and formal methods of caregiving. These studies vary in terms of participant groups and scale, but in aggregate, this body of work shows that caregiving is rooted in broader cultural discourse and not simply about a medical issue, and that we see continuity across various communities.

[bookmark: _Toc230634213]Impact on Research Question
This theme is closely applicable in judging the impact of stigma-related beliefs on help-seeking behaviour and access to diagnostic services. Botsford et al. (2012) suggest that family relationships may be the most important aspect of the partners, relocation towards external help would postpone the process of taking formal help. Likewise, Baghirathan et al. (2020) discovered that caregivers feared being viewed as incompetent in their duties when they used services, which strengthened the unwillingness to seek help despite the necessity to do so. Quite the contrary, Nwakasi et al. (2019) emphasise that migrant-origin professional caregivers can have a good sense of empathy and cultural sensitivity, which can enhance the quality of care in the institutional context. Collectively, these findings imply that stigma can be at work not just at the diagnosis stage but across the caregiving course and process, affecting access to service as well as experiences in service, thus determining the overall outcome of families.

[bookmark: _Toc230634214]Theories, Policies, and Legislation
Family Systems Theory can help comprehend family caregiving patterns as interdependence and adaptation to roles in families with chronic illness. The study by Botsford et al. (2012) confirms the same, stating that couples reinvented relationships to sustain themselves. Cross-cultural psychological conceptions of familism also clarify high expectations of relations to take care of each other, they tend to place special emphasis on the welfare of the group rather than on personal needs. The concept of the grounded theory of diminishing presented by Baghirathan et al. (2020) is similar to that of Identity Theory, which argues that individuals behave in ways to maintain the socially valued roles and position (Burke and Stets, 2022). Making use of Symbolic Interactionism, Nwakasi et al. (2019) show that practises of caregiving are a product of negotiated meanings in terms of cultural experience. 
Applicable laws are the Care Act 2014, as it stipulates a statutory responsibility on the local authorities to ensure the well-being of carers, and the Equality Act 2010, as it requires the provision of culturally appropriate services (GOV.UK, 2014; GOV.UK, 2010). Another area that the NHS Long Term Plan plans to address is better support of unpaid carers and a decrease in health inequalities (England, 2023). Nonetheless, Baghirathan et al. (2020) depict mainstream services as culturally insensitive, prompting families to turn to BAME-led voluntary organisations instead. Botsford et al. (2012) also suggest that recognition of carers in policy does not necessarily mean culturally acceptable support, which is a discrepancy between what is provided in legal form and actual participation.

[bookmark: _Toc230634215]Implications
Culturally influenced caregiving has some complicated implications. On the positive side, strong family commitment may offer continuity of time, emotional strength, and safety from social isolation. According to Botsford et al. (2012), adaptive coping strategies emerged among partners who sustained meaningful relationships despite the changes in roles. Similarly, Nwakasi et al. (2019) propose that a culturally informed approach to caregiving has the power to improve empathy and person-centred care in institutions. Nevertheless, drawbacks are also serious. As Baghirathan et al. (2020) show, hesitancy to obtain external help may contribute to caregivers' exhaustion and unmet needs, especially when such help is viewed as threatening to dignity. In line with this, minimal interaction with services might translate into poor diagnosis, lack of respite care, and access to specialist interventions. Such results prove the point that stigma can turn what could be a strength, such as strong family care, into a vulnerability in the absence of official influence.

[bookmark: _Toc230634216]Examples from Your Articles
The selected studies provide examples of how these dynamics work in practise. Botsford et al. (2012) indicate that Greek Cypriot partners stressed extended family, African Caribbean partners stressed more on spousal identity and hence variability exists among minority groups. Correspondingly, Baghirathan et al. (2020) discovered that caregivers in South Asian, African Caribbean, and Chinese communities sought assistance but were afraid of being judged or marginalised, so they would prefer to get help provided by local organisations. Conversely, Nwakasi et al. (2019) emphasise the voices of migrant medical professionals and indicate that cultural knowledge can support caring practise in the formal environment. Although the studies generally concur that culture influences caregiving experiences, they demonstrate that BMEs are rather diverse, and simplistic assumptions of homogeneous behaviour may be mistaken. All these examples demonstrate that stigma can not only affect the use of services, but also the services that can be regarded as being acceptable.

[bookmark: _Toc230634217]Connections to Other Themes
This theme is intimately related to previous themes of cultural beliefs and the pathways of help-seeking. The family expectations found here are usually based on the illness attributions described in Theme 1, where dementia can be normalised or hidden. Similarly, the hesitation to pursue services is a source of diagnostic delays seen in Theme 2. As an example, Baghirathan et al. (2020) prove that the fear of stigma may inhibit early diagnosis and persistent support usage. Nwakasi et al. (2019) also indicate that culturally informed care can eliminate these gaps. The themes combined can be described as a continuum of beliefs to behaviour to caregiving outcomes in BAME populations.

[bookmark: _Toc230634218]4.6 – Chapter Conclusion
This chapter has examined the literature using three overlapping themes and revealed that cultural stigma can greatly inform how dementia is understood, met, and managed in BAME communities. Results indicate that ageing and illness beliefs impact upon the recognition of ageing symptoms, help-seeking behaviour, and the desire to use formal services. Delayed diagnosis is usually the result of a mixture of cultural norms, perceived unworthiness and structural considerations and effective family caregiving traditions not only benefit an individual but also, at times, restrict access to external support. In general, the chapter demonstrates the intertwined nature of social, cultural, and healthcare variables in the formulation of diagnostic outcomes. The next chapter will further develop these results by assessing the implications of evidence and giving conclusions and recommendations on how culturally sensitive diagnosis and care of dementia may be promoted.


[bookmark: _Toc230634219]CHAPTER 5 – Conclusion and Recommendations
[bookmark: _Toc230634220]5.1 – Overall Conclusion
The paper was a dissertation on how cultural stigma affects the rate of diagnosis of dementia among older patients in the BME population in the United Kingdom. It started by describing the magnitude of dementia as a health concern of the population and the differences in diagnosis among ethnic groups. The main ideas, logic, and situational background defined that all cultural beliefs and social attitudes, as well as structural factors, affect engagement in diagnostic services. The methodology section described the systematic literature-based approach to identifying, appraising, and analysing pertinent research. 
Results indicated the presence of three related themes: culturally influenced conceptualisations of dementia, obstacles in the help-seeking pathways (resulting in late diagnosis), and the primary role of family caregiving and the lack of service use. These collectively show that stigma affects the illness trajectory in all its forms, including symptom recognition and long-term care. The research objective was achieved by demonstrating that cultural stigma is a significant factor in subsequent presentation and unequal access to diagnosis and treatment by analysing beliefs, comparing diagnostic experiences, and identifying the factors influencing help-seeking. Altogether, this study contributes to the importance of culturally responsive approaches to enhance the timely and equitable diagnosis of dementia in diverse populations.

[bookmark: _Toc230634221]5.2 – Recommendations
[bookmark: _Toc230634222]5.2.1 – Recommendation 1
The sustained culturally-named dementia awareness programmes should be implemented in BAME communities so as to enhance recognition of symptoms and elimination of stigma linked with diagnostic tests. The perception of memory loss by many people is that it is a normal part of ageing or a family confidential issue, which delays the way to request help until crisis situations occur. The education programmes must thus be accessed through proven community vehicles of mosques, temples, churches, community centres and cultural associations as opposed to using just the mainstream media campaigns. The content needs to be linguistically faithful, culturally pertinent, and have testimonies of the community members in order to normalise the concept of discussing dementia. One of the obstacles is that people are lowly engaged because they mistrust statutory services or are afraid of being discriminated against. 
This can be treated by co-producing programmes with the community leaders, faith representatives, and other local volunteers who are already socially influential. The other limitation is funding sustainability because short-term projects may not have a long-term influence. Continuity can be offered by incorporating awareness work into current public health outreach efforts and by contracting long-term agreements with voluntary organisations. Moreover, outreach workers sharing the same cultural background can help to engage in dialogue and be sensitive to misperceptions. By encompassing education into the context of known environments and relationships, this strategy is feasible, scalable, and able to enhance the promptness of symptom recognition, thus promoting consultation and minimising the diagnosis gaps among the ethnic groups.

[bookmark: _Toc230634223]5.2.2 – Recommendation 2
Increase cultural competence and responsiveness in the primary care and memory assessment services in order to make sure that the diagnostic paths are both available and acceptable to a wide variety of populations. Structured training on cultural beliefs about dementia, communication barriers, familial relationships, and stigma, as well as practical skills, such as effective work with interpreters and cognitive symptoms evaluation in various languages and educational backgrounds, is to be offered to healthcare professionals. This would allow professionals to identify subtle manifestations and respond to issues in a culturally sensitive way, and make the patients more trusting and involved. One of the greatest obstacles is workforce pressure because clinicians might have little free time to undergo further training, and they might view cultural competence as a secondary priority to clinical concerns. 
This can be achieved by integrating training as part of the required mandatory professional development and offering flexible online modules that will cause minimal disruption to service delivery. The other difficulty is that one must not overgeneralise or stereotype cultural groups. Training must thus focus on individualised assessment and making clinicians question beliefs and preferences, open-ended instead of assuming. Alteration of the system at the system level, e.g. by increasing the duration of consultations of complex assessments and having bilingual personnel, might be required as well. Cultural competence enhancement can be enhanced through the current framework and may contribute immensely to the accuracy of the diagnosis, patient satisfaction, and fair access to care.

[bookmark: _Toc230634224]5.2.3 – Recommendation 3
Formed integrated partnerships between BAME-led voluntary organisations and the statutory health to establish culturally responsive referral pathways and continuous support services to patients with dementia and their families. Community organisations may have strong local knowledge, language skills, and trust built up with them, meaning that they can become an interface between families and formal services. Culturally specific support groups, joint outreach clinics, caregiver education programmes, and signposting services in settings familiar to the community might all be collaborative initiatives. Among the weaknesses is the discrepancy in the capacity of voluntary organisations, many of which depend on short-term funding and volunteers who might disturb the continuity of services. 
This is preventable and can be done by targeted commissioning, a stable funding structure and capacity building support by local authorities and health systems. Fragmentation of care is another obstacle as long as there is poor coordination among agencies. Coherence and responsibility can be achieved in setting up clear referral procedures, information-sharing, and concise liaison functions. It can also be a matter of ensuring that the standards of clinical care are preserved beyond the standard healthcare setting, which can be achieved by training and supervision of practitioners. The expansion of these partnerships is feasible and long-term as it leverages the already available community resources and expands the scope of the formal services that will lead to earlier diagnosis, improved caregiver support, and a more equitable dementia care result.
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	Article
	Author & Year
	Article Title
	Article Summary
	Keywords / Codes

	Article 1
	Berwald et al. (2016)
	Black African and Caribbean British Communities’ Perceptions of Memory Problems: “We Don’t Do Dementia”
	Qualitative study exploring barriers to dementia help-seeking among Black African and Caribbean communities in the UK. Found stigma, cultural beliefs, secrecy, and limited awareness of dementia services delayed help-seeking.
	Dementia stigma; Black communities; help-seeking; cultural beliefs; memory services

	CRAAP Notes
	· Current: 2016 (Moderate)
· Relevant: High (UK Black communities)
· Authority: PLoS One
· Accuracy: High (Thematic analysis)
· Purpose: Identify help-seeking barriers
	CRAAP Score: 5/5

	Article 2
	Naaheed Mukadam et al. (2011)
	Why do Ethnic Elders Present Later to UK Dementia Services?
	Qualitative study investigating delayed dementia diagnosis among minority ethnic groups. Found family responsibility beliefs and mistrust of psychiatry delayed access to services.
	Ethnic minorities; dementia diagnosis; family caregiving; cultural barriers; help-seeking

	CRAAP Notes
	· Current: 2011 (Low)
· Relevant: High (Multi-ethnic carers)
· Authority: Int Psychogeriatrics
· Accuracy: High (Qualitative interviews)
· Purpose: Explore presentation delays
	CRAAP Score: 4.5/5

	Article 3
	Naaheed Mukadam et al. (2015)
	What Would Encourage Help-Seeking for Memory Problems Among UK-Based South Asians?
	Qualitative study identifying barriers and facilitators to dementia help-seeking in South Asian communities. Suggested culturally tailored educational interventions.
	South Asians; dementia awareness; help-seeking; cultural attitudes; educational interventions

	CRAAP Notes
	· Current: 2015 (Moderate)
· Relevant: High (South Asian interventions)
· Authority: BMJ Open
· Accuracy: High (Focus groups)
· Purpose: Determine intervention features
	CRAAP Score: 5/5

	Article 4
	Hossain and Khan (2019)
	Dementia in the Bangladeshi Diaspora in England
	Qualitative study examining myths and stigma surrounding dementia among Bangladeshi carers in England. Found dementia increasingly recognised as a medical condition rather than spiritual punishment.
	Bangladeshi carers; dementia stigma; caregiving; cultural beliefs; diaspora communities

	CRAAP Notes
	· Current: 2019 (Good)
· Relevant: High (Bangladeshi diaspora)
· Authority: J Eval Clin Pract
· Accuracy: High (Semi-structured interviews)
· Purpose: Explore diaspora knowledge
	CRAAP Score: 5/5

	Article 5
	Christian Giebel et al. (2016)
	Perceptions of Self-Defined Memory Problems Vary in South Asian Minority Older People
	Mixed-method pilot study comparing South Asians who consulted GPs for memory problems with those who did not. Cultural beliefs influenced consultation behaviour.
	GP consultation; South Asians; memory problems; cultural perceptions; dementia services

	CRAAP Notes
	· Current: 2016 (Moderate)
· Relevant: High (GP access barriers)
· Authority: Int J Geriatr Psychiatry
· Accuracy: High (Mixed-method pilot)
· Purpose: Compare GP vs. non-GP cohorts
	CRAAP Score: 4.5/5

	Article 6
	Roche et al. (2018)
	The IDEMCare Study: Improving Dementia Care in Black African and Caribbean Groups
	Feasibility trial evaluating a culturally tailored intervention encouraging earlier dementia help-seeking in Black communities.
	Dementia intervention; Black elders; early diagnosis; culturally tailored support; help-seeking

	CRAAP Notes
	· Current: 2018 (Good)
· Relevant: High (Actionable interventions)
· Authority: Int J Geriatr Psychiatry
· Accuracy: High (Feasibility RCT)
· Purpose: Evaluate tailored outreach
	CRAAP Score: 5/5

	Article 7
	Botsford et al. (2012)
	Dementia and Relationships: Experiences of Partners in Minority Ethnic Communities
	Grounded theory study exploring experiences of dementia caregivers in Greek Cypriot and African Caribbean communities. Highlighted cultural differences in caregiving relationships.
	Caregiving; minority ethnic communities; dementia relationships; cultural identity; family support

	CRAAP Notes
	· Current: 2012 (Low)
· Relevant: High (Partner experiences)
· Authority: J Advanced Nursing
· Accuracy: High (Grounded theory)
· Purpose: Examine relationship changes
	CRAAP Score: 4.5/5

	Article 8
	Nwakasi et al. (2019)
	A Pilot Qualitative Study of Dementia Perceptions of Nigerian Migrant Caregivers
	Explored dementia perceptions among Nigerian migrant healthcare workers in England. Cultural beliefs influenced understanding and care practices.
	Nigerian caregivers; migrant healthcare workers; dementia awareness; cultural specificity; caregiving

	CRAAP Notes
	Current: 2019 (Good)
Relevant: High (Formal migrant carers)
Authority: Int J Africa Nursing Sci
Accuracy: High (Thematic analysis)
Purpose: Understand worker perceptions
	CRAAP Score: 4.5/5

	Article 9
	Baghirathan et al. (2020)
	A Grounded Theory Analysis of the Experiences of Carers for People Living with Dementia from Three BAME Communities
	Grounded theory study examining caregiving experiences across South Asian, African Caribbean, and Chinese communities. Identified “fear of diminishment” as a key theme influencing support-seeking.
	BAME carers; dementia support; caregiving experiences; stigma; community organisations

	CRAAP Notes
	Current: 2020 (Excellent)
Relevant: High (BAME voluntary sector)
Authority: Dementia
Accuracy: High (Grounded theory)
Purpose: Analyze carer support trade-offs
	CRAAP Score: 5/5
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	Studies
	Currency
	Relevance
	Authority
	Accuracy
	Purpose

	Article 1
	Published in 2016 and remains relevant to dementia awareness in minority communities.
	Highly relevant to cultural barriers and dementia help-seeking behaviours.
	Published in PLOS One by experienced dementia researchers.
	Uses thematic qualitative analysis with diverse UK participants.
	To identify barriers to dementia help-seeking among Black African and Caribbean communities.

	Article 2
	Published in 2011 but still foundational in dementia service access research.
	Relevant to delayed dementia diagnosis among minority ethnic elders in the UK.
	Published in International Psychogeriatrics by recognised dementia academics.
	Based on semi-structured interviews and independent coding analysis.
	To explore why ethnic elders, present later to dementia services.

	Article 3
	Published in 2015 with continuing relevance to dementia awareness interventions.
	Directly relevant to South Asian perceptions of dementia and help-seeking.
	Published in BMJ Open by dementia and psychiatry researchers.
	Uses focus groups and qualitative analysis with varied participants.
	To identify barriers and facilitators to dementia help-seeking among South Asians.

	Article 4
	Published in 2019 with contemporary evidence on Bangladeshi carers.
	Relevant to dementia stigma, myths, and caregiving within Bangladeshi communities.
	Published in a peer-reviewed clinical practice journal.
	Uses thematic analysis and interview-based qualitative methodology.
	To examine beliefs and experiences of Bangladeshi dementia carers in England.

	Article 5
	Published in 2016 and still relevant to GP consultation behaviour research.
	Relevant to cultural perceptions influencing dementia service access.
	Published in International Journal of Geriatric Psychiatry by experienced researchers.
	Uses mixed-method pilot study design with validated assessment tools.
	To explore how perceptions influence GP consultation for memory problems.

	Article 6
	Published in 2018 with practical intervention findings.
	Relevant to improving early dementia diagnosis in Black communities.
	Published in a reputable geriatric psychiatry journal.
	Uses cluster randomised feasibility trial methodology.
	To assess feasibility of a culturally tailored dementia intervention.

	Article 7
	Published in 2012 but remains relevant to caregiving experiences in minority communities.
	Relevant to dementia caregiving relationships and cultural influences.
	Published in Journal of Advanced Nursing by nursing and dementia researchers.
	Uses grounded theory approach and in-depth interviews.
	To explore experiences of partners caring for people with dementia.

	Article 8
	Published in 2019 with current relevance to migrant caregiver experiences.
	Relevant to sociocultural perceptions of dementia among Nigerian caregivers.
	Published in a peer-reviewed nursing sciences journal.
	Uses qualitative descriptive methodology and thematic analysis.
	To understand dementia perceptions among Nigerian migrant caregivers.

	Article 9
	Published in 2020 with recent evidence on BAME dementia caregiving.
	Highly relevant to support needs and stigma within BAME dementia communities.
	Published in the journal Dementia by dementia care researchers.
	Uses grounded theory with interviews, focus groups, and stakeholder validation.
	To explore caregiving experiences and culturally appropriate dementia support.
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	Author & Year
	Article Title
	Type of Study
	Research Method & Sample Size
	Strengths & Limitations
	Main Findings
	Keywords & Codes
	Notes and Comments

	Berwald et al., 2016
	Black African and Caribbean British Communities’ perceptions...
	Qualitative
	Semi-structured interviews; n=50
	S: Maximum variation sample. L: Potential recruitment bias.
	Dementia is often viewed as a "white person's illness," with stigma and privacy concerns delaying help-seeking.
	Dementia, Black African/Caribbean, stigma, help-seeking
	Highlights culturally specific framing of memory problems.

	Mukadam et al., 2011
	Why do ethnic elders present later to UK dementia services?
	Qualitative
	Semi-structured interviews; n=18 family carers
	S: Captures major UK ethnic groups. L: Small sample size.
	Carers delay seeking help until crisis due to a sense of familial duty and negative psychiatric beliefs.
	Minority ethnic, carers, delayed presentation, beliefs
	Shows how familial responsibility can unintentionally act as a barrier.

	Mukadam et al., 2015
	What would encourage help-seeking for memory problems...
	Qualitative
	Focus groups & interviews; n=53 South Asians
	S: Broad demographic capture. L: Geographically restricted to London.
	Identified specific cultural barriers to diagnosis and outlined features needed for effective educational interventions.
	South Asian, help-seeking, barriers, intervention
	Highly action-oriented research for intervention design.

	Hossain & Khan, 2019
	Dementia in the Bangladeshi diaspora in England...
	Qualitative
	Semi-structured interviews; n=6 family carers
	S: Focuses on an under-researched, hidden group. L: Very small sample size.
	Carers viewed dementia as a medical condition, not a stigma, despite lacking specific symptom awareness.
	Bangladeshi diaspora, myths, stigma, carers
	Contrasts previous assumptions about widespread spiritual stigma in South Asian groups.

	Giebel et al., 2016
	Perceptions of self‐defined memory problems vary...
	Mixed-methods pilot
	BEMI-D tool and cognitive testing; n=33 older South Asians
	S: Compares GP-consulting vs non-consulting groups. L: Small pilot scale.
	Non-consulters often viewed memory issues as fate or God-given, prioritizing acceptance over medical intervention.
	South Asian, memory problems, GP consultation
	Connects religious and fatalistic beliefs directly to primary care avoidance.

	Roche et al., 2018
	The IDEMCare Study...
	Feasibility cluster RCT
	Randomized tailored leaflet intervention; n=61 patients
	S: Practical, low-cost intervention. L: Low surgery participation rate (5 of 26).
	A culturally tailored information leaflet is highly acceptable and successfully encourages help-seeking behavior.
	RCT, IDEMCare, Black elders, intervention
	Proves the feasibility and impact of simple, culturally specific outreach tools.

	Botsford et al., 2012
	Dementia and relationships: experiences of partners...
	Qualitative (Grounded theory)
	In-depth interviews; n=13 partners
	S: Deep relational focus. L: Older dataset.
	Partners redefine relationships uniquely; Greek Cypriots focus on family, while African Caribbeans focus on the individual/couple.
	Partners, relationships, minority ethnic, nursing
	Suggests ethnicity must be balanced with individual life experiences in care planning.

	Nwakasi et al., 2019
	A pilot qualitative study of dementia perceptions...
	Qualitative pilot
	Semi-structured interviews; n=6 formal caregivers
	S: Unique focus on formal migrant care workers. L: Small sample size.
	Cultural specificity and empathy heavily influence how formal migrant carers interpret and manage dementia symptoms.
	Nigerian migrants, formal caregivers, perceptions
	Highlights how cultural backgrounds impact professional, formal caregiving environments.

	Baghirathan et al., 2020
	A grounded theory analysis of the experiences of carers...
	Qualitative (Grounded theory)
	Interviews and focus groups; n=119 total participants
	S: Large, multi-community dataset. L: Regionally specific to Bristol.
	BAME carers face a "fear of diminishment," balancing the need for help against preserving dignity, often relying heavily on voluntary sectors.
	BAME carers, fear of diminishment, voluntary sector
	Underscores the critical role of culturally tailored, community-led voluntary organizations.
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