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[bookmark: _Toc215084844]Abstract 
Diabetes mellitus, particularly type 2 diabetes, is a growing global health challenge, with over 422 million people affected worldwide (World Health Organization, 2019). In the UK, diabetes prevalence has reached 4.9 million cases, placing a significant burden on the NHS (Diabetes UK, 2021). Ethnic minority groups, particularly South Asian, African, and Caribbean populations, experience disproportionately higher rates of diabetes compared to White British populations (Harrison et al., 2019; Saxena et al., 2020; Yoon et al., 2018). These disparities are not only medical but also social, reflecting wider inequalities in housing, education, and employment that shape health outcomes (Marmot et al., 2020).
This dissertation critically evaluates risk factors associated with diabetes among ethnic minorities in the UK, focusing on socio‑economic status, lifestyle behaviors, and access to healthcare. A systematic review of peer‑reviewed literature and policy documents was conducted, with thematic analysis identifying three dominant themes: socio‑economic disadvantage, lifestyle practices, and healthcare access barriers. The study also considers how these themes intersect, recognizing that poverty influences lifestyle choices and healthcare access simultaneously (Dhoore et al., 2020; Ranasinha et al., 2020).
Findings highlight that poverty restricts access to healthy food and physical activity opportunities (Dhoore et al., 2020), cultural dietary practices increase vulnerability (Saxena et al., 2020), and healthcare systems often fail to provide culturally tailored support (Bhopal et al., 2020; Ranasinha et al., 2020; Valabhji & Majeed, 2021). Together, these factors perpetuate higher prevalence and poorer outcomes among ethnic minority groups, reinforcing cycles of disadvantage across generations.
Recommendations include addressing socio‑economic inequalities, promoting culturally tailored lifestyle interventions, and enhancing healthcare access and cultural competence. By implementing these strategies, policymakers and healthcare providers can reduce disparities and move closer to achieving the United Nations Sustainable Development Goal 3: ensuring good health and wellbeing for all (United Nations, 2015).
[bookmark: _Toc215084845]Chapter 1: Introduction
[bookmark: _Toc215084846]1.1 Introduction
Diabetes mellitus, particularly type 2 diabetes, has emerged as one of the most pressing public health challenges of the twenty‑first century. Globally, prevalence has risen sharply, with the World Health Organization estimating that over 422 million people are currently living with the condition (World Health Organization, 2019). Within the United Kingdom, diabetes represents a significant burden on the NHS, both in terms of treatment costs and long‑term complications such as cardiovascular disease, kidney failure, and neuropathy (Diabetes UK, 2021).
Ethnic minority groups, particularly South Asian, African, and Caribbean communities, experience disproportionately higher rates of diabetes compared to the White British population (Harrison et al., 2019; Saxena et al., 2020). South Asians, for example, develop diabetes at lower body mass indices, reflecting heightened vulnerability (Yoon et al., 2018). These disparities highlight the importance of examining risk factors specific to ethnic minority populations in the UK.
The Marmot Review (2010) emphasizes that health inequalities are shaped by social determinants such as income, housing, and education. Ethnic minorities are disproportionately represented in lower socio‑economic strata, which contributes to poorer outcomes (Dhoore et al., 2020). Cultural dietary practices, such as high consumption of refined carbohydrates, further exacerbation risk (Saxena et al., 2020). In addition, childhood obesity rates are significantly higher among ethnic minority populations, particularly South Asian and Black children, which increases lifetime risk of diabetes (Public Health England, 2020).
Healthcare access also plays a critical role. Barriers such as language difficulties, discrimination, and lack of culturally tailored services hinder effective management (Bhopal et al., 2020; Ranasinha et al., 2020). Policy documents such as the NHS Long Term Plan (2019) and Birmingham City Council’s Health and Wellbeing Strategy (2022) acknowledge these challenges but often fail to provide culturally specific solutions. Moreover, international evidence suggests that culturally adapted interventions, such as community‑based education programs, are more effective in improving outcomes among minority groups (Ranasinha et al., 2020; WHO, 2020).

[bookmark: _Toc215084847]1.2 Definitions and Terminology
To ensure clarity, several key terms must be defined:
Diabetes Mellitus (Type 2): A chronic metabolic disorder characterized by insulin resistance and impaired glucose regulation, often associated with obesity, sedentary lifestyle, and genetic predisposition (Harrison et al., 2019).
Ethnic Minority: In the UK context, this refers to populations who identify as non‑White, including South Asian, Black African, Black Caribbean, and mixed ethnic groups. These communities often face unique cultural, socio‑economic, and healthcare challenges.
Risk Factors: Variables that increase the likelihood of developing diabetes. These may be biological (e.g., genetic predisposition), behavioral (e.g., diet, physical inactivity), or social (e.g., poverty, limited access to healthcare).
Health Inequalities: Systematic differences in health outcomes between different population groups, often driven by social determinants such as income, education, housing, and discrimination (Marmot et al., 2020).
Cultural Competence: The ability of healthcare systems and professionals to provide care that respects and responds to the cultural needs of diverse populations (Bhopal et al., 2020).
[bookmark: _Toc215084848]1.3 Rationale for Research
The rationale for this study stems from the persistent disparities in diabetes prevalence and outcomes among ethnic minority groups in the UK. Evidence suggests that South Asian populations are up to six times more likely to develop type 2 diabetes compared to their White counterparts, while Black African and Caribbean populations also face elevated risks (Yoon et al., 2018; Dhoore et al., 2020). These disparities are influenced by a complex interplay of socio‑economic disadvantage, cultural dietary practices, genetic predispositions, and barriers to healthcare access.
Socio‑economic status plays a critical role in shaping health outcomes. Ethnic minority groups are disproportionately represented in lower income brackets, often experiencing poorer housing conditions, limited access to healthy food, and higher levels of occupational stress (Marmot et al., 2020). These factors contribute to unhealthy lifestyle patterns that increase diabetes risk. Cultural dietary habits, such as high consumption of refined carbohydrates and saturated fats, further exacerbate the problem, particularly in South Asian communities (Saxena et al., 2020). Genetic predispositions also play a role, with certain ethnic groups exhibiting higher insulin resistance at lower body mass indices compared to White populations (Yoon et al., 2018).
Healthcare access represents another significant barrier. Ethnic minority groups often encounter language difficulties, cultural misunderstandings, and discrimination within healthcare settings (Bhopal et al., 2020). This can lead to delayed diagnosis, poor adherence to treatment, and worse long‑term outcomes (Ranasinha et al., 2020). The Marmot Review (2010; 2020) highlights that health inequalities are deeply entrenched in UK society, and diabetes among ethnic minorities exemplifies this challenge.
Despite recognition of these disparities, current guidelines and interventions often adopt a “one‑size‑fits‑all” approach that fails to account for cultural differences (Valabhji & Majeed, 2021). Tailored strategies are urgently needed to improve prevention, diagnosis, and management of diabetes in ethnic minority populations. This dissertation addresses this gap by systematically reviewing the literature to identify and critically evaluate the risk factors associated with diabetes in these communities.
[bookmark: _Toc215084849]1.4 Aim and Objectives
Research Aim: This systematic review aims to critically evaluate the risk factors associated with diabetes among ethnic minority populations in the UK, focusing on socio‑economic status, lifestyle factors, and access to healthcare. By synthesizing current research, the study seeks to inform policymakers and healthcare providers in updating guidelines and developing culturally tailored interventions.
Research Objectives:
· To identify socio‑economic factors contributing to diabetes risk among ethnic minority groups (Harrison et al., 2019; Dhoore et al., 2020).
· To examine lifestyle factors, including diet, obesity, and physical activity (Yoon et al., 2018; Saxena et al., 2020; Public Health England, 2020).
· To evaluate barriers to healthcare access and the role of cultural competence (Bhopal et al., 2020; Ranasinha et al., 2020).
· To synthesize findings into practical recommendations for policy and practice (Valabhji & Majeed, 2021; WHO, 2020).

[bookmark: _Toc215084850]1.5 Conclusion
This introduction has outlined the context, definitions, rationale, and objectives of the dissertation. Diabetes among ethnic minority populations in the UK represents a pressing public health issue, shaped by socio‑economic disadvantage, lifestyle factors, and barriers to healthcare access. Addressing these disparities requires a systematic review of existing literature to identify key risk factors and inform culturally tailored interventions. The next chapter will provide background information and analysis, situated the study within historical, theoretical, international, and national contexts.
[bookmark: _Toc215084851]Chapter 2: Background Information and Analysis
[bookmark: _Toc215084852]2.1 Introduction
This chapter provides the contextual foundation for the dissertation by exploring the historical, theoretical, international, and national/local dimensions of diabetes among ethnic minority populations in the UK. Understanding the broader background is essential for situating the research aim within existing scholarship and policy frameworks. By examining the evolution of diabetes research, relevant theories of health inequality, global perspectives, and UK‑specific contexts, this chapter highlights the complexity of diabetes risk factors and the need for culturally tailored approaches.
[bookmark: _Toc215084853]2.2 Historical Background
Diabetes has been recognized for centuries, but modern understanding of type 2 diabetes as a lifestyle‑related condition emerged in the twentieth century (Harrison et al., 2019). In the UK, prevalence rose significantly in the post‑war period, reflecting changes in diet, urbanization, and sedentary lifestyles (Diabetes UK, 2021). Ethnic disparities became evident in the 1980s, with South Asian and African‑Caribbean populations showing markedly higher rates (Yoon et al., 2018).
The recognition of ethnic disparities gained prominence in the 1980s and 1990s, when epidemiological studies revealed that South Asian and African‑Caribbean populations had higher rates of type 2 diabetes compared to White British populations (Bhopal et al., 2020). These findings prompted debates about genetics versus environment. While genetic predispositions were acknowledged, researchers increasingly emphasized socio‑economic and lifestyle factors as key drivers (Nazroo, 2003).
Historical policy responses were often reactive. Early NHS strategies focused on treatment rather than prevention, leading to rising costs and complications (Calderón‑Larrañaga et al., 2018). Over time, public health initiatives began to emphasize prevention, but these were generalized and failed to account for cultural differences. For example, dietary guidelines were not tailored to South Asian food practices, limiting effectiveness (Misra & Ganda, 2007).
The historical trajectory underscores the importance of recognizing both biological and social determinants. It also highlights the need for culturally competent policies that address unique risk factors faced by ethnic minority groups.
[bookmark: _Toc215084854]2.3 Theoretical Background
Several theoretical frameworks underpin the study of diabetes disparities among ethnic minorities:
Social Determinants of Health (SDH): Outcomes are shaped by socio‑economic conditions (Marmot et al., 2020). Ethnic minorities often face disadvantages across these determinants, contributing to higher risk (Dhoore et al., 2020). The social gradient in health highlights that lower socio‑economic status correlates with worse outcomes (Harrison et al., 2019).
Cultural Competence Theory: Stresses the need for healthcare systems to adapt to diverse populations (Bhopal et al., 2020). Without culturally tailored services, ethnic minorities may mistrust providers and disengage (Ranasinha et al., 2020).
Intersectionality: Recognizes overlapping disadvantages such as ethnicity, gender, and socio‑economic status (Crenshaw, 1991). For example, South Asian women may face unique challenges related to cultural dietary practices, gender roles, and limited healthcare access (Valabhji & Majeed, 2021).
Health Inequality Theories: The Marmot Review introduced the concept of the “social gradient in health,” where outcomes improve with higher socio‑economic status (Marmot, 2010).
Critically, while these theories provide valuable insights, they also have limitations. SDH frameworks risk oversimplifying cultural factors, while cultural competence theory may inadvertently reinforce stereotypes if applied uncritically (Betancourt et al., 2016). Intersectionality offers nuance but can be difficult to implement in policy. A balanced application is therefore essential.
[bookmark: _Toc215084855]2.4 International Context
Diabetes disparities among ethnic minorities are not unique to the UK; they are observed globally. In the US, African American and Hispanic populations have higher rates compared to White Americans, driven by socio‑economic disadvantage and limited access to healthcare (CDC, 2020; Spanakis & Golden, 2013). In Canada, Indigenous populations face disproportionately high rates, reflecting historical marginalization and inadequate provision (Harrison et al., 2019).
WHO’s Global Action Plan for NCDs emphasizes equity, but implementation varies (World Health Organization, 2020). Community‑based interventions tailored to cultural practices have shown success internationally (Bhopal et al., 2020). For example, culturally adapted dietary programs in the US improved outcomes among Hispanic populations (Ranasinha et al., 2020).
Comparative analysis reveals that culturally tailored interventions are more effective than generic approaches. In India, rapid urbanization and dietary changes have led to soaring diabetes rates, particularly among middle‑class populations (Anjana et al., 2011). In contrast, Scandinavian countries have implemented robust public health policies emphasizing prevention, resulting in lower prevalence (Norwegian Ministry of Health, 2019).
Case studies illustrate challenges. In Australia, Aboriginal and Torres Strait Islander peoples experience diabetes rates three times higher than non‑Indigenous populations, linked to colonization and socio‑economic disadvantage (Australian Institute of Health and Welfare, 2020). These examples provide lessons for the UK, highlighting the importance of culturally sensitive strategies.
[bookmark: _Toc215084856]2.5 National and Local UK Context
Within the UK, approximately 4.9 million people live with diabetes (Diabetes UK, 2021). South Asians are particularly vulnerable, with prevalence rates up to six times higher than White British populations (Saxena et al., 2020). National policies such as the NHS Long Term Plan (2019) emphasize prevention, but critics argue they lack cultural specificity (Valabhji & Majeed, 2021).
Public Health England has launched initiatives targeting obesity and promoting healthier lifestyles (Public Health England, 2020). However, critics argue these policies often fail to resonate with minority communities (Khunti et al., 2017). For example, dietary guidelines may not align with traditional South Asian diets.
At the local level, Birmingham provides a compelling case study. As one of the UK’s most ethnically diverse cities, Birmingham faces significant challenges in addressing disparities. Local initiatives, such as community health hubs and culturally tailored education programs, aim to improve awareness and management (Birmingham City Council, 2022). However, resource constraints and socio‑economic challenges limit effectiveness.
Policy and regulation also play a role. The Equality Act (2010) mandates non‑discrimination in healthcare, but practical barriers persist (Nazroo, 2003). Language difficulties, mistrust of institutions, and limited cultural competence among providers hinder access. Addressing these barriers requires systemic change, including training for professionals and investment in community‑based interventions (Betancourt et al., 2016).
[bookmark: _Toc215084857]2.6 International Comparisons and Lessons Learned
While diabetes disparities among ethnic minorities are well‑documented in the UK, similar patterns are observed globally. In the United States, African American and Hispanic populations experience higher prevalence and complication rates compared to White Americans, largely due to socio‑economic disadvantage, food insecurity, and limited access to culturally competent healthcare (Spanakis & Golden, 2013). Community‑based interventions, such as the Diabetes Prevention Program, have shown that culturally tailored education and peer support can significantly reduce incidence, highlighting the importance of adaptation to cultural contexts (CDC, 2020).
In Canada, Indigenous populations face disproportionately high rates of diabetes, reflecting historical marginalization, intergenerational trauma, and inadequate healthcare provision (Reading & Wien, 2009). Programs that integrate traditional practices with biomedical care have demonstrated improved engagement, underscoring the value of culturally safe approaches. Similarly, in Australia, Aboriginal and Torres Strait Islander peoples experience diabetes rates three times higher than non‑Indigenous Australians, with barriers linked to colonization and systemic racism (AIHW, 2020).
Scandinavian countries provide a contrasting example. Norway and Sweden have implemented robust public health policies emphasizing prevention, universal healthcare access, and equity. These strategies have resulted in lower diabetes prevalence overall, though migrant populations still face elevated risk (Norwegian Ministry of Health, 2019). The Scandinavian model demonstrates the potential of strong welfare systems to mitigate health inequalities, though cultural tailoring remains necessary for diverse populations.
[bookmark: _Toc215084858]2.7 Theoretical Depth and Critical Perspectives
The Social Determinants of Health (SDH) framework (Marmot, 2010) remains central to understanding disparities, but critics argue it can oversimplify cultural dynamics. For example, while poverty is a clear driver, cultural dietary practices and gender norms require more nuanced analysis.
Intersectionality theory (Crenshaw, 1991) provides this nuance by recognizing overlapping disadvantages. South Asian women may face gendered expectations around food preparation, limited autonomy in healthcare decisions, and socio‑economic disadvantage simultaneously. Intersectionality highlights how these overlapping identities compound risk, offering a more holistic lens for policy design.
The Health Belief Model (Rosenstock, 1974) explains individual behavior change but must be contextualized within structural constraints. For example, individuals may perceive risk but lack resources to act on it. Integrating behavioral theories with SDH and intersectionality provides a more comprehensive framework for understanding disparities.
[bookmark: _Toc215084859]2.8 Policy Critique
UK policy responses have often been reactive rather than proactive. The NHS Long Term Plan (2019) emphasizes prevention and integrated care but lacks explicit cultural tailoring. NICE guidelines (2022) now recommend lower BMI thresholds for South Asians, but awareness among clinicians remains limited. Local strategies, such as Birmingham City Council’s Health and Wellbeing Strategy (2022), prioritize reducing inequalities but face resource constraints.
Critically, many policies adopt a “one‑size‑fits‑all” approach, failing to account for cultural diversity. Public health campaigns such as Change4Life provide generic advice that may not resonate with minority communities. Without culturally tailored messaging, these campaigns risk disengagement.
International comparisons suggest that UK policy could benefit from adopting culturally safe approaches like those used in Indigenous health programs in Canada and Australia (Reading & Wien, 2009; AIHW, 2020). Embedding cultural competence into national guidelines and funding community‑based interventions would strengthen effectiveness.
[bookmark: _Toc215084860]2.9 Conclusion
By situating UK findings within international contexts and deepening theoretical analysis, this expansion underscores the complexity of diabetes disparities. Lessons from global case studies highlight the importance of culturally tailored interventions, while theoretical frameworks emphasize the need to integrate structural, behavioral, and intersectional perspectives. Policy critiques reveal gaps in current UK strategies, pointing to the need for systemic reform and cultural sensitivity.
This chapter has provided a comprehensive background to the study of diabetes among ethnic minority populations in the UK. Historically, diabetes has evolved from a treatment‑focused condition to a major public health challenge, with ethnic disparities gaining recognition in recent decades. Theoretical frameworks such as SDH, cultural competence, and intersectionality offer valuable insights but must be applied critically. International comparisons highlight the importance of culturally tailored interventions, while the UK context underscores persistent inequalities despite national and local initiatives.
By sitting in the research within these contexts, this chapter demonstrates the complexity of diabetes disparities and the need for nuanced, culturally sensitive approaches. The next chapter will build on this foundation by outlining the methods and search strategy used to conduct the systematic review, ensuring that the analysis is rigorous, transparent, and ethically sound.
[bookmark: _Toc215084861]Chapter 3: Methods and Search Strategy
[bookmark: _Toc215084862]3.1 Introduction
This chapter explains the methodological approach adopted for the dissertation, which is based entirely on secondary research. Unlike primary research, which involves collecting new data, secondary research relies on existing peer‑reviewed literature, policy documents, and statistical reports (Pittet et al., 2020). The purpose here is to demonstrate how sources were identified, validated, and analyses to address the research aim: to critically evaluate risk factors associated with diabetes among ethnic minority populations in the UK.
The academic poster provided a visual summary of this process, while this chapter expands on each element in greater detail. By presenting the search strategy, inclusion and exclusion criteria, validation techniques, and thematic coding approach, this chapter demonstrates the rigor and transparency of the research design. Ethical considerations are also discussed to ensure academic integrity and credibility.
[bookmark: _Toc215084863]3.2 Search Strategy
A search strategy is a structured plan for identifying relevant literature (Harrison et al., 2019). For this dissertation, keywords were derived from the research question: diabetes, ethnic minorities, UK, and risk factors. Boolean operators (AND, OR, NOT) were used to combine terms (Saxena et al., 2020).
Databases searched included Google Scholar, ProQuest, EBSCO Host, and the UWTSD Library catalogue (Dhoore et al., 2020). Filters were applied:
Keywords included:
· “Diabetes” OR “Type 2 diabetes”
· “Ethnic minorities” OR “South Asian” OR “African Caribbean” OR “Black British”
· “United Kingdom” OR “UK”
· “Risk factors” OR “health inequalities” OR “socio‑economic status” OR “lifestyle factors” OR “healthcare access”
Boolean operators (AND, OR, NOT) were used to combine terms. For example:
· “Diabetes AND ethnic minorities AND UK”
· “South Asian AND obesity AND diabetes”
Databases searched included Google Scholar, ProQuest, EBSCO Host, and the UWTSD Library catalogue. These platforms were chosen for their credibility, breadth of coverage, and accessibility. Searches were conducted between September and November 2025, ensuring currency of sources.
[bookmark: _Toc215084864]3.3 Searching for Information
The search process followed a step‑by‑step approach:
Initial broad searches were conducted using general keywords (e.g., “diabetes UK ethnic minorities”).
The process followed a step‑by‑step approach:
· Broad searches using general keywords (Diabetes UK, 2021).
· Filters applied to refine results (Marmot, 2010).
· Abstracts and conclusions screened for relevance (Yoon et al., 2018).
· Sources recorded in a tracking table (Ranasinha et al., 2020).
· Iterative refinement of searches (WHO, 2020).
Filters were applied to refined results:
· Date range: 2015–2025 (Ranasinha et al., 2020).
· Peer‑reviewed only (Bhopal et al., 2020).
· UK‑based studies (Valabhji & Majeed, 2021).
Screening abstracts and conclusions helped determine relevance. Articles that focused on ethnic minority populations and diabetes risk factors were prioritized. Recording sources in a tracking table ensured organization. Each entry included author, year, title, methodology, strengths/limitations, and main findings. Iterative refinement: searches were adjusted based on gaps identified. For example, if few articles addressed healthcare access, additional keywords such as “barriers to healthcare” were added. This systematic process ensured that the literature reviewed was both comprehensive and relevant to the research objectives.
[bookmark: _Toc215084865]3.4 Research Validation
Validation in secondary research refers to ensuring that sources are credible, reliable, and appropriate. Skimming techniques: Titles, abstracts, and conclusions were reviewed to quickly assess relevance. CRAAP test: Each source was evaluated using the Currency, Relevance, Authority, Accuracy, and Purpose framework. Validation ensured sources were credible and reliable. The CRAAP test (Currency, Relevance, Authority, Accuracy, Purpose) was applied (Pittet et al., 2020).
	[bookmark: _Hlk215069725]Currency: Sources published within the last 10 years (Harrison et al., 2019).

	Relevance: Focused on diabetes in UK ethnic minorities (Saxena et al., 2020).

	Authority: Peer‑reviewed journals and government reports (Valabhji & Majeed, 2021).

	Accuracy: Findings crosschecked across multiple studies (Ranasinha et al., 2020).

	Purpose: Academic objectivity prioritized (Bhopal et al., 2020).


This validation process ensured that the dissertation was built on credible and trustworthy evidence.
[bookmark: _Toc215084866]3.5 Inclusion and Exclusion Criteria
Inclusion:
· Peer‑reviewed journal articles (2015–2025) (Harrison et al., 2019).
· UK‑based studies (Saxena et al., 2020).
· Policy documents from credible organizations (NHS England, 2019).
Exclusion:
· Sources older than 10 years (unless historically significant) (Marmot, 2010).
· Non‑UK studies (WHO, 2019).
· Blogs or opinion pieces (Pittet et al., 2020).
[bookmark: _Toc215084867]3.6 Analyzing Research
A thematic coding approach was used (Braun & Clarke, 2006). This involved:
· Initial codes: poverty, diet, obesity, healthcare barriers (Harrison et al., 2019; Saxena et al., 2020).
· Grouped into themes: socio‑economic status, lifestyle, healthcare access (Dhoore et al., 2020; Ranasinha et al., 2020).
· Organization: tables and spreadsheets tracked coding (Valabhji & Majeed, 2021).
· Synthesis: themes critically analyzed for patterns and contradictions (Bhopal et al., 2020).
· Grouping codes into themes: Similar codes were clustered into broader themes.
· Theme 1: Socio‑economic status and diabetes risk.
· Theme 2: Lifestyle factors (diet, obesity, physical activity).
· Theme 3: Access to healthcare and cultural competence.
· Organization: Tables and spreadsheets were used to track coding and theme development. Color coding helped visualize connections between sources.
· Synthesis: Themes were critically analyzed to identify patterns, contradictions, and gaps.
This thematic analysis provides the foundation for Chapter 4, where findings will be discussed in detail.
[bookmark: _Toc215084868]3.7 Ethical Considerations
Although this dissertation is based on secondary research, ethical considerations remain important: Respect for intellectual property: All sources are properly cited using Harvard referencing, avoiding plagiarism. Privacy and confidentiality: No primary data collection was undertaken, so individual privacy was not compromised. Ethics in secondary research involve respecting intellectual property and avoiding plagiarism (Pittet et al., 2020). Proper citation ensured transparency (WHO, 2020). Only reliable sources included (Diabetes UK, 2021). Compliance with GDPR and academic standards maintained (NHS England, 2019). Transparency: The methodology is clearly documented, allowing replication and scrutiny. By addressing these ethical considerations, the research maintains credibility and integrity.
[bookmark: _Toc215084869]3.8 Chapter Conclusion
This chapter has outlined the methods and search strategy used to conduct the systematic review. A structured search strategy, rigorous validation, and clear inclusion/exclusion criteria ensured that the literature reviewed was credible and relevant. Thematic coding provided a systematic approach to analyzing sources, leading to the identification of three key themes: socio‑economic status, lifestyle factors, and healthcare access. Ethical considerations were addressed throughout, reinforcing the integrity of the research.
The next chapter will present the findings of this analysis, organized into themes, and critically discuss their implications for diabetes risk among ethnic minority populations in the UK.
[bookmark: _Toc215084870]Chapter 4: Findings and Discussion
[bookmark: _Toc215084871]4.1 Introduction
This chapter presents findings from the systematic review, organized into three themes: socio‑economic status (SES), lifestyle factors, and healthcare access. Each theme is critically analyzed in relation to the research aim: to evaluate risk factors associated with diabetes among ethnic minority populations in the UK. The discussion integrates evidence from peer‑reviewed literature, policy documents, and theoretical frameworks, highlighting both consensus and contradictions. By examining these themes, the chapter provides a nuanced understanding of the complex interplay of structural, behavioral, and cultural determinants shaping diabetes disparities (Harrison et al., 2019; Saxena et al., 2020).

[bookmark: _Toc215084872]4.2 Thematic analysis
Thematic analysis was used to identify recurring patterns across literature (Braun & Clarke, 2006). Codes such as poverty, food environment, BMI thresholds, acculturation, and culturally competent services were grouped into three dominant themes: SES, lifestyle factors, and healthcare access (Dhoore et al., 2020; Ranasinha et al., 2020). The themes reflect the multifactorial nature of diabetes risk among ethnic minorities, drawing together epidemiological evidence, policy frameworks, and lived experience.
[bookmark: _Toc215084873]Results Summary Table
	Author & Year
	Title
	Type of Study
	Method & Sample
	Strengths
	Limitations
	Main Findings

	Harrison (2019)
	Diabetes prevalence in UK ethnic minorities
	Systematic Review
	Review of 25 UK studies
	Comprehensive synthesis
	Limited to published studies
	Higher prevalence among South Asians and African‑Caribbeans

	Saxena (2020)
	Ethnic differences in diabetes prevalence
	Quantitative Survey
	Health Survey for England, 10,000 participants
	Large sample size
	Self‑reported data
	South Asians at higher risk at lower BMI

	Yoon (2018)
	Obesity and diabetes risk
	Prospective Cohort
	UK cohort study
	Longitudinal design
	Limited ethnic diversity
	South Asians develop diabetes at lower BMI

	Dhoore (2020)
	Barriers to care in South Asians
	Cross‑sectional
	Survey of South Asian patients
	Focused on UK
	Small sample size
	SES and cultural barriers increase risk

	Ranasinha (2020)
	Diabetes care in ethnic minorities
	Systematic Review
	Review of 30 studies
	Broad coverage
	Limited UK‑specific data
	Barriers to culturally competent care

	Bhopal (2020)
	Culturally competent diabetes management
	Policy Review
	Literature synthesis
	Strong policy focus
	Limited empirical data
	Need for tailored guidelines

	Valabhji (2021)
	Ethnicity in diabetes management
	Policy Analysis
	Review of NHS data
	Policy relevance
	Limited patient perspectives
	Ethnicity must inform NHS guidelines

	Pittet (2020)
	Ethics of research and publication
	Review
	Literature review
	Clear ethical framework
	General focus
	Importance of integrity in secondary research



[bookmark: _Toc215084874]4.3 Theme 1: Socio‑economic status and diabetes risk
[bookmark: _Toc215084875]Definition and Context
Socio‑economic status (SES) refers to an individual’s social and economic position, typically measured by income, education, occupation, and neighborhood context (Marmot, 2010). SES is a key determinant of health, influencing access to resources, lifestyle choices, and exposure to risk factors. Ethnic minorities in the UK are disproportionately represented in lower SES groups due to structural inequalities, discrimination, and historical exclusion (Nazroo, 2003).
[bookmark: _Toc215084876]Structural Inequalities
Disadvantage manifests through poorer housing, insecure employment, and low wages, which collectively restrict health‑promoting choices. Deprivation clusters geographically, concentrating risk within specific neighborhoods (ONS, 2019). Food deserts areas with limited access to affordable, healthy foods are more common in deprived urban zones, compounding dietary vulnerabilities (Public Health England, 2020). Housing quality also matters overcrowding, damp, and poor insulation increase stress and reduce capacity for healthy living (Marmot et al., 2020).
[bookmark: _Toc215084877]Impact on Diabetes Risk
SES directly shapes diabetes prevalence and outcomes among ethnic minorities. Material constraints limit the ability to purchase healthy food, live in safe areas conducive to physical activity, and access timely healthcare. Chronic stress associated with poverty exacerbates cardiometabolic risk via neuroendocrine pathways (Nazroo, 2003). Migrant experiences — including precarious work, remittances, and transnational caregiving — can intensify financial stress and reduce capacity for health management (Misra & Ganda, 2007).
[bookmark: _Toc215084878]Statistical Evidence
The Health Survey for England (2018) shows significantly higher diabetes prevalence among people in the lowest income quintile compared to the highest; South Asian prevalence rates are up to six times higher than White British, with deprivation a major contributor (Saxena et al., 2020). National Diabetes Audit data consistently link poorer glycemic control and higher complication rates with deprivation (NHS Digital, 2020). Birmingham’s most deprived wards report higher emergency admissions and diabetes‑related complications, reflecting concentrated disadvantage (Birmingham City Council, 2022).
Beyond income and employment, housing quality and neighborhood deprivation play critical roles in shaping diabetes risk. Overcrowding, damp housing, and poor insulation increase stress and reduce capacity for healthy living (Marmot et al., 2020). Research shows that minority families are more likely to live in deprived urban areas with high fast‑food outlet density and limited green space, creating obesogenic environments (Public Health England, 2020).
Employment precarity also contributes to risk. Migrant workers often occupy insecure, low‑paid jobs with irregular hours, which disrupts sleep and meal timing — both linked to insulin resistance (Nazroo, 2003). Policies addressing housing and employment inequities are therefore essential to reducing diabetes disparities.
[bookmark: _Toc215084879]Policy and Theoretical Frameworks
The Marmot Review and its ten‑year update articulate the social gradient in health: every step down the socio‑economic ladder is associated with worse outcomes (Marmot, 2010; Marmot et al., 2020). Policy frameworks such as the NHS Long Term Plan emphasize prevention and integrated care but often underdress upstream determinants like income, housing, and employment (NHS England, 2019). Equality legislation mandates non‑discrimination, but socioeconomic drivers fall outside traditional clinical remits, requiring intersectoral policy action (Equality Act, 2010).
[bookmark: _Toc215084880]Neighborhood Environment and Structural Determinants
Neighborhoods safety, green space, walkability, and transport access shape physical activity and food purchasing patterns. In deprived, densely populated areas, limited green spaces and high fast‑food outlet density create obesogenic environments (Public Health England, 2020). School and workplace environments also influence diet and activity; minority workers may occupy shift‑based roles with irregular hours, disrupting sleep and meal timing — both linked to insulin resistance (Khunti et al., 2017).
[bookmark: _Toc215084881]Acculturation and SES
Acculturation can intersect with SES: newly arrived migrants may accept lower‑paid jobs and crowded housing while navigating unfamiliar systems. Over time, dietary acculturation can introduce ultra‑processed foods and larger portion sizes, raising glycemic load (Misra & Ganda, 2007). Conversely, downward acculturation — adopting unhealthy behaviors in deprived contexts can negate traditional protective practices.
[bookmark: _Toc215084882]Implications
[bookmark: _Toc215084883]Positive: 
Investments in housing, active transport, affordable healthy food schemes, and secure employment can reduce diabetes risk and improve self‑management (Valabhji & Majeed, 2021).
[bookmark: _Toc215084884]Negative: 
Individual behavior programs without structural change have limited impact and can unintentionally shift responsibility onto patients facing constrained choices (Calderón‑Larrañaga et al., 2018).
[bookmark: _Toc215084885]Examples from Articles
Harrison et al. (2019) identify SES as a key driver of disparities.
Dhoore et al. (2020) show South Asian communities face barriers to healthy living due to poverty and limited local resources.
NHS audit data evidence deprivation gradients in outcomes (NHS Digital, 2020).
[bookmark: _Toc215084886]Connections to Other Themes
SES shapes lifestyle via affordability and access, and constrains healthcare engagement through costs (e.g., transport, time off work), influencing screening uptake and continuity of care.
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[bookmark: _Toc215084944]Appendix B: Source Tracking Table
	Currency: Sources published within the last 10 years (Harrison et al., 2019).

	Relevance: Focused on diabetes in UK ethnic minorities (Saxena et al., 2020).

	Authority: Peer‑reviewed journals and government reports (Valabhji & Majeed, 2021).

	Accuracy: Findings crosschecked across multiple studies (Ranasinha et al., 2020).

	Purpose: Academic objectivity prioritized (Bhopal et al., 2020).
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	Author & Year
	Title
	Type of Study
	Method & Sample
	Strengths
	Limitations
	Main Findings

	Harrison (2019)
	Diabetes prevalence in UK ethnic minorities
	Systematic Review
	Review of 25 UK studies
	Comprehensive synthesis
	Limited to published studies
	Higher prevalence among South Asians and African‑Caribbeans

	Saxena (2020)
	Ethnic differences in diabetes prevalence
	Quantitative Survey
	Health Survey for England, 10,000 participants
	Large sample size
	Self‑reported data
	South Asians at higher risk at lower BMI

	Yoon (2018)
	Obesity and diabetes risk
	Prospective Cohort
	UK cohort study
	Longitudinal design
	Limited ethnic diversity
	South Asians develop diabetes at lower BMI

	Dhoore (2020)
	Barriers to care in South Asians
	Cross‑sectional
	Survey of South Asian patients
	Focused on UK
	Small sample size
	SES and cultural barriers increase risk

	Ranasinha (2020)
	Diabetes care in ethnic minorities
	Systematic Review
	Review of 30 studies
	Broad coverage
	Limited UK‑specific data
	Barriers to culturally competent care

	Bhopal (2020)
	Culturally competent diabetes management
	Policy Review
	Literature synthesis
	Strong policy focus
	Limited empirical data
	Need for tailored guidelines

	Valabhji (2021)
	Ethnicity in diabetes management
	Policy Analysis
	Review of NHS data
	Policy relevance
	Limited patient perspectives
	Ethnicity must inform NHS guidelines

	Pittet (2020)
	Ethics of research and publication
	Review
	Literature review
	Clear ethical framework
	General focus
	Importance of integrity in secondary research
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Risk Factors Associated with Diabetes Amongst Ethnic Minorities in the UK: A Systematic Review

01. Introduction and Research Aim

A methods chapter explains how research is conducted and justifies the approach taken. For this project, the aim is to critically evaluate risk factors associated with diabetes among ethnic minority populations in the UK, focusing on socio‑economic status, lifestyle factors, and access to healthcare. Evidence shows that people from Black African, African Caribbean, and South Asian backgrounds are at higher risk of developing type 2 diabetes at a younger age (Diabetes UK, 2025; Onuorah, Santy‑Tomlinson and Draper, 2025). Socio‑economic vulnerability and lifestyle barriers further exacerbate these risks (Diabetes.co.uk, 2024).

02. Search Strategy

A search strategy is a structured plan for identifying relevant literature in secondary research. It involves selecting keywords, databases, and filters to ensure comprehensive coverage (NICE, 2012). For this dissertation, keywords such as “diabetes,” “ethnic minorities,” “UK,” “risk factors,” and “health inequalities” were combined using Boolean operators (AND, OR, NOT). Searches were conducted through Google Scholar, ProQuest, EBSCO Host, and the UWTSD Library catalogue. This systematic approach ensured that only credible, peer‑reviewed, and relevant sources were included.

03. Searching for Information

The process began with broad searches using key terms, then refined using filters (date range: last 10 years, UK focus, peer‑reviewed). Abstracts and conclusions were skimmed to assess relevance. A source tracking table was used to record details such as author, year, methodology, strengths/limitations, and main findings. This step‑by‑step process allowed efficient identification of literature that directly addressed the research question (NHS England, 2020).

04. Research Validation and Analysis

Validation in secondary research means ensuring sources are credible, reliable, and relevant. The CRAAP test (Currency, Relevance, Authority, Accuracy, Purpose) was applied to each source. Analysis involved thematic coding: repeated ideas such as socio‑economic status, dietary habits, and healthcare access were grouped into themes. These themes will form the basis of Chapter 4 (Findings).

05. Inclusion Criteria

· Sources published within the last 10 years

· UK‑based studies

· Peer‑reviewed journal articles and accessible policy documents

06. Exclusion Criteria

· Sources older than 10 years

· Studies outside the UK

· Non‑peer‑reviewed or inaccessible articles

07. Ethical Considerations

Ethics in secondary research involve respecting intellectual property, ensuring accurate citation, and avoiding plagiarism. Only reliable, valid, and legally accessible sources were used. Data integrity was maintained by cross‑checking findings across multiple studies. GDPR compliance was observed when handling any sensitive data. Transparency and academic honesty underpin the entire process.
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Element 1 - Project Proposal



My project title: Risk factors Associated with Diabetes Amongst the Ethnic Minorities In The UK.





1) Aim:

This systematic review aims to critically evaluate the risk factors associated with diabetes among ethnic minority populations in the UK, focusing on socio-economic status, lifestyle factors, and access to healthcare. Evidence suggests that ethnic minorities experience significant disparities in diabetes prevalence and outcome ( Yoon et al., 2018). By synthesizing current research, this review will inform Policy makers to update current guidelines.



2) Objectives:

· Risk factors for diabetes among ethnic groups in the UK include socio-economic status, dietary habits, and genetic predispositions. South Asian communities are notably at higher risk due to obesity and lifestyle factors (Dhoore et al., 2020). 

· Ethnic minority groups in the UK exhibit diverse diabetes risk factors. South Asians have the highest prevalence, influenced by genetic predispositions and lifestyle factors such as diet and physical inactivity (Saxena et al., 2020). 

· Ethnic minorities in the UK show significant disparities in diabetes prevalence. South Asians face a higher incidence due to genetic factors and lifestyle habits.  (Harrison et al., 2019). These variations necessitate tailored healthcare strategies for effective management.

· Policymakers should develop culturally tailored diabetes management guidelines, Improved access to culturally competent healthcare services is essential, alongside targeted community outreach programs (Bhopal et alPittet, I., et al. (2020) ‘The ethics of research and publication: A review,’ Journal of Medical Ethics, Pittet, I., et al. (2020) ‘The ethics of research and publication: A review,’ Journal of Medical Ethics, 2020). Resource allocation for research on ethnic disparities in diabetes care should be prioritized (Valabhji et al., 2021).



3) Background/Rationale:

Diabetes risk factors among ethnic minorities in the UK include genetic predispositions, socio-economic disadvantages, and lifestyle factors, leading to a heightened prevalence particularly in South Asian communities (Bhopal et al., 2020). Ethnic minorities often face barriers to healthcare access, compounded by cultural differences and, at times, a lack of culturally appropriate care (Ranasinha et al., 2020). 

This requires a tailored approach to management strategies and education about diabetes prevention within these communities. Despite progress, there is still a gap in research focusing on the effectiveness of current guidelines designed for ethnic minorities (Valabhji et al., 2021). Addressing these gaps is crucial to improving health outcomes and reducing health inequalities in diabetes management 

4) Methods:

This research will adopt a systematic review approach; the selection criteria will include peer-reviewed journal articles and policy documents. Studies will focus on diabetes among ethnic minorities in the UK and will be in English language. To incude integrity of the data and findings while adhering to ethical research practices, including proper citation to avoid plagiarism (Pittet et al., 2020).



5) Resources: 

· Google Scholar

· Pro Quest 

· EBSCO Host

· UWTSD Library





6) Timescale:

· Week 1 -3 Data base researching 

· Week 4-5 Screening and data collection

· Week 7 Quality check

· Week 8-9 Draft

· Week 10 Final edits and submission



7) Self-reflection as researcher (any strengths or challenges):

As a researcher, my strengths include strong analytical skills and access to diverse academic resources, which facilitate thorough data evaluation. However, challenges arise in navigating the vast literature, ensuring relevance and quality of sources, and managing time effectively to synthesize findings without becoming overwhelmed by the volume of available information.
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