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Introduction
The International Diabetes Foundation in 2015 estimate that there are 415 million people around the world who are living with diabetes (Papatheodorou et al., 2016). Diabetes is a psychologically and behaviourally disorder which is demanding on the diabetic. Diabetes is not curable, it can be controlled through self-management and patients must adapt to learn to live with the illness (Siddiqui, Khan and Carline, 2013). 
As an illness diabetes is increasing around the world and Asian and African descents are among those with the highest rates who have diabetes. This literature review is based on ‘What role ethnicity and gender play with those living with diabetes’. Research guiding this literature review will investigate why certain ethnicities and gender play a role into why they develop diabetes.
It is very important to know why certain ethnicities will develop diabetes compared to others as this may allow to create a prevention programme to help ethnic groups avoid developing diabetes and see if a pattern occurs within certain ethnic groups. 

Literature review
Diabetes
Diabetes is a chronic illness which affects many people around the world affecting a high rate of individuals of Asian or African descent (Daneman, 2006). 
Type 2 diabetes mellitus (DM) cases in 2030 especially in developing countries will be affected by 366 million people by this disease during which two-thirds will be living with this disease in developing countries (Lemes dos Santos et al., 2014). Diabetes mellitus is a condition where leads to the pancreas having a cell disfunction and is unable to distribute insulin. Research by Marx (2002) indicates that type 2 diabetes manifests primarily because the body is more resistant to insulin hormone needed by the body to stabilise sugar glucose even though the body is still able to produce insulin by the production by B cells of the pancreas which can tend to be impaired. 
Weber, Twombly, Venkat Narayan and Phillips (2010) highlight that lifestyle interventions including physical activity levels and improvements in diet would be effective at preventing or delaying type 2 diabetes in high-risk groups. 

Type 1 and type 2 diabetes conditions can both develop very serious complications which include kidney failure, a high-risk factor of heart attack and stroke. Damage to the feet and legs can be serious enough to have amputation required. Obesity plays a part in people developing diabetes as it can lead to people having insulin resistance and defects of diabetes. While having obesity not every obese person will get type 2 diabetes but there is an indication that some may develop type 2 diabetes due to being susceptible than others.    
13% of African Americans and 10.2% of Hispanics will have diabetes compared to 6.5% of whites an estimate according to The American Diabetes Association which could be due to genetic and environmental factors (Marx, 2002).  
Diabetics experience hypoglycaemia when their blood glucose levels get low and this happens when a diabetic takes too much insulin, not eating enough food, meals are missed or eaten late and exercising more than usual without eating any carbohydrates. This can result in a diabetic having symptoms of hypoglycaemia including excessive sweating, slurred speech, irritability, and lack of coordination.
Hyperglycaemia occurs when blood glucose levels get too high due to the body not having enough insulin or too much food. Symptoms displayed when having hyperglycaemia include weakness, blurred vision, and excessive thirst.

Ethnicity
A study by Goff (2019) found that non-white European ethnic groups have high numbers of cases of type 2 diabetes while it is being diagnosed 10-12 years earlier than in white Europeans before the age of 40. Reasons for prevalence of type 2 diabetes included biological, lifestyle, clinical and health system factors. Ethnic minority communities are approximately 3 to 5 times higher to develop type 2 diabetes than in the White British population in the UK. Minority groups in the UK and other parts of the world are disproportionately will suffer from developing type 2 diabetes compared with non-minority communities.  
In 2001 it was estimated that over 15 million US adults (6.3 million men and 8.7 million women) were to be diagnosed with type 2 diabetes (Mokdad et al.,2000). Diabetes has affected both developing and developed countries including populations such as the Micronesians Nauru who previously had no cases of diabetes and now have prevalence of diabetes compared to American Pima Indians of 40-50% (Zimmet et al., 1990).  
Abate and Chandalia (2003) highlight that Asians, Hispanics and Asian-Indians had a high percentage change between 1980 and 1990 in developing type 2 diabetes compared with other major ethnic groups. These ethnic groups had high risk of type 2 diabetes due to adapting a US lifestyle and the process of acculturation.
Most ethnic groups are affected by type 2 diabetes but the prevalence in South Asians in their home countries and abroad is high and is increasing rapidly. Those living in urban and rural areas of developing countries including those who have roots in India, Sri Lanka, Pakistan, Nepal, Bangladesh, Bhutan and the Maldives have a high risk of developing type 2 diabetes.  People’s changes in their physical activity, diet, lifestyle changes behaviours will contribute towards increased burden of diabetes in this population (Gujral et al., 2013).
Ujcic-Voortman et al. (2009) found that migrants to western societies are more at risk at developing diabetes. Migrants to the US and UK of African and Asian migrants have a higher risk of diabetes than the indigenous population. Minority groups in Europe are from Turkey and Morocco, Turkish migrants’ residue in Germany, Belgium, Netherlands, Austria. Moroccans’ migrants mainly live in Belgium, Spain, Netherlands, and France. 
The high rates of diabetes in Turkish and Moroccan people were 2 to 3 times higher than indigenous Dutch people. Diabetes was diagnosed in younger ages within the Turks and Moroccans than others. This may be explained by lower socioeconomic status and a higher rate of obesity while considering other factors regarding endogenous and environmental factors. Being overweight and being obese both play a strong risk factor which may contribute the development of diabetes within the Turkish and Moroccan community who are living in Europe than those living in Turkey and Morocco.  
Evidence presented by Ng et al., (2005) suggest that Malay population have poor glycaemic control which may be accountable due to sociocultural and psycho-behavioural patterns. This can be addressed by having management strategies in place for those patients who have poorly controlled diabetes. 
Polfus et al., (2021) findings suggested that there is an importance of conducting multi-ethnic studies which can identify genetic loci ( a fixed position on a chromosome where a particular genetic marker is located) which may not be discoverable in individuals of European ancestry.
Gender
Diabetes is a psychological and behaviourally chronic disorder, which can not be cured, it can be controlled, and diabetic patients must learn to live with the disease. Living with the disease means a change in dietary management, increasing physical exercise and testing blood glucose levels. Female diabetics tend to have an attitude towards their diabetes and management. Research conducted by Siddiqui, Khan and Carline, (2013), found that females are more responsible for tasks such as taking care of the family and cooking which then makes it difficult for them to follow their medication, eating at right times and checking their blood glucose levels.  Pound, Sturrock and Jeffcoate, (1996) research found that diabetes control was worse in women than males because women cope with their diabetes while caring for their families as this supports Siddiqui, Khan and Carline, 2013 evidence. 
Ng et al., (2005) highlight that the control of hyperglycaemia in patients with diabetes is part of their management which can reduce acute diabetes and microvascular complications. Data from the Third National Health and Nutrition Examination Survey of Diabetes from patients with diabetes in the US showed that poor glycaemic control was common in non-Hispanic, Afro-Caribbean women (50%) and Mexican American men (45%) while being compared with other groups (35-38%).  
Nayak et al (2014) found that in the Trinidadian community age, family history, ethnicity are more important risk factors of type 2 diabetes than gender. People whom have a family history of type 2 diabetes, Indo-Trinidadian ethnicity and abdominal obesity and age were found to be a high risk. 
Samuel-Hodge et al., (2000) found that the behaviour of African American women of their self-management of their diabetes care may be best understood as part of a sociocultural and family context while appropriate lifestyle interventions will help with glycaemic control. Interventions to help improve glycaemic control include spirituality, general life stress, multi-caregiving responsibilities and the psychological impact of dealing with diabetes. Approaches to diabetes care can be helped by family- centred and church-based interventions which can be appropriate in diabetes care in African American women in the US.   
Hu et al (2001) followed 84,941 female nurses from 1980 to 1996 whom had no history of cardiovascular disease, diabetes, and cancer. During 16 years of follow up they documented 3300 new cases of type 2 diabetes and noticed that being overweight or being obese was as an important predictor of type 2 diabetes. Having a poor diet, lack of exercise, abstinence from alcohol and smoking use were risk factors of developing diabetes, after an adjustment for body mass index. 
Hu et al (2001) findings were based on that their participants were all women healthcare professionals and may not apply to the general population. Suggesting that most cases of type 2 diabetes could have been prevented by weight loss, abstinence from smoking, participating in regular exercise, changing of diet, and consuming limited amounts of alcohol. 
 Methodology
To gather research for my research question ‘The impact of ethnicity and gender in diabetes’ I used keywords which I thought would help. Keywords which I used were ethnicity and diabetes, type 2 diabetes and Caucasian groups, gender and diabetes, ethnicity and role and diabetes, gender diabetes mellitus, diabetes type. Once I had an idea of what keywords would help to find academic journals, I went onto google scholar using the keywords which would help to answer my research question. 
When I saw journals on google scholar, I decided that I would use journals that would be appropriate to my research question I chose Ethnicity and Type 2 diabetes in the UK journal as it would be relevant on how type 2 diabetes affects ethnic groups in the UK. A journal which I thought was not suitable was Maternal vitamin D deficiency, ethnicity and gestational diabetes as this journal looked at the potential role vitamin D has in the prevention of Type 2 diabetes.
I wanted to look at journals which were published after 2000 because it would seem reliable to that over the past 21 years researchers would have conducted new research or updated previous studies. I would save journals that seemed appropriate into three folders on my laptop based on my three subheadings (diabetes, ethnicity, gender) so that I would be able to refer to them when I needed to. I have not included any websites when conducting my literature review because I found academic journals more reliable and more suitable to help answer my research question. 
Ethical considerations which I would require would receive informed consent from my research participants. I would need to contact GPs and Hospital diabetic departments to explain the purpose of my research. All participates would receive information about the m, and objectives of my research and sign a consent form prior to participating.  Research participants anonymity would be upheld by not having any written personal information on any documents used in the research, they would be given an identification number which would be unique to that participant to include mixture of letters and numbers. Having an identification number would allow to know which participants have been used.
Confidentiality and data protection would be protected as I would handle and store personal data in line with the data protection law. Any paper documents with research participants information will be stored in a locked storage file cabinet with only two keys to be held by the lead researcher and a supervisor. As this enables responsibility to be held by the two key holders to the storage file cabinet. Using a data protection software programme will help to ensure participants personal data is protected. 
Findings and discussion
Lack of diabetes knowledge in females is shown in the literature suggesting that females need to have more knowledge of what diabetes is. Studies by Samuel-Hodge et al., (2000) showed that females do not have the basic knowledge of what diabetes is and how it affects them in their everyday life. Females are focused on their everyday responsibilities (taking care of their families, cooking, cleaning, and other daily duties which they conduct). Having no knowledge of how their diabetes need to be managed while conducting everyday activities making them put their health at risk due to diabetic complications because of poor glycaemic control. When females are being educated at school level, they need to be informed of what diabetes is and how the chronic illness can affect them in their everyday life as it is a illness that can not be ignored or pushed to the side due as it is a serious a deadly illness to be living with.  
Conclusion
Females need more education on how diabetes can affect their lifestyle regarding their diet and diabetes management. At present unfortunately females are not being educated enough at school level on how diabetes will affect their health well-being, the literature review in this report defines the problem, however further research is needed to be conducted to correct this issue and inform females of prevalence of type 2 diabetes. 
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