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1. LIST OF ABBREVIATIONS

BME Black and Minority Ethnic groups

BMI Body Mass Index

CHD Coronary Heart Disease

Cl Confidence Interval

DH Department of Health

FACET Five a Day Community Evaluation Tool
FHA Food and Health Advisor

GP General Practitioner

Hr Hour

IFG Impaired Fasting Glucose

IGT Impaired Glucose Tolerance

ITT Intention to Treat

NHS National Health Service

NICE National Institute for Health and Clinical Excellence
NNT Number Needed to Treat

OR Odds Ratio

QUOROM Quality Of Reporting Of Meta-analyses
RCT Randomised Controlled Trial

RR Relative Risk

SES

Socio-economic status




2. EXECUTIVE SUMMARY

2.1 Background

Type 2 diabetes is associated with significant public health and social consequences.
The National Institute for Health and Clinical Excellence has been asked by the
Department of Health to develop public health guidance on the prevention of type 2
diabetes among high-risk groups. The referral is divided into 2 separate pieces of
guidance. The first will address the prevention of pre-diabetes (raised and impaired
glucose levels) in populations and communities of high risk adults aged 18-74 using
determinants of health such as creating an environment supportive of behaviour
change. The second piece of guidance will address how to prevent the progression

of pre-diabetes to type 2 diabetes at the individual level.

It is recognised that the term ‘pre-diabetes’ is not ideal, as not everyone with raised
or impaired blood glucose levels will go on to develop type 2 diabetes. However, the
term ‘pre-diabetes’ has been chosen because of its widespread use and recognition
by a broad range of stakeholder groups and because of the lack of consensus on a
suitable alternative. As the aims of preventing pre-diabetes overlap with those of
CHD prevention in terms of improving dietary and physical activity outcomes, a broad
approach to inclusion is made in assessing potential evidence.

Within this first piece of guidance, three reviews will be carried out that each focus on
a particular population within the UK. This second review focuses on prevention of
pre-diabetes in adults from black and minority ethnic (BME) groups. The first review
focused on adults from lower socioeconomic groups, and the third will assess

interventions that impact upon health professionals and services.

2.2 Aims and Objectives

The aim of this, the second of three reviews, is to undertake an assessment of the
effectiveness and, where available information allows, cost-effectiveness of UK-
based population level interventions that aim to raise awareness, and / or reduce the
risk of pre-diabetes. The review focuses on the promotion of healthy lifestyle
behaviours among adults aged 18-74 from BME groups. In addition, an assessment

of barriers and facilitators to the implementation of interventions will be made.



Review Questions:

What interventions encourage dietary and physical activity behaviour changes
needed to prevent pre-diabetes in black and minority ethnic (BME)
communities within the UK? Are identified interventions cost-effective? What

factors influence their uptake and effectiveness?

2.3 Methods

A systematic review of effectiveness of evidence was carried out that identified only
one paper. No relevant cost-effectiveness literature was identified and therefore
could not be reviewed. The main focus of the review, therefore, is an examination
and synthesis of studies that provide evidence of barriers and facilitators to the
implementation of effective interventions. Grey literature was searched systematically

to supplement the database searches.

2.4 Results

Only one study was found that examined the effectiveness of community
interventions to encourage behaviour change (e.g. diet and/or physical activity) on
outcomes that relate to the prevention of pre-diabetes among BME groups.
Therefore, this review largely focuses on addressing the second review question,
which relates to barriers and facilitators to implementation of interventions targeted at
adults from BME groups. One effectiveness / views paper, as well as twelve
gualitative and views studies of varying quality were included to address
effectiveness and barriers and facilitators to implementation of interventions and

behaviour change. Qualitative data were thematically synthesised.
Three key areas were therefore addressed:
1. Effectiveness (one study which also included some views data).
2. Acceptability of interventions to BME populations (two studies).

3. Barriers and facilitators to carrying out optimum lifestyle behaviours that might
prevent pre-diabetes in the long term. These were stand-alone qualitative
studies (i.e. not part of an intervention evaluation) that aimed to obtain the

views and beliefs of BME populations (ten studies).

There was some evidence from one case series study to suggest that an Asian

women’s healthy eating and physical activity group was effective in reducing the



body weight and BMI of those attending the group, although these findings must be

interpreted with caution.

Acceptability of lifestyle change interventions among Indian, Pakistani and
Bangladeshi men can be enhanced by greater levels of staff flexibility and speaking
an appropriate language. Increased cultural sensitivity in terms of content, delivery
and timing can be important, for example access to interpreters and planning around

religious events such as Ramadan.

Barriers and facilitators relating to health behaviour change were identified within
views studies. Such evidence needs to be read with the acknowledgement that these
are the reported views and / or beliefs of participants and therefore are

interpretations of reality rather than reality itself.

One reported barrier to behaviour change was professionals’ lack of understanding of
BME communities and their needs. For BME groups, barriers include religious
influences, cultural influences, and a lack of understanding of lifestyle and its relation
to health. Lack of knowledge, lack of available information and language barriers
potentially reduced such understanding. Lack of access to and affordability of health
promoting activities was also an issue for some participants. Social norms and
traditions, in terms of diet and physical activity were a barrier to change, whilst body

image issues varied across groups and could be influenced by significant others.

There is evidence to suggest that the approach to health behaviour of BME
communities, in particular South Asians, has been misunderstood by other sectors of
society. For example, common beliefs among health professionals that South Asians
consider a large body size to be healthy and that they are fatalistic in regard to
disease are not consistent with the views of South Asian laypeople. There was
suggestion in one study of a general lack of concern for the health of South Asian
Muslim women and a lack of engagement from practitioners. There is evidence that
Islamic religious leaders disagree with a common belief among South Asian Muslim

laypeople that the five times daily Muslim prayer Nazam is sufficient physical activity.

The influence of religion among BME communities provided both barriers and
facilitators to health behaviour change. South Asian communities may be more likely
than European communities to contextualise illness in terms of religion, which was
both a barrier and a facilitator to health behaviour change, in that God may be viewed
as being responsible for their condition, but also that illness may be viewed as a
prompt from God to lead a healthier lifestyle. The Westernised conceptualisation of

physical activity was sometimes seen as being at odds with South Asian religious



beliefs, for example the perception of walking briskly or jogging as being
unacceptable for Muslim women. In addition, some Muslim participants saw the
Namaz five times daily prayer as sufficient physical activity, while religious leaders
did not. Religious practices may facilitate a healthy diet in that access to fast food
outlets can be restricted by the need to eat Halal meat.

Similarly, both barriers and facilitators to health behaviour change were identified in
cultural influences among BME communities. Adopting UK dietary and physical
activity practices can involve experiences that are alien to traditional culture and
identity. For example, swimming was perceived as being easier and more natural in
Bangladesh than in the UK due to access and a single-sex cultural norm. Gyms were
perceived as playing loud music and inappropriate images on TV screens. Similarly,
familiar or traditional fruit and vegetables were seen as being too expensive and
sometimes less healthy in the UK. Traditional South Asian beliefs regarding the
attributes of certain vegetables for preventing ill health might be protective due to
increased consumption of vegetables, although there may be the risk of complacency
in terms of other risk factors. A family history of diabetes among some South Asians
was found to be a barrier to preventative health behaviours by fostering fatalistic
attitudes to diabetes aetiology. The understanding that BME groups have of lifestyle
and health can also act as a barrier and facilitator to health behaviour change. South
Asians appeared to have a high level of knowledge about the role of lifestyle in the
aetiology of diabetes and coronary heart disease, although this was not always
translated into practice. One Somali group were uncertain about what constitutes a

healthy diet and expressed a need to learn how to prepare healthy food.

Among South Asian women, education was viewed as a facilitator to a healthy
lifestyle. For example, education could increase awareness of health issues and
encourage independent thought. A more liberal interpretation of religious teachings
encouraged appropriate resistance to restricting cultural influences. More information
was regarded as a facilitator of motivating and sustaining lifestyle change for South
Asian participants. Finally, language, in particular poor fluency in English, was also
reported as a barrier to lifestyle change, making it more difficult to travel to buy food
or be active, particularly among first generation South Asians, who often relied on
family and friends to interpret. Bilingual workers may increase the acceptability of

physical activity interventions and facilities.

Access and affordability could also act as a barrier and also a facilitator to health
behaviour change. South Asian and African participants suggested that local

availability of fresh fruit and vegetables was poor, and when these items were



available locally they were viewed as expensive. Fruit and vegetables were
perceived as undesirable by a Somali population as they were cheap to purchase in
Somalia and thus associated with poverty. In contrast, one Gypsy Traveller
community was reported to typically consume vegetables every day. Activities to
encourage healthy food preparation were welcomed on site, whereas commitment to
physical activities was lacking. On site, free activities were preferred as they
increased access and affordability.

Barriers and facilitators to health behaviour change also lay in social norms and
traditions. In terms of diet, social norms varied according to background but both
South Asian and Somali populations associated a diet high in fat and high in meat
and low in vegetables respectively to be associated with cultural identity, prosperity
and generous hospitality, with resistance to changing these traditional norms,
especially among first-generation migrants. One study suggested overcoming this
barrier among South Asians by providing advice on preparing traditional food in more
healthy ways. Interestingly, among Zimbabweans, lack of experience in cooking
overall may be a barrier to preparing healthy food, as food had previously been
cooked by a maid. Takeaway food consumption was found to be common in second-
generation South Asian and male Somali populations as a change from traditional
fare. However some South Asian women were beginning to cook in more healthy

ways.

In terms of physical activity, this was perceived as part of normal life, or ‘integral’ to
daily life, either in the form of the five times daily Namaz prayer or housework and
childcare. However perceived barriers were lack of time to participate in arranged or
‘separate’ types of physical activity due to family or work commitments, weather
conditions, language barriers, overcrowding at home, fears for safety, beliefs that
physical activity led to weakness in older people and the perception that vigorous
activity was not acceptable to some South Asian participants, especially women, for
whom modesty and single-sex classes were important considerations. Preferred
forms of physical activity were slow walking and swimming, which were regarded as
part of everyday life in Bangladesh. Culturally sensitive activities were regarded as a

way of overcoming these barriers.

Body image could also be a barrier or facilitator to health behaviour change.
Evidence from studies with South Asian and African populations suggested that body
image expectations vary according to background culture and often differ from those
currently popular within the UK. One study found Pakistani and Indian participants

perceived an association between overweight and prosperity, with weight loss viewed
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as unattractive and related to poor health. Contrary to this, however, another study
found that Bangladeshi participants viewed a medium body size as the most
aesthetically pleasing and associated with good health, with both underweight and
overweight body sizes being perceived as associated with poor health. In terms of
drive to be slim, Pakistani and Bangladeshi women appeared to be more motivated
than Zimbabwean women, among whom there was no pressure to be slim in their
homeland but this pressure was felt more in the UK. Such pressure was more of a
potential motivator for dietary change than the risk of ill-health.

Attitude and behavioural differences were found between first generation and second
generation migrants. In general, first generation participants adhered to views and
behaviours that they grew up with ‘back home’, whilst younger participants were

more influenced by the culture they grew up with in the UK.

2.5 Evidence statements

The following evidence statements result from a synthesis of available evidence and
are presented by acceptability of intervention and barriers and facilitators relating to
health behaviour. The evidence statements will be repeated in section 6 alongside

the relevant narrative synthesis of included studies.

2.5.1. Effectiveness of a healthy eating and physical activity intervention

Evidence statement 2.1: Effectiveness of a healthy eating and physical activity
group on body weight and body mass index (BMI)

There is some evidence from one case series study to suggest that an Asian
women’s healthy eating and physical activity group meeting once weekly for 14
weeks is effective in reducing the body weight and BMI (mean drop in BMI of 1.13) of
those attending the group both from the initial visit to the last visit and from the initial
visit to 17 months post-intervention (Williams & Sultan 1999 case series -), although

these findings must be interpreted with caution as there was no control group.
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2.5.2 Barriers to intervention implementation

Evidence statement 2.2: Structural barriers

There was evidence from one qualitative evaluation of the Exercise on Prescription
(EoP) programme (Carroll et al. 2002 +) of structural barriers in the implementation of
interventions for increasing access to physical activity with South Asian Muslim
women. These include lack of communication between organisational agencies, and
lack of financial resources with which to improve services in line with the special
requirements of this group of users. There was evidence of reported inconsistent
delivery of special facilities for South Asian Muslim women such as childcare and

women only classes, across sites.

2.5.3 Acceptability of interventions and sustaining motivation

Evidence statement 2.3: Acceptability of interventions and sustaining

motivation

There was evidence from one focus group study (Netto et al. 2007+) that
acceptability of lifestyle change interventions can be increased by raising the cultural
sensitivity of delivery; for example the importance of avoiding Ramadan needs to be
considered in the timing of delivery, and separate sessions for men and women need
to be considered. There was evidence that flexibility around the timing of
interventions as well as the bilingual abilities of staff were important. Learning to cook
traditional foods in a more healthy way was one way to preserve cultural identity. In
addition, advice (particularly one-to-one delivery), information that takes into account
literacy levels and encouragement were crucial to sustaining motivation to adopt a

healthier lifestyle.

Evidence from one focus group study that included suggestions from participants
(Lawrence et al. 2007++), showed that acceptability of a nutritional education
intervention might be increased by including free food, by timing classes to suit those
with childcare responsibilities, and providing a créche or possibly holding the classes
in schools. Cook and eat sessions and weight management classes that were made
freely available on a Gypsy Traveller site (Kopp 2009 +) were valued by women
residents for their non-threatening environment and as a forum for discussion of

health issues as well as a way to reduce social isolation. Lack of child care facilities,
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transport issues and costs were barriers to off-site activity.

Evidence from an interview-guided questionnaire study (Khanam & Costarelli 2008 +)
and one qualitative evaluation (Carroll et al. 2002 +) included suggestions to increase
the acceptability for Muslim South Asian women who may wish to access a gym.
Suggestions included the provision of women-only facilities, women-only sessions,
swimming facilities for women, more walking physical activity facilities, fewer aerobic
classes, Sylheti-speaking assistants, better transport facilities and childcare facilities,
less loud music, no inappropriate TV programmes and provocative music videos, and
access to more local gyms. Evidence from one evaluation of the Exercise on
Prescription (EoP) programme (Carroll et al. 2002) also identified lack of access to
facilities, lack of childcare arrangements, as well as a limited choice of women-only

sessions as barriers to attendance.

There was evidence from one mixed method study (Williams & Sultan 1999 +) that
social interaction was a motivator for South Asian women attending a healthy eating
and physical activity group. Some women also stated that they ate less when
attending as they were not tempted to snack in the same way as when they stayed in
the house.

2.5.3 Barriers and facilitators relating to health behaviour change

Evidence statement 2.4: Lack of understanding

There was evidence from one focus group study (Grace et al. 2008++) of lack of
understanding between professional and lay groups in terms of Islamic teaching and
its relation to healthy lifestyle practices. There was also evidence from this study of
communication difficulties arising from health literacy deficiencies in lay South Asian
people and cultural sensitivity deficiencies in professionals which obstruct

appropriate health promotion messages.
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Evidence statement 2.5: Religious influences

There was evidence from four focus group and two interview studies that religious
customs can become barriers or facilitators to lifestyle change. Change was more
likely where participants believed they had some degree of free will (Darr et al.
2008+). There was conflicting evidence regarding fatalism; in one study (Grace et al.
2008++) health professionals spoke of fatalism as a barrier to health prevention in
some BME groups. However, evidence from one study (Darr et al. 2008+) suggests
that whilst the occurrence of health conditions might be regarded as God’s will, it is
also, according to teachings, the responsibility of the individual to attempt to maintain

good health and well being.

There was evidence from three focus groups, one interview study and one qualitative
evaluation that healthy activities were acceptable provided they did not include
aspects that were conflicting with religious teachings (Grace et al. 2008 ++; Khanam
& Costarelli 2008 +; Farooqi et al. 2000 +; Rai & Finch 1997 +; Carroll et al. 2002 +).
One focus group study showed evidence that some practices, such as eating Halal

meat could be seen as limiting choices in fast food outlets (Lawrence et al. 2007 ++).
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Evidence statement 2.6: Cultural influences and differences

There was evidence from nine qualitative studies that cultural influences and issues

of identity can be barriers or facilitators to lifestyle change.

There is evidence from one focus group study (McEwen et al. 2009+) that a homadic
identity influenced dietary choices for Somalians. As descendants of camel herders,
diet in the UK continued to be influenced by the staple meat with rice or spaghetti

and a low consumption of fruit and vegetables which were less valued.

A needs assessment with Gipsy Travellers (Kopp 2009 +) found that some fruit and
vegetables were eaten daily, as they were seen as relatively cheap. In particular,
vegetables were favoured as they could be incorporated into daily cooking. However,
whilst 60% of participants considered themselves as ‘heavy’, they also stated that the

meal was often followed by a take-away in the evening.

Evidence from one interview study suggested that traditional South Asian beliefs
regarding the preventive attributes of certain vegetables in terms of ill health are part
of a cultural identity, and that this might be taken on board by professionals when
discussing health promotion (Pieroni et al. 2007+). Dietary practices in the UK can
involve experiences that are alien to traditional culture and identity (Khanam &
Costarelli 2008+; McEwen et al. 2009+). However, one qualitative study (Bradby
1997 +) showed that food choices made by South Asian women can be informed by
both traditional (‘our’ food) and Western (‘your sort of foods’) explanations in terms of
‘good’ and ‘bad’ effects upon the body so long as such explanations are

complementary rather than in conflict.

Evidence was found in one guided interview study, one focus group study, one needs
assessment and one qualitative evaluation for differences between UK culture and
non-Western culture in terms of the perception of physical activity as either ‘separate’
or ‘integral’ to daily routine. Physical activity as separate incurred financial costs as
well as often being organised in ways that are insensitive to different cultural values
(Khanam & Costarelli 2008+; Rai & Finch 1997+; Kopp 2009 +; Carroll et al. 2002 +).

Evidence from one study highlighted the belief that expending sweat is important for
increased well-being; this influenced the practices that might be taken up in the UK

where a cold climate limits sweat production (Rai & Finch 1997+).

There was evidence from one guided interview study, two focus group studies and

14




one gualitative evaluation that a limited command of the English language is a barrier
to accessing information (Netto et al. 2007+; Grace et al. 2008++; Khanam &
Costarelli 2008+; Carroll et al. 2002 +), as well as accessing activities and shopping
facilities outside the neighbourhood (Grace et al. 2008++).

There was evidence from one interview study that some South Asians consider that
nothing can be done to prevent diabetes if there is already a family history (Darr et al.
2008+).
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Evidence statement 2.7: Understanding

a) Knowledge

There was evidence from three focus group studies that knowledge regarding risk
factors is at a high level in South Asian communities (Grace et al. 2008++; Lawrence
et al. 2007++; Netto et al. 2007+). However, evidence from one focus group study of
predominantly male Somali participants suggested a low level of knowledge
(McEwen et al. 2009+). When knowledge levels were high, there was evidence from
two focus group studies that this does not always translate to practice in terms of
healthy lifestyle (Lawrence et al. 2007++; Netto et al. 2007+). However, evidence
from one focus group study suggested that one way to resist restrictive practices is
through education (Grace et al. 2008 ++).

b) Information

Evidence from one focus group study suggested that South Asian people in the UK
would appreciate increased information on risk factors, advice and encouragement in

order to motivate and sustain behaviour change (Netto et al. 2007+).

There was evidence from one focus group study that information and advice
regarding physical activity came mainly from the media, role models, family and
friends, the medical establishment (mainly hospitals) and to a limited degree, fithess
campaigns (Rai & Finch 1997+).

¢) Language

There was evidence from one guided interview study, two focus group studies and
one qualitative evaluation that a limited command of the English language is a barrier
to accessing information (Grace et al. 2008++; Khanam & Costarelli 2008+; Netto et
al. 2007; Carroll et al. 2002 +), as well as activities and shopping facilities outside the
neighbourhood (Grace et al. 2008++).
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Evidence statement 2.8: Access and affordability

For South Asian and African populations within the UK, and especially first
generation migrants, there was evidence from three focus group studies that
traditional fresh foods are not readily available locally and are expensive (Grace et al.
2008++; Lawrence et al. 2007++; McEwen et al. 2008+). There is therefore more

reliance on local food provision and physical activity facilities.

Evidence from one focus group study showed that older people are less willing to
travel beyond the immediate neighbourhood for food (Grace et al. 2008++) due to
language barriers and fears for their safety. There is evidence from one focus group
study that the price of food is more of an issue for older people (Lawrence et al.
2007++).

There was evidence from one mixed method evaluation and one qualitative
evaluation that distance from physical activity facilities, lack of transport, fear of
walking alone, having conflicting family commitments (Williams & Sultan 1999 +,
Carroll et al. 2002 +), not being able or willing to walk, ill health and cold weather
(Williams & Sultan 1999 +) were barriers to attending a healthy eating and physical
activity group. Having to travel to venues incurred extra costs even if physical
exercise was on prescription, as for some South Asian women even a small financial

contribution was reported as a barrier (Carroll et al. 2002).
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Evidence statement 2.9: Social norms and traditions

a) Diet

There was evidence from four focus group studies that traditional South Asian
cooking is associated with a high usage of fat, particularly during special occasions
which occur frequently (Rai & Finch 1997+; Grace et al. 2008++; Lawrence et al.
2007++; Netto et al. 2007+) and that there is resistance to change such traditions.
This was particularly difficult for Indian men who wished to control their diet within a

close-knit community where social events were common (Netto et al. 2007+).

Evidence from one focus group study showed that Somali cooking is associated with
high meat and low fruit and vegetable content (McEwen et al. 2009+) and again there
is resistance to change. These traditions are part of cultural identity and symbolic of

prosperity and hospitality.

Evidence from two focus group studies suggested that consumption of take-away
food is common in second generation South Asian males and females as a change
from traditional fare (Grace et al. 2008++). Similarly, takeaway meals were commonly

used by Somalian males, particularly those living alone (McEwen et al. 2009+)

Some South Asian women are beginning to cook in more healthy ways. There were
suggestions from one focus group study that learning to cook traditional food in
healthy ways may be beneficial to South Asian groups (Netto et al. 2007+). Women
from Zimbabwe were not used to cooking for themselves as in Africa maids had done
the cooking; having to cook in the UK was seen as time consuming (Lawrence et al.
2007++).

b) Physical activity

There was evidence from two interview studies, four focus group studies and one
gualitative evaluation that in South Asian groups, physical activity was perceived as a
part of normal life and that there was little time for formal or ‘separate’ sessions, due
to work or childcare commitments (Darr et al. 2008+; Rai & Finch 1997+; Farooqi et
al. 2000+; Grace et al. 2008++; Khanam & Costarelli 2008+; Netto et al. 2007+;
Carroll et al. 2002 +). In particular, women were expected to stay home and look
after children rather than enrol the help of others (Grace et al. 2008++). Older
participants perceived that vigorous physical activity was unnecessary in the context

of advancing age and that keeping active and mobile was preferable (Darr et al.
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2008+).

There was evidence from one focus group study of variation in views of South Asian
and black participants regarding the appropriate level of physical activity required to
obtain benefits (Rai & Finch 1997+), depending on own level of activity. There was
evidence from the same focus group study of the view among South Asian
participants that partaking in physical activity could compensate for unhealthy eating
or smoking (Rai & Finch 1997+).

Evidence from two interview studies, three focus group studies and one qualitative
evaluation suggests that vigorous activity such as aerobics was not acceptable to
some South Asian patrticipants, particularly females, for whom modesty and single
sex classes were important considerations (Darr et al. 2008+; Rai & Finch 1997+;
Grace et al. 2008++; Farooqi et al. 2000+; Khanam & Costarelli 2008+; Carroll et al.
2002 +). For some young people, however, going to the gym created a means of
filling time, escape from social conditions and keeping up with fashion trends (Rai &
Finch 1997+). There was evidence from one focus group study of the view among
South Asian participants that partaking in physical activity could compensate for
unhealthy eating or smoking (Rai & Finch 1997+).

There was also evidence from one focus group study that encouraging sweating was
important to some South Asians (Rai & Finch 1997+). Evidence from one focus
group study and one guided interview study suggested that swimming and slow
walking were preferred ways to remain active (Rai & Finch 1997+; Khanam &
Costarelli 2008+).

There is evidence from one focus group study of a ‘complex value hierarchy’ in that
the notion of perceived shame associated with choosing healthier options such as
low fat in cooking, and particular physical activities that involve certain dress codes
were seen as more important than the benefits of a healthy lifestyle (Grace et al.
2008++). In addition, as in white communities, support from families can act as a
facilitator (if the new behaviour is integrated with the sense of self and one’s own
values without the control of others) or a barrier to changing health related

behaviours (Grace et al. 2008++).
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Evidence statement 2.10: Body image

There was evidence from five good quality qualitative studies (three focus group and
two interview studies) that body image expectations vary according to background
culture and often differ from those currently popular within the UK (Darr et al. 2008+;
Grace et al. 2008++; Lawrence et al. 2007++; Khanam & Costarelli 2008+; Netto et
al. 2007+).

Body size can be positively or negatively associated with health and attractiveness,
and attempting to reach an ideal body size can be a strong motivator for behaviour
change (Lawrence et al. 2007++). Only 64% of overweight / obese Bangladeshi
women classed themselves as overweight (Khanam & Costarelli 2008+). There was
evidence from one interview study that weight management was more important for
South Asian males than females (Darr et al. 2008+), and for young South Asian and
black females in a focus group study (Rai & Finch 1997+).

Evidence was found for an association between overweight and prosperity in one
focus group study with Indian, Pakistani and Indian participants. Changing dietary
and physical activity patterns in old age was perceived as potentially weakening
(Netto et al. 2007+).

Having the ‘right’ body size was influenced by the media as well as some male views,
and was important for attracting a partner for young South Asian and black females
in one focus group study (Rai & Finch 1997+).

In one focus group study body size was found to be a stronger motivator for healthy

behaviour changes than health issues (Lawrence et al. 2007++).

2.5.4 Applicability

All the above studies were carried out within the UK, therefore applicability is
relatively high. It must be recognised however that age, generation, socio-economic

and cultural differences exist within BME groups in the UK.

2.6 Discussion

The dearth of evidence for effectiveness and lack of evidence for cost-effectiveness
in regard to interventions targeted at BME groups suggests that activities carried out

within the UK in order to encourage behaviour change in these groups may be
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fragmented and / or unreported. One evaluation study suggested that women who
attend a healthy eating and physical activity group meeting once weekly for 14 weeks
is effective in reducing the body weight and BMI of those attending both from the
initial visit to the last visit and from the initial visit to 17 months post-intervention,
although these findings must be interpreted with caution. Twelve qualitative studies
of good to very good quality suggested that cultural beliefs and practices were often
a barrier to lifestyle change in terms of dietary and physical activity practices, and
though there are commonalities, such beliefs and practices differ across groups.
Commonalities between the barriers to behaviour change in these groups and low
income groups include family preferences for traditional or non-healthy food, and a

lack of knowledge regarding the preparation of healthy food.

For BME groups in particular, identities formed in the homeland remain a strong
influence on physical activity and dietary practices while living in the UK, particularly
among older generations. This can be both a facilitator (e.g. fresh food preparation)
and a barrier (e.g. high fat cooking, low fruit and vegetable consumption, reluctance
towards vigorous physical activity, lack of time due to family and work commitments)
to good health. Younger generations who grew up in the UK appear to be adapting
more to UK culture. However, this presents potential barriers to their health
promotion such as a higher level of fast food consumption. Facilitators include
education that raises awareness of health issues and ways to resist barriers in

culturally sensitive ways.

The findings of this review have many implications for health behaviour change
intervention among BME populations. Islamic religious leaders are keen to overcome
barriers presented by misinterpretations of religious teachings by emphasising that in
Islam looking after one’s mind and body is important. There is therefore an
opportunity for leaders to disseminate health promotion messages that relate to
particular groups and that are acceptable within religious teachings. There is also
scope for groups to maintain their identity while leading a healthy lifestyle, but there
is evidence that interventions that are sensitive to individual cultures, including the
use of local amenities that increase access might be more acceptable to users. This
may include the recruitment of staff fluent in the languages of target groups and

knowledgeable about the local culture.

No relevant data for cost-effectiveness were found for the assessed interventions.
Health economic issues will therefore be considered within the forthcoming Modelling
Report. Further well-reported primary research is required that evaluates, with

adequate follow-up, the outcomes of population level preventive interventions.
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3. INTRODUCTION

3.1 Aims and objectives

The National Institute for Health and Clinical Excellence has been asked by the
Department of Health to develop public health guidance on the prevention of type 2
diabetes among high-risk groups. The referral is divided into 2 separate pieces of
guidance. The first will address the prevention of pre-diabetes (raised and impaired
glucose levels) in populations and communities of high risk adults aged 18-74 using
determinants of health such as creating an environment supportive of behaviour
change. The second piece of guidance will address how to prevent the progression
of pre-diabetes to type 2 diabetes at the individual level. As the aims of preventing
pre-diabetes overlap with those of CHD prevention in terms of improving dietary and
physical activity outcomes, a broad approach to inclusion is made in assessing

potential evidence.

Rationale for review focus

The focus of this review is to synthesise evidence for the effectiveness of
interventions to change diet and increase physical activity, specifically from studies
conducted in black and minority ethnic (BME) populations in the UK. The rationale for
this focus can be found in the NICE Public Health Guidance issued in 2007 on
“Behaviour change at population, community and individual level” which emphasises
the need to tailor interventions to individual and community characteristics rather
than assuming that behaviour change interventions that have been effective in one
population can be replicated in other populations without adaptation or consideration

of local barriers to (or facilitators of) intervention implementation and effectiveness.

While the wider evidence-base in relation to behaviour change and obesity
prevention, summarised within previous public health and clinical guidance from
NICE, will also be directly relevant to diabetes prevention, this review addresses a
specific area of uncertainty around the effectiveness, acceptability and feasibility of
interventions implemented in BME communities with the objective of changing diet or

increasing physical activity.

This implies an underlying assumption that, even though these interventions have not
been explicitly designed to reduce risk of diabetes, any intervention that has
effectively changed diets or increased activity levels in UK BME populations will be
relevant to diabetes prevention in similar populations at high risk of diabetes. A

previous review has considered interventions with the objective of changing diet or
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increasing physical activity in socio-economically deprived UK communities with a

similar rationale.

The evidence for a causal link between these behaviour changes and potential
reductions in diabetes risk is relatively well established and comes from international
trials of behaviour change interventions in individuals at high risk of diabetes.
Evidence from diabetes prevention RCTs in populations with pre-diabetes has
confirmed that behaviour change is causally associated with a reduction in diabetes
incidence (Li et al. 2008; Lindstrom et al. 2006). Additional evidence from major
cohort studies such as the EPIC study confirms consistent associations between diet
and physical activity and diabetes risk in the general population (Simmons et al.
2006). There is still a lack of direct evidence for interventions that can effectively
prevent pre-diabetes in high risk populations, hence the need to extrapolate from
evidence on intermediate outcomes including behaviour change and BMI (Alberti et
al. 2007).

It is recognised that the term ‘pre-diabetes’ is not ideal, as not everyone with raised
or impaired blood glucose levels will go on to develop type 2 diabetes. However, the
term ‘pre-diabetes’ has been chosen because of its widespread use and recognition
by a broad range of stakeholder groups, and because of the lack of consensus on a
suitable alternative.

Within this first piece of guidance, three reviews will be carried out that each focus on
a particular high risk population within the UK. This review focuses on prevention of
pre-diabetes in adults from BME groups, including first-, second- and subsequent
generations of people of South Asian (e.g. Indian, Pakistani, Bangladeshi), African
and Caribbean origin. The first review focused on adults from low socio-economic
groups, and the third will assess interventions that impact upon health professionals
and services. The relationship between ethnicity and socio-economic status is not
always clear-cut and thus low-SES and BME groups are not always mutually
exclusive (Davey-Smith, 2000). Therefore some studies may be included in both the

first and second review.

Research questions:

What interventions encourage dietary and physical activity behaviour changes
needed to prevent pre-diabetes in black and minority ethnic communities? Are
identified interventions cost-effective? What factors influence their uptake and

effectiveness?
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The following will be identified according to available evidence:

Population and community level interventions to change and sustain knowledge
levels, attitudes and behaviour relating to diet, weight management and physical

activity among adults from BME groups.

Cultural and social barriers and facilitators to awareness raising and behaviour

change among the population under question.

Interventions

The following section describes the types of intervention that were assessed within
the review, and the context in which the interventions were considered. Specific
types of intervention were not pre-defined prior to searching or sifting; rather,
interventions with aims that addressed the research question and met the inclusion
criteria were considered. It should be noted that no research was identified that

assessed the effectiveness of an intervention.
Raising awareness of risk factors for developing pre-diabetes

Methods of increasing levels of knowledge of the risk of developing pre-diabetes and
how to prevent this happening, e.g. health promotion campaigns (mass media,
localised advertising, social marketing), community outreach work (e.g. group

teaching in places of worship; leaflet dropping etc).
Interventions to promote healthy eating/ weight management

How to reach, engage and promote healthy eating/weight management among BME
groups, e.g. tailored/targeted dietary advice, education and support to review/self
assess their weight/Body Mass Index (BMI); changes to legislation/policy e.g. food
labelling; environmental changes; use of technologies; improving access to

resources.
Interventions to promote physical activity

How to reach, engage and promote physical activity among adults from BME groups,
e.g. tailored/targeted physical activity advice and education; changes to
legislation/policy; environmental changes; use of technologies; improving access to

resources.

Interventions are to be considered in the context of:
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Universal delivery to the whole population, and the evidence about what impact those

interventions have had on BME groups.

Tailored or designed interventions specifically for implementation with adults from

BME groups, and whether they could be delivered on a wider scale.

How the effectiveness and cost-effectiveness of interventions varies according to the

following:
a) Whether the intervention is based on an underlying theory or conceptual model.

b) Diversity of the population (e.g. in terms of the user’s age, gender,
religion/ethnicity or socio-economic group) for whom the intervention is designed.

c¢) Status of the person (or organisation) delivering the intervention and the way it is

delivered.

d) Frequency, length and duration, media format, where the intervention takes place,

whether it is individual or group based and whether it is transferable to other settings.
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4. BACKGROUND

4.1 Description of the health problem

The NICE scope (2009b), which sets out what the guidance will and will not cover,
highlights that every year, 100,000 people in the UK are diagnosed with type 2
diabetes and many more may have the condition (Diabetes UK 2006). It can lead to
long-term complications including micro- and macrovascular diseases such as eye
problems, kidney disease, foot ulcers and cardiovascular disease. Between 33% and
66% of people with pre-diabetes — raised or impaired blood glucose levels — will go
on to develop type 2 diabetes over a period of 3—6 years (Diabetes Prevention
Programme Research Group 2002; Lindstrom et al. 2003; Pan et al. 1997;
Ramachandran et al. 2006). During that time they may also be at increased risk of
coronary heart disease (Waugh 2007).

An individual’s risk factors for pre-diabetes include: obesity (a body mass index [BMI]
of more than 25 kg/m?); a high waist circumference measurement (more than 80 cm
in women and 94 cm in men); a sedentary lifestyle; a close family history of type 2
diabetes; a history of gestational diabetes in women; and being older than 40 (or
older than 25 for some black and minority ethnic groups). In addition, certain groups
of people are at greater overall risk of developing pre-diabetes, for example people of
South Asian, African—Caribbean and black African descent. The prevalence of
diagnosed diabetes (the majority of cases of which are accounted for by type 2
diabetes) is nearly four times greater in Bangladeshi men and almost three times
greater in Pakistani and Indian men, more than five times greater in Pakistani
women, three times greater in Bangladeshi and Black Caribbean women and two
and a half times greater in Indian women, compared with the general population of
England, adjusted for age (The Information Centre 2006). With rates of obesity on
the increase and the population becoming more sedentary (The Health and Social
Care Information Centre 2009) type 2 diabetes (and pre-diabetes) is becoming more

prevalent.

For most people, both pre-diabetes and type 2 diabetes can be prevented by
maintaining a healthy weight, improving dietary intake and being physically active.
However, many people are unaware that they are at risk — and of the extent to which
changes to their lifestyles can help prevent the onset of type 2 diabetes (Model
Group 2007).
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In addition to the personal cost to individuals, families and communities, diabetes is
estimated to account for at least 5% of UK healthcare expenditure. Up to 10% of
hospital budgets are used for the care of people with the condition — drug costs alone
for people with type 2 diabetes have been estimated to account for about 7% of the
total NHS drugs budget (Waugh et al. 2007). Preventing pre-diabetes among groups
at high risk of developing type 2 diabetes could help save some of these NHS

resources.

In 2007, 60% of primary care trusts (PCTs) had programmes in place to raise public
awareness of the risk factors for diabetes and 37% were raising awareness of its
signs and symptoms. Only 42% had assessed the needs of their population in
relation to diabetes and less than 40% had developed a diabetes strategy (Innove
2008).

4.2 Remit of the assessment

A mapping review was carried out in order to assess the breadth of literature relevant
to the overall research question. Searches showed that the quantity of literature from
international studies was copious, therefore inclusion of such a large body of work
would not be feasible within the resources available. In addition, much of the work
carried out outside the UK is not transferable to UK minority ethnic populations and
services. Only UK based literature was therefore included in the searches. The next
sections detail the inclusion and exclusion criteria as described within the scope

document.

4.2.1 Groups that will be covered

Adults (aged 18—74) with one or more of the following individual risk factors:

e Family history of type 2 diabetes

e History of gestational diabetes

e BMI of 25 kg/m? or above

¢ High waist circumference above 80 cm (for women) or 94 cm (for men).
Groups of adults at greater risk of pre-diabetes including:

e People of south Asian, African—Caribbean or black African descent (to be

assessed in this review)
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e People from a lower socioeconomic group (assessed in a previous review).

4.2.2 Groups that will not be covered

e People who have already been diagnosed with IFG or IGT (the second piece
of NICE guidance on preventing type 2 diabetes will consider this group)

o People with diabetes.

e Children and young people aged under 18.
e Adults older than 74.

e Pregnant women.

¢ Adults with other medical conditions who have been prescribed medication
that may increase the risk of type 2 diabetes (e.g. steroids).

The guidance will apply to all high-risk groups within the general population.

4.2.3 Activities/interventions that will be covered

Ways of helping high-risk groups improve their diet, increase their physical activity
levels and reach or maintain a healthy weight, to include:

Work with high risk populations

a) Awareness-raising among high-risk groups of the factors that can lead to pre-
diabetes. This may include mass-media campaigns, advertising and social
marketing. In addition, it may include community outreach work (for example, in
places of worship), use of community leaders to disseminate health promotion
messages and the use of culturally appropriate educational materials. It may also
include integrated health promotion programmes which could contain several or all of

these activities.

b) Methods used to ensure interventions are culturally sensitive and appropriate for
groups at high risk of pre-diabetes. These would include getting these groups
involved in both the planning and delivery of the intervention, as well as participating

in health-promoting activities.

4.2.4 Activities/interventions that will not be covered

e Population-level screening to identify pre-diabetes.
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Diagnostic testing to identify pre-diabetes.

BMI and waist circumference cut-off points used to assess risk in minority
ethnic groups (this is covered in the NICE guideline on the prevention and

management of obesity).

Interventions to prevent the progression from diagnosed pre-diabetes to type

2 diabetes (this will be addressed by the second piece of guidance).

Treatment and management of diagnosed type 1 and type 2 diabetes (this is

the subject of previously published NICE guidance).
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5. METHODS

51 Methods for identification of evidence

A systematic review of the effectiveness of interventions, and barriers/facilitators to
implementation of interventions for prevention of pre-diabetes was undertaken
according to the general principles recommended in the methods guide for
development of NICE public health guidance (2009a). Methods followed the

development of a review protocol and search protocol and are detailed below.

5.1.1 Search Strategy

The standard NICE Methods, as outlined in the Methods for the Development of
NICE Public Health Guidance (2009a) were used to guide the development of the
search methods. The aim of the search strategy was to retrieve a manageable
number of relevant records to inform the development of the mapping review, views

review, effectiveness and cost effectiveness reviews and the economic model.

An initial search strategy, limited to UK literature, was developed for the mapping
review. This search was supplemented by additional searches for the views and

effectiveness reviews as well as the economic model, in order to ensure that the

review topic was fully explored as the reviews progressed. The search strategies
were developed in conjunction with NICE Information Specialists.

A targeted approach to the identification of further UK-based evidence was taken.
Instead of aiming to identify the relevant literature for a specific question using one
search, we adopted an emergent approach which attempts to identify key literature.
This literature was then explored in order to inform further retrieval by the

identification of useful keywords/index terms.

The search strategy and key literature identified for the mapping review formed the
basis of the search strategies for the review questions. An initial strategy was
generated by identifying free text and MeSH terms from studies identified through the
mapping review as being relevant to the review questions. Iterations were then

repeated as new concepts were identified, within the time frame of the study.

The questions to be addressed in the reviews have differing existing evidence bases.
Therefore, decisions on the type of evidence (e.g. RCTs, observational) to be used in
the reviews were made through an iterative searching process that allows decisions

to be made based on the available evidence. Details of search terms and types of
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evidence used were made available to members of the NICE Programme
Development Group (PDG) for comment and to provide an opportunity to alert the

assessment team to any additional key pieces or sources of evidence.

The searches were limited to English Language, 1990-current and human studies. A
UK filter was applied to all the searches in order to limit the evidence to that which is
directly applicable and therefore relevant; in particular to NHS services, the
circumstances of low socioeconomic groups and, for the subsequent second review,
UK BME groups. High risk groups resident in the UK differ in their cultural
experiences from those in, for example, the US and Australia. As this guidance is
concerned with accessing specific populations and the influences of their contextual
backgrounds, UK based research was deemed more applicable.

A thorough audit trail of the search process was maintained; this includes all
searches, number of results and number of relevant references identified. This

process ensures that the search process is transparent, systematic and replicable.

In addition to the database searching, additional searches were undertaken in
specialist websites and grey literature sources in order to identify evidence not
indexed in the bibliographic databases. Key authors were also identified and
searched for in Medline (via OVID SP), Cumulative index to nursing and allied health
literature, (Cinahl, via EBSCO) and Scopus (via Elsevier), in order to interrogate
medical, nursing and interdisciplinary data sources. The SCHARR team also
conducted reference and citation searching for those studies identified for inclusion in
the reviews using Web of Science (via Thomson ISI), Scopus (via Elsevier) and

Google Scholar.

The mapping review search strategy was used to search specific economic
databases: NHS Economic Evaluation Database (via Wiley) and EconLit (via OVID
SP). The Public Health Interventions Cost Effectiveness Database (PHICED) which
is part of the National Library for Public Health was also searched using the limits of
public health area: obesity or physical activity.

Two additional searches were undertaken in response to a request from the PDG.
The searches were: a search for population level interventions on financial incentives
or disincentives for healthy eating or physical activity and a search for intake of
specific dietary elements, for example soluble fibre, by people from low
socioeconomic groups. These additional searches were undertaken in Cinahl, (via
EBSCO), Medline (via OvidSP) and PsycINFO (via OvidSP).
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The mapping review was made available to members of the PDG and they will have
access to this review. Following scrutiny, it is possible that additional papers will be

suggested by PDG members.

An overview of evidence sources are below, with detailed information including

location of websites and sample search strategies presented in Appendix 3.

List of Databases Searched for Review One and Two

Medline via OVID SP

Embase via OVID SP

CINAHL via EBSCO

British Nursing Index via OVID SP

The Cochrane Library via Wiley

Science Citation Index via Thomson ISI
Social Science Citation Index via Thomson ISI
PsycINFO via OVID SP

Selected EPPI Centre Databases

Additional Sources Searched for Review One and Two

Grey Literature: British Library Integrated Catalogue, Conference Papers Index,

Medical Research Council and Economic and Social Research Council.

Websites: Association of Public Health Observatories, NHS Evidence: National

Library for Public Health, Joseph Rowntree Foundation, Diabetes UK

Other sources: Scopus (via Elsevier), Web of Science (via Thomson ISI), NHS
Economic Evaluation Database (NHS EED via Wiley), EconLit (via Ovid SP),

The Public Health Interventions Cost Effectiveness Database (PHICED), Google

Scholar

51 Methods for identification of evidence

A systematic review of the effectiveness of interventions, and barriers/facilitators to

implementation of interventions for prevention of pre-diabetes was undertaken
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according to the general principles recommended in the methods guide for
development of NICE public health guidance (2009a). Methods followed the
development of a review protocol and search protocol and are detailed below.

5.1.1 Search Strategy

The standard NICE Methods, as outlined in the Methods for the Development of
NICE Public Health Guidance (2009a) were used to guide the development of the
search methods. The aim of the search strategies was to retrieve a manageable
number of relevant records to inform the review, views review, effectiveness and cost

effectiveness reviews and the economic model.

An initial search strategy, limited to UK literature, was created to develop the
mapping review and then the mapping review findings allowed further development
of the search strategy for this review. It was clear from mapping review findings that
effectiveness literature in this area was limited. The mapping review search was
supplemented by additional searches for the views and effectiveness reviews as well
as the economic model, in order to ensure that the review topic was fully explored as
the reviews progressed. The search strategies were developed in conjunction with

NICE Information Specialists.

A targeted approach to the identification of further UK-based evidence was taken.
Instead of aiming to identify the relevant literature for a specific question using one
search, we adopted an emergent approach which attempts to identify key literature.
This literature was then explored in order to inform further retrieval by the

identification of useful keywords/index terms.

The search strategy and key literature identified for the mapping review formed the
basis of the search strategies for the review questions. An initial strategy was
generated by identifying free text and MeSH terms from studies identified through the
mapping review as being relevant to the review questions. Iterations were then

repeated as new concepts were identified, within the time frame of the study.

The questions to be addressed in the reviews have differing existing evidence bases.
Therefore, decisions on the type of evidence (e.g. RCTs, observational) to be used in
the reviews were made through an iterative searching process that allows decisions
to be made based on the available evidence. No studies were excluded on the basis
of study design. Details of search terms and types of evidence used were made

available to members of the Programme Development Group for comment and to
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provide an opportunity to alert the assessment team to any additional key pieces or

sources of evidence.

The searches were limited to English Language, 1990-2009 and human studies. A
UK filter was applied to all the searches in order to limit the evidence to that which is
directly applicable and therefore relevant; in particular to NHS services, the
circumstances of low socioeconomic groups for the first review and UK BME groups
for the present review. High risk groups resident in the UK differ in their cultural
experiences from those in, for example, the US and Australia. As this guidance is
concerned with accessing specific populations and the influences of their contextual
backgrounds, UK based research was deemed more applicable.

A thorough audit trail of the search process was maintained; this includes all
searches, number of results and number of relevant references identified. This

process ensures that the search process is transparent, systematic and replicable.

In addition to the database searching, additional searches were undertaken in
specialist websites and grey literature sources in order to identify evidence not
indexed in the bibliographic databases. The information specialist at SCHARR
worked in conjunction with the review team to identify key authors and search for

them in selected databases.

5.2 Study selection

All of the retrieved UK based literature was screened by one of three reviewers (MJ,
EEH, and RJ) and double-checked by one other reviewer at title and abstract level
for relevance, and those relevant were taken through to full paper appraisal (see
section 5.4 for full process details). This was an emergent, iterative process,
involving the information specialist, systematic reviewer, modeller and topic
specialist. Searching for evidence to inform both the qualitative and quantitative

elements of the systematic review and the models was carried out concurrently.

In the case of identifying barriers and facilitators to programme success, priority was
given to evidence which can be linked to programmes for which there is effectiveness
data. This allows identified barriers and facilitators to be linked to actual success,
rather than being speculative, thereby improving both the link between quantitative

and qualitative research in the reviews, and providing greater validity for the findings.

However, such evidence also addresses more general cultural influences on lifestyle

behaviour (i.e. not in the context of an intervention). In this case, given the potentially
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large body of related but independent views studies, UK based studies that utilise
gualitative methods, for example interviews or focus groups, were scrutinised to elicit
relevant views relating to barriers and facilitators. Themes were identified from this
literature, and synthesised. Quantitative data from, for example, survey studies that
address barriers and facilitators were utilised in the absence of qualitative information
for particular populations/activities. Figure 1 shows that from a large initial body of
literature generated from the searches, a limited amount of UK papers fulfilled the
inclusion criteria for review 2. Grey literature searches did not produce evaluations of

the projects and programmes described.
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Figure 1: Flow chart of paper selection
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5.3 Data Extraction

Data were extracted with no blinding to authors or journal by one of two reviewers
(MJ, EEH) using a standardised form. As highlighted in the Cochrane Collaboration
guidelines for systematic reviews of health promotion and public health interventions,
extraction forms should be developed for each review in order to make them relevant
to the information that is required. The forms for extracting qualitative data were
based on the example forms presented within the methods guide for development of
NICE public health guidance (2009a). The forms were piloted on two randomly
selected views studies in order to confirm appropriateness for use. Information
relating to the review question, study design, outcomes and conclusions were
collated. The data extracted for effectiveness evidence included information relating
to the intervention under study, hamely objectives, content, intervener, duration,
adherence, mode of delivery and population. Data extracted for evidence of barriers
and facilitators to effectiveness, or views of included activities included information
relating to the activity under study, population, views on acceptability, accessibility,
information given and retained, as well as any influences on these factors. Data
extracted by each reviewer was checked by a second reviewer (MJ or SB) to ensure
reliability. Any studies giving rise to uncertainty were reviewed independently by a
third reviewer (in this case there were none), and discrepancies, for example where
studies were not clearly reported, were resolved by discussion. Findings are

presented in section 6, with related evidence tables in Appendix 6.

5.4 Quality assessment

The quality of included studies was assessed by one of two reviewers (MJ, EEH); all
quality assessments were double checked by a reviewer not involved in the initial
assessment (MJ, EEH, SB). Quality criteria were based on those developed for the
methods guide for development of NICE public health guidance (2009a). The
purpose of such quality assessment is to provide a narrative account of study quality
for the reader, in order to inform judgements on the strength of the evidence
presented. Within the methods guide (2009a), it is recommended that studies are
categorised according to study type and methodological rigour and quality
(categories ++, + or -) in order to provide a clear representation of type of evidence
(See Table 1).
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While it is noted that criteria may not be judged as having equal value in quality
assessment, in the interests of consistency, a subjective cut-off score of 9 criteria
fulfilled has been applied for studies rated as ++. Preliminary quality assessment
ratings are presented. Quality assessment is confirmed by a second reviewer in

order to minimise any potential bias.

Table 1: Study quality

Grade | Criteria

++ All or most of the criteria have been fulfilled. Where they have not been

fulfilled the conclusions are thought very unlikely to alter.

+ Some of the criteria have been fulfilled. Those criteria that have not been

- Few or no criteria have been fulfilled. The conclusions of the study are
thought likely or very likely to alter.

The checklist for quantitative studies contained the following items:

Is the source population or source area well described?
. Is the eligible population or area representative of the source population or area?
. Do the selected participants or areas represent the eligible population or area?
. How was selection bias minimised?

. Were interventions (and comparisons) well described and appropriate?

. Was the allocation concealed?

. Were participants and/or investigators blind to exposure and comparison?

. Was the exposure to intervention and comparison adequate?

© 00 N OO O b W DN

. Was contamination acceptably low?

10. Where the other interventions similar in both groups?

11. Were all participants accounted for at study conclusion?

12. Did the setting reflect usual UK practice?

13 Did the intervention or control comparison reflect usual practice?
14. Were outcomes measures reliable?

15. Were all outcome measurements complete?

16. Were all the important outcomes assessed?

17. Were all outcomes relevant?

fulfilled or adequately described are thought unlikely to alter the conclusions.




18. Were there similar follow up times in exposure and comparison groups?

19. Was follow-up time meaningful?

20. Were exposure and comparison groups similar at baseline?

21. Was intention to treat (ITT) analysis conducted?

22. Was the study sufficiently powered to detect an intervention effect (if one exists)?
23. Were the estimates of effect size given or calculable?

24. Were the analytical methods appropriate?

25. Was the precision of intervention effects given or calculable? Were they
meaningful?

26. Are the study results internally valid (i.e. unbiased)?

27. Are the findings generalisable to the source population (i.e. externally valid)?

The checklist for qualitative studies contained the following items:

. Is a qualitative approach appropriate?

. Is the study clear in what it seeks to do?

. How defensible/rigorous is the research methodology?
. How well was the data collection carried out?

. Is the role of the researcher clearly described?

. Is the context clearly described?

. Were the methods reliable?

. Is the data analysis sufficiently rigorous?

. Is the data ‘rich’?

10. Is the analysis reliable?

© 00 N O O b~ W DN PP

11. Are the findings convincing?

12. Are the findings relevant to the aims of the study?

13. Conclusions:

a) How clear are the links between data, interpretation and conclusions?
b) Is there adequate discussion of any limitations encountered?

14. How clear and coherent is the reporting of ethics?

Each of these aspects was then considered and a rating of ++, + or — was assigned
to each, with a summary rating for internal and external validity using the scale

below.

5.5 Data analysis and synthesis

A synthesis of available evidence is presented in Section 6. Data synthesis was

informed by the methods advocated by NICE public health guidance (2009a). Pre-

39



specified outcomes are tabulated in evidence tables and presented within a
preliminary narrative synthesis. As only one study was identified examining the
effectiveness of an intervention with the potential to prevent pre-diabetes or address
the risk factors that put people at risk of developing pre-diabetes among BME
groups, a basic narrative summary was undertaken of the effectiveness literature.

Views literature was synthesised in terms of key themes reported in the literature.
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6. RESULTS

The following section presents findings from available evidence that addresses the

guestions:

What interventions encourage dietary and physical activity behaviour changes
needed to prevent pre-diabetes in black and minority ethnic communities; what

are the barriers and facilitators to their uptake?

Only one study was found that examined the effectiveness of community
interventions to encourage behaviour change (e.g. diet and/or physical activity) on
outcomes that relate to the prevention of pre-diabetes among BME groups.

Therefore, this review largely focuses on addressing the second review question.

6.1 Quality Assessment

The general quality of the thirteen included studies (three of which were evaluations)
when assessed using criteria set out in the checklists and guidance provided in the
NICE CPHE Methods Manual (National Institute for Health and Clinical Excellence
2009a), was good. Two qualitative studies were rated as ++, one study was rated —
for effectiveness and + for views; ten qualitative studies were rated +. See Appendix

4 for table of quality assessments.

6.1.1 Limitations to quality

Main limitations to quality were lack of detail in the description of methods. Some
papers had only partial relevance to the research question. There was generally a
lack of reflexivity in terms of discussing how the research might have been affected

by the researcher(s).

6.2 Findings

6.2.1 Effectiveness

Only one study was identified that examined the effectiveness on a community
intervention to encourage behaviour change among BME groups; a case series rated
as — for study quality for this review (Williams & Sultan 1999). This study investigated
the effectiveness (and acceptability) of a 14-week Asian women’s healthy eating and
physical activity group in Trafford, Manchester. The group was set up following a

health needs assessment with the local Asian community in Trafford. Women were
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recruited into this intervention through a well-established local women’s group
(mainly attended by Asian women) dealing with health issues, held by a health visitor
and link worker (with no detail recruitment reported). Overweight or obese Asian
women were targeted for the intervention. Each session started with an opportunity
for women to be weighed and discuss their individual progress and was then followed
by 45 minutes of low-impact stretch and tone to music, led by a fitness instructor.
Three main dietary changes were the focus of healthy eating advice to the women:
increasing fruit and vegetable consumption; reducing the amount of oil and fat used
in cooking; and reducing intake of fatty and foods high in sugar. The link worker (from
the existing local well-established women’s group dealing with health issues) was
available at the group to interpret the range of Asian languages spoken and to give
general support and encouragement to the women and reassure them that the group
would be run in a culturally appropriate way.

The authors recorded the women’s attendance at the group. Out of the 15 women
who participated in the group, no women attended all 14 sessions. One attended 11,
one attended 10, one attended seven sessions, three attended six sessions, one
attended five sessions, two attended four sessions, one attended three sessions and
three women attended two sessions. The mean number of sessions attended
(calculated) was five sessions.

Data were reported for 13 of the 15 women attending the group. The two remaining
women dropped out due to them both moving away from the area and not being
available. Weight was measured by the dietitian. Body mass index (BMI) was also
calculated but the authors did not report whether height was measured or self-
reported. Data were collected at each woman’s initial visit to the group, last visit to

the group and at 17-month post-intervention follow-up.

The authors reported data by providing raw scores for each participant and reporting
the numbers who lost weight. Ten of the 13 women lost weight during the
intervention with a median weight loss of 2.6kg (range -0.7kg to -10.7kg). Eight
women lost weight from their last visit to the group to the 17-month follow-up
interview with a median of 2.4kg (range -0.4kg to -7.5kg). Eleven women had lost
weight from their initial visit to the group to the 17-month follow-up interview with a

median loss of 3.2kg (range -0.4kg, -8.2kQ).

One of the reviewers (EEH) conducted statistical analysis on the raw data provided

by the authors to determine any statistically significant change in weight and BMI
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throughout the duration of the intervention (using analysis of variance [ANOVA]) and
from the initial visit to the last visit and from the initial visit to 17-month follow-up
(using paired t-tests). See Table 2 for mean weight and BMI across time. Repeated
measures ANOVA revealed a significant reduction in weight across the three time
periods (F2,11=6.00, p=0.017, partial eta?=0.52). Paired samples t-tests revealed a
significant reduction in weight from the initial visit to the last visit to the group (t=2.83,
df=12, p=0.015) and from the initial visit to 17-month follow-up (t=2.68, df=12,
p=0.020). Similarly, repeated measures ANOVA revealed a significant reduction in
BMI across the three time periods (F2,11=6.20, p=0.016, partial eta’=0.53). Paired
samples t-tests revealed a significant reduction in BMI from the initial visit to the last
visit to the group (t=2.83, df=12, p=0.015) and from the initial visit to 17-month follow-
up (t=2.80, df=12, p=0.016).

Table 2: Mean (SD) weight and BMI across the three time points

Time Mean (SD) weight (kg) | Mean (SD) BMI
Initial visit to group 77.31 (15.06) 31.95 (4.81)
Last visit to group 75.01 (16.10) 30.98 (5.25)
17-month follow-up | 74.69 (17.49) 30.82 (5.84)

These findings, however, must be interpreted with caution as the sample was small
and there was no comparison group. Therefore, it is difficult to tell if these women’s
weight and BMI would have significantly decreased across the same time period
without intervention. It is also difficult to ascertain how widely applicable these
findings would be, since little detail on the recruitment of participants to the group
was reported and recruitment appears to have been conducted largely using
convenience sampling and the women sampled were already engaged in a well-
established local women’s group (mainly attended by Asian women) dealing with

health issues.
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Evidence statement 2.1: Effectiveness of a healthy eating and physical activity
group on body weight and body mass index (BMI)

There is some evidence from one case series study to suggest that an Asian
women’s healthy eating and physical activity group meeting once weekly for 14
weeks was effective in reducing the body weight and BMI (mean drop in BMI of 1.13)
of those attending the group both from the initial visit to the last visit and from the
initial visit to 17 months post-intervention (Williams & Sultan 1999 case series-),
although these findings must be interpreted with caution as there was no control

group.

6.2.2 Views studies

The characteristics of the twelve included views studies are displayed in Table 3.
Within the included studies, there was some variation in data collection and analysis,
delivery setting, target population and research question that should be considered
when interpreting the findings. Many studies aimed to investigate knowledge and
perceptions surrounding prevention of ilinesses, including coronary heart disease
(CHD) (Darr et al. 2008; Farooqi et al. 2000; Netto et al. 2007) and diabetes (Grace
et al. 2008), one of which was to inform the future development of interventions
(Netto et al. 2007). A similar amount of studies examined views and beliefs
surrounding healthy choices with relation to diet (Lawrence et al. 2007; McEwen et
al. 2009; Pieroni et al. 2007; Bradby 1997) and physical activity (Rai & Finch, 1997;
Khanam & Costarelli 2008). Four studies evaluated interventions, using the data from
the studies to evaluate the interventions and suggesting ways to make interventions
more suitable for the target population (Khanam & Costarelli 2008; Netto 2007;
Williams & Sultan 1999; Carroll et al. 2002). The interventions examined included a
gym-based GP physical activity-referral scheme in Tower Hamlets, London (Khanam
& Costarelli 2008), community-level intervention to increase access to CHD
prevention services in Edinburgh (Netto et al. 2007), a 14-week Asian women’s
healthy eating and physical activity group in Trafford, Manchester (Williams & Sultan
1999) as well as a range of Exercise on Prescription (EoP) schemes for south Asian
Muslim women (Carroll et al. 2002). One study assessed the health needs of

residents on a Gypsy Traveller site (Kopp 2009).

Target populations also varied considerably, as did delivery setting. Most studies

included people of South Asian origin (Darr et al. 2008; Rai & Finch, 1997; Farooqi et
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al. 2000; Grace et al. 2008; Khanam & Costarelli 2008; Netto et al. 2007; Pieroni et
al. 2007; Williams & Sultan 1999; Carroll et al. 2002), with two studies examining
people of African origin (Rai & Finch, 1997; McEwen et al. 2009), one study
examining people of Caribbean origin (Rai & Finch, 1997) and one study examining
people of South Asian and African origin (Lawrence et al. 2007). Within the studies
examining South Asian origin populations, one study did not specify religion or
country of origin (Williams & Sultan 1999) two studies specified examining
Bangladeshi Muslims (Grace et al. 2008; Khanam & Costarelli 2008), one study
specified examining South Asian people in general, of Muslim, Hindu and Sikh
religion (Farooqi et al. 2000), two studies reported focusing on people of both Indian
and Pakistani origin (Darr et al. 2008; Pieroni et al. 2007), one study focused on
people of both Pakistani and Bangladeshi origin (Lawrence et al. 2007) and two
studies focused on people of Indian, Pakistani and Bangladeshi origin (Rai & Finch,
1997; Netto et al. 2007). One study assessed the health needs of a Gypsy Traveller
community (Kopp 2009).

Three studies were conducted in London (Grace et al. 2008; Khanam & Costarelli
2008; McEwen et al. 2009), one study was conducted in Leicester (Farooqi et al.
2000), one study was conducted in Manchester (Williams & Sultan, 1999) three
studies were conducted in West Yorkshire (Darr et al. 2008; Pieroni et al. 2007; Kopp
2009), one study was conducted in Edinburgh (Netto et al. 2007), one study was
conducted in Glasgow (Bradby 1997), one study was conducted in both Dundee and
the south of England (Lawrence et al. 2007) and two studies were conducted in
different locations in England (Rai & Finch, 1997; Carroll et al. 2002).
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Table 3: Summary of views studies characteristics

Study Participants | Design Delivery setting Target Intervention / Research question
population Control
Bradby N =47 Interviews and Glasgow, UK. Punjabi women; None Exploration of the ways in
1997 + Age range: participant majority born in which young British Asian
20-30 observation. Britain; 33% born on women understand food
All females. subcontinent. and health to be related.
Carroll 137 practices. | Questionnaire and | UK South Asian Muslim | None To find out what schemes
2002 + 58 Leisure interview women. exist and what provision is
Centres. evaluation. made for South Asian
5 EoP Muslim women. To
organisers. undertake case studies of
10 GPs. schemes in which
8 leisure provision is made and to
centre staff. note good practice and
35 South issues arising. To
Asian Muslim undertake and evaluate a
women on the pilot intervention
EoP schemes. programme with special
provision for South Asian
Muslim women.
Darr n=65 Interviews, West Yorkshire, UK Pakistani Muslim, None To compare illness beliefs
2008 (26 males, 19 framework Indian Sikh, Indian of South Asian and
+ females, aged | analysis Hindu (+ European) European patients with
40-82 among patients with CHD CHD about causal
BME groups; attributions and lifestyle
10 males, 10 change.
females, aged
42-83 among
Europeans)
Farooqi n=111 Focus groups (6), | Leicester, UK South Asians aged None To identify key issues
2000 (24 male, 20 thematic/content over 40 years in relating to knowledge of
+ female; aged analysis Leicester, of Muslim, and attitudes to lifestyle
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Study Participants | Design Delivery setting Target Intervention / Research question
population Control
40-72) Hindu and Sikh risk factors lifestyle risk
religion factors for CHD among
South Asians.
Grace n=137 (54 Focus groups (3 Lay, religious and Lay people, Islamic None To understand lay beliefs
2008 males, 83 sequential health service contexts | scholars/ religious and attitudes, religious
++ females; 80 lay | phases), within the Bangladeshi | leaders and health teachings and
people, 29 vignettes, community in Tower professionals within professional perceptions
Islamic thematic analysis, | Hamlets, London, UK the Bangladeshi in relation to diabetes
scholars/ multilevel community in Tower prevention in the
religious theoretical Hamlets, London. Bangladeshi community.
leaders, 28 framework, critical
health fiction technique
professionals)
Khanam n=25 Interview-guided Physical activity Overweight and GP physical activity To investigate the
2008 (all female, questionnaire, no | referral scheme in obese UK referral involving 40- attitudes and beliefs held
+ aged 30-60) detail reported on | London Borough of Bangladeshi women | minute prescribed by overweight and obese
analysis (looks Tower Hamlets, UK physical activity UK Bangladeshi women
like basic thematic sessions three times a | on health and physical
analysis) week, supervised by activity, and explore
professionally trained possible ways of
gym assistants. The increasing physical
gym assistants, whose | activity levels in this group
role was to facilitate
safe use of equipment
and to help them meet
targets set by the GP.
Kopp 2009 | 38 plots; all Needs Council Gypsy Residents on None To understand the health
+ adults invited. | Assessment Traveller site, Council Gypsy and health care needs of

35 interviews. Wakefield UK Traveller site the Gypsy and Traveller
31% lIrish population on Heath
Travellers Common Caravan Site.
69% English

Gypsies
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Study Participants | Design Delivery setting Target Intervention / Research question
population Control
18-24 years
26%
25-34 years
26%
35-44 years
23%
>45 years 25%
Female 89%
Lawrence | n=20 women Focus groups (6), | Community setting in Young women (and | None To explore factors that
2007 (girls were deductive content | Dundee, Scotland and | girls — not reviewed) might affect food choices
++ included in the | analysis south England / of African of girls and young women
study but were Hampshire (Zimbabwean [and of African and South
excluded from Somali — not Asian descent
this review; reviewed due to
overall age of age]) and South
sample 10-35 Asian (Pakistani and
years) Bangladeshi)
descent
McEwen n=62 Focus groups (8 Community Somali community None Understanding the dietary
2009 + (58 male, 12 groups of 6-10) organisation settings in beliefs and eating
female; 18% North London, UK behaviours of Somalis in
aged <30, 52% the UK
aged 30-39,
17% aged 40-
49, 13% aged
>50 years)
Netto n=91 Action research — | Clinic and workshop People from South Khush Dil (‘happy How can service user
2007 (39 men, 52 2 stages of focus | community intervention | Asian (Indian, heart’) Edinburgh. Aim: | perspectives be used to
+ women; 32 groups (55 setting in Edinburgh, Pakistani and to increase develop effective,
Indian, 27 participants in first | UK Bangladeshi) accessibility to CHD culturally focused CHD
Pakistani, 32 round; 36 in communities in prevention services for | prevention interventions
Bangladeshi second round) Edinburgh people from South for South Asian groups?
origin; aged with Bangladeshi Asian communities.
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Study Participants | Design Delivery setting Target Intervention / Research question
population Control
over 16 years) | men and women, Nurse-led community
Indian men and CHD risk clinic;
women and nutrition workshops;
Pakistani men and working with voluntary
women. organisations to
establish healthy
lifestyles initiatives.
Pieroni n=150 (19 in- Semi-structured Local Asian First- and second- None To analyse in depth
2007 depth interviews and greengrocers in generation Pakistani details of the traditional
+ interviews) questionnaires Bradford, UK and Indian culinary use of vegetables
(10 males, 140 customers of and to assess the health
females; 93 greengrocers perceptions of them
aged over 60
years)
Rai & n=175 Focus groups Different locations in Origin: None To investigate attitudes
Finch (87 men, 88 England Punjabi Sikh / towards, and barriers to,
1997 + women; aged Hindu physical activity among
18-50) Guijerati Hindu South Asian and black
Sylheti Muslim communities in England.
Urdu / Punjabi
Muslim
Caribbean
African
Williams & | N= 15 All Semi-structured Trafford, Manchester, South Asian women, | Healthy eating and To conduct longer-term
Sultan female interviews. UK. overweight or physical activity group; | follow-up of the women
1999 + All South obese. 14 weeks duration. who participated in the
Asian. pilot group of the Asian

women'’s healthy eating
and physical activity
group.
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6.2.3 Synthesis of views study findings

Barriers to implementation of interventions

An evaluation of the Exercise on Prescription programme for South Asian Muslim
women identified structural and organisational barriers to implementing the
programme. A survey of 137 general practices and interviews with co-ordinators and
organisers highlighted a lack of communication between organisations as well as
limited links between practitioners and the community. Limited financial resources
were cited as one barrier to improving services to suit the needs of South Asian
Women, including provision of childcare arrangements, and women-only sessions.
Inconsistency of special provision was reported across a range of Exercise on

Prescription schemes.

Evidence statement 2.2: Structural barriers

There was evidence from one qualitative evaluation of the Exercise on Prescription
(EoP) programme (Carroll et al. 2002 +) of structural barriers in the implementation of
interventions for increasing access to physical activity with South Asian Muslim
women. These include lack of communication between organisational agencies, and
lack of financial resources with which to improve services in line with the special
requirements of this group of users. There was evidence of reported inconsistent
delivery of special facilities for South Asian Muslim women such as childcare and

women only classes, across sites.

Acceptability of interventions and sustaining motivation

One included study is discussed above in terms of effectiveness data (Williams &
Sultan 1999+). The qualitative data from this study showed social interaction to be an
important aspect of attending a healthy eating and physical activity group for South
Asian women. Some women also stated that they ate less when attending as they

were not tempted to snack in the same way as when they stayed in the house.

“Last couple of weeks | have been staying in and eating and cooking a lot — worry a lot. Every

five minutes / find something to eat.”
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Another study (Netto et al. 2007) evaluated an intervention named Khush Dil (happy
heart) that was aimed at CHD prevention in the target ethnic groups. Indian,
Pakistani and Bangladeshi men and women took part in discussions which were
repeated a second time after 6 months. It was found that advice, information and
encouragement was crucial to sustaining motivation to adopt a healthier lifestyle. In
addition, acceptability of the intervention was increased by the flexibility of staff in
terms of time; in particular the willingness to re-schedule at short notice. Cultural
sensitivity was important in terms of access to interpreters and planning around
religious events such as Ramadan. One-to-one advice had a positive impact on the
willingness of participants to make changes.

Participants offered suggestions for improvement which included extending services
to the wider community, and access to linguistically appropriate information that
takes into account varying levels of literacy. Bilingual workers were seen as

important, as was work with the community to raise awareness of services.

Separate physical activity sessions for men and women were suggested. In terms of
dietary intervention, it was suggested that advice be available on preparing traditional

foods in a healthier way.

Four studies included participants’ suggestions for increasing acceptability of
interventions. In a focus group study by Lawrence et al. (2007), some participants felt
that an incentive such as free food might encourage people to attend nutrition
educational classes. In addition, the venue should be easy to access, with a créche if
appropriate. Timing of classes should recognise childcare and other domestic

responsibilities, and classes could even be held in the schools.

In a needs assessment study with a Gypsy Traveller community in Wakefield, Cook
and Eat sessions and weight management classes were made freely available in the
community hall on site (Kopp 2009 +). These classes were valued by women
residents for their non-threatening environment and as a forum for discussion of
health issues as well as a way to reduce social isolation. Local activities also reduced
barriers to attendance at off-site venues in terms of child care, transport and

expense.

In a study by Khanam & Costarelli (2008), suggestions were made by female
participants that might increase the acceptability of gym attendance. These included
the provision of women-only facilities, women-only sessions, swimming facilities for

women, more walking physical activity facilities, fewer aerobic classes, Sylheti-
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speaking assistants, better transport facilities and childcare facilities, less loud music,
no inappropriate TV programmes and provocative music videos, and access to more
local gyms.

An evaluation of the Exercise on Prescription (EoP) programme (Carroll et al. 2002)
also identified lack of access to facilities, lack of childcare arrangements, as well as a

limited choice of women-only sessions as barriers to attendance.

“l only come on a Sunday because | know that it’'s women only. The rest of the week | don'’t
bother because | am not really comfortable with men around the place. | don’t really use my

prescription properly, you know.”
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Evidence statement 2.3: Acceptability of interventions and sustaining

motivation

There was evidence from one focus group study (Netto et al. 2007+) that
acceptability of lifestyle change interventions can be increased by raising the cultural
sensitivity of delivery; for example the importance of avoiding Ramadan needs to be
considered in the timing of delivery, and separate sessions for men and women need
to be considered. There was evidence that flexibility around the timing of
interventions as well as the bilingual abilities of staff were important. Learning to cook
traditional foods in a more healthy way was one way to preserve cultural identity. In
addition, advice (particularly one-to-one delivery), information that takes into account
literacy levels and encouragement were crucial to sustaining motivation to adopt a

healthier lifestyle.

Evidence from one focus group study that included suggestions from participants
(Lawrence et al. 2007++), showed that acceptability of a nutritional education
intervention might be increased by including free food, by timing classes to suit those
with childcare responsibilities, and providing a créche or possibly holding the classes
in schools. Cook and eat sessions and weight management classes that were made
freely available on a Gypsy Traveller site (Kopp 2009 +) were valued by women
residents for their non-threatening environment and as a forum for discussion of
health issues as well as a way to reduce social isolation. Lack of child care facilities,

transport issues and costs were barriers to off-site activity.

Evidence from an interview-guided questionnaire study (Khanam & Costarelli 2008+)
included suggestions to increase the acceptability for Muslim Bangladeshi women
who may wish to access a gym. Suggestions included the provision of women-only
facilities, women-only sessions, swimming facilities for women, more walking
physical activity facilities, fewer aerobic classes, Sylheti-speaking assistants, better
transport facilities and childcare facilities, less loud music, no inappropriate TV
programmes and provocative music videos, and access to more local gyms.
Evidence from one evaluation of the Exercise on Prescription (EoP) programme
(Carroll et al. 2002) also identified lack of access to facilities, lack of childcare
arrangements, as well as a limited choice of women-only sessions as barriers to

attendance.

There was evidence from one mixed method study (Williams & Sultan 1999 +) that
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social interaction was a motivator for South Asian women attending a healthy eating
and physical activity group. Some women also stated that they ate less when
attending as they were not tempted to snack in the same way as when they stayed in

the house.

Barriers and facilitators relating to health behaviour change

a) Lack of understanding of cultural issues in professionals

One study reported potential conflicts between the understandings of health
professionals and those of lay people relating to cultural issues. Grace et al. (2008)
carried out focus groups with 80 lay people from the Bangladeshi community (37
males, and 43 females) without diabetes (half of whom had a family history of
diabetes), 29 Islamic scholars and religious leaders, and 28 health professionals. It
was found that there were certain cultural beliefs that professionals appeared to
misinterpret. For example, there was a belief among professionals that South Asians
consider a large body size to be healthy and fertile, and that they are also fatalistic in
regard to disease. Religious leaders regarded fatalism as a misinterpretation of

Islamic teachings and were keen to address this.

In addition, professionals appeared uncertain about South Asian attitudes to physical
activity and they found this a challenge within their health preventive role. For lay

Muslim people, Namaz (prayer five times daily) was seen as providing sufficient daily
physical activity, whereas for religious leaders this was not the case. Again, religious

leaders were keen to address this issue in their teachings.

Misunderstandings could also occur due to communication difficulties; in particular
there was a reported deficiency in health literacy for some Bangladeshi people which
created problems in discussing lifestyle information. Translated consultations raised
issues of interpretation which was compounded by professional’s own limited

understanding of cultural aspects of lifestyle.
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Evidence statement 2.4: Lack of understanding in professionals

There was evidence from one focus group study (Grace et al. 2008++) of lack of
understanding between professional and lay groups in terms of Islamic teaching and
its relation to healthy lifestyle practices. There was also evidence from this study of
communication difficulties arising from health literacy deficiencies in lay South Asian
people and cultural sensitivity deficiencies in professionals which obstruct
appropriate health promotion messages.

b) Religious influences

South Asian participants in one interview study were more likely than their European
counterparts to contextualise illness in relation to religious beliefs (Darr et al. 2008).
Whilst not fatalistic, there were views expressed that God was responsible for their
condition rather than the individual, particularly in Pakistani-Muslim people. Some
however, were still willing to make changes to lifestyle as illness was seen as an
indication from God that they had not previously looked after their health and needed
to make changes. The idea of fatalism in some groups had been raised as a barrier
to lifestyle change by health professionals and was one that religious leaders in a
focus groups study (Grace et al. 2008) were committed to address in their teachings.

In terms of dietary practices, one focus group study highlighted that the need to eat
Halal meat restricted Pakistani / Bangladeshi women from utilising fast food outlets
(Lawrence et al. 2007).

One focus group study (Grace et al. 2008) found that lay participants regarded
physical activity as important for sustaining mental wellbeing and caring for the body
— two features of the Muslim way of life. However, physical activity practices in
Western culture often included aspects (for example some activities and clothing)
that were not in keeping with the religious practices of some Bangladeshis (Grace et
al. 2008; Rai & Finch 1997; Carroll et al. 2002).

“l don't think that religion prohibits Muslim women from exercising. Health is about well-being
and we should all be interested in our health. The only religious factor for me would be that |
wouldn’t do certain exercises in a mixed class, especially swimming. It wouldn’t be right to be

going about in a swimming costume with men around. | know some young Muslim women
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who do and | don’t understand how they can. | don't think there’s any need and it makes me
wonder why they do it.” (Carroll et al. 2002)

Walking briskly or jogging was not regarded as acceptable for Muslim women in an
interview study by Khanam & Costarelli (2008). Swimming without a religious dagger
(karpaan) was reported to be a barrier for South Asian participants. Some Muslim
participants saw Namaz (prayer five times daily) as sufficient physical activity (Rai &
Finch 1997; Grace et al. 2008), whilst religious leaders did not (Grace et al. 2008).

Evidence statement 2.5: Religious influences

There was evidence from four focus group and two interview studies that religious
customs can become barriers or facilitators to lifestyle change. Change was more
likely where participants believed they had some degree of free will (Darr et al.
2008+). There was conflicting evidence regarding fatalism; in one study (Grace et al.
2008++) health professionals spoke of fatalism as a barrier to health prevention in
some BME groups. However, evidence from one study (Darr et al. 2008+) suggests
that whilst the occurrence of health conditions might be regarded as God’s will, it is
also, according to teachings, the responsibility of the individual to attempt to maintain

good health and well being.

There was evidence from three focus groups, one interview study and one qualitative
evaluation that healthy activities were acceptable provided they did not include
aspects that were conflicting with religious teachings (Grace et al. 2008 ++; Khanam
& Costarelli 2008 +; Farooqi et al. 2000 +; Rai & Finch 1997 +; Carroll et al. 2002 +).
One focus group study showed evidence that some practices, such as eating Halal

meat could be seen as limiting choices in fast food outlets (Lawrence et al. 2007 ++).

c) Cultural Influences

For Somalians in a study by McEwen et al. (2009), a nomadic identity influenced
dietary choices. Participants were descendants of nomadic camel herders who
generally ate meat with rice or spaghetti and drank camel milk. This type of diet was
still regarded as ‘proper food’ and an influence on diet following migration to the UK.
Fruit and vegetables were cheap in Somalia and so they were not valued in the
manner that they are in Western culture. They were also seen as healthier produce in

Somalia, rather than contaminated with pesticides. For these reasons less fruit and
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vegetables were consumed by Somalians in the UK. There was however, an interest

in organically grown produce.

For South Asians, some vegetables are seen as preventing or curing diabetes and
CHD, or as having healing properties. A study by Pieroni et al. (2007) identified five
vegetables that were perceived as having properties that could treat diabetes as well
as carrot, cassava and radish that were believed to prevent diabetes. Participants in
this study believed that bitterness in taste counteracts ‘sweetness in the blood’.
Awareness of the way in which certain vegetables are appreciated and the role of

specific foods within cultural identity might be a facilitator in providing dietary advice.

One interview study (Bradby 1997) highlighted South Asian women’s views about
foods and the explanations for daily food choice. Two models were identified, one
that was derived from the Western medical perspective and relied upon certain
elements of foodstuffs and the effect they have on particular parts of the body
(reductionist). Food choices were made on the assumption that certain properties
such as vitamin content were ‘good’, whilst a lack of such properties, and particularly
in the presence of too much fat or sugar, was perceived as ‘bad’. However, there was

a lack of knowledge about the reasons for this.

A second model was derived from the authority of South Asian elders (systemic). It
also follows the reasoning of ancient Ayurvedic and Unani healing systems. In this
model effects of foods on the body were not static, rather they were dependent on
factors such as the climate, and life stages of the consumer. The perceived heating
and cooling properties of foodstuffs were an important factor in food choices; the aim
was an equilibrium or balance of the two. Too much heating or cooling of the body
was deemed ‘bad’ and may lead to particular symptoms. For example, too much
cooling was believed to be associated with conditions that encourage the production

of cattarh, such as colds.

The two models were not mutually exclusive, and women subscribed to both sets of
thinking, often using one model to explain gaps in the other. For instance, both
models placed solid fats as problematic to health compared to oily fats, though the
reasons for this differed. The systemic model conveyed a message of solid fat as
sticking and blocking the system. Butter ‘jamming’ was a problem said to be more
likely to occur in Scotland because the weather is colder. Beliefs and eating
behaviour of elders who * were raised just eating butter’ was not questioned, since on

the sub-continent the ghee would not solidify.

57



“l was told that it [Flora oil] is better than the ghee. The ghee, that’s solid: it goes inside and
sticks there, The liquids, that stays in a liquid. Even in winter the curry | make with Flora oil,
it’ll still be that | can spoon it out with something. If it’s with ghee it'll go into a solid block and |
can’t separate it if | want a small potion out. So we've all changed to Flora oil...The ghee,

that’s solid, it goes inside and sticks there”. (Bradby 1997)

Both models also advised against over-consumption of meat.

“Doctors say keep a balance; eat the right things. Eat vegetables too...go on eating meat but

you should know about vegetables also” (Bradby 1997)

Whilst both models were used to explain food choices, women recognised the
distinction as ‘your sort of foods’ and ‘our’ foods. Traditional Asian explanations
continued to be used to the extent that they had become an integral part of life, and

had not been contradicted by the prevailing Western model.

A needs assessment with Gipsy Travellers (Kopp 2009 +) found that some fruit and
vegetables were eaten daily, as they were seen as relatively cheap. In particular,
vegetables were favoured as they could be incorporated into daily cooking. However,
residents stated that they often followed the meal with a take-away in the evening.

Two qualitative studies found differences in how physical activity is viewed in the UK
and ‘back home’ in South Asia, Africa and the Caribbean (Rai & Finch 1997; Carroll
et al. 2002). In the UK, physical activity is ‘separate’ to daily routine, whilst ‘back
home’, it is ‘integral’ to daily life; that is, activities fulfil a purpose other than for
carrying out physical activity. Such activities were related to domestic or paid work,
prayer, and sex. In addition, walking, cycling, swimming and dance were classed as

part of everyday life.

Swimming was recalled as a pleasant activity that was part of everyday life in
Bangladesh, where the river was close by and for women, there were no males
present (Khanam & Costarelli 2008). This memory was contrasted with the

perception of current facilities in the UK:

“Facilities are provided, but there are very few sessions per week only for women. In
Bangladesh it was possible to go swimming at any time of the day, as it was close by and the

males were aware of us being in the river.” (Khanam & Costarelli 2008)
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The integration of physical activity was also reported in a study that was designed to
assess the needs of a Gypsy Traveller community in Wakefield (Kopp 2009).
Cleaning the inside and outside of trailers was perceived as physical activity, as was

walking to and from schools and shops.

By contrast, in Western culture, physical activity is ‘separate’ to daily routine, often
requiring specialised facilities with paid attendance and booking (Rai & Finch 1997).
Swimming was seen as a pleasant activity (‘exercise’ according to the author is an
expression with no positively framed Sylheti equivalent), taking place in a locality
often away from the home area in mixed company and requiring special clothing. In
addition, attending a gym to increase physical activity had disincentives for
Bangladeshi women who found the music too loud and images on the TV screens
often inappropriate (Khanam & Costarelli 2008; Carroll et al. 2002). There may also

be sanctioning from family members.

“Some women think that you have to wear trainers and tights when you exercise but | know
women who wear shalwar-kameez and dupattas when they exercise. | think that puts off a lot
of women. | think that some husbands believe that women dress disrespectfully when they
exercise, so they [the husbands] have to be told that it is not like that.” (Carroll et al. 2002)

Residents on a Gypsy Traveller site (Kopp 2009) had been offered physical activities
such as line-dancing, salsa dancing and pilates on-site but there was a lack of space
in the community hall as well as a lack of commitment by participants. Travelling
outside the site to participate in activities was seen as too expensive, as well as

incurring risk related to leaving plots unattended.

One study highlighted the belief that expending sweat is an important practice in
improving and maintaining well-being. Sweating was believed to allow toxins and
impurities to be eliminated from the body, reduce water retention as well as improve
digestion and appetite. However in a cooler climate such as in the UK, opportunities
for sweating were limited compared to hotter climates. Rigorous physical activity and
the use of saunas were therefore popular ways to encourage sweating in the UK (Rai
& Finch 1997).

Poor fluency in English was a barrier to accessing information (Netto et al. 2007,
Khanam & Costarelli 2008) and willingness to travel outside the immediate
neighbourhood to shop for more healthy foods. Travelling to participate in physical
activities was limited as signs were not understood, and asking directions was
difficult (Grace et al. 2008).
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In addition to barriers specific to preventive behaviours there were reports of general
health beliefs that limited behaviour change. A known family history of diabetes may
discourage preventive behaviours in affected families as individuals believe that

nothing they do can alter fate (Darr et al. 2008).
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Evidence statement 2.6: Cultural influences and differences

There was evidence from nine qualitative studies that cultural influences and issues

of identity can be barriers or facilitators to lifestyle change.

There is evidence from one focus group study (McEwen et al. 2009+) that a nomadic
identity influenced dietary choices for Somalians. As descendants of camel herders,
diet in the UK continued to be influenced by the staple meat with rice or spaghetti

and a low consumption of fruit and vegetables which were less valued.

A needs assessment with Gipsy Travellers (Kopp 2009 +) found that some fruit and
vegetables were eaten daily, as they were seen as relatively cheap. In particular,
vegetables were favoured as they could be incorporated into daily cooking. However,
whilst 60% of participants considered themselves as ‘heavy’, they also stated that the

meal was often followed by a take-away in the evening.

Evidence from one interview study suggested that traditional South Asian beliefs
regarding the preventive attributes of certain vegetables in terms of ill health are part
of a cultural identity, and that this might be taken on board by professionals when
discussing health promotion (Pieroni et al. 2007+). Dietary practices in the UK can
involve experiences that are alien to traditional culture and identity (Khanam &
Costarelli 2008+; McEwen et al. 2009+). However, one qualitative study (Bradby
1997 +) showed that food choices made by South Asian women can be informed by
both traditional (‘our’ food) and Western (‘your sort of foods’) explanations in terms of
‘good’ and ‘bad’ effects upon the body so long as such explanations are

complementary rather than in conflict.

Evidence was found in one guided interview study, one focus group study, one needs
assessment and one qualitative evaluation for differences between UK culture and
non-Western culture in terms of the perception of physical activity as either ‘separate’
or ‘integral’ to daily routine. Physical activity as separate incurred financial costs as
well as often being organised in ways that are insensitive to different cultural values
(Khanam & Costarelli 2008+; Rai & Finch 1997+; Kopp 2009 +; Carroll et al. 2002 +).

Evidence from one study highlighted the belief that expending sweat is important for
increased well-being; this influenced the practices that might be taken up in the UK

where a cold climate limits sweat production (Rai & Finch 1997+).

There was evidence from one guided interview study, two focus group studies and
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one qualitative evaluation that a limited command of the English language is a barrier
to accessing information (Netto et al. 2007+; Grace et al. 2008++; Khanam &
Costarelli 2008+; Carroll et al. 2002 +), as well as accessing activities and shopping

facilities outside the neighbourhood (Grace et al. 2008++).

There was evidence from one interview study that some South Asians consider that
nothing can be done to prevent diabetes if there is already a family history (Darr et al.
2008+).

Understanding of health, diet and physical activity issues

a) Knowledge

Participants in the included studies were generally reported to have a high level of
knowledge in regard to diabetes, CHD and healthy lifestyles. The exception to this
was one Somali group (McEwen et al. 2009), who showed uncertainty about what
constitutes a healthy diet. This group expressed a need to learn how to prepare and
cook healthy food. Whilst level of knowledge and awareness appeared high in
Pakistani / Bangladeshi groups, this was not always translated into practice
(Lawrence et al. 2007, Netto et al. 2007). Knowledge about diabetes was mainly
derived from experience with family and friends (Grace et al. 2008).

Education was viewed as a way to overcome barriers to adopting a healthy lifestyle,
in particular for women. Independence was seen to be increased by encouraging a
more liberal interpretation of religious teachings, so that appropriate resistance to

restricting traditional cultural norms could occur (Grace et al. 2008).

b) Information

A need for more information on risk factors as well as advice and encouragement
was reported to be crucial to sustaining and motivation change in lifestyle for South
Asian participants (Netto et al. 2007). Key sources of information for South Asian,

African and Caribbean participants in one study (Rai & Finch 1997) were:

1. The media, particularly among young people. TV and the press were the main

influences, with visual images being particularly memorable.
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2. Role models — mainly celebrities such as sportspersons, actors, fashion
models, musicians and TV presenters. Role models were less prominent from
South Asian communities than from black groups. Parents could also act as

role models to their children.

3. Family and friends were a major source of influence on beliefs,
encouragement and advice. They could also discourage from becoming

involved in sports.

4. Medical establishments were sources of information and advice, with
hospitals deemed more useful than GP practices.

5. Fitness campaigns were perceived to have short term effects due to the lack

of reinforcement of messages.

c) Language

One interview study, two focus group studies and one qualitative evaluation reported
that a limited command of the English language is a barrier to accessing information
(Grace et al. 2008++; Khanam & Costarelli 2008+; Netto et al. 2007; Carroll et al.
2002 +), as well as activities and shopping facilities outside the neighbourhood
(Grace et al. 2008++). Family were often used to interpret interactions with
professionals / intervention organisers. Language barriers were more evident for
older participants who acknowledged that a better command of English not only

assists in understanding, but in asserting one’s needs:

“I think it is really bad for women like me who can’t speak English. | can understand it most of
the time but | can’t reply or read or write it. Sometimes | think that white people don’t
understand our needs. They just think we don’t want to be healthy and exercise — but we do. |
think that the younger girls and women are better off and know how to stand up for
themselves because they understand English. I'm glad my daughter understands my

situation. She always stands up for my sister and me.”
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Evidence statement 2.7: Understanding

a) Knowledge

There was evidence from three focus group studies that knowledge regarding risk
factors is at a high level in South Asian communities (Grace et al. 2008++; Lawrence
et al. 2007++; Netto et al. 2007+). However, evidence from one focus group study of
predominantly male Somali participants suggested a low level of knowledge
(McEwen et al. 2009+). When knowledge levels were high, there was evidence from
two focus group studies that this does not always translate to practice in terms of
healthy lifestyle (Lawrence et al. 2007++; Netto et al. 2007+). However, evidence
from one focus group study suggested that one way to resist restrictive practices is
through education (Grace et al. 2008 ++).

b) Information

Evidence from one focus group study suggested that South Asian people in the UK
would appreciate increased information on risk factors, advice and encouragement in

order to motivate and sustain behaviour change (Netto et al. 2007+).

There was evidence from one focus group study that information and advice
regarding physical activity came mainly from the media, role models, family and
friends, the medical establishment (mainly hospitals) and to a limited degree, fithess
campaigns (Rai & Finch 1997+).

c) Language

There was evidence from one guided interview study, two focus group studies and
one qualitative evaluation that a limited command of the English language is a barrier
to accessing information (Grace et al. 2008++; Khanam & Costarelli 2008+; Netto et
al. 2007; Carroll et al. 2002 +), empowerment (Carroll et al. 2002) as well as activities
and shopping facilities outside the neighbourhood (Grace et al. 2008++).

Access and Affordability

Traditional Bangladeshi and African fruit and vegetables were seen as more
expensive in the UK as they were not so readily available (Grace et al. 2008;

Lawrence et al. 2007; McEwen et al. 2008). First generation South Asian migrants
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were less familiar with UK alternatives to traditional fresh foods, and were less likely
to travel any distance to shop due to language barriers and fears for their safety.
Therefore they were more dependent upon local sources of food and physical activity
facilities (Grace et al. 2008). Price affected all participants, with age being an
influence (Lawrence et al. 2007). Fruit and vegetables had been so cheap in Somalia
that they were associated with poverty and so undesirable (McEwen et al. 2008).

Markets were often seen as untrustworthy sources of food (Lawrence et al. 2007).

Williams and Sultan (1999) found in their interviews with South Asian women that
that lack of transport, not being able or willing to walk, having conflicting family
commitments, ill health, cold weather and fear of walking alone were barriers to
attending a healthy eating and physical activity group. Similarly, Carroll et al. (2002)
found that transport was a barrier to carrying out organised physical activity due to

the extra costs incurred as well as fears regarding safety.

Evidence statement 2.8: Access and affordability

For South Asian and African populations within the UK, and especially first
generation migrants, there was evidence from three focus group studies that
traditional fresh foods are not readily available locally and are expensive (Grace et al.
2008++; Lawrence et al. 2007++; McEwen et al. 2008+). There is therefore more

reliance on local food provision and physical activity facilities.

Evidence from one focus group study showed that older people are less willing to
travel beyond the immediate neighbourhood for food (Grace et al. 2008++) due to
language barriers and fears for their safety. There is evidence from one focus group
study that the price of food is more of an issue for older people (Lawrence et al.
2007++).

There was evidence from one mixed method evaluation and one qualitative
evaluation that distance from physical activity facilities, lack of transport, fear of
walking alone, having conflicting family commitments (Williams & Sultan 1999 +;
Carroll et al. 2002 +), not being able or willing to walk, ill health and cold weather
(Williams & Sultan 1999 +) were barriers to attending a healthy eating and physical
activity group. Having to travel to venues incurred extra costs even if physical
exercise was on prescription, as for some South Asian women even a small financial

contribution was reported as a barrier (Carroll et al. 2002).
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Social norms, beliefs and traditions

a) Diet

In some communities, maintaining a healthy lifestyle was not seen as a priority (Netto
et al. 2007). Social norms varied according to background, though there were
commonalities in the sense that food and its preparation was an important task. For
South Asians, special occasions, which were frequent, meant that only the best food
be served (Lawrence et al. 2007; Grace et al. 2008). Serving a curry with reduced oil
was regarded as unattractive as well as inhospitable and shameful, therefore this
practice was difficult to change (Grace et al. 2008; Netto et al. 2007), even when
knowledge of healthy eating practices was high. If one member of the family was
motivated to use less fat, they would continue to cook in the traditional way for other
family members (Khanam & Costarelli 2008). In one study, two male participants had
instructed their wives to continue using large amounts of oil as they did not like
minimal oil in South Asian meals (Darr et al. 2008). However, in another study, Indian
men found it difficult to control their diet in an environment where social events were

common (Netto et al. 2007).

Takeaway meals were most commonly used by second generation South Asians
(Grace et al. 2008), and use of fried foods and fatty snacks was common as a
change from traditional food, though some Pakistani / Bangladeshi women reported
making healthy changes (Lawrence et al. 2007). First generation migrants tended to
cook in the traditional way (Pieroni et al. 2007; Bradby 1997), having learnt these
skills from older female generations (Lawrence et al. 2007). There were beliefs that
changing a diet that was seen as part of their identity in India was not necessary, that
food was not the issue in developing heart disease (Faroogi et al. 2000), that taste
would be compromised (Darr et al. 2008), or that change later in life would lead to
physical weakness (Netto et al. 2007). It was suggested in one study that advice on
preparing traditional food in more healthy ways would be one way to overcome this

barrier to change (Netto et al. 2007).

Similarly, participants from Somalia knew only how to cook rice, pasta and meat, so
that fruit and vegetables were rarely used (generally less than 2 portions per week).
To Somalis, meat or rice constituted a ‘proper meal’ which was traditionally one main
meal eaten at lunchtime or early afternoon (McEwen et al. 2009). Takeaway meals

were most commonly used by males, particularly those living alone.
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For Zimbabwean women, food had traditionally been cooked by a maid, and they

found no time to cook for themselves in the UK (Lawrence et al. 2007).

b) Physical activity

Physical activity was seen as part of the normal day for South Asians and black
communities either in the form of five times daily Namaz (Grace et al. 2008), or
housework and childcare (Khanam & Costarelli 2008; Rai & Finch 1997), walking or
cycling to work, or, ‘back home’, to find water (Rai & Finch 1997).There was a
perceived lack of time to partake in formal or arranged physical activities due to
family or work commitments (Darr et al. 2008; Grace et al. 2008; Netto et al. 2007;
Farooqi et al. 2000).

Physical fitness was seen as a positive attribute, allowing participants to contribute
more ably in family duties, though the Western idea of physical activity often
conflicted with aspects of South Asian culture (Grace et al. 2008; Khanam &
Costarelli 2008; Farooqi et al. 2000; Rai & Finch 1997). Sport was seen as
inappropriate for women and older people and could be sanctioned by the community
(Grace et al. 2008; Farooqi et al. 2000). There were concerns about maintaining
modesty, even in the preferred women-only environment (Rai & Finch 1997; Carroll
et al. 2002). As with the notion of perceived shame associated with choosing
healthier dietary options such as using lower levels of fat, sanctions were seen as
more important than the benefits of a healthy lifestyle. Barriers are therefore due to a
‘complex value hierarchy’. Social support from family members, as in white
communities, can be positive or conversely may pose barriers to changing health
related behaviours. Women felt a strong pressure to conform to social norms and
expectations such as staying at home; younger women often resisted these
pressures, stating that remaining inside the home had a negative impact on mental
health (Grace et al. 2008). Some young people however, associated ‘going to the
gym’ with the current fashion scene, occupying their time and escaping existing
social circumstances (Rai & Finch 1997). Older peoples perceived that vigorous
physical activity was unnecessary in the context of advancing age and that keeping

active and mobile was preferable (Darr et al. 2008 +).

More active South Asian and black participants had a higher threshold on an
appropriate amount of physical activity, with some perceiving that a high level of
intensity is necessary to benefit. However, others held the view that too much

physical activity could lead to obsession and dehydration as well as physical injury
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(Rai & Finch 1997). Physical activity could, for some South Asians, compensate for

unhealthy eating or smoking (Rai & Finch 1997).

Physical activity for older people was believed to lead to weakness, and carrying out
activities at home was limited by overcrowding, whilst travel was often difficult due to
language barriers and fear for safety (Grace et al. 2008). There was little motivation
to become active alone, leading to suggestions for a range of culturally sensitive
activities (Netto et al. 2007).

Swimming and slow walking were preferred activities for South Asian participants,
though swimming was again regarded as part of everyday life in Bangladesh
(Khanam & Costarelli 2008; Rai & Finch 1997). Some Pakistani-Muslim women had
established a regular walking routine and some males, but no females used the gym
(Darr et al. 2008). Weather conditions also deterred some forms of physical activity
(Darr et al. 2008).
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Evidence statement 2.9: Social norms and traditions

a) Diet

There was evidence from four focus group studies that traditional South Asian
cooking is associated with a high usage of fat, particularly during special occasions
which occur frequently (Rai & Finch 1997+; Grace et al. 2008++; Lawrence et al.
2007++; Netto et al. 2007+) and that there is resistance to change such traditions.
This was patrticularly difficult for Indian men who wished to control their diet within a

close-knit community where social events were common (Netto et al. 2007+).

Evidence from one focus group study showed that Somali cooking is associated with
high meat and low fruit and vegetable content (McEwen et al. 2009+) and again there
is resistance to change. These traditions are part of cultural identity and symbolic of

prosperity and hospitality.

Evidence from two focus group studies suggested that consumption of take-away
food is common in second generation South Asian males and females as a change
from traditional fare (Grace et al. 2008++). Similarly, takeaway meals were commonly

used by Somalian males, particularly those living alone (McEwen et al. 2009+)

Some South Asian women are beginning to cook in more healthy ways. There were
suggestions from one focus group study that learning to cook traditional food in
healthy ways may be beneficial to South Asian groups (Netto et al. 2007+). Women
from Zimbabwe were not used to cooking for themselves as in Africa maids had done
the cooking; having to cook in the UK was seen as time consuming (Lawrence et al.
2007++).

b) Physical activity

There was evidence from two interview studies, four focus group studies and one
gualitative evaluation that in South Asian groups, physical activity was perceived as a
part of normal life and that there was little time for formal or ‘separate’ sessions, due
to work or childcare commitments (Darr et al. 2008+; Rai & Finch 1997+; Farooqi et
al. 2000+; Grace et al. 2008++; Khanam & Costarelli 2008+; Netto et al. 2007+;
Carroll et al. 2002 +). In particular, women were expected to stay home and look
after children rather than enrol the help of others (Grace et al. 2008++). Older
participants perceived that vigorous physical activity was unnecessary in the context

of advancing age and that keeping active and mobile was preferable (Darr et al.
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2008+).

There was evidence from one focus group study of variation in views of South Asian
and black participants regarding the appropriate level of physical activity required to
obtain benefits (Rai & Finch 1997+), depending on own level of activity. There was
evidence from the same focus group study of the view among South Asian
participants that partaking in physical activity could compensate for unhealthy eating
or smoking (Rai & Finch 1997+).

Evidence from two interview studies, three focus group studies and one qualitative
evaluation suggests that vigorous activity such as aerobics was not acceptable to
some South Asian participants, particularly females, for whom modesty and single
sex classes were important considerations (Darr et al. 2008+; Rai & Finch 1997+;
Grace et al. 2008++; Farooqi et al. 2000+; Khanam & Costarelli 2008+; Carroll et al.
2002 +). For some young people, however, going to the gym created a means of
filling time, escape from social conditions and keeping up with fashion trends (Rai &
Finch 1997+). There was evidence from one focus group study of the view among
South Asian participants that partaking in physical activity could compensate for

unhealthy eating or smoking (Rai & Finch 1997+).

There was also evidence from one focus group study that encouraging sweating was
important to some South Asians (Rai & Finch 1997+). Evidence from one focus
group study and one guided interview study suggested that swimming and slow
walking were preferred ways to remain active (Rai & Finch 1997+; Khanam &
Costarelli 2008+).

There is evidence from one focus group study of a ‘complex value hierarchy’ in that
the notion of perceived shame associated with choosing healthier options such as
low fat in cooking, and particular physical activities that involve certain dress codes
were seen as more important than the benefits of a healthy lifestyle (Grace et al.
2008++). In addition, as in white communities, support from families can act as a
facilitator (if the new behaviour is integrated with the sense of self and one’s own
values without the control of others) or a barrier to changing health related

behaviours (Grace et al. 2008++).
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Body Image

Contrary to the views of health professionals, Bangladeshi participants in a study by
Grace et al. (2008) selected medium body size as most aesthetically pleasing and
associated with good health. In contrast, Netto et al. (2007) found an association
between overweight and prosperity in her study with Indian, Pakistani and Indian
participants. The same sample viewed weight loss as unattractive and related to poor
health and unattractiveness. This was reported to inhibit change in some groups.
There were comments that increasing age, changing diet and doing more physical
activity would lead to weakness.

One interview study with Bangladeshi women found that although all the women
interviewed were classed as overweight (60%) or obese (40%), only 64% of the

sample perceived themselves to be overweight (Khanam & Costarelli 2008).

In another study, the UK media was seen as shaping views of the ‘normal’ female
body size as slim, whilst ‘back home’ in Africa and sometimes in the Caribbean, large
women were perceived to be healthy and happy (Rai & Finch 1997). The pressure to
be slim was felt more in the UK, and was potentially more motivating in terms of

dietary change than the risk of ill-health (Lawrence et al. 2007).

However, views were changing, particularly in South Asian towns and cities. The
typical Indian actress was becoming slimmer. Pakistani / Bangladeshi women in
another study were found to be more weight conscious than Zimbabwean women

who felt no pressure to be slim in their home land (Lawrence et al. 2007).

The views of males within a community could also shape the behaviour of women in
terms of achieving an ‘ideal’ body size. In one study, having the right body shape was
particularly important for young South Asian and black women as it improved
confidence and the chances of attracting and maintaining the interest of a partner
(Rai & Finch 1997). South Asian males in a study by Darr et al. (2008) were more
aware of the need to lose weight than were women, whereas the opposite was true
for Europeans. In one study body size was found to be a stronger motivator for

healthy behaviour changes than health issues (Lawrence et al. 2007++).

71



Evidence statement 2.10: Body image

There was evidence from five good quality qualitative studies (three focus group and
two interview studies) that body image expectations vary according to background
culture and often differ from those currently popular within the UK (Darr et al. 2008+;
Grace et al. 2008++; Lawrence et al. 2007++; Khanam & Costarelli 2008+; Netto et
al. 2007+).

Body size can be positively or negatively associated with health and attractiveness,
and attempting to reach an ideal body size can be a strong motivator for behaviour
change (Lawrence et al. 2007++). Only 64% of overweight / obese Bangladeshi
women classed themselves as overweight (Khanam & Costarelli 2008+). There was
evidence from one interview study that weight management was more important for
South Asian males than females (Darr et al. 2008+), and for young South Asian and
black females in a focus group study (Rai & Finch 1997+).

Evidence was found for an association between overweight and prosperity in one
focus group study with Indian, Pakistani and Indian participants. Changing dietary
and physical activity patterns in old age was perceived as potentially weakening
(Netto et al. 2007+).

Having the ‘right’ body size was influenced by the media as well as some male views,
and was important for attracting a partner for young South Asian and black females

in one focus group study (Rai & Finch 1997+).

In one focus group study body size was found to be a stronger motivator for healthy

behaviour changes than health issues (Lawrence et al. 2007++).
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7. DISCUSSION

Only one included paper showed evidence for the effectiveness of a lifestyle
intervention. The study was a mixed method evaluation, which included weak case
series data to suggest that an Asian women’s healthy eating and physical activity
group meeting once weekly for 14 weeks is effective in reducing the body weight and
BMI of those attending the group both from the initial visit to the last visit and from the
initial visit to 17 months post-intervention. However, these findings must be
interpreted with caution. There was no evidence of cost-effectiveness in regard to
interventions targeted at BME groups, suggesting that activities carried out within the
UK in order to encourage behaviour change in these groups is fragmented and / or
unreported.

Evidence from eleven qualitative studies and views from the effectiveness study of
good to very good quality suggested that cultural beliefs and practices were often a
barrier to lifestyle change in terms of dietary and physical activity practices. For
example, even in the presence of knowledge and awareness, the most important
factor in healthy lifestyle behaviours were social norms such as hospitality, modesty,
and the maintenance or rejection of certain identities. Grace et al. (2008) describe
this tendency as a ‘complex value hierarchy’. Though there are commonalities, such
beliefs and practices differ across groups. There were also commonalities between
the barriers to behaviour change in these groups and low income groups, such as
family preferences for traditional or non-healthy food, and a lack of knowledge

regarding the preparation of healthy food.

For BME groups, identities were formed in the homeland and these remained a
strong influence on lifestyle behaviours. This influence could be a facilitator, as
traditional foods were often freshly prepared. They could also be a barrier, as high
levels of fat were traditionally used in South Asian cuisine, and fresh fruit and
vegetables were consumed less in Somali groups. Older generations of South Asian
groups were limited in their healthy lifestyle choices by language barriers and fear of
travelling. There appeared to be a change in beliefs and values with later
generations, as younger groups assimilate the UK culture. This could lead to a higher
consumption of fast foods and snacks, as younger generations were more resistant

to cultural influences.

For a Gypsy traveller community, consumption of vegetables was part of every day

cooking, yet take-away meals were consumed in addition to home cooking. Onsite
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cooking activities delivered by the PCT were more successful than physical activities.

Off site activities were perceived as less accessible and too costly.

Cultural influences often limited the extent and type of physical activity carried out,
particularly in females. Vigorous physical activity, immodest clothing and mixed
classes were regarded as conflicting with the Muslim way of life. Family commitments
and work restricted time spent on formal physical activity, and were often perceived
as contributing to physical activity levels. Religious teachings were sometimes
misinterpreted, and religious leaders were keen to emphasise that in Islam, looking

after one’s mind and body is important.

There is an opportunity for community and religious leaders to disseminate health
promotion messages that relate to particular groups and that are acceptable within
religious teachings. There is scope for BME groups to maintain their identity whilst
carrying out a healthy lifestyle, but because identities differ across groups,
interventions will need to be sensitive to individual cultures. This includes the use of
bilingual workers and staff that are knowledgeable regarding the culture of

participants.

No relevant data for cost-effectiveness were found for the assessed interventions.
Health economic issues will therefore be considered within the forthcoming Modelling
Report. Further well-reported primary research is required that evaluates, with
adequate follow-up, the outcomes of population-level preventive interventions in BME

populations.

Some BME groups were well-covered by the evidence, in particular South Asian
populations, including Muslims, Hindus and Sikhs of Pakistani, Bangladeshi and
Indian origin. Other UK BME groups, such as people of African and Caribbean origin,
and Gypsy Traveller communities were less well researched. This will have

implications for the interpretation of the findings and their practical application.

There were some commonalities between the findings from this review and the
previous review of interventions aimed at low SES populations. For example, one
important factor facilitating access to and conveying appropriate and culturally
sensitive information to both low-SES and BME groups was the presence of trusted,
local knowledgeable individuals. This was usually a member of the community; for
low-SES groups trained lay persons were valued for their role as educators and
sources of support. For BME groups, religious leaders were seen as gatekeepers to

accurate information that were aligned with religious teachings.
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In terms of dietary interventions, the reduction of fat in traditionally cooked food was
an issue that could be addressed in nutritional education. Traditional meals were
preferred by older generations in both groups; methods of cooking the same meals
could be altered to provide healthier alternatives whilst maintaining cultural identities
and taste preferences. Younger generations were more likely to opt for convenience
foods but were also more likely to be adventurous in the types of food eaten. Barriers
to healthy options in both low-SES and BME groups included traditional preferences
of family members. Living alone was a barrier to healthy eating mainly for male low-
SES groups and younger BME groups as there is less motivation to cook ‘properly’.
Again, the provision of nutritional education and cooking skills could facilitate a move
toward more healthy forms of both traditional and eclectic food tastes across different
demographics.

There were language barriers in both groups when absorbing information; for BME
groups workers who could convey messages in the languages of the audience were
essential to increase understanding. For low-SES groups, often the language of
nutrition and cooking needed to be less scientific, and accompanied by practical
demonstrations to make messages more meaningful. Away from interventions,
information was mainly gathered from the media, family and friends for both low-SES
and BME groups. It is important therefore that media messages are accurate and
facilitating; family and friends could be helpful in passing on newly learned skills and

knowledge.

Accessing preferred fresh fruit and vegetables was difficult for some low-SES groups
and older BME groups due to insufficient local provision and barriers to travelling. A
similar barrier was evident in accessing formal physical activity sessions; this was
compounded by religious and cultural objections to certain aspects of carrying out
such activities, for example, the type of clothing required. For some BME women,
clothing was often too revealing; for those in low-SES groups, certain clothing
conveyed a negative image. Women only classes were preferred by some members
of low-SES and BME groups due to embarrassment over body image and modesty
respectively. In addition, physical activity classes were more acceptable when they

were timed to fit in with work or family commitments.

From the findings of both reviews, there is evidence that some issues and therefore
potential suggestions to increase acceptability of interventions are common to both
groups. However, there are issues that are idiosyncratic to particular ages, gender,

geographical areas, religions and ethnicity. A general message inherent in all of the

75



studies is that UK BME populations are diverse and thus there is a need to
understand specific issues of importance to any particular community before
implementing behaviour change interventions, in order to ensure the appropriateness

and acceptability of interventions delivered.

Judging by the diversity also found among UK low-SES populations, as identified by
the previous review, this same implication could be usefully applied to interventions
delivered to low-SES communities. However it is interesting to note that the need to
understand the issues of importance to each specific low-SES community with
respect to designing appropriate and acceptable interventions was not highlighted in
the same level of detail as it was among BME communities. Understanding the
needs, issues and priorities of any specific sub-population to whom an intervention is
targeted must surely be an important precursor to intervention with each sub-

population.

7.1 Interpreting findings in the context of the wider evidence base relevant

to diabetes prevention

The relatively limited findings of this review should be interpreted in the context of the
very large volume and diversity of existing relevant evidence-based guidance and
systematic reviews in the specific fields of physical activity, dietary change and
weight management and in the broader field of behaviour change in general. This
focused review, of a specific strand of the evidence-base, should be considered in
the context of the much wider evidence-base in relation to the effectiveness of
interventions at all levels (population, community and individual) and with a wide
range of objectives including increasing physical activity, dietary change, prevention
and management of obesity and overweight and prevention of both pre-diabetes and
diabetes. Overall this review largely confirms that there remains limited evidence for
the effectiveness of specific interventions implemented in BME communities and that
there are a range of specific barriers to behaviour change that would need to be
considered when developing or tailoring new interventions for diabetes prevention in
UK BME populations.

A common approach to health behaviour change is attempting to increase knowledge
or raise awareness about healthy behaviours, for example of what constitutes a

healthy diet or a desirable level of physical activity to attain health benefits. Evidence
examined within this review has highlighted that knowledge and awareness alone are

not sufficient for a change to be made. Other factors, such as the influence of
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religion, culture, tradition and language, and practical issues such as access and
affordability, may also be important mediators of the relationship between increased

knowledge or awareness and a change in behaviour.
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Author Ref ID Reason for exclusion

Active England 2007 4733 Outcomes
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Baig et al. 2009 43 Population outside criteria
(age)’
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Appendix 3: Search Strategies and Details of Evidence Sources

Mapping Review Search Strategies

Sample Search Strategy Search One Mapping Review Medline (via OVID)

1 (prediabetes or pre?diabetes).ti,ab.

2 ((impaired glucose adj (level* or tolerance or regulation or metabolism)) or raised
glucose tolerance or IGT or impaired fasting glucose or insulin resistance or
metabolic syndrome or hyperinsulinaemia or non diabetic hyperglycaemia or
abnormal blood glucose level* or dysglycaemia or intermediate hyperglycaemia).ti,
ab.

3 (((type Il or type 2) N1 diabetes) or T2D).ti,ab.

4 lor2o0r3

5 “*prediabetic state/ or *diabetes mellitus, type 2/

6  (risk* or prevent* or reduce* or protect* or limit* or control*).ti,ab.
7 *risk reduction behaviour/ or *risk factors/

8 ((prediabetes or pre?diabetes or ((impaired glucose adj (level* or tolerance or
regulation or metabolism)) or raised glucose tolerance or IGT or impaired fasting
glucose or insulin resistance or metabolic syndrome or hyperinsulinaemia or non
diabetic hyperglycaemia or abnormal blood glucose level* or dysglycaemia or
intermediate hyperglycaemia) or (((type Il or type 2) adj diabetes) or T2D)) adj5 (risk*

or prevent* or reduce* or protect* or limit* or control*)).ti,ab.

9 4and7

10 6and5

11 8orl0or9

12  great britain/ or england/ or scotland/ or wales/ or northern ireland/

13  (uk or united kingdom or britain or gb or england or scotland or wales or

northern ireland).ti,ab.

14 13 or12
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15 1l and 14
16 limit 15 to (english language and humans and yr="1990 -Current")

17 from 16 keep 1-912

Sample Search Strategy Search Two Mapping Review Medline (via OVID)

1. (south asia* or black africa* or black caribbean* or pakistan* or bangladesh* or
india* or (Ethnic adj1 minorit*)).ti,ab.
2. (blue collar or working class or underclass or low* class or low* income or
poverty).ti,ab.

. social* exclu*.ti,ab.

. social* inclu*.ti,ab.

. (depriv* or disadvantage* or inequalit* or underprivilege*).ti,ab.

3
4
5
6. *income/ or *poverty areas/ or *social class/ or *socioeconomic factors/
7.1or2or3ordor50r6

8. *body mass index/ or *obesity/ or *food habits/

9. (obes* or waist circumference or BMI or nutrition or "bmi > 3?"or “bmi > 24” or diet
or overweight).ti,ab.

10. (weight adj (gain or change or retention)).ti,ab.

11. *Motor Activity/ or *Physical activity/

12. (physical* inactiv* or physical* activ* or physical physical activity).ti,ab.

13. (sedentary lifestyle* or active lifestyle*).ti,ab.

14. *Physical exertion/ or *Physical fitness/

15. (blood pressure or cardiovascular disease or blood cholesterol).ti,ab.

16. (history adj5 diabet*).ti,ab.

17. gestational diabetes.ti,ab.

18. *Diabetes, gestational/ or *Genetic predisposition to disease/

19. (genetic* or hereditary).ti,ab.

20. (behaviour change or social marketing).ti,ab.

21. *social marketing/ or *health behaviour/ or *health knowledge, attitudes, practice/
or *health promotion/

22. (diabetes education or cultural sensitivity or culturally competent).ti,ab.

23. *cultural competency/ or *communication barriers/
24.80r9o0r10o0rl1lorl2orl13orldorl1l5o0r16or17 or18or19 or 20 or 21 or 22
or 23

25. great britain/ or england/ or scotland/ or wales/ or northern ireland/
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26. (UK or United Kingdom or Britain or GB or England or Scotland or Wales or
Northern Ireland).ti,ab.

27.25 0or 26

28. 7 and 24 and 27

29. limit 28 to (english language and humans and yr="1990 -Current")
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List of Databases Searched for Mapping Review

Medline via OVID SP

Embase via OVID SP

CINAHL via EBSCO

British Nursing Index via OVID SP

The Cochrane Library via Wiley

Science Citation Index via Thomson ISI

Social Science Citation Index via Thomson ISI

PsycINFO via OVID SP

Additional Websites Searched for Mapping Review

Diabetes UK

http://www.diabetes.org.uk/

NHS Evidence specialist collection for Diabetes

http://www.library.nhs.uk/diabetes/

NHS Evidence specialist collection for Ethnicity and Health

http://www.library.nhs.uk/ethnicity/

Sample Search Strategy for Review One and Two Grounded on Evidence

Capture from the Mapping Review (Medline via OVID)
1. (south asia* or black africa* or black caribbean* or pakistan* or bangladesh* or
india* or (ethnic adj1 minorit*)).ti,ab.

2. (blue collar or working class or underclass or low* class or low* income or

poverty).ti,ab.

3. social* exclu*.ti,ab.


http://www.diabetes.org.uk/
http://www.library.nhs.uk/diabetes/
http://www.library.nhs.uk/ethnicity/

4. social* inclu*.ti,ab.
5. (depriv* or disadvantage* or inequalit* or underprivilege*).ti,ab.

6. *income/ or *poverty areas/ or *social class/ or *socioeconomic factors/or

*gypsies/or *vulnerable populations/

7. hard to reach or marginalised communit* or social cohesion or gypsy-travellers or

romany or romani or roma or gipsy or seldom heard
8. OR 1-7

9. food skill* or food project* or cook* skill* or cook* project* or physical activity on
prescription or healthy eating advice or physical activity intervention or nutritional
education or physical activity referral scheme* or group based weight management
or diet therapy or community dietetic service* or community cook* class* or cook*

class* or food class* or cook* club* or food club*

10. *food services/ or *food habits/ or *food labelling/ or *swimming pools/ or
*physical activity therapy/ or *diet therapy/

11 OR 9-10

12. population level or community health or retail intervention or non-health care
intervention or peer education programme* or public awareness campaign* or family
counselling or behaviour* counselling or mass education or health education or
behaviour goal* or healthy living centre* or cultural collaboration or relaxation or

partnership or holistic or ecological or ICT or new media or “men’s health clinic”

13. community adj2 (participation or project or approach or engagement or care or

intervention or strategy)

14. *communications media/or *leisure activities/ or *social marketing/ or *program
development/ or *health education/ or *behaviour therapy/ or *community health
planning/ or *persuasive communication/ or *internet/ or *holistic health/ or

*relaxation/ or *family therapy/
150R 12-14
16. dietary change or healthy eating or wellbeing or weight management

17 ((lifestyle or behaviour*) adj change)
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18. physical activity/ or diet/ or nutritional physiological phenomena/
19. OR 16-18
20 15 AND 19
21.11 0OR 20
22. 8 AND 21

23. leisure provision or pool provision or language barrier* or access to care or food
choice* or participation or nutritional knowledge or community level barrier* or dietary
intake or motivation or eating behaviour or dietary belief* or dietary perception* or
fatalistic outlook or cultural heritage or views or food related experience* or lifestyle
health impact or food consumption patterns or awareness or food desert or illness
belief* or religious leader* or questionnaire or interview or focus group or participant
observation or delphi study or group meeting* or feedback or video-tape instruction

or video tape instruction or role-play or role play or telephone survey
24. (gender) adj3 weight

25. ((environment* or cultur* or religious) adj factor)

26. (physical activity) adj2 (attitudes or behaviour or perception)

27. *religion/ or *multilingualism/ or *cultural diversity/ or *choice behavior/ *cookery/
or *culture/ or *cultural characteristics/ or *perception/ or *social support/ or
*communication barriers/ or *self concept/ or *food preferences/ or *risk reduction

behavior/ or *motivation/ or *social environment/ or *consumer participation/
28. OR 23-27

29 8 AND 28 AND 19

30. 22 OR 29

31. great britain/ or england/ or scotland/ or wales/ or northern ireland/

32. (UK or United Kingdom or Britain or GB or England or Scotland or Wales or

Northern Ireland).ti,ab.
33.310R 32

34. 30 AND 33
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ADD DATE LIMIT 1990-2009, ENGLISH LANGUAGE, HUMANS

List of Databases Searched for Review One and Two

Medline via OVID SP

Embase via OVID SP

CINAHL via EBSCO

British Nursing Index via OVID SP

The Cochrane Library via Wiley

Science Citation Index via Thomson ISI

Social Science Citation Index via Thomson ISI
PsycINFO via OVID SP

EPPI Centre Databases — Bibliomap, Database of Promoting Health Effectiveness
Reviews (DoPHER), Trials Register of Promoting Health Interventions (TRoPHI), The

database on Obesity and Sedentary behaviour studies

http://eppi.ioe.ac.uk/cms/

Additional Sources Searched for Review One and Two

Grey Literature
British Library Integrated Catalogue

http://cataloque.bl.uk/F/?func=file&file name=login-bl-list

Conference papers index (via CSA)
Medical Research Council

http://www.mrc.ac.uk/

Economic and Social Research Council.

www.esrc.ac.uk/
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http://eppi.ioe.ac.uk/cms/
http://catalogue.bl.uk/F/?func=file&file_name=login-bl-list
http://www.mrc.ac.uk/
http://www.esrc.ac.uk/

Websites

Association of Public Health Observatories

www.apho.org.uk/

NHS Evidence: National Library for Public Health

www.library.nhs.uk/publichealth/

The Joseph Rowntree Foundation

www.jrf.org.uk/

Diabetes UK

http://www.diabetes.org.uk/

Other Sources

Scopus (via Elsevier)

Web of Science (via Thomson ISI)

NHS Economic Evaluation Database (NHS EED via Wiley)
EconLit (via Ovid SP)

The Public Health Interventions Cost Effectiveness Database (PHICED)

www.yhpho.org.uk/nphl/nphlresults.asp

Google Scholar

http://scholar.google.co.uk/



http://www.apho.org.uk/
http://www.library.nhs.uk/publichealth/
http://www.jrf.org.uk/
http://www.diabetes.org.uk/
http://www.yhpho.org.uk/nphl/nphlresults.asp
http://scholar.google.co.uk/

Appendix 4: Quality rating of included papers

Effectiveness paper

Study Population | Intervention (& comparison) Outcomes Time Results Summary Summary quality rating
1[2[3|4 5|6 7 819 10 |11 [ 12 [13 [14 [ 15 [ 16 |17 [ 18 |19 [ 20 [ 21 [ 22 [ 23 [24 |25 | 26 | 27
Williams & Sultan 1999 =l -] - NA[+|[NA|NA|[-|NA|NA|+ |++ ]|+ |+ |+ |+ |+]|NA|++|NA + |+ |+ - +
Qualitative papers
Study 1 2 3 4 5 6 7 8 9 10 11 12 13 14 Quality rating
Bradby 1997 ++ + + + + + + NR i NR ++ + ++ NR NA +
Carroll 2002 ++ ++ + + + ++ + + ++ + + ++ + + NA +
Darr 2008 ++ ++ ++ + + + ++ ++ + ++ + + ++ ++ + +
Farooqi 2000 ++ + + ++ + + + + + - + + ++ + NR +
Grace 2008 ++ ++ ++ ++ + + ++ ++ ++ ++ ++ ++ + - + ++
Khanam 2008 ++ + - - + + - - + NR + ++ + - + +
Kopp 2009 ++ ++ ++ 3 NR ++ NR + - NR + + ++ NR NA +
Lawrence 2007 ++ + + ++ + - + ++ ++ ++ ++ ++ ++ + ++ ++
McEwen 2009 ++ + ++ + + ++ + + = + ++ 