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Abstract 67 

Physical activity and healthy eating are important for physical and mental health, yet long-standing 68 

inequalities constrain the ability of ethnic minorities in the United Kingdom (UK) to adopt these 69 

behaviours. Programmes aimed to improve these behaviours have also often not been engaged with by 70 

these communities. 71 

This study therefore aimed to: 1) identify the values underlying the physical activity and healthy eating 72 

behaviours of UK ethnic minorities and 2) explore how structural, socio-economic and environmental 73 

factors interact with these values to influence their physical activity and healthy eating behaviours.  74 

The study adopted a relativist ontological and subjectivist epistemological philosophical assumption. 75 

Qualitative interviews were used to address research objectives. A total of 10 group and five individual 76 

interviews were conducted with 41 participants. All participants were from an ethnic minority 77 

background (Black, Asian or Mixed according to the UK Office for National Statistics classification), 78 

recruited purposively and aged between 18 and 86 years and were living in England and Wales. Data 79 

were analysed using inductive thematic analysis. Community engagement was embedded throughout 80 

the study.  81 

We found that culture and family, community and social life, and health are important values underlying 82 

the physical activity and healthy eating behaviours of UK ethnic minority communities. External 83 

factors, including racism and access (geographical, social and economic), interact with these values to 84 

drive health behaviours. Using an illustrative guide, we conclude the paper with policy and practice 85 

recommendations on how public health programmes on physical activity and healthy eating can be 86 

aligned with these values to ensure relevance for ethnic minority communities. 87 

 88 

Keywords 89 

Healthy eating; physical activity; values, UK ethnic minority communities; qualitative research; 90 

community engagement. 91 
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1. Background 92 

Physical activity and healthy eating are important for physical and mental health [1,2]. These behaviours 93 

lower the risk of noncommunicable diseases [3], improve immune function [4] and contribute to the 94 

management of physical and mental health conditions [5]. They also bring national economic benefit 95 

by lowering healthcare costs [6], increasing workplace productivity and reducing working age 96 

morbidity and mortality [7]. As a result, physical activity and healthy eating are a focus of health 97 

promotion nationally and globally [5,8,9]. 98 

Despite this, about 25% of the global adult population do not meet the recommended 150+ minutes of 99 

moderate-intensity activity weekly [1] and fruit and vegetable consumption remains low [2]. Similar is 100 

observed in the UK with about two in five UK adults not meeting physical activity recommendations 101 

[10] and many people continuing to eat too much sugar and saturated fat and not enough fruit, 102 

vegetables, fish and fibre [11]. These figures are even worse for UK ethnic minority communities, who 103 

face longstanding social, economic and health inequalities [12]. For example, adults from Black and 104 

Asian communities are less likely to be physically active [10] and to eat five portions of fruit and 105 

vegetables daily [13] than the UK average. 106 

Physical activity and healthy eating behaviours are driven by system, political and socio-environmental 107 

factors and not just by the individual’s decision to eat or exercise. Ethnic minority communities have 108 

and continue to experience political, social and environmental disadvantages [14] that affect their ability 109 

to eat well and be physically active. To reduce health inequalities associated with these outcomes, 110 

approaches are needed that address these factors as part of a system but also as an individual capacity 111 

and choice. The development and implementation of coproduced and tailored policies and programmes 112 

are therefore required [15,16].  113 

Historic injustice and negative personal experiences may have bred suspicion and distrust among people 114 

from some ethnic minority communities, such that they do not engage with public health programmes 115 

[17]. In addition, generic public health programmes may not reach some ethnic minority communities 116 

because they are not aligned with their needs, cultural values and daily realities. This failure to engage 117 



 

6 
 

ethnic minority communities and acknowledge their diversity can result in widening health inequalities; 118 

the relative reluctance of ethnic minorities to take part in the UK COVID-19 vaccination programme is 119 

direct evidence of this [18].    120 

Studies on barriers to and facilitators of physical activity and healthy eating among UK ethnic minority 121 

communities have been conducted [19-21]. These studies highlight the main barriers to being physically 122 

active and eating healthily, such as lack of time, limited financial resources, lack of awareness, cultural 123 

barriers and religious beliefs. The first three of these are, to some extent, reflections of the priorities 124 

placed on physical activity and healthy eating. The question remains about whether if more time and 125 

money became available to this group, they would be spent on being active and eating healthily. People 126 

have their own reasons for behaving in ways that may be detrimental to their health. Negative health 127 

behaviours, such as smoking, may have non-health-related values attached to them that override the 128 

health imperative [22]. 129 

Developing effective and relevant physical activity and healthy eating programmes, therefore, requires 130 

a deep understanding of the different cultural values and beliefs of ethnic minority communities, 131 

including their realities and values and of how these factors affect their health behaviours. Such an 132 

understanding would enable interventions and programmes to be tailored to meet the needs of this 133 

diverse group and the varied cultural contexts they represent [19,23,24]. Understanding what matters 134 

most to these communities would enable interventions and programmes to be aligned with their 135 

priorities and values [25]. Personal values have been previously defined as “normative behavioural 136 

criteria or guiding principles in our lives” [26]. Programmes and interventions will also have to take 137 

into consideration wider determinants of health and health behaviours, as there will be ways in which 138 

structural, social, economic and environmental factors interact with personal values to shape health 139 

behaviours. 140 

This study had two objectives: 1) to identify the main values underlying physical activity and healthy 141 

eating behaviours among some UK ethnic minority communities and 2) to explore how structural, 142 

social, economic and environmental factors interact with these values and their influence on physical 143 

activity and healthy eating behaviours.  144 
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2. Methods 145 

2.1 Design 146 

This study was part of research conducted to coproduce messaging and strategies to improve physical 147 

activity and healthy eating among ethnic minority communities as part of a UKRI-ESRC-funded project 148 

titled “Consortium on Practices for Wellbeing and Resilience in BAME Families and Communities 149 

(Co-POWeR)” within the Work Package on Physical Activity and Nutrition. The Co-POWeR project 150 

was funded and conducted during the COVID-19 pandemic following increased awareness of the long-151 

standing inequalities, including COVID-19 infection and death rates, faced by ethnic minority 152 

communities and of the need to investigate the impact of the pandemic and inequalities on ethnic 153 

minorities’ health and wellbeing. 154 

Qualitative research methods (interviews) were used to generate data to address the research objectives. 155 

These methods allow for detailed exploration of behaviours and experiences [27]. This study adopted 156 

the relativist ontological and subjectivist epistemological philosophical assumption that there are 157 

multiple realities constructed and influenced by social environment, experiences, historical and cultural 158 

norms and the interaction with the researcher [28,29]. The main researcher in this study (OG), a young 159 

woman of ethnic minority background, has significant experience working in the field of public health 160 

and nutrition with ethnic minority communities and conducting qualitative research. Sharing some lived 161 

experiences with study participants potentially impacted on the data collection, analysis and 162 

interpretation process. For example, being familiar with the conversation style and body language meant 163 

she could identify when participants needed further prompts to expand on a topic and during analysis, 164 

she could find latent and implicit meanings within the data.  165 

Community engagement and involvement were embedded in all phases of the study; a pool of 51 active 166 

community partners worked with the research team on the study. The Consolidated Criteria for 167 

Reporting Qualitative Research (COREQ) [30] is used in reporting the study (Additional file 1).  168 

2.2 Study participants and recruitment 169 
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People aged >15 years, living in the UK and identifying themselves as of an ethnic minority background 170 

were eligible to participate. A purposive sampling strategy was used for recruitment (Table 1) to reach 171 

people from ethnic minority communities. As most participants were recruited during visits to 172 

community centres and groups, through snowballing and social media, the number of those approached 173 

is unknown. A total of 43 participants were recruited, two of whom were no longer available at the time 174 

of data collection.  175 

Table 1. Summary of recruitment of study participants 176 

2.3 Data collection 177 

A study information sheet coproduced with community partners was provided to those who expressed 178 

interest in the study. This sheet was coproduced to ensure ease of understanding by participants. Study 179 

details were also explained by OG during a face-to-face visit or phone call to address any concerns 180 

before receiving verbal and written informed consent.  181 

A topic guide for interviews collecting data for the Co-POWeR study work package on physical activity 182 

and nutrition was developed with project collaborators and community partners. The data presented in 183 

this paper were generated from a subset of questions in the topic guide (Table 2).  184 

Table 2. Subset of questions taken from topic guide for interviews 185 

Semi structured interviews (group and individual) were conducted to allow participants to share their 186 

views while focusing on key topics [31]. Care was taken to ensure that people of similar age were in a 187 

group to prevent inhibited conversation. A pilot group interview (120 minutes) was held on the 29th of 188 

July 2021 which led to a decision to reduce the length of discussions. Data collection took place between 189 

July 2021 and March 2022, during the COVID-19 pandemic. All sessions lasted between 60 and 90 190 

minutes, and participants were offered a shopping voucher to thank them for their time. 191 

Interviews were conducted either face-to-face or online, based on participants’ preferences and in line 192 

with COVID-19 guidelines. Face-to-face sessions (four groups and one individual interview) were held 193 

at locations agreed upon with participants, including a community venue, university campus locations 194 
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and a food bank. Sessions were facilitated by OG (MSc Public health), the lead researcher on the project, 195 

with the community group coordinator present to foster more relaxed conversations. Online data 196 

collection sessions were held using Zoom conferencing software, facilitated by OG and co-moderated 197 

by MS (PhD, project lead), SA (PhD, research fellow) or Beatrice Sankah (BS) (PhD, PhD student and 198 

research assistant). All moderators had previous experience of conducting interviews with people from 199 

these communities.  200 

Communication in some group interviews was facilitated by the fact that some participants knew each 201 

other or were members of the same community groups. All participants had interacted with the lead 202 

researcher (OG) before data collection to establish a relationship and facilitate openness during 203 

discussions. During these prior interactions, OG shared the reasons behind the Co-POWeR project, how 204 

it was focused on ethnic minority communities and the overall work package goal to improve physical 205 

activity and healthy eating. These conversations were often informal to ensure potential participants felt 206 

free enough to express themselves. All moderators and co-moderators (OG, MS, SA and BS) of the 207 

interviews being from a visible ethnic minority group may have contributed to more open conversations 208 

during the interviews.  209 

Interviews were audio-recorded using the built-in Zoom recording system for online sessions or a digital 210 

recorder for face-to-face interviews and were transcribed verbatim by a transcription service with a 211 

confidentiality agreement in place. All transcripts were fully anonymised and checked against field 212 

notes by OG to ensure non-verbal communication and accent differences were captured. Participants 213 

were given an alphanumeric identifier starting with “I” or “G”, indicating individual or group interview, 214 

followed by a participant number. 215 

2.4 Data analysis  216 

Transcripts were analysed inductively using thematic analysis to address the research objectives, paying 217 

particular attention to latent concepts within the data.[32]. We noted from the outset that although 218 

sharing the same label of minority and perhaps similar experiences of inequalities, ethnic minority 219 

communities are not a group of homogenous people who have the same behaviours, priorities and 220 
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experiences. This was taken into consideration during analysis, and similarities and differences between 221 

ethnic minority groups were highlighted. OG developed the analysis plan which was reviewed by all 222 

co-authors. Analysis was conducted independently by OG and MS using NViVo R1 software to 223 

organise the data. Analysis was discussed by MS and OG before coding began. Codes were 224 

subsequently compared, and disagreements resolved through discussion with MB. All co-authors 225 

reviewed and agreed on the values, factors, sub-themes and illustrative quotes to be used. Participants 226 

corroborated the research team’s interpretation while taking part in workshops that formed another 227 

phase of the Co-POWeR research and will be reported elsewhere (manuscript in preparation). 228 

Participants felt that the researcher’s interpretations reflected their own experiences and opinions.  229 

3. Results  230 

3.1 Participant characteristics 231 

A total of 10 group interviews (two to six participants per group) and five individual interviews were 232 

conducted, involving 41 participants aged between 18 and 86 years. Participants lived mainly in 233 

England and Wales. Just over half were women, and the great majority were Black, Black British, 234 

African or Caribbean (Table 3).  235 

Table 3. Characteristics of study participants 236 

Findings from this study, and themes from the discussions, are presented as they relate to the two study 237 

objectives. 238 

3.2 Objective 1: To identify the main values underlying physical activity and healthy eating 239 

behaviours among UK ethnic minorities  240 

Three major values underlying physical activity and healthy eating behaviours were identified from the 241 

analysis: 1) culture and family; 2) community and social life; and 3) health.   These values are described 242 

in detail below with subthemes and illustrative quotes presented in Table 4. For context, we used quote 243 

numbers (Qx) to refer to relevant quotes in Table 4 within the text. In addition, ‘routines’ was identified 244 
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as a coping strategy that worked to enable participants to behave in a way that was consistent with their 245 

values. This is discussed after the presentation of themes that discuss the values.   246 

Table 4. Values underlying physical activity and healthy eating behaviours, sub-themes and illustrative 247 

quotes 248 

3.2.1 Culture and family 249 

Participants of all ages and ethnicities placed high value on culture and family. These values defined 250 

eating behaviours, including the kinds of food eaten, taste, methods of preparation and the act of cooking 251 

and eating together as a family or community. Cultural meals were perceived as “good food” and as a 252 

reward for a long workday, especially among first- or second-generation migrants. Although 253 

participants were open to trying new meals especially with their families, not having their usual cultural 254 

meals was described as “a big gap” on the plate (Q1, Q2). 255 

Most participants (mainly those aged 20-64 years) acknowledged the negative health impacts of their 256 

cultural meals, especially the cooking methods used. This was not enough to stop participants from 257 

eating these meals (Q3, Q4). 258 

Some participants described embarking on weight loss diets, which involved avoiding their usual 259 

cultural meals, as recommended by digital apps or online websites; however, these efforts were not 260 

sustained, leaving participants sad because they were unable to eat the foods they loved. Participants 261 

did not mind having cultural foods slightly adapted; for example, through healthier cooking methods, 262 

they just did not want a complete change in diet. Most participants, therefore, highlighted the need for 263 

interventions focused on exploring how cultural foods could be made healthier (Q5). 264 

A participant described how it was not cultural for them to run on the streets instead of going to work, 265 

making a living or fending for the family. Younger participants also described how parents sometimes 266 

do not encourage their engagement in sports or physical activity, placing a higher priority on time spent 267 

on education (Q6).  268 
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Family dietary and physical activity behaviours were influenced by other family members. This 269 

included children influencing parents’ diet, partners’ influencing each other’s diet, and parents 270 

influencing children’s diets. Younger participants described maintaining their family’s healthy eating 271 

habits as they ventured into adulthood (Q7). Where possible, they found ways to overcome barriers to 272 

maintaining these family habits (Q8). Parents also mentioned how they adjusted their diets or engaged 273 

in physical activity based on their children’s preferences. This influence was described by a parent 274 

(Asian, adult, man) as being “under pressure”, and he highlighted the need for health education for 275 

children in schools so they can positively influence family meals. This suggestion was also reflected by 276 

some participants who described becoming more active as a result of the activities sent home from 277 

school (Q9, Q10).  278 

3.2.2 Community and social life 279 

Most participants, regardless of their age, ethnicity or geographical area, belonged to at least one 280 

community or social group and they explained how this was important to them. These groups which 281 

included elderly clubs, friendship groups, neighbourhood groups, youth activity clubs, boxing clubs or 282 

even sou-sou groups (an informal money contribution group), all had one thing in common: an 283 

ethnically diverse population.  284 

It appeared that the value of these groups was tied to the experience of belonging and inclusion 285 

participants gained. For example, a participant highlighted how although they missed being a part of a 286 

community group, they were hesitant to go to groups found online because they questioned how diverse 287 

these groups were and whether they would be accepted; they wanted to avoid previous negative 288 

experiences they had had in non-diverse community groups (Q14). 289 

Sometimes, community groups have physical activity or healthy eating benefits such as group exercises, 290 

joint cooking and sharing hot meals together. However, participants explained that those health benefits 291 

were secondary to the main benefit of spending quality time as a part of a community (Q11, Q12). Other 292 

participants who, either due to COVID-19 lockdown or a change in residential location no longer 293 
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belonged to any community group at the time of the interviews, described how that had somehow 294 

negatively affected them. 295 

Community food banks led by people from ethnic minority communities understood the value and 296 

importance of cultural foods and so provided these foods to members of the community. Participants, 297 

mainly adult women, emphasised how valuable such food banks within their communities were in 298 

helping them and their families eat well (Q15).  299 

3.2.3 Health 300 

Most participants valued the physical and mental health benefits of healthy eating and physical activity. 301 

Young people especially recognised that they were from a high-risk group and that these behaviours 302 

reduced their risk of long-term conditions (Q19, Q20). 303 

There was also a strong emphasis on the value of healthy eating and physical activity in weight 304 

management during conversations with all age groups and both genders, though women focused mainly 305 

on healthy eating when talking about body weight, while men focused mainly on physical activity. 306 

There were few references to the importance of this for health; most of the weight concerns were related 307 

to the desire to look and feel good. Although they appeared to value health, this value seemed to be 308 

secondary to the aesthetic value of engaging in physical activity and eating healthily (Q16, Q17). 309 

In some cases, body weight concerns were strong enough to provoke short-term changes in participant’s 310 

diet and physical activity, but such changes were not often maintained. The value participants placed 311 

on cultural foods and the role food plays in their social lives appeared to be more important than the 312 

desire to look good or be healthy. 313 

Encompassing these three values, “routine” was a coping strategy observed in the data that 314 

demonstrated how these values manifested in participants’ day-to-day lives. It was the structure that 315 

facilitated valued behaviours. Most participants (both men and women) had created a way to 316 

accommodate their multiple caring, work and family responsibilities to achieve some form of balance. 317 

These routines revolved around the things that mattered to them, working to provide for family, 318 

spending time cooking the cultural foods they loved and attending community activities. For many 319 
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participants, new activities involved disrupting this routine, which was built to protect existing priorities 320 

and values and were therefore not well received. Participants explained that sometimes when they heard 321 

or saw health messages, they would think about changing their behaviours but not do so because they 322 

could not see how to fit the recommendations into their day-to-day lives without disrupting their 323 

established routines.  324 

3.3 Objective 2: To explore the interactions of structural and systemic factors with values and 325 

their influence on physical activity and healthy eating behaviours  326 

Two main factors were identified that affected how the values of ethnic minority communities shaped 327 

their physical activity and healthy eating behaviour: 1) racism and 2) access. These are further explained 328 

with example quotes in Table 5. 329 

Table 5. Factors influencing how values shape physical activity and eating behaviours, sub-themes and 330 

illustrative quotes 331 

3.3.1 Racism 332 

Participants’ past, present and fear of future experiences of racism and discrimination played an 333 

important role in shaping their lifestyles, values, physical activity and healthy eating behaviours (Q21, 334 

Q22). This was especially true for participants of Black African ethnicity, regardless of their age or sex. 335 

Participants also expressed concern about engaging with community groups and useful community 336 

services because their previous experiences made them question whether those groups would be 337 

inclusive (Q21, Q25).  338 

Some participants felt that they had to be more scrupulous in their behaviour during the pandemic to 339 

avoid racism. For example, one participant spoke about how she was unable to engage in her usual 340 

walks in the park even when they were permitted during the pandemic because she did not want to feel 341 

different or have people questioning why she was outside in a “sad moment” (Q23). She subsequently 342 

explained that the root reason for this behaviour was her previous experiences of being treated 343 

differently by people who believed that those with “darker skin colours were the spreaders of the virus” 344 

(Q24). 345 
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3.3.2 Access 346 

Participants highlighted how factors relating to access in all its forms (physical, geographical, 347 

socioeconomic etc.) played important roles in shaping their health behaviours.  348 

Living in a neighbourhood with access to green space and nature positively influenced participants’ 349 

ability to act on the value placed on social activities or shared outdoor activities. However, living in 350 

built-up areas with increased air pollution resulted in participants being less able to engage in physical 351 

and social activities even though they valued them (Q26, Q27). 352 

People’s ability to access facilities interacted with their experience of racism. Although appropriate 353 

facilities were available in their neighbourhoods, they chose not to use them to avoid facing racism. 354 

For example, a participant claimed to be lucky because they had a secluded space on the way to the 355 

public park they could use for family activities, unlike her friend who lived in the same neighbourhood 356 

but did not have such space. This meant that even though there was clearly a public park in this 357 

neighbourhood, it was not considered a space for physical activity (Q28). 358 

Some participants from Black African or Caribbean ethnicities, especially among first- or second-359 

generation migrants, had a perception that some foods sold in large supermarkets and shops, including 360 

fruit and vegetables were unhealthy because they were “fake”. Some participants responded to this by 361 

feeling less motivated to include such foods in their diet.  362 

Participants, mainly men, also tended to prefer shopping at independent shops or markets rather than 363 

supermarkets. They reflected on how the placing of items in a supermarket, often less healthy foods by 364 

the tills, sometimes affected the foods they had ended up buying (Q31). Participants also reflected on 365 

how expensive eating healthy was and how even though they wanted to sometimes, they were unable 366 

to due to high cost (Q32, Q33).  367 

4. Discussion 368 

This study used a qualitative approach to identify the values underlying the physical activity and healthy 369 

eating behaviours of UK ethnic minority communities and explored the structural and systemic factors 370 
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that interact with these values. Three main values; culture and family, community and social life and 371 

health, influenced their physical activity and healthy eating behaviours. Racism and issues of access 372 

constrain people’s capacity to be physically active and eat healthily.  373 

Culture had a stronger influence on eating behaviour than on physical activity because it determined 374 

the tastes and ingredients they preferred and how food was sourced, prepared, eaten and shared within 375 

the family. Cultural foods were referred to as “good food”, and while participants were aware of the 376 

health implications of eating their cultural foods, the value they placed on foods significant to their 377 

culture overrode these concerns. This finding is consistent with previous studies [33,34,35] that 378 

highlight the central role played by cultural norms in ethnic minority communities’ diets. 379 

Culture is a set of transmissible non-genetic information or guidelines on the right way to live that are 380 

available, accessible and applicable to a group of people [36]. This suggests that culture is a dynamic 381 

concept and cultural norms may be adapted to accommodate acceptable changes. Cultural norms, as 382 

they apply to food, have been undergoing this process of adaptation; some cultural foods are being made 383 

differently now that mechanised kitchen equipment is available (grilling or air frying instead of frying 384 

in oil). Study participants appeared open to trying new methods of cooking that were more consistent 385 

with healthy eating than established culturally determined practices. This emphasises the value attached 386 

to culture but also suggests an opportunity for public health practitioners to work with communities to 387 

coproduce culturally acceptable but healthier adaptations to the preparation of cultural foods.  388 

Consistent with our findings, several studies have also shown families to strongly influence physical 389 

activity and healthy eating behaviours among ethnic minority communities [37,38], with a recent review 390 

of qualitative studies highlighting that ethnic minority communities prioritise family over health when 391 

making dietary decisions [38].  392 

Cultural barriers to using public physical activity spaces experienced by women are often raised in past 393 

studies [19,21,39], and we also expected such conversations in this study. However, this topic was not 394 

mentioned at all. This could be because issues relating to access, harassment and cultural acceptability 395 

have caused participants to close their minds to the use of the gym for physical activity to the point that 396 

it is no longer considered relevant in discussions. This introduces an intersectional constraint to the use 397 
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of gyms by women from some ethnic minority backgrounds. Women of all ethnicities describe 398 

experiencing or being concerned that they might experience sexual harassment or threats to their safety 399 

when using physical activity facilities or engaging in active travel [20,40,41]. This coupled with 400 

expectations of specific sociocultural roles for women [19, 20, 41] and cultural acceptability of different 401 

sports [42] may make it difficult for women from some ethnic minority communities to be more 402 

physically active. For these reasons, formal and public physical activity programmes may not be well 403 

received by ethnic minority communities. Changes in cultural expectations are required for physical 404 

activity programmes to be successful.  405 

Community and social support provide motivation, peer-support and encouragement for the initiation 406 

and maintenance of physical activity and healthy eating [39,43,44]. These benefits were echoed by 407 

participants in this study, but the value placed on community and social support went beyond just 408 

encouraging behaviour change. Community was key to fostering feelings of belonging and inclusion. 409 

Studies of physical activity [20,45], nutrition [19,46], mental health [35,47], research inclusion [48] and 410 

public health messaging [15,49] have highlighted the importance of community groups to people from 411 

ethnic minority communities and how change is often better received when community groups are 412 

engaged. Belonging to a community group that provided social support was tied to a deeper sense of 413 

wellbeing, acceptance, trust and freedom of expression. There is no clear definition of what counts as a 414 

community group; however, study participants referred to informal friendship groups, formal 415 

community groups, sports clubs and religious groups as community groups. They were all attractive to 416 

participants because they were ethnically diverse.   417 

One observation was the occasional clash of values between those held personally by younger 418 

participants and those held by their parents. These reflected differences in priorities, in that some parents 419 

wanted their children to spend all their time studying to achieve success in life, while young people 420 

wanted to engage in community sports and activities with friends. This observation has been made 421 

before; sometimes there are aspects of cultural or even regional beliefs and norms that people do not 422 

necessarily accept or endorse and so omit or even oppose in their day-to-day practices [50]. 423 
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Acknowledging and understanding these conflicting values held by younger and older members of the 424 

same community is important when developing culturally relevant programmes.  425 

Health itself is often not a driver of sustained behaviour change [51]. Many people continue with usual 426 

behaviour despite being aware of implications for health [51,52]. The topic of health for risk reduction 427 

was frequently raised during the discussions in this study. This sometimes drove participants to make 428 

healthier choices, but only for a short time. It is possible that although health was valued, the methods 429 

adopted to change behaviour were not aligned with other values participants had. This potentially led 430 

to a clash in values, with one giving way to the other. For example, participants described attempting 431 

to change behaviour using diet apps or watching YouTube videos. These seemed the most accessible 432 

form of support for participants but are unlikely to have all been evidence-based behaviour change 433 

interventions; more importantly, they were also unlikely to have aligned with what mattered most to 434 

them. This further emphasises the need for future interventions to engage with fundamental personal 435 

values [53]. 436 

Participants, especially those of Black ethnicity recounted how experiences of perceived racism toward 437 

them or others in their communities prevented their engagement in physical activity and healthy eating 438 

behaviours. They described not engaging in physical activities with community members in outdoor 439 

spaces, not using public physical activity facilities and not going to shops to purchase cultural foods in 440 

a bid to avoid being policed or racially harassed, particularly during the COVID-19 pandemic. Other 441 

studies have identified the negative impacts of experiences of racial discrimination and harassment on 442 

the willingness and ability of people from ethnic minorities to be active and eat healthily and on health 443 

in general [39,45,54]. 444 

There is robust evidence that economic access observed as low socioeconomic status, is closely linked 445 

with reduced intake of healthy food [35,55,56] and reduced engagement in physical activity [10,57]. 446 

Evidence also shows that UK ethnic minority populations are more likely to experience poverty and 447 

live in more-deprived neighbourhoods [54,58]. Our findings correspond with this evidence. With 448 

healthy foods being more expensive and less healthy foods being cheaper and readily available in more 449 
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deprived neighbourhoods, the ability of people from ethnic minority communities to eat healthily or 450 

engage in physical activity is impacted even though they want to.  451 

4.1 Public Health Implications 452 

A summary of study findings highlighting the values and issues that affect the ability of people from 453 

some ethnic minority communities to be physically active and eat healthily are presented in Figure 1. 454 

These factors need to be considered when developing public health policies and programmes for UK 455 

ethnic minorities. 456 

 457 

Fig. 1 Values and factors influencing physical activity and healthy eating behaviours among UK ethnic 458 

minorities 459 

Based on these findings, we recommend three questions that policy makers, practitioners and 460 

researchers can ask when developing physical activity and healthy eating policies or programmes 461 

(Figure 2). Coproduction with ethnic minorities should run across all stages of this guide. 462 
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 463 

Fig. 2 Guide questions when planning physical activity and healthy eating policies and programmes  464 

In Table 6, we demonstrate with an example how these guide questions can be used in developing a 465 

cycling programme.  466 

Table 6. Example of using guide questions when developing a physical activity programme 467 

Similarly, one of the recommendations of the National Food Strategy to reduce diet-related inequality 468 

is to trial a “Community Eatwell” programme where fruit and vegetables and education and training 469 

programmes to gain food skills would be prescribed by general practitioners to members of the public 470 

[59]. This programme can be made more relevant to ethnic minority communities when: i) the fruit and 471 

vegetables being prescribed reflect the various cultural foods for the various communities; ii) education 472 

and training programmes on food skills are embedded in already existing ethnically diverse community 473 

groups and iii) recommendations on how physical activity and healthy eating can be included in their 474 

day-to-day lives are provided. 475 

4.2 Strengths and Limitations 476 

This study is the first, to the authors’ knowledge, to explore how values dominant in UK ethnic minority 477 

communities influence physical activity and healthy eating behaviours. These insights can be used by 478 

policy makers, practitioners and researchers in developing public health programmes and policies that 479 
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are more likely to be effective at supporting healthy eating and physical activity than those currently in 480 

use.  481 

It is important to consider these recommendations in the context of qualitative methodology. Qualitative 482 

research does not seek to represent the views of the population under study but instead endeavours to 483 

present the range and diversity of views held by this population. The adopted recruitment strategy may 484 

also have impacted the study findings. Most participants were recruited through community groups, 485 

suggesting that study participants may represent a group of ethnic minorities who particularly value 486 

belonging to a community group.  487 

An important strength was that ethnic minority communities were engaged through coproduction and 488 

consultation activities throughout the study. Community engagement activities included partaking in 489 

planning meetings and decision-making activities, reviewing ethics documents and topic guides and 490 

facilitating recruitment. This active involvement helped to promote recruitment, gain trust and facilitate 491 

more transparent and honest conversations, enhancing the robustness of the data. A community 492 

engagement partner also reviewed this manuscript before submission to ensure that the study 493 

interpretation reflects the realities of UK ethnic minority communities.  494 

5. Conclusions 495 

Culture and family, community and social life and health are important values underlying UK ethnic 496 

minorities’ physical activity and healthy eating behaviours. External factors including racism and 497 

geographical, social and economic access to physical activity facilities and healthy foods, interact with 498 

these values. In developing relevant programmes and policies for diverse ethnic minority communities, 499 

these values and factors need to be actively considered and accounted for. Establishing mechanisms by 500 

which ethnic minority communities can be actively involved in developing programmes to improve 501 

their physical activity and healthy eating will be important for increasing their acceptability and 502 

effectiveness.  503 

 504 

 505 
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Table 1. Summary of recruitment of study participants 710 

Recruitment strategy Description 

Face-to-face visits by 

research team to 

community groups and 

networks 

Community groups and networks (e.g., lunch clubs, elderly clubs, youth 

groups, religious groups, food banks) across the UK that serve ethnic 

minority communities were identified by community partners, the research 

team and project collaborators. Emails, phone calls or face-to-face 

meetings with group coordinators were held by OG and MS to introduce 

the project.  Face-to-face visits to group meeting locations were then held 

by OG. Most of the groups visited physically were in Southampton and 

Wales. Others were contacted online. Visits involved sharing details of the 

research project and asking interested people to let the researchers know at 

a subsequent visit, through the group coordinator or by email or phone call 

to OG. 

Recruitment posters 

and social media 

graphics 

Posters and graphics inviting people to get in touch with the lead researcher 

by email or phone were coproduced with community partners and shared 

on social media pages and in community locations also identified by 

community partners (corner shops, cultural food shops, bookshops) as 

often visited by ethnic minority communities.  

Snowballing To facilitate further recruitment, people who had expressed interest and 

consented to take part in the project were encouraged to also invite other 

people from their communities by sharing the project poster and social 

media graphics with them.  

 711 

 712 

 713 

 714 

 715 

 716 

 717 

 718 

 719 

 720 
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Table 2. Subset of questions taken from topic guide for interviews 721 

Topic Question Sub questions and prompts 

Experiences What were your experiences over the 

past year with the COVID-19 pandemic?  

Friends, families and community 

Health 

Physical activity 

Diet 

Physical 

activity 

priorities 

How important is being physically 

active to you? 

On days you engage in physical 

activity or exercise, what kind of 

activities do you do? Why do you do 

that activity? 

Healthy eating 

priorities 

How important is eating a healthy diet to 

you? 

Are there specific days/times/periods 

when you feel more motivated to eat 

healthily? Why? 

On those days, what do you eat?  

Factors 

interacting 

with priorities 

(Researcher provided a brief statement 

describing the government 

recommendations for healthy diet and 

physical activity.) 

In your opinion or experiences, how 

possible are these recommendations to 

achieve? 

What specifically makes it 

possible/not possible for you to 

achieve these? 

Support What may best support you to achieve 

these recommendations for diet and 

physical activity? 
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Table 3. Characteristics of study participants 728 

 Number of participants 

Age group (years)  

18 – 19 8  

20 – 34 12  

35 – 64 18  

≥ 65  3 

Gender  

Men 20 

Women 21 

Ethnicity  

Asian or Asian British 4  

Black, Black British, Caribbean or African 28  

Mixed or multiple ethnic groups 4  

Other ethnic minority groups 5  

Country of Residence  

England 26 

Wales 14 

Scotland 1 

 729 

 730 

 731 

 732 

 733 

 734 

 735 

 736 

 737 
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 740 

 741 
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Table 4. Values underlying physical activity and healthy eating behaviours, subthemes and illustrative 742 

quotes 743 

Values Subthemes Quote 

number 

Illustrative Quotes 

Culture and 

Family 

Cultural food is 

“good food” 

Q1 “When you’ve been working hard you want to have a 

good hard food… it gives you the nutrition that you need 

plus our bodies yearn for it because that’s what we were 

brought up on”. I13, Adult, Caribbean, woman. 

Q2 “Another thing that would be very important especially 

for people from the African and Caribbean group would 

be…cooking books that are tailored to our ethnic group 

…because after working so hard, you wouldn’t want to 

eat salad for dinner…I definitely will not have a good 

night's sleep and I’ll have to wake up again and do the 

same job. It would be hard, the energy to do that won’t 

be there …” G02, young adult, African, man 

Concerns about 

healthy eating 

and cultural 

foods 

Q3 “It can be quite difficult because it’s not that we don’t 

use healthy foods, but I think it’s the process in which we 

cook them that kind of throws all the health out of the 

window… so, it’s not just telling them to eat healthy 

foods because they will tell you, ‘I do eat vegetables, but 

how do we eat it?’…it’s about actually how we cook 

it…” G08, young adult, African, woman. 

Q4 “…you’re always mindful of trying to make it as healthy 

as possible but then it’s like, you know what, it doesn’t 

taste right, I’m going to make it anyway”. G39, adult 

woman, African. 

Q5 “I think a very good cookbook that teaches us how to eat 

healthy and not go too much outside our comfort 

zone…especially, we Africans and Caribbeans…that 

could help people”. G02, young adult man, African. 

Culture and 

physical 

activity 

Q6 “…didn’t have the support of his parents, they don’t see 

it, they say they buy him, they go “is he a cow, are you 

going to sell him”.  They don’t see it like that, all they 

see is that education or money. They don’t give you the 

chance…the parents say no, you are not wasting your 

time on this”. G26, Adult, Mixed, man. 

Family 

influences on 

diet and 

physical 

activity 

Q7 “I do like to eat a lot of vegetables…but I think what 

motivates me is a bit of habit in the sense that that’s how 

I grew up and that’s what my mum used to prepare a lot, 

so that is what I’m accustomed to and sometimes if the 

plate doesn’t have green on it, in my mind it’s not 

complete”. G04, young adult, Caribbean, woman. 

Q8 “I think getting five a day is achievable for me because 

we tend to have vegetable-based meals quite often…I 

know like the cost is high for fruit, but there are things 

you can do to get cheaper fruit. You can buy reduced 

fruit or like veg boxes now at Lidl and Aldi…and the 

price was quite reasonable. But for the general public, 

it's probably not feasible to achieve five-a-day…”. G11, 

young adult, Asian, man. 
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Q9 “But my thinking is education has to start at school, not 

just the parents. Parents are under pressure from 

children to go out for food… At school, I think there 

needs to be more effort educating our children about 

food at large...”. G17, adult man, Asian.  

Q10 “…they were sending homework online which included 

physical activity…we were doing that for our little one 

without knowing we were helping ourselves mentally and 

physically...” G39, adult woman, African. 

Community 

and Social 

life 

Health benefits 

are secondary 

Q11 “I think community clubs and groups are the best thing.  

It’s quite hard to do something yourself… but when 

you’re with a group of like-minded people, they push you 

and motivate you more…and it’s like a group of people.” 

G27, young person, African, man 

Valuing 

community is 

part of valuing 

the experience 

of ethnic 

diversity in the 

community 

group 

Q12 “it doesn’t matter what community club you’re 

in…you’re going to be in an environment with your good 

friends… they’re going to be there to push you to be a 

better person. You enjoy it, you get fit, you get healthy 

and it is almost like a secondary benefit. It’s just 

amazing” G29, young adult man, African. 

Q13 “…coming from London and moving to York, although I 

love York as a city, it isn’t as multicultural and that’s 

something I really miss from being down in London. So, 

it’s just nice to be in a culture where it’s more diverse. 

When I did the Lindy hop dancing, it was diverse in that 

it attracts a lot of people from LGBT backgrounds but it 

doesn’t, for whatever reason, attract people from ethnic 

minorities so I didn’t feel like I fitted in as much” I19, 

adult, Mixed, woman.  

Q14 “…you’re a bit apprehensive because you don’t know if 

there’ll be anybody of your ethnicity. Because people do 

still look at you and think ‘can you speak 

English?’…Whereas if you knew that when you got there 

that it didn’t matter, all welcome from all different 

backgrounds …”. I41, adult woman, Asian. 

Community 

food banks 

provide the 

cultural foods 

needed 

Q15 “the food bank is really helpful in terms of this five a 

day…they give you different kinds of fruit…They give us 

rice, you know rice, that’s African food, tomatoes, 

vegetable oil, all those things…everything that you can 

put in the pot and make as food. You can easily get it 

here. So, anything including our own soup, you know 

what we call soup is not what they call soup here” G33, 

adult, African, woman 

Health Body weight 

concerns 

Q16 “the weight thing does affect me. if I don’t exercise, I’ll 

put a lot of weight on my thighs and then as soon as I 

exercise the weight will drop off there. It makes me feel 

good. I can see my arms are getting a bit more defined 

and muscly and I’m like, oh! And friends will be like, 

check out your guns!” I19, adult, Mixed, woman 

Q17 “I know that as you get older, especially I’m reaching 

that age where I’m going to face menopause, and I knew 

that if I don’t get hold of myself now, I want to look good 

in clothes, that’s my motivation. I want to stay and look 
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as young as I possibly can. I know that’s in my control”. 

G16, adult woman, Asian. 

Weight gain 

encourages 

physical 

activity and 

dietary changes 

Q18 “I looked at my stomach, it was big like this and my knees 

were starting to pain me, I said to myself, I don’t have 

anybody here to help me so I have to help myself. In the 

morning, when I wake up, after my prayers I start 

marching and jumping in my room”. G25, Adult, 

African, woman 

Benefits of 

physical 

activity and 

healthy eating 

for health 

Q19 “knowing that I have people in the family who have 

hypertension, then you stand a higher chance of getting 

one, so that makes me like, ok, I need to move, do things 

but I never really do take it that much serious to be 

honest, that motivation that, ok, maybe I should try and 

cut down my sugar, and there are lots of those I still need 

to do.” G14, adult, African, man. 

Q20 “I think most of us are thinking about the future… If I 

don’t do these specific things, they can affect me when I 

grow up. I just like to stay healthy so I can do the things 

I want to do in life”. G22, young adult, Mixed, man. 
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Table 5. Factors influencing how values shape physical activity and eating behaviours, subthemes and 776 

illustrative quotes 777 

Factors Subthemes Quote 

number 

Example Quotes 

Racism and 

discrimination  

Increased 

policing and 

discrimination 

during the 

COVID-19 

pandemic. 

Q21 “Sometimes you go and people will put you down and 

saying no don’t take that. You can pick something and 

they will take it from you…they give some people and 

don’t give some others”. G34, adult, African, woman 

Q22 “…a lot of my friends would go outside and try and stay 

active and you had an hour a day to do that, but then 

they’d have police officers following them… telling 

them to go home… and then other friends telling me 

‘Oh yes, I went out and nothing happened to me…the 

white kids didn’t find any differences, mixed race and 

black kids did’…” G23, young adult man, African. 

Higher moral 

obligation to 

avoid racism 

Q23 “you don’t want to do your walking because people will 

look at you like is that important to do walking…What 

are you doing outside?  You don’t want to feel 

different…even those activities in the park, you can’t 

use it… I was thinking if I go do that outside that I’m 

showing off…”G39, adult, African, woman  

Q24 “I think we was treated in a different way because 

people was thinking that our skin, our people, like 

African people, we are getting this virus worse than 

others. Because we was the one that people can point 

their fingers at… If you are black, you will be looked at 

in a certain way because you are black, even if you have 

a mask…”G39, adult, African, woman. 

Concerns 

about 

inclusion of 

community 

groups 

Q25 “I’ve been trying to find yoga classes and searched the 

internet but then you’re a bit apprehensive because you 

don’t know if there’ll be anybody either your age or 

your ethnicity. Because people do still look at you and 

think can you speak English. Do you know what I 

mean? So I think sometimes you don’t go because of 

those things. But whereas if you knew that when you got 

there that it didn’t matter, all welcome from all 

different backgrounds or everybody welcome” I41, 

Adult, Asian, woman. 

Access Geographical 

location  

 

Q26 “I’ve moved to an area where there’s a lack of green 

space, there’s lots of houses so walking for physical 

exercise has been a big problem…because I used to live 

in an area where it was green, now I’m living in a dump 

house, the pollution of the air is not healthy and lack of 

green space so really I can see my health declining in 

that way if I continue staying here”. I13, Adult, 

Caribbean, Woman. 
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Q27 “We had a youth club in our area, where people can 

come together and just like have open work outs…work 

outs in the public…making people socialise…but they 

closed it down and they turned it into a hub instead…a 

working hub…it affected. A lot of people from the 

community used to go to the youth club”. G21-G24, 

young people, men. 

Access and 

racism  

Q28 “I’m just lucky because there is a long shortcut that 

people don’t stay, you don’t see people, it’s like a 

shortcut that will take you to the park. So that space 

[not the park] was like our exercise space. If you want 

to do skipping rope, I will do it in the corridor and I 

will play football with my boy, so it was like physical 

activity area for us, if not, like my other friend in the 

flat, oh my God, I don’t know where I will be”. G39, 

Adult, African, woman. 

Healthy foods 

including fruit 

and 

vegetables 

sold in big 

supermarkets 

and shops are 

over 

processed or 

fake.  

Q29 “my friend always says to me about not eating meat and 

eating veg and I’m like well I don’t even know because 

it depends on what’s in the ground so it doesn’t really 

make any difference, everything is contaminated 

anyway so try not to dwell on all of that…” G31, Adult, 

Caribbean, woman. 

Preference for 

standalone 

healthy foods 

or fruit and 

vegetable 

markets to 

supermarkets  

 

Q30 “Before the lockdown, my mum, she’d go to the fruit 

market she’d buy her fruit, veg and all that and then 

she’d buy the meat. When lockdown happened, she was 

still cooking but most of the food we were getting was 

from the supermarkets, just like I said, they made huge 

profits. You can imagine how unhealthy it was.” G27, 

young person, African, man. 

Q31 “That’s the difference, when you could just go to the 

local fruit shop, it’s only fruit and veg and for the meat 

you know where you’re going.  When you go to the 

supermarket, you go there for fruit and veg, but you end 

up buying other things, the kids see the chocolate and 

sweets and call you to the sweets at the till”. G26, adult 

man, Mixed. 

Healthy eating 

perceived as 

expensive, 

and unhealthy 

foods are 

readily 

available. 

Q32 “before we had the local fruit and veg shop and you 

have the local butcher now, we haven’t got this 

anymore, you’re right, they’re all closing down and we 

have these massive supermarkets and, on every corner, 

there is a takeaway. There is a fast-food chain 

everywhere, it’s so easy, you just walk past and it’s so 

easy to buy it.” G26, Adult, Mixed, man. 

Q33 “Let me talk for my own self. Fruit is very expensive 

yes, with what I am being paid, I told you if I want to 

start doing five a day, I’m not going to meet up…I try 
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my best, but it is not possible in my own situation”. 

G33, adult woman, African. 
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Table 6. Example of using guide questions when developing a physical activity programme 781 

Programme Suggested questions based on guide Possible actions after coproduction 

Cycle lanes to 

promote 

physical activity 

1) Is it normal cultural practice for target 

population to cycle? Can cycling be done with 

family, community or friends? What health 

benefits are associated with cycling?  

2) Can cycling be incorporated in the day-to-

day lives of target population? How and what 

would this look like for them?  

3) Will issues such as access or racism inhibit 

target population from using the lanes? For 

example, would they have the financial ability 

to purchase a road safe bike and other cycling 

gear? 

1) It could be that although cycling 

is not normally part of the culture of 

the community, they might be open 

to trying the activity in their 

community groups as a way of 

socialising; hence a community 

cycling programme could be co-

created.  

2) It could however also be that they 

are completely uninterested in 

cycling and would prefer a 

community walking programme.  
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