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Abstract
Physical activity and healthy eating are important for physical and mental health, yet long-standing inequalities constrain 
the ability of ethnic minorities in the United Kingdom (UK) to adopt these behaviours. Programmes aimed to improve 
these behaviours have also often not been engaged with by these communities. This study therefore aimed to: (1) iden-
tify the values underlying the physical activity and healthy eating behaviours of UK ethnic minorities and (2) explore 
how structural, socio-economic and environmental factors interact with these values to influence their physical activity 
and healthy eating behaviours. The study adopted a relativist ontological and subjectivist epistemological philosophi-
cal assumption. Qualitative interviews were used to address research objectives. A total of 10 group and five individual 
interviews were conducted with 41 participants. All participants were from an ethnic minority background (Black, Asian 
or Mixed according to the UK Office for National Statistics classification), recruited purposively and aged between 18 
and 86 years and were living in England and Wales. Data were analysed using inductive thematic analysis. Community 
engagement was embedded throughout the study. We found that culture and family, community and social life, and 
health are important values underlying the physical activity and healthy eating behaviours of UK ethnic minority com-
munities. External factors, including racism and access (geographical, social and economic), interact with these values to 
drive health behaviours. Using an illustrative guide, we conclude the paper with policy and practice recommendations 
on how public health programmes on physical activity and healthy eating can be aligned with these values to ensure 
relevance for ethnic minority communities.
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1 � Background

Physical activity and healthy eating are important for physical and mental health [1, 2]. These behaviours lower the risk of 
noncommunicable diseases [3], improve immune function [4] and contribute to the management of physical and mental 
health conditions [5]. They also bring national economic benefit by lowering healthcare costs [6], increasing workplace pro-
ductivity and reducing working age morbidity and mortality [7]. As a result, physical activity and healthy eating are a focus 
of health promotion nationally and globally [5, 8, 9].

Despite this, about 25% of the global adult population do not meet the recommended 150+ minutes of moderate-intensity 
activity weekly [1] and fruit and vegetable consumption remains low [2]. Similar is observed in the UK with about two in 
five UK adults not meeting physical activity recommendations [10] and many people continuing to eat too much sugar and 
saturated fat and not enough fruit, vegetables, fish and fibre [11]. These figures are even worse for UK ethnic minority com-
munities, who face longstanding social, economic and health inequalities [12]. For example, adults from Black and Asian 
communities are less likely to be physically active [10] and to eat five portions of fruit and vegetables daily [13] than the UK 
average.

Physical activity and healthy eating behaviours are driven by system, political and socio-environmental factors and not 
just by the individual’s decision to eat or exercise. Ethnic minority communities have and continue to experience political, 
social and environmental disadvantages [14] that affect their ability to eat well and be physically active. To reduce health 
inequalities associated with these outcomes, approaches are needed that address these factors as part of a system but also 
as an individual capacity and choice. The development and implementation of coproduced and tailored policies and pro-
grammes are therefore required [15, 16].

Historic injustice and negative personal experiences may have bred suspicion and distrust among people from some 
ethnic minority communities, such that they do not engage with public health programmes [17]. In addition, generic pub-
lic health programmes may not reach some ethnic minority communities because they are not aligned with their needs, 
cultural values and daily realities. This failure to engage ethnic minority communities and acknowledge their diversity can 
result in widening health inequalities; the relative reluctance of ethnic minorities to take part in the UK COVID-19 vaccination 
programme is direct evidence of this [18].

Studies on barriers to and facilitators of physical activity and healthy eating among UK ethnic minority communities have 
been conducted [19–21]. These studies highlight the main barriers to being physically active and eating healthily, such as 
lack of time, limited financial resources, lack of awareness, cultural barriers and religious beliefs. The first three of these are, to 
some extent, reflections of the priorities placed on physical activity and healthy eating. The question remains about whether 
if more time and money became available to this group, they would be spent on being active and eating healthily. People 
have their own reasons for behaving in ways that may be detrimental to their health. Negative health behaviours, such as 
smoking, may have non-health-related values attached to them that override the health imperative [22].

Developing effective and relevant physical activity and healthy eating programmes, therefore, requires a deep under-
standing of the different cultural values and beliefs of ethnic minority communities, including their realities and values and 
of how these factors affect their health behaviours. Such an understanding would enable interventions and programmes to 
be tailored to meet the needs of this diverse group and the varied cultural contexts they represent [19, 23, 24]. Understanding 
what matters most to these communities would enable interventions and programmes to be aligned with their priorities 
and values [25]. Personal values have been previously defined as “normative behavioural criteria or guiding principles in our 
lives” [26]. Programmes and interventions will also have to take into consideration wider determinants of health and health 
behaviours, as there will be ways in which structural, social, economic and environmental factors interact with personal 
values to shape health behaviours.

This study had two objectives: (1) to identify the main values underlying physical activity and healthy eating behaviours 
among some UK ethnic minority communities and (2) to explore how structural, social, economic and environmental factors 
interact with these values and their influence on physical activity and healthy eating behaviours.
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2 � Methods

2.1 � Design

This study was part of research conducted to coproduce messaging and strategies to improve physical activity and 
healthy eating among ethnic minority communities as part of a UKRI-ESRC-funded project titled “Consortium on 
Practices for Wellbeing and Resilience in BAME Families and Communities (Co-POWeR)” within the Work Package on 
Physical Activity and Nutrition. The Co-POWeR project was funded and conducted during the COVID-19 pandemic 
following increased awareness of the long-standing inequalities, including COVID-19 infection and death rates, 
faced by ethnic minority communities and of the need to investigate the impact of the pandemic and inequalities 
on ethnic minorities’ health and wellbeing.

Qualitative research methods (interviews) were used to generate data to address the research objectives. These 
methods allow for detailed exploration of behaviours and experiences [27]. This study adopted the relativist onto-
logical and subjectivist epistemological philosophical assumption that there are multiple realities constructed and 
influenced by social environment, experiences, historical and cultural norms and the interaction with the researcher 
[28, 29]. The main researcher in this study (OG), a young woman of ethnic minority background, has significant experi-
ence working in the field of public health and nutrition with ethnic minority communities and conducting qualitative 
research. Sharing some lived experiences with study participants potentially impacted on the data collection, analysis 
and interpretation process. For example, being familiar with the conversation style and body language meant she 
could identify when participants needed further prompts to expand on a topic and during analysis, she could find 
latent and implicit meanings within the data.

Community engagement and involvement were embedded in all phases of the study; a pool of 51 active com-
munity partners worked with the research team on the study. The Consolidated Criteria for Reporting Qualitative 
Research (COREQ) [30] is used in reporting the study (Additional file 1).

2.2 � Study participants and recruitment

People aged > 15 years, living in the UK and identifying themselves as of an ethnic minority background were eli-
gible to participate. A purposive sampling strategy was used for recruitment (Table 1) to reach people from ethnic 
minority communities. As most participants were recruited during visits to community centres and groups, through 
snowballing and social media, the number of those approached is unknown. A total of 43 participants were recruited, 
two of whom were no longer available at the time of data collection.

Table 1   Summary of recruitment of study participants

Recruitment strategy Description

Face-to-face visits by research team to com-
munity groups and networks

Community groups and networks (e.g., lunch clubs, elderly clubs, youth groups, reli-
gious 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, cul-
tural 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
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2.3 � Data collection

A study information sheet coproduced with community partners was provided to those who expressed interest in the study. 
This sheet was coproduced to ensure ease of understanding by participants. Study details were also explained by OG during 
a face-to-face visit or phone call to address any concerns before receiving verbal and written informed consent.

A topic guide for interviews collecting data for the Co-POWeR study work package on physical activity and nutrition was 
developed with project collaborators and community partners. The data presented in this paper were generated from a 
subset of questions in the topic guide (Table 2).

Semi structured interviews (group and individual) were conducted to allow participants to share their views while focusing 
on key topics [31]. Care was taken to ensure that people of similar age were in a group to prevent inhibited conversation. A 
pilot group interview (120 min) was held on the 29th of July 2021 which led to a decision to reduce the length of discussions. 
Data collection took place between July 2021 and March 2022, during the COVID-19 pandemic. All sessions lasted between 
60 and 90 min, and participants were offered a shopping voucher to thank them for their time.

Interviews were conducted either face-to-face or online, based on participants’ preferences and in line with COVID-19 
guidelines. Face-to-face sessions (four groups and one individual interview) were held at locations agreed upon with par-
ticipants, including a community venue, university campus locations and a food bank. Sessions were facilitated by OG (MSc 
Public health), the lead researcher on the project, with the community group coordinator present to foster more relaxed con-
versations. Online data collection sessions were held using Zoom conferencing software, facilitated by OG and co-moderated 
by MS (PhD, project lead), SA (PhD, research fellow) or Beatrice Sankah (BS) (PhD, PhD student and research assistant). All 
moderators, had previous experience of conducting interviews with people from these communities.

Communication in some group interviews was facilitated by the fact that some participants knew each other or were 
members of the same community groups. All participants had interacted with the lead researcher (OG) before data collection 
to establish a relationship and facilitate openness during discussions. During these prior interactions, OG shared the reasons 
behind the Co-POWeR project, how it was focused on ethnic minority communities and the overall work package goal to 
improve physical activity and healthy eating. These conversations were often informal to ensure potential participants felt 
free enough to express themselves. All moderators and co-moderators (OG, MS, SA and BS) of the interviews being from a 
visible ethnic minority group may have contributed to more open conversations during the interviews.

Interviews were audio-recorded using the built-in Zoom recording system for online sessions or a digital recorder for face-
to-face interviews and were transcribed verbatim by a transcription service with a confidentiality agreement in place. All 
transcripts were fully anonymised and checked against field notes by OG to ensure non-verbal communication and accent 
differences were captured. Participants were given an alphanumeric identifier starting with “I” or “G”, indicating individual or 
group interview, followed by a participant number.

2.4 � Data analysis

Transcripts were analysed inductively using thematic analysis to address the research objectives, paying particular atten-
tion to latent concepts within the data [32]. We noted from the outset that although sharing the same label of minority and 
perhaps similar experiences of inequalities, ethnic minority communities are not a group of homogenous people who have 
the same behaviours, priorities and experiences. This was taken into consideration during analysis, and similarities and dif-
ferences between ethnic minority groups were highlighted. OG developed the analysis plan which was reviewed by all co-
authors. Analysis was conducted independently by OG and MS using NViVo R1 software to organise the data. Analysis was 
discussed by MS and OG before coding began. Codes were subsequently compared, and disagreements resolved through 
discussion with MB. All co-authors reviewed and agreed on the values, factors, sub-themes and illustrative quotes to be used. 
Participants corroborated the research team’s interpretation while taking part in workshops that formed another phase of 
the Co-POWeR research and will be reported elsewhere (manuscript in preparation). Participants felt that the researcher’s 
interpretations reflected their own experiences and opinions.
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3 � Results

3.1 � Participant characteristics

A total of 10 group interviews (two to six participants per group) and five individual interviews were conducted, involv-
ing 41 participants aged between 18 and 86 years. Participants lived mainly in England and Wales. Just over half were 
women, and the great majority were Black, Black British, African or Caribbean (Table 3).

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

3.2 � Objective 1: To identify the main values underlying physical activity and healthy eating behaviours 
among UK ethnic minorities

Three major values underlying physical activity and healthy eating behaviours were identified from the analysis: (1) cul-
ture and family; (2) community and social life; and (3) health. These values are described in detail below with subthemes 
and illustrative quotes presented in Table 4. For context, we used quote numbers (Qx) to refer to relevant quotes in Table 4 
within the text. In addition, ‘routines’ was identified as a coping strategy that worked to enable participants to behave 
in a way that was consistent with their values. This is discussed after the presentation of themes that discuss the values.

3.2.1 � Culture and family

Participants of all ages and ethnicities placed high value on culture and family. These values defined eating behaviours, 
including the kinds of food eaten, taste, methods of preparation and the act of cooking and eating together as a family 
or community. Cultural meals were perceived as “good food” and as a reward for a long workday, especially among first- 
or second-generation migrants. Although participants were open to trying new meals especially with their families, not 
having their usual cultural meals was described as “a big gap” on the plate (Q1, Q2).

Most participants (mainly those aged 20–64 years) acknowledged the negative health impacts of their cultural meals, 
especially the cooking methods used. This was not enough to stop participants from eating these meals (Q3, Q4).

Some participants described embarking on weight loss diets, which involved avoiding their usual cultural meals, as 
recommended by digital apps or online websites; however, these efforts were not sustained, leaving participants sad 

Table 3   Characteristics of 
study participants

Number of 
partici-
pants

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
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because they were unable to eat the foods they loved. Participants did not mind having cultural foods slightly adapted; 
for example through healthier cooking methods, they just did not want a complete change in diet. Most participants, 
therefore, highlighted the need for interventions focused on exploring how cultural foods could be made healthier (Q5).

A participant described how it was not cultural for them to run on the streets instead of going to work, making a living 
or fending for the family. Younger participants also described how parents sometimes do not encourage their engage-
ment in sports or physical activity, placing a higher priority on time spent on education (Q6).

Family dietary and physical activity behaviours were influenced by other family members. This included children influ-
encing parents’ diet, partners’ influencing each other’s diet, and parents influencing children’s diets. Younger participants 
described maintaining their family’s healthy eating habits as they ventured into adulthood (Q7). Where possible, they 
found ways to overcome barriers to maintaining these family habits (Q8). Parents also mentioned how they adjusted 
their diets or engaged in physical activity based on their children’s preferences. This influence was described by a parent 
(Asian, adult, man) as being “under pressure”, and he highlighted the need for health education for children in schools 
so they can positively influence family meals. This suggestion was also reflected by some participants who described 
becoming more active as a result of the activities sent home from school (Q9, Q10).

3.2.2 � Community and social life

Most participants, regardless of their age, ethnicity or geographical area, belonged to at least one community or social 
group and they explained how this was important to them. These groups which included elderly clubs, friendship groups, 
neighbourhood groups, youth activity clubs, boxing clubs or even sou-sou groups (an informal money contribution 
group), all had one thing in common: an ethnically diverse population.

It appeared that the value of these groups was tied to the experience of belonging and inclusion participants gained. 
For example, a participant highlighted how although they missed being a part of a community group, they were hesi-
tant to go to groups found online because they questioned how diverse these groups were and whether they would be 
accepted; they wanted to avoid previous negative experiences they had had in non-diverse community groups (Q14).

Sometimes, community groups have physical activity or healthy eating benefits such as group exercises, joint cooking 
and sharing hot meals together. However, participants explained that those health benefits were secondary to the main 
benefit of spending quality time as a part of a community (Q11, Q12). Other participants who, either due to COVID-19 
lockdown or a change in residential location no longer belonged to any community group at the time of the interviews, 
described how that had somehow negatively affected them.

Community food banks led by people from ethnic minority communities understood the value and importance of 
cultural foods and so provided these foods to members of the community. Participants, mainly adult women, empha-
sised how valuable such food banks within their communities were in helping them and their families eat well (Q15).

3.2.3 � Health

Most participants valued the physical and mental health benefits of healthy eating and physical activity. Young people 
especially recognised that they were from a high-risk group and that these behaviours reduced their risk of long-term 
conditions (Q19, Q20).

There was also a strong emphasis on the value of healthy eating and physical activity in weight management during 
conversations with all age groups and both genders, though women focused mainly on healthy eating when talking 
about body weight, while men focused mainly on physical activity. There were few references to the importance of 
this for health; most of the weight concerns were related to the desire to look and feel good. Although they appeared 
to value health, this value seemed to be secondary to the aesthetic value of engaging in physical activity and eating 
healthily (Q16, Q17).

In some cases, body weight concerns were strong enough to provoke short-term changes in participant’s diet and 
physical activity, but such changes were not often maintained. The value participants placed on cultural foods and the 
role food plays in their social lives appeared to be more important than the desire to look good or be healthy.

Encompassing these three values, “routine” was a coping strategy observed in the data that demonstrated how these 
values manifested in participants’ day-to-day lives. It was the structure that facilitated valued behaviours. Most partici-
pants (both men and women) had created a way to accommodate their multiple caring, work and family responsibili-
ties to achieve some form of balance. These routines revolved around the things that mattered to them, working to 
provide for family, spending time cooking the cultural foods they loved and attending community activities. For many 
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participants, new activities involved disrupting this routine, which was built to protect existing priorities and values and 
were therefore not well received. Participants explained that sometimes when they heard or saw health messages, they 
would think about changing their behaviours but not do so because they could not see how to fit the recommendations 
into their day-to-day lives without disrupting their established routines.

3.3 � Objective 2: To explore the interactions of structural and systemic factors with values and their influence 
on physical activity and healthy eating behaviours

Two main factors were identified that affected how the values of ethnic minority communities shaped their physical activ-
ity and healthy eating behaviour: (1) racism and (2) access. These are further explained with example quotes in Table 5.

3.3.1 � Racism

Participants’ past, present and fear of future experiences of racism and discrimination played an important role in shaping 
their lifestyles, values, physical activity and healthy eating behaviours (Q21, Q22). This was especially true for participants 
of Black African ethnicity, regardless of their age or sex. Participants also expressed concern about engaging with com-
munity groups and useful community services because their previous experiences made them question whether those 
groups would be inclusive (Q21, Q25).

Some participants felt that they had to be more scrupulous in their behaviour during the pandemic to avoid racism. 
For example, one participant spoke about how she was unable to engage in her usual walks in the park even when they 
were permitted during the pandemic because she did not want to feel different or have people questioning why she was 
outside in a “sad moment” (Q23). She subsequently explained that the root reason for this behaviour was her previous 
experiences of being treated differently by people who believed that those with “darker skin colours were the spreaders 
of the virus” (Q24).

3.3.2 � Access

Participants highlighted how factors relating to access in all its forms (physical, geographical, socioeconomic etc.) played 
important roles in shaping their health behaviours.

Living in a neighbourhood with access to green space and nature positively influenced participants’ ability to act on 
the value placed on social activities or shared outdoor activities. However, living in built-up areas with increased air pol-
lution resulted in participants being less able to engage in physical and social activities even though they valued them 
(Q26, Q27).

People’s ability to access facilities interacted with their experience of racism. Although appropriate facilities were 
available in their neighbourhoods, they chose not to use them to avoid facing racism. For example, a participant claimed 
to be lucky because they had a secluded space on the way to the public park they could use for family activities, unlike 
her friend who lived in the same neighbourhood but did not have such space. This meant that even though there was 
clearly a public park in this neighbourhood, it was not considered a space for physical activity (Q28).

Some participants from Black African or Caribbean ethnicities, especially among first- or second-generation migrants, 
had a perception that some foods sold in large supermarkets and shops, including fruit and vegetables were unhealthy 
because they were “fake”. Some participants responded to this by feeling less motivated to include such foods in their diet.

Participants, mainly men, also tended to prefer shopping at independent shops or markets rather than supermarkets. 
They reflected on how the placing of items in a supermarket, often less healthy foods by the tills, sometimes affected the 
foods they had ended up buying (Q31). Participants also reflected on how expensive eating healthy was and how even 
though they wanted to sometimes, they were unable to due to high cost (Q32, Q33).

4 � Discussion

This study used a qualitative approach to identify the values underlying the physical activity and healthy eating behav-
iours of UK ethnic minority communities and explored the structural and systemic factors that interact with these values. 
Three main values; culture and family, community and social life and health, influenced their physical activity and healthy 
eating behaviours. Racism and issues of access constrain people’s capacity to be physically active and eat healthily.



Vol:.(1234567890)

Research	 Discover Public Health           (2024) 21:40  | https://doi.org/10.1186/s12982-024-00163-4

Ta
bl

e 
5  

Fa
ct

or
s 

in
flu

en
ci

ng
 h

ow
 v

al
ue

s 
sh

ap
e 

ph
ys

ic
al

 a
ct

iv
ity

 a
nd

 e
at

in
g 

be
ha

vi
ou

rs
, s

ub
th

em
es

 a
nd

 il
lu

st
ra

tiv
e 

qu
ot

es

Fa
ct

or
s

Su
bt

he
m

es
Q

uo
te

 n
um

be
r

Ex
am

pl
e 

qu
ot

es

Ra
ci

sm
 a

nd
 

di
sc

rim
in

a-
tio

n

In
cr

ea
se

d 
po

lic
in

g 
an

d 
di

sc
rim

in
at

io
n 

du
rin

g 
th

e 
CO

VI
D

-1
9 

pa
nd

em
ic

Q
21

“S
om

et
im

es
 y

ou
 g

o 
an

d 
pe

op
le

 w
ill

 p
ut

 y
ou

 d
ow

n 
an

d 
sa

yi
ng

 n
o 

do
n’

t t
ak

e 
th

at
. 

Yo
u 

ca
n 

pi
ck

 so
m

et
hi

ng
 a

nd
 th

ey
 w

ill
 ta

ke
 it

 fr
om

 y
ou

…
th

ey
 g

iv
e 

so
m

e 
pe

op
le

 
an

d 
do

n’
t g

iv
e 

so
m

e 
ot

he
rs

”. G
34

, a
du

lt,
 A

fri
ca

n,
 w

om
an

Q
22

“…
a 

lo
t o

f m
y 

fri
en

ds
 w

ou
ld

 g
o 

ou
ts

id
e 

an
d 

tr
y 

an
d 

st
ay

 a
ct

iv
e 

an
d 

yo
u 

ha
d 

an
 

ho
ur

 a
 d

ay
 to

 d
o 

th
at

, b
ut

 th
en

 th
ey

’d
 h

av
e 

po
lic

e 
offi

ce
rs

 fo
llo

w
in

g 
th

em
…

 
te

lli
ng

 th
em

 to
 g

o 
ho

m
e…

 a
nd

 th
en

 o
th

er
 fr

ie
nd

s t
el

lin
g 

m
e 

‘O
h 

ye
s, 

I w
en

t o
ut

 
an

d 
no

th
in

g 
ha

pp
en

ed
 to

 m
e…

th
e 

w
hi

te
 k

id
s d

id
n’

t fi
nd

 a
ny

 d
iff

er
en

ce
s, 

m
ix

ed
 

ra
ce

 a
nd

 b
la

ck
 k

id
s d

id
’…

” G
23

, y
ou

ng
 a

du
lt 

m
an

, A
fr

ic
an

H
ig

he
r m

or
al

 o
bl

ig
at

io
n 

to
 a

vo
id

 ra
ci

sm
Q

23
“y

ou
 d

on
’t 

w
an

t t
o 

do
 y

ou
r w

al
ki

ng
 b

ec
au

se
 p

eo
pl

e 
w

ill
 lo

ok
 a

t y
ou

 li
ke

 is
 th

at
 

im
po

rt
an

t t
o 

do
 w

al
ki

ng
…

W
ha

t a
re

 y
ou

 d
oi

ng
 o

ut
si

de
? Y

ou
 d

on
’t 

w
an

t t
o 

fe
el

 
di

ffe
re

nt
…

ev
en

 th
os

e 
ac

tiv
iti

es
 in

 th
e 

pa
rk

, y
ou

 ca
n’

t u
se

 it
…

 I w
as

 th
in

ki
ng

 if
 I 

go
 d

o 
th

at
 o

ut
si

de
 th

at
 I’m

 sh
ow

in
g 

off
…

”G
39

, a
du

lt,
 A

fri
ca

n,
 w

om
an

Q
24

“I 
th

in
k 

w
e 

w
as

 tr
ea

te
d 

in
 a

 d
iff

er
en

t w
ay

 b
ec

au
se

 p
eo

pl
e 

w
as

 th
in

ki
ng

 th
at

 o
ur

 
sk

in
, o

ur
 p

eo
pl

e,
 li

ke
 A

fri
ca

n 
pe

op
le

, w
e 

ar
e 

ge
tt

in
g 

th
is

 v
iru

s w
or

se
 th

an
 o

th
-

er
s. 

Be
ca

us
e 

w
e 

w
as

 th
e 

on
e 

th
at

 p
eo

pl
e 

ca
n 

po
in

t t
he

ir 
fin

ge
rs

 a
t…

 If
 y

ou
 a

re
 

bl
ac

k,
 y

ou
 w

ill
 b

e 
lo

ok
ed

 a
t i

n 
a 

ce
rt

ai
n 

w
ay

 b
ec

au
se

 y
ou

 a
re

 b
la

ck
, e

ve
n 

if 
yo

u 
ha

ve
 a

 m
as

k…
”G

39
, a

du
lt,

 A
fri

ca
n,

 w
om

an
Co

nc
er

ns
 a

bo
ut

 in
cl

us
io

n 
of

 c
om

m
un

ity
 g

ro
up

s
Q

25
“I’

ve
 b

ee
n 

tr
yi

ng
 to

 fi
nd

 y
og

a 
cl

as
se

s a
nd

 se
ar

ch
ed

 th
e 

in
te

rn
et

 b
ut

 th
en

 y
ou

’re
 a

 
bi

t a
pp

re
he

ns
iv

e 
be

ca
us

e 
yo

u 
do

n’
t k

no
w

 if
 th

er
e’

ll 
be

 a
ny

bo
dy

 e
ith

er
 y

ou
r a

ge
 

or
 y

ou
r e

th
ni

ci
ty

. B
ec

au
se

 p
eo

pl
e 

do
 st

ill
 lo

ok
 a

t y
ou

 a
nd

 th
in

k 
ca

n 
yo

u 
sp

ea
k 

En
gl

is
h.

 D
o 

yo
u 

kn
ow

 w
ha

t I
 m

ea
n?

 S
o 

I t
hi

nk
 so

m
et

im
es

 y
ou

 d
on

’t 
go

 b
ec

au
se

 
of

 th
os

e 
th

in
gs

. B
ut

 w
he

re
as

 if
 y

ou
 k

ne
w

 th
at

 w
he

n 
yo

u 
go

t t
he

re
 th

at
 it

 d
id

n’
t 

m
at

te
r, 

al
l w

el
co

m
e 

fro
m

 a
ll 

di
ffe

re
nt

 b
ac

kg
ro

un
ds

 o
r e

ve
ry

bo
dy

 w
el

co
m

e”
 I4

1,
 

Ad
ul

t, 
As

ia
n,

 w
om

an



Vol.:(0123456789)

Discover Public Health           (2024) 21:40  | https://doi.org/10.1186/s12982-024-00163-4	 Research

Ta
bl

e 
5  

(c
on

tin
ue

d)

Fa
ct

or
s

Su
bt

he
m

es
Q

uo
te

 n
um

be
r

Ex
am

pl
e 

qu
ot

es

Ac
ce

ss
G

eo
gr

ap
hi

ca
l l

oc
at

io
n

Q
26

“I’
ve

 m
ov

ed
 to

 a
n 

ar
ea

 w
he

re
 th

er
e’s

 a
 la

ck
 o

f g
re

en
 sp

ac
e,

 th
er

e’s
 lo

ts
 o

f h
ou

se
s 

so
 w

al
ki

ng
 fo

r p
hy

si
ca

l e
xe

rc
is

e 
ha

s b
ee

n 
a 

bi
g 

pr
ob

le
m

…
be

ca
us

e 
I u

se
d 

to
 li

ve
 

in
 a

n 
ar

ea
 w

he
re

 it
 w

as
 g

re
en

, n
ow

 I’m
 li

vi
ng

 in
 a

 d
um

p 
ho

us
e,

 th
e 

po
llu

tio
n 

of
 th

e 
ai

r i
s n

ot
 h

ea
lth

y 
an

d 
la

ck
 o

f g
re

en
 sp

ac
e 

so
 re

al
ly

 I c
an

 se
e 

m
y 

he
al

th
 

de
cl

in
in

g 
in

 th
at

 w
ay

 if
 I c

on
tin

ue
 st

ay
in

g 
he

re
”. I

13
, A

du
lt,

 C
ar

ib
be

an
, W

om
an

Q
27

“W
e 

ha
d 

a 
yo

ut
h 

cl
ub

 in
 o

ur
 a

re
a,

 w
he

re
 p

eo
pl

e 
ca

n 
co

m
e 

to
ge

th
er

 a
nd

 ju
st

 li
ke

 
ha

ve
 o

pe
n 

w
or

k 
ou

ts
…

w
or

k 
ou

ts
 in

 th
e 

pu
bl

ic
…

m
ak

in
g 

pe
op

le
 so

ci
al

is
e…

bu
t 

th
ey

 c
lo

se
d 

it 
do

w
n 

an
d 

th
ey

 tu
rn

ed
 it

 in
to

 a
 h

ub
 in

st
ea

d…
a 

w
or

ki
ng

 h
ub

…
it 

aff
ec

te
d.

 A
 lo

t o
f p

eo
pl

e 
fro

m
 th

e 
co

m
m

un
ity

 u
se

d 
to

 g
o 

to
 th

e 
yo

ut
h 

cl
ub

”. 
G

21
-G

24
, y

ou
ng

 p
eo

pl
e,

 m
en

Ac
ce

ss
 a

nd
 ra

ci
sm

Q
28

“I’
m

 ju
st

 lu
ck

y 
be

ca
us

e 
th

er
e 

is
 a

 lo
ng

 sh
or

tc
ut

 th
at

 p
eo

pl
e 

do
n’

t s
ta

y,
 y

ou
 d

on
’t 

se
e 

pe
op

le
, i

t’s
 li

ke
 a

 sh
or

tc
ut

 th
at

 w
ill

 ta
ke

 y
ou

 to
 th

e 
pa

rk
. S

o 
th

at
 sp

ac
e 

[n
ot

 
th

e 
pa

rk
] w

as
 li

ke
 o

ur
 e

xe
rc

is
e 

sp
ac

e.
 If

 y
ou

 w
an

t t
o 

do
 sk

ip
pi

ng
 ro

pe
, I

 w
ill

 d
o 

it 
in

 th
e 

co
rr

id
or

 a
nd

 I w
ill

 p
la

y 
fo

ot
ba

ll 
w

ith
 m

y 
bo

y,
 so

 it
 w

as
 li

ke
 p

hy
si

ca
l a

ct
iv

-
ity

 a
re

a 
fo

r u
s, 

if 
no

t, 
lik

e 
m

y 
ot

he
r f

rie
nd

 in
 th

e 
fla

t, 
oh

 m
y 

G
od

, I
 d

on
’t 

kn
ow

 
w

he
re

 I w
ill

 b
e”

. G
39

, A
du

lt,
 A

fri
ca

n,
 w

om
an

H
ea

lth
y 

fo
od

s 
in

cl
ud

in
g 

fr
ui

t a
nd

 v
eg

et
ab

le
s 

so
ld

 in
 b

ig
 s

up
er

m
ar

ke
ts

 a
nd

 
sh

op
s 

ar
e 

ov
er

 p
ro

ce
ss

ed
 o

r f
ak

e
Q

29
“m

y 
fri

en
d 

al
w

ay
s s

ay
s t

o 
m

e 
ab

ou
t n

ot
 e

at
in

g 
m

ea
t a

nd
 e

at
in

g 
ve

g 
an

d 
I’m

 li
ke

 
w

el
l I

 d
on

’t 
ev

en
 k

no
w

 b
ec

au
se

 it
 d

ep
en

ds
 o

n 
w

ha
t’s

 in
 th

e 
gr

ou
nd

 so
 it

 d
oe

sn
’t 

re
al

ly
 m

ak
e 

an
y 

di
ffe

re
nc

e,
 e

ve
ry

th
in

g 
is

 co
nt

am
in

at
ed

 a
ny

w
ay

 so
 tr

y 
no

t t
o 

dw
el

l o
n 

al
l o

f t
ha

t…
” G

31
, A

du
lt,

 C
ar

ib
be

an
, w

om
an

Pr
ef

er
en

ce
 fo

r s
ta

nd
al

on
e 

he
al

th
y 

fo
od

s 
or

 fr
ui

t a
nd

 v
eg

et
ab

le
 m

ar
ke

ts
 to

 
su

pe
rm

ar
ke

ts
Q

30
“B

ef
or

e 
th

e 
lo

ck
do

w
n,

 m
y 

m
um

, s
he

’d
 g

o 
to

 th
e 

fru
it 

m
ar

ke
t s

he
’d

 b
uy

 h
er

 fr
ui

t, 
ve

g 
an

d 
al

l t
ha

t a
nd

 th
en

 sh
e’d

 b
uy

 th
e 

m
ea

t. 
W

he
n 

lo
ck

do
w

n 
ha

pp
en

ed
, s

he
 

w
as

 st
ill

 co
ok

in
g 

bu
t m

os
t o

f t
he

 fo
od

 w
e 

w
er

e 
ge

tt
in

g 
w

as
 fr

om
 th

e 
su

pe
rm

ar
-

ke
ts

, j
us

t l
ik

e 
I s

ai
d,

 th
ey

 m
ad

e 
hu

ge
 p

ro
fit

s. 
Yo

u 
ca

n 
im

ag
in

e 
ho

w
 u

nh
ea

lth
y 

it 
w

as
.” 

G
27

, y
ou

ng
 p

er
so

n,
 A

fri
ca

n,
 m

an

Q
31

“T
ha

t’s
 th

e 
di

ffe
re

nc
e,

 w
he

n 
yo

u 
co

ul
d 

ju
st

 g
o 

to
 th

e 
lo

ca
l f

ru
it 

sh
op

, i
t’s

 o
nl

y 
fru

it 
an

d 
ve

g 
an

d 
fo

r t
he

 m
ea

t y
ou

 k
no

w
 w

he
re

 y
ou

’re
 g

oi
ng

. W
he

n 
yo

u 
go

 to
 

th
e 

su
pe

rm
ar

ke
t, 

yo
u 

go
 th

er
e 

fo
r f

ru
it 

an
d 

ve
g,

 b
ut

 y
ou

 e
nd

 u
p 

bu
yi

ng
 o

th
er

 
th

in
gs

, t
he

 k
id

s s
ee

 th
e 

ch
oc

ol
at

e 
an

d 
sw

ee
ts

 a
nd

 ca
ll 

yo
u 

to
 th

e 
sw

ee
ts

 a
t t

he
 

til
l”.

 G
26

, a
du

lt 
m

an
, M

ix
ed

H
ea

lth
y 

ea
tin

g 
pe

rc
ei

ve
d 

as
 e

xp
en

si
ve

, a
nd

 u
nh

ea
lth

y 
fo

od
s 

ar
e 

re
ad

ily
 

av
ai

la
bl

e
Q

32
“b

ef
or

e 
w

e 
ha

d 
th

e 
lo

ca
l f

ru
it 

an
d 

ve
g 

sh
op

 a
nd

 y
ou

 h
av

e 
th

e 
lo

ca
l b

ut
ch

er
 n

ow
, 

w
e 

ha
ve

n’
t g

ot
 th

is
 a

ny
m

or
e,

 y
ou

’re
 ri

gh
t, 

th
ey

’re
 a

ll 
cl

os
in

g 
do

w
n 

an
d 

w
e 

ha
ve

 
th

es
e 

m
as

si
ve

 su
pe

rm
ar

ke
ts

 a
nd

, o
n 

ev
er

y 
co

rn
er

, t
he

re
 is

 a
 ta

ke
aw

ay
. T

he
re

 is
 

a 
fa

st
-fo

od
 c

ha
in

 e
ve

ry
w

he
re

, i
t’s

 so
 e

as
y,

 y
ou

 ju
st

 w
al

k 
pa

st
 a

nd
 it

’s 
so

 e
as

y 
to

 
bu

y 
it.

” G
26

, A
du

lt,
 M

ix
ed

, m
an

Q
33

“L
et

 m
e 

ta
lk

 fo
r m

y 
ow

n 
se

lf.
 F

ru
it 

is
 v

er
y 

ex
pe

ns
iv

e 
ye

s, 
w

ith
 w

ha
t I

 a
m

 b
ei

ng
 

pa
id

, I
 to

ld
 y

ou
 if

 I w
an

t t
o 

st
ar

t d
oi

ng
 fi

ve
 a

 d
ay

, I
’m

 n
ot

 g
oi

ng
 to

 m
ee

t u
p…

I t
ry

 
m

y 
be

st
, b

ut
 it

 is
 n

ot
 p

os
si

bl
e 

in
 m

y 
ow

n 
si

tu
at

io
n”

. G
33

, a
du

lt 
w

om
an

, A
fr

ic
an



Vol:.(1234567890)

Research	 Discover Public Health           (2024) 21:40  | https://doi.org/10.1186/s12982-024-00163-4

Culture had a stronger influence on eating behaviour than on physical activity because it determined the tastes and 
ingredients they preferred and how food was sourced, prepared, eaten and shared within the family. Cultural foods were 
referred to as “good food”, and while participants were aware of the health implications of eating their cultural foods, the 
value they placed on foods significant to their culture overrode these concerns. This finding is consistent with previous 
studies [33–35] that highlight the central role played by cultural norms in ethnic minority communities’ diets.

Culture is a set of transmissible non-genetic information or guidelines on the right way to live that are available, 
accessible and applicable to a group of people [36]. This suggests that culture is a dynamic concept and cultural norms 
may be adapted to accommodate acceptable changes. Cultural norms, as they apply to food, have been undergoing 
this process of adaptation; some cultural foods are being made differently now that mechanised kitchen equipment is 
available (grilling or air frying instead of frying in oil). Study participants appeared open to trying new methods of cook-
ing that were more consistent with healthy eating than established culturally determined practices. This emphasises 
the value attached to culture but also suggests an opportunity for public health practitioners to work with communities 
to coproduce culturally acceptable but healthier adaptations to the preparation of cultural foods. Consistent with our 
findings, several studies have also shown families to strongly influence physical activity and healthy eating behaviours 
among ethnic minority communities [37, 38], with a recent review of qualitative studies highlighting that ethnic minority 
communities prioritise family over health when making dietary decisions [38].

Cultural barriers to using public physical activity spaces experienced by women are often raised in past studies [19, 
21, 39], and we also expected such conversations in this study. However, this topic was not mentioned at all. This could 
be because issues relating to access, harassment and cultural acceptability have caused participants to close their minds 
to the use of the gym for physical activity to the point that it is no longer considered relevant in discussions. This intro-
duces an intersectional constraint to the use of gyms by women from some ethnic minority backgrounds. Women of all 
ethnicities describe experiencing or being concerned that they might experience sexual harassment or threats to their 
safety when using physical activity facilities or engaging in active travel [20, 40, 41]. This coupled with expectations of 
specific sociocultural roles for women [19, 20, 41] and cultural acceptability of different sports [42] may make it difficult 
for women from some ethnic minority communities to be more physically active. For these reasons, formal and public 
physical activity programmes may not be well received by ethnic minority communities. Changes in cultural expecta-
tions are required for physical activity programmes to be successful.

Community and social support provide motivation, peer-support and encouragement for the initiation and mainte-
nance of physical activity and healthy eating [39, 43, 44]. These benefits were echoed by participants in this study, but 
the value placed on community and social support went beyond just encouraging behaviour change. Community was 
key to fostering feelings of belonging and inclusion. Studies of physical activity [20, 45], nutrition [19, 46], mental health 
[35, 47], research inclusion [48] and public health messaging [15, 49] have highlighted the importance of community 
groups to people from ethnic minority communities and how change is often better received when community groups 
are engaged. Belonging to a community group that provided social support was tied to a deeper sense of wellbeing, 
acceptance, trust and freedom of expression. There is no clear definition of what counts as a community group; however, 
study participants referred to informal friendship groups, formal community groups, sports clubs and religious groups 
as community groups. They were all attractive to participants because they were ethnically diverse.

One observation was the occasional clash of values between those held personally by younger participants and those 
held by their parents. These reflected differences in priorities, in that some parents wanted their children to spend all 
their time studying to achieve success in life, while young people wanted to engage in community sports and activities 
with friends. This observation has been made before; sometimes there are aspects of cultural or even regional beliefs 
and norms that people do not necessarily accept or endorse and so omit or even oppose in their day-to-day practices 
[50]. Acknowledging and understanding these conflicting values held by younger and older members of the same com-
munity is important when developing culturally relevant programmes.

Health itself is often not a driver of sustained behaviour change [51]. Many people continue with usual behaviour 
despite being aware of implications for health [51, 52]. The topic of health for risk reduction was frequently raised during 
the discussions in this study. This sometimes drove participants to make healthier choices, but only for a short time. It is 
possible that although health was valued, the methods adopted to change behaviour were not aligned with other values 
participants had. This potentially led to a clash in values, with one giving way to the other. For example, participants 
described attempting to change behaviour using diet apps or watching YouTube videos. These seemed the most acces-
sible form of support for participants but are unlikely to have all been evidence-based behaviour change interventions; 
more importantly, they were also unlikely to have aligned with what mattered most to them. This further emphasises 
the need for future interventions to engage with fundamental personal values [53].
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Participants, especially those of Black ethnicity recounted how experiences of perceived racism toward them or others 
in their communities prevented their engagement in physical activity and healthy eating behaviours. They described not 
engaging in physical activities with community members in outdoor spaces, not using public physical activity facilities 
and not going to shops to purchase cultural foods in a bid to avoid being policed or racially harassed, particularly during 
the COVID-19 pandemic. Other studies have identified the negative impacts of experiences of racial discrimination and 
harassment on the willingness and ability of people from ethnic minorities to be active and eat healthily and on health 
in general [39, 45, 54].

There is robust evidence that economic access observed as low socioeconomic status, is closely linked with reduced 
intake of healthy food [35, 55, 56] and reduced engagement in physical activity [10, 57]. Evidence also shows that UK 
ethnic minority populations are more likely to experience poverty and live in more-deprived neighbourhoods [54, 58]. 
Our findings correspond with this evidence. With healthy foods being more expensive and less healthy foods being 
cheaper and readily available in more deprived neighbourhoods, the ability of people from ethnic minority communities 
to eat healthily or engage in physical activity is impacted even though they want to.

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

Fig. 2   Guide questions when 
planning physical activity and 
healthy eating policies and 
programmes
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4.1 � Public health implications

A summary of study findings highlighting the values and issues that affect the ability of people from some ethnic minority 
communities to be physically active and eat healthily are presented in Fig. 1. These factors need to be considered when 
developing public health policies and programmes for UK ethnic minorities.

Based on these findings, we recommend three questions that policy makers, practitioners and researchers can ask 
when developing physical activity and healthy eating policies or programmes (Fig. 2). Coproduction with ethnic minori-
ties should run across all stages of this guide.

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

Similarly, one of the recommendations of the National Food Strategy to reduce diet-related inequality is to trial a 
“Community Eatwell” programme where fruit and vegetables and education and training programmes to gain food skills 
would be prescribed by general practitioners to members of the public [59]. This programme can be made more relevant 
to ethnic minority communities when: (i) the fruit and vegetables being prescribed reflect the various cultural foods for 
the various communities; (ii) education and training programmes on food skills are embedded in already existing ethni-
cally diverse community groups and (iii) recommendations on how physical activity and healthy eating can be included 
in their day-to-day lives are provided.

4.2 � Strengths and limitations

This study is the first, to the authors’ knowledge, to explore how values dominant in UK ethnic minority communities 
influence physical activity and healthy eating behaviours. These insights can be used by policy makers, practitioners 
and researchers in developing public health programmes and policies that are more likely to be effective at supporting 
healthy eating and physical activity than those currently in use.

It is important to consider these recommendations in the context of qualitative methodology. Qualitative research 
does not seek to represent the views of the population under study but instead endeavours to present the range and 
diversity of views held by this population. The adopted recruitment strategy may also have impacted the study findings. 
Most participants were recruited through community groups, suggesting that study participants may represent a group 
of ethnic minorities who particularly value belonging to a community group.

An important strength was that ethnic minority communities were engaged through coproduction and consulta-
tion activities throughout the study. Community engagement activities included partaking in planning meetings and 
decision-making activities, reviewing ethics documents and topic guides and facilitating recruitment. This active involve-
ment helped to promote recruitment, gain trust and facilitate more transparent and honest conversations, enhancing the 
robustness of the data. A community engagement partner also reviewed this manuscript before submission to ensure 
that the study interpretation reflects the realities of UK ethnic minority communities.

5 � Conclusions

Culture and family, community and social life and health are important values underlying UK ethnic minorities’ physical 
activity and healthy eating behaviours. External factors including racism and geographical, social and economic access 
to physical activity facilities and healthy foods, interact with these values. In developing relevant programmes and poli-
cies for diverse ethnic minority communities, these values and factors need to be actively considered and accounted for. 
Establishing mechanisms by which ethnic minority communities can be actively involved in developing programmes to 
improve their physical activity and healthy eating will be important for increasing their acceptability and effectiveness.
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