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Background: A significantly higher proportion of UK Black ethnic adults live with
overweight or obesity, compared to their White British counterparts. The role
of obesity in excess infection rates and mortality from COVID-19 has increased
the need to understand if weight management interventions are appropriate
and effective for Black ethnic groups. There is a paucity of existing research on
weight management services in Black populations, and whether anticipated or
experienced institutional and interpersonal racism in the healthcare and more
widely affects engagement in these services. Understanding the lived experience
of target populations and views of service providers delivering programmes is
essential for timely service improvement.

Methods: A qualitative study using semi-structured interviews was conducted
in June—October 2021 among 18 Black African and Black Caribbean men and
women interested in losing weight and 10 weight management service providers.

Results: The results highlighted a positive view of life in the United Kingdom (UK),
whether born in the UK or born abroad, but one which was marred by racism.
Weight gain was attributed by participants to unhealthy behaviours and the
environment, with improving appearance and preventing ill health key motivators
for weight loss. Participants relied on self-help to address their overweight, with
the role of primary care in weight management contested as a source of support.
Anticipated or previously experienced racism in the health care system and more
widely, accounted for some of the lack of engagement with services. Participants
and service providers agreed on the lack of relevance of existing services to Black
populations, including limited culturally tailored resources. Community based,
ethnically matched, and flexibly delivered weight management services were
suggested as ideal, and could form the basis of a set of recommendations for
research and practice.
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Conclusion: Cultural tailoring of existing services and new programmes, and
cultural competency training are needed. These actions are required within
systemic changes, such as interventions to address discrimination. Our qualitative
insights form the basis for advancing further work and research to improve existing
services to address the weight-related inequality faced by UK Black ethnic groups.
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Introduction

Data for England suggests that 73.6% of Black ethnic adults live
with overweight or obesity, compared to 63.3% of their White British
counterparts, with highest prevalence among Black Caribbean and
indicates that the
disproportionately high COVID-19 infection, morbidity, and

Black African women (1). Evidence
mortality rates faced by some racially minoritised groups in the
United Kingdom (UK) and elsewhere (2), may in part be explained by
higher prevalence of overweight, obesity and associated comorbidities
(3-6). Analysis of the UK Biobank study suggests that at a body mass
index (BMI) of 35kg/m? [BMI exceeding 30 kg/m”* indicates obesity
(7)], the odds of contracting COVID-19 were 2.56 times higher for
minority ethnic individuals compared with White Europeans (8). An
increased BMI was more strongly associated with mortality among
Black Caribbeans compared with White British groups (9).
Associations cannot determine whether obesity is an independent risk
factor for adverse COVID-19 outcomes, but plausible mechanisms
linking excess fat to more severe COVID-19 infection include altered
immune response underlying cardiovascular, respiratory, and
metabolic disease, such as type 2 diabetes (T2D) (9). Globally, the rise
in T2D in the last four decades has mirrored the steep rise in obesity
(10). Overweight and obesity are therefore acknowledged as significant
risk factors for T2D and associated complications (11). T2D risk is
estimated to be 2-3 three times higher among populations originating
from sub-Saharan Africa living in Europe, compared to White ethnic
groups in host countries (12). Further, a UK study has compared the
incidence of T2D found at a BMI of 25kg/m* in White populations
with cutoffs for other ethnic groups [BMI exceeding 25 kg/m?” is the
conventional cutoff indicating overweight (7)]. In Black populations,
for the equivalent age-adjusted and sex-adjusted incidence, the BMI
cutoff was 23-4kg/m? (13).

Mainstream behavioural or “lifestyle” weight management
services available for adults living with overweight or obesity in the
UK, known as Tier 2 services, are multi-component diet, physical
activity and behavioural change programmes. These services are
usually commissioned by local authorities, and by the National Health
Service (NHS) for patients with co-morbidities, but there are also
locally available services that participants pay for out of pocket.
However, there is no published evidence on whether these services
resonate with and are effective among ethnic groups including Black
African and Black Caribbean populations. This reflects longstanding
calls for tailored health programmes for underserved ethnic groups to
tackle modifiable risk factors in the context of existing socio-economic
inequalities (14, 15) and that weight management research should aim
to identify differences in effectiveness of programmes, based on
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socioeconomic status, age, gender and ethnicity (16). There are local,
tailored services being delivered (e.g., UP'UP! in London: https://
councilmeetings.lewisham.gov.uk/documents/s105437/ Appendix%20
1%20UpUp%20Weight%20Management.pdf); however, they are new
and not fully evaluated, or otherwise are not within the formal
evidence base.

To the authors’ knowledge there are no existing, widely
implemented, weight management programmes for UK Black
populations. One lifestyle management programme Black Africans
and Black Caribbeans living with T2D has been identified (17). The
Healthy Eating & Active Lifestyles for Diabetes in African and
Caribbean communities (HEAL-D) study has demonstrated that it is
feasible to recruit and randomise the target groups into a culturally
tailored diabetes self-management programme (17). A multicentre,
randomised controlled trial of the programme is currently underway.'
HEAL-D was developed through participatory co-design which
included the use of focus groups and interviews (18). These discussions
indicated, for example, the importance of nurturing collectivism,
preference for verbal and visual information, and avoidance of
technical or medical terminology in the content and delivery of the
intervention (18). Such formative work demonstrates the value of
garnering stake holder insights, particularly in qualitative research
which is limited among minoritised ethnic groups. Potential service
users’ perspectives from the small number of relevant qualitative
studies included appearance as a motivator for weight loss (19, 20);
walking, dancing, and small portion size used as weight loss
approaches (19, 21); the need to address time constraints and cultural
barriers to services (19-21). These findings in relation to weight
management align with reviews of barriers and facilitators of diet and
physical activity behaviour change among minoritised ethnic groups,
including Black ethnic groups (22-24). Providers’ viewpoints in
previous research have indicated the need for lifestyle management
interventions for Black British populations to become embedded
within current primary care structures and to align with healthcare
professionals’ incentivised targets/ metrics (25). Although highly
valuable contributions, a focus on weight management among the
general population of Black ethnic groups living with overweight and
obesity is a significant gap in the existing evidence base.

There is an overemphasis in the literature on genetics, cultural
practices or beliefs as explanations of ethnic differences in health
outcomes that have not been rigorously tested (26, 27). Such
patterning, however, is shaped by wider issues of disadvantage and

1 https://heal-d.org/
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intersect with other characteristics such as age, generational status,
gender/ gender roles, migration status, and experiences of racism and
other discrimination (26). The central importance of structural,
institutional, and interpersonal racism is often overlooked when
considering the health of ethnically diverse populations (27, 28). The
murder of George Floyd in the USA in 2020, and the disproportionate
impact of COVID-19 on racialised minorities, has exposed
longstanding systemic discrimination in ways which are difficult to
ignore (29). The responding resurgence of the global Black Lives
Matter protests are a stark reminder that not only does racism remain
a present factor in health inequalities, but that the voices of those
impacted need to be heard (30).

Thus, an overarching anti-racism and social justice lens (31) was
applied to the current study. This approach incorporates an
understanding of how structural, institutional, and interpersonal
racism shapes everyday reality, and calls for restorative action to
realise equitable resources, fairness, and eradication of discrimination.
The overall aim of this qualitative study was to understand the lived
experience of Black African and Black Caribbean populations, and the
views of weight management service providers, to inform service
improvement for these target groups. Specific objectives were to (1)
Understand the experiences of Black ethnic adults living with excess
weight, gaining insights into key drivers of weight gain and support
needs; the enablers of and barriers to access, and engagement with,
both privately and publicly funded weight management services; and
what ideal weight management support looks like to the target
populations; (2) Explore the views of weight management service
to further
communication and delivery mechanisms required to support

providers elucidate the cultural competencies,
effective programme development and implementation among Black
ethnic adults; and (3) make recommendations, shaped by participants’
voices, for improving equity in weight management support for Black

women and men.

Methods
Study design

A cross sectional qualitative research design was used. Qualitative
approaches aid understanding of the meanings people attach to
actions, decisions, beliefs and values within their social worlds (32).
Gaining that understanding, and increased public involvement in
decision-making, are recognised as essential in the design and delivery
of person-centred health programmes and services (33). There is no
one type of qualitative research. The approach used depends on a
number of factors including researchers’ views on what can be known
about the social world and how that knowledge can be acquired (32).
The perspective we have taken is that, within an anti-racist and social
justice framework (31), it is acknowledged that ethnic health
inequalities are shaped by wider socioeconomic and other
disadvantage which in turn intersect with personal characteristics,
practices and beliefs (34). As such, the study is underpinned by a
critical realist stance encompassing both objective realities and the
need to centre the subjective experiences and perceptions of
underserved populations (35). Data were collected in one-to- one
interviews from June to October 2021 to address the research aim and
objectives. Due to ongoing COVID-19 pandemic restrictions at that
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time, interviews were conducted via video conferencing or phone.
Reporting of the study was guided by the consolidated criteria for
reporting qualitative studies (COREQ) 32-item checklist [(36);
Supplementary File 1]. Ethical approval for the study was obtained
from the Research Ethics Committee, School of Health, Leeds Beckett
University (Ref number: 85617).

Setting, sampling, and recruitment

As interviews were conducted by remote methods, anyone
meeting the eligibility criteria in any UK location was able to
participate. Two samples (one of potential service users and the other
of individuals in weight management service provider roles) were
required to address the objectives.

Authors OO (the study research assistant and doctoral student)
and TA (a post-doctoral researcher with over 10yrs. experience), both
of Black African ethnicity, MJM (a post-doctoral researcher with over
20yrs. experience and the research lead) and ES (a graduate senior
dietitian and member of the Migrant Health Public Involvement in
Research (PIR) group), both Black Caribbean, all female, utilised their
links with faith and other community organisations, and professional
connections more widely to recruit both samples. Awareness of the
study was raised through sharing a study poster via email and social
media. Some respondents were previously known to the researchers,
but no discussion of research goals, beyond what was in the study
materials and clarifying any queries, was entered into prior to the
interviews and the onus was on potential respondents to register
interest in taking part.

A purposive sampling approach was used from June to September
2021 to obtain the potential service user sample (hereafter the
“participant” sample), stratified by ethnic group (Black Caribbean or
Black African), age and gender, with the aim to iteratively recruit
approximately 12-20 individuals. Adults over 18years and with a
desire to be a healthier weight through losing weight were eligible. A
short questionnaire (see below) was used prior to interview to obtain
self-reported BMI and/ or waist circumference which puts them at
risk of obesity-related ill-health according to revised cut-points for
Black and South Asian ethnic groups (>23kg/m* men= >90cm;
women= >80cm); respectively (37) to check that we were not
encouraging anyone to participate whose weight status was normal or
underweight. Men and women, regardless of whether they were
current weight management service users or not (e.g., former users,
those using self-management weight loss aids, or contemplating using
services or self-management aids), were appropriate study
participants. Contact details of the study team were provided for
potential participants to register interest. Similarly, the sample of
individuals in weight management service provider roles (hereafter
the “service provider” sample) were iteratively recruited, stratified by
those who do and do not have experience of a tailored approach to the
inclusion of Black African and Caribbean populations eligible to
participate. Sampling continued throughout July and August 2021
until a sample of approximately 6-10 individuals was achieved.
We focused on service providers in the Leeds area (where the
academic team are located) but, as with the participant sample, use of
video conferencing data collection methods facilitated inclusion
irrespective of geographical location. The overall target sample size
was chosen to provide diverse views on the phenomena of interest
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(38), as well as likely to be sufficient to reach data saturation (39). Due
to the use of convenience sampling, it is not possible to know how
many potential respondents were aware of the study and therefore the
response rate cannot be estimated.

Data collection tools and procedures

Participants and service providers completed a brief questionnaire
with socio-demographic items (age, gender, ethnicity (own or, if born
in the UK, parental place of birth, to further elaborate ethnicity),
education, employment status/ job role, location, and, additionally,
length of time in role for service providers), self-reported height and
weight (from which BMI was calculated), and waist circumference.
Questionnaires were provided via a Google Form, but hard copies and
support from researchers to complete the questionnaire were available
if preferred.

A semi-structured guide for the participant interviews was
developed based on qualitative evidence relating to behavioural
weight management among adults from minoritised ethnic groups in
the UK (19-21). These studies aided our understanding of topics to
cover and areas to probe, for example motivations for behaviour
change (19), barriers and facilitators to healthy lifestyle (21), and
attitudes towards weight and weight control (20). We also drew on
other literature on subjects ranging from access to healthcare to beliefs
about racism and health (40-44), and consultations with the Migrant
Health Research Patient and Public Involvement (PPI) group. Topics
included life history and migration narratives; racism and other
discrimination; social constructions of health/ healthy weight;
exploring associations between life stories, health, and weight;
motivation for weight loss; awareness of and access to weight
management services; barriers and facilitators of weight loss and
related-behaviours (addressing objective 1); and views on ideal
services (objective 3). Similarly, published studies were used to
develop a broad topic guide for the service provider interviews. These
included studies that targeted low socio-economic populations more
generally, lifestyle programmes other than weight loss (such as T2D
support), or were conducted in settings outside Europe (25, 45-47)
Topics included the nature of the weight management programme and
their role; programme participants; recruitment strategies; cultural
tailoring/ adaptation; cultural competency; programme effectiveness;
barriers and facilitators of access and effectiveness; recommendations
for addressing barriers (objectives 2 and 3). The guide was further
developed with the incorporation of vignettes [short descriptions of
people, events or circumstances provided by the researcher to prompt
discussion (48)] from participant interviews and questions directly
Both
(Supplementary File 2) were discussed by the research team after the

relating to the vignette content. interview guides
first two interviews in each sample, and it was deemed that no changes
were required for the main data collection.

Prospective participants who registered interest were sent a
participant information sheet, consent form and the questionnaire.
Data collection proceeded once informed consent was certified with
a completed, signed and returned consent form. Eighteen participants
and 10 service provider interviews were conducted by OO, ES
(previously trained by MJM), and MJM. Interviews were conducted
in English; the team can also accommodate Yoruba, broken/ “pigeon”

English, and Caribbean patois, however the rare occurrences of these
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forms of speech were generally during informal conversation before
the interview commenced. Interviews took place on Microsoft Teams
or Skype 4 Business video-conferencing platforms, or by phone as
preferred by respondents. Field notes were taken to aid the analysis
process, and interviews were recorded. Discussion length ranged from
24 to 66 min.

Data management and analysis

Interview recordings were transcribed verbatim and a blended
analytical approach was taken. A critical realist approach (reporting
an assumed reality evident in the data) was used with inductive
thematic analysis (coding and theme development are directed by the
data) to identify themes and reveal deeper meaning within the data
(49). The following six stages of thematic analysis proposed by Braun
and Clarke (50) were employed: (1) Familiarisation with the data; (2)
Generating initial codes; (3) Searching for themes; (4) Reviewing
themes in relation to the coded extracts (Level 1) and the entire data
set (Level 2), generating a thematic “map” or coding tree of the
analysis (see Supplementary File 3); (5) Defining and naming themes,
refining the specifics of each theme, and the overall story the analysis
tells, generating clear definitions and names for each theme; and (6)
Producing the report. MJM and OO coded the data independently,
but augmented each other’s analysis rather than label any differences
as right or wrong (49). After hand coding the data, a framework
approach was used to chart the coded extracts to aid checking for data
saturation (51). Data collection ceased when no new themes were
identified in the data and saturation was deemed to have occurred.
Due to the timeframe of the study, respondent validation of the
findings was not conducted.

Results
Sample description

Eighteen participants (14 women and four men) and 10 service
providers (all women) took part in the study (Table 1). Participants
included 11 Black Africans and 7 Black Caribbeans, ranging in age
from 24 to 71 years. The service providers, of whom half were of White
ethnicity, were from a range of professions including dietetics, health
care/ nursing, and health coaching, in private, public sector (internally
delivered and externally commissioned), weight management services,
at various levels of seniority, and with length of experience ranging
from 6 months to 10 years. Seven of the service providers worked with
diverse ethnic groups, with four experienced in culturally tailored
approaches. The majority of the sample were born in the UK and lived
or worked in English (Birmingham, London, Leeds, Manchester), or
Scottish (Glasgow) cities.

Reporting of the themes is supported by direct quotes from the
data, labelled with a pseudonym, age range (participants) and role
(service providers). Diversity of views and experience is captured
within the themes (e.g., different experiences of providers from Black
vs. White ethnic groups). However, there were few striking differences
in perspectives between participant subgroups (i.e., African vs.
Caribbean; UK-vs. overseas-born). The five main themes identified in
the analysis were as follows:
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TABLE 1 Sample description.
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Participants (n = 18)

Service providers (n =10)

Born UK, n (%) 10 (63) 8 (80)
Ethnicity (own/parent place of birth), n

Black African/ Black British (Nigeria) 7 1
Black African (Other African®) 4 0
Black Caribbean/ Black British (Jamaica) 3 2
Black Caribbean (Other Caribbean®) 4 1
South Asian (Pakistan) N/A 1
White UK N/A 5
Gender, n (%)

Women 14 (78) 10 (100)
Men 4(22) -
Age, range years 24-71 24-58

Body Mass Index, kg/m? median (range)

28.6 (23.6-38.8) 27.00 (19.7-34.3)

Employment status, n (%)

Works fulltime (including self-employed) 9 (50) 6 (60)
Works part-time/ as a locum - 4(40)
Unemployed 5(28) -
Retired 1(5) -
Full time student 3(17) -
Highest level of education, n (%)

University (under-or post-graduate) 14 (78) 10 (100)
School level only 4(22)

Number of years as a service provider, median (range), years N/A 4(0.5-10)
Practitioner role, n N/A

Dietitian/ Specialist diabetes dietitian 4
Health coach/ Senior health coach 3
Community nurse 1
Health promotion manager 1
Healthcare assistant 1
Experience of tailoring services for Black ethnic groups 4

“Uganda, Mauritius, and Ghana.
bSt Kitts & Nevis and Dominica.

1. Positive about life, but in the shadow of racism

2. Weight gain attributed to unhealthy behaviours and
the environment

3. Acceptance of larger body size in the context of complex weight
loss motivation

4. Self-help preferred to formal weight management programmes
to lose weight

5. Ideal weight management support is community-based,
culturally tailored, and flexible

Theme 1. Positive about life, but in the shadow of
racism

Those born abroad expounded on difficulties, such as the ‘culture
shock” (Mirembe, 35-39yrs.) experienced on migrating to the
UK. Despite this, living in the UK (whether born abroad or born in
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the UK) was generally a positive experience for participants, with
education and work opportunities as key motivators for their parents’
or their own migration,

“Yeah, coming to the UK as a student again...it was quite...it was
good. I was just glad to be back here. For me, it is a breath of fresh
air, to be honest, so yeah. And here I am, so blessed with a good
job now, I'm just thankful for that. Yeah. Thats Nice. [Laughs]
Yeah. So, it been a long journey, but eventually I still got to where
I envisaged I would get through after a lot of sacrifices here and

there” (Ese, 50-54yrs.).

However, the reality of UK migration also included downward
social mobility for some, relating to qualifications from home
countries not being accepted or given consideration and other
discrimination. UK and overseas born participants’ exposure to
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racism in various forms, including blatant interpersonal abuse, more
subtle micro-aggressions, and structural racism, was related in
vivid detail,

“Well, we moved to live into [an area of Leeds], then we had our
mortgage. So, where we have a mortgage now, the White guy will
come to us, that this is not for Blacks it’s for Whites, that we need
to move, that they do not want us here. They will go and buy
sweet-and- sour sauce and splash it on my door. They would
throw the stubs of their cigarette without quenching the fire, they
would post it through my letter box because they want the house
to burn because it’s Blacks that live there. In fact, there are some
White guys, my immediate neighbour was a White guy, but
he moved away because he does not want to stay near Blacks.
They’ll bang on your door - before you go out, they will run away”
(Yetunde, 55-59yrs.).

Some participants, although not negating the existence of racism
(“Oh, yes, lots of racism, discrimination, even present day, does not stop.
It’s never ending” (Claudette, 50-54yrs.)), were clear that it did not
affect their lives (“I'm not going to let it define who I am and my life”
(Claudette)), signalling overt or covert coping strategies as forms of
resistance. However, for others, past and present racist discrimination,
and worry about possible events in the future were a significant, and
particular form of stress. Service providers were asked to respond to
the vignette based on Yetunde’s experiences.

Bringing your “big self” to work

Responses varied from shock (“My God are these true? God...”
(Susan, senior health coach)) at the nature of these types of experiences,
to relating their own experiences of witnessing microaggressions, and
other discrimination, in the workplace, for example. Some reflected
on how such awareness could enhance their practice, particularly
around supporting clients to address stress as part of their weight
management journey. Views of service providers from Black ethnic
groups showed how being themselves, sharing their lived experiences,
and drawing out their clients” experiences, such as racism and its
impact, was hindered when working in the public healthcare system.
This contrasted, with their experience within voluntary community
work or private practice with Black clients,

“Because you are bringing the professional element. So, basically
what I'm talking about actually...I'm at [names public sector
healthcare employer] and at the end of it you need to bring your
‘big self” to work, ok? And I suffer that pain, you know. You want
me to bring Cherida to work? In my career so far, there’s only ever
been one of me... one Black woman. Yes, there’s only been one
Black woman in the team so me bringing all of me to work makes
me feel slightly uncomfortable because I know they...everyone
I work with is not going to have a clue. And that has an impact on
how you communicate with your service users or your clients, or
your patients, whatever. So, you are trying to find that balance of
what the [employer] deems to be professional and what’s
overstepping the mark. Now, if we go back to the work that 'm
doing on my own, voluntary in my spare time, because I do not
have those barriers and I know that to support my people, I'd
bring Cherida...Id bring Cherida there. And I know that by doing
that, that would yield better results” (Cherida, specialist dietitian).

Frontiers in Public Health

10.3389/fpubh.2023.1239668

“Why have I been successful? It's because 'm not shy about where
I'm from. And if anything, I've kind of put that as, not quite made
it my brand, but I've made it quite as...it’s very important to me
to be...to embrace where I'm from” (Sabryna, private

sector dietitian).

Negative experiences of racism and discrimination in the health
care system and more widely also formed the backdrop to participants’
perceptions of weight management support, connecting racism with
the engagement with services in Theme 4, below. Prior to the
presentation of that analysis, views on weight gain and acceptance of
larger body size (Themes 2 and 3) are explored.

Theme 2. Weight gain attributed to unhealthy
behaviours and the environment

Discussions around living with excess weight were largely
expressed in the context of being healthy overall, although there were
reports of chronic ill health. Participants described changes in their
weight over the life course, and shared their views on the causes of
their excess weight. Common portrayals of childhood weight were of
being a “skinny child” (Ola, 18-24yrs.) and being slim until early
adulthood, or less commonly adolescence. Older participants
considered overweight to be an issue occurring in later life. Hormonal
changes and the slowing of metabolism with age were considered to
make weight gain harder to address compared to earlier years when
weight would “drop off” naturally, regardless of whether it was thought
necessary at the time. However, physical inactivity and less commonly
in conjunction with overeating, or combined with hormonal/
metabolism factors, was the firm view of participants as the cause of
their overweight,

“Lack of exercise, okay! That is my major thing, it is lack of
exercise, I sit a lot. I sleep a lot. And I eat a lot of sugary things.
Yes, because I do not eat normally, healthy food normally all the
time” (Mirembe, 35-39yrs.).

Family history or genetics as the reason for obesity was a view put
forward by only one participant. By contrast, the main causes of
overweight identified by participants were modifiable factors. Despite
BMISs over 30kg/m’ being common, weight was generally viewed by
participants as a recent concern, with reference to lifelong weight
challenges uncommon. Feeling an urgent need to make progress with
weight loss and gain control was a common prompt for joining the
study. Explanatory models of weight gain also centred around life in
the UK compared to life in home countries for those participants who
were born overseas. Predominantly, it was felt that life in home
countries was more active with lack of easy access to convenience/ fast
foods, more consumption of organically grown food and less
consumption of processed food. Additionally, participants suggested
that a less stressful lifestyle in home countries contributed to not
having weight problems until migration. There were contrasting views
among some Nigerian participants that life was less active in Nigeria
than in the UK, indicating that home country urban/ rural and social
class differences impacted on experiences, as these quotes suggest,

“I think that in my country of birth, I was healthier because I did

not eat a lot of processed food, it was cooked, hmm, natural,
somehow natural foods. I...we did not eat a lot of packaged or
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processed foods, it was food that was grown and cooked. And
also, I walked more, and I was more active in my home country”
(Ola, 18-24yrs.).

“I think in Nigeria, we do not exercise. I cannot remember in
Nigeria ever exercising, if you know what I mean, and I was
driving, so if I needed to go to the supermarket, which is
probably compared to the UK, I'd probably walk. Nigeria, I just
drive down. And I was always driving everywhere, you know. So,
there was no opportunity to walk. I tried of course, we had,
you know, access to clubs and all that where you could go
swimming, do sports. But then one never really had that time.
And it is maybe you want to just give the children a treat,
you know, it's OK. We are going to the club today and we are
going to, you know, swim. We will go and eat something nice;
you know and all that. But outside of that, I think in Nigeria,

exercise is a big problem” (Ese, 50-54 yrs.).

The discussion further elicited views about relationships with
food and interest in physical activity, more generally. Prompting
detailed descriptions of dietary habits was not a study aim,
nevertheless, a love of food and cooking was expressed across the
sample, with most claiming a healthy relationship with food.
However, emotional eating in relation to stress or “lockdown” related
boredom was also mentioned. Commonplace barriers to healthy
eating were the perceived cost of healthier food choices and the easy
availability of fast food. “Mindfulness” and ‘conscious eating” were
mentioned as aiding healthy choices. Traditional eating emerged as
occupying contrasting moral spaces [i.e., having both positive and
negative moral significance (52)]. Traditional foods, which
represented sense of self, community, and links with “home”, were
highly valued. The potential for being deprived of, or sacrificing
these foods, was at the crux of dissatisfaction with weight
management advice and resources. However, for some participants
traditional dishes, and starchy foods in particular, were newly
framed as villains needing to be reduced or removed within self-help
approaches to weight loss. This caused the potential for inter-and
intra-personal conflict, such as described by this gentleman,

“Yesterday I prepared egusi soup [stew made from melon seed, oil
and spices to which meat is added] and yet I am so scared of going
to eat eba [cassava accompaniment], because of my weight”
(Ubong, 65-74yrs.).

Discourse around physical activity ranged from reports of lack of
interest, or limited engagement with available facilities, but more
usually involved the description of a range of activities that participants
liked to do. Preferred activities included cycling, swimming, and
dance-based exercise classes, with walking the most favoured activity.
Walking as part of the commute to university or work was cited as an
incidental activity contributing to weight loss goals. Aside from
walkable commutes, there was limited discussion that could
be credited as facilitators of physical activity, but this included advice
from a friend or being a participant on another research project.
Barriers to living a more active life included cost (e.g., of gym
membership or swimming sessions), stress (e.g., work-and or family-
related), lack of time, lack of knowledge about or existence of facilities,
and fatigue.
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Theme 3. Acceptance of larger body size in the
context of complex weight loss motivation

Across the diverse cultures and place of birth within the sample a
positive view of larger body size among themselves and family
members, was commonly referenced,

“I think my father had a pot tummy, but I did not consider my
mother fat. I think that her tummy was big and I think it was a
normal thing, you know, what they call evidence of good living”
(Amma, 55-59yrs.).

“As I said, that's my family, they are predominantly big - fat people
you know - if I go too light in weight, I look like I need to fatten
up, as my mom would say [laughing] You know West Indians...”
(Claudette, 50-54yrs.).

These ideas around body size were held alongside, not instead of,
motivation for weight loss. This included health-related motivations,
principally preventing stroke and T2D, as well as maintaining mobility.
Family history of overweight was emphasised as an impetus to lose
weight, rather than as a cause of their excess weight, as noted above.
However, the principal motivation for weight loss (i.e., mentioned first
and with emphasis) was being able to fit into a smaller dress/ shirt size,
to improve appearance, feel comfortable and look younger. This
apparent contradiction may signal a tipping point at which the “body
positive” view loses cogency, and/ or health takes on greater salience.
Further, for some these seemingly conflicting or contrasting views
could be an indication that a positive view of large body size may
be public discourse that conceals more privately held body image
dissatisfaction, converging with an outlook more commonly
associated with Western cultures,

“I've always been thin [when younger]. So, most times...when
I came here...they used to say I was underweight, but it’s about
two, three years, 'm not happy with my weight, I see it's coming
on. They used to say I am underweight, but I used to love it that
way [laughs] I am gaining, I hate it so much. [...] T hate my weight.
I hate it, I want to be slim, I want to see myself to wear some
clothes and I'm like, Yeah, I'm spot on, you know...We shop
online, and you see the models. Yeah, they are wearing, what
you want and you are like, Yeah, I want that! And even you have
to try to look like that model. So that's my main thing to look nice
and young [laughs]” (Mirembe, 35-39 yrs.).

Preference for alternatives to BMI measures

Linked with views on body size, there was matter of fact
acceptance of the concept of BMI by some. However, more often there
was criticism and the view that BMI is a threat to positive body image.
It was also considered a professional/ medical concept that differed
from lay perspectives, and is “too stringent” (Oluseyi, 35-39 yrs.) for
Black people,

“Essentially, I do not, personally I do not see the relevance for
Black people in the way that we are built so I use the waist: hip
ratio, this kind of measure because I feel like even my brother
who's quite healthy, he goes... because he’s quite muscly and is
quite big, he’s obese [according to BMI] but he does not look
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obese, if that makes sense? So, I do not, I do not, I just kind of
ignore this stuff, ’'m not going to lie to you, yes” (Chinwendu,
30-34yrs.).

On the whole, the service providers were sympathetic to this view
and some also preferred measures such as waist: hip ratio as
BMI alternatives.

Theme 4. Self-help preferred to formal weight
management programmes to lose weight

Self-help approaches to weight loss were common, particularly
among those who considered weight loss to be a personal issue or did
not conceive living with excess weight to be a health problem in itself.
Consistent with views on causes of excess weight, approaches to
weight loss involved cutting down on food consumed and increasing
activity. Methods included, intermittent fasting, cutting down on
carbohydrates including eating less traditional foods (as noted above),
using meal replacement shakes, alternative remedies, and supplements,
as well as monitoring techniques such as daily weighing. Digital
content such as YouTube videos and advice posted online by service
providers in home countries was relied on for support, partly
prompted by lack of cultural tailoring within UK services (see Lack of
tailoring and relevant resources subtheme, below). Little was proffered
in the dialogue related to this online advice about what was considered
credible and what was not,

“I feel like things like nutrition so, for example, like when I was
trying to lose weight and stuff, it can sound so rude but, the menu
was very much prominently for White people, so, they would do
something like soup or baked potato and tuna, do you get what
I'm saying? Now, currently, what I do is that ’'m on a diet from this
lady in Nigeria so, it’s been easier for me to stick to it because it’s
food that I eat and then after, like, because when you are talking
to the GP and stuff about African food, they just assume ok, yes,
the food has lots of oil and, do you understand what I'm saying?
So, I feel like this, just to cut it out to me but they do not look, they
do not really study the food, I do not know if that makes sense?
[Researcher: Yes]. Because not all African food is bad, I mean,
take Jollof rice, for example something like a bowl of rice and
tomato sauce, because it’s rice, you just have to eat it in moderation.
Yes, that’s what I would say in regard to that, I think that when it
comes to them giving advice about health and all of that stuff, they
kind of just use the food that’s available in the UK and I do not
think they take into consideration your culture” (Chinwendu,
30-34yrs.).

Poor communication of weight management services

The most significant barriers cited by participants to accessing and
engaging with weight management services was not knowing about
the existence of programmes, and a lack of close, personal support.
Service providers also acknowledged limited communication about
the availability of services,

“They do have self-referrals as well...a person can, if they feel they
need it, but what I do find is (1) nobody knows about that and (2)
they do not know where to go. If they have got a friend or family
who works at the NHS, maybe they do but the general person,
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I find they do not know that they can self-refer” (Cherida,
specialist dietitian).

Where there was awareness of formal support there was some
distrust of self-funded commercial services and the view that they
were a waste of money, out of reach financially, or both. Few
participants were aware of publicly funded services. Any naming or
descriptions of the content of services that are freely available were
largely hesitant or vague,

“So [names a weight management service provider commissioned
by NHS] is a group that helps with, eh, what do they do now?
They, they, help you manage to live healthy, if you like, where
you can record what you are eating, your weight [...] and you’ll
have a coach supporting you” (Tosun, 40-44yrs.).

“Umm...I know it’s in the community because they have exercise
classes and different sort of stuff through my neighbourhood
scheme. OK, I know at the hospital they do offer wellness, support
and classes, yoga, and stuff like that if you wanted it as well. And
it’s free. So I am aware that with that they are there” (Claudette,

50-54yrs.).

Other than being freely available, participants indicated that there
was little external incentive to engage with public sector services. By
contrast, service providers in private practice described the various
ways in which they used freelance directories, social media, word of
mouth, and methods to boost website traffic to increase awareness of
their services together with incentives to boost their client base,

“Yeah, so incentives. So definitely social media, I have done kind
of like discount codes in the past. And just kind of have those,
around like independence days. So, like, kind of like, it might
be St. Lucias Independence Day, and we are all you know, is
I cannot remember the ad now, but it was actually quite a lot of
interest in it definitely resonated a lot more with an older
population as well within that African-Caribbean group. Because
I guess that ‘hashtag’ at that moment in time, you know, was quite
popular. So then my ad went with that. Yeah. That was, that was
quite good. Yeah, so that's been and then that would have a
discount code attached to it. But there’s other incentives I could
do. It could be aligning with other, like, Afro Caribbean companies
or restaurants and offering via discounted food with a consultation
and I would just think things around that” (Sabryna, private
sector dietitian).

Few of the participants had attended formal weight management
services, and among those that had descriptions of their experiences
did not indicate any deep commitment to attending these types of
programme. Yetunde, who also previously engaged with an exercise
referral scheme, described a positive experience of a weight
management service, particularly around the psycho-social support
embedded in the programme,

“Unfortunately for me I do not know, you know, then because of
the stress that I was having, I lost interest in doing this [exercise].
I used to be very sporty, but because of stress, I was not doing
anything, I put on weight, I was not doing any exercise. Then
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fortunately, my GP was able to pick it up, when they did an annual
health check for me, they discovered that my blood sugar was
going up. The greatest thing my GP did for me was to introduce
me to [names provider], the NHS [—backed] weight management
programme. That [names provider] taught us a lot of things. That
was where I discovered the problem, I had then was due to stress.
You know, I was doing emotional eating, I was doing emotional
shopping. You know, just to comfort myself, you know, all this
kind of thing” (Yetunde, 55-59yrs.).

As was the case for Yetunde, the role of GP consultations was a
common topic among participants engagement perspectives,
alongside GP referral among service providers. Primary care had a
contested position among participants as a source of weight
management support.

Missed opportunities in GP consultations and referrals

GP practices were considered the first port of call by some
participants for weight related issues, but there was disappointment in
the level of advice or support given. Others were adamant that the GP
would not be appropriate. There was a perception among some
participants that they received good treatment from their GP because
they did not live in “working class Black areas” (Oluseyi, 35-39yrs.)
where they felt overt racism was more likely. In keeping with that view,
for others racism was a barrier to getting good service at the GP
practice, with participants linking this to living in an ethnically
diverse community,

“Yes. I think based on some of the experiences we have had with
our practice, GP practice, I think it’s there because of the area
where we live. We are in a GP, where we live, which is it is highly
populated by, you know having the BAME population. I think the
care is not as good as the areas where you may have more
Caucasians, Whites. So, the kind of attention or the kind of
response you get even when you call, is I feel it’s also biased and
probably due to that. And so, again, that is it. How do I put it, that,
that’s a barrier to some kind of access and because I would think
twice about calling them, if you know what I mean?” (Ese,
50-54yrs.).

Service providers working in the public sector explicated the
challenges associated with the GP referral process. These included
underdeveloped relationships between general practice and weight
management service providers, a focus on co-morbidities, particularly
diabetes and non-diabetic hyperglycaemia (“prediabetes”), as driving
factors for referral, long waiting times between referral and starting a
programme, and clients not sharing their GPs view of the need for
weight loss. Such challenges, as illustrated below, potentially contribute
to missed opportunities for primary care referral to foster weight
management service engagement,

“So, it’s having that rapport with the nurses — we build a rapport
with the nurses, that’s what I kind of am doing now, building the
rapport with the nurses and the practice managers and we'll just
have, Id say, basic referral criteria, certain weight or HbAlc,
bloods and things like that. Previous services I've worked with are
very much the same, how can I say? It is a bit of a tick box. Do
you sit in this box, or do you sit in that box? But then, the person
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has to be assessed to sit in that box. So, I do find that there’s a lot
of people who do not fit in any box because maybe they have not
seen their GP for a while so, you know, they have not been
assessed or they have gone to the GP for a cough, a cold or
something else, but their weight is not the main purpose of that
conversation so, that [overweight] does not get looked into. So
again, it’s looking at that, how are we going to adjust the criteria”
(Cherida, specialist dietitian).

Lack of tailoring and relevant resources

The common thread across these different levels of awareness and
engagement was the view that the services were not sufficiently
tailored for Black ethnic groups. Views were commonly based on
assumptions, or from experience of trying a programme as Emelie and
Tosun indicate, respectively,

“I think to be honest you know you said that like for people that
are Black, I do not think there’s any distinction. And to be honest,
the way that I read about weight loss in general, it’s like everyone —
this is gonna sound weird - but it’s like if you are fat or overweight,
everyone’s just lumped together in this one giant ball, and then
that’s it. So it’s like we are just like one homogeneous group. So
I do not think in some ways...but that’s why I think to me that’s
what it looks like, because at this moment in time, there is not any
personalised health care, we are just not there. It’s like, I could
be Black, I could be White, but I think that if you are Black, or
you are White, there is a difference that you get in health care,
there is a difference” (Emelie, 40-44 yrs.).

“If T had a dietary coach that is Nigerian, mind you, and then I'm
bringing this portion of egusi soup, okra soup, ogbono soup [stew
made from wild mango seeds with meat and fish], and she will say,
‘hey, hey, hey, this is high in this, this is high in that’ in that
you cannot match these two, or you need to stop using oil for this,
you need to do this, you need to do that. Then, you know, I'll have
more confidence. In all honesty, I do not have so much confidence
in this programme I'm doing ‘cos, having said that, I have learned
a thing or two from it, but in totality, no, I would not say I have
full confidence in it, not any fault of the person, the coach per se,
but it’s just the fact that the proximity in terms of food we are

exposed to eat is different” (Tosun, 40-44 yrs.).

Across the board there was the sense of limited resources or
advice that accommodated participants’ preferred food choices,
particularly how to continue eating their traditional food. Service
providers, though refuting any notion that traditional eating could not
be incorporated into weight loss plans (see above), acknowledged the
dearth of suitable materials, their own lack of training, and relying on
clients to educate them,

“It does generally show you in the diet [plans] of White British
diet and that kind of thing, you know, it does not include any of
the traditional food, I think. And I think for that information,
you do have to do a bit of digging, you know, and I know the
information is out there but it’s not, it’s not really commonly
promoted, I would say. So, you know, if they kind of see that
initially, they might go on to the [name of charity] website or
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might go [...] and see that kind of thing, and think and say well,
this really is not for me, these aren’t the kinds of food I eat every
day in my diet. So, you know I'm not sure this would be good fit”
(Monica, health coach).

“I think that’s something that maybe we do not get enough
training of as, kind of, nutritional professionals, we do not have
much awareness, this might be kind of a generalisation but there’s
not much awareness of the minority ethnic groups and their
traditional foods and kind of what they are, it'’s normally quite
western in the approaches that we have. And I think the example
here [referring to the vignette] is probably, yes, it’s putting me on
the spot, and making me feel maybe we should be a bit more
aware of world food, not just food in the western world” (Jill,
health coach).

Participants and service providers working in the public sector
commonly proposed working closely with communities to improve
engagement. These and other ideas on what ideal weight management
services should look like are explicated in the final theme.

Theme 5. Ideal weight management support is
community-based, culturally tailored, and
flexible

Community engagement

Working more closely with local communities was considered by
both participants and service providers to be an important way of
addressing the apparent lower engagement of Black ethnic adults in
weight management services. Service providers described nascent
plans or indicated that ideas had been mooted in their organisations,
but concrete examples of this taking place could only be provided by
those from Black ethnic groups doing voluntary work,

“I think we maybe could be doing more community work which
is something that we are planning on” (Jacqueline, head of
health promotion).

“That’s another thing, before the pandemic, I was doing workshops
at churches across my free time and that went down really well, if
I do say so myself. And I do appreciate that they felt comfortable
just to have a general conversation with me and I really think is
the fact that a lot of people go to the clinic, they do not want to
come across as uneducated or not aware, you know, and they leave
[...]. So, that’s the project that 'm working on and hopefully, once
the pandemic ends, it could go really well” (Cherida,

specialist dietitian).

Participants involved in community organisations (which
included faith, cultural, and health-related support, and outdoor
activity groups) could see ways in which raising awareness of weight
management services could be incorporated into the organisations’
activities, suggesting that some potential mechanisms or gateways for
engagement are in place,

“So, ideally, I would say, oh if you know any group, for instance,

the [anonymised community organisation] in the UK, what have
you, if you have a good, creative forum, this is so easy. Everybody
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come on and then we talk about weight management and talk
about health care, we'll talk about this and that, and that would
bring into people’s consciousness where they are and what they
need to do. And that would save a lot of lives and you know with
social programmes, again, it would bring about change of lifestyle
clearly, it would save lives, that’s just the bottom line, so, my
suggestion would be for people like you who are carrying on
social services for instance at this particular time, it might just
part of your...or you are doing this now, if you then go on to take
this a step further, just say Ok, I'm going to give support to this
group and then you speak with, with the group leaders and say
Ok, this is what I would like to do for the group and then
you create this platform where you can talk about this issues that
we have here and why it is important then, yes, it would be really
good, really good” (Tosun, 40-44 yrs.).

“I think maybe, you know, there could be other ways in terms of
like community groups and, you know, promoting it through
there. I think they could be good so if the individuals are around
us, you know, if they trust, they can come by and have a
conversation with us and that, you know, might have might open
some doors, I think” (Monica, health coach).

Community-based communication could also potentially open
up the conversation around prioritising weight related health issues
and combat stigma,

“I think the only [other] thing for me, just speaking to you, that
stood out to me is about the weight management concept. I do not
think that that’s a concept that many people really consider.
I think they see as a personal issue that they...they need to solve
themselves unless the doctor themselves told them actually,
you need to do something about your weight. Then I think, even
if somebody was obviously obese, I think there might be some
barriers so, you know, being ashamed or feeling inadequate when
it might not be opened to getting that help anyway so I think the
concept of weight management needs to be mentioned a bit more.
I do not think it’s sort of, at least not for me and people that I think
we have talked about among ourselves as friends, as women,
we do not, I do not say oh, I think my friend is telling me up or
I'm doing this, I'm doing that, you should go and see your GP. I do
not think, I do not see it as that. So, I think it needs to
be mentioned more” (Kemi, 30-34 yrs.).

In addition to community-based awareness raising, suggestions
for locally placed programmes also intersected with other needs. Local
services could partly address financial barriers to accessing privately
or publicly funded services by avoiding the time and cost associated
with travel, including the cost and inconvenience of public transport
for those without car access. Local, community-based services were
also posited as more likely to be inclusive and attract diverse groups
(so that no-one would be the ‘only Black person there” (Ola,
18-24yrs.)) and together with flexible delivery could help accessibility
within complicated work, home, and wider caring responsibilities.

Within the context of community engagement, face to face
delivery was commonly asserted as essential for services to be relevant
and would provide opportunities for wider social engagement. Bound
within that view, however, was the acknowledgement that some
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remote delivery was necessary, particularly within the context at the
time the research was conducted of continued control of the
COVID-19 pandemic. This also coincided with the need for flexibility,
and for some, privacy, a preference for self-help, or both. Weight
management service providers acknowledged both advantages and
disadvantages of digital and remote delivery and speculated that the
current focus on some forms of delivery (e.g., use of apps or video
conferencing platforms) could disadvantage certain populations due
to unequal access to digital technologies.

Linked with how services should ideally be delivered, the ethnicity
of service providers was considered to be key and is summarised
below as one aspect of cultural tailoring, together with the other
essential facet which was tailored content particularly around dietary
advice that is sensitive to traditional eating.

Cultural tailoring: ethnic matching

In terms of who delivered the services, ethnic matching was
universally cited as beneficial and for some, essential, largely relating
to the ability to give relevant dietary advice,

“It’s very, very important because there’s more understanding,
because you are more likely to eat the food that you eat before, if
that makes sense (Chinwendu, 30-34yrs.).

“It’s better because they can relate to what you eat, you know, and
probably can tweak your diet more to your needs that would suit
you, you know. Yeah - I know that sounds a bit racist, but it’s not.
I do not think it is because it is a matter of somebody else might
not know what I eat, or what Caribbean people eat. And then,
you know, you are talking of the food that they want you to eat is
not what you would normally eat. You know, so I think seeing
someone from your own background is better because then they
can say, well, you cannot eat yam because white yam is higher, or
yellow yam is lower in calories or, you know, just tweak to your
specific needs. So, I think in terms of weight, you should have
someone from, you know, similar to you and can relate to the
foods you are talking about Yeah” (Claudette, 50-54 yrs.).

“It is quite important because when I had a personal trainer, there
were certain things I was eating she could not really make sense
of how I was having to explain a lot of things, it just felt like a
burden. So I definitely would say it is very important” (Kemi,
30-34yrs.).

Whereas it was acknowledged that the full ethnic diversity of the
population could not feasibly be exactly matched, there were instances
where participants felt matching was superficial and clumsy. For
example Tosun (who is African) describes being assigned a Black
Caribbean health coach,

“So, when I was referred to these people, they tried to say to me
‘Oh, we have people who are from Afro-Caribbean background
that would understand your country food and be able to advise
you. Honestly, I do not think that has really helped. I think
generally I say to myself, listen, these people would not probably
understand so much of your food. For instance, if I make okra
soup or banga soup [stew made with palm nut fruit, spices, to
which meat or fish is added] or egusi soup, I'm trying to describe
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what I’'m saying, or melon soup and vegetable cooked with fish
meat and...My view is if you are going to make this really work
for everybody, do not put a round peg in square hole. Make sure
that people who are from the same ethnic background match the
people who need the service. Because the best...come up with is
‘Oh, we have people from Afro-Caribbean ethnicity that can
understand what you are eating), but no, they are [from] far off -
miles away from West Africa [...] So, it will be better if we have
that sort of close match” (Tosun, 40-44 yrs.).

Cherida’s and Sabrynass stories (Theme 1, Bringing your “big self”
to work subtheme, above) indicated their view on their “insider”
ethnic position with regard to supporting Black people living with
excess weight, and how being able to capitalise on that position might
be shaped by their (public vs. private sector) work environment.
Service providers of White ethnicity recognised that their own and
colleagues’ identity may be a factor in not attracting Black ethnic
groups to their services, but they also indicated commitment to
addressing equality of access. Lack of monitoring or analysis of
recruitment by ethnicity, meant that reasons for lack of engagement
and success by ethnic group, and ways to address this were speculative,

“Researcher: Okay, and why do you feel that you do not have a
high percentage of Black African or Caribbean clients?

Julia: I do not know. The short answer — I wish I knew the answer.
I suppose possibly because I am a White woman, I'm the face of
the company, largely that has not...and that can perhaps mean it
does not seem like it might be seen as an inclusive space, for
example” (Julia, private sector dietitian).

“I think it probably does not help that in our organisation we have
very few people from minority ethnic groups, but it is something
we are working on addressing” (Jacqueline, head of

health promotion).

Cultural tailoring: gender unimportant and
weight-matching undesirable

It was clear that for participants, gender matching was regarded
as less important. Although some reflected that, hypothetically, the
absence of gender matching could increase self-consciousness with
regard to exercise sessions, no one expressed this being a barrier for
them personally. The notion of services being delivered by individuals
who also live with excess weight elicited stronger views. Advice from
service providers with past experience of living with overweight was
considered potentially valuable; however, receiving advice from
providers currently living with overweight was viewed as unimportant
or even detrimental,

“Researcher: Ok, how important is having the health professional
the same body size or shape as you?

Oluseyi: Well, I'd prefer they were not, to be honest” (Oluseyi,
35-39yrs.).

“Well, that’s the thing, because I normally say you should practice
what you preach. So if you are fat and you are talking to me about
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that, it’s not going to be effective for me. But then that’s me [laughs].
If you say to me, well, you were that weight and you came down to
this. Oh, yes, I can absolutely relate. Then I'd say yes, definitely. But
you cannot expect me to do something if you are not. No! So, OK,
it's about the public health professional understanding. ‘T know that
this is the weight you are at, I've been there. You can get to this
weight because I've been there and I've done it, you know, but if
you are fatter than me and you are talking to me about that, then it’s
not going to work” (Claudette, 50-54yrs.).

Cultural tailoring: programme content

Participants expressed the need for cultural tailoring of
programme content, focused largely on tailored dietary advice with
detailed and authentic inclusion of traditional foods and eating habits.
The specific needs commonly pinpointed were an essential focus on
portion size advice, tailored menu planning and modified preferred
dishes to give them a more healthful energy and nutrient profile,

“Ummm, exercise programmes are general, you do not have to
tweak it for anybody’s size. I think, just the meal plan and just the
support, the counselling support, you know. But we as black
people, we love our food. So I do not know. You're not going to
deprogram us from not loving our food. [Laughs] I think we have
alove affair with food. I'm not going to say we do not. We definitely
do. You know, I do not think we can de-program that. No,
we cannot de-program that. You can tweak what we eat so that
we can still eat what we used to and, you know, with less calories.
But you cannot be telling me about loads of fish or soup or salads.
I do not do salads unless I've got my main meal with the salad, so
you cannot just tell me, have a salad on its own. So I need food
with the salad. So that’s what we eat. It needs to be tweaked for
what we eat because if I eat salad, I know if I eat salad with a little
piece of meat, I'm still hungry. And if I'm still hungry, I'm going
to want to still eat, whereas for another body, you know, another
group of people, salads are fine. But no, for me, if I have that, 'm
still going to eat and then I'll be taking in too much. So that's why
I'said the plans need to be tweaked to what we are. Normal eating
patterns. Yeah. OK. Yeah” (Claudette, 50-54yrs.).

“The only thing I can say is that the nutritional information on,
regarding traditional foods is far less readily available than,
you know, whatever, like your fish and chips or your Caesar salad
and stuff like that. Yes, that’s the only thing I'll mention I'd say on
that really” (Oluseyi, 35-39yrs.).

As previously noted, lack of engagement in commercial services
where the individual has to pay out of pocket might partly relate to
affordability. Service providers in private practices and from Black
ethnic groups indicated that, among those with sufficient income,
there was an active demand for their services, and that those clients
also sought culturally tailored content ideally delivered by someone of
similar identity. This provides further insight into the central
importance and value of such tailoring,

“You know, healthy eating does not need to be Eurocentric.

You can follow healthy eating advice and have a healthy life eating,
you know, a traditional Afro Caribbean diet. I mean, yes, there are
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parts of it, which are indulgent. But does not every culture have
that side to it? Why cannot people see the healthy side to it as well?
So I'm a big advocate for that. And I think that’s probably where
my success is and why people think oh, okay, let us, you know, talk
it out. She might know what she’s talking about” (Sabryna, private
sector dietitian).

Education and psychosocial support

Participants alluded to the need for general healthy living
education. They also specifically mentioned the need to emphasise the
importance of physical activity as part of that education. In addition,
throughout the discussions and across the diversity of the sample the
need for support and counselling to underpin services was conveyed.
This included sensitivity around the psychological distress associated
with obesity, but also support for stress and mental health concerns
more generally,

“So it’s almost like I want to say if you do any weight loss
approaches, you have to just understand how personal it is and
how often sometimes it’s like when you are overweight, you might
feel like a bit of a failure or like you cannot even control your
weight, and if you cannot control your weight, how can
you control your life? How do you control your destiny and your
direction? So, I think it’s just be like, to take into account if you do
any intervention like just think, like, and be gentle with people
because everyone’s really different, and what you think they
might be feeling they are probably not, it could just
be something else and the best way to know is to ask them”
(Emilie, 40-44yrs.).

Discussion

This novel qualitative study obtained views on weight management
from UK women and men from Black ethnic groups living with excess
weight, as well as from weight management service providers. The
results highlighted a view of life that was positive but marred by racism
and, for some public sector service providers from Black ethnic groups,
their marginalised position prevented them giving the best support to
clients of shared ethnicity. Weight gain was attributed by participants to
unhealthy behaviours and the environment, and improving appearance
and preventing ill health were key motivators for weight loss.
Participants indicated that they relied on self-help to address their
overweight, with general practice contested as a source of support for
weight management. Anticipated or experienced racism accounted for
some of the lack of engagement with services. Participants and service
providers agreed on the lack of relevance of services, including limited
culturally tailored resources. Community based, ethnically matched,
and flexibly delivered weight management services for UK Black people
was postulated as ideal. Overall, a number of recommendations for
research and practice to improve weight management support for UK
Black women and men can be extrapolated from our study results;
either directly relayed by participants and service providers or intuited
more broadly from the interpretation of the findings. These
recommendations are summarised in Table 2.

A range of reports, resources, and calls for research and action
indicate increased recognition that ethnic inequality, and the role of
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TABLE 2 Recommendations for service development and research.

10.3389/fpubh.2023.1239668

Recommendations

Service development

o Address cultural and social barriers to engagement in services, to include:
« Investment in tailored self-help services such as digital applications;
o Tailored dietary advice and recipe analysis;
o Flexible timing and delivery platforms;
o Mental health support;
« Incentives to make take up of publicly and out of pocket funded services attractive to participants.
« Enhance partnerships between communities, primary care, service providers, and researchers, bridged by community organisations, to embed services locally.
« Utilise these partnerships to prioritise codesign approaches in service improvement and development of new programmes.
« Incentivise service providers to take local race equality action, to include:
« Diversifying the weight management workforce;
« Increasing opportunities for ethnic matching between service users and practitioners. This could include training volunteers;

« Providing training in anti-racism and cross-cultural competency

Research

o Increase support for research evaluating the effectiveness of race equality actions (as noted above) on improving weight management (and other health) outcomes.

» Engage with stakeholder partnerships in codesigning, documenting, and evaluating new weight management programmes.

« Improve the quality of ethnic group monitoring data in service and programme evaluations to enable localised understanding of inequalities and inform measures to
address them.

« Support equitable research partnerships between the UK and the home countries of Black ethnic migrants, facilitating bidirectional knowledge exchange on intervention

development and implementation.

racism and persistent exclusion in medicine and health, should
be investigated (53-55). Prompted by these edicts, in the context of
the inescapable spotlight on race inequalities cast by the COVID-19
pandemic, the NHS Race and Health Observatory® was formed in
2021. The independent organisation brings issues of racism and health
into the mainstream and is a vital opportunity for concerted action to
address inequalities in access, experience, and outcomes (56) and
highlights the scale of the work to be done to achieve meaningful
change for Black and other underserved ethnic groups.

Marginalisation of Black people in the workplace has been
identified in a range of UK professions and organisations including
the NHS, for example (57). Our study confirmed lived experience of
overt bias, inequality and discrimination. In addition it adds examples
of what scholars refer to as “identity shifting” [(58), p. 154], among the
service providers drawn from a range of occupations, from
behavioural weight management services only to a wider range of
specialist services. Defined as changing one’s behaviour in inter-
cultural situations to become more socially invisible and counteract
stereotyping and discrimination, identity shifting can be physically
and emotionally costly (58). As we see in the current study (Theme 1,
Bringing your “big self” to work subtheme), identity shifting could
hamper the ability to fully support same-ethnicity clients. Due to a
lack of proven national interventions, local action on equality,
diversity, and inclusion is key (59).

The importance of traditional African or Caribbean food for these
populations has consistently been noted across relevant (though
limited) UK literature, regardless of whether the focus is on adults,
children and families, or those with specific health conditions (60-62).
Barriers to healthy eating as expressed by the participants, notably the

2 https://www.nhsrho.org/

Frontiers in Public Health

cost of healthier food and easy access to fast food, are similarly well
documented (22). The current study adds the nuanced detail of
traditional eating being viewed as inconsistent with healthy eating, a
view potentially shaped by advice from unqualified practitioners.
Barriers to physical activity such as time and cost constraints are
commonly noted in the literature; however the wider dimensions of
disadvantage which are patterned by ethnicity (63) means that these
generic barriers may be disproportionately experienced (64). Explicit
removal of such barriers requires understanding of their underlying
mechanisms [e.g., the impact on finances and workload of supporting
families in home countries (65)]. Seen through a race equity lens, free
availability of weight management programmes does address
structural disadvantage on one hand, but as well as being affordable
there is a need to consider the multiple and varied layers of individuals’
lived experiences to achieve equality of access (66), including
opportunity costs as identified above.

Interaction with GPs and other primary healthcare professionals
is a potentially important avenue to receiving weight management
support, but was not commonly sought by participants. Prior
experiences or anticipation of discrimination or inadequate care were
cited as barriers to engagement. If engagement could be improved,
even a short conversation with a healthcare professional can have a
small impact on weight loss (67) and referral in these settings is a key
route to accessing services free of charge. Guidance has been
developed for health professionals to improve communication on
weight with patients (68-70). Understanding of the subtleties of
motivations, preferred language, and perspectives on overweight
(such as it being a personal and not a clinical issue) could add insight
to leverage points for effective conversations about weight with Black
ethnic groups. For example, a positive view of a larger body size has
been previously noted (19, 20) and a similarly positive view was partly
the case in the current study. However, this was also bound up with
participants wanting to lose weight for both appearance and health, or
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was ascribed to others but not themselves, further contributing to
observations of a shift in perspectives (20).

More widely, participants were not aware of publicly funded
weight management services, or their expectation or experience was
that services did not suit their needs. Community based and cultural
tailoring of programmes were consistently recommended by
participants and service providers to address service limitations. The
scaling up of community-centred approaches is embedded in UK
policy to address health inequalities such as within Public Health
England’s “family of approaches” (71) and NICE guidance (72).
Methods employed by tailored private services to attract clientele,
such as advertising around important dates for target groups and
linking discounts with local food outlets, may translate to public
sector services to improve uptake (73), and could be part of an
effective communication strategy. Some participants drew on advice
in online content from practitioners in home countries. There is some
concern among public health nutrition scientists and policy makers
around reliance on advice provided by unaccredited nutritionists due
to lack of capacity in low resource countries (74). Development of
weight management interventions for Black ethnic groups would
benefit from equitable partnership between institutions in high and
low income countries, where bidirectional learning could build
capacity for implementing low-cost programmes in both settings (75).

The strong preference for ethnic concordance between service
providers and clients is at odds with previous research which suggests
more ambiguity (18). It is possible that ethnic-matching of researchers
and participants drew out more honest accounts (76), as the detailed
explanations for why concordance is important suggests that the opinions
stated were not simply a different form of social desirability bias. There are
no quick fixes to achieving the necessary workforce equality to meet this
need (59). Therefore building cross-cultural competency into training of
weight management service providers (77) is essential, and previously
noted in relation to UK Black ethnic groups (25), and other minoritised
groups in Europe (78, 79). This would be most valuable as part of the
wider process of decolonising healthcare (80). Further development,
evidence-based improvement, and dissemination of tailored resources
that focus on traditional foods and their underpinning composition data
is needed within the systemic changes outlined. This is labour intensive
work for which the prioritisation of adequate funding is needed (81, 82).
Holistic programmes which include flexible delivery and support for
stress and mental health concerns, are also key elements of effective
tailoring identified by participants, contemporaneously reported in
underserved Black groups elsewhere (73).

A key strength of our study is its novel contribution to the existing
evidence base. Few previous studies conducted in the UK have been
identified with which to directly contrast our findings. Comparatively,
we included men and women from the general population of Black
ethnic groups living with excess weight, as opposed to a focus on
subgroups with specific co-morbid health outcomes, such as living
with T2D. Additionally, no other UK study has directly drawn on
peoples’ experience of endemic discrimination to provide context to
and direct links with weight management experiences. The study does
have limitations. Although there is some socio-economic diversity in
the sample, online/ remote recruitment methods did not work well for
reaching populations of lower socio-economic circumstances.
Whereas conducting interviews by phone was not problematic, the
exchange of documents and completion of forms and questionnaires
electronically is not easy for those in less affluent circumstances due
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to lack of access to computing hardware and/ or software. Documents
were posted to four participants on request, but this was associated
with no further response from those participants. We used the
framework method to identify “fair dealing” [(83), p. 51] in
representing perspectives and data saturation; however, it is possible
that other views and experiences were not captured. The study is based
on a small convenience sample, which places limits on generalisability
of the findings. However, empirical representativeness is not the
purpose of qualitative research and the objectives of the study were
met. It is likely that the findings are theoretically transferable (84), and
therefore resonate for Black ethnic groups across different UK settings.

Conclusion

The findings of our qualitative analysis of potential service users’ and
weight management service providers views indicate that weight
management support for UK Black women and men needs to align with
the wider social and cultural contexts that shape their everyday lives.
Cultural tailoring of the delivery and content of services, and cultural
competency training are needed. These actions are required within
systemic changes, such as evaluated interventions to address
discrimination, to facilitate better engagement in services. Future research
recommendations include engaging with stakeholder partnerships in the
codesign and evaluation of new weight management programmes. The
study is based on a small convenience sample, and online recruitment
methods may not be optimum for reaching populations of lower socio-
economic circumstances. However it is likely that the findings reflect
shared meaning regarding weight management needs for Black ethnic
groups across different UK settings. Our exploratory insights therefore
provide the basis for advancing further work and research to improve
existing services to address the weight-related inequality faced by UK
Black ethnic groups.
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