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Abstract
Introduction: There are growing concerns on how to prevent, slow down and 
induce remission of type 2 diabetes mellitus (T2DM). Recent evidence has found 
diet and lifestyle interventions can cause remission of T2DM, however, there are 
challenges for diverse groups such as British Pakistanis who are four times more 
at risk of T2DM. There is a need to understand the food behaviours of different 
generational groups to develop culturally appropriate strategies to support diabe-
tes prevention programmes.
Aims: This study explores beliefs about healthy eating and food practices related 
to T2DM among British Pakistanis to understand the challenges they face in im-
plementing healthy diets.
Method: We carried out 26 semi- structured qualitative interviews via telephone 
and face- to- face. The sample included T2DM British Pakistanis living in Bradford 
(UK), aged between 18 and 71 with a mean age of 50 (SD = 17.04). Among the 
participants, 14 were women (54%) and 12 were men (46%), with interviews con-
ducted in both English (76%) and Urdu (24%). Participants were grouped under 
three generation groups based on age (first generation 65+; second generation 
40– 64; younger generation 18– 39 years). There was no biological link between 
the generational groups, and they were not part of the same family. Data were 
analysed using qualitative reflexive thematic analysis.
Results: Findings were categorised into three themes: knowledge and awareness 
of diabetes symptoms; social and family context of food practices and making 
sense of healthy eating. The family was the fundamental unit of understanding 
food- related health behaviours. Eating traditional food was perceived as healthy 
and deemed practical for first generations who were the initial members of their 
family to settle in the UK as well as the second generations who had parents born 
in Pakistan. Younger British Pakistanis were born in the UK and reported that 
they struggled to eat alternative foods within the home and manage their T2DM.
Conclusion: These findings improve our understanding of how three genera-
tions of British Pakistanis with T2DM negotiate healthy diets. There is a need 
for culturally tailored diet modifications and interventions, where different 
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1  |  INTRODUCTION

It is predicted that by 2045, there will be over 700 mil-
lion people who have type 2 diabetes mellitus (T2DM) 
globally.1,2 In Britain, it is estimated that 7 million peo-
ple are deemed high- risk.3 South Asians have six times 
higher rates of diabetes compared with other ethnic and 
migrant groups in Britain.4 T2DM usually develops later 
in life, and the risk depends on a combination of genetic 
and lifestyle factors.5 T2DM in this population is partly 
attributable to lifestyle factors, such as decreased physical 
activity, increased intake of dietary fats, processed foods 
and migration to affluent countries causing rapid changes 
in diet.6

Lifestyle adjustments, diet modification, and exercise 
are known to be an important component in the manage-
ment of T2DM together with glucose control.7 The Diabe-
tes Remission Clinical Trial found substantial weight loss 
as part of a calorie restricted diet can induce remission of 
T2DM in 80% of people in a primary care setting.8 How-
ever, long- term maintenance of weight loss and intensive 
lifestyle interventions are challenging, particularly in eth-
nically diverse groups, who are often underrepresented in 
trials.9 Furthermore, lifestyle interventions for T2DM have 
been met with confusion and distrust within South Asian 
populations.10 An unhealthy diet has been attributed to a 
lack of knowledge of healthy foods, how to cook healthy 
dishes, and how to translate these into daily practices. A 
systematic review found that there were a lack of health 
guidelines targeted at ethnically diverse groups.11

Family members engage, actively promote, develop, and 
sustain health behaviours.12 These include, for example, di-
etary intake, knowledge of health, generational status, cul-
ture, socioeconomic factors, and community membership.13 
A British study of South Asian diabetic people14 found that 
social norms impacted diet modifications, for example, re-
ducing the amount of salt, or ghee (clarified butter) would 
result in deviating from traditional practices and was seen 
as shameful. Psychological factors focus on behaviours, self- 
motivation, and self- efficacy which are identified as predic-
tors of weight loss.15 These, however, do not consider the 
degree to which intergenerational factors impact eating be-
haviour.16 This study contributes to understanding how the 
experiences of British Pakistanis in the family household 

shape and influence their dietary practices related to T2DM 
and maps the similarities and differences across three gener-
ation groups.

It is important to note that South Asians are non- 
homogeneous. British Pakistani populations are four 
times more likely to receive a diagnosis of T2DM in com-
parison to Indian and Bangladeshi communities.18 This 
study aimed to capture T2DM British Pakistanis' beliefs 
about healthy eating and T2DM food practices and to un-
derstand the challenges they face to implement healthy 
diets. This study was guided by the following research 
objectives:

1. To examine the experiences of adopting diet modi-
fications/healthy eating in first, second and younger 
generation British Pakistanis.

2. To explore the influence of culture on food and dietary 
practices in relation to T2DM.

2  |  METHODS

2.1 | Design

A qualitative approach was taken using semi- structured 
interviews to explore a rich and detailed account of the 

generational needs can be specifically targeted to adopt healthier diets which 
should be shared and encouraged.

K E Y W O R D S

British Pakistanis, diabetes, health interventions, intergenerational differences, qualitative 
research, T2DM

What's new?

• Eating behaviours among British Pakistanis with 
T2DM are influenced by intergenerational factors.

• Families play a pivotal role in not just encour-
aging but actively promoting, developing, and 
sustaining health behaviours in relation to 
T2DM.

• We capture valuable insights to culturally adapt 
health interventions that can address issues 
and gaps identified in current interventions 
that lack cultural sensitivity.

• For healthcare workers, a tailored intervention for 
specific generational groups and understanding 
the complex family dynamics is key to success.
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lived experiences of current food practices of British Pa-
kistanis, across different generations who were diagnosed 
with T2DM. Bradford ranks as the UK's 6th largest city 
(Wright et al., 2013).17 With over 500,000 residents, it 
hosts a diverse population and experiences high levels of 
deprivation and health challenges. The city notably holds 
a significant South Asian community, of which nearly half 
is of Pakistani descent, comprising a three- generation co-
hort (Wright et al., 2013).17

2.2 | Sampling

In this study, a purposive sampling approach was used to 
recruit T2DM British Pakistani participants from across 
three generation groups.19 It is important to note that the 
generation groups are not biologically linked and did not 
belong to the same family. Table  1 shows categories of 
generation groups based on age. Recruitment ended when 
saturation occurred (N = 26) which was when no new in-
formation was obtained from additional participants.

2.3 | Inclusion and exclusion criteria

2.3.1 | Inclusion criteria

British Pakistanis, Adults with a diagnosis of T2DM, Aged 
18+.

2.3.2 | Exclusion criteria

Non- British Pakistanis, Type 1 diabetes, Undiagnosed 
T2DM, Prediabetes, Gestational diabetes, Aged under 18.

2.4 | Setting and recruitment

The study took place in Bradford, which has the largest 
Pakistani presence in Britain, with exceptionally high 
rates of T2DM.20 Using location was the first point of 
call, the main author (SI) initially reached out to poten-
tial groups through established connections and advice 
from trusted individuals and diabetes project profession-
als in Bradford. This helped to identify the scope of the 

voluntary community centres and led SI to add additional 
groups for potential inclusion in the list. SI compiled a 
list of five potential voluntary/community centres serv-
ing British Pakistanis in Bradford, consisting of members 
with T2DM. These criteria ensured that a diverse range 
of participants could be reached to reflect various genera-
tional backgrounds. SI contacted the coordinator of each 
community centre to explain the purpose of the study and 
asked if they would be interested in facilitating participa-
tion in the study to their Pakistani members. SI worked 
with each coordinator to create an invitation letter distrib-
uted via post and/or email to potential participants. This 
approach was chosen to ensure that not only the coordina-
tor, but also the potential participants received informa-
tion about the study. The invitations were plain English 
and jargon- free, containing the contact details of the main 
author, advising those interested to make direct contact. 
Invites were also translated into Urdu by SI to advertise 
the study and increase recruitment. Potential participants 
were sent an information sheet and consent form.

2.5 | Interviews

An initial scoping of the literature led to the development 
of the interview guide which was shared with key stake-
holders in the local South Asian community who formed 
an advisory group for the project. This was to assess 
whether the key priorities and issues of concern were suit-
ably addressed. The topic guide underwent an iterative 
process with modification of the questions, to minimise 
researcher bias. The interview was guided by a schedule 
consisting of open- ended questions and prompts focussing 
on participants' knowledge and understanding of healthy 
eating, and to explore experiences of food practices within 
British Pakistani culture. Interviews were carried out over 
the phone and in person based on participants' prefer-
ences and were audio- recorded and transcribed verbatim. 
After ensuring accuracy, transcripts were anonymised by 
the SI. Six of the interviews were translated from Urdu to 
English by SI and validated by HI, who is also proficient 
in Urdu like SI. The translation involved conveying the 
meanings of the words instead of rephrasing them, as sug-
gested when translating interviews21 and minimising po-
tential effects on data integrity and interpretation. Notes 
were made during the interview, which were taken into 
consideration for analysis.

2.6 | Ethical considerations

The study was approved by Bradford research ethics com-
mittee (project number 06/Q1202/53) as part of a wider 

T A B L E  1  Generation group based on age.

First generation Second generation
Younger 
generation

Foreign born British/foreign born British born

Age: 65+ Age: 40– 64 Age: 18– 39
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study exploring T2DM health seeking behaviours. Written 
consent was obtained for all participants in the form of 
either a signed consent form or verbally recorded consent 
to take part in the study. All notes and audio recordings 
were anonymised and stored on a secure university server.

2.7 | Analysis

A reflexive thematic analysis with the aid of computer- 
assisted qualitative software (NVivo 11) was used in the 
analytical process. The stages of analysis include familiar-
isation, generating initial codes, searching for themes, in-
tegrating them to make broader themes, defining themes, 
and producing the report (Braun & Clarke, 2006).22 SI 
conducted line by line coding of 26 transcripts during data 
collection to establish an initial coding scheme. Following 
this, a codebook was formulated and iteratively improved 
by all authors who held regular meetings to mitigate po-
tential bias, address discrepancies, and enhance the rigour 
of the analysis. Collaboratively, all authors identified over-
arching main themes from the codes and resolved discrep-
ancies. For enhanced credibility and trustworthiness, all 
authors undertook closed- coding of four transcripts, and a 
member of the research team independently checked the 
analysis to reach the same conclusion and themes.

3  |  RESULTS

Twenty- six participants, aged 18– 71, with a mean age of 
50 (SD = 17.04), were recruited and interviewed across 
three generation groups (first generation n = 10 (38%), 
second generation n = 8 (31%), younger generation n = 8 
(31%)). The sample consisted of 14 women (54%) and 12 
men (46%), with interviews conducted in both English 
(76%) and Urdu (24%). Refer to Table 2 for participant de-
mographics. Participants are anonymised and identified 
by participant numbers throughout the study.

Three master themes with sub- themes emerged, (i) 
Knowledge and awareness of healthy eating, (ii) Social 

and family context of food practices and (iii) Making sense 
of healthy eating (see Table 3). Throughout the discussion 
of these findings, direct quotations from participants' ac-
counts are presented.

3.1 | Theme 1: Knowledge and 
awareness of healthy eating

One central theme which arose from the data was 
knowledge and awareness of a healthy diet. The ma-
jority of participants recalled they did not have in- 
depth knowledge and awareness of healthy diet and 
lifestyle.

3.1.1 | Misconceptions about healthy eating

Participants from across all generation groups had dif-
fering perceptions of what type of diet they deemed as 
healthy and as such the importance of watching what 
they ate, keeping blood sugar levels low and being aware 
of how eating in moderation can prevent T2DM was 
not fully understood. The majority of first-  and second- 
generation participants recalled attributing their diet as 
healthy because it was filling, homecooked, and used 
fresh ingredients:

Curries and traditional food are healthy, they 
keep you full and there is no issue with them 
as they have spices which are good for you, so 
I don't think it really affects sugar. 

(Participant 11, second generation, male)

The majority of first-  and second- generation participants 
did not recall medical perceptions of healthy eating; 
rather, they revealed a lack of detailed knowledge regard-
ing medical advice given:

It's mainly sugar and not frying foods and eat-
ing small portions, the nurses tell you to eat 

T A B L E  2  Participant demographics.

Generationa Age

Gender Interview language

Men Women Urdu English

First generation n = 10 68.1 (2.02) 4 (40%) 6 (60%) 5 (50%) 5 (50%)

Second generation n = 8 48.3 (7.8) 3 (37.5%) 5 (62.5%) 1 (12.5%) 7 (87.5%)

Younger generation n = 8 29.8 (6.1) 5 (62.5%) 3 (37.5%) 0 (0%) 8 (100%)

Total = 26 50.2 12 (46.2%) 14 (53.8) 6 (23.1%) 20 (76.9)
aCategorical variables (i.e. generation, gender, and interview language) are expressed as count and percentages (%). Continuous variables (i.e. age) are 
expressed as mean and standard deviation (SD).
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dried nuts, but I don't understand why they 
are better. 

(Participant 8, first generation, male)

Analysis of younger generation revealed that, at the 
onset of diabetes symptoms, they were unable to deci-
pher which foods they could and could not eat within 
the home, in contrast to foods with easily understand-
able food labels.

I have a list of foods that are good like fish and 
not using certain types of cooking oils. I have 
to look at low fat stuff when I go supermar-
kets like low- fat yoghurt or no added sugar 
stuff because I'm diabetic but controlling how 
much I eat home food is harder, so I would 
skip meals and just trying to eat less. 

(Participant 26, young generation, female)

In contrast to the majority of participants, one- third of 
the participants from the entire sample had indicated 
that they knew of foods appropriate for diabetes and were 
aware of the effects of diet and lifestyle:

You know what foods you shouldn't be 
eating— eating high fat or sugary foods in-
cluding carbohydrates such as rice. 

(Participant 16, second generation, male)

3.1.2 | Managing diabetes pain through food

Many participants from the first and second generation 
believed that diet and lifestyle were related to balancing 
sugar level readings and reducing pain, rather than treat-
ing diabetes or enabling remission:

My body knows when I've eaten too much 
sugar, I get headaches and tiredness and my 
body starts to be in pain, my neck and shoulders 
start to hurt, that's when I stop. I don't watch 
what I eat before that until my body hurts. 

(Participant 1, first generation, male)

For younger generations, having a member of your immedi-
ate and extended family who had diabetes proved to be an 
important learning mechanism in regard to management 
of diabetes. However, the younger generation also justified 
that there was a high tolerance for sugar in Pakistanis:

My dad is diabetic for around 12 years now, 
and he still eats dessert and rice all the time 
and then he will have severe headaches and 
feel fatigued, and I know we have a high tol-
erance to sugary food. 

(Participant 20, younger generation, male)

3.1.3 | The severity of diet

Across all generations, it became evident that specific 
foods were regarded as serious or severe, resulting in an 
adverse effect on blood sugar levels. Foods such as refined 
sugar, desserts, fizzy drinks, and consuming larger por-
tions were deemed to possess a higher severity. However, 
the first generation recalled traditional dietary practices as 
a guide to what was deemed appropriate for their health:

In Pakistan they eat rice and chapattis all day, 
in every meal. You have to eat it, you can't get 
energy eating leaves and salad, you can't live 
off those things— our bodies ask for it or you 
won't be able to function. 

(Participant 7, first generation, female)

Participants from second generation and the younger gen-
eration were aware of the severity of specific foods that 
may impact diabetes; nonetheless, these were still deemed 
appropriate in moderation: I know from the clinic things 
like rice cannot be good either like lots of bread and naans. 
It can raise my sugar. But I like naans, so I still eat it, I don't 
think it's as bad as dessert or fizzy drinks (Participant 15, 
second generation, male).

3.2 | Theme 2: Social and family 
context of food practices

A central theme that arose from the data was the role of 
family and social pressures in relation to healthy eating. 

T A B L E  3  Master themes and sub themes.

Master themes Sub themes

Knowledge and awareness 
of healthy eating

Misconceptions about healthy 
eating

Managing diabetes pain 
through food

The severity of diet

Social and family context of 
food practices

Stigma around eating non- 
traditional food

Power dynamics

Major life events

Making sense of healthy 
eating

Mixed messages

Challenges of integrating 
alternative diets

Behaviour change
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Food was used to help maintain family relationships, and 
the dynamics of power and vulnerabilities were identified 
through cooking practices.

3.2.1 | Stigma around eating  
non- traditional food

Each generation group discussed stigma if they did not 
adhere to cultural expectations of eating traditional foods. 
Participants from the first generation discussed how ‘oth-
ers’ would perceive them as losing their traditions:

You have to think about the guests and what 
they will say about you, it is your reputation 
which is very important to us, you have to 
cook and serve traditional food. 

(Participant 3, first generation, male)

Following fixed recipes was identified as one of the major 
obstacles to cooking healthy dishes in Pakistani families, 
as described by second- generation participants, who expe-
rienced social pressure conforming to these, and described 
challenges such as sarcasm when trying to change their diets:

You can't really change the dish as people will 
notice and make comments, people will taste 
it to see if it's the same taste. 

(Participant 17, second generation, female)

Young participants often felt that they did not maintain 
any long- term diet changes due to scrutiny from family and 
wider community when recipes were adapted. A refusal to 
eat certain traditional foods was often met with resistance 
and participants resorted to the family's choice of food:

They don't understand and think you are 
being disrespectful … my family are always 
telling me why it's not healthy to avoid our 
traditional foods, and having to justify why, so 
I just give in. 

(Participant 21, younger generation, female)

3.2.2 | Power dynamics

Family dynamics between the younger generation, who 
wished to choose their own diets, and older family mem-
bers, who insisted on maintaining their traditional food 
were points of contention:

My parents don't like it if I don't eat food that is 
made for the family, I've ended up quarrelling 

about this so many times when trying to ex-
plain it. 

(Participant 23, younger generation, male)

The first generation had the most dominant voice in re-
inforcing and strengthening adherence to cultural foods. 
It was often described as improper to eat non- traditional 
foods and seen as a part of their cultural identity.

We can't eat healthy in our households, eating 
salads won't save you from getting diabetes, 
since our life started on these foods, since child-
hood, we need spicy traditional food, we eat it 
daily. 

(Participant 10, first generation, female)

An imbalance of power emerged, with younger generation 
participants explaining how, in some cases, a hierarchical 
difference was conducive to unhealthy eating practices:

Food choice is coming from the family, that's 
eating whatever they want. 

(Participant 26, younger generation, female)

3.2.3 | Major life events

Both the first and second generations emphasised the im-
portance of food during life transitions. Difficulties arose 
in adopting healthier diets during such occasions, as they 
served to unite the family and transmit rituals, thus mak-
ing diet adherence difficult. This often involved shopping, 
preparing, cooking, and hosting:

The preparation of food and the planning is a 
really big task, we would usually spend days 
cooking, buying and making sure everything 
is right with the food. 

(Participant 7, first generation, female)

The younger generation deviated from this perspective, 
suggesting non- traditional foods during major life events 
are frequently unhealthy. There can be a mix, but it's usu-
ally unhealthy stuff like pizza, fried chicken, and desserts 
(Participant 26, younger generation, female).

3.3 | Theme 3: Making sense of 
healthy eating

A key theme observed across three generations was the 
manner in which food practices are learnt, transmitted, 
and understood.

 14645491, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/dm

e.15222 by T
est, W

iley O
nline L

ibrary on [17/12/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



   | 7 of 11IQBAL et al.

3.3.1 | Mixed messages

Mixed messages from multiple sources in the home 
and wider community impacted health beliefs. First 
generations were apprehensive of health messages 
due to practical constraints of measuring the precise 
nutritional benefits of traditional food. Health mes-
sages were seen as constantly changing and as a result, 
undervalued:

They said ghee is bad and don't cook in ghee, 
but then they say it's ok, they keep changing 
and I just ignore the messages now if I'm 
honest. 

(Participant 3, first generation, male)

Second generations spoke about a desire to eat healthy 
food and adhere to health messages, influenced in part by 
younger family members who encouraged the adoption of 
healthy cooking practices:

My son tells me off that my sugar will be high 
because of the way we cooked … you put too 
much oil, too much sugar. 

(Participant 17, second generation, female)

Younger generations described views that appeared to 
have been constructed by media, medical and educational 
sources. They were aware that starchy foods, frying foods, 
sugar, and junk food were likely to make their diabetes 
worse:

Fried food, junk food is worse for me and 
the main cause for why I had to go back on 
metformin. 

(Participant 24, young generation, female)

3.3.2 | Challenges of integrating 
alternative diets

First- and second- generation participants recalled that 
non- traditional food were associated with being time- 
consuming and incurring additional expenses:

When you make Pakistani food, we have ev-
erything available in the cupboards. We buy 
kilos of rice, daals, and spices so it's cheaper 
and you can make it a lot quicker than cook-
ing other foods which is not suitable for our 
family size. 

(Participant 1, first generation, male)

Across all generations, searching for alternative recipes 
and choosing healthier ingredients was perceived as un-
economical and regarded as less tasty:

If I want something different I have to really 
think about it and go out of my way to super-
market to buy and sometimes I don't always 
have the time to plan like this. 

(Participant 14, second generation, female)

3.3.3 | Behaviour change

There were many intergenerational subtleties of how and 
where behaviour change took place. The first generation 
were mostly reluctant to modify behaviour which devi-
ated from cooking traditional food, often at the expense of 
making healthier choices:

You can't change the way we cook; We 
make it in one pot … you can't tell whether 
it's bad, maybe just eating less of it is better 
for you. 

(Participant 9, first generation, female)

The second generation took pride in maintaining cul-
tural cooking practices; however, their behaviours 
changed through interactions with wider community 
members, which improved their knowledge of healthy 
cooking:

My friend would tell me not to fry things like 
kebabs and seeing her enjoy them made me 
start grilling kebabs. 

(Participant 12, second generation, female)

The role of friends, broader networks and the use of tech-
nology were valuable to younger and second generations 
in constructing healthier food behaviours.

I watched this video about what foods we eat 
and how to reduce blood sugar levels, and I 
read this ebook once. 

(Participant 20, young generation, male)

Role models and mentors were important for both second 
and younger generations compared with first generations:

I just look online and follow accounts which 
help you to figure out what to eat, and you 
can use apps. 

(Participant 25, younger generation, male)
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However, the participants who did implement a lifestyle 
change tended to do so as an instant solution rather than 
a permanent alteration to their lifestyle, such as long- term 
physical activities and adjustments to diet.

I checked my blood sugar levels and thought 
I need to lower this number, so I'll cut down 
some things to keep it low. 

(Participant 15, second generation, male)

Although some participants were engaged actively during 
consultations, the self- monitoring technology that guided 
their day- to- day readings held significance rather than 
long- term medical health adjustments.

If you've had days when you've eaten some-
thing sweet, you know your sugar reading is 
going to be high, and I might go for a long 
walk after to bring it down a little. 

(Participant 23, younger generation, male)

4  |  DISCUSSION

British Pakistanis were often unaware of the potential nega-
tive impact or consequences that specific foods might have 
on their T2DM and overall health. This was especially true 
for culturally significant home- cooked dishes, which, when 
consumed could disrupt glucose control and contribute to 
complications associated with T2DM. This has been evi-
denced elsewhere.23 There was a lack of awareness about 
the nutritional components of eating foods which were high 
in sugar and fat across all generation groups, which meant 
people struggled to take measures to substitute their diets.11 
Early detection and understanding food and lifestyle are 
integral to prevent or delay complications and should con-
tinue to be a major public health campaign.24

Similar to other studies in the UK, we found that tra-
ditional foods were deemed important in maintaining 
cultural roots across all generations; participants held 
beliefs that traditional foods were important to health.25 
Other studies consistently found decisions surrounding 
food practices were influenced by the family and wider 
community.26,27 This study showed that food practices 
are likely to be impacted by challenging family dynamics, 
whereby parents and extended family play an important 
role in facilitating a change in dietary behaviours. Partic-
ipants were often unable to maintain diet changes due to 
their fear of attracting negative remarks, sarcasm from 
members of their communities, and expressed concerns 
about alternative food choices. Recent evidence supports 
this by indicating that family relationships can be a barrier 
in implementing a change.12

The current study found there were many subtleties 
and differences in participants' experiences across gen-
erations. First generation British Pakistanis are key in 
promoting health in families, given their customary po-
sition in the ‘family hierarchy’, however, we found that 
second- generation British Pakistanis were responsible 
for daily cooking practices in the household, and were an 
important lever to influence healthier eating practices. 
It is critical to educate British Pakistanis of the risks of 
eating an unhealthy diet that involves an approach which 
centres upon the family and exploring how to overcome 
challenges experienced in the family unit. This should, 
however, not be solely their responsibility.

Understanding the cultural context of food and eating 
practices has implications. Healthcare workers should 
understand cultural eating practices as these hold sig-
nificance, and the desire for maintaining cultural roots 
should be respected.28 They should familiarise them-
selves with people's cultural practices and beliefs and 
ascertain family dynamics and social pressures.29 One 
way to do this would be for healthcare workers to adopt 
group- based delivery, fostering collectivism and social 
connectedness with family- centric activities prioritised. 
Various behaviour change models are used in diabetes 
interventions, such as the COM- B model.30 These, how-
ever, are often used in different ways, with little guid-
ance, and are not culturally adapted. Findings from 
this study call for modernising behaviour change ap-
proaches such as those utilising COM- B to understand-
ing the complexity of T2DM health behaviours through 
normalising, communication, and culture- specific in-
formation on the nature of T2DM symptoms.31 Drawing 
on story sharing of familiar cultural practices and role 
modelling to motivate behaviour change is crucial.32 
The National Institute for Health and Care Excellence33 
advocates culturally appropriate programmes which tai-
lor intervention for minority ethnic groups through tar-
geted and observable traits such as language. Although 
this is useful, it is potentially ameliorative, as it does not 
include the ways in which the family influence dietary 
choices.34 On the other hand, transformative interven-
tions should be culturally appropriate and offer palate- 
specific advice, retaining tradition, enjoyment, and 
family identity.11

A key finding of this study found lay understandings of 
healthy eating do not generally conform to dietary guide-
lines, and health interventions. There were many mixed 
messages given to first and second generations by health 
professionals, about what is deemed ‘healthy’. Changing 
guidelines on what food items to avoid or reduce were seen 
as confusing and resulted in distrust of health education 
messages as found in other studies.35 The current study 
found that participants were receiving health messages 
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through non- mainstream sources, such as videos, blogs 
and social media resources which may lack evidence- base. 
Recent research found that targeted digital health mes-
sages for specific communities is effective and efficient to 
support behaviour change.36

We found British Pakistani households prioritise 
traditional homecooked food and there are no labels or 
packages which British Pakistanis can check. Health in-
terventions such as a calorie restricted diet do not con-
sider traditional food practices. Consuming traditional 
food is important to British Pakistanis, and any interven-
tion which does not cater to these foods, will unlikely 
succeed. Similar to other studies, providing culturally ap-
propriate dietary information is useful to overcome the 
challenges of increasing healthy food behaviours.37,38

4.1 | Recommendations

It is important to consider intergeneration differences 
and family influence in T2DM public health campaigns. 
Overcoming barriers like stigma, cooking practices and 
food awareness is crucial to reach those at risk. As such, 
we recommend replacing notions of calories and meal 
replacements, which are difficult to decipher, and hard 
to measure in multigenerational households. Solutions 
based on portion control may be better utilised as the pre-
cise fat and nutrient content of traditional food is often 
difficult to measure. Secondly, culturally tailored informa-
tion booklets, featuring food photos for portion sizes, may 
reinforce educational messages and behavioural goals 
across generational groups.

Health workers must focus on tailored dietary inter-
ventions for specific generational groups within families. 
The first generation's influence on changing health beliefs 
affects subsequent generations. A targeted approach with 
culturally representative and practical food suggestions is 
essential, embodying cultural identity and nostalgia. The 
second generation used digital media and peer support. 
For this group, the evidence- based Diabetes UK commu-
nity champion approach is recommended, as they play a 
pivotal role in cooking across generations. The younger 
generation faced family pressures and power dynamics, 
requiring additional support for healthy diets within a 
multigeneration household.

We recommend further work to build formal feedback 
loops and training to enhance healthcare workers' under-
standing of culturally specific barriers within generation 
groups for T2DM interventions. This will aid healthcare 
workers to address factors like cultural identity, family hi-
erarchy, stigma and intergenerational dynamics. Keeping 
healthcare workers updated with recent community de-
velopments is equally vital.

Finally, we recommend adopting a test and learn ap-
proach for intergenerational interventions. This involves 
firstly identifying local barriers, and then enhancing 
healthcare workers' engagement and relationships with 
T2DM individuals in multigenerational households.

4.2 | Strengths and limitations

This study drew its participants from one geographical 
area (i.e. Bradford), which has its own history and local 
cultural practices. Conducting this study elsewhere, 
therefore, may yield different findings. Our results did 
not capture the impact of replacing meal and diet options 
specific to areas of diabetes prevention programmes.25 Fu-
ture research should utilise a methodology that engages 
the different generations of the same family, in dialogue 
with each other. A strength of this study was the inclusion 
of Urdu speaking participants as native speakers are not 
normally included in health research due to issues around 
language barriers.26

5  |  CONCLUSION

The intersectionality informed by differing genera-
tion groups identified the cultural matrix that exists 
within British Pakistani households. The overlap and 
divergence within three generational groups of Brit-
ish Pakistanis can help advance diet modifications for 
diabetes health interventions. Identification of cultur-
ally appropriate health interventions will assist differ-
ent generational groups who desire to adopt healthier 
lifestyles that will go beyond behaviour change models 
to include cultural understanding and intergenerational 
differences.
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