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ABSTRACT

Background People from minoritised ethnic groups are
more likely to be impacted by dementia. In the general
population, dementia may be prevented or delayed by
up to 40% by reducing risk in 12 modifiable risk factors
(MRF). However, minoritised ethnic groups are not
systematically included.

Objectives We conducted a scoping review following
Joanna Briggs Institute guidance to map: (1) which
minoritised ethnic groups have been included in UK
research on dementia MRF, (2) for which MRF and (3)
using which research methods.

Eligibility criteria Eligible studies analysed one or
more of the 12 MRFs among minoritised ethnic groups.
Evidence sources Medline, Embase Classic+Embase,
Psycinfo, Web of Science, CINAHL and grey literature
were searched.

Charting methods Patient and public involvement
with minoritised ethnic groups and professionals
informed the data extraction tool. We use frequencies
and graphs in data description.

Results We screened 7748 records, assessed 122

full text records and included 14 studies, which mostly
used broad ethnic groups. Hypertension, diabetes and
depression were studied as predictors of dementia in
10, eight and six studies, respectively, compared with
low social contact and air pollution in just two each.
Measures of MRF lacked consistency, and data per ethnic
group were not reported in several studies. Research
examining interactions in combinations of MRFs was
lacking.

Conclusions More research is needed with specific
ethnic groups, consistent measures and focusing on
discrimination and MRF interaction and severity. This
will be key to personalised risk reduction with diverse
communities.

INTRODUCTION
Dementia is one of the greatest global health chal-
lenges,! coming at high societal cost, reducing life
expectancy and increasing disability.” > Character-
ised by reduced cognitive ability and compromised
everyday function,” dementia affects almost 1
million people in the UK and is expected to keep
rising to 1.7 million in England and Wales by 2040.*
The prevalence of dementia could be reduced
by 40% through prevention of 12 key modifi-
able risk factors (MRF), based on a life course
model.’ ® These include education, hypertension,
hearing impairment, traumatic brain injury (TBI),

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Modifiable risk factors for dementia may
prevent or delay dementia in up to 40% of the
cases in the general population, but evidence
with minoritised ethnic groups in the UK is
scarce.

WHAT THIS STUDY ADDS

= For the first time, we used evidence synthesis
methods and patient and public involvement to
map UK evidence gaps.

= There was a lack of research for many of the
modifiable risk factors, and the ethnic groups
included were broad.

= The interaction between risk factors was one
of the most important aspects to patient and
public contributors, but there was almost no
research available on this.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= A greater research focus on fine-grained
ethnicity groups and on the interplay between
risk factors can contribute to support better
intervention prioritisation and personalised risk
reduction with minoritised ethnic groups.

obesity, alcohol consumption, depression, physical
inactivity, diabetes, low social contact, smoking and
air pollution.

Some minoritised ethnic groups have a higher
incidence of dementia.” Following the WHO frame-
work, these groups are defined by self-identifying
as sharing an ethnicity (eg, based on language,
culture), being smaller in number than the rest of
the population and not having a dominant position
socially, economically or politically.® Ethnic catego-
ries are often defined widely, against recommenda-
tions, and consensus on categorisation is an ongoing
endeavour.” In England and Wales, the majority of
the population is white British (74.4%), and other
ethnic groups are minoritised ethnic groups, with
Indian (3.1%), Pakistani (2.7%) and black African
(2.5%) among the most common, all of which have
been increasing in median age.'® !

The incidence of dementia is higher among
people of black ethnicity,'”> and prevalence is
expected to rise more rapidly for minoritised ethnic
groups compared with white British."® Further-
more, people of African Caribbean ethnicity are
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Figure 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) diagram (the number of studies included is lower than

the reports due to some studies being described in more than one report, as identified in the Study ID column, online supplemental file 4). MRF,

modifiable risk factors.

more likely to experience vascular dementia,'"* while people
from South Asian and African Caribbean ethnicities are more
likely to experience dementia earlier than white British.'* !

Ethnic inequalities in dementia incidence may be partially
driven by higher prevalence of MRFs. For example, in the UK,
type Il diabetes is more prevalent in black and South Asian adults
than in white adults.'® The level of dementia risk associated with
each MRF may also differ by ethnicity, but this has not been
thoroughly investigated, with dementia prevention research
failing to systematically involve people from minoritised ethnic
groups.'”

Scoping reviews are useful for identifying research gaps and
guiding future research. We aimed to assess the scope and
research gaps on the 12 MRFs with minoritised ethnic groups in
the UK using scoping review methods. We aimed to investigate:
(1) which minoritised ethnic groups have been studied, (2) for
which of the 12 MRFs and (3) using which methods.

METHODS

We followed the Joanna Briggs Institute (JBI) guidance'® and
the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses extension for Scoping Reviews (PRISMA-ScR).* This
scoping review was registered,”’ and the PRISMA-ScR check-
list is provided (online supplemental file 1). Patient and public
involvement (PPI) and knowledge user engagement activities
were based on JBI guidance.*!

Eligibility criteria
As per the JBI guidance, the eligibility criteria focused on partic-
ipants, concept, and context and the type of evidence sources.

Participants
Studies had to include and analyse at least a subset of the partici-
pants from a minoritised ethnic group (non-white British).

Concept

Studies had to focus on the association of one or more of the 12
MRFs with a dementia diagnosis and/or cognitive impairment
related to dementia.” This could include studies testing inter-
ventions on the 12 MRFs to change dementia diagnosis and/or
cognition.

The association could either be reported in the individual
minoritised ethnic group (eg, the relative risk of dementia associ-
ated with hypertension in South Asian adults only), or in a group
of several ethnicities, if the interaction between the dementia
MREF and ethnicity was included.

We excluded studies focusing exclusively on other risk factors
(eg, genetics), not analysing the impact on dementia diagnosis
and/or cognition, and analysing dementia diagnosis and/or
cognition and the 12 MRFs as covariates only.

Context

We initially planned to include studies in any context. However,
discussions with PPI contributors (see the Patient and public
involvement and knowledge user engagement section) empha-
sised the need to consider context specificities. Accordingly,
we included only UK studies, implementing this at the study
selection stage. This is in line with literature recognising that
cross-country comparisons in this topic are very complex and
less relevant due to differences in migration history, politics and

services.??
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Figure 2 Number of studies per minoritised ethnic groups sampled. Ethnic group names replicate those used in included studies.

When the location was not explicitly mentioned, non-UK
context was inferred based on (a) ethnic minority categories
not used in the UK (eg, African-American, Latino, Hawaiian),
(b) participants from non-UK cohort, (c¢) funding by a non-UK
governmental organisation and (d) all authors affiliated with
non-UK institution.

Types of sources

We included studies reporting empirical evidence on a quan-
titative measure of risk or its systematic synthesis. Grey liter-
ature sources (eg, conference abstracts, unpublished theses)
were eligible. Exclusions included narrative reviews, qualitative
studies, protocols, commentaries and editorials, which do not
provide evidence on risk.

Search strategy

The search strategy (online supplemental file 2) was developed
by an information specialist (DA) and discussed with the team.
Relevant subject headings and free text words were identified.
The search strategy was piloted in Medline, contrasted with
studies of interest and adjusted (eg, adding terms). This was peer
reviewed and translated across databases. We searched: Medline
(ALL), Embase Classic+Embase, APA PsycInfo, CINAHL and
Web of Science without language or date restrictions. The final
search was performed on 21 May 2023.

We searched the grey literature, including conference
proceedings, organisational and thesis databases. The grey liter-
ature search development was similar to the database search
but constrained to UK-based studies. This was completed on 22
November 2023. Checks on reference lists of related reviews
were conducted as well as citation searching.

Study selection

Records were managed using EndNote** and Covidence.** Title
and abstract screening was piloted for 30 records. Reviewers
(M]J, AA, LG) conducted independent double screening in
5.3% of the 7713 ‘title and abstract’ records identified in the
database search. At this point, analysis of the inter-reviewer

agreement revealed substantial to perfect agreement (Cohen’s
kappa=0.78-0.84), and the screening continued with a single
reviewer. Conflicts were resolved through discussion between
reviewers and the team. Full text papers and the grey literature
were double screened for 10% of the records with perfect agree-
ment (100%), followed by single screening (M]). There were
two records for which it was not possible to access full text,
but these were considered unlikely to have been relevant (one
Japanese report and one poster abstract in which the study was
not completed).

Data extraction

Data extraction was conducted using Covidence?* and piloted
for 10% of studies by two independent reviewers. After piloting,
one reviewer (M]) continued the data extraction consulting the
team as necessary (see online supplemental file 3 for extraction
form).

Data analysis and synthesis
The extracted data were tabulated. Some fields for which
verbatim data were extracted were organised into categories by
MJ (ethnicity and risk factor measures, and outcomes).

We generated percentages and frequencies to support narra-
tive descriptions and graphical representations.

Patient and public involvement and knowledge user
engagement

Following the JBI guidance,”' we developed PPI and knowl-
edge user engagement (methodology in ref 20). We involved six
people from minoritised ethnic communities with various ages
and education levels, and four professionals with experience in
dementia across primary, secondary and social care.

We discussed gaps and priorities in research. Contributors
highlighted the importance of (1) context, (2) the interaction
between MRFs and (3) additional factors, namely: racism,
discrimination, deprivation, low income, housing, sound
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u Predictors
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Figure 3  Number of studies per 12 modifiable risk factors (MRF).

pollution, diet, sleep, visual impairment and olfactory (smell)
impairment.

RESULTS
The search results are detailed in the PRISMA diagram (figure 1).

Study characteristics
Study characteristics are described in online supplemental file 4.
One of the studies® was a systematic review summarising studies
already included. This review is described but not included in the
results to avoid duplication.

Overall, seven studies were published since 2018. In contrast,
six studies were published in a span of 17 years (2000-2017).

Which methods have been used?

Study design, data source and recruitment

The most frequent study design was cohort study (6), followed
by cross-sectional (4) and case—control studies (3). Secondary
data using medical records included five studies, and cohort data
in one study. Primary data involving new data collection were
used in seven studies. Most studies recruited from England (10),
with two studies in England, Scotland and Wales, and one study
in all UK nations. Nine studies took place in a single specific
location, eight of which in London (see online supplemental file
4 for sampling details).

Outcomes

Most studies used a dementia diagnosis on its own (7, 54%) or
alongside a cognitive assessment (2, 15%). The diagnosis was
ascertained from medical records (5, 38%), medical records
or self-report (2, 15%), or was a clinical diagnosis based on a
cognitive assessment conducted as part of the study (2, 15%).
Four studies used cognitive assessment only (31%). The cut-off
to define cognitive impairment was not externally validated in
any study.

Data analysis

Most studies adjusted the analyses. Of the nine studies including
an analysis of MRF by minoritised ethnic group, five were
adjusted, two unadjusted and two presented both analyses. For
the seven studies presenting the interaction between 12 MRFs
and ethnicity, six were adjusted, and only one unadjusted.

Which minoritised ethnic groups have been studied?
As represented in figure 2, the ethnic groups studied were
often broad (eg, South Asian, black), reinforcing concerns with
homogenisation.”® In some studies, more specific categories
were included in the sample but not analysed separately (online
supplemental file 5).

The ‘other white’ category was under-represented compared
with the ethnic breakdown in England and Wales in the 2021
Census.'!

Ethnicity measures

The most common ethnicity measure sources were medical
records and self-reported ethnicity based on UK census catego-
ries in four studies each (31%). In two studies (15%), ethnicity
was attributed by researchers based on appearance and parental
origin, and in the other two (15%), it was initially determined by
the staff and subsequently confirmed by participants’ self-report.
One study (8%) used self-reported country of birth.

Which of the 12 MRFs have been studied?

Current literature with minoritised ethnic groups is limited,
especially for the MRF which may have the greatest potential
for prevention in the general population. Hypertension and
diabetes, the two most commonly studied MRFs (figure 3), have
been found to have the potential to contribute to only 3% of
dementia cases in the general population.® In contrast, low social
contact, one of the least studied risk factors in minoritised ethnic
groups, may have a 4% contribution.®
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Recommendations

Sample

¢ Develop expert consensus on the use of ethnic subcategories
¢ Purposeful sampling of specific ethnicity subcategories and regions
¢ Implementation of specific strategies to support recruitment (e.g., funded long-

term partnerships between research and community organisations)

Methods

¢ Develop expert consensus on how to record ethnicity, dementia and modifiable
risk factors

¢ Research to support implementing recommendations for improvement of data

quality in medical records

¢ Continuing research to develop inclusive dementia assessments

Focus

e Greater research focus on interaction between modifiable risk factors to inform
clinical prioritisation and tailored risk reduction interventions

¢ Greater research focus on continuous (rather than dichotomous) MRF measures
which allow to assess the impact of severity

¢ Greater research focus on discrimination and intersectionality.

Figure 4

Twelve MRF measures

Risk factors were measured based on various sources, namely
physical examination, medical record and/or self-report. Opera-
tional definitions of MRFs varied; for example, ‘less education’
was defined in different studies as less than 10 years of education
and leaving school with less than 15 years old. The MRFs were
rarely analysed as continuous variables (eg, diabetes as present/
absent rather than glucose readings).

Additional risk factors

Four of the risk factors mentioned by PPI were studied: olfac-
tory impairment (1), housing (1), sleep (1) and socioeconomic
deprivation (4). The impact of racism and discrimination, visual
impairment, low income, sound pollution and diet were not
included in any of the studies.

Interaction between 12 MRFs

We identified only two studies analysing the interaction between
risk factors. One of these analysed the interaction of education
with diabetes, hypertension and physical inactivity.”” The other
study analysed the interaction of deprivation with hypertension,
hearing impairment, smoking, obesity, depression, diabetes,
alcohol consumption and TBL'

Which of the minoritised ethnic groups have been studied for
which MRF?

We investigated how minoritised ethnic groups and MRF inter-
sected (online supplemental file 5). Some groups were described

Summary of key recommendations. MRF, modifiable risk factors.

as part of the sample but not analysed as a subgroup for the MRF
of interest. When MRFs were included as covariates, there were
often also no data per subgroup.

The interaction between ethnicity and MRF (instead of in
addition to presenting a subgroup analysis) was presented in
seven studies.

DISCUSSION

This review provides the first research mapping on the 12
dementia MRFs among minoritised ethnic groups in the UK,
clarifying research gaps and priorities for future research. We
found increasing publications in recent years, suggesting a
growing recognition of the importance of this area. We iden-
tified key gaps and recommendations for sample, methods and
research focus (figure 4).

Sample
Gaps
Ethnicity often focused on high-level categories from the 2021
Census, improving consistency across studies, but there was still
variation in the categories used. Overall, analyses of ethnicity
subcategories were lacking. In medical records, a common data
source, 16 ethnic groups are specified,”® but these were grouped
for analysis, risking homogenisation. In some primary studies,
specific ethnic groups are described as part of the sample but not
detailed in analysis (online supplemental file 5).

Another relevant aspect of sampling is the region of recruit-
ment. Most studies were based in London, with no studies
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focusing specifically on other multicultural areas, such as
Bradford.

Recommendations

Future research needs to intentionally improve the recruitment
of specific minoritised ethnic groups to avoid homogenisa-
tion.”® Improved recruitment is particularly important in cohort
studies, including cohorts specifically focused on minoritised
ethnic groups, which have been key to this research area in the
USA (eg, Honolulu-Asia Aging Study), or targeted oversampling
of minoritised ethnic groups. This will depend on implementing
existing knowledge: the difficulties in diverse recruitment have
been mapped,” and recruitment toolkits are available.*” In this
study, PPI contributors emphasised the need for funded long-
term partnerships with community organisations which can
bridge researchers and participants.

Recruiting specific groups will require better understanding
and guidelines on ethnic categorisation. Recent research suggests
that consensus exercises and regular updates are useful.” This
could be further developed for the UK context. Meanwhile, we
recommend following UK Office for National Statistics ethnicity
subcategories as a well-standardised approach.

Further research in multiethnic areas of the UK is also recom-
mended to assess generalisability and better understand the role
of context, for example, the interaction with socioeconomic
deprivation.

Methods
Gaps
We found an increasing tendency to rely on medical records
to determine ethnicity (a third of all studies, and half of those
published in the last 5 years). While routine health and admin-
istrative data bring advantages, including statistical power to
investigate interactions across ethnicity and access to detailed
health information, it also presents challenges. Recent reports
indicate that the use of specific ethnic groups is not standardised
and may be inaccurate.”®

Using records may also impact the accuracy of dementia
diagnosis compared with primary data collection. Relying on
recorded dementia diagnoses probably underestimates dementia
cases and MREF risk in minoritised ethnic groups due to greater
difficulties accessing diagnosis®' and lack of dementia awareness
in some communities.*> Dementia assessments are also not unbi-
ased, as there is a lack of externally validated cognitive assess-
ments with minoritised ethnic groups.*

Finally, MRFs were measured based on various sources. This
is problematic for aggregating and understanding results across
studies.

Recommendations

Identifying common definitions and reliable data sources is
particularly challenging, but recent research can be expanded to
support improvement. Namely, difficulties in collecting ethnicity
data in health services have been mapped, and recommendations
for improvement have been developed with healthcare workers.**
Projects to support the implementation of these recommenda-
tions and further consensus work with expert groups on how to
record ethnicity and dementia will be key.

Regarding the bias in dementia assessment, efforts to develop
adequate tools and training are underway across Europe.®® Inte-
grating these in future MRF research will be important.

Discussion and consensus on the preferred measurement of
the 12 MRFs among an expert group including researchers,
clinicians and PPI contributors are also recommended.

Focus

Gaps

We found only two studies analysing the interaction between
the 12 MRFs in minoritised ethnic groups, at odds with the
PPI contributors’ focus. The 12 MRFs were rarely measured
continuously, limiting the ability to understand the impact
of severity. Finally, research was lacking on the impact of
racism and discrimination, which was emphasised in PPI
discussion.

Recommendations

Further research on how risk factors interact is recommended.
This is key to understanding combinations of risk factors which
not only add risk but interact to amplify it (eg, depression ampli-
fying low social contact and physical inactivity). Some risk factors
may also cause others to be present and should be an interven-
tion priority. This research could inform clinical prioritisation
and be considered in personalised risk reduction programmes,
which are expected to be an essential part of dementia risk
reduction services.’® Investing in understanding how to tailor
risk reduction may also reveal a more effective approach. A
network meta-analysis of complex interventions to promote
independence in ageing revealed that interventions providing
tailored multidomain interventions, rather than providing every-
thing for all, have the best evidence for effectiveness.’” Similarly,
multidomain interventions providing risk reduction for several
risk factors simultaneously and across all participants may not be
more effective and entail more costs. Research informing how to
tailor interventions is key.

Research on severity will also be important, for example, by
analysing risk factors continuously (eg, using blood pressure
readings instead of with/without hypertension). If specific levels
of risk severity can be identified as problematic, these could be
a priority.

More research on discrimination is needed, as it has been
shown in other countries that it impacts brain health®® and
cognitive ageing.”” More broadly, considering how structural
factors of inequality interact, following an intersectionality
perspective, will be important to dementia prevention (as for
dementia care).*

Limitations and strengths

Limitations include broad rather than in-depth analysis of the
literature, which is inherent to scoping review methods, but
allowed for an overview of gaps and priorities. The variability
of MRF and ethnicity measures can be considered a limitation to
summarising the evidence. Conversely, the study allowed us to
highlight these gaps.

Methodologically, we followed a systematic process of
searching and data charting and involved PPI contribu-
tors. Only part of the records was double screened, which
is a limitation, but the substantial to perfect agreement is
reassuring.

CONCLUSION

Existing research on 12 MRFs among minoritised ethnic groups
in the UK is limited and inconsistent. We summarise the recom-
mendations (figure 4) which could support personalised risk
reduction strategies and avoid further inequities.

6 Jorddo M, et al. J Epidemiol Community Health 2025;0:1-8. doi:10.1136/jech-2024-222654

'salfojouyoal Jejiwis pue ‘Buiurel) |y ‘Buluiw elep pue 1xa1 01 palelal sasn Joj Buipnjoul ‘1ybluAdoos Aq paloslold

" Jooyosaboysnwselq
V11-Z39 uswiiedaq e G20z ‘¥ sunr uo /wod fwg-yosly:dny woly papeojumoq '5zoz |11dy LT UO £5922Z-7202-Y28l/9eTT 0T Sk paystignd 1sii :yijesH Alunwwo) |joiwepid3 ¢


http://jech.bmj.com/

X Lin Gong @gonglin_edu

Acknowledgements M) would like to thank the support of all the community
organisations and participants in the patient and public involvement and knowledge
user engagement activities. MJ would also like to thank the Ethnic Minority and
Research Inclusion (EMRI) network for their support through the reverse mentoring
scheme.

Contributors MJ: guarantor, conceptualisation, data curation, formal analysis,
funding acquisition, investigation, methodology, project administration, visualisation,
writing—original draft, writing—review and editing. LG: conceptualisation,
investigation, writing—review and editing. DA: conceptualisation, investigation,
methodology, writing—review and editing. AA and EN: investigation, writing—
review and editing. RH, KB, SP and KW: conceptualisation, supervision,
writing—review and editing. AC: conceptualisation, funding acquisition, supervision,
writing—review and editing.

Funding MJ, LG, AA and EN are funded by the National Institute for Health and
Care Research Applied Research Collaboration Yorkshire and Humber (NIHR ARC
YH) and the Alzheimer’s Society Post-Doctoral Research Fellowships (funding award
number: NIHR200166). MJ also declares funding from the Research Design Service
of Yorkshire and Humber to develop patient and public involvement activities. AC

is funded through an NIHR Research Professorship Award and supported by NIHR
ARC YH, the NIHR Leeds Biomedical Research Centre and Health Data Research UK,
an initiative funded by the UK Research and Innovation Councils, NIHR and the UK
devolved administrations and leading medical research charities.

Disclaimer The views expressed are those of the authors and not necessarily those
of the funders, the NHS or the Department of Health and Social Care.

Competing interests MJ, LG, AA and EN declare funding from the NIHR
Applied Research Collaboration Yorkshire and Humber and the Alzheimer's Society
through a Post-Doctoral Fellowship. MJ also declares funding from the Research
Design Service of Yorkshire and Humber to develop patient and public involvement
activities. MJ is a non-paid member of the Project Oversight Group for the project
'Public Involvement and Engagement for people living with Dementia’ funded

by the Department of Health and Social Care. DA declares support through the
University of Leeds Library as part of a paid Service Level Agreement for literature
searching between the University of Leeds and Academic Unit for Ageing and Stroke
Research, Bradford Royal Infirmary. RH declares grant funding from the NIHR and
participation on a Trial Steering Committee for NIHR trial. SP declares grants from
the NIHR, Health Education England and Alzheimer's Society; payment for external
PhD viva examinations at Queen’s Mary University London, University of Salford and
University of Liverpool; and participation in the NIHR project advisory board. SP is
a member of the Alzheimer's Disease International Board and Alzheimer's Society
Grants Board. KW declares grants from NIHR Cross Programme, Cambridge Vision
Technology (subcontractor to deliver a small focused research project), St Helena
Hospice (funded PhD), Department of Transport, Evaluating the Active Travel Social
Prescribing Feasibility Study (won the contract, but this is now being taken forward
by another Pl) and Equality and Human Rights Commission (subcontractor). KW
also declares payment for external PhD examinations at the University of Central
Lancashire and the University of York, and support for attending an NIHR Project
Oversight Group (Curiosity Partnership: University of York). AC declares grants

from NIHR, Dunhill Medical Trust and UK Research and Innovation; consulting fees
from Geras Centre for Aging Research (2023 Centre Review); payment by Alberta
Health Services (Gerald Zetter Lecture 2020); support for attending meetings and/
or travelling from the Australia and New Zealand Society of Geriatric Medicine; and
participation on Trial Steering Committee and Data Monitoring and Ethics Committee
for NIHR trials. AC led the development and UK implementation of the Electronic
Frailty Index (eFl), which is licensed to suppliers of electronic health record systems
at no cost, on the basis that a premium charge is not applied to the end NHS user,
and is a chair of global Ageing Research Trialists collaborative and a member of
the National Institute for Health and Care Excellence Falls Prevention Guideline
Development Group.

Patient consent for publication Not applicable.
Ethics approval Not applicable.
Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data sharing not applicable as no datasets
generated and/or analysed for this study.

Supplemental material This content has been supplied by the author(s). It

has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have
been peer-reviewed. Any opinions or recommendations discussed are solely those
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local requlations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Original research

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits
others to copy, redistribute, remix, transform and build upon this work for any
purpose, provided the original work is properly cited, a link to the licence is given,
and indication of whether changes were made. See: https://creativecommons.org/
licenses/by/4.0/.

ORCID iDs
Magda Jorddo http://orcid.org/0000-0003-2108-2677
Lin Gong http://orcid.org/0000-0003-2327-4162

REFERENCES

1 World Health Organization. A Blueprint for Dementia Research. Geneva: World Health
Organization, 2022.

2 World Health Organization. Dementia (Basel, Switzerland). World Health Organization,
2022.

3 Wittenberg R, Hu B, Jagger C, et al. Projections of care for older people with dementia
in England: 2015 to 2040. Age Ageing 2020,49:264-9.

4 Chen Y, Bandosz P, Stoye G, et al. Dementia incidence trend in England and Wales,
2002-19, and projection for dementia burden to 2040: analysis of data from the
English Longitudinal Study of Ageing. Lancet Public Health 2023;8:859-67.

5 Livingston G, Sommerlad A, Orgeta V, et al. Dementia prevention, intervention, and
care. Lancet 2017;390:2673-734.

6 Livingston G, Huntley J, Sommerlad A, et al. Dementia prevention, intervention, and
care: 2020 report of the Lancet Commission. The Lancet 2020;396:413-46.

7 Shiekh SI, Cadogan SL, Lin LY, et al. Ethnic Differences in Dementia Risk: A Systematic
Review and Meta-Analysis. J Alzheimers Dis 2021;80:337-55.

8 World Health Organization. Strengthening Primary Health Care to Address Racial
Discrimination, Promote Intercultural Services and Reduce Health Inequities. Geneva:
World Health Organization, 2022.

9 Flanagin A, Frey T, Christiansen SL, et al. Updated Guidance on the Reporting of Race
and Ethnicity in Medical and Science Journals. JAMA 2021;326:621-7.

10 HM Government. Age groups 2023, 2023. Available: https://www.ethnicity-facts-
figures.service.gov.uk/uk-population-by-ethnicity/demographics/age-groups/latest

11 HM Government. Ethnicity facts and figures: Population of England and Wales
2022, Available: https://www.ethnicity-facts-figures.service.gov.uk/uk-population-
by-ethnicity/national-and-regional-populations/population-of-england-and-wales/
latest

12 Mukadam N, Marston L, Lewis G, et al. Incidence, age at diagnosis and survival with
dementia across ethnic groups in England: A longitudinal study using electronic
health records. Alzheimers Dement 2023;19:1300-7.

13 Parveen S, Oyebode JR. Dementia and minority ethnic carers. Race Equality
Foundation; 2018.

14 Adelman S, Blanchard M, Rait G, et al. Prevalence of dementia in African-Caribbean
compared with UK-born White older people: two-stage cross-sectional study. Br J
Psychiatry 2011;199:119-25.

15 Bothongo PLK, Jitlal M, Parry E, et a/. Dementia risk in a diverse population: A single-
region nested case-control study in the East End of London. Lancet Reg Health Eur
2022;15:100321.

16 HM Government. Ethn Health; Health Survey England Additional Analyses, 2011.
Available: https://digital.nhs.uk/data-and-information/publications/statistical/health-
survey-england-additional-analyses/ethnicity-and-health-2011-2019-experimental-
statistics#chapter-index

17 Brijnath B, Croy S, Sabates J, et a/. Including ethnic minorities in dementia
research: Recommendations from a scoping review. A&D Trans/ Res & Clin Interv
2022;8:12222.

18 Peters MD, Godfrey C, Mclnerney P, et al. In: Chapter 11: Scoping Reviews. Available:
https://synthesismanual.jbi.global

19 Tricco AG, Lillie E, Zarin W, et al. PRISMA Extension for Scoping Reviews (PRISMA-
ScR): Checklist and Explanation. Ann Intern Med 2018;169:467-73.

20 Jordao M, Akhtar A, Andre D, et al. Dementia risk factors and ethnicity: a scoping
review. Available: https://osf.io/3y9gc/

21 Pollock D, Alexander L, Munn Z, et al. Moving from consultation to co-creation
with knowledge users in scoping reviews: guidance from the JBI Scoping Review
Methodology Group. JBI Evid Synth 2022;20:969-79.

22 Moriarty J, Sharif N, Robinson J. SCIE Research briefing 35: Black and minority ethnic
people with dementia and their access to support and services. Social Care Institute
for Excellence 2011.

23 The EndNote Team. EndNoteEndNote X9 ed. Philadelphia, PA: Clarivate Analytics, 2013.

24 Covidence Systematic Review Software. Melbourne, Australia: Veritas Health
Innovation, 2023.

25 Adelman S, Blanchard M, Livingston G. A systematic review of the prevalence and
covariates of dementia or relative cognitive impairment in the older African-Caribbean
population in Britain. Int J Geriatr Psychiatry 2009;24:657-65.

26 Roche M, Higgs P, Aworinde J, et al. A Review of Qualitative Research of
Perception and Experiences of Dementia Among Adults From Black, African, and
Caribbean Background: What and Whom Are We Researching? Gerontologist
2021;61:195-208.

Jorddo M, et al. J Epidemiol Community Health 2025;0:1-8. doi:10.1136/jech-2024-222654 7

'salfojouyoal Jejiwis pue ‘Buiurel) |y ‘Buluiw elep pue 1xa1 01 palelal sasn Joj Buipnjoul ‘1ybluAdoos Aq paloslold

Jjooyosaboysnwse.iq
V11-Z39 uswiiedaq e G20z ‘¥ sunr uo /wod fwg-yosly:dny woly papeojumoq '5zoz |11dy LT UO £5922Z-7202-Y28l/9eTT 0T Sk paystignd 1sii :yijesH Alunwwo) |joiwepid3 ¢


https://x.com/gonglin_edu
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-2108-2677
http://orcid.org/0000-0003-2327-4162
http://dx.doi.org/10.1093/ageing/afz154
http://dx.doi.org/10.1016/S2468-2667(23)00214-1
http://dx.doi.org/10.1016/S0140-6736(17)31363-6
http://dx.doi.org/10.1016/S0140-6736(20)30367-6
http://dx.doi.org/10.3233/JAD-201209
http://dx.doi.org/10.1001/jama.2021.13304
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/demographics/age-groups/latest
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/demographics/age-groups/latest
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest
http://dx.doi.org/10.1002/alz.12774
http://dx.doi.org/10.1192/bjp.bp.110.086405
http://dx.doi.org/10.1192/bjp.bp.110.086405
http://dx.doi.org/10.1016/j.lanepe.2022.100321
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-england-additional-analyses/ethnicity-and-health-2011-2019-experimental-statistics#chapter-index
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-england-additional-analyses/ethnicity-and-health-2011-2019-experimental-statistics#chapter-index
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-england-additional-analyses/ethnicity-and-health-2011-2019-experimental-statistics#chapter-index
http://dx.doi.org/10.1002/trc2.12222
https://synthesismanual.jbi.global
http://dx.doi.org/10.7326/M18-0850
https://osf.io/3y9gc/
http://dx.doi.org/10.11124/JBIES-21-00416
http://dx.doi.org/10.1002/gps.2186
http://dx.doi.org/10.1093/geront/gnaa004
http://jech.bmj.com/

Original research

27 Stewart R, Richards M, Brayne C, et al. Vascular risk and cognitive impairment in an 34 Bignall T, Phillips J. Improving the recording of ethnicity in health datasets: Exploring
older, British, African-Caribbean population. JAm Geriatr Soc 2001;49:263-9. the views of community respondents and the healthcare workforce. Race Equality

28 Office for National Statistics. Methods and systems used to collect ethnicity Foundation 2022.
information in health administrative data sources England: 2022, 2023. Available: 35 Franzen S, Papma JM, van den Berg E, et al. Cross-cultural neuropsychological
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/ assessment in the European Union: a Delphi expert study. Arch Clin
healthinequalities/articles/methodsandsystemsusedtocollectethnicityinformationinheal Neuropsychol 2021;36:815-30.
thadministrativedatasourcesengland2022/2023-01-16 o ) 36 Ranson JM, Rittman T, Hayat S, et a/. Modifiable risk factors for dementia and

29 Waheed W, Mirza N, Waheed MW, et al. Recruitment and methodological issues in

) ) e Sl - ) dementia risk profiling. A user manual for Brain Health Services—part 2 of 6. Alz Res
conducting dementia research in British ethnic minorities: A qualitative systematic Therapy 2021;13:169

review. Int J Methods Psychiatr Res 2020;29:¢1806.

30 Farooqi A, Jutlla K, Raghavan R, et al. Developing a toolkit for increasing the
participation of black, Asian and minority ethnic communities in health and social
care research. BMC Med Res Methodol 2022:22:17.

31 Mukadam N, Cooper C, Livingston G. Improving access to dementia services for
people from minority ethnic groups. Curr Opin Psychiatry 2013;26:409-14.

37 Crocker TF, Ensor J, Lam N, et al. Community based complex interventions to sustain
independence in older people: systematic review and network meta-analysis. BMJ
2024;384:e077764.

38 Zahodne LB, Sharifian N, Kraal AZ, et al. Longitudinal associations between racial
discrimination and hippocampal and white matter hyperintensity volumes among

32 Parveen S, Peltier C, Oyebode JR. Perceptions of dementia and use of services older Black adults. Soc Sci Med 2023;316:114789.
in minority ethnic communities: a scoping exercise. Health Soc Care Community 39 Glymour MM, Manly JJ. Lifecourse social conditions and racial and ethnic patterns of
2017:25:734-42. cognitive aging. Neuropsychol Rev 2008;18:223-54.

33 Franzen S, Watermeyer T), Pomati S, et al. Cross-cultural neuropsychological 40 Roes M, Laporte Uribe F, Peters-Nehrenheim V, et al. Intersectionality and its relevance
assessment in Europe: Position statement of the European Consortium on Cross- for research in dementia care of people with a migration background. Z Gerontol
Cultural Neuropsychology (ECCroN). Clin Neuropsychol 2022;36:546-57. Geriatr 2022;55:287-91.

'salfojouyoal Jejiwis pue ‘Buiurel) |y ‘Buluiw elep pue 1xa1 01 palelal sasn Joj Buipnjoul ‘1ybluAdoos Aq paloslold

Jjooyosaboysnwse.iq
V11-Z39 uswiiedaq e G20z ‘¥ sunr uo /wod fwg-yosly:dny woly papeojumoq '5zoz |11dy LT UO £5922Z-7202-Y28l/9eTT 0T Sk paystignd 1sii :yijesH Alunwwo) |joiwepid3 ¢

8 Jorddo M, et al. J Epidemiol Community Health 2025;0:1-8. doi:10.1136/jech-2024-222654


http://dx.doi.org/10.1046/j.1532-5415.2001.4930263.x
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthinequalities/articles/methodsandsystemsusedtocollectethnicityinformationinhealthadministrativedatasourcesengland2022/2023-01-16
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthinequalities/articles/methodsandsystemsusedtocollectethnicityinformationinhealthadministrativedatasourcesengland2022/2023-01-16
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthinequalities/articles/methodsandsystemsusedtocollectethnicityinformationinhealthadministrativedatasourcesengland2022/2023-01-16
http://dx.doi.org/10.1002/mpr.1806
http://dx.doi.org/10.1186/s12874-021-01489-2
http://dx.doi.org/10.1097/YCO.0b013e32835ee668
http://dx.doi.org/10.1111/hsc.12363
http://dx.doi.org/10.1080/13854046.2021.1981456
http://dx.doi.org/10.1093/arclin/acaa083
http://dx.doi.org/10.1093/arclin/acaa083
http://dx.doi.org/10.1186/s13195-021-00895-4
http://dx.doi.org/10.1186/s13195-021-00895-4
http://dx.doi.org/10.1136/bmj-2023-077764
http://dx.doi.org/10.1016/j.socscimed.2022.114789
http://dx.doi.org/10.1007/s11065-008-9064-z
http://dx.doi.org/10.1007/s00391-022-02058-y
http://dx.doi.org/10.1007/s00391-022-02058-y
http://jech.bmj.com/

	Minoritised ethnic groups and modifiable dementia risk: a scoping review of UK-­based evidence
	ABSTRACT
	Introduction﻿﻿
	Methods
	Eligibility criteria
	Participants
	Concept
	Context
	Types of sources

	Search strategy
	Study selection
	Data extraction
	Data analysis and synthesis
	Patient and public involvement and knowledge user engagement

	Results
	Study characteristics
	Which methods have been used?
	Study design, data source and recruitment
	Outcomes
	Data analysis

	Which minoritised ethnic groups have been studied?
	Ethnicity measures

	Which of the 12 MRFs have been studied?
	Twelve MRF measures
	Additional risk factors
	Interaction between 12 MRFs

	Which of the minoritised ethnic groups have been studied for which MRF?

	Discussion
	Sample
	Gaps
	Recommendations

	Methods
	Gaps
	Recommendations

	Focus
	Gaps
	Recommendations

	Limitations and strengths

	Conclusion
	References


