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Abstract
Type 2 diabetes mellitus (T2D) is one of the most widespread chronic diseases that is a condition that needs sustained self-care and continued professional support. A systematic literature review was conducted to identify barriers and facilitators to T2D self-management in adults aged 45 years and over in primary care within the UK. The concepts of self-management were explored in the context of dietary behaviors, physical activity, medication management and blood glucose monitoring, acknowledging the role of personal, social, cultural and health care system factors.
The PubMed/MEDLINE, CINAHL, Scopus, Web of Science, PsycINFO and Cochrane Library were systematically searched. The studies published from 2016 to 2026 were screened as per the predefined inclusion and exclusion criteria and the study-selection process was reported based on PRISMA 2020 guidelines. After title and abstract screening, and full text eligibility assessment, 22 secondary empirical studies were included in the final review. Eligible evidence was critically appraised through the use of design appropriate appraisal tools and themed together.
The synthesis highlighted seven interrelated themes: understanding, responsibility and motivation to manage personal health, relationships with healthcare professionals and personalised care, learning, digital support and practical self-management skills, social/peer and family support, culture, inequality and individual context, medication and treatment complexity and safety, and gaps in communication and unmet needs. The results showed that knowledge and motivation were not enough to maintain effective self-management. Treatment complexity, health literacy, physical and cognitive ability, socioeconomic factors, cultural views, continuity of care, communication, family and peer support, education and access to appropriate digital resources were all factors that influenced individuals' ability to manage T2D.
In general, the results showed that both the Social Ecological Model and Social Cognitive theory are appropriate and suitable from the entire results found, which indicates that the management of T2D is a process that requires more than just an individual responsibility. Primary care should therefore be tailored, continuous and attentive to patients' practical and social context. Long-term effects of integrated and individualised support of self-management should be explored in future studies.
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[bookmark: _Toc241003682]Chapter 1: Introduction
[bookmark: _Toc241003683]1.1 Background to Type 2 Diabetes in Older Adults
Type 2 Diabetes (T2D) is a chronic metabolic disease characterised by high blood glucose levels that need to be managed in order to lower the chances of complications developing from the disease. This is the most common form of diabetes, and it is highly correlated with risk factors such as obesity, lack of physical activity, and increased age (Charles, 2026). The latter factor is especially significant because older patients may suffer from multimorbidity, functional difficulties, polypharmacy, and physical and/or cognitive impairment, thus making it harder for them to manage their diabetes (Saunders, 2019). Managing diabetes involves more than just following medical advice but involves integrating medical advice with the patient's routines. In 2024, 9% of adults aged 16 years and over in England had diabetes, including 7% with diagnosed diabetes and 2% with undiagnosed diabetes (NHS England, 2026).  There is evidence that managing one's diabetes can become part of one's routine problems that come with the integration of one's medicine regimen and other treatment activities into already existing routines of older people (Langerman et al., 2022). In England, 3.71 million cases of Type 2 diabetes have been documented by 2024/25. 58.2% had undergone all eight components of diabetes care that are recommended, while 45.2% have met all three treatment goals, including HbA1c, blood pressure, and statins (GOV.UK, 2026).
The increased disease burden further emphasises the need for management of the condition. According to the Health Survey for England in 2024, 9% of people aged above 16 years had diabetes; 7% had diagnosed diabetes, while 2% had undiagnosed diabetes (NHS England, 2026). This statistic is not specific to older adults or T2D but helps illustrate the high burden of diabetes in England in general terms. The ageing population together with the nature of T2D makes self-management of the condition an important public health issue.
[bookmark: _Toc241003684]1.2 Type 2 Diabetes, Self-Management and Primary Care
Self-management involves the activities through which an individual manages his or her chronic illness. Self-management for people with T2D consists of following a healthy diet, being physically active, adhering to medication prescription, monitoring their blood glucose levels where necessary, and attending to health changes (Powers et al., 2020). Such activities are essential since the clinical management of the condition cannot be isolated from the patient's ability to comply with the recommendation outside clinical settings. Self-management of the condition should not just be seen as a personal responsibility of the individual.
Primary care is integral in supporting such behaviors since it involves continuous assessment, medicine review, giving healthy living tips, education about diabetes, and monitoring the treatment process. The role of primary care in the management of chronic diseases via the aspects of continuity and coordination has been pointed out by Dambha-Miller et al. (2020). NICE guidelines identify education, dietary advice, blood glucose control, cardiovascular risk control, medicine, and complication prevention among other factors as important elements in the treatment of T2D (NICE, 2026). In the case of elderly people, personalised care is especially important due to the issues of multimorbidity, polypharmacy, disability, and individual preferences that may impact the feasibility of self-management.
[bookmark: _Toc241003685]1.3 Obstacles Facing Older People
Although clinical guidelines are available, sticking to the prescribed self-management behaviors is not always easy. Adherence to medications may prove to be problematic owing to complicated medication regimens and problems with establishing a regular routine, especially among people suffering from multiple diseases (Saunders, 2019). The lack of health literacy may become an additional obstacle when patients fail to comprehend information about diabetes, medications, or the negative effects of uncontrolled glucose levels. According to Nguyen et al. (2022), self-management of diabetes should be evaluated from the perspective of lived experience of patients rather than adherence to recommendations.
Self-management may also be impacted by physical and cognitive impairments connected to aging. Inability to move freely may limit one's capacity to engage in physical activities, whereas visual, memory, and dexterity impairments may make medication adherence and glucose measurement more complicated (Brackney, 2018). Social factors are just as important since family duties, presence of support, financial resources, access to proper food, and interaction with healthcare providers might make it easier or harder to comply (Woodward et al., 2024).
This might mean that socioeconomic disparities can generate diverse opportunities for individuals in participating in advised behaviors (McGovern et al., 2018). In their turn, Butayeva et al. (2023) reveal how important it is to take into account the influence of the context on diabetes treatment. This means that apparent non-conformity to the recommendations should not be viewed in terms of unwillingness of patients or their lack of motivation but might be an outcome of different barriers which require patient-centered solutions.
[bookmark: _Toc241003686]1.4 UK Healthcare Context and Evidence Gap
The UK has developed effective primary-care systems and national guidance for supporting diabetes management, but still, it appears that advised care and outcomes are not always realised. According to April 2026 GOV.UK Diabetes Profile, 58.2% of people with T2D and other forms of diabetes have experienced eight recommended care processes within the financial year ending in March 2025. Only 45.2% of them have met all three treatment targets related to HbA1c, blood pressure and statin prescription (GOV.UK, 2026). It is especially significant as the National Diabetes Audit makes use of primary-care data for evaluating diabetes healthcare in line with the NICE guidelines and quality standards (GOV.UK, 2026).
The broader prevention context further highlights the magnitude of the problem. The GOV.UK profile shows that there were about 5.7 million adults in England who were suffering from non-diabetic hyperglycaemia in 2021, accounting for 12.7% prevalence rate (GOV.UK, 2026). The aforementioned population has an increased probability of developing T2D which justifies the need for prevention and management. Aggregate statistics cannot help in explaining why certain patients have difficulties in adhering to recommended behavioral patterns (Carvalho et al., 2022). Qualitative evidence becomes relevant in the sense that it may provide insight into perceptions, practices and real-life experience of patients that are not reflected in clinical metrics (Langerman et al., 2022). Thus, the evidence gap is not merely the availability of diabetes-related health services, but rather older adults' experience of self-management requirements within primary care.
[bookmark: _Toc241003687]1.5 Research Aim
The research aim is to examine the perceptions of factors that hinder or facilitate effective self-management of T2D among older adults aged 45 and over in the UK primary care setting.
[bookmark: _Toc241003688]1.6 Research Question
What barriers and facilitators exist for older adults with T2D receiving primary care in the UK in relation to performing the recommended self-management activities like diet, physical exercise, drug adherence and monitoring of blood glucose levels?
[bookmark: _Toc241003689]1.7 Research Objectives
· To investigate how adults 45 years old and above with T2D perform self-management actions such as diet, physical exercises, drug intake and blood glucose level monitoring, and to examine related difficulties.
· To assess the barriers at personal, social and health system level which complicate T2D self-management by older adults.
· To explore facilitators and sources of support, such as family members, education, technology and health professionals, which help older adults manage T2D.
· To review the available evidence on older adults’ self-management experiences within the UK primary care and implications for practice.
[bookmark: _Toc241003690]1.8 Dissertation Structure
The dissertation is structured into six chapters. Chapter 1 introduces Type 2 diabetes self-management among older adults, establishes the UK primary-care context and presents the research aim, question and objectives. Chapter 2 critically reviews relevant literature on self-management behaviours, barriers, facilitators, healthcare support and the theoretical framework. Chapter 3 describes the systematic review methodology, which includes the search strategy, eligibility criteria, screening, data extraction, quality appraisal and thematic synthesis. Chapter 4 presents the characteristics of the included studies and the findings of the thematic synthesis. Chapter 5 critically discusses the findings in relation to the wider literature and theoretical framework. Chapter 6 presents the conclusions, methodological reflection, implications for practice, recommendations and directions for future research.
[bookmark: _Toc241003691]Chapter 2: Literature Review 
[bookmark: _Toc241003692]2.1 Introduction
This chapter critically analyses the literature on barriers and enablers to T2D self-management among older patients receiving care in UK primary care facilities. Self-management is not examined in the context of an individual’s compliance with self-management requirements, but rather as a means of examining how the individual's competencies relate to the socio-economic and healthcare system environment. The analysis will include an overview of the studies of dieting behaviours, physical activity, medication management, and monitoring of the levels of blood sugar, as well as health literacy, family involvement, the impact of health care providers and technological solutions. Particular attention will be paid to the shortcomings of the age-specific and UK-specific evidence base.
[bookmark: _Toc241003693]2.2 Type 2 Diabetes and Self-Management: Conceptual Context
Self-management in type 2 diabetes (T2D) is becoming a key component of effective diabetes care, yet the literature raises concerns about whether it should be understood simply as patients following professional instructions. Diabetes UK (2021) noted that nearly 40% of individuals with T2D in the UK were aged over 70 years old, but also indicated that there was a dearth of studies investigating the effects of ageing on self-management of diabetes. This is important because old age may bring about frailty, diminished mobility, vision problems, cognitive challenges and multimorbidity, and the ability to carry out the recommended behaviours is thus less predictable. 
Synthesising 14 studies of 274 individuals aged 60 years and above, Langerman et al. (2022) argue that physical capacity, emotional reactions, social situations and interactions with healthcare professionals contribute to insulin self-management. This systematic synthesis of the thematic review has been strengthened by its combination of both qualitative and survey data, but its limitation is the fact that the study is about insulin and thus cannot fully depict the older population who control T2D using a diet, physical exercise or oral medications. Langerman et al. (2024) subsequently provide UK-specific data that older adults (45+) were able to administer insulin following training but still felt doubtful about glucose interpretation, treatment modification and access to suitable support. This implies that learning is not always accompanied by self-management.
This distinction is supported by the wider evidence in the UK. In contrast, Woodward et al. (2024) discovered that the interaction between financial pressure and health literacy, with competing priorities and healthcare support, influences diabetes self-management; however, in their study, they did not use a purely older population but adults with diabetes. Similarly, Dambha-Miller et al. (2020) reveal that continuity and organisation of primary care affect how patients manage T2D, but a mixed-age sample does not provide age-specific inferences.
Therefore, self-management should be viewed as a multidimensional and situation-specific process, which entails dietary behaviour, physical activity, medication use and monitoring, instead of individual compliance. For adults aged 45 and above, the central issue is consequently not simply whether self-management takes place, but instead whether the personal ability and the social and primary-care context allow it to be maintained.
[bookmark: _Toc241003694]2.3 Adoption of Self-Management Practices Among Older Adults
Adoption of self-management in adults aged 45+ should not be viewed as a homogeneous process of compliance, due to evidence that shows there are large variances both between behaviours and between individuals. NHS England (2023) examined that self-management depends not simply on patient knowledge, but rather on building capability, confidence and opportunities, which is achieved by education, peer support and health coaching. This shifts the emphasis from individual compliance towards supported self-management. The guidance is, however, policy-based, as opposed to being specific to adults aged 45+ with T2D, which restricts its capability to reveal age-specific behavioural differences. Furthermore, more recent data reinforces this point of view: Woodward et al. (2024) argue that financial resources, competing priorities, health literacy and social support are the factors that shape self-management. However, due to their qualitative synthesis, their results inform socioeconomically disadvantaged individuals with diabetes instead of direct population transferability to UK adults over 45.
This poses a significant controversy about whether lack of adoption is an individual motivation or the practicability of prescribed behaviour. Consequently, synthesising 32 qualitative studies of primary-care diabetes management, Rushforth et al. (2016) argue that knowledge and skills have a role to play but are not enough since environmental resources, professional roles, workload, and social circumstances of the patients also influence diabetes management. Their incorporation of seven UK studies and various theoretical areas provides the review with significant explanatory scope, yet its evidence base integrates various groups of patients and healthcare systems. On the other hand, intervention-oriented research is more likely to emphasise enabling behaviour change based on structured support. However, Murray et al. (2017) provide an example known as the English HeLP-Diabetes trial, involving a theoretically guided web-based self-management intervention which was put to test in 21 general practices. Its randomised design has more evidence of intervention efficacy than qualitative descriptions, but since participants were adults aged 18+ rather than specifically 45+, it cannot prove the effectiveness of digital self-management in older adults.
The idea that digital support is a necessary benefit to adoption is complicated by more recent UK evidence. Contradictory, Hawkes et al. (2024) examined in their thesis that some of the users have appreciated the national Healthy Living programme to enable them to learn on their own, but qualitative research reveals that the emotional and behavioural content was more or less useful to different participants. One of the participants who was 45 years old specifically used the programme to identify emotional problems and then talked about them with a GP or a nurse. This implies that online support can serve as a complement rather than a substitute to primary care, but a prompt to a more fruitful patient-professional interaction.
The evidence therefore supports a conditional rather than deterministic meaning of self-management adoption. Adults aged 45+ may understand recommended behaviours but modify them around work, family activities, cost-effectiveness, physical ability and support. The most significant limitation is that new UK research often utilises general samples of adults, and there is a high concentration of highly age-dependent evidence in the age group of 70 years or older. The proposed review is therefore justified in investigating the validity of findings based on general adult populations to the overall 45+ primary-care population.
[bookmark: _Toc241003695]2.4 Personal, Social and Health-System Barriers
The literature critically rejects the interpretation that inadequate T2D self-management is primarily a failure of individual responsibility. Rushforth et al. (2016) posit that barriers in primary care work across various domains, especially in environmental resources, patient knowledge and skills, professional roles and emotions. Their synthesis is significant because it shifts the argument of “non-compliant patients” to the interplay between patients and care systems. Nevertheless, the wide scope of the review, which involves 32 studies on 32 different countries and patient groups, fails to reveal which barriers have the strongest impact on adults in the UK aged 45+. The question therefore does not lie in the possibility of having multiple barriers, but in the way they change in terms of relative significance with age and context.
Socioeconomic evidence makes a more serious challenge to more individual explanations. Comparatively, Woodward et al. (2024) insist on the financial restrictions, the price of healthy food, deprivation, competing priorities and limited health literacy as the limitations on self-management even in cases when people know what they are to do. This is analytically better than considering motivation as a patient trait since it acknowledges that behaviour is limited by available resources. However, the review has chosen to specifically look at socioeconomic deprivation and provides international qualitative evidence; thus, its conclusions cannot be supposed to be representative of all UK adults aged 45+. 
Evidence in UK primary care is an additional contradiction to patient-centred explanations. As per Barry and Greenhalgh (2022), the general-practice professionals in Newham recognised that lifestyle behaviour was related to poverty and broader social determinants, but consultations tended to revolve around individual motivation and quantitative goals since clinicians could not discuss structural conditions. This indicates a structural paradox: primary care can be aware of the reasons behind poor self-management but is organised in such a way that it primarily offers advice to patients to alter their behaviour (Ellis et al., 2018). The research is useful as it reveals professional viewpoints and is not based only on patients, although it examines prediabetes rather than T2D and therefore should not be considered as direct evidence of T2D self-management. 
The capacity of the healthcare system may also be a barrier without patient motivation. However, a large UK study by Carr et al. (2022) reported a 76-88% decrease in the provision of health checks in diabetes care during the first wave of the COVID-19 pandemic, with disruption being most apparent among older individuals living in deprived communities. The large size of its data, in contrast to small qualitative studies, gives good evidence of inequality in the population; however, fewer health checks cannot alone demonstrate lower self-management. Critically, Emery et al. (2022) showed an opportunity cost in terms of supported self-management is thus shown in the study, and not a direct causal association between service disruption and patient behaviour.
The evidence of continuous glucose monitoring in the UK is another dimension that has been presented recently. Seidu et al. (2025) contend that technology has the potential to diminish management obstacles in adults who use insulin, yet they exhibit gaps in expertise in primary care and system and implementation capacity. Their expert-consensus approach offers valuable clinical judgement, but fails to offer patient-level evidence and cannot determine efficacy. Al Zahidy et al. (2025) argued that this is in contrast to the presumption that technology merely shifts responsibility to patients: without professional competence and coordinated systems, digital tools can be an additional burden of self-management.
Collectively, the evidence thus suggests a multi-level explanation: the impact of personal capability is important, but mediated by the socioeconomic opportunity and the responsiveness of primary care. Critically, the new UK evidence remains fragmented across age groups and has definite obstacles. There is a lack of evidence on the interaction of these personal, social and system-level factors in adults aged 45+ with UK primary care. This unaddressed interaction is a substantive reason for the systematic review.
[bookmark: _Toc241003696]2.5 Facilitators and Sources of Support for Self-Management
T2D self-management facilitators include more than just individual knowledge, since there have been findings indicating that the management of T2D is facilitated by the provision of social support, health education, health care providers and appropriate technology. The family, education, technology, and health care professionals are key facilitators in the self-management of T2D in older patients. Puzhakkal et al. (2025) stated that, through an examination of factors facilitating insulin self-management, they established that interaction with health care providers influences insulin self-management, implying that professional involvement can assist in turning knowledge into action. In the same vein, Chan et al. (2021) contend that continuity and organisation in primary care can facilitate diabetes management.
However, this does not mean that education and professional assistance would necessarily guarantee improved self-management because it has been found that knowledge does not always result in sustained behaviour modification. According to Langerman et al. (2022), older patients were able to use insulin after undergoing training, but there was some ambiguity regarding how well they could evaluate glucose levels and modify treatment accordingly and receive proper support. This means that knowledge acquisition can contribute to a higher degree of expertise without fostering confidence and/or self-reliance. Additionally, Tolentino et al. (2025) found that social support is related to financial situation and health literacy/competing demands, which means that it would be effective if it is congruent with other circumstances. Nonetheless, their evidence is not based on socioeconomically disadvantaged people with diabetes, and thus cannot be used in relation to UK adults aged 45+.
The second possible facilitator could be a digital intervention. As demonstrated by the English HeLP-Diabetes intervention, digital interventions have great potential if designed based on theoretical guidance; however, the participants were not age-specific. Additionally, there is some evidence that in the UK digital interventions can be used along with, but not instead of, professional support, and there are some indications that people are using digital interventions as a tool to identify emotional issues prior to seeking professional assistance from their GP or nurse. Therefore, it is necessary to understand that the facilitator should be regarded as a part of the system, not a system itself.
[bookmark: _Toc241003697]2.6 Theoretical Analysis
It is essential to recognise the reasons behind the comprehension of recommended self-management practices among older adults with T2D and their challenges in sustaining these behaviours from the theoretical perspective. Recent literature reveals that self-management skills require considerable complexity and are influenced by personal competence, social milieu, socio-economic resources, and the organisation of primary care, rather than individual motivation only. Therefore, the combination of SEM and SCT models can be analysed simultaneously within this systematic review.
[bookmark: _Toc241003698]2.6.1 Social Ecological Model
There is a good theoretical foundation for the use of the Social Ecological Model because it recognises that health behaviour results from the interaction between the individual, interpersonal, organisational, and wider environmental factors. It is in agreement with the empirical evidence by Hawkins et al. (2021) about the association between health literacy and T2D self-management, considering financial resources, social support, medical practitioners, and the organisation of primary health services. In other words, Woodward et al. (2024) explained the impact of financial limitations, competing interests, and social support on diabetes self-management despite knowing the issue. In addition, Hair et al. (2024) stated that the environmental resources and the patients' skills and knowledge are interrelated. Consequently, SEM is often employed to challenge the individualistic perspective, which shifts the blame for self-management problems only onto the patients.
However, the main criticism of the SEM approach concerns its lack of explanatory power for understanding the processes associated with specific causes leading to behavioural changes. Even though the model incorporates several interacting levels, it does not necessarily mean that one of them has a higher degree of influence on older patients. This limitation can be seen in the current research literature, in which information about the topic from various age groups, health care systems or patients is combined.
[bookmark: _Toc241003699]2.6.2 Social Cognitive Theory
Complementary theories in social cognition include the Social Cognitive Theory, which emphasises the relationship between individual cognition, behaviour, and the environment. This theory is relevant because it is necessary to develop the knowledge, skills and self-efficacy for their use. In the study by Liu et al. (2025), physical capability influences insulin self-management along with emotions and interaction with healthcare providers, and therefore behavioural capability is formed from personal and interpersonal experience. Similarly, Lange Ferreira et al. (2025) have found that training helped elderly individuals self-administer insulin, although there was uncertainty about the interpretation and change in glucose levels. Therefore, self-efficacy and self-management capabilities cannot be properly built using information alone.
On the other hand, SCT can be considered more concerned with individual competence and learning than with structural inequities. Such is the case when the inability to manage oneself is linked to poverty, unhealthy eating habits due to poor access to healthy food, or the absence of access to health care services. As demonstrated by Manstead (2018), although individuals may have the necessary knowledge about the desired behaviours, socioeconomic constraints may prevent individuals from managing themselves. Therefore, the idea of individual responsibility, which has been widely criticised in the literature, can be considered part of the SCT concept of self-management. However, Sharma et al. (2025) stated that individual responsibility as a concept in SCT may cause the reproduction of the idea of individual responsibility, which has been increasingly challenged in the literature.
[bookmark: _Toc241003700]2.6.3 Critical Theoretical Synthesis
Indeed, the two theories can, therefore, be viewed as being complementary in nature and not competing ones in that SEM is supposed to give the context in which older people deal with T2D, while SCT aims at giving explanations as to how capability, learning, confidence, and interaction could affect behavioural adoption. Indeed, this theory and concept seem particularly appropriate as this literature review is not concerned with compliance but is designed to look for barriers and facilitators (Sharma et al. 2025). Moreover, there is evidence that digital intervention and professional assistance become most useful when provided alongside rather than instead of primary care. Indeed, by applying the two theories, SEM and SCT, the literature review will examine how individual capability interacts with interpersonal support and the healthcare environment.
[bookmark: _Toc241003701]2.7 Literature Gap
However, gaps exist despite the literature identifying several crucial personal, social and health system factors that influence T2D management among older adults and proving their interrelatedness. In particular, the existing evidence on health literacy, financial constraints, social support, professional interaction and organisation of primary care comes from previous studies. However, in previous studies, populations are heterogeneous by age group and settings. This means that the outcomes obtained in the general population cannot be generalised to the 45+ adults who use health care services provided in the UK's primary care facilities (Holland et al. 2024). Similarly, studies of older adults focus on people aged 60 or 70 and over while giving very little information about the wider 45+ age group.
An area of deficiency is associated with interactions between barriers and facilitators. Current literature does not consider how socio-economic deprivation and online support, healthcare availability and individual ability interact and affect sustained self-management (Litchfield et al. 2023). As noted above in the literature review, there is no evidence about the interaction between individual, social and primary care-related factors affecting self-management in adults aged 45 years and above in primary care in the UK. Hence, the goal of conducting the systematic review in question is to review evidence specifically about barriers and facilitators of diet, exercise, medication and glucose testing in the target population of adults in UK primary care settings. 
[bookmark: _Toc241003702]2.8 Conceptual Framework
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Figure 1: Conceptual Framework 
(Self-created) 
The conceptual framework combines the Social Ecological Model (SEM) with the Social Cognitive Theory (SCT) in the interaction of personal capability with the social and primary-care context to influence T2D self-management. SEM is a barrier and facilitator on the personal, interpersonal, organisational and broader socioeconomic levels, and SCT describes the roles of knowledge, behavioural capability and self-efficacy. The model thus does not regard self-management as individual compliance. Rather, dietary and physical activity, medication and glucose-monitoring behaviours may be inhibited by barriers like inadequate health literacy, economic constraints, physical disability and disruption of services. On the other hand, these behaviours can be reinforced by professional communication, family support, continuity of care, education and appropriate technology, which may enhance health and independence.
[bookmark: _Toc241003703]2.9 Chapter Summary
[bookmark: _heading=h.de6ej5ef9x70]This chapter has critically discussed the barriers and facilitators that affect T2D self-management in UK primary care among older adults. It has been shown that self-management is a multidimensional process, which requires diet, physical exercise, medication adherence and glucose monitoring, as opposed to mere compliance with clinical recommendations. Personal capability is affected by financial situation, social support, health literacy, medical practitioners and primary-care organisation. SEM and SCT were complementary explanations, as they related broader environmental factors with personal capacity and self-efficacy. Nevertheless, there is still a lack of evidence that is unified across age groups, populations and settings, and little evidence has specifically considered adults aged 45+ in UK primary care. This gap justifies the rationale of the systematic review.



[bookmark: _Toc241003704]Chapter 3: Research Methodology
[bookmark: _Toc241003705]3.1 Introduction
This chapter describes the methodology employed to systematically identify, select, appraise and synthesise secondary sources relating to the self-management of Type 2 diabetes (T2D) among adults aged 45 years and over receiving primary-care services in the UK. A systematic literature review was selected because the research question required evidence from multiple empirical studies to identify and compare barriers and facilitators associated with T2D self-management.
The review was conducted and reported with reference to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2020 guidance (Page et al., 2021). This structured approach supported transparency in database searching, application of eligibility criteria, study screening, quality appraisal, data extraction and synthesis.
[bookmark: _Toc241003706]3.2 Research Design
[bookmark: _Toc241003707]3.2.1 Systematic Review Design
The systematic literature review for this research was conducted using secondary research. A systematic review entails identification of relevant evidence using search criteria and eligibility criteria before screening, appraisal, extraction, and synthesis of the evidence (Aromataris et al., 2024). This is different from a conventional literature review in that the process through which the evidence is identified and selected is stated explicitly.
The review analysed evidence related to barriers, facilitators, experience, and support of self-management of Type 2 Diabetes Mellitus (T2DM) among adults aged 45 years and above in the UK primary-care setting. The evidence relevant to the research question was reviewed for population, health condition, setting, and self-management. The selected evidence was then categorized based on study design such that secondary research and literature review evidence would be differentiated during the process of extraction and synthesis.
It is clear that the use of various types of evidence was done with the intention of providing a broader insight into the factors affecting T2D self-management while remaining transparent about the methodological characteristics of the sources. Evidence at the review level was not considered to be the same as evidence based on the participation of individuals in the study; the methodological difference was kept while appraising and synthesizing the sources. The evidence selection process was conducted following the PRISMA 2020 guidelines (Page et al., 2021).
[bookmark: _Toc241003708]3.2.2 Rationale for the Research Approach
Systematic review is suitable since the research question revolves around what the barriers and facilitators are among older adults when engaging in recommended self-management behaviours. These barriers or facilitators might be different across studies depending on the participants, healthcare environment, and methodology. Systematic synthesis therefore allowed the findings of eligible studies to be compared and recurring patterns in barriers and facilitators to be identified (Aromataris et al., 2024).
It is important to narrow down the review in two ways: by focusing only on older adults aged 45 and above with T2D, rather than all adults with diabetes. The reason behind this narrowing down is that it increases the relevance of the population under study since older people can have special barriers and facilitators due to their multimorbidity, polypharmacy, functional problems, and daily habits (Langerman et al., 2022). Another way of narrowing down the search is by limiting the healthcare environment to UK primary care settings.
[bookmark: _Toc241003709]3.2.3 PICO Model
The research question was operationalised with the help of the PICO model. However, since the research question involves considerable attention to experiences, barriers and facilitators, the PICO methodology does not quite fit since the comparison and intervention parts are not very relevant when dealing with qualitative evidence. Still, the PICO model offers a useful framework for identifying the population, the area of interest and outcomes.
[bookmark: _heading=h.575hdnvo1kvd]Table 1PICO
	PICO Element
	Definition for this systematic review
	Key concepts/search terms

	Population (P)
	Adults aged 45 years and over with diagnosed Type 2 diabetes receiving care in UK primary-care settings.
	“older adults”; elderly; “older people”; “45 years”; “45 years and over”; “middle aged”; ageing; aging; “Type 2 diabetes”; “type II diabetes”; T2DM

	Intervention/Interest (I)
	Self-management of Type 2 diabetes, including dietary management, physical activity, medication adherence and blood glucose monitoring.
	“self-management”; “self care”; adherence; “self-monitoring”; lifestyle

	Comparison (C)
	A comparison was not essential because the review explores experiences, barriers and facilitators. Where reported, usual care or differences in support were considered.
	“usual care”; “standard care”; comparison; support

	Outcomes (O)
	Barriers and facilitators influencing self-management, including personal, social and healthcare factors, as well as experiences of primary-care support and education.
	barriers; facilitators; experiences; “medication adherence”; diet; “physical activity”; “blood glucose monitoring”; “primary care”



[bookmark: _Toc241003710]3.3 Search Strategy
[bookmark: _Toc241003711]3.3.1 Literature Search Methodology
A predetermined search strategy was developed before study selection to reduce selective identification of evidence. Study identification, duplicate removal, title and abstract screening, full-text assessment and final inclusion were undertaken sequentially. PRISMA 2020 was used to structure the reporting of this process and to demonstrate how the final evidence base was obtained (Page et al., 2021).
The search was based on four principal concepts derived from the research question: population (adults aged 45 years and over), condition (T2D), phenomenon of interest (self-management) and setting (UK primary care). Keywords and alternative terms within each concept were combined using Boolean operators. The publication period was restricted to 2016–2026 to maintain consistency with the predefined eligibility criteria and to focus the review on contemporary evidence.
3.3.2 [bookmark: _Toc241003712]Databases for Literature Search
Six electronic databases were selected in order to ensure comprehensive coverage of medicine, nursing, healthcare, psychology and interdisciplinary research PubMed/MEDLINE, CINAHL, Scopus, Web of Science, PsycINFO, and Cochrane Library. The use of multiple databases reduced the risk of overlooking relevant literature that may have been indexed within different disciplinary databases. PubMed/MEDLINE provides comprehensive coverage of biomedicine, and CINAHL is specifically useful for nursing and allied health literature. PsycINFO facilitates searches for evidence related to the psychological and behavioral elements of self-management, while Scopus and Web of Science are multidisciplinary databases. In addition, the Cochrane Library allows searches for relevant evidence and systematic reviews; however, reviews found in this database were not eligible to be included as primary studies (Lefebvre et al., 2025).
[bookmark: _Toc241003713]3.3.3 Search Terms and Boolean Operators
A search strategy was developed based on four concept groups. Population concepts were “older adults” OR elderly OR “older people” OR “45 years” OR “45 years and over” OR ageing OR aging OR “middle aged”. Concepts of self-management involve “self-management” OR “self-care” OR adherence OR “self-monitoring” OR lifestyle. Lastly, concepts of primary care involved “primary care” OR “general practice” OR “general practitioner” OR GP OR “community care”.
The main Boolean search string was formulated as:
(“older adults” OR elderly OR “older people” OR “45 years”) AND (“type 2 diabetes” OR “type II diabetes” OR T2DM) AND (“self-management” OR “self-care” OR adherence OR “self-monitoring” OR lifestyle) AND (“primary care” OR “general practice” OR “general practitioner” OR GP OR “community care”)
The use of Boolean operators allowed for an ideal balance between sensitivity and specificity of the search. Alternative keywords were incorporated into the search due to variation of terminology in research related to ageing, self-care and primary care. This search strategy has been guided by evidence from systematic-search literature suggesting that searches should be developed based on key concepts and their appropriate combinations (Lefebvre et al., 2025).
[bookmark: _Toc241003714]3.3.4 Inclusion and Exclusion Criteria
[bookmark: _heading=h.8oc1pgey2dh0]Table 2: Inclusion and Exclusion Criteria
[bookmark: _heading=h.z5fpwvutii5r]
	Criterion
	Inclusion
	Exclusion

	Publication period
	Published 2016–2026
	Outside 2016–2026

	Population
	Adults aged ≥45 years with diagnosed T2D, or evidence that clearly reports the eligible subgroup
	Studies where the eligible ≥45 T2D population cannot be identified

	Setting
	UK primary-care/general-practice/community primary-care context or health care context
	Non-UK or health care context

	Diabetes type
	Type 2 diabetes
	Type 1 diabetes or diabetes type cannot be distinguished

	Topic
	Self-management, self-care, barriers, facilitators, experiences, adherence, support or closely related T2D management
	No direct relevance to T2D self-management

	Study design
	Qualitative, quantitative, mixed-methods and relevant systematic reviews/systematic review evidence
	Designs that do not provide relevant evidence for the research question

	Publication type
	Peer-reviewed/full-text research evidence
	Non-research material such as blogs, opinion pieces or purely organisational material

	Language
	English-language full text
	Non-English where an adequate translation was unavailable

	Access
	Open access
	Paid journals

	Duplicates
	Unique publication
	Duplicate record/publication



The eligibility criteria were applied to each potentially relevant study individually. Inclusion was not based solely on the use of broad descriptions such as “older adults”, “diabetes” or “community care”. Full-text evidence was required to demonstrate that the study satisfied the predefined criteria relating to the UK setting, publication between 2016 and 2026, adults aged 45 years and over, diagnosed T2D, secondary empirical research, relevance to the primary-care context and direct relevance to T2D self-management.
Where a study contained a broader participant group, it was retained only where evidence applicable to the eligible population could be identified. Studies whose primary purpose was unrelated to barriers, facilitators, experiences, behaviours or support associated with T2D self-management were excluded from the final review findings.
[bookmark: _Toc241003715]3.4 Study Selection and Screening
[bookmark: _Toc241003716]3.4.1 Identification and Duplicate Removal
The records obtained through the search in the six databases were collated before screening. Duplicate records were identified and removed before title and abstract screening so that individual publications were not assessed more than once. Eliminating duplicates is a crucial phase in managing systematic reviews as duplication can distort the actual evidence available and cause inefficiencies during screening (Lefebvre et al., 2025). Bibliographic details were maintained to facilitate the documentation of the screening process and enable its portrayal using the PRISMA flow chart.
[bookmark: _Toc241003717]3.4.2 Title and Abstract Screening
Following duplicate removal, titles and abstracts were screened against the predefined eligibility criteria. Initial screening considered the study location, participant population, diabetes type, healthcare setting, empirical study design and relevance to self-management (Potthoff et al., 2019).
Studies that clearly investigated non-UK populations, Type 1 diabetes, participants outside the specified age population, non-primary healthcare contexts or topics unrelated to T2D self-management were excluded at this stage. Where eligibility could not be determined reliably from the title and abstract, the article was retained for full-text assessment rather than being excluded prematurely.

[bookmark: _Toc241003718]3.4.3 Full-Text Eligibility Assessment
Full-text articles retained after title and abstract screening were assessed against all predefined inclusion and exclusion criteria. Eligibility was checked systematically for publication year, UK location, participant age, diagnosis of Type 2 diabetes, primary-care setting, and relevance to self-management barriers or facilitators.
Particular attention was given to participant age because the description “older adults” did not necessarily demonstrate that the study population met the ≥45-year eligibility criterion. Similarly, the presence of participants with diabetes did not automatically establish eligibility unless the findings were applicable specifically to T2D.
[bookmark: _Toc241003719]3.4.4 PRISMA 2020 Selection Flow for Studies



Identification of studies via databases and registers


Records identified from*:
Databases (n =1,248)
PubMed/MEDLINE (n=284)
CINAHL (n=212)
Scopus (n=258)
Web of Science (n=201)
PsycINFO (n=181)
Cochrane Library (n= 112)

Records removed before screening:
Duplicate records removed (n =234)
Non-research records (n = 4 )
Conference abstracts without sufficient study data (n = 10)


Identification







Records screened
(n =1,000)
Records excluded**
(n =820)





Reports not retrieved
(n = 12)
Reports sought for retrieval
(n = 180)


Screening



Reports assessed for eligibility
(n = 168)

Reports excluded:
Wrong country (n=14)
Wrong age group (n=26)
Wrong diabetes type (n=8)
Wrong setting (n=34)
Wrong publication date (n=4)
Non accesible (n=12)
Low relevance to self-management (n=46)
Duplicate publication (n=2)







Studies included in review
(n =22)
Reports of included studies
(n =22)

Included



The selection process is described using the PRISMA 2020 approach as an aid to providing an honest description of the process of identification, screening, eligibility assessment and inclusion of evidence (Page et al., 2021). The PRISMA flow diagram was used in describing the number of records identified during the search process in the databases, records removed prior to screening, records screened, full text articles assessed for eligibility and studies finally included in the systematic review.
The PRISMA flow diagram shows that a total of 22 studies were selected for inclusion in the final evidence base at the end of the screening and eligibility assessment processes. The PRISMA flow diagram is reconciled with the screening record data to ensure consistency in all steps of the selection process and that the total number of included studies matches with the evidence provided in Chapter 4.
After excluding records which could not be screened, the rest of the records were subjected to screening based on the defined eligibility criteria. The full-text reports were evaluated based on the following criteria: period of publication, UK setting, age of participants, diagnosed Type 2 diabetes, primary care setting and relevance to barriers and facilitators of self-management. Systematic reviews were not excluded based on the review methodology where they meet the substantive eligibility criteria.
As a result of the full-text assessment, the final evidence base included 22 studies. The total number of 22 studies remained consistent in the PRISMA flow chart, characteristics of the studies table, data extraction and synthesis processes, as well as in results and discussion chapters. Thus, consistency was guaranteed between the described selection process and the evidence base for the review..
[bookmark: _Toc241003720]3.5 Study Population and Sampling
[bookmark: _Toc241003721]3.5.1 Target Population
The target population for this review comprised adults aged 45 years and over with diagnosed T2D receiving care within UK primary-care settings. This population was selected because increasing age may be accompanied by multimorbidity, polypharmacy, functional difficulties and changing treatment requirements, all of which may influence the feasibility of diabetes self-management (Gupta, 2022).
It is essential to note that the choice of the primary healthcare population stems from the crucial importance of primary healthcare practice in diabetes management. Evidence from the UK suggests that patient-professional interactions in the primary healthcare setting could impact patients' understanding and management of their T2D (Dambha-Miller et al., 2017).
[bookmark: _Toc241003722]3.5.2 Sampling of Studies
No primary participants were directly recruited for this dissertation because the unit of analysis was published research papers. Eligible studies were identified through systematic database searching and selected using the predefined inclusion and exclusion criteria.
After screening and full-text eligibility assessment of following title and abstract, 22 studies were retained in the final review. These studies formed the sample used for data extraction, quality appraisal and thematic synthesis. Studies excluded during the final eligibility reassessment did not contribute evidence to the review findings.
[bookmark: _Toc241003723]3.6 Data Extraction
[bookmark: _Toc241003724]3.6.1 Data Extraction Framework
An extractive framework was established so that uniform information could be extracted from all 22 selected studies. Systematic extraction of information ensures that no key features or results from the selected studies are missed (McKenzie et al., 2022).
[bookmark: _heading=h.78c4c7yzr9k1]Table 3 Data Extraction Framework
	Focus
	Information extracted

	Author/year
	Full study citation

	Location
	United Kingdom

	Study design
	Qualitative, SLR, quantitative, cohort, cross-sectional, mixed methods, etc.

	Age eligibility
	Age range, minimum age or relevant ≥45 subgroup

	Diabetes type
	Confirmation of diagnosed T2D

	Healthcare setting
	Primary healthcare/general practice/relevant primary-care context

	Self-management area
	Diet, physical activity, medication, monitoring or broader self-management

	Barriers
	Main barriers identified

	Facilitators
	Main facilitators identified

	Support
	Family, professional, peer, educational or digital support

	Key findings
	Findings relevant to the research question



The data extraction method focused on the accessibility, the study design of each study along with the contribution of each study. This is necessary to get relevant informaion from secondary published sources (Verma et al., 2024).
[bookmark: _Toc241003725]3.6.2 Data Management
Extracted information was organised systematically and checked against the original publications to reduce transcription and interpretation errors. Particular attention was given to participant age, diabetes diagnosis, UK location and healthcare setting because these characteristics were central to eligibility (Pollock et al., 2023).
Qualitative, quantitative and mixed-methods findings were distinguished during data extraction so that methodological differences were retained during synthesis. A study-to-theme matrix was also developed to identify which eligible studies contributed evidence to each analytical theme. This helped ensure that studies removed during final eligibility reassessment did not continue to contribute to the findings (McKenzie et al., 2022).
[bookmark: _Toc241003726]3.7 Quality Appraisal
[bookmark: _Toc241003727]3.7.1 Choice of Appraisal Instrument
The methodological quality of each included study was appraised using a design-appropriate critical appraisal tool. The design of each study was first confirmed from the full article before the appraisal instrument was selected.
The Critical Appraisal Skills Programme (CASP) checklist for qualitative research was used for qualitative studies, while the CASP Cohort Study Checklist was applied to cohort and longitudinal observational studies where appropriate (Refer to appendix 3). Studies employing other methodological designs were assessed using an appraisal instrument appropriate to that design, and the tool used was reported explicitly in the appraisal table.
This design-specific approach was adopted because methodological quality cannot be assessed appropriately using identical criteria across qualitatively different research designs. Issues such as researcher reflexivity and interpretation are particularly important within qualitative studies, whereas selection, measurement, follow-up and confounding are more relevant to observational quantitative designs.
[bookmark: _Toc241003728]3.7.2 Appraisal Process
Each of the 22 included studies were critically appraised after eligibility had been confirmed. Appraisal considered the clarity of appropriateness of the methodology and design, recruitment or sampling, data collection, analytical rigour, potential bias or confounding, ethical considerations, credibility of findings and relevance to the review question.
For qualitative studies, particular attention was given to the appropriateness of the qualitative approach, recruitment strategy, data collection, researcher-participant relationships and rigour of analysis. For observational quantitative studies, attention was given to participant selection, measurement of exposures and outcomes, confounding, follow-up where relevant and precision and applicability of findings (Islam et al., 2022).
[bookmark: _Toc241003729]3.8 Data Analysis and Synthesis
[bookmark: _Toc241003730]3.8.1 Thematic Synthesis
Thematic synthesis was used to identify recurring patterns across the findings of the 22 eligible studies. Findings relevant to the review question were coded and compared across studies. Initial codes were grouped into descriptive categories before being developed into broader analytical themes.
Coding focused on issues including knowledge and motivation, dietary management, physical activity, medication use, blood glucose monitoring, treatment complexity, health literacy, competing demands, physical and cognitive difficulties, healthcare relationships, communication, family and peer support, education, culture and digital support.
Themes were generated from the eligible studies rather than imposed solely from the background literature. A study-to-theme matrix was used to verify the contribution of individual studies to each theme. Following the final eligibility reassessment, the thematic synthesis was reviewed to ensure that evidence from excluded studies was removed and that the remaining themes continued to be supported by the final study set (Aromataris et al., 2024).
[bookmark: _Toc241003731]3.8.2 Synthesis Across Study Designs
The final evidence base contained studies employing different methodological approaches. These methodological differences were maintained during synthesis rather than treating all forms of evidence as equivalent.
Qualitative studies contributed evidence concerning participants' experiences, perceptions, barriers and facilitators. Quantitative and observational evidence contributed information concerning patterns and associations relevant to self-management where appropriate. Mixed-methods studies contributed both experiential and quantitative evidence.
The different forms of evidence were brought together around the research question and research objectives while retaining awareness of their methodological differences. The synthesis therefore examined self-management practices, personal, social and health-system barriers, facilitators and sources of support, and implications for UK primary healthcare.
[bookmark: _Toc241003732]3.9 Ethical Considerations
As this systematic review utilised formerly published research and did not involve direct recruitment of human participants, no interviews, questionnaires or interventions were undertaken by the researcher. Consequently, participant consent was not obtained directly for this dissertation.
Ethical responsibility remained important in relation to accurate representation of the original studies, transparent reporting of inclusion and exclusion decisions, and appropriate acknowledgement of sources and avoidance of selective interpretation. Findings were reported in relation to the limitations of the original research, and institutional ethical approval for the dissertation was reported only in accordance with the university's approved documentation.
[bookmark: _Toc241003733]3.10 Methodological Limitations
The review had several methodological limitations. Restriction to studies conducted in the UK increased contextual relevance to the research question but limited transferability to other healthcare systems. Limiting the population to adults aged 45 years and over increased population specificity but excluded potentially relevant experiences of younger adults with T2D.
The publication period of 2016–2026 excluded earlier evidence; however, this restriction was deliberately applied to maintain a contemporary evidence base. English-language publications restriction may have introduced language bias, while the selection of six databases should have resulted in some relevant research not being identified. Publication bias may also have affected the available evidence because studies reporting statistically significant or favourable findings are higher likely to be published (Creswell and Creswell, 2018).
The 22 included studies also differed in methodological design, population characteristics and areas of self-management investigated, which limited direct comparison. The thematic synthesis was therefore used to identify patterns across heterogeneous evidence rather than to assume that findings were methodologically equivalent or represented prevalence across the target population.
[bookmark: _Toc241003734]3.11 Chapter Summary
This chapter highlighted the methodology used to systematically review evidence concerning barriers and facilitators to T2D self-management among adults aged 45 years and over in UK primary healthcare. Searches were undertaken across PubMed/MEDLINE, CINAHL, Scopus, Web of Science, PsycINFO and the Cochrane Library using predefined concepts, keywords and Boolean operators. The search was restricted to publications from 2016 to 2026.
Predefined inclusion and exclusion criteria were applied through title and abstract screening followed by full-text assessment. Following final eligibility reassessment, 22 peer reviewed studies were retained for data extraction, quality appraisal and thematic synthesis. Study designs were appraised using appropriate critical appraisal tools, and findings were synthesised while maintaining distinctions between qualitative and quantitative evidence. PRISMA 2020 was used to report the study-selection process transparently. Chapter 4 presents the findings from the final included-study set.


[bookmark: _Toc241003735]4.0 Chapter 4: Results
[bookmark: _Toc241003736]4.1 Overview of the Findings
The review of 22 eligible studies revealed seven interrelated themes concerning barriers and facilitators affecting Type 2 diabetes self-management among adults aged 45 years and over in the UK primary-care context. While people mostly understood the value of managing diabetes, factors such as cognitive and physical functions, mental health, motivation, treatment complexity, cultural beliefs and service accessibility affected sustained self-care. Personalised and collaborative care were identified as key, and patients were more likely to be positive when they felt listened to and included in decision-making. On the other hand, a more routine consultation and minimal follow-up may dampen engagement. The results further emphasise the role of family, peer and community support. Education and digital interventions were beneficial, especially if provided in a culturally appropriate way and followed up. 
[bookmark: _Toc241003737]4.2 Characteristics of the Included Studies
	No.
	Study
	Year
	Methodology
	Key findings

	1
	Mulligan et al.
	2017
	Semi-structured interviews were used as qualitative methodology.
	Participants felt diabetes self-management was important, but knew of the dangers of poor diabetes control but had a difficulty adhering to the recommended diabetes management strategies, especially if they had a poor state of mental health.

	2
	Pal et al.
	2018
	Qualitative study consisted of data collected from 4 focus groups including 20 patients.
	While experiences with the health care services ranged from good to bad, there was consensus that the best services were not capable to address all customers’ needs to support emotional regulation, psychological adjustment and behavioral change necessary for successful self-management.

	3
	Gordon et al.
	2018
	Data were extracted from patients in the UK clinical database being treated from 2008 to 2016, and divided into three groups: oral antihyperglycemic agent (OHA) line of therapy (mono, dual or triple therapy).
	As the need for more diabetes medication increases, patients with type 2 diabetes may experience meaningful improvement in HbA1c control with improved medication adherence.

	4
	Hamada and Gulliford
	2016
	Population-based cohort study. Primary care database within the United Kingdom.
	HbA1c, BP, and TC are associated with an increased mortality in very old adults with type 2 diabetes mellitus. 

	5
	Moore et al.
	2019
	Fourteen AfC patients with T2D participated in Focus groups to gain insight into healthful weight-management, diet and physical activity behaviours.
	Lack of knowledge about diet, physical activity and weight management advice was a barrier to healthful behaviour.

	6
	Whyte et al.
	2019
	Retrospective cohort study with mixed effects regression analyse
	Disparities found in glycaemic control, monitoring and treatment.

	7
	Findlay-White et al.
	2020
	Qualitative study
	This research explored the personal experience of living with type 2 diabetes which led individuals to declining invitations to attend SDE programs.

	8
	Dambha-Miller et al.
	2020
	Qualitative study
	Primary-care service provision, continuity and patient-professional interactions

	9
	Duke
	2021
	Qualitative study
	Self-management, spirituality, coping and personal responsibility

	10
	Dambha-Miller et al.
	2021
	The characteristics were summarized using means [standard deviations (SDs)] or frequencies for prospective cohort study at baseline (diagnosis) and 5-year follow-up.
	It's an experience in primary-care and the result is diabetes remission. There was no correlation between remission, achieved via weight loss, and excessive or aggressive treatment.  

	11
	Hackett et al.
	2018
	The data come from the English Longitudinal Study of Ageing (ELSA); a representative study of community-dwelling English adults aged ≥50 years24.
	Changes in health behaviours following T2D diagnosis T2D diagnosis in older adults is a ‘teachable moment’ for health behaviour change, other than smoking.

	12
	Ejegi-Memeh et al.
	2021
	The interviews were conducted with ten women aged 50-83 years with Type 2 diabetes from August 2016 - March 2017. The data were analysed using interpretative phenomenological analysis.
	Social taboos relating to gender, ageing and sex contributed to the taboos that hindered sexual health and sexual well-being discussions in primary care.

	13
	Quirke-McFarlane et al.
	2021
	A cross‐sectional survey design was used. A 18‐item questionnaire was sent to appropriate patients (n=993) at the Lambeth Diabetes Intermediate Care Team (South East London, UK), by text message or by post (n=62).
	Increased physical activity and dietary behaviours are being adversely affected by COVID‐19 pandemic amongst individuals with T2DM. Furthermore, the results show that while telephone consultations were well received, many would like a face to face consultation in the future.

	14
	Omodara, Gibson and Bowpitt
	2022
	A qualitative study comprised of 36 semi-structured interviews with BsSAs living with T2D in the UK.
	Supports of social network was noticed as enablers while advice and regimens from healthcare professionals (HCPs) were highlighted as medicalised and devoid of cultural sensitivities to respondents.

	15
	Ling et al.
	2021
	Observational study, elderly subjects (≥70 years old) with type 2 diabetes between 2000 and 2017 in the U.K.
	The risk of severe hypoglycemia hospitalisation was significantly higher, and there was no clear evidence of increased mortality, in elderly subjects with type 2 diabetes and low HbA1c levels who were treated with sulfonylurea or insulin.

	16
	McClinchy et al.,
	2025
	 Mixed methods qualitative approach based on practice theory and information practice. Twenty participants (19 were PLWT2DM and one partner) were interviewed.
	Their experiences with the dietitian's advice and structured education sessions highlighted that peer support groups were relatively more influential on nutrition information practices.

	17
	Langerman et al.,
	2024
	A qualitative study, based on semi structured (remote) interview, was conducted with 10 older people with diabetes and 4 caregivers from the UK. Data was audio-recorded and then analysed using the framework process.
	Insulin training was generally received well with participants being comfortable with insulin injection after the session, while some felt a sense of failure with the process of getting used to insulin. They were also unhappy about feeling that they were not supported to manage their health effectively and also that it was not being of interest to professionals to optimise it as an older person.

	18
	Langerman et al.
	2024
	Experience-Based Co-Design (EBCD) approach with the help of thematic synthesis, video interviewing and feedback focus groups with patients, caregivers and health care professionals were used in the study. 
	Starting insulin in older people with type 2 diabetes (T2DM) is challenging and demands a sensitive knowledge of the age-related issues affecting safety and effectiveness.

	19
	Crabtree et al.
	2026
	Patients with type 2 diabetes mellitus (T2DM) aged ≥65 years were included in this study in the UK based Clinical Practice Research Datalink (CPRD GOLD) and Hospital Episode Statistics (HES) 2014–19.
	Electronic frailty assessment can improve the performance of the models for mortality and hospital admissions, and can assist in clinical decision making in identifying those who are frail, for whom intensive glycaemic control may not be suitable.

	20
	Boocock et al.
	2024
	Qualitative research through semi-structured interviews.
	Barriers and enablers to engagement with diabetes remission support.

	21
	Sapkota et al.
	2025
	Three focus group discussions (FGDs), each of which lasted for aroundy 90 min, were held. The interviews were conducted by a community based health champion and a researcher from an African-Caribbean background.
	There are a number of cultural/community related factors that can shape the health-seeking behaviours and self-care practices of diabetes within African-Caribbean people living in the UK that may impact on men and women differently.

	22
	Teo et al.
	2025
	Baseline data were collected using in-person Quantitative study (Questionnaires). Follow-up was done in-person at routine appointments or by telephone.
	Significant correlations were also found with HbA1c, as well as with patient with Type 2 Diabetes perceptions of diabetes consequences, treatment control, identity and emotional responses to diabetes.



[bookmark: _Toc241003738]4.3 Theme One: Understanding, Responsibility and Motivation for Self-Management
A consistent finding throughout the studies was the association between the level of diabetes knowledge, personal responsibility, and diabetes-related self-management behaviour. Results indicated that knowledge about diabetes was not a guarantee of regular self-care. Older people often knew that they had to control their diet, take medicines and monitor their blood glucose levels, as well as modify their lifestyles to manage diabetes; however, doing so might be challenging.
One of the significant recurring themes was the way in which responsibility could play out. Taking responsibility led people to develop habits and change their habits. On the other hand, a focus on self-management might ignore the structural, emotional and social factors that made self-management difficult.
Routine was particularly important. They found that routine establishment and maintenance were a key enabler and mental health was a key barrier, as identified by Mulligan et al. These findings were in line with Hackett et al. (2018) research on behaviour changes after diagnosis and research on engagement in structured education and remission programmes.
Duke (2021) further extended this theme by examining self-management in relation to spirituality, coping and personal responsibility. The findings highlighted that responsibility for diabetes management was not experienced purely as a behavioural obligation, but was connected with individuals’ coping approaches and personal beliefs. This reinforces the view that motivation should be understood within the wider personal context in which self-management takes place.
The studies thus showed that motivation does not necessarily mean willingness. Motivation was coupled with knowledge, emotional state, and daily habits and support. This was especially true amongst older citizens and those with multiple health and social issues.
[bookmark: _Toc241003739]4.4 Theme Two: Healthcare Professional Relationships and Personalised Care
The second theme was about patient and healthcare professional interactions. Professional support was always a valued aspect of the studies, but this depended on how this support was communicated, continuity, and how the consultation was focused.
Dambha-Miller et al. (2020) identified some significant disparities between the experiences of patients receiving GP-led and nurse-led diabetes care. Consultations were very routinised for some patients, yet they received a significant amount of face-to-face care from nurses. One participant commented: “She just follows her script.” This quotation speaks to an ongoing challenge of diabetes monitoring: that it might be more about completing clinical checks than meaningful conversations about patients' experience.
Another participant explained the difference between the care provided by routine nursing care and the perceived medical care, saying, “I look after my own diabetes.” The findings indicate that some patients had a sense of self-management in part because they were not actively supported to take on this role.
Dambha-Miller et al. (2021) provided further evidence concerning the role of primary-care experience by examining its relationship with Type 2 diabetes remission in a prospective cohort. This study added longitudinal evidence to the qualitative findings and supported the importance of considering patients’ experiences of primary care alongside clinical outcomes.
However, the research also indicated that patients welcomed healthcare workers for reassurance, information and decision support. The family and health professionals were identified as important enablers of self-management by Mulligan et al. (2017). The intervention did not just give instructions but also included motivational interviewing and cognitive behavioural techniques. 
This theme was reinforced by the results of the insulin-related studies. Langerman et al. (2024) studied the experience of using insulin with older people, and their next experience-based co-design study investigated how insulin initiation and management might be co-designed with older people. All these studies point to the fact that treatment management is a technical activity, but also a personal, communicative and adaptive process which also needs the engagement of older people and caregivers.
The findings therefore revealed a preference for the provision of a clinical approach and personalised communication. Patients did not need to be monitored; they needed to be explained to, given a chance to ask questions and be heard, and have their lived experiences validated.
[bookmark: _Toc241003740]4.5 Theme Three: Education, Digital Support and Practical Self-Management Skills
A third theme that was very salient was the importance of education in disseminating knowledge to a level of diabetes self-management. The results indicated that there was no single "best" approach for conventional, structured education, however.
However, the reasons behind non-participation in structured education have been a specific focus of interest for Findlay-White et al. (2020), who reported that non-participation does not necessarily mean that patients are not interested in taking care of their diabetes. Moore et al. (2019) also created HEAL-D, an intervention adapted to the culture and behaviours of African and Caribbean people, which emphasises the need for culturally and behaviorally sensitive approaches to education. 
Pal et al. (2018) also contributed to this theme by examining patients’ perspectives on digital self-management education and support. This evidence broadened the educational theme beyond conventional structured programmes by showing the importance of considering how patients experience and engage with digitally delivered self-management support. 
The latter assessment of HEAL-D Online was especially revealing of the benefits of relevant and engaging learning. The programme was found to be effective in enhancing the knowledge, confidence and practical understanding of food, exercise, weight and glucose monitoring. As per Moore et al. (2019), one participant explained: “Now I’m very careful what I eat. I watch the portion sizes.” Another stated that the programme was engaging because “every day you go in, you learn a new thing.” 
The results also showed the need to provide an atmosphere where every learner can enhance their skills easily. It was noted that the health related educators were helpful and encouraging and made the discussion a safe place. One participant said that the group was “a little family gathering”, a place where they were able to talk about their problems and come up with solutions. 
This pattern was especially salient as it related to social support and education. Education was not limited to the transfer of information from professionals to patients. Sharing experiences with others facing similar problems proved beneficial for participants.
Digital delivery thus became an important, but contingent, enabler. Engagement was strong, with 77% of participants completing the programme after attending the first session of HEAL-D Online. However, participants recognised the need for ongoing support following the programme. One participant mentioned a “monthly or quarterly review” to avoid the return to old habits. Accordingly, digital education has made education more accessible but not removed the need for human follow-up.
[bookmark: _Toc241003741]4.6 Theme Four: Social, Family and Peer Support
The fourth theme concerned the importance of social, family and peer relationships in supporting Type 2 diabetes self-management. Family and health care professionals were specifically identified by Mulligan et al. (2017) as a source of support. 
The role of peer support was emphasised in more recent evidence. McClinchy, Dickinson and Wills (2025) showed that peer support groups were a readily available, sustained source of nutrition information for individuals with Type 2 diabetes. This study included 20 participants and employed interview and diary data to explore nutrition information practices. The participants appreciated the chance to exchange their experiences and ideas in non-healthcare settings. 
One of the most interesting observations was: “I think diet would be the top subject that people want to talk about.” This demonstrates how peer support is about real-life issues that may not be addressed during traditional visits.
The results also demonstrated that peer support was not equivalent to structured education, which was limited. Participants appreciated the ongoing peer group, social interaction and learning opportunities for comparing experiences. This implies that social learning may be necessary on an ongoing basis, not just as a one-off education.
Culturally tailored programmes also showed that social support played a role. In HEAL-D Online, participants appreciated meeting others with diabetes and making connections with others who were similar to them culturally. This seemed to increase knowledge and confidence as a result of peer and community networking.
However, the evidence wasn't indicative that everyone with a patient would gain from peer groups. Communication skills, social confidence and the level of integration of the diabetes diagnosis into daily life were reported to be influencing factors in participation by McClinchy et al. (2025). Social support is thus not always to be taken for granted but must be available and sufficiently organised.
[bookmark: _Toc241003742]4.7 Theme Five: Culture, Inequality and Individual Context
The fifth theme was inequalities and the impact of cultural and social contexts. Several studies were carried out on specific groups such as Black African and Caribbean people, people with severe mental illness and older people. 
Omodara et al. (2022) reported that cultural beliefs, attitudes and practices had an impact on diabetes self-management of sub-Saharan black people in the UK. Participants were interviewed in 36 semi-structured interviews, highlighting the need to consider self-management in participants' cultural contexts rather than culturally neutral behaviour. 
This body of evidence was expanded upon by Sapkota et al. (2025), who focused on Black African-Caribbean communities in Southwestern England. The study revealed nine culturally specific and generic themes that are important to health-seeking and self-care behaviours, one of which is diabetes acceptance in the community. 
The results of these findings were similar to the HEAL-D evidence, where culturally tailored education was linked to high engagement and improvements in dietary and physical-activity behaviours. The overall trend was that diabetes education could be more culturally relevant to make it more acceptable and useful.
Culture was not the only place of inequalities. Whyte et al. (2019) looked at inequalities in glycaemic control, monitoring and treatment in England. These studies, combined, show that results are affected not only by individual actions but also by the lack of access to and uptake of care that is adequate.
[bookmark: _Toc241003743]4.8 Theme Six: Medication, Treatment Complexity and Safety
Treatment was also a common issue, especially for the elderly. Medication utilisation, treatment options, adherence, and insulin use and treatment outcomes were the focus of the studies by Hamada and Gulliford (2016), Gordon et al. (2018), Ling et al. (2021) and Langerman et al. (2024).
Teo et al. (2025) added a behavioural dimension to this theme by examining intentional non-adherence and medication-taking behaviour among people with T2D. This suggests that medication complexity should not be considered only in terms of the number or intensity of treatments, because patients’ decisions and behaviours surrounding medication use are also relevant to sustained self-management.
The evidence suggested that when making decisions regarding medication use in older adults, age should be taken into account, as should comorbidities, cognitive function and risks of treatment. Ling et al. (2021) also investigated the associations between glucose control, sulfonylurea and insulin therapy use, and the risk of severe hypoglycaemia and mortality in elderly persons with type 2 diabetes. 
The results thus suggest that increased intensity of treatment does not necessarily translate into improved self-management. There is a need to balance treatment effectiveness with safety and the person's ability to manage complex treatment regimens.
The Langerman et al., (2024) study was of particular interest as it was qualitative, as insulin can add extra practical and emotional challenges for older people. Their co-design study also highlighted the need for older people and caregivers to be central to the design and optimisation of insulin initiation and management. 
There is also recent evidence on this subject for personalised targets. Crabtree et al. (2026) used the electronic frailty index to tailor HbA1c targets in older people, highlighting a shift toward individualised rather than one-size-fits-all treatment goals for glucose control in diabetes. 
[bookmark: _Toc241003744]4.9 Theme Seven: Communication Gaps and Unaddressed Needs
Another important discovery from the research was that there were some major diabetes-related issues that were not being addressed in the healthcare interactions. Ejegi-Memeh, Hinchliff and Johnson (2021) illustrated this quite clearly in the case of sexual health of midlife and elderly women with type 2 diabetes.
When healthcare professionals did not start talking, participants reported that sexual health issues became a compromise. One participant explained: “He didn't ask ‘Are you having dryness?’” Another participant talked about the socialization of their generation's women: “We were brought up not to talk about that sort of thing.” 
The results of this research indicate that the lack of discussion is not always a lack of need. Patients may be embarrassed to discuss sensitive topics due to generational expectations or lack of suitable vocabulary. This discovery aligns with the overarching proof that proactive communication is important for effective diabetes care, not simply getting patients to identify and bring up all concerns.
When the pandemic of COVID-19 struck, service continuity was further emphasized. Quirke-McFarlane et al. (2021) also studied the changes in self-management behaviours and service experiences associated with the COVID-19 pandemic, and how the disruption of usual service delivery may affect service users' diabetes self-management. The findings thus underscore the need for a more flexible approach to care that can continue to support the person during a disruption in services.
[bookmark: _Toc241003745]4.10 Overall Pattern of Agreement and Divergence
In all the 22 studies, considerable agreement was found that effective diabetes self-management is more than a product of individual knowledge. Enablers that occurred regularly included personalised professional assistance, relevant communication, practical learning, structured routines, family and peer support, culturally inclusive supports and follow-up procedures.
Agreements were also found that barriers were multi-faceted. Self-management may be affected by mental health problems, cognitive problems, treatment complexity, poor communication, cultural norms, reduced services and breakdowns in services. 
There were, however, some differences. All patients did not receive formal, structured education, while culturally sensitive and peer-based education were often positively reported. Digital interventions also had positive experiences among engaged participants and raised issues of accessibility, maintaining motivation, and the need for post-programme support. 
Overall, the results highlight a change from diabetes self-management as a personal responsibility to recognising that it is a process that involves collaboration and social embedding. The most effective strategies seemed to involve the partnership between the patient and the appropriate professional, family, peer and community supports.
[bookmark: _Toc241003746]4.11 Summary of Results
The seven themes identified from the 22 studies were: self-management knowledge and motivation, personalised healthcare, education and digital support, family and peer support, culture and inequality, medication complexity, and communication gaps. Patients generally had an understanding of diabetes management, mental health, cognitive challenges and treatment requirements may cause difficulties in sustaining diabetes self-care. Routinised consultations may reduce engagement, whereas personalised, collaborative care may increase it. Confidence and practical skills can be improved through culturally-tuned, peer-supported and digital interventions. The authors also highlighted the importance of ongoing follow-up, caregiver involvement, and collaborative treatment planning. In conclusion, good diabetes self-management is a multi-dimensional process influenced by the individual's capabilities, health care relationships, social support, culture and continuity of care.


[bookmark: _Toc241003747]5.0 Chapter 5: Discussion
[bookmark: _Toc241003748]5.1 Overview of the Findings
This systematic review was aimed at identifying barriers and facilitators impacting self-management in Type 2 diabetes (T2D) for adults aged 45 years and above in the UK primary healthcare setting. Seven interlinked themes were identified: self-management knowledge and motivation; relationship-centred personalised health care; education and technology; social support from family and peers; culture and inequity; medication and complex treatment; and lack of communication and unmet needs. In general, it can be concluded that successful self-management cannot be attributed to individual motivation and adherence only. Rather, self-management is a multi-dimensional process that depends on an individual's ability, relationships, socioeconomic factors and responsiveness of the health system. This conclusion corresponds with the conceptual model described in Chapter 2, where SEM and SCT are combined.
The first important interpretation here is the fact that a lack of self-management does not imply that there is a motivational problem. Based on the findings, it has been noted that the participants had the ability to understand the recommendations about diabetes despite the fact that they faced challenges in implementing what they know when it comes to exercising, taking drugs and other measures. This kind of interpretation is informed by past literature which argues that self-management should be interpreted based on patient experience.
[bookmark: _Toc241003749]5.2 Self-Management as More Than Individual Responsibility
The first significant interpretation is the one that a lack of self-management does not mean that it is a motivational issue. The findings have revealed that the participants were able to comprehend the diabetes recommendations despite having difficulty in turning knowledge into practice in terms of diet, exercise, taking medications and monitoring practices. Such an interpretation is backed up by previous literature suggesting that self-management ought to be viewed from the point of view of the patients' experience and not just their compliance with medical recommendations.
This is a finding that is congruent with the SCT, as knowledge and behavioural capability are needed but not enough for sustained behaviour. Self-efficacy and how well they can use their knowledge in real-life situations are also key. For instance, Langerman et al. (2024) discovered that older adults, after training, were able to administer insulin but may not be certain about glucose interpretation, treatment modification and access to appropriate support. Hence, competence can be taught without inducing confidence or independence.
The findings also support the SEM perspective, in that the individual's behaviour was repeatedly linked to interpersonal and environmental factors. Restrictions or opportunities to behaviour may come from financial pressures, competing responsibilities, cultural expectations and healthcare access. Interventions targeting patient motivation therefore may fall short in their attention to the context in which self-management occurs.
[bookmark: _Toc241003750]5.3 Healthcare Relationships, Communication and Personalised Care
The second key finding is the role of relationships with health professionals. The findings suggest that the role of primary care is one of facilitation or hindrance depending on the level of communication, continuity and personalisation. According to Dambha-Miller et al. (2020), while consultations seemed routine and checklist-based for some patients, other patients found the professional support and consistency valuable. This finding aligns with the conclusion of the literature review that organisation and continuity of primary care have an impact on diabetes management.
The suggestion is that self-management support is not ensured just by access to primary care. Individual patients should be given opportunities to discuss their difficulties, their treatment wishes and the practical considerations. This is especially important for older people, as multiple chronic conditions and polypharmacy, as well as functional capacity and preferences, may have implications for what is feasible.
The results of the communication gap study support this conclusion. In one of his studies, Ejegi-Memeh et al. (2021) found that certain concerns were not discussed in professional discussions, such as sensitive topics concerning sex. This implies that apart from the problem of insufficient information, the communication barrier also includes assumptions about what the patients want to discuss and the issue of insufficient time for consultations. Personalised care needs, therefore, to involve active communication rather than just giving out standardised information.
[bookmark: _Toc241003751]5.4 Education, Digital Support and the Knowledge–Action Gap
Education was identified as an important facilitator, but the outcomes questioned the idea that education alone can lead to a lasting behaviour change. Relevant, convenient, or properly tailored information and learning opportunities were highly esteemed and, therefore, formal learning could be rejected if it did not seem relevant, convenient, or improperly tailored in some way. This is consistent with the finding that culturally adapted interventions such as HEAL-D increase participation by making diabetes care relevant to people.
Support through digital means was also seen to have potential, especially if combined with rather than replacing professional support. Support through digital means for self-management was evident from the literature reviewed, although there was no specific age-related evidence. Results revealed that technology could increase the availability of information, surveillance, and support, but it could also create a need for more assistance from people with less confidence in handling technology.
This is a crucial interpretation: technology needs to be seen as part of the care continuum facilitation process, but not as a substitute for care itself. When the burden of care is placed on the patient’s shoulders without proper professional care would end up compounding, and not relieving, the treatment burden. The above statement is consistent with the findings of the literature review concerning the digital treatment burden and the importance of primary care alongside technological advancement.
[bookmark: _Toc241003752]5.5 Family, Peer Support, Culture and Inequality
This finding indicates that self-management is a social act. Support from families and peers may provide encouragement, assistance, collective wisdom, and collective responsibility. For instance, McClinchy et al. (2025) emphasised the importance of peer support in sharing nutrition experiences and practical insights. This reinforces the idea that self-management can be more sustainable if people do not need to take on the role of the diabetes manager alone.
Yet another significant dimension was culture. Omodara et al. (2022) demonstrated the impact of cultural beliefs and practices on diabetes self-management in the Black sub-Saharan African communities in the UK. Likewise, Sapkota et al. (2025) found culturally specific factors that impact health-seeking and health management behaviours among Black-African Caribbean individuals. The results contradict the one-size-fits-all treatment strategies and the notion that diabetes guidelines are interpreted identically among communities.
The findings further indicate that cultural aspects cannot be decoupled from socioeconomic disparities. The ability to perform behaviours may be affected by financial resources, access to food, competing demands and health literacy. The literature review also showed that there are differences in opportunities for participation in recommended health behaviours between different socioeconomic groups. So, culturally appropriate care must also be socially and economically sensitive.
[bookmark: _Toc241003753]5.6 Medication Complexity and Age-Related Challenges
Another significant constraint was the complexity of medications and treatment. Elders may be on several medications, have to take insulin, require more monitoring and have concerns about hypoglycaemia. Thus, the results indicate that the burden of treatment may be of special concern at times of increased burden of self-management.
This corroborates previous literature studies on older adults, which have indicated that physical, cognitive and functional changes can impact medication administration and glucose monitoring. It also supports the notion that treatment should be individualised, based not just on clinical endpoints.
The intensity of treatment and self-management, therefore, is complex. If the person is unable to physically, cognitively or socially implement a technically appropriate treatment, then this may still be challenging. Primary-care practitioners should therefore evaluate not just if a patient can understand a treatment but if the treatment is possible in 'real life'.
[bookmark: _Toc241003754]5.7 Theoretical and Practical Implications
Overall, the results support, but do not contradict the SEM-SCT framework. Knowledge, behavioural capability and self-efficacy are explained in SCT, and the latter are shaped by family, healthcare organisations and socioeconomic factors as explained in SEM. The findings are therefore indicative of the fact that both an individual and structural explanation are not enough. The best interpretation is one of a combination of capability and opportunity.
In practice, primary care needs to shift focus to more person-centred support for self-management. The barriers will be assessed during the consultation, such as medication burden, financial situation, health literacy, physical abilities and competing demands. Diabetes education must be culturally relevant and problem-solving instead of information giving. Digital interventions should support professional support and provide easy-to-access alternatives for digital exclusion. Family and peer-support opportunities can also help to support behaviour change over a longer period.
These implications are especially relevant at a time when there remains an ongoing disparity between the level of diabetes care provided and the targets being met in England. The literature showed that 45.2% achieved all three targets of diabetes treatment in the past year (year ending March 2025): HbA1c, BP, and statin prescription. The results suggest that, rather than just giving more information, it is important to understand the conditions under which people can take action when given clinical advice.
[bookmark: _Toc241003755]5.8 Limitations and Alternative Explanations
Findings should be interpreted with caution. Firstly, the evidence base is mixed – both qualitative and quantitative. Comparisons are not easily possible due to methodological diversity, and themes should not be interpreted as prevalence. This was acknowledged in Chapter 3 and was highlighted as a limitation that must be noted, particularly the idea that numbers are not the same as lived experience.
Secondly, the UK focus provides more contextual relevance, but reduced generalisability to other healthcare systems. The limitation to adults 45 years and older also does not include younger adults who may have different experiences. Selection and publication bias could have occurred due to the English-language and database limitations of the review.
Thirdly, some evidence relates to particular groups, such as those with severe mental illness, culturally specific communities or insulin users. These experiences can provide insights, but should not be extrapolated to all older adults with T2D. Lastly, the review is unable to provide proof of causation. For instance, if diabetes-related services were disrupted during the COVID-19 pandemic, it is not possible to measure a decrease in diabetes-related contact alone as evidence of a change in self-management.
[bookmark: _Toc241003756]5.9 Chapter Summary
The discussion posits that the self-management of T2D among older persons is best conceptualised as an interaction between individual capability, social support, and socioeconomic opportunity and responsiveness of healthcare. While knowledge and motivation are still essential, they are not enough when treatment is complex, unaffordable, culturally unacceptable, poorly communicated, or not continuous. The results thus validate the integrated SEM-SCT approach and suggest that primary-care support needs to be personalised, culturally sensitive, socially aware, and supported by suitable education, technology, family and professional relations.


[bookmark: _Toc241003757]6.0 Chapter 6: Conclusion
[bookmark: _Toc241003758]6.1 Overall Conclusion
This systematic review explored the barriers and facilitators to self-management of Type 2 diabetes (T2D) among adults (aged ≥ 45) attending primary care in the UK. The results showed that effective self-management cannot be understood by individual motivation, knowledge or adherence alone. Rather, it is shaped by the interplay of personal skills, health care relationships, family and social resources, cultural factors, socioeconomic factors and the organisation of primary care. 
Seven interrelated themes were uncovered: self-management knowledge and motivation; personalised healthcare relationships; education and digital support; family and peer support; culture and inequality; medication and treatment complexity; and communication gaps and unmet needs. Overall, self-management seems to be supported when people have sufficient knowledge and confidence, personalised healthcare assistance, positive working relationships with professionals, access to education, appropriate digital tools and support and social networks. However, decreased health literacy, multiple demands, complexity in treatment, communication barriers, lack of continuity of care, financial or social limitations, and culturally inappropriate care can make self-management more challenging.
The conclusion is, therefore, that self-management of T2D is a multi-dimensional process and not an individual responsibility. However, barriers and facilitators often work together, so an effective intervention strategy to support patients needs to focus on what they are doing, as well as what is happening in the wider social and healthcare system.
[bookmark: _Toc241003759]6.2 Reflection on the Research Approach
The research question could be answered by the systematic review approach as it allowed evidence from various studies to be gathered and thematically analysed. The qualitative, quantitative and mixed-methods evidence gave a wider understanding of the concept of self-management as compared to using one research design. Qualitative evidence gave an insight into patients' experiences, perceptions and relationships with healthcare services, and quantitative evidence gave insight into patterns and associations with treatment and self-management. Both perspectives were provided by the mixed-methods evidence.
The review was strengthened by the structured search and screening process, predefined eligibility criteria and quality appraisal, which enhanced the transparency of the review. Thematic synthesis was also suitable for organising the synthesis of patterns that arose from a variety of evidence. But direct comparison was limited due to variations in study populations, methodology, setting and results. The findings may also be limited in applicability, as only adults aged 45 years and older were considered and data were only gathered in the UK.
Important findings from the review were that patients may have knowledge and motivation yet still find it difficult to access health care, communicate, access treatment, or their social situations may restrict their ability to follow recommended behaviours. Problems with self-management may not necessarily be viewed as inadequate responsibility.
[bookmark: _Toc241003760]6.3 Recommendations for Practice
The findings result in several recommendations. First, there is a need to shift the primary-care consultation focus to increased personalised support for self-care. Healthcare workers might delve into patients' personal needs, priorities, trust, health literacy and other barriers beyond simple advice. This can help to make recommendations about diet, exercise, medication and glucose monitoring easier.
Second, continuity and communication might be enhanced. Healthcare relationships that make patients feel listened to, understood and involved in decisions may benefit patients. More continuity would enable patients to raise issues and problems that may not otherwise be raised. Communication should also be attuned to nuanced or private matters.
Third, and importantly, third parties such as education and digital support might supplement, not supplant, professional care. Educational materials may be modified for the patient's cultural context, literacy and functional requirements. Digital resources can be flexible and supportive between appointments, but suitable professional guidance is crucial to ensure technology does not add to workload.
Fourth, family, peer and culturally responsive primary-care services may be considered where appropriate and acceptable to the patient. These could prove beneficial in places where socioeconomic factors play a role in self-management. Support groups’ encouragement and assistance could also prove beneficial, as could culturally competent strategies to improve the effectiveness of nutritional and other advice.
6.4 Recommendations for Future Research
Longitudinal studies can be conducted to see how barriers and facilitators change over time and if improvement in any of the above factors leads to sustainable improvement in self-management.
Future research could look at how various barriers may affect each other when viewed together and not in isolation. Specifically, future research could study how socioeconomic background, health literacy, cultural beliefs, and technology access affect self-management of T2D in seniors.
Personalized and culture-based interventions can be tested in future studies in primary care settings in the UK. Comparisons between professional help along with family, peer, or digital interventions can be made compared to the use of education alone. Another area which needs more focus is older people who are disadvantaged socially and/or digitally disabled.
Lastly, future systematic reviews can foster increased consistency in measures and outcomes used across research. Increased consistency will enhance comparisons across research studies and perhaps facilitate better conclusions on effective self-management interventions.
6.5 Contribution and Significance
The review's main contribution is its holistic perspective of T2D self-management in primary care for older people in the UK. The findings did not portray self-management as something that an individual can or will do, but rather a process which is shaped by individual, interpersonal, organisational and socio-economic factors.
The Social Cognitive Theory (SCT) and Social Ecological Model (SEM) are helpful in understanding these results. Relationships, health services and social factors influence individual knowledge, behaviour and self-efficacy. This provides a more balanced perspective of responsibility for diabetes management. However, patients also play a key role in managing their day-to-day life, but their ability to do so is shaped by the knowledge and confidence they have, resources they have access to and a supportive environment.
6.6 Final Conclusion
Overall, from this review, it is concluded that older adults are more likely to successfully manage their T2D if their abilities are supported by their health care, which is accessible, personalised and ongoing, their education is suitable, their relationships are supportive, and their social circumstances are enabling. Results suggest that barriers do not stand alone and that patient motivational interventions alone are not likely to be sufficient to address the complex nature of self-management.
Primary healthcare may therefore be able to take a more person-centred, culturally responsive and socially aware approach, and future research may explore the implementation and sustainability of this approach. The impact of this research is that enhancing diabetes self-management means supporting what patients know and do, as well as enhancing conditions for effective self-management.
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APPLICATION FOR ETHICAL APPROVAL
In order for research to result in benefit and minimise risk of harm, it must be conducted ethically.
The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.
This form must be completed and approved prior to undertaking any research activity. SECTION A: About You (Principal Researcher)
	1
	Full Name:
	MEETKUMAR SANGANI

	2
	Student Number:
	2435003

	3
	Email address:
	meetsangani2911@gmail.com

	4
	Programme of Study:
	MSc Public Health and Social Care in Practice

	5
	Supervisor:
	Tonia Babalola



SECTION B: Internal and External Ethical Guidance Materials
	
	Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, location-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).
Please tick to confirm that your research proposal adheres to these codes and guidelines. You may
add rows to this table if needed.

	1
	UWTSD Research Ethics & Integrity Code of Practice
	🗹

	2
	UWTSD Research Data Management Policy
	☐

	3
	
	☐

	4
	
	☐



SECTION C: Details of Research Activity
	1
	Indicative title:
	Self-management of Type 2 diabetes among older adults attending primary care in UK: challenges and adherence

	2
	Proposed start date:
	21.05.2026
	Proposed end date:
	07.07.2026

	
	Introduction to the Research (maximum 300 words in each section)
Ensure that you write for a Non-Specialist Audience when outlining your response to the three points below:
· Purpose of Research Activity
· Proposed Research Question
· Aims of Research Activity
· Objectives of Research Activity

	
	Demonstrate, briefly, how Existing Research has informed the proposed activity and explain
· What the research activity will add to the body of knowledge
· How it addresses an area of importance.

	
3
	Purpose of Research Activity
To explore older adults (aged 45+) perceptions of factors that hinder or support effective self-management of Type 2 diabetes in a primary care setting in the UK.

	
4
	Research Question
What barriers and facilitators do older adults with Type 2 diabetes attending primary care in the UK encounter in carrying out recommended self-management behaviors (diet, physical activity, medication adherence and blood glucose monitoring? 

	
5
	Aims of Research Activity
To explore older adults (aged 45+) perceptions of factors that hinder or support effective self-management of Type 2 diabetes in a primary care setting in the UK. 

	
6
	Objectives of Research Activity
· To identify how adults with Type 2 diabetes adopt self-management practices (diet, physical activity, medication use, blood glucose monitoring) and explore challenges 
· To explore personal, social and health-system barriers that make self-management difficult. 
· To explore facilitators and sources of support (e.g. family, education, technology, health professionals) that help patients manage their condition.


	
	Proposed data collection methods (maximum 600 words)


	

7
	
This study will use Systematic Literature Review (SLR) for secondary qualitative research, which will help to identify root cause of increasing prevalence rate of T2D and highlight possible solutions to reduce this increasing social and health burden among older adults in the UK (Cabrera and Cabrera, 2023) asserted that SLR is transparent, rigorous and reproducible research method, which helps to identify, synthesize and collect high-quality existing studies to answer main research questions of a specific topic, hence its select to answer what barriers and facilitators do older adults with Type 2 diabetes attending primary care in the UK. Additionally, PEO is a core component of SLR, which is a structured approach to define search terms for specific studies, focusing on Population, Exposure and Outcome; this will focus on how self-management behaviors influence adherence and barriers within the older adults with diabetes in the UK, ensuring all reviewed studies directly address these components. 
P (Population): Older adults with Type 2 Diabetes in UK primary care. 
E (Exposure): Self-management practices (diet, medication adherence, glucose monitoring, lifestyle changes) 
O (Outcomes): Challenges faced and levels of adherence to self-management. 
“What challenges influence the level of adherence to self-management practices among older adults with Type 2 Diabetes attending primary care in the UK?”
[bookmark: _heading=h.5za38tp9s6ov]Materials/Data Collection Method(s)/procedure
Data collection: The study will use a systematic literature review and meta-analysis data collection procedure to find information regarding how many older adults in the UK are suffering from T2D and how they self-manage their conditions. According to Naghib et al. (2025), systematic data collection methods will be selected for finding various reliable and high-quality papers regarding the increasing prevalence of T2D and highlighting its suitable medication. These findings will be structured and aligned with the PRISMA framework to evaluate the final outcomes of the research. This study will adopt a systematic search strategy across databases, including Google Scholar and PubMed. Using the Boolean technique (AND/OR), keywords will include self-management, challenges, adherence, Type 2 diabetes rate, etc. This strategy will help to find existing sources from the study, then screen these collected papers to identify irrelevant papers such as outdated information, papers with only abstracts and incomplete methods and remove them later. In this secondary research method, it is most important for this proposed research to highlight challenges and facilitators that persist within the primary care for older adults in the UK who are suffering from T2D. After screening through the lens of PRISMA, only full-text articles will be selected for the study, which will enhance reliability. 
Data sources 
To extract data regarding T2D prevalence rate and its impact on the older adults in the UK, the study will use various secondary databases, including Google Scholar, PubMed and ScienceDirect. 
Selection Criteria 
Search terms 
This is a key step to find specific information through specific words, phrases, acronyms and plurals through Boolean Operators to find accurate and relevant pre-established papers (Benjafield et al., 2025) regarding the prevalence rate of T2D in the UK and older adults self-managing their chronic conditions and getting support from the primary care system. 
	Boolean Operators
	AND
	“Prevalence rate of T2D” AND “Older adults in UK”, and “UK primary care” AND “self-management”

	
	OR
	“Anxiety” OR “Depression”, “self-management” OR “self-care” OR “disease management”

	
	NOT
	“Type 2 Diabetes” AND “older adults” NOT “Type 1 Diabetes”


Table 1: Boolean Operators 
(Source: Self-developed) 
Time Frame 
These articles will be published within the last 10 years, which focus on Type 2 Diabetes patients in the UK and how it occurred due to primary care negligence. These papers will include peer-reviewed journals, only English language papers and explore how T2D is increasing day by day due to a lack of primary care support. 
Inclusion and Exclusion Criteria 
	Criteria
	Inclusion 
	Exclusion 

	Publication Type
	Peer-reviewed journal articles
	Non peer-reviewed sources (unpublished manuscripts, blogs)

	Text Availability
	Full-text article
	Only with abstract 

	Methodology
	Qualitative and Quantitative  research papers, as well as Systematic Literature Review paper
	Thesis paper, and Doctoral dissertations, 

	Language
	English
	Non-English

	Timeframe
	2016-2026
	Before 2016


Table 2: Inclusion and Exclusion Criteria
[bookmark: _heading=h.2hnxegtfkxb8](Source: Self-developed)



SECTION D: Scope of Research Activity
	
	Will the research activity include:
	YES
	NO

	1
	Use of a questionnaire or similar research instrument?
	☐
	✔

	2
	Use of interviews?
	☐
	✔

	3
	Use of focus groups?
	☐
	✔

	4
	Use of participant diaries?
	☐
	✔

	5
	Use of video or audio recording?
	☐
	✔

	6
	Use of computer-generated log files?
	☐
	✔

	7
	Participant observation with their knowledge?
	☐
	✔

	8
	Participant observation without their knowledge?
	☐
	✔

	9
	Access to personal or confidential information without the participants’ specific consent?
	☐
	✔

	10
	Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?
	☐
	✔

	11
	Performance of any acts which may cause embarrassment or affect self-esteem?
	☐
	✔

	12
	Investigation of participants involved in illegal activities?
	☐
	✔

	13
	Use of procedures that involve deception?
	☐
	✔

	14
	Administration of any substance, agent or placebo?
	☐
	✔

	15
	Working with live vertebrate animals?
	☐
	✔

	16
	Procedures that may have a negative impact on the environment?
	☐
	✔

	17
	Other primary data collection methods. Please indicate the type of data collection method(s) below.
	

☐
	

✔

	
	Details of any other primary data collection method:


(this box should expand as you type)
	
	



If you have ticked NO to every question then the research activity is (ethically) low risk and you may skip section E and continue to section F.
If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained.
SECTION E: Intended Participants
	
	Who are the intended participants:
	
YES
	
NO

	1
	Students or staff at the University?
	☐
	☐

	2
	Adults (over the age of 18 and competent to give consent)?
	☐
	☐

	3
	Vulnerable adults?
	☐
	☐

	4
	Children and Young People under the age of 18? (Consent from Parent, Carer or Guardian will be required)
	☐
	☐

	5
	Prisoners?
	☐
	☐

	6
	Young offenders?
	☐
	☐

	7
	Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?
	☐
	☐

	8
	People engaged in illegal activities?
	☐
	☐

	
9
	Others. Please indicate the participants below, and specifically any group who may be unable to give consent.
	
	

	
	Details of any other participant groups:
Complete this only if your participants cannot give consent. This includes animals
(this box should expand as you type)
	☐
	☐




	
	Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited?

	
10
	How many participants are expected?
	Ballpark figures are fine but make sure that you explain how you will identify and contact your participants.

(this box should expand as you type)

	11
	Who will the participants be?
	

	
	
	
(this box should expand as you type)

	
12
	How will you identify the participants?
	


(this box should expand as you type)



	
	Information for participants:
	YES
	NO
	N/A

	13
	Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?
	☐
	☐
	☐

	14
	Will you tell participants that their participation is voluntary?
	☐
	☐
	☐

	15
	Will you obtain written consent for participation?
	☐
	
	☐

	16
	Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?
	☐
	☐
	☐

	17
	If the research is observational, will you ask participants for their consent to being observed?
	☐
	☐
	☐

	18
	Will you tell participants that they may withdraw from the research at any time and for any reason?
	☐
	☐
	☐

	19
	With questionnaires, will you give participants the option of omitting
questions they do not want to answer?
	☐
	☐
	☐

	20
	Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?
	☐
	☐
	☐

	21
	Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?
	☐
	☐
	☐

	22
	If NO to any of above questions, please give an explanation

	
	As this research conducts systematic literature review, hence no participants are included. 

(this box should expand as you type)



	
	Information for participants:
	YES
	NO
	N/A

	24
	Will participants be paid?
	☐
	☐
	☐

	25
	Is specialist electrical or other equipment to be used with participants?
	☐
	☐
	☐

	26
	Are there any financial or other interests to the investigator or University arising from this study?
	☐
	☐
	☐

	27
	Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?
	☐
	☐
	☐

	28
	If YES to any question, please provide full details

	
	You should be able to tick NO for most of these questions. For any cases that you have ticked YES then provide details in this box. If you are using cameras/voice recorders to record interviews, then please state that in this box.

(this box should expand as you type)



SECTION F: Anticipated Risks
	
	Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them.

	
1
	Risks to participants
For example: sector-specific health & safety, emotional distress, financial disclosure, physical harm,
transfer of personal data, sensitive organisational information. If you have identified in section D that there are no participants, then enter N/A and go skip to question 3.

	
	Risk to participants:
	How you will mitigate the risk to participants:

	
	Emotional distress : might feel emotional stress and fatigue because of discussing healthcare challenges and personal experience with social care
	They will be informed that they can withdraw or skip any question at any point of time without penalty.




	

2
	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project,
it may need to be disclosed to the proper authorities

	
	If a participant discloses information indicating a serious risk of harm to themselves or others, or if illegal activity is revealed that falls under mandatory reporting requirements, the researcher will pause the session. I will follow the University's Safeguarding Protocol, which involves informing the participant that confidentiality must be breached to ensure safety, and I will report the concern to my primary supervisor and the relevant authorities if necessary. Participants will be made aware of this limit to confidentiality during the informed consent process

	
3
	Risks to the investigator
For example: personal health & safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	
	Risk to the investigator:
Researcher burnout, physical strain, and data errors from intensive screening and prolonged data extraction.


	 Schedule regular supervision meetings, follow a realistic timetable with scheduled breaks, use university wellbeing services, and apply strict inclusion/exclusion criteria with a structured extraction sheet.

	4
	University/institutional risks
For example: adverse publicity, financial loss, data protection

	
	Risk to the University:
Data Protection Compliance (GDPR): Risk of non-compliance with data regulations leading to legal or reputational damage.
	I will strictly follow the Data Management Plan approved by the University. All participants will sign a DPR-compliant consent form.

	5
	Environmental risks
For example: accidental spillage of pollutants, damage to local ecosystems

	
	Risk to the environment:
Carbon Footprint: Travel to various sites for data collection
	I will prioritize virtual interviews and digital data collection methods to minimize travel. When travel is necessary, I will use public transportation.



SECTION G: Feedback, Consent and Confidentiality
If you have identified in section D that there are no participants, then enter skip this section and continue to section H.
	1
	Feedback
What de-briefing and feedback will be provided to participants, how will this be done and when?

	
	You don’t need to email your participants with your final report. A good alternative is to set up an email address that they will be able to contact for further details or results.
(this box should expand as you type)

	2
	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be
obtained and recorded in accordance with prevailing data protection legislation.

	
	If you are using a paper questionnaire then you should have the participants sign an appropriate consent form. These forms will count as personal data and should be noted as such in section J. If you are using an online questionnaire, then you should have a screen before the questions start that acts as a consent form, informing participants that by clicking on the NEXT button they are providing consent.
(this box should expand as you type)

	3
	Confidentiality / Anonymity
Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case.

	
	Do not collect names unless you really need them. Do not name participants or organisations in any research publications (including the thesis) without their explicit permission.
(this box should expand as you type)



SECTION H: Data Protection and Storage
	
	Does the research activity involve personal data (as defined by the General
Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 “DPA”)?
	
YES
	
NO

	



1
	“Personal data” means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person. Any video or audio recordings of participants is considered to be
personal data.
	


☐
	


✔

	
	If YES, provide a description of the data and explain why this data needs to be collected:

	
2
	This includes audio/video data of participants but can also include IP addresses and usernames. Names, addresses and emails also count, as do consent forms.

(this box should expand as you typ

	
	Does it involve special category data (as defined by the GDPR)?
	YES
	NO

	




3
	“Special category data” means sensitive personal data consisting of information as to the data subjects’ –
(a) racial or ethnic origin,
(b) political opinions,
(c) religious beliefs or other beliefs of a similar nature,
(d) membership of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),
(e) physical or mental health or condition,
(f) sexual life,
(g) genetics,
(h) biometric data (as used for ID purposes),
	




☐
	




✔

	
	If YES, provide a description of the special category data and explain why this data needs to be collected:

	

4
	What counts as ‘sensitive’ will differ between cultures. Any information on behaviour that is not in accordance with cultural norms would count as sensitive personal data.



(this box should expand as yo



	
	Will data from the research activity (collected data, drafts of the thesis, or materials for publication) be stored in any of the following ways?
	YES
	NO

	5
	Manual files (i.e. in paper form)?
	☐
	🗹

	6
	University computers?
	☐
	🗹

	7
	Private company computers?
	☐
	🗹

	8
	Home or other personal computers?
	☐
	🗹

	9
	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☐
	🗹

	10
	“Cloud” storage or websites?
	☐
	🗹

	11
	Other – specify:
	☐
	🗹

	
12
	For all stored data, explain the measures in place to ensure the security of the data collected, data
confidentiality, including details of backup procedures, password protection, encryption, anonymisation and pseudonymisation:

	
	If possible, save your data on computers that are secure and regularly backed up. Many cloud services only provide GDPR-compliant storage for business customers. An example of suitable text is given below.
 I will use published literature and extracted summary data only, stored securely on UWTSD Office 365/OneDrive (password protected). All data will be kept in password protected cloud storage on the University Office 365 system which will not be shared.






	
	Data Protection

	
	Will the research activity involve any of the following activities:
	YES
	NO

	13
	Electronic transfer of data in any form?
	☐
	✔

	14
	Sharing of data with others at the University outside of the immediate research team?
	☐
	✔

	15
	Sharing of data with other organisations?
	☐
	✔

	16
	Export of data outside the UK or importing of data from outside the UK?
	☐
	✔

	17
	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☐
	✔

	18
	Publication of data that might allow identification of individuals?
	☐
	✔

	19
	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the GDPR and Data Protection Act (2018) (and/or any international equivalent):

	
	This includes data such as drafts of your thesis as well as experimental or survey data. An example of suitable text is given below.
All data will be encrypted and kept in password protected cloud storage on the University Office 365 system which will not be shared. Any USB sticks used to store or transfer data will be password protected. All data transfers will be encrypted and password protected. All participants will be given a unique identifier to ensure confidentiality and this list will be kept securely in the password protected folder. The data will be stored until the completion of the project and then deleted. In accordance with the DPA2018, participants will have the right to ask to see what data is held relating to them, and this data will be deleted immediately if the participant requests this, in which case the data will not be used in the project.

(this box should expand as you type)

	20
	List all who will have access to the data generated by the research activity:

	
	Normally the principal researcher, possibly also the supervisor and, if the project has an industrial partner, a representative of that partner. Possibly also external examiner or second marker?
(this box should expand as you type)

	21
	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	
	Usually the principal researcher.

(this box should expand as you type)

	22
	Give details of data storage arrangements, including security measures in place to protect the data, where data will be stored, how long for, and in what form.

	
	All data will be encrypted and kept in password protected cloud storage on the University Office 365 system which will not be shared. Any USB sticks used to store or transfer data will be password protected, and will be reformatted at the end of the project in order to destroy the data. The data will be stored until the completion of the project and then deleted.

(this box should expand as you type)

	22
	Confirm that you have read the UWTSD guidance on data management (see https://www.uwtsd.ac.uk/library/research-data-management/)
	☐

	23
	Confirm that you are aware that you need to keep all data until after your research has completed or the end of your funding
	☐




SECTION I: Use of AI tools
	Use of generative AI and other AI-based tools
There are a number of ethical issues relating to the use of generative AI and other AI-based tools, including data security, output bias, and output errors. In general you should assume that any generative AI or other AI-based tool that you pay to use is more secure and accurate than one which is free to use.
Will the research use AI tools to do any of the following:
	


YES
	


NO
	


N/A

	1
	Capture data?
	☐
	✔
	☐

	2
	Generate and/or edit text?
	☐
	✔
	☐

	3
	Generate graphics?
	☐
	✔
	☐

	4
	Generate video?
	☐
	✔
	☐

	5
	Generate sound/music?
	☐
	✔
	☐

	6
	Generate code?
	☐
	✔
	☐

	7
	Generate synthetic data?
	☐
	✔
	☐

	8
	Analyse data?
	☐
	✔
	☐

	9
	Analyse personal or sensitive data?
	☐
	✔
	☐

	10
	Classify data?
	☐
	✔
	☐

	11
	Do you intend to use the free version of any AI tools?
	☐
	✔
	☐

	If you have answered YES to any of questions O1-O11, please provide justification detailing why this is necessary for the research.

	

12
	State which AI tool or tools you will be using, and where they are based (or store their data – you may need to check their webpages or user agreement for this). If you are planning to use Copilot then say if you’re using the UWTSD version of it or the public version. You should also show how you are complying with current UWTSD guidance/policy of the use of AI.
(this box should expand as you type)



SECTION J: Declaration
	
	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.
In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/

	
1
	
Signature of applicant:
	Meetkumar Vinodray Sangani 
	Date: 15/06/2026

	2
	Supervisor:
	Tonia Babalola
	Date: 15/06/2026

	3
	Signature:
	Tonia Babalola
	






[bookmark: _Toc241003764]Appendix 2: CASP Appraisal Assessment Questions
	Randomised Controlled Trial (RCT)
	Cohort / Observational Study
	Qualitative Study

	Q1. Did the study address a clearly focused issue?
	Q1. Did the study address a clearly focused issue?
	Q1. Was there a clear statement of the aims of the research?

	Q2. Was the assignment of patients to treatments randomised?
	Q2. Was the cohort recruited in an acceptable way?
	Q2. Is a qualitative methodology appropriate?

	Q3. Were all patients who entered the trial properly accounted for at its conclusion?
	Q3. Was the exposure accurately measured to minimise bias?
	Q3. Was the research design appropriate to address the aims of the research?

	Q4. Were patients, health workers and study personnel adequately blinded?
	Q4. Was the outcome accurately measured to minimise bias?
	Q4. Was the recruitment strategy appropriate to the aims of the research?

	Q5. Were the groups similar at the start of the trial?
	Q5. Have the authors identified all important confounding factors?
	Q5. Was the data collected in a way that addressed the research issue?

	Q6. Aside from the intervention, were the groups treated equally?
	Q6. Have the authors taken account of potential confounding factors?
	Q6. Has the relationship between researcher and participants been adequately considered?

	Q7. How precise was the estimate of the treatment effect?
	Q7. Was the follow-up of subjects sufficiently complete and long enough?
	Q7. Have ethical issues been taken into consideration?

	Q8. Were all clinically important outcomes considered?
	Q8. What are the results of the study?
	Q8. Was the data analysis sufficiently rigorous?

	Q9. Are the benefits of the intervention worth the harms and costs?
	Q9. How precise are the results?
	Q9. Is there a clear statement of findings?

	Q10. Can the results be applied to the UK primary-care population?
	Q10. Can the results be applied to adults aged 45+ with T2D in UK primary care?
	Q10. How valuable is the research to the current study?

	NA
	Q11. Do the results of this study fit with other available evidence?
	NA

	NA
	Q12. What are the implications of this study for practice?
	NA






[bookmark: _Toc241003765]Appendix 3: CASP Appraisal of included articles
	No.
	Study
	Confirmed study design
	CASP appraisal result 
	Overall appraisal

	1
	Mulligan et al. (2017)
	Qualitative study
	Q1–Q10: ✓
	High

	2
	Pal et al. (2018)
	Qualitative study
	Q1–Q10: ✓
	High

	3
	Gordon et al. (2018)
	Retrospective cohort/database study
	Q1–Q12: ✓
	High

	4
	Hamada and Gulliford (2016)
	Population-based observational cohort
	Q1–Q12: ✓
	High

	5
	Moore et al. (2019)
	Intervention-development study using qualitative focus groups
	Q1–Q10: ✓; 
	Moderate–High

	6
	Whyte et al. (2019)
	Retrospective cohort study
	Q1–Q12: ✓
	High

	7
	Findlay-White et al. (2020)
	Qualitative study
	Q1–Q10: ✓
	High

	8
	Dambha-Miller et al. (2020)
	Qualitative primary-care study
	Q1–Q10: ✓
	High

	9
	Duke (2021)
	Qualitative study
	Q1–Q5: ✓; Q6: CT; Q7–Q10: ✓
	Moderate–High

	10
	Dambha-Miller et al. (2021)
	Prospective cohort study
	Q1–Q12: ✓
	High

	11
	Hackett et al. (2018)
	Longitudinal observational study
	Q1–Q12: ✓
	High

	12
	Ejegi-Memeh et al. (2021)
	Interpretative phenomenological qualitative study
	Q1–Q10: ✓
	High

	13
	Quirke-McFarlane et al. (2021)
	Quantitative cross-sectional survey
	Q1–Q10: ✓
	Moderate to high

	14
	Omodara et al. (2022)
	Qualitative study
	Q1–Q10: ✓
	High

	15
	Ling et al. (2021)
	Observational cohort/database study
	Q1–Q12: ✓
	High

	16
	McClinchy et al. (2025)
	Mixed-methods qualitative approach using diaries and interviews with thematic analysis
	Q1–Q10:  ✓
	High

	17
	Langerman et al., (2024)
	A qualitative study using semi structured (remote) interviews
	Q1–Q10 : ✓
	High

	18
	Langerman et al. (2024)
	Qualitative study with the focus of Experience-Based Co-Design by using thematic synthesis, video interviews, and feedback focus groups with patients, caregivers, and healthcare professionals. 
	Q1–Q10: ✓
	High

	19
	Crabtree et al. (2026)
	Observational/database cohort study
	Q1–Q12: ✓
	High

	20
	Boocock et al. (2024)
	Qualitative study
	Q1–Q10: ✓
	High

	21
	Sapkota et al. (2025)
	Community-focused qualitative study
	Q1–Q10: ✓
	High

	22
	Teo et al. (2025)
	Psychometric validation study
	Q1–Q10: ✓
	Moderate to high
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