[image: SCVO | Sandwell Council of Voluntary Organisations.]




Institute of Inner-City Learning Birmingham Campus


BSc (Hons) Health and Social Care











DECLARATION
This work has not previously been accepted in substance for any degree and is not being concurrently submitted in candidature for any degree
Signed: Salma Bibi
Date: 19.07.2026
STATEMENT 1 
This dissertation is being submitted in partial fulfilment of the requirements for the degree of BSc.
Signed: Salma Bibi 
Date: 19.07.2026
STATEMENT 2
This dissertation is the result of my own independent work/investigation, except where otherwise stated. Other sources are acknowledged by footnotes giving explicit references.  A bibliography is appended.
Signed: Salma Bibi 
Date: 19.07.2026
STATEMENT 3
I hereby give consent for my dissertation, if accepted, to be available for photocopying and for interlibrary loan, and for the title and summary to be made available to outside organisations.
Signed: Salma Bibi 
Date: 19.07.2026
STATEMENT 4
I hereby give consent for my dissertation, if accepted, to be available on the university’s IT system to those who have consent to use the system.
Signed: Salma Bibi 
Date: 19.07.2026


Cultural Barriers and Healthcare Access
A Study of Ethnic Minority Groups in the UK

Salma Bibi - 2315819

	

July 2026
Dissertation submitted as part of the requirements for the award BSc (Hons) Health and Social Care



Acknowledgements
I would like to thank my dissertation supervisor for guiding, providing feedback and supporting me during the development of this dissertation. I would also like to express my thanks to the academic staff and library services for their helpful input and guidance in the research process. Thank you to the members of my class and colleagues for their encouragement and discussion to help me think through my topic further. Last, but not least, I would like to express thanks to my family and friends for their patience, motivation and support throughout the execution of this dissertation.
















Abstract
This dissertation examines the cultural barriers and access to healthcare for ethnic minorities in the UK. The overall objective was to critically explore the impact of language barriers, cultural beliefs, health literacy, mistrust, discrimination and communication between patients and providers on access to NHS services and healthcare experiences. This is significant to the health and social care topic because although the principle of the NHS is universal access, there are still inequalities in accessing it, communication and in the outcomes of this care for ethnic minority communities.
The secondary research approach was used for the dissertation and was based on published academic literature, NHS reports, government reports and public health evidence. The search process was designed to ensure relevant sources were identified, and inclusion and exclusion criteria ensured focus on the most recent, credible and UK-based evidence. Selected literature was analysed thematically using an analysis method, repeated to group similar patterns and issues into structured themes.
The results revealed three strands. First, language barriers and communication issues can impact the process of appointment scheduling, obtaining informed consent, comprehension of treatment, and patient safety. Second, cultural beliefs, low health literacy, and mistrust can decrease uptake of preventive services, screening, vaccination, and early health services support. Thirdly, discrimination, gaps in policy and differential culturally responsive practices remain a barrier to equal access to NHS services.
The study had a number of limitations. Due to the nature of secondary research, this dissertation did not acquire new perspectives from ethnic minority patients, but rather published literature, NHS data and public health data sources. This could have resulted in personal experiences as local variations and the perspectives and opinions of smaller ethnic groups not being represented. Research and health planning should focus more directly upon communities, with the aim of better understanding and meeting the needs of the ethnic minorities.
The dissertation suggests that there should be more robust systems in place to support professional interpreters and the translated NHS communication, with culturally appropriate health literacy and outreach programmes should be developed and enhanced, and systems should be in place to ensure that anti-racist and culturally responsive practice is embedded in NHS training, service design and accountability. These recommendations are intended to support the UK's more inclusive, fair and effective healthcare practice.
Table of Contents
1.	Chapter 1: Introduction	9
1.1	Introduction	9
1.2	Definitions and Terminology	9
1.3	Rationale for Research	10
1.4	Aim and Objectives	10
1.5	Conclusion	11
2.	Chapter 2 – Background Information and Analysis	12
2.1	Introduction	12
2.2	Historical Background	12
2.3	Theoretical Background	13
2.4	International Context	14
2.5	National/Local UK Context	15
2.6	Conclusion	17
3.	Chapter 3 – Methods and Search Strategy	18
3.1	Introduction	18
3.2	Search Strategy	18
3.3	Searching for Information	18
3.4	Research Validation	19
3.5	Inclusion and Exclusion Criteria	19
3.6	Analysing Research	19
3.7	Ethical Considerations	20
3.8	Chapter Conclusion	20
4.	Chapter 4 – Findings and Discussion	21
4.1	Introduction	21
4.2	Thematic Analysis	21
4.3	Theme 1 Language Barriers, Communication Difficulties and Patient Safety	21
4.4	Theme 2: Cultural Beliefs, Health Literacy and Mistrust of Healthcare Services	24
4.5	Theme 3: Discrimination, Policy Gaps and Culturally Responsive Care	26
4.6	Chapter Conclusion	29
5.	Chapter 5 – Conclusion and Recommendations	31
5.1	Overall Conclusion	31
5.2	Recommendations	31
5.2.1	Strengthen Professional Interpreting and Translated NHS Communication	31
5.2.2	Develop Culturally Appropriate Health Literacy and Community Outreach Programmes	32
5.2.3	Embed Anti-Racist and Culturally Responsive Practice into NHS Accountability	32
6.	Chapter 6 – References	34














Table of Figures
Table 1 Inclusion and Exclusion Table	47
Table 2 Source Tracking Table	48
Table 3 Thematic Coding Table	49
Table 4 Summary of Findings by Theme	50



















[bookmark: _Toc232051185]Chapter 1: Introduction
1.1 [bookmark: _Toc232051186]Introduction
Although the National Health Service (NHS) was established with the aim of delivering free, universal healthcare at the point of care, still, inequality in the provision of health services is a significant public health issue in the UK (Khan, 2023). Health care inequality is unequal and preventable access to health care services, quality of care received and health outcomes for various population groups. The UK has become far more multicultural in recent decades and ethnic minority groups make up around 18% of the population of England and Wales (ONS, 2022). The diversity has created a greater need for culturally inclusive healthcare systems that are able to effectively respond to various languages, beliefs, traditions, and healthcare expectations. However, there are still barriers to accessing NHS services for ethnic minority communities such as language, discrimination, low health literacy, distrust of the NHS and a lack of provider-patient communication (UPD, 2026). Patient Safety Learning found that there were around 29% fewer General Practitioners (GPs) per 100,000 patients in areas with larger ethnic minority populations, which leads to unequal access to healthcare (García and Thomas, 2024). In addition, minority groups are less likely to use preventive health care services and minority groups are more likely to have poorer health care outcomes than the White British population (Dubay et al., 2024). Cultural barriers, including social, language, religious and behavioural issues, affect the way they engage with the health care system are therefore a significant problem in the UK health care system. The aim of this dissertation is to critique the role of cultural barriers in shaping access to health services for ethnic minority communities in the UK and to test their effects on experiences and outcomes of healthcare services. 
1.2 [bookmark: _Toc232051187]Definitions and Terminology
This dissertation contains a number of central concepts. Cultural barriers are social, linguistic, religious and behavioural factors that interfere in the effective communication between patients and health care professionals and frequently prevent minorities from accessing health care services (Taylan and Weber, 2022). Access to health care is the ability for people to receive the right, affordable and timely health care services they require when necessary. Ethnic minority groups are those which are distinct from White British people, based on ethnicity, culture, language and/or nationality (GOV.UK, 2024). Health inequalities refer to unhelpful and preventable disparities in health, health care access and outcomes among social groups. Cultural competence is the understanding, appreciation and responsiveness of health care providers and health care systems to individual and group cultural needs and beliefs (Stubbe, 2020). Health literacy is when people can read health information and make decisions about their health. There are also a few abbreviations used throughout this dissertation, such as NHS (National Health Service), the publicly funded health care system in the UK, and GP (General Practitioner), referring to the doctors in the community who provide primary healthcare services.  
1.3 [bookmark: _Toc232051188]Rationale for Research
The topic was chosen because there are increasing worries about the inequalities in care that ethnic minority groups are facing in the UK health service. The NHS was set up to ensure equal access to healthcare for everyone, but ethnic minority groups are still facing challenges regarding language, cultural beliefs, discrimination, and having less understanding of health (Robertson et al., 2021). There is also recent evidence that there is significant variation in the density of GP services across different ethnic minority groups, with minority patients less likely to make use of preventive health services and more likely to experience negative health service experiences (Burt et al., 2017). These differences gain more significance in ongoing public health debates about equality, inclusion, and culturally responsive health care delivery. The inequalities in healthcare are well documented, but existing studies are generally concerned with socioeconomic disadvantage without specifically considering the direct effects of cultural barriers on healthcare access, and patients' experiences of it (Abdi et al., 2025). Moreover, there are restricted studies that critically question the effectiveness of current NHS policies and cultural competence strategies in tackling these inequalities amongst a range of ethnic groups (Bansal et al., 2022). This dissertation therefore seeks to fill these research gaps by critically analysing cultural barriers to access to healthcare in ethnic minority groups in the UK. The study will build on the current body of knowledge by delivering a focused knowledge of cultural difficulties and suggestions to enhance inclusiveness, communication and equality in health care services. 
1.4 [bookmark: _Toc232051189]Aim and Objectives
Research Aim
This dissertation will critically explore the issue of cultural barriers to accessing health services amongst ethnic minority communities in the UK, and identify the language barrier, cultural beliefs, health literacy, discrimination and health provider-patient communication as potential factors. The study will also assess the effectiveness of existing culturally responsive healthcare practices and policies in minimizing healthcare disparities and enhancing healthcare experiences of various population groups.  
Research Objectives
· Objective 1: Understand and examine key cultural barriers that affect access to health services for ethnic minority populations in the UK, including language barriers, health perceptions, and cultural practices. 
· Objective 2: To identify how these cultural barriers affect uptake of services, patient-provider interactions and patient health care outcomes in NHS services. 
· Objective 3: Explore the effectiveness of existing policies, support services and cultural responsive healthcare practices in tackling inequalities in healthcare access for ethnic minority communities. 
· Objective 4: To make recommendations to both health care professionals and policy makers on increasing cultural competence, inclusivity and equal access to health care in the UK health care system.   
1.5 [bookmark: _Toc232051190]Conclusion
This chapter raised awareness of inequalities in the UK health services for ethnic minorities and the importance of cultural barriers in the health services. To ensure clarity of the study, key concepts and terminology were defined in the context of healthcare access issues, cultural competence, and health inequalities. The chapter also provided an explanation for the research undertaken by outlining gaps in the literature and why more culturally inclusive healthcare practices and support should be in place within the National Health Service. Furthermore, a research aim and objectives were explained to help to direct the research. Chapter 2 will critically examine literature and research on cultural barriers, ethnic minority health inequalities and experiences of ethnic minority health services in the UK.  




[bookmark: _Toc232051191]Chapter 2 – Background Information and Analysis
2.1 [bookmark: _Toc232051192]Introduction
This chapter includes contextual and general background information, which will inform the dissertation, by outlining inequalities in the context of social, cultural and healthcare settings for ethnic minority populations in the United Kingdom. The chapter explores the history of the NHS's approach to access and equality in healthcare provision, as well as the UK's population becoming more culturally diverse and culturally competent healthcare practices becoming more prominent. Furthermore, the chapter examines the theoretical frameworks, public health issues, policy changes, and current health care issues that are relevant to ethnic minority experiences in health care. The chapter provides broader background to the understanding of cultural barriers and health care access to ethnic minority groups in the UK and the impact these have on health care outcomes.     
2.2 [bookmark: _Toc232051193]Historical Background
The inequalities in the UK between ethnic minority groups have been created over many years of social, political and institutional transformation. The creation of the National Health Service in 1948 was a significant milestone in the history of the healthcare system in Great Britain, as it was established on the premise of giving universal healthcare free at the point of utilization (Clement, 2023). However commitment to equality has not been realised in the delivery of health care services to all communities. After World War 2, the UK faced a shortage of labour following large-scale migration by South Asians, Africans and Caribbean people in the 1950s and 1960s (BBC, 2024). The ethnic minority population in England and Wales made up about 18% of the population at the 2021 Census, highlighting a profound demographic shift in British society (ONS, 2023). Yet historically, healthcare systems continued to be predominantly around the cultural norms and modes of communication of white British people, creating access challenges for minorities.
A number of historical events have brought structural inequalities to the fore in healthcare provision. The ethnic health inequalities which were exposed during the COVID-19 pandemic are, for instance, in early 2020, Black African men were around three and a half times more likely to die of COVID-19 than White British men (LSE, 2026). Likewise, the Black Report of 1981 was one of the first major government reports to highlight the longstanding health inequalities associated with social and economic disadvantage in the UK, but many of its recommendations were not translated into practice (UK Parliament, 2025). Since then, organisations including the NHS England and the World Health Organisation have played a major role in raising awareness of health equity, cultural competence and patient-centred care. The implementation of policies like the Equality Act 2010 made it even stronger to protect against racial discrimination in health care organisations (NHS England, 2025). However, reforms in healthcare have paid more attention to rhetoric than to real implementation, with ethnic minority groups still reporting worse experiences of health care, problems with communication and unequal access to preventative health care services.     
2.3 [bookmark: _Toc232051194]Theoretical Background
· Health Inequality and Social Determinants of Health Theory
The Social Determinants of Health theory by the World Health Organization (WHO) is one of the primary theories that underpins this research. The theory suggests that social and economic factors like income level, education attainment, housing and discrimination have an impact on health, not just biological factors (Braveman and Gottlieb, 2014). This theory also accounts for the poor health indicators of ethnic minorities in the United Kingdom, where everyone is supplied with health care via the National Health Service. Structural inequalities in health and social care were reported as Black African men were around 3.5 times more likely to die from COVID-19 than White British men during the pandemic (Croxford, 2020). While the theory does a good job at explaining systemic disadvantage, it has been criticized for not adequately considering individual cultural beliefs and healthcare behaviours.
· Cultural Competence Theory
Another important theory that is relevant to this dissertation is the Cultural Competence Theory. It posits that healthcare practitioners need to be knowledgeable, aware and skilled in communicating with patients of different cultures. Cultural competence involves being familiar with other people's health beliefs, religious practices, communication styles, and expectations for health care treatment (Swihart, Martin and Yarrarapu, 2023). This approach has been widely adopted in the health sector to account for poor communication and mistrust between ethnic minority patients and health care providers. Research exploring experiences of maternity care in the UK identified issues of cultural insensitivity and language barriers during consultations, causing women from South Asian and Black communities to feel misunderstood or ignored (Healthwatch, 2024). In addition, NHS England launched cultural competence training programmes to enhance care that is patient-centred and to address inequalities in health (NHS England, 2025b). Although Cultural Competence Theory holds great significance, there are also criticisms that it may be too superficial to acknowledge all the nuances of culture and that it can lead to stereotyping if it is based on the assumption that all members of a particular ethnic group have the same beliefs and expectations about health and health care. Now some scholars believe that a more appropriate term is “cultural humility,” which is based on the idea of ongoing learning and self-reflection among health care providers (Yeager and Bauer-Wu, 2013).
· Application of Health Belief Model and Theory
The Health Belief Model (HBM) is used to understand the relationship between beliefs and healthcare behaviours and the use of healthcare services (Alyafei and Carr, 2024). It is theorized that people are more likely to seek care when they think they are at risk for getting sick and when they think the benefits of care are greater than the barriers to care. The model has been extensively used in research on uptake of vaccinations among ethnically diverse populations in the UK and for preventive health services in general. Minority groups had lower levels of participation in mental health services and cancer screening because of a lack of trust, fear, and health literacy (Cotterill, 2022). While the model provides insights into healthcare decision-making, critics suggest that it has been limited in its attention to the individual and failed to address broader structural determinants of health, like discrimination and unequal access to health services. 
2.4 [bookmark: _Toc232051195]International Context
Ethnic minority inequalities in health are acknowledged as a global public health problem, not just a UK problem. There are still many countries that have cultural differences that still have those communities having unequal access to the health care system, a lack of understanding of how to communicate with, be treated by, and how they are treated, and health outcomes in relation to the majority culture (Ramšak et al., 2023). The World Health Organization (WHO) reports that minority groups and socially disadvantaged populations around the world are at greater risk of suffering from chronic disease, late diagnosis, and limited use of preventive health services (WHO, 2025). Debates around culturally inclusive health care systems, the role of interpreters and equitable provision of health care have been further exacerbated by increasing global migration. As a result, cultural competence, patient-centred approaches, and equality in healthcare are now a major focus of international healthcare organisations in public health policies.
Various countries have had differing strategies for dealing with ethnic health inequalities. Canada and Australia have implemented multicultural healthcare policies that incorporate interpreter services, cultural sensitivity training, and community engagement initiatives into the healthcare system (Chauhan et al., 2021). The multilingual healthcare support and culturally responsive care are of major importance in Canada, where about 23% of the population was born abroad (Zghal et al., 2020). Australia has created the National Aboriginal and Torres Strait Islander Health Plan, which addresses the long-term indigenous health issues (Health.gov., 2020). At the same time, the United States still suffers from significant disparities in health care, as a result of it’s healthcare system that relies primarily on insurance. The Centres for Disease Control and Prevention found Black Americans are significantly more likely to have hypertension, diabetes and maternal mortality than White Americans (CDC, 2024). These disparities have become even more pronounced in the COVID-19 pandemic, when minority populations worldwide were at a higher risk for infection and death.
There are a number of international case studies of both successes and continuing issues. In New Zealand, culturally inclusive health services for Māori communities have been achieved by the engagement of Māori-based organisations and healthcare providers, which has increased healthcare participation and trust among Māori (Ministry of Health NZ, 2026). But world's health care policies are still not fully geared towards implementation but are still more geared towards policy creation. Although the world has agreed to provide equal healthcare, ethnic minorities in many nations still claim to face discrimination, mistrust, language barriers and inequalities in healthcare (Hayanga, Stafford and Bécares, 2021). This indicates that inequality in health services is a complicated cross-border problem that calls for the improvement of health services and their responsiveness to the cultural needs of those who use them.
2.5 [bookmark: _Toc232051196]National/Local UK Context
Inequalities in the health of ethnic minority groups have grown to be a major public health issue in the UK. While the National Health Service is based on equality of access to healthcare, evidence suggests inequalities continue to exist between minorities and the majority in the experiences and outcomes of the health service (Salway et al., 2016). The 2021 Census, carried out by the Office for National Statistics, shows that there are around 18% of people in England and Wales who identify as ethnic minorities, making culturally inclusive healthcare services more important (ONS, 2021). But there are continuing challenges that have been seen, such as language problems and health literacy, distrust of healthcare providers and discrimination in healthcare settings. The UK has been exposed to long-term inequalities in healthcare access and living conditions during the COVID-19 pandemic, with consistently greater numbers of deaths and hospitalisations among ethnic minority groups (LSE, 2026). Ethnic minority populations in larger areas were around 29% less likely to have a GP on their books per 100,000 people, which could be affecting the equality of access to primary care services and wait times (Maternityaction, 2026).
There are a number of national policies and legislation that have been enacted to tackle inequalities in the healthcare sector and enhance equality in the delivery of healthcare. The Equality Act 2010 ensures that people are not discriminated against on the basis of their racial group in health and social care services and in public services (GOV.UK, 2013). The NHS Long Term Plan highlights the importance of reducing inequalities in health and improving personalised care for diverse communities. Furthermore, NHS England launched cultural competence training and interpreter services to enhance the communication between the healthcare workers and patients belonging to various cultures (Hulme et al., 2023). The Patient and Carer Race Equality Framework is one of the policies that has been introduced to increase ethnic equity in mental health services (ELFT, 2025). However, these policies fail to actually tackle structural inequalities and workforce shortages, and that too much emphasis is placed on equality targets and policy statements. Some existing interventions have proven to be less effective, as revealed by ongoing reports of disparities in access to and uptake of preventive health services, such as cancer screening and mental health care, among ethnic minority patients (Richardson-Parry et al., 2023).
In the local area, there are also pockets of differences in access to healthcare around the UK. Large cities like London, Birmingham and Manchester tend to offer a wider range of interpreter services, community outreach programmes and culturally sensitive health services, due to their multicultural communities (MLM, 2026). The multilingual nature of some NHS Trusts in London can also be seen as a successful practice to boost vaccination uptake due to low uptake rates during the COVID-19 pandemic (Vilar-Lluch et al., 2023). Access to healthcare is patchy in deprived local areas, however, because of GP shortages and funding strains, and the uneven distribution of healthcare resources (Barlow et al., 2021). Ethnic minority patients in some areas still report that they are unable to communicate with their healthcare providers and feel less satisfied with their experiences of care than White British patients. The regional disparities highlight that whilst national policy attempts to ensure equality in healthcare, culturally inclusive healthcare practice may be implemented and effective in different ways across local healthcare systems in the UK. 
2.6 [bookmark: _Toc232051197]Conclusion
The wider context and background of health inequalities that ethnic minority groups might face in the UK were explored in this chapter. The historical development of healthcare inequality, key theoretical perspectives, international approaches to healthcare, and national and local policies and practices in the UK relating to cultural barriers and access to healthcare were discussed. The chapter pointed out that although the National Health Service's principles focus on universal health care, ethnic minority groups remain underrepresented in health care, have communication barriers, and are less likely to receive quality health care. The methodology for the research conducted in this dissertation will be explained in the following chapter, including the research design, data collection and analysis strategies to investigate cultural barriers to access to healthcare in the UK.
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[bookmark: _Toc232051198]Chapter 3 – Methods and Search Strategy
3.1 [bookmark: _Toc232051199]Introduction
This chapter describes the methodology and search strategy that were employed to carry out this dissertation in a desk-based and literature-based approach. This study is a secondary study, meaning that it does not involve the collection of primary data, but only secondary data from academic literature, NHS reports, government publications and public health evidence. This chapter goes into further detail on each stage, with the academic methodology poster giving a visual summary of the research process. Their significance is that they inform the selection of a source and the thematic findings for Chapter 4.
3.2 [bookmark: _Toc232051200]Search Strategy 
The search strategy was designed based on the dissertation title and the aim of the research. Main keywords were cultural barriers, ethnic minority groups, NHS inequalities, health literacy, cultural competence, communication between patient and provider, and access to healthcare. Boolean operators were used to enhance the search (Utoronto, 2026). AND was combined with similar terms, for instance, ethnic minorities AND healthcare access and OR was combined with similar terms, for instance, cultural barriers OR language barriers. Search words were noted to maintain the process.
3.3 [bookmark: _Toc232051201]Searching for Information
Academic databases and reliable health-related websites and databases were used to search for information, including Google Scholar, PubMed, UWTSD Library, NHS websites and UK government sources. These sources were chosen as they all offer access to peer-reviewed journal articles, healthcare reports, public health evidence and policy documents that relate to ethnic minority groups and access to healthcare in the UK. Google Scholar proved to be helpful for broader academic literature, and PubMed for health and medical research (Nourbakhsh et al., 2012). NHS and government websites have been used as they contain official evidence relating to inequalities in health, access to services and policy responses. Furthermore, filters were been used to ensure that search results are meaningful and relevant (Salvador-Oliván, Marco-Cuenca and Arquero-Avilés, 2021). These encompassed studies and research which had been conducted in the UK, cultural barriers or NHS inequalities, and also English-language sources published within the past decade, and studies written in English. In the process of searching, the keywords were modified if the results were too extensive or were not directly related (HANDLEY, 2024). For instance, the general search for healthcare inequality was followed by the use of other terms like language barriers, cultural competence, health literacy and ethnic minority groups. A source tracking table was created to document useful and relevant sources and the key findings.
3.4 [bookmark: _Toc232051202]Research Validation
All the chosen sources were checked prior to their use within the Dissertation. Articles were initially skimmed by reading the title, abstract, introduction and conclusion to see if the article was directly relevant to ethnocultural groups, ethnocultural barriers and access to healthcare services in the UK. The CRAAP test was then applied to test the Currency, Relevance, Authority, Accuracy and Purpose (Van Kampen, 2023). Not all sources fulfilled all five areas, but priority has been given to recent, relevant sources from credible authors or organisations. For instance, websites that included opinions with little academic backing were excluded, while websites from the NHS, government and peer-reviewed journals were included due to the reliable evidence provided.
3.5 [bookmark: _Toc232051203]Inclusion and Exclusion Criteria
Peer-reviewed journal articles, NHS reports, government publications and public health sources appearing in the past decade were included in the research. Sources were included if they covered health inequalities in the UK, ethnic minorities, cultural issues, language issues, health literacy, discrimination or access to NHS services. Sources were omitted if more than 10 years old, not written in English, outside the UK, opinion-based, inaccessible online or not relevant to ethnic minority healthcare access. The criteria ensured the research remained focused, current and pertinent to cultural barriers within the UK healthcare system.
3.6 [bookmark: _Toc232051204]Analysing Research 
A thematic coding method was used for analysing the selected sources (Ahmed et al., 2025). Every article, report and policy was thoroughly scrutinized to determine common themes and terms related to cultural barriers and access to healthcare. Some initial codes were language barriers, cultural beliefs, health literacy, discrimination, mistrust, interpreter use and patient-provider communication. Broad themes were then identified that correspond to the research aim and objectives, and similar codes were clustered around these themes. This information was organised in a table to list the sources, key findings, codes and emerging themes. This enabled the analysis to be structured in support of the findings of Chapter 4.
3.7 [bookmark: _Toc232051205]Ethical Considerations 
This research used only secondary data, with no new data being gathered from participants and no consent required. However, ethical practice throughout the dissertation were given importance (Falconediting, 2023). All sources were cited accurately and in accordance with the Harvard referencing system, and plagiarism or misrepresentation of evidence was not used, thus ensuring academic integrity was upheld. Literature was chosen and presented fairly to minimise bias and contribute to credibility (Paré and Kitsiou, 2017). Sensitive topics relating to ethnicity, discrimination and inequalities in health care were also addressed sensitively and responsibly.
3.8 [bookmark: _Toc232051206]Chapter Conclusion
The methods and search strategy adopted for conducting the secondary research are explained in this chapter. It described the methods of accessing relevant literature both via academic databases and via NHS sources and government publications and sets out the inclusion criteria and methods of research validation used to assess the sources. The chapter also explained how the recurring problems associated with culture and access to health care were identified using a thematic coding approach. The findings from this analysis will be presented in Chapter 4 in the form of key themes, relating to the research question.










[bookmark: _Toc232051207]Chapter 4 – Findings and Discussion
4.1 [bookmark: _Toc232051208]Introduction
This chapter describes and analyses the results from the secondary research undertaken into cultural barriers and access to healthcare for ethnic minority groups in the UK. The results are presented as a thematic analysis, which enabled grouping the repeated issues that were presented in the selected literature into themes. The process of thematic analysis will be explained at the beginning of the chapter, followed by the discussion of three major themes like Language barriers and communication challenges, cultural beliefs, health literacy and mistrust, and discrimination, policy gaps and culturally responsive care. These themes are explored in terms of the research aim and objectives.
4.2 [bookmark: _Toc232051209]Thematic Analysis
Thematic analysis is a qualitative approach to finding out patterns or themes in data that occur more than once, as per Braun and Clarke (Yardley, 2024). Thematic analysis was used for secondary research, comprising peer-reviewed articles, NHS reports, government publications and public health evidence used in this dissertation. Selected literature was carefully reviewed, and the common themes associated with cultural barriers and access to health care services were identified for ethnic minority groups in the UK. The following were repeated ideas and were coded in the coding/results table as initial codes, e.g., language barriers, mistrust, discrimination, cultural beliefs, health literacy and patient-provider communication. Codes were later aggregated at a higher level of abstraction to organise the findings in the form of themes (Wæraas, 2022). Three major themes emerged from the focus groups such as language barriers, communication challenges, cultural beliefs, health literacy, mistrust, discrimination, policy gaps, and culturally responsive care. These themes are discussed in the following sections.
4.3 [bookmark: _Toc232051210]Theme 1 Language Barriers, Communication Difficulties and Patient Safety 
This theme can also be understood through Andersen’s Behavioural Model of Health Service Use. According to Andersen, there are three components of access to health care such as predisposing factors, enabling factors, and need factors (Alkhawaldeh et al., 2023). Language is strongly associated with the enabling factor, as language is a factor that can stop an ethnic minority patient from using the service, even if they need it and they might not be able to communicate symptoms, book appointments, read letters and follow treatment advice. This indicates not just that NHS services are available but can be accessed by those who have access to them. The ONS Census 2021 reveals that 5.1 million people in England and Wales speak English or Welsh as an additional language, and of this 880,000 were unable to speak English very well, 161,000 were unable to speak English at all (Office for National Statistics, 2022). This indicates that language barriers are structural, rather than personal, issues of communication.
Levesque's “patient-centred” access framework also proves helpful for the analysis of this theme. The framework defines access as a process of being able to perceive, seek, reach, pay and participate in health services (Levesque, Harris and Russell, 2013). Several of these stages are affected by language barriers as if information about public health is not accessible in a patient's language, they may not feel their need for care. If GP booking systems and reception communication are only in English, they may find it difficult to seek care if they do not speak the language (Al Shamsi et al., 2020). If the instructions for the medication, consent forms or referral letters are not translated, they may also struggle to participate in treatment. This is significant as it demonstrates that language issues are not relevant just to the consultation room but are relevant to the entire health journey.
The national evidence on limited English proficiency and NHS communication is a stronger example. Beyond the large number of people who identified as not being able to speak English well or not at all in England and Wales (over 1 million), it is clear that language access is a major healthcare challenge and not a simple administrative problem (NHS England, 2025). Primary care is particularly impacted as accounting for over 90% of NHS activity, maintaining the accuracy of information for all three key stages of communication such as booking, triage, diagnosis and follow up (NHS England, 2023). NHS England's community language translation and interpreting framework or guidance confirms that the delayed process or lack of translation can convey risks of safety, delays and misunderstanding to people whose first language is not English. In one real case, a family of Romanians whose child needed to have an MRI scan under general anaesthetic. The family was not aware of the requirement for fasting due to the lack of written information in their language of the Communion Services. It was cancelled, the referral was lost and care was delayed by 11 weeks (NHS England, 2025). The communication failure was repeated when rescheduling the scan, demonstrating that the actual translation itself is not the only point of patient impact, but the entire patient journey. It also provides some insight into why there is a need to be able to include written communication, consent forms, appointment letters and preparation instructions in language support (Zimmermann et al., 2021). This is of critical importance, as this is also connected with health inequality issues as translation-poor patients find it less likely to raise issues when waiting for services, properly follow treatment, and make informed decisions concerning their treatment.
Another real case study is Nottingham University Hospitals NHS Trust, which adopted a blended interpreting service following a patient experience audit that revealed complaints, cost problems and issues with the quality of interpreting in 2014 (BBC, 2023). The model used in-house professional interpreters alongside the use of external services, prioritising face-to-face interpreting where this was clinically needed and telephone interpreting where this was less. The model included the use of in-house professional interpreters and the use of external services, with a focus on face-to-face interpreting where this was clinically required and telephone interpreting where this was not (Yargawa et al., 2026). This case demonstrates how language barriers can be minimized when interpretations are seen as part of clinical governance and not an ad hoc administrative function. It also demonstrates that good practice can vary among local NHS leaders and resources, so that patients in other areas may not be provided with the same level of language support as they are in this area (Mikelyte et al., 2024).
The subject is also related to informed consent and patient safety. GOV.UK guidance outlines the need for healthcare professionals to take all reasonable steps to communicate with patients, including the need for arrangements to support communication needs in languages other than English (GOV.UK, 2021). It also highlights that individuals with good conversational English might not be able to comprehend, communicate or read health-related content in English, especially applicable to consent, diagnosis and prescribing (Twersky et al., 2024). For instance, patients might seem to comprehend everyday conversation but fail to comprehend the risks associated with surgery, side effects of medication and urgent safety-netting advice. Thus, relying on conversational English may pose potential hazards to the decision-making process in health care.
Another issue that is crucial is the use of family members as interpreters. The British Medical Association recommends that refugees and asylum seekers should be given special consideration because using a family member or a friend to provide interpretation may not give refugees the freedom to discuss sensitive matters (British Medical Association, 2022). This is particularly the case in mental health, safeguarding, domestic abuse, sexual health and maternity care. This is consistent with the notion that informal interpreting can be seen to alleviate immediate communication obstacles, but can detract from the quality of confidentiality, patient autonomy and clinical accuracy (Scharf, 2021). It can also perpetuate power imbalances in families if there is a tendency to have children, husbands or wives, or community members interpret private health information.
Most crucially, language barriers must not be seen outside the context of ethnicity, class, migration and health literacy. A second-generation ethnic minority patient who speaks fluent English will access the NHS differently from a newly arrived migrant, whose English is limited, has a low income, and so has little knowledge of the NHS. Thus, the issue is not ethnicity, but the interplay of language barriers with other social determinants of health. This confirms the theory of Social Determinants of Health, which convey that communication is influenced by education, migration history, employment, housing, access to digital technology and social support (Vrtikapa, Urmy and Hoque, 2025). This can lead to inequalities being further exacerbated and poorer outcomes for some ethnic minority groups due to a lack of language.
4.4 [bookmark: _Toc232051211]Theme 2: Cultural Beliefs, Health Literacy and Mistrust of Healthcare Services 
An additional example is cervical screening, where cultural beliefs, embarrassment, lack of awareness and mistrust of services are barriers to accessing preventive services. Although screening can detect changes that may develop into cervical cancer, an estimated approximately 3,200 women are diagnosed with cervical cancer and approximately 850 women die from the disease in the UK every year (Long, 2022). New data also indicate that participation in cervical screening in the UK is down from 72.2% in 2020 to 68.4% in 2024, and that approximately 1 in 3 women eligible for screening have not been screened (Thomas, 2025). This is important for ethnic minority healthcare access, as research indicates that women from ethnic minority communities may experience further barriers such as fear and shame, language barriers, a lack of culturally relevant information and a desire for a female practitioner (Sanhueza-Morales et al., 2025). This fits in with the Health Belief Model, as even if screening is free, women with perceived barriers will not attend screening as long as the perceived barriers outweigh the perceived benefits.
The UK case study of YouScreen, led by King's College London, investigated self-sampling for cervical screening in GP practices, and is a real-life study. The trial demonstrated that the provision of home testing has the potential to increase uptake of the screening test, particularly among those who are underserved and may not feel comfortable visiting a clinic due to embarrassment, anxiety, or other factors (King's College London, 2025). This is significant for ethnic minority women as self-sampling could mitigate cultural and practical limitations associated with modesty, childcare, travel, and discomfort with intimate exams. While self-sampling can enhance accessibility, it is not a solution to broader issues like low health literacy, mistrust, language barriers, or limited culturally sensitive communication.
Another powerful example of cultural beliefs and mistrust having an impact on health care access is mental health. In some ethnic minority communities, mental illness may be linked to dishonour, shame in the family, religious explanations or fear of social judgement, causing a delay in seeking health assistance until the symptoms are very advanced. Black mothers were 2.5 times more likely than White mothers to be admitted to hospital with perinatal mental illnesses in England (Thomas, Health and correspondent, 2024). Black women's deliveries accounted for approximately 5% of deliveries, while their puerperal mental disorders accounted for 12% of hospital admissions between 2020 and 2023 (Floyd James et al., 2023). This implies that the effectiveness of early, community-based mental health assistance for all groups may not be equal.
An important point to consider about this case is that the mistrust and cultural stigma are not just associated with service utilization, but with when people use services. If the early support to ethnic minority mothers is not effective, they are more likely to be admitted to the system during a crisis or hospital stay (Parliament.uk, 2024). This is connected with Andersen's Behavioural Model, as need does not prepare for service. Patients can only take steps to improve their health if they can access trusted professionals, culturally sensitive mental health care and the information they need, as well as have accessible pathways to referrals. However, the issue is not only about individual disaffirmation, but an incongruity between the service design and community experience.
Mistrust in maternity care is another example of how patterns of inequality can influence mistrust. The recent reporting on a maternity safety incident at the NHS shows that black women in the UK are almost four times more likely to die from childbirth or during pregnancy than white women, and black babies are twice as likely as white babies to die before 24 weeks of pregnancy (NHS England, 2026). These are not just clinical figures, but they also shape the perceptions of the community around the NHS and its safety and fairness. Repeated negative experiences can reduce trust in healthcare services and make people less likely to engage with future care (Shukla, Schilt-Solberg and Gibson-Scipio, 2025).
The Core20PLUS5 policy framework is a relevant policy response to the inequality in health care, with priority areas set out as maternity care, severe mental illness, chronic respiratory disease, early cancer diagnosis and hypertension case-finding (Cambridgeshireinsight, 2026). This is directly related to Theme 2 because these situations involve patients having to access health information, trust professionals and access preventive or early intervention services. It also demonstrates, however, the power of a policy without a local implementation. National frameworks could not fully address language barriers, cultural stigma and mistrust if they are not complemented by community outreach and culturally appropriate information and ongoing relationship building within the community (Hood, Campbell and Baker, 2023).
The evidence also highlights that cultural barriers can coincide with deprivation. In England, 46.8% of individuals of Pakistani ethnic background were in the most deprived areas, as reported in recent research on ethnic differences in outcomes of COVID-19 (Pineda-Moncusí et al., 2025). This is important as health literacy and mistrust are not just cultural problems such as poverty, housing, employment, education, and digital exclusion are all factors that can affect health literacy and mistrust. People may miss screening or vaccination appointments not because they reject healthcare, but because they face barriers such as poor understanding of information, inability to take time off work, or mistrust of a system that has failed them before (Uğrak et al., 2025). This supports the theory of SDOH by examining cultural beliefs in conjunction with structural inequality.
4.5 [bookmark: _Toc232051212]Theme 3: Discrimination, Policy Gaps and Culturally Responsive Care 
The third key theme in the literature reviewed was discrimination, gaps in policy and culturally responsive care. For the purpose of this dissertation, discrimination is the experience of unequal or unfair treatment of ethnic minority patients in the use of healthcare services. This can be direct, racist behaviour, racist language, or indirect where systems are organised in ways that disadvantage specific groups (American Psychological Association, 2022). Policy gaps are the mismatch between commitments to equality in the NHS and the experiences of ethnic minority patients. Culturally responsive care is when healthcare acknowledges and responds to patients' cultural and linguistic beliefs, values, and practices, as well as their religious and social needs (Chartspan, 2025). This theme is key to the research question, as although patients have access to free NHS care, this does not necessarily imply that they have equal access if they feel that they are not being cared for well, that they are being stereotyped, that they do not feel safe, and that their needs are not being met.
This theme has a historical context that is related to the broader structural racism and inequalities in the UK. The NHS was established in 1948 to ensure access to health services for everyone, but this does not always lead to equal access (Gorsky, 2015). It is common that ethnic minority communities have faced unequal treatment in all public institutions, such as healthcare, housing, employment and education. These disparities are broader and have a significant impact on health care experiences, as patients do not use the NHS services in isolation from their social lives. Past discrimination can decrease trust, confidence and provision of care (Devjani et al., 2026). It is important that discrimination is seen as more than just individual prejudice and as part of the broader institutional practices, working culture and allocation of resources.
The Social Determinants of Health theory can help explain this theme as it suggests that poverty, housing, education, employment and discrimination are social factors that impact health. Discrimination can be a social determinant for ethnic minority groups as it impacts access to services, communication with services, gaps in trust and gaps in treatment outcomes (Bazargan, Cobb and Assari, 2021). If ethnic minority patients are in deprived communities where there are fewer GP appointments, where a racist attitude exists within health services, or where their symptoms are discounted or their seriousness is overlooked, their health may suffer despite the availability of the NHS (Mirage News, 2026). This demonstrates cultural barriers are not just about language or beliefs, but also about fairness, power and institutional trust.
Studies indicate that there is a clear problem of discrimination, which can be seen in the number of patients who are lost from healthcare services. Evidence shows that the problem of discrimination is a serious problem in accessing healthcare services. 51% of those surveyed reported some level of discrimination at their GP surgery by the NHS Race and Health Observatory, specifically, 38% of Asians and 49% of blacks said their primary care providers treated them differently based on ethnicity (O’Dowd, 2025). This is important as primary care is likely to be the first-place patients will turn to the NHS. Discrimination at this stage can cause patients to put off treatment, not come back in for more, or not trust professional advice (Bidgoli et al., 2025). These figures show that discrimination is not a minor issue, but a direct barrier to accessing healthcare.
Maternal care is one of the best "real-life" examples of the impact of ethnic inequality on health outcomes. The national maternity review by the Care Quality Commission also revealed South Asian and Black women were more likely to have babies born too early or too small for their gestation age as there was also a higher risk of stillbirths for babies born to South Asian and Black women (CQC, 2022). This is important because maternity services are a highly monitored service in the NHS, but ethnic inequalities are still present. Black maternal health is a marker of this seriousness, with bountiful evidence in the UK showing that women of Black ethnic background are several times more likely to die during their pregnancy or following childbirth than women of White ethnic background (Summers, 2021). Although the causes are complex, they have been linked to delayed escalation of symptoms, poor communication, implicit bias, socioeconomic inequality and lack of culturally sensitive care.
The NHS work experience is also significant as it plays a role in the care provided to patients as well as organisational culture. BME staff were more likely to suffer discrimination from other staff members than White staff as 15.5% of BME staff vs 6.7% of White staff (NHS BME Network, 2026). This is because they are more likely to be less successful in developing fully inclusive care environments if their workforce is racist. It can also impact staff morale, ethnic minority staff retention and staff confidence, demonstrating that culturally responsive care is not just a matter of patient-facing policies as it's a matter of culture (Cawthorn, 2025). It also calls for action on racism in NHS organisations.
This theme is also very relevant to Cultural Competence Theory. The theory posits that the health care worker requires awareness, knowledge and skills to function in a culturally diverse environment with patients from diverse cultural backgrounds (Lee, Sung and Fan, 2025). However, the evidence indicates that cultural competence in and of itself may be insufficient when it is provided in isolation, in the form of short cultural training sessions, and without altering organizational behaviour (Chao, 2025). For instance, a hospital can conduct cultural awareness training, but if the level of communication is still poor, diagnosis or treatment is delayed, or ethnic minority patients are treated with a sense of superiority, then the training has failed to produce any real changes. Cultural humility and anti-racist practice are important too because of this. Professionals need to listen and make no assumptions about a person's culture, under cultural humility (Khan, 2021). And anti-racist practice demands action to address inequitable treatment, which is not the same as cultural humility.
Policy and legislation apply to this theme as well. The Equality Act 2010 recognises race as a protected characteristic and the duty for health and social care organisations to prevent unlawful discrimination (GOV.UK, 2013). The roles of NHS England and ICBs also include the duty to minimise inequalities in access and outcomes. Ethnic health inequalities are recognised at a national level through a number of policies, including Core20PLUS5, the Patient and Carer Race Equality Framework and the NHS Race and Health Observatory (Nhsrho, 2025). The lack of implementation, however, is the weakness as having policies in place doesn't mean patient experiences are equal. Further evidence of inequality and discrimination in maternity outcomes and low levels of trust indicate that policy support has not yet overcome ethnic inequalities.
The literature reviewed reveals that, when used appropriately, culturally responsive care can be beneficial. Community outreach, translated information, culturally appropriate mental health support, using interpreters, having a diverse workforce and engaging with the community from a faith perspective can enhance both trust and access (Prohens, 2024). Some parts of the NHS approached faith leaders and community groups to try to tackle mistrust and misinformation during the vaccination programme for the COVID-19 pandemic. This was better than using just national health messages because local networks were used, but it is during crises that such interventions seem to be at their best. One of the weaknesses in this is that culturally responsive care does not necessarily become a permanent element within NHS planning (Vandecasteele et al., 2024).
The consequences of non-responsiveness are far-reaching. Patients might have the feeling of being misunderstood or rejected, and this can be associated with delays in help-seeking, lower take-up of screening, reduced adherence to treatment and less trust in NHS services. Discrimination can also further emotional stress and pass down health disparities from one generation to the next (Aran et al., 2025). For instance, if a family has a poor experience with maternity care or mental health services, this can impact others' perception of the NHS in their community. Hence, the effects of discrimination are at the individual and community level.
This theme ties nicely with the two previous themes. There may be language barriers, and so sometimes patients are not aware of how to voice their complaints or to explain bad treatment. A lack of health literacy can also increase the difficulty a patient may have in asserting their rights or challenging decisions. Ongoing experiences of discrimination and ineffective communication can lead to mistrust. Hence, the three themes should not be dealt with as isolated themes. There is overlap and reinforcement between them.
4.6 [bookmark: _Toc232051213]Chapter Conclusion 
This chapter outlined and explored the main findings of the thematic analysis of secondary data on culture and the access of ethnic minority groups to healthcare in the UK. Three main themes were identified. First theme highlighted poor translation and communication issues that can impact the ability to make appointments, paperwork, consent, safety and treatment understanding. The second theme illustrated how cultural attitudes could play a role in decreasing participation in preventive care, screening, vaccination, and early health care services, along with low levels of health literacy and mistrust. The third theme emphasised the continued role of discrimination, policy gaps and inequalities in culturally responsive care in the NHS in limiting equal access. Overall, the results indicated that there are both individual and structural barriers that influence access to healthcare. The overall conclusions of the dissertation will be assessed in the following chapter, and suggestions for better culturally inclusive healthcare practice within the UK will be given.



















[bookmark: _Toc232051214]Chapter 5 – Conclusion and Recommendations
5.1 [bookmark: _Toc232051215]Overall Conclusion 
This dissertation addressed cultural barriers and access to healthcare in ethnic minority groups in the UK. The research objective was to examine the impact of language barriers, cultural beliefs, health literacy, mistrust, and discrimination, along with patient-provider communication, on access to the NHS services. This has been achieved using secondary research and thematic analysis with the topic, rationale and aim and objectives were introduced in Chapter 1. Chapter 2 gave background information on inequalities in the historical context, theoretical frameworks and healthcare policy in the UK. The methodology used to include the search strategy, selection of sources and coding in thematic discourse, was explained in chapter 3, which covered the literature. Chapter 4 found three major findings such as language barriers can have a negative impact on communication and patient safety, with cultural beliefs can have a negative impact on patients' health literacy and trust in health systems and discrimination and policy gaps can have a negative impact on culturally responsive care. Overall, the goals were met, as the dissertation focused on barriers, their impact and provided evidence-based recommendations for improving inclusive healthcare practice.
5.2 [bookmark: _Toc232051216]Recommendations 
5.2.1 [bookmark: _Toc232051217]Strengthen Professional Interpreting and Translated NHS Communication
NHS organisations should develop professional interpreting and translated communication in GP practices, hospitals, maternity services, mental health services and screening programmes, which is the first recommendation. This recommendation directly addresses the finding that language barriers impact access to appointments, informed consent, understanding of treatment and patient safety. In reality, all these things ought to be recorded at the patient's registration, trained interpreters are available at complex appointments, and important documents like appointment letters, consent forms, instructions for medicines and screening invitations are translated. This is significant as NHS England's 2025 interpreting framework recognises that delays and barriers to accessing healthcare for people with limited English proficiency can be caused, and that interpreting should enable people to communicate in both speech and writing (Maclellan, Shehata and Mulji, 2026). In a real case, a Romanian-speaking family had a child referred for an MRI under general anaesthetic as verbal interpreting was provided, but the written instructions were not translated, which led to the child not being given the correct fasting procedure instructions and to the delay in care (The Independent, 2023). This demonstrates that translation is not just a matter of convenience, but also patient safety. The primary challenge is cost and inequitable access. To address this, Integrated Care Boards should identify local language needs and adopt a blended approach such as face-to-face interpreters for high-risk consultations, video or telephone interpreters for routine appointments.
5.2.2 [bookmark: _Toc232051218]Develop Culturally Appropriate Health Literacy and Community Outreach Programmes
Secondly, it is recommended that NHS services create culturally sensitive health literacy and outreach programmes to ethnic minority communities. It's a response to the fact that cultural beliefs and low health literacy and mistrust have been found to decrease engagement with screening, vaccination, mental health services and early intervention. Around 42% of working-age adults in England find it difficult to understand everyday health information, increasing to 61% when numeracy is required (Public Health England, 2015). This is important because often the NHS information will contain numbers, risks, instructions for medication and instructions for appointments. In practice, NHS Trusts and GP networks should utilise simple language, translated versions of materials, community workshops, faith settings, local charities and bilingual community health workers. The Core20PLUS5 approach already captures important priority inequalities, including maternal, severe mental illness, early cancer diagnosis, hypertension and chronic respiratory disease, and outreach should target these inequalities (Champs Public Health Collaborative, 2026). For instance, messages delivered via local networks, mosques, churches, temples and community centres, can better resonate with people and enhance trust, as screening and vaccination campaigns are culturally adapted. The downside is that inappropriate outreach can be stereotyping or tokenistic of communities. This can be addressed by working with ethnic minority patients, voluntary organisations and faith leaders to produce programmes, rather than campaigns being created within only NHS offices.
5.2.3 [bookmark: _Toc232051219]Embed Anti-Racist and Culturally Responsive Practice into NHS Accountability
The third recommendation is for NHS organisations to integrate anti-racist and culturally responsive practice into staff training, service design and accountability systems. This recommendation is based on the evidence that discrimination, policy gaps and low-quality culturally responsive care remain barriers to equal access. Training includes cultural humility, unconscious bias, anti-racist practice, safe communication and real patient case studies from the maternity, primary care and mental health services. But training is not sufficient as ethnic differences in complaints, waiting times, screening uptake, maternity outcomes, access to interpreters and satisfaction scores should be monitored by NHS Trusts, GP practices and Integrated Care Boards. This would be a measurable equality instead of a policy-based one. The culture of this workforce is also significant, as NHS England's 2024 Workforce Race Equality Standard revealed that 15.5% of BME staff had faced discrimination from other staff members, compared with 6.7% of White staff (NWAS, 2025). When the healthcare staff is also the target of discrimination, it can be difficult to foster patient experiences that are inclusive. The most significant obstacle is staff resistance to the concept of anti-racism, which is seen as blaming and as an additional responsibility. That can be addressed by connecting culturally responsive practice to patient safety, professional standards and quality improvement. Progress should be monitored regularly by senior NHS leaders, and local managers should be held to account for reducing ethnic inequalities in care.
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	Swihart, Martin and Yarrarapu (2023)
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	Alyafei and Carr (2024)
	Health beliefs influence healthcare use and decision-making.
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	South Asian and Black women reported language and cultural barriers in maternity care.
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	García and Thomas / Maternityaction (2026)
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	Theme 3

	GOV.UK (2013)
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	Hulme et al. (2023)
	Interpreter services can improve patient communication.
	Theme 1

	Richardson-Parry et al. (2023)
	Inequalities remain in screening and mental health care.
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	Multilingual NHS communication supported vaccination uptake.
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	Salway et al. (2016)
	Ethnic inequalities remain in NHS experiences and outcomes.
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	Theme 1: Language Barriers and Patient Safety
	Limited English, lack of interpreters and untranslated NHS information affect communication.
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	Cultural beliefs, stigma, low health literacy and mistrust reduce confidence in services.
	Reduces use of screening, vaccination, mental health support and early care.

	Theme 3: Discrimination and Culturally Responsive Care
	Discrimination, policy gaps and inconsistent cultural support affect patient experience.
	Reduces trust and contributes to unequal healthcare outcomes.
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