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Abstract
This systematic literature review assesses critically the effectiveness of culturally-competent care in addressing health inequalities for ethnic minority communities in the UK. It focuses on practices that are culturally competent, inequalities in health, and implementation barriers and facilitators, as well as opportunities for improvement. The methodology used in conducting systematic literature review was interpretivist philosophy, inductive approach and PRISMA framework. Prior to thematic analysis, relevant secondary research was identified, screened and evaluated. The results pointed to four themes that showed an overlap between them all, indicating that culturally competent care could positively impact communication, trust, patients' engagement and response. 
Some of the key practices were culturally sensitive communication, language and interpreter support, co-production and tailored services, and community engagement. There were, however, wider structural inequalities within the organisations that impacted on effectiveness such as discrimination, limited resources, healthcare access etc. The results suggest that investing in staff training is reached and then going beyond to organisational commitment, community involvement, continuing data systems, combining information with equity, and accessible interpreting is important for culturally competent care. 
Overall, culturally competent care has been found to help reduce health inequalities, but evidence does not link it directly to long-term health outcomes. Therefore, there is a need to investigate these outcomes in the future with longitudinal studies in UK healthcare settings. The review also highlights the importance of integrating culturally competent care into wider healthcare strategies rather than treating it as an isolated intervention. Strengthening organisational accountability, workforce capability and community involvement may support more equitable healthcare delivery. Further longitudinal research could clarify whether these improvements are sustained over time and translate into measurable reductions in health inequalities.
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[bookmark: _Toc241189994]Chapter 1: Introduction 
This research study examines health inequalities within ethnic minority groups across the United Kingdom (UK) and evaluates the efficacy of culturally competent care (CCC). Employing a systematic review and an extensive search strategy, it synthesises qualitative evidence using the PRISMA flow diagram. The studies are analysed using thematic analysis (TA).  Health inequalities affecting ethnic minority groups is a major public health concern recognised globally by the World Health Organisation and national bodies such as The King’s Fund (2023).

Health inequalities affecting ethnic minority groups are a major public health concern in England. According to The King’s Fund, 19% of the population of England identified as belonging to a non-White ethnic minority group in the 2021 Census. This included 3.3% Indian, 2.8% Pakistani, 1.1% Bangladeshi and 2.6% African populations. Significant inequalities are also evident in health outcomes. During 2018–2020, the maternal mortality rate was 3.7 times higher among Black women and 1.7 times higher among Asian women compared with White women. In addition, the risk of developing type 2 diabetes is reported to be up to six times higher among South Asian groups and up to three times higher among Black groups compared with the White population. Approximately 400,000 people of South Asian ethnicity in the UK have diabetes, representing around one-fifth of the UK population living with diabetes (Raleigh, 2023).

Health inequalities remain a significant issue throughout the UK amongst minority ethnic minority groups (Ekezie et al., 2022). Despite the existence of the National Health Service (NHS) and its philosophy of universal healthcare, there are imbalances in healthcare accessibility, prevalence of health problems and treatment results among the different ethnic minority groups (Konstantopoulos et al., 2023). This includes unequal access to healthcare, delayed diagnosis, poorer maternal outcomes, lower uptake of preventive services and communication barriers (Singal et al., 2026). Ethnic minority groups are people whose ethnic background is different from the majority White British population (Mirza and Warwick, 2024). These groups include Asian, Black, Mixed and other minority ethnic communities. However, this study will mainly focus on Asian and African/Black ethnic groups because these populations continue to experience important health inequalities in the UK (Hayanga, Stafford and Bécares, 2023). For example, Black women have a higher risk of maternal death, while South Asian communities face higher levels of diabetes and heart disease. They may also experience language barriers, poor communication, lack of interpreters, cultural misunderstanding, discrimination and difficulty using healthcare services. These problems can reduce trust and make it harder for patients to receive suitable care (Hayanga, Stafford and Bécares, 2023). Culturally appropriate care can include interpreters, health information, respect for cultural beliefs and care based on needs (Razzaq, Khan and Razzaq, 2023). Therefore, the concept of cultural competence has been developed to provide healthcare that meets the different cultural, linguistic and social needs of patients (Vella, White and Livingston, 2022). Cultural competence means that healthcare professionals understand and respond to the cultural, language and social needs of patients, helping improve communication, trust and access to care (Razzaq, Khan and Razzaq, 2023).

[bookmark: _Toc241189995]1.1 Background to the Study
Health inequalities are seen as systematic, preventable, and inequitable variations in the health status and health outcomes for the ethnic minority populations (Gkiouleka et al., 2023). In England, the detention rate under the Mental Health Act was 262.4 per 100,000 for Black or Black British people in 2024–2025, compared with 65.8 per 100,000 for White people (Digital.nhs.uk, 2025). This was almost four times higher (NHS England, 2025). Furthermore, Black Caribbean groups also report poorer experiences of mental healthcare, including greater use of compulsory detention (Devonport et al., 2022). Despite the fact that the NHS was implemented to provide health care on the basis of clinical need, the records show there are still systematic differences between these groups concerning access to health care, quality of services and health condition (Bansal et al., 2022). These inequalities are linked to social and economic disadvantage, poor housing, discrimination, language barriers and problems accessing healthcare. These factors can reduce access to suitable care and contribute to poorer health outcomes among ethnic minority communities (Whitman et al., 2022). 
The ethnic minority population living in the UK face more difficulties with chronic diseases compared to their White British counterparts. Furthermore, people of South Asian descent have greater incidences of type 2 diabetes and heart disease than White Europeans in the UK. Communities of Black descent (men and women) have increased levels of hypertension and related cardiovascular disease (Raleigh, 2023). It has thus been established that health results are determined not only by biological characteristics but also by social and structural factors (Townsend et al., 2023). Social and structural determinants include income inequality, low education, bad housing, employment, poor neighbourhood, etc. All these factors can influence the level of health risks and the ability to receive timely medical treatment as well as health outcomes in the ethnic minority groups (Raleigh, 2023).

Communication barriers are another factor causing disparity in healthcare experiences. For instance, language differences, cultural beliefs and the level of health literacy could interfere with the patients' understanding of medical recommendations and their communication with healthcare professionals (Patel et al., 2026). Such barriers could result in less adherence to treatment, lower involvement in preventive healthcare activities and diminished trust towards healthcare providers. Moreover, historical issues of discrimination and institutional bias give rise to lower willingness of certain ethnic minority groups to use healthcare services (Vandecasteele et al., 2024). For example, David Bennett, a Black Caribbean patient, died in 1998 after being restrained in a psychiatric unit. The later inquiry found serious concerns about racism and unequal treatment within mental health services (Bennett, 2003). Such historical experiences have contributed to mistrust among some ethnic minority communities. 

CCC has become a tool to deal with issues such as language barriers, poor communication, cultural misunderstanding, discrimination and lack of trust in healthcare policies and practices. Cultural competence can be evidenced in various initiatives within the UK, such as the NHS Long Term Plan, Core20PLUS5, and Patient and Carer Race Equality Framework (PCREF), which focus on addressing health inequalities through culturally responsive healthcare services (NHS England, 2023). Vella, White and Livingston, (2022); Schouten, Manthey and Scarvaglieri, (2023); Dawson et al. (2025) demonstrate that culturally proficient interventions can improve communication and create better patient satisfaction and healthcare experiences. 

[bookmark: _Toc241189996]1.3 Problem Statement
While the NHS Long Term Plan, the Health and Care Act 2022, and the Core20PLUS5 framework include commitments to reduce healthcare inequalities, ethnic minority populations continue to experience unequal access, care experiences and health outcomes in the UK (England.nhs.uk, 2025; Legislation.gov.uk, 2022). Whereas, the disparity is evident in higher rates of chronic disease, worse maternal health rates, lower use of preventative healthcare and less patient satisfaction for Black and Asian mothers have poorer maternity outcomes than White mothers (Hayanga, Stafford and Bécares, 2021). Although the NHS Long Term Plan, Health and Care Act, 2022 and Core20PLUS5 aim to reduce health inequalities, ethnic minority groups still experience unequal access, care and health outcomes. The Health and Care Act, 2022 requires NHS England and Integrated Care Boards to consider and reduce inequalities in healthcare access and outcomes (Legislation.gov.uk, 2022). Core20PLUS5 also identifies ethnic minority communities as priority groups and focuses on areas such as maternity care, mental health, cancer, respiratory disease and hypertension (NHS England, 2021).

Culturally appropriate care has been recognised as an effective strategy to prevent this type of inequality through better communication, good relationship with patients and more patient-centred healthcare (NHS England, 2025). As a result, various initiatives have been started by healthcare organisations including cultural competence training, interpreter services and tailored healthcare programs (Gkiouleka et al., 2023). De-María, Topa and López-González, (2024) focuses on individual interventions or certain groups of patients instead of viewing culturally competent care across the entire UK health system. However, evidence on improvements in health outcomes, patient experiences and access to healthcare remains mixed, making it difficult to identify the most effective approaches (Stepanova et al., 2026). Studies have reported mixed progress in reducing ethnic minority health inequalities, for example, while Stepanova et al. (2026) identified potential benefits from culturally responsive mental health services, whereas McGreevy et al. (2023) found that ethnic minority patients with multiple long-term conditions in South London experienced greater disruption in primary care during COVID-19. Among Asian patients, face-to-face consultations fell from 676 per 1,000 patients in February 2020 to 348 in April 2020, and they did not move to telephone consultations as much as White patients. These mixed findings make it difficult to determine which culturally competent approaches are most effective.

Additionally, Konstantopoulos et al. (2023), Singal et al. (2026) and Townsend et al. (2023) have provided sufficient evidence but there is a paucity in studies on institutional barriers and facilitators that may support or impede successful implementation. Therefore, a systematic literature review is required to critically analyse the efficacy of practices of culturally competent health care and assess the challenges to implementation. Such evidence will help healthcare specialists and the government to develop equitable health services for the ethnic minority population.

1.7 Significance of the Study 
This research study contributes to the field by synthesising systematic evidence on the effectiveness of culturally competent care in reducing health disparities among ethnic minority populations in the UK. The results will support health practitioners in understanding how to apply culturally sensitive practices that facilitate communication, patient involvement and satisfaction with the health services (Bansal et al., 2022). 
Additionally, it will highlight the role of cultural proficiency in decreasing health inequalities in the UK for the long-term effects of cultural competence on ethnic minority groups and their health outcomes. The results may be used by NHS managers and decision-makers to develop staff training, deliver health services and implement equality programmes aimed at reducing health inequalities (Bansal et al., 2022).
[bookmark: _Toc241189997]1.8 Rationale
The rationale for this research study is the occurrence of health disparities among ethnic minority groups when a multitude of national plans is utilised to improve the fairness and equitable provision of healthcare. Although the recognition that culturally competent care may be an effective means of contributing to the elimination of health inequalities is growing, the evidence regarding it remains scarce and fragmented across different healthcare contexts and intervention types. (De-María, Topa and López-González, 2024). Consequently, there is limited knowledge regarding which culturally competent practices are most effective and the factors that influence their adoption (De-María, Topa and López-González, 2024). 
Therefore, a systematic literature review is an appropriate method for closing this evidence gap as it facilitates thorough identification, critical assessment and summarisation of high-quality published studies in a transparent and reproducible way (Khalil et al., 2025). It minimises the risk of bias in selection, while at the same time, generating reliable evidence to be used for healthcare practice or policy development. Furthermore, this study is in line with current NHS priorities pertaining to health equity, patient-centred care and culturally competent healthcare (Gkiouleka et al., 2023). The results will assist in formulating evidence-based recommendations for professionals in the field and policymakers to enhance cultural competency and reduce health inequalities in the UK healthcare system. 

Studies by Zeh et al. (2015), Dawson et al. (2025) and Stepanova et al. (2026) indicate that culturally responsive communication, interpreter support, co-production and community engagement can strengthen trust, participation and patient experience. However, these studies largely emphasise short-term service or experiential outcomes, leaving limited evidence on sustained improvements in long-term health outcomes and inequality reduction. Therefore, a systematic review should review the existing literature and assess the role of cultural proficiency in decreasing health inequalities in the UK for the long-term effects of cultural competence on ethnic minority groups and their health outcomes.

[bookmark: _Toc241189998]1.9 Structure of the Dissertation	
This research study comprises of six chapters. Chapter one provides an overview of the research topic, problem statement, objectives and significance of the study. Chapter two presents a critical review of the relevant literature in the field of health inequalities and culturally sensitive treatment. Chapter three outlines the methodology of the systematic literature review. Chapter four presents the results obtained from the extensive search using the PRISMA flowchart. Chapter five discusses the results and themes developed. Chapter six concludes the research study and recommends related healthcare practice and policy for ethnic minority groups, including the most effective methods for facilitating interventions for healthcare professionals.	 








[bookmark: _Toc241189999]1.4 Aim of the Study 
The aim of this research is to critically evaluate the effectiveness of culturally competent care in reducing health inequalities among ethnic minority communities in the UK through a systematic literature review.

[bookmark: _Toc241190000]1.5 Research Objectives 
1. To identify the key components and practices of culturally competent care implemented within the UK healthcare system.
1. To examine the health inequalities experienced by ethnic minority communities in the UK.
2. To critically evaluate the effectiveness of culturally competent care in reducing health inequalities among ethnic minority populations.
3. To identify the barriers and facilitators influencing implementation and recommend improvements to culturally competent healthcare practices within the UK.

[bookmark: _Toc241190001]1.6 Primary research question 
How effective is culturally competent care in reducing health inequalities among ethnic minority communities within the UK healthcare system?

[bookmark: _Toc241190002]1.7 Secondary research questions
1. What are the key components and practices of culturally competent care implemented within the UK healthcare system?
1. What health inequalities are experienced by ethnic minority communities in the UK?
2. How effective is culturally competent care in reducing health inequalities among ethnic minority populations?
3. What barriers and facilitators influence the implementation of culturally competent care in UK healthcare settings, and what recommendations can improve culturally competent healthcare practices?

The chapter presented health inequalities amongst ethnic minority groups and analyses the ongoing health care inequality faced by minority groups in the UK and suggests culturally competent care as a potential solution. It outlines the research problem, rationale, aims, and objectives of a systematic literature review. 


















Chapter 2: Literature review 
This chapter critically reviews the literature on culturally competent care’s effectiveness in reducing health disparities among ethnic minority communities in the UK. It details a systematic literature search method and addresses major themes such as culturally competent healthcare practices, health inequalities, intervention effectiveness, implementation barriers, facilitators, and recommendations for improvement.

[bookmark: _Toc241190003]2.1 Statistics of Ethnic Minority Groups Disadvantaged by the Healthcare System in the UK
Ethnic minority communities represent a substantial proportion of the UK population and continue to experience measurable differences in healthcare outcomes. In the 2021 Census, 19% of the population of England identified as belonging to a non-White ethnic minority group, including Indian (3.3%), Pakistani (2.8%), Bangladeshi (1.1%) and African (2.6%) populations (NHS England, 2026). These differences are particularly evident in maternity care. NHS England reports that between 2022 and 2024, maternal mortality among Black women in England was 32.42 deaths per 100,000 maternities, compared with 11.93 among White women, while the rate among Asian women was 15.14 per 100,000 maternities (NHS England, 2026). Perinatal outcomes also show continuing disparities.

 In 2023, the combined stillbirth and neonatal mortality rate was 11.1 per 1,000 births for Black babies, compared with 5.6 for White babies, while the rate for Asian babies was 9.2 per 1,000 (Digital NHS, 2025). Mental healthcare presents another significant disparity. In 2024-2025, the Mental Health Act detention rate was 262.4 per 100,000 among Black or Black British people compared with 65.8 among White people, representing an almost four-fold difference (Digital NHS, 2025). These statistics demonstrate persistent ethnic differences in healthcare outcomes and provide a clear rationale for examining whether culturally competent care can contribute to reducing such inequalities.

[bookmark: _Toc241190004]2.2 Key components and practices of culturally competent care implemented within the UK healthcare system
The concept of CCC has become a primary solution to the UK healthcare system as it plays a crucial role in eliminating existing health disparities among ethnic minority groups. It extends beyond cultural awareness to encompass the ability of healthcare providers to deliver respectful, fair and person-centred care sensitive to cultural beliefs, linguistic and cultural values and patient expectations (Chau et al., 2024). 

The key components in the NHS are culturally responsive communication, interpreters, workforce diversity, cultural competence training, involvement of communities and shared decision-making. In their three-stage process, Perchyk et al. (2025) found this to be consistent with the Core20PLUS5 framework, which identifies ethnic minority groups as priority populations requiring targeted interventions to reduce healthcare inequalities. These interventions include culturally tailored health information, improved access to screening and preventive services, language support through professional interpreters, culturally sensitive communication, and greater involvement of communities in healthcare planning. 

However, evidence regarding the effectiveness of these culturally competent components remains mixed. Robinson et al. (2021) emphasise patient trust, treatment adherence and healthcare availability, suggesting that culturally sensitive communication and professional interpretation can improve understanding, strengthen patient–provider relationships and reduce language and cultural barriers. Moreover, the study's strength lies in its inclusion of healthcare professionals from diverse clinical settings and disciplines, providing rich insights. Similarly, Walkowska et al. (2023) have also determined that cultural competence training enhances overall clinical interaction knowledge of the cultural needs of patients and reduces microaggression in clinical interactions between healthcare professionals. Furthermore, Siddiqui et al. (2025), in their systematic review, dispute this assumption to claim that training programmes can typically only result in short-term advantages, in the sense of augmented knowledge within the personnel, and almost no indicator of an enduring behaviour alteration and quantifiable reductions in health disparities.
The other approach that is disputed is the community participation founded on collaboration with faith organisations, voluntary organisations and ethnic community leaders. For example, Thomas et al. (2021) claim that co-designed services positively impact healthcare utilisation; the latter is not developed on the basis of organisational assumptions but on the needs of the community to create an intervention. Conversely, in an interview conducted with twenty-three UK practitioners,

 Touzel et al. (2026) note that there is limited community participation where many NHS organisations are yet to adopt the standardised models of service delivery, which lack effectiveness in addressing cultural diversity. Hence, successful implementation must not merely be based on community participation, but also institutional action toward the process of embedding the culturally responsive practices into the daily service provisioning process.

[bookmark: _Toc241190005]2.3 Health inequalities experienced by ethnic minority communities in the UK
Health inequalities among ethnic minority populations in the UK persist despite the NHS’s universal healthcare provisions. These inequalities extend beyond disease prevalence to access, quality, patient experiences, and outcomes (Bogart et al., 2022). While Lewer et al. (2020) attribute these differences to socioeconomic deprivation, (see figure 1). Figure 1 shows the relationship between socioeconomic inequality and mortality, illustrating how mortality varies according to levels of socioeconomic deprivation (Lewer et al., 2020). Furthermore, Kisa and Kisa (2025) argue that structural racism and cultural injunctions also play a crucial role in creating disparities between these forces and institutional activities in healthcare systems. This debate suggests that health inequalities are multifaceted, arising from social, economic, and healthcare-related interactions.
[image: ] 

[bookmark: _Toc240899412]Figure 1: Mortality attributable to socioeconomic inequality (Lewer et al., 2020)
The ethnic minority health disparities described by Churchwell et al. (2020) are linked to structural discrimination and socioeconomic disadvantage, particularly through differences in housing, education, employment and wider living conditions. The authors emphasise that these structural factors can shape health outcomes and contribute to unequal experiences among minority populations. However, as a narrative policy advisory rather than an empirical study, Churchwell et al. (2020) do not provide primary participant data to measure the extent of these disparities or establish the effectiveness of specific interventions. Similarly, Pandey et al. (2021) report that ethnic minority patients can experience healthcare that does not adequately address their cultural and linguistic needs, affecting accessibility and satisfaction. However, the available discussion does not specify a participant number or quantify the impact, limiting the strength of this evidence.

Healthcare utilisation also differs across ethnic minority populations. Alba et al. (2024) report that discrimination and mistrust of healthcare professionals can discourage ethnic minority patients from using preventive healthcare or can contribute to delayed treatment. However, the available evidence does not clearly identify a specific ethnic group, so this finding should be interpreted as applying to ethnic minority populations generally. In contrast, Kale et al. (2023) identify community outreach, culturally sensitive communication and collaboration with trusted community organisations as approaches that can improve healthcare engagement and address barriers to service use.

NHS England identifies ethnic minority communities as a priority population under Core20PLUS5 because of continuing disparities across areas including maternity care, mental health, cancer and cardiovascular care (Elliott et al., 2025). Furthermore, García and Thomas (2024) reported that areas with the highest proportions of ethnic minority residents had 34 GPs per 100,000 population, around 29 fewer than areas with predominantly White British populations. This indicates an area-level difference in the availability of primary healthcare services.

[bookmark: _Toc241190006]2.4 How culturally competent care can help reduce health inequalities among ethnic minorities
Joo and Liu (2020) suggest that culturally customised interventions can improve the context of healthcare provision and interaction with cultural minorities. However, the impact on their long-term health outcomes is incomparable unless accompanied by organisational or structural modifications. Consequently, Takeshita et al. (2020) emphasise that the effectiveness of culturally competent care should be measured not only in terms of patient satisfaction but also its impact on enhancing equity in healthcare access clinical outcomes and service utilisation.

Similarly, Lauwers et al. (2024) in their systematic review concluded that culturally responsive interventions such as language support and shared decision-making consistently improve healthcare experiences for diverse populations. However, the review was limited to studies conducted in Western (OECD) healthcare settings which may restrict the generalisability of its findings to non-Western contexts.

Pisavadia et al. (2025) argue that culturally competent interventions do not directly impact the reduction of health inequalities as most studies measure short-term behavioural outcomes rather than long-term population-level health improvement. Similarly, Antón-Solanas et al. (2022) suggest that cultural competence training is a common educational challenge for healthcare organisations. However, without organisational reforms, it also limits their capacity to combat institutional discrimination and unequal resource distribution. An environmental scan by Doherty et al. (2021) demonstrates that culturally competent care can be more effective when integrated into broader organisational approaches such as leadership dedication, workforce diversity, communal collaboration and justifiable service design. These perspectives imply that cultural competence should be an organisational-wide approach rather than a clinical competence on an individual basis.

The Core20PLUS5 programme represents a recent UK policy approach to reducing healthcare inequalities, with ethnic minority communities identified among the priority populations requiring targeted action. The framework supports culturally responsive care by encouraging healthcare services to adapt pathways and interventions to the needs of underserved groups, particularly across maternity care, mental health, cardiovascular disease and early cancer diagnosis (Gardner et al., 2024). By identifying groups experiencing poorer outcomes and directing services towards priority clinical areas, Core20PLUS5 can support more equitable access to screening, prevention, treatment and ongoing care. The framework is also relevant to Integrated Care Systems (ICSs), which bring together NHS organisations, local authorities and other partners within defined geographical areas to plan and coordinate healthcare services (Pawson et al., 2026). Within these systems, identifying ethnic minority communities as priority populations can encourage culturally appropriate pathways and coordinated interventions that address differences in access and health outcomes.

[bookmark: _Toc241190007]2.5 Barriers influencing implementation within the UK
Although the concept of culturally competent care (CCC) has gained momentum in response to health inequalities, its implementation across the UK healthcare sector continues to face organisational, professional and structural barriers. These include limited cultural competence training, language and communication difficulties, stereotyping and insufficient organisational support for culturally responsive practice (Antón-Solanas et al., 2022). UK policies, including the Equality Act 2010 and NHS England’s Core20PLUS5 approach, require healthcare organisations to address discrimination, promote equality and reduce inequalities in access and outcomes. However, translating these requirements into consistent clinical practice remains challenging.

 A significant barrier is limited education and professional development in cultural competence. Antón-Solanas et al. (2022) found that nurses identified inadequate training, ethnocentrism, prejudice and stereotyping as challenges to culturally competent care. Conversely, Wood et al. (2021) argue that no significant change can be realised in investing in training alone when organisations that contribute to the learning process based on leadership and accountability and ongoing professional development are absent. This analogy demonstrates that workforce education is only one aspect of successful implementation and is not a solution in itself (Kirschner and Stoyanov, 2020).

Significant challenges related to institutional policies and organisational culture have their own implications. For example, Hughes et al. (2020) found that operational efficiency, performance targets and resource management are central to healthcare organisations at the expense of culturally individualised care. This results in clinicians having limited time to customise services in response to patients’ cultural requirements. Conversely, Yu et al. (2024) argue that organisations that uphold the principles of inclusive leadership workforce diversity and culturally responsive governance experience a more sustainable implementation. This is because the concept of cultural competence would be integrated into organisational decision-making processes rather than being a clinical task handled in isolation. These contrasting views suggest that organisational commitment is a key factor in the success of implementation strategies.

Resource constraints and barriers expected, as per a scoping review by Khatri and Assefa (2022). The lack of funding, staffing and the increasing demand for information services typically leads to fewer opportunities to offer interpreters community-participation programmes and continuous cultural competency training. However, the authors acknowledge that the thematic synthesis may have overlooked the detailed findings and unique experiences of specific CALD subgroups. Nevertheless, Rogers et al. (2021) assert that financial constraints should not be perceived as the sole barrier and that without effective organisational planning and fragmented policy implementation, existing resources are rarely used effectively.

A further obstacle lies in the potential lack of patient and community involvement in healthcare planning. Though healthcare organisations are paying increased attention to the significance of a patient-centred approach, Lauwers et al. (2024) argue that a considerable number of culturally competent interventions remain planned based on the institutional viewpoint instead of a real partnership with ethnic minority groups such as Black African, Black Caribbean, Indian, Pakistani and Bangladeshi communities. This leads to decreased cultural applicability and acceptability of interventions. Nevertheless, Albert et al. (2023) also indicate that co-production among the community organisations, patients and health providers leads to more trust, responsiveness to the service and long-term successful implementation. Therefore, a united workforce development, organisational leadership, polytheistic integration of policies, and community-based collaboration are essential in a sustainable implementation of culturally competent healthcare (Marques, 2026).

[bookmark: _Toc241190008]2.6 Facilitators influencing implementation within the UK
The successful implementation of culturally competent healthcare (CCH) in the UK depends on numerous organisational, professional and communication-level facilitators that would enable healthcare services to meet the needs of ethnically diverse groups effectively. While Vandecasteele et al. (2024) agree that culturally competent care can reduce healthcare inequalities, they disagree on the factors most impacting its implementation. Whereas Moore et al. (2023) suggest that Integrated Care Systems, organisational leadership and collaborative governance may be crucial to achieving sustainable improvements (see figure 2). The figure shows how Integrated Care Systems (ICSs) coordinate NHS organisations, local authorities and community partners through integrated care boards and partnerships to plan and deliver healthcare services across different geographical levels.
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[bookmark: _Toc240899413]Figure 2: Integrated Care Systems (Moore et al., 2023) 
A study by Sanyal (2024) suggests that effective leadership and organisational commitment facilitate this process.  Yu et al. (2024) further believe inclusive leadership can promote the integration of cultural competence within healthcare organisations’ strategic planning clinical governance and quality improvement processes. Conversely, Pelasoja et al. (2025) highlight that proactive leaders who promote equality and diversity can foster organisational cultures in which culturally responsive practice becomes a continuous approach to supporting culturally and linguistically diverse healthcare workers, rather than an optional practice. Continuous workforce education and professional development are another crucial facilitator. For instance, the WHO, (2022) assert that ongoing training related to cultural competence enables medical professionals to become more competent in their intercultural communication, perceive unconscious bias, and provide more people-centred care. 
However, Lupton and Leahy (2021) argue that training programmes should be conducted in an aesthetic and reflective environment with teamwork by a multidisciplinary team rather than individual educational programmes. They contend that long-term learning opportunities are more effective in promoting behaviour change than traditional classroom methods. Consequently, healthcare careers should not be viewed as a one-time training requirement but should instead incorporate continuous professional development.

The engagement of ethnic minority groups in cooperative activities is also considered a strong facilitator. For example, Pedersen et al. (2021) used seven databases to suggest that it is the involvement of patients in planning and designing services community leaders’ voluntary organisations and advocacy groups that makes healthcare interventions more culturally relevant accessible and usable.
Furthermore, Mthembu and Chimbari (2023) found that community engagement is risky if it is highly advice-giving rather than participatory, as communities are not very involved in the decision-making process in healthcare. A key strength of the study is its use of a large randomly selected sample of 339 household heads and standardised face-to-face questionnaires which enhances the reliability of the findings. These opposing views demonstrate that meaningful co-production, beyond symbolic consultation, is necessary to develop culturally responsive services. Digital innovation and collaborative efforts across various disciplines support implementation.

Additionally, Olowomeye (2025) provides evidence that integrated electronic patient records, coordinated multidisciplinary teams, and culturally adapted health information resources can improve continuity of care and communication among ethnic minority and culturally diverse populations. 


[bookmark: _Toc241190009]2.7 Improvements to culturally competent healthcare practices within the UK
In recent literature, it has been recognised that the topic of upgrading culturally competent healthcare requires a shift towards combinatorial and system-wide approaches to address organisational culture and workforce capacity in conjunction with health policy (Wilson et al., 2025). Although Hussain et al. (2020) stress the need to improve cultural competence in the NHS, there has been a division among researchers regarding the most effective areas for improvement and the most sustainable approaches. While Kleinman et al. (2021) argue that workforce education is a crucial factor, Ortiz et al. (2020) state that community partnerships and structural reform are more beneficial in the long term for reducing health disparities. 

Cultural competence should be a core part of professional education and lifelong learning, as is often advised, for instance, according to a study by Liu et al. (2022), cultural competence should be discussed alongside clinical competencies during the undergraduate programme and as part of continuing professional development to prepare medical professionals to manage increasingly diverse patient populations. Another useful recommendation is related to organisational accountability. According to Vargas et al. (2023) healthcare organisations should institutionalise cultural competence in governance mechanisms by establishing leadership dedication, equality execution metrics, workforce diversity plans and a culture of regular service appraisal. However, Lekas et al. (2020) argue that cultural competence education should go beyond simple cultural awareness. It should also encourage cultural humility, reflective practice and anti-discriminatory decision-making among healthcare professionals. In contrast Hill-Briggs et al. (2020) argue that significant change will not occur without national healthcare policies mandating the reporting of equity outcomes in quantifiable terms rather than focusing primarily on service efficiency and clinical outcomes. This divergence suggests that responsibility should be shared between organisational and policy levels with all NHS organisations having a universal responsibility.
[bookmark: _Toc241190010]2.8 Research Gap 
Firstly, much of the existing literature focuses on individual elements of culturally competent care, such as communication strategies or cultural competence training, rather than examining how multiple components work together to reduce health inequalities among ethnic minority groups (Siddiqui et al., 2025; Antón-Solanas et al., 2022). Secondly, a substantial portion of the existing evidence, such as that by Churchwell et al. (2020), is based on international settings and is therefore not easily applicable to the UK healthcare system. Finally, existing research frequently concentrates on short-term outcomes, including patient experience, communication, healthcare utilisation and staff knowledge, while evidence concerning sustained improvements in clinical outcomes and long-term reductions in health inequalities remains limited (Pisavadia et al., 2025; Siddiqui et al., 2025). Differences in study methods, intervention designs and outcome measures also make it difficult to compare findings and determine which culturally competent practices are most effective.
This systematic review addresses these gaps by critically synthesising recent evidence on culturally competent care within the UK. It examines the effectiveness of interventions in reducing health inequalities among ethnic minority populations, identifies barriers and facilitators affecting implementation, and develops evidence-based recommendations for healthcare practice and future research.

2.8 Theoretical Frameworks 
The social determinants of health framework (see Figure 3) is an integral component of promoting a better understanding of the biological and individual factors that influence health outcomes. It also promotes a better understanding of social, economic and political conditions that influence health outcomes and unequal health distribution. The SDH Framework is recognised by the World Health Organisation as it helps to explore health inequalities access to care and population-level outcomes (Bull and Mittelmark, 2016). After rapid evolution, the main focus shifts from individual responsibility to structural influences making these frameworks more adaptable to measure public health outcomes and conduct social science research.

Social Determinants of Health (SDH) Framework
[image: ] 
[bookmark: _Toc240899414]Figure 3: SDH Framework (Bull and Mittelmark, 2016)

At the core of this framework is social epistemology which promotes societal structures and relationships that lead to certain outcomes. The SDF theory is based on the unequal distribution of opportunities, resources and power (Carroll et al., 2022). Consequently, the government must promote better policy, cultural norms and systems to ensure a fair distribution of resources, power and opportunities to improve healthcare access. In this context, the use of this theory is particularly relevant as it facilitates a more thorough investigation of disparities across groups based on income, gender and ethnicity. This will enable the identification of the causes of healthcare inequalities and the development of new solutions or interventions to address existing service gaps.   

This research promotes a better understanding of why ethnic minority populations in the UK experience poorer physical health, poorer mental health, reduced quality of life and unequal access to healthcare, with these outcomes linked to discrimination, socioeconomic disadvantage and structural inequalities. Findings from Ahmad et al. (2022) further indicate that disparities in mental health and quality of life are associated with structural disadvantages. For example, individuals with lower socioeconomic status may experience restricted access to healthcare services and delayed treatment, which can contribute to poorer health outcomes among minority populations.


The SDH age framework can identify minor factors influencing healthcare inequalities in the UK but may present challenges in finding practical solutions. Conversely, Thana et al. (2026) highlight that systemic barriers and biased inferences in healthcare outcomes contribute to an unequal distribution of health services and treatment solutions. Ethnic minority patients are the primary victims of this unequal health treatment. Despite the limitations of this framework, it is more reliable for finding quality solutions to promote a better understanding of the root causes of ethnic health inequalities and inform policy interventions in the UK to address the increasing health inequality issue. 

The fundamental cause theory (FCT) (see figure 4) provides a structured framework for identifying multiple health outcomes and existing health disparities over time and space. Its adoption for this research is more reliable as it aims to understand and address healthcare inequalities. The FCT posits that social conditions such as socioeconomic inequalities affect individuals’ quality of life. In the UK, deprivation in income, employment and education is identified as the socioeconomic factors that create healthcare access inequalities. This results in limited access to resources which in turn increases health outcomes among minority ethnic groups. Chidambaram et al. (2024) further argue that a lack of health literacy and weak social networks also contribute to disparities and influence the effective distribution of healthcare services in the UK.

[bookmark: _Toc241190011]Fundamental Cause Theory (FCT)
[image: ] 
[bookmark: _Toc240899415]Figure 4: Fundamental Cause Theory (Jimoh Amzat, 2024)

Furthermore, the FCT emphasises the use of multiple mechanisms in addressing healthcare inequalities. The proposed mechanism operates through various channels including health behaviour, environmental exposure, access to care and stress. These findings of the theory help to explore how inequalities manifest in actual health outcomes within the UK community. The FCT also promotes a better understanding of other similar factors such as poor housing, an unhealthy diet and limited preventive care which critically influence the health outcomes of people from the ethnic minority group (Jimoh Amzat, 2024).

This theory also addresses various health inequality outcomes including chronic diseases mental health issues and reduced life expectancy. Importantly, it promotes a broader understanding of the root causes and consequences of healthcare inequality (Nousak, 2025). In this case, the effective use of FCT fosters a deeper understanding of the root causes and outcomes and generates more effective solutions and interventions that help to prevent the ultimate negative health outcome (Jimoh Amzat, 2024).

Despite the FCT’s strong understanding and knowledge improving health inequalities, it has several limitations. For instance, providing deterministic information can limit the usefulness of behavioural interventions which are more important for promoting public health outcomes (Rydland et al., 2023). Furthermore, it is difficult to operate or implement theoretical solutions in real life. Concepts such as mechanisms and resource distribution are complex and challenging in practice as these factors are influenced by structure and government activities (Nousak, 2025). 

This may make it difficult to implement these solutions effectively to achieve the desired outcomes. Additionally, FCT does not always provide detailed strategies for implementation, leaving policymakers to interpret how to act better to create more effective policy interventions (Jimoh Amzat, 2024). Despite these limitations, the use of theory promotes a better understanding of healthcare performance and enhances knowledge and policy interventions to improve overall healthcare access quality and the lifestyle of ethnic minority people in the UK (Chidambaram et al., 2024).

The use of both the SDH framework and FCT provides a comprehensive understanding of the root causes of healthcare inequalities in the UK. This enables more effective decision-making and policy interventions to promote critical solution resolution and improve the quality of life and health outcomes of ethnic minority people (Thana et al. 2026). This chapter reviewed the existing literature on culturally competent care and its impact on reducing health disparities among ethnic minority groups in the UK. It synthesised findings on key healthcare practices, intervention effectiveness, implementation barriers and facilitators, and offered improvement suggestions while highlighting significant gaps in the literature.  





[bookmark: _Toc241190012]Chapter 3: Research Methodology 
This chapter outlines the method used in this secondary data analysis and employs the steps of a qualitative approach employed in the systematic review. It explains the coding and thematic analysis used to analyse the extensive search. 

[bookmark: _Toc241190013]3.1 Research Philosophy
Choosing a research philosophy is crucial for gaining valuable knowledge and effectively collecting better data. It also helps in finding reliable solutions to research questions (Mbanaso Abrahams and Okafor 2023). Various research philosophies exist including positivism interpretivism realism and pragmatism.  Each philosophy has distinct characteristics guiding data collection.  Junjie and Yingxin (2022) found interpretivism useful for understanding the link between human participation intellect and cultural values in healthcare.  Pragmatism, meanwhile, facilitates qualitative data collection and deeper insights into social phenomena through subjective experience interpretation meaning and context.  Therefore, interpretivism is justified for this research as it examines culturally competent care, focusing on men and women’s interaction values and enhancing understanding of cultural competence’s impact on health outcomes in the UK.

[bookmark: _Toc241190014]3.2 Research Approach
Research approaches enhance our understanding of existing theories and knowledge.  Various approaches exist including deductive, inductive and abductive research. This study specifically adopted an inductive approach (Taherdoost, 2022). The primary goal of choosing the inductive research approach is to develop and refine new health inequality theories rather than simply synthesising existing literature. This review of empirical studies ultimately enhances the effectiveness of culturally competent interventions within the UK healthcare system (Taherdoost, 2022).  
[bookmark: _Toc241190015]3.3 Research Design: Systematic Literature Review
This research study adopted a qualitative approach by synthesising qualitative evidence from existing literature also known as a secondary data analysis. Qualitative data comprise non-numerical information describing experiences and perspectives, while secondary data are information previously collected by other researchers; both are suitable for this systematic review because they enable synthesis of existing evidence on ethnic minorities’ experiences, inequalities and culturally competent care. Adopting a systematic literature review offers a structured and rigorous approach to identifying evaluating and synthesising relevant research evidence on a specific topic.  This method also enhances transparency and minimises bias in research processes, ultimately boosting the credibility, validity and reliability of the findings.  Furthermore, systematic literature reviews encourage the use of established guidelines like PRISMA and secondary databases such as PubMed, Scopus and Google Scholar to gather high-quality evidence (Chigbu, Atiku and Du Plessis, 2023). Therefore, conducting a systematic literature review was justified for this research to ensure reliable and valid results.

[bookmark: _Toc241190016]3.4 Review Protocol and Reporting Guideline (PRISMA)
PRISMA offers a structured approach to systematic literature reviews by promoting transparency, consistency and replicability in reporting research findings (David et al., 2023). The framework follows a clear sequence of steps to identify and synthesise relevant evidence. First, researchers identify records through database searching and other sources. Second, duplicate records are removed. Third, titles and abstracts are screened against the eligibility criteria. Fourth, potentially relevant studies are assessed through full-text screening. Finally, eligible studies are included in the review, and their findings are extracted, analysed and synthesised. This process enables researchers to document study selection systematically and provides a transparent basis for reporting the final evidence. This enables researchers to effectively collect peer-reviewed journal articles and achieve better quality outcomes. This aligns with research objectives through the use of inclusion and exclusion criteria.
[bookmark: _Toc241190017]3.5 Search Strategy
To ensure the effectiveness and efficiency of the systematic search strategy, a nonselective approach was developed to locate all relevant peer-reviewed literature. The strategy was transparent and reproducible. Searches were conducted in five major academic databases from 2016 to 2026: Scopus, PubMed, and Google Scholar. Keywords used with Boolean operators (AND/OR) included ‘culturally competent care’, ‘cultural competence’, ‘health inequalities’, ‘health disparities’, ‘ethnic minority communities’, ‘racial and ethnic minorities’, ‘healthcare access’, ‘patient outcomes’ and ‘the United Kingdom’.

The review included peer-reviewed journal articles written in English in the UK healthcare setting, and published in 2016-2026, and comprising the results of the culturally competent intervention. Perpetual studies encompassed systematic reviews, meta-analyses, quantitative and qualitative empirical studies as well as mixed-method studies and landmark articles which contributed to the evidence base. Abstracts of the conferences, editorials/opinion papers, studies conducted or carried out outside the UK and not transferable in terms of their findings were filtered out. The process of filtering titles and abstracts, reading full-text and analysing quality using the Critical Appraisal Skills Programme (CASP) checklist was applied to select the most relevant articles. 

A search strategy is used to systematically identify, locate and retrieve relevant studies that address the research question (MacFarlane, Russell-Rose and Shokraneh, 2022). It effectively promotes a systematic process to identify, locate and collect relevant data from relevant sources. A fast strategy promotes a better data collection process transparently, comprehensively, and reproducibly (MacFarlane, Russell-Rose and Shokraneh, 2023). This research study has implemented an extensive database search strategy using the following keywords found in table 1.                               
	Concept
	Search Terms

	Culturally Competent Care
	"cultural competence" OR "culturally competent care" OR "culturally tailored care" OR "cross-cultural care"

	Health Inequalities
	"health inequality" OR "health disparity" OR "health inequity"

	Ethnic Minority Communities
	"ethnic minority" OR "BAME" OR "migrant population*" OR "immigrant"

	UK Context
	"United Kingdom" OR "UK" OR "England" OR "Scotland"

	Final Search String
	("cultural competence" OR "culturally competent care") AND ("health inequality" OR "health disparity") AND ("ethnic minority" OR "BAME") AND ("United Kingdom" OR "UK")


[bookmark: _Toc240899405]Table 1: Boolean words used in search strategy

A thorough search employing specific keywords called Boolean operators like “AND” and “OR” relevant to the research topic of Exploring the Effectiveness of Culturally Competent Care in Reducing Health Inequalities among Ethnic Minority Communities in the UK: A Systematic Literature Review. A search train where search in the available databases such as Google Scholar, ProQuest and PubMed. This research has selected these databases as they ensure broad coverage of medical, nursing, and social science research relevant article channels and books, which help to address culturally competent care and health inequalities present in the UK (Gusenbauer and Haddaway, 2020).



[bookmark: _Toc241190018]3.6 Inclusion and Exclusion Criteria
	Criteria
	Inclusion Criteria
	Exclusion Criteria

	Study Type
	Peer-reviewed empirical studies (such as randomised controlled trials, cohort studies, mixed-methods studies)
	Editorials, opinion pieces, book reviews, and grey literature

	Language
	Studies published in English
	Non-English studies without verified translations

	Focus
	Studies directly evaluating cultural competence interventions and their impact on ethnic minority health outcomes
	Studies discussing general health inequalities without focus on cultural care

	Timeframe
	Studies published between 2016 and 2026
	Studies published before 2016


[bookmark: _Toc240899406]Table 2: Inclusion and Exclusion Criteria

The inclusion and exclusion criteria were established to ensure that studies were selected in a clear, consistent and relevant manner (White et al., 2024). Studies were included if they were published in English between 2016 and 2026 and directly examined culturally competent care interventions and their impact on ethnic minority health outcomes. Eligible research included randomised controlled trials, qualitative studies, quantitative studies and mixed-methods studies. Studies were excluded if they were not published in English, were published before 2016, or only discussed general health inequalities without a clear focus on culturally competent care. Editorials, opinion papers and other sources that did not provide suitable research evidence were also excluded. Applying these criteria helped ensure that the final studies were closely aligned with the research aim and questions and provided appropriate evidence for the systematic literature review. 
[bookmark: _Toc241190019]3.7 Study Selection Process 
The study selection process indicates a systematic procedure that helps to identify, screen and select relevant studies. The efficient study selection process provides high-quality and relevant evidence and promotes better quality and validity of the findings. This particular study has used a systematic process to collect data. First, a database was selected, such as Google Scholar, ProQuest, and PubMed. After that, they created the first train where they searched in that database to find relevant available articles and journals. Further filters were applied to select only peer-reviewed articles which focused on primary methodology and had full-text articles with abstracts. This research excluded duplicate records, and irrelevant ones were removed from the above process. After collecting articles, it was checked for the title and abstract of the article to align with the research topic and research objectives. After applying the inclusion and exclusion criteria, the relevant studies were selected and selecting a full text article which provided relevant data to understand health inequality among ethnic minority communities in the UK. Applying the PRISMA framework helped to maintain transparency and reproducibility. The selection process helped to find transparent and biased and reliable studies which align with the research topic objective and promote better solutions to address the research questions (Martinez et al., 2023). 

3.8 Quality Assessment of Included Studies
The quality of the selected studies needs to be assessed based on the CASP checklists. Humayoun et al. (2024) stated that CASP provides a systematic checklist to identify relevant articles based on different study selection criteria such as aim, method, and sample. This research has performed CASP quality assessment of the selected 11 studies and categorised the articles from moderate to high-quality articles [Refer to Appendix 1].


[bookmark: _Toc241190020]3.9 Data Extraction Process
To perform the data extraction a standardised data extraction table was created, which helped to extract all the essential information to understand the article findings and check the reliability and validity of the articles. This study extracted different data such as author name, year, study title, location, method used, study aim, sample size and key findings. The data extraction process was performed manually from the selected 11 peer-reviewed articles. After extraction of the relevant findings data, it was structured into tables to maintain approaches and prepare the data for thematic data analysis [Refer to Appendix 2].


3.10 Data Analysis Method

[image: ]
[bookmark: _Toc240899416]Figure 5: Thematic analysis flowchart steps (Braun and Clarke, 2023) 

A thematic analysis method was employed for this systematic literature review. This process involved identification of the data, analysis of the data and reporting the patterns across four created themes which align with the research objectives (see figure 5). According to Braun and Clarke (2023), thematic analysis involves six stages. First, the researcher becomes familiar with the data by reading the selected studies and findings repeatedly. Second, initial codes are generated from relevant findings. Third, related codes are grouped to develop potential themes. Fourth, the themes are reviewed against the coded data to ensure consistency and relevance. Fifth, the themes are clearly defined and named according to their central meaning. Finally, the sixth stage involves presenting and reporting the themes, supported by relevant evidence from the selected studies. 

[bookmark: _Toc241190021]3.11 Reliability and Validity (Trustworthiness) 
In research, reliability and validity are important to ensure better outcomes and improve the trustworthiness and generalisability of findings. By using transparent and systematic research procedures, the trustworthiness of the systematic literature review was improved (Saharan et al., 2024). The use of a defined review protocol, the same inclusion and exclusion criteria, a structured search strategy, and standardisation of data extraction in the review further supports its reliability as a future study could be easily reproduced (Xu et al., 2022). Validity was increased by choosing peer-reviewed studies that had been published in the period in question, and by quality appraising them using the CASP checklist. In addition, the PRISMA reporting guideline helps reduce selection bias and methodological transparency, and the use of thematic analysis helps to ensure that the findings reflect the patterns found across the included studies (Xu et al., 2022).

[bookmark: _Toc241190022]3.12 Ethical Considerations
As this study used only secondary data from published literature, no direct human participants were involved, and no personal data were collected. Therefore, risks relating to participant consent, confidentiality and harm were minimal. However, ethical standards were still followed throughout the research process. All selected studies were used responsibly, and the ideas and findings of other authors were properly cited to maintain academic integrity and avoid plagiarism. The study also followed the principles of the UK General Data Protection Regulation (UK GDPR) and the Data Protection Act 2018 where relevant to the storage and handling of research materials. Research files extracted data and review records were stored securely using password-protected university systems to reduce the risk of unauthorised access. In addition, the researcher reported the findings accurately and avoided changing or misrepresenting evidence from the selected studies.

[bookmark: _Toc241190023]3.13 Limitations of the Methodology
This methodology has several limitations. First, the systematic literature review searched only Google Scholar, PubMed and ProQuest, which may have excluded relevant studies indexed in other databases such as Scopus, CINAHL and Web of Science. Second, predefined inclusion and exclusion criteria were applied, including the requirement for studies to be published in English. This may have excluded relevant evidence published in other languages and limited the range of perspectives included in the review. Third, the review relied on secondary evidence rather than collecting primary data directly from healthcare professionals or ethnic minority communities. Therefore, the findings reflect the evidence and perspectives reported in existing studies. Finally, the research focused specifically on the UK healthcare context, which limits the transferability of the findings to healthcare systems in other countries. Despite these limitations, the use of PRISMA, structured study selection, CASP quality assessment and thematic analysis provided a systematic basis for synthesising the available evidence.
This chapter identified the thematic data analysis method, using a qualitative approach which aligned with the selection of a systematic literature review approach. This methodology aims to conduct an SLR by adopting an interpretivism philosophy, an inductive approach and adopting a PRISMA framework to collect relevant and reliable research articles aligning with the research topic and objectives. Further, the chapter shows the research findings and performs an in-depth analysis by conducting thematic data analysis techniques. This promotes better findings of solutions to address the research questions and aligns with the research objectives.


[bookmark: _Toc241190024]Chapter 4: Results  
In this chapter, the PRISMA diagram is illustrated along with the results of the 11 studies, selected for the systematic literature review, are reported. Thematic analysis of the studies was applied in accordance with the following stages: familiarisation, coding, theme generation, and review and interpretation of themes. Four major themes emerged from the analysis of the studies: culturally competent care practices; ethnic disparities in health and experiences in receiving care; efficacy of culturally competent care; barriers and facilitators to implementing such care.
[bookmark: _Toc240899417][image: ] Figure 6: PRISMA Diagram  
From Figure 6, it is identified that initially 155 documents were selected from barrier data sources such as Google Scholar, PubMed and SCOPUS. After applying the inclusion-exclusion criteria, most irrelevant general articles were excluded and only the reliable articles which directly address the research objectives were selected for this research.  Finally, 11 articles were selected as relevant articles which directly address the four research objectives and are reliable for finding solutions for the research questions.

[bookmark: _heading=h.4v4i6ksa73sp]4.1 Thematic Findings and Analysis 
The thematic analysis process started with data familiarisation, which entailed becoming quite familiar with the findings, arguments and methodological peculiarities of the studies that were included in the systematic literature review (Naeem et al., 2023). Each of the selected papers was then reread a few times to develop an overall view of how culturally competent care and ethnic health disparities, healthcare experience, barriers and service ameliorations emerged across the evidence base of the UK. Attention was paid to study purposes, the specific features of the study participants, medical institutions, research procedures, crucial results and conclusions, since it was necessary to identify similarities and differences between studies before the formal codifying began to be established initially (Naeem et al., 2023).

The findings were reviewed to identify common issues across the selected studies, including discrimination, mistrust, unequal treatment, communication barriers, structural constraints, culturally responsive care, community engagement and organisational capacity. The studies used different research methods, including qualitative interviews, longitudinal and cross-sectional analyses, Delphi techniques and participatory methods. These differences were important because each method produced different types of evidence. Quantitative studies mainly identified patterns of inequality, while qualitative studies provided detailed insights into the experiences and perspectives of patients and healthcare professionals. Considering these differences helped to interpret the findings more clearly and identify common patterns across the evidence.
[bookmark: _heading=h.duogh8a8fml4]
[bookmark: _Toc241190025]4.2 Thematic Coding 
	Author(s)
	Codes

	Wainwright et al. (2026) 
	“Palliative care”, “End of Life”, “Ethnic minorities”, “Health inequalities”, “Research partnership network”, “Community engagement”

	Thana et al. (2026) 
	“Minoritised groups”, “healthcare-related harm”, “socioecological  study”, “unsafe care”

	Dawson et al. (2025) 
	“Ethnic diversity”, “Inclusion; Equity”, “Trials”, “Recruitment”, “Retention”

	Stepanova et al. (2026) 
	“co‐production”, “culturally competent”, “Delphi study”, “ethnic minority”, “mental health services”

	Zeh et al. (2015) 
	“culturally competent”, “primary care”, “diabetes”

	Moorthie et al. (2024) 
	“UK health and care professionals”, “quality of data”, “health inequalities”

	McGreevy et al. (2023) 
	“Multimorbidity”, “Primary care”, “Long-term conditions”, “COVID-19 pandemic”, “Ethnic inequalities”

	Cluley et al. (2026) 
	“Racialisation”, “Critical race theory”, “Health inequality”, “Ageing lived experience”, “Photovoice”

	Hackett et al. (2020) 
	“Racism, Discrimination”, “Prejudice”, “Mental health”, “Physical health”

	Watkinson et al. (2021) 
	“Ethnic inequalities”, “health-related”, “quality of life”, “older adults”

	Ahmad et al. (2021) 
	“Ethnicity”, “mental health inequalities”, “treatment inequalities”, “common mental disorders”, “social epidemiology”


[bookmark: _heading=h.left6ychpixe][bookmark: _Toc240899407]Table 3: Thematic Coding

The evidence found in the 11 identified studies was then coded thematically to organise the evidence into analytically meaningful pieces that may be applied in culturally competent care delivery and ethnic health disparities in the UK. The initial codes, which are represented in Table 3, expressed the main ideas, population, healthcare environment and inequality-associated factors discussed in each study. 
[bookmark: _heading=h.u5voe0t9l8xd]
[bookmark: _Toc241190026]4.3 Generating Initial Themes
	Author(s)
	Codes (Keywords)
	Sub-themes
	Candidate Themes

	Wainwright et al. (2026) 
	“Palliative care”, “End of Life”, “Ethnic minorities”, “Health inequalities”, “Research partnership network”, “Community engagement”
	Community participation and equitable end-of-life care
	Culturally Equitable Palliative Care

	Thana et al. (2026) 
	“Minoritised groups”, “healthcare-related harm”, “socioecological  study”, “unsafe care”
	Experiences of unsafe care among minoritised populations
	Ethnic Disparities in Patient Safety

	Dawson et al. (2025) 
	“Ethnic diversity”, “Inclusion; Equity”, “Trials”, “Recruitment”, “Retention”
	Representation and participation in clinical research
	Inclusive Clinical Research Participation

	Stepanova et al. (2026) 
	“co‐production”, “culturally competent”, “Delphi study”, “ethnic minority”, “mental health services”
	Co-produced and culturally responsive mental healthcare
	Culturally Responsive Mental Health Services

	Zeh et al. (2015) 
	“culturally competent”, “primary care”, “diabetes”
	Cultural competence in long-term condition management
	Cultural Competence in Diabetes Care

	Moorthie et al. (2024) 
	“UK health and care professionals”, “quality of data”, “health inequalities”
	Ethnicity data quality and professional practice
	Data Quality for Health Equity

	McGreevy et al. (2023) 
	“Multimorbidity”, “Primary care”, “Long-term conditions”, “COVID-19 pandemic”, “Ethnic inequalities”
	Ethnic inequalities in multimorbidity and primary care
	Unequal Burden of Multimorbidity

	Cluley et al. (2026) 
	“Racialisation”, “Critical race theory”, “Health inequality”, “Ageing Lived experience”, “Photovoice”
	Racialised experiences of ageing and healthcare
	Racialisation Across Later Life

	Hackett et al. (2020) 
	“Racism, Discrimination”, “Prejudice”, “Mental health”, “Physical health”
	Effects of discrimination on physical and psychological wellbeing
	Health Consequences of Racism

	Watkinson et al. (2021) 
	“Ethnic inequalities”, “health-related”, “quality of life”, “older adults”
	Ethnic differences in health-related quality of life
	Ethnicity and Quality of Life in Ageing

	Ahmad et al. (2021) 
	“Ethnicity”, “mental health inequalities”, “treatment inequalities”, “common mental disorders”, “social epidemiology”
	Unequal access and treatment for common mental disorders
	Ethnic Inequalities in Mental Health Treatment


[bookmark: _heading=h.tpplklj7s9y0][bookmark: _Toc240899408]Table 4: Generating Initial Themes

Initial theme creation included the idea of going beyond the single codes in order to find out more general patterns of meaning within the 11 studies incorporated. The related codes were first divided into sub-themes, which identified the focus of a specific study and then merged into candidate themes as shown in Table 4. This was an important move since the evidence comprised various healthcare environments, such as palliative care, mental health, diabetes, multimorbidity, ageing, patient safety and clinical research. A few of the candidate themes portrayed service-specific types of cultural competence. 
As one example, a theme, Culturally Equitable Palliative Care, was developed by Wainwright et al. (2026), whereas Stepanova et al. (2026) and Zeh et al. (2015) developed the topic of culturally responsive mental health services and diabetes care. Although these studies utilised different clinical settings, the common aspect of them was that they focused on how healthcare could fit into the cultural and social requirements of minority populations.

A second category of themes was structural and experiential inequalities. Thana et al. (2026), Cluley et al. (2026) and Hackett et al. (2020) identified that unsafe care, racialisation and discrimination, and inequality can be observed to play out in healthcare interactions and at a larger societal level. Similarly, McGreevy et al. (2023), Watkinson et al. (2021) and Ahmad et al. (2021) discovered discrepancies in terms of service use, multimorbidity, and quality of life and mental health care. Dawson et al. (2025) and Moorthie et al. (2024) further developed the analysis by including the research inclusion and the quality of ethnicity data in their analyses. The original themes could therefore help not just to capture direct healthcare experiences but more expansive organisational processes which had an influence on equity, and which later informed the subsequent reviewing, combining and refining of themes into fewer overall analytical categories. 
[bookmark: _heading=h.w6skioz7sx1u]


[bookmark: _Toc241190027]4.4 Reviewing Themes 
	Authors
	Candidate Themes
	Final Theme

	Stepanova et al. (2026); Dawson et al. (2025); Zeh et al. (2015)
	Cultural sensitivity; culturally appropriate communication; language support; interpreters; culturally competent staff; co-production; community engagement; tailored services; inclusive healthcare
	Theme 1: Cultural Insensitivity


	Hackett et al. (2020); Watkinson et al. (2021); McGreevy et al. (2023)
	Racial discrimination; poorer physical and mental health; unequal quality of life; unequal healthcare access; multimorbidity; differences in primary-care utilisation; structural inequalities
	Theme 2: Inequality and Disparities

	Wainwright et al. (2026); Ahmad et al. (2021)
	Trust-building; culturally sensitive communication; personalised care; improved engagement; access to appropriate treatment; community-responsive services; reducing disparities in healthcare utilisation
	Theme 3: Language Barrier


	Thana et al. (2026); Moorthie et al. (2024); Cluley et al. (2026)
	Institutional discrimination; unsafe care; mistrust; powerlessness; workforce capacity; funding; data quality; organisational barriers; structural racism; systemic change and accountability
	Theme 4: Limited Resources 


[bookmark: _heading=h.4bt1tdgmlllp][bookmark: _Toc240899409]Table 5: Reviewing Themes

The reviewing step included evaluation of the adequacy of the candidate themes found in the initial analysis, the coherence and the direct relationship to the objective of the research in internal settlement. Table 5 presents a process in which there were overlapping themes between candidate themes compared across the studies and then narrowed down to four broader final themes. This procedure allowed for minimising fragmentation and making sure that similar results were not regarded as distinct themes merely due to their origin under different healthcare conditions.
[bookmark: _heading=h.d3jfushmejw6]
[bookmark: _Toc241190028]4.5 Theme chart
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[bookmark: _Toc240899418]Figure 7: Theme Chart


Theme 1:  Cultural Insensitivity
This topic will be applied based on the defining features, behaviours and practises in healthcare to effectively address patients with other ethnicities and cultures. Culturally competent care can be defined as care that respects differences in cultures and applies these differences in culture in a way of communication, assessment, treatment and service provision. 
It transcends mere cultural awareness and demands that medical professionals and organisations customise care according to linguistic beliefs, values, religious beliefs, family organisation, and health care practices of the patients.Culturally sensitive communication, language support, proper use of interpreters, consideration of religious and cultural beliefs, person-centred decision-making, and adaptation of health information to various degrees of literacy are the major components. Cultural competence would also encompass the realisation that ethnic minority communities are not the same and that there are no assumptions or stereotypes; instead, care should be provided based on individual desires and circumstances. 

Theme 2: Inequality and Disparities
This theme holds that there exist systematic inequalities between the health conditions, treatment experiences, and outcomes of ethnic minority groups in the population as compared to that of the other members of the population. Ethnic inequalities in health are disparities that have a pattern which is social and that can be generated by various factors like unequal exposure to socioeconomic disadvantage, discrimination, access to services, communication issues and other problematic structural-wide situations. These disparities may be manifested in physical wellbeing, mental wellbeing, prevalence of chronic diseases, quality of life, adherence to treatment and health care outcomes.

The unequal healthcare encounters concept has a special context on what takes place when individuals participate in healthcare systems. Inequality might be manifested in problems in getting appointments, decreased access to the right services, later diagnosis, poorer continuity of care or disparities in quality of care or safety of treatment received. Prejudice, being stereotyped, racial discrimination, or not hearing can also be a part of trust and desire to use services. 

Theme 3: Language Barrier
This theme is relevant to the extent to which culturally competent care may contribute to the minimisation of disparities in access, experience, and engagement and health outcomes among ethnic minorities. Culturally competent care would, therefore, have to be assessed by analysing whether culturally responsive practices lead to improvements in patients’ communication, trust, interaction with health care services, and their treatment experiences. The benefits may include increased communication, trust, increased use of services, better adherence to treatment, and more equitable satisfaction and health outcomes.

By enabling care to be more relatable, culturally competent care can reduce inequalities based on cultural aspects since it is less challenging to disagree and highly sensitive to different needs. As an example, one can employ language-appropriate communication to maximise understanding of the treatment, utilise culturally sensitive consultations to reduce the amount of misunderstanding, and facilitate patient-to-healthcare professional relationships. The personalised services might also boost the interactions within already disengaged, or even suspicious, communities.

Theme 4: Limited Resources      
This theme examines the determinants that constrain or help establish culturally competent practices in healthcare systems. Factors that make it difficult to establish or sustain culturally competent care are known as barriers. Factors contributing to the provision of culturally responsive healthcare as discussed by Thana et al. (2026) include unsafe care, powerlessness, discrimination, and organisational barriers. Moorthie et al. (2024) have pointed out additional barriers such as lack of staff time, lack of finance, fragmented organisation, and poor ethnicity data as barriers to tackling health inequalities. Cluley et al. (2026) have further emphasised the need to recognise patients’ experience of the world from an organisational perspective and argue that culturally sensitive healthcare is more than professional competence. This can be due to a lack of workforce training, time, staff, funds, lack of interpretation services, poor cultural awareness, inefficient care pathways, poor data systems and resistance to change (Lewer et al., 2020). Implementation and engagement of the patient can also be limited by discrimination and lack of trust, which are more general issues (Elliott et al., 2025). Facilities that enable culturally competent care to be implemented are called facilitators. 
[bookmark: _heading=h.htw60659vxgr]
[bookmark: _Toc241190029]4.6 Performing Thematic Analysis 
Theme 1: Cultural Insensitivity
The expression of cultural insensitivity in the reviewed evidence of the UK is not an individual intervention, but a combination of linguistic accessibility, culturally shared communication, community involvement, competence, and service-level workforce adaptation. The concept of culturally competent healthcare that Zeh et al. (2015) embrace is a form of care that takes into account cultural differences and develops cultural literacy and service nimbleness to the requirements of a person. Their diabetes-related studies, in particular, focus on language and religion, health literacy and culturally appropriate diet. To illustrate, the dietary education program must accommodate foods the minority communities already have but not advocate generic foods, which can be incongruent with cultural and religious beliefs. It is a disease (specifically cultural competence) centred model, namely cultural competence as a whole-service model, but as Stepanova et al. (2026) theorise these models culture competence as a referral pathway, continuity, community partnerships and organisational accountability as the most important conceptualisation of cultural competence, as opposed to centring it on the knowledge of individual practitioners.

One of the constant elements is language support. Language, food traditions and patient-provider cultural differences were significant barriers to implementation, whereas a lack of resources and inadequate staff training was identified as constraining. And the same authors, Stepanova et al. (2026), identify the part of interpreters as prime, but mention the ineffectiveness of translation as a phenomenon. The difference was that their participants preferred to have interpreters and clinicians share training, devoting more hours when training to interpretation and having interpreters supervised, which is where they saw treating language mediation as an element of therapeutic care, but not as a service provision. Dawson et al. (2025) extend this focus to the research involvement where the use of clear and culturally sensitive and transparent communication, reliable sources of information and co-designed materials can be employed to promote trust and informed decision-making among ethnic minorities.

More modern practices are also characterized by community involvement. According to the authors, culturally relevant care, which should not be provided in the clinical setting, is encouraged by Stepanova et al. (2026) who encourage collaboration with faith organisations, community leaders, peer-support networks and advocacy services. Similarly, Dawson et al. emphasize on credible relationships to communities and adaptation to culture and language needs. Conversely, Zeh et al. (2015) are more concerned with GP practices and offering professional services and their attitude is less co-produced.

These differences impact the evidence strength, methodologically. The study conducted by Zeh et al. (2015) used a survey of 66 Coventry practices (structured survey) 34 practices responded, descriptive statistics and the CCAT assessment tool and offered quantifiable comparisons of the level of service but only limited to the views of the professionals. More experiential information, though with less generalisability, was obtained through qualitative interviews involving 20 ethnically diverse adults (Dawson et al., 2025) using maximum-variation purposive sampling. The adaptation of the Delphi methodology by Stepanova et al. was better evidence-based and integrated the lived experience with the professional perspectives to generate evidence-based recommendations or consensus building, which increased the effectiveness of its service design, but marginalization was made within the online format of the study. Collectively, the articles suggest that the achievement of cultural competence requires the staff training to occur during movement between the separation staff education to co-production, language-accessible, culturally responsive and systemic models of care (Chau et al., 2024).

Theme 2: Inequality and Disparities
Based on the evidence by Watkinson et al. (2021), Hackett et al. (2020), McGreevy et al. (2023), they examined, the ethnic health disparities in the UK are not only limited to the variation in prevalence of the diseases but also to the variation in health outcomes, discrimination and not only the socioeconomic deprivation and unequal experience of healthcare services access. For instance, Watkinson et al. (2021) offer an example of poorer health-related quality of life (HRQoL), which they found in 15 out of 17 minority ethnic groups, in adults aged 55 years and above in England. The inequalities were denied particularly in Gypsy or Irish Traveller, Bangladeshi, Pakistani and Arab groups and were more likely to be greater in women. These related to a higher level of multimorbidity, less favourable primary-care experiences, less local-service support and more area-level deprivation. Interestingly, this poses a challenge to any such direction of considering ethnic minorities as a homogeneous group as the level and flow of inequalities across groups differed dramatically.

The explanation given by Hackett et al. (2020) can be considered complementary since the authors point out racial discrimination as a significant social determinant of unequal health. Among 4,883 adults who were ethnic minorities, and in one-fifth of all, there was a report of racial discrimination. Discrimination reporters had lower self-rated health, were psychologically distressed, poorer functioning (both mental and physical) and more likely to have long standing illness; the relationships were also noted to exist 2 years later. Whereas Watkinson et al. reveal inequities at the population level, Hackett et al. (2020) reveal one of the possible ways, in which inequities can build up. However, self-reported discrimination is not able to fully capture the personal experiences of racism and the authors acknowledge that the conventional introduction of social economic position can bias the complex relationship that exists between racism and racial inequality.

Inequality with regard to experience is also evident in healthcare utilisation. This is in line with McGreevy et al. (2023) who inferred that ethnic minority patients with multimorbidity were more disrupted during COVID-19 due to variations across primary care. Asian patients using face-to-face consultations had the highest decline, 676 per 1,000 patients in February 2020 and 348 in April and did not shift their preference to telephone consultation as egregiously as White patients. It is important as less personal interaction could limit the ability to build relationships and collect information, which can compound existing disparities in which language barriers, access to or complicated conditions already exist.

The studies by Watkinson et al. (2021), Hackett et al. (2020) and McGreevy et al. (2023) illustrate various methodological advantages and disadvantages. The cross-sectional representative national sample of almost 1.4 million older adults by Watkinson et al. (2021) allowed making detailed comparisons between smaller ethnic groups that could not be used as indicators to determine causation. The prospective cohort by Hackett et al. enhances interpretation over time but relies a lot on subjective reporting. By contrast, McGreevy et al. (2023) analysed longitudinal electronic records of 460,084 patients through interrupted time-series modelling that provides objective evidence on service-utilisation but the location (South London) limits the national generalisability of this investigation. The combination of all the evidence indicates that ethnic inequalities are shaped through interplay of clinical, socioeconomic, discriminatory and healthcare-system factors and not ethnicity. 

Theme 3: Language Barrier
The reviewed evidence suggests that culturally competent care has high potential of reducing ethnic health disparities, particularly through increasing engagement; trust and appropriateness of services; however, there is minimal evidence to demonstrate direct and sustained reduction in health outcomes that pertain to culturally competent care. Wainwright et al. (2026) elaborate such a difference in the field of palliative and end-of-life care. Individualised styles viewed as culturally responsive were viewed as responsive by the professionals promoted accessibility and engagement as the professionals had the ability to evoke the beliefs, preferences and expectations of the patients into the care process rather than rely on prescriptive models. Community-led programs that used the local people who were known to people were also considered effective in raising awareness. 

There is valid contradiction between the continuation of inequalities discussed by Ahmad et al. (2021), in their nationwide examination also revealed that the ethnic differences in the prevalence of common mental disorder were significantly lessened after the demographic and socioeconomic modulation procedure was performed, yet disparities in obtaining treatment remained. Asian surveyed respondents had only 0.23 as high a chance in the year 2014 of Black respondents as compared to White British respondents to lack treatment and treatment reduction. This implies that clinical encounters that are culturally competent, alone cannot eradicate inequalities that have been created by referral systems, the availability of services and expanded institutional contexts. Equally, socioeconomic interventions have the ability to reduce mental-health disparities, but appear to have no effect on treatment disparities.

A similar warning is raised by Wainwright et al. (2026) about the finding of an effectiveness at practitioner level. Despite the fact that KEEPNET made it possible to provide professional and community-based discussion and definition of priorities that could be applied on a local level, the problem of staffing, lack of models of service and fragmented pathways remained an inhibitory factor in culturally responsive provision. Due to this, the accessibility, continuity and organisational resources are bound to lead to fewer inequalities when combined with cultural competence.

Effectiveness evidence is however not even, methodologically. Ahmad et al. (2021) carried out repeated nationally representative cross-sectional surveys, with a sample size of 7,187 and 7,413 respondents respectively, in which multivariate regression was applicable to compare the populations across time in a strong manner. Nevertheless, the measure that was tested was trends in inequalities and does not test a culturally competent intervention. 

Theme 4: Limited Resources
Implementation of culturally competent healthcare in UK is limited by those barriers that act on a higher level than a level of behaviour of the particular clinician. The works of Thana et al. (2026) reveal that the unsafe care in minority population is reciprocating individual, interpersonal, community, organisational and societal causes of it. Their constituents complained about their perception of powerlessness, unpleasant experiences of the past and the use of technical messages as contributing to their inability to participate actively in care and stereotyping, discrimination and inability to coordinate contributed to their issues. 

Poor organisational capacity to initiate inequality identification and tracking represents an implementation barrier described by Moorthie et al. (2024), although in the less common but complementary form of information sources. Workforce time, insufficient funds, fragmented organisations and quality data collection on demographics were issues that impeded organisations in transforming inequality goals into action. Further, it is hard to compare and be accountable because there is a variation in definitions of health inequalities and inconsistent categorisation of ethnicity.
Conversely, the research of Cluley et al. (2026) also indicates that the problem of knowledge that is appreciated must also be looked at as an organisational improvement job. Symptom dismissal was reported, and different treatment by racially oriented subjects of older age and it was found that apparently culturally sensitive systems may also be unjust when it becomes necessary to neglect the experiential knowledge on the patients (Cluley, Thomas-Ekweh and Oli, 2026). Their envisioned NHS communication tool constructed based on narratives of participants, photographs and videos offers a more potent facilitator than generic education about cultural differences since it is created to reflectively practice with lived experiences.

A study by Thana et al.'s study (2026) offered a multilevel understanding of barriers to culturally competent care, which was informed by 48 in-depth interviews and a socioecological examination. The participation of advisory panels helped make the study stronger through including multiple viewpoints; however, retrospective self-reporting could be a problem for their study. The interviews by Moorthie and 16 professionals to some degree give an insight into the operational limits, but are predominantly East of England based and do not include patients and the general population, which could be slanted towards organisationally oriented perspectives. Conversely, this type of photovoice by Cluley a priori predicts the lived experience of 69 participants, and material evidence of the lived experience, but recruitment was based on the availability of community groups, which may have discriminated against more remote people. 

This chapter identified four interconnected themes showing that culturally competent care can improve communication, trust, engagement and responsiveness among ethnic minority communities. However, structural and organisational inequalities continue to affect access, safety, treatment and health outcomes. Effective implementation therefore requires community co-production, reliable interpreting, stronger data systems, adequate resources and organisational accountability. Overall, culturally competent care is most effective when integrated into wider efforts to reduce health inequalities.
[bookmark: _heading=h.162gbmg3b2pl][bookmark: _Toc241190030]Chapter 5: Discussion
This chapter discusses the main findings of the systematic literature review on culturally competent care and health inequalities among ethnic minority communities in the UK. It interprets Chapter 4 findings in relation to the research objectives, previous literature and theoretical frameworks. It also considers implications for healthcare practice, NHS organisations and policy. Finally, the chapter outlines the study’s limitations and provides a brief summary. 

The findings indicate that culturally competent care (CCC) can be used to reduce ethnic health disparities, but its effectiveness relies on the level of its thorough implementation. Objective 1, to identify key components and practices for culturally competent care in UK healthcare, was met successfully by the systematic review. The following core practices were presented in thematic area 1, and among other studies, Stepanova et al. (2026), Dawson et al. (2025), and Zeh et al. (2015) listed the following core practices: culturally sensitive communication, language support, interpreter, co-production, community engagement, and tailored services.

The results are very closely aligned with the literature review, as the authors of Robinson et al. (2021) and Thomas et al. (2021) related culturally responsive communication and interpretation with better trust and access to healthcare, and the former authors and Thomas et al. (2021) focused on services designed by the community. In addition to that, the second goal that involved analysing the inequalities in health among the ethnic minorities in the UK has been successfully met. The literature review uncovered the health disparities among various ethnic groups in terms of health, care and social circumstances. Faizan Siddiqui et al. (2025) were, however, sceptical about the possibility of sustained and long-term benefits on behaviour and health through training. 

The third objective, which was critical evaluation of effectiveness of CCC as a tool in mitigating health inequalities, has also been covered, but with a partial rather than conclusive outcome. Therefore, the findings indicate that CCC can be viewed as interpersonal practices along with organisational adaptation rather than an overlaid staff cultural-awareness training. The fourth objective was accomplished by identifying barriers and facilitators, such as organizational barriers, human resources, discrimination, community participation, and organizational commitment, which were used to formulate recommendations for this research. On the whole, it can be concluded that the systematic review successfully met its objective in showing how CCC can contribute to narrowing ethnic health inequalities, but the effectiveness of CCC is also contingent upon its continued implementation and addressing inequalities.

Comparison with Expectations and Literature 
These findings were very much expected, as the literature investigation had hypothesised that culturally competent strategies would enhance communication, the experience of engagement, and healthcare. Likewise, theme 3 also identified trust-building, personalised care, improved engagement and access to suitable treatment as the areas where inequalities can be kept to the bare minimum. It is similar to the works by Theodosopoulos et al. (2024), who have linked CCC with trust and treatment adherence and satisfaction and Lauwers et al. (2024), who have found the advantages of language support and shared decision-making. However, the results were not as conclusive about long-term health conditions. This is in line with the perspectives of Pisavadia et al. (2025), who felt that the available evidence is more concerned with short-term behavioural alterations rather than the possible inequality reduction that can be measured in the entire population. 

The first concluding theme, Cultural Insensitivity was a synthesis of the information connected with cultural sensitivity, communication and interpreters, co-production, community involvement and customised services. These were implemented in Stepanova et al. (2026), Dawson et al. (2025) and Zeh et al. (2015) and were thus conceptually compatible. The second theme, Inequalities and Disparities, brought together the results of Hackett et al. (2020), Watkinson et al. (2021) and McGreevy et al. (2023) regarding the problem of discrimination, poor health outcomes, multimorbidity, and disparities in the use of healthcare.

The third theme was particularly focused on the Language Barrier, using Wainwright et al. (2026) and Ahmad et al. (2021) to find out the potential of culturally responsive practices as a method of facilitating trust, engagement and access. However, to avoid duplication, this theme was analytically observed to be found distinctively with respect to shared components of cultural competence. The fourth theme involved limited resources of Thana et al. (2026), Moorthie et al. (2024) and Cluley et al. (2026), which are institutional discrimination, workforce constraints, data quality, mistrust and systemic accountability. Altogether, the discussion of the themes helped to develop analytical knowledge and create a coherent outline of the study of the research objectives.

Alternative Explanations and Wider Structural Factors 
The alternative option is that the gains attributed to cultural competence could be due to the overarching organisational and socioeconomic changes. Theme 2 represented that ethnic minority experiences, discrimination, poor mental and physical health, unequal access to healthcare, and multimorbidity are interspersed. In addition, Theme 4 was concerned with the issue of institutional discrimination, unsafe care, low data quality, and limited funding and structural racism. Thus, cultural competence, in and of itself, does not have the ability to eliminate inequalities created by poverty, resource allocation, or institutional practice. It is based on Joo and Liu (2020) and Antón-Solanas et al. (2022), who consider the need to implement a larger structural and organisational transformation to realise sustainable equity in carrying out culturally responsive interventions. Generally, the results complement, and not disprove, the literature: CCC seems useful, but it has the most significant effect when implemented in a system-wide change. 
[bookmark: _heading=h.rslhb3i8brl][bookmark: _Toc241190031]5.1 Implications of the research
Consistency with Previous Literature 
The results are relatively in line with the available body of literature overall, but they do make the argument that culturally competent care (CCC) should not be considered to be localised to the behaviour of individual practitioners alone. The thematic analysis revealed that culturally sensitive communication, interpreters, co-production, community engagement, and tailored services were themes that were present in Stepanova et al. (2026), Dawson et al. (2025), and Zeh et al. (2015). This is in line with other studies that have found that responsive communication and community participation are associated with increased trust, ease of access, and patient experience (Robinson et al., 2021; Thomas et al., 2021; and Lauwers et al., 2024). However, these results have added to existing fears that the same is not always true when it comes to improvements in health inequalities, especially when discrimination and unequal resource distribution within institutions continue to exist. However to such findings, these study findings also contribute to past worries that those gains are not always accompanied by inequalities in the course of health in the long run, in particular in the prevalence of institutional discrimination and inequality of assets.  

There were numerous patterns repeated throughout the dataset. Other codes such as the following were employed: ethnic minorities, ethnic inequalities, health inequalities, treatment inequalities, racism and discrimination; there was a continuous interest in unequal healthcare experiences and outcomes. Although the authors of the studies, such as Wainwright et al. (2026), McGreevy et al. (2023), Watkinson et al. (2021) and Ahmad et al. (2021), focus on different settings and clinical issues, all provided evidence pertaining to disparities in access, utilisation or health outcomes. Hackett et al. (2020) and Cluley et al. (2026) offered more vigorous impact on racism, racialisation and lived experience as drivers of inequality in contrast. 

The second cluster had to do with culturally responsive service delivery. Stepanova et al. (2026), Zeh et al. (2015), Dawson et al. (2025) and Wainwright et al. (2026) included codes like culturally competent, co-production, community engagement, inclusion and equity. Such studies have identified strategies that strive to make sure that communities are more responsive to healthcare and research.

Implications for Existing Theory 
The results are generally consistent with the Social Determinants of Health (SDH) framework, which suggests that the distribution of resources, opportunities, social conditions and power, and not individual factors, determines health outcomes. In discussing the impact of socioeconomic and political situations on the disparities in healthcare outcomes, the literature review adopts this framework. These results argue in favour of this theoretical position, as Theme 2 discovered discrimination, multimorbidity, and inadequate access to medical care, and Theme 4 discovered structural racism, institutional barriers, and powerlessness. However, the outcomes go beyond the model, implying that culturally responsive healthcare per se is possibly a process in which some of the disparities existing at service levels can be alleviated. 

Significance of the Results 
Such outcomes are significant, as they prove that enhancing cultural competence cannot be addressed with the same seriousness as an aspect of equality or a communication practice. The repetitive disparities in the treatment, safety, access, and health outcomes suggest that the culturally inappropriate systems may be contributing to the reproduction of the inequalities. The results in turn alter the focus of the debate as to whether CCC is favourable to the situations in which it can bring about any noticeable changes. 


Practical Implications for UK Healthcare 
Practically, NHS organisations should consider embedding a continuity of cultural competencies development with effective interpreting services, co-production, inclusive leadership, and a stronger ethnicity-data framework. The analysis operationalises the findings in line with data quality, capacity of workforce, funding, and accountability as key matters of implementation. This contributes to Moorthie et al. (2024), which established that improving health disparities monitoring requires better data systems. It follows that health practitioners must pay attention to the measure of equity instead of solely focusing on the completion of the staff training and engaging ethnic minorities in service design and evaluation. This would help in changing cultural competence as an individual professional competence into an organisational culture of delivering equal healthcare. 
[bookmark: _heading=h.q9na1uzf7peu]
[bookmark: _Toc241190032]5.2 Limitations 
The findings provide a very useful description of culturally competent care in the UK but cannot find any direct causal pathway to reducing ethnic health disparities by any particular interventions. Various studies with different designs, settings, and outcome measures and studies of both qualitative and quantitative data (such as interviews and Delphi methodologies, as well as large-scale surveys) can be found in the reviewed articles. As an example, Stepanova et al. (2026) relied on a Delphi-based mixed-method design, and Zeh et al. (2015) investigated culturally competent diabetes services with the help of a survey. Neither can the improvements in communication or trust, or service interaction, be presumed automatically to indicate permanent improvements in morbidity or mortality or population-level equity. There was also methodological inconsistency and lack of evidence regarding the long-term clinical outcomes in the literature review itself.  



Generalisability of the Evidence 
Both the systematic literature review design and heterogeneity of the evidence included limit generalisability. Some of the others employed quite small or geographically specific samples. As a case in point, the investigation by Zeh et al. (2015) involved 66 participants within the region of a single city in the UK, and 20 were interviewees in the research of Dawson et al. (2025). This evidence may provide some information, although it does not necessarily provide comprehensive contextual information for all the ethnic minority groups in England, Scotland, Wales, and Northern Ireland. Also, the ethnic minority groups were researched in every other service organisation and setting, such as diabetes and mental health, palliative care, and clinical research. These societies could not be considered culturally and socially homogenous. The fact that the review considered solely the research available in English might also have eliminated what could have been a valuable piece of evidence, not to mention that their preset inclusion criteria were sure to affect which kinds of views were included in the review. 

Variables Not Fully Accounted For 
Other values might have been important, which were not always researched, as they were not the same across the secondary studies. Socioeconomic factors, migration history, generation, religion, English-language proficiency, geographical location, age, gender, disability, and health literacy are the cultural factors that can co-interact and influence access, as well as trust and outcomes. The outcome could not distinguish the effects of cultural competence and workforce levels, continuity of care or service provision or broader NHS resource demands. This is of particular concern, as the results discovered structural racism, funding, workforce capacity, and data quality to be connective factors in implementation. This means that the results can only be interpreted as a sign of trends and correlations rather than an indication that a one-size-fits-all culturally competent intervention can affect all the healthcare settings in the UK. 
[bookmark: _heading=h.c959pesnmef3]This chapter discussed the findings, and it was concluded that culturally competent care can help to improve communication, trust, engagement and access to health for ethnic minorities in the UK, but its effect on long-lasting health inequalities cannot be confirmed because effectiveness relies on continuous implementation by organisations. The discussion linked culturally fluent communication, interpretation, co-creation and tailored health services with literature and the Social Determinants of Health concept. 
 
 	 


[bookmark: _Toc241190033]Chapter 6: Conclusion 
This research study has examined that culturally competent care can contribute to reducing health inequalities among ethnic minority communities in the UK. The interventions examined included culturally responsive communication, professional interpreter services, continuous cultural competence training for healthcare staff, community co-production, shared decision-making, tailored service delivery and inclusive organisational leadership. However, their effectiveness depends on consistent implementation and support from healthcare organisations. The evidence suggests that these interventions are more effective when combined as part of a system-wide approach rather than delivered as isolated or one-off programmes.Among the key findings is that culture or ethnicity on its own cannot be said to be a source of disparate health outcomes. Structural discrimination, combined with socioeconomic disadvantage, unequal access to services, and institutional practices, interacts to affect healthcare experiences, which means that culturally competent care must be linked with more equity-attractive shifts. The rationale, therefore, of this review is that staff training, as desirable as it is, cannot be maintained unless supported by organisational accountability, workforce diversity, community co-production, and equal distribution of resources.

The research also illustrates that more powerful signs of clinical outcomes at a long-term level are yet to be obtained since much available research considers the short-term effects of knowledge and satisfaction or communication instead of the long-term effects of reducing inequality at the population level. The best solution to this NHS practice problem in the future lies, therefore, in the combination of cultural responsiveness and equitable outcomes that can be measured in ways that they take place over time and in which minority communities are consulted in designing the services and making decisions. 
The overall research question was: How effective is culturally competent care in reducing health inequalities among ethnic minority communities within the UK healthcare system? Based on the findings, culturally competent care may help reduce health inequalities through improved communication, responsiveness, participation, and appropriate care; however, the findings do not show that it can independently eliminate health inequalities.The results show that the success of culturally competent care depends on the healthcare setting, population needs, and implementation of its various elements. According to Stepanova et al. (2026), there is a need to consider the cultural needs of ethnic minorities in terms of their service users, carers, and health professionals when designing culturally sensitive mental health services. This is in line with the previous analysis of how culturally responsive service designs can be more responsive to the specific needs of certain populations. In the same way, Dawson et al. (2025) observed that specific interventions were necessary for increasing the participation of ethnic minorities in clinical trials. 

However, the results have also shown that cultural responsiveness is not sufficient to overcome the already existing health disparities. According to Thana et al. (2026), there were discrepancies in the reporting of the existence of unsafe healthcare encounters for minorities, indicating that such disparities are partly due to problems with the healthcare system itself. This further proves the more general point about cultural competence not only being seen as a trait of individual health professionals but also as an organisational aspect. Likewise, Wainwright et al. (2026) have found some difficulties in delivering culturally appropriate care for people at the end of life or for people in need of palliative care. This further proves that the presence of culturally competent principles does not guarantee consistent application of these principles in health organisations. Zeh et al. have found the same problem in culturally competent diabetes care.Overall, the question posed at the start of this discussion can be answered in a qualified way. 

[bookmark: _Toc241190034]6.1 Reflection on the research study
The systematic literature review was appropriate for this research because it allowed evidence from different UK healthcare settings to be examined rather than focusing on one ethnic group or clinical area (Dawson, 2025). The interpretivist philosophy and inductive approach helped me understand culturally competent care through patient experiences, professional practice and organisational factors. PRISMA provided a transparent and systematic process for selecting relevant studies. The review broadened my understanding of cultural competence from communication to wider organisational systems, participation and structural conditions (Thana, 2026). However, the study relied on English-language secondary evidence from the UK, and differences in methodologies and outcomes limited direct comparison. Therefore, the findings indicate how culturally competent care may contribute to reducing health inequalities rather than establishing causal effects.
[bookmark: _Toc241190035]6.2 Recommendations
The findings of this systematic literature review demonstrate that cultural competency should be integrated, and the following recommendations have been put forward. 
Firstly, NHS organisations should strengthen organisational accountability by embedding cultural competence within clinical governance and quality-improvement processes. Ethnicity-specific indicators should be used to monitor healthcare access, patient experiences, engagement and health outcomes. These results should be regularly reviewed by NHS leadership and used to identify inequalities and improve service delivery. 
Furthermore, one-off cultural competence training should be replaced with continuous professional development. Healthcare professionals should receive regular education in culturally responsive communication, unconscious bias, cultural humility and anti-discriminatory practice. Training should also include reflective learning and practical application so that cultural competence becomes part of everyday clinical practice rather than simply a mandatory training requirement.
Thirdly, healthcare providers from the NHS need to incorporate ethnic minority patients, their careers, and community groups into the planning, delivery, and evaluation of healthcare services. This engagement goes beyond consultation and involves communities having some say in the delivery of services. This approach of co-production helps in improving the cultural relevancy and responsiveness of services among others.
Finally, Future studies may conduct themselves longitudinally and through the mixed-method approach to assess if enhanced patient experience and engagement result in measurable changes in terms of clinical outcomes and healthcare service access. Comparative studies between ethnic groups, regions and various healthcare settings may assist in establishing culturally competent strategies that work well in certain situations and organizational contexts.
[bookmark: _Toc241190036]6.3 Contribution of the Study
This study contributes to existing knowledge by bringing together UK evidence on culturally competent care and health inequalities among ethnic minority communities. The findings show that culturally competent care is not based on one single action. Its effectiveness depends on several connected factors, including clear communication, community engagement, organisational support, workforce training and fair access to healthcare services. The study also contributes to practice by showing that culturally appropriate care should be supported by strong organisational policies and suitable allocation of resources. This can help healthcare organisations improve patient trust, participation and access to services. In addition, the study provides useful direction for future research. It highlights the need for more long-term evidence to examine whether culturally responsive healthcare can reduce differences in clinical outcomes and healthcare access over time. Overall, the study provides an integrated understanding of culturally competent care within the UK healthcare system. 
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	ID
	Author
	Clear Aim
	Appropriate Methodology
	Research Design
	Recruitment Strategy
	Data Collection
	Reflexivity Considered
	Ethical Issues
	Data Analysis Rigour
	Clear Findings
	Research Value

	1
	Ahmad et al. (2022)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	2
	Watkinson et al. (2021)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	3
	Hackett et al. (2020)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	4
	Cluley et al. (2026)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	5
	McGreevy et al. (2023)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	6
	Moorthie et al. (2024)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	7
	Zeh et al. (2016)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	8
	Kai et al. (2017)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	9
	Bécares et al. (2018)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	10
	Salway et al. (2020)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	11
	Papadopoulos et al. (2016)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes


 

[bookmark: _Toc241190040]Appendix 2: Data Extraction Table
	Articles
	Author
	Title
	Year
	Published Journal
	Volume
	Issue
	Location
	Type Of Study
	Aim Of Study
	Methods
	Sample Size
	Result/Outcomes

	1
	Ahmad et al.
	Prevalence of common mental disorders…
	2022
	British Journal of Psychiatry
	221
	3
	England
	Quantitative (cross-sectional)
	To examine prevalence and treatment of mental disorders in ethnic minorities
	National surveys (2007 & 2014)
	14600
	Ethnic minorities had lower treatment access and variations in disorder prevalence

	2
	Watkinson et al.
	Ethnic inequalities in health-related quality of life…
	2021
	Lancet Public Health
	6
	3
	England
	Quantitative (cross-sectional)
	To assess ethnic inequalities in quality of life
	Primary data analysis
	1416793
	Significant inequalities in quality of life among ethnic groups

	3
	Hackett et al.
	Racial discrimination and health…
	2020
	BMC Public Health
	20
	1
	UK
	Quantitative (prospective cohort)
	To examine effects of racial discrimination on health
	Longitudinal survey analysis
	4883
	Discrimination linked to poorer mental and physical health

	4
	Cluley et al.
	Exploring relationship between race, older age…
	2026
	Social Science & Medicine
	23
	1
	UK
	Quantitative
	To explore experiences of racialised older adults
	Interviews / qualitative analysis
	68
	Structural inequalities and racism impact health outcomes

	5
	McGreevy et al.
	Ethnic inequalities in COVID-19 impact…
	2023
	BMC Medicine
	21
	1
	South London, UK
	Quantitative (time series)
	To assess ethnic inequalities in healthcare use during COVID-19
	Time series analysis of health records
	460,084
	Ethnic disparities in healthcare consultations observed

	6
	Moorthie et al.
	Qualitative study of UK health professionals…
	2024
	BMJ Open
	14
	9
	UK
	Qualitative
	To identify ways to improve data on health inequalities
	Interviews with professionals
	16
	Need for improved data systems to monitor inequalities

	7
	Zeh et al.
	Exploring culturally competent primary care diabetes services…
	2016
	Diabetic Medicine
	33
	6
	UK (single city)
	Quantitative (survey)
	To evaluate culturally competent diabetes services
	Survey study
	66
	Identified gaps in culturally competent care delivery

	8
	Stepanova et al.
	Consensus on culturally competent mental health services…
	2026
	Health Expectations
	29
	1
	UK
	Mixed methods (Delphi study)
	To develop consensus recommendations for mental health services
	Interviews
	34
	Consensus reached on culturally competent service improvements

	9
	Dawson et al.
	Recruitment and retention in trials…
	2025
	Journal of Clinical Epidemiology
	188
	1
	England
	Qualitative
	To explore recruitment barriers in ethnic minorities
	Interviews
	20
	Tailored strategies needed for better participation

	10
	Thana et al.
	Experiences of people from minoritised groups…
	2026
	BMJ Open Quality
	15
	1
	UK
	Qualitative
	To explore healthcare-related harm experiences
	Qualitative interview study
	48
	Identified systemic factors contributing to unsafe care

	11
	Wainwright et al.
	Experiences of delivering palliative care…
	2026
	BMC Palliative Care
	23
	1
	UK
	Qualitative
	To explore professionals’ experiences in diverse communities
	Qualitative interviews
	6
	Challenges in delivering culturally appropriate end-of-life care





[bookmark: _Toc241190041]Appendix 3: Search Strategy
Databases Searched
· PubMed 
· Scopus 
· Google Scholar 
Keywords Used
· "Culturally competent care" AND "ethnic minority communities" 
· "Cultural competence" AND "health inequalities" 
· "Culturally competent healthcare" AND "United Kingdom" 
· "Health inequalities" AND "ethnic minorities" AND "UK" 
· "Health disparities" AND "racial and ethnic minorities" 
· "Healthcare access" AND "ethnic minority communities" 
· "Cultural competence" AND "patient outcomes" 
· "Culturally responsive care" AND "ethnic minorities" 
· "Cultural competence training" AND "healthcare professionals" 
· "Community engagement" AND "culturally competent care" 
· "Language support" OR "professional interpreters" AND "ethnic minorities" 
· "Culturally competent interventions" AND "health inequalities" 
▪ Boolean Operators Applied: AND, OR
▪ Publication Period: 2016–2026
▪ Language: English only
· Inclusion Criteria: Peer-reviewed journal articles published between 2016 and 2026 examining culturally competent care, culturally responsive interventions, health inequalities, healthcare access or outcomes among ethnic minority populations, with relevance to the UK healthcare setting. Systematic reviews, meta-analyses, qualitative, quantitative and mixed-method empirical studies were considered.
· Exclusion Criteria: Non-English publications, conference abstracts, editorials/opinion papers, studies outside the relevant publication period, studies unrelated to culturally competent healthcare or ethnic minority populations, and studies conducted outside the UK where the findings were not transferable to the UK healthcare context.
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1. CULTURALLY COMPETENT CARE PRACTICES

e Culturally sensitive communication and language support
improve care experiences (Stepanova et al., 2026; Zeh et al., 2015)
Interpreters and adapted health information help reduce
communication barriers.

Co-production, community engagement, and faith or community
partnerships improve service relevance.

Staff cultural competence and workforce adaptation support
more inclusive service delivery.

Culturally competent care is multi-dimensional and depends
‘on communication, adaptation and community involvement.

7,

ETHNIC HEALTH INEQUALITIES AND DISPARITIES

Ethnic minority groups experience poorer physical and mental
health outcomes (Hackett et al., 2020; Watkinson et al., 2021).
Racial discrimination s linked with psychological distress and
poorer self-rated health.

Inequalities appear in healthcare access, treatment quality,
multimorbidity, and quality of life.

Primary-care use and continuity of care were disrupted, especially
during COVID-19 (McGreevy et al., 2023).

Health inequalities are both structural and experiential,
affecting access, safety and outcomes.

INTERCONNECTED THEMES
Chapter 4 Findings

EFFECTIVENESS OF CULTURALLY COMPETENT CARE

Culturally competent care can improve trust, engagement, and
the appropriateness of services (Wainwright et al., 2026).
Personalised and culturally sensitive communication supports
access to appropriate treatment.

Community-responsive services can reduce some disparities

in healthcare utilisation.

Long-term and direct reductions in population health inequalities
remain less clearly evidenced (Ahmad et al., 2021).

Culturally competent care shows clear service-level benefits,
but evidence of sustained outcome improvement remains limited.

T

4. STRUCTURAL AND ORGANISATIONAL BARRIERS

Unsafe care and institutional discrimination reduce patient trust
and safety (Thana et al., 2026; Cluley et al., 2026)

Limited workforce capacity, time, and funding hinder
implementation (Moorthie et al., 2024).

Poor demographic data quality and fragmented systems weaken
inequality monitoring.

Structural racism and weak accountability prevent system-wide
change.

Effective implementation requires organisational capacity,
resources and accountability.

for ethnic minority
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Integrated care systems (ICSs)
Key planning and partnership bodies from April 2022

Statutory ICS

Integrated care board (ICB) Integrated care partnership (ICP)

Membership: independent chair; non-executive Membership: representatives from local
directors; members selected from nominations authorites, ICB, Healthwatch and other partners
made by NHS trusts/foundation trusts, local

Role: planning to meet wider health, public
A BT E e D health and social care needs; develops and

Cross-boc
Role: allocates NHS budget and commissions mamersig, leads integrated care strategy but does not
services; produces five-year system plan for Infuance and commission services
health services alignment

Partnership and delivery structures

Geographical Participating organisations
footprint
System Provider collaboratives NHS trusts (including acute, specialist and mental health) and as appropriate voluntary,

Usually covers a population community and social enterprise (VCSE) organisations and the independent sector;
can also operate at place level

of 1-2 million

Place Health and wellbeing boards ICS, Healthwatch, local authorities, and wider membership as appropriate;

Usually covers a population can also operate at system level

of 250-500,000 Place-based partnerships Can include ICB members, local authorities, VCSE organisations, NHS trusts (including
acute, mental health and community services), Healthwatch and primary care

Neighbourhood Primary care networks General practice, community pharmacy, dentistry, opticians

Usually covers a population
of 30-50,000




