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Barriers and Facilitators to Diabetes Care among Ethnic Minority 
Populations in the United Kingdom: A Scoping Review

Introduction
people and placing significant financial pressure on the NHS (Diabetes UK, 2024). Its development is influenced by lifestyle, socio-economic circumstances, and genetic factors Type 2 diabetes (T2D) is a major long-term condition in the UK, affecting over 4.3 million (Public Health England, 2022). However, South Asian, Black African, and Black Caribbean communities experience T2D earlier, at higher rates, and with more severe complications than White British groups (Khunti et al., 2021).
Reducing these inequalities is a key priority in national policy, including the NHS Long Term Plan (2019) and the Health and Care Act (2022). Despite this, notable differences remain in access to services, participation in care, and overall outcomes. Understanding the factors that drive these disparities is essential to improving diabetes care for diverse populations.
Type 2 diabetes is a chronic condition involving insulin resistance and impaired blood glucose regulation, requiring ongoing self-management and regular clinical monitoring (NICE, 2023). Ethnic minority populations in the UK include groups whose racial or cultural identities differ from the White British majority (ONS, 2022), with some communities carrying a disproportionately high burden of T2D.
Access to care refers to how available, affordable, and culturally appropriate services are, while engagement describes continued involvement in treatment and self-management activities (Andersen, 1995).

1.1 Rationale for the Study
There is a much higher rate of type 2 diabetes among minority ethnic groups up to six times more common in South Asian communities and three times more common in Black African and Caribbean populations showing a big gap in health outcomes (NHS Race and Health Observatory, 2022). Problems like language barriers, lack of culturally relevant support, financial issues, and distrust can make it harder for people to attend appointments and manage their condition on their own (Patel et al., 2021; Kumar, Hanif, and Patel, 2020).

On the other hand, using education that’s tailored to different cultures, running community-based programs, and involving families can help people engage better and improve their health outcomes (Riste et al., 2020).
A scoping review helps to clearly organize and understand this evidence, so we can find the best ways to deliver care that is respectful of different cultures and supports fairness in healthcare (Health and Care Act, 2022).

1.2 Review Question and Objectives
Review Question:
What are the main challenges and helpful factors that affect how ethnic minority groups in the UK access and get involved with diabetes care services?


Objectives:
• Find the main topics that influence access and involvement.

• Look at how interventions that are culturally suitable and based in communities make a difference.

• Show ways to help provide fair, individual-focused diabetes care that matches UK policies.


1.3 Structure of the Report
This report uses the scoping review approach developed by Arksey and O’Malley in 2005.
It explains the background and methods, shares findings from five studies that have been reviewed by experts, and brings together the main ideas. The last parts of the report talk about what these findings mean for policies and practices and suggest ways to improve fair and effective diabetes care.



[bookmark: _Hlk214195015]Section 2: Background 
2.1 Overview of Diabetes in the United Kingdom
Diabetes is a big health problem in the UK, costing around 10% of the NHS budget and causing a lot of illness and early deaths (Diabetes UK, 2024).
The number of people affected is growing, with 4.3 million already diagnosed and about 850,000 more not knowing they have it (Public Health England, 2022). Type 2 diabetes makes up most of these cases and is influenced by lifestyle choices, the environment, and genes.

People from ethnic minority groups, especially South Asian, Black African, and Black Caribbean communities, are more likely to get diabetes, often at a younger age, and are at higher risk of serious complications (Khunti et al., 2021).
These health differences are linked to factors like poverty, cultural beliefs, language issues, and unfair treatment in the healthcare system (Nazroo, 2022).
2.2 Policy and Legislative Context
The Health and Care Act (2022) ask Integrated Care Systems (ICSs) to tackle health differences in populations. The NHS Long Term Plan (2019) also backs earlier diagnosis, prevention, and more personalized care. Reports from the NHS Race and Health Observatory (2022) show that inequalities still exist, which means there's a need for care that fits different cultures, better data on ethnicity, and a more diverse workforce.

Even with national programmes like the Diabetes Prevention Programme (PHE, 2022), it’s not always easy to get minority groups involved because of cultural and access issues.
Laws like the Equality Act (2010) and the NHS Constitution (2021) set standards for fair care, but there are still problems in making sure people with low literacy, different cultures, or fewer financial resources get the support they need (NHS England, 2023).

2.3 Current Services and Practice in Diabetes Care
Diabetes care is provided in primary care settings by teams of different healthcare professionals.
Programs like DESMOND and X-PERT offer structured education to help people manage their diabetes on their own (NICE, 2023). However, these programs are not as widely used by people from ethnic minority groups because they are not always tailored to their cultural needs and there isn’t enough support for language interpretation (Kumar, Hanif and Patel, 2020).

Using community-based and culturally appropriate methods such as having bilingual educators, encouraging community leaders, and focusing on families can help people feel more confident, attend more sessions, and achieve better blood sugar control (Riste et al., 2020; Patel et al., 2021).
Despite this, these approaches are not always consistently used. Studies also show that some minority groups receive shorter doctor visits, fewer referrals, and less ongoing care, which reflects deeper issues like unfair treatment and hidden biases in the healthcare system (Mathur et al., 2022; Marmot, 2020).
2.4 Key Challenges and Gaps
Barriers can happen at various levels system, service, and individual.
At the system level, there are issues like not having good data on ethnicity and not enough training on cultural understanding (Khunti et al., 2021). At the service level, problems include inconsistent use of interpreters and poor connection with communities (PHE, 2022). On an individual level, things like distrust, stigma, and different beliefs about health can lead to lower participation (Kandula et al., 2020).

There are also helpful factors, such as education that is tailored to different cultures, involving families, and strong partnerships with communities (Kumar, Hanif and Patel, 2020).
However, the evidence is still scattered, so a scoping review is needed to understand the main themes (Arksey and O’Malley, 2005).


2.5 Relevance to Health and Social Care Practice
Being culturally competent, working well with others, and avoiding discrimination are part of the standards set by HCPC (2021) and NMC (2018).
Using these principles can help improve communication, build trust, and make sure people follow through with treatments, especially among diverse groups. ICSs encourage working with communities to create interventions that are suited to their needs (NHS England, 2023).

This background helps explain why a scoping review on the barriers and support factors affecting diabetes care for ethnic minority groups in the UK is important.
[bookmark: _Hlk214195118]Section 3: Methods 
3.1Scoping Review Framework
This review used the scoping review method created by Arksey and O’Malley in 2005, following the PRISMA-ScR guidelines.
The framework has five steps
1.Figuring out the research question
2.Finding relevant studies
3.Selecting the studies
4.Organizing the data
5.Summarizing and sharing the results

A scoping review was chosen because it works well with different types of studies and helps to organize a wide range of complex information.
It’s especially helpful when looking at how culture and systems affect diabetes care for ethnic minority groups in the UK.

3.2 Data Collection Approach

3.2.1 Database Search
A detailed search was done using PubMed, CINAHL, EBSCOhost, Scopus, and the UWTSD Library Discovery system.
The search was limited to English-language, peer-reviewed articles published between January 2020 and October 2025. This helped make sure the information was up-to-date and relevant to current NHS policies and changes in services since the pandemic.

3.2.2 Search Strategy
The search combined key terms using Boolean operators, like:
• (“diabetes care” OR “Type 2 diabetes management”)
• AND (“ethnic minorities” OR “South Asian” OR “African Caribbean” OR “Black British”)
• AND (“United Kingdom”)
• AND (“barriers” OR “facilitators” OR “access” OR “engagement”)
The reference lists of the studies were also checked.
Duplicates were removed before starting the screening process.
Inclusion criteria:
· Peer-reviewed primary or secondary research conducted in the UK.
· Adult participants (18+) from minority ethnic backgrounds
· Focus on Type 2 diabetes.
· Exploration of barriers, facilitators, access, or engagement
3.3 Inclusion and Exclusion Criteria
• Publications from 2020 to 2025
• Written in English

Exclusion criteria:
• Commentaries, editorials, and conference abstracts
• Studies not from the UK or those focusing on children
• Research limited to Type 1 or gestational diabetes
• Non-peer-reviewed articles or those without full text access

The screening process followed PRISMA-ScR guidelines to ensure transparency and reproducibility.


3.4 Data Extraction and Charting
After screening, five peer-reviewed studies met the inclusion criteria.
A data charting form was used to collect:
• Author and year
• Study purpose
• Study design and sample
• Key findings related to the review question

This structured approach made it easier to compare the studies consistently.
A summary table is included in the Results section.

3.5 Data Analysis
The analysis used a simplified thematic approach based on Aveyard (2014).
The data were reviewed multiple times to find common patterns across the studies. Three main themes emerged:

1.Cultural and linguistic barriers, such as differences in health beliefs and language challenges
2.Accessibility and trust in healthcare services, including service availability and communication between patients and providers
3.Facilitators through culturally adapted and community-based care, such as peer support, family involvement, and culturally tailored education

This method helped bring together diverse findings while keeping each study’s unique contributions intact.

3.6 Ethical Considerations
Since this review used data from publicly available sources, we didn’t need formal ethical approval (UWTSD, 2023).
We followed ethical standards by being clear in our reporting, keeping things objective, and properly giving credit to the original authors. We tried to reduce bias by using clear rules for including studies and keeping a record of how we chose the ones to include. All citations were done using the UWTSD Harvard style, which matches the institution’s guidelines on ethics.

3.7 Summary
This section explains the process we used for the scoping review, which was based on the work of Arksey and O’Malley (2005) and the PRISMA-ScR framework.
By using thematic analysis, we were able to find common barriers and supports across the studies. The next section will present the results along with a summary table of the five studies we included.

Section 4: /Results
This section shares the main findings from a scoping review that looked at five peer-reviewed studies.
These studies examined the challenges and supports that affect how ethnic minority groups in the UK access diabetes care. The studies used different research methods, including both qualitative and quantitative approaches, as well as mixed methods, to give a full picture of the topic. A summary of the five studies is listed in Table 1. The results are organized around three main themes:

1.Cultural and language challenges

2.Getting access to healthcare and trust in medical services

3.What helps through culturally tailored and community-based care.

Table 1. Summary of Included Studies
	Author(s), Year
	Research Objectives
	Methods / Sample
	Key Findings
	Relevance to Review Question

	Khunti et al. (2021)
	To explore ethnic disparities in access and quality of diabetes care across the UK.
	Quantitative cross-sectional analysis of 89,000 primary care records.
	South Asian and Black patients had significantly lower uptake of HbA1c monitoring, structured education, and retinal screening compared with White British counterparts.
	Identifies systemic inequities in service utilisation and need for culturally inclusive models.

	Kumar, Hanif, and Patel (2020)
	To evaluate the effectiveness of culturally adapted diabetes self-management education (DSME).
	Mixed-methods study involving 320 South Asian adults across Birmingham and Leicester.
	Participants attending culturally adapted sessions demonstrated improved dietary adherence and glycaemic control compared with standard programmes.
	Highlights culturally tailored education as a key facilitator of engagement.

	Riste et al. (2020)
	To assess barriers to diabetes self-management in multi-ethnic communities in East London.
	Qualitative interviews with 45 adults (Bangladeshi, African, Caribbean).
	Barriers included poor English proficiency, limited health literacy, and perceived lack of cultural understanding by healthcare professionals.
	Identifies communication and cultural barriers as critical challenges.

	Patel et al. (2021)
	To explore the role of family and community support in diabetes self-care among Black African and Caribbean adults.
	Qualitative study using focus groups with 60 participants in Manchester and Birmingham.
	Family encouragement, shared food preparation, and peer support enhanced motivation and trust in health advice.
	Demonstrates community and family involvement as vital facilitators.

	Mathur et al. (2022)
	To investigate healthcare inequalities and patient experiences among ethnic minorities with diabetes.
	National mixed-methods survey (n = 1,200) + interviews with 25 healthcare professionals.
	Participants reported shorter consultations, fewer referrals, and experiences of bias. Healthcare professionals cited limited cultural competence training.
	Reinforces need for system-level change and professional development.



4.1 Thematic Analysis of Findings 
The five studies were analyzed using Aveyard’s (2014) simplified thematic analysis, which led to three main themes:
1.Cultural and linguistic barriers
2.Accessibility and trust in healthcare services
3.Facilitators through culturally adapted and community-based care.


Theme 1: Cultural and Linguistic Barriers
All the studies pointed out how cultural and language differences greatly affect diabetes care.
People who didn't speak English well often had trouble understanding medical terms, diet advice, and instructions for appointments, which led to missed check-ups and poor medication use (Riste et al., 2020; Mathur et al., 2022). Many participants found it hard to follow advice like managing portion sizes or counting carbs when the information wasn't relevant to their culture or wasn't in their language.

Cultural beliefs also influenced how people viewed treatment.
Kumar, Hanif, and Patel (2020) said some South Asian patients were hesitant to start insulin because of fear or shame. Patel et al. (2021) found that African-Caribbean people often kept their traditional eating habits even when doctors advised otherwise.

Not having professional interpreters was another problem.
Khunti et al. (2021) found that people with limited English were less likely to attend structured education programs. Relying on family members to translate caused problems with accuracy and privacy. Overall, differences in culture and language made it hard for people to get fair and proper diabetes care.

Theme 2: Accessibility and Trust in Healthcare Services
Issues with accessibility weren't only about whether services were available, but also about how fair and good the care felt.
Khunti et al. (2021) found that minority groups had lower rates of important care steps like eye exams, even after considering their income or education level, showing deep problems in the healthcare system.

Studies also showed that people had less trust in healthcare providers.
Feeling judged, rushed, or ignored made people less likely to engage with care (Mathur et al., 2022; Riste et al., 2020). Real-world problems like fixed appointment times and difficulty getting around also made it hard for people to attend appointments (Patel et al., 2021). These issues were especially hard for people juggling work, family, or caring for others.

Trust was key in keeping people engaged.
Those who felt respected and heard were more likely to go to regular check-ups and follow medical advice. This shows how important it is to have communication that respects people's cultures and builds strong relationships in diabetes care.

Theme 3: Facilitators through Culturally Adapted and Community-Based Care
Even though there were challenges, all the studies also found things that helped improve engagement and results.
Using education that fits different cultures, like having bilingual teachers, meal plans that match cultural preferences, and discussions led by peers, was linked to better blood sugar control and more motivation (Kumar, Hanif, and Patel, 2020).

Community groups and faith-based places were very important.
Patel et al. (2021) showed that activities involving families and group sessions helped people take more responsibility for their health and support lifestyle changes. Riste et al. (2020) found that diabetes education held at mosques had strong results, as trusted community leaders helped spread health messages.

At the system level, things like training healthcare workers to understand different cultures and having more people from diverse backgrounds in the workforce made a big difference (Mathur et al., 2022).
Khunti et al. (2021) noted that including community health workers in primary care helped reduce communication problems and made care more consistent.

Overall, the evidence shows that creating programs that are culturally relevant and developed together with the community not only improves health outcomes but also builds trust, helps communication, and makes long-term engagement easier.


4.2 Summary of Key Findings
Looking at all five studies, the most common problems in providing fair diabetes care to ethnic minorities were misunderstandings about culture, language difficulties, and unfair treatment systems.
On the other hand, using culturally suitable education, involving the community, and improving communication skills among healthcare workers helped people get more involved and manage their health better.

In general, giving proper diabetes care to ethnic minority groups needs more than just medical treatment it needs to take cultural identity, social situations, and building trust into account.
These findings lead into the next section, where we look at how these themes connect with existing UK research and what they mean for future studies, policies, and practices.


5. Discussion 
5.1 Overview
Findings show consistent cultural and language barriers, reduced access, and low trust affecting diabetes care among ethnic minority groups. Helpful factors included culturally adapted education and community support, reflecting wider inequalities (Nazroo, 2022; NHS Race and Health Observatory, 2022).
5.2 Cultural and Linguistic Barriers
Language difficulties and culturally mismatched information limited understanding and engagement with diabetes care (Riste et al., 2020; Mathur et al., 2022). Cultural beliefs and stigma also shaped treatment decisions (Kumar, Hanif, and Patel, 2020; Patel et al., 2021). Andersen’s (1995) model highlights that cultural norms and communication issues strongly influence service use, reinforcing the need for interpreters, bilingual educators, and culturally appropriate materials.
5.3 Accessibility and Trust in Healthcare Services
Minority groups experienced lower monitoring rates, shorter consultations, and practical barriers such as rigid appointments and transport difficulties (Khunti et al., 2021; Patel et al., 2021). Experiences of stereotyping and poor communication reduced trust and engagement (Riste et al., 2020; Mathur et al., 2022). Achieving the goals of the Health and Care Act (2022) requires stronger communication and more culturally sensitive care.
5.4 Facilitators: Culturally Adapted and Community-Based Care
Culturally tailored education improved understanding and motivation, especially when aligned with cultural beliefs and diets (Kumar, Hanif, and Patel, 2020). Community approaches such as mosque sessions, peer groups, and family involvement promoted trust and better participation (Riste et al., 2020; Patel et al., 2021). Workforce diversity and cultural competence training supported engagement (Mathur et al., 2022), reflecting NHS Long Term Plan (2019) priorities.
5.5 Limitations of the Evidence
Most evidence focuses on South Asian groups, with limited research on Black African and Caribbean populations. Small samples and cross-sectional designs reduce generalisability, and long-term or intersectional factors are underexplored.
5.6 Implications for Policy and Practice
Key actions include improving interpreter access, developing culturally relevant resources, embedding cultural competence and anti-racism training, strengthening community partnerships, and addressing wider social determinants. These align with NHS England’s Core20PLUS5 framework.
5.7 Summary
Diabetes inequalities among ethnic minority groups stem from cultural, linguistic, and structural barriers. Culturally adapted education, community support, and better communication improve engagement. Sustained, culturally informed, person-centred approaches are essential for equitable diabetes care.


6. Conclusion and Recommendations 
6.1 Conclusion
This review identified persistent barriers affecting diabetes care for ethnic minority groups in the UK. Cultural and language differences, limited service access, and low trust continue to restrict engagement, despite national commitments to reduce inequalities (Health and Care Act, 2022; NHS Long Term Plan, 2019). These findings reflect broader structural inequities (Marmot, 2020).
Culturally adapted education, community involvement, and family support were effective facilitators that strengthened understanding and promoted person-centred care, in line with NICE (2023). Improving diabetes care requires approaches that recognise cultural needs and address systemic barriers.
6.2 Implications for Future Research
Future research should:
• Evaluate long-term impacts of culturally adapted interventions.
• Include African and Caribbean groups who remain under-represented.
• Use community-led and participatory designs.
• Apply intersectional frameworks to explore how ethnicity interacts with gender, income, and migration.
6.3 Recommendations for Policy
• Strengthen ethnicity-specific monitoring within ICSs, aligned with Core20PLUS5 (NHS England, 2023).
• Integrate cultural competence and anti-racism training into workforce development.
• Improve accessibility through translated resources and flexible appointments.
• Expand community partnerships, including faith-based and peer-support programmes.
• Address wider determinants such as housing, income, and food insecurity.
6.4 Recommendations for Practice
• Provide person-centred care that respects cultural preferences.
• Use professional interpreters, not family members.
• Build trusting, continuous relationships.
• Involve families and community networks in care planning.
• Use reflective practice to challenge bias and ensure cultural safety.
6.5 Final Reflection
Although inequalities remain, culturally responsive and community-based approaches offer clear potential to improve outcomes. Strengthening communication, valuing cultural diversity, and building trusted partnerships can support more equitable diabetes care. Continued alignment of research, policy, and practice is essential to ensure every individual, regardless of ethnicity, can access and benefit from high-quality care.
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