

[image: Text

Description automatically generated]


Type 2 Diabetes Mellitus amongst Ethnic Minority Adults in the United Kingdom
NENEH BANGURA

Supervisor’s name: JOLLY NWANKWO

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


                      3rd August 2026


[bookmark: _Toc236338332]DECLARATION

This work has not previously been accepted in substance for any degree and is not being concurrently submitted in candidature for any degree.


Signed…Neneh Bangura………………………


Date…3rd August 2026……………………………………………


STATEMENT 1 
This dissertation is being submitted in partial fulfilment of the requirements for the degree of BSc.

Signed Neneh Bangjura ……………………………………………. 


Date…3rd  August 2026……………………………………………


STATEMENT 2
This dissertation is the result of my own independent work/investigation, except where otherwise stated.

Other sources are acknowledged by footnotes giving explicit references.  bibliography is appended.


Signed Neneh  BanguraNeneh Bangura ……………………………………………


Date…3rd August 2026…………………………………………… 


[bookmark: _Toc236338333]ACKNOWLEDGEMENTS

I would like to express my sincere gratitude to my supervisor for their continuous guidance, valuable feedback, and encouragement throughout the completion of this dissertation. I am also thankful to my university and academic staff for providing the knowledge, resources, and support necessary to undertake this research. My heartfelt appreciation goes to my family and friends for their patience, understanding, and unwavering encouragement during this journey. Finally, I acknowledge the authors and researchers whose published work formed the foundation of this systematic literature review. Their contributions have been invaluable in shaping the evidence and insights presented in this dissertation.
Jolly Nwankwoko, Bianca, and some of my work colleagues especially my family for their words of encouragement during this research,




ABSTRACT
This dissertation investigates the factors influencing the prevalence, self-management, and healthcare access related to Type 2 Diabetes Mellitus (T2DM) amongst ethnic minority adults in the United Kingdom. The study was undertaken in response to persistent health inequalities affecting South Asian, Black African, and Black Caribbean populations, who experience disproportionately higher rates of T2DM and poorer health outcomes than the White British population. The research aimed to examine epidemiological disparities, identify barriers to diabetes self-management, evaluate access to culturally appropriate healthcare services, and provide evidence-based recommendations to improve health equity.
A systematic literature review was conducted following the PRISMA 2020 guidelines. Peer-reviewed UK studies published between 2015 and 2025 were identified through multiple electronic databases, critically appraised using established quality assessment tools, and synthesised using thematic analysis.
The findings revealed three interconnected themes: clinical and epidemiological inequalities, barriers to effective diabetes self-management, and healthcare access alongside systemic inequalities. The review demonstrated that socioeconomic disadvantage, cultural and linguistic barriers, limited health literacy, and institutional factors significantly contribute to poorer diabetes outcomes amongst ethnic minority communities.
The study concludes that reducing ethnic inequalities in T2DM requires culturally competent healthcare, earlier risk identification, improved diabetes education, and policies addressing the wider social determinants of health. Coordinated action across healthcare services and public policy is essential to achieve equitable diabetes prevention, management, and long-term health outcomes in the United Kingdom.
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[bookmark: _Toc236338334]CHAPTER 1: INTRODUCTION 
[bookmark: _Toc236000630][bookmark: _Toc236338335]1.1 Introduction and Definitions
Type 2 Diabetes Mellitus (T2DM) is a chronic metabolic disorder which affects the pancreas and causes a progressive decrease in the insulin beta cells, peripheral insulin resistance and persistent hyperglycemia. Health care services for diabetes in the United Kingdom (UK) are one of the biggest clinical and economic burdens the NHS faces, with total-care costs in this country using around 10% of the primary-care budget. Although there is no ethnic disparity in distribution of the disease (T2DM) at an individual level, there is an inequitable burden of disease at an overall level evident from epidemiological data (Goff, 2019).
In this investigation, 'ethnic minority groups' is described using terms corresponding to those used by the UK Office for National Statistics (ONS), and includes people from South Asian, Black African and Black Caribbean backgrounds. ‘Healthcare access' is understood not only as a physical access to health care services but also as a multidimensional concept that involves two areas of ‘cultural acceptability’ and ‘financial accessibility’ but also ‘systemic equity in healthcare service delivery'. Self-management" is an active role of patients in managing their symptoms, lifestyle modifications, medication adherence to avoid long-term microvascular and macrovascular complications, and clinical interactions. The systemic factors underlying these patterns are important to consider if inequality in health outcomes is to be minimised and reduced in the contemporary health service landscape of Britain (Hayanga et al., 2023).

[bookmark: _Toc236000631][bookmark: _Toc236338336]1.2 Rationale of the Study
High levels of morbidity, incidence and clinical morbidity of T2DM in ethnic minorities compared with ethnic majority groups in the UK highlights the need for study of this condition in these groups. The prevalence of T2DM is 3 to 4 times raised in people of South Asian and Black African-Caribbean descent compared with people who are White British (Goff, 2019; Pham et al., 2019). Moreover, the age at which these minority groups develop these diseases is much younger, often 5-10 years earlier than those of the majority, and they tend to have lower body mass index (BMI) values at which they develop these diseases (Caleyachetty et al., 2021). This means that they spend a longer period of time living with this disease, resulting in more time at risk of microvascular disease like diabetic nephropathy or retinopathy (Mathur et al., 2018; Heinze et al., 2023).
In spite of the thus exacerbated clinical fragilities, ethnic minorities consistently receive poorer access to culturally competent diabetic care, fewer referrals to self-management education, and systemic delays in their treatment intensification (Mathur et al., 2020; Abu and Llahana, 2025). At the broader social level, evidence of systematic inequities in health, socioeconomic disadvantage, and institutionalised inequities in primary care settings contribute to these differences (Hackett et al., 2020; Woodward et al., 2024). These fault lines were further emphasised and intensified by the COVID-19 pandemic, leading to excess morbidity and mortality of diabetic ethnic minority individuals (Khunti et al., 2023). This study aims to build upon the existing body of research to provide a strong evidence base to map out the key gaps in the service and suggest specific interventions that can have a positive impact and align with the NHS LT Plan's pledge to reduce inequalities in health.

[bookmark: _Toc236000632][bookmark: _Toc236338337]1.3 Aim of the Study
The overarching aim of this independent project is to identify, analyze, and synthesise the key clinical, social, and structural factors that influence the prevalence, self-management, and healthcare access related to Type 2 Diabetes Mellitus amongst ethnic minority adults within the United Kingdom.
[bookmark: _Toc236000633][bookmark: _Toc236338338]1.4 Objectives of the Study
To achieve the primary research aim, the following four academic objectives have been formulated:
1. To review current literature from the UK to assess scope of disparities and epidemiological patterns in T2DM amongst different adult ethnic minority groups.
2. To explore major social, cultural and structural barriers that hinder good diabetes self-management and clinical resources in minoritised communities.
3. To assess the effectiveness and the availability of culturally adapted interventions and primary care paths for variously recruited diabetics in the UK.
4. To combine these findings to provide implementable, evidence-based suggestions for service delivery, clinician practice and policy makers to enhance clinical practice and equity in service provision.

[bookmark: _Toc236000634][bookmark: _Toc236338339]1.5 Structure of the Dissertation
This dissertation is divided into five chapters. This effort sets out the course with an introductory framework, some key concepts, the rationale behind the research and purpose and objectives for the study (Chapter 1). Chapter 2 examines the historical background and provides a background of the theories that are used to identify health inequalities and then brings together the international and national context in the UK for diabetes and diabetes care. The systematic search methodology is described in Chapter 3 and the inclusion/exclusion criteria used for selecting the empirical literature are defined. In Chapter 4 the findings are analysed in detail, literature synthesis is made in order to themes and an in-depth discussion of the literature is presented. Lastly, Chapter 5 provides the findings of the study, acknowledges the limitations that the results have with regard to the clinical setting and makes practical policy and future health and social care recommendations.







[bookmark: _Toc236338340]CHAPTER 2: BACKGROUND
[bookmark: _Toc236000636][bookmark: _Toc236338341]2.1 Historical Background
Diabetes inequalities in the United Kingdom have a longstanding history, which can be traced back to migration following World War II (1939-1945). The Windrush generation arrived in 1948 and then other waves of migrants came from South Asia (India, Pakistan and Bangladesh) and East Africa in the 1960s and 70s, resculpting the demography of the United Kingdom for ever. These population groups were shaped from an agrarian or traditional urban lifestyle to highly industrialised western urban environment leading to an Epidemiological transition is marked by a shift in lifestyle which include changes in diet, lifestyle, and the environment (Ahmed et al., 2023).
Security was robust in each community, and over the following decades, primary care data indicated an unusually high prevalence of metabolic syndrome coupled with T2DM in these newly founded communities. Historically, an ethically-blind diagnostic paradigm has been used in early epidemiological studies and lacking in understanding ethnic-specific biological variations, which led to further delays in diagnosis and historical barriers to implementing the early delivery of preventive services (Woodward et al., 2024). The risk profile of second generation migrants and people of mixed ethnicity became more clear over time, showing that this was not only a temporary migrant problem, but a more enduring and systemic problem in the UK public health system which had become entrenched in the UK as a whole, hiding within the UK's infrastructure (Farmaki et al, 2022).

[bookmark: _Toc236000637][bookmark: _Toc236338342]2.2 Theoretical Background
This study applies two complementary theories: Social Determinants of Health (SDOH) and the theory of Intersectionality, to examine the mechanisms that explain these disparities. SDOH was originally conceptualised by Dahlgren and Whitehead (1991) and frames health outcomes as the result of a series of "concentric circles" of individual biological factors to larger socio-economic, cultural and environment influences. In the context of diabetes care, biological predisposition constitutes just a part of the disease profile; the more superficial aspects including inadequate housing, poverty, the lack of access to fresh food, and inadequately culturally representative messages in health care communication are crucial determinants of diabetes diet and health care usage (Woodward et al., 2024).
Complementing the SDOH model, Kimberlé Crenshaw's (1989) theory of Intersectionality allows for an examination of how multiple social categories (such as race/ethnicity, socioeconomic status, and gender) intersect and form overlapping systems of disadvantage or discrimination (Meeks et al., 2016). For someone from an ethnic minority from an economically deprived community, the combination of the above factors is greater than the sum of its parts – thoughts and practices around insulin use combine with language and cost/prohibitive issues as a multi-layered system of barriers to self-care (Litchfield et al. 2023).
Additionally, principles of Institutional and Structural Racism in health care, Class comment that is define as "the enforcement of racist norms, practices, and policies in health care institutions, practices, and programs that cause and result in disproportionately poorer health and health care experiences for ethnic minority patients" (Hackett et al., 2020, p. 39),is the reason behind how the typical primary care delivery models can unintentionally exclude ethnic minority patients through ethnocentric assumptions about diet, lifestyle care guidelines, and patient compliance. Theories were used to bring together the ideas expressed in this study so as to provide more than a reductionist biological determinism, and more critically consider perpetuating structural arrangements which create health inequalities (Davies et al., 2025).

[bookmark: _Toc236000638][bookmark: _Toc236338343]2.3 International Context
Diabetes disproportionately affects ethnic minority groups, especially in high income countries in Western nations around the world. Indeed, important international studies, including a recent global burden of disease (GBD) study from 2019, have reported an increasing secular trend of the prevalence of T2DM in adolescents and young adults (AYA) from 1990 to 2019 in 24 Western European countries (Armocida et al., 2024). In general, EU countries' health infrastructures are highly developed; however, there is very wide regional variation in the rates of increase in early onset diabetes, with marginalised groups amongst ethnic minorities and immigrants being more heavily affected than other groups by the inequity of their socioeconomic context (Armocida et al., 2024).
The World Health Organisation (WHO) has repeatedly called attention to metabolic health inequities being worsened by rapid urbanisation, and by the globalisation of the ultra-processed food system (UPFS). Elevated risks for T2DM are also found amongst indigenous and minority populations (e.g. African Americans, Hispanics and South Asian immigrants) in countries with multi-ethnic populations, including the UK, USA, Canada, Australia, etc. International comparative evidence shows that, despite access to healthcare being universal and publicly funded, like in the UK, there are still significant differences between ethnic groups in regard to diabetes complications, highlighting the fact that universal access by itself to clinical care does not guarantee the removal of ethnic inequalities in metabolic outcomes unless both structural, cultural and linguistic barriers are actively challenged (Galindo et al., 2023; Davies et al., 2025).

[bookmark: _Toc236000639][bookmark: _Toc236338344]2.4 National / Local Context
In the United Kingdom, national-level information on ethnic minority adults with T2DM exists in a variety of large-scale clinical databases including the UK Biobank, the National Diabetes Audit (NDA) and The Health Improvement Network (THIN). There are also consistent differences between the risks of diabetes across gender and particular ethnic groups with the South Asian and Black African-Caribbean adults having a significantly raised hazard ratio for T2DM, compared to their White British counterparts (Pham et al. 2019; Ferguson et al. 2018). In fact, the percentage of diagnosed T2DM is as high as 20% in SA individuals aged 50+ compared with around 5% of non-SA individuals (Lu et al., 2024).
A critical axis of this inequality lies in the inadequacy of conventional diagnostic thresholds (Perng et al., 2023). Traditionally, obesity was defined using a universal BMI cut‑off of . Yet, large‑scale cohort analyses in England demonstrated that South Asian, Black, and Chinese populations manifest comparable Type 2 Diabetes Mellitus (T2DM) risk at substantially lower BMI levels (Caleyachetty et al., 2021). For instance, the diabetes risk associated with a BMI of in a White British adult equates to just in South Asians and in Black individuals (Caleyachetty et al., 2021). These findings prompted revisions to NICE guidance, which now designates South Asian and Black populations as “at‑risk” at (and recommends clinical action from ). However, implementation across UK primary care remains uneven, with significant variation in how these thresholds are operationalised in practice.
Also, national audits reveal a major problem of disparities in diabetic complications and management. Risks of progression to end-stage renal disease (ESRD) and diabetic kidney disease (DKD) are actually significantly higher in the cohort of people with T2DM from South Asia and Black communities respectively (Mathur et al., 2018; Phillips et al., 2024). These groups have been found to have high risk characteristics that involve significant socio-systemic delays in starting and accelerating lifesaving glucose-lowering interventions (Mathur et al., 2020).
Prolonged exposure to systemic exposure has led to an increasing prevalence of early onset T2DM, which has a more severe clinical phenotype, amongst young ethnic minority adults at the local level (Misra et al., 2023). Chronic comorbidities like long COVID exacerbate these difficulties, especially amongst minority populations with diabetes (Heald et al., 2024).
To overcome these inequalities, NHS policy has been developed to include the NHS Diabetes Prevention Programme (NDPP) and NICE Guideline (NG28) which promote culturally sensitive lifestyle information and service delivery. This underscores the importance of Tong’s national strategies for decreasing health disparities for individuals with diabetes, but that challenges such as language mismatch in diabetes clinical visits, socio-economic disadvantage, and a lack of culturally tailored diabetes self-management education (DSME) continue to hamper the effectiveness of the national strategies in real-world settings, which underscores the need for a comprehensive scoping review of the current evidence base (Abu and Llahana, 2025; Woodward et al., 2024).

[bookmark: _Toc236000640][bookmark: _Toc236338345]2.5 Synthesis of Extant Empirical Studies
In order to build a full picture of impact of T2DM on minoritised populations in the UK, it is necessary to critically synthesise data from the recent empirical literature. All available studies have found evidence of inequalities in three areas: clinical-epidemiological differences, challenges in lifestyle self-management and inequalities in the use of the health service (Rodriquez and O'Sullivan, 2023).

[bookmark: _Toc236000641][bookmark: _Toc236338346]2.5.1 Clinical and Epidemiological Variations in Extant Research
Large cohort studies based on empircal analyses have shown that there is a demographic difference between T2DM in minority ethnic groups versus the White British. Ferguson et al. (2018) undertook a major cross-sectional study using data from the UK Biobank that confirmed that there was a higher age-standardised prevalence of T2DM in males than female for all ethnicities, but that the gender difference was substantial on many of the other ethnic subgroups. The population-level variation is endorsed by Pham et al. (2019) who used the THIN database to illustrate that BMI and age at clinical diagnosis of T2DM were significantly lower in the South Asian and Black Caribbean groups and that there was an age difference in clinical presentation.
In addition, these groups have more rapid clinical deterioration. In a large-scale cohort study following RCPs from pre-diabetes to active T2DM, Gardner et al. (2023) found that metabolic compensation for T2DM is shorter in RCPs who are ethnic minority compared to their White counterparts, and that RCPs are more likely to make the transition to active T2DM. The risk of T2DM being complicated by microvascular damage is very high, particularly in South Asian and Black patients, who have a very high risk of developing diabetic kidney disease and end-stage renal disease even when the sugar control level at the outset of treatment is taken into account (Mathur et al 2018 - observational evidence collated.


[bookmark: _Toc236000642][bookmark: _Toc236338347]2.5.2 Self-Management Barriers and Lifestyle Adaptations
An important focus of the empirical research is on the distinct socio-cultural and environmental challenges that hinder effective diabetes care that serves as a barrier to diabetes self-care (Rodriquez and O'Sullivan, 2023). Investigation through qualitative and quantitative syntheses reveals that, general diabetes self-management education (DSME) often inadequately reflects minority groups' cultural context and realities. In an empirical study, Ahmed, Tsiami and Khan (2023) found that whilst dietary changes associated with the Western urban lifestyle are a challenge to first generation immigrants from South Asia and Africa-Caribbean, second generation immigrants have other dietary stressors relating to acculturation.
All these "food dramas" come on top of broader social factors. Woodward et al. (2024) conducted a systematic review that showed socioeconomic deprivation is a huge barrier to diabetes self-management, limiting access to the healthy food options and safe spaces to undertake physical activity (Tamborlane et al., 2022). In addition, when health care information is given that is not culturally representative, it may result in non-adherence. Abu and Llahana (2025) combined empirical findings regarding access to education, and uncovered three barriers to uptake by ethnic minority patients: language, low health literacy, and a lack of culturally tailored resources for DSME. Litchfield et al. (2023) agreed that the key is to co-create self-management programmes in partnership with the population who are not included, to tackle intersecting cultural beliefs on drug adherence and physical activity.

[bookmark: _Toc236000643][bookmark: _Toc236338348]2.5.3 Healthcare Access and Systemic Treatment Disparities
Finally, empirical research shows that there are also systemic biases and clinical delays within the NHS primary care system which influence access to healthcare. In investigating this treatment flow working or ‘time to treatment’ over almost three decades, in a landmark study, Mathur et al. (2020) found that despite having high-risk for severe microvascular complications, patients within South Asian and Black populations were systematically slower to begin and escalate to active glucose-lowering treatment than White patients. Rates of healthcare use are comparable across the groups, indicating clinical delays may not be due to variations in service use and that there is more implicit clinician bias or institutional stereotyping that may impact prescribing behaviour (Chowdhury et al., 2024).
These inequalities in primary care are even more evident from Phillips et al. (2024), whose cross-sectional database analysis revealed that Black and South Asian people were far less likely than White people to be getting the recommended primary care medical monitoring and kidney protective therapies, once they have a recorded diagnosis of diabetic kidney disease. The above systemic clinical gaps lead to poorer health-related quality of life, as empirically demonstrated by Watkinson, Sutton and Turner (2021) who report that there are ethnic inequalities in health amongst older adults in England are profound. Finally Heinze, Jones and Makwana (2023) pointed out that these are not limited to glycaemic control but much more to pathway of access to routine DR screening and eye care, where feelings of significant barriers to health care exist amongst members of various minority groups, leading to a higher probability of visual impairment resulting from DR (Goh et al., 2022). These empirical findings, alongside the experiences of others in the UK, all establish a clearly overlaps and interlocking set of clinical, social and structural failures that underpin T2DM inequalities in the UK.




[bookmark: _Toc236338349]CHAPTER 3: METHODS
[bookmark: _Toc236000645][bookmark: _Toc236338350]3.1 Introduction
The chapter gives an overview of the methodology chosen to examine the factors that impact on the prevalence of Type 2 Diabetes Mellitus (T2DM), its management and access to health services, in ethnic minority adults living in the United Kingdom (UK). The chapter emphasises the design of the research, search process, inclusion and exclusion criteria, the procedure for the selection of the study, the process for assessing the quality level, the methods used for data extraction, the methodological synthesis, and ethical considerations. The methodology was created to guarantee transparency, reproducibility and methodological rigour during the review process (Chowdhury et al., 2024).
Since the difficulties of diabetes inequalities across ethnic minority groups and the complex nature of combining data from across different healthcare settings, a Systematic Literature Review (SLR) was deemed the most appropriate approach (Goh et al., 2022). This study is designed to explore these social, cultural and structural factors through a systematic review of existing research to present a comprehensive view of the barriers and resources driving the disparities relating to diabetes in the UK .

[bookmark: _Toc236000646][bookmark: _Toc236338351]3.2 Research Design
The design of this study was Systematic Literature Review (SLR). A systematic literature review is a specific and transparent research technique employed to find, critically assess and summarise relevant literature information on a particular research question (Snyder, 2019). The protocol that is followed in an SLR eliminates researcher bias and improves the credibility of results, as compared to traditional narrative reviews.
The following research question was used to guide the review:
What factors influence the prevalence, management, and healthcare access related to Type 2 Diabetes Mellitus amongst ethnic minority adults in the United Kingdom?
Using a systematic review approach was chosen to help combine the evidence from several studies, to help identify common trends and be able to draw conclusions from a wide range of literature. In addition, the approach matches evidence based healthcare values and is used in the majority of research in health and social care. The review was conducted according to the guidelines set by Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) (2021) formed by Page et al. The PRISMA framework helps to guide identification, screening, assessment, and reporting of literature in an open and transparent way.
The review process consisted of five stages:
1. Identification of relevant studies
2. Screening of titles and abstracts
3. Full-text eligibility assessment
4. Quality appraisal
5. Data extraction and synthesis
Following these stages ensured consistency and methodological rigour throughout the review.
[image: ]
[bookmark: _Toc236000647][bookmark: _Toc236338352]3.3 Research Strategy
A systematic search strategy was developed to identify relevant peer-reviewed studies investigating Type 2 Diabetes Mellitus amongst ethnic minority adults in the United Kingdom. bSeveral electronic databases were selected due to their relevance to healthcare, public health, and social care research:
· PubMed
· CINAHL
· Scopus
· ScienceDirect
· ProQuest
· Google Scholar
These databases were chosen because they provide extensive coverage of medical, nursing, public health, and social science literature. The search was conducted between August 2025 and September 2025. Boolean operators, truncation techniques, and keyword combinations were used to maximise retrieval of relevant studies.
The primary search terms included:
· "Type 2 Diabetes Mellitus"
· "Type 2 Diabetes"
· "Ethnic Minority"
· "South Asian"
· "Black African"
· "Black Caribbean"
· "United Kingdom"
· "Healthcare Access"
· "Health Inequalities"
· "Diabetes Management"
· "Self-Management"
Example search string:
("Type 2 Diabetes" OR "Type 2 Diabetes Mellitus")
AND
("Ethnic Minority" OR "South Asian" OR "Black African" OR "Black Caribbean")
AND
("United Kingdom" OR "UK")
AND
("Healthcare Access" OR "Health Inequalities" OR "Diabetes Management" OR "Self-Management")
The search strategy was refined iteratively to ensure relevant studies were captured whilst minimising irrelevant results.

[bookmark: _Toc236000648][bookmark: _Toc236338353]3.4 Inclusion and Exclusion Criteria
Predefined inclusion and exclusion criteria were established before the literature search to ensure consistency in study selection.
[bookmark: _Toc236000649][bookmark: _Toc236338354]Table 3.1 Inclusion and Exclusion Criteria
	Inclusion Criteria
	Exclusion Criteria

	Peer-reviewed articles
	Editorials and opinion papers

	Published between 2015 and 2025
	Published before 2015

	English language
	Non-English studies

	Conducted in the UK
	Non-UK studies

	Adults aged 18 years and above
	Children and adolescents

	Focus on ethnic minority populations
	White British population only

	Type 2 Diabetes Mellitus
	Type 1 Diabetes

	Qualitative, quantitative or mixed methods
	Conference abstracts


The publication date range was selected to ensure that findings reflected contemporary diabetes management practices and current NHS policy frameworks. Restricting the review to UK-based studies enhanced relevance to the research question and ensured contextual consistency.

[bookmark: _Toc236000650][bookmark: _Toc236338355]3.5 Study Selection Process
To systematically and transparently select articles for this study, the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2020 guidelines were followed (Page et al., 2021). After searching in the databases, all the papers were transferred to the reference management software package and duplicate studies were deleted. Titles and abstracts of remaining articles were read to look for relevance and meet the research question and criteria.
Studies judged to be "potentially relevant" went on to full-text review. The articles entered at this stage were then evaluated and assessed for exclusion and inclusion criteria, for study population, geographical setting, publication date, and for relevance to Type 2 Diabetes Mellitus (T2DM) in ethnic minority adults in the United Kingdom. Eligible studies were included, but studies that did not meet the eligibility criteria was not included (Goh et al., 2022; Chowdhury et al., 2024; Kalyani et al., 2025).

[bookmark: _Toc236000651][bookmark: _Toc236338356]3.6 Quality Assessment
To evaluate methodological rigour and credibility of studies included in the review, quality appraisal was conducted. Qualitative studies were appraised by the Critical Appraisal Skills Programme (CASP) checklist (2018) and quantitative studies were appraised using a Joanna Briggs Institute critical appraisal instruments (Aromataris and Munn, 2020).
The appraisal was based on the clarity of the aims of the research, research design, sampling methods, data collection methods, data analysis, validity, reliability and ethics. Studies were then ranked as either high, medium or low quality after the assessment. Final synthesis included only studies that were of acceptable quality (Moschonis et al., 2023). This facilitated the process of minimising bias and enhancing the reliability of the findings of the review (Snyder, 2019).

[bookmark: _Toc236000652][bookmark: _Toc236338357]3.7 Data Extraction
A standardised data extraction form was drawn up which has ensured consistency in the data collection process. Data from each of these studies were obtained, such as authors, year of publication, study design, site of the study, participant characteristics, ethnic group examined, and overall important findings concerning prevalence of diabetes, diabetes self-management, and diabetes health care access.
Information gathered in the process was summarised in tables to aid comparison between studies for the purpose of synthesis. A structured extraction framework increased transparency and ensured uneventful and systematic collection of relevant evidence during the review (Misra et al., 2023).

[bookmark: _Toc236000653][bookmark: _Toc236338358]3.8 Data Analysis
Results of included studies were analysed in themed analysis, which followed the thematic analysis's proposal of Braun and Clarke (2006). The selected studies were read multiple times in order to become familiar with the data. The material based on the key findings was then coded and clustered by the same concepts and patterns found throughout the literature.
A number of common themes emerged during coding such as early onset of Type 2 Diabetes Mellitus, socioeconomic deprivation, cultural beliefs, barriers to the language, inequalities to access to health services, delayed treatment, limited engagement with diabetes education programmes, and dietary problems (Vlachou et al., 2022). Themes were then identified that represented the primary themes affecting outcomes for diabetes, amongst ethnically low SES adult populations and these codes were subsequently organised accordingly.
The analysis revealed three themes: clinical and epidemiological inequalities, challenges to diabetes self-management and access to healthcare and systemic inequities. Thematic Analysis allowed the findings from various study types to be synthesised and woven into a 'thread' through the various study themes, giving an overall view of aspects of diabetes inequalities in ethnic minority groups in the United Kingdom (Braun and Clarke, 2006).

[bookmark: _Toc236000654][bookmark: _Toc236338359]3.9 Reliability and Validity
There were several steps taken to increase the reliability and validity. To standardise and ensure consistency a search strategy was applied to all databases. Second, the inclusion/exclusion criteria were defined prior to the articles being screened. Third, recognised quality appraisal tools were used for methodological quality assessment.
Moreover, the PRISMA guidelines provided added transparency by providing documentation of the selection of each study. Data was systematically extracted in order to minimise errors and ensure consistency across the data using a standardised data template. These procedures increased the trustability of these procedures and increased the overall field of the review result.

[bookmark: _Toc236000655][bookmark: _Toc236338360]3.10 Ethical Considerations
This project does not require ethical approval as the secondary data used for this project were obtained from publicly available academic literature. There were no participants recruited and no personal information collected. However, ethical research standards were adhered to in their study. Plagiarism was avoided, confirmed by accurate citation and referencing of all sources. Findings were genuinely recorded and truthfully evaluated (even if they did not support expected findings). The review was conducted in compliance with the principles of academicaly integrity, transparency and responsible research conducts.

[bookmark: _Toc236000656][bookmark: _Toc236338361]3.11 Chapter Summary
The methodology used in this systematic literature review has been described in this chapter. Evidence related to Type 2 Diabetes Mellitus in ethnic minority adults in the United Kingdom was identified, assessed and synthesised in a structured and transparent way based on PRISMA. The methodology used involved a systemised search and the aforementioned criteria, quality appraisal and thematic synthesis. The findings from the selected studies and what they suggest about diabetes management, access to health services and health inequalities within ethnic minority groups are presented in the next chapter and discussed.




[bookmark: _Toc236338362]CHAPTER 4: RESULTS AND DISCUSSION

[bookmark: _Toc236000658][bookmark: _Toc236338363]4.1 Introduction
The chapter concludes with a thorough review and synthesis of the empirical evidence from the 10 included studies that satisfy the inclusion criteria of this systematic review. The findings are presented here in three broad themes and themes that emerged from the Braun and Clarke thematic analysis framework, which are clinical and epidemiological inequalities, barriers to diabetes self-management and healthcare access and systemic inequalities. Beyond just summarising the results of individual investigations, the discussion in this report critically compares and synthesises results from several investigations to explore the multiple layers of factors driving health disparities. In addition, these empirical patterns are analysed using the theoretical frameworks of the Social Determinants of Health (SDOH) and Intersectionality, and the importance of how biological, structural, environmental and cultural factors interact to influence Type 2 Diabetes Mellitus (T2DM) outcomes amongst ethnic minority adults in the United Kingdom is emphasised.

[bookmark: _Toc236000659][bookmark: _Toc236338364]4.2 Theme 1: Clinical and Epidemiological Inequalities
Large-scale studies of primary care data in the UK, and prospective cohorts, have consistently shown huge ethnic disparities in the prevalence of T2DM (Goff, 2019; Pham et al., 2019). Minoritised ethnic groups are found to be more affected than the White British majority population, at a population level (Goff, 2019). Pham et al. (2019) used the Primary Care Electronic Health Record (EHR) system known as The Health Improvement Network (THIN) to analyse health records of more than 404,000 people, and conclude that ethnic minorities (Asian and Black) had much greater odds of a T2DM diagnosis than white populations, odds ratios of 2.36 and 1.65 respectively, after adjusting for age, sex and social deprivation. The elevated risk is also supported by prospective cohort data from the UK Biobank, which found that non-European genetic ancestry has a significant interaction with socioeconomic deprivation to drive disparities with South Asian genetic ancestry having an odds ratio of 4.37 and African genetic ancestry having an odds ratio of 2.52 as compared with European ancestry. Additionally, broader epidemiological syntheses by Hayanga, Stafford, and Bécares (2023) highlight that minoritised populations are not only more likely to suffer from single chronic conditions such as T2DM, but are more likely to accumulate multiple long-term health conditions (MLTCs) than majority populations. The stark prevalence differences were also observed in the UK Biobank by Farmaki et al. (2022), who reported that first generation South Asian (18%) and African Caribbean (13%) had significantly higher rates of T2DM than European (4%). This quantitative evidence shows a clear national trend: communities of South Asian (SAN) and Black African-Caribbean (BAN) backgrounds have the highest prevalence rates for T2DM compared to White British (WBI) communities, with these rates being significantly higher than baseline (Goff, 2019; Pham et al., 2019; Farmaki et al., 2022; Nagara et al; Hayanga et al., 2023). 
In addition to the prevalence data, the clinical picture in minority ethnic adults differs by having a more rapid and earlier disease course. Goff (2019) notes that adults from South Asian and African-Caribbean backgrounds are likely to be 10 to 12 years younger than White British adults when they are diagnosed with T2DM and a significant proportion of cases are likely to be diagnosed before the age of 40. This early onset is closely associated with complex gene-migration-environmental factors interactions (Nagara et al., 2022; Farmaki et al.). Farmaki et al. (2022) identified that T2DM prevalence was about a fifth less (11% for second generation South Asian migrants, and 7% for African Caribbean migrants) than in first generation migrants, which could be explained by better adiposity profiles and less waist-to-hip ratio (WHR) or BMI distributions. First-generation adults remain at significantly higher risk of developing diabetes than second-generation adults (5.0% versus 1.9%, p<0.001) after adjusting for lifestyle – including non-smoking status, alcohol and physical activity – as Ahmed, Tsiami, and Khan (2023) highlighted in a longitudinal study of the UK Household Longitudinal Study. Most importantly, these findings show that these ethnic disparities observed cannot be explained by biology and genetics alone (Goff, 2019; Farmaki et al., 2022; Ahmed et al., 2023; Nagara et al.). Rather, as Nagara et al showed in their important interaction models, socioeconomic deprivation is a disproportionately powerful risk factor amongst people with South Asian and African genetic ancestry, indicating strong environmental risk factors that strongly moderate underlying biological risk factors.
Minoritised groups tend to experience rapid metabolic deterioration, poorer glycaemic control and an increased prevalence of vascular complications with the long term clinical trajectory of T2DM (Whyte et al., 2019; Mathur et al., 2020; Hayanga et al., 2023). Whyte et al (2019) showed that in primary care data from England, people of the Black ethnicity had significantly poorer HbA1c than White people, suggesting poorer glycaemic control over time. As summarised by Hayanga, Stafford, and Bécares (2023), premature T2DM amongst minoritised people, directly connects to downstream multi-system outcomes, resulting in increased systemic burden of multiple chronic health conditions. Additionally, observational cohort data analyzed by Mathur et al. (2020) showed that treatment did not intensify quickly enough after the diagnosis of unmanaged HbA1c, a factor that directly is associated with suboptimal long-term outcomes. Combining these clinical outcomes highlights a pattern of increasing disease burden and chronic complication risks for ethnic minority adults in the UK, through a combination of higher prevalence, earlier age of onset, slower therapeutic escalation and poorer intermediate markers, as described above (Whyte et al., 2019; Mathur et al., 2020; Hayanga et al., 2023).

[bookmark: _Toc236000660][bookmark: _Toc236338365]4.3 Theme 2: Barriers to Diabetes Self-Management
Self-management behaviors are an important component of T2DM treatment and are largely influenced by culture, family, and lifestyle environments, respectively (Patel et al., 2017; Ahmed et al., 2023; Jones and Crowe, 2017). Jones and Crowe 2017, conducted a qualitative meta-synthesis that found high confidence in the evidence that food plays an important role in all cultures and the family role is culturally defined but is often different from clinical dietary guidelines. Hospitality and cuisine that focuses on high carbohydrate or high fat foods are a major barrier in family households when patients are trying to follow a diet (Jones and Crowe, 2017). Building on these qualitative findings, Ahmed et al. (2023) showed, in their longitudinal quantitative study, that certain dietary patterns, including eating 2 or less portions of vegetables per day, or >2 portions of fruit per day, greatly increase the risk of T2DM in adult Asian, African, and Caribbean people, highlighting the conflict between traditional diet and nutrition. Moreover, Patel et al. (2017) noted that cultural priorities also have an impact on physical activity behaviors, as long work hours to provide for extended family outweigh personal exercise, and varying cultural views of body weight further hamper any lifestyle changes.
Communication barriers, language discordance and low health literacy (LHLS) dramatically restrict participation in Diabetes Self-Management Education (DSME) programs and routine clinical guidance (Patel et al., 2017; Jones and Crowe, 2017). Western health care systems often can fail to make treatment quite accessible and acceptable, thus leaving ethnic minorities feeling helpless and unable to understand biomedical information (Jones and Crowe 2017). Linguistic unadaptation of educational materials and clinical communication leads to significant alienation in terms of how relevant the professional health advice is to the patient (Jones and Crowe, 2017). Likewise, Patel et al. (2017) found that language barriers block the full understanding of the physical activity intensity levels needed for clinical health benefits within the South Asian community. Cultural disconnection of education also compromises patients' self-efficacy and contributes to inequalities in self-management skills, as the traditional systems of education are not relevant to the lived experiences and linguistic needs of minoritised adults (Patel et al., 2017; Jones and Crowe, 2017).
Socio-economic, employment, housing, and environmental factors at the neighbourhood level intersect to limit daily diabetes self-management (Patel et al., 2017; Nagara et al.; Hayanga et al., 2023). Additionally, Nagara et al. (2023) and Hayanga, Stafford, and Bécares (2023) have determined that structural deprivation is a key contributor to the inequities of chronic diseases, especially affecting minoritised communities in deprived urban areas. Patel et al. (2017) described the direct effects of environmental deprivation on healthy lifestyles, including the lack of access to affordable, healthy and fresh foods and safe, well-lit green spaces or leisure amenities to engage in physical activity amongst those living in deprived neighbourhoods. Moreover, racial harassment or abuse in the outdoor environment and gender-specific barriers such as facilities for the same gender and safety worries for women, significantly limit outdoor physical activity (Patel et al., 2017). Importantly, these socioeconomic and environmental challenges are not mutually exclusive, but they act in dynamic ways to interact with cultural norms and restricted social resources and to exacerbate daily stress and structurally compromise one's ability to maintain healthy lifestyle changes (Patel et al., 2017; Nagara et al.; Hayanga et al., 2023).

[bookmark: _Toc236000661][bookmark: _Toc236338366]4.4 Theme 3: Healthcare Access and Systemic Inequalities
Whilst the NHS provides universal coverage, the empirical evidence shows both delays between treatment escalation and lack of treatment escalation in the NHS for ethnic minority patients and therapeutic inertia in the treatment pathway of ethnic minority patients (Mathur et al., 2020; Whyte et al., 2019). Using primary care data from the period 1990-2017, Mathur et al (2020) showed that South Asian and Black patients started on non-insulin monotherapy slightly earlier but treatment intensification progressed at a much slower rate than for White patients. Specifically, South Asian (HR 0.80) and Black groups (HR 0.79) experienced significantly reduced rates of intensification to non-insulin combination therapy, and rates of intensification to insulin therapy were even more reduced (HR 0.49 in South Asian; HR 0.69 in Black) (Mathur et al., 2020). As a result, therapeutic inertia—defined as failure to increase treatment intensity within 12 months of having an uncontrolled HbA1c > 7.5% (58" mmol/mol")—was significantly higher amongst non-White groups, with South Asian patients having almost 2.7 times the odds of delayed insulin intensification (Mathur et al., 2020). Higher numbers of these clinical delays were also noted for non-White patients, suggesting that there are larger gaps in proactive primary care surveillance for non-White patients (Mathur et al., 2020). Similarly, Whyte et al. (2019) reported that current primary care audit practices demonstrate continued problems in achieving optimal glycaemic control in a variety of patient populations.
These disparities in the nature and quality of primary care delivery carry over into the provision of routine monitoring of complications and use of available glucose-lowering medications that are organ-protective (Whyte et al., 2019; Pham et al., 2019). Whyte et al. (2019) found significant variation across the country in the use of drugs and monitoring when they reviewed a representative sample of English general practices. Asian people were much less likely than White people to be prescribed insulin (OR 0.86), sodium-glucose cotransporter-2 (SGLT2) inhibitors (OR 0.68), and glucagon-like peptide-1 (GLP-1) receptor agonists (OR 0.37) (Whyte et al., 2019).
The rates of advanced treatment drugs such as SGLT2 inhibitors (OR 0.50) and GLP-1 agonists (OR 0.45) were also low compared with White patients (Whyte et al., 2019). In annual monitoring, Black people were less likely to have been monitored for annual HbA1c (OR 0.89) and retinopathy (OR 0.82); and Asian people were less likely to have been monitored for retinopathy (OR 0.88) and neuropathy (OR 0.88) (Whyte et al., 2019).
These inequalities of prescribers and monitors, combined with the high prevalence of the disease seen across London primary care databases by Pham et al (2019), further reflect that minoritised groups are at greater risk of developing the disease and also have fewer opportunities for optimal secondary prevention or advanced therapeutic technologies (Whyte et al., 2019; Pham et al., 2019). 
There are other institutional barriers which underlie these clinical and prescribing inequities, such as systemic discrimination, culturally insensitive service delivery, and the absence of culturally competent healthcare infrastructure (Patel et al., 2017; Jones and Crowe, 2017; Hayanga et al., 2023). Hayanga, Stafford & Bécares (2023) note that structural racism and institutional inequities in health and social care systems actively drive unequal rates of chronic conditions accumulation amongst minoritised groups. Jones and Crowe (2017) noted that healthcare systems designed primarily around Western majority norms frequently fail to accommodate the complex social and symbolic capital of ethnic minority patients, leading to treatment alienation and perceived powerlessness. Furthermore, Patel et al. (2017) highlighted that mainstream health promotion strategies often ignore the specific socio-cultural realities of minority communities, reinforcing the urgent need for culturally competent services, such as structured education and exercise classes hosted within trusted community spaces like places of worship. Addressing these structural inequalities requires systemic institutional reform to ensure that healthcare delivery models are actively tailored to meet the needs of diverse populations (Patel et al., 2017; Jones and Crowe, 2017; Hayanga et al., 2023).
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The three themes identified are not mutually distinct but rather they intersect and compound, one on top of the other, in a vicious cycle of disadvantage. Biological risk and clinical vulnerability are significantly heightened by socio-economic disadvantage/structural deprivation, especially in populations of non-European genetic ancestry (Nagara et al.). Patients often cannot reach optimal metabolic control, due to barriers in the environment and culture, that hinder effective self-management (Patel et al., 2017; Jones and Crowe, 2017; Ahmed et al., 2023), leading to suboptimal intermediate outcomes (Whyte et al., 2019). Place-based disparities and inequities then further compounded by institutional healthcare disparities, such as therapeutic inertia (Mathur et al., 2020), delayed treatment intensification (Mathur et al., 2020), and decreased prescribing of modern organ-protective medications (Whyte et al., 2019), worsen disease progression and exacerbate the risk of developing multiple long-term health conditions (Hayanga et al., 2023).
The Social Determinants of Health (SDOH) and Intersectionality frameworks help illustrate diabetes inequalities in ethnic minority adults in the UK are structural (not behavioural). Intersectionality is an approach which portrays how ethnicity, migration generation (Farmaki et al., 2022; Ahmed et al., 2023), gender and socioeconomic position influence the inequitable distribution of health-enhancing resources at intersections. At the same time, the SDOH lens highlights that conditions upstream, such as neighborhood deprivation, housing, and providers are upstream to clinical conditions downstream. Thus, multi-level interventions that tackle the structural determinants and institutional practices to reduce diabetes disparities are needed, not just lifestyle interventions.

Table of Findings
	Author/s and publication year
	Aim
	Methodology and sample size
	Key findings

	Pham et al. (2019)
	To examine ethnic differences in the prevalence and diagnosis of T2DM in UK adults.
	Quantitative retrospective cohort study using THIN database; 404,000+ adults.
	South Asian and Black adults had significantly higher odds of T2DM and were diagnosed at younger ages than White British adults.

	Farmaki et al. (2022)
	To investigate diabetes prevalence across migrant generations in the UK.
	Quantitative cohort study using UK Biobank; large adult cohort.
	First-generation South Asian and African-Caribbean migrants had higher T2DM prevalence than second-generation migrants.

	Hayanga et al. (2023)
	To examine ethnic inequalities in multiple long-term conditions.
	Systematic review; multiple UK studies.
	Ethnic minority groups experience greater burden of T2DM and multiple chronic conditions due to structural inequalities.

	Ahmed, Tsiami and Khan (2023)
	To investigate lifestyle and migration influences on T2DM risk.
	Longitudinal quantitative study; UK adult participants.
	Diet, migration status and lifestyle significantly influenced diabetes risk among ethnic minorities.

	Whyte et al. (2019)
	To evaluate diabetes management and prescribing across ethnic groups.
	Cross-sectional analysis of English primary care records; large national dataset.
	Minority groups had poorer glycaemic control, lower monitoring rates and reduced prescribing of newer diabetes medications.

	Mathur et al. (2020)
	To investigate treatment intensification among ethnic minority patients with T2DM.
	Retrospective cohort study using primary care records (1990–2017).
	South Asian and Black patients experienced delayed treatment escalation and greater therapeutic inertia.

	Jones and Crowe (2017)
	To explore barriers to diabetes self-management among ethnic minority groups.
	Qualitative meta-synthesis of qualitative studies.
	Family expectations, cultural beliefs and language barriers reduced effective self-management.

	Patel et al. (2017)
	To identify barriers to physical activity and diabetes self-management.
	Qualitative study involving South Asian adults.
	Cultural expectations, language barriers and socioeconomic deprivation limited healthy lifestyle behaviours.

	Nagara et al. (2023)
	To investigate socioeconomic influences on diabetes inequalities.
	Quantitative epidemiological study.
	Socioeconomic deprivation strongly increased diabetes risk in ethnic minority populations.

	Goff (2019)
	To review ethnic inequalities in Type 2 Diabetes within the UK.
	Evidence review of UK epidemiological research.
	South Asian and Black adults develop T2DM earlier and at lower BMI, highlighting significant health inequalities.
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The chapter has offered a rigorous thematic synthesis of the ten studies selected to highlight clinical and epidemiological inequalities, barriers to self-management and inequalities in access to health services for ethnic minority adults in the UK with regard to T2DM. The evaluation revealed that minoritised communities are at higher risk of disease onset, increased prevalence due to gene-environment interactions, and multifaceted socio-cultural and environmental self-management challenges, along with chronic primary health care therapeutic inertia. Combined, these findings underscore how diabetes disparities emerge, with many underlying causes connected to a matrix of biological, socioeconomic, cultural, and healthcare-system factors; situating a call to action for more equitable, structurally attuned, and culturally affirming diabetes services.









[bookmark: _Toc236338369]CHAPTER 5: RECOMMENDATIONS AND CONCLUSION
[bookmark: _Toc236000665][bookmark: _Toc236338370]5.1 Conclusion
This is a systematic review of literature that aimed to identify, analyse and synthesise the main clinical, social and structural characteristics associated with prevalence, self-management and access to healthcare surrounding Type 2 Diabetes Mellitus (T2DM) among ethnic minority adults in the United Kingdom (UK). The review analysed the findings from 10 peer-reviewed studies from the UK, examining the interplay between ethnicity with other socioeconomic, cultural and institutional factors and their impact on diabetes outcomes. The results here show that ethnic disparities in T2DM are not only biological, but are due to broader social determinants of health and inequities in the provision of healthcare. This dissertation has explored how the SDOH framework relates to Intersectionality theory in gaining a comprehensive understanding of the complex mechanisms that create disparities in diabetes prevalence, disease course, and health-care experience that are experienced by South Asian, Black African, and Black Caribbean communities.
The first aim of the study was to investigate whether there were any epidemiological patterns or differences in T2DM in ethnic minority adults in the UK. Each piece of evidence pointed to serious disparities between South Asian and Black ethnic groups and the White British population in terms of the prevalence of T2DM. In addition, the age at diagnosis is significantly lower and diagnosis is often made at low BMI levels, thus giving these populations a greater amount of time at which to develop a condition and a greater lifetime risk of developing more serious conditions like diabetic nephropathy, diabetic retinopathy or cardiovascular disease. The review also found evidence that progress of the disease is faster among many ethnic minority groups and this further underlines the speed of detection and early intervention. There is overwhelming evidence that the inequalities cannot be attributed solely to biological factors although genes may play a role in vulnerability. Rather, it has been found that environmental factors, socioeconomic disadvantage, migration experiences make diabetes risk much higher.
The second target addressed issues of diabetes self management barriers within ethnic minority communities. The review has identified the following factors that affect effective self-management which goes beyond the ability of individuals to manage their own health: cultural expectations, family dynamics, language proficiency, health literacy and financial resources. Many diabetes education programmes remain based on mainstream healthcare values and neglect culturally different food habits, beliefs regarding religion and health and illness beliefs. For this reason, many people struggle to follow the dietary and lifestyle changes that health authorities recommend as part of the treatment.Because of this, they often have trouble making the lifestyle changes that help them achieve a better-quality life, even if they've received the proper education and advice from their healthcare providers. Many patients may lack the language ability or also the health literacy to grasp their therapy plans, interact with healthcare providers with self-assurance, and also participate fully in diabetes self-management education programmes. The road to these obstacles is difficult, especially considering the impacts of socioeconomic deprivation on available access to healthy foods, opportunities for regular exercise and stability to effectively manage disease over time. The results cover themes that underscore the importance of considering diabetes self management as a social structural issue, not just a personal responsibility one.
The third goal explored the issue of access to health care and presence of culturally responsive services. The NHS delivers universal health care but while there is evidence to suggest universal access, the evidence reviewed here suggests that this does not necessarily mean equitable care. Multiple studies have demonstrated poor treatment intensification especially among ethnic minority patients, and lower use of newer glucose-lowering medications and fewer assessments of diabetes-related complications. Therapeutic inertia is present in a disproportionately large amount of people of Black and South Asian ethnic backgrounds who have a higher clinical risk. There are institutions that are inequitable and the implications indicate a lack of training or sensitivity to factors in clinical decision making. Moreover, the use of culturally competent healthcare services is not consistent in primary care services. Reducing health inequalities is important and campaigns such as the NHS Diabetes Prevention Programme and guidance from the NICE advice are to be commended, but there is variation at organisational level. This incoherence makes it harder to implement national-level policy effectively, and makes it less possible for high-risk groups to access personalised, culturally-competent treatment.
The last aim was to combine the evidence and formulate recommendations that can promote or reduce inequalities and improve diabetes care. The thematic synthesis demonstrated that the clinical, social and structural factors are interlinked and not operational independently. Low SES exacerbates clinical vulnerability and lack of self-management leads to worse glycaemic control, the need for more health service use, and structures of health services may be inequitable. Empowerment is diminished by the compounding disadvantage disparities that perpetuate health inequalities. Education, employment, housing and neighbourhood deprivation and income are examples of upstream determinants that have a significant influence on the downstream health outcomes and can be easily understood by the SDOH framework. For example, Intersectionality shows that working out with ethnocultural population status is different from working out with migration status, and that when combining ethnicity with migration status, and gender and socioeconomic position, adults experience varying forms of disadvantage they cannot isolate by factor alone. These frameworks contribute to the overall perspective that interventions and solutions to the problem of diabetes inequalities should go beyond clinical solutions to encompass attitudinal and social contextual factors.
The main strength of this dissertation lies in the synthesis both of the most recent evidence from the UK onto the phenomenon of diabetes inequalities, and by its ability to make a focused and coherent contribution to the existing knowledge. It is not only an epidemiological review or clinical outcomes, but illustrates the combined effect that structural disadvantage, cultural barriers/health care practices have on the management of a disease and what the long-term outcomes will be. The results thus further support the burgeoning agreement that health inequalities are systemic problems that have to be addressed by coordinated action in the public health, health care, and general social policies.
However, a number of constraints need to be noted. This study is a systematic literature review with a design that the results of the research are still dependent on high quality and large research scope that has been published. Studies published from the years 2015-2025, in English only, was included which may miss any important previous studies or research in other language years of publication. Moreover, the focus on studies carried out in the United Kingdom allows to make it relevant to a local context, but also constrains the international generalisability of the findings. The direct comparison of the different studies was also hindered by variations in study methodology, the characteristics of the study participants, and the outcomes measured. However there is some reassurance that the methodology used is systematic, the methodological approach is clearly described, the search methodology is transparent, the quality appraisal is systematic and the thematic synthesis provides confidence that the conclusions in this paper are accurate in capturing the state of the evidence base on T2DM inequalities amongst ethnic minority adults in the UK.
In general, the findings of this dissertation suggest that there is a need for a multifaceted and systemic perspective on ethnic inequality and disadvantage in Type 2 Diabetes Mellitus that does not neglect social disadvantage nor ignore biological risk, cultural differences or institutional barriers. Addressing the inequalities identified in the healthcare systems is not enough, as it is necessary to tackle the broader determinants which shape health throughout the lifespan. Given that meaningful improvements in health outcomes is the goal, future diabetes policy and service development efforts will require an emphasis on equity, cultural competence and structural reform.
[bookmark: _Toc236000666][bookmark: _Toc236338371]5.2 Recommendations
Based on the results of this SLR, you can make a number of suggestions for policy development, healthcare practice, and future research. First, culturally competent diabetes care needs to be integrated into NHS services as routine provision, not something that relies on local services and initiatives. It is important that healthcare practitioners have an ongoing need to promote cultural competence and awareness of the importance of communication between different cultures/ethnic groups and the need to identify assumptions based on culture and ethnicity and to treat them with awareness and sensitivity to clinical need as opposed to cultural or ethnic difference. The training should also build awareness of culturally specific food and family roles as well as health beliefs impacting diabetes management.
2. Diabetes self-management education programmes need to be restructured to account for the cultural and linguistic diversity within the UK population. Educational resources should be available in a number of languages and in collaboration with members of ethnic minority groups who are most affected, to ensure cultural appropriateness and access to ethnic minority groups. For engagement of patients, community-based interventions provided by trusted providers or institutions, such as local community centres, and/or faith groups can be beneficial. There is also a need for greater focus on enhancing health literacy, which could be done by using simpler education information and providing personalised support where there might be communication barriers.
Third, there needs to be improved identification and risk assessment of ethnic minority candidates who are at high risk. There was evidence that screening for South Asian and Black adults for T2DM should consistently occur at lower thresholds in primary care, as they do develop T2DM at a younger age than other populations at the same BMI. Early diagnosis would enable early intervention and might minimise the ongoing risk of diabetes complications. It would be beneficial to achieve the mutual convergence of implementing NICE guidance across NHS organisations currently, this will help to reduce the churn of practices.
Fourth, policy makers need to acknowledge that the inequalities of diabetes are not a matter that can only be solved by health interventions. Strategies to improve diabetes outcomes need to address the broader socioeconomic factors, including poverty, housing instability, unemployment, and/or lack of healthy food environments. Healthcare professionals, LA and community groups need to work together to provide the right places that promote healthy lifestyles and long-term disease management.
Lastly, further investigations are needed to continue exploring the lived experience of ethnic minority adults with T2DM, utilizing a qualitative and mixed methods approach to more wholeheartedly embody patient perspectives. Further studies that determine differences among individuals instead of consolidating distinct ethnic groups into larger groups of generalities would help to better understand intervention and barriers at the community level. Cultural adaptations of Diabetes interventions, assessed in UK primary care on a longitudinal basis would enhance the evidence base and inform future policy. Examining the impact of structural racism, health disparity and digital health disparities on diabetes outcomes would also help to improve health care systems.
To conclude, coordinated efforts in clinical practice, healthcare policy and in society as a whole are required to tackle Type 2 Diabetes Mellitus inequalities in ethnic minority adults. Using a culturally responsive approach to healthcare, in combination with structural change around social determinants of health, can truly bring about welcome change in the avoidance of diabetes inequalities and sustainable health outcomes for everyone in the NHS and society.
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