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Abstract
 
Health disparities between ethnic groups continue to persist in the United Kingdom even though the National Health Service is universally available. Various factors have shaped the inequalities, such as discriminatory practices, inequality of opportunity, communication barriers, and issues related to cultural incompatibility. The focus of the research was to evaluate the role of cultural competence in health care in diminishing these disparities through the assessment of relevant practices and types of disparities that exist, the evaluation of types of interventions used, and examination of barriers and facilitators that are related to cultural competence. 
The research was carried out applying systematic literature review technique with the use of interpretivist philosophy and inductive approach. Studies were selected in accordance with PRISMA and based on the results of the thorough analysis of 11 relevant studies that were selected from the relevant databases of academic articles and analyzed through thematic analysis. The results indicated that culturally competent care can improve communication, trust between patients and medical professionals, patient engagement, and other important aspects of health care treatment, the significance of which was confirmed by the following practices: cultural adjustment of messages received from doctors, availability of interpretation services, infrastructure development (including community engagement), development of diversity-minded leadership tendencies, and comprehensive training provided to staff. 
Nonetheless, the research revealed that cultural competence could not work at its full extent as it is often performed separately from other health care practices that make it difficult to achieve optimal results. The conclusion that can be made is that cultural competence is an important aspect of health care, but it shows its powerful impact only when being a part of larger initiatives aimed at decreasing health inequalities. 
Limitations concerned the limited scope of studies involved in the research that were mainly focus on the UK experience, and future studies should cover the idea of the impact of cultural competence in health care in practice.. This needs to be completed at the end  	 
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[bookmark: _Toc240454643]Chapter 1: Introduction 	Comment by Shaila Hussain2: font 18 and bold throughout for all chapter headings
This research study examines health inequalities within ethnic minority groups across the United Kingdom (UK) and evaluates the efficacy of culturally competent care (CCC). Employing a systematic review and an extensive search strategy, it synthesises qualitative evidence using the PRISMA flow diagram. The studies are analysed using thematic analysis (TA). 
Health inequalities affecting ethnic minority groups is a major public health concern recognised globally by the World Health Organisation and national bodies such as The King’s Fund (2026).
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/health-people-ethnic-minority-groups-england - this site is for the reference above and has a lot of statistics you can use in the stats part
Health inequalities remain a significant issue throughout the UK amongst minority ethnic minority groups or statistics and then a ref. Despite the existence of the National Health Service (NHS) and its philosophy of universal healthcare, there are imbalances in healthcare accessibility, prevalence of health problems and treatment results among the different ethnic minority groups (Konstantopoulos et al., 2023). This includes health inequalities among ethnic minority communities in the UK include unequal access to healthcare, delayed diagnosis, poorer maternal outcomes, lower uptake of preventive services and communication barriers (Singal et al., 2026). State here who you deem as part of ethnic minority group…. (ref). definition of ethnic minority groups and who you are going to include…. For the purposes of this research study, only Asian and African population groups will be analysed….
For example, Black women experience disproportionately high maternal mortality risks, while some South Asian communities face increased diabetes and cardiovascular disease burdens alongside difficulties accessing culturally appropriate care. You need to further develop here and state what these culturally appropriate care looks like and what the difficulties are that they face…be specific (ref)  Therefore, the concept of cultural competence has been developed to provide healthcare that meets the different cultural, linguistic and social needs of patients (Vella, White and Livingston, 2022). State what cultural competence (CC) is….. (ref). 	Comment by Shaila Hussain2: what were the difficulties that they were facing that they now need culturally appropriate care

[bookmark: _Toc240454645]1.1 Background to the Study
Health inequalities are seen as systematic, preventable, and inequitable variations in the health status and health outcomes for the ethnic minority populations (ref). of differed groups of population. In the UK, ethnic minority groups experience disparities in both health outcomes and access to care, for example, Black women face substantially higher maternal mortality risks than White women (Oribhabor et al., 2020), while South Asian communities experience higher rates of type 2 diabetes and cardiovascular disease. Furthermore, Black Caribbean groups also report poorer experiences of mental healthcare, including greater use of compulsory detention. Despite the fact that the NHS was implemented to provide health care on the basis of clinical need, the records show there are still systematic differences between these groups concerning access to health care, quality of services and health condition (Bansal et al., 2022). There are many factors influencing this issue, many of which relate to social determinants of health, such as social and economic deprivation, education, housing, discrimination, language barriers, and access to medical service (Whitman et al., 2022). 	Comment by Shaila Hussain2: repetitive	Comment by Shaila Hussain2: You have already repeated this in the para above.	Comment by Shaila Hussain2: Maybe bring stats here about how many have been impacted	Comment by Shaila Hussain2: ref?	Comment by Shaila Hussain2: Not sure what this is in reference to, you need to clearly state how this relates to the paragraph above

The ethnic minority population living in the UK face more difficulties with chronic diseases compared to their White British counterparts. Furthermore, people of South Asian descent have greater incidences of type 2 diabetes and heart disease than White Europeans in the UK. In contrast, communities of Black descent have increased levels of hypertension and related cardiovascular disease (Raleigh, 2023). Likewise, Black women continue to have much higher maternal mortality rates than their White counterparts, pointing to the chronic inequalities in maternity healthcare in spite of the efforts to improve equity in healthcare in the country. It has thus been established that health results are determined not only by biological characteristics but also by social and structural factors (Townsend et al., 2023). Social and structural determinants include income inequality, low education, bad housing, employment, poor neighbourhood, etc. All these factors can influence the level of health risks and the ability to receive timely medical treatment as well as health outcomes in the ethnic minority groups.	Comment by Shaila Hussain2: Why contrast?	Comment by Shaila Hussain2: men and women? children? which population group are you referring to	Comment by Shaila Hussain2: third time repeated, you need to change this	Comment by Shaila Hussain2: repetitive	Comment by Shaila Hussain2: ref?
Communication barriers are another factor causing disparity in healthcare experiences. For instance, language differences, cultural beliefs and the level of health literacy could interfere with the patients' understanding of medical recommendations and their communication with healthcare professionals (Patel et al., 2026). Such barriers could result in less adherence to treatment, lower involvement in preventive healthcare activities and diminished trust towards healthcare providers. Moreover, historical issues of discrimination and institutional bias give rise to lower willingness of certain ethnic minority groups to use healthcare services (Vandecasteele et al., 2024). Give an example of what happened historically that leads to ethnic minority people feeling this way about receiving treatment. What made ethnic minority group people hesitant? 

CCC has become a tool to deal with the above-mentioned issues such as…….. in healthcare policies and practices. Cultural competence is defined as the capacity of healthcare professionals to comprehend and adequately react to the cultural beliefs, values, and communication necessities of their patients (Swihart et al., 2023). Cultural competence can be evidenced in various initiatives within the UK, such as the NHS Long Term Plan, Core20PLUS5, and Patient and Carer Race Equality Framework (PCREF), which focus on addressing health inequalities through culturally responsive healthcare services (NHS England, 2023). Vella, White and Livingston, (2022); Schouten, Manthey and Scarvaglieri, (2023); Dawson et al. (2025) demonstrate that culturally proficient interventions can improve communication and create better patient satisfaction and healthcare experiences. 	Comment by Shaila Hussain2: Put this definition at the top please where it is mentioned 

[bookmark: _Toc240454646]1.3 Problem Statement
While the NHS Long Term Plan, the Health and Care Act 2022, and the Core20PLUS5 framework include commitments to reduce healthcare inequalities, ethnic minority populations continue to experience unequal access, care experiences and health outcomes in the UK (England.nhs.uk, 2025; Legislation.gov.uk, 2022). Whereas, the disparity is evident in higher rates of chronic disease, worse maternal health rates, lower use of preventative healthcare and less patient satisfaction for?? Which ethnic minority group?? (Hayanga, Stafford and Bécares, 2021). Although national policy has promoted fairness in the NHS, many people still face obstacles in terms of language, healthcare understanding, implicit prejudice and unequal access to proper healthcare (Bamrah et al., 2025).	Comment by Shaila Hussain2: which national policy? please state this clearly and explicitly mention how 	Comment by Shaila Hussain2: ref

Culturally appropriate care has been recognised as an effective strategy to fight this type of inequality through better communication, good relationship with patients and more patient-centred healthcare (NHS England, 2025). As a result, various initiatives have been started by healthcare organisations including cultural competence training, interpreter services and tailored healthcare programs.	Comment by Shaila Hussain2: ref

De-María, Topa and López-González, (2024) focuses on individual interventions or certain groups of patients instead of viewing culturally competent care across the entire UK health system. On the way to progress in achieving improved outcomes in health, patient experiences and healthcare access are contradictory, thus making it difficult to determine best approaches to follow as mentioned in a study by Stepanova et al., (2026). Studies have reported mixed progress in reducing ethnic minority health inequalities, for example, while Stepanova et al. (2026) identified potential benefits from culturally responsive mental health services, whereas Ahmad et al. (2021) found continuing inequalities in treatment receipt, and McGreevy et al. (2023) identified unequal primary-care utilisation. This inconsistency makes it difficult to establish which approaches are most effective.	Comment by Shaila Hussain2: rephrase this

As noted in a study by Stepanova et al. (2026), patient experiences and healthcare access are contradictory, making it difficult to determine the most effective approaches to improving health outcomes.
	Comment by Shaila Hussain2: what is this?
	Comment by Shaila Hussain2: use specific work	Comment by Shaila Hussain2: how and to who	Comment by Shaila Hussain2: mention the approaches explicitly and make it clear
Additionally, Konstantopoulos et al. (2023), Singal et al. (2026) and Townsend et al. (2023) have provided sufficient evidence but there are also not enough is a paucity in studies on institutional barriers and facilitators that may support or impede successful implementation. Therefore, a systematic literature review is required to critically analyse the available studies, outline efficient efficacy of practices of culturally competent health care, and assess the challenges to implementation. Such evidence will help healthcare specialists and the government officials to develop more equal equitable health services for the ethnic minority population.
[bookmark: _Toc240454647]



















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

[bookmark: _Toc240454648]1.5 Research Objectives 
1. To identify the key components and practices of culturally competent care implemented within the UK healthcare system.
1. To examine the health inequalities experienced by ethnic minority communities in the UK.
1. To critically evaluate the effectiveness of culturally competent care in reducing health inequalities among ethnic minority populations.
1. To identify the barriers and facilitators influencing implementation and recommend improvements to culturally competent healthcare practices within the UK.

[bookmark: _Toc240454649]1.6 Primary research question 
How effective is culturally competent care in reducing health inequalities among ethnic minority communities within the UK healthcare system?
1.7 Secondary research questions
1. What are the key components and practices of culturally competent care implemented within the UK healthcare system?
1. What health inequalities are experienced by ethnic minority communities in the UK?
1. How effective is culturally competent care in reducing health inequalities among ethnic minority populations?
1. What barriers and facilitators influence the implementation of culturally competent care in UK healthcare settings, and what recommendations can improve culturally competent healthcare practices?
[bookmark: _Toc240454650]










1.7 Significance of the Study 
The current research adds to the body of knowledge in the field by providing systematic evidence synthesis on the effectiveness of culturally competent care in lessening health disparities in ethnic minority populations in the UK. This research study contributes to the field by synthesising systematic evidence on the effectiveness of culturally competent care in reducing health disparities among ethnic minority populations in the UK. The results will support health practitioners in understanding how to apply culturally sensitive practices that facilitate communication, patient involvement and satisfaction with the health services (Bansal et al., 2022). Additionally, it will highlight the role of cultural proficiency in decreasing health inequalities in the UK for the long-term effects of cultural competence on ethnic minority groups and their health outcomes. The results may be used by the managers and decision makers in the NHS to develop the level of their staff training, delivering health services and implementing equality programs aimed at reducing inequalities in health. The results may be used by NHS managers and decision-makers to develop staff training, deliver health services and implement equality programmes aimed at reducing health inequalities. The review discusses barriers for implementation and sets out research gaps to be taken into account in the studies (Stepanova et al., 2026). By providing evidence from different health settings this research supports NHS ongoing efforts to provide equitable health care services and health-centred care. Generally, the results of the research may assist developing medical services that will ensure better access and quality of healthcare and health outcomes of ethnic minorities.	Comment by Shaila Hussain2: Not required
[bookmark: _Toc240454651]
1.8 Rationale
The rationale for this research study emerges from the occurrence of health disparities among ethnic minority groups when a multitude of national plans is utilized for improving the fairness equitable care in healthcare. The rationale for this research study is the occurrence of health disparities among ethnic minority groups when a multitude of national plans is utilised to improve the fairness and equitable provision of healthcare. Even though the recognition of the fact that culturally competent care might be an effective way of contributing to the elimination of health inequalities starts to grow, the evidence regarding it remains scarce and disintegrated across different healthcare contexts and intervention types Although the recognition that culturally competent care may be an effective means of contributing to the elimination of health inequalities is growing, the evidence regarding it remains scarce and fragmented across different healthcare contexts and intervention types. (ref). Consequently, little is known regarding which culturally competent practices are most effective and what factors affect their adoption (De-María, Topa and López-González, 2024). Consequently, there is limited knowledge regarding which culturally competent practices are most effective and the factors that influence their adoption (De-María, Topa and López-González, 2024). Therefore, a systematic literature review is an appropriate method for closing this evidence gap as it facilitates thorough identification, critical assessment and summarisation of high-quality published studies in a transparent and reproducible way (ref). It minimises the risk of bias in selection, while at the same time, generating reliable evidence to be used for healthcare practice or policy development. Furthermore, this study is in line with current NHS priorities (ref) pertaining to health equity, patient-centred care and culturally competent healthcare. The results will assist in formulating evidence-based recommendations for professionals in the field and policymakers to enhance cultural competency and reduce health inequalities in the UK healthcare system. 	Comment by Shaila Hussain2: English spelling not US	Comment by Shaila Hussain2: Add a reference and examples hereof interventions that are already in place
Literature for cultural competence has not adequately determined evidence on their influence in the long term. Studies by Zeh et al. (2015), Dawson et al. (2025) and Stepanova et al. (2026) indicate that culturally responsive communication, interpreter support, co-production and community engagement can strengthen trust, participation and patient experience. However, these studies largely emphasise short-term service or experiential outcomes, leaving limited evidence on sustained improvements in long-term health outcomes and inequality reduction. Therefore, a systematic review should review the existing literature and assess the role of cultural proficiency in decreasing health inequalities in the UK for the long-term effects of cultural competence on ethnic minority groups and their health outcomes.
	Comment by Shaila Hussain2: Long term for who? Be specific
[bookmark: _Toc240454652]1.9 Structure of the Dissertation	
This dissertation consists of five six chapters. Chapter one offers information on the research topic, problem statement, aim, objectives, and importance of the study. Chapter two contains a critical review of the relevant literature in the field of health inequalities and culturally sensitive treatment. Chapter three outlines the methodology of the systematic literature review. Chapter four provides the results obtained from the extensive search using the PRISMA flowchart. Chapter five contains discussion of the results and themes that were developed. Chapter 6 concludes the research study and recommends reated healthcare practice and policy to ethnic minority groups and how best to facilitate interventions for healthcare professionals. the summary of findings and recommendations related to health care practice and policy recommendations.
This research study comprises of six chapters. Chapter one provides an overview of the research topic, problem statement, objectives and significance of the study. Chapter two presents a critical review of the relevant literature in the field of health inequalities and culturally sensitive treatment. Chapter three outlines the methodology of the systematic literature review. Chapter four presents the results obtained from the extensive search using the PRISMA flowchart. Chapter five discusses the results and themes developed. Chapter six concludes the research study and recommends related healthcare practice and policy for ethnic minority groups, including the most effective methods for facilitating interventions for healthcare professionals.	 
[bookmark: _Toc240454653]




The chapter presented health inequalities amongst ethnic minority groups and analyses the ongoing health care inequality faced by minority groups in the UK and suggests culturally competent care as a potential solution. It outlines the research problem, rationale, aims, and objectives of a systematic literature review. 
[bookmark: _Toc240454654]Chapter 2: Literature review 
The chapter is a critical review of the literature available regarding the effectiveness of culturally competent care in the reduction of health disparities by ethnic minority communities within the UK. It begins by detailing a systematic literature search method used to identify the relevant evidence and proceeds to address major themes like culturally competent healthcare practices, health inequalities, intervention effectiveness, implementation barriers, facilitators, as well as recommendations to improve it. This chapter critically reviews the literature on culturally competent care’s effectiveness in reducing health disparities among ethnic minority communities in the UK. It details a systematic literature search method and addresses major themes such as culturally competent healthcare practices, health inequalities, intervention effectiveness, implementation barriers, facilitators, and recommendations for improvement.

[bookmark: _Toc240454656]2.2 Literature Search Strategy 
The objective of the systematic literature search was to identify, examine and integrate quality pieces of evidence on the effectiveness of culturally competent care in the suffocating of health inequalities in ethnic minorities in the UK. To ensure the effectiveness and efficiency of the systematic search strategy, a nonselective yet approach to locate all relevant peer-reviewed literature was developed, and the strategy should be transparent and reproducible. The following are five major academic databases where searches were carried out, starting in September and continuing through November, 2024: Scopus, Web of Science, PubMed, ScienceDirect, and Google Scholar. Keywords that were used with the help of the Boolean operators (AND/OR) were: “culturally competent care, cultural competence, health inequalities, health disparities, ethnic minority communities, racial and ethnic minorities, healthcare access, patient outcomes, and the United Kingdom”. To ensure the effectiveness and efficiency of the systematic search strategy, a nonselective approach was developed to locate all relevant peer-reviewed literature. The strategy was transparent and reproducible. Searches were conducted in five major academic databases from September to November 2024: Scopus, Web of Science, PubMed, ScienceDirect and Google Scholar. Keywords used with Boolean operators (AND/OR) included ‘culturally competent care’, ‘cultural competence’, ‘health inequalities’, ‘health disparities’, ‘ethnic minority communities’, ‘racial and ethnic minorities’, ‘healthcare access’, ‘patient outcomes’ and ‘the United Kingdom’.	Comment by Shaila Hussain2: Move to methodology	Comment by Shaila Hussain2: What is the reasoning behind this date?	Comment by Shaila Hussain2: Were you not meant to pick only 3 databases?
The review included peer-reviewed journal articles written in English in the UK healthcare setting, and published in 2014-2024, and comprising the results of the culturally competent intervention. Perpetual studies encompassed systematic reviews, meta-analyses, quantitative and qualitative empirical studies as well as mixed-method studies and landmark articles which contributed to the evidence base. Abstracts of the conferences, editorials/opinion papers, studies conducted or carried out outside the UK and not transferable in terms of their findings were filtered out. The process of filtering titles and abstracts, reading full-text and analysing quality using the Critical Appraisal Skills Programme (CASP) checklist was applied to select the most relevant articles. 	Comment by Shaila Hussain2: This does not belong to this section	Comment by Shaila Hussain2: Stick to literature review only	Comment by Shaila Hussain2: This part should be in your methodology	Comment by Shaila Hussain2: Be precise - is that September to November 2024? Why not until date?

[bookmark: _Toc240454657]2.1 Statistical data of cultural competence usage amongst ethnic minority groups in the UK – you need to bring in statistics here, there is no data that you have mentioned, you are welcome to change it to ‘Statistics of ethnic minority groups disadvantaged by the healthcare system in the UK’
[bookmark: _Toc240454658]
2.2 Key components and practices of culturally competent care implemented within the UK healthcare system
The notion of culturally competent care (CCC) has become one of the primary solutions to the UK healthcare system as it plays a crucial role in the eradication of the currently existing health disparities among the representatives of ethnic minority groups. The concept extends past cultural awareness to entail the ability of healthcare providers to deliver respectful, fair and person-centred care sensitive to cultural beliefs, linguistic and cultural values of language and healthcare expectations of patients (Chau et al., 2024). The concept of CCC has become a primary solution to the UK healthcare system as it plays a crucial role in eliminating existing health disparities among ethnic minority groups. It extends beyond cultural awareness to encompass the ability of healthcare providers to deliver respectful, fair and person-centred care sensitive to cultural beliefs, linguistic and cultural values and patient expectations (Chau et al., 2024). The key components in the NHS are culturally responsive communication, interpreters, workforce diversity, cultural competence training, involvement of communities and shared decision-making. In their three-stage process, Perchyk et al. (2025) found that this is consistent with the Core20PLUS5 framework, created by NHS England, in which the ethnic minority groups are identified as the priority target groups, upon which special interventions should be applied to eliminate healthcare inequalities.	Comment by Shaila Hussain2: Elaborate and state what these interventions are

However, there is conflicting evidence on the effectiveness of these components in the literature. For example, Robinson et al. (2021) emphasise patient trust, the degree of prescriptive adherence and healthcare availability as vital factors that can lower language and cultural barriers through increasing culturally sensitive communication and professional interpretation services. Moreover, the study's strength lies in its inclusion of healthcare professionals from diverse clinical settings and disciplines, providing rich insights. Similarly, Walkowska et al. (2023) have also determined that cultural competence training enhances overall clinical interaction knowledge of the cultural needs of patients and reduces microaggression in clinical interactions between healthcare professionals. Furthermore, Siddiqui et al. (2025), in their systematic review, dispute this assumption to claim that training programmes can typically only result in short-term advantages, in the sense of augmented knowledge within the personnel, and almost no indicator of an enduring behaviour alteration and quantifiable reductions in health disparities.	Comment by Shaila Hussain2: Which components are you referring to? Please be clear here

The other approach that is disputed is the community participation founded on collaboration with faith organisations, voluntary organisations and ethnic community leaders. For example, Thomas et al. (2021) claim that co-designed services positively impact healthcare utilisation; the latter is not developed on the basis of organisational assumptions but on the needs of the community to create an intervention. Conversely, in an interview conducted with twenty-three UK practitioners, Touzel et al. (2026) note that there is limited community participation where many NHS organisations are yet to adopt the standardised models of service delivery, which lack effectiveness in addressing cultural diversity. Hence, successful implementation must not merely be based on community participation, but also institutional action toward the process of embedding the culturally responsive practices into the daily service provisioning process.

[bookmark: _Toc240454659]2.3 Health inequalities experienced by ethnic minority communities in the UK
Irrespective of the national access to healthcare provisions by the NHS, health inequalities among ethnic minority populations in the UK remain a critical concern in the healthcare of the society. The differences observed extend beyond differences in people's overall disease prevalence to differences in access to health care, care quality, patient experiences, and health outcomes (Bogart et al., 2022). Contrary to the views of Lewer et al. (2020), who believe that such differences may be attributed to greater socioeconomic deprivation as seen in Figure 2.1, Kisa and Kisa (2025) believe that structural racism and cultural injunctions in a bid to create equality between the effects of such forces and institutional activities within healthcare systems are also critical factors contributing towards the differences. This debate suggests that no one single explanation of health inequalities exists, but instead they are seen in multiplicity (social, economic and healthcare related) of interactions.
Health inequalities among ethnic minority populations in the UK persist despite the NHS’s universal healthcare provisions. These inequalities extend beyond disease prevalence to access, quality, patient experiences, and outcomes (Bogart et al., 2022). While Lewer et al. (2020) attribute these differences to socioeconomic deprivation, (see figure 1) Please state what this figure shows. Do not add without their usage or what they are portraying. Furthermore, Kisa and Kisa (2025) argue that structural racism and cultural injunctions also play a crucial role in creating disparities between these forces and institutional activities in healthcare systems. This debate suggests that health inequalities are multifaceted, arising from social, economic, and healthcare-related interactions.
[image: ] 
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Figure 1: Mortality attributable to socioeconomic inequality (Lewer et al., 2020)

The ethnic minority health disparities, as Churchwell et al. (2020) describe them, are rooted in structural discrimination and cumulative socioeconomic disadvantage that determine housing, education, employment, and long-term health status. However, as a narrative policy advisory rather than an empirical study, it does not present primary data or test the effectiveness of the proposed interventions, limiting causal validation. Similarly, Pandey et al. (2021) state that in numerous cases, ethnic minority groups in most of the situations do not receive a healthcare system that corresponds to their cultural and linguistic needs, negatively impacting healthcare accessibility and customer satisfaction. However, in opposition to this, Coates et al. (2024) recommend that despite the role of ethnicity in healthcare experiences, it is socioeconomic deprivation that is more likely to predict a negative effect on health, hence requiring policies to also focus on both poverty and healthcare disparities instead of ethnicity. This view is opposite to the results provided by the NHS Race and Health Observatory that highlight the fact that the inequalities persist even in consideration of socioeconomic differences (NHS, 2023). This illustrates the ongoing role played by the institutional and structural aspects in healthcare provision. Moreover, Coates et al. (2024) argue that despite the role of ethnicity in healthcare experiences, socioeconomic deprivation is a more significant predictor of negative health outcomes. Consequently, they recommend policies that address both poverty and healthcare disparities rather than ethnicity. This perspective contrasts with the findings of the NHS Race and Health Observatory which indicate that inequalities persist even when socioeconomic differences are considered (NHS, 2023). This suggests the ongoing influence of institutional and structural factors in healthcare provision.	Comment by Shaila Hussain2: This paragraph does not make sense and I am not sure what you are trying to state here, please go back to the article and summarise this properly	Comment by Shaila Hussain2: How many? Was there a number of people and what was the impact?

There is also a difference in terms of healthcare utilisation. For instance, Alba et al. (2024) found that different ethnic minority groups do not receive any preventive medical care or opt to be treated prematurely because they do not trust medical professionals in the face of discrimination. On the contrary, Kale et al. (2023), state that focused community outreach, culturally sensitive communication and working with trusted community organisations can significantly enhance healthcare engagement, and organisational adaptation can alleviate most current barriers. 	Comment by Shaila Hussain2: Can you state which ethnic minority group of people this is towards? Its very vague and state how... with a ref	Comment by Shaila Hussain2: what is the impact? 

NHS England employed the ethnic minority communities in its 2024 report as one of the top priority populations under its Core20PLUS strategy because of these existing disparities in maternity care and mental health services, cancer screening, and elective care pathways despite national improvement programmes (Elliott et al., 2025). NHS England identified ethnic minority communities as a key priority population under its Core20PLUS strategy in its 2024 report. This was due to existing disparities in maternity care mental health services cancer screening and elective care pathways despite national improvement programmes (Elliott et al., 2025). In addition, García and Thomas (2024) reported that the number of general practitioners per 100,000 population of a given area was 34 in ethnic localities with the highest percentage of ethnic minorities, approximately 29 less than regions inhabited by White British citizens, which proves the existing disparities in access to primary health services. 	Comment by Shaila Hussain2: Was their background from the ethnic minority group? 	Comment by Shaila Hussain2: Still not sure what you are trying to state here	Comment by Shaila Hussain2: which area? 

2.4 How culturally competent care can help reduce health inequalities among ethnic minorities
The success of CCC as a healthcare intervention in minimising health disparities is a topic of numerous debates in healthcare research, for example, On one hand, Joo and Liu (2020) are inclined to say that culturally customised interventions can improve the context of healthcare provision and interaction with cultural minorities, though the impact it has on the latter's long-term health outcomes is incomparable unless accompanied by any other organisational or structural modifications. Therefore, Takeshita et al. (2020) highlight that the effectiveness of culturally competent care is expected not only to be measured with regard to patient satisfaction but also how effective it is in enhancing equity in healthcare access, clinical outcomes, and service utilisation. Joo and Liu (2020) suggest that culturally customised interventions can improve the context of healthcare provision and interaction with cultural minorities. However, the impact on their long-term health outcomes is incomparable unless accompanied by organisational or structural modifications. Consequently, Takeshita et al. (2020) emphasise that the effectiveness of culturally competent care should be measured not only in terms of patient satisfaction but also its impact on enhancing equity in healthcare access clinical outcomes and service utilisation.
In their narrative review approach, Additionally, Theodosopoulos et al. (2024) found that culturally competent care CCC enhances communication between the medical team and the patient, contributing to increased treatment compliance, increased trust, and patient satisfaction. On the same note, Lauwers et al. (2024), in their systematic review, have determined that culturally responsive interventions, such as language support and shared decision-making, can always generate better healthcare experiences among various peoples. However, the review included only studies conducted in Western (OECD) healthcare settings, which may limit the generalisability of its findings to non-Western healthcare contexts. Similarly, Lauwers et al. (2024) in their systematic review concluded that culturally responsive interventions such as language support and shared decision-making consistently improve healthcare experiences for diverse populations. However, the review was limited to studies conducted in Western (OECD) healthcare settings which may restrict the generalisability of its findings to non-Western contexts.
In their turn, Pisavadia et al. (2025) argue that culturally competent interventions do not have a direct effect on the decrease in health inequalities since most of the studies have short-term behavioural outcomes as the primary measure of effect instead of lasting population-level health improvement. Likewise, according to Antón-Solanas et al. (2022), cultural competence training may be seen as the kind of education that healthcare organisations often face, but in the absence of organisational reforms, they also limit their possibilities to fight institutional discrimination or unequal distribution of resources. An environmental scan in health systems by Doherty et al. (2021), illustrates that culturally competent care can be much more effective when incorporated into broader organisational approaches, such as leadership dedication, labour force plurality, communal collaboration, and justifiable service design. These various perspectives imply that cultural competence would be an organisational-wide approach as opposed to a clinical competence on an individual basis.
Pisavadia et al. (2025) argue that culturally competent interventions do not directly impact the reduction of health inequalities as most studies measure short-term behavioural outcomes rather than long-term population-level health improvement. Similarly, Antón-Solanas et al. (2022) suggest that cultural competence training is a common educational challenge for healthcare organisations. However, without organisational reforms, it also limits their capacity to combat institutional discrimination and unequal resource distribution. An environmental scan by Doherty et al. (2021) demonstrates that culturally competent care can be more effective when integrated into broader organisational approaches such as leadership dedication, workforce diversity, communal collaboration and justifiable service design. These perspectives imply that cultural competence should be an organisational-wide approach rather than a clinical competence on an individual basis.

This inclusive opinion is backed by the UK policy changes in recent times. The Core20PLUS5 programme is culturally responsive care, contributing to better access and outcomes for ethnic minority populations in the context of maternity care, mental health, cardiovascular disease and early cancer diagnosis (Gardner et al., 2024). Additionally, the Core20PLUS5 identifies clearly the ethnic minority populations as priority populations, which require culturally appropriate healthcare pathways to reduce the disparities that can be avoided in the Integrated Care Systems – state what ICS are with a ref (Pawson et al., 2026).	Comment by Shaila Hussain2: Which UK policy? If it is the Core20PLUS5 please link the sentences together	Comment by Shaila Hussain2: State how? Elaborate
[bookmark: _Toc240454661]
2.5 Barriers influencing implementation within the UK
Although the concept of CCC has gained momentum as a reaction to health inequalities, its use throughout the UK healthcare sector has been faced with major organisational, professional, and structural obstacles. Although the policies that are being propagated throughout the country suggest that there should be equal care delivery, the results reveal that the transfer of these principles into clinical practice is not yet highly consistent. Among the most common types of barriers, the low level of implementation of cultural competence in healthcare education and professional development can be named. Antón-Solanas et al. (2022) are of the perspective that the majority of healthcare workers do not have sufficient practical experience that would allow them to address multicultural beliefs, cultural communication, and health behaviours with confidence. A significant barrier to cultural competence in healthcare is the low level of implementation in education and professional development. Antón-Solanas et al. (2022) argue that the majority of healthcare workers lack the practical experience necessary to address multicultural beliefs, cultural communication and health behaviours with confidence. As a result, practitioners can make use of personalisations instead of using evidence-based culturally responsive practices. Conversely, Wood et al. (2021), posit that no significant change can be realised in investing in training alone when organisations that contribute to the learning process based on leadership and accountability and ongoing professional development are absent. This analogy is intended to show that education of the workforce is just one aspect of successful implementation and is not a solution in itself (Kirschner and Stoyanov, 2020).	Comment by Shaila Hussain2: State what they are	Comment by Shaila Hussain2: name these and ref	Comment by Shaila Hussain2: reference here	Comment by Shaila Hussain2: what are these, name a few.
Conversely, Wood et al. (2021) argue that no significant change can be realised in investing in training alone when organisations that contribute to the learning process based on leadership and accountability and ongoing professional development are absent. This analogy demonstrates that workforce education is only one aspect of successful implementation and is not a solution in itself (Kirschner and Stoyanov, 2020).

Challenges related to institutional policies and organisational culture are significant and have their own implications, for instance, according to Hughes et al. (2020) who used 71 sources and discovered that operational efficiency, performance targets, and resource management mean centrality to healthcare organisations at the expense of culturally individualised care, wherein clinicians get minimal time to customise the services in response to cultural requirements of the patients. Significant challenges related to institutional policies and organisational culture have their own implications. For example, Hughes et al. (2020) found that operational efficiency, performance targets and resource management are central to healthcare organisations at the expense of culturally individualised care. This results in clinicians having limited time to customise services in response to patients’ cultural requirements. However, as opposed to that assumption, Yu et al. (2024) argue that those organisations that uphold the principles of inclusive leadership, workforce diversity, and culturally responsive governance experience a more sustainable implementation since the concept of cultural competence would be integrated into the organisational decision-making processes instead of being a clinical task that is handled in isolation. These two contrasting views imply that organisational commitment is a key factor in the success of implementation strategies. Conversely, Yu et al. (2024) argue that organisations that uphold the principles of inclusive leadership workforce diversity and culturally responsive governance experience a more sustainable implementation. This is because the concept of cultural competence would be integrated into organisational decision-making processes rather than being a clinical task handled in isolation. These contrasting views suggest that organisational commitment is a key factor in the success of implementation strategies.

Resource constraints and barriers are also a given, these are in accordance to a scoping review by Khatri and Assefa (2022), and the lack of funding, staffing, and the increasing demand for information services usually leads to fewer opportunities to offer interpreters, community-participation programs, and continuous cultural competency training. However, as acknowledged by the authors, the thematic synthesis may have overlooked the detailed findings and unique experiences of specific CALD subgroups. Nonetheless, Rogers et al. (2021) claim, however, that financial constraints should not be perceived as the only barrier, and without effective organisational planning and fragmented implementation of the policy, the existing resources can rarely be used effectively. 
Resource constraints and barriers expected, as per a scoping review by Khatri and Assefa (2022). The lack of funding, staffing and the increasing demand for information services typically leads to fewer opportunities to offer interpreters community-participation programmes and continuous cultural competency training. However, the authors acknowledge that the thematic synthesis may have overlooked the detailed findings and unique experiences of specific CALD subgroups. Nevertheless, Rogers et al. (2021) assert that financial constraints should not be perceived as the sole barrier and that without effective organisational planning and fragmented policy implementation, existing resources are rarely used effectively.
The second obstacle is connected with the potential absence of patient and community involvement in healthcare planning. A further obstacle lies in the potential lack of patient and community involvement in healthcare planning. Though healthcare organisations are paying increased attention to the significance of a patient-centred approach, Lauwers et al. (2024) argue that a considerable number of culturally competent interventions remain planned based on the institutional viewpoint instead of a real partnership with ethnic minority groups such as….. This leads to decreased cultural applicability and acceptability of interventions. Nevertheless, Albert et al. (2023) also indicate that co-production among the community organisations, patients and health providers leads to more trust, responsiveness to the service and long-term successful implementation. Therefore, the literature shows that a united workforce development, organisational leadership, polytheistic integration of policies, and community-based collaboration are essential in a sustainable implementation of culturally competent healthcare (ref). 
[bookmark: _Toc240454662]
2.6 Facilitators influencing implementation within the UK
The successful implementation of culturally competent healthcare (CCH) in the context of the UK depends on numerous organisational, professional and communication-level facilitators that would enable healthcare services to meet the needs of ethnically diverse groups of people in a manner that would be effective. Despite an overall consensus among Vandecasteele et al. (2024) that culturally competent care can help decrease the inequalities in healthcare provision, they disagree about the factors enabling such care that impact the implementation most. 
The successful implementation of culturally competent healthcare (CCH) in the UK depends on numerous organisational, professional and communication-level facilitators that would enable healthcare services to meet the needs of ethnically diverse groups effectively. While Vandecasteele et al. (2024) agree that culturally competent care can reduce healthcare inequalities, they disagree on the factors most impacting its implementation.

Whereas, Some scholars are interested in the skills of the workforce on the one hand; Moore et al. (2023) note that Integrated Care Systems, organisational leadership and collaborative governance may play a crucial role in the achievement of sustainable improvements on the other hand. Moore et al. (2023) suggest that Integrated Care Systems, organisational leadership and collaborative governance may be crucial to achieving sustainable improvements (see figure 2). The figure implies …….

[image: ] 
[bookmark: _Toc240454745]Figure 2: Integrated Care Systems (Moore et al., 2023)

Effective leadership and organisational commitment are viewed as facilitators by some of the literature (Sanyal, 2024). Furthermore, Yu et al. (2024) are sure that inclusive leadership can foster the integration of cultural competence in the strategic planning, clinical governance, and quality improvement processes of healthcare organisations. 
A study by Sanyal (2024) suggests that effective leadership and organisational commitment facilitate this process.  Yu et al. (2024) further believe inclusive leadership can promote the integration of cultural competence within healthcare organisations’ strategic planning clinical governance and quality improvement processes.
Conversely, Pelasoja et al. (2025) highlight that proactive leaders who facilitate equality and diversity are involved in organisational cultures that realise culturally responsive practices as a continuum and not an option for who??? Which ethnic minority group???. 
Continuous workforce education and professional development are another crucial facilitator. For instance, the WHO, (2022) assert that ongoing training related to cultural competence enables medical professionals to become more competent in their intercultural communication, perceive unconscious bias, and provide more people-centred care. However, Lupton and Leahy (2021) argue that the training programmes are supposed to be done in an aesthetic and reflective background, with teamwork by a multidisciplinary team as opposed to individual educational programs. According to them, long-term learning opportunities are far more helpful in promoting behaviour change, as opposed to the normal classroom method of learning. Therefore, healthcare careers should not be treated as a one-time training need, but instead, continuous professional development should be incorporated into them.
However, Lupton and Leahy (2021) argue that training programmes should be conducted in an aesthetic and reflective environment with teamwork by a multidisciplinary team rather than individual educational programmes. They contend that long-term learning opportunities are more effective in promoting behaviour change than traditional classroom methods. Consequently, healthcare careers should not be viewed as a one-time training requirement but should instead incorporate continuous professional development.
The ethnic minority group of people engaging in cooperative activities is also considered a strong facilitator. For instance, Pedersen et al. (2021) used seven databases to suggest that it is the engagement of patients in planning and designing the services, community leaders, voluntary organisations, and groups of advocates that makes interventions of healthcare more culturally relevant, more accessible, and usable. 
The engagement of ethnic minority groups in cooperative activities is also considered a strong facilitator. For example, Pedersen et al. (2021) used seven databases to suggest that it is the involvement of patients in planning and designing services community leaders’ voluntary organisations and advocacy groups that makes healthcare interventions more culturally relevant accessible and usable.
Additionally, Mthembu and Chimbari (2023), used a standardised questionnaire to state that the engagement of the community is risky if the involvement is very consultative, rather than participatory, since the communities are not very involved in the decision-making process in healthcare. A key strength of the study is its use of a relatively large, randomly selected sample of 339 household heads and standardised face-to-face questionnaires, enhancing the reliability of the findings. These two opposing views show that meaningful co-production, other than symbolic consultation, is needed to come up with culturally responsive services. Digital innovation and combined efforts of various disciplines support implementation. 

Furthermore, Mthembu and Chimbari (2023) found that community engagement is risky if it is highly advice-giving rather than participatory, as communities are not very involved in the decision-making process in healthcare. A key strength of the study is its use of a large randomly selected sample of 339 household heads and standardised face-to-face questionnaires which enhances the reliability of the findings. These opposing views demonstrate that meaningful co-production, beyond symbolic consultation, is necessary to develop culturally responsive services. Digital innovation and collaborative efforts across various disciplines support implementation.

Additionally, Olowomeye (2025) provide evidence that integrated electronic patient records, coordinated multidisciplinary teams, and culturally adapted health information resources improve the continuity of care, as well as communication in culturally diverse populations which ethnic minority group?? Mention it here. 
[bookmark: _Toc240454663]2.7 Improvements to culturally competent healthcare practices within the UK
Recently in literature, it has been continually acknowledged that the topic of upgrading Culturally Competent Healthcare needs to implement a shift toward combinatorial and system-wide means in order to address organisational culture and workforce capacity as well as health policy in tandem (Wilson et al., 2025). 
In recent literature, it has been recognised that the topic of upgrading culturally competent healthcare requires a shift towards combinatorial and system-wide approaches to address organisational culture and workforce capacity in conjunction with health policy (Wilson et al., 2025). Although Hussain et al. (2020) stress the need to improve cultural competence in the whole of the NHS, there has been a division among researchers regarding the most effective areas for improvement and the most sustainable approaches. While Kleinman et al. (2021) argue that workforce education is a crucial factor, others believe (ref those others) that community partnerships and structural reform are more beneficial in the long term for reducing health disparities. 
there has been a split amongst researchers on the best areas that they should improve and in such a way that they become sustainable. Though it has been argued by Kleinman et al. (2021) that improving the workforce education will make a difference, other individuals feel that community partnership and structural reform are more helpful in the long-term in reducing the disparity in health.

A common piece of advice that is often given is that cultural competence should be ingrained in professional education and lifelong learning. 
Cultural competence should be a core part of professional education and lifelong learning, as is often advised, for instance, according to a study by Liu et al. (2022), cultural competence should be discussed alongside clinical competencies during the undergraduate programme and as part of continuing professional development to prepare medical professionals to manage increasingly diverse patient populations.
cultural competence needs to be discussed along with clinical competencies during the undergraduate program and as part of continuing professional development to prepare medical professionals to be able to handle increasingly more diversified patients. However, Lekas et al. (2020) suggest that to facilitate the purpose of education to become more critical in cultural awareness and instead colourfully humble, reflective in practice, and anti-discriminatory in decision-making. The other useful recommendation is associated with accountability in organisations. According to Vargas et al. (2023), healthcare organisations ought to institutionalise cultural competence in governance mechanisms by setting up leadership dedication, equality execution metrics, diversity in workforce plans, and habitual service appraisal. Contrarily, Hill-Briggs et al. (2020) believe that changes will remain small without national healthcare policies requiring equity outcomes to be reported in quantifiable manners rather than focusing primarily on efficiency of services and clinical outcomes. Their differing views indicate that the responsibility should be at organisational and policy levels, whereby all organisations in the NHS should have the responsibility universally applied.	Comment by Shaila Hussain2: rephrase this - I did not understand what you are trying to say here.
Another useful recommendation is related to organisational accountability. According to Vargas et al. (2023) healthcare organisations should institutionalise cultural competence in governance mechanisms by establishing leadership dedication, equality execution metrics, workforce diversity plans and a culture of regular service appraisal. In contrast Hill-Briggs et al. (2020) argue that significant change will not occur without national healthcare policies mandating the reporting of equity outcomes in quantifiable terms rather than focusing primarily on service efficiency and clinical outcomes. This divergence suggests that responsibility should be shared between organisational and policy levels with all NHS organisations having a universal responsibility.

[bookmark: _Toc240454664]2.8 Research Gap 
Existing studies resources like Walkowska et al. (2023) and Thomas et al. (2021) offer a comprehensive sources of evidence on the principles of delivering culturally competent care and its types and application in healthcare systems, and their results. 
Existing studies such as Walkowska et al. (2023) and Thomas et al. (2021) provide a comprehensive source of evidence on the principles of culturally competent care and its types and application in healthcare systems. Their findings are valuable for this research study.
However, there remain some large gaps. To start with, most reports focus on a single element of culturally competent care, like communication strategies or cultural competence training, but not the interaction properties of these components in helping decrease health disparities among ethnic minority groups. Second, a significant part of the existing evidence, such as by Churchwell et al. (2020), is based on international settings and, especially in the United States, so it cannot be easily applied to the UK healthcare system. Finally, other previous researchers have tended to focus on patient satisfaction (ref) or use of healthcare; however have not given much insight into the long-term impact on the health of equity and clinical outcomes. The issues of inconsistency of methodologies, disparities in terms of the design of an intervention, as well as the absence of any in-depth synthesis, also complicate drawing definite conclusions on best practices.
However, there remain significant gaps. Firstly, most reports focus on a single element of culturally competent care such as communication strategies or cultural competence training but do not consider the interaction properties of these components in reducing health disparities among ethnic minority groups. Secondly, a substantial portion of the existing evidence, such as that by Churchwell et al. (2020), is based on international settings and is therefore not easily applicable to the UK healthcare system. Finally, other previous researchers have tended to focus on patient satisfaction or healthcare utilisation but have not provided insight into the long-term impact on health equity and clinical outcomes. The inconsistencies in methodologies, disparities in the design of interventions and the absence of an in-depth synthesis further complicate drawing definitive conclusions on best practices.

The gaps will be addressed by this systematic review (literature review) by critically synthesising the recent evidence on culturally competent care in the UK on the effectiveness of the interventions in reducing health disparities in ethnic minority populations, identifying barriers and facilitators to the interventions and making evidence-based recommendations to inform future healthcare policy/practice and research. 
[bookmark: _Toc240454665]This systematic review will address the gaps in the literature by critically synthesising recent evidence on culturally competent care in the UK. It will identify the effectiveness of interventions in reducing health disparities among ethnic minority populations, the barriers and facilitators to their implementation and provide evidence-based recommendations to inform future healthcare policy and research.

[bookmark: _Toc240454666]2.8 Theoretical Frameworks 
The social determinants of health framework (see figure 3), which is an integral part of promoting a better understanding of different biological and individual factors that influence the outcome. Additionally, it promotes better understanding about social economic and political conditions that influence health outcomes and unequal health distribution. The SDH Framework is recognised by the World Health Organisation, as it helps to explore health inequalities, access to care and population-level outcomes (Bull and Mittelmark, 2016). After rapid evolution, the main focus shifts from individual responsibility to structural influences, which makes these frameworks more adaptable to measure Public Health outcomes and perform social science research.
The social determinants of health framework (see Figure 3) is an integral component of promoting a better understanding of the biological and individual factors that influence health outcomes. It also promotes a better understanding of social, economic and political conditions that influence health outcomes and unequal health distribution. The SDH Framework is recognised by the World Health Organisation as it helps to explore health inequalities access to care and population-level outcomes (Bull and Mittelmark, 2016). After rapid evolution, the main focus shifts from individual responsibility to structural influences making these frameworks more adaptable to measure public health outcomes and conduct social science research.

Social Determinants of Health (SDH) Framework
[image: ] 
[bookmark: _Toc240454746]Figure 3: SDH Framework (Bull and Mittelmark, 2016)

Figure 2.3 shows the social determinants of health, which are important in promoting a better understanding of different biological and individual factors that influence the outcome. Additionally, it promotes better understanding about social economic and political conditions that influence health outcomes and unequal health distribution. The SDH Framework is recognised by the World Health Organisation, as it helps to explore health inequalities, access to care and population-level outcomes (Bull and Mittelmark, 2016). After rapid evolution, the main focus shifts from individual responsibility to structural influences, which makes these frameworks more adaptable to measure Public Health outcomes and perform social science research.
At the core of this framework lies social epistemology, which helps to promote societal structures and relationship which inferences hold outcomes. As for the SDF theory held, this part arises from unequal distribution of opportunities, resources and power (Carroll et al., 2022). Thus, the government needs to promote better policy, cultural norms, and systems to maintain proper distribution of resources, power and opportunities to improve healthcare access. In this context of the research, the use of this theory is particularly relevant as it promotes better investigation of the disparities across groups based on income, gender, and ethnicity. This will help to identify the reasons for healthcare Inequalities and produce new solutions or interventions to address the existing Healthcare service gaps. 
At the core of this framework is social epistemology which promotes societal structures and relationships that lead to certain outcomes. The SDF theory is based on the unequal distribution of opportunities, resources and power (Carroll et al., 2022). Consequently, the government must promote better policy, cultural norms and systems to ensure a fair distribution of resources, power and opportunities to improve healthcare access. In this context, the use of this theory is particularly relevant as it facilitates a more thorough investigation of disparities across groups based on income, gender and ethnicity. This will enable the identification of the causes of healthcare inequalities and the development of new solutions or interventions to address existing service gaps.   

With the help of the SDH Framework this research promotes better understanding of why ethnic minority populations in the UK experience four held outcomes. Findings from Ahmad et al. (2022) reveal that disparities in Mental Health quality of life are closely linked with structural disadvantages. For example, people with lower socio-economic status may have limited access to health care services and delay Healthcare treatment, which affects health outcomes among minority groups.
With the help of the SDH age framework, tiny factors which influence the healthcare inequalities in the UK can be identified, but it may create difficulties to find a practical solution to address the challenges. On the other hand, Thana et al. (2026) highlights that UK systemic barriers and biased inferences Healthcare outcome, which contribute to unequal distribution of health services and treatment solutions, and ethnic minority patients are the main victims of this unequal health treatment. Thus, despite the limitations of this framework, it is more reliable to find quality solutions to promote better understanding of the root causes of ethnic health inequalities and inform policy interventions in the UK to address the increasing health inequality issue. 

This research promotes a better understanding of why ethnic minority populations in the UK experience four held outcomes what are these four held outcomes? mention them here and reference. Findings from Ahmad et al. (2022) reveal that disparities in mental health quality of life are closely linked to structural disadvantages. For example, individuals with lower socio-economic status may have limited access to healthcare services and delay treatment which affects health outcomes among minority groups.


[bookmark: _Toc240454667]The SDH age framework can identify minor factors influencing healthcare inequalities in the UK but may present challenges in finding practical solutions. Conversely, Thana et al. (2026) highlight that systemic barriers and biased inferences in healthcare outcomes contribute to an unequal distribution of health services and treatment solutions. Ethnic minority patients are the primary victims of this unequal health treatment. Despite the limitations of this framework, it is more reliable for finding quality solutions to promote a better understanding of the root causes of ethnic health inequalities and inform policy interventions in the UK to address the increasing health inequality issue. 

The fundamental cause theory (FCT), which provides a structured pathway to identify multiple health outcomes and the existing health disparities over time and space. The adoption of the FCT theory for this research is more reliable as this theory aims to understand and adjust the health care inequalities. As per the fundamental cause theory, social conditions like socioeconomic inequalities affect individuals' quality of life (Jimoh Amzat, 2024). In the case of the UK, deprivation in income, employment and education is identified as the socioeconomic factors which create inequalities in healthcare access. This route causes limited access to resources, and limited access increases for health outcomes among minority ethnic people. Subsequently, Chidambaram et al. (2024) argued that lack of health literacy and weak social networks also cause the disparity and influence the effective distribution of health care services in the UK.

The fundamental cause theory (FCT) (see figure 4) provides a structured framework for identifying multiple health outcomes and existing health disparities over time and space. Its adoption for this research is more reliable as it aims to understand and address healthcare inequalities. The FCT posits that social conditions such as socioeconomic inequalities affect individuals’ quality of life. In the UK, deprivation in income, employment and education is identified as the socioeconomic factors that create healthcare access inequalities. This results in limited access to resources which in turn increases health outcomes among minority ethnic groups. Chidambaram et al. (2024) further argue that a lack of health literacy and weak social networks also contribute to disparities and influence the effective distribution of healthcare services in the UK.
Fundamental Cause Theory (FCT)
[image: ] 
[bookmark: _Toc240454747]Figure 4: Fundamental Cause Theory (Jimoh Amzat, 2024)

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

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

This theory also addresses different types of outcomes of health inequality such as chronic diseases, mental health issues, and reduced life expectancy. Importantly, this promotes a wider understanding of the root causes and outcomes of health care inequality (Nousak, 2025). In this case, the effective use of FCT promotes better understanding of the root causes and outcomes and creates better solutions and interventions which help to prevent the Ultimate negative outcome on the health of the people (Jimoh Amzat, 2024).

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

Despite the FCT having strong understanding and knowledge improvement over health inequalities, it has several limitations, such as providing deterministic information It can limit the usefulness of behavioural interventions, which is more important to promote public health outcomes (ref). On the other hand, it is difficult to operate or implement theoretical solutions in real life. For example, concepts like mechanisms and resource distribution are complex and challenging in real life situations full stop as these factors are influenced by structure and government activities. It may be difficult to implement these things properly to achieve the actual outcomes (ref). At the same time, FCT theory doesn't find the solution to the problems of health outcomes and challenges; it does not always provide detailed strategies to implement, leaving policymakers to interpret how to act better to create better policy interventions to address the challenges (Rydland et al., 2023). Despite these limitations, the use of theory promotes a better understanding of the three-healthcare performance and enhances knowledge and policy interventions to improve overall Healthcare access quality and the lifestyle of the ethnic minority people living in the UK (ref).
Despite the FCT’s strong understanding and knowledge improving health inequalities, it has several limitations. For instance, providing deterministic information can limit the usefulness of behavioural interventions which are more important for promoting public health outcomes (ref). Furthermore, it is difficult to operate or implement theoretical solutions in real life. Concepts such as mechanisms and resource distribution are complex and challenging in practice as these factors are influenced by structure and government activities (ref). This may make it difficult to implement these solutions effectively to achieve the desired outcomes. Additionally, FCT does not always provide detailed strategies for implementation, leaving policymakers to interpret how to act better to create more effective policy interventions (ref). Despite these limitations, the use of theory promotes a better understanding of healthcare performance and enhances knowledge and policy interventions to improve overall healthcare access quality and the lifestyle of ethnic minority people in the UK (ref).

Overall, the use of both the SDH framework and FCT theory enhances better understanding of the root causes of healthcare inequalities in the UK and faster better decision making and policy interventions in promoting Critical solution resolution and enhance Critical solution resolution and enhance the live quality Lifestyle performance, Live quality and health care outcomes of the ethnic minority people in the UK.

The use of both the SDH framework and FCT provides a comprehensive understanding of the root causes of healthcare inequalities in the UK. This enables more effective decision-making and policy interventions to promote critical solution resolution and improve the quality of life and health outcomes of ethnic minority people (ref).















This chapter reviewed the existing literature on culturally competent care and its impact on reducing health disparities among ethnic minority groups in the UK. It synthesised findings on key healthcare practices, intervention effectiveness, implementation barriers and facilitators, and offered improvement suggestions while highlighting significant gaps in the literature.  
[bookmark: _Toc240454669]Chapter 3: Research Methodology 
This chapter outlines the method used in this secondary data analysis and employs the steps of a qualitative approach employed in the systematic review. It explains the coding and thematic analysis used to analyse the extensive search. 
[bookmark: _Toc240454671]
3.1 Research Philosophy
The selection of a research philosophy promotes significant knowledge and guides the collection of better data and finding reliable solutions for the research questions (Mbanaso, Abrahams and Okafor, 2023). Choosing a research philosophy is crucial for gaining valuable knowledge and effectively collecting better data. It also helps in finding reliable solutions to research questions (Mbanaso Abrahams and Okafor 2023).   There are different types of philosophy available, such as positivism, interpretivism, realism and pragmatism.  Each research philosophy has different characteristics, and based on that, it needs to be selected for research data collection.  Junjie and Yingxin (2022) stated that interpretivism research philosophy helps to understand how human participation, intellect, and cultural values are related to health care solutions. However, pragmatism philosophy helps to collect qualitative data evidence and promote better understanding of social phenomena by interpretation of subjective experience, meaning and contextual factors. The selection of interpretivism philosophy for this research is justified as this helps to examine culturally competent care, which involves women's interaction values and promotes better understanding of how cultural competence influences Health outcomes in the UK. Various research philosophies exist including positivism interpretivism realism and pragmatism.  Each philosophy has distinct characteristics guiding data collection.  Junjie and Yingxin (2022) found interpretivism useful for understanding the link between human participation intellect and cultural values in healthcare.  Pragmatism, meanwhile, facilitates qualitative data collection and deeper insights into social phenomena through subjective experience interpretation meaning and context.  Therefore, interpretivism is justified for this research as it examines culturally competent care, focusing on women’s interaction values and enhancing understanding of cultural competence’s impact on health outcomes in the UK.	Comment by Shaila Hussain2: Is this your focus population? 

Other philosophies, such as positive not selected in this research as those philosophies were not suitable and did not help to collect statistical data, which were not required for this research. Interpretivism research philosophy is justified and supports deep exploration of complex social and Healthcare phenomena (Thorne, 2025). This part is not needed - irrelevant 

[bookmark: _Toc240454672]3.2 Research Approach
Research approach promotes better understanding of existing theories and knowledge. There are different types of research approaches, such as deductive, inductive, and abductive research approaches, and this research has adopted an inductive approach (Taherdoost, 2022). Research approaches enhance our understanding of existing theories and knowledge.  Various approaches exist including deductive, inductive and abductive research. This study specifically adopted an inductive approach (Taherdoost, 2022). The primary goal of choosing the inductive research approach is to develop and refine new health inequality theories rather than simply synthesising existing literature.  This review of empirical studies ultimately enhances the effectiveness of culturally competent interventions within the UK healthcare system (ref).    To create better knowledge and understanding about health inequalities in the UK, the main aim in selecting the inductive research approach is to evolve and create new theories rather than synthesising the existing literature. By reviewing the empirical studies, the research promotes better effectiveness of culturally competent intervention within the UK healthcare system. 
A deductive approach helps to collect quantitative data evidence and perform synthesis of the existing findings; it was not selected for this research and helps to critically analyse existing evidence to draw meaningful conclusions. irrelevant 
[bookmark: _Toc240454673]3.3 Research Design: Systematic Literature Review
This research study adopted a qualitative approach by synthesising qualitative evidence from existing literature also known as a secondary data analysis. State what qualitative data and secondary data is defined as and why it is suitable for this systematic review. 
The adoption of a systematic literature review promotes a structured and rigorous method to identify, evaluate and synthesise relevant research evidence on the search topic. Additionally, systematic literature reviews promote better transparency and minimise bias in research processes, which promotes credibility, validity and reliability of the findings. The adoption of systematic literature review promotes better guidelines like PRISMA and secondary databases like PubMed, Scopus, and Google Scholar are used for gathering high-quality evidence (Mancin et al., 2023).
Adopting a systematic literature review offers a structured and rigorous approach to identifying evaluating and synthesising relevant research evidence on a specific topic.  This method also enhances transparency and minimises bias in research processes, ultimately boosting the credibility, validity and reliability of the findings.  Furthermore, systematic literature reviews encourage the use of established guidelines like PRISMA and secondary databases such as PubMed, Scopus and Google Scholar to gather high-quality evidence (Mancin et al., 2023). Therefore, conducting a systematic literature review was justified for this research to ensure reliable and valid results.

Effective adoption of research design promotes a better plan; it is a blueprint that provides guidance to collect data and perform the analysis of the collected data. There are some common types of research design, such as exploratory, descriptive, and exclamatory design best on the primary and secondary data collection requirements (Gamage, 2025). In the study, an exploratory and descriptive research design has been adopted using a systematic literature review as a main strategy. The adoption of a systematic literature review promotes a structured and rigorous method to identify, evaluate and synthesise relevant research evidence on the search topic. Additionally, systematic literature reviews promote better transparency and minimise bias in research processes, which promotes credibility, validity and reliability of the findings. The adoption of systematic literature review promotes better guidelines like PRISMA and secondary databases like PubMed, Scopus, and Google Scholar are used for gathering high-quality evidence (Mancin et al., 2023). This is such an adopted system approach as it is based on secondary data collection and aims to provide a better understanding of culturally competent care across different contexts. This has promoted better design of healthcare outcomes and an academically robust analysis based on the existing study findings. Therefore, the adoption of a systematic literature review was justified for this research to ensure reliable and valid research outcomes

[bookmark: _Toc240454674]3.4 Review Protocol and Reporting Guideline (PRISMA)
PRISMA is a structured approach to performing a systematic literature review, and it promotes a better standardised framework to ensure transparency, competency and replicability in reporting of research findings. PRISMA adoption promotes better documentation of collected data and helps to ensure clarity and methodological rigour (David et al., 2023). The adoption of PRISMA has promoted better guidelines for conducting the systematic literature review methodology. This promoted better identification of relevant research findings by performing screening and synthesising the existing literature. First, the selected PRISMA provided a clear and step-by-step framework, providing a better solution to collect peer-reviewed journal articles and ensure better quality outcomes, aligning with the research objectives through inclusion and exclusion criteria.
PRISMA offers a structured approach to systematic literature reviews, promoting a standardised framework for transparency, competency and replicability in reporting research findings.  By adopting PRISMA, researchers can better document their collected data, ensuring clarity and methodological rigour (David et al., 2023).  This adoption has also led to improved guidelines for conducting systematic literature reviews, enhancing the identification of relevant research findings through screening and synthesising existing literature.  The selected PRISMA framework provides a clear and step-by-step guide, You need to state what the steps are in completing this… enabling researchers to effectively collect peer-reviewed journal articles and achieve better quality outcomes. This aligns with research objectives through the use of inclusion and exclusion criteria.
[image: ] 	Comment by Shaila Hussain2: This needs to go in the results section
[bookmark: _Toc240454748]Figure 3.1: PRISMA Diagram  
From Figure 3.1, it is identified that initially 155 documents were selected from barrier data sources such as Google Scholar, PubMed and SCOPUS. After applying the inclusion-exclusion criteria, most irrelevant general articles were excluded and only the reliable articles which directly address the research objectives were selected for this research.  Finally, 11 articles were selected as relevant articles which directly address the four research objectives and are reliable for finding solutions for the research questions.	Comment by Shaila Hussain2: move to results
[bookmark: _Toc240454675]3.5 Search Strategy
A search strategy is used for………(ref). It effectively promotes a systematic process to identify, locate and collect relevant data from relevant sources. A fast strategy promotes a better data collection process transparently, comprehensively, and reproducibly (MacFarlane, Russell-Rose and Shokraneh, 2023). This research study has implemented an extensive database search strategy using the following keywords found in table 1.  which is aligned with the systematic literature review.          
                                             
	Concept
	Search Terms

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

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

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

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

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


[bookmark: _Toc240454274]Table 1: Boolean words used in search strategy

A thorough search employing specific keywords The extensive search using selective keywords search strings, uses keywords were created using called Boolean operators like “AND” and “OR” relevant to the research topic of ????. A search train where search in the available databases such as Google Scholar, ProQuest and PubMed. This research has selected these databases as they ensure broad coverage of medical, nursing, and social science research relevant article channels and books, which help to address culturally competent care and health inequalities present in the UK. There are some other available strategies, like manual searching or unstructured searching, which were not selected in this research as they may take more time, may involve content selection biases, and may result in incomplete data retrieval, which may affect the transparency and comprehensiveness of the findings irrelevant (Gusenbauer and Haddaway, 2020).

[bookmark: _Toc240454676]3.6 Inclusion and Exclusion Criteria
	Criteria
	Inclusion Criteria
	Exclusion Criteria

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

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

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

	Timeframe
	Studies published between 2016 and 2026
	Studies published before 2016


[bookmark: _Toc240454275]Table 2: Inclusion and Exclusion Criteria

Table 3.2: Inclusion and exclusion criteria for article selection in the study. The inclusion and exclusion criteria define the boundaries for the systematic literature review by specifying which studies need to be selected, which need to be excluded (White et al., 2024). The inclusion and exclusion criteria provided better consistency, resulting in improved reliability and validity of the selected studies. For example, only the studies published in the English language are included and non-English studies were excluded. Further, we reviewed articles with support randomise control tile studies and mix method were included, and other studies like editorial opinion pieces were excluded from the study. In terms of time frame, the studies published between 2016 and 2026 were included, and studies published before 2016 were excluded. 	Comment by Shaila Hussain2: rewrite this section properly does not make sense 
[bookmark: _Toc240454677]
3.7 Study Selection Process 
[bookmark: _Toc240454678]The study selection process indicates a systematic procedure that helps to identify, screen and select relevant studies. The efficient study selection process provides high-quality and relevant evidence and promotes better quality and validity of the findings. This particular study has used a systematic process to collect data. First, a database was selected, such as Google Scholar, ProQuest, and PubMed. After that, they created the first train where they searched in that database to find relevant available articles and journals. Further filters were applied to select only peer-reviewed articles which focused on primary methodology and had full-text articles with abstracts. This research excluded duplicate records, and irrelevant ones were removed from the above process. After collecting articles, it was checked for the title and abstract of the article to align with the research topic and research objectives. After applying the inclusion and exclusion criteria, the relevant studies were selected, and selecting a full text article which provided relevant data to understand health inequality among ethnic minority communities in the UK. Applying the PRISMA framework helped to maintain transparency and reproducibility. The selection process helped to find transparent and biased and reliable studies which align with the research topic objective and promote better solutions to address the research questions (Martinez et al., 2023). 


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

[bookmark: _Toc240454679]3.9 Data Extraction Process
This study adopted a structured data extraction process to conduct the systematic literature review methodology and extract reliable information from the collected and reviewed studies. To perform the data extraction a standardised data extraction table was created, which helped to extract all the essential information to understand the article findings and check the reliability and validity of the articles. This study extracted different data such as author name, year, study title, location, method used, study aim, sample size and key findings. The data extraction process was performed manually from the selected 11 peer-reviewed articles. After extraction of the relevant findings data, it was structured into tables to maintain approaches and prepare the data for thematic data analysis [Refer to Appendix 2].

[bookmark: _Toc240454680]







3.10 Data Analysis Method

[image: ]
[bookmark: _Toc240454749]Figure 5: Thematic analysis flowchart steps (Braun and Clarke, 2023) 

A thematic analysis method was employed for this systematic literature review. This research has used a thematic analysis process involved identification of the data, analysis of the data and reporting the patterns across four created themes which align with the research objectives (see figure 5). According to Braun and Clarke (2023), there are 6 essential steps in undertaking the thematic analysis method, the first step was started by performing familiarisation with the data. In addition, coding was developed from the selected findings from the peer review data, which aids in developing soft things and in developing broader themes (Braun and Clarke, 2023). These themes are well aligned with the Once the themes are recognised and aligned with the research objectives and are useful in answering the research questions. Thematic analysis within the six phases of analysis was used to analyse the data extracted.  This approach was chosen because it allows for systematic identification, organisation, and interpretation of recurring patterns in the qualitative and mixed-method evidence. The first finding was repeatedly read to become familiar with the content before the initial codes were developed. These similar codes were then categorised into overarching themes that were shared between the studies selected.	Comment by Shaila Hussain2: write this step by step process instead of it being muddled up here
[bookmark: _Toc240454681]3.11 Reliability and Validity (Trustworthiness) 
In research, reliability and validity are important to ensure better outcomes and improve the trustworthiness and generalisability of findings. By using transparent and systematic research procedures, the trustworthiness of the systematic literature review was improved (Saharan et al., 2024). The use of a defined review protocol, the same inclusion and exclusion criteria, a structured search strategy, and standardisation of data extraction in the review further supports its reliability as a future study could be easily reproduced ref. Validity was increased by choosing peer-reviewed studies that had been published in the period in question, and by quality appraising them using the CASP checklist. In addition, the PRISMA reporting guideline helps reduce selection bias and methodological transparency, and the use of thematic analysis helps to ensure that the findings reflect the patterns found across the included studies ref.

[bookmark: _Toc240454682]3.12 Ethical Considerations
Ethics and data safety need to be maintained when collecting data in the UK, and they need to be added here to the UK GDPR Act 2018 (GOV.UK, 2018). During the data collection, this research has properly followed the UK GDPR Act 2018 and other relevant ethical requirements for data collection. As this study collects only qualitative data, this did not involve any human participation. However, during the collection of secondary data, proper ethics were upheld, and the references of the author were properly cited to reduce plagiarism issues. All the articles were written in only the English language, which ensures better reliability, consistency and accountability. After collecting secondary quality data. It was stored in a password-protected university portal, which secures the data from unauthorised access. 	Comment by Shaila Hussain2: rewrite this properly does not make sense

[bookmark: _Toc240454683]3.13 Limitations of the Methodology
Methodology imitation indicates the potential weaknesses present in the selected methodology, or it indicates the methodology gap which may affect the validity, reliability and general applicability of the study findings. It is important to identify the methodological gaps to promote better understanding and enhance the interpretation of results. Despite the selection of an appropriate research methodology, the limitations of this method are that it only implements a systematic literature review approach, which indicates several limitations. For example, this study has selected only 3 databases, such as Google Scholar, PubMed and ProQuest, which may reduce the selection of reliable articles from other relevant sources like Scopus,  CINAHL and Web of Science. This creates the requirement to select more secondary databases to find more relevant studies in line with the research objectives. 	Comment by Shaila Hussain2: read other method limitations and tidy this section as it does not make sense 
Additionally, this research has adopted predefined inclusion and exclusion criteria, which may result in valuable studies. For example, the study excludes studies which were not written in the English language; it may exclude potential solutions for intervention which are written in another language, which indicates one of the limitations of this methodology. The research findings are only based on one methodological approach, which may reduce the generalisability and applicability of the findings. The study also searches adopt a mixed approach which includes both primary and qualitative data to promote better interventions to reduce health care inequality in the UK. Additionally, the research methodology data was collected by focusing on a single geographical region like the UK, which may reduce the broader implications of the research findings and reduce the generalisability of the findings. 	Comment by Shaila Hussain2: rephrase
[bookmark: _Toc240454684]


[bookmark: _heading=h.2h2kdgbif8j7][bookmark: _Toc240454685]This chapter identified the thematic data analysis method, using a qualitative approach which aligned with the selection of a systematic literature review approach. This methodology aims to conduct an SLR by adopting an interpretivism philosophy, an inductive approach and adopting a PRISMA framework to collect relevant and reliable research articles aligning with the research topic and objectives. Further, the chapter shows the research findings and performs an in-depth analysis by conducting thematic data analysis techniques. This promotes better findings of solutions to address the research questions and aligns with the research objectives.	Comment by Shaila Hussain2: rewrite this in a smaller paragraph more concisely. It does not make sense, only mention what you did in the methods section
Chapter 4: Results  
In this chapter, the PRISMA diagram is illustrated along with the results of the 11 studies, selected for the systematic literature review, are reported. Thematic analysis of the studies was done in accordance with the following stages: familiarisation, coding, theme generation, and review and interpretation of themes. Four major themes emerged from the analysis of the studies: culturally competent care practices; ethnic disparities in health and experiences in receiving care; efficacy of culturally competent care; barriers and facilitators to implementing such care.

PRISMA Diagram goes here












[bookmark: _heading=h.ofk6rzue52cp][bookmark: _Toc240454687]The findings, analysis and discussion of the systematic literature review outlining culturally competent care and ethnic health disparities in the UK are provided in this chapter. The 11 studies used in the chapter are analysed thematically using thematic analysis and organised as follows: familiarisation, coding, theme generation, review and interpretation. There are four summative themes, which include culturally competent practices, ethnic health inequalities, effectiveness of culturally competent care and implementation barriers and facilitators. The findings are then compared to the universal literature, and they are harnessed against the object of the study. 

[bookmark: _heading=h.4v4i6ksa73sp][bookmark: _Toc240454688]4.1 Thematic Findings and Analysis 
The first stage of thematic analysis was data familiarisation (ref). The thematic analysis process started with data familiarisation, which entailed becoming quite familiar with the findings, arguments and methodological peculiarities of the studies that were included in the systematic literature review (ref). Each of the selected papers was then reread a few times to develop an overall view of how culturally competent care and ethnic health disparities, healthcare experience, barriers and service ameliorations emerged across the evidence base of the UK. Attention was paid to study purposes, the specific features of the study participants, medical institutions, research procedures, crucial results and conclusions, since it was necessary to identify similarities and differences between studies before the formal codifying began to be established initially (ref).

In this stage, it entailed the production of descriptive notes of frequent issues like discrimination, mistrust, inequitable treatment, communication obstacles, structural constraints, culturally responsive practice, community engagement and organisational capability. There were also differences in methodology since the evidence was provided by qualitative interviews, longitudinal and cross-sectional analyses, Delphi techniques, as well as participatory approaches like photovoice. The relevance of this was due to the fact that the nature of evidence produced was dependent on the nature of the method used. The quantitative studies that were available offered indicatively objective patterns of inequality, and the qualitative studies offered more of the lived experience of the patients and professionals.	Comment by Shaila Hussain2: Not sure what this paragraph is stating - please rewrite
[bookmark: _heading=h.duogh8a8fml4][bookmark: _Toc240454689]
4.2 Thematic Coding 
	Author(s)
	Codes

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

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

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

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

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

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

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

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

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

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

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


[bookmark: _heading=h.left6ychpixe][bookmark: _Toc240454276]Table 3: Thematic Coding

The evidence found in the 11 identified studies was then coded thematically to organise the evidence into analytically meaningful pieces that may be applied in culturally competent care delivery and ethnic health disparities in the UK. The initial codes, which are represented in Table 4.1, expressed the main ideas, population, healthcare environment and inequality-associated factors discussed in each study. 
[bookmark: _heading=h.u5voe0t9l8xd][bookmark: _Toc240454690]
4.3 Generating Initial Themes
	Author(s)
	Codes (Keywords)
	Sub-themes
	Candidate Themes

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

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

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

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

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

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

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

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

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

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

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


[bookmark: _heading=h.tpplklj7s9y0][bookmark: _Toc240454277]Table 4: Generating Initial Themes

Initial theme creation included the idea of going beyond the single codes in order to find out more general patterns of meaning within the 11 studies incorporated. The related codes were first divided into sub-themes, which identified the focus of a specific study and then merged into candidate themes as shown in Table 4.2. This was an important move since the evidence comprised various healthcare environments, such as palliative care, mental health, diabetes, multimorbidity, ageing, patient safety and clinical research. A few of the candidate themes portrayed service-specific types of cultural competence. As one example, a theme, Culturally Equitable Palliative Care, was developed by Wainwright et al. (2026), whereas Stepanova et al. (2026) and Zeh et al. (2015) developed the topic of culturally responsive mental health services and diabetes care. Although these studies utilised different clinical settings, the common aspect of them was that they focused on how healthcare could fit into the cultural and social requirements of minority populations.	Comment by Shaila Hussain2: change the table number accordingly

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


[bookmark: _heading=h.w6skioz7sx1u][bookmark: _Toc240454691]4.4 Reviewing Themes 
	Authors
	Candidate Themes
	Final Theme

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


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

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


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


[bookmark: _heading=h.4bt1tdgmlllp][bookmark: _Toc240454278]Table 4.3: Reviewing Themes

The reviewing step included evaluation of the adequacy of the candidate themes found in the initial analysis, the coherence and the direct relationship to the objective of the research in internal settlement. Table 4.3 presents a process in which there were overlapping themes between candidate themes compared across the studies and then narrowed down to four broader final themes. This procedure allowed for minimising fragmentation and making sure that similar results were not regarded as distinct themes merely due to their origin under different healthcare conditions.	Comment by Shaila Hussain2: change number of the table 

[bookmark: _heading=h.d3jfushmejw6][bookmark: _Toc240454692]4.5 Theme chart
[image: ]	Comment by Shaila Hussain2: make this bigger cant see it 
[bookmark: _Toc240454750]Figure 4.1 Theme Chart

Theme 1:  Cultural Insensitivity
This topic will be applied based on the defining features, behaviours and practises in healthcare to effectively address patients with other ethnicities and cultures. Culturally competent care can be defined as care that respects differences in cultures and applies these differences in culture in a way of communication, assessment, treatment and service provision. It transcends mere cultural awareness and demands that medical professionals and organisations customise care according to linguistic beliefs, values, religious beliefs, family organisation, and health care practices of the patients.

Culturally sensitive communication, language support, proper use of interpreters, consideration of religious and cultural beliefs, person-centred decision-making, and adaptation of health information to various degrees of literacy are the major components. Cultural competence would also encompass the realisation that ethnic minority communities are not the same and that there are no assumptions or stereotypes; instead, care should be provided based on individual desires and circumstances. 

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

The unequal healthcare encounters concept has a special context on what takes place when individuals participate in healthcare systems. Inequality might be manifested in problems in getting appointments, decreased access to the right services, later diagnosis, poorer continuity of care or disparities in quality of care or safety of treatment received. Prejudice, being stereotyped, racial discrimination, or not hearing can also be a part of trust and desire to use services. 
Theme 3: Language Barrier
This theme is relevant to the extent to which culturally competent care may contribute to the minimisation of disparities in access, experience, and engagement and health outcomes among ethnic minorities. Culturally competent care would, therefore, have to be assessed by analysing whether culturally responsive practices lead to improvements in patients’ communication, trust, interaction with health care services, and their treatment experiences. The benefits may include increased communication, trust, increased use of services, better adherence to treatment, and more equitable satisfaction and health outcomes.

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

Theme 4: Limited Resources  (add references connected to your literature review)
This theme examines the determinants that constrain or help establish culturally competent practices in healthcare systems. Factors that make it difficult to establish or sustain culturally competent care are known as barriers. Factors contributing to the provision of culturally responsive healthcare as discussed by Thana et al. (2026) include unsafe care, powerlessness, discrimination, and organisational barriers. Moorthie et al. (2024) have pointed out additional barriers such as lack of staff time, lack of finance, fragmented organisation, and poor ethnicity data as barriers to tackling health inequalities. Cluley et al. (2026) have further emphasised the need to recognise patients’ experience of the world from an organisational perspective and argue that culturally sensitive healthcare is more than professional competence. This can be due to a lack of workforce training, time, staff, funds, lack of interpretation services, poor cultural awareness, inefficient care pathways, poor data systems and resistance to change. Implementation and engagement of the patient can also be limited by discrimination and lack of trust, which are more general issues. Facilities that enable culturally competent care to be implemented are called facilitators. 

[bookmark: _heading=h.htw60659vxgr][bookmark: _Toc240454693]4.6 Performing Thematic Analysis 
Theme 1: Cultural Insensitivity
The expression of cultural insensitivity in the reviewed evidence of the UK is not an individual intervention, but a combination of linguistic accessibility, culturally shared communication, community involvement, competence, and service-level workforce adaptation. The concept of culturally competent healthcare that Zeh et al. (2015) embrace is a form of care that takes into account cultural differences and develops cultural literacy and service nimbleness to the requirements of a person. Their diabetes-related studies, in particular, focus on language and religion, health literacy and culturally appropriate diet. To illustrate, the dietary education program must accommodate foods the minority communities already have but not advocate generic foods, which can be incongruent with cultural and religious beliefs. It is a disease (specifically cultural competence) centred model, namely cultural competence as a whole-service model, but as Stepanova et al. (2026) theorise these models culture competence as a referral pathway, continuity, community partnerships and organisational accountability as the most important conceptualisation of cultural competence, as opposed to centring it on the knowledge of individual practitioners.

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

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

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

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

The explanation given by Hackett et al. (2020) can be considered complementary since the authors point out racial discrimination as a significant social determinant of unequal health. Among 4,883 adults who were ethnic minorities, and in one-fifth of all, there was a report of racial discrimination. Discrimination reporters had lower self-rated health, were psychologically distressed, poorer functioning (both mental and physical) and more likely to have long standing illness; the relationships were also noted to exist 2 years later. Whereas Watkinson et al. reveal inequities at the population level, Hackett et al. (2020) reveal one of the possible ways, in which inequities can build up. However, self-reported discrimination is not able to fully capture the personal experiences of racism and the authors acknowledge that the conventional introduction of social economic position can bias the complex relationship that exists between racism and racial inequality.
Inequality with regard to experience is also evident in healthcare utilisation. This is in line with McGreevy et al. (2023) who inferred that ethnic minority patients with multimorbidity were more disrupted during COVID-19 due to variations across primary care. Asian patients using face-to-face consultations had the highest decline, 676 per 1,000 patients in February 2020 and 348 in April and did not shift their preference to telephone consultation as egregiously as White patients. It is important as less personal interaction could limit the ability to build relationships and collect information, which can compound existing disparities in which language barriers, access to or complicated conditions already exist.

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

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

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

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

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

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

Poor organisational capacity to initiate inequality identification and tracking represents an implementation barrier described by Moorthie et al. (2024), although in the less common but complementary form of information sources. Workforce time, insufficient funds, fragmented organisations and quality data collection on demographics were issues that impeded organisations in transforming inequality goals into action. Further, it is hard to compare and be accountable because there is a variation in definitions of health inequalities and inconsistent categorisation of ethnicity.

Conversely, the research of Cluley et al. (2026) also indicates that the problem of knowledge that is appreciated must also be looked at as an organisational improvement job. Symptom dismissal was reported, and different treatment by racially oriented subjects of older age and it was found that apparently culturally sensitive systems may also be unjust when it becomes necessary to neglect the experiential knowledge on the patients (Cluley, Thomas-Ekweh and Oli, 2026) . Their envisioned NHS communication tool, constructed based on narratives of participants, photographs and videos offers a more potent facilitator than generic education about cultural differences since it is created to reflectively practice with lived experiences.

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





This chapter identified four interconnected themes demonstrating that culturally competent care can improve communication, trust, engagement and responsiveness for ethnic minority communities, but its impact is constrained by structural and organisational inequalities. The evidence also showed therefore, tent disparities in access, safety, treatment and health outcomes. Effective implementation, therefore, requires more than staff training, including community co-production, reliable interpreting, stronger data systems, adequate resources and organisational accountability. Overall, the findings indicate that culturally competent care is most effective when embedded within wider system-level efforts to reduce inequality.	Comment by Shaila Hussain2: rewrite this concisely but only the parts you have done please! You are repeating too much unnecessarily
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Chapter 5: Discussion
This chapter discusses the main findings of the systematic literature review on culturally competent care and health inequalities among ethnic minority communities in the UK. It interprets the results presented in Chapter 4 and connects them with the research objectives, previous literature, and selected theoretical frameworks. The chapter explains how culturally competent practices can improve communication, trust, access to care, patient engagement, and healthcare experiences. It also considers the wider implications of the findings for healthcare practice, NHS organisations, and policy development. Finally, the chapter discusses the main limitations of the study before providing a short summary of the discussion. 	Comment by Shaila Hussain2: rewrite this concisely - 5 lines max
[bookmark: _heading=h.as2asmdkxops]
The findings indicate that culturally competent care (CCC) can be used to reduce ethnic health disparities, but its effectiveness relies on the level of its thorough implementation. Objective 1, to identify key components and practices for culturally competent care in UK healthcare, was met successfully by the systematic review. The following core practices were presented in thematic area 1, and among other studies, Stepanova et al. (2026), Dawson et al. (2025), and Zeh et al. (2015) listed the following core practices: culturally sensitive communication, language support, interpreter, co-production, community engagement, and tailored services.

The results are very closely aligned with the literature review, as the authors of Robinson et al. (2021) and Thomas et al. (2021) related culturally responsive communication and interpretation with better trust and access to healthcare, and the former authors and Thomas et al. (2021) focused on services designed by the community. In addition to that, the second goal that involved analysing the inequalities in health among the ethnic minorities in the UK has been successfully met. The literature review uncovered the health disparities among various ethnic groups in terms of health, care and social circumstances. Faizan Siddiqui et al. (2025) were, however, sceptical about the possibility of sustained and long-term benefits on behaviour and health through training. 
The third objective, which was critical evaluation of effectiveness of CCC as a tool in mitigating health inequalities, has also been covered, but with a partial rather than conclusive outcome. Therefore, the findings indicate that CCC can be viewed as interpersonal practices along with organisational adaptation rather than an overlaid staff cultural-awareness training. The fourth objective was accomplished by identifying barriers and facilitators, such as organizational barriers, human resources, discrimination, community participation, and organizational commitment, which were used to formulate recommendations for this research. On the whole, it can be concluded that the systematic review successfully met its objective in showing how CCC can contribute to narrowing ethnic health inequalities, but the effectiveness of CCC is also contingent upon its continued implementation and addressing inequalities.

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

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

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

Alternative Explanations and Wider Structural Factors 
The alternative option is that the gains attributed to cultural competence could be due to the overarching organisational and socioeconomic changes. Theme 2 represented that ethnic minority experiences, discrimination, poor mental and physical health, unequal access to healthcare, and multimorbidity are interspersed. In addition, Theme 4 was concerned with the issue of institutional discrimination, unsafe care, low data quality, and limited funding and structural racism. Thus, cultural competence, in and of itself, does not have the ability to eliminate inequalities created by poverty, resource allocation, or institutional practice. It is based on Joo and Liu (2020) and Antón-Solanas et al. (2022), who consider the need to implement a larger structural and organisational transformation to realise sustainable equity in carrying out culturally responsive interventions. Generally, the results complement, and not disprove, the literature: CCC seems useful, but it has the most significant effect when implemented in a system-wide change. 
[bookmark: _heading=h.rslhb3i8brl][bookmark: _Toc240454698]5.1 Implications of the research
Consistency with Previous Literature 
The results are relatively in line with the available body of literature overall, but they do make the argument that culturally competent care (CCC) should not be considered to be localised to the behaviour of individual practitioners alone. The thematic analysis revealed that culturally sensitive communication, interpreters, co-production, community engagement, and tailored services were themes that were present in Stepanova et al. (2026), Dawson et al. (2025), and Zeh et al. (2015). This is in line with other studies that have found that responsive communication and community participation are associated with increased trust, ease of access, and patient experience (Robinson et al., 2021; Thomas et al., 2021; and Lauwers et al., 2024). However, these results have added to existing fears that the same is not always true when it comes to improvements in health inequalities, especially when discrimination and unequal resource distribution within institutions continue to exist. However to such findings, these study findings also contribute to past worries that those gains are not always accompanied by inequalities in the course of health in the long run, in particular in the prevalence of institutional discrimination and inequality of assets.  

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

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

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

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


Practical Implications for UK Healthcare 
Practically, NHS organisations should consider embedding a continuity of cultural competencies development with effective interpreting services, co-production, inclusive leadership, and a stronger ethnicity-data framework. The analysis operationalises the findings in line with data quality, capacity of workforce, funding, and accountability as key matters of implementation. This contributes to Moorthie et al. (2024), which established that improving health disparities monitoring requires better data systems. It follows that health practitioners must pay attention to the measure of equity instead of solely focusing on the completion of the staff training and engaging ethnic minorities in service design and evaluation. This would help in changing cultural competence as an individual professional competence into an organisational culture of delivering equal healthcare. 

[bookmark: _heading=h.q9na1uzf7peu][bookmark: _Toc240454699]5.2 Limitations 
The findings provide a very useful description of culturally competent care in the UK but cannot find any direct causal pathway to reducing ethnic health disparities by any particular interventions. Various studies with different designs, settings, and outcome measures and studies of both qualitative and quantitative data (such as interviews and Delphi methodologies, as well as large-scale surveys) can be found in the reviewed articles. As an example, Stepanova et al. (2026) relied on a Delphi-based mixed-method design, and Zeh et al. (2015) investigated culturally competent diabetes services with the help of a survey. Neither can the improvements in communication or trust, or service interaction, be presumed automatically to indicate permanent improvements in morbidity or mortality or population-level equity. There was also methodological inconsistency and lack of evidence regarding the long-term clinical outcomes in the literature review itself.  



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

Variables Not Fully Accounted For 
Other values might have been important, which were not always researched, as they were not the same across the secondary studies. Socioeconomic factors, migration history, generation, religion, English-language proficiency, geographical location, age, gender, disability, and health literacy are the cultural factors that can co-interact and influence access, as well as trust and outcomes. The outcome could not distinguish the effects of cultural competence and workforce levels, continuity of care or service provision or broader NHS resource demands. This is of particular concern, as the results discovered structural racism, funding, workforce capacity, and data quality to be connective factors in implementation. This means that the results can only be interpreted as a sign of trends and correlations rather than an indication that a one-size-fits-all culturally competent intervention can affect all the healthcare settings in the UK. 
[bookmark: _heading=h.c959pesnmef3]This chapter discussed the findings, and it was concluded that culturally competent care can help to improve communication, trust, engagement and access to health for ethnic minorities in the UK, but its effect on long-lasting health inequalities cannot be confirmed because effectiveness relies on continuous implementation by organisations. The discussion linked culturally fluent communication, interpretation, co-creation and tailored health services with literature and the Social Determinants of Health concept. It also identified structural racism, discrimination, lack of resources, insufficient ethnicity data and pressure on the workforce as ongoing obstacles. Thus, cultural competence should be part of inclusive leadership, community engagement, accountability and wider system reforms rather than separate training.	Comment by Shaila Hussain2: rewrite concisely this is too long
 
 	 


[bookmark: _Toc240454701]Chapter 6: Conclusion 
This research study has examined that culturally competent care can contribute to reducing health inequalities among ethnic minority communities in the UK. The interventions examined included culturally responsive communication, professional interpreter services, continuous cultural competence training for healthcare staff, community co-production, shared decision-making, tailored service delivery and inclusive organisational leadership. However, their effectiveness depends on consistent implementation and support from healthcare organisations. The evidence suggests that these interventions are more effective when combined as part of a system-wide approach rather than delivered as isolated or one-off programmes.

Among the key findings is that culture or ethnicity on its own cannot be said to be a source of disparate health outcomes. Structural discrimination, combined with socioeconomic disadvantage, unequal access to services, and institutional practices, interacts to affect healthcare experiences, which means that culturally competent care must be linked with more equity-attractive shifts. The rationale, therefore, of this review is that staff training, as desirable as it is, cannot be maintained unless supported by organisational accountability, workforce diversity, community co-production, and equal distribution of resources.

The research also illustrates that more powerful signs of clinical outcomes at a long-term level are yet to be obtained since much available research considers the short-term effects of knowledge and satisfaction or communication instead of the long-term effects of reducing inequality at the population level. The best solution to this NHS practice problem in the future lies, therefore, in the combination of cultural responsiveness and equitable outcomes that can be measured in ways that they take place over time and in which minority communities are consulted in designing the services and making decisions. 

The overall research question was: How effective is culturally competent care in reducing health inequalities among ethnic minority communities within the UK healthcare system? Based on the findings, culturally competent care may help reduce health inequalities through improved communication, responsiveness, participation, and appropriate care; however, the findings do not show that it can independently eliminate health inequalities.

The results show that the success of culturally competent care depends on the healthcare setting, population needs, and implementation of its various elements. According to Stepanova et al. (2026), there is a need to consider the cultural needs of ethnic minorities in terms of their service users, carers, and health professionals when designing culturally sensitive mental health services. This is in line with the previous analysis of how culturally responsive service designs can be more responsive to the specific needs of certain populations. In the same way, Dawson et al. (2025) observed that specific interventions were necessary for increasing the participation of ethnic minorities in clinical trials. This further supports the argument made earlier regarding the importance of culturally competent care and the need for interventions that consider the differences among communities rather than using a one-size-fits-all approach.

However, the results have also shown that cultural responsiveness is not sufficient to overcome the already existing health disparities. According to Thana et al. (2026), there were discrepancies in the reporting of the existence of unsafe healthcare encounters for minorities, indicating that such disparities are partly due to problems with the healthcare system itself. This further proves the more general point about cultural competence not only being seen as a trait of individual health professionals but also as an organisational aspect. Likewise, Wainwright et al. (2026) have found some difficulties in delivering culturally appropriate care for people at the end of life or for people in need of palliative care. This further proves that the presence of culturally competent principles does not guarantee consistent application of these principles in health organisations. Zeh et al. have found the same problem in culturally competent diabetes care.
In conclusion, the question posed at the start of this discussion can be answered in a qualified way. Culturally competent care can help reduce disparities in the delivery of health services because of its ability to enhance responsiveness, engagement and appropriateness of healthcare services. However, the effectiveness of culturally competent care will be dependent on certain conditions. 	Comment by Shaila Hussain2: why is there another conclusion?

6.1 Reflection on the research study
I believe that systematic literature review method is a good tool to pursue my research purpose as it enabled me to check the evidence of various settings in the UK healthcare as opposed to concentrating on a single ethnic group or a clinical field. The interpretivist philosophy and the inductive approach enabled me to conceptualise culturally competent care as a complex issue that is predetermined by the experience of the patients, professional practice and organisational design. PRISMA procedure also assisted me to use a more transparent and systematic approach in the process of defining and selecting useful studies. The review also assisted me to conceptualize a broader understanding of cultural competence. The first thing I knew about it was that a medical practitioner can communicate with culturally different patients in a way relevant to them. Nevertheless, the organisational systems, participation opportunities and structural conditions emerged as the findings of equal importance by Thana (2026) and Dawson (2025). My research also has a number of limitations. I have conducted my research, using pure secondary evidence and have specifically studied the literature present in the UK which is expressed in English language. Due to differences in methodological and outcome measures, the direct comparison of studies was limited also. In this way, I believe that the paper outlines the situations, in which the culturally competent care can help in the justice of health more assertively than it shows a causal influence to health in the span of time. 	Comment by Shaila Hussain2: rewrite this part
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6.2 Recommendations
The findings of this systematic literature review demonstrate that cultural competency should be integrated…..
Strengthen Organisational Accountability 
The cultural competency concept should be integrated into the quality and clinical governance of the NHS organisations, as opposed to treating it as an employee training activity only. The ethnicity-specific indicators can track the accessibility of healthcare, treatment experiences, engagement, and health outcomes. These results need to be reviewed by the NHS leadership and then used to enhance services.

Replace One-Off Training with Continuous Development
The NHS should provide continuous professional development of cultural competency rather than one-off training in the areas of cultural awareness, intercultural communication, unconscious bias, and decision making against discrimination. It is clear from this discussion that continuous learning and reflection can contribute more to professional change rather than a one-off training program.

Expand Genuine Community Co-production 
Healthcare providers from the NHS need to incorporate ethnic minority patients, their careers, and community groups into the planning, delivery, and evaluation of healthcare services. This engagement goes beyond consultation and involves communities having some say in the delivery of services. This approach of co-production helps in improving the cultural relevancy and responsiveness of services among others.


Improve Future Evidence 
Future studies may conduct themselves longitudinally and through the mixed-method approach to assess if enhanced patient experience and engagement result in measurable changes in terms of clinical outcomes and healthcare service access. Comparative studies between ethnic groups, regions and various healthcare settings may assist in establishing culturally competent strategies that work well in certain situations and organizational contexts.

[bookmark: _Toc240454706]6.3 Contribution of the Study
In this way, the present research contributes to the body of knowledge by synthesizing evidence from the UK to show that the success of culturally competent care depends on organizational, structural, and community-related issues. Instead of considering the relationship between cultural competence and positive health results to be linear, the review highlights cultural competence as a multidimensional process which involves communication, community engagement, organisational commitment, and equitable access.	Comment by Shaila Hussain2: rewrite this

The present synthesis can be beneficial for practice because of the link between the provision of culturally sensitive healthcare and other factors contributing to health inequalities. The synthesis shows that in order to enhance trust and participation, it is not enough to have culturally appropriate healthcare services; there should also be organisational governance, workforce training, community engagement, and equitable resource distribution.

Finally, the study can be used in future studies because it demonstrates that research must go beyond indicators of experience in the short-term and provide longitudinal evidence that culturally responsible services ultimately lead to less variance in clinical outcomes and access to healthcare. By doing so, the research will add an integrated evidence synthesis as well as a sense of direction when assessing culturally competent care in the UK health care system. 
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