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Abstract
The aim of this review is to investigate barriers and enablers of diabetes self-management strategies among migrant Arabic-
speaking background [ASB] individuals living with type 2 diabetes in high-income Western countries. Despite living in 
high-income Western countries, individuals from ASB are perceived to have difficulties adopting self-management strate-
gies and this necessitates gaining an understanding of factors that may impact the uptake of these strategies. Ten studies are 
included in this review: five quantitative and five qualitative. Quality assessment was conducted using the Joanna Briggs 
Institute Critical Appraisal and Hawker tools. The findings of the quantitative studies were descriptively analysed, while 
thematic analysis was performed for the qualitative studies. The results indicate that individuals from ASB are perceived to 
have low levels of adherence to diabetes self-management. It is also suggested that participants who did not complete high 
school have poorer glycaemic control compared to those with a high school qualification (30 vs. 16%). Regular exercise was 
reported to be less likely to be adopted by ASBs homemakers, and those who were unemployed, by 82% and 70%, respec-
tively, compared to those employed (homemakers: OR = 0.187, P = 0.006; 95% CI = 056–0.620), (unemployed OR = 0.30, 
P = 0.046; 95% CI = 0.093–0.980). Cultural, social, religious beliefs, lack of knowledge and language barriers are some of 
the factors identified that impact self-management among ASB individuals. It is suggested that diabetes self-management 
education program (DSME) tailored to ASB immigrants culture may be an effective way to encourage them to uptake self-
management strategies.
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Introduction

International migration has grown in the recent years, with 
the number of persons living outside their country of birth or 
citizenship reaching 281 million in 2020, up from 221 mil-
lion in 2010 [1]. In 2020, immigrants comprised nearly 15% 
of the total population in high-income countries, compared 
to less than 2% in middle- and low-income countries [1]. 
Lifestyles for many immigrants may change when adapt-
ing to and settling into host countries, and over time this 
may predispose them to an increased risk of non-commu-
nicable diseases (NCDs), such as type 2 diabetes and other 
chronic diseases [2]. Type 2 diabetes can severely impact 
an individual’s functional capacity and quality of life, lead-
ing to significant morbidity and premature mortality, and 
is considered a leading cause of death, with approximately 
6.7 million deaths globally in 2021 [3]. Type 2 diabetes 
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mellitus (T2DM) is the most common type of diabetes, rep-
resenting 90% of all diabetes cases [3]. Immigrants from 
Arabic-speaking backgrounds (ASBs) are one such ethnic 
group that have higher rates of T2DM in comparison to host 
populations in high-income countries [4]. For example, in 
a US study, it was found that Arab Americans were 5–8% 
more likely to be diagnosed with diabetes compared to the 
general US population [5].

Global migration patterns and a trend towards multicul-
tural societies suggest that there are increasing numbers of 
Arabic-speaking immigrants in high-income countries [6]. 
Given the high rates of T2DM amongst those who are ASBs 
immigrants, effective self-management techniques must be 
considered. Self-management, is defined as the day-to-day 
activities or actions an individual must undertake to control 
or reduce the impact of disease on their health and wellbe-
ing, as well as to prevent complications [7]. Regular engage-
ment in diabetes self-management (DSM) has been linked 
to improved health outcomes, such as improved glycaemic 
control, fewer complications [8], better quality of life [7, 
8], and a reduced risk of diabetes-related death [9]. DSM 
involves activities such as medication adherence, healthy 
eating, being active, and regular monitoring of blood glucose 
levels, which are all necessary for the successful manage-
ment of the disease [10]. It is commonly known that there 
are a wide range of factors that may lead to the progression 
of complications related to T2DM. They may include lack 
of knowledge regarding DSM and communication barriers 
between health-care providers and patients. Such factors 
may influence decision making processes for DSM.

Along with adapting to a new country, immigrants face 
additional challenges in managing chronic diseases such as 
T2DM due to a lack of culturally apt education programs 
and of trained health-care providers who have awareness 
of cultural issues [11]. These have been found to be cor-
related with poor DSM among immigrants [12]. It has also 
been shown that geographical distance from the country of 
origin, cultural differences, limited social networks and lack 
of social support in the host country may also affect immi-
grants’ abilities to deal with chronic diseases [13].

Multiple studies have demonstrated that culturally appro-
priate self-management interventions can have a positive 
impact on diabetes control and quality of life in immigrant 
populations [14, 15]. For example, Scardera et al., in a 

systematic review, found that self-management interven-
tions can be beneficial for immigrant populations, but they 
need to be culturally adapted to be most effective [16]. Kim 
et al., reported that a culturally tailored self-management 
program improved diabetes control and self-confidence 
among Korean immigrant women [17]. An et al., found that 
a culturally adapted diabetes self-management program was 
effective in enhancing diabetes control and health-related 
quality of life in Chinese immigrants in the US [18].

While there have been multiple studies in different cul-
tural groups supporting the importance of culturally appro-
priate interventions, there have not been any studies report-
ing on the impact of culturally appropriate interventions for 
people with T2DM from ASBs. In order for future research 
to understand which aspects of culture need to be further 
explored when designing a culturally appropriate interven-
tion for people from ASB living with T2DM, it is imperative 
to identify barriers and facilitators of DSM among Arabic-
speaking immigrants. To date, there are a few studies [19, 
20] which have investigated the factors impacting DSM 
among such immigrants, yet no systematic review has been 
undertaken to synthesize these findings. Therefore, in this 
review we seek to systematically synthesize the evidence 
on factors that facilitate or impede T2DM self-management 
among ASB immigrants in high-income Western countries.

Materials and Methods

This systematic review was conducted based on the PRISMA 
guidelines. The protocol for this review was registered on 
PROSPERO (registration number: CRD42020190347).

Search Strategy

The first search was carried out between April and June 
2019, with search terms related to the following: Arabic 
speaking, Middle East, immigration, migration, refugee, 
diabetes and non-insulin dependent (Table 1). The search 
was limited to humans (see 2.2.2, item 3, below) and to the 
English language. The search was updated between May and 
June 2022, and one paper was added to the final review [21]. 
The Boolean Apparatus and MeSH terms* were used. The 
databases searched included PubMed, CAB Direct, Medline, 

Table 1   Search terms used for 
the study

Search terms

Arab* OR “Arabic speaking” OR “Middle east*” OR Gulf
migra* OR immigra* OR refugee* OR vulnerable OR minorit* OR emigra* OR “asylum seek*”
Type 2 Diabetes OR Diabetes Type 2 OR type II diabetes OR Non- insulin Dependent Diabetes OR diabe-

tes Mellitus
1 AND 2 AND 3
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EBSCO [CINHAL], PSYCINFO, SocINDEX, Sociological 
abstract, ProQuest central, Web of science, Google Scholar 
[first 10 pages], Scopus, and Embase. In addition, manual 
screening of the reference lists of the screened studies was 
performed. All studies related to T2DM self-management 
amongst ASB individuals in high-income Western coun-
tries were selected and imported to Covidence, a web-based 
program used to assist with systematic reviews [22]. Two 
reviewers, AA and RK, independently participated in the 
selection of the studies. Titles and abstracts were screened 
by these two reviewers to identify articles that met the inclu-
sion criteria. Any disagreements were resolved by other 
researchers (SG and CT). Full-text papers that met the inclu-
sion criteria were independently screened by three reviewers 
(AA, MB and RK) for the data extraction.

Eligibility Criteria

Inclusion

1.	 Studies (both quantitative and qualitative in design) that 
included Arabic-speaking immigrants living in high-
income Western countries [23].

2.	 Aged 18 years and above and living with T2DM.
3.	 Studies that have explored at least one or more DSM 

strategies.

Exclusion

1.	 Studies that were conducted outside high-income West-
ern countries.

2.	 Studies related to gestational diabetes or type 1 diabetes.
3.	 Animal studies.
4.	 Case studies, case reports, narrative reviews, systematic 

reviews, meta-analysis, conference abstracts. Clinical 
trials.

5.	 Full-text studies that were not in English.

Data Extraction

Data were extracted independently by AA and RK using a 
customized form (Tables 2 and 3). Study results and relevant 
information on DSM were extracted and are presented using 
the form. SG, JT, CT, and MJ reviewed the data extraction 
documents.

Quality Assessment

Two independent reviewers, AA and RK, conducted the 
assessment of quality for all the included studies, using two 
validated quality assessment tools based on the study design. 
For the quantitative studies, the Joanna Briggs Institute (JBI) 
Critical Appraisal tool was used to determine the bias of a 

study in its design, conduct and analysis [24]. The Hawker 
tool was used for the qualitative studies [25], it has 9-items 
and four levels of rating “good, fair, poor or very poor”. 
The associated tool allows us to convert these scales into 
a numerical score from 1 point for “very poor” to 4 points 
for “good”.

Results

Quality Assessment

The findings of quality assessment for both qualitative and 
quantitative studies are presented in Appendixes 1 and 
2. Qualitative studies scoring varied between Good = 4, 
Fair = 3, Poor = 2, and Very Poor = 1 on the Hawker tool 
[25]. Overall, the five qualitative studies included in the 
review [19–21, 26, 27] were deemed good quality. The 
scores were 28/36 [27], 31/36 [21] and 34/36 [19, 20, 26].

In the five quantitative studies [28–32] the overall crite-
ria were met using the JBI Critical Appraisal Checklist for 
Analytic Cross-sectional Study [19]. Of note, two studies 
conducted by Alzubaidi and his colleagues in 2015 and 2017 
[30, 31] utilised the same sample. The research question, 
selecting target population, methods of recruitment and data 
analysis were deemed as appropriate in all studies. Sample 
size was calculated in four studies [28–32], while one study 
did not provide enough information regarding the sample 
calculation [28]. The details of statistical methods used were 
cited in all studies [28–32].

Study Designs, Methodology, and Settings

Five quantitative studies utilising a cross-sectional design 
[28–32] and five qualitative studies [19–21, 26, 27] were 
included in the review. The methodology of qualitative 
studies varied, with two studies [21, 27] utilising only focus 
group interviews, while the other three [19, 20, 26] were 
conducted using both individual and focus group interviews.

Five studies were conducted in Australia [19, 20, 26, 30, 
31], one in Spain [28] and four in the United States [21, 27, 
29, 32].

Quantitative Study Participant Characteristics

Two studies were conducted among first-generation Arabic-
speaking immigrants [30, 31], two among those with Arab 
ancestry [29, 32] and one among immigrants from Morocco 
[28].

Overall, the sample size in these studies was 485. Partici-
pant characteristics are summarised in Table 2. There was 
a greater proportion of females compared to males across 
all studies (61% vs. 39%) [28–32]. All studies included 
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fe

s-
si

on
al

s,
an

d 
kn

ow
le

dg
e 

of
 av

ai
la

bl
e 

di
ab

et
es

 
he

al
th

ca
re

 se
rv

ic
es

1-
 E

ng
lis

h-
sp

ea
ki

ng
 in

di
vi

du
al

s t
yp

ic
al

ly
 

co
ns

ul
t a

 g
en

er
al

 p
ra

ct
iti

on
er

 w
ith

in
 

da
ys

 o
r w

ee
ks

 o
f n

ot
ic

in
g 

sy
m

pt
om

s, 
w

he
re

as
 A

ra
bi

c-
sp

ea
ki

ng
 in

di
vi

du
al

s 
us

ua
lly

 d
el

ay
 su

ch
 v

is
its

 fo
r m

on
th

s.
2-

 C
om

pa
re

d 
to

 th
ei

r E
ng

lis
h-

sp
ea

ki
ng

 
co

un
te

rp
ar

ts
, A

ra
bi

c-
sp

ea
ki

ng
 

im
m

ig
ra

nt
s h

av
e 

de
m

on
str

at
ed

 le
ss

 
aw

ar
en

es
s o

f t
he

 n
on

-m
ed

ic
al

 se
rv

ic
es

 
cu

rr
en

tly
 a

cc
es

si
bl

e 
fo

r d
ia

be
te

s m
an

-
ag

em
en

t.
3-

 T
he

 st
ro

ng
 b

el
ie

f h
el

d 
by

 A
ra

bi
c-

sp
ea

ki
ng

 p
er

so
ns

, e
nc

om
pa

ss
in

g 
id

ea
s 

lik
e 

“h
um

an
 li

fe
 is

 e
ph

em
er

al
” 

an
d 

th
e 

no
tio

n 
th

at
 se

ek
in

g 
m

ed
ic

al
 a

id
 is

 
fu

til
e 

as
 d

ea
th

 is
 in

ev
ita

bl
e,

 im
pa

ct
s 

th
ei

r h
ea

lth
 b

eh
av

io
rs

. A
dd

iti
on

al
ly

, 
th

ey
 p

er
ce

iv
e 

en
du

rin
g 

ill
ne

ss
es

 su
ch

 a
s 

di
ab

et
es

 a
s a

 si
gn

 o
f p

ro
xi

m
ity

 to
 G

od
 

(A
lla

h)
 a

nd
 a

 p
at

h 
to

 a
bs

ol
ut

io
n 

of
 si

ns
. 

C
on

se
qu

en
tly

, t
he

ir 
m

ot
iv

at
io

n 
to

 p
ar

-
tic

ip
at

e 
in

 se
lf-

m
an

ag
em

en
t o

f d
ia

be
te

s 
is

 d
im

in
is

he
d.

Fi
tz

 e
t a

l.,
 2

01
6

H
ea

lth
 c

ar
e 

fa
ci

lit
ie

s i
n 

D
ea

rb
or

n,
 

M
ic

hi
ga

n
M

ea
su

rin
g 

pe
rs

pe
ct

iv
es

 o
f t

he
 m

ea
ni

ng
 

of
 d

ia
be

te
s s

el
f-

m
an

ag
em

en
t a

nd
 it

s 
cu

ltu
re

 re
la

te
d 

ba
rr

ie
rs

 a
nd

 fa
ci

lit
at

or
s 

am
on

gs
t A

ra
b 

A
m

er
ic

an
 p

ro
vi

de
rs

 
an

d 
pa

tie
nt

s

Fi
ve

 fo
cu

s g
ro

up
s

Tw
o 

se
ss

io
ns

 in
vo

lv
ed

 n
 =

 8 
A

ra
b 

A
m

er
ic

an
 h

ea
lth

ca
re

 p
ra

ct
iti

on
er

s.
Th

re
e 

se
ss

io
ns

 w
er

e 
co

nd
uc

te
d 

w
ith

 
n =

 23
 A

ra
b 

A
m

er
ic

an
 p

at
ie

nt
s w

ith
 

T2
D

.

1-
 In

di
vi

du
al

s w
ith

 d
ia

be
te

s h
av

e 
di

sc
lo

se
d 

th
at

 th
ei

r m
ai

n 
ob

st
ac

le
 to

 
D

ia
be

te
s S

el
f-

M
an

ag
em

en
t (

D
SM

) 
is

 th
e 

ab
se

nc
e 

of
 st

ru
ct

ur
ed

 D
ia

be
te

s 
Se

lf-
M

an
ag

em
en

t E
du

ca
tio

n 
(D

SM
E)

 
pr

og
ra

m
s.

2-
 T

ho
se

 su
ffe

rin
g 

fro
m

 T
yp

e 
2 

D
ia

be
te

s 
(T

2D
) e

xp
re

ss
ed

 th
at

 th
ey

 d
o 

no
t e

xp
e-

rie
nc

e 
sti

gm
a 

du
e 

to
 th

ei
r c

on
di

tio
n.

3-
 P

ar
tic

ip
an

ts
 c

on
ve

ye
d 

th
at

 D
SM

 
is

 c
ha

lle
ng

in
g 

du
e 

to
 th

e 
str

es
s t

he
y 

en
co

un
te

r, 
w

hi
ch

 th
ey

 o
fte

n 
at

tri
bu

te
 to

 
fa

m
ili

al
 c

irc
um

st
an

ce
s.
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(c
on

tin
ue

d)

Fi
rs

t A
ut

ho
r, 

Pu
b.

Ye
ar

.
St

ud
y 

Se
tti

ng
s/

po
pu

la
tio

n/
du

ra
tio

n/
sa

m
pl

e 
si

ze
St

ud
y’

s A
im

St
ud

y 
de

si
gn

/to
ol

s u
se

d
Fi

nd
in

gs

A
lz

ub
ai

di
 e

t a
l.,

 2
01

6
Re

cr
ui

tm
en

t o
cc

ur
re

d 
at

 d
ia

be
te

s
ou

tp
at

ie
nt

 c
lin

ic
s i

n 
tw

o 
te

rti
ar

y 
re

fe
rr

al
 

ho
sp

ita
ls

, t
hr

ee
pr

im
ar

y 
ca

re
 p

ra
ct

ic
es

 a
nd

 tw
o 

co
m

-
m

un
ity

 c
en

tre
s.

To
 e

xp
lo

re
 a

 n
ew

 m
od

el
 fo

r d
ia

be
te

s 
se

lf-
m

an
ag

em
en

t s
up

po
rt 

am
on

gs
t 

A
ra

bi
c-

sp
ea

ki
ng

 im
m

ig
ra

nt
s i

n 
A

us
tra

lia
.

Re
cr

ui
tm

en
t o

cc
ur

re
d 

at
 d

ia
be

te
s

ou
tp

at
ie

nt
 c

lin
ic

s i
n 

tw
o 

te
rti

ar
y 

re
fe

rr
al

 
ho

sp
ita

ls
, t

hr
ee

 p
rim

ar
y 

ca
re

 p
ra

ct
ic

es
 

an
d 

tw
o 

co
m

m
un

ity
 c

en
tre

s.
To

ta
l p

ar
tic

ip
an

ts
 N

 =
 60

 N
 =

 14
 fa

ce
-to

 fa
ce

 in
di

vi
du

al
 se

m
i-

str
uc

tu
re

d 
in

te
rv

ie
w

s
N

 =
 8 

gr
ou

p 
in

te
rv

ie
w

s i
nv

ol
vi

ng
 4

6 
pa

rti
ci

pa
nt

s.

1-
 P

ar
tic

ip
an

ts
 c

on
ve

ye
d 

th
at

 li
vi

ng
 w

ith
 

di
ab

et
es

 si
gn

ifi
es

 a
 li

fe
tim

e 
affl

ic
tio

n 
an

d 
a 

si
gn

ifi
ca

nt
ly

 re
du

ce
d 

qu
al

ity
 o

f 
lif

e.
 T

he
y 

in
di

ca
te

d 
re

ce
iv

in
g 

in
fo

rm
a-

tio
n 

ab
ou

t s
el

f-
m

an
ag

em
en

t o
nl

y 
up

on
 

di
ag

no
si

s. 
Th

is
 la

ck
 o

f c
om

pr
eh

en
si

ve
 

kn
ow

le
dg

e 
re

nd
er

s A
ra

bi
c-

sp
ea

ki
ng

 
in

di
vi

du
al

s l
es

s c
on

fid
en

t i
n 

th
ei

r a
bi

lit
y 

to
 c

on
tro

l t
he

ir 
di

ab
et

es
.

2-
 P

ar
tic

ip
an

ts
 e

xp
re

ss
ed

 fe
el

in
g 

un
su

p-
po

rte
d,

 st
re

ss
ed

, a
nd

 a
nx

io
us

. T
he

y 
ex

pr
es

se
d 

co
nc

er
ns

 th
at

 e
m

ot
io

na
l 

di
str

es
s r

el
at

ed
 to

 d
ia

be
te

s i
s n

ot
 su

f-
fic

ie
nt

ly
 a

dd
re

ss
ed

 d
ur

in
g 

m
ed

ic
al

 c
on

-
su

lta
tio

ns
. T

he
y 

ap
pe

al
ed

 fo
r i

nc
re

as
ed

 
em

ot
io

na
l s

up
po

rt 
an

d 
be

tte
r e

du
ca

tio
n 

to
 h

an
dl

e 
da

ily
 st

re
ss

 le
ve

ls
. T

he
y 

al
so

 
so

ug
ht

 g
ui

da
nc

e 
on

 d
ia

be
te

s-
fr

ie
nd

ly
 

fo
od

 o
pt

io
ns

 a
nd

 a
pp

ro
pr

ia
te

 d
ai

ly
 

po
rti

on
 si

ze
s. 

Pa
rti

ci
pa

nt
s d

em
on

str
at

ed
 

a 
pr

ef
er

en
ce

 fo
r i

n-
pe

rs
on

 in
te

ra
ct

io
n 

an
d 

sh
ar

in
g 

of
 e

xp
er

ie
nc

es
 o

ve
r p

ho
ne

 
co

un
se

lli
ng

 o
r o

nl
in

e-
ba

se
d 

in
te

rv
en

-
tio

ns
. F

ur
th

er
m

or
e,

 th
ey

 sh
ow

ed
 a

 p
re

f-
er

en
ce

 fo
r a

n 
A

ra
bi

c-
sp

ea
ki

ng
 p

hy
si

ci
an

 
or

 d
ia

be
te

s n
ur

se
 e

du
ca

to
r t

o 
gu

id
e 

th
em

 in
 se

lf-
m

an
ag

em
en

t, 
no

t o
nl

y 
fo

r 
la

ng
ua

ge
 c

om
pr

eh
en

si
on

 b
ut

 a
ls

o 
fo

r 
cu

ltu
ra

l c
on

te
xt

 u
nd

er
st

an
di

ng
.
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S
um

m
ar

y 
C

ha
ra

ct
er

ist
ic

s o
f q

ua
nt

ita
tiv

e 
stu

di
es

Fi
rs

t A
ut

ho
r, 

Pu
b.

Ye
ar

.
St

ud
y 

Se
tti

ng
s/

 p
op

ul
at

io
n/

 d
ur

at
io

n/
sa

m
pl

e 
si

ze
St

ud
y’

s A
im

St
ud

y 
de

si
gn

/ t
oo

ls
 u

se
d

Fi
nd

in
gs

Ja
ns

à,
* 

et
 a

l.,
 2

00
9

10
 p

rim
ar

y 
he

al
th

ca
re

 c
en

te
rs

 in
 B

ar
ce

-
lo

na
, C

at
al

on
ia

, S
pa

in
To

 d
et

er
m

in
e 

th
e 

pr
ofi

le
 o

f M
or

oc
-

ca
ns

 w
ith

 ty
pe

 2
 d

ia
be

te
s m

el
lit

us
 

(T
2D

M
),

to
 p

ro
vi

de
 d

ia
be

te
s e

du
ca

tio
n 

str
at

eg
ie

s.

cr
os

s-
se

ct
io

na
l s

tu
dy

 7
0 

qu
es

-
tio

ns
 c

ov
er

in
g:

 so
ci

al
 d

em
o-

gr
ap

hi
c 

pr
ofi

le
 (1

1 
qu

es
tio

ns
); 

cl
in

ic
al

 d
at

a 
(1

6 
qu

es
tio

ns
); 

da
ily

 li
vi

ng
 w

ith
 d

ia
be

te
s 

(a
ttr

ib
ut

io
ns

, k
no

w
le

dg
e 

ab
ou

t d
ia

be
te

s a
nd

 q
ua

lit
y-

of
-li

fe
, 2

5 
qu

es
tio

ns
); 

so
ci

o-
cu

ltu
ra

l f
ac

to
rs

 1
4 

qu
es

tio
ns

); 
ap

po
in

tm
en

t c
om

pl
ia

nc
e 

an
d 

us
e 

of
 a

lte
rn

at
iv

e 
m

ed
ic

in
e 

(4
 

qu
es

tio
ns

)

• 
In

te
rv

ie
w

s w
er

e 
co

nd
uc

te
d 

w
ith

 fo
rty

 p
at

ie
nt

s, 
ha

vi
ng

 a
n 

av
er

ag
e 

ag
e 

of
 5

0 ±
 15

 
ye

ar
s, 

w
ith

 7
3%

 b
ei

ng
 fe

m
al

es
. T

he
 p

re
do

m
in

an
t l

an
gu

ag
es

 sp
ok

en
 w

er
e 

A
ra

bi
c 

(5
8%

) a
nd

 B
er

be
r (

42
%

). 
A

 m
aj

or
ity

 o
f p

at
ie

nt
s (

90
%

) r
es

id
ed

 w
ith

 th
ei

r f
am

ili
es

, 
an

d 
67

%
 h

ad
 sp

en
t m

or
e 

th
an

 fi
ve

 y
ea

rs
 in

 C
at

al
on

ia
. A

 si
gn

ifi
ca

nt
 p

er
ce

nt
ag

e 
of

 
pa

tie
nt

s (
53

%
) w

er
e 

un
ab

le
 to

 re
ad

 o
r w

rit
e,

 1
1%

 w
er

e 
on

 in
su

lin
 th

er
ap

y,
 1

2%
 

w
er

e 
ad

m
in

ist
er

ed
 o

ra
l m

ed
ic

at
io

ns
, a

nd
 6

0%
 p

os
se

ss
ed

 c
ap

ill
ar

y 
bl

oo
d 

gl
uc

os
e 

m
et

er
s.

1-
 It

 w
as

 re
po

rte
d 

by
 6

6%
 o

f t
he

 p
at

ie
nt

s t
ha

t t
he

y 
ha

d 
di

ffi
cu

lti
es

 a
dh

er
in

g 
to

 th
ei

r 
di

et
ar

y 
gu

id
el

in
es

, w
hi

le
 4

4%
 fo

un
d 

it 
ch

al
le

ng
in

g 
to

 m
ai

nt
ai

n 
th

ei
r m

ed
ic

at
io

n 
sc

he
du

le
s.

2-
 In

 te
rm

s o
f s

el
f-

re
po

rte
d 

ca
us

es
 o

f T
yp

e 
2 

D
ia

be
te

s M
el

lit
us

 (T
2D

M
), 

vi
ew

s 
on

 p
ot

en
tia

l c
ur

es
 fo

r d
ia

be
te

s, 
ad

he
re

nc
e 

to
 m

ed
ic

at
io

n 
an

d 
ap

po
in

tm
en

ts
, a

nd
 

th
e 

us
e 

of
 a

lte
rn

at
iv

e 
m

ed
ic

in
e:

 6
0%

 o
f p

at
ie

nt
s e

xp
er

ie
nc

ed
 la

ng
ua

ge
 b

ar
rie

rs
. 

Fu
rth

er
m

or
e,

 6
3%

 o
f p

at
ie

nt
s i

nd
ic

at
ed

 th
at

 th
ei

r i
m

pe
di

m
en

ts
 w

er
e 

re
la

te
d 

to
 

ob
se

rv
in

g 
R

am
ad

an
, a

nd
 8

6%
 p

ar
tic

ip
at

ed
 in

 th
e 

Fe
as

t o
f t

he
 L

am
b.

3-
 A

m
on

g 
th

e 
pa

tie
nt

s, 
11

%
 w

er
e 

ta
ki

ng
 o

ra
l m

ed
ic

at
io

ns
 a

nd
 1

2%
 w

er
e 

on
 in

su
lin

, 
in

 c
on

tra
st 

to
 th

e 
na

tiv
e 

po
pu

la
tio

n 
w

he
re

 th
es

e 
fig

ur
es

 w
er

e 
hi

gh
er

, a
t 7

0.
2%

 
an

d 
21

.4
%

 re
sp

ec
tiv

el
y.

 A
dd

iti
on

al
ly

, 2
4%

 tu
rn

ed
 to

 a
lte

rn
at

iv
e 

tre
at

m
en

ts
, o

fte
n 

he
rb

al
 re

m
ed

ie
s.

A
lz

ub
ai

di
 e

t a
l.,

 2
01

5
D

ia
be

te
s o

ut
pa

tie
nt

 c
lin

ic
s a

t t
hr

ee
 

m
aj

or
 h

os
pi

ta
ls

, t
en

 g
en

er
al

 m
ed

ic
al

 
pr

ac
tic

es
, a

nd
 fi

ve
 c

om
m

un
ity

 su
pp

or
t 

gr
ou

ps
.

To
 c

om
pa

re
 il

ln
es

s a
nd

 tr
ea

tm
en

t 
pe

rc
ep

tio
ns

 b
et

w
ee

n 
A

SB
 a

nd
 E

N
G

 
pe

op
le

 w
ith

 T
2D

. A
ls

o,
 e

xp
lo

rin
g 

th
e 

de
ci

si
on

-m
ak

in
g 

pr
oc

es
se

s a
nd

 
as

so
ci

at
ed

 b
ar

rie
rs

 a
nd

 e
na

bl
er

s 
th

at
 d

et
er

m
in

e 
ac

ce
ss

 a
nd

 u
se

 o
f 

he
al

th
ca

re
 se

rv
ic

es
 in

 A
SB

 a
nd

 E
N

G
 

pa
tie

nt
s w

ith
 d

ia
be

te
s i

n 
A

us
tra

lia

A
 c

ro
ss

-s
ec

tio
na

l s
tu

dy
 u

se
d 

12
 

va
lid

at
ed

 to
ol

s m
ea

su
rin

g:
 

di
ab

et
es

-r
el

at
ed

 d
ist

re
ss

, 
fu

nc
tio

na
l h

ea
lth

 li
te

ra
cy

, 
tre

at
m

en
t d

ec
is

io
n 

m
ak

in
g,

 
pa

tie
nt

s’
 sa

tis
fa

ct
io

n 
w

ith
 

he
al

th
ca

re
 d

ec
is

io
ns

, s
el

f-
effi

ca
cy

, a
nd

 a
dh

er
en

ce
 to

 tr
a-

di
tio

na
l v

al
ue

s a
nd

 a
tti

tu
de

s 
(a

cc
ul

tu
ra

tio
n 

le
ve

ls
)

A
 h

ig
h 

pe
rc

en
ta

ge
 o

f A
ra

bi
c-

sp
ea

ki
ng

 in
di

vi
du

al
s (

84
%

) e
xh

ib
ite

d 
lo

w
 fu

nc
tio

na
l 

he
al

th
 li

te
ra

cy
. M

or
eo

ve
r, 

no
n-

ad
he

re
nc

e 
to

 m
ed

ic
at

io
n 

w
as

 se
en

 in
 8

8.
3%

 o
f 

A
SB

s. 
A

 su
bo

pt
im

al
 le

ve
l o

f b
lo

od
 su

ga
r c

on
tro

l a
nd

 b
lo

od
 p

re
ss

ur
e 

w
as

 o
bs

er
ve

d 
in

 5
8.

8%
 o

f A
SB

s, 
w

ith
 H

bA
1c

 e
xc

ee
di

ng
 7

%
 (>

 53
 m

m
ol

/m
ol

) a
nd

 1
3.

85
%

 h
av

-
in
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participants 18 years and above, except one [29] with 25 
years as the minimum age. The mean (SD) age of partici-
pants across all studies was (57.5 ± 4.2) years. The mean 
duration of living with diabetes (SD) was (7.7 ± 5.7) years. 
The education level among the participants across the five 
studies was grouped and categorized into three separate cat-
egories (did not attend; high school or less; and high school 
and above). Of the 485 participants, 10.1% did not attend 
school, 67.5% completed high school or less, and 20.5% 
completed high school and above [28–32]. Employment sta-
tus was not grouped due to the variation in the presenting 
data between the studies. However, the results indicate that a 
large proportion of participants were not employed (66.4%). 
In addition, characteristics were not reported by gender. All 
participant characteristics are presented in Table 2.

Qualitative Study Participant Characteristics

A total of 93 ASB participants were recruited across the 
five studies. Two studies did not mention the mean age [21, 
27], while the mean age across the other three studies with 
the study population of first-generation Arabic immigrants 
[19, 20, 26] was 57 years. There were greater proportions of 
females compared to males across all the studies (60% vs. 
40%). The average years of living with diabetes was nine 
years [19, 20, 26]. All participant characteristics are pre-
sented in Table 3.

Self‑management Strategies

Across all five qualitative studies, a number of self-manage-
ment strategies were identified, such as attending regular 
appointments with health-care providers (HCP), adherence 
to prescribed diabetes medication, glucose monitoring, diet, 
and exercise [19–21, 26, 27]. Results are described accord-
ing to the key strategies identified.

Monitoring of Disease Progression

Monitoring of disease progression includes attendance of 
regular medical appointments. Regular medical appoint-
ments is an indicator of patient engagement in diabetes care 
[33]. Three quantitative studies included in the review used 
a variety of terms for assessing this strategy: number of 
health-care provider visits [29]; if the participant attended 
the appointment [28]; and date of last health-care provider 
appointment [32]. The reported rate of attendance of medical 
appointments differed between the two studies that evalu-
ated rate of attendance [28, 29] with health professionals. 
Berlie et al., found that all 53 ASB participants in the United 
States reported seeing their health-care providers at least 
once in the previous year, and 75.5% of them reported seeing 
their health-care providers four times or more in the same Ta
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period [29]. However, Jansa et al., reported that 43% of ASB 
participants did not attend regular appointments with their 
health-care providers in Spain [28].

The health-care provider-patient relationship was dis-
cussed in all the included qualitative studies [19–21, 26, 
27]. Participants stated that Arab-American health-care pro-
viders focussed mainly on medication prescription and over-
looked patient-centred care – the approach that prioritizes 
the patient’s needs, wants, and preferences in medical deci-
sion-making and treatment [27]. Participants were reported 
to have negative perceptions of Arab health-care providers: 
they perceived that they received less care from Arabic-
speaking health care providers compared to English-speak-
ing health care providers [27]. According to Alzubaidi et al., 
consultations between Arabic-speaking primary healthcare 
providers and individuals from an Arabic-speaking back-
ground were short, with limited information provided about 
diabetes management. Many participants reported having 
uncertainties and unspoken concerns about the condition 
and its treatment. They expressed a desire for more informa-
tion and a better discussion with healthcare providers [19]. 
However, a different study by Alzubaidi et al., found that 
ASB individuals with diabetes preferred Arabic-speaking 
healthcare providers because they shared the same language 
and cultural context [20].

Monitoring of Blood Glucose

Monitoring blood glucose, another diabetes management 
strategy, was reported in two quantitative studies [29, 30]. 
Berlie et al., reported that a majority [74%] of ASB partici-
pants tested blood glucose with participants, completing an 
average of 4.6 ± 3.8 tests per week [29]. In the same study, 
30% of 53 participants met the level of HbA1c < 7, which 
follows American Diabetes Association (ADA) recommen-
dations. It was also reported that more females adhered to 
this recommendation than males (78 and 57% respectively). 
Adherence to adequate glycaemic control of both sexes 
was also evaluated in the Alzubaidi et al., study, where the 
authors found that 58.8% of participants from both sexes had 
inadequate glycaemic control (HbA1c > 7) [30]. The study 
also found significantly (p < 0.001) lower levels of adherence 
[57.2%] to blood glucose monitoring among ASB partici-
pants as compared to those of English-speaking background 
(ESBs). In this present study, a patient is considered to be 
adhering to monitoring if they engage in blood glucose mon-
itoring for more than 3 of the previous 7 days [30].

Adherence to Anti‑diabetic Medications

In addition to making regular meetings with health-care 
providers, adherence to prescribed medication is a signifi-
cant part of diabetes management [33]. All the included 

quantitative studies [28–32] reported on adherence. There 
was variation in the methods of reporting information on 
adherence, including questions such as the number of par-
ticipants who ceased taking medications without medi-
cal advice [28], and use of validated questionnaires such 
as the Morisky scale [30, 31]. The use of oral glucose-
lowering agents ranged from 12 [21] to 91.5% [30, 31]. 
One study [29] collated information on medication utiliza-
tion but not on adherence. Jansa et al., reported that of 40 
participants 32% stopped taking their medication without 
medical advice [28]. In the same study [28], use of alterna-
tive medicines, mainly herbal, was reported among 24% of 
participants. Two studies with the same study population 
found that 63.5% of participants from ASB had difficul-
ties following their medication regimes [30, 31]. Alzubaidi 
et al., who examined and compared medication use, level 
of adherence and the relationship between pharmacists 
and people living with T2DM from ASB and English-
speaking background (ESBs), found that only a minority 
from ASB individuals were following pharmacist recom-
mendations compared with their counterparts from ESB 
(32% vs. 61.9%, respectively); in addition, they were also 
less likely to discuss their prescribed treatment with com-
munity pharmacists compared to participants from ESB 
(36% vs. 29%, respectively) [31].

Diet

Apart from medical management, other self-management 
strategies also include adherence to healthy diet, which was 
assessed in four quantitative studies [28–30, 32]. Difficul-
ties in following diabetic-specific diets among the studied 
population varied from 66% [28] to 89% [29]. Alzubaidi 
et al., reported that participants from ASB had a lower rate 
of adherence to dietary behaviours compared to participants 
from ESB (95% CI = − 1.17 to − 0.84) [30]. The study by 
El-Masari et al. evaluated the association between having 
instructions delivered in the Arabic language and food selec-
tion and found a significant association between the two fac-
tors (OR = 6.66, p = 0.01) [32].

One qualitative study [20] also found that participants 
reported a lack of dietary knowledge. Participants’ discus-
sion on traditional diets and culture, and the ways these 
can facilitate or hinder DSM education, were discussed in 
another study [20]. For an example, Ramadan, an important 
cultural event, could result in superseding the advice of pro-
viders and impede effective DSM education [21]. Another 
reason highlighted was the associated stigma: participants 
mentioned that they were not likely to disclose their condi-
tion, especially in a social gatherings, due to fear of causing 
offense or disrespect to the host by refusing the offered food 
[26].
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Adherence to Physical Activity

Other self-care activities are also important cornerstones 
for diabetes care. Alzubaidi et al., reported that partici-
pants from ASB had low levels of adherence to self-care 
activities compared to participants from ESB, including in 
physical activity (95% CI = − 1.14, − 0.61) [30]. Likewise, 
Berlie et al., found that only 15% of participants from ASB 
engaged in strenuous exercise and 5% engaged in non-stren-
uous physical activity [29].

In the context of physical activity, culture and its pos-
sible impact were discussed in one qualitative study [21]: 
it was, for example, considered inappropriate for females to 
participate in mixed-gender exercise programs.

Factors Impacting Self‑management Strategies

Beliefs also play a crucial role in DSM. This includes beliefs 
and perceptions towards the necessity of taking diabetes 
medications. Alzubaidi et al., reported that participants from 
ASB were less likely to see the need for diabetes medica-
tions compared with participants from ESB (10.7% (ASB) 
vs. 51.7% (ESB); 95% CI = (0.93, 0.68) [30]. In addition, 
based on the average of Beliefs about Medicines Question-
naire (BMQ), that was conducted by Alzubaidi et al., par-
ticipants were assigned to one of the four groups (accepting, 
ambivalent, indifferent or sceptical), and individuals from 
ASBs showed greater concern about the medication’s side-
effects compared to those from ESB (ASBs mean ± SD, 
2.60 ± ESBs mean ± SD, 0.86, 3.41 ± 0.76, respectively) 
[30]. Likewise, more than half of participants from ASBs 
were more sceptical compared to participants from ESBs 
(52.8% vs. 11.2%), and they showed less acceptance of 
diabetes treatment compared to the same group (14.4% vs. 
51.3%) [30]. Alzubaidi et al., showed that people who had 
positive perceptions towards the ability to control their dia-
betes were more likely to engage in recommended behav-
iours, including exercise, blood glucose testing and foot care 
(Spearman’s rank correlation coefficients 0.28, 0.27, 0.24, 
respectively; p < 0.001) [30].

Some of the reasons and beliefs contributing to lower 
adherence to diabetes medication among people from ASB 
were reported in two qualitative studies [19–26]. Participants 
from ASB had difficulties of adherence due to their fear of 
long-term side-effects and lack of trust in Western medicine 
[19]. It was also suggested that individuals from ASB had a 
negative social view of diabetes and associated taking pre-
scriptive medications for diabetes as a sign of sickness and 
fragility [26]. In addition, people from ASB commented on 
the significance of their social image or peers’ views: they 
believed that being a person living with diabetes or taking 
diabetes medications equated to shame or stigma, thus lead-
ing them to hide their condition and not take medications, 

especially in social gatherings [26]. Another qualitative 
study [19] reported religious beliefs that may play a role 
in the management of diabetes among some participants: it 
reported people’s fatalistic attitudes, suggesting that human 
life is not eternal, it is only transient, and it was argued that 
people should not engage in healthy lifestyle activities since 
eventually they will die in any case. They also believed that 
suffering from illnesses such as diabetes would make them 
closer to Allah (God) [19].

It was suggested that the education level of individuals 
from ASB also had an impact on diabetes management [29, 
30]. For instance, Alzubaidi et al., found that people with 
a high school qualification were almost twice as likely than 
those who did not have a high school qualification to consult 
a pharmacist when they had issues with health or medica-
tions (P < 0.008) [30]. Similarly, immigrants from ASB in 
the US who did not complete high school had poorer gly-
caemic control compared to non-ASB immigrants of similar 
educational levels (30.0% vs. 16.1%) [29].

Lack of employment also contributed to poor DSM. El 
Masri et al., concluded that those who were homemak-
ers (82%) or unemployed (70%) were less likely to per-
ceive regular exercise as an important DSM behaviour 
compared with those who were employed (homemakers: 
OR = 0.18, 95% CI = 0.56–0.62; unemployed: OR = 0.30, 
95% CI = 0.093–0.98) [32]. These findings were in contrast 
to the study by Alzubaidi et al., which found that participants 
who were working a part-time job were found to be less 
likely to follow recommendations by 3.5 times (95% CI 1.2 
to 10.2) compared to those who were full-time workers [31].

An additional factor that impacted DSM was that lan-
guage barrier, which was noted amongst 60% of participants 
[28]. El Masri et al., noted that there was a significant asso-
ciation between receiving instructions in Arabic and out-
come of food selection (OR = 6.66, 95% CI = 1.48–30.03) 
and maintaining a healthy lifestyle (OR = 43.98, 95% 
CI = 3.75–515.2) [32].

Lack of understanding of self-management strategies was 
the one of the most reported reasons, mentioned in three 
qualitative studies [19, 20, 27]. Alzubaidi et al., found that 
individuals from ASB reported having received most of the 
DSM information (oral and written) at the time of diagnosis 
but it was poorly understood and may be forgotten over time 
[19]. The lack of understanding related to the seriousness 
of diabetes, diabetes treatment, diabetes-related health ser-
vices, diabetes-friendly food, amount of physical exercise, 
and the portion of food that may be appropriate for peo-
ple living with diabetes [20]. The same authors in another 
study concluded that, with the lack of culturally adapted 
DSM education programs, patients felt ill-equipped to adopt 
self-management strategies [26]. As a result of lack of con-
tinuous and culturally inappropriate diabetes information, 
ASB participants were reported to have knowledge deficits 
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regarding DSM strategies as well as non-medical services 
provided for diabetes management [19, 21].

Another factor impacting the adherence level to DSM 
was the high level of diabetes-related stress among people 
from ASBs living with diabetes [19, 27]. Alzubaidi et al., 
reported that immigrants from ASB living with diabetes felt 
powerless, anxious, and overwhelmed in dealing with diabe-
tes [19]. The level of stress can impact on the likelihood of 
people adopting self-management strategies in the manage-
ment of T2DM. Firtz et al., reported that participants from 
ASB expressed that daily life stress affected their ability to 
control diabetes [27].

Discussion

The study found low adherence to diabetes self-management 
(DSM) strategies, including disease progression monitor-
ing, blood glucose monitoring, taking diabetes medication, 
following a diet, and engaging in physical activity, among 
individuals from ASB communities. The review identified 
various factors that impact DSM among ASB immigrants, 
such as beliefs, education level, unemployment, language 
barriers, lack of understanding of diabetes self-management, 
and social influence and diabetes-related stress. It is note-
worthy that this review included studies across multiple 
Western countries. Yet it appears that the reported barriers 
to DSM are similar across different settings, indicating that 
they are universal for ASB populations.

In comparing our findings with those from studies 
[34–42] conducted on other ethnic groups, it becomes 
evident that cultural context plays a pivotal role in dia-
betes self-management across diverse populations. Cul-
ture has been shown to have a substantial impact on the 
adherence to diabetes self-management strategies. Cultural 
beliefs, values, and practices can shape an individual’s 
understanding, perception, and management of their health 
and illness, including diabetes. Research has demonstrated 
that cultural factors, including traditional beliefs, dietary 
habits, and familial support, can affect the adoption and 
persistence of self-management behaviours such as diet 
regulation, physical activity, and medication utilization. 
For instance, a study conducted by Brown et al., deter-
mined that cultural beliefs concerning the causes and 
treatments of diabetes, as well as conventional dietary 
practices, constituted significant impediments to diabe-
tes self-management for African Americans with Type 2 
diabetes [34]. Similarly, findings among Hispanic indi-
viduals revealed that prayer is often used as a form of 
spiritual treatment for diabetes, which can consequently 
lead to delays or neglect in seeking appropriate medical 
treatment [42]. Furthermore, Li et al., found that cultural 
values and beliefs, including individualism, fatalism, and 

collectivism, have a significant influence on the level of 
self-care and health-seeking behaviours among individuals 
with diabetes [35].

Effective communication between patients and health-
care providers can raise the patient’s understanding and 
knowledge, as well as foster a collaborative atmosphere 
rooted in mutual trust. This can prompt patients to openly 
address their problems and concerns and has significant 
implications for the development of a culturally and reli-
giously sensitive diabetes education approach for ASB 
immigrants. New educational approaches that take into 
account cultural and religious aspects, such as incorpo-
rating storytelling, visual and written resources in the 
native language, and offering activities like healthy food 
purchasing and preparation, supermarket tours, and cook-
ing classes, may aid in promoting a healthy lifestyle for 
immigrants [36]. The present review supports the neces-
sity to encourage health-care providers to be more pro-
active and discuss the best strategies to control diabetes 
with their patients from ASB and encourage them to utilise 
interpreting services. Furthermore, health coaching, which 
is a “patient-centred, patient-decided approach to disease 
management” [37], may be a useful tool to apply when 
controlling chronic disease, especially diabetes. Some 
studies showed that health coaches can help people with 
chronic diseases to engage more in self-management and 
improve their overall health [38]. Individuals from ASB 
may benefit from engaging in health coaching to improve 
their self-management activities. Such an approach has 
been reported to have positive returns on investment and 
it may decrease morbidity rate from diabetes and the costs 
associated with normal medical care [39].

One of the challenges in evaluating adherence to self-
management strategies in quantitative studies is the lack of 
commonly used outcome measures. This makes it difficult 
to compare results across different studies and to deter-
mine the effectiveness of various self-management strat-
egies. In addition, the cultural appropriateness of these 
outcome measures is also a concern. Culture can have a 
significant impact on the attitudes, beliefs, and behaviours 
related to self-management [40], and culturally insensi-
tive or inappropriate outcome measures may not accurately 
capture the experiences and perspectives of individuals 
from different cultural backgrounds [41]. It is important 
for researchers to critically evaluate the cultural sensitivity 
and appropriateness of outcome measures used in self-
management studies, and to consider the development of 
culturally sensitive and inclusive outcome measures that 
are relevant and meaningful for diverse populations. This 
will help to ensure that self-management research is cul-
turally responsive and that the results are applicable to a 
wide range of individuals, including those from diverse 
cultural backgrounds.
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Strengths and limitations

To the best of our knowledge, this is the first systematic 
review identifying barriers and enablers of DSM strate-
gies among ASB immigrants living with type 2 diabetes in 
high-income Western countries. Qualitative and quantita-
tive studies that have been included in this review provide 
a comprehensive analysis of studies in this area. One of 
the limitations in this review was the inability to conduct a 
meta-analysis, due to the lack of homogeneity of outcome 
measures. A majority of the studies reviewed recruited par-
ticipants from hospitals, clinics, and/or community centres, 
which may not represent the whole community, and this will 
impact the generalizability of the study. Another limitation 
was that of the ten studies included, five were performed by 
one author group [19, 20, 26, 30, 31] and conducted in one 
country (Australia). The limited sample size and geographic 
focus on Australia may not fully capture the diversity and 
experiences of the global Arabic-speaking immigrant popu-
lation, thereby affecting the generalizability of our findings. 
These limitations support the need for further research tar-
geting this ethnic group that includes a more diverse and 
larger sample size that spans multiple geographic locations 
to enhance the validity and applicability of the study.

This study acknowledges the value that could be added 
through a comparison between individuals from Arabic-
speaking backgrounds (ASB) and those from other ethnic 
groups. The researchers recommend that future studies adopt 
a more comprehensive approach by including this compara-
tive element. Although the scope of the current study pre-
cluded such a detailed comparison, there is significant merit 
in future research efforts that address this limitation to yield 
a more comprehensive understanding of diabetes self-man-
agement across diverse cultural and ethnic contexts.

Conclusion

This systematic review summarizes relevant studies regard-
ing barriers and enablers of DSM among Arabic-speaking 
background living with type 2 diabetes in high-income 
Western countries. Despite living in these high-income 
countries, ASB immigrants face challenges to adoption of 
self-management strategies. These challenges include reli-
gious beliefs, lack of knowledge about self-management and 
language barriers. The current review suggests that there 
is a need for a diabetes self-management educational pro-
gram (DSME) that is tailored to ASBs language, culture 
and beliefs. It also points out that health-care providers, in 
cooperation with religious leaders, play a significant role in 
improving health outcomes among this ethnic group.
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