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Aim 

This policy brief compares stigma and cultural barriers to type 2 diabetes (T2DM) care in South 
Africa (SA) and the United Kingdom (UK). It proposes policy actions to improve culturally 
safe community-linked diabetes education and long-term management.  

 

Key Points 

• T2DM is often framed as a “lifestyle disease,” but this can create stigma and discourage 
people from seeking screening, disclosing symptoms or accepting treatment. 

• In both SA and the UK, stigma intersects with poverty, race, ethnicity, language, culture 
and health-system design. 

• Universal availability of diabetes services does not guarantee access if patients feel 
blamed, misunderstood or unable to communicate in their preferred language. 

• Both countries should strengthen culturally safe, community-linked and stigma-free 
diabetes care. 

 

Introduction 

With rapid urbanisation in countries of the Global South, including SA, patterns of disease are 
increasingly shifting towards non-communicable diseases (NCDs) such as T2DM. This reflects 
the epidemiological transition: as populations become more urbanised, food systems, transport, 
housing, work patterns and physical activity change, increasing the burden of chronic diseases 
such as diabetes, hypertension and cardiovascular disease. However, this transition does not 
affect all groups equally. In both SA and the UK, T2DM is concentrated among communities 
that are affected by poverty, experience racialised disadvantage, and endure insecure living 
conditions and unequal access to culturally acceptable healthcare. 
 
T2DM is a chronic metabolic condition in which the body cannot use insulin effectively. 
Insulin is a hormone produced by beta cells in the pancreas that helps glucose move from the 
blood into cells, where it is used for energy or stored. In T2DM, insulin resistance and 
progressive beta-cell dysfunction lead to raised blood glucose levels, known as 
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hyperglycaemia. If poorly controlled, T2DM can damage blood vessels and nerves, increasing 
the risk of cardiovascular disease, kidney disease, blindness, neuropathy, foot ulceration and 
lower limb amputation 1. 
 
The infamous descriptor of T2DM as a “lifestyle disease” is potentially harmful as it implies 
that people develop diabetes because of laziness, poor discipline or personal failure. This 
produces stigma, shame and guilt, which may discourage people from seeking screening, 
disclosing symptoms, accepting treatment or engaging honestly with health professionals. A 
stronger public health approach is to understand T2DM as a multifactorial condition shaped by 
genetic susceptibility, social determinants and environmental exposures. Diet and physical 
activity are important, but they are not simply individual choices. They are shaped by income, 
food prices, housing, transport, neighbourhood safety, working hours, education, language and 
access to health information 2. 
 
Stigma is therefore not a minor social issue. It significantly affects diabetes care. People who 
feel blamed for their diagnosis may delay testing, hide their condition from family or 
employers, avoid follow-up appointments, or feel reluctant to start treatment such as insulin. 
Stigma can be internalised, where patients feel shame about having diabetes; anticipated, where 
they expect judgement from family or health workers; or structural, where health systems use 
blaming language, offer rushed consultations, fail to provide interpretation, or design education 
programmes that do not reflect people’s cultural and social realities.  
 
The International Diabetes Federation (IDF) estimates that, globally, 589 million adults aged 
20 to 79 were living with diabetes in 2024 and are projected to rise to 853 million by 2050 2. 
Worldwide, more than 4 in 10 adults living with diabetes are unaware that they have the 
condition, while the World Health Organisation (WHO) reports that diabetes was the direct 
cause of 1.6 million deaths in 2021. Within different health systems, stigma and cultural 
barriers oppose effective T2DM care.  
 
In the UK, the NHS provides universal healthcare in principle, yet diabetes inequalities remain 
significant. Diabetes UK estimates that almost 6 million people in the UK are living with 
diabetes, 90% being T2DM 3. This demonstrates that universal healthcare does not 
automatically remove cultural, linguistic or structural barriers to care. 
 
In SA, the IDF estimates that 2.3 million South African adults aged 20 to 79 were living with 
diabetes in 20244, and this is projected to rise to 3.9 million by 2050. For SA, the challenge is 
not only the number of people living with diabetes, but apartheid’s spatial and economic 
legacy, an overburdened public health system, poverty and unequal access to chronic disease 
services.  
 
This policy brief focuses on cultural acceptability as a neglected dimension of diabetes access. 
A clinic may be geographically available and clinically competent, but still inaccessible if 
patients feel blamed, cannot communicate in their preferred language, mistrust the service, or 
receive advice that ignores their food, work and family realities. Levesque’s access framework 
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is useful because it shows that access is not only about service availability. It includes 
approachability, acceptability, availability and accommodation, affordability, appropriateness 
and the patient’s ability to engage with care. For T2DM, stigma and cultural barriers mainly 
affect approachability, acceptability and long-term engagement. 
 
 
South African Context 
 
South Africa’s T2DM burden is rising in a health system still shaped by apartheid’s legacy. 
Apartheid did not only segregate people politically; it shaped where people could live, work, 
buy food, travel and access healthcare. Black African, Coloured and Indian communities were 
historically displaced into townships, informal settlements and rural areas, often far from 
economic opportunity and well-resourced health facilities. These spatial and socioeconomic 
inequalities continue to influence diabetes risk and diabetes care today. 
 
This history matters because diabetes prevention advice is often framed as if all patients have 
the same freedom to make healthy choices 5. In many low-income communities, cheap 
processed foods are more accessible than fresh produce, household budgets are constrained, 
and safe spaces for exercise may be limited by crime, poor infrastructure or lack of recreational 
facilities. In these contexts, lifestyle modification is not simply a matter of individual 
willpower. Prevention messages that ignore poverty, food environments and urban design can 
become stigmatising because they shift responsibility onto individuals while overlooking the 
structural conditions that shape behaviour. 
 
Stigma also affects how people understand and disclose T2DM. If diabetes is viewed as a 
disease caused by poor self-control, patients may feel ashamed of the diagnosis. This can lead 
to delayed screening, hiding the condition from relatives, avoiding clinic visits or disengaging 
from treatment. This is clinically important because T2DM may remain asymptomatic for 
years, meaning early diagnosis depends on people trusting the health system enough to attend 
screening before complications develop. 
 
Cultural beliefs can also shape pathways to care. Some patients may interpret chronic illness 
through spiritual, family or traditional frames of reference. This should not be dismissed as 
ignorance. It may reflect the fact that formal health services have not always communicated in 
ways that are understandable, respectful or culturally inclusive. Where patients experience long 
queues, rushed consultations, judgemental language or poor explanations, it is understandable 
that they may seek advice from family members, community networks, religious leaders or 
traditional healers. The problem is not culture itself, but the failure of the health system to build 
trust and communicate effectively across cultural contexts. 
 
Language barriers are a major part of institutional distrust. South Africa now has 12 official 
languages, including South African Sign Language. Yet diabetes education and clinical 
consultations often rely heavily on English or Afrikaans. A patient who receives a diabetes 
management plan in a language they do not fully understand has effectively not received a 



Policy Brief 

REDUCING STIGMA AND IMPROVING CULTURALLY SAFE ACCESS TO CARE IN T2DM 
           Ayaka Terashima, Aryan Solanki, Shayan Reddy, Nuvani Naidoo 
4 

usable care plan. In multilingual clinics, healthcare workers may rely on code-switching, family 
members or untrained interpreters. This can result in misinterpretation of medical terms, loss 
of confidentiality and poor understanding of medication instructions. For T2DM, this is 
especially harmful because effective care depends on daily self-management, including 
medication adherence, diet, symptom recognition, glucose monitoring and foot care. 
 
Institutional mistrust is another cultural barrier. Some mistrust of public healthcare services is 
rooted in historical exclusion, but it is also reinforced by present-day experiences: overcrowded 
clinics, long waiting times, medication shortages, limited privacy, brief consultations and poor 
continuity of care. Patients who feel judged or dismissed may be less likely to return for follow-
up, ask questions, or disclose difficulties with medication, food insecurity or traditional 
medicine use. This can contribute to delayed presentation with complications such as 
neuropathy, kidney disease, retinopathy or diabetic foot sepsis. 
 
Health system constraints can also reproduce stigma. Overburdened primary healthcare 
facilities often do not have enough time, staff or equipment to provide personalised diabetes 
education and complication screening. In a recent South African primary healthcare study, 
healthcare workers reported that workload made it difficult to monitor patients, screen for 
complications and provide patient education. Time pressure, insufficient staffing, inadequate 
insulin-initiation knowledge and lack of continuity of care were also identified as barriers to 
effective T2DM management. These system failures can lead healthcare workers to label 
patients as “non-compliant,” when the real problem may be transport costs, food insecurity, 
health literacy, language barriers, fear of medication or mistrust. Stigmatising language matters 
because it frames patients as the problem instead of recognising the barriers they face. 
 
Insulin care illustrates how stigma and system barriers interact. Some patients delay insulin 
because they fear injections, associate insulin with severe illness, worry about side effects, use 
traditional remedies, or believe that starting insulin means they have personally failed. 
Healthcare workers may also delay insulin initiation because of time pressure, lack of 
confidence, language barriers, poor continuity of care or fear of hypoglycaemia. In the public 
sector, reliance on vials and syringes rather than insulin pens may further increase treatment 
burden. Vials can be clinically effective, but insulin pens are generally easier to use, more 
discreet and less prone to dosing errors. Where insulin is already stigmatised, treatment tools 
that are harder to use can deepen disengagement and widen inequity. 
 
The South African case therefore shows why later policy solutions must go beyond clinical 
guidelines. Improving T2DM care requires more than asking patients to adhere to lifestyle 
modification and treatment. It requires culturally safe services that reduce blame, build trust, 
communicate in patients’ preferred languages and recognise the social realities of diabetes self-
management. This includes respectful communication training for healthcare workers, 
multilingual education materials, trained interpreters, stronger community health worker 
involvement, community-based screening, better continuity of care and stronger referral 
pathways for complications such as diabetic foot disease. The National Health Insurance 
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process may create an opportunity to improve equity, but only if implementation strengthens 
primary healthcare and explicitly funds culturally acceptable chronic disease care. 

 

United Kingdom Context  

While T2DM is a prevalent issue for the entirety of the UK, South Asian, Black African and 
Caribbean communities are at much greater risk of developing T2DM from a young age. On 
the surface, it seems this higher prevalence is due to differences in how different ethnicities 
store visceral fat, as well as surface-level cultural dietary differences.   

However, the persistently high rates of T2DM can also be attributed to factors such as the 
under-representation of ethnic communities in clinical studies, which means that guidelines for 
disease management do not reflect the biological or social circumstances of at-risk 
communities6. Under-representation is a problem that can be argued to be rooted in stigma and 
blame. In many South Asian communities, T2D and insulin caries are shames relating to family 
honour, with patients encouraged by their families to ‘hide’ the fact that they take insulin or 
stop treatment upon receiving somatic cues, such as feeling ‘normal’ 7. This harmful stigma 
placed upon the individual can lead to missed healthcare appointments and interruptions in 
treatment8. Ultimately, over ‘97% of people from these communities have experienced 
diabetes-related stigma’ 9. 

Moreover, this stigma extends into the way healthcare interventions are structured. This is 
evident in the NHS’s new DESMOND (Diabetes Education and Self-Management for Ongoing 
and Newly Diagnosed) program, which was initially developed for a white, English-speaking 
and medically literate population. Further barriers to minority engagement with diabetes 
programmes mirror this lack of cultural awareness and sensitivity among healthcare providers, 
as well as a failure by policy to consider a lack of social support and diabetes related stress 
amongst South Asian, Black African and Caribbean communities. While DESMOND is 
effective for participants who feel confident in self-managing T2D, and there are adapted 
versions of the program in different languages, such as Gujarati, which focus on the use of 
specific cultural foods, overall, the impact of DESMOND on ethnic communities remains 
unclear 10. 

The lack of social support is a large driver of low uptake of diabetes management programs in 
the UK. This is due to structural underfunding of services for ethnic communities. The NHS 
uses the Carr-Hill formula to allocate GP funding, yet this is based on registered patient lists. 
This results in compounding inequity, whereby communities that are reluctant to register with 
a GP due to factors such as language barriers, institutional mistrust, and a lack of resources 
appear to need fewer resources and funding, but in fact require greater support. 

 

Recommendations  

1. Develop culturally adapted, multilingual diabetes education 



Policy Brief 

REDUCING STIGMA AND IMPROVING CULTURALLY SAFE ACCESS TO CARE IN T2DM 
           Ayaka Terashima, Aryan Solanki, Shayan Reddy, Nuvani Naidoo 
6 

South Africa  United Kingdom 

Produce diabetes materials in major local 
languages, including isiZulu, isiXhosa, 
Sesotho and Afrikaans. Use locally familiar 
food examples (maize meal, tinned fish) and 
audio, radio and visual formats for lower-
literacy settings. 

Adapt NHS diabetes education, including 
DESMOND and prevention programmes, for 
South Asian, Black African and Black 
Caribbean communities. Use culturally 
relevant food examples and translated 
materials. 

 

An audit of self-management programmes in SA found that education can be made accessible 
in lower literacy settings through use of in-person demonstrations, pictures and inclusion of 
family in treatment programs 11. 

2. Use trusted community health connectors 

Train and support Community healthcare 
workers (CHWs), known as “nomakhayas”, 
and ward-based outreach teams to provide 
stigma-free diabetes education, home follow-
up and family conversations. 

Use social prescribing link workers, 
community health champions, faith leaders 
and voluntary-sector organisations to 
connect patients to diabetes support. 

 

Reviews of CHWs’ effectiveness in SA determine that the most effective training includes 
providing continual ‘refresher courses, paired with supervision to foster trust’  12 and build 
long-term relationships between workers and communities.  

In the UK, patients who participate in social prescribing face much better outcomes of 
haemoglobin A1c levels when they receive guidance and instruction from CHWs relating to 
management of T2DM 13. 

3. Community-based collaboration 

Collaborate with CHWs to ensure medical 
concepts are conveyed in commonly used 
language. Community-derived language 
should be incorporated into official 
materials. Such initiatives include the 
Tshwane Community-Orientated Primary 
Care (PHC) model, a jointly run healthcare 
model by the University of Pretoria and the 
City of Tshwane. This model partners PHC 
clinics and local leaders to co-design and 
deliver diabetes screening and education in 
familiar community setting, adapted 

Deliver sessions via community cooks and 
trusted local figures to increase participation 
and adherence. Partner with existing 
community organisations such as temples, 
mosques and community centres that already 
run cooking and social events. Train faith 
leaders and community coordinators as 
informal health advocates through 
programmes such as NHS England's 
Thriving Communities and models like 
Diabetes UK Community champions which 
train volunteers who raise awareness of 
diabetes in minority ethnic communities.  
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appropriate and easy-to-understand language 
and advice specific to local context.  

Existing initiatives in SA include the Tshwane Community-Oriented Primary 
Care (PHC) model, a jointly run healthcare model by the University of Pretoria and the City 
of Tshwane. This model partners PHC clinics and local leaders to co-design and 
deliver diabetes screening and education in a familiar community setting, adapted to 
appropriate and easy-to-understand language and advice specific to the local context 14. 

Programmes such as NHS England's Thriving Communities 15 and models like Diabetes UK 
Community Champions help to bind communities together by training volunteers and faith 
leaders to raise awareness of diabetes in minority ethnic communities and act as informal 
health advocates 16. 

4. Make clinical care stigma-free and culturally safe 

Train primary healthcare staff to avoid 
blaming terms such as “non-compliant,” use 
respectful language, screen for social barriers 
and offer interpretation where possible. 

Embed “language matters” principles in GP, 
nurse and diabetes education services. Offer 
interpreters and longer consultations for 
patients with language or cultural barriers. 

 
Some of these recommendations have begun to be implemented as part of treatments for other 
diseases. Community Health Workers in South Africa participated in a study that used a 
specific type of staff training called ‘Siyakhana’ to reduce levels of blame that patients receive 
from staff when receiving treatment for substance addiction. While this greatly helped reduce 
stigma that originated from staff and improved adherence rates, it should be noted that the 
Siyakhana training method is only developed in English, and the authors note that it must be 
adapted into other languages such as Zulu and isiXhosa 17. Interpretation is needed for this 
adaptation, as ‘trained interpreters also act as cultural liaisons’ 18. Dr Talab Habib goes on to 
outline how to address South Africa’s need for a large workforce of interpreters, such as 
mirroring Australia’s free telephone interpreter service and relying on different levels of 
interpreters, whether trained, a family member, or healthcare staff who are bi- or multilingual 
18. Through a combination of techniques such as these, we can hope to limit the shortage of 
current interpreters in South Africa and help to formally train more staff to become clinically 
competent. 
  
Interpretation is also an issue in the UK, with Prof. Katriina Whitaker demonstrating how a 
lack of an interpreter can damage healthcare outcomes. Reasons for this problem include the 
current system impacting primary healthcare clinicians’ time 19. Through considering options 
proposed by Dr Habib, we may see a way to improve the UK’s current interpretation system. 
Moreover, other languages are not the only problem, with ‘language matters’ guidance already 
existing 20, and while it is encouraging that this sort of guidance is in place, further study is 
needed to measure the impact of this guidance on outcomes of T2DM treatment. 
 
  
Conclusion 

Moving beyond blaming the patient for their condition is essential in reducing T2DM stigma 
in both South Africa and the UK. In addition to reducing stigma around T2DM, ensuring 
culturally safe access to diabetes care can potentially improve outcomes with T2DM. Care must 



Policy Brief 

REDUCING STIGMA AND IMPROVING CULTURALLY SAFE ACCESS TO CARE IN T2DM 
           Ayaka Terashima, Aryan Solanki, Shayan Reddy, Nuvani Naidoo 
8 

be clinically effective, but also culturally acceptable, linguistically accessible and trusted. 
Policies that combine community-based support, respectful communication and targeted 
screening can improve early diagnosis, treatment engagement and long-term outcomes in both 
contexts. 
 
 
References  
 

1. International Diabetes Federation. IDF Diabetes Atlas. 11th ed. Brussels: International 
Diabetes Federation; 2025. 

2. International Diabetes Federation. Over 250 million people worldwide are unaware 
they have diabetes. Brussels: IDF; 2025.  

3. Diabetes UK. How many people in the UK have diabetes? London: Diabetes UK; 2025.  
4. International Diabetes Federation. South Africa Diabetes Trends & Statistics. IDF 

Diabetes Atlas; 2025.  
5. Mutyambizi C, Booysen F, Stokes A, Pavlova M, Groot W. Lifestyle and socio-

economic inequalities in diabetes prevalence in South Africa: A decomposition 
analysis. PLOS ONE. 2019;14(1): e0211208. 

6. Mathur R, Farmer RE, Eastwood S v., Chaturvedi N, Douglas I, Smeeth L. Ethnic 
disparities in initiation and intensification of diabetes treatment in adults with type 2 
diabetes in the UK, 1990-2017: A cohort study. PLoS Med. 2020 May 1;17(5). 
doi:10.1371/JOURNAL.PMED.1003106 PubMed PMID: 32413037. 

7. Kumar K, Greenfield S, Raza K, Gill P, Stack R. Understanding adherence-related 
beliefs about medicine amongst patients of South Asian origin with diabetes and 
cardiovascular disease patients: a qualitative synthesis. 2016. doi:10.1186/s12902-016-
0103-0 

8. Prinjha S, Ricci-Cabello I, Newhouse N, Farmer A. British South Asian Patients’ 
Perspectives on the Relevance and Acceptability of Mobile Health Text Messaging to 
Support Medication Adherence for Type 2 Diabetes: Qualitative Study. JMIR Mhealth 
Uhealth. 2020 Apr 1;8(4). doi:10.2196/15789 PubMed PMID: 32310150. 

9. Ethnicity and type 2 diabetes | Preventing diabetes | Diabetes UK [Internet]. [cited 2026 
Jun 11]. Available from: https://www.diabetes.org.uk/about-diabetes/type-2-
diabetes/diabetes-ethnicity 

10. Chatterjee S, Davies MJ, Stribling B, Farooqi A, Khunti K. Real-world evaluation of 
the DESMOND type 2 diabetes education and self-management programme. Practical 
Diabetes. 2018 Jan 1;35(1):19–22a. doi:10.1002/PDI.2154  

11. Dube L, Broucke S van den, Dhoore W, Kalweit K, Housiaux M. An Audit of 
Diabetes Self-Management Education Programs in South Africa. J Public Health Res. 
2015 Nov 17;4(3):581. doi:10.4081/JPHR.2015.581 PubMed PMID: 26753160 

12. Mhlongo EM, Lutge E, Adepeju L. The roles, responsibilities and perceptions of 
community health workers and ward-based primary health care outreach teams: a 
scoping review. Glob Health Action. 2020;13. doi:10.1080/16549716.2020.1806526 

13. Wildman J, Wildman JM. Evaluation of a Community Health Worker Social 
Prescribing Program Among UK Patients With Type 2 Diabetes. JAMA Netw Open. 

https://www.diabetes.org.uk/about-diabetes/type-2-diabetes/diabetes-ethnicity
https://www.diabetes.org.uk/about-diabetes/type-2-diabetes/diabetes-ethnicity


Policy Brief 

REDUCING STIGMA AND IMPROVING CULTURALLY SAFE ACCESS TO CARE IN T2DM 
           Ayaka Terashima, Aryan Solanki, Shayan Reddy, Nuvani Naidoo 
9 

2021 Sep 1;4(9):e2126236. doi:10.1001/JAMANETWORKOPEN.2021.26236 
PubMed PMID: 34468751 

14. Kinkel HF, Marcus T, Memon S, Bam N, Hugo J. Community-oriented primary care 
in Tshwane District, South Africa: Assessing the first phase of implementation. J Prm 
Health Care Fam Med. 2012;5(1). doi:10.4102/phcfm.v5i1.477 

15. Celebrating the thriving communities programme - National Academy for Social 
Prescribing | NASP [Internet]. [cited 2026 Aug 26]. Available from: 
https://socialprescribingacademy.org.uk/resources/celebrating-the-thriving-
communities-programme/ 

16. Campaign Champions | Get involved | Diabetes UK [Internet]. [cited 2026 Aug 26]. 
Available from: https://www.diabetes.org.uk/support-us/campaign/our-
campaigners/campaign-champions 

17. Magidson JF, Regenauer KS, Johnson K, Ma T, Belus JM, Rose AL, et al. Siyakhana: 
A hybrid type 2 effectiveness-implementation stepped-wedge trial to reduce stigma 
towards substance use and depression among community health workers in HIV/TB 
care in South Africa. Journal of Substance Use and Addiction Treatment. 2025 
Apr 1;171:209634. doi:10.1016/J.JOSAT.2025.209634  

18. Habib T, Nair A, von Pressentin K, Kaswa R, Saeed H. Do not lose your patient in 
translation: Using interpreters effectively in primary care. South African Family 
Practice. 2023;65(1):5655. doi:10.4102/SAFP.V65I1.5655 PubMed PMID: 36861916.  

19. Whitaker KL, Krystallidou D, Williams ED, Black G, Vindrola-Padros C, Braun S, et 
al. Addressing language as a barrier to healthcare access and quality. British Journal 
of General Practice. 2022 Jan 1;72(714):4–5. doi:10.3399/BJGP22X718013 PubMed 
PMID: 34972791 

20. NHS England » Language matters: language and diabetes [Internet]. [cited 2026 Aug 
26]. Available from: https://www.england.nhs.uk/long-read/language-matters-
language-and-diabetes/  

21. Family Medicine Department, U. P. (2025). COPC. University Of Pretoria. 
https://www.up.ac.za/family-medicine/copc 

22. Diabetes UK North of England. (2017). Community champions - north of England. 
Diabetes UK. https://www.diabetes.org.uk/support-for-you/diabetes-uk-in-your-
area/north-of-england/northern-yorkshire/volunteering/community-champions  
 

https://www.england.nhs.uk/long-read/language-matters-language-and-diabetes/
https://www.england.nhs.uk/long-read/language-matters-language-and-diabetes/
https://www.up.ac.za/family-medicine/copc
https://www.diabetes.org.uk/support-for-you/diabetes-uk-in-your-area/north-of-england/northern-yorkshire/volunteering/community-champions
https://www.diabetes.org.uk/support-for-you/diabetes-uk-in-your-area/north-of-england/northern-yorkshire/volunteering/community-champions

