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ABSTRACT

The burden of chronic respiratory diseases
continues to rise globally. Comprehensive
management relies on a combination of treat-
ment approaches including patient self-man-
agement, where health professionals are
required to educate and support patients to take
control of their disease. When self-management
interventions are suitably directed and effec-

tively executed, outcomes point to increases in
quality of life and a reduction in unscheduled or
emergency consultations for people living with
chronic respiratory disease. However, despite
these positive gains, the literature reveals poor
trends of engagement with this management
approach and reduced access to appropriately
designed programs for people from ethnically
diverse populations, including migrants and
refugees. The purpose of this review article is to
discuss factors influencing engagement in
chronic respiratory disease self-management
among people from ethnically diverse back-
grounds and to propose strategies to improve
the participation of this population in these
interventions in the future.
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Key Summary Points

Ethnically diverse migrant populations
living outside of their country of birth
make up a substantial proportion of
people living with chronic respiratory
disease globally.

Engagement in self-management
interventions for chronic respiratory
disease is poor, particularly in nonEnglish-
speaking ethnic minorities.

Barriers to engagement in self-
management include patient factors such
as language and culture, health and
socioeconomic status, along with health
system factors, including the attitudes and
cultural competencies of health
professionals toward ethnic minorities
and its influence on patient health
literacy.

To improve the engagement of ethnically
diverse populations in chronic respiratory
disease self-management, health
professionals need to improve access to
appropriately designed interventions
through the personalization of program
content and foster patient commitment
through a robust health professional-
patient alliance.

INTRODUCTION

Chronic respiratory disease (CRD) is one of the
leading causes of death and disability in the
world and includes people across all cultural
and ethnic profiles [1]. Self-management, a
crucial component of managing CRDs, is
dependent on a robust partnership between
patients and health professionals, and demon-
strates positive outcomes in healthcare utiliza-
tion, respiratory symptoms, and quality of life
[2, 3]. However, despite the reported benefits of
CRD self-management, patient engagement in

this intervention is generally low [4]. Barriers to
engagement in self-management strategies have
been widely described in the literature [4–6] and
include the lack of belief in program effect and
poor access to programs [7]. People from diverse
communities, particularly from nonEnglish-
speaking backgrounds, make up a sizeable pro-
portion of people living with CRDs worldwide
[8], yet they are often excluded in the literature.
In this review article, we discuss the factors that
influence engagement in self-management
interventions among people with CRD and
explore the additional challenges to participa-
tion in these interventions faced by people from
diverse populations. Finally, we will discuss
how to improve engagement with diverse pop-
ulations in pulmonary-related self-management
strategies. This article is based on previous
studies and contains no studies with human
participants or animals performed by any
authors.

EVIDENCE FOR SELF-
MANAGEMENT AND CRD

Self-management interventions are a crucial
component of the care continuum for people
living with CRD, where healthcare professionals
educate patients to improve their skills and
confidence to manage their disease [9]. Com-
mon self-management interventions include
education on self-recognition and treatment of
disease exacerbations, smoking cessation activ-
ities, and pulmonary rehabilitation programs
where both exercise prescription and advice
about managing the symptoms of the disease
are provided [10–12]. Reduced hospital admis-
sions, improvements in self-efficacy to manage
the disease, and increased health-related quality
of life (HRQoL) are some of the reported bene-
fits of CRD self-management interventions
[3, 13, 14]. These findings were supported by an
umbrella review that examined the effective-
ness and efficacy of self-management interven-
tions in asthma patients across 27 systematic
reviews [15]. The review found that self-man-
agement interventions were associated with a
decline in hospital admissions and an increase
in HRQoL.
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Furthermore, self-management programs
have also shown positive effects on psycholog-
ical status, which is a salient outcome for people
with CRD who often experience anxiety and
depression associated with disease-related
activity limitations [4, 6, 16]. Although the lit-
erature highlights that self-management inter-
ventions are advantageous for improvements in
HRQoL and patient control of the disease,
engaging people in these interventions is a
challenge [17, 18].

FACTORS INFLUENCING
ENGAGEMENT IN SELF-
MANAGEMENT INTERVENTIONS
FOR PEOPLE WITH CRD

Patient and health system barriers to self-man-
agement in people with CRDs have been widely
explored in the literature [4–6, 19] (see Fig. 1).

Figure 1 represents some recurring factors in
the literature influencing self-management
among patients with CRD. Patients’ personal
contextual factors such as language and cultural
background, illness perceptions, socioeconomic
status, and health status may influence their
attainment of the health literacy required to
engage in self-management [4–6, 19–23].
Therefore, health professionals must demon-
strate prudence in the approach to self-man-
agement recommendations by integrating the
socio–cultural patient context with the
biomedical management of their CRD profiles
[20]. An exclusively biomedical approach to
care that neglects personal contextual factors
compromises the integrity of the health pro-
fessional–patient relationship, reducing the
trustworthiness and application of the thera-
peutic guidance provided [20, 24, 25]. Similarly,
the therapeutic environment informed by
health professionals’ attitudes, cultural

Fig. 1 Factors influencing self-management among
patients with CRD. In the Venn diagram, the left circle
represents patient factors, while the right circle represents

health system factors that influence self-management
among patients with CRD
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competencies, and quality of care delivery dur-
ing a consultation substantially influence
patients’ receptiveness and responsiveness to
the health information conferred, either
impeding or facilitating their health literacy for
self-management [5, 20, 21, 25].

Health literacy, a central tenet of competent
self-management in chronic respiratory disease
[20, 21] informs health behavior and the uti-
lization of healthcare services [22]. Hence,
health literacy is the ability to understand and
then apply health information. A health-literate
individual is able to exercise motivation and
demonstrate the skill required to navigate the
health system and take control of their condi-
tion [9, 11, 23].

People from ethnic minority groups, espe-
cially those from migrant and refugee back-
grounds, may experience significant difficulty
acquiring health literacy since they are often
faced with the challenges of navigating a dis-
similar language, culture, and context [23, 24].
Macipe Costa and Gimeno Feliu [24] accentuate
that although migrants have physically moved
from the health culture/system in their coun-
tries of origin, they have not necessarily dis-
carded it. Hence, navigating an alternative
health system in the host country, often with
limited understanding of it, may lead to
socio–cultural mistrust and health information
adherence challenges. An example of this was
demonstrated in a recent Canadian study of
self-management in Chinese and Punjabi
asthma patients [25]. The study highlighted
significant under-dosing of inhaler therapy
among Chinese patients due to suspicions that
adherence to the prescribed dosage would result
in untoward medication dependence. This
study also found that these patients expressed
notable fears regarding the use of steroidal
therapy [25]. It is the duty of health profes-
sionals to ensure that patients understand the
indications, actions, and side effects of their
prescribed therapy, and in so doing, opportu-
nities may arise to demystify therapeutic suspi-
cions and hence foster health literacy.
Furthermore, the need for health professionals
to be more conscious of patient-specific cultural
theories or concerns in CRD self-management
interventions is apparent [20, 25] as the

prevalence of ethnic minority groups are
rapidly increasing globally.

DIVERSITY AMONG PEOPLE LIVING
WITH CRD

The number of people in the world diagnosed
with CRD has risen by nearly 545 million, an
increase of 39.8% since 1990 [26]. While the
prevalence of CRD continues to rise across all
regions of the world, case rates are rising faster
in some regions than others [8] Using chronic
obstructive pulmonary disease (COPD) as an
example, the prevalence was consistently
higher in low–middle-income countries as
compared with high-income countries across all
regions of the world [8]. The top ten countries
with the most COPD cases, such as China,
India, and Indonesia accounted for 65.2% of
global COPD cases in 2019 [8]. However, the
latest migration figures in the UK, the USA, and
Australia demonstrate that people from China
and India consistently comprise a sizeable pro-
portion of migrants in these countries [27].

While ethnic minority groups may comprise
smaller populations in some countries, the
health disparities between ethnic minorities
and people from predominant culture groups
remain wide [28]. These inequities subsequently
increase the burden on the healthcare system
[28, 29]. For example, in the USA, health out-
comes after COVID-19 infection were dispro-
portionately worse among Latin populations,
with a higher mortality rate and a more signif-
icant reduction in life expectancy than in White
populations [30]. The need to direct health
resources and further research to improve
health outcomes for people from diverse popu-
lations has been emphasized in literature
reviews and government reports [29, 31, 32]. A
focus on health literacy among ethnic minority
groups should be a first step toward reducing
health inequalities and improving health
outcomes.

The attainment of health literacy to execute
self-management practices among ethnic
minorities is not only challenged by culture and
language but by religious orientation, socioe-
conomic status, social support structures, and
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the clinical/therapeutic environment
[21, 23, 33, 34]. Therefore, health professionals
must consider the direct and indirect influ-
encers of health literacy when designing inter-
ventions to improve self-management. While
fitting interventions are hard to come by, there
may be preliminary evidence to support the use
of some strategies in improving engagement
with self-management interventions among
people from ethnic minority groups.

STRATEGIES TO IMPROVE
ENGAGEMENT WITH SELF-
MANAGEMENT INTERVENTIONS
FOR ETHNIC MINORITIES

Table 1 presents a summary of the problems
identified in the literature and the recom-
mended strategies to improve engagement with
self-management interventions for ethnic
minorities.

According to Higgins et al. [35], patient
engagement is both a process and behavior. For
patients to engage in health interventions, they
must have the desire and capability to actively
participate in ways best suited to their needs.
Health professionals must consider addressing
these four defining attributes to improve
engagement: personalization, access, commit-
ment, and therapeutic alliance when engaging
ethnic minorities in self-management inter-
ventions [35].

Personalization

For people from diverse populations, the need
for personalized intervention includes consid-
ering the cultural and linguistic needs of the
community for which the intervention is tar-
geted. This may be implemented by translating
health material into an individual’s preferred
language or ensuring the availability of an
interpreter to assist with communication chal-
lenges [36, 37]. Addressing linguistic needs will
aim to improve health access and quality of
consultation. However, these methods alone are
insufficient for the personalization of interven-
tions. To engage people from diverse

communities more fully, deliberate attempts to
recognize and integrate cultural values into
individual self-management interventions must
be made [35–37]. Culture represents a coordi-
nated system of shared meaning and includes
religious beliefs, socially accepted norms, and
traditions that define who people are, how they
interact with the world, and how they behave
[38]. Therefore, understanding an individual’s
cultural orientation may offer significant
insights to health professionals regarding
patient motivation and health behavior. Illness
perception, medication adherence, physical
activity, and health-seeking behavior can all be
influenced by cultural norms and beliefs
[22, 39, 40]. A study that explored the self-care
experiences of patients with COPD in Pakistan
found that spiritual, cultural, and traditional
beliefs informed their illness perceptions and
health behavior in the management of COPD.
In this study, robust family support systems
were decidedly crucial to the health of people
living with COPD, and self-management inter-
vention included integrating their traditional
treatments with prescribed care [40]. Health
professionals should harness cultural values
(e.g., family support) to promote self-manage-
ment in these patients.

Since cultural beliefs provide a framework for
conduct in general and health behavior among
migrant people, the maintenance of cultural
identity is central to their sense of comfort and
belonging [41, 42]. A qualitative study in Tai-
wan highlighted the tendency for Chinese/Tai-
wanese patients with COPD to trust cultural
remedies, such as massage with red-flower oil as
the first line of treatment when dyspneic [39].
The study emphasized that although the par-
ticipants trusted health professionals’ advice,
their instinct to lean on their cultural beliefs
was clear. If health professionals show interest
in patients’ cultural orientation and are more
aware of these practices, they may have the
opportunity to negotiate ways in which cultural
practices may be safely integrated into usual
care.

To construct culturally appropriate inter-
ventions, health professionals must involve
people within the target cultural group when
designing strategies to promote engagement.

Pulm Ther (2023) 9:195–206 199



Table 1 Summary of recommendations to improve engagement of diverse patients in CRD self-management interventions

Area identified for improvement Proposed strategy

Health professional cultural competence Health institutions should attempt to match the demographics of employees
with the patient population that they serve [5, 46]

Engagement in cultural competency training for health professionals especially in
multicultural countries should be mandatory [5, 54, 55]

Health institutions should employ interpreters who are culturally sensitive and
professionally aware of the need for specificity of exchanged health
professional–patient information [5, 36, 46]

Health professionals should engage in culturally interviewing patients during
consultation to gain awareness of the patient and their context. Assess/identify
context-specific issues that may influence health literacy and self-management
such as illness beliefs, cultural/religious orientation, level of education/literacy
skills, social support, etc. [5, 21]

Tailor care plans to integrate culture and traditional norms into self-
management [40, 42]

Healthcare professionals’ attitudes towards patients
from ethnic minorities

The literature demonstrates that health professionals’ attitude toward people
from ethnic minorities is a strong determinant of patient engagement with the
health advice received [21, 25, 36, 55]. Patient evaluation of consultation
should be considered by healthcare institutions to gauge health professional
attitudes for perceived discrimination, empathy, and willingness to address
patient concerns

Access to health information and services for patients
from an ethnic minority group

The provision of health information should be culturally sensitive and available
in multiple forms/modes (information booklets, internet services, and
audiovisual material) and languages appropriate for the patient population
[5, 36, 37]

Increasing consultation time to improve patient–health professional
communication and access to desired information has been cited as a focal
concern by many CRD patients [5, 20, 21]

Health professionals should speak in plain language rather than using medical
jargon during clinical encounters [5, 21, 46]

CRD action plans should be based on standard guidelines (to avoid information
conflict between health professionals) but culturally tailored and provided to
every patient in a language that they understand [21, 46]

Patients should be expected to rehearse/recite/demonstrate the information
provided to them. An option to invite family/friend support should be offered
during clinical encounters to promote patient accountability and execution of
directives/advice [20, 21, 25]

Utilization of patient buddy systems or natural helpers where patients from the
same cultural background with greater health literacy and self-management skill
volunteer to encourage and mentor others has demonstrated positive outcomes
[49, 50]. Community healthcare workers may be effectively employed in the
same way

Health professionals must strategically raise awareness of the availability of self-
management programs and the means by which people from diverse
communities can access them [18, 19]
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Apart from getting people in the community
involved in providing feedback on the inter-
vention, researchers have successfully utilized
experience-based co-design methods to develop
and implement culturally sensitive and appro-
priate interventions [43, 44]. One example was
an integrated model of care for delivering self-
management intervention to multimorbid
COPD people in rural Nepal by Yadav et al. [44].
A co-design methodology in collaboration with
community workers, families, primary care
practitioners, academics, and policymakers was
used to develop this model. The study found
that this integrated approach was feasible and
more acceptable to the people, which improved
engagement with the program.

Access

Further to language assistance in delivering
health information, raising awareness of the
availability of self-management programs and
the means by which people from diverse com-
munities can access them is crucial to engage-
ment. Studies by Tang et al. [18] and Candy
et al. [19] have shown that people from cultur-
ally and linguistically diverse communities are
rarely aware of the existence of self-manage-
ment interventions. Targeted promotion of
these interventions in these communities is
important to raise awareness that may improve
their engagement with the intervention
[18, 19]. Engagement may also be enhanced by

designing interventions that aim to bridge the
distrust that ethnic minorities may have
regarding Western medicine and bust myths
about the causes of chronic respiratory diseases.
Concerns over suspicion towards Western
medicine by people from ethnic minority
groups can be evident in several studies [45–47].
The study by Alzayer et al. [46] described that
people from Punjabi backgrounds were often
embarrassed about public inhaler use because
they believed that asthma is a communicable
disease like tuberculosis [45]. Again, this study
highlights the importance of health profes-
sionals understanding the presiding cultural
beliefs of an individual or community to
address them with appropriate education to
promote access to and utilization of the treat-
ment that they need.

Commitment

Commitment refers to the cognitive and emo-
tional factors that empower people to use the
health resources that are available to them
[35, 48]. Commitment needs to be demon-
strated by the user over time, and may be
stimulated through social support and intellec-
tual resources to encourage behavior changes
toward improving the individual’s health status
[35]. An example of commitment in chronic
disease management is the use of health
coaching for people with diabetes, where the
health professional plays the role of a coach to

Table 1 continued

Area identified for improvement Proposed strategy

Health literacy levels among ethnic minorities Regular supervised self-management strategies yield the best outcomes [13],
hence patients should be offered regular review of their understanding of and
adherence to health information. Culturally sensitive, validated health literacy
questionnaires may be useful tools to evaluate health literacy in diverse
populations [21]

Empowering ethnic minorities to be more involved in
the development of future strategies

Future mixed-method studies among diverse patients with CRD (and perhaps
their families) are required to appreciate this population’s needs and
limitations to fully inform robust self-management strategies for CRDs in the
future [43, 44]
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facilitate the individual in developing strategies
to manage their chronic illness rather than
telling the individual what to do [48].

For people from diverse backgrounds, the
individual’s commitment to self-management
intervention may be prompted by bilingual
community-based health workers, ‘peers,’ or
‘natural helpers’ [49, 50]. Natural helpers are
people who share the same chronic disease and
cultural beliefs as the targeted individual and
assist them as peers to keep them motivated in
the program. While there have yet to be any
studies evaluating the effectiveness of natural
helpers in supporting people through self-
management interventions in CRD, a meta-
analysis of randomized controlled trials in
people with type 2 diabetes found that natural
helper intervention significantly reduces gly-
cated hemoglobin (HbA1C) levels among peo-
ple with natural helper interventions as
compared with controls [51]. These findings
highlight the effectiveness of using others who
share similar disease journeys and cultural
beliefs to support each other’s commitment
through a self-management intervention.

Therapeutic Alliance

Therapeutic alliance refers to the relationship
between health professionals and the patient
[25, 35], which encompasses the quality of the
medical interaction and how well the health
professional can communicate and build rap-
port with the patient. Building rapport with
people from culturally and linguistically diverse
communities can be challenging, especially if
the individual has experienced previous
unpleasant interactions with health profes-
sionals that diminished their trust towards
them [25]. Using the study by Shum et al. [25] as
an example, people with CRD from diverse
backgrounds in Canada expressed their disap-
pointment at the lack of integration of cultural
aspects into their respiratory care. They descri-
bed the doctor–patient interaction as culturally
reductionist and disregarding. The participants
further articulated their disappointment at the
exclusion of their family members during their
consultation, as many people from diverse

populations value family as social capital in
their healthcare [40]. Participants in this study
also lamented that the lack of cultural repre-
sentation among health professionals left them
feeling isolated in their clinical encounters and
for lack of understanding, they held their doc-
tors responsible for their poor health literacy.
Similar sentiments were conferred in the find-
ings of Alzayer et al. [46], where pharmacists
agreed that many diverse patients with asthma
could not properly self-manage as they were
often without any written action plans provided
to them by their doctors in a language that they
could understand.

To deliver culturally appropriate services to
patients from diverse backgrounds, health pro-
fessionals need training in cultural competen-
cies to foster a culturally safe environment for
their patients [52–55]. However, cultural com-
petence training is lacking in clinical practice
[53, 54] and adversely influences people living
with CRD to engage in self-management
[25, 46, 55]. Levack et al. [55] described reluc-
tance to engage in pulmonary rehabilitation
among people from Maori backgrounds when
they perceived a lack of meaningful cultural
integration and safety during program delivery.

Attaining cultural competence to ensure
cultural safety requires training to enhance
cultural knowledge, sensitivity, and skill to
positively shift health professionals’ attitudes
toward ethnic minorities and to improve qual-
ity and equity of care [52, 53]. This concept
complements the fundamental patient-centered
care ideal, which beckons healthcare providers
to enter the patient’s world to see their health
condition within their patient-specific context
[52]. The approach aims to improve the quality
of patient care and promote respectful health
professional–patient relations, while reducing
the likelihood of discrimination and care
inequity [53].

Health professionals must demonstrate gen-
uine patient responsiveness to strengthen the
health professional–patient liaison [52] and
establish a partnership in designing sustainable
CRD self-management interventions that meet
the medical and contextual needs of culturally
and linguistically diverse patients [44, 55].
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CONCLUSIONS

While the importance of self-management
interventions for CRD is becoming more widely
recognized, migrants from backgrounds dis-
similar to the host country are less likely to
engage in these health services, often due to a
lack of cultural and linguistic appropriation of
program delivery. Despite comprising a small
proportion of the general population, the bar-
riers to overcoming these disparities in health-
care delivery for ethnic minorities have been
inadequately addressed. Strategies to imple-
ment culturally and linguistically responsive
interventions have been developed but appear
to be poorly applied, hence the literature illus-
trates the need for health professionals’ com-
mitment to improving access to and
engagement in culturally tailored CRD self-
management interventions among people from
diverse populations.
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