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Abstract 

Background: The management of chronic diseases such as diabetes, obesity and high blood pressure is a major 
global health challenge, particularly among the most disadvantaged populations. Beyond the biomedical manage-
ment of these diseases, comprehensive support that takes into account the peoples’ economic and social situation 
is fundamental. The objective of this scoping review is to create an inventory and an analysis of the different types of 
support for these chronic diseases among disadvantaged, immigrant or minority populations to contribute to a bet-
ter definition and characterization of what should be global support for these vulnerable populations suffering from 
these diseases.

Methods: A search of PubMed, PsycINFO, Sages Journals and Web of Science was conducted (between March and 
May 2021) for articles published between January 2000 and May 2021. Articles were selected after screening titles, 
abstracts and full texts according to our 5 inclusion criteria.

Results: We included 16 articles. The diabetes, obesity and high blood pressure support programs described in these 
articles operate to improve physical and mental health and access to care. The approaches of these interventions 
are focused on the training and participation of people and the implementation of support actions adapted to the 
person. The majority of these interventions have a real attachment to the community.

Conclusions: This review of the literature shows that support for people with chronic diseases such as diabetes, 
obesity or high blood pressure is based on three pillars: empowerment, peer mediation and holistic and tailor-made 
support for the individual. The empowerment approach, which considers the capacities and resources of individu-
als and whose goal is to strengthen their ability to act on their health, appears to be entirely suited to the support 
of these chronic diseases. This review underlines the importance of moving away from a biomedical approach to a 
holistic approach truly focused on the person, their capacities and their needs.
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populations
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Background
Obesity, diabetes and high blood pressure are chronic 
diseases that are becoming global epidemics [1–3]. Their 
management is a major concern now and for the future. 
The treatment of these closely related diseases [4, 5] 
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involves drug treatment but requires, above all, changes 
in health behaviors with regard to diet, physical activ-
ity and alcohol and tobacco consumption. The support 
offered to patients to engage in such changes is a public 
health challenge. It implies not only therapeutic patient 
education, focused on the control of the disease and its 
treatment [6, 7] but also more global support, taking into 
account all the facets of the person (living conditions, 
personality, history, etc.). These diseases affect popu-
lations differently, with a strong social gradient, being 
more frequent among the disadvantaged and the least 
educated [8, 9]. Taking into account these social inequali-
ties is necessary while also considering the capacities and 
resources of individuals so that they can adopt behaviors 
that are favorable to their health. This is the meaning of 
the empowerment approach, which focuses on improv-
ing internal resources (knowledge, skills, self-confidence) 
and external resources (access to care) to strengthen 
one’s ability to act on one’s health (agency) [10–12]. The 
ability to grasp the information given about the illness 
also depends on health literacy [13]. The notion of patient 
support for these chronic diseases is therefore plural and 
can refer to therapeutic education, social support, health 
literacy reinforcement or empowerment.

To contribute to a better characterization of what 
should be comprehensive support for vulnerable popula-
tions affected by diabetes, obesity or high blood pressure, 
we conducted a scoping review to create an inventory 
and to analyze what is being proposed in terms of sup-
port for disadvantaged, immigrant or minority popula-
tions living with these chronic diseases.

Methods
We conducted a scoping review with the aim of synthe-
sizing the knowledge available in the literature to obtain 
a broad overview of the different types of support for dia-
betes, obesity and high blood pressure focused on vul-
nerable people (immigrant populations, racial or ethnic 
minorities or populations in precarious situations). This 
literature review follows the methodological recommen-
dations of a scoping review [14–16] (Appendix 1).

Data sources
We conducted our bibliographic search on four electronic 
scientific databases (PubMed, Web of Science, Sage Jour-
nals and PsychINFO). An exploratory search (snowball 
method based on relevant studies) allowed us to deter-
mine the most frequently used keywords in the literature 
and the ones closest to our subject (not all keywords are 
MeSH terms). The choice of these keywords was discussed 
between the two authors to reach an agreement. The key-
words used in the four databases were as follows.

– For support: “patient education”, “self-management 
support”, “health promotion”

 AND: “empowerment”, “literacy”, “agency”
– For chronic diseases: “diabetes”, “high blood pressure”, 

“hypertension”, “obesity”
– For impact assessment: “measurement”, “assessment”, 

“outcomes”

The terms “self-management support,” “agency,” “high 
blood pressure,” “measurement,” “assessment,” and “out-
comes” are not MeSH words but these keywords allowed 
us to narrow the search to our research topic. We 
decided to limit the search to the titles and abstracts of 
the studies to limit the scope of the search to select only 
those articles most relevant to our subject. The literature 
search was conducted between March and May 2021 by 
the main author. The search equations used in each data-
base are shown in Table 1.

Study selection
All article references were processed in Excel. Dupli-
cates were deleted manually. Articles were then selected, 
first on the title and abstract and then on the full article, 
according to inclusion and exclusion criteria. A simple 
screening was performed by the main author. The inclu-
sion criteria were determined by the two authors:

– Articles published between January 2000 and May 
2021

– Articles in English
– Articles discussing interventions in the field of diabe-

tes, obesity or high blood pressure
– Articles on an intervention targeting adults from an 

ethnic minority, immigrant or disadvantaged popula-
tion (populations explicitly named “low incomes” or 
“low socioeconomic status”)

– Articles on face-to-face interventions

Articles on a pilot study were excluded when the origi-
nal study was among the selected articles.

Data extraction
The data extracted from the articles are data related to 
the following (Appendix 2 and 3).

– Characteristics of the articles: title, authors, date of 
publication, country of research

– Interventions: objectives, target population, interven-
tion process, duration of the intervention, location of 
the intervention, profiles and roles of the interveners, 
underlying theory, main results
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– Characteristics of the intervention research: study 
design, evaluation methodology, type of data col-
lected, indicators, sample size

Thematic analysis
We carried out a thematic analysis based on the data 
extracted from the articles, based on the following 
questions:

– Who is the intervention aimed at?
– What does the intervention want to do?
– How does the intervention operate?
– Who delivers the intervention and where does it take 

place?
– How are the objectives set evaluated?

We also analyzed the concepts underlying the inter-
ventions and their relationships with the theories of 
empowerment.

Results
A total of 430 articles were identified in the four data-
bases, and 16 articles that met the inclusion criteria were 
selected [17–32] (Fig. 1). All of the included articles were 
published in English; the search for French-language 
articles yielded no results. The interventional research 
described in the articles took place in the USA (11 arti-
cles), in the UK (4 articles) and in the Netherlands (1 arti-
cle) (Appendix 2).

Target audience
The interventions described in the articles targeted peo-
ple with diabetes (13 articles), obesity (2 articles) and 
high blood pressure (1 article) from racial or ethnic 

minorities in the US or The Netherlands, immigrant pop-
ulations (South Asians living in the UK or US) or disad-
vantaged populations in the US (Fig. 2) (Appendix 4).

Interventions aimed to improve physical and mental 
health and access to care
The objectives of these support programs were three-
fold: to improve the physical health of the participants, to 
improve their mental health and to improve their access 
to care. Improving physical health involved strengthen-
ing participants’ ability to manage their illness and health 
(self-management) (e.g., being independent in taking 
medication, self-monitoring of blood sugar) and involved 
behavioral change (toward adopting health-promoting 
behaviors, such as adopting a healthy diet, engaging in 
regular physical activity).

More generally, interventions focused on diabetes 
aimed to improve control of the disease and reduce asso-
ciated comorbidities, while interventions focused on 
obesity aimed at weight loss. Improving mental health 
involved actions promoting well-being and strengthen-
ing self-esteem (around the issues of “living well with 
the disease,” the use of self-praise to maintain health-
promoting behaviors, and the management of emotions, 
stress and depression). Finally, improving access to care 
involved improving communication skills with caregiv-
ers (promoting shared decision-making) and improving 
access to the care system (support in the care system, 
strengthening the link between the community and 
health professionals).

Training, participation and case‑by‑case support 
as principles of action
The support programs relied upon three categories of 
actions (Fig. 2).

Table 1 Search equations used for the literature search

Databases Search equation

PubMed ((“patient education”) OR (“self-management support”) OR (“health promotion”))
AND ((“empowerment”) OR (“agency”) OR (“literacy”))
AND ((“diabetes”) OR (“high blood pressure”) OR (“hypertension”) OR (“obesity”))
AND ((“assessment”) OR (“measurement”) OR (“outcomes”))

Web of Science ((AB = (patient education OR self-management support OR health promotion)) AND (AB = (empowerment OR agency OR literacy)) 
AND (AB = (diabetes OR high blood pressure OR hypertension OR obesity)) AND (AB = (assessment OR measurement OR outcomes)))
AND DOCUMENT TYPES: (Article)
Timespan: 2000–2021. Indices: SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH, BKCI-S, BKCI-SSH, ESCI, CCR-EXPANDED, IC.

Sage Journals [[Abstract “patient education”] OR [Abstract “self-management support”] OR [Abstract “health promotion”]] AND [[Abstract “empower-
ment”] OR [Abstract “agency”] OR [Abstract “literacy”]] AND [[Abstract “diabetes”] OR [Abstract “high blood pressure”] OR [Abstract 
“hypertension”] OR [Abstract “obesity”]] AND [[Abstract “assessment”] OR [Abstract “measurement”] OR [Abstract “outcomes”]]
Since 2000

PsychInfo ((“patient education”) OR (“self-management support”) OR (“health promotion”)) AND ((“diabetes”) OR (“high blood pressure”) OR 
(“hypertension”) OR (“obesity”)) AND ((“assessment”) OR (“measurement”) OR (“outcomes”)) AND ((“empowerment”) OR (“agency”) OR 
(“literacy”))
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– The training of participants to give them technical 
skills: theoretical courses to deliver knowledge about 
diseases and health in general, with the use of written 
or audiovisual educational material.

– Active participation to acquire practical skills and 
experiential knowledge: participants are positioned 
as actors in their own health through workshops to 
learn how to cook, shop or exercise, through group 
exercises or role plays to work on problem solving, 
emotional management, sharing experiences and set-
ting individual goals to achieve.

– Support tailored to each individual case: providing 
practical help adapted to the needs of each partici-
pant, such as physical accompaniment to appoint-
ments, financial incentives (e.g., a voucher to buy 
from a market gardener), interventions adapted to 
the literacy level, follow-up and motivational support 
after the intervention.

Community‑based interventions
The facilitators who deliver the intervention are mostly 
people from the community targeted by the intervention 
(Appendix 4), and they share the same language and cul-
ture. They are community members or leaders trained in 

therapeutic patient education for diabetes or obesity or 
peer educators (i.e., people themselves affected by the dis-
ease) trained in therapeutic education for these conditions 
or health professionals from the community. In other 
interventions, health professionals (diabetes nurses, dieti-
cians, chiropodists, doctors) or, more rarely, research-
ers or academics, carry out the actions. Interventions are 
most often carried out in places linked to the community 
(community centers, participants’ homes) or in health 
centers (doctors’ surgeries, health centers or clinics).

An evaluation that relies primarily on biomedical 
indicators
The indicators used to evaluate the impact of the interven-
tions are of various kinds. Reflecting the objectives of the 
interventions, we identified three types of indicators (Fig. 2): 
indicators related to physical health, indicators related to 
mental health and indicators related to the care relationship.

The physical health indicators are:

– Clinical and biological parameters (biological mark-
ers: HbA1c, blood glucose monitoring, HDL, LDL, 
blood lipids; blood pressure; weight/BMI, waist cir-
cumference; diabetes complications).

Fig. 1 Diagram of the selection of articles included in the search
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– Behavioral indicators (health and care behaviors related 
to diabetes management; preventive health behaviors; 
problem solving; self-efficacy; motivation and barriers; 
treatment adherence; diabetes empowerment level).

– Disease knowledge indicators.

Mental health-related indicators are as follows:

–  Indicators of well-being and social relationships 
(quality of life; social support; mental health).

Indicators related to the health care relationship are:

– Indicators of satisfaction, access to care.

All interventions were evaluated on clinical and biolog-
ical indicators (Appendix 4). They have the advantage of 
being objective indicators that are simple to measure and 
comparable. Some of them require a time lag of several 
months before they can be observed. Indicators relating 
to behavior and self-esteem are less used and are subjec-
tive indicators (declarative).

The conceptual reference to empowerment
Half of the articles make explicit reference to empowerment 
theories: the “Health Self-Empowerment Theory” (HSET) 
[18, 21] developed by Tucker et al. [33] and an “Anderson 
and Funnell concept of empowerment” [19, 20, 23, 31, 34]. 
The objectives developed in these theories are to strengthen 

the knowledge of individuals (theoretical knowledge, expe-
riential knowledge) which enables them to make informed 
decisions and/or decisions based on experience (one’s own 
or that of others); to strengthen the problem-solving abilities 
of individuals (how to put into practice self-management 
techniques for one’s illness) in order to adopt or maintain 
behaviors favorable to one’s health; strengthening or main-
taining “internal” motivation (i.e., motivation that comes 
from within the person and not from outside) to change 
one’s behavior and adopt health-promoting behaviors and 
encouraging the identification and management of one’s 
emotions when faced with difficult situations.

Discussion
This work contributes to the literature on diabetes, obe-
sity and high blood pressure support methods. This 
scoping review shows us that 1) the interventions aim to 
strengthen the personal resources (both technical and 
experiential) of individuals to understand and manage 
their disease, 2) they are rooted in the community of the 
people concerned, and 3) they involve both comprehen-
sive (taking into account all the dimensions of the per-
son) and individualised (tailor-made) support.

The main result of this review is that the selected inter-
ventions have common objectives of improving physical 
and mental health and access to care and modes of action 
that are based on the training and participation of par-
ticipants and tailored support, all of which are part of the 
notion of empowerment in health.

Fig. 2 Synthesis of the intervention characteristics
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Half of the articles made explicit reference to empow-
erment theories, and in the majority of articles, even if 
no empowerment theory was cited, we found elements of 
the empowerment process as theorised by Kabeer, Ninacs 
and Karp [10–12]. Indeed, the empowerment process 
can only take place if the individual has the possibility 
to make a choice, i.e., if the individual has the necessary 
resources at their disposal so that they can make a choice. 
The interventions we have studied meet this empower-
ment requirement by providing the necessary internal 
and external resources to the participants. The internal 
resources are the reinforcement of theoretical knowl-
edge about diseases and health and the reinforcement of 
practical skills (self-management of treatment, balanced 
cooking, physical exercise), and the external resources 
are the provision of support, for example, through vouch-
ers, accompaniment to medical appointments and thus 
access to the health care system. Once the resources are 
available to the person and therefore the possibility exists 
for them to make a choice, the empowerment process is 
then possible, and it is favored by the place that the indi-
vidual will take in the collective. In the interventions, it is 
through participation in group workshops and by speak-
ing out and sharing experiences that individuals will take 
their place within a group and strengthen their self-confi-
dence and self-esteem. All these keys (resources and par-
ticipation) will enable the individual to exercise choice, 
to make decisions for their own health in light of their 
knowledge, and finally to act on their decision [10]. In the 
present case of support for people affected by diabetes or 
obesity, the interventions aim to produce this empower-
ment process to strengthen their ability to manage their 
disease and their health, to improve diabetes and high 
blood pressure control and obesity management, and to 
reduce comorbidities.

The second point is the embedding of interventions in 
the community targeted by the intervention. Many inter-
ventions involve people from the community to which 
the intervention is directed in leading the actions. Even if 
it is not explicitly named, health mediation, in the sense 
of an interface function between vulnerable people who 
are far from the health care system and the profession-
als involved in their health pathway to support a process 
of autonomy in health [35, 36], is widely present in these 
interventions. The 2019 WHO report on the roles and 
effectiveness of intercultural mediators in health care in 
the context of access to care for migrant populations in 
Europe and North America [37] highlights six areas of 
expertise of the mediator role: “providing interpretation; 
bridging socio-cultural gaps; preventing conflict and pro-
moting conflict resolution; supporting integration into 
health systems, supporting empowerment and advocacy; 
building trust and facilitating the therapeutic relationship; 

providing psychosocial support, education and health pro-
motion.” In the interventions studied, we found elements 
of this concept of health mediation, both in the profile of 
the facilitators (people from the community targeted by 
the intervention, health professionals, community mem-
bers or peers trained in therapeutic education); their roles 
(leading diabetes education sessions, accompanying par-
ticipants to medical appointments, facilitating communi-
cation between caregivers and patients); the way in which 
the actions are organized (locations and times adapted to 
the lifestyle of the target groups); and finally the adaptation 
of the interventions to the culture and language. For these 
population groups, which generally have a poorer quality 
of care than the majority population of the country or with 
a favorable socioeconomic standard of living, health medi-
ation makes it possible to overcome financial and admin-
istrative barriers, linguistic barriers and cultural barriers 
(lack of knowledge on the part of both patients and health 
professionals) to access quality care. Health mediation 
seems to be a means of fostering empowerment at the 
individual level in the sense that it allows better access to 
resources (access to quality health and preventive care, 
adapted to their level of understanding, lifestyle, culture, 
etc.). In France, the  Haute Autorité de Santé defines one 
of the objectives of mediation in health as being the rein-
forcement of “the autonomy and capacity to act of people 
in the management of their health” [38]. Mediation can 
also be a means of promoting collective empowerment. In 
some studies [18, 21, 29, 30], community members are also 
integrated into the research process from the outset (in 
community-based participatory research). The active par-
ticipation of community members in the research process 
promotes a process of community empowerment [39].

Finally, the third point derived from this review is the 
fact that in several interventions [18, 20, 22–24, 30, 31], 
the support proposed is individualized and comprehen-
sive. The support is adapted to each individual case and 
takes into account the different facets of the person’s life: 
their physical and mental health, their economic and 
social situation and their social support. Indeed, the sup-
port provided to participants through financial assistance 
(financial incentives, vouchers, etc.), physical accompa-
niment to medical appointments, telephone follow-up 
(motivational support to maintain efforts, reminders of 
appointments), and home visits are designed through 
individual interviews with the workers to identify specific 
barriers to behavioral change and to set objectives to be 
reached, chosen by the participant. These actions are the 
markers of a global and individualised accompaniment 
of the person, which corresponds to a holistic patient-
centered approach. The patient-centered care approach is 
defined by the Institute of Medicine as “care that respects 
and responds to each patient’s preferences, needs, and 
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values, and ensures that the patient’s values guide all 
clinical decisions” [40]. This approach has been shown 
to be relevant for the best support of people affected by 
chronic disease [41]. In the case of obesity, for example, 
even before pursuing treatment goals, health care provid-
ers must consider the patient holistically to understand 
their needs, the changes they are motivated to make, and 
to identify the barriers that might hinder weight loss, the 
improvement of their comorbidities and quality of life. 
The French Haute Autorité de Santé defines the first stage 
of therapeutic patient education (TPE) as follows: “get to 
know the patient, identify their needs, expectations and 
receptiveness to the TPE proposal; apprehend the dif-
ferent aspects of the patient’s life and personality, evalu-
ate their potential, take into account their requests and 
project; apprehend the patient’s way of reacting to their 
situation and their personal, social and environmental 
resources” [42].

A limitation of our review is that it did not select many 
studies of programs specifically dedicated to supporting 
high blood pressure and obesity (1 and 2 articles out of 16 
in total, respectively). These results lead us to suggest that 
high blood pressure and obesity are less frequently iden-
tified as chronic pathologies requiring global therapeu-
tic support, such as proposed for diabetes. Although the 
European Commission has recognized obesity as a chronic 
disease, this is not the case in all European countries, and 
its implementation in health systems raises many finan-
cial and operational issues [43]. For example, in France, 
only diabetes is recognized by the Health Insurance as a 
“Long-Term Condition.” This status, in addition to the total 
coverage of medical costs by social security, is a form of 
recognition by society of these chronic pathologies.

Another limitation concerns the scope of our research. 
We know that there are other articles in the literature 
examining the support of people with diabetes, hyper-
tension or obesity, but if the concepts of empowerment, 
agency or literacy are not mentioned in the title or 
abstract, these articles were not selected. Interventions 
aimed at strengthening self-management implicitly rein-
force people’s empowerment, but this would need to be 
explicitly described. This limitation explains the small 
number of articles selected and may also explain why 
support programs taking place mostly in the US and the 
UK have been selected, even though we are aware that 
support programs are taking place in other countries. 
Moreover, the gray literature was not taken into account 
in this bibliographical search, which may exclude a num-
ber of interventions carried out and evaluated by field 
workers that have not been studied and published in 
international scientific journals.

Finally, we point out that this research was carried out 
by the authors without the help of an academic librarian. 

We carried out an exploratory study (snowball method 
from relevant studies) to determine the keywords closest 
to our theme (all the keywords are not MeSH terms), and 
screening and extraction process was performed by one 
reviewer only.

Conclusion
In conclusion, this review of the literature shows that 
support for people with chronic diseases such as dia-
betes, obesity or high blood pressure is based on three 
pillars: empowerment, peer mediation and holistic and 
tailored support for the person. Although not explicitly 
named, empowerment is omnipresent both as a process 
and as an objective to be achieved in support programs 
through training, participation and support adapted to 
the person. This empowerment approach for people liv-
ing with chronic disease is based on peer mediation in 
health (sharing the same culture or language or shar-
ing the same disease), which makes sense in the present 
case of support for disadvantaged populations. Some 
programs go even further by integrating these media-
tors into the research process (participatory research), 
thus completing the empowerment process at a collec-
tive and community level. Finally, this work shows us that 
support for chronic disease cannot be provided without 
taking into account the person as a whole and in their 
uniqueness. This review underlines the importance of 
moving away from a biomedical approach that goes from 
the doctor to the patient to a holistic approach that is 
truly centered on the person, their capacities and needs, 
since health is a state of general well-being and not just 
the absence of disease. The current health crisis period 
linked to the COVID-19 pandemic, where biomedical 
approaches have often taken precedence over the consid-
eration of social and mental health aspects, reminds us of 
this need.

To further develop this scoping review and help prac-
titioners develop effective programs, it would be relevant 
to deepen this work by a literature review focusing on the 
effectiveness of these programs. More broadly, it would 
be relevant to develop research to evaluate the impact of 
such programs on the health of individuals, on their satis-
faction and on their ability to take charge of their health.
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