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Abstract
Background: People with severe mental illness have a heightened risk for type 
2 diabetes. They also experience poorer outcomes, including more diabetes com-
plications, more emergency admissions, lower quality of life and excess mortality.
Aims: This systematic review aimed to identify health professionals' barriers to 
and enablers of delivering and organising type 2 diabetes care for people with 
severe mental illness.
Methods: Searches were conducted in Medline, EMBASE, PsycInfo, CINAHL, 
OVID Nursing, Cochrane Library, Google Scholar, OpenGrey, PsycExtra, Health 
Management Information Consortium and Ethos in March 2019, with updates in 
September 2019 and January 2023. There were no restrictions on study design, 
but studies were excluded if they did not include the perspective of health profes-
sionals or were not in English. Barriers and/or enablers of type 2 diabetes care for 
people with a severe mental illness were organised using the theoretical domains 
framework with additional inductive thematic coding.
Results: Twenty-eight studies were included in the review. Overall, eight do-
mains were identified as important with barriers and enablers identified at indi-
vidual, interpersonal and organisational levels.
Conclusions: Focussing on providing a collaborative healthcare environment 
which actively supports type 2 diabetes care, fostering improved communication 
both between professionals and service users, ensuring clear boundaries around 
roles and responsibilities as well as individual skill and knowledge support along-
side confidence building all offer opportunities to improve type 2 diabetes care.
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1   |   INTRODUCTION

Individuals with a severe mental illness (SMI), such as 
schizophrenia, schizoaffective disorder, bipolar disor-
der and other psychoses, experience worse health out-
comes compared to the general population; estimates 
vary but findings suggest a reduced life expectancy of 10–
20 years, and a more than doubling of all-cause mortality 
(SMR = 2.5).1 Physical ill-health has been identified as a 
considerable contributor to this increased mortality2,3 with 
type 2 diabetes impacting this inequality substantially.3

Individuals with an SMI have a two to threefold in-
creased risk of developing type 2 diabetes,4 although it 
is challenging to obtain accurate rates because estimates 
suggest that up to 70% of diabetes is undiagnosed in peo-
ple with SMI.5 Individuals with an SMI experience greater 
type 2 diabetes complications,6-9 are more likely to need 
emergency appointments for these complications,10 and 
have a poorer quality of life and higher mortality asso-
ciated with their type 2 diabetes when compared to in-
dividuals without a comorbid SMI.11-14 The purported 
contributors to the poorer quality of life and outcomes for 
people with an SMI and type 2 diabetes are complex and 
multifactorial15 and include non-compliance with the care 
process,16 metabolic side-effects of antipsychotic medi-
cations,17 and the effect of SMI on self-management.18 
Beyond factors identified at the level of the service user, 
evidence is accumulating to suggest that the availability 
and quality of health care may also contribute to these 
poorer outcomes.7,15,19,20

There are relatively few reviews of the delivery of type 
2 diabetes care in SMI; however, those that have examined 
this have identified evidence of disparities in care deliv-
ery.7,20 Recent longitudinal observational study evidence 
from a large-scale representative primary care sample in 
England reveals that, despite higher GP consultation rates 
and diabetes and metabolic health monitoring, there is 
under-diagnosis of cardiovascular disease, with increased 
rates of emergency rather than elective cardiac care ad-
missions.8 Qualitative exploration of service user experi-
ences of type 2 diabetes care suggest that there is a need 
for improvements in the receipt of care with perceptions 
of greater barriers to receiving type 2 diabetes support 
compared to people without an SMI.21 Challenges re-
ported by service users such as the overshadowing of type 
2 diabetes in the context of an SMI and difficulties in self-
management of type 2 diabetes and an SMI, particularly 
when physical or mental health deteriorates, illustrate 
the potential for improving outcomes by targeting health 
professionals.22 This is also pertinent given the suggested 
links between meeting the support needs of service users 
with coexisting type 2 diabetes and how individuals can 
manage their conditions in everyday life.23 Additionally, 

reviews of service user involvement in intervention plan-
ning for type 2 diabetes and an SMI highlight the diffi-
culties in combined care including unequal attention to 
both conditions, challenges in communication, and care 
coordination.24 Given the need to improve outcomes for 
people with type 2 diabetes, evidence12,15,21 suggests that 
targeting healthcare provision is one avenue that could 
provide a meaningful change in these outcomes. Efforts to 
change health professional behaviour are likely to be less 
successful if they do not consider pre-identified barriers 
and enablers of practice.25 Barriers and enablers are fac-
tors that may compete with or support behaviour change26 
thus they could influence the effectiveness of an interven-
tion to improve professional practice.25 This review will 
develop an understanding of the barriers and enablers 
experienced by health professionals to the provision of 
type 2 diabetes care for individuals with an SMI and pro-
vide a basis for selecting theoretically informed behaviour 
change strategies.

The aim of this systematic review is to identify the 
modifiable barriers and enablers of delivering and organ-
ising type 2 diabetes care for people with an SMI, from 
a health professional perspective, with an exploration of 
possible differences between different healthcare profes-
sions and type 2 diabetes care processes.

Novelty statement

What Is Already Known?

•	 People with a severe mental illness and type 
2 diabetes experience poorer health outcomes 
than those with type 2 diabetes alone.

•	 Supporting type 2 diabetes care provision has 
the potential to impact outcomes.

What Has this Study Found?
•	 Barriers and enablers to type 2 diabetes care 

centred on communication, collaboration, role 
boundaries, and professionals' knowledge and 
skills.

What Are the Implications of the Study?
•	 Several strategies that could be adopted include 

interprofessional multi-skill training, clarity 
over roles and responsibilities, a focus on the 
service user–health professional interaction 
and demonstrable and active prioritisation of 
type 2 diabetes care for people with a severe 
mental illness by organisations.
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2   |   METHOD

This review followed the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) state-
ment guidelines.27 A systematic search and review was 
followed to ensure an exhaustive search of published and 
grey literature, which is commensurate with the proposed 
framework analysis,28 as well as a summary of what is 
known and recommendations for practice.29 The protocol 
was registered on PROSPERO (CRD124491).

2.1  |  Selection criteria

Selection criteria were identified using the SPIDER (sam-
ple, phenomenon of interest, design, evaluation and re-
search type) question format.30 The sample was health 
professionals, the phenomenon of interest was reported 
or explored perceived barriers and enablers of delivery 
and organisation of type 2 diabetes care for people with 
an SMI. Studies of any design or evaluation were eligible 
and primary research of qualitative, quantitative or mixed 
methods were an eligible research type.

The focus of care could be either (a) type 2 diabetes 
care generally; that is, not specified by the authors but dis-
cussed as ‘type 2 diabetes care’ or ‘metabolic care’, or (b) a 
specific type 2 diabetes care process. This could be those 
specified in standard guidelines for treating type 2 diabe-
tes (e.g. National Institute for Care Excellence, American 
Diabetes Association; International Diabetes Federation), 
such as offering a structured education programme, foot 
risk surveillance, dietary advice etc.

Studies were excluded if they were not in English, were 
reviews, reported only the perspective of service users, 
focussed only on the management of mental health, or 
where it was not clear that the reported barriers and en-
ablers pertained to type 2 diabetes care for adults with an 
SMI i.e. they were reported as part of broader physical 
health care for people with an SMI.

2.2  |  Search strategy

Searches were conducted in Medline, EMBASE, PsycInfo, 
CINAHL, OVID Nursing, Cochrane Library, Google 
Scholar, Opengrey, PsycExtra, Health Management 
Information Consortium and Ethos, with reference list, 
forward and backwards citation searching of included 
literature. The reference lists of four excluded reviews 
were searched to identify any potentially relevant stud-
ies.31,32,33,34 All databases were searched initially from 
inception to 05 March 2019. The same searches were un-
dertaken again in September 2019 and January 2023, to 

ensure the review was current. All searches were carried 
out using the same method i.e. no changes were made to 
the search terms nor sources. Notifications were set for 
subsequent publications. A combination of key words 
and mesh terms were used and combined using Boolean 
operators. The search terms were informed by a prior 
Cochrane35 and systematic review.36 Both were compre-
hensive and in a similar field supporting identification of 
appropriate health professional and type 2 diabetes care 
terms. Terms pertinent to barriers and enablers specifically 
in the field of type 2 diabetes and SMI research were also 
included (e.g. engagement, communication) informed by 
previous research.37,38 Additionally, terms related to the 
TDF domains were included, for example representing the 
domain emotion were the terms anxiety and fear. These 
terms were identified previously by seven research psy-
chologists familiar with the TDF.39 Identifying qualitative 
evidence can be challenging, therefore a combination of 
specific free-text words, broad terms and thesaurus terms 
are required.40 The Medline search was initially devised 
by TD and reviewed by KM and AS as well as a Health 
Sciences Librarian (SD) with expertise in the development 
of systematic review search terms. The finalised Medline 
search was amended to the syntax and appropriate head-
ings of each database. The full search strategy is provided 
in the supplementary file (appendix 1).

2.3  |  Study selection

Initial search results from published and grey literature 
were imported into EPPI-reviewer 4. Following dupli-
cate removal, the titles and abstracts were independently 
screened by two reviewers (TD & HM) against the eligibil-
ity criteria and those not excluded were submitted to full 
text screening. Any discrepancies in independent screening 
were resolved through discussion. Full text screening was 
independently undertaken by TD for 100% of all papers and 
compared to the screening decision by another member of 
the review team (HM, MH & KM) who each screened one 
third of papers. Discrepancies were resolved through dis-
cussion between two reviewers, with a third reviewer con-
sulted if necessary. Citation searching was undertaken for 
all included studies and reviews, with the references iden-
tified imported into Excel and subject to the same review 
process for both title and full text screening.

2.4  |  Quality assessment

Data quality was assessed by TD with a second reviewer 
(AZ) independently assessing a random sample of 20% of 
studies. Any differences were resolved through discussion. 
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The tools used were the critical appraisal skills programme 
(CASP) tool for qualitative studies,41 the AXIS tool for cross-
sectional studies,42 JBI checklist for case reports43 and the 
AACODS checklist for grey literature.44 There is no known 
tool designed specifically to assess pilot RCTs therefore the 
CONSORT extension for reporting of pilot RCTs45 was used 
to guide critical appraisal of the pilot study. The critical ap-
praisal was used to gain an understanding of the relative 
strengths and weaknesses of the evidence base.

2.5  |  Data extraction

Study characteristics extracted were author, year of publi-
cation, country, setting, profession (including, where pos-
sible, age, service duration, grade and number of service 
users under care), study aims, sampling frame, sampling 
method, sample size, type 2 diabetes care focus (e.g. care 
generally or specific care processes such as provision of di-
etary advice), study design, intervention content, analysis 
method and data, including participant quotes, survey or 
statistical analyses. All extraction was undertaken by TD 
with 20% checked by a second independent reviewer (AZ).

2.6  |  Data analysis and synthesis of 
barriers and enablers

Framework synthesis46 was undertaken to analyse the 
data with an additional assessment of relative domain 
importance. Framework analysis, and similarly synthesis, 
are best suited to research which has specific questions, 
a pre-designed sample, and pre-identified issues,47 all of 
which are pertinent within this synthesis. Further, as the 
inclusion of both quantitative and qualitative data can be 
helpful in the development of complex, and especially be-
havioural, interventions,48,49 a framework synthesis offers 
a sufficiently flexible yet soundly organised mechanism 
for the synthesis of heterogenous data.46 Framework syn-
thesis consists of the following five steps:

1.	 familiarisation, achieved through reading each paper 
several times to ensure that salient information was 
identified.

2.	 identification of a thematic framework, the Theoretical 
Domains Framework (TDF) was adopted as the a priori 
framework to guide the synthesis. The TDF is a synthe-
sis of 33 theories of behaviour and behaviour change, 
consisting of 14 domains, covering 84 theoretical con-
structs.50 The 14 domains include (1) knowledge, (2) skills, 
(3) social/professional role and identity, (4) beliefs about 
capabilities, (5) optimism, (6) beliefs about consequences, 
(7) reinforcement, (8) intentions, (9) goals, (10) memory, 

attention, and decision processes, (11) environmental con-
text and resources, (12) social influences, (13) emotion, and 
(14) behavioural regulation.50 Developed using consensus 
methods, the TDF was designed to identify perceived in-
fluences on the behaviour of health professionals.51 It was 
further refined and validated for use in implementation 
interventions as well as providing a basis for developing 
interventions to change health professional behaviour.50 
The TDF was chosen as it has sufficient breadth to ana-
lyse a wide range of potential barriers and enablers of 
care and its utility as an a priori framework for synthesis 
has been demonstrated in syntheses of qualitative and 
mixed study reviews,52-58 all of which aimed to under-
stand and/or change health professional behaviour. The 
framework was also selected as it offers the opportunity 
to integrate theory into the understanding of barriers and 
enablers to support exploration of the theoretical content 
of pre-existing interventions as part of ongoing work.

3.	 indexing,37,38,59,60,61,62,63,64,65,66,67 whereby extracted data 
were labelled by describing the overall sentiment of the 
extracted data unit and whether the data unit was a 
barrier and/or enabler to type 2 diabetes care provision.

4.	 charting, where the data were organised within Excel 
to separate them by health professional category and 
care process.

5.	 mapping and interpretation, within which data units 
were mapped to the TDF domains and the assigned la-
bels reviewed to create themes and sub-themes. These 
were influenced by the study objectives that is focus-
sing on identifying barriers and enablers to the provi-
sion of type 2 diabetes care, as well as being informed 
by the constructs within each of the TDF domains. The 
coding of the first three studies were used to produce 
a coding protocol (available in the supplementary file, 
appendix 2), produced by TD, and reviewed by KM and 
MH, which supported consistency of coding across the 
remaining studies.

A ‘data-based convergent synthesis’68 was utilised with 
extraction and analysis of qualitative and quantitative 
data completed at the same time. This method requires 
data transformation68 which involved the quantitative 
data being qualitised. Quantitative data were included 
in the framework and given a descriptive code to inform 
the themes. For example, a statement such as “providers 
don't have enough time” with a mean score of 4.03, on 
a likert-type scale of 1 = not a barrier to 5 = a strong bar-
rier, would be coded as a barrier suggesting a lack of time. 
This enabled the synthesis of findings using the TDF as a 
framework.

The domains were judged for importance based on three 
criteria; (1) frequency, identifying the number of studies 
indicated in each domain, (2) expressed importance, using 
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the author's expressions of importance to identify do-
mains, and (3) discord, identified as any domain whereby 
the themes demonstrated opposing/conflicting views. 
These criteria have been utilised previously69 and enable 
importance to be identified not only owing to prevalence 
or perceptions of importance, but also highlight differ-
ences in professional opinions, for example differences in 
professional responsibility, which can provide a focus for 
intervention development.

3   |   RESULTS

3.1  |  Search results

Titles and abstracts of 6802 references were screened 
across initial and citation chain searching, resulting in 
284 full texts assessed for eligibility. One of the assessed 
studies was identified through knowledge of one of the 
supervisory team. Of these, 28 studies (n = 27 database 
searches, n = 1 other source) were included in the synthe-
sis (Figure 1).

Summary characteristics of the included studies are 
provided in Table 1, full details of the included studies are 
provided in the supplementary file (appendix 3).

Most designs were either qualitative (n = 15) or quantita-
tive (n = 12) with one mixed method. Most frequently, per-
spectives were sought from mixed samples of mental and 
physical health professionals (n = 13). For the purpose of 
this review professionals were grouped into mental health 
professionals defined as those who focus on mental health 
solely (e.g. psychiatrist, mental health nurse), and physical 
health professionals (e.g. diabetologist, diabetes specialist 
nurse, general practitioner). Mixed samples were defined 
as samples containing both mental and physical health pro-
fessionals that did not distinguish within their results and/
or discussion whether the data were informed by a particu-
lar care group or profession. The majority of literature was 
published (n = 27) and conducted in the UK (n = 11) or USA 
(n = 8). Studies which referred only to type 2 diabetes care 
and did not specify a particular care process e.g. diet, were 
labelled as type 2 diabetes care generally. Most (n = 22) fo-
cussed on the delivery of type 2 diabetes care generally. As 
only a small number focussed on a specific care process, 
(four on the provision of type 2 diabetes education and two 
on type 2 diabetes diet/nutrition specifically) these were not 
considered separately.

3.2  |  Key TDF domains

In total 628 units of data were extracted. Although all TDF 
domains were identified, assessments of TDF importance 

using the predefined criteria of frequency, expression and 
discord were met by eight domains: (1) environmental con-
text and resources, (2) social influence, (3) skills, (4) knowl-
edge, (5) social/professional role and identity, (6) goals, (7) 
beliefs about capabilities, and (8) intentions. There was 
considerable variability in the frequency of the domain 
identification ranging from identification in all studies 
(TDF domain: environmental context and resources) to 
three studies (TDF domain: intention). All domains met 
the importance criteria of expressed importance, with 
nine domains meeting the discord criteria. Assessments 
of TDF importance, for all domains, ranked in frequency 
are shown in Table 2.

3.3  |  Critical appraisal of 
included studies

Critical appraisal of the included studies can be found in 
the supplementary file (appendix 4). Qualitative studies 
frequently demonstrated a well-defined aim, appropri-
ate methodology and clear findings statement; they did 
however have limited reporting of recruitment strategy, 
ethical consideration, and sufficiently rigorous analysis. 
Appraisal of cross-sectional studies revealed appropriate 
reporting and suitability of studies to address the hypothe-
sised question as well as a clear results section and discus-
sion of limitations. There was however a limited reporting 
of sample size justification and measurement tool rigour. 
Additionally, bias was frequently difficult to assess as 
there was limited information on the sample frame, selec-
tion process, and prevalence of non-responders. Appraisal 
details for the included case study,70 grey literature,71 and 
pilot RCT72 can be found in appendix. No studies were ex-
cluded, as previously proposed, based on appraisal. This 
information was used to inform the discussion and limita-
tions of the review.

3.4  |  Themes within TDF domains

The themes identified in the eight domains are outlined 
in Figure 2; these are arranged in frequency order. A total 
of 25 themes, with three comprising 15 sub-themes, were 
identified across the important domains. Environmental 
context and resources had the greatest number of themes 
(nine main themes with six sub-themes), followed by so-
cial influence consisting of five main themes and ten sub-
themes. Most themes were informed by either all care 
groups (n = 15), or at least two care groups (n = 7) (i.e. 
mixed samples and mental health professional samples or 
mental health professional samples and physical health 
professional samples) and three informed by only one care 

 14645491, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/dm

e.15098 by C
ity U

niversity O
f L

ondon L
ibrary, W

iley O
nline L

ibrary on [10/05/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



6 of 15  |      DOREY et al.

group (n = 1 physical health professionals; n = 2 mental 
health professionals). The majority (n = 9) of subthemes 
were supported by at least two health professional groups, 
with only one subtheme supported by one care group. 
The eight domains assessed as important are discussed in 
greater detail below, all other domains and themes can be 
found in the supplementary file (appendix 5). A table of 
example quotes to support the themes are also provided in 
the supplementary file (appendix 6).

3.5  |  Domain 1: Environmental 
Context and Resources

Coordinating care across different disciplines, such as 
mental and physical health professionals, was iden-
tified as a barrier to the delivery of type 2 diabetes 	
care.37,72,73,74,75,76,77,78,79,80,81,82 These challenges were 
linked to a lack of IT system integration, limited access to 
other health professionals to support care (i.e. poor and 

F I G U R E  1   PRISMA of Studies Included and Excluded from the Review of Barriers and Enablers. * = Other source was the MSc student 
thesis known to one of the supervisory team. Agreement from student to provide thesis for assessment of inclusion in the review. ** = Studies 
included were n = 27 from database searches and n = 1 from other source.
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infrequent communication; attempted contacts most 
likely occurring at a time of crisis) and the challenge 
of referring service users to other health professionals 
when needed. For example, mental health profession-
als' difficulties in accessing timely information, such as 
scheduled type 2 diabetes care appointments, impacted 
their ability to motivate service users and support their 
clinic attendance. Both mental and physical health pro-
fessionals cited that there were challenges in providing 
type 2 diabetes care owing to pressures resulting from re-
duced staff levels,73,74,75,76,78,79,81,82,83,84 workload,73,76,79 
and a perceived lack of time;37,73,74,75,78,80,81,82,85,86 al-
though in one study mental health nurses and support 
workers felt they had sufficient time, and more so than 
general practitioners.38 The identified pressures were 
compounded by the complex needs of individuals with 
both type 2 diabetes and SMI, who were deemed “unde-
sirable” due to the “large amount of resources required 

to treat them such as longer medical visits to explain 
treatment”.74

Current approaches to service provision, including 
transportation challenges and inappropriate appointment 
times, were identified as a barrier to access for service 	
users;37,73,74,75,78,79,80,83,84,87 with a more flexible service, such 
as walk-in clinics or the development of a new care pathway, 
identified as a type 2 diabetes care enabler.37,73,74,78,79,83,84

A further suggestion was the development, or deploy-
ment, of a specialist role73,74,78,79,85,88,89 with various identi-
fied responsibilities including provision of type 2 diabetes 
care and supporting service users to navigate the health 
system. The value of the role however was not unan-
imous as there were some concerns that the role would 
lead to service fragmentation or be unfeasible owing to 
cost implications.89 Organisational priorities and culture 
could create a type 2 diabetes care barrier38,71,73,75,79,81 
(e.g. whilst mental health nurses within a team had been 
designated physical health lead roles, implementation of 
ideas was hindered by bureaucratic issues and poor avail-
ability of equipment71), although this was not identified 
universally.37 Finance challenges created barriers such as 
insufficient insurance for service users creating barriers to 
type 2 diabetes care76,78 or finances to provide appropriate 
dietary care.90 Less frequently identified barriers included 
challenges in contacting service users to provide care over 
the phone91 and laws prohibiting prescribing by certain 
US states.74

3.6  |  Domain 2: Social Influence

Engagement of service users was reported to influence 
the delivery of type 2 diabetes care; the most frequently 
identified sub-themes included the severity of service 
users' SMI creating a barrier to type 2 diabetes care , 	
38,72,73,74,75,78,79,80,81,82,83,87,88,91,94 with descriptions of treat-
ment refusal owing to reasons which are not “rational 
because [service users] are not thinking clearly”74, but 
also an enabler. For example where service users lacked 
capacity, health professionals felt individuals should be 
supported to empower them to care for their own physi-
cal health.79 Perceptions of service users' illness beliefs 
created barriers to type 2 diabetes care,37,71,74,78,79,87,90 
with examples including the perception that service users 
are not acknowledging their type 2 diabetes, which af-
fects their willingness to engage with services impact-
ing attendance.79 Finally, a perception of a general lack 
of engagement was also identified as both a barrier and 
enabler37,71,73,78,79,81,86 (e.g. service user lack of interest 
[in type 2 diabetes care] led to avoidance by some health 
professionals but inspired a more proactive approach in 
others71).

T A B L E  1   Summary of study characteristics.

Study characteristics Frequency n(%)

Study design Qualitative: 15(54)

Quantitative: 12(43)

Mixed-Method: 1(3)

Study location United Kingdom: 11(39)

North America: 8(29)

Australia: 2(7)

Canada: 2(7)

Denmark: 1(3)

Sweden: 1(3)

China: 1(3)

Saudi Arabia: 1(3)

Africa: 1(3)

Care process T2D Care Generally: 22(79)

T2D Education: 4(14)

Diet/Nutrition Advice: 2(7)

Health professional 
perspective

Mixed (Mental and Physical 
Health Professionals): 13(46)

Mental Health Nurses/Student 
MHN: 7(25)

Psychiatrists: 2(7)

Mixed Mental Health 
Professionals: 2(7)

Nurse Educators: 1(3)

Student Nurse: 1(3)

Cardiometabolic Nurse: 1(3)

Telephonic Nurse Case Manager: 
1(3)

Publication type Published: 27(96)

Grey: 1(4)

 14645491, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/dm

e.15098 by C
ity U

niversity O
f L

ondon L
ibrary, W

iley O
nline L

ibrary on [10/05/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



8 of 15  |      DOREY et al.

Collaborative care with good communication between 
health and social care professionals was identified as an 
enabler to delivering type 2 diabetes care.37,38,71,87 Not all 
studies however identified positive relationships between 
professionals,80,87 with examples of mental health nurses 
receiving “chilly comments from the diabetes nurse when 
doing extra blood controls between diabetes appoint-
ments”.87 The importance of social support received by 
service users was noted, particularly family support which 
could enable care.37,38,78,81,87 For example if service users 
had supportive family care, professionals identified that 
they would ‘use this’.37 Other themes highlighted the im-
portance of the relationship between service users and 
health professionals73,74,87 and the possibility of stigma 
affecting care negatively.73,74

3.7  |  Domain 3: Skills

Perceptions of inadequate type 2 diabetes care skills were 
identified as a barrier, most frequently for mental health 
professionals;37,38,73,75,78,79,81,85,88,89,92,93 who, beyond a 
general training need, expressed a need for more ‘practi-
cal skills’, particularly foot care advice, weight manage-
ment and medication management as well as basic insulin 
training. Having good communication skills when work-
ing with service users was labelled as an enabler,37,38,88 
with a lack of specialist communication skills a barrier to 
type 2 diabetes care.74 The ability to communicate with 
other professionals about type 2 diabetes care was also 
identified as a training need by mental health profession-
als.93 No studies identified a lack of type 2 diabetes skills 
as a barrier for physical health professionals, rather their 
skills were identified as an enabler.73

3.8  |  Domain 4: Knowledge

A lack of knowledge of type 2 diabetes was perceived as 
a barrier for mental health professionals in type 2 diabe-
tes care delivery.37,38,71,73,81,85,86,87,89,90,92,93 This included 
limited knowledge of the type 2 diabetes clinical guide-
lines,37,38 basic information about type 2 diabetes, for 
example causes, types of diabetes, and the differences 
between hypoglycaemia and hyperglycaemia.92 Increased 
type 2 diabetes knowledge was however perceived as 
an enabler for physical health professionals.37,38,73,85,86 
Greater knowledge was associated with increased deliv-
ery of type 2 diabetes education to service users.38 The 
knowledge of SMI held by mental health professionals 
was a perceived enabler of type 2 diabetes care,73 with the 
limited experience of working with service users a barrier 
for physical health professionals.73,78,87

3.9  |  Domain 5: Social/Professional Role 
& Identity

Physical health professionals more frequently identified 
that type 2 diabetes care was their professional responsi-
bility;38,73 and when asked explicitly to rate survey item 
importance, primary care professionals identified feelings 
of professional responsibility as the least problematic bar-
rier to type 2 diabetes care provision.75 Some felt however 
that mental health professionals should take on more 
responsibility for the physical health of service users.73 
The importance of a positive relationship between service 
users and health professionals was cited as a reason as 
to why care would be better provided by mental health 

TDF Domain Frequency (n) Expression Discord

Environmental Context & Resources 28 Yes Yes

Social Influence 22 Yes Yes

Knowledge 16 Yes Yes

Social/Professional Role and Identity 16 Yes Yes

Skills 15 Yes Yes

Goals 12 Yes Yes

Memory, Attention, Decision 
Processes

10 Yes No

Beliefs about Capabilities 8 Yes Yes

Beliefs about Consequences 7 Yes No

Reinforcement 5 Yes No

Emotion 5 Yes No

Intentions 3 Yes Yes

Behavioural Regulation 3 Yes No

Optimism 3 Yes No

T A B L E  2   Outcome of Domain 
assessment of importance arranged in 
frequency order.
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      |  9 of 15DOREY et al.

professionals and in particular the greater rapport and un-
derstanding of people with SMI.73 Mental health profes-
sionals expressed more variability in their perceptions of 
responsibility both across and within studies. Reasons for 
variability were diverse, linked to the date of graduation 
from residency,80 the presence/absence of primary care 
professionals,80 caseload, or whether care was preventa-
tive or active treatment. Prevention was identified as the 
remit of the mental health professional, but post-diagnosis 
of type 2 diabetes the responsibility of physical health pro-
fessionals.87 Additionally, differences in responsibility 
were linked to specific type 2 diabetes care tasks37,38 or 
individual practitioner differences.71 It was suggested that 
type 2 diabetes care could be improved if there was clarity 
in the division of labour between professional groups.84 
For example, the need to improve communication with 
other health professionals was identified by one study in 
this review,93 suggesting a recognition of the importance 
of this skill but a need for improved ability. These factors 

were also identified within this synthesis with a variable, 
and at times contradictory belief, about professional re-
sponsibility identified.

3.10  |  Domain 6: Goals

The prioritisation of mental over physical health was iden-
tified as a barrier to the provision of type 2 diabetes for 
mental health professionals and mixed groups of health 
professionals.37,38,70,71,73,76,77,81,91,94 This was linked to the 
immediacy of the issues faced by service users regarding 
their SMI compared to the chronicity of type 2 diabetes, 
this did however cause conflict for mental health profes-
sionals owing to the known side effects of anti-psychotic 
medication in increasing the risk of diabetes. In contrast, 
some mental health professionals noted that optimal care 
was holistic.73,94 For physical health professionals, the op-
posite was noted, with physical health nurses identifying 

F I G U R E  2   Themes identified within important TDF Domains Organised in Theme Identification Frequency (n = number of studies). 
Blue = Barrier & Enabler; Red = Barrier, Green = Enabler. 1 = Mental Health Professional Samples, 2 = Physical Health Professionals, 
3 = Mixed Samples.
*Subthemes identified in environmental context and resources and social influence are numbered and contained within the themes.
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10 of 15  |      DOREY et al.

that providing type 2 diabetes education was their focus. 
This was conditional however and was not prioritised 
when other issues emerged (e.g. troubleshooting housing 
emergencies).91 Setting individualised goals responsive 
to the needs of service users was perceived as an enabler 
of type 2 diabetes care;37,38,94 examples included setting 
smaller targets or focussing on one target behaviour. This 
was reported more frequently by physical health nurses 
than psychiatrists,38 which likely reflects the focus on type 
2 diabetes by physical health professionals.

3.11  |  Domain 7: Beliefs about 
Capabilities

A lack of confidence in providing type 2 diabetes care was 
a barrier for mental health professionals71,87 and mixed 
samples38 which they attributed to limited knowledge and 
practice in delivering type 2 diabetes care. Physical health 
professionals perceived a lack of confidence concerning 
working with service users as a type 2 diabetes care bar-
rier,73,78 suggested to result from a lack of understanding 
of SMI.

3.12  |  Domain 8: intention

Intention to refer to services or follow clinical guidelines 
was variable in mixed samples.37,38 It was also identified 
as residing at an individual level with some mental health 
nurses outlining no intention to be involved in type 2 dia-
betes care whereas others were active and interested.87

4   |   DISCUSSION

This systematic review explored health professionals' per-
ceived barriers and enablers to the provision of type 2 dia-
betes care for people with an SMI. The review incorporated 
quantitative and qualitative study findings from published 
and grey literature, identifying 28 papers for inclusion. We 
used the TDF to interrogate study findings and structure 
our synthesis. Barriers and enablers to type 2 diabetes care 
were related to eight TDF domains (1) environmental con-
text and resources, (2) social influence, (3) skills, (4) knowl-
edge, (5) social/professional role and identity, (6) goals, (7) 
beliefs about capabilities, and (8) intentions.

The domains knowledge, skills, beliefs about capabili-
ties, and intentions highlight that health professionals from 
mental and physical health services reported a variety 
of type 2 diabetes care barriers. Previous interventions 
have sought to improve type 2 diabetes care by mental 
health professionals by focussing on knowledge and skill 

development.92,95,96 The findings from this review how-
ever suggest that whilst the need to acquire knowledge 
and skills is important, without the confidence and in-
tention to put these into practice this may be insufficient. 
Focussing on these aspects of care delivery may also im-
prove service user perceptions of care as previous literature 
has identified a need for increased diabetes knowledge in 
health professionals.23 This has been further described as 
a poor understanding of type 2 diabetes (in mental health 
professionals) and suboptimal ‘interaction’ with people 
with an SMI (in physical health professionals) that leads 
to perceived poor care by people with an SMI.21 Thus a 
multi-skill intervention that is sensitive to the needs of 
the different professionals involved in type 2 diabetes care, 
and cognisant of service user experience and perceptions, 
has the potential to be beneficial in improving delivery of 
type 2 diabetes care.

The domains environmental context and resources, and 
social influence highlighted the interpersonal barriers 
that are perceived to affect the delivery of type 2 diabetes 
care for people with an SMI, including the relationship 
with service users and the ability to work as a multidisci-
plinary team. A focus on the interaction between health 
professionals and service user, potentially focussing on 
addressing issues of communication, may offer further 
opportunities to improve care. There were instances of 
beliefs by professionals, identified in this review, that are 
incongruent with literature on service user experiences of 
care, for example the ability to self-advocate was perceived 
as an enabler of care, however this can be challenging for 
people with SMI,21 therefore arguably the challenge of 
self-advocacy may be misconstrued as a lack of engage-
ment. Additionally, the perception that service users see 
their type 2 diabetes as less important than their SMI can 
act as a care barrier, however previous literature suggests 
that it is the symptoms of mental illness that can hinder 
diabetes self-management and not a belief of lesser impor-
tance.97 Such perceptions may hamper care, particularly 
as health professionals wished to respect the choice and 
autonomy of service users, more so regarding diet and life-
style advice. This is particularly troublesome given that lit-
erature has found that diet and exercise management are 
especially challenging for people with an SMI12,21 and an 
area in which additional support is wanted.21 It may be 
crucial to support delivery of diet/nutrition advice consid-
ering this desire, particularly given the role of pessimism 
around such advice.98 DIALOG is a method designed to 
structure the communication between service users and 
health professionals which has demonstrated favourable 
outcomes in community mental health care.99 Whilst 
not type 2 diabetes specific, such methods could be in-
vestigated to achieve a supportive opportunity for service 
users to voice their preferences, such as the desire for diet/
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      |  11 of 15DOREY et al.

nutrition advice, but also enable health professionals to 
gain a clearer understanding of these preferences.

The domains social influence and social/professional 
role and identity highlighted that fostering positive team 
working both within and between teams could improve 
type 2 diabetes care. Previous literature has identified 
that interpersonal conflict between health profession-
als may arise from communication breakdowns in the 
absence of timely and specified feedback to one an-
other and clear expectations around task completion.100 
Additionally,  conflicts generated by a lack of clarity in 
roles and responsibilites have been reported to reduce job 
satisfaction, morale, or retention, and are also perceived 
to be detrimental to care.101 Whilst not explicitly labelled 
as interpersonal conflict, this review identified that poor 
communication and blurred role boundaries were per-
ceived by professionals. Interventions aimed at addressing 
these sources of ambiguity, providing role clarity and ex-
pectations, and supporting team working may be a focus 
with great potential. Providing opportunities for inter-
professional training, rather than the often-siloed option, 
may be a useful first step in addressing these factors;101 
such changes however will require leadership support and 
championship, particularly in regard to organisational 
culture and more practically for scheduling to make such 
training a reality in healthcare organisations.101

The domains goals and environmental context and re-
source highlighted organisational challenges to type 2 dia-
betes care. The importance of holistic and integrated care 
is championed in the literature15 as well as being supported 
by the, albeit limited, literature on the experience of type 2 
diabetes care for people with an SMI who describe a lack 
of care integration101 and disjointed care102 as challenging. 
Recommendations for service change will however need 
careful consideration; whilst this review suggests that 
improved type 2 diabetes care can be supported through 
improvements in information access, integrated IT sys-
tems, and ability to access staff to support care, previous 
literature has identified that co-location of mental and 
physical services has a variable impact on the delivery of 
type 2 diabetes care.103 Flexible service provision, includ-
ing increased appointment times, which are sympathetic 
to challenges that people with SMI face, may also support 
care improvement. Whilst a short appointment time and 
high workload will place demands on health professionals 
there is a possibility that the perceived lack of time is also 
a result of prioritisation within the allocated time frame. 
It is possible that this may relate to a perceived lack of ur-
gency for type 2 diabetes care because of its chronic na-
ture, with priority given to issues perceived as urgent or 
time sensitive. Furthermore, a lack of prioritisation may 
send a message to service users that physical health is less 
important. This may be damaging as research with service 

users has identified that the ability to self-manage is asso-
ciated with support received and prioritisation of type 2 
diabetes care.24,104 To address such issues it will be import-
ant for organisations to demonstrate an active prioritisa-
tion of type 2 diabetes care such as provision of resources, 
financial buy-in, statutory body recognition, and reorgan-
isation of care pathways.

Most of the studies in this review focussed on overall 
type 2 diabetes care, however type 2 diabetes care is com-
plex requiring many care processes. Understanding how, 
and whether, differences in barriers and enablers are at 
play for different care processes will be useful for future 
research. In particular, focussing on the provision of diet/
exercise advice in future research has the potential to in-
fluence an area of care that service users find particularly 
challenging.12

4.1  |  Strengths and limitations

A comprehensive search strategy was utilised including 
mixed studies from both published and grey literature 
to provide a wealth of perspectives on the barriers and 
enablers to type 2 diabetes care for people with SMI. 
The coding of data was subjected to an agreed coding 
protocol and 20% independent data extraction, which 
supports the results, although does not remove the po-
tential bias of the researcher. The use of a framework 
synthesis enabled a structured exploration of heterog-
enous data, however this may also lead to limitations 
owing to the predefined domains. Attempts to ame-
liorate this included the proposal of thematic analysis 
for extracted data which did not fit domains, the fact 
that no data required this analysis is indicative of the 
breadth of the TDF, and arguably the suitability for 
this review. Assessment of importance is also challeng-
ing; frequency is often not indicative of whether data are 
or are not important, the use of other methods of assess-
ing importance (expression of importance and discord) 
may go some way to ameliorate this but any judgments 
of importance have the potential to introduce bias. The 
inclusion of the analysis of all domains, with those 
judged of lesser importance provided in supplementary 
appendix, may address some of this limitation.

Further limitations of the synthesis include the focus 
on type 2 diabetes care in general in the majority of stud-
ies and the participation of mixed professional samples, 
rather than a focus on more specific aspects of care among 
individual health professional groups. It was therefore not 
possible to distinguish from these studies which barriers 
and enablers related to which specific behaviours (e.g. 
specific type 2 diabetes care processes) nor which health 
professional group.
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Limitations of the synthesis are also informed by po-
tential limitations in the primary studies included in the 
review. Sample selection was generally weakly reported 
and affects the validity, generalisability, and transferability 
of individual and synthesised findings. The recorded bar-
riers and enablers may be constrained and subject to re-
porting bias by the researchers and authors. Additionally, 
there is potential for attribution bias by study participants 
as individuals are more likely to attribute failures to exter-
nal (environment or others) rather than internal (ability) 
factors105,106 and this may have influenced the prevalence 
of social influence and environmental context and resources 
domains. Such challenges could be overcome through the 
triangulation of data, achieved through observational data 
or the inclusion of perspectives beyond the health profes-
sional, importantly those of the service users and carers.

5   |   CONCLUSION

This systematic review is the only known attempt to syn-
thesise findings to explore the barriers and enablers to 
the provision of type 2 diabetes care in people with SMI. 
The findings demonstrated that barriers and enablers 
reside at an individual, interpersonal, and organisa-
tional level. There is a need for a more detailed analysis 
of the different care processes which contribute to the 
complex provision of type 2 diabetes care. Several rec-
ommendations were made including multi-skill train-
ing of health professionals delivered collectively, clarity 
over roles and responsibilities, a focus on the service 
user–health professional interaction, support for inte-
grated, holistic care, and demonstrable active prioritisa-
tion of type 2 diabetes care for people with an SMI by 
organisations. This would suggest that there are many 
opportunities which could be explored to see whether 
they can support improved outcomes for those with type 
2 diabetes and an SMI.
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