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Key themes of the review 
The key themes to be explored in the literature review were: 

 Cultural and faith differences in health and social care 

 Cultural differences in satisfaction – and the effectiveness of tools to capture this 

 Appropriate methods for conducting qualitative research with BME groups (especially Pakistani 

and Bangladeshi) 

 Best practice in questionnaire design and cognitive interviewing among BME groups 

Literature review procedure and presentation 
Extensive searches were conducted, and references reviewed to identify recent (2006 onwards), 

relevant, research based publications. Those selected for inclusion were reviewed using a pro forma to 

ensure collection of standard information on each reference, including a quality assessment of the 

reference. Full details of the process are given in Appendix One. The review was analysed in two parts, 

firstly, articles presenting empirical findings about cultural and faith differences and satisfaction with 

services and secondly, articles focusing principally on the methodological issues of questionnaire design 

and qualitative interviewing. The analysis of the findings relied on the data generated from the reviews, 

as well as a thematic analysis of the included articles 

Cultural and faith issues: overview of literature 
Table 1 (Appendix Two) summarises key characteristics of the literature reviewed, and indicates the 

quality assessments and the reviewers’ reasons for these. The table indicates the following: 
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 A predominance of research on clinical settings and health issues (much less on social care). Of 

the 32 articles, 12 cover topics in social care and one is a sociological study 

 A predominance of qualitative work. There is only one RCT, and the rest are either purely 

qualitative or mixed methods. 

 All but two of the studies were conducted in England. The two exceptions were done in Wales. 

Ten studies were conducted in London. 

 Widely used data collection techniques included focus groups and interviewing, with occasional 

use of ethnography and some use of questionnaires. The one RCT used standardised 

instruments. There appeared to be no significant use of innovative research techniques in this 

group of studies.  

 Sample sizes were generally small – this is not necessarily problematic in qualitative research, 

but three studies had samples of ten or under. The generalisability of their findings has to be 

called into question. None of the very small studies was graded as of high quality by the 

reviewers.   

 The quality assessments were based on the reviewers’ overall judgement of the articles. Of the 

included articles, 8 were graded low quality, 11 medium quality and 13 high quality. In 

discussing the findings we would note that low quality of studies may necessitate caution. 

We would also note these points:  

 Five studies compare South Asian and White populations. 

 The predominant minority ethnic groups included in the studies are South Asian, sometimes 

distinguished as Pakistani, Bangladeshi and/or Indian. In addition, two studies include African –

Caribbean people, one Yoruba and one Eastern European.  

 Where gender issues are considered, the focus is overwhelmingly on women 

 Where articles focus on differences, these are predominantly cultural differences and a minority 

of studies (such as Mir and Sheikh 2010) give explicit attention to faith. 

Cultural and faith issues: substantive findings 
We now summarise the themes that emerge from the included studies. Table 2 (Appendix Two) 

provides a summary of the key conclusions of each article as highlighted by the reviewers. 

Ideas about health and illness and responsibility for them vary cross culturally (Ali, Atkin and Neal 

2006). This affects healthcare experiences, so for example White GPs do not necessarily understand this 

and because they don’t healthcare experiences may be less good. Cultural factors affect how women 

describe their experiences of care (Ahmad and Jones 2008).  Austin et al (2009) find that culturally 

specific beliefs, language difficulties and religious sensitivities that were not respected could be barriers 

to uptake of bowel cancer screening. Fazil et al (2006) find some distinctive beliefs among first 

generation Pushtuun people including a belief that illness is caused by supernatural powers. Whilst 

many cultural beliefs are presented in the literature as making access to healthcare more difficult, this is 
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not always the case. Galdas et al (2010) for example find that Indian and Pakistani men report chest pain 

quite readily, and do not subscribe to Western notions of masculinity that have been identified as 

obstacles to reporting by Western men. Griffith (2008) argues that culture may be used as an idiom for 

criticising health services in certain circumstances: in other words, it is not fixed, or used in a rigid way 

by minority populations. Hanley (2007) finds that Bangladeshi women may have culturally distinct ways 

of understanding and dealing with postnatal depression, sometimes not recognising this as a medical 

condition. Wells and Wagg (2011) find that Bangladeshi women saw bladder problems as part of normal 

ageing and did not consider them important enough to discuss with a doctor, or as something for which 

they could get medical help. Overall, there are widespread suggestions that culture may influence 

service use. 

Inequities in health services can be identified. For example Almond and Lathlean (2011) find that 

minority ethnic women in their study were not necessarily assessed for post natal depression. Health 

visitors had supposedly been trained to do this, but the training was shown to be inadequate. Merrell et 

al (2006) find evidence of inequalities in service provision, such as not being offered a carer’s 

assessment, or interpreting services, or simply not getting services at all for significant health and care 

issues. 

Relatedly, there are frequent reports of poor uptake of services, such as in the cases of not seeking 

help. It is often difficult to ascertain whether people’s cultural orientations mean they do not see a 

purpose in seeking help, as for example in work on post-natal depression (Hanley 2007) or incontinence 

(Wells and Wagg 2011), or whether services are not receptive to them, as in the case of Mir and Sheikh’s 

(2010) work which found professionals did not want to engage with faith issues. 

Ethnicity sometimes makes a difference to experiences of health services and sometimes does not. 

For example Astin et al (2008) find that general improvements in cardiac rehabilitation services are 

needed and that these would address some of the issues that South Asian patients had with them. 

Croucher and Sohanpal (2006) find that lack of use of dental care services in East London relates to 

social class factors rather than ethnicity. Gask et al (2011) argue for a focus on the individual, including 

an open-minded approach to the extent of influence of cultural factors. Khan et al’s (2008) examination 

of reasons for refusing insulin treatment by Bangladeshi patients finds that these were not necessarily 

specific to Bangladeshi culture, relating instead to common misconceptions about insulin treatment – 

for example that it might cause premature death, or lead to weight gain. Parveen et al (2011) find 

cultural differences in people’s adaptations to caring roles and in their use of social support in a study 

which investigated experiences of Bangladeshi, Indian, Pakistani and White-British carers. Other aspects 

of experience were however similar between people from the different groups. In their view, the 

differences and similarities can inform service provision.  

Studies which conclude that ethnicity does make a difference include Lavender et al (2006), whose 

comparative study of attitudes to depression finds systematic cultural differences across Bangladeshi, 

Yoruba and White British interviewees. For example, there was variation in the significance of family 
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factors as causes of depression, with these being predominant for Bangladeshis and of little importance 

for others. Mackenzie (2006) find that cultural understandings of dementia, which differed between the 

East European and South Asian participants in their study, influence how people engage with services, 

with views about the relative significance of formal and informal support being particularly influential. 

Mir and Sheikh (2010) identify religious factors that are of great importance to them, but which health 

professionals do not necessarily understand or even ask about, to the detriment of Asian people’s 

experiences of health services. In direct contrast to the Astin et al (2008) study, Vishram et al (2007) 

recommend that cardiac rehabilitation services for South Asian women need to take particular account 

of cultural norms (such as gender specific sessions, attention to appropriate dress, sensitivity to dietary 

norms, age of taxi drivers) rather than undergoing more general improvements, for uptake of services 

by South Asian women to be improved. Smeeton et al’s (2006) study of children with asthma attending 

accident and emergency and asthma clinics explains the relatively high use of these facilities by 

members of South Asian communities by identifying views about the condition and its treatment that 

make parents reluctant to give their children prophylactic medicines. 

One clearly distinct practice is the use of traditional medicines, which vary cross culturally. A small 

number of studies explore the use of non-Western remedies, which are specific to particular cultures. 

Rhodes et al (2008), whose focus is epilepsy, argue that the use of traditional remedies in South Asian 

communities reflects religious and moral values, especially for migrant generations. They suggest that 

healthcare professionals need to be aware of this, to approach the topic with sensitivity, and to consider 

the use of traditional healers as complementary to heir own work, rather than hostile to it. Ruedell et 

al’s (2008) multicultural study of help seeking behaviours in people experiencing mental distress finds 

that people from all the groups studied who consulted a GP also sought help elsewhere, reinforcing the 

point that ‘alternative’ remedies have to be seen as an integral part of healthcare. 

Staff in health services are not necessarily well equipped to work with minority ethnic patients e.g. Ali 

et al (2006) on GPs; Almond and Lathlean (2011) on health visitors. Atkin and Chattoo (2007) argue that 

‘reflexive practitioners’ are needed to deliver services appropriately, because there are tensions 

between people’s beliefs and existing service delivery approaches. Hussain’s (2006) qualitative study 

attempted to explain low uptake of health services by Pakistani Punjabis and finds that cultural 

differences between the service users and providers proved obstacles to effective service delivery due 

to different expectations of services. Mir and Sheikh (2010) find that whilst religious influences and 

considerations – such as prayer and fasting - were important for Pakistani Moslems with long term 

health conditions, health professionals were reluctant to acknowledge these or to engage with them. As 

a result, co-produced care in which patient and professional work together, was impeded, and inequities 

in healthcare provision resulted.  

Lack of knowledge and awareness emerge as significant factors influencing experiences of health 

services. For example, Choudhury et al (2009) found that Bangladeshi people had little knowledge of 

diabetes. A linked theme is that of isolation or exclusion from health services, including health education 

services.  Merrell et al (2006) found that services were not accessible for Bangladeshi carers. However, 



Satisfaction with adult social care among Bangladeshi, Pakistani and white British populations: Literature 

Review.  University of Stirling (2013) 

5 
 

contrary to these findings, Grace et al (2008) find that lack of knowledge was not a significant factor for 

Bangladeshi people in a project investigating diabetes prevention: on the contrary they argue, Islamic 

values and norms include many elements conducive to a healthy lifestyle. To make the most of these, 

healthy lifestyle messages need to be adapted so that they are meaningful in the context of the religion. 

‘Culturally appropriate’ or ‘culturally sensitive’ services are considered in some literature e.g. 

Chaudhry et al (2009) delivered and evaluated a ‘culturally sensitive’ social group for depressed 

Pakistani women – however, half the women dropped out, and the study therefore appears 

inconclusive, despite the benefits for the women who stayed in the programme. Gater et al (2010) 

conducted an RCT of a social group intervention of a similar sort, and found it to confer greater 

improvement of depression than the use of anti-depressant medication. They note that psycho-social 

interventions have rarely been used for minority populations (possibly another aspect of exclusion). 

Netto’s (2006) study of counselling services provision for Asian people concludes that for all clients, 

services need to be ‘culturally sensitive’: the study findings indicate that existing services, both those 

serving a general population and those more geared towards Asian people do not always cater for 

people’s specific needs for information or their preferences of counsellor or language. Szarewski et al’s 

(2009) study attempted to identify which of two self-sampling cervical screening techniques would be 

more acceptable for Muslim women. The women who took part in the study were attending clinics for 

screening, and were representing ‘second hand’ the views of women who were reluctant to attend. 

One study (Yeowell 2010) uses the term ‘culturally competent’ to identify appropriate care. Whilst some 

other literature (e.g. Jirwe et al 2009) considers such care would be responsive to cultural practices 

(rather than simply ensuring knowledge of them), Yeowell’s (2010) recommendations for physiotherapy 

delivery to Pakistani women repeat similar proposals to the other studies cited, referring to therapist 

gender and language issues.  

Much of this work is somewhat problematic, in that all the studies had difficulties in identifying what 

‘culturally sensitive’ services would be. These difficulties could be explained by the lessons of the 

somewhat conflicting findings of the studies that attempted to explore the effects of ethnicity: these 

found, as we have described, that sometimes, and in some respects, ethnicity may make a difference, 

and sometimes not. Overall, the literature suggests that the impacts of culture are nuanced and interact 

with other influences: straightforward relationships between one culture and one identifiable set of 

attitudes towards and experiences of health and social care cannot be identified. 

Reports about people’s attitudes to services are not wholly consistent. Many studies report lack of 

satisfaction with health services: most of the studies cited so far, where they report people’s views, 

identify these as predominantly negative. However, Culley et al (2006) find general satisfaction with 

infertility services among UK South Asians, with dissatisfaction a minority view. 

Findings on how cultural factors may affect uptake are mixed. For example, Khan et al (2008) looked at 

the refusal of insulin uptake among Bangladeshi men, and in comparing their findings to those of studies 
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of other ethnic groups they find that many of the issues are similar. Austin et al (2009) examine 

colorectal cancer and the barriers to screening programmes – observing that many of the concerns and 

barriers were also similar across ethnic groups, with only a small number of ethnic differences being 

reported. However Hussain (2006) study the uptake of mental healthcare and why this is lower amongst 

Punjabi immigrants from Pakistan, concluding that people’s approaches to health services or other 

forms of support do indeed depend on particular cultural orientations. As can be seen from the 

discussion above about the nuanced impacts of culture and religion, the varied skills of practitioners and 

the debates about cultural sensitivity in services, it is difficult to identify clear and precise impacts of 

cultural issues. 

Methodological issues: overview of literature 
Twelve articles with a particular focus on methodological issues were included in the review. Table 3 

(Appendix Two) summarises their key characteristics. Seven studies emphasised clinical settings or 

clinical research, reflecting the preoccupations of the literature on cultural issues. The remainder of the 

included articles were concerned with research methodology, including best practice issues, 

independent of settings. Four articles considered qualitative research issues; three, cognitive testing; 

four, mixed methods; and one, structured interviewing.  For this part of the review, we included English 

language literature from any part of the world: four studies focused on the UK, five on the USA, one on 

Japan and one on Zimbabwe. The remaining study was a literature review.  The quality of the studies 

was either medium (six) or high (six), with reviewers giving a ‘medium’ assessment focusing on 

limitations of sample sizes. It is worth noting that despite extensive searches, identification of material 

that focuses on the methodological aspects of research with minority ethnic groups proved difficult: 

there is a real lack of methodological reflection in this field. 

Table 4 (Appendix Two) summarise the key conclusions of the studies, and the issues that reviewers 

identified as emerging from each article, which inform the following discussion. We now turn to 

consideration of the substantive contributions of the studies. 

Questionnaires and scales that have undergone a rigorous testing process in Western languages and 

contexts are not necessarily readily translatable. Ahmer et al’s (2007) literature review explores 

translation issues into Urdu of scales relating to depression. We have already noted above that the 

studies included in our review suggest understandings of depression (and other conditions) vary cross 

culturally. Ahmer et al’s (2007) work, in the context of the wider literature raises concerns about the 

translatability of instruments, when the cultural contexts define experience in different ways from the 

definitions on which the scales are based. We do not know whether more general satisfaction 

questionnaires may suffer from the same limitations, and the present research is intended to explore 

this. 

Husain et al’s (2007) study of the use of the Personal Health Questionnaire with UK Pakistani families 

suggests that the questionnaire in Urdu translation does effectively identify depression: however the 

findings need cautious interpretation, as the work focused only on one GP practice in Manchester. 
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Capturing the views and experiences of excluded social groups can be difficult, as the rationale for our 

study argues. Cross-Sudworth et al (2011) propose the used of Q methodology, which is a technique for 

systematically representing people’s own perspectives, drawing closely on their own views of the world 

and not on the worldviews of the researchers. This particularly sophisticated analytical technique 

revealed that the experiences and views of the women in the study were highly variable, and not 

correlated with their country of birth: the study challenges any methodology which relies on a notion of 

consistency of experience according to cultural background, as well as demonstrating the value of an 

approach which is open to unexpected responses. 

Greenhalgh et al (2006) and Greenhalgh et al (2011) have developed new instruments including a 

wellbeing scale (2006) and storyline analysis of managing diabetes (2011). These have involved complex 

qualitative work gathering views and experiences and extensive testing of the developed scale in 

particular to ensure validity. This ‘bottom-up’ approach overcomes some of the inherent problems of 

translating exiting scales, but is costly, and to reproduce the work across the full range of ethnic 

variability would be prohibitive. Nevertheless, as the present study will do, attempting to ground the 

assessment of people’s views in an understanding of their worldviews has considerable merit. 

Cognitive interviewing can be used in research as a way of understanding why people respond in the 

way they do, and what factors are influencing their responses. As noted, our searches identified very 

little literature which had attempted to explore cross-cultural or translational issues for cognitive 

interviewing. However, the use of such an approach is established by the examples now given. 

Hurtado et al (2005)’s study uses cognitive interviewing to assess understandings of questionnaires 

about the quality of hospital services between English and Spanish language speakers in the USA. They 

conclude that the originally English questionnaire is also usable in Spanish translation, and is understood 

generally equivalently by speakers of both languages. The Spanish speakers included in the study came 

from a range of Spanish speaking countries, to allow the study to take account of possible cultural 

differences. This study illustrates the potential of cognitive interviewing for understanding how 

questions are answered. 

Kishi et al (2011) used cognitive interviewing to improve their translation into Japanese of the ‘Listening 

to mothers II’ survey instrument, which examines women’s perinatal experiences. The process enabled 

appropriate substitute questions to be developed where the original questionnaire was culturally in 

appropriate. This work produced a Japanese version of the survey instrument which the authors argue 

can now be used to inform improvements in services in Japan.  

Mavhu et al (2008) also use cognitive interviewing to refine their questionnaire and to uncover some 

particular cultural sensitivities relating to questioning young people in Zimbabwe about sexual 

behaviour. Their work is particularly revealing of potential pitfalls of translation. Napoles-Springer et al 

(2006) and Wallen et al (2011) use cognitive interviewing in a very similar way, to refine questions 
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administered to Latino research participants, and Weidmar-Ocampo et al (2009) use it with a Native 

American population. All these studies offer precedents for the work of the current study. 

In considering the delivery of surveys, Hurtado et al (2005) find that a population may prefer for 

example telephone interviewing to face to face encounters. In relation to interpreting results, Kishi et al 

(2011) find that Japanese women were less likely to provide answers at the extremes of views. Mavhu et 

al (2008) find that men preferred open-ended answers, but women found it easier to answer when 

given response categories. Wallen et al (2011) suggest that visual aids and actual examples supported 

some of their respondents to answer more fully. 

Conclusions and implications for the study 

Culture and faith issues 

There is clear evidence from this literature that culture and faith issues can make a difference to 

people’s access to and experiences of health and social care services. Quite what difference is made is 

often difficult to grasp, and the literature tends to repeat certain themes – such as ‘language issues’ or 

‘cultural sensitivity’ without fully illuminating how these operate. Other literature makes it clear that 

although cultural differences of various kinds may be present, they do not necessarily make a difference 

to access or experiences. Thus overall, the picture is subtle, and suggests that clear statements about 

what makes a difference, to whom and when is likely to be difficult to grasp. 

Methodological issues 

In addition to establishing the challenges of translating survey instruments across cultures and 

languages and of the effectiveness of cognitive interviewing for understanding responses to surveys and 

for informing the development of improved questioning, the following points emerged from the review. 

Different cultural understandings may necessitate different kinds of survey questions, and certainly 

mean that questions need to be phrased in ways that are acceptable and meaningful in different cultural 

contexts. Even where a minority population appears well integrated with the dominant groups, 

adherence to minority cultural practices is likely still to occur. Several studies suggest that technical 

aspects of survey administration and analysis also require to be scrutinised and potentially to be 

modified. 
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Appendix One: Literature review procedure 

Initial Search 

A diagrammatic summary of the review process is shown in Figure 1. This process began with an initial 

search of the following databases: 

 Web of science 

 ASSIA 

 Social Services Abstracts 

 Sociological Abstracts 

 IngentaConnect 

 CINAHL 

 Medline 

 PsychInfo 

 PsychArticles 

 Health Source 

Each of these databases was searched using the following terms: 

(Pakistan* or Bangla*) and (((health or social) and car*)) 

(Pakistan* or Bangla*) and (satisf* and (health car*))) 

(Pakistan* or Bangla*) and (satisf* and (social car*)) 

(Pakistan* or Bangla*) and (qual* res*) 

(Pakistan* or Bangla*) and ((quest* des*) or (cognitiv* interv*)) 

 

Initial Search: Removal of Duplicates 

The initial search of the literature identified 4647 articles, and the results were imported directly into 

RefWorks (with the exception of IngentaConnect, which does not allow direct input). A search was done 

for duplicates and these were removed. After this process a total of 3411 references remained.  

The references from IngentaConnect were manually checked against the bibliography from RefWorks 

after the removal of duplicates. It was observed that there were an additional 8 references identified 

through the IngentaConnect searches which had not been identified from searches of the other 

databases. These 8 references were added manually into RefWorks.  

Initial Search: Screening and removal based on title 

Through observation of the titles, it emerged that many of the references elicited through the searches 

appeared to relate to studies undertaken in Pakistan or Bangladesh rather than to research conducted 

within the UK with Pakistani or Bangladeshi participants. A process was therefore undertaken to remove 
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references relating to studies, which from the reference title, appeared to have been conducted out 

with the UK. 

This involved searching for all articles with the word ‘Bangladesh’ in the title. A manual review of these 

was undertaken and those not deemed of interest to the current study were deleted. The manual 

review stage was important because the search of RefWorks references identified a number of those 

containing ‘Bangladeshi’ in the title and which were relevant to the UK. After this process there were 

2593 references. 

A second search was undertaken to identify those with ‘Pakistan’ in the title. After this search, and 

review of those returned by the search, there were 1699 references. 

The titles and abstracts of the remaining 1699 references were screened and those not related to social 

or health care were removed. Many of these related to crops, or were set within developing countries. 

After this process 139 articles remain in the RefWorks project bibliography.  

Initial Search: Screening for inclusion in full text review based on scoring system 

The remaining 139 articles were subjected to further screening based on a relevance-based scoring 

system (see below) applied to title and abstract to determine which should be included in the full text 

review and evaluation process. In line with the central focus of the project the scoring system placed a 

premium on papers with a focus on relevant research methods/methodology. 

Scoring system for inclusion in full text review 

 Score 

Are service user views / the reporting of service user views a key focus of 
the paper? 

1 point 

Is health or social care service use a key focus of the paper? 1 point 

Are qualitative methods or methodology a focus of the paper 3 points 

 

Scores under this system could therefore range from 0 (least relevant) to 5 (most relevant). The criterion 

for inclusion in the full text review and evaluation is a score of 2 or more. Two researchers (CG and AD) 

scored the abstracts independently before scores were compared. There was generally good inter-rater 

agreement. Where scores did not match and either of the researchers had rated the articles as scoring 2 

or more, the articles were subsequently discussed and a consensus score agreed on. 

Results of article scoring for full text review 

Score 1 or less* 2 3+ 

Number of 
articles 

90 42 7 

*This category includes articles which on closer inspection were; duplicates; not research related, e.g. 

general discussion papers or service or protocol descriptions; or related to work outside of the UK.  
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Initial Search: Full text review 

Forty-two articles met the inclusion criteria for a full text evaluation (see appendix 2).  Those scoring 3+ 

were deemed to be most relevant to methodological considerations and were therefore passed to the 

team at NatCen for review. Those scoring 2 were reviewed by the team at the University of Stirling. 40 

full texts were acquired for evaluation within the review period, and were divided between the 

researchers as follows: three were reviewed by AB, 20 by CG-A and 17 by AD. This review process 

involved utilising a pro forma through google docs to create a database of reviewed articles.  

Of the 40 articles 8 were deemed not suitable for full review because on consideration of the full article 

they were not seen to be relevant to the aims of the literature review. 8 were recorded as of low quality 

with serious limitation, 11 were considered medium quality and 13 were considered as high quality. 

Additional Cognitive Interview Search 

Following the initial search of the databases, it was considered that there might be insufficient detail 

relating to cognitive interviewing: something that was identified as being an aim of the literature review. 

As such an additional search was taken of the same databases using the following term: ((ethni* or 

cultu* or faith) and (“cognitive interview*”)). This additional search resulted in a further 169 articles 

being identified. After duplicates were removed there were 92 articles, which were reviewed through a 

similar process to that adopted in the initial search. The relevance-based scoring criteria were as shown 

below. 

Scoring system for inclusion in full text review  

Has the work involved people from minority or ethnic groups? Yes= 1 point 

 

Is the focus on research rather than treatment? Yes = 1 point 

 

Is the research into aspects of service use, including development of 

interventions? Yes = 1 point 

 

Scores under this system ranged from 0 to 3. Two researchers (CG and AD) scored the abstracts 

independently before scores were compared. There was generally good inter-rater agreement. Where 

scores did not match and either of the researchers had rated the articles as scoring 2 or more, the 

articles were subsequently discussed and a consensus score agreed on. The results of the search are 

shown below.  

Results of abstract scoring 

Score Number of publications 

3 16 

2 37 
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1 14 

0 5 

Excluded/no abstract/duplicate 15/3/2 

All 92 

All 16 articles scoring 3 were put forward for a full text review, with 12 acquired for evaluation within 

the review period. 

Reviewing 

Full text articles were each reviewed by one reviewer from the team. Reviewers completed an on-line 

pro forma for each article, describing the topic, methods, findings and conclusions of the study and 

assessing the use and appropriateness of the methods, the thoroughness of the analysis, the nature of 

the conclusions and how effectively they followed from the analysis. The questions within the pro forma 

were based on quality assessment templates based on CRD Report no 4, EPOC checklists and, as 

appropriate, CASP assessment criteria, used for qualitative studies.  
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Figure 1: Diagrammatic Summary of Review Process 
 

 
Initial Search 

 
Articles retrieved:  4647 articles 

Removal of Duplicates 
(1236 Removed) 

 
3411 articles remaining 

Search title for Bangladesh. 
Screening and removal of those 

studies undertaken in Bangladesh 
(818 removed) 

 
2593 articles remaining 

Search title for Pakistan. Screening 

and removal of those studies 

undertaken in Pakistan (894 

removed) 

1699 articles remaining 

Screening of title and abstract and 

removal of those studies not in UK 

and those not relating to health 

and social issues (1560 removed) 

139 articles remaining 

Cognitive Interview Search 
 

Articles retrieved: 169 articles 

Removal of Duplicates 

(Removed 77) 

92 articles remaining 

Total methodology related 
articles eligible for full text 
evaluation (both searches): 

 
23 articles (16 + 7) 

Number of culture and/or 
faith related full texts 

acquired for evaluation: 
 

40 articles 

Scoring based on title and 
abstract. Inclusion criterion: 

score = 3 (max score 3) 
 

16 articles included. 
 

Number of culture 
and/or faith related 
articles included in 

review: 
 

32 articles 

Number of 
methodology 

related articles 
included in review: 

 
12 articles 

Scoring based on title and abstract. 
Inclusion criterion: score > or = 2 

(max score 5) 
 

49 articles included (7 related to 
methodology, 42 related to culture 

and/or faith) 
 

 

Total culture and/or faith 
related articles eligible for full 

text evaluation: 
 

42 articles 

Number of methodology 
related full texts acquired for 

evaluation: 
 

19 articles 
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Appendix Two: Tables 

Table  1: Overall assessment of included studies 

Author(s) What academic 
disciplines or 
areas are 
covered by this 
publication? 

What kind of 
research is 
described by 
this publication? 

Geographical 
setting of 
publication 

Data collection 
methods used 

How many 
participants 
were included 
in this study? 

Overall 
grading of 
quality of the 
publication, 
based on 
quality 
assessment 

Reasons for overall 
grading and identification 
of limitations 

Ahmed, N. 
and Jones, I. 
R. 2008 

Social care, 
Sociology / 
social policy, 
Research 
methods 
(issues, 
methodology) 

Qualitative 
research 

UK (Tower 
Hamlets, 
London) 

Secondary analysis 
of existing data (e.g. 
census data, 
surveys, 
administrative 
datasets), 
Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

100 LOW Graded as LOW quality 
due to small number of 
participants and dangers 
relating to subject 
coverage inherent in 
secondary analysis of 
interview data collected 
for other purposes. 

Ali, N., Atkin, 
K. and Neal R. 
2006 

Clinical / 
health, Best 
practice 

Qualitative 
research 

England (Leeds, 
Bradford and 
Airedale) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews, 
Quantitative 
comparative study 
of communication 
using the Rotor 
Interactional 
Analysis System 

25 HIGH Overall, the research 
conducted within this 
article utilises appropriate 
methods, and the findings 
are clearly rooted within 
the data. However, it 
must still be accepted that 
there is no great 
transparency on the 
analysis methods and the 
fact that the sampling 
method (snowball 
sampling) is not without 
its limitations. 
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Almond, P. 
and Lathlean, 
J. 2011 

Social care, 
Clinical / 
health, Best 
practice, Legal / 
regulatory / 
policy 

Qualitative 
research 

UK (South of 
England) 

Focus groups, 
Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews, 
Document analysis 

16 health 
visitors, 6 
managers, 12 
English and 9 
Bangladeshi 
women, 2 
'cohesion 
workers' and a 
mental health 
practitioner. 

MEDIUM Graded as medium quality 
due to weaknesses in 
study design and sampling 
strategy having the 
potential to affect 
findings. 

Astin, F., 
Atkin, K. and 
Darr, A. 2008 

Social care, 
Clinical / 
health, Best 
practice, 
Sociology / 
social policy 

Qualitative 
research 

UK (West 
Yorkshire) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

45 SA patients, 
17 SA carers, 
20 WE 
patients, 17 
WE carers 

MEDIUM Graded as of medium 
quality. Whilst semi-
structured interviewing is 
appropriate to address 
the research questions, 
there are concerns about 
the potential for bias in 
the methods of 
translation and also the 
apparent treatment of 
one participant group as 
homogeneous. 

Atkin, K. and 
Chattoo S. 
2007 

Social care, 
Best practice 

Qualitative 
research 

England 
(Northern) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

21 MEDIUM There is ample 
background to this study, 
and detail of the methods 
employed. The findings 
are supported with 
illustrated examples, 
although at times it is not 
clear how widely these 
concepts/points of view 
are held throughout the 
sample or whether they 
are reported by smaller 
numbers. Nevertheless, 
the study does provide an 
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indication of the scenarios 
where conflict might 
occur because of differing 
values between service 
users and practitioners, 
and how these situations 
are experienced by the 
service user. 

Austin K.L., 
Power E., 
Solarin I., 
Atkin W.S., 
Wardle J., and 
Robb K.A. 
2009 

Clinical / health Qualitative 
research 

England 
(London) 

Focus groups 53 LOW There are a number of 
limitations and concerns 
with this research in 
terms of the sampling, 
data collection methods 
and with regards to the 
data analysis approach. 
Nevertheless, the very 
brief section towards the 
end reflecting upon the 
methodology is somewhat 
interesting and potentially 
of interest for this 
literature review.  

Choudhury 
S.M., Brophy 
S. and 
Williams R. 
2009 

Clinical / health Qualitative 
research 

England 
(Birmingham) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

14 HIGH Although it is not clear 
whether the interviews 
were structured or semi-
structured interviews, and 
there is little information 
on the analysis, the rest of 
the article is of a high 
quality and the research 
utilises appropriate 
sampling and methods. 

Croucher, R. 
and Sohanpal, 
R. 2006 

Clinical / health Qualitative 
research 

UK (East 
London) 

Focus groups 68 MEDIUM Graded as Medium 
quality, due to concerns 
over the 'snowball' 
recruitment strategy used 
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and the potential of this 
to introduce bias. 

Culley, L.A., 
Hudson, N., 
Rapport, F.L., 
Katbamna, S. 
and Johnson, 
M.R.D. 2006 

Clinical / 
health, 
Sociology / 
social policy 

Qualitative 
research 

UK ('three 
English cities') 

Focus groups, 
Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

143 HIGH Graded as High quality. 
The recruitment strategy 
is not fully explained, but 
this may be for reasons of 
limited space, and the 
study overall includes a 
wide range of 
interviewees and 
examines matters from 
both patient and health 
professional perspectives. 

Fazil, Q., 
Wallace, L.M. 
and Hussain, 
A. 2006 

Social care, 
Clinical / health 

Qualitative 
research 

UK 
(Birmingham) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews, 
Standardised 
instruments, e.g. for 
capturing health-
related or quality of 
life data, 
Researcher-
administered 
surveys / 
questionnaires 

5 families (20 
people) 

LOW Graded as Low quality: 
the study is described as a 
pilot; the sample is 
purposive and drawn 
from a limited 
subpopulation and beliefs 
and experiences reported 
may not be representative 
of those of the UK-based 
Pushtuun community; 
cultural specificity may 
mean that findings are no 
generalisable to other 
ethnic groups falling 
within general 
descriptions such as 
'Pakistani' or 'South 
Asian'. 

Fleming, A., 
Birch, J., 
Booth, C., 
Cooper, J., 
Darwin, J., 

Social care, 
Clinical / 
health, Best 
practice 

Shared stories 
for reflection on 
practice 

UK (Blackburn, 
Lancs) 

Stories of individual 
cases 

6 LOW The purpose of the article 
is to allow reflection, 
rather than to present 
research or systematic 
evaluation of the service. 
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Grady, A. and 
Downe, S. 
2007 

Credibility is reduced as a 
result of small and 
purposive sample. There 
are questions over 
applicability to other 
populations. 

Galdas, P.M. 
and Cheater, 
F.M. 2010 

Clinical / 
health, 
Sociology / 
social policy 

Qualitative 
research 

UK (North of 
England) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

20 MEDIUM Graded as Medium 
quality, because 
important interviewee 
data is missing and 
possibly relevant factors 
have not been explored, 
or have been explored but 
not reported. 

Gask L., 
Aseem S., 
Waquas A. 
and Waheed 
W. 2011 

Clinical / health Qualitative 
research 

England (North 
West) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

15 HIGH I see no reason to suggest 
this is not a High quality 
publication. The 
researchers however, 
observe this may be 
limited in the small 
number of participants 
and the fact that this was 
associated with a larger 
project so there was 
limitations in terms of the 
opportunity to diversify or 
develop specific emerging 
topics within the 
interviews. Nevertheless 
they suggest that 
theoretical saturation was 
reached for the themes 
within the sample 
interviewed 

Gater R., 
Waheed W., 

Clinical / health Randomised 
Controlled Trial 

England (North 
West) 

Standardised 
instruments, e.g. for 

125 MEDIUM There are a few 
limitations to this study, 
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Hussain N., 
Tomenson B., 
Aseem S. and 
Creed F. 2010 

(RCT) capturing health-
related or quality of 
life data 

namely in relation to the 
variance between groups 
assigned to interventions. 
It is not clear how much 
of this is responsible for, 
or at least intertwined 
with, the higher levels of 
satisfaction of this group. 

Grace, C., 
Begum, R., 
Subhani, S., 
Kopelman, P. 
and 
Greenhalgh, T. 
2008 

Social care, 
Clinical / 
health, 
Feasibility of 
intervention / 
activity 

Qualitative 
research 

UK (Tower 
Hamlets) 

Focus groups, 
Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

137 HIGH Graded as high. The study 
design seemed very 
thorough. 

Griffith, L. 
2008 

Sociology / 
social policy, 
Culture 

Qualitative 
research 

UK (Tower 
Hamlets) 

Non-participant 
observation, 
Ethnography 

about 85 
attendees at a 
meeting 

MEDIUM Of its type, it is moderate. 
I feel the conclusions 
could have been much 
clearer, and an 
assessment of the 
limitations of the work 
could have been given.  

Hanley, J. 
2007 

Social care, 
Clinical / 
health, Best 
practice 

Qualitative 
research 

UK (Wales) Focus groups 10 LOW Graded as Low quality due 
to concerns about 
participant recruitment 
and sample size. 

Hussain N. 
2006 

Clinical / health Qualitative 
research 

England (North 
West) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

33 HIGH No major concerns with 
this article,  

Khan H., 
Lasker S. S., 
and 
Chowdhury T. 
A.  2008 

Clinical / health Qualitative 
research 

England (East 
London) 

Focus groups 36 MEDIUM This article has limitations 
in terms of the sampling, 
and lacks transparency in 
terms of the data analysis 
that was undertaken.  
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Lavender H., 
Khondoker A. 
H., and Jones 
R. 2006 

Clinical / health Qualitative 
research 

England (South 
London) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

60 HIGH This research seems to 
have a clearly defined 
background and research 
questions. The methods, 
data collection and 
analysis are detailed and 
appear appropriate to the 
purpose, without major 
limitation. 

Mackenzie, J. 
2006 

Social care, 
Feasibility of 
intervention / 
activity, Best 
practice 

Theoretical 
article drawing 
on earlier 
qualitative 
research 

UK ('northern 
England city') 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews, 
Participant 
observation 

11 MEDIUM Graded as Medium. 
Relatively small number 
of carers involved and 
article addresses specific 
case of accessing services 
and support for carers of 
people with dementia, 
which may mean that 
findings are not 
generalisable. However, 
explanation was 
compelling and 
framework may be useful 
for considering whether 
psychosocial barriers 
experienced by some BME 
groups in accessing 
services in other contexts 
affect satisfaction.  

Merrell, J., 
Kinsella, F., 
Murphy, F., 
Philpin, S., and 
Ali, A. 2006 

Social care, 
Best practice 

Qualitative 
research 

UK (South 
Wales) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

20 HIGH Graded as High quality 
because sampling strategy 
had been justified, sample 
represented carers of 
both genders and range of 
ages, and research aims 
were sufficiently well 
specified to allow 
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exploration through this 
approach. 

Mir G. and 
Sheikh A. 
2010 

Clinical / health Qualitative 
research 

  Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews, 
ethnography 

Ethnographic 
study - 
multiple 
participants 

HIGH Although lacking specific 
details on sample and 
individual methods, this 
research is of a high 
quality. It is clear that 
methods were 
appropriate and there is 
no doubting that the 
results presented are 
adequately supported by 
evidence 

Netto G. 2006 Clinical / health Qualitative 
research 

  Focus groups, 
Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

2 focus groups, 
38 interviews 

LOW Due to the lack of 
transparency in methods 
and analysis, and a lack of 
evidence in presentation 
of the findings this article 
has to be noted as of low 
quality. Although it does 
mention some interesting 
points around the topic of 
counselling and the 
background to the study is 
quite comprehensive with 
some relevant references. 

Parveen, S., 
Morrison, V., 
& Robinson, C. 
A.  2011 

Social care, 
Health 
Psychology 

Qualitative 
research 

UK Focus groups 30 HIGH I think it was thoroughly 
done and well described. 
Reasonable conclusions 
were drawn and the 
limitations of the study 
recognised. My only issue 
was with the sample and 
who it represented. 

Rhodes P. J., 
Small N., 

Clinical / health Qualitative 
research 

England 
(Bradford) 

Structured, semi-
structured, 

35 HIGH Despite its few 
limitations, this was an 
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Ismail H. and 
Wright J. P. 
2008 

unstructured, non-
directive or other 
interviews 

interesting article that 
was reported well-
evidenced findings and 
highlights the role of 
alternative, 
complimentary and 
ethnomedical approaches 
in the treatment of health 
conditions 

Rüdell, K., 
Bhui, K. and 
Priebe, S. 
2008 

Social care, 
Clinical / health 

Qualitative 
research 

UK (East 
London) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews, 
Standardised 
instruments, e.g. for 
capturing health-
related or quality of 
life data 

117 HIGH Graded as High. Study 
used validated psychiatric 
diagnostic interview 
schedule (CIS-R) and 
structured qualitative 
interview schedule 
(BEMI). Inter-rater 
reliability was pre-
established and data 
coded by multiple 
researchers.  

Smeeton, 
N.C., Rona, 
R.J., Gregory, 
J., White, P. 
and Morgan, 
M. 2007 

Clinical / 
health, 
Sociology / 
social policy 

Questionnaire 
survey 

UK (three 
London 
hospitals) 

Self-completion 
surveys / 
questionnaires  

parents of 150 
children 

LOW Graded as Low quality: 
the sampling strategy 
limits generalisability of 
findings; there are 
concerns about the 
aggregation of responders 
into three broad 
categories given other 
research which suggests 
cultural variation within 
ethnic minorities falling 
within 'South Asian' 
category; the non-
availability of 
questionnaire in 
languages other than 



Satisfaction with adult social care among Bangladeshi, Pakistani and white British populations: Literature Review.  University of Stirling (2013) 

26 
 

English and Punjabi may 
mean that groups 
primarily 
reading/speaking other 
languages are 
underrepresented.   

Szarewski A., 
Cadman L., 
Ashdown-Barr 
L., and Waller 
J. 2009 

Clinical / health Qualitative 
research 

England 
(london) 

Focus groups 28 MEDIUM Whilst there are some 
limitations to this study, 
these were generally not 
major. Nevertheless, the 
bias of the sample 
towards those already 
attending screening 
meant that perhaps the 
level of detail about 
barriers, and also 
attitudes to self-screening 
were reflected in the 
conclusions that this 
group would prefer to 
attend clinicians for 
screening 

Vishram, S., 
Crosland, A., 
Unsworth, J., 
& Long, S. 
2007 

Social care, 
Clinical / health 

Qualitative 
research 

UK Focus groups, 
Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

17 MEDIUM I have graded this as 
medium because it is so 
tiny, and because it 
focuses very narrowly on 
a particular area of 
services. It doesn't really 
address potentially 
generalisable points or 
wider literature on service 
delivery for BME groups. 

Wells M. and 
Wagg A. 2007 

Clinical / health Methodological 
approach is not 
clear enough to 
select one of the 

England 
(London) 

Focus groups, Self-
completion surveys 
/ questionnaires  

10 GPs, 129 
women in 
community 
groups 

LOW The lack of sufficient 
detail on method and 
analysis means that it is 
difficult to assess the 
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above quality of the findings, 
and as such I have erred 
on the side of caution and 
noted this as low quality.  
Nevertheless it does 
provide a clear, bullet 
pointed list of 
observations, which may 
be of interest to the 
current study. 

Yeowell G. 
2010 

Clinical / health Qualitative 
research 

England (North 
West) 

Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews 

6 HIGH Few limitations to this 
study, which provides 
adequate background 
information and excellent 
detail on methods 
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Table 2: Key conclusions of included studies 

Author(s) Author's / authors' conclusions 

Ahmed, N., & 
Jones, I. R. 2008 

Use of Bourdieu's framework emphasizes the complexity of the interactions in the field of local powers and relates this to the extent to 
which certain groups in society are unable to grasp hidden bureaucratic rules. 
 
The gaps in access to formal support faced by the women in this study suggest that they experienced strong cultural and structural 
forces that determined their experience of informal care and the meanings they attached to their role as informal carers. 
 
The study confirms the findings of previous research that there are requirements for more translation services, better transmission of 
information on entitlements and culturally sensitive services, but suggests that this reflects a limited understanding of possible 
explanation. 
 

Ali, N., Atkin, K. 
and Neal R. 2006 

South Asian (fluent and non-fluent populations) reported feeling that the GPs had little social conversation and acknowledged that this 
was normal practice.  Patients did however feel that the GPs were friendly in manner. 
 
The South Asian patients were considered not dissimilar to white patients in their perception that GPs listened to them and were 
responsive to their needs but there were specific critiques of particular doctors. 
 
For non-fluent English speaking South Asian patients there was a preference for white doctors. 
 
Overall the authors draw three conclusions: 
That notions of illness and well-being are culturally derived and doctors and patients may not have the same shared understanding of 
this, regardless of linguistic competence 
Notions of the body and individual may determine the responsibility for health care and diagnosis. The number of people involved might 
extend beyond what the doctor might consider as necessary and include family members 
Culture provides conventions for communication, which extend beyond language particularly non-verbal communication is heavily 
dependent on cultural factors.  
 
The final conclusion is that communication cannot be separated from the wider issue of communication. They suggest that the overall 
role of culture needs to be understood in GP consultations. 
 

Almond, P. and 
Lathlean, J. 2011 

While a policy was in place, equity in care was not achieved. 
 
Cultural competency training for health visitors is crucial, but evaluation will be needed to assess whether such training improves equity 



Satisfaction with adult social care among Bangladeshi, Pakistani and white British populations: Literature Review.  University of Stirling (2013) 

29 
 

in service provision in addition to raising knowledge, increasing skills and improving health visitor attitudes. 
 
Whilst using family members as translators is generally not seen as desirable, in the context of assessment for postnatal depression 
there may be value in having husbands present for at least part of the assessment as they may be able to contribute important 
information. 
 
Attempts to create equal and equitable services were perceived by study participants to be contradictory, and participants saw one or 
other as possible but not both. 
 

Astin, F., Atkin, K. 
and Darr, A. 2008 

Several cultural and ethnic differences were identified between patients and their families alongside similarities, irrespective of 
ethnicity. These may represent generic characteristics of recovery after a cardiac event. 
 
Similarities: participants articulated many similar concerns, worries and needs, e.g. about physical limitations and negotiating family 
responsibilities after a cardiac event. 
 
Reflecting ethnic or cultural differences: access to information, the context of 
support and the assumption of caring responsibilities within households. Language barriers limit access to information and discussions 
between health professionals, patients and supporters. Food preparation more likely to be female responsibility in South Asian 
households, and more support needed in changing eating habits. White-European spouses discussed stress more than South Asian 
spouses. 
 

Atkin, K. and 
Chattoo S. 2007 

The authors conclude that their research has shown that there are instances of family life of people with Pakistani origin which conflict 
with social care because of differing cultural values. That is the values within families of this group differ from the values represented 
within social care. It is suggested that these competing values mean that it is difficult for practitioners to effectively communicate with 
and respond to the individual needs of families. 
 

Austin K.L., Power 
E., Solarin I., Atkin 
W.S., Wardle J., 
and Robb K.A. 
2009 

There was a lot of similarity across the groups both in relation to knowledge of bowel cancer and also in relation to the barriers 
reported, which included fear and fatalistic attitudes. Contrary to previous studies, this research did not find that embarrassment was an 
issue in the barriers to uptake. The authors suggest this may be due to the methodology and also the age range of those included in the 
study. 

Choudhury S.M., 
Brophy S. and 
Williams R. 2009 

The authors found that people in the Bangladeshi population with have little knowledge regarding control and prevention of their 
diabetes. Much of the information accessed was through the GP or healthcare worker. 

Croucher, R. and 
Sohanpal, R. 2006 

There was a mismatch of assumptions about attending dental services: respondents did not perceive need for attendance unless there 
were problems. Proximity of practice was important, as was word of mouth. There was a preference for making emergency 
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appointments rather than booking appointments in advance which might be forgotten. 
 
There was confusion over the differences between NHS primary care and NHS dental care, with respondents believing that because 
there was a charge then dental care must be 'private'. 
 
Uncertainty about the cost of treatment, for nonexempt patients created more anxiety than treatment alone, and was perceived as a 
major barrier to accessing services. Dental care was perceived as expensive and one of many competing priorities in family budgets. 
Anxiety exacerbated by perceived lack of clarity about fees. 
 
 Some participants preferred to receive treatment from a dentist of the same gender. Concerns were generally expressed by women, 
including participants in both ethnic and general focus groups. 
 
Participants felt that access to dental care could be improved through: extended opening hours; drop in dental triage sessions which 
would add to appointment flexibility; using mobile dental surgeries; providing information about costs and structure of NHS dental care; 
better liaison between dental and other primary health care workers; friendlier staff able to speak local community languages. 
 
Despite an established variation in dental care utilization between the participating ethnic minority groups and the general population 
(Erens and Primatesta, 2001) few differences were found between the reported barriers to access in this study. The homogeneity of the 
findings reported here may be explained partly by socio-economic factors and common levels of social disadvantage. 
 
Competing demands within participants' family budgets suggest that parents would place a low priority on meeting their own dental 
needs. 
 
A preference to be treated by same gender dentists has been reported here, whatever the ethnic origin or gender of the volunteer. 
 

Culley, L.A., 
Hudson, N., 
Rapport, F.L., 
Katbamna, S. and 
Johnson, M.R.D. 
2006 

Most participants expressed general satisfaction with infertility services but: some felt less than fully informed about their condition, 
tests and treatment options; only 1/3 received any written information about treatments and this was always in English; many were 
concerned about delays and waiting times; a minority felt that staff could be more sympathetic to 'failed' treatments. Many received 
insufficient information/explanation about timescales for tests and treatments. Specific cultural norms and values (expectation of early 
childbirth and multiple children, stigma of infertility, preference for male children) and language needs of different communities were 
poorly attended to. Interpreters were very rarely offered and may have been refused anyway due to concerns about confidentiality. 
Service providers did not monitor ethic origins and had little understanding of patients' ethnic and religious backgrounds. 
  

Fazil, Q., Wallace, 
L.M. and Hussain, 
A. 2006 

 Sampled families lived in poor social housing and had diverse health, social and psychological problems. There was evidence that first-
generation immigrants were not utilising mainstream healthcare services apart from local GP services. All the high attenders, and five 
other respondents in the families, had high scores on a screening measure for depression and anxiety but only four were receiving 
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treatment for this. 
 
 Frequent attenders were found to be lacking in knowledge about and were unable to name their medication, with one attendee 
misunderstanding the reason for their medication. 
 
Supernatural beliefs were seen as the cause of many illnesses (possibly because interviewees lacked understanding and knowledge of 
the nature of their illness, or because it was culturally acceptable and/or a cultural norm to attribute thus). This does not fit self-
regulatory models of illness and many western quantitative questionnaires such as the IPQ-R (Moss-Morris et al, 2002) do not address 
beliefs regarding supernatural causation. Attributing illness causes to supernatural explanations gives families the legitimacy to turn to 
spiritual healers, who may provide a form of coping and a source of support. 
 
Families resorted to taking up medical care in Pakistan, citing language barriers, better understanding of the system in Pakistan, and 
easier access to care. 
 
Frequent attenders had low levels of access to services other than GPs, possibly explained by low levels of awareness of other services, 
or unassertive requests for referrals, or poor provision of interpreters, translated material, culturally competent practice, and culturally 
appropriate service provision. 
 

Fleming, A., Birch, 
J., Booth, C., 
Cooper, J., Darwin, 
J., Grady, A. and 
Downe, S. 2007 

The scheme offers the opportunity for women at high clinical and socio-demographic risk to experience positive childbirth experiences. 
It also offers the opportunity for midwives to exercise their skills in normalizing birth in complex situations. 
 
Nine key factors underpin the success of the project, namely: continuity of carer; visibility in the community; multi-agency involvement; 
inter-disciplinary collaboration; leadership; strategic partnership; ability to be innovative and flexible; involvement of local community 
and individuals; and shared group philosophy. 
 

Galdas, P.M. and 
Cheater, F.M. 2010 

'First generation' immigrant Indian and Pakistani men did not subscribe to Western conceptions of 'hegemonic masculinities' which 
regard silent stoicism as the most 'manly' behaviour when experiencing pain. Their greater willingness to seek help for health matters 
might be a culturally distinct representation of South Asian hegemonic masculinity, which in the context of chest pain is prioritized over 
other masculinities. Help-seeking behaviour may be different and conceptions of masculinity more akin to Western hegemonic 
masculinity for 'second generation' South Asian men. 
     

Gask L., Aseem S., 
Waquas A. and 
Waheed W. 2011 

The authors draw conclusions upon the experiences of depression and summarise these as a sense of feeling stuck in relation to 
difficulties, particularly, family and marital conflicts, experiences of isolation (external and internal reasons), and a need to regain a 
sense of control. 
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Gater R., Waheed 
W., Hussain N., 
Tomenson B., 
Aseem S. and 
Creed F. 2010 

The authors conclude that those in the social intervention group should greater improvement in social functioning compared to those 
receiving antidepressants alone, but this was not statistically significant. Those in the social intervention group were significantly more 
likely to express greater satisfaction with treatment and continued to feel satisfied with their treatment after 9 months. 

Grace, C., Begum, 
R., Subhani, S., 
Kopelman, P. and 
Greenhalgh, T. 
2008 

Lay participants generally knew about the link between lifestyle and diabetes, believed that lifestyle change could prevent diabetes, 
acknowledged individuals’ responsibility in making those changes, and viewed them as aligned with the teachings of Islam. Minority held 
strongly fatalistic beliefs about prevention and treatment of diabetes. 
 
 Bangladeshi religious leaders unanimously agreed that to reject the importance of self care and rely solely on Allah to protect health 
was a misinterpretation of Islamic teaching and must be addressed through religious education. 
 
The main barrier to positive lifestyle change in this community is not lack of knowledge but social and cultural norms which prioritize 
norms of hospitality and religious requirement for modesty over healthy eating and exercise, and reject a “sporting” identity  or dress. As 
consequence, education and awareness-raising may not be enough to overcome conflicts between individualist and collectivist goals. 
 
Practical and structural barriers to healthy lifestyles exist alongside cultural and religious barriers, especially for women. 
  

Griffith, L. 2008 The meeting did not produce effective engagement with the Health Services, but gave rise to more community events. These were 
important for asserting identity, but didn't contribute to improving the services. 
 

Hanley, J. 2007 Participants were largely unfamiliar with the term 'postnatal depression', though some described somatic symptoms, and found it hard 
to define or articulate a concept of the condition. Postnatal depression is probably a universal experience but interpretation is subject to 
socio-cultural experiences, with pre-western Islamic beliefs about health and traditional treatment and management of symptoms. 
 
Mothers were reluctant to discuss sensitive gender issues in front of husbands and older female relatives - this was seen as disrespectful. 
Also reticent to discuss intimate and emotional feelings with health professionals. 
 
Primary care services were not first point of contact for emotional and mental health issues - external forces ('Jinn') were perceived to 
be at work - rest, family support, and Imam or healer were sought out. 

Hussain N. 2006 There is a need to offer this group effective and acceptable interventions, and for information about beliefs to be flexible, as well as 
having flexibility in diagnostics and design methodologies. 
 

Khan H., Lasker S. 
S., and Chowdhury 

The authors conclude that a number of myths and misconceptions appear to be common amongst Bangladeshi patients with respect to 
insulin usage, including insulin leads to premature death. It does note however, that some of the reasons given for refusal are not 
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T. A.  2008 dissimilar to those found in relation to other ethnic groups. Reasons for refusal include an association with premature death, needle 
anxiety, loss of control, lack of perception of benefits and fatalism. 
 

Lavender H., 
Khondoker A. H., 
and Jones R. 2006 

The authors conclude that the findings emphasise the importance of cultural factors in the management of depression. The authors 
suggest that they question the appropriateness of "Western models of diagnosis and management" and suggest direction for the 
development of the treatment within different ethnic groups.  
 

Mackenzie, J. 2006 Analyses of stigma represent under-developed dimensions to the available research on understanding differences in service use among 
diverse populations. 
 
Context-dependent roots of stigma contribute to the difficulties carers from some minority ethnic communities might face when trying 
to support their relatives with dementia and take advantage of much-needed support. 
 
The influence of stigma on decisions about support and the use of services are more fully understood when examined from the 
perspective of the roots of stigma in different cultures, particularly in relation to the impact stigma had on individuals with dementia and 
their family carers. 
 
The management of stigma and the ways of understanding dementia differed between the Eastern European and South Asian carers. 
History of war and persecution influenced how Eastern Europeans managed stigma process and used and accepted support services. 
Earlier life trauma important in understanding impact of services on users. Stigma in the South Asian group tended to be linked to 
religious and magical explanations for the onset of dementia. Dementia seen as punishment or curse, could induce fear in wider 
community and jeopardize family honour and reputation. 
 
Concealment was part of strategy for both sets of carers but in case of South Asian group this led to increasing isolation for both carer 
and person with dementia and access to early intervention and mainstream support for the family carer and the person with dementia 
was considerably delayed as a result. 

Merrell, J., Kinsella, 
F., Murphy, F., 
Philpin, S., and Ali, 
A. 2006 

Three key issues were identified which influenced carers’ access and use of service provision: information and knowledge of existing 
services; sources of information; and language barriers in accessing mainstream services. 
 
The majority of participants had limited knowledge and awareness of health and social services available to assist them in their caring 
responsibilities. 
 
GPs and hospital doctors were the main source of information about services. Information in audio or video formats would help 
overcome language barriers and the fact that some languages, e.g. Sylheti, do not have a written form. Information needs to be easily 
accessible and distributed at venues that recipients access frequently, e.g. mosques, Asian grocery stores. Such dissemination would 
increase knowledge in community as a whole and improve information obtained through word of mouth. 
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Inability to read, write and speak English was age and gender related, with older Asian women often having lowest levels of ability. Some 
carers required other family members (often children) to translate for them. Health and social care professional rarely used translator 
services, even when available, expecting and relying instead on there being family members who would assist. Reliance on others meant 
that benefits went unclaimed or that claims could not be easily pursued once made. 
 
Bangladeshi carers experienced inequity in service provision. No study participants had been offered a carer's assessment. Assessments 
would have required professional interpreting services or willing family interpreters in most cases, with the former not offered or 
provided to any of the study participants. There was limited knowledge of the availability of such services or of 'Language Line' in the 
local Bangladeshi community. Service providers and the DSS rarely had any BME members of staff and participants felt that existing staff 
did not understand Bangladeshi culture. 

Mir G. and Sheikh 
A. 2010 

That there is considerable impact of religious identity on decision making for many Pakistani Muslims and on their communication with 
practitioners 
 

Netto G. 2006 Many clients perceived the service to have been helpful. On this basis the uptake is suggested to be associated with lack of awareness 
but I am not sure that this has been adequately evidenced in the report. 
 

Parveen, S., 
Morrison, V., & 
Robinson, C. A.  
2011 

Motivations for caring: all felt they had no choice. Willingness to care: varied, with some feeling that certain family members more 
obliged than others. Experience of caregiver role: both positive and negative for all. Adaptation to role: gets harder with time. Coping: all 
used behavioural-disengagement coping. Use of and satisfaction with support: very little family support throughout. BME respondents 
negative about statutory services, especially lack of cultural understanding.  WB positive. 
 

Rhodes P. J., Small 
N., Ismail H. and 
Wright J. P. 2008 

Many people are utilising complementary and alternative medicine in the treatment of epilepsy but people are not forthcoming in 
discussing this with their doctor. Patients rarely discussed ethnomedicine with doctors and this has its roots in the history of colonialism 
and the promotion of biomedical therapies. 
 

Rüdell, K., Bhui, K. 
and Priebe, S. 2008 

39 themes emerged in participants responses to how to deal with distress. Most common was 'don’t know.' Ethnic minority respondents 
were significantly more likely not to know how to resolve their distressing experiences. Most commonly tried strategies for dealing with 
distress were 'keeping busy', 'talking to family', 'talking to friends' and 'exercise'. 
 
The use of help-seeking strategies was ethnically patterned as significant differences were found in some strategies: 'Substance use', 
'dancing', 'thinking' 'spending time on a hobby', 'praying', 'taking medication',' using herbal remedies', 
'relaxation', 'yoga' and marginally 'seeing a traditional healers'. 
 
All individuals preferred self-directed strategies independent of their ethnic background. A higher proportion of White British 
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participants used self-directed and social help-seeking strategies, but they were less likely to report spiritual help-seeking than the other 
groups. Complementary help-seeking was particularly common amongst White British and Black Caribbean participants, but not as 
important for Bangladeshi participants who in turn favoured medical strategies more than the other ethnic groups. 
 
Ethnic group membership was also significantly associated with the number of people consulted about the distressing experience. White 
British subjects talked to significantly more people than the two other groups which did not differ significantly from each other. 
 
Talking to GPs was not helpful when the doctor was unresponsive to subjects' worries and concerns, or when they appeared too focused 
on the medication, or where subjects perceived the situation to be hopeless. Talking to GPs was seen as helpful when prescribed 
medications worked for the subject. 
 
Ethnic differences in the use and preferences for help-seeking strategies point towards specific cultural and individual coping practices 
which might affect use of services in areas with high level of Bangladeshi or Caribbean participants. 
 
This survey also found evidence of changes over time as age at migration affected the use and preference for specific help-seeking 
strategies. 
 

Smeeton, N.C., 
Rona, R.J., Gregory, 
J., White, P. and 
Morgan, M. 2007 

Study has uncovered possible mechanisms that may act as barriers to the management of asthma, especially in South Asian and other 
ethnic minorities. These barriers are related to beliefs that asthma medicines may be more harmful than beneficial, that the outcome of 
asthma is more subject to faith and chance than to the usefulness of treatment, and that asthma in children generates unacceptable 
stigma. 
 
Higher rates of admission to hospitals and attendance at A&E of children of ethnic minority groups in comparison to white patients may 
be reduced by a management strategy that takes into account the differences in beliefs about asthma and its treatment. 
  

Szarewski A., 
Cadman L., 
Ashdown-Barr L., 
and Waller J. 2009 

Women were generally in favour of screening, but there was little enthusiasm for the self-sampling kits with many people expressing a 
preference to see a clinician. Still participants acknowledged that the self-sampling kits might help overcome some barriers for women in 
their community. 

Vishram, S., 
Crosland, A., 
Unsworth, J., & 
Long, S. 2007 

Barriers to participation include lack of confidence, family commitments, language barriers and cultural misconceptions. 
 
A community development approach, engaging users and taking their views into account, can enable effective services to be developed. 
 
Taking part in programmes can improve physical health, but also mental and emotional health and social inclusion. 
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Wells M. and Wagg 
A. 2007 

The authors comment on a range of different desires and needs for Bangladeshi people accessing continence care. These are presented 
within a bullet pointed manner but tend to focus predominantly on women. 
 

Yeowell G. 2010 The findings are summarised into the following: issues of gender; language issues; time: messages; and role of exercise. Ultimately the 
paper claims that BME groups experience inequality in health care and current provisions don't meet the physiotherapy needs of 
Pakistani women. 
 

 

 

Table 3: Overall assessment of included methodological studies 

Author(s) What academic 
disciplines or 
areas are 
covered by this 
publication? 

What kind of 
research is 
described by this 
publication? 

Geographical 
setting of 
publication 

Data collection 
methods used 

Overall grading 
of quality of 
the 
publication, 
based on 
quality 
assessment 

Reasons for overall grading and 
identification of limitations 

Ahmer S., Rafey 
A.R., Faruqui and 
Aijaz, A.  2007 

Best practice (Systematic) 
Literature Review 

n.a. Self-completion 
surveys / 
questionnaires , 
Researcher-
administered surveys 
/ questionnaires 

HIGH The research has involved a 
systematic search for literature and 
questionnaires 

Cross-Sudworth, 
F., Williams, A., & 
Herron-Marx, S. 
2011 

Clinical / health, 
Research 
methods (issues, 
methodology) 

Qualitative 
research 

England Focus groups, 
Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews, Q 
methodology 

MEDIUM There were some limitations with 
the sample size and methods of 
data collection.  However, the 
discussion was extremely open 
about other aspects of the study's 
methodology and raised some very 
important emergent themes. 

Greenhalgh, T., 
Chowdhury, M., & 
Wood, G. W. 2006 

Clinical / health, 
Research 
methods (issues, 
methodology) 

qual research 
resulting in 
questionnaire 
development 

England Focus groups, 
Structured, semi-
structured, 
unstructured, non-

HIGH Key concept in cross cultural 
research has been identified and 
successfully challenged in this 
article.  Assuming that the factor 
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directive or other 
interviews, 
Researcher-
administered surveys 
/ questionnaires 

analysis method is valid, which it 
appears to be, the methodology is 
sound and has been transparently 
and clearly demonstrated. 

Greenhalgh, T., 
Collard, A., 
Campbell-Richards, 
D., Vijayaraghavan, 
S., Malik, F., 
Morris, J., and 
Claydon, A. 2011 

Research 
methods (issues, 
methodology) 

Mixed methods  London, UK Focus groups, 
Structured, semi-
structured, 
unstructured, non-
directive or other 
interviews, 
Standardised 
instruments, e.g. for 
capturing health-
related or quality of 
life data 

HIGH Clear and thorough piece of work.  

Hurtado,Margarita 
P. ; Angeles, 
January; Blahut, 
Steven A.; Hays, 
Ron D. 2005 

Clinical / health, 
Research 
methods (issues, 
methodology) 

Mixed methods  US - Arizona, 
Maryland & 
New York 

Cognitive interviews 
(defined as the 
administration of 
draft survey questions 
while collecting 
additional verbal 
information about the 
survey responses), 
Standardised 
instruments, e.g. for 
capturing health-
related or quality of 
life data, Self-
completion surveys / 
questionnaires , 
telephone survey 

HIGH Well written, easy to follow article, 
well referenced. Statistical analysis 
outlined.   Only limitation is small 
Spanish speaking pop included.   

Husain, N., 
Waheed, W., 
Tomenson, B., & 
Creed, F. 2007 

Best practice structured 
interviews 

Manchester, 
UK; primary 
care setting  

Standardised 
instruments, e.g. for 
capturing health-
related or quality of 

MEDIUM Concern about study carried out in 
one GP surgery in Manchester - not 
tested with other patients in other 
areas of the UK.  
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life data 

Kish, Rieko; 
McElmurry, 
Beverly; 
Vonderheid, 
Susan; Altfeld, 
Susan;  McFarlin, 
Barbara; Tashiro, 
Junko 2011 

Clinical / health, 
Research 
methods (issues, 
methodology) 

Cog testing  Japan  Cognitive interviews 
(defined as the 
administration of 
draft survey questions 
while collecting 
additional verbal 
information about the 
survey responses), 
Standardised 
instruments, e.g. for 
capturing health-
related or quality of 
life data 

HIGH Can't see any flaws.  

Mavhu, Webster; 
Langhaug, Lisa; 
Manyonga, 
Bothwell; Power, 
Robert; Cowan, 
Frances 2008 

Clinical / health, 
Research 
methods (issues, 
methodology) 

Qualitative 
research 

Zimbabwe Cognitive interviews 
(defined as the 
administration of 
draft survey questions 
while collecting 
additional verbal 
information about the 
survey responses) 

HIGH Very illuminating examples of the 
types of challenges and pitfalls that 
can be faced when translating 
concepts into different languages. 

Napoles-Springer, 
Anna M.; Santoyo-
Olsson, Jasmine; 
O'Brien, Helen; 
Stewart, Anita L. 
2006 

Research 
methods (issues, 
methodology) 

Qualitative 
research 

US  Cognitive interviews 
(defined as the 
administration of 
draft survey questions 
while collecting 
additional verbal 
information about the 
survey responses) 

MEDIUM Small sample size - and unsure 
about sample size decisions.  

Read, D; Bethell, C; 
Blumberg, S. J.; 
Abreu, M.; Molina, 
C. 2007 

Clinical / health Cog testing  US  Cognitive interviews 
(defined as the 
administration of 
draft survey questions 
while collecting 

MEDIUM Small sample & language used 
within results section.  
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additional verbal 
information about the 
survey responses) 

Wallen, Gwenyth 
R.; Middleton, 
Kimberly R.; 
Rivera-Goba, 
Migdalia V.; 
Mittleman, 
Barbara B. 2011 

Research 
methods (issues, 
methodology) 

Cog testing  US  Cognitive interviews 
(defined as the 
administration of 
draft survey questions 
while collecting 
additional verbal 
information about the 
survey responses), 
Standardised 
instruments, e.g. for 
capturing health-
related or quality of 
life data 

MEDIUM small sample size.  

Weidmer-Ocampo, 
Beverly; 
Johansson, Patrick; 
Dalpoas, Debbie; 
Wharton, David; 
Darby, Charles; 
Hays, Ron D. 2009 

Clinical / health, 
Research 
methods (issues, 
methodology) 

Mixed methods  US  Cognitive interviews 
(defined as the 
administration of 
draft survey questions 
while collecting 
additional verbal 
information about the 
survey responses), 
Standardised 
instruments, e.g. for 
capturing health-
related or quality of 
life data 

MEDIUM Limitation of compatibility to wider 
pop. 
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Table 4: Key conclusions of included methodological studies 

Author(s) Author's / authors' conclusions Emerging issues 

Ahmer S., Rafey 
A.R., Faruqui and 
Aijaz, A.  2007 

This research found that few (19 that they know of) validated questionnaires exist 
that had been evaluated for cross-cultural and/or criterion validity in Urdu. Of 
these, six were originally written in Urdu and thirteen were translated from 
English. The Bradford Somatic Inventory, Self-Reporting Questionnaire and Aga 
Khan University Anxiety and Depression Scale AKUADS were the questionnaires 
that were most thoroughly evaluated in Urdu. 

The two known approaches for conducting research 
in a language other than English where there is no 
existing tool that has been validated in that 
language are problematic. These are:  
1) the Emic approach: to develop a new measure 
using culturally defined, within-group variables that 
have been developed and described in terms of the 
language and customs of a particular culture at a 
particular time..  
2) the Etic approach: to use a measure from another 
language and culture applying the concepts of 
behaviour and techniques of measuring that 
behaviour from the so-called source culture to the 
target culture. (Guillemin F, Bombardier C, Beaton 
D: Cross cultural adaptations of health related 
quality of life measures: literature review of 
proposed guidelines. Journal of Clinical 
Epidemiology 1993, 46(12):1417-1432.) 
 
This research raises the question of whether there 
should be a different set of criteria for diagnosing 
depression in Pakistan if people suffering from 
depression in Pakistan present with different 
expressions of distress compared to patients in the 
West? (Although focusing in depression this could 
be applied to other health-related research topics.) 

Cross-Sudworth, 
F., Williams, A., & 
Herron-Marx, S. 

Caring for women individually, according to need is the key message.  Inter 
generational differences were not clearly demarcated, although there seemed to 
be additional needs amongst Pakistani women with less support or confidence 

Discussion section highlights some interesting 
cultural aspects: higher education seemed to be 
more important than inter generational status to 
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2011 and those facing language barriers than those who were highly educated and 
more confident. 

confidence.  Asian midwives were not wanted: real 
fears about confidentiality - having someone from 
your own community caring for you - were 
expressed.  Cultural practices affected individuals 
differently: important for practitioners to be aware 
that there could be wide variation in what are 
significant issues for individuals. 

Greenhalgh, T., 
Chowdhury, M., & 
Wood, G. W. 2006 

2 key outputs from this research: 1) development of an easy to administer, story-
based questionnaire measuring wellbeing & cultural adherence amongst British 
Pakistanis with diabetes 2) development of a method for developing story-based 
instruments to quantify the subjective experience of illness and adherence to 
cultural norms which potentially has applications beyond the study population 

Findings highlighted the important distinction 
between cultural adherence (following customs of 
one's own social group) and cultural assimilation 
(adopting aspects of lifestyle of indigenous 
population).  Cultural assimilation does not 
necessarily result in less cultural adherence. 

Greenhalgh, T., 
Collard, A., 
Campbell-Richards, 
D., Vijayaraghavan, 
S., Malik, F., 
Morris, J., and 
Claydon, A. 2011 

Developed 2 easy to administer story-based scales for use amongst British 
Bangladeshi people. There is potential for wider application for developing story-
based research instruments in understanding subjective experiences in non-
western pops. Vignette-based scales provide a standardised form of conveying 
complex social phenomenon. You get greater validity but the trade off is that 
findings cannot be directly compared to populations using other types of scales.       

Need to go further than just back-translating 
research instruments using western-concepts, for 
use amongst non-western pops.   

Hurtado,Margarita 
P. ; Angeles, 
January; Blahut, 
Steven A.; Hays, 
Ron D. 2005 

Translated version - can be used to asses experiences of those mainly/only speak 
Spanish and compare with English speakers. 
Cog ints found few problems with questionnaire were language specific, and 
suggested most items measured the same construct regardless of language.  
suggestion that there are cultural diffs in the way that ratings are ascertained.  
Mode effects - Spanish group preference to use phone administration of 
questionnaire even when Spanish language version available. They also tended to 
provide more favourable responses by phone.    

Mode important to consider as well as appropriate 
translations. 

Husain, N., 
Waheed, W., 
Tomenson, B., & 
Creed, F. 2007 

PHQ can be used as a screening instrument to detect depression in Urdu speaking 
population in UK. 
Respondents had no problems understanding and answering PHQ questions. PHQ 
uses simple terms unlike other questionnaires. PHQ doesn't use culture specific 
idioms of distress. Simple back to back translations may lead to problems of 
validity and reliability in the target language.  

Simple back to back translations may be 
problematic.  
Need to be mindful of cultural idioms that cannot be 
translated.  

Kish, Rieko; 
McElmurry, 

Lots of concs but the main one for me is the identification that Japanese women 
were less likely to code extreme values when compared to American women and 

Asian groups less likely to code extreme values 
need for more research in this area.     
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Beverly; 
Vonderheid, 
Susan; Altfeld, 
Susan;  McFarlin, 
Barbara; Tashiro, 
Junko 2011 

the potential for this to introduce systematic biases in cross cultural research.  
Japanese women appeared to avoid clear, positive evaluations unless they found 
the service/experience perfect. One negative experience / flaw was enough to 
indicate imperfection.   
Possible solutions: alleviate the extreme options, but also acknowledge need for 
more research in this area.     

Mavhu, Webster; 
Langhaug, Lisa; 
Manyonga, 
Bothwell; Power, 
Robert; Cowan, 
Frances 2008 

Authors were able to identify some important conceptual issues with core 
questions about sexual practice, eg women won't admit to having sex if way 
question is phrased suggests they initiated sex.  Explains discrepancies between 
reported behaviour and biological outcomes (eg HIV rates). Euphemistic terms in 
conjunction with explanations to make the term clearer were helpful although 
care must be taken to avoid being offensive. 

Contributes to the debate about open-ended 
answers versus response categories: men preferred 
open-ended answers but women found easier to 
admit to more sexual partners with response 
categories. 

Napoles-Springer, 
Anna M.; Santoyo-
Olsson, Jasmine; 
O'Brien, Helen; 
Stewart, Anita L. 
2006 

Behaviour coding with interaction analysis (IA) can help identity problems and 
used to modify items. Without IA some problematic items would have been 
missed.  

Interaction analysis may be beneficial for survey 
development for use across diff ethnicities   

Read, D; Bethell, C; 
Blumberg, S. J.; 
Abreu, M.; Molina, 
C. 2007 

No linguistic issues with the questionnaire. However parents did report an 
unwillingness/distrust to discuss their child's health over the telephone - (perhaps 
mode issue). Also identified issues like - Hispanic parents reluctance to provide 
children with ongoing medication - e.g. ADHD meds.  
 
Also discuss issues such as: less likely to have insurance, barriers to accessing 
treatment, issues around cost of meds, concerns about affordable treatment - 
touched upon as issues for this group.        

Language translation may be fine, however cultural 
preferences / needs of a population may still need 
exploration.  

Wallen, Gwenyth 
R.; Middleton, 
Kimberly R.; 
Rivera-Goba, 
Migdalia V.; 
Mittleman, 
Barbara B. 2011 

Cog testing important for assessing validity amongst ethnic respondents, and esp 
for language translations.  

Providing visual aids and concrete examples can 
help ethnic respondents.   

Weidmer-Ocampo, 
Beverly; 
Johansson, Patrick; 

Cog ints showed the survey covers relevant issues for pop. Only minor changes 
following cog ints, e.g. including clinic specific info.  
Survey analysis confirmed internal consistency.     

I think the most interesting part is the inclusion of 
discrimination questions - taken and adapted from 
Commonwealth Funds 2001 Survey on disparities in 
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Dalpoas, Debbie; 
Wharton, David; 
Darby, Charles; 
Hays, Ron D. 2009 

quality of health care.    

 


