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Abstract

This qualitative study describes GPs’
experiences of and needs for
management of people from a South
Asian community who have chronic
pain. Semi-structured interviews were
conducted with 18 GPs from practices
in two PCTs in Leicester. The data
was analysed using grounded theory.
The results indicate that managing
patients from a South Asian
community with chronic pain can be
challenging due to differing pain
expression and presentation. Emerging
themes refer to shortages of services
for these patients including the need
for CBT, counselling, community
support and GP education and
training. Potential implications of the
results for service provision are
discussed.
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Introduction

In a society where ethnic diversity is rapidly
increasing, clinicians are under pressure to offer
culturally appropriate healthcare. To do this, practi-
tioners need to understand how culture and ethnic-
ity influence health and illness related behaviours.
Cultural factors influence beliefs, behaviours, per-
ceptions and emotions, all of which affect health
and healthcare (Helman, 2007). Culture influences
illness behaviour in a number of ways including,
the perception of ‘normal’ and ‘abnormal’ illness
behaviour, the causes of illness, the need to engage
in health seeking and preferences regarding per-
sonal decision-making and control in healthcare
settings. In order for general practitioners (GPs) to
maintain a close relationship with their patients
and to ensure effective treatment, cultural mismatch
in the doctor’s and patient’s understanding of the
condition presented needs to be avoided (May,
Dowrick, & Richardson, 1996).
Chronic pain is common, affecting approximately

one in five adults in Europe, resulting in substantial
healthcare costs (Munidipharma International Ltd,
2003). Despite this, only a relatively small propor-
tion of patients are managed in specialist pain clin-
ics; the majority are managed by their GP in primary
care (Elliot, Smith, Penny, Smith & Chambers,
1999; Smith, Elliott, & Hannaford, 2004). Although
research has shown that South Asian people attend
General Practices more frequently than White peo-
ple (Atri, Falshaw, Livingstone & Robson, 1996;
Njobvu, Hunt, Pope &MacFarlane, 1999) the uptake
of outpatient services among South Asians remains
significantly lower (Cooper-Patrick et al., 1999;
Morris, Sutton & Gravelle, 2005).
Cultural differences in behavioural expression of

pain have been reported in the literature (Allison
et al., 2002; Edwards, Fillingim & Keefe, 2001;
McCracken, Matthews, Tang & Cuba, 2001; Riley
et al., 2002). There is evidence that people from
ethnic minority groups may receive less medication
or treatment for pain than the local population of
the country (Green et al., 2003; Laditka, Laditka, &
Mastanduno, 2003). Some of this treatment dispar-
ity has been attributed to communication difficulties
between healthcare practitioner and patient. Other
explanations offered suggest medical staff may
believe that people from some ethnic groups exhibit
exaggerated pain behaviour; that is, the pain behav-
iour is disproportionate to the actual pain experi-
enced. Second or third generation immigrants often

have better health and healthcare. This is partly
attributed to acculturation, which is defined as ‘the
extent to which an individual, who migrates from
the country of birth, adopts the values, beliefs, cul-
tures and lifestyles of their host country’ (Watson,
Latif, & Rowbotham, 2005, p. 198). In addition,
improved socio-economic status (Edén et al., 1994;
Nazroo, 2003) and communication with the GP and
a better understanding of the healthcare system may
have a role to play.
South Asians form the largest minority group in

the UK (Census, 2001). The city of Leicester has a
growing South Asian population and at the last cen-
sus 25.7 per cent of residents in the city described
themselves as Asian or Asian British Indian
(Census, 2001). A previous paper (Patel, Peacock,
McKinley, Clark-Carter, & Watson, 2008) exam-
ined how GPs manage chronic pain in this popula-
tion. If the treatment of ethnic groups is to be more
equitable, GPs need to identify their training needs
or identify support services that might improve the
care offered to this patient group. This article is
therefore concerned with GPs’ perceptions of the
services and additional training that might be
required to meet the needs of this population.

Methods

The study was granted ethical approval by the
Leicestershire, Rutland and Northamptonshire
LREC.

Participants
General practitioners were recruited from two
strategically selected primary care trusts (PCTs) in
Leicester. The first of these PCTs had practices in
areas densely populated by South Asian patients
(defined as anyone of Indian subcontinent origin,
India, Pakistan, Bangladesh or Sri Lanka). The sec-
ond PCT had practices in areas densely populated
by White patients but GPs still had experience of
South Asian patients consulting with chronic pain.
Using purposive sampling, we recruited White
British and South Asians, those who spoke South
Asian languages and those who did not and male
and female GPs. We also recruited GPs from
large group practices and single-handed practices.
This enabled us to explore a broad range of GP
experiences.
Inclusion criteria were that participants who were

vocationally trained GPs, with at least 12 months
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experience of providing treatment for pain to
English speaking and non-English speaking South
Asian patients in Leicester. GPs were excluded if
they had been practising for less than 12 months in
Leicester or felt they had insufficient experience of
South Asian patients to draw upon.

Data collection and analysis
Letters of invitation were sent to GPs that were fol-
lowed up, one week later, with a telephone call from
the researcher to discuss participation. One-to-one
semi-structured interviews were conducted with
GPs either over the telephone or at their practice.
The interviews lasted between 30 and 60 minutes
and, with consent, were tape-recorded for later tran-
scription. All interviews were conducted by (SP) a
South Asian research health psychologist with
experience of qualitative research in the field of
chronic pain.
An outline interview schedule was developed. All

interviews started off broadly asking GPs about
their experience of treating South Asian patients
with chronic pain. From this question the inter-
viewer was able explore aspects GPs found chal-
lenging, examples of cases where they have found
managing patients from this community difficult
and following on from that, GPs thoughts on exist-
ing services for this population and ideas for any
future service requirements.
The recorded interviews were transcribed verba-

tim. The data were microanalysed using the con-
stant comparative method of grounded theory
(Strauss & Corbin, 1998), a process involving
repeatedly comparing, contrasting and reviewing
information across the interviews. By means of
axial coding, codes were refined to categories and
then to core categories. A ‘field diary’ was kept by
the researcher to note additional information on the-
oretical explanations and thoughts on themes and
operational issues. To help manage the data system-
atically NVivo (QSR International Pty Ltd, 2002), a
qualitative data software package, was used to help
code each transcript, a process whereby a theme or
themes were assigned to segments of text.
Interviews were coded by the interviewer. The

themes and possible meaning and interactions were
discussed with the multidisciplinary research team.
A research team from different professional and
ethnic backgrounds has the advantage of providing
insight into the data, challenging assumptions aris-
ing from the respective experiences and disciplinary
affiliations of individuals.

Results

A total of 19 GPs agreed to participate and gave
informed consent. One GP was excluded as she had
not practised as a GP within Leicester for at least
12 months. Of the 18 included GPs, 11 were South
Asian and 7 White British, 11 males and 7 females.
The mean age of GPs was 46 years and on average
GPs had been qualified for 13 years. Three GPs
practiced in single handed practices while the
remaining 15 in partnered and larger practices.
The main themes emerging from the GP inter-

views presented in this article focus around per-
ceived service and educational requirements.
Additional emerging themes including the consulta-
tion process, clinical management of pain, patient
expectations and acculturation are presented else-
where (Patel et al., 2008). From the interviews we
found GPs felt the additional services required for
South Asian patients with chronic pain included
counselling, cognitive behaviour therapy (CBT),
and local community support. Some GPs also iden-
tified gaps in their own education and felt specific
training may be useful. The challenges of secondary
care pain management and a mismatch between
GPs’ understanding of services and the actual avail-
ability was also highlighted.

Addressing patients psychosocial
needs via counselling and CBT
A number of GPs felt the underlying issues for
patients with chronic pain were often psychosocial
and as a result felt there was a need for more cul-
turally specific psychological services. Some felt
access to language specific counselling services
may be beneficial in helping address some of these
barriers. Despite this suggestion GPs were aware
that there are not enough trained counsellors with
South Asian language skills and a thorough cultural
understanding; therefore this would be difficult to
achieve. As a consequence, GPs felt they have little
option but to manage patients who may benefit from
these services themselves:

I think there isn’t enough counsellors, for exam-
ple, with, erm, south Asian language skills or
even an understanding of the culture. I think a lot
of these patients would be suitable for coun-
selling, erm, but, you know, a lot can’t access that
support, because it isn’t available or there’s a big
shortage of training counsellors or available
counsellors. So, I think there is an issue there.
(South Asian male GP3)
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I think number one is that we need to get an
Indian counsellor, we do not have enough South
Asian language speaking counsellors, we don’t
have any available in my PCT. (South Asian
female GP19)

The GPs acknowledged that there are counselling
services available in English but felt using inter-
preters for counselling would be inappropriate.
They perceived counselling to be a complex inter-
action between the counsellor and the patient there-
fore requiring the counsellor to communicate
fluently in the patient’s own language:

The trouble is, er, the counsellors we’ve got here
are all English speaking, so I don’t think they’d
be able to first of all speak to them, counselling,
you need quite a complex level of language skills
really, you can’t just speak a few words. (South
Asian male GP3)

GPs had some degree of understanding of how CBT
could play a role in helping these patients manage
their pain. However they felt the current health ser-
vice provision was limited and for this patient group
or either inadequate or culturally inappropriate:

I think the biggest thing is this cognitive behav-
iour therapy, making it much more accessible,
making that suitable, if you like, for Asian
patients, because for cognitive behaviour therapy
at the moment, you need to have an English
speaker who speaks reasonably good English,
who can understand the concepts in English and
so on whereas not many of the patients fit that
category, so cognitive behaviour therapy geared
to deal with some of the patients who don’t speak
much English. I think that would be worthwhile.
(South Asian male GP4)

GPs were positive about the availability of CBT but
were not fully aware of the details and the services
that are or will be available:

Now, I know there is some mention of CBT in
trying to help patients with chronic pain. I think
the service is just being developed, as far as I’m
aware, in Leicester, er, as to how much patients
with language difficulties and so on, how their
needs will be met. I’m not even sure. But that’s
something I’m looking forward to, if the service
is up and running. (South Asian male GP10)

Provisions required for community
support
GPs perceived some patients to be isolated within
their community and, for some, interacting outside

of their community was not possible or even cultur-
ally acceptable. Many described the South Asian
patient with pain being someone who is elderly with
restricted physical mobility. It was suggested that
having community nurses with the language and
cultural skills to visit patients in their homes might
be useful:

I think, erm, it wouldn’t be bad to have somebody
like a sort of a health visitor or a Macmillan
nurse, shall we say, someone who can visit peo-
ple in their homes, who’ve got, who are of the
same ethnic background, who will be able to
understand the nuances and be able to, you know,
share and get a better understanding as to how the
condition’s affecting them physically and psy-
chologically and then work with the GP and other
agencies to support them. (White British male
GP6)

Despite these suggestions GPs identified challenges
that would need to be overcome, one such was the
applicability of service delivery models across the
different faith groups:

I think the difficulty with that is there are an infi-
nite variety of ethnic backgrounds, not an infinite
but a large, so you can’t have a person who will
relate as well to the Hindu population as to the,
erm, to the Muslim population. (White British
male GP6)

GPs suggested community support groups could
offer a valuable service to these patients. This was
envisaged as a group of culturally similar South
Asian patients with chronic pain meeting up on a
regular basis to provide support to each other. This
would offer patients an opportunity to share their
pain experience with others suffering from similar
pain. There are currently a number of organizations
that have support groups of this nature to aid self-
management. However, many of these are restricted
to those with English language skills:

I think it’d be nice to have chronic pain anony-
mous kind of service like an alcoholics anony-
mous service where you have people, lots of
people getting together with their pain so it’s like
an association … I think if there was one for
Asians which keyed into what they really felt the
Asian people wanted, then that’d be useful I
think. I think it’d be useful for them to meet up
with other people who have similar problems to
understand. (South Asian male GP7)

Some GPs felt the community groups could offer
more than just social support. There was feeling
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that these groups could be an important source
of information:

… if somebody was to, sort of, discuss with
them that maybe sometimes pain is not just
physical pain, it can be pain because of psycho-
social issues, if somebody could, sort of, talk to
them or put that sort of idea across to them,
maybe they might find it helpful. (South Asian
female GP8)

Opportunities for increasing
practitioners’ understanding of
pain in a multicultural community
Many GPs felt they had learnt a lot of their strate-
gies for managing chronic pain in South Asian
patients through their experience of treating
patients. They perceived that there is limited
research on chronic pain among South Asian
patients upon which they can draw to help inform
their practice. There is thus a perceived need for
more research:

Erm, part of it, I think, is an education thing in
that the GPs need to be aware of the problems,
which obviously, it’d be useful to find out from
what your study shows in the end because we’ve
all got our own individual prejudices and while
we try not to let them influence things, they’re
bound to, to some extent, so we need to know
more about culturally how people present, erm,
and knowing that what body pain might mean to
somebody. (White British female GP5)

Erm, I think in terms of helping GP’s, everyday
kind of management of it, erm, we are perhaps
still at the stage of trying to understand what it is,
when we talk about chronic pain … until we’ve
got a conceptual framework for working with
chronic pain, it seems to me, difficult to be criti-
cal of services out there that are trying to meet
undifferentiated demands. (White British male
GP16)

GPs seemed happy with receiving information on
culture and ethnicity and found the information use-
ful. There may be a need for information like this to
be further developed and sent to GPs to increase
their awareness of and provide tips on managing
pain in a multicultural community:

Every now and then, we get the odd information
leaflet about how, you know, what Hindus, Sikhs,
Muslims, little tips on what their culture and the
things they do health wise, which do help. (White
British male GP17)

It was interesting that not all the GPs felt that there
were services or provisions that may be helpful to
them in managing these patients. Some GPs felt that
there is little that can help them manage these
patients; it is just something they have to under-
stand, accept and manage:

I’m not really sure that there is anything extra
that can be done. Perhaps I’m being a bit pes-
simistic, but I’m not aware of anything else that
can be done. I think you know, these things are
probably, to an extent, culture, erm, it’s a low
pain threshold, which I’m not sure you can actu-
ally do anything about it. (South Asian male
GP1)

As long as you understand that way of respond-
ing, you understand where they’re coming from.
I don’t think that a service could fix that for you.
Because, that’s the individual and how they
express themselves. (South Asian female GP11)

From a healthcare perspective, even if practitioners
feel there is nothing that can be done to help these
patients, it is still important for them to be aware of
the full range of services available. It became appar-
ent that some GPs were unfamiliar with the pain
management services available:

Well, I think the pain management is good, but
yeah, I don’t quite know whether there is a lot of
psychological input there. (White British female
GP9)

Looking specifically at the possible means of
addressing GP education, it was suggested that
informal learning opportunities possibly in the form
of a chronic pain network might be valuable. This
would provide GPs with the opportunity to liaise
with more experienced colleagues about pain man-
agement in general as well as specific issues related
to ethnicity:

Well, I like to learn more and more, because I get
lazier as I get older, by conversation, informed
dialogue with experienced colleagues. I don’t
think that kind of dialogue goes on in relation to
primary care, understanding chronic pain, you
don’t see, for example, erm, education sessions
on managing chronic pain in South Asian
patients. That’s not the way that should be han-
dled, but it’s a reflection of the fact that we don’t
have a dialogue about it … If I see somebody that
completely confuses me or I feel I might have
missed it, I will talk about it with a colleague ...
there’s no chronic pain network, if you like, that
one can tap into. (White British male GP16)
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The challenges of secondary care
services
Some GPs were very happy with the services pro-
vided by secondary care. The only negative aspect
was the applicability of these and the availability of
these services to those whose first language is not
English as the availability of translators is limited:

The services are excellent of what is available
with regard to pain management, er, control,
from the educational programmes to the
acupuncture and those sort of things and self help
etcetera. But obviously, any clinic, there’s room
for improvement and from the Asian point of
view, particularly if you’re dealing with an
elderlyAsian, it’s the translation of those services
which is important. Patients that I’ve referred on,
you know, we’ve asked for interpreters or we’ve
asked patients to take somebody who can inter-
pret but again, it’s very difficult. If the person
who’s going with, er, a relative of the person
who’s going and isn’t very au fait with what the
services are, they’re not very good translators
either so you’re probably better to use hospital-
based translators who can get that information
across. (South Asian male GP12)

Many GPs felt it would make it easier for them to
manage patients if secondary care referrals were
managed faster than they currently are:

I suppose the only thing that would help would
be being able to, if you decide the patient needs
an investigation or a second opinion, being able
to get that promptly ... Each time you want to do
something, there’s a wait involved, so, you some-
times have to resist the temptation to refer people
earlier. (White British female GP18)

That’s a big problem, so, if you tell them, ‘I’ll
refer you’, at one stage, it used to be about nine
months waiting time. Now, I don’t know whether
the 13-week wait is adhered to now, I’m not sure,
because certainly, in the last six to eight months,
perhaps a year even, I’ve not referred anyone to
the Pain Clinic. So, that is an issue. (South Asian
male GP10)

There was some feeling that service provided in
secondary care could just as easily be provided in
primary care by GPs this would avoid the delays
currently experienced:

Chronic pain management itself, erm, I feel that if
the services are available in the secondary care, or
even if it’s community based, some of the services,
like acupuncture, being available directly, a lot
of these alternative strategies, we could implement

here. So, you know, the system itself holds some
barriers in delaying the management of some of
these patients. (South Asian male GP12)

Expectation mismatch
Some GPs felt the services offered in secondary
care such as physiotherapy could be better. This
could partly be attributed to an expectation mis-
match between what the GP feels should be pro-
vided and what the actual service provides:

They accept the referral, but they don’t often go
and if they go, I think they only go once, but
physiotherapy in Leicester, it’s not, I don’t know,
I don’t want to damn the service, but, it’s much
more about giving patients education and exer-
cises to do at home, rather than actually a ther-
apy, as in some palpation or manipulation or
ultrasound, so, I think people’s satisfaction with
the physical therapies they’re offered is not at
high as it used to be. (White British male GP18)

Communication difficulties, primarily the language
barrier, add to the challenges and complexities of
managing patients from this community with pain.
Most patients bring a friend or family member as an
interpreter, which can be beneficial and to some
degree GPs rely on when there are no alternative
interpretation services available. However, at times,
the three-way conversation with uncertainty over
accuracy can be difficult, therefore GPs should not
expect absolute accuracy and to some degree need
to be able to identify non-verbal cues:

I’ve seen patients who come in and maybe they
think I don’t speak their language and so I’ll talk
to them and they’ll say something to the person
who’s supposed to be interpreting, which I under-
stand completely and then their interpreter will
tell me in English and I’ll think, well, that’s not
what she just said. (South Asian female GP8)

Erm, I think they express themselves in a different
way and I can’t think of an example they, erm,
they don’t seem to use the language in exactly the
same way as I would use it. The nuances of what
we talk about, our facial expressions and things
like that, that betray what we’re feeling, seem to
be different. (White British male GP6)

Discussion

In this article we focused on GPs’ experiences of
managing patients with chronic pain from a South
Asian community, in particular on GPs’ perceptions
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of the support services required and their own learn-
ing needs. From the interviews we found that GPs
perceived that there is a lack of culturally specific
psychological therapies and community support for
this group of patients. GPs recognized that they
have learning needs with respect to managing
chronic pain in South Asian people but that there
may be little evidence to inform their learning and
practice. GPs felt there is a need to focus on the
challenges and provisions of secondary care pain
clinics to limit delays in pain management.
Managing chronic pain in any community can be

a difficult and frustrating experience for GPs. Our
findings give insight into what GPs feel they need to
help them manage patients more effectively in pri-
mary care. GPs seemed particularly interested in
having access to more culturally relevant psycho-
logical services including counselling and CBT.
Most current pain management programmes are
derived from a CBT approach that has been shown
to be effective (Flor, Fydrich, & Turk, 1992;
Morley, Eccleston &Williams, 1999) and have been
described as the treatment of choice for patients
coping with pain-related disability (McCracken &
Turk, 2002; Turk, 1996). However, it is important to
bear in mind that these research data come almost
exclusively from European populations, people of
European descent or western countries.
The literature suggests cultural factors influence

beliefs, behaviours, perceptions and emotions, all of
which affect health and healthcare (Helman, 2007).
Therefore, the cultural background of the GP may
play a role in how chronic pain is perceived.
Research indicates that GPs are more likely to per-
ceive South Asian patients as having an underlying
psychological basis to their pain, which could result
in the treatment disparities such as less referral to
outpatient services (Cooper-Patrick et al., 1999;
Morris et al., 2005) and receipt of less medication
or treatment for pain (Green et al., 2003; Laditka
et al., 2003). Before the provision of culturally rel-
evant counselling and CBT services with appropri-
ately trained staff is contemplated, further research
is required to determine the suitability of CBT for
South Asian people and the content of such a pro-
gramme. Furthermore, it is important to note that
when we talk about South Asian people we are
grouping a large number of faiths and cultures
together as one, ignoring significant cultural varia-
tion. Although this is an important point it was
beyond the scope of this study to evaluate each sub-
group due to small numbers in each group making

it difficult to draw upon key emerging themes. In
addition, it remains unclear if GPs actually make
such fine distinctions between groups.
GPs felt that local community support groups

might be a way of supporting patients. Although
support groups can provide an opportunity for
patients to share experiences and concerns, little
research has been published on the use of support
groups for people with chronic pain (Arthur &
Edwards, 2005; Subramaniam, Stewart, & Smith,
1999), and the data are contradictory (Arthur &
Edwards, 2005; Fordyce, 1976; Linton, Hellsing &
Larsson, 1997; Peacock, Cascone, & Porter, 2007).
In an RCT looking at the effectiveness of lay led
self-management programmes for South Asians
positive improvements were seen in self-efficacy
and self-care; limited effects were seen on health
status (Griffiths et al., 2005). Recruitment and
attendance was only moderate despite provision of
incentives, this compares poorly with other groups
in similar studies (Lorig, Ritter, & Gonzalez, 2003;
Lorig, Sobel, & Stewart, 1999). Limited trials have
been conducted on minority groups and therefore
these groups are under-represented (Sheikh,
Netuveli, Kai, & Panesar, 2004). Despite this, it is
possible to draw on the broader literature around
chronic condition interventions tailored for South
Asians for coronary heart disease (CHD) and dia-
betes. Project Dil (Farooqi & Bhavsar, 2001) aimed
to improve the prevention of CHD by implementing
training for healthcare professionals and increasing
awareness within the community has helped engage
and drive forward CHD management in primary
care. From the diabetes literature we find specialist
led primary care clinics for South Asians failed to
improve ‘knowledge awareness’ and ‘self manage-
ment’ (Vyas et al., 2003). Whereas a lay led self-
help programme found those who attended showed
a decrease in HbA1c levels and increase in ‘knowl-
edge’ (Simmons, 1992). Hawthorne and Tomlinson
(1997) found one to one teaching with picture flash-
cards with Asians with diabetes helped to improve
knowledge and self-care skills at six month follow-
up. These studies indicate careful consideration
needs to be taken when deciding how to implement
health information to a South Asian population.
There is a need to manage the communication

process more effectively in order to progress with
the clinical management of patients. Neal et al.
(2006) reported there were no differences in verbal
domination whenWhite and South Asians consulted
with aWhite GP.White patients had more emotional
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consultations where both the patient and GP played
an active role. GPs spent more time asking ques-
tions to those less fluent in English. Interestingly
they spent less time giving information to those
South Asians fluent in English than White patients.
This discrepancy is particularly concerning. For
those who do not speak the local language transla-
tion services need to be more accessible in primary
care (Jones & Gill, 1998). There may be scope to
train medical students on how to most effectively
use interpreters including family members during
the consultation process (Free, Green, Bhavnani, &
Newman, 2003; Phelan & Parkman, 1995), as it is
not always feasible to have interpreters available
when patients consult.
Our results and those of other studies suggest

GPs are interested in receiving relevant training for
chronic pain management (Stannard & Johnson,
2003). Recent literature has focused on improving
the informed shared decision-making process
within the consultation (Frantsve & Kerns, 2007).
Allen at al., (2008) describes an Internet-based
health coaching intervention to help improve
patient–clinician communication. To aid the consul-
tation process practitioners may benefit from easily
accessible training and education on the influences
of culture and ethnicity on pain, which currently
does not exist. The availability of online training
resources including access to relevant research
papers, links to related organizations and a forum
for discussion may be a useful resource. There is
support for the use of online resources in improving
knowledge, attitudes and beliefs about chronic pain
(Harris et al., 2008).

Strengths and Limitations
The strengths of this study are the broad and pur-
posive sampling frame, which ensured we could
access the accounts of a wide range of GPs with
experience of South Asians with chronic pain. Our
analysis was rigorous incorporating transcription
of interviews, careful reading and re-reading of the
text with generation of codes from the data and
active search for negative cases. Rigor was main-
tained at every stage of the analysis to minimize
any potential investigator bias by the first author
(SP) regularly consulting co-authors for clarifica-
tion over interpretation throughout the analysis
process. We actively sought and achieved satura-
tion of the data with no new themes emerging from
the final cases. This helps to ensure that the results
are generalizable. Nevertheless caution must be

taken against over generalizing these data as they
are situated in a single English city that, although it
has a large and varied SouthAsian community does
not fully represent South Asian people in the UK.
These data extend our previous findings that GPs

face a range of challenges when managing South
Asian patients with pain particularly during the con-
sultation process (Patel et al., 2008). To summarize,
GPs found there were considerable gaps in the ser-
vices available to South Asian patients with chronic
pain. They felt access to healthcare in particular
psychological therapies including pain management
were limited or were culturally or linguistically
inappropriate. Suggested service improvements
included the provision of better psychological/
counselling support both professionally and through
support groups as well as faster access to secondary
care. Practitioners feel the ability to refer to multi-
disciplinary teams including counsellors and person-
nel trained to deliver CBT would be a valuable
resource but the cultural transferability of such pro-
grammes requires attention. Access to psychological
services is limited in general therefore this may not
be specific to this population. It would therefore be
important to explore patients’ experiences, percep-
tions and likely acceptance of such services.
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