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Abstract: Background: Access to healthcare is part of every individual’s human rights; however,
many studies have illustrated that ethnic minority patients seem to be confronted with barriers when
using healthcare services. Understanding how healthcare utilities are accessed from the perspective
of patients and why healthcare disparities occur with patients from a minority background has the
potential to improve health equality and care quality. This qualitative systematic review aims to gain
insights into the experiences of people with chronic respiratory diseases (CRDs) from a minority
background and explore factors contributing to their experiences in accessing healthcare to inform
related health policy makers and healthcare providers. Methods: This systematic review complied
with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses, where the Joanna
Briggs Institute meta-aggregative instrument facilitated the qualitative synthesis. The study protocol
was registered with PROSPERO (CRD42022346055). PubMed, Scopus, Web of Science, and CINAHL
were the databases explored. Results: From the papers selected, 47 findings were derived from
10 included studies, and four synthesised findings were generated: (1) the relationship between
patients and healthcare professionals affects the usage of healthcare services; (2) patients’ perceptions
and cultural beliefs affect their compliance with disease management; (3) personal behaviours affect
the usage of healthcare services; and (4) health resource inequalities have an impact on accessing
healthcare services. Conclusions: This systematic review demonstrates that ethnic minorities with
CRDs face inequalities when engaging in healthcare. The relationship between patients and clinicians
impacting the use of healthcare is the most pivotal discovery, where not speaking the same language
and being of a different race alongside the accompanying criticism and faith in facilities are key
contributors to this effect. In addition, the thinking patterns of these marginalised groups may reflect
their cultural upbringing and diminish their engagement with therapies. This paper has uncovered
ways to attenuate inequalities amongst ethnic minorities in engaging with healthcare providers and
provides insight into building effective equity-promoting interventions in healthcare systems. To
overcome these disparities, coaching doctors to communicate better with minority cohorts could help
such patients to be more comfortable in connecting with medical facilities.

Keywords: systematic review; ethnic minority; chronic respiratory diseases; healthcare services

1. Introduction

Globally, there has been a 39.8% growth in chronic respiratory diseases (CRDs) between
1990 and 2017, and toxic fumes, smoking, and second-hand smoke are critical hazards of
these conditions (GBD Chronic Respiratory Disease Collaborators, 2020). Of all chronic
illnesses, asthma holds some of the greatest incidences internationally, and the United
Kingdom (UK) has the highest global occurrence of asthma [1]. To illustrate this, 29.5% of
people in the UK encounter some degree of asthma during their lifetime, and approximately
GBP 1.1 billion can be spent on asthma in a year [1]. On the other hand, chronic obstructive
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pulmonary disease (COPD) contributes largely to mortality and is responsible for high
healthcare expenditure [2]. In England, 2.2% of the people are expected to have COPD
by 2030, amounting to an expected cost of 2.32 billion [3]. Moreover, 2.09 million people
were diagnosed with lung cancer worldwide in 2018, which was the highest among all
cancers [4].

Access to healthcare is a human right; however, many studies have illustrated that eth-
nic minority (this refers to racial and ethnic groups that are in a minority in the population;
in the UK, this usually covers all ethnic groups except White British) patients seem to be
confronted with barriers when using healthcare services [5–8]. Healthcare service usage
was lower among people from minority backgrounds compared with their counterparts.
Studies evidenced that social determinants of health, such as accessing healthcare services,
coverage, and quality of care received, contribute to negative health outcomes [9–11]. There
are a variety of reasons for this disparity, from the healthcare delivery system to personal
perception and belief issues, all of which can act as barriers. For example, a systematic
review reported that disapproving perceptions and attitudes towards healthcare services
can also act as a barrier [12]. This is especially apparent when patients from a minority
background do not trust or believe in the benefits of the healthcare services in the host
country or simply do not see the benefits [12,13]. Many studies indicate that language and
culture are major factors that deter the use of healthcare services because they jeopardize
effective communication for ethnic minority patients [8,14,15].

Previous studies found that healthcare providers are also responsible for extending
minority patients’ access to healthcare services [7,8,16]. A systematic review found that
inadequately interpreting information to the patient when using interpreting services can
increase the patient safety risk [17]. In some circumstances, healthcare professionals may
pay attention to language discord and cultural differences, which can lead to biases or false
conclusions when it comes to clinical decision making [17,18]. Studies also reported that
healthcare professionals’ stereotyping, stigma, and biases towards minority patients may
contribute to unequal treatment of the patients [19,20]. In addition, the cost of healthcare
services can act as a barrier for socioeconomically vulnerable minorities if there is no health
insurance to cover their healthcare cost [17].

Disparities in healthcare can not only result in negative health outcomes and increase
healthcare expenditures but can also cause moral and ethical issues which breach profes-
sional values and human rights [19]. Therefore, understanding how healthcare utilities
are distributed from the perspective of patients and why healthcare disparities occur with
patients from a minority background has the potential to improve health equality and
care quality. Qualitative systematic reviews are important when exploring how users
experience, perceive, and manage their health and journeys using the healthcare delivery
system. They are powerful at gathering evidence-based research to inform the delivery
and development of healthcare services. With the above in mind, there is no systematic
review that considers all the primary research on the present topic. Therefore, this review
aims to gain deep insights into the experiences of people with chronic respiratory diseases
(CRDs) from minority backgrounds and explore factors contributing to their experiences
in accessing healthcare utilities to inform related health policy makers and healthcare
providers. Specifically, we aimed to conduct the following:

(1) Investigate the perceived experiences in accessing healthcare utilities by patients with
CRDs from a minority background.

(2) Synthesise factors contributing to their experiences in accessing healthcare utilities.
(3) Examine the effects of social determinants on accessing healthcare utilities.

2. Methods
2.1. Study Design

The guidelines of the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) were used to guide this study. The Joanna Briggs Institute (JBI) meta-
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aggregative approach was used for data synthesis [21]. The study protocol was registered
with PROSPERO (CRD42022346055).

2.2. Search Strategy

A mnemonic of population, the phenomena of interest, and the context (PICo) frame-
work were used to form the following key search terms: ‘patient with CRD’, ‘minority’,
‘experience’, and ‘health utility’ [22]. Synonyms of each keyword were used to create a logic
grid to capture relevant studies [21]. A search term table was created (see Supplementary
S1). The Cumulative Index to Nursing and Allied Health Literature (CINAHL), PubMed,
Scopus, and Web of Science were searched by two independent reviewers. Publication
dates were not limited to increase opportunities to gather related studies. Grey literature,
conference papers, and PhD theses were not searched due to the lack of peer review. The
literature search and screening process is displayed using a PRISMA flow chart (Figure 1).
The search process of each database is shown in Supplementary S2.
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2.3. Eligible Criteria

The inclusion criteria for the review were as follows: (1) Studies with various qualita-
tive research designs, but not limited to phenomenology, ethnography, grounded theory,
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qualitative inquiry, action research, and discourse analysis. Mixed methods were also
considered if a component used a qualitative approach. (2) Participants who were included
must be aged 18 years and over, from a minority background, and had a diagnosis of CRD.
(3) The phenomenon of interest considered the perceived experiences of individuals with
CRDs regarding health utilities or access to healthcare services, focusing on the perception
and value of health utilities or healthcare services. The factors that deterred or increased
access to health utilities or healthcare services were also included. (4) Contexts related to
any healthcare setting, such as hospitals, primary care, outpatient walk-in centres, and
rehabilitation centres were included. (5) Peer-reviewed publications in English.

2.4. Study Selection and Search Outcome

Two reviewers screened the titles and abstracts independently. One reviewer checked
the duplicate literature via EndNote 11. Two reviewers independently read and screened
the full articles to identify studies that fit into the inclusion criteria. Any disagreements
were solved through discussion within the review team to come to a consensus.

In total, 114,992 articles were identified from the database searching. After they were
screened by title and abstract, 114,787 studies were excluded. A total of 205 full-text
articles were screened. Finally, 10 full articles were included in the review based on the
inclusion criteria.

2.5. Quality Assessment

This review used the Joanna Briggs Institute Critical Appraisal Checklist to check the
quality of the included studies and address the internal validity and risk of bias [22,23].
Two reviewers independently assessed the quality of the included studies (Table 1). Any
disagreement was discussed and solved with a third reviewer.

Table 1. Appraisal checklist.

Papers Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10

Tumiel-Berhalter and Zayas, 2006 [24] Y Y Y Y Y Y Y Y Y Y
Poureslami et al., 2011 [25] Y Y Y Y Y Y Y Y N Y

Patel et al., 2014 [26] U Y Y Y Y Y Y Y Y Y
Melton et al., 2014 [27] Y Y Y Y Y N N Y Y Y
Lathan et al., 2015 [28] Y Y Y Y Y N Y Y Y Y

Lee et al., 2016 [29] Y Y Y Y Y Y Y Y Y Y
Glasser et al., 2016 [30] Y Y Y Y Y Y Y Y Y Y

Webb and McDonnell, 2018 [31] Y Y Y Y Y N N Y Y Y
Druedahl et al., 2018 [32] Y Y Y Y Y Y Y Y Y Y
Ahmed et al., 2022 [33] Y Y Y Y Y Y N Y Y Y

Note: JBI critical appraisal checklist for qualitative research. Q1: Is there congruity between the stated philosophi-
cal perspective and the research methodology? Q2: Is there congruity between the research methodology and the
research question or objectives? Q3: Is there congruity between the research methodology and the methods used
to collect data? Q4: Is there congruity between the research methodology and the representation and analysis
of data? Q5: Is there congruity between the research methodology and the interpretation of results? Q6: Is
there a statement locating the researcher culturally or theoretically? Q7: Is the influence of the researcher on the
research, and vice versa, addressed? Q8: Are participants, and their voices, adequately represented? Q9: Is the
research ethical according to current criteria or, for recent studies, and is there evidence of ethical approval by an
appropriate body? Q10: Do the conclusions drawn in the research report flow from the analysis or interpretation
of the data? Abbreviation: Y, yes; N, no; U, unclear.

2.6. Data Extraction and Management

The JBI Qualitative Assessment and Review Instrument (JBI-QARI) tool was used for
data extraction (Supplementary S3). The characteristics of the included studies, such as
study methodology, data collection method, phenomenon of interest, geographical/cultural
setting, participants, data analysis, and the authors’ conclusions were assessed and stratified
by two independent researchers [21]. The three levels of credibility according to the JBI
review manual, i.e., unequivocal, credible, and not supported, were used to ensure that the
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extracted findings and interpretations were consistent with the intended meanings of the
included studies [21]. Any disagreements were discussed and resolved during the research
team meetings.

2.7. Data Synthesis

The review followed the JBI meta-aggregation three-step process for data synthe-
sis [21] (Supplementary S4). First, all findings from all included studies were extracted
by two independent research team members. Then, the two researchers developed new
categories which were based on similarities among these findings. Finally, the two re-
searchers synthesised these new categories into new themes based on their relationships
and relevance to the review aims. The review team conducted weekly meetings to reach
agreements on the final findings. Disagreements were discussed and resolved through
research team discussions.

3. Results
3.1. Characteristics of the Included Studies

Ten papers were reviewed: seven were conducted in America, one in the UK, one
in Denmark, and one in Canada. Five papers were on the African American group, two
papers on the Hispanic group, one paper studied the Bangladeshi and Pakistani groups,
one paper studied Muslims, and a Canadian paper studied multiple ethnicity groups which
included immigrant participants who were Latinos, Chinese, Iranian, and Punjabi. The
research encompassed 241 patients. Six papers studied asthma, three studied lung cancers,
and one paper studied COPD. Details of the 10 papers can be found in Table 2.

Table 2. Characteristics of the included studies.

Studies (Title,
Author, and Year) Study Aim Participant Method Study Setting Authors Conclusion

Lay Experiences and
Concerns with

Asthma in an Urban
Hispanic Community.
Tumiel-Berhalter, L.

and Zayas, L.E.,
2006 [24]

Explored how
perceptions and
experiences of

patients with asthma
affect disease

management in a
Puerto Rican
community.

22

Grounded theory
(focus group,

semi-structured
interview)

USA

Learning about lay
perceptions and

management
approaches regarding

asthma may afford
healthcare

professionals insights
to better understand,
educate, and care for

ethnic minority
patients.

Health Literacy,
Language, and

Ethnicity-Related
Factors in Newcomer
Asthma Patients to

Canada: A
Qualitative Study.
Poureslami et al.,

2011 [25]

Investigated how
asthma patients from

new immigrant
groups are being

informed and
educated about
asthma and its

management, and to
identify barriers to

knowledge transfer.

29

Participatory
qualitative

investigation
(focus group)

Canada

The importance of
diverse

cultural beliefs and
practices as factors that

should be taken into
consideration when

tailoring interventions
to improve asthma

outcomes in
vulnerable

populations, including
patients from
ethno-cultural
communities.
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Table 2. Cont.

Studies (Title,
Author, and Year) Study Aim Participant Method Study Setting Authors Conclusion

Experiences
addressing

health-related
financial challenges

with disease
management among

African American
women with asthma.
Patel et al., 2014 [26]

Described how
African American

women with asthma
address cost-related

challenges to manage
their condition.

26

Qualitative
research

(focus group,
semi-structured

interview)

USA

Awareness of
strategies that are

helpful to patients in
reducing out-of-pocket
costs and developing
interventions to make

useful strategies
available.

Health literacy and
asthma management

among
African-American

adults: an
interpretative

phenomenological
analysis. Journal of

Asthma. Melton et al.,
2014 [27]

Investigated how
health is impacted by
health literacy using

the encounters of
African American

asthmatics.

4

Interpretative
phenomenologi-

cal analysis
(semi-structured

interview)

USA

Those with better
health literacy could

have stronger abilities
in working with their

physician to select
choices and deal with
their illness. Health
literacy should be

addressed considering
the ethnic origin of the
patients, especially in
African Americans.

Perspectives of
African Americans on

Lung Cancer: A
Qualitative Analysis.

Lathan et al.,
2015 [28]

Investigated the
awareness of lung

cancer, the danger of
it, aspiration to stop

smoking, and
thoughts about lung
cancer diagnosis and
treatment in African

Americans.

22

Grounded theory
(focus groups,

semi-structured
interview)

USA

African Americans
may perceive financial
and insurance barriers

to lung cancer
treatment.

Elucidating the
patient-perceived role

in decision-making
among African

Americans receiving
lung cancer care
through a county
safety-net system.

Lee et al., 2016 [29]

Investigated how
African American

patients were
involved in decision
making about their

lung cancer
treatment.

58

Qualitative
research
(dyadic

ethnographic
interview)

USA

Distinct lack of
understanding about

disease course,
severity, and prognosis

may constrain
patient’s perception of
the need for informed
decision making over

the course of care.

Improving COPD
Care in a Medically

Underserved Primary
Care Clinic: A

Qualitative Study of
Patient Perspectives.

Glasser et al.,
2016 [30]

Investigated how
ethnic minorities with

COPD experience
their medical care

and the barriers they
face in managing
their disease and

following medical
recommendations.

25
Qualitative

research
(focus group)

USA

Key issues that ethnic
minority groups with
COPD contend with

include routine
functions, e.g.,
sleeping, other

diseases, smoking,
accessing

prescriptions, and
moving between

hospitals.
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Table 2. Cont.

Studies (Title,
Author, and Year) Study Aim Participant Method Study Setting Authors Conclusion

Perspectives of
African American

Women Living with
Lung Cancer. Webb

and McDonnell,
2018 [31]

Investigated realities
of African American

females who have
overcome lung cancer,
their thoughts on the
condition, and their
wish to lead a better

lifestyle.

18

Qualitative
research

(focus group,
semi-structured

interview)

USA

Lung cancer was
humiliating, and

patients mentioned a
lack of optimism from

those around them,
challenging symptoms,

being uninformed
about cancer, and

wanting to mix with a
cohort of similar

people with cancer.

Young Muslim
Women Living with
Asthma in Denmark:

A Link between
Religion and
Self-Efficacy.

Druedahl et al.,
2018 [32]

Investigated how
self-efficacy impacts

compliance to asthma
therapies and how

religion shapes
self-efficacy in

Muslim females.

10

Qualitative
research

(focus group,
semi-structured

interview)

Denmark

Religion impacted
self-efficacy to comply
with asthma therapy,

especially during
Ramadan. Prayer was
adopted alongside and
instead of medicines to

manage asthma.

Generational
perspective on

asthma
self-management in
the Bangladeshi and
Pakistani community

in the United
Kingdom. Ahmed

et al., 2022 [33]

Explored the
perspectives of

Bangladeshi and
Pakistani people on

how they self-manage
their asthma, with a
view to suggesting

recommendations for
cultural

interventions.

27

Qualitative
approach

(semi-structured
interview)

UK

Acknowledging ethnic
background and how

this can impact the
ways asthma is

handled by patients
may highlight

strategies helping
Bangladeshis and

Pakistanis deal with
the illness.

3.2. Synthesised Findings

A total of 47 findings were extracted from the 10 papers incorporated in this review,
among which 46 were unequivocal and one was credible (Supplementary S3). These
findings were placed into 13 categories and then classified into four synthesised findings,
which were as follows: (1) the relationship between patients and healthcare professionals
affects the usage of healthcare services; (2) patients’ perceptions and cultural beliefs affect
their compliance with diseases management; (3) personal behaviours affect the usage of
healthcare services; and (4) health resource inequalities in accessing healthcare services
(Supplementary S4). The ConQual summary of findings is presented in Supplementary S5.

Synthesised finding 1: The relationship between patients and healthcare professionals
affects the usage of healthcare services

This synthesised finding reflected patients perceived experiences of being subject to
prejudice, being uninformed, and the reality of medical services. Patients think that they
need a positive connection with healthcare professionals where ethnic minorities can access
the same care as majority groups for their condition to be well managed.

3.3. Patients Felt Uninformed

One included study addressed a lack of communication between African American
patients and clinicians [29], and the participants described that the doctors never began
talking about the disease pathway which patients held worries over, e.g., ‘Well, the doctor
don’t tell me much. . .I have to bring it out of the doctor’. Similarly, in an investigation that
considered the thoughts of Latinos, Chinese, Iranian, and Punjabi asthmatics in Canada [25],
one participant reported that ‘Doctors don’t have time to listen to you and explain things’;
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this view highlights that ethnic minority patients do not have time to express anxieties and
that health professionals are not receptive to patients’ worries or able to fully teach them
approaches to fully treat/handle their condition.

Communication flaws can result in ethnic minorities lacking insight into managing
cancer which may inflict more pain upon them as treatment will not be optimised, especially
for patients who do not speak English, which makes it harder to liaise with their doctor.
For example, one patient said: ‘I would like to see that there is a health care system
where newcomers who cannot speak English well still have access to needed services and
help’ [25]. As a result, participants needed their children to help comprehend doctors and
may have benefited from getting asthma knowledge in their native language. Another
patient said: ‘If we can have access to sources of our own language, we will be better
able to get more relevant information’ [25]. Such statements indicate that doctors with a
comparable culture and who speak the same language as patients from ethnic minorities
may improve patients’ access to care and faith in the service.

In interviews with lung cancer patients who were being treated at safety net hospitals,
doctors selected choices for patients rather than this being mutual [29]. For instance, ‘They
always tell me what’s going on, you know, what they want me to know. I never really
got the chance to just express out how I feel or what’s going on’. Such a perspective was
reinforced by doctors who were reported as authoritarians. Another paper also described
that healthcare providers did not tell patients about potential symptoms following opera-
tions, radiotherapy, or chemotherapy, which influenced their quality of life and generated
worry [31]. For example, ‘The doctor till not tell me once. . .they just give you a pamphlet
and send you on your way’. Such a statement illustrates that patients felt the doctor was
not fully engaging with them.

In another review paper, patients felt that they did not receive sufficient knowledge
from the doctor about asthma control [27]. ‘No, they never sent me to an educational
class, but that probably would be good for someone like me that has the determination
that they decide that I’m not gone use that pump’. This reflects that the patients’ self-
awareness of their race may affect their perceived feeling of how healthcare professionals
make clinical decisions for them. The individual stated that the sessions ought to define
asthma, medicines, exacerbations, and managing an attack, and one participant said, ‘What
is asthma? What medications that they have on the market for asthma. Uh, what uh
triggers. What can trigger asthma? And what you need to do once you realise that you’re
having an asthma attack because I’m telling you, a lot of people don’t know they are having
an asthma attack’ [27]. These points raise concerns that marginalised people with lung
disease are not given much structured guidance, teaching sessions, or leaflets about their
illnesses outside of regular doctors’ appointments. Overall, patients feeling uninformed
have been reported by many previous studies in clinical settings. Ethnic minority patients
are more likely to perceive this feeling due to their background or language issues, so the
health professionals who work with them may need to be aware of this.

3.4. Self-Awareness of Being Judged and Prejudiced

In one of the reviewed studies, African American females perceived the experience
of being judged and a lack of empathy from healthcare professionals [31]. For example,
a patient said, ‘We already know there is stigma on our disease because they say it’s the
dirty disease, because we brought it on ourselves’, and a different patient remarked, ‘When
you tell someone you have lung cancer, they are like, ‘Did you smoke? Well, you brought
this on yourself.’ [31]. These comments suggest lung cancer patients may feel judged by
their physicians, such an experience also points towards a lack of empathy from healthcare
services, disrupting the connection between doctors/patients and deterring patients from
seeking assistance. A Hispanic woman specified her doctor’s comment: ‘I see you and you
are not sick.’ [30].

In another study, a pregnant African American reported that she was nervous when
she visited a physician due to worries about racism [27]. She said, ‘I think when I first got
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pregnant and went to the doctor I was really timid. . . you still had some of these prejudiced
white folks’. Some doctors do not want to make physical contact with people from this
background as another patient stated: ‘Uh pull up that coat and then he got a ink pen did
something like he didn’t want to touch me’ [27]. Patients who feel healthcare workers could
be racist may avoid contact and have weaker connections with them, making it harder to
communicate and consequently resolve health issues.

In a different paper that considered lung cancer awareness in African Americans,
one patient mentioned: ‘I also think that there’s always been a disparity in terms of the
medical treatment that black people get versus white people. . .’ [28]. It appears that
people from minority backgrounds feel some degree of prejudice and disadvantage in
utilising healthcare. These complaints may mean that people who are a part of minority
groups may be too self-aware of their background, but it also raises awareness of how
healthcare professionals need to be aware of cultural sensitivities when communicating
with ethnic minority patients. To ensure justice within the healthcare network, clinicians
should be educated on how to approach individual ethnic backgrounds, so that no patients
feel inferior.

3.5. Reality of Medical Services

In contrast to previous findings, a Hispanic woman highly praised the quality of care
delivered by the hospital: ‘My doctor treats me very well. My doctor is good’, and similarly
a white man stated: ‘I follow what my doctor says to do and he is the one that is right there
for me’. Congruency between white and minority ethnic patients in holding a positive
view of healthcare services undermines potential disparities in accessing care [30].

An earlier paper in Canada reported that patients from marginalised cultures were
satisfied with the medical services they obtained [25]. For example, one individual said:
‘I trust my doctor because he is a university professor’. Thus, ethnic minorities might be
more vulnerable and questioning of others relative to majority groups and therefore prefer
certainty over their doctor’s dependability. However, in this same study, Latinos/Punjabis
felt that the healthcare system needed to be more open to other backgrounds, particu-
larly regarding languages spoken to patients [25]. In general, ethnic minorities view the
healthcare systems in Canada as partially reliable, but they feel that more developments
are required.

One included study exposed a lack of continuity from a Hispanic woman’s view-
point [30], ‘My suggestion for improvement is that they keep the doctors here because they
change the doctors a lot here. When they change, they come and ask the same questions’.
An African American woman also expressed: ‘My problem is that they change the doctors
on me every one or two years’ [30]. Patients from a minority background, especially if they
are new to a country, may have less knowledge about the healthcare delivery system and
social and cultural background. Thus, consistent clinicians may be more familiar/popular
with hospital patients regardless of ethnic background. Enhancing appreciation for their
wishes, contentment in the service, and personalising care are needed.

Synthesised finding 2: Patients’ perceptions and cultural beliefs affect their compliance
with diseases management

This synthesised finding identified how an individual’s perception and attitude af-
fected the usage of healthcare services. This means that people from different backgrounds
may have diverse thoughts about lung disease and experiences of interventions, leading to
a particular viewpoint that impacts their willingness to engage with them.

3.6. Thoughts Regarding Treatment

One of the reviewed papers on African American patients highlighted their atti-
tude towards using chemotherapy, and one participant said, ‘I have heard the treatment
of chemotherapy. You get sicker faster’. In addition, some people preferred radiother-
apy/chemotherapy to an operation by stating: ‘Haven’t they got a better chance of missing
some of the cancer . . . with surgery? And they got a better chance of getting most of it
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with chemo?’ [28]. These viewpoints highlight the understanding and awareness of lung
cancer therapies in some African Americans which could impact their treatment choices
and healthcare management.

Another paper looked at self-efficacy when complying with asthma therapy of Muslim
women [32]. One person said: ‘I don’t have to do anything [to remember to use medicine].
When I don’t use it, my coughing reminds me right away’, highlighting that the patient
did not comply with the preventer. Another patient said something similar: ‘I don’t think
I see a difference in the one [controller] that I use morning and evening. But more to
a higher degree with the one I use when necessary; its effect I feel right away’. Their
viewpoints indicate that self-efficacy may play a role in Muslim women’s self-healthcare
management rather than clinical healthcare guidelines. Patients seem more likely to
engage with therapies when they experience their effects immediately. People from a
minority background also seem to be more likely to use community assistance programs
and social networks: ‘There’s a website you could go to, and it will pull up every single,
pharmaceutical, every medication that you can click on, you know, it will take you to the
company that makes the medication. . .’ [26].

3.7. Insight into Lung Diseases

In one reviewed paper, some African American patients expressed their insight into
lung cancer, for example, one patient expressed how: ‘Everybody I know that had con-
tracted lung cancer, including our father, has died within 6 months’, and another said: ‘The
mortality rate is greater than by other cancers’ [28]. It seems that some patients may possess
an advanced understanding of lung cancer, including potential triggers/consequences,
which may encourage lifestyle modifications to minimise their probability of developing it
and timely engagements with healthcare utilities if symptoms are experienced. Meanwhile,
many patients were concerned that smoking would lead to lung cancer, as one patient said:
‘I really need to put this down, cause, I mean, this is no good for nobody. I might end up
with lung cancer. This is ridiculous, but you keep puffin’ [28]. Anxieties about the dangers
of smoking are helpful as it highlights that patients are informed and it can motivate them
to look to healthcare providers for opportunities to help them stop smoking. These view-
points are not specifically race/ethnic-related but represent the patients’ understanding of
the diseases from this ethical group.

The investigation on Muslim Danish women also revealed their views on asthma [32].
For example: ‘Without my religion, I don’t think I would have seen any good sides of the
illness’. With the above two studies, it can be seen that, influenced by religion or cultural
norms, patients held different insights into lung diseases. It reflects that religion may take a
spiritual support role in disease management for some ethnic groups. Therefore, clinicians
may need to cater to the religion-related needs of some minority backgrounds in disease
management.

Synthesised finding 3: Personal behaviours affect the usage of healthcare services
This synthesised finding revealed that personal behaviours also affected ethnic mi-

norities’ ability to regulate their disease treatment and healthcare management.

3.8. Seeking Alternative Help

A paper reported the idea that religion was important in treating asthma, and one
patient said: ‘Without my religion, I don’t think I would have seen any good sides of the
illness’ [32]. Furthermore, praying enhanced self-efficacy with taking prescribed medicines,
and resolving asthma was perceived as the impact of these acts combined. In addition,
patients were unsure if using medicines during Ramadan (a month of fasting for Muslims)
breached fasting and, instead of talking to doctors, had to gather knowledge on this from
relatives, computers, and holy books. One patient said, ‘. . .if you are only using the
medicine once in the morning, then you shift it to somewhere in the evening. In that way,
you are both fasting and complying with the medicine’ [32]; in this case, fasting impacted
self-efficacy to engage with treatment as the pair were merged. Also, using the reliever
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frequently during Ramadan improved the emotional state of subjects, which reinforces its
implementation during such a time. Therefore, ethnic minorities require more direction
from doctors, such as guiding patients on how to take medicine during Ramadan as it
largely influences medication coherence and disease management.

In addition, praying might be unique to certain cultures, thereby influencing patient
choices and disease management. Doctors should consider this when developing a man-
agement plan, e.g., ‘Hell, it wasn’t even a 30-min surgery. . .. It sounded good—oh it was
coming at me and you know, in my thinking like—wow—but I prayed on it and the next
day, I went back for the decision’ [29]. From the participant’s statement, it seems that
praying acts as a supplemental healthcare approach and spiritual support for patients’
disease management. Therefore, training doctors on cultural behaviours may help patients
feel understood, and doctors can better tailor care to each unique background encountered.

3.9. Personal Regulation of Disease Management

One recent study sought to understand the ways that Bangladeshi/Pakistani asthmatic
patients in the UK dealt with asthma [33]. For example, one Bangladeshi patient said, ‘Just
don’t see it [asthma self-management] as an issue really. Like if you got a headache you take
paracetamol, you know’ [33]. In contrast, the Pakistani patient stated: ‘From the sweat, my
cold comes, and my asthma happens, and I get breathless’ [33]. These quotations illustrate
how people from ethnic minorities may see medical interventions and behave towards
them. Thus, misconceptions about asthma need to be addressed by doctors.

Furthermore, a former study disclosed that African Americans who had lung cancer
felt that encouragement from other African American ladies who have overcome the
illness would assist with medical/emotional issues [31]. For instance, someone said, ‘If
we are around one another, we are going to listen’ [31]. Patients may feel less alone and
empowered to follow a better lifestyle where worries can be heard, questions about therapy
asked, and coping tips shared. These statements show that ethnic background may closely
influence others within their groups, so this may indirectly influence their peers on how to
engage with healthcare services.

Synthesised finding 4: Inequalities in accessing healthcare services
This synthesised finding reflected that ethnic minorities may not be able to completely

use the measures that assist in treating lung diseases due to health resources inequality.

3.10. Monetary Issues

Financial issues seem to be another factor in accessing healthcare services amongst
minority groups. Research has looked at the way African American females used prayer
as a coping strategy to deal with the economic difficulties of treating asthma: ‘When I get
into a financial situation, I sit right here on this couch, and I pray about it’ [26]. Another
patient was storing prescriptions, so supplies are ready in times of monetary strain: ‘I know
there was a gap between jobs where I had no coverage, but I knew it was coming. So, I
found myself stockpiling medication’. Patients also gave medicines to relatives ‘You know,
sometimes my kids, because they have asthma, so I give them an inhaler, if I have too
many inhalers—because my kids don’t have insurance’. Thus, these African Americans
have recognised that they have to adapt to the fees associated with asthma; otherwise, they
cannot receive therapy.

With the above in mind, issues about buying medicine, similar to those aforemen-
tioned, were revealed in COPD patients [30]. An African American woman reported using
medicine from other people when she was short of money, saying ‘I had a friend who used
the same medicine and she used to give me some, which is not good but, it helped me
because I couldn’t afford it’. Similarly, a Hispanic woman talked about deficient insurance
as ‘The problem is when they change the Medicaid or the insurance, that’s it. One time
they did not want to give me any more oxygen because the insurance did not want to cover
it’ [30]. Thus, poor insurance could mean unnecessary suffering as certain signs of COPD
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are not managed. Therefore, the current trend suggests that ethnic minorities need more
monetary backing to comfortably afford therapies for lung disease.

A similar outcome was reported in a paper considering the impact of opinions of
Puerto Rican asthmatics living in America on asthma therapy, where patients would go to
accident/emergency when their asthma got worse as they were not in possession of any
prescriptions for insurance reasons [24]. One patient stated, ‘. . .for insurance reasons, you
don’t have any medication at home’ [24]. Overall, poverty can be a general issue for any
population group, but ethnic minority patients seem to have gone to extremes to manage
monetary issues around disease treatment [26].

3.11. Smoking Discontinuation

A study that included focus groups composed of COPD patients investigated smoking
amongst ethnic minorities [30]. A Hispanic woman said: ‘when people quit smoking, they
get sicker’ and a Hispanic man said that ‘Cigarettes do more harm to those who don’t smoke
than to those that do smoke’. These statements reflect misconceptions about the dangers
of smoking, i.e., it is perceived as helpful, which may prevent patients from stopping [30].
Furthermore, focus groups addressing notions of lung cancers amongst African Americans
demonstrated that subjects wanted to engage in programmes to quit smoking; however,
these were expensive and not supported by insurance [28]. Also, one patient reported: ‘I
actually had a doctor say, “Oh, you just need to cut down a little. You don’t need to stop
smoking.’, showing physicians did not encourage smoking discontinuation and were also
found to not educate patients on their chances of cancer. Thus, African Americans appeared
disadvantaged in attempting to stop smoking [28]. Such outcomes illustrate obstacles faced
by ethnic minorities when attempting to stop smoking, i.e., being addicted or receiving
judgement from clinicians, and attenuating possible healthcare disparities. Thus, ethnic
minorities being able to access pharmaceutical products or nicotine replacement therapies
from healthcare teams to quit smoking is important. Smoking is a common health issue in
all populations, and ethnic minorities should have equal access to healthcare services, such
as using smoking discontinuation facilities.

4. Discussion

This review has addressed how ethnic minority patients with lung disease engage
with clinicians and their experience of using healthcare services. Key factors leading to
inequalities affecting marginalised groups encompass their connection with healthcare
professionals as well as how they view their disease/treatments.

This highlights that marginalised groups do not always connect well with doctors,
thereby mediating healthcare disparities. A previous investigation also reported that
African Americans who had COPD or asthma engaged with clinicians to a lesser degree
than white people [34]. Another study found that it can be harder for doctors to evaluate
patients when they are not fluent in the same language, leading to wrongful diagnosis
and delaying therapy initiation [35]. Thus, ineffective communication can damage patient
outcomes, which could be more pronounced in long-term illnesses like asthma. Medical
amenities tailored to people of marginalised backgrounds, e.g., having an interpreter at
consultations or providing information in other languages as well as English, may enhance
the diversity of people who receive support.

Similarly to other studies that reported that a person’s background can influence
how they see the disease, different ethnicities may have individual ways of treating lung
diseases and interacting with medical services [36]. This review also examined key factors
leading to inequalities affecting marginalised groups such as how they view their diseases
and treatments. One previous study discussed how white cancer patients stick to modern
ways of lowering nociception, e.g., pharmacological approaches, whereas people from
marginalised groups, where nociception may be disgraced, express denial, stay clear
of medicines, and maintain usual function [37]. Another investigation on asthmatics
from marginalised backgrounds emphasised the importance of subjective views regarding
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complementary and alternative medicine (CAM), for example, coffee, praying, and water,
and may not reflect the most potent therapeutic approach [38]. If doctors are informed
about how patients see CAM, they can challenge ideas that are unhelpful and consider how
the condition can be approached without drugs, for example, through nutrition alongside
physical activity [38]. Thus, doctors should clarify a patient’s understanding of their disease
and appropriate treatments, so that patients may better manage their healthcare.

This review also found that people from some backgrounds may have a weak under-
standing of respiratory diseases, which might interfere with accessing healthcare services.
One study indicates that people from marginalised groups are in denial of their asthma
status [39]. Research has also identified that relative to white people, marginalised cohorts
tend to have reduced health literacy and are less likely to seek medical care [40]. Reduced
health literacy could also stop people from marginalised backgrounds from being involved
in subsequent studies and thus contributing to slower progression in attenuating healthcare
inequalities [40]. A study reported that poor schooling is one of the obstacles for Latinos
when trying to quit smoking [41]. As a person’s background can influence how they see
the disease, different ethnicities may have individual ways of treating lung diseases and
interacting with medical services. In summary, liaising with different patients, who have
an analogous disease and compassion for each other’s background, provides grounding,
authority over the illness, and thus more happiness. Ethnic minorities need more support
in receiving adequate healthcare protection and in illness prevention so they can more
easily obtain the services desired.

In addition, patients restricted to conversing in English may experience a range of
challenges in using medical amenities, including not comprehending their structure and
how they should engage with them. One previous study reported that relative to white
people, black people do not typically receive as much guidance to stop smoking or adhere
to quitting and supporting tools [42]. Similarly, another investigation stated that white
people who were in hospital because of COPD had a better chance of receiving pulmonary
rehabilitation than black people [43]. This could be because doctors prefer to provide this
to white people and/or black people do not want to go to assemblies and be marginalised
by their background. Furthermore, people who are ethnic minorities may encounter other
obstacles when managing their health issues; examples include not being able to book
consultations or fearing that they will not understand the physician. Medical amenities
tailored to people of marginalised backgrounds, e.g., having an interpreter at consultations,
or running advertisements to stop smoking in languages as well as English may enhance
the diversity of people to whom support is delivered. With the above in mind, more
effort from medical services is needed to support ethnic minority groups in receiving
adequate healthcare protection and illness prevention so they can more easily obtain the
services desired.

5. Strengths and Limitations

The review used the JBI meta-aggregated tools, which increased the transparency of
the review process. We did not include grey literature and non-English studies which may
have neglected relevant reports. Moreover, participants were representative of lung disease
patients and ethnic minorities to an extent; however, some studies focused on one ethnicity
more than another, and it is hard to ensure that all ethnic minorities would act in the
same way. For example, the included review papers mostly studied the African American
and Hispanic population groups, so the review may not represent other ethnic groups
well. Thus, the applicability of incorporated research and consequently this review to all
marginalised groups is challenged. As the reviewed papers mostly studied asthma and
lung cancer, the results may not represent the rest of the other types of chronic respiratory
diseases well.
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6. Conclusions

This systematic review has shown that ethnic minorities with lung disease face in-
equalities when engaging with healthcare utilities. The relationship between patients and
clinicians impacting the use of healthcare is the most pivotal discovery, where not speaking
the same language, and being of a different race alongside the accompanying criticism and
faith in facilities were key contributors to this effect. In addition, the thinking patterns of
these marginalised groups may reflect their cultural upbringing and diminish their engage-
ment with therapies. To overcome these disparities, active efforts are required to make
clinicians fair, non-judgmental, and approachable. They may also benefit from guidance
on how to communicate with individuals from marginalised backgrounds to keep them
insightful enough to use services to their full potential. This paper has uncovered ways
to attenuate inequalities amongst ethnic minorities in engaging with healthcare providers
and provides insight into building effective equity-promoting interventions in healthcare
systems.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/healthcare11243170/s1.

Author Contributions: All authors contributed to this review study of literature searching, data
extraction, data synthesis, and drafting. Conceptualization, X.Z. and J.Q.; methodology, X.Z.; software,
A.J.; validation, X.Z., J.Q., and A.J.; formal analysis, X.Z. and A.J.; writing—original draft preparation,
X.Z. and A.J.; writing—review and editing, X.Z. and A.J.; supervision, J.Q. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: No new data were created or analysed in this study. Data sharing is
not applicable to this article.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Mukherjee, M.; Stoddart, A.; Gupta, R.P.; Nwaru, B.I.; Farr, A.; Heaven, M.; Fitzsimmons, D.; Bandyopadhyay, A.; Aftab, C.;

Simpson, C.R. The epidemiology, healthcare and societal burden and costs of asthma in the UK and its member nations: Analyses
of standalone and linked national databases. BMC Med. 2016, 14, 113. [CrossRef]

2. O’Hagan, P.; Chavannes, N.H. The impact of morning symptoms on daily activities in chronic obstructive pulmonary disease.
Curr. Med. Res. Opin. 2014, 30, 301–314. [CrossRef]

3. McLean, S.; Hoogendoorn, M.; Hoogenveen, R.T.; Feenstra, T.L.; Wild, S.; Simpson, C.R.; Mölken, M.R.-v.; Sheikh, A. Projecting
the COPD population and costs in England and Scotland: 2011 to 2030. Sci. Rep. 2016, 6, 31893. [CrossRef]

4. Cao, M.; Chen, W. Epidemiology of lung cancer in China. Thorac. Cancer 2019, 10, 3–7. [CrossRef]
5. Zavala, V.A.; Bracci, P.M.; Carethers, J.M.; Carvajal-Carmona, L.; Coggins, N.B.; Cruz-Correa, M.R.; Davis, M.; de Smith, A.J.;

Dutil, J.; Figueiredo, J.C. Cancer health disparities in racial/ethnic minorities in the United States. Br. J. Cancer 2021, 124, 315–332.
[CrossRef]

6. Tang, S.; Dong, D.; Ji, L.; Fu, H.; Feng, Z.; Bishwajit, G.; He, Z.; Ming, H.; Fu, Q.; Xian, Y. What contributes to the activeness of
ethnic minority patients with chronic illnesses seeking allied health services? A cross-sectional study in rural western China. Int.
J. Environ. Res. Public Health 2015, 12, 11579–11593. [CrossRef]

7. Cook, B.L.; Zuvekas, S.H.; Carson, N.; Wayne, G.F.; Vesper, A.; McGuire, T.G. Assessing racial/ethnic disparities in treatment
across episodes of mental health care. Health Serv. Res. 2014, 49, 206–229. [CrossRef]

8. Memon, A.; Taylor, K.; Mohebati, L.M.; Sundin, J.; Cooper, M.; Scanlon, T.; de Visser, R. Perceived barriers to accessing mental
health services among black and minority ethnic (BME) communities: A qualitative study in Southeast England. BMJ Open 2016,
6, e012337. [CrossRef]

9. Dickman, S.L.; Himmelstein, D.U.; Woolhandler, S. Inequality and the health-care system in the USA. Lancet 2017, 389, 1431–1441.
[CrossRef]

10. Tai, D.B.G.; Shah, A.; Doubeni, C.A.; Sia, I.G.; Wieland, M.L. The disproportionate impact of COVID-19 on racial and ethnic
minorities in the United States. Clin. Infect. Dis. 2021, 72, 703–706. [CrossRef]

https://www.mdpi.com/article/10.3390/healthcare11243170/s1
https://www.mdpi.com/article/10.3390/healthcare11243170/s1
https://doi.org/10.1186/s12916-016-0657-8
https://doi.org/10.1185/03007995.2013.857648
https://doi.org/10.1038/srep31893
https://doi.org/10.1111/1759-7714.12916
https://doi.org/10.1038/s41416-020-01038-6
https://doi.org/10.3390/ijerph120911579
https://doi.org/10.1111/1475-6773.12095
https://doi.org/10.1136/bmjopen-2016-012337
https://doi.org/10.1016/S0140-6736(17)30398-7
https://doi.org/10.1093/cid/ciaa815


Healthcare 2023, 11, 3170 15 of 16

11. Haider, A.H.; Scott, V.K.; Rehman, K.A.; Velopulos, C.; Bentley, J.M.; Cornwell III, E.E.; Al-Refaie, W. Racial disparities in surgical
care and outcomes in the United States: A comprehensive review of patient, provider and systemic factors. J. Am. Coll. Surg. 2013,
216, 482. [CrossRef]

12. Hann, K.E.; Freeman, M.; Fraser, L.; Waller, J.; Sanderson, S.C.; Rahman, B.; Side, L.; Gessler, S.; Lanceley, A. Awareness,
knowledge, perceptions, and attitudes towards genetic testing for cancer risk among ethnic minority groups: A systematic review.
BMC Public Health 2017, 17, 503. [CrossRef]

13. Suphanchaimat, R.; Kantamaturapoj, K.; Putthasri, W.; Prakongsai, P. Challenges in the provision of healthcare services for
migrants: A systematic review through providers’ lens. BMC Health Serv. Res. 2015, 15, 390. [CrossRef]

14. Schwei, R.J.; Del Pozo, S.; Agger-Gupta, N.; Alvarado-Little, W.; Bagchi, A.; Chen, A.H.; Diamond, L.; Gany, F.; Wong, D.; Jacobs,
E.A. Changes in research on language barriers in health care since 2003: A cross-sectional review study. Int. J. Nurs. Stud. 2016,
54, 36–44. [CrossRef]

15. Batterham, R.W.; Hawkins, M.; Collins, P.; Buchbinder, R.; Osborne, R.H. Health literacy: Applying current concepts to improve
health services and reduce health inequalities. Public Health 2016, 132, 3–12. [CrossRef]

16. Lyratzopoulos, G.; Elliott, M.; Barbiere, J.; Henderson, A.; Staetsky, L.; Paddison, C.; Campbell, J.; Roland, M. Understanding
ethnic and other socio-demographic differences in patient experience of primary care: Evidence from the English General Practice
Patient Survey. BMJ Qual. Saf. 2012, 21, 21–29. [CrossRef]

17. Chauhan, A.; Walton, M.; Manias, E.; Walpola, R.L.; Seale, H.; Latanik, M.; Leone, D.; Mears, S.; Harrison, R. The safety of health
care for ethnic minority patients: A systematic review. Int. J. Equity Health 2020, 19, 118. [CrossRef]

18. Germain, S.; Yong, A. COVID-19 highlighting inequalities in access to healthcare in England: A case study of ethnic minority and
migrant women. Fem. Leg. Stud. 2020, 28, 301–310. [CrossRef]

19. Wasserman, J.; Palmer, R.C.; Gomez, M.M.; Berzon, R.; Ibrahim, S.A.; Ayanian, J.Z. Advancing health services research to
eliminate health care disparities. Am. J. Public Health 2019, 109, S64–S69. [CrossRef] [PubMed]

20. Hagiwara, N.; Lafata, J.E.; Mezuk, B.; Vrana, S.R.; Fetters, M.D. Detecting implicit racial bias in provider communication behaviors
to reduce disparities in healthcare: Challenges, solutions, and future directions for provider communication training. Patient
Educ. Couns. 2019, 102, 1738–1743. [CrossRef] [PubMed]

21. Lockwood, C.; Munn, Z.; Porritt, K. Qualitative research synthesis: Methodological guidance for systematic reviewers utilizing
meta-aggregation. JBI Evid. Implement. 2015, 13, 179–187. [CrossRef] [PubMed]

22. Munn, Z.; Barker, T.H.; Moola, S.; Tufanaru, C.; Stern, C.; McArthur, A.; Stephenson, M.; Aromataris, E. Methodological quality of
case series studies: An introduction to the JBI critical appraisal tool. JBI Evid. Synth. 2020, 18, 2127–2133. [CrossRef]

23. Porritt, K.; Gomersall, J.; Lockwood, C. JBI’s systematic reviews: Study selection and critical appraisal. AJN Am. J. Nurs. 2014, 114,
47–52. [CrossRef]

24. Tumiel-Berhalter, L.; Zayas, L.E. Lay experiences and concerns with asthma in an urban Hispanic community. J. Natl. Med. Assoc.
2006, 98, 875.

25. Poureslami, I.; Rootman, I.; Doyle-Waters, M.M.; Nimmon, L.; FitzGerald, J.M. Health literacy, language, and ethnicity-related
factors in newcomer asthma patients to Canada: A qualitative study. J. Immigr. Minor. Health 2011, 13, 315–322. [CrossRef]

26. Patel, M.R.; Caldwell, C.H.; Id-Deen, E.; Clark, N.M. Experiences addressing health-related financial challenges with disease
management among African American women with asthma. J. Asthma 2014, 51, 467–473. [CrossRef]

27. Melton, C.; Graff, C.; Holmes, G.N.; Brown, L.; Bailey, J. Health literacy and asthma management among African-American
adults: An interpretative phenomenological analysis. J. Asthma 2014, 51, 703–713. [CrossRef]

28. Lathan, C.S.; Waldman, L.T.; Browning, E.; Gagne, J.; Emmons, K. Perspectives of African Americans on lung cancer: A qualitative
analysis. Oncology 2015, 20, 393–399. [CrossRef] [PubMed]

29. Lee, S.C.; Marks, E.G.; Sanders, J.M.; Wiebe, D.J. Elucidating patient-perceived role in “decision-making” among African
Americans receiving lung cancer care through a county safety-net system. J. Cancer Surviv. 2016, 10, 153–163. [CrossRef]

30. Glasser, I.; Wang, F.; Reardon, J.; Vergara, C.D.; Salvietti, R.; Acevedo, M.; Santana, B.; Fortunato, G. Improving COPD Care in a
Medically Underserved Primary Care Clinic: A qualitative study of patient perspectives. COPD J. Chronic Obstr. Pulm. Dis. 2016,
13, 616–621. [CrossRef]

31. Webb, L.A. Not a Death Sentence: Perspectives of African American Women Living with Lung Cancer. In Oncology Nursing
Forum; Oncology Nursing Society: Pittsburgh, PA, USA, 2018; pp. 46–54.

32. Druedahl, L.C.; Yaqub, D.; Nørgaard, L.S.; Kristiansen, M.; Cantarero-Arévalo, L. Young Muslim women living with asthma in
Denmark: A link between religion and self-efficacy. Pharmacy 2018, 6, 73. [CrossRef]

33. Ahmed, S.; Pinnock, H.; Dowrick, A.; Steed, L. Generational perspective on asthma self-management in the Bangladeshi and
Pakistani community in the United Kingdom: A qualitative study. Health Expect. 2022, 25, 2534–2547. [CrossRef]

34. Shaya, F.T.; Maneval, M.S.; Gbarayor, C.M.; Sohn, K.; Dalal, A.A.; Du, D.; Scharf, S.M. Burden of COPD, asthma, and concomitant
COPD and asthma among adults: Racial disparities in a medicaid population. Chest 2009, 136, 405–411. [CrossRef]

35. De Moissac, D.; Bowen, S. Impact of language barriers on quality of care and patient safety for official language minority
Francophones in Canada. J. Patient Exp. 2019, 6, 24–32. [CrossRef]

36. Hu, Y.; Cantarero-Arévalo, L.; Frølich, A.; Jacobsen, R. Ethnic differences in persistence with COPD medications: A register-based
study. J. Racial Ethn. Health Disparities 2017, 4, 1246–1252. [CrossRef]

https://doi.org/10.1016/j.jamcollsurg.2012.11.014
https://doi.org/10.1186/s12889-017-4375-8
https://doi.org/10.1186/s12913-015-1065-z
https://doi.org/10.1016/j.ijnurstu.2015.03.001
https://doi.org/10.1016/j.puhe.2016.01.001
https://doi.org/10.1136/bmjqs-2011-000088
https://doi.org/10.1186/s12939-020-01223-2
https://doi.org/10.1007/s10691-020-09437-z
https://doi.org/10.2105/AJPH.2018.304922
https://www.ncbi.nlm.nih.gov/pubmed/30699021
https://doi.org/10.1016/j.pec.2019.04.023
https://www.ncbi.nlm.nih.gov/pubmed/31036330
https://doi.org/10.1097/XEB.0000000000000062
https://www.ncbi.nlm.nih.gov/pubmed/26262565
https://doi.org/10.11124/JBISRIR-D-19-00099
https://doi.org/10.1097/01.NAJ.0000450430.97383.64
https://doi.org/10.1007/s10903-010-9405-x
https://doi.org/10.3109/02770903.2014.885040
https://doi.org/10.3109/02770903.2014.906605
https://doi.org/10.1634/theoncologist.2014-0399
https://www.ncbi.nlm.nih.gov/pubmed/25795634
https://doi.org/10.1007/s11764-015-0461-z
https://doi.org/10.3109/15412555.2015.1126570
https://doi.org/10.3390/pharmacy6030073
https://doi.org/10.1111/hex.13579
https://doi.org/10.1378/chest.08-2304
https://doi.org/10.1177/2374373518769008
https://doi.org/10.1007/s40615-017-0359-8


Healthcare 2023, 11, 3170 16 of 16

37. Im, E.-O.; Lee, S.H.; Liu, Y.; Lim, H.-J.; Guevara, E.; Chee, W. A national online forum on ethnic differences in cancer pain
experience. Nurs. Res. 2009, 58, 86. [CrossRef]

38. George, M.; Topaz, M.; Rand, C.; Sommers, M.L.S.; Glanz, K.; Pantalon, M.V.; Mao, J.J.; Shea, J.A. Inhaled corticosteroid beliefs,
complementary and alternative medicine, and uncontrolled asthma in urban minority adults. J. Allergy Clin. Immunol. 2014, 134,
1252–1259. [CrossRef]

39. Kramer, C.B.; LeRoy, L.; Donahue, S.; Apter, A.J.; Bryant-Stephens, T.; Elder, J.P.; Hamilton, W.J.; Krishnan, J.A.; Shelef, D.Q.;
Stout, J.W. Enrolling African-American and Latino patients with asthma in comparative effectiveness research: Lessons learned
from 8 patient-centered studies. J. Allergy Clin. Immunol. 2016, 138, 1600–1607. [CrossRef]

40. Seibert, R.G.; Winter, M.R.; Cabral, H.J.; Wolf, M.S.; Curtis, L.M.; Paasche-Orlow, M.K. Health literacy and income mediate
racial/ethnic asthma disparities. HLRP: Health Lit. Res. Pract. 2019, 3, e9–e18. [CrossRef]

41. Cartujano-Barrera, F.; Lee D’Abundo, M.; Arana-Chicas, E.; Chock, S.; Valera, P.; Kamen, C.S.; Cupertino, A.P. Barriers and
facilitators of smoking cessation among Latinos living with HIV: Perspectives from key leaders of community-based organizations
and clinics. Int. J. Environ. Res. Public Health 2021, 18, 3437. [CrossRef]

42. Spitzer, K.A.; Stefan, M.S.; Priya, A.; Pack, Q.R.; Pekow, P.S.; Lagu, T.; Mazor, K.M.; Pinto-Plata, V.M.; ZuWallack, R.L.; Lindenauer,
P.K. A geographic analysis of racial disparities in use of pulmonary rehabilitation after hospitalization for COPD exacerbation.
Chest 2020, 157, 1130–1137. [CrossRef]

43. Perez, G.K.; Gareen, I.F.; Sicks, J.; Lathan, C.; Carr, A.; Kumar, P.; Ponzani, C.; Hyland, K.; Park, E.R. Racial differences in smoking-
related disease risk perceptions among adults completing lung cancer screening: Follow-up results from the ACRIN/NLST
ancillary study. J. Racial Ethn. Health Disparities 2019, 6, 676–685. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1097/NNR.0b013e31818fcea4
https://doi.org/10.1016/j.jaci.2014.07.044
https://doi.org/10.1016/j.jaci.2016.10.011
https://doi.org/10.3928/24748307-20181113-01
https://doi.org/10.3390/ijerph18073437
https://doi.org/10.1016/j.chest.2019.11.044
https://doi.org/10.1007/s40615-019-00566-z

	Introduction 
	Methods 
	Study Design 
	Search Strategy 
	Eligible Criteria 
	Study Selection and Search Outcome 
	Quality Assessment 
	Data Extraction and Management 
	Data Synthesis 

	Results 
	Characteristics of the Included Studies 
	Synthesised Findings 
	Patients Felt Uninformed 
	Self-Awareness of Being Judged and Prejudiced 
	Reality of Medical Services 
	Thoughts Regarding Treatment 
	Insight into Lung Diseases 
	Seeking Alternative Help 
	Personal Regulation of Disease Management 
	Monetary Issues 
	Smoking Discontinuation 

	Discussion 
	Strengths and Limitations 
	Conclusions 
	References

