
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

ARTICLE DETAILS 

TITLE (PROVISIONAL) Language spoken at home and the association between ethnicity 
and doctor-patient communication in primary care: analysis of 
survey data for South Asian and White British patients 

AUTHORS Brodie, Kara; Abel, Gary; Burt, Jenni 

 

VERSION 1 - REVIEW 

REVIEWER Dr Claudine Clucas 
University of Chester, UK 
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GENERAL COMMENTS The study aimed to investigate the role of language proficiency in 
explaining disparities between ethnic groups in their experience of 
doctor-patient communication. The study found that language fully 
explained the relationship between ethnicity and doctor-patient 
communication ratings after controlling for patient demographic 
factors (age, gender, ethnicity, self-rated health) and practice. 
Language proficiency was no longer related to doctor-patient 
communication scores after controlling for birthplace.  
The study investigates an interesting topic, although it is not clear 
how much it is adding to the existing literature since it is already 
known that Asian patients report worse doctor-patient 
communication than White-British patients, that language proficiency 
influences ratings of doctor-patient communication and language 
concordance plays a role in explaining this. The study appears to go 
one step further by showing that language mediates the relationship 
between ethnicity and doctor-patient communication. However, this 
information in itself is not particularly informative if we cannot 
separate the role of language and cultural background, which is 
associated with experience of doctor-patient communication. The 
study then adjusts for birthplace, which helps adjust for some of the 
cultural differences and the association between language and 
doctor-patient communication ratings is no longer significant. Yet, 
this could be due to problems with multicollinearity, due to the strong 
association between language and birthplace. Information on the 
association between language and birthplace is not presented, 
including breakdown of numbers of birthplace according to 
language, although this would be helpful.  
Another major issue concerns the outcome. The study measured 
patient-reported doctor communication with a composite score for 7 
aspects of physician communication. What were the 7 aspects? This 
information needs to be given as this is likely to affect the 
conclusions and the choice of aspects of physician communication 
included justified.  
 
Other comments:  
The abstract is clear and well-written.  
The introduction is well-written but could benefit from further 
clarification in places. For instance, it is not clear what aspect of 
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doctor-patient communication was measured in the study described 
on p. 4 (reference 8) and minority ethnic groups with poor English 
proficiency were compared with what group in the study described 
just before this (reference 7)? It would have been useful also to have 
more of a discussion of why language proficiency influences 
experience of communication early on, in the introduction.  
Details of ethical approval and procedure do not belong in the 
statistical analysis section.  
In the results, it would be useful to indicate how many White British 
respondents indicated speaking a language other than English at 
home. It would also be useful to break down birthplace by language 
spoken at home.  
The regression results would be more informative if we knew what 
aspects of doctor-patient communication were measured. Why 
wasn't there a gender difference since gender has previously been 
shown to be associated with experience of doctor-patient 
communication? (as indicated on p. 7). Discussion of this would be 
helpful. It would also have been helpful to control for employment 
status, was this measured as part of the survey?  
The discussion explains that language proficiency could represent 
differences in cultural values, behaviours and expectations in 
addition to representing basic language proficiency. As explained 
above, it would be helpful to try to separate the role of language and 
cultural influences to provide more useful conclusions. Does the 
survey provide data on cultural markers other than birthplace that 
could be included in the analysis? The discussion on pp. 10-11 
could also add that language proficiency could be associated with 
differential doctor-patient attitudes and behaviours towards patients, 
influencing doctor-patient communication ratings. There is literature 
to support differential attitudes towards patient groups.  

 

REVIEWER Louise Mc Grath-Lone 
University College London, UK 

REVIEW RETURNED 18-Oct-2015 

 

GENERAL COMMENTS Overall  
In this paper, authors analyse results of a bespoke patient 
experience survey to explore the mediating role of language in 
explaining relatively poorer ratings of doctor-patient communication 
by South Asian patients. The collection of language data in patient 
experience surveys is novel and long overdue. The research 
question is clearly specified and appropriate statistical methods have 
been used. However, the description of data collection and analysis 
is difficult to follow and the results could be more clearly presented.  
 
Abstract  
1. To improve flow of first sentence in Results section, move the p-
value to after the associated 95% CI.  
2. It would be helpful to state that “points” are percentage points. It 
would give the reader a sense of the scale of the difference. (A 3 
point difference on a scale of 0-100 is very different to a 3 point 
difference on a scale of 1-5!)  
3. You might want to consider re-ordering the paragraph so that your 
points flow more logically:  
• South Asians have lower scores  
• Non-English speakers also have lower scores  
• When both ethnicity and language are accounted for, only 
language is significantly associated  
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Introduction  
4. Most readers will be familiar with the concept of patient 
experience. I don’t feel it is necessary to define it, particularly as 
your paper focuses on just one narrow aspect: rating of doctor-
patient communication. The first paragraph could be cut entirely or 
summarised in a single opening sentence.  
5. It is not clear what the key messages from paragraph 2 and 3 are. 
They would benefit from additional editing as in their current form 
they are a little disjointed and lack flow.  
6. The reference to “rising rates of immigration to English-speaking 
countries” is out of place in this paper about UK general practice. It 
refers to the US but the characteristics of the immigrant population 
and primary healthcare system in UK and US are not comparable. 
The focus should be on changes in UK setting.  
7. Reference 10 is a link to tables of statistics from Census 2011. It 
is not clear which table you are referring to when you say that 
sizeable proportions of many ethnic minority groups who have been 
resident in the UK for many years report poor English proficiency. I 
could not see any table on the provided web reference to support 
this statement. Please can you provide a more detailed reference?  
8. Similarly, there is no reference for the 30%, 23% and 14% of 
Bangladeshis, Pakistanis and Indians who do not speak English well 
or at all. I’m assuming it is from reference 10 but again I could not 
see a table that provided this information at the website provided.  
9. It may be more appropriate to move the description of the 
increasing proportion of UK population with low or no English 
proficiency to the discussion? It could be used to highlight the 
importance of your finding with an association with language 
controlling for ethnicity and would improve the flow of the 
introduction  
10. p5, line 21: ethnicity and patients’ ratings of doctor-patient 
communication, not patient experience.  
11. Rationale for choosing South Asian group could be more 
succinctly summarised as “largest minority ethnic group with worst 
scores”.  
 
Methods  
Study design  
12. p5, line 41: the only supplementary material available to me is 
the STROBE checklist. Please can you check that you have 
submitted this material?  
13. Middle quarter is a strange phrase, percentiles are sufficient.  
 
Data collection  
14. The content of the national GP Patient Survey can change from 
year to year. The version that was amended (2009/10 I believe?) 
and what changes were made should be mentioned.  
 
Measure of patient experience  
15. The sub-heading should be changed to reflect the measure of 
the study – not patient experience, but patient rating of doctor-
patient communication.  
16. Given that the composite score of physician communication is 
the main outcome measure, it would be useful to give details about 
the seven parts of the question that make it up. It would also be 
useful to describe how the “very good” to “very poor” responses 
were scored before the average was taken and rescaled to 0-100.  
 
Language spoken at home  
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17. Be consistent with capitalisation of White.  
 
Statistical analysis  
18. p7, line2: “only patients who gave informative responses” were 
included – based on previous description should this be “who gave 
at least 4 informative responses”?  
19. The three models build upon each other so on p7, line 25 you 
could say “the third model additionally included birthplace, binarised 
as UK or non-UK”  
20. Be consistent with UK – U.K. in introduction, UK in this 
paragraph.  
21. Final two sentences about ethical approval and patient consent 
would be more appropriately placed under Study Design sub-
heading.  
 
Results  
Response rates, patient demographics  
22. “87% of questionnaires had complete, informative responses” – 
does this mean all 7 parts of the question had informative 
responses? If so, why, when only 4/7 were required to calculate the 
composite score? If not, re-phrase sentence to make this clear.  
23. This analysis is nested within a larger study that included 
patients of all ethnicities. It would be helpful if the flow chart and 
associated text in this paragraph were more relevant to the study 
sub-sample. For example, of the 7,721 responses received how 
many were in your sample of interest (i.e. self-identified as South 
Asian or White British)? Of these, what proportion had incomplete or 
uninformative responses? A subtle difference but more study 
specific and relevant e.g. the reader would then know what 
proportion of South Asians/White British have 
incomplete/uninformative responses.  
24. The proportion of the sample who are non-British White is not 
relevant to this study and could be removed.  
25. Be consistent with decimal places when presenting results.  
26. In Table 1  
• 35-44 year value is missing a decimal place  
• Change heading to “Language spoken most often at home”  
• No need for the total row at the end, you already give sample size 
in the table title  
27. p8, line 8; 5,870 not 5,807 and as “South Asian or Asian British” 
not South Asian. Try to be consistent throughout or state (as you did 
with language) “South Asian or Asian British (hereafter referred to as 
South Asian)”.  
28. In its current form I don’t feel that Table 2 adds much to the 
paper. It is certainly interesting to see the range of languages but the 
numbers are small and you do not explore differences between 
languages in your analyses. I think this could be a supplementary 
table if you chose to keep the layout as it currently is.  
29. Title of Table 2 should be “Languages spoken most often at 
home by South Asian or Asian British respondents”, as respondents 
may speak more than 1 language but you have not asked this 
question.  
30. The layout of Table 2 is a bit confusing and could be improved. 
Do you need to present proportions of South Asian and EPL for all 
rows? I think the key points from this table are that (1) more than 
half of South Asians do not speak English most often at home and 
(2) of the non-English as a primary language individuals there are a 
range of languages spoken but 55% speak one of 4 languages. I 
would re-order so that the title states the sample size (N=312). The 
first two rows would state English and non-English n and %. I would 
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then indent and italicise the languages and give n and % of EPL. I 
think this would make your key messages much clearer and make 
the table worth including in the main manuscript.  
31. p8, line 8; 209 patients did not have English as their primary 
language at home, 173 of these were South Asian - so 36 were 
White British? If so, what languages did they speak?  
32. p8, line 11; you can’t say with certainty that they “did not speak 
English at home”. Your question asked what language was mainly 
spoken at home. Throughout the manuscript you should refer to 
these respondents as “not having English as their primary language” 
(as you did in Table 2).  
Main findings  
33. In Table 3 p-values are only given for 1 row of age group and 
self-reported health. There should be one for each category. For 
example, the CIs for poor self-reported health cross 0 (-4.16 to 0.19) 
therefore it can’t possibly have a p-value of <0.0001 attached to it. 
Additionally, the p-value should be opposite the mean difference and 
95% CI values they refer to, not the reference group name as you 
have done for gender, ethnicity, birthplace and primary language. 
You should also highlight significant p-values in bold and add a 
relevant footnote to the table.  
34. In light of comment above regarding p-values, p<0.0001 should 
be removed from p8, line 18.  
35. The layout of Table 4 could be improved. Headings of “Mean 
difference (95% CI)” and “p-value” should be added to the columns. 
You should also make the mean difference columns wider so that 
the result fits on one row (or at least the mean difference is one row 
and the 95% CI is one row below). If you don’t have enough space 
to make the columns wider then combine the first and second 
column i.e. Ethnicity as a heading in bold with White British and 
South Asian below. P-values to 2 decimal places (unless <0.001 
etc.) are sufficient. You should also highlight significant p-values in 
bold and add a relevant footnote to the table. Table feels very 
slapdash in its current form and a reader is not going to be engaged 
by it.  
36. Throughout this paragraph change points to percentage points.  
37. P8, line 55; I do not agree with your statement about “weak” 
evidence. This is an over-interpretation of the p-value results. A p-
value is either significant or not at the level you set (in this care 
<0.05). You cannot say that it is almost significant. Based on the 
results of Model 3 presented in Table 4, when ethnicity, language 
and birthplace are adjusted for, there are no differences in patients’ 
scores of doctor-patient communication. You can discuss the fact 
that the sample size was small and so may not have had sufficient 
power to detect a difference in your discussion but I don’t feel it is 
correct to say there is weak evidence of a continued association with 
language based on your current results.  
Discussion  
38. The second paragraph of the discussion seems like it is better 
placed in the introduction in its current form. Other than the first line 
that says your results are consistent with the following, it doesn’t 
really discuss your findings but rather summarises previous work. It 
would be more useful to discuss your results in the context of this 
work or move this information to the introduction.  
39. The discussion is unbalanced in its current state. The practice 
implications section is long and would benefit from additional editing 
while the main discussion seems scant.  
40. Figure 2 is unnecessary. I don’t think it adds anything to the 
paper that is not stated in the practice implications section.  
Miscellaneous  
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41. Authors’ contributions, not authors.  
42. Unless it is required by the funder I think the first sentence of the 
funding statement is irrelevant to the reader. Additionally “All authors 
read…” is already stated in the authors’ contributions, so unless it is 
required by your funder should be removed.  
43. Were all GP consultations conducted in English? One of the 
hypotheses presented in the introduction is that language 
discordance is one of the drivers of lower ratings’ of doctor-patient 
communication. Are we to assume that all patients who did not have 
English as a primary language experienced language discordance 
during the consultation they were rating?  
44. The actual rating of doctor-patient communication is not 
presented in the manuscript. It would be useful to know the range 
and average score for South Asian and British patients etc.  
45. It might be useful to have an additional model that adjusts for 
ethnicity and birthplace (and practice, gender, etc.). This would allow 
you to explore the effect of cultural differences. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

The study aimed to investigate the role of language proficiency in explaining disparities between 

ethnic groups in their experience of doctor-patient communication. The study found that language fully 

explained the relationship between ethnicity and doctor-patient communication ratings after controlling 

for patient demographic factors (age, gender, ethnicity, self-rated health) and practice. Language 

proficiency was no longer related to doctor-patient communication scores after controlling for 

birthplace.  

The study investigates an interesting topic, although it is not clear how much it is adding to the 

existing literature since it is already known that Asian patients report worse doctor-patient 

communication than White-British patients, that language proficiency influences ratings of doctor-

patient communication and language concordance plays a role in explaining this. The study appears 

to go one step further by showing that language mediates the relationship between ethnicity and 

doctor-patient communication. However, this information in itself is not particularly informative if we 

cannot separate the role of language and cultural background, which is associated with experience of 

doctor-patient communication. The study then adjusts for birthplace, which helps adjust for some of 

the cultural differences and the association between language and doctor-patient communication 

ratings is no longer significant. Yet, this could be due to problems with multicollinearity, due to the 

strong association between language and birthplace.  

 

1. Information on the association between language and birthplace is not presented, including 

breakdown of numbers of birthplace according to language, although this would be helpful.  

 

Thank you for this suggestion. Since the focus of the paper is the relationship between language and 

doctor-patient communication, we included information on birthplace to see if an element of 

acculturation influenced this relationship. It would be interesting to look at trends between birthplace 

and language; however, due to word limitations, we are not able to do so in this paper.  

 

2. Another major issue concerns the outcome. The study measured patient-reported doctor 

communication with a composite score for 7 aspects of physician communication. What were the 7 

aspects? This information needs to be given as this is likely to affect the conclusions and the choice 

of aspects of physician communication included justified.  

 

In response to Reviewer 1’s concerns, we clarified the 7 aspects of the physician communication 
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outcome score in section 2.3 Measure of Doctor-Patient Communication. This now reads,  

“…The primary outcome evaluated was patient-reported doctor communication indicated by a 

composite score for seven aspects of physician communication, including providing sufficient time to 

the patient, asking about patient symptoms, listening, explaining tests and treatments, involving 

patient in decision-making, demonstrating care and concern, taking patient problems seriously. These 

aspects of physician communication have been validated as robust and reliable quality indicators 

used by in the UK national GP Patient Survey, as well as several previous studies [5, 8, 12] .”  

These seven aspects are highly correlated with each other and have been shown in the GPPS to form 

a unidimensional scale (with 95% of the variance explained by a single factor)1.  

 

1Sizmur, S., Compose domain markers for GPPS: analysis report, Picker Institute Europe. May 2012, 

pg. 24. https://indicators.ic.nhs.uk/download/Patient%20experience/ Specification/ 

COMPOSITE_DOMAIN_MARKERS_FOR_GPPS.pdf.  

 

Other comments:  

3. The abstract is clear and well-written.  

 

Thank you.  

 

4. The introduction is well-written but could benefit from further clarification in places. For instance, it 

is not clear what aspect of doctor-patient communication was measured in the study described on p. 4 

(reference 8) and minority ethnic groups with poor English proficiency were compared with what 

group in the study described just before this (reference 7)? It would have been useful also to have 

more of a discussion of why language proficiency influences experience of communication early on, in 

the introduction.  

 

We clarified the aspects of physician communication measured in reference 8, as well as added to the 

discussion of why language proficiency influences patient rated communication in section 1, 

paragraph 3 on page 4, as seen below:  

 

“Compared to White British patients, South Asian patients frequently report poorer doctor 

communication (regarding offering time, showing care and concern, questioning the patient, listening, 

explaining, and involving patient in decision-making); however, when language-concordant 

consultations are available to Bangladeshi or Pakistani patients, there is no longer a difference in 

these doctor-patient communication scores [8]. This suggests that language-concordance influences 

patient perception of the quality of doctors’ communication, possibly due to improved verbal and 

cultural understanding and trust.”  

 

5. Details of ethical approval and procedure do not belong in the statistical analysis section.  

 

Rather than including this information in the statistical analysis paragraph, we moved the ethical 

approval and patient consent to section 2.1 Study Design.  

 

6. In the results, it would be useful to indicate how many White British respondents indicated speaking 

a language other than English at home. It would also be useful to break down birthplace by language 

spoken at home.  

 

We agreed that this is valuable information to the reader. We have included this information in the 

following tables. Table 2 is included in the main document and Table 5 is included in supplementary 

material.  

 

Table 2. Primary Languages Spoken at Home by South Asian Respondents  
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Language n Language n Language n Language n  

Arabic 1 Gujarati 16 Malayalam 3 Tagalog 1  

Bengali 44 Hindi 4 Pashto 3 Tamil 2  

Farsi 8 Indian 2 Portuguese 1 Urdu 25  

Filipino 2 Kannada 1 Punjabi 47 Vietnamese 1  

French 1 Kurdish 5 Sinhalese 3 Non-English Total 173  

German 1 Kyrgyz 1 Sylheti 1 English 139  

Total 312  

 

Table 5. Primary Languages Spoken at Home by White British Respondents  

Language n Language n Language n  

Afrikaans 2 Greek 4 Portuguese 1  

Arabic 1 Gujarati 1 Russian 1  

Bengali 1 Italian 3 Somali 1  

Cypriot 3 Kosovan 1 Swedish 1  

Farsi 1 Kurdish 3 Turkish 4  

French 3 Non-verbal 1 Ukraine 1  

German 1 Polish 2 Non-English Total 36  

English 5 522  

Total 5 558  

 

7. The regression results would be more informative if we knew what aspects of doctor-patient 

communication were measured. Why wasn't there a gender difference since gender has previously 

been shown to be associated with experience of doctor-patient communication? (as indicated on p. 

7). Discussion of this would be helpful. It would also have been helpful to control for employment 

status, was this measured as part of the survey?  

 

We provided further information regarding the aspects of doctor-patient communication that were 

evaluated in section 2.3, paragraph 1 on page 6 which now reads,  

“…The primary outcome evaluated was patient-reported doctor communication indicated by a 

composite score for seven aspects of physician communication, including providing sufficient time to 

the patient, asking about patient symptoms, listening, explaining tests and treatments, involving 

patient in decision-making, demonstrating care and concern, taking patient problems seriously.”  

You are indeed correct to note that gender has been found to be associated with doctor-patient 

communication in the past2,3. However, it is worth noting that the differences between men and 

women were small (0.5 on 0-100 scale)2. Given previous findings, we did take gender into account in 

our regression model as mentioned on page 7. Our estimate of this difference was very similar to that 

found previously, but due to our smaller sample size, this difference was not statistically significant in 

this case. We were not able to control for employment status given that this was not known, and we 

added an acknowledgment of this in section 2.5, line 11 on page 7.  

 

2 Lyratzopoulos, G., Elliott, M., Barbiere, J. M., Henderson, a, Staetsky, L., Paddison, C., Roland, M. 

(2012). Understanding ethnic and other socio-demographic differences in patient experience of 

primary care: evidence from the English General Practice Patient Survey. Brit Med J Quality & Safety, 

21(1), 21–9. http://doi.org/10.1136/bmjqs-2011-000088.  

3Burt, J., Lloyd, C., Campbell, J., Roland, M., Abel, G., Variations in GP-patient communication by 

ethnicity, age, and gender: evidence from a national primary care patient survey. British Journal of 

General Practice, online. http://bjgp.org/content/bjgp/early/2015/11/05/ bjgp15X687637.full.pdf  

 

8. The discussion explains that language proficiency could represent differences in cultural values, 

behaviours and expectations in addition to representing basic language proficiency. As explained 

above, it would be helpful to try to separate the role of language and cultural influences to provide 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010042 on 3 M

arch 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


more useful conclusions. Does the survey provide data on cultural markers other than birthplace that 

could be included in the analysis? The discussion on pp. 10-11 could also add that language 

proficiency could be associated with differential doctor-patient attitudes and behaviours towards 

patients, influencing doctor-patient communication ratings. There is literature to support differential 

attitudes towards patient groups.  

 

The survey did not collect data on cultural markers aside from ethnicity, language and birthplace, all 

of which were included in the analysis.  

We did, however, add the effect of physician differential attitudes and behaviours in our discussion on 

page 11 in section 4.3, paragraph 2, line 11.  

“Researchers hypothesise that cultural practices and behaviours can lead to differences in patient 

satisfaction and experience ratings [7, 17, 18], and that physicians have implicit biases and differential 

attitudes that influence the evaluation and care for patients [19].”  

 

 

Reviewer: 2  

 

Overall  

In this paper, authors analyse results of a bespoke patient experience survey to explore the mediating 

role of language in explaining relatively poorer ratings of doctor-patient communication by South 

Asian patients. The collection of language data in patient experience surveys is novel and long 

overdue. The research question is clearly specified and appropriate statistical methods have been 

used. However, the description of data collection and analysis is difficult to follow and the results 

could be more clearly presented.  

 

Thank you for the thoughtful review. We are encouraged that this research question can appropriately 

target a gap in current literature and have made several changes to improve the clarity and 

organization of the paper.  

 

Abstract  

1. To improve flow of first sentence in Results section, move the p-value to after the associated 95% 

CI.  

 

Thank you, this change was made. The sentence in the results section of the abstract now reads,  

“There was strong evidence of an association between doctor-patient communication scores and 

ethnicity…(95% CI: -4.9, -1.1, p=0.002).”  

 

2. It would be helpful to state that “points” are percentage points. It would give the reader a sense of 

the scale of the difference. (A 3 point difference on a scale of 0-100 is very different to a 3 point 

difference on a scale of 1-5!)  

 

We agree, the scale is very important and we have clarified the meaning of these point values by 

changing the results section of the abstract to say,  

“South Asian patients reported scores averaging 3.0 percentage points lower (scale of 0-100) than 

White British patients…”  

 

3. You might want to consider re-ordering the paragraph so that your points flow more logically:  

• South Asians have lower scores  

• Non-English speakers also have lower scores  

• When both ethnicity and language are accounted for, only language is significantly associated  

 

Unfortunately, due to word count restrictions, we were not able to elaborate on our results findings in 
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the abstract. Additionally, because our research question investigates language as an explanation as 

to why South Asians report poorer doctor-patient communication, we do not conduct univariable 

analysis of language.  

 

Introduction  

4. Most readers will be familiar with the concept of patient experience. I don’t feel it is necessary to 

define it, particularly as your paper focuses on just one narrow aspect: rating of doctor-patient 

communication. The first paragraph could be cut entirely or summarised in a single opening sentence.  

 

Thank you for the suggestion. Given the broad discourse on patient experience, we would like to 

minimise any confusion or assumptions and define the term as it will be discussed in this paper.  

 

5. It is not clear what the key messages from paragraph 2 and 3 are. They would benefit from 

additional editing as in their current form they are a little disjointed and lack flow.  

 

We appreciate that attention was drawn to this area. We have changed the transitions throughout and 

between these the second and third introduction paragraphs on page 4 to better explain the reason 

language and communication must be evaluated.  

 

6. The reference to “rising rates of immigration to English-speaking countries” is out of place in this 

paper about UK general practice. It refers to the US but the characteristics of the immigrant 

population and primary healthcare system in UK and US are not comparable. The focus should be on 

changes in UK setting.  

 

Thank you for identifying the need for a reference for this statement. We agree that this reference is 

not as relevant to this study, so we have rewritten paragraph 3 in the introduction to illustrate the 

growing immigrant population that is contributing to a large population that are not proficient in 

English. We now reference the Parliament’s Migration Statistics report from September 2, 2015, 

which found that immigration rates have reached a historically high level4.  

 

4Hawkins, Oliver. Migration Statistics. Rep. no. Commons Briefing Papers SN06077. 

Www.parliament.uk, 2 Sept. 2015.  

 

7. Reference 10 is a link to tables of statistics from Census 2011. It is not clear which table you are 

referring to when you say that sizeable proportions of many ethnic minority groups who have been 

resident in the UK for many years report poor English proficiency. I could not see any table on the 

provided web reference to support this statement. Please can you provide a more detailed reference?  

 

Thank you for inquiring. The manuscript and works cited have been edited to clarify the source of this 

information which is shown below.  

 

Smith, C.W., Gillespie, R. (2014). 2011 Census Analysis: Social and Economic Characteristics by 

Length of Residence of Migrant Populations in England and Wales. Office of National Statistics. 

http://www.ons.gov.uk/ons/rel/census/2011-census-analysis/social-and-economic-characteristics-by-

length-of-residence-of-migrant-populations-in-england-and-wales/characteristics-by-length-of-

residence-of-migrant-populations.html?format=print.  

 

 

8. Similarly, there is no reference for the 30%, 23% and 14% of Bangladeshis, Pakistanis and Indians 

who do not speak English well or at all. I’m assuming it is from reference 10 but again I could not see 

a table that provided this information at the website provided.  
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We have clarified the citations for the information in this paragraph. The reference below was the 

source of these statistics.  

 

Dataset: DC2804EWr Country of birth by year of arrival in the UK (regional). Office for National 

Statistics. http://www.ons.gov.uk/ons/data/dataset-finder/-

/q/datasetView/Census/DC2804EWr?p_auth=qwA7IMRn&p_p_auth=V0gcqSls&p_p_lifecycle=1&_FO

Flow1_WAR_FOFlow1portlet_geoTypeId=2011STATH&_FOFlow1_WAR_FOFlow1portlet_UUID=0#.  

 

9. It may be more appropriate to move the description of the increasing proportion of UK population 

with low or no English proficiency to the discussion? It could be used to highlight the importance of 

your finding with an association with language controlling for ethnicity and would improve the flow of 

the introduction.  

 

Thank you for raising this suggestion. We would like to keep this information here in the introduction 

because it is a part of the rationale for conducting this study. As the proportion of patients with low or 

no English proficiency has been increasing, there is a greater need to understand the culturally and 

linguistically diverse population and their experience with the healthcare system.  

 

10. p5, line 21: ethnicity and patients’ ratings of doctor-patient communication, not patient experience.  

 

This change has been made.  

 

11. Rationale for choosing South Asian group could be more succinctly summarised as “largest 

minority ethnic group with worst scores”.  

 

This sentence (page 5, paragraph 2, lines 4-6) has been changed to make the rationale more 

succinct. It now reads,  

“South Asians, one of the largest ethnic minority populations in England [11], report notably lower 

patient satisfaction and experience than White British patients.”  

 

Methods  

Study design  

12. p5, line 41: the only supplementary material available to me is the STROBE checklist. Please can 

you check that you have submitted this material?  

 

We apologize for the error of not including the questionnaire in the original submission. In the 

supplementary materials, we have now included the questionnaire that was mentioned.  

 

13. Middle quarter is a strange phrase, percentiles are sufficient.  

 

This sentence in the first paragraph of 2.1 Study Design was edited to now read “five practices in the 

37.5th-62.5th percentile (the middle quarter)…”. We moved middle quarter to after the percentiles to 

prevent confusion surrounding the term while explaining why those percentiles were selected as the 

range.  

 

Data collection  

14. The content of the national GP Patient Survey can change from year to year. The version that was 

amended (2009/10 I believe?) and what changes were made should be mentioned.  

 

We clarified that the GP Patient Survey was amended to reflect specific encounters rather than 

general experience and included this in the Data Collection paragraph on page 6, section 2.2. It now 

reads, "a version of the national GP Patient Survey (https://gp-patient.co.uk)— amended to reflect on 
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a specific face-to-face consultation that physician identified in an accompanying letter (based on the 

2009/10 survey)."  

 

Measure of patient experience  

15. The sub-heading should be changed to reflect the measure of the study – not patient experience, 

but patient rating of doctor-patient communication.  

 

We changed the methods 2.3 sub-heading on page 6 from “Patient Experience” to “Patient Rating of 

Doctor-Patient Communication” to reflect the aspect of patient experience analysed in this study.  

 

16. Given that the composite score of physician communication is the main outcome measure, it 

would be useful to give details about the seven parts of the question that make it up. It would also be 

useful to describe how the “very good” to “very poor” responses were scored before the average was 

taken and rescaled to 0-100.  

 

We defined the seven aspects of the communication score, as well as the method by which the 

scores were calculated on page 6, section 2.3 Measure of Doctor-Patient Communication, lines 5-8.  

 

Language spoken at home  

17. Be consistent with capitalisation of White.  

 

Thank you, ‘White’ is now consistently capitalized throughout the paper.  

 

Statistical analysis  

18. p7, line2: “only patients who gave informative responses” were included – based on previous 

description should this be “who gave at least 4 informative responses”?  

 

We greatly appreciate the suggestion to further specify the inclusion criteria. However, we plan to 

keep the wording as it is, for the inclusion criteria required formative responses to other questions 

which were not discussed in the paper because they would convolute, rather than clarify, the findings 

and significance of the study.  

 

19. The three models build upon each other so on p7, line 25 you could say “the third model 

additionally included birthplace, binarised as UK or non-UK”.  

 

In order to define and defend the language and birthplace variables succinctly, this sentence was 

altered to now read,  

“…the third model included the Model 1 variables, language and birthplace, dichotomised as UK or 

non-UK.”  

 

20. Be consistent with UK – U.K. in introduction, UK in this paragraph.  

 

This is now consistently ‘UK’ throughout the paper.  

 

21. Final two sentences about ethical approval and patient consent would be more appropriately 

placed under Study Design sub-heading.  

 

We agree, and the sentences on ethical approval and patient consent were moved to the Study 

Design sub-section on page 2.  

 

Results  

Response rates, patient demographics  
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22. “87% of questionnaires had complete, informative responses” – does this mean all 7 parts of the 

question had informative responses? If so, why, when only 4/7 were required to calculate the 

composite score? If not, re-phrase sentence to make this clear.  

 

Thank you for identifying this as an area of confusion which we can help clarify. This point was 

clarified in the first paragraph of section 3.1 and now reads,  

“…(87%) questionnaires had complete, informative responses for at least 4 of the 7 doctor-patient 

communication indicators as well as for all of the other questions analysed.”  

 

23. This analysis is nested within a larger study that included patients of all ethnicities. It would be 

helpful if the flow chart and associated text in this paragraph were more relevant to the study sub-

sample. For example, of the 7,721 responses received how many were in your sample of interest (i.e. 

self-identified as South Asian or White British)? Of these, what proportion had incomplete or 

uninformative responses? A subtle difference but more study specific and relevant e.g. the reader 

would then know what proportion of South Asians/White British have incomplete/uninformative 

responses.  

 

We agree that presenting the data in this way would better inform the audience of the proportion of 

incomplete or uninformative responses. Below is the revised figure we have included in the 

manuscript.  

 

Figure 1.  

 

 

24. The proportion of the sample who are non-British White is not relevant to this study and could be 

removed.  

 

We changed the sentence in order to de-emphasize the non-British White to now say,  

“ White British individuals made up 83% (n=5,558) of the respondents, and the largest non-White 

population was South Asian, making 5% of the sample population.”  

 

25. Be consistent with decimal places when presenting results.  

 

The decimal places are now consistently rounded to the nearest percentage when describing 

response rates and patient demographics. For the multivariable linear regression, all values are 

rounded to the tenth of the percentage because it provides more informative statistics.  

 

26. In Table 1  

• 35-44 year value is missing a decimal place  

• Change heading to “Language spoken most often at home”  

• No need for the total row at the end, you already give sample size in the table title  

 

Thank you for the suggestions for Table 1. All of them have been incorporated to Table 1.  

 

27. p8, line 8; 5,870 not 5,807 and as “South Asian or Asian British” not South Asian. Try to be 

consistent throughout or state (as you did with language) “South Asian or Asian British (hereafter 

referred to as South Asian)”.  

 

Thank you for the clarification in identifying these terms used in the original survey. We changed the 

sentence as suggested, so it now reads,  

“Of all 5,870 patients, 312 (5%) identified as South Asian or Asian British (hereafter referred to as 

South Asian)…”  
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28. In its current form I don’t feel that Table 2 adds much to the paper. It is certainly interesting to see 

the range of languages but the numbers are small and you do not explore differences between 

languages in your analyses. I think this could be a supplementary table if you chose to keep the 

layout as it currently is.  

 

We agree that it is important to prioritise and limit the number of tables. We agree with the reviewer’s 

suggestion to move this table to the supplementary material.  

 

29. Title of Table 2 should be “Languages spoken most often at home by South Asian or Asian British 

respondents”, as respondents may speak more than 1 language but you have not asked this 

question.  

 

Thank you, the title change for this table has been made, and the table has been moved to the 

supplementary material.  

 

30. The layout of Table 2 is a bit confusing and could be improved. Do you need to present 

proportions of South Asian and EPL for all rows? I think the key points from this table are that (1) 

more than half of South Asians do not speak English most often at home and (2) of the non-English 

as a primary language individuals there are a range of languages spoken but 55% speak one of 4 

languages. I would re-order so that the title states the sample size (N=312). The first two rows would 

state English and non-English n and %. I would then indent and italicise the languages and give n and 

% of EPL. I think this would make your key messages much clearer and make the table worth 

including in the main manuscript.  

 

In order to emphasize these two key points recognized by the reviewer, we summarized these points 

in the first three rows in Table 2 as suggested, then provided additional information on the specific 

languages below that.  

 

31. p8, line 8; 209 patients did not have English as their primary language at home, 173 of these were 

South Asian - so 36 were White British? If so, what languages did they speak?  

 

Thank you for inquiring more about the languages spoken by each group. To address this question, 

we have included Table 5 in the supplementary material, which illustrates the languages most often 

spoken at home by White British, respectively.  

 

32. p8, line 11; you can’t say with certainty that they “did not speak English at home”. Your question 

asked what language was mainly spoken at home. Throughout the manuscript you should refer to 

these respondents as “not having English as their primary language” (as you did in Table 2).  

 

This sentence on page 8 was rewritten to be consistent with the rest of the paper and now reads 

“…did not speak English as their primary language at home, “.  

 

Main findings  

33. In Table 3 p-values are only given for 1 row of age group and self-reported health. There should 

be one for each category. For example, the CIs for poor self-reported health cross 0 (-4.16 to 0.19) 

therefore it can’t possibly have a p-value of <0.0001 attached to it. Additionally, the p-value should be 

opposite the mean difference and 95% CI values they refer to, not the reference group name as you 

have done for gender, ethnicity, birthplace and primary language. You should also highlight significant 

p-values in bold and add a relevant footnote to the table.  

 

The p-values are for joint (or omnibus) tests of variables which test the overall variation within a 
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variable rather than testing each variable in relation to the baseline group. This is considered good 

practice as it is not affected by the base-line group and is less open to misinterpretation. We have 

added a footnote to the table to make this clear.  

 

34. In light of comment above regarding p-values, p<0.0001 should be removed from p8, line 18.  

 

See response to comment 33 above.  

 

35. The layout of Table 4 could be improved. Headings of “Mean difference (95% CI)” and “p-value” 

should be added to the columns. You should also make the mean difference columns wider so that 

the result fits on one row (or at least the mean difference is one row and the 95% CI is one row 

below). If you don’t have enough space to make the columns wider then combine the first and second 

column i.e. Ethnicity as a heading in bold with White British and South Asian below. P-values to 2 

decimal places (unless <0.001 etc.) are sufficient. You should also highlight significant p-values in 

bold and add a relevant footnote to the table.  

 

Thank you for the formatting suggestions. We have added the headings suggested, reformatted the 

width of the columns, and have rounded the p-values from 4 decimal places to 3 decimal places. We 

have decided not to highlight “significant p-values” because this clear threshold would ignore the 

continuum of evidence (see response to 37 below).  

 

36. Throughout this paragraph change points to percentage points.  

 

We have changed “points” to “percentage points” throughout section 3.2.  

 

37. P8, line 55; I do not agree with your statement about “weak” evidence. This is an over-

interpretation of the p-value results. A p-value is either significant or not at the level you set (in this 

care <0.05). You cannot say that it is almost significant. Based on the results of Model 3 presented in 

Table 4, when ethnicity, language and birthplace are adjusted for, there are no differences in patients’ 

scores of doctor-patient communication. You can discuss the fact that the sample size was small and 

so may not have had sufficient power to detect a difference in your discussion but I don’t feel it is 

correct to say there is weak evidence of a continued association with language based on your current 

results.  

 

We disagree with the reviewer’s assertion that a “p-value is either significant or not at the level you 

set”. Whilst this is common practice, we do not think that it represents best practice. By doing so, one 

ignores the continuum of evidence and suggests that there is a meaningful difference between 

p=0.049 and p=0.51 when in fact there is none. We would refer the reviewer to the Lancet paper by 

Pocock and Ware (2009) for a useful discussion of the interpretation of p-values and their translation 

into plain English. Therefore, we stand by our interpretation of this matter.  

 

Discussion  

38. The second paragraph of the discussion seems like it is better placed in the introduction in its 

current form. Other than the first line that says your results are consistent with the following, it doesn’t 

really discuss your findings but rather summarises previous work. It would be more useful to discuss 

your results in the context of this work or move this information to the introduction.  

 

We have edited this paragraph to relocate some of the information that is more appropriate for the 

introduction.  

 

39. The discussion is unbalanced in its current state. The practice implications section is long and 

would benefit from additional editing while the main discussion seems scant.  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010042 on 3 M

arch 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


 

We edited the section 4.1 Discussion, paragraph 2 by expanding on the current literature relevant to 

our findings and we condensed the material in section 4.3 Practice implications, paragraphs 1 and 2.  

 

40. Figure 2 is unnecessary. I don’t think it adds anything to the paper that is not stated in the practice 

implications section.  

 

We appreciate this feedback. Upon further thought, we find that this figure provides a useful, visual 

summary that we will keep in the manuscript.  

 

Miscellaneous  

41. Authors’ contributions, not authors.  

 

Thank you, this change was made.  

 

42. Unless it is required by the funder I think the first sentence of the funding statement is irrelevant to 

the reader. Additionally “All authors read…” is already stated in the authors’ contributions, so unless it 

is required by your funder should be removed.  

 

Because this sentence is stated in the authors’ contributions, we have removed it from the 

manuscript.  

 

43. Were all GP consultations conducted in English? One of the hypotheses presented in the 

introduction is that language discordance is one of the drivers of lower ratings’ of doctor-patient 

communication. Are we to assume that all patients who did not have English as a primary language 

experienced language discordance during the consultation they were rating?  

 

Thank you for raising this important question. We added the following information to section 4.2, 

paragraph 2.  

“Additionally, the language in which the consultation was conducted was not known. Therefore, we 

are unable to identify language-discordant consultations, which other studies have found to be 

associated with poorer patient ratings of doctor-patient communication [8].”  

 

44. The actual rating of doctor-patient communication is not presented in the manuscript. It would be 

useful to know the range and average score for South Asian and British patients etc.  

 

In order to address the reviewer’s suggestion, the following information was added to section 3.2, 

paragraph 1,  

“The median doctor-patient communication score rated by White British was 100 and interquartile 

range of 78-100, and the South Asian group had a median score of 86 and interquartile range of 75-

100.“  

 

45. It might be useful to have an additional model that adjusts for ethnicity and birthplace (and 

practice, gender, etc.). This would allow you to explore the effect of cultural differences.  

 

Birthplace was included in our third regression model to see if it was associated with doctor-patient 

communication scores, which was mentioned in the methods and results. There was not an 

association between birthplace and doctor-patient communication scores.  

 

Once again, thank you for the thoughtful feedback and opportunity to improve our manuscript. We 

have reflected on the reviewers’ comments and were able to clarify and develop the study’s findings. 
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We are encouraged by the reviewers’ acknowledgment of the contribution this paper brings to current 

literature, and we look forward to hearing from you. 

VERSION 2 – REVIEW 

REVIEWER Dr Claudine Clucas 
University of Chester, UK 

REVIEW RETURNED 06-Dec-2015 

 

GENERAL COMMENTS The manuscript is clearer and much improved. I am satisfied with 
the authors' response to my comments. It would have been useful to 
specify that each aspect of doctor-patient communication was 
measured on the same response scale ranging from "very good" to 
"very poor" with intermediate response options of "good", "neither 
good or poor" and "poor". The conclusion could be more clearly 
related to the findings.   

 

REVIEWER Louise Mc Grath-Lone 
Administrative Data Research Centre for England  
University College London  
UK 

REVIEW RETURNED 17-Dec-2015 

 

GENERAL COMMENTS Thank you for your response to my original comments. The 
manuscript is much improved, I have just two further comments.  
 
1. On the matter of reporting p-values >0.05 as weak evidence 
(original comment #37), I would refer the authors to Stang (2009) - a 
response to Pocock and Ware – but defer to the BMJ Open editor’s 
decision as it is an area of continued debate among researchers.  
 
 
2. My final comment relates to the level of detail that is provided 
about the derivation of the composite score and the inclusion 
criteria.  
 
Firstly, thank you for elaborating on the aspects of communication 
included in the composite score. (For further clarity, you could 
indicate that the outcome is based on responses to Q22 in 
Supplementary Figure 1.) However, I don’t feel that it would be 
possible for others to replicate your analysis (item 4 on the reviewer 
checklist) without further specification of the composite score 
calculation. Can you specify what value is assigned to each 
informative response – very good, good, neither good nor poor, 
poor, very poor – before the average is calculated? (I assume from 
the details provide that your linear re-scaling assigns “good” a score 
of 75 and “very good” a score of 100? ) This would also provide 
some context for the median scores of 100 vs. 86 reported later i.e. 
very good for White British patients vs good to very good for Asian 
patents.  
 
Finally, your response to my original comment #18 raises some 
concerns. Why would explaining how you decided whether or not to 
include an individual’s survey in your study “convolute the findings 
and significance” of your study? I feel strongly that the full inclusion 
criteria should be made clear to the reader.   
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VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

 

Reviewer Name  

Dr Claudine Clucas  

 

Institution and Country  

University of Chester, UK  

 

Please leave your comments for the authors below:  

The manuscript is clearer and much improved. I am satisfied with the authors' response to my 

comments. It would have been useful to specify that each aspect of doctor-patient communication 

was measured on the same response scale ranging from "very good" to "very poor" with intermediate 

response options of "good", "neither good or poor" and "poor". The conclusion could be more clearly 

related to the findings.  

 

Thank you for this suggestion. We have incorporated this information, so the end of section 2.3 now 

reads,  

“The doctor-patient communication score was defined as the mean rating of all informative responses. 

Each aspect of doctor-patient communication was measured on the same response scale ranging 

from "very good" to "very poor" with intermediate response options of "good", "neither good nor poor" 

and "poor". If at least four of the seven questions had informative responses, these ordinal data points 

were linearly re-scaled from 0-100 (very poor = 0, poor = 25, etc.) then averaged to provide this score. 

Responses of ‘Doesn’t apply’ were considered uninformative.”  

 

Reviewer: 2  

 

Reviewer Name  

Louise Mc Grath-Lone  

 

Institution and Country  

Administrative Data Research Centre for England  

University College London  

UK  

 

 

Please leave your comments for the authors below  

Thank you for your response to my original comments. The manuscript is much improved, I have just 

two further comments.  

 

1. On the matter of reporting p-values >0.05 as weak evidence (original comment #37), I would refer 

the authors to Stang (2009) - a response to Pocock and Ware – but defer to the BMJ Open editor’s 

decision as it is an area of continued debate among researchers.  

 

Thank you for referencing this response to Pocock and Ware. We have followed the editor’s advice 

and leave the manuscript as is regarding the discussion of p-values.  

 

2. My final comment relates to the level of detail that is provided about the derivation of the composite 

score and the inclusion criteria.  

 

Firstly, thank you for elaborating on the aspects of communication included in the composite score. 

(For further clarity, you could indicate that the outcome is based on responses to Q22 in 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010042 on 3 M

arch 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


Supplementary Figure 1.) However, I don’t feel that it would be possible for others to replicate your 

analysis (item 4 on the reviewer checklist) without further specification of the composite score 

calculation. Can you specify what value is assigned to each informative response – very good, good, 

neither good nor poor, poor, very poor – before the average is calculated? (I assume from the details 

provide that your linear re-scaling assigns “good” a score of 75 and “very good” a score of 100? ) This 

would also provide some context for the median scores of 100 vs. 86 reported later i.e. very good for 

White British patients vs good to very good for Asian patents.  

 

Thank you for these suggestions. Section 2.3 now references Q22 in Supplementary Figure 1 as 

suggested. We also agreed with your suggestion that paralleled that of Reviewer 1, and have 

provided more specific details on how this score is calculated. It now reads,  

“The doctor-patient communication score was defined as the mean rating of all informative responses. 

Each aspect of doctor-patient communication was measured on the same response scale ranging 

from "very good" to "very poor" with intermediate response options of "good", "neither good nor poor" 

and "poor". If at least four of the seven questions had informative responses, these ordinal data points 

were linearly re-scaled from 0-100 (very poor = 0, poor = 25, etc.) then averaged to provide this score. 

Responses of ‘Doesn’t apply’ were considered uninformative.”  

 

Finally, your response to my original comment #18 raises some concerns. Why would explaining how 

you decided whether or not to include an individual’s survey in your study “convolute the findings and 

significance” of your study? I feel strongly that the full inclusion criteria should be made clear to the 

reader.  

 

The original inclusion criteria included complete responses for independent and dependent variables 

beyond those analysed in this paper. For the sake of a concise and clear journal paper, these 

additional variables were not included in analysis and therefore not mentioned in this manuscript. 

However, for full disclosure, we have edited section 2.3 to now read,  

“Only patients who self-identified as White British or South Asian, provided information on age, 

gender, self-rated health, birthplace, and language and gave informative response to the relevant 

outcomes (Q12, 22-24 in Supplementary Material Figure 1) were included in the analysis.” 
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