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Introduction

Ischemic heart disease (IHD) is a condition characterized 
by reduced blood flow to the heart due to atherosclerosis or 
other coronary artery abnormalities.1,2 Early diagnosis and 
treatment is associated with better outcomes, but delays in 
diagnosis and care persist. Such delays are often attributed 
to people not recognizing symptoms and seeking care,3 and 
studies suggest that women and people of ethnic minority 
groups experience more delays in care.4-7 The high and 
unequal burden of IHD across population subgroups,8,9 also 
in the Netherlands,10 has a large economic impact.11 

Therefore, it is important to promote early recognition of 
IHD to reduce these delays in care seeking.

Whether people recognize IHD symptoms as severe  
and/or cardiac, varies depending on the symptom 
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Abstract
Introduction: Early recognition of ischemic heart disease (IHD) is important, yet, delays still occur due to low symptom 
recognition. Accessible information may improve symptom recognition, however, it is unclear how information should be 
provided to reach different populations. Hence, we studied health information seeking behavior (HISB) and preferences, 
in ethnically-diverse women and men in the Netherlands.
Methods: We conducted 31 patients interviews, seven key figure interviews and one focus group with key figures 
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preferences. We thematically analyzed the data using inductive coding.
Results: We found minimal variation in HISB, as most patients did not seek information about symptoms. Participants 
required information about cardiac symptoms, risk factors, when to seek care, prevention, and navigating the Dutch 
healthcare system. Several information provision strategies emerged, with preferences varying somewhat across ethnic 
groups and age groups. Ethnic minority participants described a preference for culturally-sensitive community-based live 
information provision. Other strategies included media, social media, and native Dutch participants mentioned public 
spaces and healthcare settings.
Conclusion: HISB was limited in this ethnically-diverse population. Different strategies may be employed to promote 
symptom recognition, particularly co-created culturally-sensitive interventions.
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presentation3,12-14 and patient characteristics.15-17 Accessible 
information and education on IHD symptoms could inform 
people about IHD symptoms and potentially reduce delays 
in care related to symptom recognition.17,18 However, litera-
ture suggests there is gender- and ethnic variation in health 
information seeking behavior (HISB).19-22 Therefore, the 
European Society of Cardiology highlights a need for tai-
lored, culturally-sensitive information provision strategies 
to inform women and men of different ethnic groups about 
symptoms of IHD to reduce delays in seeking care.2

HISB can be defined as a process in which people seek 
health information, which can affect their health-related 
decision making and health outcomes.23 HISB increasingly 
takes place online, referred to as e-HISB.24 Discrepancies in 
HISB may in part be explained by differences in literacy, 
health literacy, and digital literacy,20,25 as well as variation 
in access to health information and whether available health 
information aligns with people’s preferences.26,27 When 
information is not accessible or does not align with an indi-
vidual’s needs and preferences, they may not benefit from 
this information.

Currently, it is unclear whether individuals diagnosed 
with IHD from an ethnically-diverse populations seek 
information about symptoms prior to seeking care, and how 
information should be provided to effectively reach and 
inform people about IHD symptoms to promote adequate 
care seeking. Hence, we studied (1) whether patients sought 
information about IHD, and (2) preferences and needs 
regarding information provision about IHD, in ethnically-
diverse women and men.

Methods

Study Design

In this qualitative study, we explored HISB, and preferences 
and needs concerning information about IHD among a 
diverse group of IHD patients. This paper builds on earlier 
work investigating the occurrence of – and reasons for – 
delays in care for IHD within the Dutch healthcare system 
(Supplemental Textbox 1), by studying potential solutions 
for the main identified issue to reduce these delays. First, in 
semi-structured interviews,28 we explored patients’ HISB 
and health information preferences. In key figure inter-
views, and focus groups with non-patients, we discussed 
how health information should be provided to effectively 
reach people of different ethnic groups, and how barriers to 
care could be addressed in this information.

Interviews and focus groups were led by BH and DvS, 
and an intern. BH has a background in interdisciplinary 
social sciences, and DvS has a background in medical psy-
chology, and both had extensive training in qualitative 
research. We recognize the majority of our research team is 
native Dutch, which may have affected data collection and 
analysis; we will reflect on this in the discussion. We used 

Standards for Reporting Qualitative Research.29 This 
research was guided by a constructivist/interpretivist para-
digm and employed both ethnographic and phenomeno-
graphic approaches.30

Population and Sampling

Patient inclusion took place between June 2022 and 
December 2023. We used maximum variation sampling to 
enroll an ethnically-diverse group of participants, and 
continued data collection until data saturation was 
achieved, that is, additional interviews yielded no addi-
tional information.28 Inclusion criteria for patients were as 
follows: individuals residing in the Netherlands (1) 
between the ages of 30 to 70, (2) with a first IHD diagno-
sis in the past 5 years. We used a combination of purposive 
and convenience sampling, whereby we primarily focused 
on native Dutch individuals, and individuals of the largest 
ethnic minority groups in the Netherlands: South-Asian 
Surinamese, African Surinamese, Turkish, and Moroccan. 
In the Dutch context, ethnic origin is defined using an 
individual’s and their parents’ country of birth. Among 
ethnic minority group individuals, including migrants 
(first-generation, those born abroad with at least one par-
ent born abroad) and non-migrants (second-generation, 
those born in the Netherlands with both parents born 
abroad).31 Participants were considered native Dutch if 
they, and at least on parent, were born in the Netherlands. 
We additionally included patients of other ethnic groups, 
and also aimed to include people of different socioeco-
nomic strata (using educational level as a proxy), as socio-
economic position may also affect HISB and information 
needs and preferences.

Next, we conducted interviews with key figures, includ-
ing community-and religious leaders, and healthcare pro-
fessionals (HCPs) from ethnic minority groups or working 
in an ethnically-diverse setting. These interviews were used 
to gain insights into potential populations not reached, and 
gain broader perspectives on information needs and prefer-
ences among various ethnic groups.

Finally, we conducted focus groups involving non-
patients from six different ethnic groups: native Dutch, 
South-Asian Surinamese, African Surinamese, Ghanaian, 
Turkish, and Moroccan. Except for native Dutch, all focus 
groups were natural groups (i.e., participants already knew 
each other). For the Turkish and Moroccan individuals, 
separate focus groups were held for women and men, as we 
found no mixed-sex natural groups for these communities.

Recruitment

Several methods were employed to reach and recruit a 
diverse group of participants, including online recruitment, 
recruitment via HCPs, a cardiac rehabilitation center, and 
religious and social organizations.
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Procedure

Initial contacts with potential participants were mostly indi-
rect, through community leaders, HCPs, and other organi-
zations. There was no personal involvement with 
participants prior to data collection. Potential participants 
were given information forms, after which they were given 
some time to reflect on participation. Before the interview, 
participants were given the opportunity to ask any ques-
tions. Interview and focus group locations included patients’ 
homes, hospitals, general practice offices, religious institu-
tions, community centers, and online.

Data Collection

Data collection took place between August 2022 and 
December 2023. Interns first received interview training, 
prior to interviewing participants independently. Interviews 
were conducted in Dutch or English, and for participants 
not proficient in Dutch or English, we asked whether a rela-
tive or acquaintance could serve as a translator.

Participants were encouraged to share their experiences 
and insights freely and honestly. We used probes such as 
follow-up questions and brief silences to gain deeper 
insights. Interviews lasted between 45 min and 1 h 15 min, 
and focus groups between 1.5 to 2 h. Participants received a 
€25, – gift card as compensation for their time and effort.

Materials

The interview guides were created by BH and IvV with 
input from DvS, PM, and various others, including repre-
sentatives from different ethnic groups. The interview guide 
for patient interviews consisted of five main topics: (1) per-
sonal information, (2) symptom presentation, (3) HISB, (4) 
healthcare seeking behavior (discussed in a separate paper 
due to limited space and a different research aim17), and (5) 
interacting with HCPs (Appendix A), including questions 
such as: “Why did you (not) seek information about your 
symptoms?” As qualitative data collection is an iterative 
process,28 changes to the interview guide during data col-
lection were discussed and logged.

In key figures interviews and non-patient focus groups, we 
explored how, where, when, and by whom information should 
be provided to reach individuals of different ethnic groups 
(Appendices B and C). Moreover, we discussed the barriers to 
care identified in our patient interviews,17 and how to over-
come these barriers (Appendix D). All interviews and focus 
groups were recorded using a digital audio recording device.

Ethical Considerations and Privacy

Our study was approved by the Amsterdam UMC and 
Tilburg University ethical review boards. All participants 
provided written informed consent and oral approval to 

participate in the study. Interns who supported data collec-
tion and processing signed a nondisclosure agreement.

In line with Amsterdam UMC privacy regulations, signed 
informed consent forms were saved in a secured cabinet at 
VUMC. Audio recordings were stored on secured servers at 
Amsterdam UMC and Tilburg University in folders only 
accessible to the lead researchers. Audio files and transcripts 
were transferred via a secured file transfer service. During 
transcription, the interviews were pseudonymized, after 
which audio files were deleted. Participant information was 
saved separately from transcripts, and were matched using a 
randomized code for each participant.

Data Analysis

Data analysis took place between April of 2023 and April of 
2024. We used qualitative data analysis software Max-
QDA32 and Atlas.TI.33 We transcribed interviews and focus 
groups verbatim. Next, the transcripts were analyzed using 
the six steps of thematic analysis: familiarizing with the 
data, creating initial codes, searching for themes, reviewing 
potential themes, defining and naming themes, and writing 
the report.34 After verbatim transcription, the interviews and 
focus groups were coded and analyzed separately by at least 
two researchers: BH, DvS, or an intern. Biweekly meetings 
were set-up to discuss newly emerged codes in order to 
reach consensus between the researchers on the use and 
purpose of the codes. All coded transcripts were checked by 
a second researcher. The thematizing phase consisted of 
consecutive meetings discussing the content and meaning 
of all codes. By comparing and contrasting codes, we 
searched for common elements or concepts, which could be 
grouped together to form a theme. This was an iterative pro-
cess of constant reflection and refinement to ensure that the 
data were properly represented and to provide a compre-
hensive answer to the research question.

Quality Assurance

To ensure the validity and reliability of our qualitative data 
analysis, we applied several quality control measures. We 
applied data triangulation by interviewing individuals from 
a variety of backgrounds, including patients, non-patients, 
and professionals. With respect to investigator triangulation, 
at least two researchers independently coded the transcripts, 
and codes were discussed in bi-weekly meetings to reach 
inter-coder reliability. During the analysis process, interpre-
tations and discussions were noted in an audit trail to ensure 
transparency. Results were shared with a diverse range of 
researchers (peer debriefing) to enhance reliability.

Results

We interviewed 31 patients: fourteen women (45%, mean age 
63.6 years) and seventeen men (55%, mean age 61.4 years), of 
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twelve different ethnic groups (78% ethnic minority back-
ground, Table 1). While we aimed to include patients between 
the ages of 30 to 70 years, most included patients were older 
than 55, given that IHD is less common in younger people. 
Our key figures had several different ethnic and occupational 
backgrounds (81% ethnic minority background, Table 2). We 
conducted eight focus groups, totaling 44 participants: 24 
women (54%) and 20 (46%) men, of six different ethnic 
groups (86% ethnic minority background, Table 3).

First, we will discuss our findings concerning HISB, 
and subsequently, we will discuss preferences and needs in 
how information about IHD should be provided. Subthemes 
will be indicated in bold, and sub-subthemes in italics.

RQ1. HISB

The first research question addressed HISB among partici-
pants of different ethnic groups. Patients were asked if, 
how, and where they searched for information about their 
symptoms before a diagnosis. Three themes emerged 
answering this research question.

HCPs as a Trusted Information Sources.  Most participants, 
across all ethnic groups, preferred consulting their HCP, such 
as a general practitioner (GP) or a cardiologist when diag-
nosed, as their primary source of information. HCPs were seen 
as reliable sources of information who could give personalized 

Table 1.  Patient Characteristics.

Participant 
number Sex Age Ethnicity Diagnosis Educational levela Employmentb

1 Female 65 Dutch Coronary artery disease Higher educated Incapacitated
2 Male 62 South-Asian Surinamese Cardiac infarction Lower educated Working
3 Male 51 South-Asian Surinamese Myocardial infarction Higher educated Incapacitated
4 Male 68 South-Asian Surinamese Acute coronary syndrome Intermediate educated Working
5 Male 69 Dutch Ischemic heart disease Higher educated Retired
6 Male 65 Iraqi Angina pectoris Higher educated Retired
7 Male 70 Dutch Myocardial infarction Lower educated Retired
8 Female 68 Dutch Myocardial infarction Lower educated Unemployed
9 Female 68 Dutch-Antillean (Curacao) Myocardial infarction Lower educated Unemployed

10 Female 64 Dutch Microvascular coronary dysfunction Intermediate educated Retired
11 Male 63 Dutch Coronary artery disease Lower educated Unemployed
12 Female 65 South-Asian Surinamese Microvascular coronary dysfunction Lower educated Unemployed
13 Male 66 Dutch Myocardial infarction Lower educated Unemployed
14 Male 63 Turkish Stable Angina Pectoris Higher educated Retired
15 Female 59 Ghanaian Microvascular coronary dysfunction Lower educated Working
16 Female 70 Moroccan Stable Angina Lower educated Incapacitated
17 Female 65 South-Asian Surinamese Coronary artery disease Lower educated Incapacitated
18 Male 59 Turkish Angina pectoris Lower educated Incapacitated
19 Male 57 Moroccan Myocardial infarction Intermediate educated Working
20 Female 63 African Surinamese Coronary artery disease Intermediate educated Working
21 Female 56 African Surinamese Coronary artery disease Lower educated Unemployed
22 Female 73 African Surinamese Myocardial infarction Lower educated Retired
23 Female 70 South-Asian Surinamese Myocardial infarction Lower educated Retired
24 Male 60 Cape Verdean Myocardial infarction Higher educated Working
25 Male 63 Egyptian Myocardial infarction Lower educated Incapacitated
26 Male 54 Iranian Myocardial infarction Lower educated Incapacitated
27 Male 50 Moroccan Coronary artery disease Lower educated Incapacitated
28 Female 41 Moroccan Coronary artery disease Intermediate educated Unemployed
29 Female 63 Afghan Coronary artery disease Lower educated Unemployed
30 Male 62 Turkish Myocardial infarction Lower educated Incapacitated
31 Male 62 Moroccan Myocardial infarction Intermediate educated Incapacitated

aEducational level was defined as the highest attained educational level, either in the Netherlands or the country of origin. This was categorized into 
lower (including no education, elementary school, lower vocational, or secondary education), intermediate (including intermediate vocational schooling 
or intermediate or higher secondary schooling), or higher education (higher vocational or university education).
bEmployment status was defined as people’s working status at time of the interview, and was grouped into working (those in paid employment, 
regardless of the number of hours worked per week), unemployed (those not in paid employment, regardless of whether they are were looking for 
work), incapacitated (those unable to participate in paid employment due to their health concerns), and retired (those who retired, regardless of 
whether they had reached the pension age of 65 or not).
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advice. Participants preferred to rely on their expertise instead 
of searching for information themselves. Participants men-
tioned that HCPs could distribute information flyers, which 
would then be considered a trusted source of information.

Int: And you also mentioned [.  .  .] “that I do not seek 
information myself because I don’t trust it.” That is what I hear 
you say. Which source of information do you trust?

Patient: As I said, my doctors and specialists. I trust them 
completely.

-  Native Dutch man, 66 years old.

Trusted Others as Information Sources.  Some participants 
mentioned that they valued the insights and advice provided 
by acquaintances with medical knowledge, such as family 
members or friends who either worked in the medical field 
or had personal experience with a certain disease. Some, in 
particular older patients and those not proficient in Dutch, 
mentioned first discussing symptoms with their children 
and asking their adult children for advice. These patients 
sometimes asked their children to look up information 
online for them, as children were often perceived as a reli-
able source for retrieving and interpreting online informa-
tion. Patients related this to their belief that their children 
generally possessed greater Dutch language proficiency, 

advanced digital skills and a better understanding of the 
Dutch healthcare system than they themselves did.

My daughters looked it up, also on the internet.

-  African-Surinamese woman, 73 years old.

A small number of participants said that some individuals 
may consider community leaders as trusted sources of 
health information. They stated that some individuals with 
symptoms may first consult their religious leader instead of 
a HCP. While most ethnic minority group individuals said 
that community leaders may provide advice or emotional/
religious support, a smaller number of people may consult 
community leaders for religious or spiritual healing.

Online Information.  Contrary to our expectations, the vast 
majority of patients, regardless of sex or ethnicity, said they 
did not seek health information between symptom onset and 
being diagnosed. They mentioned several reasons for not 
doing so, including language barriers and low health liter-
acy, that is, participants’ inability to correctly interpret health 
information. Patients also said the large amount of online 
health information caused information overload, and they 
mistrusted or feared online sources, as they could not always 
distinguish trusted health information from misinformation.

Table 2.  Characteristics of Key Figures.

Key figure 
number Sex Ethnicity Function or employment

1 Female South-Asian Surinamese Health ambassador, head of a multi-ethnic foundation
2 Male South-Asian Surinamese Head of a South-Asian Surinamese foundation
3 Male Turkish Retired HCP and cardiovascular disease patient
4 Female Ghanaian Health ambassador, media personality
5 Female African Surinamese Physician
6 Male Moroccan Volunteer at a Moroccan Mosque and community center
7 Male Turkish Spiritual caretaker in a Dutch hospital
8 Male Nigerian Pastor of an African church
9 Male South-Asian Surinamese Imam of a large multi-ethnic mosque

10 Female Dutch Cardiologist
11 Male Dutch General practitioner

Table 3.  Characteristics of Focus Group Participants.

Ethnicity Participants How were participants reached

Ghanaian 2 women, 6 men Ghanaian community organization
South-Asian Surinamese 3 women, 3 men South-Asian Surinamese community organization
Moroccan 4 women, 4 men Moroccan student assistant, Moroccan community organization
African Surinamese 5 women, 1 man African Surinamese community organization
Dutch 5 women, 1 man Facebook group of a lower-middle class neighborhood
Turkish 5 women, 5 men Turkish women’s community organization, Turkish mosque
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The more you read on the internet or google.  .  . Yes, you read 
everything, and I don’t know if it is true. And then I think, if 
something is really wrong, I am better off going to my GP. 
Doctor [name cardiologist] also says: “if something is wrong, 
just come by or call.”

-  Native Dutch woman, 64 years old.

In addition, many patients stated they never considered 
looking up their symptoms online, for instance because they 
had already attributed them to other conditions (e.g., flu, 
gastrointestinal or other causes). Some patients sought 
information online after being diagnosed, including infor-
mation about treatments, for instance what a percutaneous 
coronary intervention entails. A few patients, specifically 
those with greater health literacy due to having worked in 
healthcare, looked up information on certified platforms. 
Others generally used channels such as social media. 
Patients from ethnic minority groups mostly sought infor-
mation in their native language.

RQ2. Preferences and Needs Regarding Health 
Information

The second research question examines preferences and 
needs for information content and delivery. For example, 
participants were asked what information they would need 
to adequately seek care, and how they would prefer to 
receive this information.

Knowledge of Heart Disease and Care Seeking.  Most partici-
pants mentioned that they required information about cardiac 
symptoms and when to seek care, in order for them to ade-
quately seek care. Participants, including patients, often 
expressed a lack of knowledge and understanding about heart 
disease, cardiac symptoms, and potential consequences.

But what are the symptoms of the heart? No one knows that.

-  Turkish men’s focus group.

Some female participants had previously heard of sex dif-
ferences in cardiac symptoms, and mentioned wanting 
information about sex-specific symptom presentations.

Participants also emphasized the importance of receiv-
ing information about risk factors and prevention strate-
gies for heart disease tailored to ethnic groups. This would 
include, for instance, sharing information about preva-
lence rates of cardiovascular risk factors among different 
ethnic groups. Similarly, participants highlighted the need 
for information on healthy lifestyles, including modifica-
tions to make traditional diets healthier and incorporating 
exercise.

So it is very important that there is more information about 
[.  .  .] it is highly prevalent in this group, you are one of them, 
it also happens at this age, and these are the symptoms [.  .  .].

-  South-Asian Surinamese man, 51 years old.

Beyond information about symptoms, care seeking, and 
risk factors, particularly people of ethnic minority groups 
mentioned requiring information about the Dutch health-
care system. For instance, some participants mentioned 
they were not aware that general practice care is free in the 
Netherlands, and they agreed that information about insur-
ance and costs of care contacts could promote peoples’ 
understanding of the healthcare system and reduce finan-
cial barriers to care. Moreover, many participants, includ-
ing some Surinamese participants (whose second native 
language is Dutch), emphasized the importance of being 
taught how to prepare for a medical appointment, as lan-
guage barriers and cultural differences in communication 
were frequently identified as barriers to care. Specifically, 
participants mentioned that the information should tackle 
uncertainties in describing symptoms and communicating 
their concerns.

Speaker 5: Oftentimes, that is the problem. Because [the older 
people] say they can’t express themselves, they can’t describe 
the symptoms well, [.  .  .] which means the GP often doesn’t 
understand them and doesn’t address it, which makes them 
feel misunderstood. Then they think “Well, I’m not going [to 
the HCP], they don’t help me anyway,” so they dismiss 
everything, and that is why many elderly people don’t go [to 
their HCP]. They haven’t learned that, what I know about [the 
Netherlands], you do the preliminary work before you go [to a 
HCP]. Speaker 2: You prepare yourself. Speaker 5: How do 
you prepare yourself? Just that question, when [GPs] ask, 
“What can I do for you?” [the older Surinamese] often don’t 
know how to answer that because they haven’t yet thought 
about what they actually have.

-  African Surinamese focus group.

Health Information Sharing Strategies.  Participants of all eth-
nic minority groups, but not native Dutch, expressed a 
strong preference for receiving information via community-
based live information meetings. Participants agreed that 
information should be provided in an easily accessible man-
ner, at a familiar location, to effectively reach individuals. 
Such familiar locations included churches, mosques, and 
community centers, or schools.

For instance, there is a Turkish mosque around the corner, and 
on Thursday morning [.  .  .] many Turkish women gather and 
have breakfast together and listen to the information they give.

-  Turkish women’s focus group.
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With respect to timing, participants agreed that information 
should be provided at a time when people are already pres-
ent. Several participants indicated that they would not leave 
their home for just an educational information meeting, 
hence, information should be provided before or after stan-
dard community gatherings, such as a prayer, Quran read-
ing, or weekly women’s groups.

All participants also mentioned flyers as a way to share 
information, however, they emphasized that flyers were 
complimentary to live information, not stand-alone.

I agree with [key figure 1 and 2], and I think that a flyer and 
such, is maybe for after a meeting, but not at the start.

-  Key figures meeting.

Handing out flyers after a meeting could serve as a reminder 
of the message and could facilitate sharing information. All 
participants agreed that flyers should be easy to understand 
for people with lower literacy levels by making them visual 
and having flyers available in B1-level Dutch and several 
different languages.

Participants of all ethnic groups discussed social media 
as a way to share health information. While patients did not 
look up information online, participants mentioned that 
people may be reached via different online networks. For 
instance, people of most ethnic minority groups mentioned 
having extensive WhatsApp networks, in which informa-
tion can be shared. Some participants mentioned that vid-
eo’s on social media and collaborating with influencers of 
ethnic minority groups can be used instrumentally to inform 
especially the younger generations, and the messaging 
should be brief and catchy. Participants agreed that by 
informing younger generations of ethnic minority groups, 
you may indirectly reach older generations, as children 
often share information with their parents.

So if we also want to reach older people, then the mosque and 
via their children is the best way to give them information

-  Moroccan man, 57 years old.

Native Dutch, Ghanaian, African Surinamese, and South-
Asian Surinamese participants discussed media, such as 
television and radio, as a method to reach people who may 
not (be able to) attend live meetings, for instance due to 
social isolation or limited mobility. Whereas native Dutch 
participants mentioned national and regional media as 
effective ways of reaching native Dutch people of different 
socioeconomic groups, the Surinamese and Ghanaian 
groups mentioned having their own radio channels, via 
which information could be shared.

So if you want to reach the older generation, except for those 
coming to live meetings, it is always via radio shows.

-  South-Asian Surinamese focus group

Lastly, primarily the native Dutch focus group mentioned 
public spaces and healthcare settings as a last way of shar-
ing information, such as information screens in GP offices 
and pharmacies.

The Role of Key Figures and Role Models.  Ethnic minority 
participants agreed on the importance of collaborating with 
key figures to organize live meetings and effectively reach 
communities. As key figures are trusted by community 
members, they play an important role in the organization of 
live meetings by providing an entrance into the community. 
These key figures can be anyone with a large influence in 
their community, for example, a pastor, Imam, or board 
member of a community organization.

Participants also mentioned the importance of role mod-
els. Role models could be celebrities and public figures who 
could help raise awareness, functioning as health ambas-
sadors. Alternatively, role models could be experts by expe-
rience, that is, people of the same ethnic group diagnosed 
with IHD. Participants agreed that role models could 
decrease stigma on the disease, and foster open conversa-
tions. Participants said that for men specifically, well-
known, masculine role models with whom other men could 
identify, could reduce barriers to care related to norms sur-
rounding masculinity (i.e., the idea that men should be 
tough, and not seek care when sick).

Like that [name of famous former athlete], he also died 
suddenly, and people talked about it for years afterward. That 
was also just a young man, a healthy man [.  .  .].

-  Native Dutch focus group.

Tailored, Culturally-Sensitive Information Meetings.  To foster 
trust and promote acceptance, ethnic minority group partici-
pants emphasized the need for culturally tailored health 
information. Participants mentioned several ways in which 
information could be provided in a culturally-sensitive man-
ner. First, during live information meetings, they agreed that 
information would ideally be provided by a medical profes-
sional with a similar ethnic or cultural background who 
speaks attendees’ language. This also applied to Surinamese 
participants, whose second native language is Dutch.

[.  .  .] the older Surinamese, they do not understand the [native] 
Dutch that well, we talk differently, we think differently, which 
is why a Surinamese [physician] would appeal more to us and 
be understood better. And they would feel safer.

-  African-Surinamese focus group.

This was said to foster trust and understanding, while also 
reducing language barriers and cultural communication dif-
ferences. Given that women and men are generally sepa-
rated in Mosques, Turkish participants also mentioned a 
preference for a same-sex specialist.
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Second, most participants stated there should be a socia-
ble atmosphere in these meetings, for instance by providing 
some drinks and food. This varied somewhat amongst com-
munities: Ghanaian and Surinamese participants deemed 
the sociable character of meetings very important to facili-
tate conversation, while this was deemed less appropriate in 
Mosques, according to Moroccan and Turkish participants.

[.  .  .] and one of the things that I used to tell my [native] Dutch 
friends is that food actually brings people together.

-  Nigerian pastor.

Third, participants discussed storytelling and narrative 
information to tailor information to community prefer-
ences. Participants believed that sharing personal stories 
would appeal more to the audience than a formal presenta-
tion style. For instance, Ghanaian and Surinamese partici-
pants mentioned theatre as a way of providing information 
which fosters engagement and understanding, and simul-
taneously reduces the taboo. All participants agreed that 
information sessions should be interactive, including an 
opportunity to ask questions and have discussions. A 
trusted and safe environment was considered an important 
prerequisite for an interactive discussion, asking ques-
tions, and sharing experiences.

Participants also agreed that information should be 
framed positively, as this can help reduce barriers to care 
stemming from norms surrounding femininity (i.e., women 
prioritizing taking care of their families over themselves), 
and denial and fear (participants not seeking care due to a 
fear of being sick). Participants believed that focusing on 
the importance of early recognition could reduce fear and 
anxiety and motivate women to prioritize their own health.

It is also about how you share [the information], and I think if 
you put a person in front of a group and they can convey [the 
information] in that way, you will get through to people. You 
take away the fear, give them hope, and [teach them how to] 
recognize symptoms and when to seek care.

-  Moroccan women’s focus group.

Finally, participants also mentioned the importance of pay-
ing attention to religion. Participants and key figures agreed 
on the importance of integrating spiritual, religious, and 
medical perspectives, as this could promote acceptance of 
the message.

[.  .  .] What is the role of the Imam, what is the role of the 
medical doctor, what is the role of the specialist, and how can 
we bring these people, this expertise, together?

-  Moroccan men’s focus group.

Particularly when the message is supported by religious 
leaders, this can reduce barriers to care related to religious, 
spiritual, and alternative healing practices, as well as 
patient-physician sex-disconcordance. Religious leaders 
could emphasize that prayer and care are complementary 
and prayer cannot substitute healthcare, and that people 
should accept a HCP of the opposite sex in emergency situ-
ations. Moreover, collaborating with religious leaders and 
providing religious arguments in favor of seeking care can 
help alleviate fear, foster hope and comfort, and promote 
adequate care seeking.

Cardiovascular Risk Screening.  Another theme that frequently 
emerged, in particularly among older participants, was a 
desire for regular health checks, similar to cardiovascular 
risk screening. This was deemed an effective method of 
increasing awareness and an opportunity to share informa-
tion. A few individuals mentioned having regular check-
ups, yet, they emphasized they needed to assertively ask for 
this. Participants stated it would be better to actively invite 
people for screening from a certain age, similar to cancer 
screening.

You could also send everyone a letter, like: “you turned 40 this 
year, it is good to have a check-up once every 5 years,” because 
then I would think: “oh, I will do that”. They do that for colon 
cancer.

-  Native Dutch focus group.

Finally, participants unanimously stated that offering free 
health checks, such as blood pressure, blood glucose and 
cholesterol measurements would be a large motivation to 
attend information meetings.

Discussion

We found that participants’ HISB was limited, and this 
applied to women and men across all ethnic groups. Most 
patients sought information with HCPs or trusted others, 
and almost no patients sought information about their 
symptoms online. With respect to health information pref-
erences, participants indicated they needed information 
about cardiac symptoms, risk factors, when to seek care, 
prevention, and the Dutch healthcare system. Several strate-
gies for sharing this information emerged, with an emphasis 
on culturally-sensitive, community-based, live, interactive 
information provision, in collaboration with community 
leaders.

One limitation to this study is related to the use of natural 
groups for focus groups. Whereas natural groups may pro-
mote trust amongst members and therefore foster more hon-
est answers,35 these groups may also be more homogenous 
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in their opinions, and there may be a pressure to conform to 
group norms.36 We aimed to mitigate this by encouraging 
discussion amongst participants, expressing that everyone 
is able to speak freely and voice their opinion, and by apply-
ing triangulation by interviewing a broad range of partici-
pants and professionals. Moreover, volunteer bias may have 
affected our findings, as we may have predominantly 
recruited active community members in our focus groups 
and interviews, and therefore, results may not transfer to 
less involved community members. This may also partially 
explain the preference for live meetings for participants of 
most ethnic groups, with the exception of native Dutch, as 
this was the only constructed focus group (i.e., participants 
did not know each other beforehand). In an attempt to gain 
insights on information preferences of less involved com-
munity members, we specifically asked participants and 
key figures about strategies to also reach more isolated 
community members.

Another limitation pertains to our methodology, as we 
were unable to apply certain techniques to enhance data 
credibility. For instance, we were unable to conduct mem-
ber checking with participants due to difficulty in contact-
ing participants over time. Moreover, some groups may be 
underrepresented in our study, including younger patients, 
meaning our findings may not be fully generalizable to all 
population subgroups in our study, as well as population 
subgroups not included in this study. This underrepresenta-
tion may partially be explained by the fact that the majority 
of our research team, particularly the interviewers, were 
native Dutch women. Sex- and ethnically-matched inter-
viewers could reduce communication barriers and foster 
openness and trust when interviewing people from ethnic 
minority groups, which could have affected what partici-
pants may have been willing to discuss. While we invited 
translators to mitigate language barriers when necessary, 
communication barriers may have persisted and could have 
affected our results.

We found HISB was limited amongst people of all popu-
lation subgroups, as most people did not search for informa-
tion about their symptoms. In particular e-HISB was 
limited, as participants explicitly expressed not looking up 
information online, and instead preferred discussing symp-
toms with HCPs or trusted others. This finding contradicts 
earlier work, which found HISB to be common.37-39 The 
limited HISB in this study may be explained by our defini-
tion of HISB, which predominantly focused on seeking 
information about symptoms, versus broader definitions of 
HISB used in other work. Other explanations may be found 
in our slightly older (as most included patients were over 
55 years old) and mostly ethnic minority sample,20,38 as 
HISB is more common in younger and ethnic majority pop-
ulations. However, as IHD manifests itself at 67 years old 
for men and 71 for women on average,40 we may have over-
estimated HISB for the average patient. Our findings 

concerning barriers to e-HISB further align with research 
among African migrants in the United Kingdom, which 
found a high willingness to look up health information 
online, yet, similar uncertainties around misinformation and 
information overload.41

Despite HISB and e-HISB both being limited, partici-
pants agreed that health information can be shared directly 
via HCPs, social networks, and online networks. Ideally, 
people seek health information at HCPs, as these can imme-
diately undertake action when necessary. However, people 
may refrain from contacting a HCP to discuss symptoms, 
if, for example, they do not recognize the potential sever-
ity of symptoms,42,43 particularly in non-acute situations.17 
This emphasizes the importance of utilizing social net-
works for sharing health information, as people may 
instead seek advice, support, or information in trusted oth-
ers. Sharing information via these networks may promote 
understanding, a sense of belonging, and reduce language 
barriers.22,44 Finally, online networks may be used to 
inform those active online and younger people, who may 
then share information with those not active online. 
However, while social and online networks can be used to 
share health information, there is also a risk of misinforma-
tion being spread through them.45

Participants mainly needed information about cardiac 
symptoms, risk factors, and when to seek care, but they also 
required information about prevention and the Dutch 
healthcare system.46 The need for information about symp-
toms and risk factors is in line with other work amongst 
cardiovascular disease patients,46 and is further exemplified 
by studies showing that symptom recognition is highly vari-
able across population subgroups,47,48 and a frequent cause 
of delays in seeking care.17,49 In addition, our results show 
that this information should be tailored to the target audi-
ence, as illustrated by the need for information about sex-
specific symptom presentations (e.g., symptoms like 
palpitations and nausea which are more common in 
women50), ethnic differences in cardiovascular risk profiles 
(e.g., the higher risk of IHD in South-Asian communities51), 
and the Dutch healthcare system.

Our findings indicate a need for culturally-sensitive infor-
mation provision, that is, information provision which aligns 
with different facets of one’s culture, including language, 
communication, beliefs, values, rituals, and customs.52 This 
may be reflected in how, where, when, and by whom infor-
mation is provided and communicated.46 Earlier work on 
underserved populations showed that information may be 
provided in care- and community settings, and that prefer-
ences for receiving health information vary by generation 
and ethnicity.46 Our findings partially align with these results, 
and we add to this work by providing more detailed informa-
tion about how culturally-sensitive community-based live 
information provision may be implemented. Key aspects for 
culturally-sensitive community-based information provision 
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include close collaboration with community leaders, a medi-
cal professional from a similar ethnic/cultural background, 
and providing information in community spaces. These find-
ings align with other studies on culturally-sensitive interven-
tions, which also found that collaboration, co-creation, and 
support from local community organizations are important 
facilitators for the effective implementation of interventions 
in ethnically-diverse populations.53-55

Whereas community-based live information provision 
was the foremost strategy that emerged among participants 
of all ethnic minority groups, this strategy was not consid-
ered effective by native Dutch participants. We hypothesize 
that native Dutch may have fewer regular community gath-
erings, and therefore, may prefer other methods of informa-
tion provision. Media and social media emerged as other 
strategies to share information, likely due to the extensive 
reach of these platforms. Social media was said to be useful 
for reaching younger individuals of all groups, while only 
native Dutch, Surinamese, and Ghanaian participants men-
tioned traditional media as a way to spread information. 
This suggests that different population subgroups rely on 
different channels for information provision, which may 
result from cultural practices and the availability of – and 
access to – these channels.

Preferences concerning how information should be com-
municated can be summarized as positively-framed, visual, 
narrative information, in people’s native language, in which 
religious and cultural values and beliefs are integrated. 
Earlier work on culturally-sensitive interventions show that 
taking into account cultural- and language factors are cru-
cial aspects for the acceptance of information in ethnically-
diverse populations.53-55 Moreover, our findings on visual 
and narrative information align with studies on information 
preferences in ethnic minority groups.56-58 However, studies 
show mixed results regarding the effectiveness of positive 
(gain-framed) or negative (loss-framed) framing of health 
messaging,59,60 which is partially attributed to differences in 
types of health messages and audiences. Therefore, when 
weighing these different options, it is worth noting that the 
effectiveness of different public health messaging strategies 
needs to be determined, and beyond the effectiveness, the 
reach, costs, and sustainability of different information pro-
vision methods should be considered.

In addition to providing information, native Dutch par-
ticipants in particular emphasized the role and responsibil-
ity of the healthcare system and GPs in proactively sharing 
information and identifying at-risk individuals. This is illus-
trated by participants voicing a need for regular cardiovas-
cular health checks by their GP, suggesting a demand for 
systematic cardiovascular risk screening. However, the 
time- and financial constraints in Dutch general practice, 
and unknown (cost)effectiveness of systematic screening 
practices, pose significant barriers to implementing such 
systematic screening.61

Conclusion

Overall, HISB was limited among this ethnically-diverse 
population. The varying health information preferences 
across ethnic groups suggests a need for a gender- and cul-
turally-sensitive intervention, co-created with communities 
and community leaders, to improve symptom recognition2 
and reduce barriers to care17 among women and men of dif-
ferent ethnic groups.

Appendix A. Topic List Used During 
Interviews with Patients

Theme 1. Personal Information (Max 5 min)

What is your sex – age – ethnic background – highest 
attained educational level – employment situation – family 
situation – religion?

-  When did you discover you had IHD?
- � How was your health before the IHD diagnosis: fa-

miliar with risk factors (HT, HCL, DM)?
|| Are/were you monitored for these risk factors? 

Why (not)?

Theme 2. IHD Symptoms (Max 10 min)

-  What can you tell me about the first IHD symptoms 
you experienced?
|| Which symptoms? In which order?
|| Were symptoms chronic/intermittent/interval?

-  When was this?
-  During what activity did you experience these symp-

toms?
-  What did you think caused these symptoms? When 

did you first suspect IHD?
-  Which alternative explanation did you have?

Theme 3. Information Search (Max 15-20 min)

If you had these symptoms now, how would you search 
information?

-  Where would you search information? Why there?
-  Which search terms?
-  When would you search information? Why then?

Have you searched for information about these symptoms, 
when you had them?

-  Why (not)? Direct reason/trigger?
-  Where? Why there?
-  When? Why then?
-  Which search terms?
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-  What did you think of the information?
-  Understandable information?
-  What was good/could be improved?

How, when, and where should we offer information about 
IHD? What content? What style?

In which other ways did you seek information about your 
symptoms?
Which barriers did you experience, when seeking for 
information?
What did you need, when you were seeking for 
information?

Theme 4. Seeking Medical Attention  
(Max 15-20 min)

Did you contact your GP with these symptoms?

-  If no: where did you seek medical attention?
|| Why did you (not) contact your PG?

-  When did you first contact your GP? Why then? Why 
delay?
|| What was the direct cause/trigger to contact your 

GP?
|| Important considerations to (not) go to the GP?

	 ▪  Perceived risk of IHD?

Which barriers did you experience, when you first con-
tacted the GP?
What did you need, when you first contacted the GP?

Theme 5. GP Contact (Max 15-20 min)

What can you tell me about the contact with the GP, when u 
came in with these complaints?

-  How did the conversation(s) go? What did you dis-
cuss?
|| How did your GP respond?

-  Which actions were taken?
|| GP visits, referrals, investigations, medication?

-  To what degree are you satisfied with your GP?

Which barriers did you experience, during your contact 
with the GP?
What did you need, during your contact with the GP

If there is time left: how do you think your GP’s sex/age/
ethnic background affected how you sought medical 
attention?

Appendix B. Topic List Used During 
Interviews with Key Figures

In your experience (as someone from [X] ethnic group, as a 
general practitioner, as a cardiologist), what are possible 
causes of patient delays, in a young and multiethnic 
population?

-  Differences between women and men
-  Age?
-  Culture
-  Communication

In your experience, what are possible causes of symptom 
delays?
What do you think would be a solution for these patient- 
and system delays?

Appendix C. Topic List Used During 
Interviews with Religious Key Figures

In the Period Between First Symptoms and the 
First Medical Contact

“How do delays in the care trajectory arise in women and men 
of different ethnic group with (ischemic) heart disease?”

Role of Religion

-  Religious beliefs about disease and health
|| (How) could this effect seeking care
|| (How) could this effect using care
|| Treatment preferences
|| Involvement healthcare systems

-  What is written in the Quran/Bible
-  Religious healing over “Western” medication
-  Communication between patient and HCP with dif-

ferent beliefs

Possible Solution: Information About 
Cardiovascular Disease

“How can we reduce delays and promote adequate health-
care seeking behavior for cardiac symptoms in different 
ethnic groups?”

-  How should information be provided
-  Where should information be provided
-  Who should provide this information
-  How can we incorporate religion in an appropriate 

solution:
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-  What religious beliefs are important to take into ac-
count

-  We want to integrate these religious beliefs, not con-
tradict them

Appendix D. Topic List Used During 
Focus Groups

Information Cardiovascular Disease

-  How can we best provide information about IHD to 
people of [X] ethnic origin?
|| Differences between communities? Religious 

versus non-religious?
	 ▪  Message, language, channels?
|| How do we motivate people to go to a meetup?

	 ▪  Opportunity to measure blood pressure/blood 
sugar

-  Where should information be provided?
|| Examples of existing networks

-  Who should provide information?
|| Who are trusted figures?
|| Social networks: the power of communities

-  What information should be provided?
|| Information specific to [X] ethnic group?
|| How should information be framed/phrased?

These Factors May Contribute to Delays in 
Seeking Care: How Can We Prevent That?

-  Cultural factors
|| Taboo on disease
|| Language and communication barriers
|| Ethnic care (medicinal herbs): integrating west-

ern and traditional care
|| Sharing concerns with family first?

-  Religion
|| Praying for a cure instead of seeking care
|| Disease as a punishment
|| Physical examinations and a doctor of the oppo-

site sex?
-  Gender-related factors

|| Women prioritize family over themselves
|| Masculinity and not seeking care/Men prioritize 

work
-  Socioeconomic factors

|| Financial concerns trump health
|| Fear of high medical costs (insurance)

-  Healthcare system related factors
|| Not feeling heard
|| Mistrust Dutch medical system

-  Other
|| Fear of being sick

Acknowledgments

We want to express our deepest gratitude to our participants and 
the key figures who helped us in our study and were so kind to 
share their insights into their culture, as well as all organizations 
that helped us reach participants for research. We also thank 
research interns Mark Lozeman, Nisa Kurt, Lejla Shah, Carmen 
Siebers, and Tinke Spijkerman, for their efforts in data collection, 
transcription, and analysis.

ORCID iD

Bryn Hummel  https://orcid.org/0000-0002-9839-4655

Statements and Declarations

Ethical Consideration

The study was approved by the Medical Ethical Review Committee 
at the Amsterdam UMC (reference W21_544 #21.600) and Tilburg 
University Ethics Review Board (reference TSB_RP647). 

Consent to Participate

Interns who supported data collection and processing signed a 
nondisclosure agreement. All participants provided written 
informed consent, and oral approval to participate in the study and 
record the interview prior to enrollment in the study.

Funding

The author(s) disclosed receipt of the following financial support 
for the research, authorship, and/or publication of this article: The 
work of Bryn Hummel and Dinah van Schalkwijk is supported by 
the Dutch Heart Foundation [grant number 2020B004] and the 
Netherlands organization for Health Research and Development 
(ZonMw) [grant number 08490062110003]. Funding sources had 
no involvement in the study design, data collection, analysis, inter-
pretation, writing, and submission.

Conflicting Interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Data Availability

The raw/processed data required to reproduce the above findings 
cannot be shared at this time due to legal/ethical reasons.

Supplemental Material

Supplemental material for this article is available online.

References

	 1.	 Vrints C, Andreotti F, Koskinas KC, et al. 2024 ESC guide-
lines for the management of chronic coronary syndromes. 
Eur Heart J. 2024;45(36):3415-3537. doi:10.1093/eurheartj/
ehae177

	 2.	 Byrne RA, Rossello X, Coughlan JJ, et al. 2023 ESC guide-
lines for the management of acute coronary syndromes. 
Eur Heart J Acute Cardiovasc Care. 2024;13(1):55-161. 
doi:10.1093/ehjacc/zuad107



Hummel et al	 13

	 3.	 Moser DK, Kimble LP, Alberts MJ, et al. Reducing delay in 
seeking treatment by patients with acute coronary syndrome 
and stroke: a scientific statement from the American Heart 
Association Council on Cardiovascular Nursing and Stroke 
Council (Reprinted from Circulation, vol 114, pg 168, 2006). 
J Cardiovasc Nurs. 2007;22(4):326-343. doi:10.1097/01.
JCN.0000278963.28619.4a

	 4.	 Taylor TG, Stickney RE, French WJ, et  al. Prehospital 
predictors of atypical STEMI symptoms. Prehosp Emerg 
Care. 2022;26(6):756-763. doi:10.1080/10903127.2021.1
987597

	 5.	 Ayuna A, Sultan A. Acute coronary syndrome: which age 
group tends to delay call for help? Egypt Heart J. 2021;73(1):1. 
doi:10.1186/s43044-020-00124-7

	 6.	 Wechkunanukul KH, Ullah S, Beilby J. Variation in seek-
ing care for cardiovascular disease and ambulance utiliza-
tion among migrants in Australia: time, ethnicity, and delay 
(TED) study III. Int J Env Res Pub He. 2021;19(3):1516. 
doi:10.3390/ijerph19031516

	 7.	 Fournier S, Muller O, Ludman AJ, Lauriers N, Eeckhout E. 
Influence of socioeconomic factors on delays, management 
and outcome amongst patients with acute myocardial infarction 
undergoing primary percutaneous coronary intervention. Swiss 
Med Wkly. 2013;143:w13817. doi:10.4414/smw.2013.13817

	 8.	 RIVM. Aandoeningen op basis van Ziektelast (in ‘DALY’s). 
2024. Accessed April 16, 2024. https://www.vzinfo.nl/rangli-
jsten/aandoeningen-op-basis-van-ziektelast 

	 9.	 Roth GA, Mensah GA, Johnson CO, et  al. Global burden 
of cardiovascular diseases and risk factors, 1990-2019: 
update from the GBD 2019 study. J Am Coll Cardiol. 
2020;76(25):2982-3021. doi:10.1016/j.jacc.2020.11.010

	10.	 Centraal Bureau voor de Statistiek. Integratie en samenleven. 
Centraal Bureau voor de Statistiek; 2024.

	11.	 Oude Wolcherink MJ, Behr CM, Pouwels X, Doggen CJM, 
Koffijberg H. Health economic research assessing the value of 
early detection of cardiovascular disease: a systematic review. 
Pharmacoeconomics. 2023;41(10):1183-1203. doi:10.1007/
s40273-023-01287-2

	12.	 Davis LL, McCoy TP. An educational and skill-building 
intervention to improve symptom recognition and interpreta-
tion in women with acute coronary syndrome a pilot study. 
Dimens Crit Care Nurs. 2019;38(1):29-37. doi:10.1097/
Dcc.0000000000000329

	13.	 van Oosterhout REM, de Boer AR, Maas A, Rutten FH, Bots 
ML, Peters SAE. Sex differences in symptom presentation 
in acute coronary syndromes: a systematic review and meta-
analysis. J Am Heart Assoc. 2020;9(9):e014733. doi:10.1161/
JAHA.119.014733

	14.	 Aggarwal NR, Patel HN, Mehta LS, et al. Sex differences in 
ischemic heart disease advances, obstacles, and next steps. 
Circ-Cardiovasc Qual. 2018;11(2):e004437. doi:ARTN 
e004437 10.1161/CIRCOUTCOMES.117.004437

	15.	 Mahajan S, Valero-Elizondo J, Khera R, et  al. Variation 
and disparities in awareness of myocardial infarction symp-
toms among adults in the United States. Jama Netw Open. 
2019;2(12):e1917885. doi:ARTN e1917885 10.1001/jama-
networkopen.2019.17885

	16.	 King-Shier KM, Singh S, LeBlanc P, et al. The influence of 
ethnicity and gender on navigating an acute coronary syn-
drome event. Eur J Cardiovasc Nur. 2015;14(3):240-247. 
doi:10.1177/1474515114529690

	17.	 Hummel B, van Schalkwijk DL, Mommersteeg PMC, et al. 
Experiences with seeking healthcare among ethnically 
and socioeconomically diverse women and men with isch-
emic heart disease in the Netherlands: a qualitative study. 
Submitted 2024. https://ssrn.com/abstract=5068991 or http://
dx.doi.org/10.2139/ssrn.5068991

	18.	 Fan ZY, Yang Y, Yin RY, Tang L, Zhang F. Effect of health 
literacy on decision delay in patients with acute myocar-
dial infarction. Front Cardiovasc Med. 2021;8:754321. 
doi:10.3389/fcvm.2021.754321

	19.	 Zimmerman MS, Shaw G, Jr. Health information seek-
ing behaviour: a concept analysis. Health Info Libr J. 
2020;37(3):173-191. doi:10.1111/hir.12287

	20.	 Jia X, Pang Y, Liu LS. Online health information seek-
ing behavior: a systematic review. Healthcare (Basel). 
2021;9(12):1740. doi:10.3390/healthcare9121740

	21.	 Asan O, Cooper F, Nagavally S, et  al. Preferences for 
health information technologies among US adults: analy-
sis of the health information national trends survey. J Med 
Internet Res. 2018;20(10):e277. doi:ARTN e277 10.2196/
jmir.9436

	22.	 Samkange-Zeeb F, Borisova L, Padilla B, et al. Superdiversity, 
migration and use of internet-based health information: 
results of a cross-sectional survey conducted in 4 European 
countries. Bmc Public Health. 2020;20(1):1263. doi:ARTN 
1263 10.1186/s12889-020-09329-6

	23.	 Lambert SD, Loiselle CG. Health information seek-
ing behavior. Qual Health Res. 2007;17(8):1006-1019. 
doi:10.1177/1049732307305199

	24.	 Di Novi C, Kovacic M, Orso CE. Online health information 
seeking behavior, healthcare access, and health status during 
exceptional times. J Econ Behav Organ. 2024;220:675-690. 
doi:10.1016/j.jebo.2024.02.032

	25.	 Wang LYT, Lua JYH, Chan CXC, Ong RLL, Wee CF, Woo 
BFY. Health information needs and dissemination meth-
ods for individuals living with ischemic heart disease: a 
systematic review. Patient Educ Couns. 2023;108:107594. 
doi:10.1016/j.pec.2022.107594

	26.	 Yilmaz NG, Schouten BC, Schinkel S, van Weert JCM. 
Information and participation preferences and needs of 
non-Western ethnic minority cancer patients and survivors: 
a systematic review of the literature. Patient Educ Couns. 
2019;102(4):631-650. doi:10.1016/j.pec.2018.11.018

	27.	 Whitehead L, Talevski J, Fatehi F, Beauchamp A. Barriers to 
and facilitators of digital health among culturally and linguis-
tically diverse populations: qualitative systematic review. J 
Med Internet Res. 2023;25:e42719. doi:10.2196/42719

	28.	 Green J, Thorogood N. Qualitative Methods for Health 
Research. Sage Publications; 2004.

	29.	 O’’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. 
Standards for reporting qualitative research: a synthesis 
of recommendations. Acad Med. 2014;89(9):1245-1251. 
doi:10.1097/ACM.0000000000000388



14	 Journal of Primary Care & Community Health ﻿

	30.	 Grossoehme DH. Overview of qualitative research. J Health 
Care Chapl. 2014;20(3):109-122. doi:10.1080/08854726.201
4.925660

	31.	 Stronks K, Kulu-Glasgow I, Agyemang C. The utility of 
“country of birth” for the classification of ethnic groups 
in health research: the Dutch experience. Ethn Health. 
2009;14(3):255-269. doi:10.1080/13557850802509206

	32.	 MAX-QDA. VERBI Software; 2020.
	33.	 ATLAS.ti. Version Windows Version 24.0.0. 2024.
	34.	 Braun V, Clarke V. Thematic analysis. In: Cooper H, Camic 

PM, Long DL, Panter AT, Rindskopf D, Sher KJ, eds. 
APA Handbook of research methods in psychology, Vol 2: 
Research designs: Quantitative, qualitative, neuropsycho-
logical, and biological. American Psychological Association; 
2012:57-71.

	35.	 Brown S. Using focus groups in naturally occurring set-
tings. Qual Res J. 2015;15(1):86-97. doi:10.1108/Qrj-11-
2013-0068

	36.	 Leask J, Hawe P, Chapman S. Focus group composition: a com-
parison between natural and constructed groups. Aust Nz J Publ 
Heal. 2001;25(2):152-154. doi:10.1111/j.1753-6405.2001.
tb01838.x

	37.	 Lim HM, Wong SS, Yip KC, et al. Online health information-
seeking behaviour of patients attending a primary care clinic in 
Malaysia: a cross-sectional study. Fam Pract. 2022;39(1):38-
45. doi:10.1093/fampra/cmab099

	38.	 Mirzaei A, Aslani P, Luca EJ, Schneider CR. Predictors 
of health information-seeking behavior: systematic lit-
erature review and network analysis. J Med Internet Res. 
2021;23(7):e21680. doi:ARTN e21680 10.2196/21680

	39.	 Kim MS, Kim SH. Health information-seeking behavior in 
patients with coronary artery disease: activating methods. 
PLoS ONE. 2024;19(4):e0300755. doi:10.1371/journal.pone. 
0300755

	40.	 Koop Y, Wimmers RH, Bots ML, Vaartjes I. Basiscijfers 
ischemische hartziekten. 2022. Accessed April 16, 2024. 
https://www.hartenvaatcijfers.nl/jaarcijfers/basiscijfers-isch-
emische-hartziekten-c55e2

	41.	 Usman JE, Childs C, Rogerson D, Klonizakis M. Online health 
information-seeking behaviour among people of African 
descent in the United Kingdom: a qualitative study. Healthcare-
Basel. 2024;12(9):897. doi:10.3390/healthcare12090897

	42.	 Green G, Davison C, Bradby H, Krause K, Mejías FM, Alex 
G. Pathways to care: how superdiversity shapes the need for 
navigational assistance. Sociol Health Ill. 2014;36(8):1205-
1219. doi:10.1111/1467-9566.12161

	43.	 Phillimore J, Brand T, Bradby H, Padilla B. Healthcare bri-
colage in ‘Europe’s superdiverse neighbourhoods: a mixed 
methods study. BMC Public Health. 2019;19(1):1325. 
doi:10.1186/s12889-019-7709-x

	44.	 Kim W, Kreps GL, Shin CN. The role of social support 
and social networks in health information-seeking behavior 
among Korean Americans: a qualitative study. Int J Equity 
Health. 2015;14:40. doi:10.1186/s12939-015-0169-8

	45.	 Sharma AE, Khosla K, Potharaju K, Mukherjea A, Sarkar U. 
COVID-19-associated misinformation across the South Asian 

diaspora: qualitative study of WhatsApp messages. JMIR 
Infodemiol. 2023;3(1):e38607. doi:10.2196/38607

	46.	 Vanzella LM, Pakosh M, Oh P, Ghisi G. Health-related infor-
mation needs and preferences for information of individuals 
with cardiovascular disease from underserved populations: a 
systematic review. Patient Educ Couns. 2022;105(12):3398-
3409. doi:10.1016/j.pec.2022.09.008

	47.	 Blakeman JR, Prasun MA, Kim M. Predictors of acute coro-
nary syndrome symptom knowledge, attitudes, and beliefs 
in adults without self-reported heart disease. Heart Lung. 
2023;60:102-107. doi:10.1016/j.hrtlng.2023.03.006

	48.	 Blakeman JR, Eckhardt AL, MyoungJin K. The lay ‘public’s 
knowledge of the most common acute coronary syndrome 
symptoms experienced by women and men. J Cardiovasc 
Nurs. 2023;38(3):288-298.

	49.	 Falun N, Langorgen J, Fridlund B, Pettersen T, Rotevatn S, 
Norekval TM. ‘Patients’ reflections on prehospital symptom 
recognition and timely treatment of myocardial infarction. 
Eur J Cardiovasc Nur. 2021;20(6):526-533. doi:10.1093/eur-
jcn/zvaa035

	50.	 Gulati M, Levy PD, Mukherjee D, et  al. 2021 AHA/ACC/
ASE/CHEST/SAEM/SCCT/SCMR guideline for the evalu-
ation and diagnosis of chest pain: a report of the American 
College of Cardiology/American Heart Association Joint 
Committee on Clinical Practice Guidelines. Circulation. 
2021;144(22):E368-E454. doi:10.1161/Cir.0000000000001029

	51.	 Perini W, Snijder MB, Peters RJG, Kunst AE. Ethnic dispari-
ties in estimated cardiovascular disease risk in Amsterdam, 
The Netherlands: the HELIUS study. Neth Heart J. 
2018;26(5):252-262. doi:10.1007/s12471-018-1107-3

	52.	 Spinner JR, Haynes E, Nunez C, Baskerville S, Bravo K, 
Araojo R. Enhancing ’FDA’s reach to minorities and under-
represented groups through training: developing culturally 
competent health education materials. J Prim Care Community. 
2021;12: 1-8. doi:10.1177/21501327211003688

	53.	 Hempler NF, Fagt C, Olesen K, et al. Improving health and 
diabetes self-management in immigrants with type 2 diabetes 
through a co-created diabetes self-management education and 
support intervention. J Commun Health. 2023;48(1):141-151. 
doi:10.1007/s10900-022-01151-y

	54.	 Majee W, Anakwe A, Onyeaka K, et al. Participant perspec-
tives on the effects of an African American faith-based health 
promotion educational intervention: a qualitative study. J 
Racial Ethn Health Disparities. 2023;10(3):1115-1126. 
doi:10.1007/s40615-022-01299-2

	55.	 Ali Y, Caballero GE, Shatnawi E, et al. Assessing the impact 
of an online dementia awareness initiative co-created with and 
for English, Arabic and Vietnamese speaking communities: a 
case study. Health Expect. 2024;27(2):e14026. doi:10.1111/
hex.14026

	56.	 Yilmaz NG, Van Weert JCM, Peters E, et al. Testing the effects 
of modality and narration style on ’patients’ information use 
in a lung cancer treatment decision aid. Med Decis Making. 
2020;40(8):990-1002. doi:10.1177/0272989x20960436

	57.	 Yilmaz NG, Timmermans DRM, Portielje J, Van Weert JCM, 
Damman OC. Testing the effects on information use by older 



Hummel et al	 15

versus younger women of modality and narration style in a 
hospital report card. Health Expect. 2022;25(2):567-578. 
doi:10.1111/hex.13389

	58.	 Sungur H, Yilmaz NG, Chan BMC, van den Muijsenbergh 
METC, van Weert JCM, Schouten BC. Development and eval-
uation of a digital intervention for fulfilling the needs of older 
migrant patients with cancer: user-centered design approach. 
J Med Internet Res. 2020;22(10):e21238. doi:10.2196/21238

	59.	 Wansink B, Pope L. When do gain-framed health messages 
work better than fear appeals? Nutr Rev. 2014;73(1):4-11. 
doi:10.1093/nutrit/nuu010

	60.	 Akl EA, Oxman AD, Herrin J, et al. Framing of health infor-
mation messages. Cochrane Db Syst Rev. 2011;12:CD006777. 
doi:10.1002/14651858.CD006777.pub2

	61.	 NHG. NHG-Standaard Cardiovasculair Risicomanagement 
(M84). NHG; 2019.


