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Abstract

Background: Focus group discussions are gaining in popularity in research on HIV and tuberculosis internationally as researchers seek to understand the experiences, needs and perspectives of people living with TB and/or HIV, and their carers within the community and the health sector. Conducting FGDs in resource poor settings with vulnerable participants who are living with diseases that are frequently stigmatised poses multiple challenges.  In this discussion paper we construct a framework which follows the research cycle to present the practical experience of research teams using FGDs in TB and HIV in resource poor contexts in Africa and Asia to contribute to effective practice 
Discussion: The framework highlights dilemmas and shares effective practice negotiating community entry, constructing sampling frames and samples, choosing a facilitator, encouraging discussion and avoiding pitfalls, ethics, translation, analysis and dissemination.
Summary: Our framework demonstrates the techniques and adaptations needed to ensure that FGDs provide rich policy relevant data on the voices and perspectives of PLHIV and TB, community groups and health workers within the challenges of resource poor settings. In applying theory to develop good practice in FGDs across the research cycle a critical and reflexive approach is needed. 
Background

Research on HIV and tuberculosis (TB) in resource poor settings is gathering momentum as researchers across disciplines try to better understand these diseases and develop appropriate responses. As part of the endeavour, qualitative methodological approaches and methods, such as Focus Group Discussions (FGD), are increasingly being used to explore key research questions, unpack the programme and policy context and inform implementation recommendations. 

FGDs are an important tool in qualitative research on HIV and TB in resource poor settings. This paper captures the experiences of a multidisciplinary and international group of researchers working in the regions with the highest prevalence of HIV and TB. In these regions, the social impact of HIV and TB infection is pervasive and often corrosive. Although there are important differences between HIV and TB due to routes of transmission and length of treatment, TB and HIV are both highly stigmatised as infectious and potentially fatal diseases. HIV and TB co-infection is also a common reality [1]. The context is, however, changing quickly due to new and increasingly effective therapies.  Table 1 highlights estimated HIV and TB prevalence , TB case finding rates and papers discussing the stigma attached to either disease in the country contexts included in this paper.
Table 1

Overview of HIV and TB epidemic in the countries discussed in this paper

	Country context
	Estimated HIV prevalence

Adults aged 15 to 49 prevalence rate [2]
	Total estimated TB incidence (all forms) 2007 [3]
	Total reported TB cases per 100,000 (2007) [3]
	Papers discussing experience of HIV and/or TB related stigma

	Malawi 
	11.9%   [11% - 12.9%]
	48,144
	176
	Rimal R [4]. 

Somma D[5]. 

	Kenya
	N/A       [7.1% - 8.3%]
	132,357 
	284 
	Turan J [6]. 

 Waterman H[7]. 

	Namibia
	15.3%   [12.4% - 18.1%]
	15,905
	733
	Smith RA [8]

Thomas F [9]

	Burkina Faso
	1.6%     [1.4% - 1.9%]
	33,437 
	 27
	Sanou A [10]

Stephenson R [11]. 

	China
	0.1%     [0.1% - 0.1%]
	1,305,770
	74
	Li X [12]. 
Rao D [13]. 

	Thailand
	1.4%     [0.9% - 2.1%]
	90,878
	86
	Apinundecha C [14]. 

Kittikorn N [15].

	Ethiopia
	2%        [1.8% - 2.2%]
	314,267
	155
	Sagbakken [16]

Admassu [17]

	Yemen
	0.1%   [0.0% - 0.2%] *
	17,121
	38
	Date [18]


* The magnitude of STD/HIV/AIDS in Yemen cannot be accurately defined in the absence of reliable surveillance [2].

FGDs are not new in health research; using FGDs in research on HIV and TB presents new challenges because of associated stigma (see table 1 for example of papers exploring the experience of stigma). This is further complicated by working in resource poor settings where participants are more vulnerable due to poverty and limited infrastructure.

FGDs can be a powerful tool but need to be used appropriately. This means translating the theoretical underpinnings of FGDs to address the realities of different settings and topics.  Some key debates across the research cycle in the FGD literature are important to consider in qualitative research on HIV and TB, such as those surrounding selection criteria.  Farquhar [19] and Halcomb et al [20] raise concerns about recruiting from existing groups and importing established hierarchies and dynamics into the group discussions. Other debates refer to the group nature of FGDs and whether this semi-public interaction with arguably compromised confidentiality increases or decreases the depth of information provided [19,21,22]. Also of interest in the literature is the choice of FGD facilitator and the extent to which they should be an ‘insider’ or an ‘outsider’ or a combination of the two,  and whether the status of an ‘insider’ should be disclosed to the group (see Farquhar [19] on sexuality for example).  Key dilemmas such as these will be discussed in this paper drawing on the experience of holding FGDs on HIV and/or TB  in a variety of resource poor contexts.
As a team of authors and researchers with experience of using focus groups as a tool in HIV and TB research in Africa (Malawi, Kenya, Namibia,  Burkina Faso and Ethiopia), Asia (China and Thailand) and the Middle East (Yemen) we aim to document and reflect on the practical experience of multidisciplinary and multicultural research teams using FGDs in TB and HIV research in resource poor contexts where HIV and TB infection is high. We used key dilemmas arising in the literature to build an analytical  framework highlighting dilemmas, responses and gaps across the research cycle. This was an opportunity to move from theory to practice, and share practical approaches that are not discussed in depth in academic papers due to space limitations. The framework was constructed around a set of open questions (see Box 1) followed by dialogue on recurring themes and paper writing.  We refer to ourselves in the paper as researcher authors. The research projects referred to are summarised in Table 2: 
Table 2: The research projects using FGDs that form the basis of the reflections in this paper

	no
	Research Focus
	Key issues explored
	Context
	Sample
	Research team
	Funder

	1
	Health workers access to CT and ART
	Barriers and opportunities to access both CT and ART
	3 districts in Malawi - urban
	Health workers 
	REACH Trust, Malawi with LSTM
	World Health Organisation 

	2
	Community perceptions of ART and challenges PLHIV face in accessing and adhering to ART
	Community perceptions of HIV and impact on community, PLHIV experiences and challenges faced in accessing and adhering to ART
	Thyolo District, rural Malawi
	PLHIV on ART, community groups
	REACH Trust, Malawi with LSTM
	Department for International Development (DFID) through the HIV/AIDS RPC

	3
	PLHIV experiences of accessing and adhering to ART
	Challenges and opportunities to access and adhere to ART
	Lighthouse – an urban clinic in Malawi
	PLHIV on ART
	REACH Trust, Malawi with LSTM
	Communicable Disease Control (CDC), USA

	4
	TB patients reflections on the TB diagnostic process
	Health seeking pathway, TB diagnostic process, challenges and opportunities to adhering to TB drugs
	Urban Malawi
	People who have been diagnosed with TB and started on treatment
	REACH Trust, Malawi with LSTM
	DFID through the TB Knowledge Programme and National TB Control Programme

	5
	Community home based care services for PLHIV
	Experiences of care; The how to of service provision, challenges and opportunities, support received 
	Rural Malawi 
	Providers of home based care – separate groups of women and men; PLHIV
	REACH Trust, Malawi
	OXFAM

	6
	Exploring PLHIV  perceptions of nutritional needs 
	Poverty illness and social exclusion impacted on nutrition and food security 
	Rural and urban Namibia
	Different groups of PLHIV and hcw
	MoHSS, Namibia, University of Namibia, FANTA with LSTM
	USAID and FANTA

	7
	Community perceptions of GBV, links to HIV
	Experience and perceptions of GBV and health seeking behaviour, links between GBV and HIV
	3 districts in Kenya – rural and urban
	Groups of older and younger women and men
	Liverpool VCT and Care, Kenya with LSTM
	TROCAIRE, DFID through the HIV and AIDS Knowledge Programme 

	8
	Perceptions and experiences of TB and patient centred approaches to care
	TB Patients experience of TB care, community perceptions of TB, TB services and how they can be improved
	3 districts in Burkina Faso – rural and urban
	TB patients – male and female; community groups by age and gender
	National TB Control Programme with LSTM
	European Union – INCO-DEV

	9
	Exploring patient experiences of different TB diagnostic approaches 


	Experience of TB diagnostics, perceptions of quality, support and barriers and enablers to adherence
	2 sites in Awassa, southern Ethiopia – 1 rural , 1 urban 
	Female and male TB patients
	Awassa Health Centre with LSTM
	DFID and the Economic and Social Research Council, UK

	10
	Social Assessment of TB Control in China
	How do the general public perceive TB, how would they seek health care for symptoms suggestive of TB and why? Health workers perceptions and treatment strategies for TB


	Four provinces in China – rural and urban
	Community groups – separated by age and gender; and health workers
	Fudan University China with LATH, LSTM, UK
	DFID

	11
	Paediatric ART in Thailand – experiences and perceptions of health workers and care givers
	Accessibility and acceptability of service provision, psycho, socio, economic factors affecting children’s treatment compliance.  
	Urban and rural Thailand 
	Providers of HIV services and PLHIV advocates
	LSTM PhD student 
	Global Fund through Ministry of Health, Thailand

	12
	Community Perceptions and Experiences of TB in Kanchanaburi, Thailand: A Gender Equity Analysis

	Perceptions about TB, particularly languages, aetiology, and associated stigma amongst different groups
	A rural district on the Thai- Burma border
	Community members in groups by gender and age
	Mahidol University, Thailand  with LSTM
	British Council and DFID

	13
	Voices and Choices: PLHIV reproductive health care
	Experiences, dilemmas and choices relating to contraception, pregnancy and  reproductive health 
	Urban and rural Thailand
	Women living with HIV and their carers; Men living with HIV
	Mahidol University, Thailand
	Ford Foundation 

	14
	Exploring patient experiences of different TB diagnostic approaches and anti-TB treatment services


	Experience of TB diagnostics, perceptions of quality, support and barriers and enablers to adherence
	1 site in Yemen - urban
	Female and male TB patients
	National Tuberculosis Institute with LSTM
	DFID and the Economic and Social Research Council, UK


Box 1: Open questions used to guide discussion

1. How did you use FGDs (please give brief overview of research objective, context and funder)

2. How does the topic area – HIV or TB – affect the planning and implementation of FGDs? For example how did you select your participants and decide who should facilitate? 

3. Are there any risks in conducting FGDs on issues relating to HIV and TB and if so what strategies did you use to address these? 

4. Did FGDs contribute insights that you didn’t get from other methods?

5. What was your experience of working with multi-agency, multi-disciplinary and multi-cultural teams in planning, implementing, analysing and writing up the findings of FGDs (where applicable)?

6. Any other thoughts or reflections to add? 

By sharing lessons learnt in the FGD process and linking them to experiences from different resource poor contexts we guide the reader though the dilemmas encountered and opportunities to optimise FGD data quality and usability in a range of settings and throughout the research cycle.  By drawing on both commonalities and diversity from the research sites we highlight practical strategies to improve the quality and utility of FGDs.  
Discussion: Dilemmas and shared practice in conducting FGDs on HIV, AIDS and TB throughout the research cycle
1. Planning for FGDs: What was the methodological rationale? 

FGDs were often deployed alongside quantitative research or clinical data, but in different ways. For example in the studies in Malawi on health workers’ access to CT and ART (study 1), and in Thailand on paediatric access to ART (study 11), FGDs were used alongside interviews prior to the development of a questionnaire. Thus the concepts, language and experiences emerging from FGDs with health workers were used to design the questionnaire, arguably strengthening its internal validity [23]. In the China tuberculosis study (study 10) FGDs were used alongside quantitative research approaches and the findings from the different methods were triangulated concurrently. In Burkina Faso a qualitative study – including FGDs -  was designed in response to a clinical audit, which highlighted the importance of increasing case finding in TB and developing patient centred approaches. Other studies were purely qualitative, and used FGDs alongside other qualitative methods. For example the research on gender, ethnicity and TB in Thailand (study 12) used FGDs, in-depth interviews and group workshops as part of an action research cycle to develop interventions to support actual and potential TB patients to access treatment.   Our framework shows that FGDs were used in different ways, and research authors sought opportunities to triangulate findings with those from other methods (qualitative, quantitative and epidemiological). 
2. Sensitisation and community entry: How to identify strategic allies? 
All researcher authors stressed the importance of detailed planning and investing time into negotiating community entry, sensitisation and developing allies. Many FGDs took place at health centres, where the cooperation and buy in from health managers and health workers was essential. The Malawian experiences (studies1-4) illustrate the importance of working in collaboration with Health Surveillance Assistants (HSA) and other cadres at the hospital and clinic level. Researcher authors noted that in this context most PLHIV and TB patients had trust in these groups.  Developing shared understanding of inclusion criteria is important: one researcher author shared an experience when these criteria had not been understood, and a woman was recruited via health staff for an FGD, when she was clearly not well enough to participate.
Discussions with community leaders/gate keepers were also important, especially when recruitment for FGDs was negotiated through key players in the community and FGDs were held at community sites. In Burkina Faso (study 8) this involved working closely with community leaders who have a certain moral authority within the community, such as priests, imams, chiefs and traditional healers. In Malawi (study 2), community leaders and people from home based care groups played a central role in recruiting FGD participants. In Thailand (Study 13) women living with HIV led the recruitment of participants for an FGD with PLHIV and carers.  
Whether recruitment took place at the health facility or in the community, researchers stressed the importance of clear communication and joint understanding on the sampling frame and inclusion criteria. 
3. Constructing your sample: Is homogeneity in disease status possible and ethically acceptable? 

Researcher authors’ experience and insights on whether it was possible and appropriate to construct FGDs with people sharing the same disease status was varied.  In China (study 10) the main consideration in research planning was whether or not it was possible to explore issues with TB patients in groups; this was decided against as it was thought that the stigmatisation in the Chinese context would mean that TB patients would be uncomfortable to meet in a group setting. In Thailand (study 12) researchers explored the possibility of recruiting TB patients for an FGD at both community and health facility level. Neither proved possible: patients identified at community level were happy to participate in an in-depth interview but did not want to join an FGD, largely because of stigma and disclosure issues and also because they saw the logistical arrangements as being potentially problematic for their family members and carers.  At the health facility level it was not feasible, because of patients’ concerns and also those of health personnel who thought it was too risky for the researcher and insisted that if the FGD went ahead the researcher should wear a mask, something she was not comfortable doing.
In Malawi (studies 3 and 4),  Namibia (study 6), Ethiopia (study 9) and Yemen (study 14)  it was possible to recruit TB patients or PLHIV with health worker engagment and careful consideration of logistical issues. In study 4 in Malawi, TB patients were recruited at facility level, and only those who had been on treatment for 2 weeks were included - as at this stage of treatment, levels of infectiousness are much reduced - so there was less risk of new infection or cross-infection with different strains of TB for researchers and participants alike. All teams stressed the importance of where possible using large, aerated rooms to reduce the risk of infection. 
In Malawi (study 3) and Namibia (study 6), Ethiopia (study 9) and Yemen (study 14), FGDs were held with PLHIV at health facility level, where the nature of service provision meant that confidentiality was already compromised – through joint waiting areas or health promotion activities. Study 3 took place at the Lighthouse in Lilongwe, Malawi, which is an important facility for PLHIV in central Malawi. A major concern for PLHIV was whether they would lose their place in the queue to see the health worker if they participated in the FGD. The research team negotiated with the clinicians to ensure that FGD participants would be first in the queue once the FGD had finished, which in itself acted as an incentive to participation. In Namibia (study 6), PLHIV were recruited in the waiting area. It was agreed that a neighbour in the queue or treatment supporter could knock on the door of the room where the FGD was taking place to call the participant if it was their turn to see the health worker. In reality this didn’t happen as service demand is high and the queues to see the health providers were lengthy. 

A potential pitfall of FGDs being held at the health centre where they are receiving treatment is that PLHIV or TB patients may feel reluctant to criticise services. In all cases researchers made it very clear in the informed consent procedure that the decision to participate and the airing of their views and experiences would have no affect on their ongoing health care (with the exception of positive queue jumping in study 3), and in Ethiopia facilitators additionally stressed the confidentiality of the data at different points in the FGD, in order to try and encourage open criticism of service provision. On the whole researcher authors felt that the group experience itself was largely empowering and being part of a group gave individuals more confidence to share experience and criticise. This worked well in Malawi where direct criticism is rare - participants were more comfortable with being critical in a group than in individual interviews, despite the FGD being held in the health centre. 
Researcher authors also had experience of conducting FGDs with PLHIV at the community level (for example study 5 on home based care in Malawi). Here participants were recruited through home based care supporters and tended to include those who had disclosed their status, and were active advocates of the rights of PLHIV. Malawian researchers highlighted that there are dangers of this group being ‘over –researched’ and certainly not representative of many poor and vulnerable PLHIV who are either not certain of their status, or at least not happy to openly disclose it at community level. 
4. Constructing your sample: How to address power, hierarchy, gender and age? 
Along with the challenging task of trying to organise groups by disease status, researchers had to consider gender, age and hierarchy in the construction of FGD samples to try to ensure good participation. The general norm in FGDs exploring perceptions and understanding of HIV or TB at community level (e.g. studies 2, 7, 8, 10, 12) was to hold separate FGDs with younger women, older women, younger men and older men with the expectation that homogeneity in age and gender would support participation and experience sharing. In FGDs with PLHIV at health centre level, FGDs were sex specific (studies 3, 4, 6). Whilst in study 4 on TB patients it was only possible to identify enough males to hold an FGD and female TB patients were recruited for in-depth interviews only.  In Yemen, prevailing gender norms mean that women are expected to be accompanied by a male companion (husband, father or brother) in public spaces and when visiting a health centre, [18]. For example when the research team in Study 14 invited women with TB to come to a FGD at the TB centre in Sana’a, they arrived with their male companions and children and at this point the research team negotiated with the women and their male companions to allow women to come together into a private room so they could speak freely about their experiences, with a female facilitator. The babies went with the women and the older children stayed with the men, and pens and paper for colouring were provided. The discussion worked well and women spoke openly and critically about the levels of support they received from male and female members of their family. A male researcher stayed with the male companions in a separate room and reported lively, informal discussion on the topic, although this was not recorded.  
Where studies focused on health workers (study 1) researchers were sensitive to hierarchy and tried to hold FGDs with health workers of a similar rank, fearing for example that HSAs would feel uncomfortable to participate in an FGD with clinicians who hold power over their positions and future. This is not always the case however and FGDs held in Thailand as part of a study exploring paediatric HIV treatment support and care successfully brought together health providers from different cadres and PLHIV treatment advocates for a lively and informative discussion. In this instance the PLHIV advocates had participated in leadership training and were not intimidated to share their views with clinicians. The success of these FGDs was also related to choice of facilitator, which is considered next. 
5. Who should facilitate? Considering skills and context

The importance of a skilled and appropriate facilitator was stressed by all researcher authors.  This is true of all FGDs, but was considered particularly so given the sensitivity of the subject matter. The moderator needs to have excellent interpersonal skills: the ability to inspire confidence in others, be a good judge and interpreter of group dynamics, be empathetic but not judgemental and to keep the discussion focused without driving it. Moderators also need to have a broad understanding of the issues at stake and the cultural context. Given varied and sometimes challenging group dynamics and the unexpected turns that FGDs can take, moderators needs to be able to think on their feet.  Researcher authors shared experiences where FGD participants had inadvertently disclosed their own status and this required much sensitivity in follow up discussions. 

The role of cultural context was a recurring theme in researcher author responses – and meant that group discussions that constitute FGDs were a more challenging endeavour for moderators in some contexts compared to others. For example, in China researcher authors explained that it is challenging for moderators to encourage the ‘free’ expression of ideas amongst participants who are cautious about voicing opinions in public fora in a society with constrained political freedom. In contrast however, such discussions are also not alien to Malawian culture, where people use such discussions to solve challenges facing their communities in rural and urban areas alike. Therefore, unlike one-to-one interviews which may raise suspicion, especially when members of the opposite sex sit together and talk “in the name of research”, FGDs are akin to normal life in these communities.

The norm was for researchers from the host country to facilitate the FGD: this was appropriate in terms of language skills and cultural understanding. Even where a foreign researcher spoke the national language fluently (Study 11) it was seen as more appropriate for a Thai person to facilitate. In the Namibian example, due to contractual difficulties with a South African researcher who had lived in Namibia for 25 years, a western researcher tried to facilitate an FGD, but this proved problematic as PLHIV were reluctant to open up to her, and remained with averted eyes, smiling, shy and giving one word answers, despite her best efforts.  Luckily the contract issues were soon resolved and the South African researcher was able to resume facilitation.

In some contexts and research projects it was necessary to train facilitators who had no previous experience in conducting FGDs. When conducting training for health workers to do FGDs, researcher authors noted the importance of stressing and re-stressing that FGDs are not  ‘knowledge tests’ or patient information sessions but an opportunity to listen and understand PLHIV or TB patients’ own perceptions, experiences and perspectives. 

The research team in study 7 that explored community perceptions of Gender Based Violence (GBV), HIV and service delivery in 3 districts in Kenya made the strategic decision to train VCT counsellors to facilitate FGDs due to concerns that participants might feel distressed during or post FGD participation. Voluntary Counselling and Testing (VCT) counsellors with skills and experience in handling sensitive issues and situations were trained in the theory and practice of qualitative research and, where necessary, could deploy their counselling skills. 
6. The FGD itself: Exploring pitfalls and opportunities

Researchers were by and large very positive about the ways in which FGDs, with skilled facilitation, could be used to trigger in-depth discussion about sensitive and challenging health issues.  For example in China (study 10) FGDs enabled discussion of an issue where the first response of most participants is that they ‘know nothing’ (about the symptoms or causes of TB). An individual interview might have got no further, but in an FGD people were able to respond to any initial ideas offered by other participants (by agreeing or disagreeing), so that a range of ideas and perceptions were revealed. Malawian researcher authors highlighted that FGDs have the ability to ignite debate which can bring out bare ‘reality’ rather than participants telling researchers what they think researchers want to hear.  Researchers also noted that some sensitive issues were raised in FGDs rather than in in-depth interviews and attributed this to the power of the group collective in triggering and enabling discussion of sensitive issues. For example in Namibia (study 6), women’s concern over their financial dependence on men and the implications this has for whether or not they should reveal their HIV status was discussed only in FGDs and did not emerge in IDIs. Most researchers perceived that the group interaction engenders a confidence in individuals to critically and openly discuss issues that is invaluable amongst participants who may well feel disempowered, and in cultures where it is seen as somewhat problematic to complain. 

Some researcher authors noted that in FGDs held in health centres, participants were initially reluctant to share ideas. For example one male participant at the Lighthouse said ‘you already know the answers why don’t you just tell us’. Facilitators needed to be encouraging and stress that they were interested in the participants’ views. Other strategies for warm up and to support discussion within FGDs, included the use of third person vignettes or tools adapted from Participatory Rural Appraisal or Participatory Learning and Action. Vignettes included the construction of a story about a poor rural woman who wanted to go to the health facility to get advice on her prolonged cough.  Participants were asked what barriers she might face. Others asked the participants – what would your friend or sister do if she suspected she might have HIV and why? Keeping the discussion external or third person was seen as helpful in beginning discussion. Study 12 in Thailand used body mapping [24] and asked participants to draw and share their ideas on TB risk factors and the impact of TB on the body. This worked particularly well with the younger groups who were more confident in drawing and sharing their drawings. Other researchers asked participants to name all the different words associated with TB or cough in a particular language and explain their meaning, and stressed the importance of this as an early exercise in order to establish common language and ensure that the facilitators and participants has a shared understanding of what was being discussed. 
7. Ethics, informed consent and incentives
Researcher authors’ concerns relating to ethics were fourfold. Firstly some researchers faced challenges in the way in which ethical concerns were constructed and prioritised in certain cultural contexts. For example in China (study 10), concerns related to ethics were rarely considered in-depth by large medical research teams.  This caused difficulties in ensuring consent and confidentiality in a social and political context that does not highly value either of these. Second were ethical considerations around the right to information. For example what should researchers do where participant’s views or understandings of HIV or TB were ‘wrong’ which could enhance their risk of contracting disease or restrict their ability to access treatment. Some research teams addressed this by taking leaflets about TB along to FGDs and distributing them afterwards.  Others responded by saying that if anyone had any questions they were happy to answer them after the FGD. One researcher author gave an example of the inclusion of a nurse participant in one FGD with PLHIV. Another participant deferred to her presumed superior knowledge. In reality the nurse’s supposed ‘truths’ were largely untrue and if acted upon could have been detrimental to the health of PLHIV participants. In this scenario the facilitator organised an immediate debrief post FGD to talk through some of the issues and counter the nurse’s inputs. This also illustrates the need for facilitators to be able to think on their feet and respond to the unexpected. 

A third concern related to confidentiality and being realistic about the extent to which this could be maintained. Researcher authors all stressed the importance of making it clear in the consent procedure the extent to which confidentiality could be maintained
 and reiterated the need for information to be kept confidential at the beginning and end of the FGDs. The latter was seen as particularly appropriate where participants had disclosed their status during the course of the FGD. A fourth and critical challenge related to the blurred boundary between incentives and inducements when working with often very vulnerable and impoverished groups. The norm was to provide a soft drink and or a token of appreciation. But many researcher authors would have liked to have provided more than this and noted that expectations are high amongst all who participate in the research process including respondents and those who assist with organising the FGDs. There is need for further debate about what is appropriate. 
8. Translation, analysis and approaches to dissemination

Multi-cultural research teams had a variety of different approaches to translation, often contingent on money and resources. In some cases all transcripts were translated into English to enable those who did not speak the local language to participate in the analytical process; in others a sub-section (10%) were translated, and in others again the transcripts remained in the original language and members of the research team who were not able to read these played a role in commenting on and questioning the emerging analytical framework. Attention to the translation of complex concepts was seen as critical and in many cases the need to retain the original flavour and meaning of a particular concept necessitated much debate and consultation. Some words such as stigma do not have a direct translation or may be viewed very differently by members of the research team from different cultural contexts.  For example Chinese members of the research team in the Social Assessment study (study 10) were reluctant to label negative views about TB and TB patients as ‘stigma’ because the Chinese translation often used for this word has much stronger connotations of complete ostracism.  Bringing together researchers with different perspectives (from disciplines and cultures) was seen as positive in enhancing the trustworthiness of the analytical process. However some researchers cautioned against the tendency of some co-researchers from medical backgrounds to desire to quantify findings. 

Most researchers tried to find ways to disseminate early analytical frameworks and findings back to participants but were often constrained by distance and budgets. The findings and implications from FGDs held with PLHIV in Namibia were fed back to participants and other PLHIV through information sessions in clinics. Other feedback mechanisms included bringing together broader groups of participants who had been involved in FGDs and key informant interviews. In Burkina Faso for example (study 8) male and female TB patients, members of the health centre management committee and community leaders came together into one meeting for feedback,  heated discussion and consensus on the way forward. Similarly in the Oxfam Community Home Based Care study in Malawi (study 5) stakeholders from the districts came together for a feedback meeting and had the opportunity to question and or challenge each other based on the study findings. For instance, when the study pointed to the challenge of coordination for stakeholders implementing CHBC, the people involved clarified matters and agreed on a way forward. Thus, participant checking could also be used as an advocacy tool that gives participants the opportunity to air their experiences taking advantage of the facilitation of the research team. Researcher authors also noted that qualitative testimonies – the real voices and experiences – emerging from FGDs were very powerful in policy dialogue. 

9. Lessons learnt from the framework
Our framework to capture the advantages, challenges and dilemmas of using FGDs on HIV and TB related topics in resource poor contexts has shown that FGDs can provide a rich source of in-depth data on issues that are culturally constructed as sensitive. In the literature some argue that FGDs facilitate discussion allowing less inhibited group members to take the lead in discussion, opening it up for others [19]. Some participants can find the FGD experience empowering [19,25]. Conversely; some participants will fear the lack of confidentiality in the FGD, particularly with sensitive topics like HIV and TB, and this may prohibit disclosure [22].  Our analysis reveals that over disclosure poses more difficulties than inhibited participation in most of the cultural contexts we work in; and this reflects other experiences of conducting FGDs on topics seen as sensitive or taboo (see for example Morgan [21] Kitzinger [22]). Where setting, recruitment strategy and facilitation of the FGD  are appropriate, participants are willing to share their experiences even on difficult and stigmatised issues. 
A key lesson is that bringing together PLHIV or TB takes careful planning, negotiation and buy in either at the clinic or community level. This is easier to negotiate at health facility level as people tend to be known to each other, having shared many hours waiting for services. The need to think through in each context how to recruit, where to hold the FGD, how to deal with participants’ place in the queue and, where appropriate, to encourage participants to be openly critical about service provision is important to enhance ethical standing, confidentiality and trustworthiness.  Clearly sampling at the clinic or health facility level will not be appropriate for all research questions. The need to better understand low levels of access to TB services amongst actual or potential TB patients, for example, requires identifying potential TB patients who have not yet been able to access formal health services and exploring why. Recruitment at community level is possible, with careful planning. Depending on the research question there is a need to caution against the possibility of only recruiting PLHIV who are open about their status and active advocates of the needs of PLHIV, as their experiences are unlikely to be  representative of many people with HIV. Recruiting those who would prefer to keep their status confidential or who may even be unclear of their status demands careful consideration of recruitment strategies and confidentiality. Our reflections also confirm that where possible, focus groups should be homogenous to facilitate discussion, shared experience [26,27] and to minimise the effects of power relationships. Being aware of gender, age and hierarchical issues and how these interplay in different cultural contexts is critical in constructing approaches to sampling. 

Choice of appropriate facilitator is crucial – there are no blueprints for whom the right facilitator is and this is dependent on context, the research question and the skill set needed. A complete outsider is problematic as there is need for understanding of cultural norms. Our experience sharing reiterates the importance of being aware of and embedded within a culture and working to build ‘culturally competent practice’ [28,22]. Our reflections in African settings concur with findings from the indigenous North American context that some cultural groups embrace focus groups because of a strong oral tradition [29,30] whereas other participants such as those from China may find focus group discussions unfamiliar and uncomfortable [31]. These group norms are particularly critical to consider when discussing sensitive subject areas. Facilitators must be familiar with cultural norms for group interaction (for example younger members may give deference to elders or community leaders) and how to probe for more information from participants appropriately [20]. In some cases this may involve avoiding direct questioning by constructing stories or scenarios about a ‘friend or sister’. Some communities may find visual methods culturally familiar [32], and techniques such as body mapping may be successful in generating discussion [33], especially with sensitive topics. 

Our framework also highlights that one of the cornerstones of culturally competent practice is language. Facilitators must use accurate and culturally appropriate terms, especially when describing sensitive concepts. International health research often involves multi-agency, multidisciplinary and multi-cultural research teams. FGDs should be held in participants’ native language.  Selecting only English language speakers introduces bias and people will be more free and spontaneous in their mother tongue [34]. Translation should concentrate on capturing meaning rather than a literal translation [35].

Our group analysis highlights the need to reflect on ethics and trustworthiness throughout the process of designing FGDs, constructing sampling frames, strategies and topic guides, recruiting participants, conducting the FGDs themselves, analysis and dissemination. This is particularly critical when working with PLHIV and TB, who may want to keep their status confidential, be in need of food and transport and who may make decisions on future health seeking behaviour on the basis of FGD discussions.  Ethics and trustworthiness are also inextricably linked in that participants need to be aware of the boundaries of confidentiality if they are to feel comfortable in opening up and sharing their experiences. 
The importance of working in collaboration with key stakeholders and seizing opportunities for feedback were stressed by all researcher authors.  Although challenging in practice due to pressures of time and logistical issues, giving participants the opportunity to comment on emerging themes greatly enhances trustworthiness and builds the profile of qualitative research in the community. 

International health researchers from the north and the south should seek to provide training and to build local research capacity for quality qualitative research, including FGD facilitation, in low resource settings [36,37]. Working across multinational and multiprofessional [38] teams is challenging and it is essential to engender knowledge exchange and mutual respect.  It is also important, when working with disease conditions like HIV and TB, to continue to seek opportunities to build the profile and impact of qualitative research by linking to clinical research. This also means seizing opportunities to stress the complementarity of different methodological approaches (qualitative and epidemiological research) and discussing their different theoretical underpinnings. 
Summary

Our framework has highlighted that when used appropriately FGDs can provide rich data on the voices and perspectives of PLHIV and TB, community groups and health workers in resource poor settings. This requires critical consideration of the different steps in the research cycle. Sharing lessons across different contexts and disciplines and reflexive practice on conducting such FGDs is important, especially given the limited space in many academic papers to discuss the methodological and ethical dilemmas of researching with marginalised and vulnerable groups in resource poor settings. As international health researchers we need to strive to ensure ethical and trustworthy approaches, build capacity so that there is a critical mass of researchers able to facilitate challenging FGDs in this area and develop innovative approaches for feedback and dialogue with PLHIV, TB patients, the community, the health sector and beyond. 
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