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ABSTRACT
Introduction: Cultural adaptations of healthcare interventions are widely advocated to improve effectiveness, acceptability, 
and equity for diverse populations. Despite the existence of several cultural adaptation frameworks, there remains a lack of 
practical, transferable guidance on how adaptations are undertaken in applied healthcare settings. Adaptation processes are 
frequently underreported, limiting transparency, reproducibility, and learning across studies, especially within a UK context. 
This paper addresses this gap by presenting a structured, step‐by‐step guide for culturally adapting healthcare interventions, 
using a healthcare toolkit, ‘I Manage My Meds’, as a case study for adaptation.
Methods: A methodological case study approach was used to develop an eight‐step, iterative guide for cultural adaptation. The 
guide integrates a phased structure model with the substantive domains of the Ecological Validity Model (EVM). Development 
was informed by collaboration with community stakeholders, patients, public contributors, translators, and researchers during 
the cultural adaptation of an existing healthcare intervention for older adults from a South Asian background in the UK. The 
guide was refined through repeated cycles of stakeholder engagement, pilot testing, and reflection, with adaptations system
atically mapped to the eight EVM domains.
Results: The resulting step‐by‐step guide provides practical direction on how to plan, implement, document, and refine cultural 
adaptations across a healthcare intervention. Key reflections from the guide are that cultural adaptations should be considered 
as cyclical processes rather than linear; deep‐level adaptations often require reframing intervention assumptions; and sustained 
stakeholder collaboration is essential for maintaining intervention fidelity while improving cultural relevance. The guide is 
designed to be transferable across populations, settings, and intervention types.
Conclusion: This paper contributes practical methodological guidance to an underdeveloped area of implementation research. 
By offering a transparent and replicable step‐by‐step guide, it supports researchers and practitioners to move beyond superficial 
adaptations and to more consistently document cultural adaptation processes. Wider use of this guide may improve the quality, 
equity, and reproducibility of culturally adapted healthcare interventions.
Patient or Public Contribution: The guide was developed in collaboration with the Leeds Older People's Forum and 
community representatives from a South Asian background who formed a stakeholder group. Alongside our lay leader expert, a 
co‐author on the paper, they contributed to reviewing intervention content, identifying culturally relevant adaptations, testing 
pilot materials, and refining the step‐by‐step guide through iterative feedback and collaboration.
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1 | Introduction 

Cultural adaptation is defined as a methodological modification 
of an intervention that considers a user's needs, including their 
language, culture and values [1, 2]. Cultural adaptations gen
erally take on two forms of adaptation: surface structure and 
deep structure [3]. The surface structure approach often com
prises of smaller or superficial changes to the content and/or 
delivery of the intervention [4] and this may include translating 
materials into a preferred language, matching facilitators to 
participants by ethnicity, and altering imagery, scenarios, or 
programme examples so that they reflect the lived realities of 
the target population [5]. Deep structure modifications take a 
more considered approach to the intervention and are designed 
to also address ‘core cultural values’ in relation to psychological, 
environmental and social norms [6–8].

Interventions seeking to make deep structure adaptations 
include modifications for Black households that have incorpo
rated content related to racial socialisation, religious values, and 
culturally specific parenting norms [9, 10]. Evidence suggests 
that surface adaptations without deeper structural change may 
have limited impact: a synthesis of culturally adapted youth 
mental health programmes found that surface‐level changes 
produced outcomes comparable to control groups, leading the 
authors to argue that deep adaptations may be necessary when 
interventions do not sufficiently align with cultural norms [11]. 
In some cases, changes to language or imagery may be suffi
cient; in others, failure to address deeper cultural meanings 
risks reinforcing assumptions embedded in the original inter
vention [2]. This distinction is recognised beyond healthcare. In 
education and community prevention programmes, deep cul
tural adaptation has involved embedding community world
views, family structures, and belief systems into programme 
logic rather than simply substituting culturally equivalent terms 
or symbols [12].

There is growing evidence and recognition that interventions to 
improve health and wellbeing are more effective when they are 
adapted to the needs and culture of specific groups of people and 
to particular settings, such as primary or community care [13–15]. 
Interventions that are simply replicated are less likely to reproduce 
effective outcomes than those which are adapted to recognise a fit 
between intervention and context [16]. Adaptations also serve to 
reduce inequalities which may be generated by interventions, 
ensuring that they are delivered at a population level to the needs 
of previously excluded groups [16].

In practice, however, relatively few health interventions have 
been adapted to the needs of different groups. A recent narra
tive review of evidence from the National Health Service Dia
betes Prevention Programme (NHS DPP) highlighted that 
despite existing recommendations to adapt interventions to 
local populations, the needs of diverse populations, particularly 
minority ethnic groups were not being met [17]. When cultural 
adaptations were made, they were often restricted to relatively 
superficial modifications, such as providing supportive materi
als in different languages, without considering wider problems 
of accessibility and access [18]. In addition, studies that eval
uated cultural adaptations seldom reported the process of 
adaptation itself [19, 20].

As cultural adaptation research has increased over the past 
20 years [21] there has also been a corresponding rise in 

published cultural adaptation frameworks. The majority of 
frameworks originated in the USA and mostly concern psy
chological or mental health interventions [20]. While a number 
of frameworks for cultural adaptation exist, few provide detailed 
practical guidance on how to conduct adaptation processes in 
applied contexts, particularly within the UK [21]. However, 
while frameworks are available, the actual process of culturally 
adapting an intervention is not typically described in detail 
within research [22]. In Yim and Schmidt's [23] recent review, 
only one study explicitly detailed the process of cultural adap
tation using a structured framework [24].

In summary, there is growing evidence that cultural adaptation 
of health interventions is critical; there are a number of cultural 
adaptation frameworks available but almost no practical guid
ance on the actual process of cultural adaptation. In this paper, 
we share our own experience of adapting an effective inter
vention (the ‘I Manage My Meds Toolkit’) for a specific popu
lation and culture. We describe the intervention itself in its 
original context, the reasons for selecting particular frameworks 
and the steps we went through to engage the relevant com
munities and adapt the intervention at both surface and deeper 
levels. Finally, we offer some reflections and suggestions to 
support future cultural adaptation of future interventions.

1.1 | The ‘I Manage My Meds’ Toolkit 

The ‘I manage my meds’ (IMMM) toolkit is a co‐designed 
intervention developed to support older adults living with frailty 
and managing polypharmacy at home [25]. Created using 
research‐embedded Experience‐Based Co‐Design (EBCD) [26] 
the toolkit draws directly on the lived experiences of older pa
tients, family carers, and healthcare professionals to address the 
real‐world challenges of medicines self‐management. Through 
iterative development and stakeholder engagement, the inter
vention was shaped around three core priorities: day‐to‐day 
practical management, navigating healthcare systems, and im
proving communication with professionals (Figure 1).

Often with adaptations, the homogenising process means that 
healthcare interventions become more diffuse and less targeted 
[27]. As a result, the cultural adaptation of ‘I manage my meds’ 
was targeted at the South Asian population (people from India, 
Pakistan, Bangladesh, Sri Lanka and Nepal living in the UK). 
The South Asian population is the largest minority population 
in the United Kingdom [28] and Bradford, West Yorkshire, 
where our study took place, has an Asian or British Asian 
population of 32.1%, according to the most recent census [29]. 
Bradford has the second highest percentage of people nationally 
who identify as Pakistani (25.5%) and therefore translation ef
forts were focused on Urdu. People from a South Asian back
ground face higher odds of multimorbidity [30] and multiple 
long‐term health conditions [31] both which require adequate 
medication management.

2 | The Process of Cultural Adaptation 

2.1 | Designing the Process 

While there is little detailed guidance on the cultural adaptation 
of interventions, the Cultural Adaptation (CAP) model provides 
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a useful starting point and overall structure [32]. While other 
adaptation frameworks exist (e.g., Cultural Sensitivity Frame
work [2]. Hybrid Prevention Programme Model [33]), not all 
frameworks provide relevant process steps. We selected the 
CAP model because it provides a scaffold that foregrounds 
community collaboration and iterative piloting, which is absent 
from the two previously mentioned alternatives [34]. CAP is not 
a comprehensive adaptation framework, but it does provide a 
useful structural base onto which the Ecological Validity Model 
could be layered to provide cultural specificity. The CAP model 
proposes three phases: (1) researcher and community stake
holder collaboration, (2) piloting of the intervention, and (3) 
integrating observations into the adapted intervention. We fol
lowed this broad approach but in practice the three phases are a 
simplification of a much more complex and iterative process. In 
practice, as we describe below, our engagement and collabora
tion was a continuous collaborative process with repeated en
gagement, discussion, testing and refinement throughout the 
process. We suggest that while the CAP model is a useful 
foundation, that it is best seen as a series of cycles of change and 
refinement rather than a simply a three‐phase model.

2.2 | Selecting an Adaptation Framework 

We selected the Ecological Validity Model (EVM) [35] to guide 
our cultural adaptation. A recent review by Weeks [36] ex
ploring the effectiveness of theory‐based strategies in cultural 
adaptation processes found the EVM to be among the most 
effective frameworks to utilise. The EVM has been highly cited 
[37] and used in a wide variety of contexts including Chinese 
dementia patients [38] mental health and substance abuse 
interventions [39] e‐learning programmes [40] and Latinx 
communities [41].

The EVM provides a systematic method for documenting cul
tural adaptations through its eight comprehensive domains: 
language, people, metaphor, content, concepts, goals, methods, 
and contexts [42]. This framework seeks to understand in
dividuals and groups within their cultural, social, and political 
spheres, aiming to ‘culturally centre’ an intervention by en
suring all eight domains are incorporated for the intervention to 
go beyond surface level adaptation.

The EVM offers a comprehensive process for understanding the 
community and identifying which specific components of an 
intervention require adaptation. This differs from many cultural 
adaptation frameworks that fail to clearly indicate which 

intervention components should be adapted [20]. The EVM, 
unlike many adaptation frameworks, provides guidance on the 
relevant domains to consider in the adaptation process, which 
allows the collaborative research team to examine the compo
nents of the intervention across all eight domains to assess 
where adjustments are needed. All eight dimensions of the 
EVM were discussed at each stakeholder meeting, guided our 
review of the intervention components, and it also determined 
what aspects of IMMM required modification to ensure cultural 
appropriateness and relevance.

3 | A Step‐by‐Step Guide to Culturally Adapting 
Healthcare Interventions 

Drawing from the existing cultural adaptation frameworks 
described above and our experience of undertaking an adapta
tion, this section presents an eight‐step, iterative guide for 
culturally adapting healthcare interventions. The steps in the 
adaptation process emerged through iterative reflection on the 
adaptation process as it happened in the IMMM adaptation. 
After cycles of stakeholder engagement, piloting, and refine
ment, the activities were mapped and consolidated into eight 
steps, which together encompassed all central activities in the 
IMM adaptation. These were then framed in more general 
terms, further refined and checked against the Ecological 
Validity model, to form the eight general steps described below. 
The guide is intended to be transferable across interventions, 
settings, and populations. While the steps are presented 
sequentially for clarity, cultural adaptation is rarely linear; steps 
may overlap, repeat, or occur concurrently depending on the 
context, resources, and stakeholder input and expectations. The 
process integrates the phased logic of the Cultural Adaptation 
Process (CAP) model with the substantive domains of the 
Ecological Validity Model (EVM), thereby offering both struc
tural guidance and practical direction on what to adapt 
and how.

An important consideration before Step 1, akin to ‘Step 0’, is 
that adaptation should not occur post hoc but be embedded in 
intervention development. The National Health Service (NHS) 
‘Our Strategy’ focuses on ensuring that health and social care 
research is done with and for everyone [43]. Similarly, the 
National Institute for Health Research (NIHR) suggest that that 
all those impacted by the outcomes of research investigations 
should be also involved [44]. Research should ensure that in
dividuals from all backgrounds are encouraged to be involved in 

FIGURE 1 | ‘I Manage My Meds’ landing page and Urdu translation. 
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research study conception, design, and through to 
dissemination.

Step 1: Establish a collaborative adaptation group

The first step is to establish a collaborative group that brings 
together researchers, members of the target population, com
munity or third‐sector representatives, and/or relevant policy or 
practice stakeholders. The purpose of this group is to ensure 
that the adaptation process is co‐produced, culturally grounded, 
and informed by lived experience right from the initial stages of 
planning.

Key considerations at this stage include ensuring appropriate 
representation across age, gender, language, and lived experience, 
and identifying bilingual or bicultural members where possible. 
Clarity around the aims and rationale for adaptation should 
happen at this stage to encourage engagement and buy‐in from 
your collaborative group. This step also involves establishing 
boundaries around intervention fidelity to ensure that core 
mechanisms of action are preserved during adaptation.

Step 2: Select and operationalise an adaptation framework

A cultural adaptation framework should be selected to guide 
the process in a systematic and transparent way. Frameworks 
such as the Ecological Validity Model (EVM) are particularly 
useful as they specify domains that require consideration, 
including language, people, metaphors, content, concepts, 
goals, methods, and context. The framework, such as EVM, can 
guide discussion points throughout co‐design stages. At this 
stage, the framework domains can be translated into review 
questions that can be used consistently across meetings and 
stages. The adaptation framework should be revisited itera
tively, rather than adoption as a one‐off checklist, supporting 
ongoing reflection on cultural relevance throughout the 
process.

Step 3: Initial review of the intervention

The original intervention and/or toolkit should then be re
viewed collaboratively with the adaptation group. Using the 
selected framework, stakeholders can systematically examine 
all domains of the intervention to identify where and if cultural 
mismatches exist.

It is important at this initial stage that the group distinguishes 
between surface structure adaptations (e.g. translation, imagery, 
formatting) and deep structure adaptations (e.g. values, family 
roles, social norms, or assumptions embedded within the 
intervention). An output at this stage could be producing a list 
of proposed adaptations mapped to the domains of your chosen 
framework, alongside documentation of the rationale for each 
proposed change.

Step 4: Create a pilot version of the adapted intervention

Findings from step 3's review can then be translated into an 
initial iteration of the adapted intervention. This may involve 
producing translated materials, modifying imagery or examples, 
changing formats or delivery modes, or adding content that 
better reflects cultural practices and values.

Throughout this step, maintaining fidelity to the core compo
nents and mechanisms of the original intervention is essential. 
All adaptations should be documented, including what was 
changed, the rationale for the change, and which framework 
domain informed the decision.

Step 5: Check and refine the pilot version using the 
adaptation framework

The pilot version should now be reviewed with the collaborative 
group to assess whether the adaptations implemented ade
quately address both surface and deep cultural elements. The 
adaptation framework should be revisited, with each domain 
discussed to identify inconsistencies or unintended conse
quences due to adaptation. This step may result in further 
refinements to language, content, imagery, or framing, ensuring 
that the intervention remains coherent.

Step 6: Test the pilot version with the target population

The refined pilot intervention is then tested with members of 
the target population. This testing may take the form of 
acceptability studies, usability testing, feasibility work, or 
qualitative feedback sessions, depending on resources and 
study aims.

Data collection methods should themselves be culturally 
appropriate, and feedback should be sought not only from 
participants but also from those involved in recruitment or 
delivery, such as community researchers or facilitators.

Step 7: Further refinement and iteration

Findings from pilot testing are used to further refine the 
intervention. This step emphasises iteration. Changes are made, 
reviewed against the chosen adaptation framework, and where 
necessary (and if feasible) discussed again with collaborators.

Step 7 may be repeated across multiple cycles if required. This 
may be necessary when working with complex interventions or 
diverse populations. Transparent documentation of these iter
ations is essential to support reproducibility and reporting.

Step 8: Formal testing in a wider population

The final step involves formal evaluation of the adapted inter
vention in a wider population. This may include but is not 
limited to feasibility, process, or effectiveness studies. At this 
stage, researchers should consider whether study procedures, 
outcome measures, and implementation strategies require fur
ther cultural adaptation. Findings from formal testing may 
prompt additional refinements, reinforcing the cyclical nature 
of cultural adaptation.

3.1 | Cultural Adaptation of the ‘I Manage My 
Meds’ Toolkit 

To illustrate how this process operates in practice, the following 
section presents a worked example describing the cultural 
adaptation of the ‘I Manage My Meds’ toolkit for older adults 
from a South Asian background living in the UK. Each stage of 
the adaptation is mapped onto the eight steps outlined above 
(Table 1). The specific adaptations undertaken across each of 
the eight Ecological Validity Model domains are summarised in 
Table 2. To further clarify the distinction between surface and 
deep structural adaptation, illustrative examples from the 
IMMM adaptation process are presented in Box 1.

4 | Discussion 

Cultural adaptations of healthcare interventions are widely re
cognised as essential for improving effectiveness and equity, 
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particularly for minority and underserved populations [16, 45]. 
However, the detailed methods for how cultural adaptations are 
developed and implemented remain underreported, often trea
ted as a ‘black box’ in the literature [46, 47].

Our process of adapting the ‘I manage my meds’ toolkit for 
older adults from a South Asian background demonstrates a 
systematic and replicable pathway for cultural adaptation. By 

involving community stakeholders of the target population, in 
our case older adults from a South Asian background, at every 
stage, the adaptation process attempted to improve relevance, 
ownership, and acceptability. This participatory approach aligns 
with recommendations for culturally appropriate healthcare 
design [32, 35] and demonstrates how co‐production can lead to 
interventions that reflect users’ lived experiences, values, and 
beliefs.

TABLE 1 | Eight step adaptation process for ‘I Manage My Meds’: steps and research activities.

Stage of adaptation Example activities from the ‘I Manage My Meds’ adaptation

Step 1 – Establish collaborative 
adaptation group

Established a collaborative agreement with the Leeds Older People's Forum to 
assess the toolkit and plan an easy‐read format. The easy‐read version was 
developed to improve accessibility for a wider audience and ease non‐digital 
translation 
Convened a stakeholder group including older adults from a South Asian 
background and representatives from local community networks. Meetings 
explored culturally specific practices related to medication management, 
including family involvement, communication norms with healthcare 
professionals, religious considerations, and preferred formats for health 
information. Insights from these discussions informed both surface and deep 
structural adaptations of the toolkit.

Step 2 – Select and operationalise 
adaptation framework

Selected the Ecological Validity Model. Agreement to use all eight domains 
iteratively to guide discussions and framework was operationalised as review 
questions for future meetings

Step 3 ‐ Initial review of the intervention Met with the Leeds Older People Forum and our newly established South Asian 
stakeholder group to review the toolkit content to identify potential surface and 
deep cultural adaptations 
Designed an easy‐read format with an organisation experienced in improving 
intervention accessibility and inclusivity.

Step 4 – Create pilot adapted version Developed an easy‐read version of the toolkit 
Collaborated with Bradford Talking Media to develop all materials to 
incorporate feedback and improve accessibility of the toolkit 
Hired an Urdu translation company to dub all videos of the toolkit into Urdu so 
videos can be interchangeably played in Urdu or English 
Translated all intervention materials into Urdu 
Imagery and content amended following feedback from both collaborative 
groups.

Step 5 – Check and refine pilot using 
framework

Reviewed the translated research material with the certified Urdu speaker and 
translator 
Revisited the Leeds Older People Forum group to review the easy‐read format 
developed from their input 
Reviewed the easy‐read version of the toolkit with the stakeholder advisory 
group from a South Asian background to check the cultural competency of the 
materials 
Reviewed the adapted materials with stakeholder groups using EVM domains; 
refinement of language, imagery, and content

Step 6 – Test pilot version Acceptability study of ‘I manage my meds’ targeting both a general population 
and individuals from a South Asian background. English and Urdu versions of 
the toolkit offered to participants based on their preferences 
Sought feedback on linguistic adaptations and cultural relevance of images and 
videos in the toolkit via the acceptability questionnaire.

Step 7 – Further refinement and iteration Iterative changes based on stakeholder feedback, acceptability study findings, 
translator checks, and community researcher input.

Step 8 – Formal testing in wider 
population

Acceptability findings taken back to Leeds Older People Forum and South Asian 
stakeholder group for further cyclical iterations and feedback. Potential wider 
testing and adaptation to other populations planned.
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Several of the adaptations in our study extended beyond 
surface‐level translation. The study highlighted how medication 
management among older South Asian adults is often a col
lective, family‐based activity – contrasting with the in
dividualised framing common in mainstream interventions 
[48]. We therefore modified the toolkit's structure to acknowledge 
shared caregiving roles and added language that validated family 
involvement. This dynamic represents a critical deep structure 
adaptation that aligns with South Asian collectivist care norms. 
The study considered the ethical obligation in respecting diverse 
cultural values and identities in healthcare interventions as the 

literature often overlooks intersectionalites and how this influ
ences health behaviours and intervention effectiveness [48]. In 
terms of surface adaptations, the translation of materials and vi
deos into Urdu was well received, particularly the dubbed videos, 
which addressed limitations in Urdu literacy among the target 
population. This supports findings from prior studies, which em
phasise the importance of audio‐visual materials in overcoming 
language barriers in older populations [49].

We recommend involving stakeholders from the target popu
lation as early as possible; in this instance, it allowed us to 

TABLE 2 | Ecological validity model domains for ‘I Manage My Meds’.

Domains of ecological validity 
model (EVM) Cultural adaptation

Language Translating materials and videos to Urdu. Provision of subtitles in Urdu in both voice 
over versions of videos as stakeholder groups suggested that some individuals who 

utilise Urdu are proficient readers but less so with listening skills.
People Ensuring that individuals from a South Asian background are included in images and 

videos in the toolkit. The original version of the toolkit was predominantly imagery 
featuring white British older adults alone managing medicines. The adapted imagery 
featured images of older adults from a diverse range of ethnicities. We also featured 
images to reflect multigenerational households and carers assisting with medication 
management. We accentuated the imagery to represent that medicine management is 

not a solely individualised activity.
Metaphors Checking terminology to ensure that it all language used is culturally relevant and 

checking for idiom use. Due to the fact that we had developed an ‘easy‐read’ version of 
the toolkit, we sought to make the language accessible throughout but attention to 

metaphors should be checked to ensure clarity.
Content Check all imagery, videos, and text are appropriate. Reframing the toolkit to speak to 

caregivers ‘looking after a family member's medications can be difficult’ rather than 
previous iteration ‘managing your own medications can be difficult’.

Concepts Adding in additional text to reflect that medicine management may be undertaken by 
relatives and/or family members to reflect care at home for South Asian individuals. 
Original toolkit wording: ‘you manage your medicines independently.’ Adapted toolkit 
wording: ‘You and your family may share responsibility in managing your medicines.’ 

Printouts from the toolkit which help list active medications were adapted to be a 
family/carer shared goal to help with medicines management. This was to encourage 
family members/carers to attend GP and/or pharmacy appointments to facilitate that 

management is a shared responsibility.
Goals Set the goal of the cultural adaptation to ‘turn the original ‘I manage my meds’ into a 

toolkit which matched the language and beliefs of the South Asian older adults 
managing their medicines at home.’ Medication management was framed in a 
culturally relevant manner. Encouraging the participant of family members to 

participate in the management to ensure the better outcomes for their family members 
managing medicines. Offering carers the opportunity to raise questions with the family 

member's GP and/or pharmacist via printouts like ‘questions to ask about my 
medications’. Adapting the toolkit into something that the family can utilise together 

to improve outcomes for older people from a South Asian background.
Methods Development an easy‐read version of the toolkit to make it more accessible and also a 

hard copy so the option to utilise as web‐based or hard copy. Previous version was 
digital‐only. Hard copy version was accessible in English and/or Urdu.

Context Accounting for how medicine management is undertaken by older people from a 
South Asian background. Approach to how medicines were managed became a shared 

value. This resulted in changes to the toolkit which referenced how medications 
should be stored, ordered, checked, and taken, and moved it away from ‘what you can 
do’ to a context that supported shared caregiving ‘what you and your family can do.
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understand the nuances in medication management in the 
South Asian community. The core team working on adaptation 
will include, but not limited to, members of the public or 
patient population, policy and practice stakeholders, and re
searchers. The experts on specific components in the adaptation 
process should be consulted on an ad hoc basis at relevant 
stages [16] to ensure adaptation and modification reflects the 
appropriate cultural nuances. This enables an environment that 
encourages different perspectives but retaining fidelity of the 
intervention echoing previous literature on cultural adapta
tion [50].

The research team also need to acquire ‘cultural competence’ in 
the sense of learning about and reflecting on the cultural 
knowledge, differences across cultures and strategies for 

meeting culturally specific needs [51]. Employing bilingual or 
bicultural staff enables this process [52]. Striving for cultural 
competence should be coupled with practicing cultural humil
ity, recognising that cultural knowledge is never complete and 
requires ongoing reflection and power sharing with communi
ties. Our community researchers were a great asset, providing 
understanding and cultural competency training for the whole 
research team [53, 54]. Our research team included members from 
both inside and outside the South Asian communities involved. 
Whilst some of the research team shared linguistic and/or cultural 
proximity, others approached the work as outsiders. We addressed 
this, and would recommend to others to do the same, by prior
itising stakeholder leadership in decision‐making and treating the 
community expertise as primary rather than advisory.

BOX 1 | Illustrative examples of surface and deep cultural adaptations. 

Example 1: Reframing Individual Self‐management of medicines as shared family responsibility (Deep Structural Adaptation) 

Original intervention assumption: The original I Manage My Meds toolkit positioned medicine management primarily as an 
individual responsibility, reflecting a self‐management approach favourable with the original co‐design group that was largely 
White British. 

Stakeholder insight: Stakeholder discussions with older adults from a South Asian background highlighted that medicine 
management was often undertaken collectively, with adult children or extended family members supporting organisation, 
reminders, and communication with healthcare professionals. Participants described caregiving as an expression of inter
generational responsibility rather than loss of independence. 

Adaptation made: Sections of the toolkit were revised to explicitly acknowledge shared caregiving roles. Language was reframed 
from ‘managing your medicines independently’ to wording recognising collaborative management within families. Scenarios 
and examples were amended to depict multigenerational involvement, and prompts were added to encourage discussion 
between older adults and family members. 

Why this represents deeper adaptation: This change altered the underlying conceptual framing of responsibility embedded in the 
intervention. Rather than reinforcing an individualised model of autonomy, the toolkit was adapted to align with collectivist 
caregiving norms and culturally embedded expectations of family support. 

Example 2: Translation, dubbing, and visual representation (Surface Structural Adaptation) 

Original intervention format: The toolkit was delivered in English and included videos and imagery predominantly reflecting 
White British older adults. 

Adaptation made: All written materials were translated into Urdu, and videos were professionally dubbed to allow users to 
toggle between English and Urdu. Imagery was revised to include older adults and families from South Asian backgrounds. An 
easy‐read and printable format was also developed to increase accessibility. 

Why this represents surface adaptation: These changes improved accessibility enabling participants to engage more thoroughly 
with the intervention materials. However, they did not alter the core conceptual assumptions of the IMMM. 

Example 3: Conceptual similarity in language and communication (Deep Linguistic Adaptation) 

Original wording: The original toolkit assumed high health literacy and direct, assertive communication with healthcare 
professionals in how to self‐manage medications. 

Stakeholder insight: Participants highlighted variations in preferred communication styles, including highlighting how family 
members could defer to medical authority and hesitancy in questioning clinicians. Literal translation risked preserving as
sumptions about assertive self‐advocacy that may not align with the South Asian cultural norms. 

Adaptation made: Language was revised to provide culturally sensitive prompts supporting discussion with healthcare profes
sionals while respecting communication preferences. Translation was conducted collaboratively to ensure conceptual rather 
than literal translations, with attention to tone and clarity. 

Why this illustrates deeper adaptation: Although involving linguistic change, this adaptation addressed underlying norms about 
authority, communication, and patient preferences when interacting with healthcare professionals, moving beyond translation 
alone.
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Commensurate compensation and recognition of the input of 
all external experts is necessary in this process. To draw on 
linguistic preferences, cultural idioms, literacy considerations, 
and content, requires considerate input from individuals with 
lived experience and knowledge of the target population and 
budget should reflect the need to revisit and review with their 
expertise. Budgets need to also include translations of materials, 
costs of dubbing videos in new languages, changes to websites 
changes and further checks including time for those involved in 
reviewing the toolkit and its various iterations.

Suggestions for further research should begin with building on 
empirical evidence of these kinds of adaptations. It would also 
be pertinent to culturally adapt additional interventions in the 
UK following the same EVM‐guided process detailed in this 
paper to assess its effectiveness across a range of interventions. 
Similar adaptations utilising the EVM domains have been un
dertaken internationally [50, 55] but not within a UK setting. 
Future research should also address the extent to which social 
experiences, such as racism and discrimination, might limit 
uptake of culturally adapted interventions [18]. While cultural 
adaptations may enable a more culture‐sensitive strategy for 
intervention delivery, more could be done to explore how this 
could be delivered within a context that largely implements 
group‐based interventions.

Adaptation methods have not been previously reported and the 
lack of documentation of these processes add to blurring sour
ces of bias when assessing and analysing factors of intervention 
efficacy [56]. As a result there is a lack of empirical evidence on 
the kinds of adaptations that lead to higher acceptability or 
efficacy of treatments [47]. Further adaptations, following our 
guide or differing models in the UK, can enable us to develop 
transparent criteria on how to culturally adapt (and document) 
healthcare interventions.

5 | Conclusion 

Cultural adaptations of healthcare interventions are crucial 
for enhancing their effectiveness and combating health dis
parities. This paper presented a transparent documentation 
and step‐by‐step account of the cultural adaptation of the ‘I 
manage my meds’ toolkit. Guided by the Ecological Validity 
Model (EVM), it sought to address a gap in the literature by 
providing a replicable pathway for future cultural adaptations. 
The paper demonstrated the importance of early and contin
uous involvement of advisory groups from a target population 
to improve the acceptability and relevance of interventions. 
With the need for further effectiveness studies, this work 
provides valuable guidance for future cultural adaptations in 
the UK context and contributes to the broader goal of 
achieving health equity through culturally sensitive health
care design.
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