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ABSTRACT  

 

Background   

The population in Israel is heterogeneous with inhabitants from diverse backgrounds with 

different religious affiliations, languages and customs. The diversity of cultural 

backgrounds can create a challenge for the healthcare system. Cultural competence is 

stated to be a necessary ability of a nurse when caring for culturally diverse persons, 

further promoted by the Israeli Ministry of health. 

 

Aim  

The aim of the study is to describe Registered Nurses experiences of working with cultural 

competence in caring for persons with culturally diverse backgrounds in Israel.  

 

Method  

A qualitative design was used. Five semi-structured telephone interviews with registered 

nurses working in a city in Israel, was conducted. The data was analysed using a 

qualitative content analysis with an inductive approach.  

 

Findings 

Four categories were identified in the findings: Understanding cultural needs, Addressing 

cultural needs, Challenges in caring for culturally diverse persons and Incidential finding: 

Risk of stereotyping, all further represented with the theme: Embracing patient’s cultural 

needs In healthcare. Approaches to understand cultural needs emphasised on seeing the 

whole person and being sensitive to their needs, depending on clear communication, 

although neglect of cultural needs occurred. Acceptance and respect for persons choices as 

well as adaptions made both in nurses encounter and hospital environment. Experiences of 

cultural differences evoked feelings of inconvenience and insecurities. Incidental findings 

show stereotyping as a challenge.  

 

Conclusion 

Approaches and behaviours in line with the values of cultural competence were learned 

through in-practice experiences. Implementation of the recommended guidelines in 

healthcare could further enhance nurse’s cultural competence and guidance when caring 

for culturally diverse persons.  
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INTRODUCTION  

Globalisation of the world has led to a growth of national diversity within the borders of 

many countries. Israel has been an immigration-state since the establishment of the 

country, inhabiting people with different religions, languages and customs. Cultural 

diversity can create challenges for healthcare systems. Contrary, healthcare cultural 

competence has been promoted to meet the different needs of culturally diverse persons. 

This study aims to gain an insight in nurses experience of working with cultural 

competence when caring for culturally diverse persons in Israel.  

 

 

BACKGROUND 

Israel 

Israel is a country situated in the middle-east. Before it was established as a country, most 

of the inhabitants in the area was of Arab population. As a reaction to the antisemitism in 

the world, Jewish immigration increased to the area when the idea of establishing a Jewish 

state evolved. Tension between the Jews and Arabs grew in the area until the decision of 

the future of the area was left to the United Nation’s general assembly. Without both parts’ 

acceptance, the United Nation adopted the plan to divide the country between the two 

groups. The state of Israel established in 1948, and people have immigrated to the country 

ever since (NE, n.d. -a).  

 

The population in Israel is estimated to 8,985 million inhabitants in February 2019 (Israel 

Central Bureau of Statistics, 2019). The population is heterogeneous with inhabitants from 

diverse backgrounds with different religions, languages and customs (Israel Ministry of 

Health, 2011). Population statistics in Israel are often presented by religious affiliations 

(Israel Central Bureau of Statistics, 2018). The majority of the persons residing in Israel 

are Jews, originating from countries all over the world, further contributing to the cultural 

diversity in the country (NE, n.d. -a). Other religious affiliations are people of Muslim and 

Christian faith as well as other religious groups such as Druze, who most are from the Arab 

population which is also the biggest minority group in Israel. Contrary, there are secular 

population without any religious affiliation (Israel Central Bureau of Statistics, 2019). The 

first official language in Israel is Hebrew, spoken by most of the inhabitants, followed by 

Arabic as the second language which is spoken by about 21 percent of the inhabitants as 

first language. In total 36 languages are spoken within the country (Ethnologue, n.d). 

 

The diversity of cultural backgrounds can create challenges for the health care system. 

Health disparities exist between socioeconomic and ethnic groups, with further disparities 

in the healthcare services offered across Israel (Schuster, Elroy & Rosen, 2018). The goal 

of Israeli health organizations is to reduce disparities in health between cultural groups and 

provide adequate health service to all citizen (Israel Ministry of Health, 2011). 

 

Culture 

Culture is a term derived from the discipline of anthropology. Madeleine Leininger is an 

anthropologist and a nursing theorist who define culture as the values, beliefs and norms 

that is shared by a group of persons. A person’s culture influences thoughts, decisions and 

actions that can be seen as patterns. Culture can be learned and is often transmitted 

between generations (Wehbe-Alamah, 2018). Culture can with other words, work as a 

navigation of actions and decisions in individuals and populations (McFarland, 2018). 
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A person does not only inhabit one culture, but several cultures and subcultures at once. A 

subculture is a group that diverge from the main culture and adopt certain differences in 

example other beliefs, ways of living or norms (Wehbe-Alamah, 2018). Culture is 

therefore not equal to ethnic identity or racial heritage. Persons sharing the same language, 

practices and beliefs does not automatically share a specific value (Napier et al., 2014). 

 

Culture does not exist only within persons, but also where culture is less obvious like in 

hospitals and universities (Napier et al., 2014). The nurse can therefore see his or her 

professional knowledge as a culture, one that may vary from the patients approaches and 

beliefs. The meeting between two persons will therefore always be transcultural 

(McFarland, 2018).  

 

Culture and health  

Culture is a determinant of health and can be both a barrier and facilitator for better health. 

Attitudes about health and illness is shaped by the persons cultural beliefs. The perceptions 

can include believed reasons for the illness, affect the persons experience of the sickness 

and how they deal with it (Napier et al., 2014). A person’s culture also influences health-

seeking behaviours as for example: how long they wait until seeking healthcare, what kind 

of care they seek and how the help is received. The ability and way to communicate 

symptoms, pain and discomfort is also differing between cultures (Brusin, 2012).  

 

When caring for persons with diverse cultural backgrounds, behaviours might not be 

viewed as culturally linked. Cultures are made up from more than just behaviours and 

practices, those other variables often concealed and harder to spot. Cultural values become 

more obvious when they differ from, or conflict with, other values (Napier et al., 2014).  

Cultural differences between the person receiving care and health care provider that is not 

communicated or understood can result in misunderstandings, conflicts and distrust. 

Patient dissatisfaction may lead to poor adherence to treatment which results in worse 

health outcomes and therefore persisted disparities in health (Institute of Medicine, 2003). 

Napier et. Al (2014) claims that the neglect of culture in health and healthcare is an 

obstacle for the process of highest standard of health worldwide. 

 

The registered nurses responsibilities  

Nursing means to care of individuals by responding to their actual or potential health 

threats. A nurse’s fundamental responsibilities includes the promotion of health, to prevent 

illness, to restore health and alleviate suffering (The international council of nurses [ICN], 

nd). Further, the ICN developed a code of ethics for nurses, adopted in 1953, continually 

revised to fit the development of the nurse profession. The code emphasizes the 

fundamental in nursing: the respect for human rights, including cultural rights, and that 

nursing care evolves from the principle of equal worth of all humans unrestricted regarding 

the persons race, culture, disability, politic views or social status (ICN, 2012).  

 

Statements of a nurse’s required competences have further been developed. The ICN 

emphasise on person-centred care where the nurse should provide care meeting the 

individual needs and beliefs of the person receiving care. Cultural competence is described 

as a necessary ability of a nurse, to be able to understand and respond effectively to a 

diversity of cultural needs. It is demonstrated by acceptance of cultural differences and 

beliefs between the nurse and the patient, as well as respecting these differences. The care 

should adapt to include the patient’s culture, with the aim to achieve the best health 

outcomes (ICN, 2013).  
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Transcultural nursing  

The theory of transcultural nursing was developed by Leininger in the mid-1950s,   

putting the concept of culture in relation with care, seeing culture in a new context 

(Wehbe-Alamah, 2018). The theory was created to meet the different needs of a culturally 

diverse population (McFarland, 2018).   

 

The theory states that care, the essence of nursing, become meaningful within cultural 

contexts. From a theoretical standpoint of transcultural nursing including culture in the 

care is essential for healing, cure and for facing difficulties like handicaps and death 

(Leininger, 2002). The purpose of culture sensitive care is to give universal care to persons 

with diverse cultural backgrounds, in an understanding and competent way (McFarland, 

2018), with the goal to promote and maintain the health and well-being of individuals and 

groups (Leininger, 2007). From the theory of transcultural nursing, the concept of 

culturally competent care evolved (Seisser, 2002), as Leininger propose that nurses all over 

the world need to obtain a cultural competence to be prepared to care from a transcultural 

perspective (McFarland, 2018). 

 

Cultural competence 

Leininger’s theory of transcultural nursing gave rise to the concept cultural competence, 

evoking the development of various cultural competence models (Albougami, Pounds & 

Alotaibi, 2016). Cultural competence is a continual process without an end (McFarland, 

2018), although the term competence may be connected to a state of adequate knowledge 

or skills possessed rather than persistent learning (Kumagai & Lypson, 2009). 

 

The concept of cultural competence has a lack of clarity and inconsistent meanings in the 

literature (Duan-Ying, 2016). Variations of the term cultural competence may be 

encountered as cultural sensitivity or cultural respect (Betancourt, Green, Carillo & 

Ananeh-Firempong, 2003). In a concept analysis of the term cultural competence, 

definitions focus on different levels of cultural competence in the healthcare system. From 

an organizational and structural level it is defined as the ability of a healthcare system to 

respond to cultural diversity (Duan-Ying, 2016), including ethnic and cultural diversity in 

the healthcare workforce as well as the possibility to receive interpreter services, culturally 

adjusted health-education materials and information (Betancourt et al., 2003). From a 

clinical level, cultural competence is defined as nurses ever-developing skill to provide 

effective and quality healthcare to persons with culturally diverse backgrounds (Duan-

Ying, 2016). It embraces the interaction between provider and patient, as research show 

that the communication between the two parts is directly linked to better health outcomes 

(Betancourt et al., 2003). 

 

Common core components of the most cited theoretical frameworks describing cultural 

competence include awareness of oneself and others (Jirwe, Gerrish & Emami, 2006), as 

the process starts with awareness and sensitivity for cultural differences and similarities in 

the caring for persons (McFarland, 2018). Own biases and assumptions about persons who 

have other values, beliefs and lifeways are acknowledged as a part of one’s cultural 

competence (Morris, 2018). Further, cultural competence as a field of practice includes 

theoretical knowledge of different cultural values, beliefs and practices (Leininger, 2007). 

Nurses ability to understand a person’s cultural beliefs is of importance to meet their 

specific cultural needs (Jirwe, et al., 2006). Opportunities to develop cultural competence 

is evoked by articulating and understanding the foundation of patient’s values and 
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preferences, there opportunities existing both within the theory and in empiricism 

(Engebretson, Mahoney & Carlson, 2008). 

 

Cultural competence and health-disparities 

Cultural competence has been suggested as a tool to reduce health disparities in healthcare 

(Institute of Medicine, 2003; Brach & Fraserirector, 2000; Betancourt et al., 2003; 

Betancourt & Green, 2010; Betancourt, Corbett & Bondaryk, 2014; Brusin, 2012; Weech-

Maldonado et al., 2012). Theoretical assumptions and substantial research suggest that 

culturally competent healthcare providers can reduce health inequities, through increasing 

the awareness of how cultural factors influence in healthcare (Brach & Fraserirector, 

2000). A significant component of reducing inequalities is improving provider-patient 

communication, linked to patient satisfaction, adherence and, in the long run, better health 

outcomes (Betancourt, et al., 2014). Hospitals associated with cultural competency showed 

improved patient experiences with a particular benefit for persons with culturally diverse 

backgrounds (Weech-Maldonado et al., 2012). On the other hand, there is little evidence of 

to which extent cultural competence impact the clinical field and health outcomes (Brach 

& Fraserirector, 2000).  

 

The implementation of the concept cultural competence as a tool in healthcare is a subject 

of debate. Criticism aimed at the concept is that knowledge about other cultures may result 

in objectifying individuals into categorical descriptions of typical characteristics and 

behaviour (Kumagai & Lypson, 2009). On the other hand, McFarland (2018) argues that 

cultural competence can guide nurses to avoid stereotypical views of persons from a 

certain cultural group as cultural variations exist both between cultures as well as within 

them. Most importantly is to originate from the person and its needs and beliefs 

(McFarland, 2018). Drevdahl (2018) state that asking about values may be important for 

some moments in practice but will not develop towards health equity. Other criticism 

aimed at the theory is the focus on the patient-provider relationship as health disparities is 

seen in individual bodies but is happening out in the structural society. Focusing only at the 

clinical encounter will not catch the social, political, cultural and economic environments 

of the individual (Drevdahl, 2018). Instead of cultural competence, a critical consciousness 

is suggested to reach self-awareness and development of reflective ethical practice 

(Kumagai & Lypson, 2009). 

 

Cultural competence in Israel 

The Israeli Ministry of health published a national declaration in 2011, with the goal to 

reduce disparities in health between different groups by making care culturally accessible. 

The declaration consists of both mandatory and recommended guidelines using cultural 

competence, at all different levels in a healthcare system, as a strategy to deal with health 

inequalities. The declaration mostly focusses on inequalities caused by cultural and 

linguistic gaps through mandatory guidelines about availability of interpreter services, 

information, signs and other material accessible in several languages. There is also a 

recommendation to hire healthcare providers with different backgrounds as well as 

recommended to send healthcare providers to take courses in cultural competence. The 

declaration states that every health personal should act in a way that correlates with the 

patient’s values (Israel Ministry of Health, 2011). 

 

A study was conducted to explore the cultural competence in 35 (out of 36) of Israel’s 

general hospitals. Cultural competence was measured with a questionnaire, based on the 

2011 directive. The result showed that the total score of all the hospitals was low to 
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moderate. There were associations between the hospital’s level of cultural competence 

with non-private ownership, and location in the southern or central districts of the country. 

Out of all respondents in the study, 46 percent of the respondents was nurses which had a 

higher average cultural competence scores than other professions included in the study. 

Further the article suggests that hospitals and policy makers can improve the cultural 

competence by setting more concrete and measurable implementation guidelines (Schuster 

et al., 2018). 

 

Research area  

Transcultural nursing was developed to meet the needs of persons with culturally diverse 

backgrounds. Nurses in Israel care for persons with diverse backgrounds with different 

religions, languages and customs. Health disparities exist between socioeconomic and 

ethnic groups, and imbalances in healthcare exists across the country. With a view to 

reduce these anomalies the Israeli Ministry of Health have promoted the use of cultural 

competence among health care professionals as a method to reduce health disparities.  

Cultural competence includes awareness and sensitivity for cultural differences and 

similarities. The clinical encounter and communication between the nurse and person 

receiving care are directly linked to better health outcomes. The purpose of this study is to 

gain insights in how registered nurses in Israel experience working with cultural 

competence in caring for persons with culturally diverse backgrounds. 

 

AIM  

The aim of the study was to describe Registered Nurses experiences of working with 

cultural competence in caring for persons with culturally diverse backgrounds in Israel.  

 

METHOD  

Design 

A qualitative design was the chosen method for this study, to gain a holistic understanding 

of the phenomenon under investigation by collecting data from the natural settings (Polit & 

Beck, 2017). In this study caring for culturally diverse persons could be seen as the 

phenomenon being under study, collecting the data from nurses working in Israel 

encountering the phenomenon. The goal of qualitative design is to get an insight and 

understanding of how the phenomenon is interpreted, experienced and prescribed with 

meaning (Henricson & Billhult, 2017).  

 

An inductive approach was applied, which Henricson and Billhult (2017) explains are 

when the researcher originates from the participants experiences and conclusions are 

drawn from the experiences rather than from a theory (Henricson & Billhult, 2017). 

  

Sample selection  

Considering the limited time for the conduct of the study, a snowball sampling technique 

(also called chain sampling or network sampling) was used. Polit & Beck (2017) explains 

that snowball sampling means when study participants recommend other participants to the 

study. Time-saving is one of the advantages, as the researcher spends less time assessing 

possible study participants. A participant in the study can recommend persons of specific 

characteristics who can add other dimensions to the sample and study. A potential 

weaknesses of snowball sampling is that it may be restricted to a small network of contacts 

(Polit & Beck, 2017). In this study the author’s contacts in Israel helped to recruit nurses 
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who either participated in the study and/or helped initiate contact with other potential 

participants.  

 

Sample size in qualitative research depends on the richness of the data collected, with 

enough in-depth data for finding themes and categories. If participants are able to reflect 

and inform about their experiences and can communicate them effectively, sample size can 

be relatively small (Polit & Beck, 2017). In this study five registered nurses were 

interviewed. 

 

Study participants  

A basis for inclusion of study participants is that they have experience of the phenomenon 

under investigation and able to share information about it (Polit & Beck, 2017). This study 

was carried out with registered nurses who worked in general hospitals in a city in Israel. 

The nurses worked in different specialities caring for adults and children as no limitations 

regarding nurses’ clinical experiences were set for the participants, which entails that 

participants could work in diverse areas of healthcare. The five interviewed nurses were 

working in Neonatal Intensive Care (participant number 1, 3 and 5), Chirurgical Trauma 

(participant number 4) and Primary healthcare (participant number 2). Polit and Beck 

(2017) writes that the advantage of studying a heterogenous group is that the patterns 

emerging, despite the diversity, might be of special value to capture core experiences. 

 

No further limitation of nurse’s work-experience was set to capture all levels of 

experiences. The interviewed nurses had work experience between one to 21 years. As 

Brenner (1982) writes “… experience is not the mere passage of time or longevity; it is the 

refinement of preconceived notions and theory by encountering many actual practical 

situations that add nuances or shades of differences to theory” (Brenner, 1982, p.407).  

 

Apart from the criteria to be a registered nurse working in Israel, it was necessary that the 

nurse could speak and understand English to participate in the interview which was held in 

English. No translator was used during the interviews. No restrictions were made regarding 

gender, age or background. In the end, all interviewed nurses were female.  

 

Data collection  

Qualitative data is narrative descriptions of the phenomenon in focus of the study, obtained 

by having a conversation with someone with experiences of it (Polit & Beck, 2017). 

Interview questions with an open end was formulated as Danielson (2017) explains that 

open questions generate answers of experiences, events and perceptions. Data was 

collected through semi-structured interviews, which means that the interviewer has a 

possibility to adjust the orders of the questions to what comes up during the interview, with 

the benefits to let the informant talk more freely and descriptive (Danielson, 2017). 

Telephone interviews were conducted with registered nurses on their free time.  

 

Interview guide  

An interview guide was prepared as a support to collect all the information necessary for 

the study (Polit & Beck, 2017), see appendix A. The interview questions had been created 

with inspiration of the Laddered questions interview technique, which Price (2002) suggest 

as an assistance for novice interviewers to collect richer data. The technique is a guide for 

probing, to examine the topic without making the participant feeling personally 

interrogated, with the risk of the participant discovering something that they felt that they 

should have known (Price, 2002).  
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Pilot interview 

A pilot interview was conducted as Danielson (2017) states that it is necessary to test the 

arrangement of questions, if they generate answers related to the aim and if the time set for 

the interview is enough. Having a pilot interview is also a chance for the novice 

interviewer to get into the role as an interviewer (Danielson, 2017). No changes were made 

in the interview guide after the pilot interview.  

 

Telephone-Interviews  

Prior to each interview, written information about the study and about confidentiality was 

sent to participants along with topics of the main questions (see appendix B). The topics 

presented was; Working with patients from diverse cultures, Including the culture of the 

patient in nursing and Cultural differences between nurse and patient. These topics were 

shared with the participants to make them prepared for the interview making sure they felt 

they had something to share about the topics and to provide reflective answers, considering 

the interview was not held in their first language.  

 

Each call lasted between 15 to 29 minutes. The interview-session started with a short 

verbal presentation of the study and confidentiality aspects regarding participation. Polit 

and Beck (2017) writes that oral information, as well as using the first minutes of the 

interview to small talk, is a part of a process to help the participants feel comfortable. 

Verbal consent was verified over telephone before participation. Polit & Beck (2017) 

strongly recommend audio recording to ensure that the data collected are accurate 

responses from participants. Therefore, all participants where asked if they consent to 

recording, which they all did. As the author was a novice interviewer no notes were taken 

to be able to focus on interviewing, in line with Polit and Beck (2017) that highlights that 

taking notes may distract the researcher from interviewing.  

 

Carr and Worth (2001) present literature suggesting both advantages and disadvantages of 

telephone interviewing, where results tend to depend on the researcher. Data derived from 

telephone interviews are comparable to data derived from face-to-face interviews (Carr & 

Worth, 2001). Danielson (2017) also noted no considerable differences between data 

derived with telephone interviews versus face-to-face interviews, based on experience of 

both methods. A possible limitation of telephone interviews is the absence of visual clues 

which can be of impact on the data quality, although little evidence exists about the 

possible data loss (Novick, 2008).  

 

Data analysis  

Narrative data derived from interviews was analysed using a qualitative content analysis 

method. Polit & Beck (2017) explains that the purpose of qualitative content analysis is to 

organize the data to evoke and identify the core meaning from the text. The data analysis 

can start after the first interview have been done and continue simultaneously with the data 

collection (Polit & Beck, 2017), as it was done in the conduct of this study. The interviews 

were transcribed verbatim directly after each interview, including showed emotions and 

pauses, as Graneheim and Lundman (2004) explains meaning can be created within the 

communication and therefore of value for the analysis.  

 

Krippendorf (2018) emphasis the obligation of a researcher to present how the data is 

analysed, as he states that data are made by the researcher and not found. The analysis 

process was inspired by Krippendorf’s content analysis, which he further points out is not a 
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linear process and may include repetition of some parts of the process (Krippendorf, 2018). 

The data was read through several times, finding valuable text and meaning units which 

responded to the aim of the study. The meaning units was condensed into shorter 

meanings, which was then labelled with codes. The codes were further divided into 

identified subcategories and categories, see table 1. The findings evolved using both 

manifest and latent analysis methods. Graneheim and Lundman (2004) explains that 

manifest content is what the text says compared with latent content that is interpretations of 

what the text is talking about. Granheim, Lindgren and Lundman (2017) noted that keeping 

a consistent degree of interpretation and levels of abstraction thought the analysis can be a 

challenge in qualitative content analysis. 

 

Table 1. Example of analysis process  

Meaning units Condensed 

meaning 

Code Subcategory  Category  Theme 

“It bothers me 

that they don’t 

think about the 

child first of all 

and they think 

about the religion 

first of all. So, in 

the bottom of my 

heart it hurts for 

me”. 

Nurse bothered 

and hurt by 

putting the 

health of the 

patients 

secondly to 

culture.  

Nurses 

feelings  

 

Cultural 

differences  

Challenges 

in caring for 

culturally 

diverse 

persons 

Embracing 

patients’ 

cultural 

needs in 

healthcare  

 

 

Ethical considerations  

When humans are participants in studies, care needs to be taken to ensure an ethical 

conduct of the study (Polit & Beck, 2017). All research should originate from the human 

rights values throughout the whole process of the research to maintain the public reputation 

of research (Kjellström, 2017). Further Kjellström (2017) emphasise that research should 

produce benefits to either the individual participating, the society or the profession. It is 

pointed out in the declaration of Helsinki, that medical research may only be conducted if 

the importance of the study over weights the risks to the research subject. Involvement in 

research is often includes some risks or burdens for the participant (World Medical 

Association [WMA], 2013). Risks for the participant needs to be compared to the benefits 

the study could give to the society. The researcher’s duty to minimize harm and discomfort 

includes, apart from physical harm, emotional, social or financial harm (Polit & Beck, 

2017). In this study there can be a risk of emotional harm if a participant is asked about 

personal views. By having telephone interviews, the risk of financial harm is low and the 

participant sacrifices less of its time, compared to face-to-face interview. The benefits of 

the study may be its usefulness for nurses globally who care for persons with culturally 

diverse backgrounds. 

 

Another risk is if confidential material leaks out, one of the most common risks of a 

research (Kjellström, 2017). Confidentiality and privacy of the participants personal 

information must be protected (WMA, 2013). The most secure way of protecting 

confidentiality in research is to use anonymity, which is rarely possible in qualitative 

studies since the interviewer will meet the participant and handle their personal 

information. Procedures were considered to ensure confidentiality of the participants. As 

Polit and Beck (2017) writes there is steps that can be taken for confidentiality, which was 
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used in this study. These steps included not to collect any identifying information when it 

was not necessary and by assigning each interview with an identification number instead of 

a name. All the personal information as well as the interviews was stored in a locked 

document on the computer, and the audio files was deleted after transcription.  

 

The importance of informed consent and voluntary participation is fundamental for an 

ethical research (WMA, 2013). Informed consent is built on the ethical principle to protect 

the freedom and autonomy of the participant (Kjellström, 2017). Polit and Beck (2017) 

explains that to reach an informed consent the participant must obtain adequate 

information about the study and aim. By sharing the topics of the interview questions 

beforehand the participants could see clearly what the interview was about and reconsider 

their willingness to participate. Sharing the topics beforehand can therefore be seen as an 

action in order to let the participants make an informed consent. Continually, it is not 

enough to only give the information, but also necessary to ensure that the participant 

understood the information before deciding to consent or decline (Polit & Beck, 2017). 

This was done in the study by sending written information about the study and informed 

consent by e-mail prior to each interview-session, as well as oral information when talking 

on the phone. Verbal consent was verified over phone before the interview started.  

 

 

FINDINGS  

Five subcategories, four categories and one theme were created, presented in table 2. The 

findings are presented under the following categories: Understanding cultural needs, 

Addressing cultural differences and Challenges in caring for culturally diverse persons. 

Incidental findings are presented as: Risk of stereotyping. From the categories and 

subcategories, the theme: Embracing patient’s cultural needs in healthcare, was created.  

 

Table 2. Final Subcategories, Categories and Theme 

Subcategory Category Theme 

Approaches used Understanding cultural 

needs 

 

 

Embracing patient’s 

cultural needs in healthcare  

 

Nurses clinical encounters 

Organizational adaption 

Addressing cultural needs 

Prioritising 

Cultural differences 

Challenges in caring for 

culturally diverse persons 

 Incidential finding: Risk of 

stereotyping 

 

EMBRACING PATIENT’S CULTURAL NEEDS IN HEALTHCARE 

The theme represents the participants efforts and experiences when caring for culturally 

diverse persons. It encapsulates how the participants, and the environment in which they 

work in, relate to the person’s cultural needs in healthcare. This is further described under 

the categories and subcategories presented.  

 

Understanding cultural needs  

From the participants’ experiences of caring for culturally diverse persons, different 

approaches of how a person’s cultural needs were understood was described. A variety of 

approaches to meet cultural needs were identified.  
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Approaches used  

None of the participants were familiar with the term “cultural competence”. However 

different ways in understanding the persons’ cultural needs was identified by the 

participants. Understandings were sometimes based on expectations about certain cultures 

built on experience.  

 

“I already have expectations from certain cultures […] but only from my 

experiences and not because someone had trained me to do so” (P3)  

 

It was highlighted that it takes time to understand the needs, requiring patience and 

understanding for the person receiving care. Common in various interviews was the 

importance of observing the person you were caring of and to be sensitive to their 

reactions. It was emphasised that culture is one of all the things a nurse must be sensitive 

to, and that the needs differ between persons.   

 

“I see how they react, how they talk […] I think in our profession, like as a 

nurse, you just have to be very sensitive about everything. So, Culture is one 

of those things […] because also the way that people think is different and 

the way that they react is different, not just culture” (P5)  

 

 

Clear communication between the person receiving care and the participants was 

discussed. Participants brought up asking the patient about cultural needs, otherwise 

waiting for the persons to express and explain their needs was expected. Ignoring or 

neglecting the persons culture was also mentioned, especially in intensive care setting 

when focus was on the medical care.  

 

“Sometimes I just ask if something is supposed to bother to someone, but if it 

doesn’t so I’m just… I’m sorry to say it so ruff, but sometimes I ignore it until 

someone tells me otherwise” (P4) 

 

Adressing cultural needs  

Highlighted by the participants was ways of working with culturally diverse persons and 

especially how to address their cultural needs was discussed. This could be seen on 

different levels of a healthcare system, evoking in two subcategories: Nurses clinical 

encounter and Organizational adaption.   

 

Nurses clinical encounters 

Participants shared certain values used when addressing cultural needs and differences 

between the participant and the person receiving care. Most of the participants highlighted 

the importance of not judging the persons choices and respecting their wishes. Acceptance 

and tolerance were other terms used by the participants during the interviews. The 

necessity of a nurse’s ability to compartmentalise their own personal opinions and feelings 

was highlighted, in order to be able to accept the person they were caring for and their 

choices.  

 

“They don’t do abortion because it’s against their religious view, and they 

know they are going to have a very sick baby […] In the beginning I might 

have judged, I’m not judgemental at all anymore” (P3) 
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“Like it’s their choice […] but I’m thinking in the way that the parents 

decide” (P5)  

 

Culture appeared to guide the person in their decision making regarding medical treatment. 

Culture could influence the person´s decision of refusing a medical treatment. This was 

observed by the participants in their efforts to try to reach understanding between them and 

person receiving care or consenting treatment. This was done by explaining the needs of a 

medical procedure or sometimes even trying to convince the patients to go through with 

the treatment.   

 

“Sometimes we need informed consent and they [the patient] will only give it 

if the rabbi allows it […] Not every rabbi, in very ultra-religious sectors 

allows it [lumbar punction]. And it has to be explained for the rabbi to 

understand the needs” (P1)  

 

Different examples of the participants flexibilities to adapt to the persons cultural ways 

was mentioned in several of the interviews. It was common that nurses were sensitive to 

cultural differences and by acknowledging the differences the nurse could adapt the 

approach to fit the person receiving care. The adaption could be the way in which the 

participants expressed themselves, for example deviating from the heteronormativity when 

addressing homosexual parents in the neonatal unit or joining the persons in the view of 

God being the almighty or even adapting the way they delivered care.  

 

“They would not ask questions or not ask for assistance or to do things 

unless it’s offered to them. And in that situation, we need to offer all these 

things, because they won’t ask for in on their own” (P3)  

 

Language barriers and the use of translators were brought up in all interviews, emphasizing 

on the importance of using the translators for persons satisfaction, especially during 

medical conversations for the persons understanding of the situation. The participant 

working in primary healthcare setting had different ways of overcoming language barriers 

as the usage of translators was not as common as in hospital setting. Examples of ways to 

overcome language barriers was using family as translators or nurse’s ability of 

communicating in multiple languages to create understanding. 

 

The focus on the communication between the participants and the persons receiving care 

was not merely focusing on speaking the same language. It was also brought up that 

communication needs are different depending on the person, where culture was said to 

affect the understanding. It was highlighted that explanation and guidance need to be 

adapted to the person receiving the information, requiring the participants to change their 

ways of explanations.  

 

”The explanations and the guidance should be served differently or managed 

differently with different people” (P3)   

 

Organizational adaption 

Aside from the participants clinical encounters in addressing cultural needs, examples of 

adaptions in the environment was described as other ways to address persons cultural 

needs in healthcare, seen from an organizational level of a healthcare system.  
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The participant working in primary health care setting had further problems than only 

overcoming language barriers, acknowledging that the clinic was not prepared to work 

with the culturally diverse persons coming to the clinic. An example was in the offering of 

a diabetes workshop which the participant wished to be more culturally adapted to the 

persons going to the workshop, something that were said to be under process.   

 

“If we do like a diabetes workshop, then it would be better if we would have 

a diverse workshop more proper to the Uzbekistani people, to work with their 

food and something with their language, but we don’t have that. Everything 

is very general and the workshop is usually in Hebrew […] So lately we have 

been doing some effort to create a workshop in Russian, but we are still 

working on it” (P2) 

 

Several examples of the organisations` ability to adapt where brought up by the 

participants. These examples further highlighted changes and adaption in the physical 

environment, as ways of making care culturally accessible to different cultural groups. 

Adapting the hospital environment to the person’s cultural beliefs facilitated them culture-

sensitive care. Adaption of the physical environment included religious places to pray 

inside the hospital for different religions as well as separated patient-rooms for women and 

men among other changes.  

 

“The shabbat is a religious day where, well it’s one of seven days, where 

religious families don’t use electricity. […] So, things are changed around in 

the entire hospital […] The electronic door on the shabbat stops being 

electronic, […] and you open the door with a regular handle” (P1)  

 

Other adaptions of environment were brought up as diverting from the hospital or unit 

routines. To divert from routines was accepted for special occasions in order to respect a 

person’s cultural ways. This were done in the units by for example allowing more people 

in in a person’s room than normally or when religious persons refused blood transfusion in 

case of emergency when undergoing an operation.  

 

“Once we had a really big rabbi that died in our hospital, in my department. 

And we just let 50 of his believers to come inside the room when he died, 

because they have this odd pray that they have to do around the person who 

died. And we don’t do it usually, to let so many people inside, but it was a 

special occasion” (P4)  

 

Challenges in caring for culturally diverse persons  

Through the participants described experiences of caring for culturally diverse persons 

several challenges could be identified resulting in the subcategories: Prioritising and 

Cultural differences.  

 

Prioritising  

It could be identified that some participants perceived caring for the persons cultural needs 

as secondary to medical treatment. Participants presented themselves as task-focused, as 

several participants working in intensive or emergency care settings highlighted medical 

care as first priority and sometimes even the only focus. The participants recognized that 

medical care was their job, hoping that the neglect of the persons culture would not do any 



13 

 

harm. It was also mentioned that the persons receiving care often adapted to the hospital 

culture, taking on a more “toned-down” role regarding their own beliefs which enabled the 

nurses to focus on nursing care.  

 

”I’m just doing my job, I’m treating people and I’m doing my best. I just 

hope that I’m not hurting anyone” (P4) 

 

”I think that when we are at the point of the intensive care part, where things 

have to be done right away, that’s number one. Then things are done 

sometimes with and sometimes without understanding between the caregiver 

and the parent” (P1) 

 

Cultural differences 

Cultural differences between the participants and the persons receiving care were 

encountered in situations when different views collided regarding beliefs or priorities in 

healthcare. It was brought up that when the persons cultural views differed from the 

participants, it could be experienced by the participants that they were being judged.  

 

“There are families that make their beliefs like that’s the way the world 

should behave and we’re the ones that are looked upon as weird” (P1)  

 

Other examples given were when the persons cultural needs could prevent them from 

receiving medical attention, evoking mixed feelings among the participants. Other words 

used to explain the feelings evoked by cultural differences was bothering, hurting, difficult 

and hard. 

 

“It bothers me that they don’t think about the child first of all and they think 

about the religion first of all. So, in the bottom of my heart it hurts for me” 

(P5) 

 

Some participants shared different kinds of insecurities when experiencing cultural 

differences between the nurse and the person receiving care. A feeling of distrust was 

highlighted, believed because of the cultural differences, while insecurity in how to 

approach the other gender from other religious cultures was brought up.  

 

“Also there is like the thing of trust… mostly trust… and a lot of them 

[patients] just don’t trust you. I mean they don’t trust me […] I think that if it 

was a nurse who speaks Russian or who is also someone from Uzbekistan, 

then I think it would be a lot better” (P2) 

 

“I always have a problem in figuring out how to approach the man […] 

Sometimes I have trouble because they don’t… I feel like they might not want 

to talk to me, because I am a woman” (P3)  

 

Feelings of not being trusted and not being able to give equal healthcare to everybody 

because of cultural differences, lead to a sense of frustration for the participant. 

 

“It frustrates me a lot basically […] Coming to work every day and talking to 

people about stuff that you know that you have to talk to them about […] they 
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angry, they are not listening… as time goes by I think I learn not to exhaust 

myself really” (P2)  

 

Incidential finding: Risk of stereotyping  

The participants in this study worked with caring for culturally diverse persons originating 

from different parts of the world. There was a tendency to stereotype cultural groups, 

which can be seen as an incidental finding. Examples that the participants brought up 

during the interviews were often explained as specific cultural groups having certain 

characteristics and attitudes, rather than referring to the examples as independent 

happenings that could be related to culture.  

 

 “African immigrants for example. They are very shy the women. […] The 

women are like express themselves less, less expressive of pain or sadness, 

they smile a lot and are very gentle in their approach and no aggression in 

any way” (P2)  

 

“Arab people ehh… the whole family […] like maybe 10 or 15 people want to 

get in and be with the patient” (P5)  

 

DISCUSSION  

Discussion of findings  

The main findings in this study show how the participants understood, approached and 

addressed the cultural needs of the person receiving care. Organisational adaptions 

enhanced culturally accessible care. Further the participants experience of cultural 

differences were described.  

 

The participants were not familiar with the term cultural competence and had no training in 

it. Despite the lack of awareness of the term, cultural competence values could be 

identified on different levels of a healthcare system using Duan-Ying’s (2016) concept 

analysis of cultural competence. From a clinical level of the healthcare system focus is on 

the interaction between the participants and the persons receiving care. The findings 

present that understanding of cultural needs was done through observations and 

maintaining a sensitivity for patients’ reactions emphasising on clear communication. This 

is in line with Betancourt, Green, Carillo and Ananeh-Firempong’s (2003) statement that 

communication is directly linked to better health outcomes. Furthermore, it was expected 

that the person receiving care should express their cultural needs. Otherwise, the cultural 

needs of the person could be overlooked and ignored, deriving from the values of cultural 

competence as it was identified in the findings that the participants prioritising of cultural 

care may have been lacking. Especially participants working in emergency or intensive 

care setting presented themselves as task-focused, resulting in overlooking the patient’s 

cultural needs. This is deriving from the ICN’s (2013) statement that care should be 

adapted to include the patient’s cultural beliefs.  

 

On the other hand, the participants gave examples describing when the care was adapted to 

include the patient’s cultural needs, for example by adapting explanations to the person or 

which way care were delivered. In line with how ICN (2013) state that cultural competence 

is demonstrated, participants described the importance of possessing values of acceptance 

and respect for the persons choices and beliefs, even when they differed from the 
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participants personal views. Respect for a person’s autonomy can be interpreted as the 

fundamental values of nursing: the respect of human rights, including cultural rights, stated 

in the ICN’s code of ethics (2012).  

 

Cultural differences between the participants and persons receiving care was discussed in 

the findings. This was encountered when different views regarding beliefs or priorities in 

healthcare collided. Also, ethnical or religious belonging was brought up as one of the 

cultural differences that evoked participants feelings of being judged, mistrusted, insecure 

and feelings of inconvenience. The author reflects about the fact that the study is 

conducted in Israel, a country known to inhabit persons of ethnic diversity and different 

religious affiliations (NE, nd). Schuster et al. (2018) emphasise that the diversity of 

cultural backgrounds can create challenges for the healthcare system, which indeed can 

include cultural differences between the caregiver and the person receiving care. As the 

findings represent, cultural differences can be an emotional experience and challenge when 

caring for culturally diverse persons.  

 

Even though the focus of the study was to describe participants experiences, their daily 

work with culturally diverse persons could not be seen apart from the environment in 

which they were working in. Continuing with Duan-Ying’s (2016) definition of cultural 

competence, several organisational and structural adaptions could be identified as the 

healthcare systems response to cultural diversity. The findings exemplify adaptions in the 

hospital or clinic environment, as well as adaption of organizational routines to make the 

care culturally accessible. The use of translators was brought up by all participants. Even 

though organisational cultural competence was not further examined in this study the 

findings can be connected to the national declaration by Israeli Ministry of health (2011) 

and the mandatory guidelines focusing on reducing inequalities in healthcare due to 

linguistic gaps, as the guidelines covering cultural competence training is only a 

recommendation.  

 

An incidental finding presented in this study was how participants tended to stereotype 

groups of people. Stereotyping is a challenge to overcome in the caring of culturally 

diverse persons, also acknowledged in other settings (Markey, Tilki & Taylor, 2017; Mei-

Hsiang, Chiu-Yen & Hsiu-Chin, 2019). A reflection would be if cultural competence 

training would perpetuate these stereotypes, as criticism aimed at the concept of cultural 

competence by Kumagai and Lypson (2009) stating that knowledge about other cultures 

comes with a risk of objectifying individuals into descriptions of typical characteristics. On 

the other hand, McFarland (2018) argues that cultural competence can guide nurses to 

avoid stereotypical views of persons from a certain cultural group as cultural variations 

exist both between cultures as well as within them, which was also acknowledged by 

participants. As own biases and assumptions should be acknowledged as a part of one’s 

cultural competence (Morris, 2018), Watt, Abbott and Reath (2016) emphasise that further 

training in cultural competence should focus on non-conscious biases, anti-racism and 

critical self-awareness, which correlates with the findings of the study. 

 

Parts of the findings can be interpreted as cultural competence, on different levels of the 

healthcare system, despite the participants not being aware of the term cultural competence 

nor had any training in it. The approaches and behaviours were learned through in-practice 

exposure, in other words learning from the experiences encountered. In other contexts, 

Watt et al. (2016) acknowledged the same. As Schuster et al. (2018) suggests, more 
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concrete and measurable implementation guidelines of culturally competent care could 

improve the hospital cultural competence.  

 

Regarding the effectiveness of cultural competence influence on reducing health 

inequalities can only be speculated about throughout the findings. Drevdahl (2018) discuss  

that the effectiveness in reducing health disparities has yet to be demonstrated. Betancourt 

and Green (2010) emphasise that there are difficulties doing research measuring the impact 

of cultural competence, since to begin with it needs to be clarified that the healthcare 

personal inhabits the competence before the impact on the health outcomes can be 

evaluated. Only after it got proven it can become a tool for caregivers, to give care on 

equal terms for a culturally diverse population (Betancourt & Green, 2010).  

 

Discussion of Method  

The method of choice for this study was a qualitative design, suiting best to answer the aim 

of nurse’s experiences of working with cultural competence in the caring of culturally 

diverse persons. A qualitative design makes it possible to gain a holistic understanding of 

the phenomenon and how it is experienced (Polit & Beck, 2017). The term experience can 

be defined as knowledge and skills derived through sensory perceptions. Experiences can 

be seen opposed to theoretical knowledge, aiming at the experience learned through 

observations (NE, n.d. -b). A literature research to examine the aim could evoke a wider 

understanding of nurse’s experiences of working with culturally diverse persons globally.  

 

In qualitative research the result cannot be seen independently from the author, as 

Henricson and Billhult (2017) points out that in qualitative research the author influences 

the whole research-process and uses himself as a tool for collecting the data and 

throughout the analysis process. The term reflexivity describes the authors consciousness 

of themselves as a part of the collected data (Polit & Beck, 2017). An author’s 

preunderstandings are built up by earlier experiences, values and background (Priebe & 

Landström, 2017), which may indirectly affect the result of the study (Henricson & 

Billhult, 2017). The authors preunderstandings of the subject were built up of personal 

experiences and encounters with the subject, both from a patient perspective and while 

working in healthcare. Even though preunderstanding about the phenomenon itself existed, 

it did not prevent the author from obtaining an expectation-less attitude during the 

interviews and analysis by acknowledging that the phenomenon was studied in a context-

specific setting and that the results could vary from own experiences.  

 

Advance planning of the study was done within a limited timeframe. Planning regarding 

recruitment and collection of data was difficult to plan ahead of arrival to Israel. The 

author had no initial contact with nurses beforehand the data-collection started, solely a 

contact who helped refer further to nurses. Due to the limited timeframe interviews was 

held with nurses on their freetime. The author struggled with recruiting participants to 

interview, therefore is the sample size in this study small, with only five registered nurses. 

Believed reasons for the struggle could have been that it was done with nurses on their free 

time and the study’s data collection colliding with the Israeli Passover holiday. The 

recruitment of participants may have further been affected by using the method of 

snowball sampling. Polit and Beck (2017) emphases that when using snowball sampling, 

the referring persons willingness and passion to cooperate with the researcher can affect 

the quality of referred participants. The struggle of findings participants was overcome 

when the first interviews was done and a relationship between the author and the 

participant was built up, as most of the participants either referred to colleagues or other 
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nurses they knew. With better advance planning, the author could have initiated contact 

with hospitals to make the recruiting of the participants easier.  

 

Because of the wide inclusion criteria’s, the distribution of nurses that participated worked 

in three different areas of healthcare. On the contrary, the spread of the nurses where not 

ideal since three of the participants worked in the same unit. Yet, the variation in the 

professional experience among the participants was wide, something that Henricsson and 

Billhult (2017) mean contribute to achieve variations in the studied phenomenon. Polit and 

Beck (2017) writes that the advantage of studying a heterogenous group is that the patterns 

emerging, despite the diversity, might be of special value to capture core experiences.  

 

Transferability is defined by Polit and Beck (2017) as to which extent the findings can be 

transferred to other settings or groups. As the findings were based on few participants, 

evoking personal experiences of the phenomenon being under study, a limitation of the 

study may be a low degree of transferability and dependability. Thus, the findings rather 

describe personal experiences from five different nurses, which indeed correlates to the 

aim of the study. Perhaps if a greater number of nurses would be included or if the sample 

criteria’s would be narrowed down to nurses working in the same unit, maybe findings 

could achieve a higher transferability. Furthermore, only including nurses who spoke 

English is another factor that may affect the studies transferability, since English speaking 

nurses may not represent non-English speaking nurses, as they may have different 

experiences of working with culturally diverse persons.  

 

As English was second language to both the participants as well as the author, it could 

affect the ability to express themselves or the preciseness of words used, perhaps not 

gaining the same nuances as it would if the interviews would be held in the participants 

native language with the help of an interpreter. This could further affect the credibility of 

the study, since misunderstanding in conversations or even interpretations of the data could 

have been made. Credibility is referred to by Polit and Beck (2017) as confidence in the 

truth of the data and the interpretations of them.  

 

The topics of the main questions was shared with the participants in an information letter 

before they decided on participating, as the author sensed the questions was covering a 

subject which required reflection. Thus, revealing the topics may provide considered and 

biased answers. Polit and Beck (2017) refers to bias as influence affecting the quality of 

the study, threatening a study’s credibility and dependability. Participants may, 

consciously or subconsciously, mispresent the answers to present themselves in the best 

light (Polit & Beck, 2017). From the authors experience of providing the topics, most of 

the interviews resulted in rich data of participants experiences. In few interviews it was 

indeed experienced that participants appeared to have thought about what to bring up, 

noticed if they brought up topics not asked about. On the other hand, spontaneous answers 

may have come with the risk of shorter answers as the authors research questions was few, 

keeping in mind that the author was a novice interviewer.  

 

The preliminary plan of doing face-to-face interviews was abandoned when it appeared to 

be easier to recruit nurses to participate by scheduling telephone-interviews. Polit and Beck 

(2017) emphasise on the flexibility of a qualitative design, were design decisions can be 

taken during the conduct of the study. Conducting the interviews over telephone could 

have affected the findings in different ways. On one hand, the participants spoke freely 

about the subject and their experiences revealing sensitive and honest data. All participants 
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consented to audio-recording without hesitation. Carr and Worth (2001) suggest that the 

lack of face-to-face contact and the promise of confidentiality can make the respondent 

talk more openly and makes it easier for them to reveal personal information, further 

suggesting that telephone interviews have a lower risk of participants giving socially 

desirable answers. This is due to the relative anonymity compared with meeting face-to-

face. This could further affect the credibility, assuming non-biased answers and honest 

experiences was shared. On the other hand, regarding the method of telephone-interviews, 

data could have been lost due to the authors inexperience with conducting phone 

interviews. The author found it hard to know when silence occurred if the participant was 

reflecting or was done talking due to the loss of visual cues, which Novick (2008) state is 

also one of the challenges when telephone-interviewing. During the interviews the author 

learned how to use silence to encourage the participants to continue telling about a subject 

and giving them space to think, which enabled longer interviews with richer data.  

 

Patton (2002) discuss the controversiality of analysis, since analysis is dependent on the 

person analysing. In this study, the author was the only person familiar with the data 

collected. Patton (2002) emphasise that there is no way to replicate the analytical thought-

process of another person, which inevitably affects the confirmability and credibility of the 

work as no test or other measurements can be used to assure truth. Confirmability is 

referred to objectivity of the data’s relevance or meaning (Polit & Beck, 2017), which 

could have been strengthened with congruence between several people’s independent 

analysis. The author involved in several peer debriefing sessions where external reviews of 

the study were done continually, which Polit and Beck (2017) state can enhance the 

trustworthiness. Further, Polit and Beck (2017) states that doing the analysis-process as a 

single person can be a strength, to ensure consistency in the coding and interpretations of 

the data. The author experienced difficulty in turning the coding-scheme into categories 

and subcategories as the codes where sometimes overlapping, as initial categories were not 

covering all codes of importance to answer the aim.  

 

Patton (2002) further state that the only thing the author can do is to present the data and 

communicate what the data reveal to the aim of the study. This was further done by giving 

examples of quotes to demonstrate and strengthen how each category and subcategory was 

created. By including how themes and categories were evoked is one way to reach 

transparency in the writing, means Polit and Beck (2017), which can strengthen the 

credibility of the analysis process. Further, linking the quotes with participants enhances 

the transparency by showing each participants contribution and inclusion in the findings, 

which increases the credibility. Ethical aspects regarding the transparency when presenting 

what each participant said, especially concerning sensitive data as unconscious 

stereotyping, has been taken into consideration. Confidentiality was protected through not 

revealing which city or hospitals or clinics the participants worked in.  

 

Conclusion  

The findings present that even though none on the participants were aware of the term 

cultural competence, some of the behaviours and approaches described to understand and 

encounter patients’ cultural needs could be identified in line with the values of cultural 

competence. On the contrary, it was acknowledged that the participants prioritising of 

cultural needs of the persons receiving care could be overseen, as nurses presenting 

themselves as task-focused aiming at the medical care. When cultural differences between 

the nurse and the persons receiving care were encountered, the participants expressed 

feelings of inconvenience, insecurities and mistrust. An incidental finding discovered 
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stereotyping of persons with different cultural belongings as a challenge when caring for 

culturally diverse persons. Further, the environment in which the participants worked in 

could not be seen apart from the participants experience of working with culturally diverse 

persons. Cultural competence values could be identified on an organisational level of a 

healthcare system, describing different ways how the hospital and environment made 

adaptions, including the use of interpreters was covered.  

 

Approaches and behaviours in line with cultural competence values was learned through 

in-practice experiences. By implementing the recommended guidelines from the 

declaration by Israeli ministry or health (2011), the overall hospital cultural competence 

may improve. Especially training in cultural competence could contribute to nurse’s 

awareness of cultural needs as part of nurse responsibility and furhter guide nurses to avoid 

stereotypical views.  

 

Clinical relevance  

The findings of this thesis can provide an insight in how nurses in Israel work with cultural 

competence in the caring for culturally diverse persons. Even though the phenomenon 

being under study is setting-specific, the findings may be transferable to other clinical 

settings where caring of culturally diverse persons occur, by presenting how the theoretical 

concept of cultural competence may be used in the clinical practice. Further, the findings 

highlight the importance of organisational responsibility to incorporate values of cultural 

competence in healthcare, further guiding nurses in their clinical encounter with culturally 

diverse persons.  

 

Further research  

As cultural competence is stated to be a necessary ability of a nurse, yet by the Israeli 

ministry of health it is only a recommendation to send healthcare staff to cultural 

competence training. This gave rise to thoughts that the responsibility should shift from 

laying on the healthcare organisation to include in the nurse program curricula. Further 

research could focus on nurse student’s learning of cultural competence, evaluating the 

impact of cultural competence training. When it is included in nurse student curricula, it 

may guide future novice nurses in the meeting with culturally diverse persons.  

 

 

 

 

 

 



20 

 

REFERENCES 

Albougami, A.S., Pounds, K.G., & Alotaibi, J.S. (2016). Comparison of Four Cultural 

Competence Models in Transcultural Nursing: A Diskussion Paper. International Archives 

of Nursing and Health Care, 2(4). doi:10.23937/2469-5823/1510053 

 

Betancourt, J.R., Corbett, J., & Bondaryk N.R. (2014). Addressing Disparities and 

Acheving Equity: Cultural Competence, Ethics, and Health-care Transformation. Chest, 

145(1), p.143-148. doi: 10.1378/chest.13-0634 

 

Betancourt, J.R., Green, A.R, Carillo, J.E, Ananeh-Firempong, O. (2003). Defining 

cultural competence: a practical framework for addressing racial/ethnic disparities in health 

and health care. Public Health Reports, 118(4), p.293-302. doi: 10.1093/phr/118.4.293  

 

Betancourt, J. R., & Green, A. R. (2010). Commentrary: linking cultural competence 

training to improve health outcomes: perspectives from the field. Academic medicine: 

Journal of the Association of American Medical Collegues, 85(4), p. 385-5. doi: 

10.1097/ACM.0b013e3181d2b2f3 

 

Brach, C., & Fraserirector, I. (2000). Can Cultural Competency Reduce Racial And Ethnic 

Health Disparities? A Review And Conceptual Model. Medical Care Research and 

Review, 57, p.181-217. doi: 10.1177/1077558700057001S09 

 

Brenner, P. (1982). From Novice to Expert. The American Journal of Nursing, 82 (3), 

p.402-407. Retrieved from https://www.medicalcenter.virginia.edu/therapy-services/3%20-

%20Benner%20-%20Novice%20to%20Expert-1.pdf 

 

Brusin, J.H. (2012). How cultural competency can help reduce health disparities. 

Radiologic Technology, 84(2), p.129-47. Retrieved from 

http://www.radiologictechnology.org/content/84/2/129.long  

 

Carr, E.C.J. & Worth, A. (2001). The use of telephone interview for research. Nursing time 

research, 6(1). p.511- 524. doi: 10.1177/136140960100600107 

 

Danielson, E. (2017). Kvalitativ forskningsintervju. In M. Henricson (Ed.), Vetenskaplig 

Teori och Metod: från idé till examination inom omvårdnad. (2nd ed, p.143-155). Lund: 

Studentlitteratur.  

 

Drevdahl, D.J. (2018). Culture shifts: From cultural to Structural Theorizing in Nursing. 

Nursing Research, 67(2), p.146-160. doi: 10.1097/NNR.0000000000000262 

 

Duan-Ying, C. (2016). A Concept analysis of cultural competence. International Journal 

of Nursing Sciences, 3(3), p.268-273. doi: 10.1016/j.ijnss.2016.08.002 

 

Engebretson, J., Mahoney, J., & Carlson E.D. (2008). Cultural Competence in the Era of 

Evidence-Based Practice. Journal of Professional Nursing, 24(3), p.172-178. doi: 

10.1016/j.profnurs.2007.10.012 

 

Ethnologue (n.d). Israel. Retrieved 2nd of April 2019, from 

https://www.ethnologue.com/country/IL  

http://doi.org/10.23937/2469-5823/1510053
https://doi.org/10.1093/phr/118.4.293
https://dx.doi.org/10.1177%2F1077558700057001S09
https://www.medicalcenter.virginia.edu/therapy-services/3%20-%20Benner%20-%20Novice%20to%20Expert-1.pdf
https://www.medicalcenter.virginia.edu/therapy-services/3%20-%20Benner%20-%20Novice%20to%20Expert-1.pdf
http://www.radiologictechnology.org/content/84/2/129.long
https://doi.org/10.1016/j.ijnss.2016.08.002
https://www.ethnologue.com/country/IL


21 

 

 

 

Graneheim U.H., & Lundman, B. (2004). Qualitative content analysis in nursing research: 

concepts, procedures and measures to achieve trustworthiness. Nurse Education Today, 24, 

p.105-112. doi: 10.1016/j.nedt.2003.10.001 

 

Granheim, U.H., Lindgren, B., & Lundman, B. (2017). Methodological challenges in 

qualitative content analysis: A discussion paper. Nurse Education Today, 56, p.29-34. doi: 

10.1016/j.nedt.2017.06.002 

 

Henricson, M., & Billhult, A. (2017) Kvalitativ metod. In M. Henricson (Ed.), 

Vetenskaplig Teori och Metod: från idé till examination inom omvårdnad. (2nd ed p. 111-

119). Lund: Studentlitteratur.  

 

Institute of Medicine. (2003). Unequal Treatment: Confronting Racial and Ethnic 

Disparities in Health Care. In B. D Smedley, A.Y Stith & A.R Nelson (Eds.) Washington 

(DC): National Academies Press.  

 

International Council of Nurses. (2012). The ICN code of ethics for nurses. Retrieved from 

http://www.old.icn.ch/images/stories/documents/about/icncode_english.pdf 

 

International Council of Nurses. (nd). Nursing Definitions, retrieved the 24th of April 2019, 

from https://www.icn.ch/nursing-policy/nursing-definitions  

 

International Council of Nurses. (2013). Cultural and linguistic competence. Retrieved 

from https://www.icn.ch/sites/default/files/inline-

files/B03_Cultural_Linguistic_Competence.pdf  

 

Israel Central Bureau of Statistics. (2019). Retrieved 2nd of April, from 

https://www.cbs.gov.il/he/pages/default.aspx  

 

Israel Central Bureau of Statistics. (2018). אוכלוסיית ישראל לפי דת והגדרה עצמית של מידת דתיות 

10נבחרים מתוך דוח פני החברה מס' נתונים   [Religion and Self-Definition of Extent of Religiosity 

Selected Data from the Society in Israel Report No. 10], Retrieved from 

https://www.cbs.gov.il/he/mediarelease/DocLib/2018/195/32_18_195b.pdf 

 

Israel Ministry of Health. (2011). נושא: התאמה והנגשה תרבותית ולשונית במערכת הבריאות 

[Cultural and linguistic adaption and accessibility in the health system] Retrieved from 

https://jicc.org.il/wp-content/uploads/2011/02/hozermankalculturalcompetence-

a3876_mk07_11.pdf  

 

Jirwe, M., Gerrish, K., & Emami, A. (2006). The Theoretical Framework of Cultural 

Competence. The Journal of Multicultural Nursing and Health. 12 (2) p.6-16. Retrieved 

from 

https://www.researchgate.net/publication/233416548_The_theoretical_framework_of_cult

ural_competence 

 

Kjellström, S. (2017). Forskningsetik. Vetenskaplig Teori och Metod: från idé till 

examination inom omvårdnad. (2nd ed, p.57-80). Lund: Studentlitteratur. 

 

http://www.old.icn.ch/images/stories/documents/about/icncode_english.pdf
https://www.icn.ch/nursing-policy/nursing-definitions
https://www.icn.ch/sites/default/files/inline-files/B03_Cultural_Linguistic_Competence.pdf
https://www.icn.ch/sites/default/files/inline-files/B03_Cultural_Linguistic_Competence.pdf
https://www.cbs.gov.il/he/pages/default.aspx
https://www.cbs.gov.il/he/mediarelease/DocLib/2018/195/32_18_195b.pdf
https://jicc.org.il/wp-content/uploads/2011/02/hozermankalculturalcompetence-a3876_mk07_11.pdf
https://jicc.org.il/wp-content/uploads/2011/02/hozermankalculturalcompetence-a3876_mk07_11.pdf
https://www.researchgate.net/publication/233416548_The_theoretical_framework_of_cultural_competence
https://www.researchgate.net/publication/233416548_The_theoretical_framework_of_cultural_competence


22 

 

Krippendorff, K. (2018). Content Analysis: An introduction to Its Methodology. (4th ed.). 

Thoursand Oaks: Sage publications. 

 

Kumagai, A.K., & Lypson, M.L. (2009). Beyond Cultural Competence: Critical 

Consciousness, Social Justice, and Multicultural Education. Academic Medicine, 84(6), 

p.782-787. doi: 10.1097/ACM.0b013e3181a42398. 

 

Leininger, M. (2002). Culture Care Theory: A Major Contribution to Advance 

Transcultural Nursing Knowledge and Practices. Journal of Transcultural Nursing, 13 

(3) p.189-192. doi: 10.1177/10459602013003005 

 

Leininger, M. (2007). Theoretical questions and concerns: response from the Theory of 

Culture Care Diversity and Universality perspective. Nursing Science quarterly, 20(1) 

p.9-13. doi: 10.1177/0894318406296784 

 

Markey, K., Tilki, M., & Taylor, G. (2017). Understanding nurses’ concerns when 

caring for patients from diverse cultural and ethnic backgrounds. Journal of Clinical 

Nursing, 27, p.259-268. doi: 10.1111/jocn.13926 

 

McFarland, M. R. (2018). Transcultural Nursing: History, Focus, and Future Directions. In 

M. R., McFarland & H. B., Wehbe-Alamah (Eds.), Leiningers Transultural Nursing: 

Concepts, Theories, Research & Practice. (4th ed, p.3-12). McGraw-Hill Education: New 

York 

 

Mei-Hsiang, L., Chiu-Yen, W., & Hsiu-Chin, H. (2019). Exploring the experiences of 

cultural competence among clinical nurses in Taiwan. Applied Nursing Research, 45, p.6-

11. doi: 10.1016/j.apnr.2018.11.001 

 

Morris, E. J. (2018). Engaging in the Sacred Song of Diversity: The Art of Cultural 

immersion. In M. R., McFarland & H. B., Wehbe-Alamah (Eds.), Leiningers Transultural 

Nursing: Concepts, Theories, Research & Practice. (4th ed, p.321-338). McGraw-Hill 

Education: New York 

 

Nationalencykopedin. (n.d. -b). Erfarenhet. Retrieved 13th of April 2019, from 

https://www.ne.se/uppslagsverk/encyklopedi/l%C3%A5ng/erfarenhet 

 

Nationalencyklopedin. (n.d. -a). Israel. Retrieved 1st of April 2019, from 

https://www.ne.se/uppslagsverk/encyklopedi/l%C3%A5ng/israel 

 

Novick, G. (2008). Is There a Bias Against Telephone Interviews in Qualitative Research? 

Research in Nursing & Health, 31(4), p. 391-398. doi: 10.1002/nur.20259 

 

Napier, A.D., Ancarno, C., Butler, B., Calabrese, J., Chater, A., Chatterjee, H., … Woolf, 

K. (2014). Culture and health. Lancet, 384(9954), p.1607-1639. doi: 10.1016/S0140-

6736(14)61603-2 

 

Polit, D.F., & Beck, C.T. (2017). Nursing Research: Generating and Assessing Evidence 

for Nursing Practice. Philadelphia: Wolters Kluwer 

 

https://doi.org/10.1177/10459602013003005
https://doi.org/10.1177/0894318406296784
https://doi.org/10.1016/j.apnr.2018.11.001
https://www.ne.se/uppslagsverk/encyklopedi/l%C3%A5ng/erfarenhet
https://www.ne.se/uppslagsverk/encyklopedi/l%C3%A5ng/israel
https://doi.org/10.1002/nur.20259


23 

 

Patton, M.Q. (2002). Two decades of developments in qualitative inquiry: A personal, 

experiential perspective. Qualitative Social Work, 1(3), p.261-283. doi: 

10.1177/1473325002001003636 

 

Price, B. (2002). Laddered questions and qualitative data research interviews. Journal of 

advanced nursing, 37(3), p.273-281. doi: 10.1046/j.1365-2648.2002.02086.x   

 

Priebe, G., & Landström, C. (2017) Den vetenskapliga kunskapens möjligheter och 

begränsningar – grundläggande levenskapsteori. In M. Henricson (Ed.), Vetenskaplig Teori 

och Metod: från idé till examination inom omvårdnad. (2nd ed p.25-42). Lund: 

Studentlitteratur.  

 

Schuster, M., Elroy, I., & Rosen, B. (2018). How culturally competent are hospitals in 

Israel? Journal of Health Policy Research, 7(1), doi: 10.1186/s13584-018-0255-7 

 

Watt, K., Abbott, P., & Reath, J. (2016) Developing cultural competence in general 

practitioners: an integrative review of the literature. BMC family practice journal. 17 p. 

158. doi: 10.1186/s12875-016-0560-6 

 

Weech-Maldonado, R., Elliott, M., Pradhan, R., Schiller, C., Hall, A., & Hays, R.D. 

(2012). Can Hospital Cultural Competency Reduce Disparities in Patient Experiences With 

Care? Medical Care, 50(0), p.48-55. doi: 10.1097/MLR.0b013e3182610ad1 

 

Wehbe-Alamah, H.B. (2018). Essential Transcultural Nursing Care Concepts, Principles, 

Guidelines, and Policy Statements for Culturally Congruent and Competent Health Care 

Practice, Education, and Research. In M. R., Mcfarland & H. B., Wehbe-Alamah (Eds.), 

Leiningers Transultural Nursing: Concepts, Theories, Research & Practice. (4th ed, p. 13-

38). McGraw-Hill Education: New York.  

 

World Medical Association. (2013). Declaration of Helsinki: Ethical principles for medical 

research involving human subjects. JAMA, 310(20), p.2191-2194. doi: 

10.1001/jama.2013.281053  

 

 

https://doi.org/10.1177%2F1473325002001003636
https://doi.org/10.1046/j.1365-2648.2002.02086.x
https://dx.doi.org/10.1097%2FMLR.0b013e3182610ad1


I 

 

APPENDIX A 

Interview guide  

 

“The aim of the study is to describe Registered Nurses experiences working with cultural 

competence in the caring for persons with culturally diverse backgrounds in Israel.” 
 

➢ Presentation of study and aim 

➢ Oral and written information about informed consent 

➢ Presentation of the interview 

 

What does the word “culture” mean to you? 

 

Are you familiar with the term cultural competence?   

 

If yes, 

In what context did you hear about it?  

 

What does it mean to you?  

 

If no,  

Cultural competence is defined as the ability of a healthcare system to respond to cultural 

diversity as well as nurses process of developing a capacity to provide effective and quality 

healthcare to persons with culturally diverse backgrounds.  

 

In your work as a registered nurse, how do you work with patients from different 

cultures?  

 

How do you include the culture of the patient in your care?  

 

How do you work with/experience cultural differences between you and the patient?  

 

What impact do you think it has on the patient?  

 

Is there anything you want to add that is relevant to the research subject?  

 

Probing questions: 

Could you explain… 

Could you tell me more about…? 

What do you think about…? 
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APPENDIX B 

Information to participants 

My name is Ellen Tuononen, a final year nursing student at Sophiahemmet University in 

Stockholm, Sweden. I am in Israel until the end of May 2019, to conduct my bachelor’s 

degree thesis study (15 Higher education credits).  

About the study 

The preliminary working title of the study is: “Experiences of caring with cultural 

competence: An interview study with registered nurses in Israel.”  

Registered nurses in Israel are caring of persons with culturally diverse backgrounds: with 

different religions, languages and cultures. Health disparities are seen between these cultural 

groups, and that’s why the Israeli Ministry of Health published (in 2011) a declaration to 

promote cultural competence in healthcare to reduce health disparities.  

The aim of the study is to describe registered nurses’ experiences of working with cultural 

competence in caring for persons with culturally diverse backgrounds. Focus will be on the 

clinical encounter and how to include the person’s culture in caring. The purpose of this study 

is to get insights in how registered nurses in Israel work with cultural competence in their 

clinical practice. The result may be useful for nurses globally who care for persons with 

culturally diverse backgrounds.  

A qualitative interview study with semi-structured interviews will be conducted. The 

interviews will be carried out with registered nurses working in Israel, on their free time either 

by phone or face-to-face interview. The questions will be open-ended for you to talk freely 

about the subject. The main interview questions will cover: 

• Working with patients from diverse cultures 

• Including the culture of the patient in nursing 

• Cultural differences between you and the patient 

 

After the thesis examination in May 2019, the final work will be published in a publication 

data base DIVA.  

Ethical considerations 

Confidentiality and anonymity of the participants will be ensured in this study. Personal or 

identifying information are removed, each participant receives a code with any identifying 

information not mentioned in the thesis. Personal information will be saved in a locked file 

accessible only for the author. With the participants consent the interview will be audio-

recorded. The audio-files will also be stored in the locked file, and the files will be deleted as 

soon as possible after transcribing the interviews. A few quotes maybe used from the 

interview, maintaining your confidentiality and anonymity. 

Participation is voluntary and you have the right to withdraw from participating, with no 

consequences, at any moment until publication.  

 
 


