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The concept of a shrinking world where people and their cultures move constantly, resisting and adapting to change, though certainly a cliché, is also a truth.  This reality is apparent in the struggles over rights and responsibilities, of control over language, of monetary exchange, of religious values, of political strategies, and even of practices in hallowed professions, such as medicine.  Where once the norm for nurses in Ireland, for example, was to care for members of a “monoculture”—that is, persons like themselves, today a multicultural society prevails, largely due to the changes wrought by the “celtic tiger” phenomenon (see Tuohy, etal, 2008, for elaboration).  Not only are migrations occurring, but more nurses, dentists, and doctors are making themselves available to new cultural groups than ever before, traveling either outside their own countries or to unfamiliar domestic areas such as Native American enclaves.  In seeking to understand the health implications of practicing medicine across cultures, I have investigated the extant literature as well as the first-hand experiences of medical professionals.  
In this essay, part of a larger research project, I compare nursing practices across cultures.  In this instance, qualitative data derive from interviews with (1) a medical team from the US working in Central and Latin America; (2) an African nurse who received her training in India, then worked in her native Uganda; (3) a nurse practitioner working with homeless, immigrant, and drug-seeking cultures in Florida; (4) a nursing administrator from an American university studying health care systems in Finland, Russia, and China and their effects on nursing effectiveness;  (5) a U. S. hospital nurse working with Latino and Bosnian immigrant populations as well as rural religious separatist sects in Kentucky, and (6) an obstetrical nurse working in a large hospital in the port city of Charleston, South Carolina, but who trained in general nursing in a rural area outside the city where the majority of patients were migrant workers from Mexico and Honduras.  
Research interests include differences and similarities in practices, in standards, in patient relationships, in regulations, in language issues, and, of course, in cultures and the effects of those cultures upon health care.  Cultural components include, for instance, attitudes toward privacy, toward gender roles, toward life and the end of life, toward fate and its consequences, toward expectations for treatment success potential.  Social class/caste issues become most prominent in the Indian society, but appear in Africa, in hierarchies that privilege citizens over even legal immigrants in the US, and certainly in terms of the homeless in all cultures.  Nurses’ varying levels of autonomy across cultures, as well as staff relationships, especially those between doctors and nurses, impact potential nursing success and both reflect and communicate culture through daily practices.  Patient attitudes toward their own autonomy also differ radically across cultures. 
Literature Review

Published pieces on international or transcultural nursing generally concern themselves with four issues:  (1) the meaning and potential impact of cultural differences on the nursing profession, (2) the meaning and potential impact of communication, both verbal and non-verbal, on nursing, (3) examples of such nursing situations, and (4) prescriptions for overcoming barriers and/or facilitating cultural competency in nursing.  For this discussion, I will weave the examples through the other three issues as appropriate.
Culture and its impact

Zoucha and Broome (2008, 140) took a definition of culture from Leininger and McFarlsnd (2006) who described it as “the learned, shared, and transmitted values, beliefs, norms, and lifeways of a particular culture that guides thinking, decisions, and actions in patterned ways and [is] often inter-generational.”  Agbedia (2008, 34-35) utilized Leininger’s (2001) theory of Transcultural Care Diversity and Universality, which asserts that nurses must first discover human care diversities and universalities and then find ways “to provide culturally congruent care to people of different or similar cultures in order to maintain or regain their well-being, health or face death in a culturally appropriate way.”   Culture care diversity incorporates the “variability of assistive, supportive or facilitative acts toward or for another individual or group … derived from a specific culture to improve or ameliorate a human condition or life way” (Agbedia, 34).  Culture care universality, on the other hand, seeks the “uniform or commonly found phenomena … derived from a specific culture to improve or ameliorate a human condition or life way” (Agbedia, 34).   Transcultural nursing, thus, requires that nurses learn about the values, beliefs, norms, and life ways of those in their care.  As we might imagine, the greater the cultural variety of patients, the greater both the necessity and difficulty of the learning becomes.  


Awareness of cultural differences is only the first step, of course.  Becoming culturally competent, as Tate (2003) notes, following Campinha-Bacote (1994, pp. 1-2) is “a process, not an endpoint.”  Whereas Tate was concerned with Hispanic patients, Kavanagh, etal, (1999) described competence when non-native nurses worked among Lakota Native Americans.  The Lakota, like all other Native American groups, were subject to strong pressures toward assimilation into the dominant society, effectively replacing their values with those of white America.  Today, however, they have experienced a resurgence of interest and embrace of their native ways of living, so that health care workers must recognize the differences inherent in the “red way,” or the “holistic understanding that integrates health-related phenomena into an inclusive, circular path or journey of living and dying” (10, following Tyon, 197, pp. 205-218).  Nurses must employ “collaboration, narrative, dialogue, and transformation” to follow the path toward cultural competence (Tate, 10, following Denzin, 1997).  

Maier-Lorentz (2008) points to the “holistic” nature of cultural care as nurses work toward cultural competence regardless of the population served.  Factors they must consider include not only culture, but also race, ethnicity, gender, and sexual orientation.  They must learn about health practices of different cultures and learn how to make accurate cultural assessments (37-38).  Sorensen advocates international clinical practice for nursing students in order that they can develop empathy, an “intellectual and neutral process” by which one can come to care about other persond in order to meet their needs (8-9).  

The most helpful explanatory theory found in this literature is the comparison of individualistic and collectivist cultures, a paradigm much used in communication studies.  In her Norwegian context, Hanssen (2004, following Hofstede, 1991; Kim, Triandis, Kagitcibasi, Choi, &Yoon, 1994) applied this paradigm to the notion of patient autonomy.  The code of ethics for Norwegian nurses states that “the nurse respects the patient’s right to make choices,” (par. 2.3, as quoted in Hanssen, p. 28).  Hanssen questioned this doctrine, wondering “whether nurses coerce patients who are unprepared to do so into making autonomous choices” (29).  As she notes, the “western autonomous sense of self stands in stark contrast to that of members of collectivistic or interdependent societies … [that feature] indirect communication” (32).  Some from collectivistic societies may prefer that medical personnel take charge of their treatment or that family members make decisions for them and so Hanssen suggests that culturally competent nurses will adapt to patients’ willingness and ability to exert autonomy or not to do so (32-34).  

Melby, Dodgson, and Tarrant (2008) studied the experiences of individualistic nurse educators teaching in collectivist cultures in East Asia and concluded that what is needed would be “culturally collaborative models of nursing practice, education and research” (176).  Immersion in a new culture will not necessarily counter one’s life experience and the personal costs associated with such immersion seem immense.  Aside from day-to-day living problems, these educators experienced exhaustion from searching for “cultural cues,” from feeling “confused and overwhelmed” and “depressed” and from having no “guidance” or “advice” (179-180).  Yu (2008) in responding to Melby etal, pointed to Confucianism vs. science as important factors in explaining the problems associated with cultural immersion.  Whereas Eastern cultures emphasize “harmony between humanity and the universe,” Western cultures “explain life events from a predominantly scientific worldview” (184, following Ryan et al, 1998).  According to Yu, when Easterners work in Western settings, they already know the language which has been taught in their schools, and they are consciously integrated into the “academic lives” of their Western counterparts (Yu, 186).


Torsvik and Hedlund (2008) studied the international experience of nursing students from Norway and Tanzania working together, one highly individualized, the other highly collectivist.  The Norwegian students emphasized “nurse-patient relationships, individualized care, direct communication and emotional involvement” (389).  Tanzanian students emphasized “nurse-relative-patient relationships” and curing attributes with skilful performance of procedures” (389).  Torsvik and Hedlund  concluded that although the students practiced with very different emphasis, the experience helped both groups to see the other perspective in action.    
Communication and its impact

Without doubt, language barriers hinder nursing practices from the verbal viewpoint.  However, non-verbal communication seems to be more important in this context simply in that nurses touch patients much more, for instance, than teachers touch students, store clerks touch customers, or lawyers touch clients.  The profession itself requires a closeness that communicates, for good or ill.  Similarly, cultural differences in eye contact, in tolerance for silence, in personal space needs, in concepts of the importance of time, in facial expressions and gestures all come into play as nurses interact with patients (see Hearnden, 2008; Maier-Lorentz, 2008; Sorensen, 2009; Tate, 2003).  Although this literature from nursing journals made mention of communication as perhaps the most significant problem in transcultural nursing, little of a concrete nature was revealed.  I conclude from this lack of depth that the communication discipline has much to offer here.

Overcoming barriers and facilitating competence

To simply say that communication problems arise in transcultural or international nursing situations does not clarify them adequately.  Communication barriers, in addition to basic language differences, include such elements as “pronunciation, accent … terminologies, … jokes, sarcasm, euphemisms, … and nonverbal cues” (Kawi and Yu, 2009, 176).  If frustrated nurses revert to their native languages, they run the risk of being perceived as “deficient” (180).  If Eastern nurses enter Western nursing situations, their cultural norms of “avoidance of conflicts” and “lack of assertiveness” may prevent them from asking significant questions or functioning as patient advocates.  Their preference for “’close knit’ family relationships” when they find themselves among Westerners who seem “insensitive and sometimes rude,” may bring a sense of “cultural displacement—being attached to two places at one time, yet not fully belonging to either” (180, following Dicicco-Bloom, 2004).  

Nurses who perceive lack of support from their host institution, regardless of their own place of origin, sometimes feel “disappointed, misunderstood and mistreated,” resulting often in “feelings of resentment, inferiority and even humiliation” (Kawi and Yu, 180, following Alexis and Vydelingum, 2004, 2005b).  Orientation and training for the new situation are often too short or too generalized to all new employees, leaving out the significant cultural understandings so necessary to nurses.  In some cases, nurses have been allowed much more freedom to perform certain procedures in their home countries and, when denied that freedom abroad, have felt themselves “deskilled and devalued” (Kawi and Yu, 180, following Bucha, 2003; Omeri & Atkins, 2002).  In worst cases, overt racism, bullying, lower pay, and assignment to undesirable schedules lie in wait for international or transcultural nurses (Kawi and Yu, 180).  

Under conditions such as these, facilitation of cultural competency may seem unlikely if not impossible.  However, this literature review revealed multiple suggestions and solutions for “how to” improve both nurses’ lives and patient care.  As disheartening as some of the advice might seem, studies indicated positive outcomes from such factors as a “positive work ethic,” which resulted in transcultural nurses working harder and longer than others (Kawi and Yu, 176, following Yi, 1993).  Following Lopez (1990), Kawi and Yu urged “determination and perseverance,” “coping mechanisms” and “resilience” (176).  Following Davison (1993), they counseled finding or creating social support for each other from among other transcultural nurses (176).  Learning assertiveness might be more difficult to achieve for nurses from collectivist cultures, but could earn them the respect of their colleagues (176).   

A number of researchers suggested the need for curricular improvement for nursing students that would facilitate cultural competency in the treatment of multicultural patients.  Agbedia (2008), for instance, cites the North America Nursing Diagnosis Association list of nursing diagnosis, which “provides little guidance in caring for culturally diverse patients.  The current nursing diagnosis puts the emphasis on the patient being wrong and the health worker right” (36).  Agbedia suggests that to label a non-native English speaking patient as “impaired” in verbal communication would be the same as labeling a native English speaking nurse as “deficient” in the patient’s native language.  Thus, cultural awareness of one’s own culture must come before cultural awareness of that of others (36).  Nurses must be given instruction in cultural assessments, which should include “ethnic affiliation, religious preferences, family patterns, food patterns and ethnic health care practices” in order to avoid the formation of negative perspectives on patient behaviors (36-37).  One example relates to speaking habits.  As Agbedia explains, “Nigerians … frequently amplify the volume of their voice when talking,” which could be interpreted by a nurse as anger, which it is not (37).  Tuohy and McCarthy (2008) make similar suggestions, but add that institutions must also provide “easier access to formal interpreter services” (164).    

Agbedia (2008, following Leininger, 2001) recommends the development of the “transcultural nurse specialist,” who would exhibit competencies such as conducting research to develop and disseminate new knowledge, consulting and practicing with other competent transcultural nurses, and leading in the spread of transcultural nursing practices (37).  Agbedia’s last suggestion is that nurses be required to take courses in anthropology and then adapt Western practices to other cultural groups’ value systems.  Cultures that value reliance on others, for example, come into direct conflict with the “Anglo-American and European values of self-reliance, independence, autonomy, and self-control” (38).  

Two articles provide examples of caring for specific cultural groups—Mexican Americans and Lakota Native Americans, which coincidentally have much in common in terms of their health care needs.  There is a strong need among Mexican Americans for “spending time and listening,” for “consciously avoiding hurrying through their care,” for engaging in “small talk,” but only after recognizing the patient with a formal greeting such as “good morning.”  Nurses must also recognize the importance of family relationships and hierarchies.  Even family friends, or “compadres” who accompany the patient must be respected by the medical staff (Zoucha and Broome, 2008, 141).  For Lakota, cultural competence requires “concernful practices” that require both an investment of time in the patient and the development of “dialogue,” or “talking with (not to) in a give-and-take exchange that generates meanings” (Kavanagh et al, 1999, 13-14).  

To summarize the findings from this literature review, we must conclude that transcultural nursing or intercultural nursing, whether done in one’s own backyard or across an ocean, demands skills and abilities far beyond technicalities such as taking temperatures or blood pressure readings.  It requires openness and empathy, careful observation and adaptation, and sometimes a lifetime of learning.  Recognizing these issues, I turn now to my own ethnographic research findings gleaned from personal interviews with nursing professionals.
Personal Interviews


Between February and July of 2009, I conducted in-depth interviews with 6 individuals who, between them, had practiced in India, Uganda, Belize, Ecuador, and Florida, South Carolina, and Kentucky in the United States.  One person, the head of a university nursing school, had studied educational nursing practices in Finland, Russia, China, and Germany, noting cultural differences from one country to the next.  The three US nurses had experienced care for groups such as migrant farm workers, homeless, drug-seeking, AIDS-positive, Mennonite, Jehovah’s Witness, Hispanic, Bosnian, mentally ill, and jail confinee cultures.  With no formal training in transcultural nursing, all seemed to have adapted and functioned well with these populations, explaining not just the “how’s” of their work, but the “joy’s” as well.


Data from these interviews revealed two major themes that were significant to these interviewees and are quite prevalent, perhaps universal.  Some sub-themes related to the individual nurse and his or her situation.  Of most concern were items regarding practices that could endanger patients, especially the poor.  Gender issues proved relentless in some cultures, especially in India and Uganda.  Language differences, need for translators, personnel shortages, and social class issues arose as problems among these interviewees regardless of context.  In spite of these difficulties, benefits to nurses and to nursing students were described in detailed human terms.
Infrastructure/personnel shortages  

Insurance, Medicare, Medicaid, and other institutional rules in the United States place great pressure on medical personnel.  Doctors, for instance, can spend only so much time with each patient or be penalized.  Nurses fill this treatment gap, yet they have limited time available, as well.  Shortened hospital stays, the emphasis on outpatient surgery, and the self-care model require more patient education than before when surgical patients, for instance, remained in the hospital for several days and were not released until they could generally care for themselves.  Today they return home with perhaps open wounds, surgical drains, and care needs unheard of in years past.  With this situation in mind, we can see just how problems for nurses multiply if the patient speaks no English yet must be taught how to deal with dressings and pain medications.  Nursing rules require that if patients cannot well understand their own needs, the nurse must provide a remedy.  This remedy may involve a telephone “language line” and a speaker phone, but all are still “at the mercy of the translator” (Long Interview, June 1, 2009).  Patients sometimes bring translators of their choice, but even that can be problematic, especially if the translator is a child.  One translator simply passed out while the nurse and patient were discussing a pending surgery (Long Interview).

One interviewee is a nurse whose native country is Uganda.  While doing her nurses’ training, she developed cancer, which she described as “a death sentence” in Uganda, so she traveled to India for treatment and to finish her training and complete her clinical practice.  She then returned to Uganda to practice nursing.  As she noted, infrastructure and personnel shortages are endemic to Uganda, there being no MRI or mammogram equipment and only one CT scanner in the whole country.  Medical personnel receive very low pay—doctors receiving $300 per month, for instance.  Since health is not considered important, the government spends very little on health services or on technology.  People are forced to line up at 6:00AM in order to get an electrocardiogram by perhaps 4:00PM, and they must travel to Nairobi, Kenya, to buy medicines (Musambira, March 6, 2009).


This nurse could also describe similar problems in India, although , as she said, wealthy persons can have the “finest care in the world” there.  The problems arise with the poor, who must buy “everything from syringes to cotton balls,” or they will not have treatment.  For the poor, there are no incubators, no ultrasounds, and no medical rights.  In the hospitals that cater to the poor, everything is recycled—surgical gloves, syringes, tubing, needles, and no conversation takes place about sexually transmitted diseases or even AIDS.  Hindus do not become nurses because the profession is considered to be a “dirty job,” so nurses are scarce (Musambira Interview).

Practices that endanger patients

If the aforementioned equipment and personnel issues are not dangerous enough, deeper problems exist, especially in India and Uganda.  In India, as she said, the “caste system” that maintains the social stratification, and the “incest system” that keeps the wealth in the family “are killing them.”  Close relatives marry and birth defects are common.  Baby girls are aborted or killed; though sex screening is illegal, it is still practiced.  Abuse, suicide, and murder of women are rampant.  In Uganda, tribal practices, such as female circumcision of girls 8 to 10 years of age, though illegal, are still common.  Very early marriages and early pregnancies result in lifelong complications such as incontinence, for which, in Uganda, there is no remedy.  As she said, “There’s only an herb for everything” (Musambira).

One interviewee, a dental nurse, lamented the fact that in Belize people customarily open bottles with their teeth, thus ruining their front teeth.  Since they cannot afford treatment, they simply ask that their teeth be pulled out (Tabor Interview, April 8, 2009).  Another interviewee noted the prevalence of alcohol consumption among the Russians she visited, and of pork and other high fat foods among the Germans.  Only the Fins practiced healthy diet and exercise regimens, and seemed to really need to be outdoors every day, even in their cold climate.  Finland also had the only comprehensive health care system that gave incentives for compliance with healthy lifestyle practices.  In China she noted serious problems, such as unheated hospitals in the winter (Bennett Interview, Feb. 18, 2009).  


Another interviewee spoke of her sorrow over one patient, a young woman who died in her 30s from leukemia, one complication being her Jehovah’s Witness faith that forbade blood transfusions.  As a last resort, she agreed to receive the needed blood, but her family disowned her because of her choice.  This nurse also occasionally treats Mennonites who rarely seek medical assistance.  This group does not believe in the insurance system, so must wait until they have saved enough money to come to the hospital, often too late.  A combination of language terminology and a matriarchal religious value worked to a patient’s disadvantage in one instance she described.  A young pregnant woman whose baby had died desperately needed treatment, but when the doctor used the term “missed abortion,” instead of the term “fetal demise,” her mother-in-law at first adamantly refused to allow the treatment.  She finally relented and all was well.  
In working with both Hispanic and Bosnian immigrants, this nurse described their great stoicism and refusal to admit to experiencing pain as a hindrance to her being able to help them (Long Interview, June 1, 2009).  Another nurse related a situation in which a Mexican farm worker had cut his thumb nearly off and could not be convinced that it could not be reattached.   The surgeon attempted to do just that, still trying to persuade the young man that it needed to come off since the wound had become septic.  As she described the scene, it was the nurses who kept trying to explain that with the thumb he would die of infection, but without the thumb he could recover and go home, using signs instead of words for his death compared to his walking out of the hospital alive (Snively Interview, July 19, 2009).

A nurse practitioner in Florida works not only in a university nursing school, he also volunteers at a homeless shelter and resource center.  As he explained, the homeless differ in their reasons for being homeless; some have psychiatric problems, some have quite recent economic hardships, some cannot live indoors by rules made by others.  Among the homeless are those he refers to as the “drug-seeking culture,” who are generally very apologetic, very complimentary of the staff, and thankful, all the while giving reasons why they need narcotics.  He cited “lack of trust” on all sides as his biggest nursing problem with this population (Heglund Interview, March 4, 2009).
Benefits gained

My favorite interview question was “what did you or do you love about your experience.”  By that point in the interview they had often described unpleasant or even horrible things they had seen.  Still, when asked what they loved, their faces changed and their eyes lit up and they smiled.  Here are some of their answers:

Being able to provide the skills needed by these population groups.  Great feeling of good service being given.  Living and working in an entirely stress-free environment while there.  Clients are stress-free which carries over to the team (Tabor Interview).

The challenge of creating that bond with the culture, whether it was Hispanic, Scandinavian, homeless, or anyone else.  Respecting their culture is the key to it all. (Heglund Interview)
I loved taking care of people who were ignorant of what they needed.  I felt I could actually help them.  I have great pity for the people living in the villages who have nothing in the community hospital.  Their families must even bring them food. (Musambira Interview, India)  
I loved the caring shown by the nurses.  I was happy that there was no recycling of gloves and needles, like I saw in India.  What little they have, they try to do the best they can. (Musambira Interview, Uganda)


Being exposed to people who are different helps me understand that “we” aren’t special and that we don’t know everything.  It helps me keep my mind open.  We tend to think that difference is bad and it’s not! (Long Interview)
The one interviewee who took students to Belize explained their benefits:
Hand picked and well-screened students get to go to another part of the world, meet the people there, eat new foods, experience a stress-free environment perhaps for the first time in their lives, learn some of the language, live in sparse but comfortable accommodations, and learn to appreciate the differences.  They may gain as much from the experience as do the people they are there to help. (Tabor Interview)
Conclusions

Both the authors whose work I read and the nurses whom I interviewed showed me a wonderfully caring attitude toward the nursing profession and the patients they treat.  Most have had little to no training in intercultural communication and yet they value it perhaps more than others since they are all learning it from the ground up on a daily basis.  The literature depicts a daunting scene for nurses who may be strangers in a strange land trying to help those who live there but who may reject their care because of their race or ethnicity.  On the other hand, they may be working within their own culture yet treating those from abroad or from co-cultures within their own country.  In Ireland, as noted earlier, the monoculture is no more.  In the United States, the melting pot metaphor no longer works to convince us that we’re all just alike, if indeed it ever did.  We have never been all alike, though those in power have always sought to impose their values, practices, and life ways on everyone else.  

Those of us in the communication discipline have much work to do if we are to be relevant to medical professionals.  I saw little to no use of our intercultural communication literature in the articles I read.  A search among the major textbook publishers located 6 books in health communication, some with just one chapter on culture, one entirely devoted to health care in multicultural settings, and some comprised of readings.  One, published in England, dealt with the problems faced by transcultural nurses whose needs are so great.  Health communication is a fairly new but rapidly growing sub-discipline so we can hopefully expect more assistance to nurses, the real front line of caregivers, in the near future.  
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