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Abstract	

	
Reception	 and	 treatment	 of	 refugees	 in	 health	 care	 systems	 are,	 with	 increased	 globalization,	 a	

continuous	challenge	for	health	care	professionals.	The	aim	of	this	research	is	to	shed	light	on	and	

identify	factors	with	potential	for	 improvement	in	the	reception	and	treatment	of	refugee	children	

and	their	families	in	Iceland	and	Sweden.	This	is	a	qualitative	study	and	the	results	are	based	on	12	

semi-structured	 interviews	 with	 Swedish	 and	 Icelandic	 health	 care	 professionals.	 The	 results	 are	

analyzed	using	grounded	theory	and	presented	in	five	distinct	themes:	organization,	communication,	

cultural	 competence,	 culture	 and	 empathy,	 prejudice	 and	 racism.	 They	 indicate	 a	 lack	 of	 written	

guidelines	in	the	health	care	systems	for	the	reception	of	refugees	as	well	as	insufficient	knowledge	

of	their	and	other	immigrants´	situation	within	health	care	systems.	From	the	interviewees’	standpoint	

there	is	a	strong	will	and	desire	for	improvement	and	a	clear	wish	for	health	care	administrators	to	

revalue	their	policies	and	guidelines,	with	the	aim	to	improve	health	care	services	for	refugees.	The	

health	care	systems	in	Iceland	and	Sweden	need	to	scrutinize	and	revise	their	systems	accordingly,	

material	intended	for	refugees	needs	to	become	readily	available	in	different	languages,	and	health	

care	professionals	should	be	offered	training	linked	to	their	place	of	work,	in	order	to	make	all	levels	

of	health	care	culturally	competent.	

	

Key	words:	Refugees;	Delivery	of	Health	Care;	Child;	Family;	Culture;	Cultural	Competency;	Qualitative	

Research;	Attitude	of	Health	Personnel	

	
	
	
	
	 	



Útdráttur	

	
Með	 aukinni	 hnattvæðingu	 eru	 móttaka	 og	 umönnun	 flóttamanna	 í	 heilbrigðiskerfum	

sívaxandi	áskorun	fyrir	heilbrigðisstarfsmenn.	Markmið	þessarar	rannsóknar	er	að	varpa	ljósi	

á	álagspunkta	og	þætti	sem	betur	mega	fara	í	móttöku	og	umönnun	flóttabarna	og	fjölskyldna	

þeirra	á	Íslandi	og	í	Svíþjóð.	

Rannsókn	þessi	er	eigindleg	og	byggð	á	tólf	hálfstöðluðum	viðtölum,	sem	tekin	voru	við	

sænska	 og	 íslenska	 heilbrigðisstarfsmenn.	 Niðurstöðurnar	 eru	 fengnar	 með	 notkun	

grundaðrar	 kenningar	 og	 settar	 fram	 í	 fimm	 þemum:	 kerfið,	 samskipti,	 menningarnæmi,	

menning	og	samkennd,	fordómar	og	kynþáttafordómar.	

Niðurstöðurnar	benda	eindregið	til	þess	að	verkferlum	í	heilbrigðiskerfinu	sé	ábótavant	

og	 vanþekking	 á	málefnum	 flóttafólks	 og	 annarra	 innflytjendahópa	 í	 heilbrigðiskerfinu	 sé	

töluverð.	Heilbrigðisstarfsfólkið,	 sem	rætt	var	við,	er	óánægt	með	stöðu	mála,	bæði	 innan	

kerfisins	 í	 heild	 og	 eigin	 vanþekkingu	 á	 málefninu.	 Mikill	 vilji	 er	 meðal	 þeirra	 til	 að	 efla	

þekkingu	og	 kunnáttu	og	eindregin	ósk	um	að	 stjórnendur	heilbrigðiskerfanna	endurskoði	

stefnur	 og	 ferla,	 með	 það	 fyrir	 augum	 að	 bæta	 þjónustu	 við	 flóttafólk.	 Endurmeta	 og	

endurskipuleggja	þarf	heilbrigðiskerfi	Íslands	og	Svíþjóðar	hvað	varðar	þjónustu	við	flóttafólk,	

bæta	þarf	aðgengi	að	 fræðsluefni	og	upplýsingum	á	 tundumálum	 innflytjenda	og	efla	þarf	

fræðslu	 til	 heilbrigðisstarfsfólks	 með	 það	 fyrir	 augum	 að	 auka	 menningarnæmi	 í	

heilbrigðiskerfinu	

	

Lykilorð:	 Flóttafólk;	 Heilbrigðisþjónusta;	 Barn;	 Fjölskylda;	 Menning;	 Menningarnæmi;	

Eigindlegar	rannsóknaraðferðir;	Viðmót	heilbrigðisstarfsfólks		
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1.	Introduction	

	
Migration	is	a	part	of	the	origin	of	humanity	and	history.	People	have	always	moved	between	places,	

both	before	and	after	the	world	was	divided	into	states	and	nations.	Today,	over	240	million	people	

live	 outside	 their	 home	 country	 (United	 Nations	 Population	 Fund,	 2016).	 Most	 have	 migrated	

voluntarily,	aiming	to	improve	their	quality	of	 life,	work	or	joining	family.	Refugees,	however,	have	

been	forced	by	external	factors	to	flee	unacceptable	conditions	and	often	live	in	adverse	conditions	

in	their	place	of	resettlement	(Bhugra,	2004;	Carballo,	Divino,	&	Zeric,	1998).	Worldwide,	around	60	

million	people	are	displaced.	Almost	half	of	 them	are	children.	These	children	 flee	 from	civil	wars,	

poverty,	and	natural	disasters;	 they	can	be	persecuted	and	discriminated	due	to	social	 status,	and	

they	can	be	forced	to	join	armies,	fighting	for	their	country,	despite	their	young	age.	Refugee	children	

are	 often	 separated	 from	 their	 families	 and	 particularly	 vulnerable	 to	 discrimination,	 neglect	 and	

sexual	abuse	(Derluyn	&	Broekaert,	2008;	Ingleby,	2005).	

In	 2015,	 about	 190.000	 individuals	 applied	 for	 asylum	 in	 Sweden	 and	 355	 in	 Iceland	

(Innanríkisráðuneytið,	2016;	Migrationsverket,	2016).	This	is	a	large	group	of	people	with	particular	

needs,	 placing	 new	 and	 challenging	 demands	 on	 health	 care	 systems.	Working	with	 this	 group	 of	

individuals	can	prove	to	be	a	challenge	for	health	care	personnel,	which	has	to	have	a	more	profound	

understanding	of	the	individual	needs	people	in	crisis	have	(Hultsjö	&	Hjelm,	2005).	

Many	different	factors	influence	the	health	status	of	refugees	and	the	public	health	system	in	

resettlement	countries	(Berlin,	2010;	Grove	&	Zwi,	2006).	Examples	of	this	are	social	determinants	of	

health,	culture	and	cultural	competence	in	the	healthcare	workforce	(Campinha-Bacote,	2002;	Giger	

et	al.,	2007;	Wilkinson	&	Marmot,	2003).	Linguistic	barriers	and	communicational	obstacles	have	in	

previous	research	been	named	as	the	greatest	obstacles	to	health	care	for	immigrants,	resulting	in	

decreased	 quality	 and	 insufficient	 patient	 satisfaction	 (Anderson,	 Scrimshaw,	 Fullilove,	 Fielding,	&	

Normand,	2003;	Carballo	et	al.,	1998;	Grove	&	Zwi,	2006).		

Recent	research	identifies	structural,	linguistic	and	cultural	barriers	to	health	care	for	refugees	

in	Sweden.	An	interview	study	with	health	care	providers	that	was	conducted	in	2006	indicates	that	

Swedish	healthcare	professionals	feel	 inadequate	when	treating	refugees	and	express	the	need	for	

improvement	of	systems,	policies,	and	training	(Berlin,	Johansson,	&	Törnkvist,	2006).	It	is	interesting	

to	analyze	 in	what	way	this	coincides	with	the	findings	of	this	particular	study,	what	changes	have	

occurred	in	the	previous	ten	years.	

Iceland,	due	to	various	factors,	has	a	particular	position	regarding	the	reception	of	refugees.	This	

position	 varies	 from	 that	 of	 our	 neighboring	 countries,	 for	 example	 due	 to	 geographical	 reasons	

leading	 to	 fewer	 asylum	 seekers	 reaching	 its	 shores	 and	 a	 different	 combination	 of	 nationalities	



seeking	asylum	in	 Iceland.	The	reception	of	refugees	has	recently	faced	many	problems	 in	 Iceland,	

including	children	appearing	to	be	´invisible´	in	the	Icelandic	system	and	an	excessively	long	waiting	

period	 before	 families	 are	 granted	 asylum,	 resulting	 in	 anxiety	 and	 distress	 for	 both	 parents	 and	

children	(Guðmundsdóttir,	2016).	

The	main	aim	of	this	study	is	to	shed	light	on	different	factors	in	receiving	refugee	families	into	

the	health	care	system,	identified	by	medical	professionals	as	points	of	necessary	improvement.	Semi-

structured	interviews	were	used	to	gather	information	and	the	results	compared	to	recent	studies	on	

the	matter.	The	hope	is	that	this	research	will	be	useful	in	policy	making	in	the	Icelandic	health	care	

system,	with	lessons	and	experience	from	the	Swedish	one.	

This	 thesis	 is	 divided	 into	 chapters.	 Definitions,	 theoretical	 frameworks,	 background,	 and	

methodology	are	explained	with	results	and	discussion	following.	Last,	the	primary	results	and	ideas	

of	improvement	are	discussed	in	a	conclusive	chapter.	

	 	



2.	Definitions	

	
2.1.	Refugee	

The	United	Nations	High	Commissioner	 for	Refugees	 (UNHCR)	was	established	 in	 the	aftermath	of	

World	War	 II,	with	 the	1951	Convention	Relating	 to	 the	Status	of	Refugees.	The	aim	was	 to	assist	

refugees	 and	 help	 them	 resettle	 (Boyer,	 2002).	 Since	 then,	 refugee	 numbers	 have	 increased	

dramatically,	due	to	conflicts	and	natural	disasters	worldwide,	reaching	19.5	million	in	2014	(UNHCR	

Statistical	Yearbook	2014,	2015).	This	number	is	the	highest	recorded	in	the	post-World	War	II	era.	If	

all	forcibly	displaced	people	belonged	to	the	same	nation,	it	would	be	the	24th	largest	in	the	world	

with	59.5	million	individuals.	In	2014,	violent	conflicts	and	oppression	coerced	an	average	of	42.500	

persons	per	day	to	flee	their	home	and	search	for	security	elsewhere,	most	within	their	own	countries	

borders,	but	a	considerable	portion	in	other	countries	(UNHCR	Statistical	Yearbook	2014,	2015).	

A	refugee	is	an	individual	who	has	suffered	a	human	rights	violation,	been	denied	fundamental	

human	rights	and	has	therefore	taken	the	extraordinary	step	of	leaving	his	or	her	country	of	origin	

(Gordenker,	1987).	A	refugee	has	fled	from	insufferable	situations	and,	according	to	Goodwin-Gill	&	

McAdam	(2007)	ought	to	be	assisted	and	sheltered	from	the	reason	of	the	flight.	Refugee	status	is	

often	multi-dimensional	and	in	a	constant	state	of	movement.	In	the	Convention	Relating	to	the	Status	

of	Refugees	from	1951,	a	refugee	is:	

	

	[A]ny	 person	 who	 is	 outside	 the	 country	 of	 his	 nationality,	 or	 if	 he	 does	 not	 have	 a	

nationality,	the	country	of	his	former	habitual	residence	because	he	has	a	well-founded	

fear	of	persecution	by	reason	of	his	race,	religion,	nationality	or	political	opinion	and	is	

unable	 or	 because	 of	 such	 fear	 unwilling	 to	 avail	 himself	 of	 the	 protection	 of	 the	

government	of	the	country	of	his	nationality,	or	if	he	has	no	nationality	to	return	to	the	

country	of	his	former	habitual	residence.	

Convention	related	to	the	Status	of	Refugees,	1951	

	

This	 description	 defines	 the	 individual	 refugee	 as	 a	 victim	 of	 political	 persecution	 and	 has	 been	

widened	by	the	UNHCR	to	 include	refugee	groups,	as	well	as	those	fleeing	other	kinds	of	violence,	

such	as	civil	wars	(Maciver,	2004).	

	

2.2.	Asylum	seeker	

There	is	confusion	regarding	the	terms	asylum-seeker	and	refugee.	An	asylum-seeker	is	an	

individual	who	 says	 that	he	or	 she	 is	 a	 refugee,	and	whose	 claim	has	not	been	evaluated	



(“UNHCR	-	Asylum-Seekers,”	n.d.).	According	to	UNHCR,	about	1	million	people	on	average	

seek	asylum	on	an	individual	basis	every	year.	In	2014,	a	record-breaking	1.7	million	individual	

applications	for	asylum	were	presented	to	authorities	and	UNHCR	offices	in	157	countries	or	

territories.	 Out	 of	 these	 1.7	million,	 about	 460.000	were	 granted	 refugee	 status	 (UNHCR	

Statistical	Yearbook	2014,	2015).	Each	nation	has	its	own	asylum	system	that	serves	to	decide	

which	asylum-seeker	qualifies	for	international	protection.	Those	who	are,	according	to	these	

systems,	judged	not	to	be	refugees	and	who	do	not	require	any	other	form	of	international	

protection,	can,	and	often	will,	be	turned	back	to	their	home	countries	(“UNHCR	-	Asylum-

Seekers,”	n.d.).	

During	refugee	crisis,	with	large-scale	influx	of	individuals	fleeing	conflicts	or	generalized	

violence,	there	is	not	a	capacity	for	authorities	to	individually	scrutinize	every	individual	case.	

Instead,	such	groups	of	refugees	are	often	declared	"prima	facie"	refugees.	This	means	that	

the	group	is	recognized	by	authorities	as	having	“refugee	status”,	based	on	the	clear,	unbiased	

circumstances	in	the	country	of	origin.	This	is	done	to	secure	admittance	to	safety,	prevent	

refoulment	and	ensure	that	fundamental	humanitarian	needs	and	rights	are	met	(Rutinwa,	

1999).	

	

2.3.	Quota	refugees	

Quota	refugees	(or	resettlement	refugees)	are	individuals	who	are	registered	as	refugees	with	

UNHCR,	but	cannot	be	offered	an	acceptable	and	permanent	solution	in	the	country	where	

they	are	staying	and	who	are	therefore	offered	resettlement	in	a	third	country.	This	is	done	

in	collaboration	with	UNHCR	and	the	appropriate	governments	of	states,	which	determine	

the	number	of	quota	refugees	that	they	will	accept	on	a	yearly	basis	(“Resettlement	refugees	

(quota	refugees),”	n.d.).	

	

2.4.	Child	

According	to	UNICEF,	a	child	is	“a	person	below	the	age	of	18,	unless	the	laws	of	a	particular	

country	set	the	legal	age	for	adulthood	younger”	(UNICEF,	E.d.).	The	Convention	on	the	Rights	

of	the	Child	does	not	take	a	stand	to	when	a	child	becomes	an	adult;	every	state	is	given	an	

opportunity	 to	decide	 this	 for	 itself,	 through	 legislation	and	 in	accordance	with	 their	own	

values	and	culture	(Bruce,	2001).	The	Committee	on	the	Rights	of	the	Child,	the	monitoring	



body	for	the	Convention,	has	urged	authorities	nevertheless	to	revaluate	their	cases	if	the	

“age	of	majority	is	set	below	18	and	to	increase	the	level	of	protection	for	all	children	under	

18”	(UNICEF,	E.d.).	

Even	 though	 the	 cultural	 background	 of	 a	 community	 determines	 the	 boundaries	 of	

adolescence,	 there	 is	 a	 transition	period	where	 “childhood	and	adulthood,	 innocence	 and	

responsible	behavior”	collide	(Bruce,	2001).	It	is	quite	obvious	that	a	war-affected	adolescent,	

who	has	witnessed	violence,	persecution	and	other	adversities	and,	is	not	to	be	compared	to	

one	 who	 has	 not	 such	 an	 experience.	 These	 individuals	 have	 had	 to	 take	 on	 far	 more	

responsibility	and	may	act	and	feel	older	than	their	age	(Bruce,	2001).	

	

2.5.	Equality	and	equity	in	health	care	

Health	equity	refers	to	everyone’s	right	to	an	opportunity	of	a	long,	healthy	life.	It	involves	

health	 status	 not	 being	 undermined	 by	 race,	 ethnicity,	 gender,	 income	 or	 other	 social	

conditions.	Attaining	equity	requires	generating	just	opportunities	for	health	and	eradicating	

diversities	in	health	status	between	social	groups.	It	demands	that	healthcare	providers	utilize	

other	 sectors	 than	health	 care,	 such	as	 social	 services,	 to	enhance	health	 in	 communities	

(Boston	Public	Health	Commission,	n.d.).	

The	terms	health	equality	and	health	equity	are	sometimes	used	interchangeably	but	

are	not	 synonymous.	Equity	 involves	 trying	 to	provide	 individuals	with	what	 they	need	 to	

obtain	 good	 health	while	 equality	means	making	 sure	 that	 everyone	 is	 offered	 the	 same	

service	to	acquire	good	health.	While	equality	aims	to	promote	fairness	and	justice	to	all	by	

making	sure	everyone	gets	the	same	treatment,	this	can	only	work	if	everyone	starts	from	

the	same	place	with	the	same	needs	(Braveman	&	Gruskin,	2003).	

	 	



3.	Theoretical	framework	

	
3.1.	Globalization	and	refugees	

The	use	of	the	term	‘globalization’	first	became	evident	in	the	1940s,	but	it	wasn´t	until	about	50	years	

later,	in	the	1990s,	that	it	became	the	hot	topic	it	is	today.	It	is	a	concept	that	captures	a	reformation	

and	transformation	of	the	world	and	the	integration	of	cultures	(Ray,	2010;	Steger,	2013).	Scientists	

state	that	the	universe	 is	a	"single,	multiform	energetic	unfolding	of	matter,	mind,	 intelligence	and	

life"	(Ray,	2010),	and	this	worldwide	wave	of	globalization	directly	affects	our	encounters	with	and	

understanding	of	culture,	cultural	diversity	and	cultural	universality	(Ray,	2010).	With	globalization,	

many	forms	of	connectivity	and	flows	link	the	local	to	the	global	as	well	as	the	east	to	the	west	and	

the	south	to	the	north.	This	makes	it	our	responsibility	to	be	open	to	differences	and	similarities	and	

to	find	creative	ways	to	rise	to	the	challenges	globalization	presents,	finding	ways	to	handle	complex	

problems	and	cultural	differences	while	sharing	resources	worldwide	(Ray,	2010;	Steger,	2013).	

Even	though	globalization	is	as	an	essential	concept	of	the	twenty-first	century,	and	important	

as	 a	 determinant	 of	 the	 human	 condition	 in	 the	 contemporary	 world,	 it	 is	 also	 constantly	 under	

scrutiny	(Robinson,	2007).	There	is	no	universal	definition	of	the	term	globalization,	making	the	very	

notion	problematic,	with	the	concept	being	approached	in	many	different	ways	often	contradicting	

each	other	(Castles	&	Davidson,	2000;	Robinson,	2007).	The	term	has	been	used	to	describe	a	time	

period,	a	way	of	doing	things,	a	way	of	being	and	a	force	creating	–	the	meanings	often	competing	

with	each	other	(Steger,	2013).	According	to	the	anthropologist	Arjun	Appadurai,	globalization	is	the	

fluid	spread	of	people,	media,	technology,	money	and	political	ideas	around	the	globe.	He	explains	

this	 through	 five	different	 scapes	with	different	perspectival	 viewpoints;	 ethnoscape,	mediascape,	

technoscape,	financescape,	and	ideoscape.	Appadurai´s	ethnoscape	incorporates	the	fluid	movement	

of	people	in	a	fluent	world.	He	argues	that	tourists,	immigrants,	and	refugees	can	easily	flow	between	

different	parts	of	the	world	and	that	these	groups	of	people	have	a	considerable	impact	on	culture	

and	politics	on	a	global	scale	(Appadurai,	1996).	Other	academics	argue	that	globalization	is	not	as	

universal	as	one	might	think	and	that	some	groups	of	people	are	not	as	fluidly	mobile	as	others,	for	

example,	refugees	and	asylum	seekers	(Inda	&	Rosaldo,	2008).	

Everyone	 agrees	 that	 we	 are	 living	 in	 an	 increasingly	 globalized	 world,	 yet	 views	 differ	 on	

whether	this	is	for	good	or	bad.	In	the	beginning,	there	was	little	but	praise	for	the	concept,	but	by	

the	mid-1990s	the	downsides	started	to	emerge	and	were	increasingly	highlighted.	Right	wing	neo-

liberalists	usually	lobby	for	globalization,	arguing	that	it	is	spreading	opportunities	and	wealth	across	

nations.	On	the	other	side	of	the	spectrum,	left-wing	socialists	tend	to	argue	that	globalization	is	a	

process	that	increases	inequality.	They	argue	that	it	creates	problems	for	poorer	countries	within	the		



social	 welfare	 system,	 eradicating	 local	 traditions	 and	 national	 cultures	 and	 causing	 difficulties	 in	

looking	after	natural	environments	and	habitats.	(Christopherson,	Garretsen,	&	Martin,	2008;	Steger,	

2013).	

	

3.2.	Othering,	symbolic	power	and	habitus	

The	colonized	Other	has	become	a	part	of	every	society	in	Western	Europe	and	North	America	and	

with	it	ethnic	heterogeneity	(Hultsjö	&	Hjelm,	2005).	The	cultural	background	of	this	Other	may	be	

very	different	from	the	one	of	the	local	population,	and	he	or	she	has	no	shared	past	with	people	of	

the	receiving	society,	resulting	in	disempowerment,	marginalization,	and	social	exclusion	-	distancing	

those	who	hold	characteristics	outside	of	normality.	This	empowers	the	creation	of	the	terms		‘us'	and	

‘them,'	thus	creating	a	gap	and	also	paralleling	with	the	concept	of	‘normalized	absence.	‘Others’	are	

in	this	way	viewed	as	intruders	and	a	preference	for	their	absence	is	the	accepted	norm.	(Castles	&	

Davidson,	2000;	Fang,	Sixsmith,	Lawthom,	Mountian,	&	Shahrin,	2015).	

Refugees	are	a	prime	example	of	a	group	of	people	subject	to	othering	in	Western	societies.	This	

racialization	and	othering	of	refugees	within	Euro-American	communities	serve	a	few	purposes.	First,	

defining	refugees	as	Others	creates	an	opportunity	to	focus	on	contrast	between	refugees	and	the	

population	 of	 wealthier,	 ‘developed’	 countries.	 Catherine	 Dauvergne,	 who	 is	 one	 of	 Canada´s	

foremost	authorities	on	refugee	and	immigration	law,	said	that	refugees	"must	be	not	like	us	to	need	

our	 protection,	 but	must	 be	 able	 to	 shed	 that	 identity	 and	merge	with	 the	 nation	when	 required"	

(Bauder,	2011).	Many	citizens	in	the	Northern	hemisphere	have	comparatively	high	living	standards	

and	realize	the	importance	of	having	political	agency	and	legal	rights	that	give	them	access	to	service	

and	support	when	needed.	Refugees	do	not,	as	a	rule,	have	these	rights,	or	the	knowledge	of	them,	

making	 them,	 regardless	of	 their	 socio-economic	situation	before	 the	 flight,	objects	of	 charity	and	

humanitarian	efforts.	The	refugees,	or	Others,	are	seen	as	lacking	in	agency	and	helpless,	with	their	

country	 of	 origin	 no	 longer	 responsible	 for	 their	 protection,	 making	 them	 vulnerable	 and	 their	

resettlement	a	shared	international	responsibility	(Castles	&	Davidson,	2000).	Although	almost	every	

state	 in	 the	world	has	signed	the	Convention	relating	to	the	status	of	 refugees,	 they	are	under	no	

obligation	to	resettle	forced	migrants.	Countries	that	welcome	refugees	often	see	the	gesture	as	one	

of	charity	resulting	in	the	notion	of	humanitarian	national	identities	of	the	harboring	countries.	The	

more	hopeless	the	plight	of	the	refugees	the	greater	the	charitable	viewpoint	(Castles	&	Davidson,	

2000;	Olsen,	El-Bialy,	Mckelvie,	Rauman,	&	Brunger,	2016).	

This	imaging	of	refugees	as	a	group	of	humans	enduring	suffering	and	pain,	generously	treated,	

treated	by	wealthier	 countries	 raises	 the	hosting	 country	 on	 to	 a	 symbolic	 pedestal.	 According	 to	

Pierre	Bourdieu,	a	19th-century	sociologist,	anthropologist,	and	philosopher,	symbolic	power	is	"an	



ability	 to	 construct	 reality	 which	 tends	 to	 establish	 a	 gnoseological	 order".	 Symbolic	 power	 helps	

wealthy	 countries	maintain	 their	 identities	 as	 powerful	 and	 democratic,	 but	 at	 the	 same	 time,	 it	

cultivates	the	image	of	refugees	as	politically	powerless	and	immobile	on	a	global	scale.	The	power	

differential	between	refugees	and	the	humanitarian	countries	is	so	overwhelming	that	many	migrants	

feel	like	they	have	to	accept	the	system	as	it	is	and	be	grateful	for	all	that	the	new	country	has	to	offer	

(Olsen	et	al.,	2016).	

As	 individuals	move	 forward	 in	 their	 asylum	programs,	 they	have	 to	 take	up	or	 embody	 the	

characteristics	of	‘the	refugee’,	letting	their	personal	identities,	histories,	and	cultural	influences	fade	

into	the	background.	They	are	part	of	a	systematic	process,	trying	to	gain	acceptance	into	the	new	

society	and	having	to	convince	local	authorities	of	their	legitimacy	as	refugees	(Castles	&	Davidson,	

2000).	Understanding	Bourdieu´s	concept	of	‘habitus’	can	clarify	the	universal	image	of	the	vulnerable	

and	unprotected	refugees.	He	describes	the	term	habitus	as	a	person	or	persona,	enveloping	actions	

and	behaviors	deriving	from	a	social	status	producing	identifiable	character	traits.	In	creation	of	the	

habitus,	 the	 image	of	 that	person	or	persona	 is	 reinforced	resulting	 in	attributes	derived	 from	the	

habitus.	The	habitus	of	the	refugee	describes	one	of	vulnerability	and	in	need	of	help	is	reinforced	

through	the	process	of	seeking	asylum.	(Castles	&	Davidson,	2000;	Olsen	et	al.,	2016).	

When	persecution,	violence,	and	turmoil	forces	an	individual	to	flee	their	country	of	origin,	the	

habitus	starts	to	take	form.	This	continues	as	the	individual	seeks	asylum	in	a	new	country	where	the	

status	of	refugee	is	determined	by	Convention	relating	to	the	status	of	refugees.	Their	status,	including	

rights	and	security,	is	dependent	on	the	ability	to	meet	that	definition	and	the	strength	of	their	proof.	

This	means	that	an	individual	becomes	a	refugee	in	accordance	with	the	official	definition	and	also	as	

viewed	 as	 acceptable	 by	 society.	 They	must	 prove	 their	 claims	 to	 authorities	 to	 gain	 asylum	 and	

protection.	The	habitus	of	refugees	separates	them	from	the	normal	citizens	 in	their	new	country,	

forcing	them	to	remain	outsiders	or	Others,	regardless	of	how	much	time	they	spend	or	live	in	the	

resettlement	 country.	 This	 results	 in	 individuals	 that	 willfully	 take	 on	 the	 habitus	 of	 the	 refugee,	

reproducing	the	othering	process.	The	process	from	the	migrants	claiming	refugee	status	until	their	

case	 is	 closed	 usually	 takes	 a	 long	 time.	 Research	 shows	 that	 this	 waiting	 period	 is	 hard	 on	 the	

refugees,	 making	 them	 particularly	 vulnerable	 with	 limited	 access	 to	 health	 care,	 social	 support,	

education	 and	 employment.	 They	 are	 not	 yet	 permanent	 citizens	 and	 are	 treated	 differently	 not	

receiving	or	being	entitled	to	the	same	level	of	services	as	citizens.	This	is	especially	apparent	in	the	

health	 care	 system,	 with	 refugees	 only	 getting	 basic	 care	 that	 is	 deemed	 necessary	 of	 national	

authorities	(Olsen	et	al.,	2016).	

	



3.3.	Heritage	consistency	

Heritage	consistency	is	a	term	used	to	describe	the	relationship	between	a	person	lifestyle	and	his	or	

her	traditional	culture,	how	they	reflect	on	each	other.	It	was	originally	presented	by	in	1980	by	Zitzow	

and	 Estes,	 regarding	 the	 counseling	 of	 Native	 Americans	 (Zitzow	 &	 Estes,	 1980).	 Someone	 very	

consistent	with	his	or	her	heritage	maintains	the	core	values,	beliefs,	attitudes,	and	behaviors	of	their	

cultural	heritage	whereas	someone	more	inconsistent	deviates	from	it	 (Carteret,	2011).	 Individuals	

can	be	consistent	or	inconsistent	in	how	they	associate	with	their	cultural	values.	Heritage	consistency	

is	dependent	on	tradition	and	the	level	at	which	an	individual	will	take	part	in	its’	related	behaviors	at	

any	given	time.	 (Spector,	2002).	The	core	understanding	of	the	term	heritage	consistency	 is	that	 it	

determines	one´s	cultural,	ethnic,	and	religious	background.	A	more	traditional	 individual	and	thus	

with	a	stronger	heritage	consistency	is	more	likely	to	follow	the	traditional	health	and	illness	practices	

of	his	or	her	heritage	culture.	(Carteret,	2011;	Spector,	2002)	

Three	terms	dealing	with	heritage	consistency	can	be	outlined	when	working	with	immigrants	

and	refugees:	socialization,	acculturation,	and	assimilation	into	the	majority	culture.	Socialization	is	

when	certain	characteristics	are	derived	from	a	culture	or	group	through	the	molding	occurring	during	

adolescence.	Acculturation	 is	when	an	 individual	 acclimatizes	with	 a	 culture	 to	 take	part	 in	 it	 and	

survive.	 How	 fast	 someone	 becomes	 acculturated	 depends	 on	 choices	 made	 and	 circumstantial	

elements.	Children	often	acculturate	quickly	by	socialization	in	schools,	while	older	members	of	the	

community	acculturate	slowly,	finding	the	process	stressful	and	opting	not	to	engage	in	the	majority	

culture.	Assimilation	is	how	quickly	someone	will	fit	in	and	how	much	he	or	she	will	identify	with	the	

new	culture.	Marriage	into	the	majority	culture	or	employment	within	that	culture	can	be	milestones	

taken	by	someone	going	beyond	assimilation.	(Carteret,	2011;	Spector,	2002).	

To	 provide	 culturally	 responsive	 care,	 heritage	 consistency	 needs	 to	 be	 assessed	 along	with	

socio-economic	factors,	for	example,	health	literacy	and	poverty.	It	needs	to	be	investigated	within	

family	cultures	and	on	an	individual	basis.	To	avoid	generalizing	the	use	of	indicators	within	heritage	

consistency	 can	be	 applied.	 This	will	 decrease	 cultural	 generalizations	 and	 a	measure	 for	 heritage	

consistency	can	be	created	thus	making	it	possible	to	understand	how	closely	each	individual	adheres	

their	traditional	culture.	(Carteret,	2011).	

	
3.4.	Social	determinants	of	health	

An	individual´s	health	has	a	profound	influence	on	his	or	her	quality	of	life	and	is	an	essential	factor	of	

well-being.	Historically,	research	on	health	has	been	approached	from	a	medical	model,	grounded	in	

Western	medicine	-	a	model	that	accentuates	the	individual	and	his	or	her	rights	and	responsibilities	

for	being	healthy	(Lunn,	2014).	 It	prioritizes	the	management	and	treatment	of	diseases	instead	of	



focusing	on	prevention	of	illness	and	maintenance	of	health.	Over	the	past	several	decades,	this	point	

of	view	has	changed	towards	a	more	holistic	view	of	health,	resulting	in	alternative	models	emerging	

that	 take	 into	account	 social	determinants	of	health	and	emphasize	 the	 importance	of	preventive	

measures	at	multiple	levels	(Lunn,	2014).	Social	determinants	of	health	include	factors	linked	to	how	

a	societies'	resources	are	distributed	and	the	advantages	and	disadvantages	to	which	individuals	are	

exposed.	Particular	populations	and	social	groups	experience	persistently	 lower	health	status	 than	

others	 and	 need	 particular	 attention	 to	 understand	 and	 ease	 their	 health	 burden.	 Among	 these,	

refugees	constitute	a	group	of	individuals	with	severe	and	nuanced	health	requirements	(Lunn,	2014;	

Pfarrwaller	&	Suris,	2012).	

The	scope	of	social	determinants	of	health	is	both	complicated	with	many	challenging	factors.	It	

includes	 health	 implications	 of	 economic	 and	 social	 policies,	 as	 well	 as	 contributing	 assets	 that	

investments	in	health	policies	can	bring	(Wilkinson	&	Marmot,	2003).	Even	in	the	most	prosperous	

countries	 and	 communities,	 there	 are	 individuals	 worse	 off	 and	 with	 considerably	 shorter	 life	

expectancies	than	the	affluent.	These	disparities	in	health	are	a	fundamental	social	injustice	and	have	

highlighted	the	most	powerful	determinants	of	health	standards	 in	 today's	societies	as	well	as	 the	

remarkable	sensitivity	of	health	to	the	social	environment	(Marmot	et	al.,	2008;	Wilkinson	&	Marmot,	

2003).	

Recent	research	has	identified	social	health	determinants	for	refugees,	and	describes	four	major	

components:	 social	 characteristics	 (age,	 gender,	 race	 &	 ethnicity,	 family	 structure	 etc.),	 risks	 and	

protective	factors	(major	life	events	and	traumas,	discrimination	stress,	access	&	use	of	health	care,	

diet	&	physical	activity	etc.),	psychosocial	resources	(identity,	culture	&	acculturation,	interpersonal	

relations	etc.)	and	health	status	(mortality	&	morbidity,	idioms	of	distress	etc.)	(Lunn,	2014).	

National	policies	play	a	crucial	 role	 in	outlining	the	social	environment	 in	ways	conducive	to	

better	health,	both	through	behavioral	factors	such	as	nourishing,	exercise	and	quality	of	parenting	as	

well	as	more	structural	aspects	such	as	unemployment,	poverty	and	the	experience	of	work.	Such	

health	policies	were	once	considered	to	be	about	little	more	than	the	arrangement	and	funding	of	

medical	care,	and	the	social	determinants	of	health	was	an	issue	only	discussed	among	academics.	

This	 is	 not	 the	 case	 anymore.	Medical	 care	 can	 improve	 survival	 rates	 and	prognosis	 but	of	more	

importance	for	the	health	of	the	population	as	a	whole,	are	the	economic	and	social	circumstances	

making	individuals	ill,	thus	requiring	health	care	(Marmot	et	al.,	2008;	Wilkinson	&	Marmot,	2003).	

Access	to	quality	health	care	and	utilization	of	health	care	systems	are	vital	to	attaining	good	

and	 equitable	 health.	 The	 health	 care	 system	 itself	 is	 in	 a	 way	 a	 social	 determinant	 of	 health,	

influenced	by	and	influencing	the	effect	of	other	social	determinants.	Ethnicity,	education,	occupation,	

gender	and	place	of	residence	are	all	related	to	individual´s	access	to	and	experiences	and	benefits	



from	medical	care.	Policymakers	have	an	important	role	across	all	branches	of	society,	to	establish	

that	policies	and	actions	in	other	divisions	improve	health	equity	(CSDH,	2008).	

	 	



4.	Migration	

	
4.1.	Migration	and	forced	migration	

Closely	 linked	 to	 globalization	 is	 the	 term	migration,	 a	 term	 related	 to	 a	 variety	 of	 problems	 that	
confront	authorities	and	nations	worldwide.	Migration	is:	
	

[A]	process	of	social	change	where	an	individual,	alone	or	accompanied	by	others,	

because	 of	 one	 or	 more	 reasons	 of	 economic	 betterment,	 political	 upheaval,	

education	or	other	purposes,	leaves	one	geographical	area	for	prolonged	stay	or	

permanent	settlement	in	another	geographical	area.	

(Bhugra,	2004)	
	
Migration	is	as	old	as	humanity	itself	-	hunting	and	gathering	societies	migrated	regularly,	and	people	

have	been	fleeing	war,	persecution	and	political	struggle,	hunger,	and	famine,	since	the	beginning	of	

history.	Migration	has	thus	played	a	important	part	in	configuring	the	world	into	what	it	is	today.	It	

has	 been	 a	 persistent	 feature	 in	 human	 history	 but	 it´s	 causes,	 attributes,	 and	 direction	 of	 flow,	

fluctuate	 constantly.	 They	 are	 influenced	 by	 and	 have	 an	 effect	 on	 economic,	 political	 and	 social	

conditions	 -	both	within	and	between	states	 (Bhugra,	2004;	Carballo	et	al.,	1998;	Stephen	Castles,	

2003;	 Ingleby,	2005;	"What	 is	 forced	migration?",	2012).	Today,	as	many	as	240	million	 individuals	

cross	borders	on	an	annual	basis	and	migration	has	become	an	inseparable	and	inescapable	part	of	

social	and	economic	development	on	a	global	scale	(UNHCR,	2015;	United	Nations	Population	Fund,	

2016).	It´s	possible	for	a	large	proportion	of	the	world's	population	to	move	elsewhere,	and	this	has	

become	an	important	part	of	their	worldview.	Poverty	causes	people	in	some	regions	to	try	their	luck	

elsewhere	 while	 authorities,	 are	 doing	 what	 they	 can	 to	 avert	 immigration	 to	 their	 respective	

territories.	Voluntary	migration	 is	expanding,	but	 so	are	disastrous	 forms	of	displacement.	Natural	

disasters,	persecution,	wars	and	other	complicated	emergencies	demolish	infrastructure	and	affect	

more	people	 than	ever	before.	With	 increased	concentration	of	 the	worlds'	population,	more	and	

more	people	are	affected	by	emergencies	of	this	kind	(Carballo	et	al.,	1998).	

Forced	migration	 is	 "a	general	 term	 that	 refers	 to	 the	movements	of	 refugees	and	 internally	

displaced	people	(those	displaced	by	conflicts)	as	well	as	people	displaced	by	natural	or	environmental	

disasters,	 famine	 or	 development	 projects"	 ("What	 is	 forced	 migration?",	 2012).	 Wars	 and	 other	

violent	disputes	are	the	reason	millions	of	people	flee	their	home	country.	The	following	uprooting	

creates	 bureaucratic	 problems,	 places	 a	 threat	 on	 global	 security	 and	 puts	 the	 lives	 of	 displaced	

individuals	and	aid-workers	in	danger	(Castles,	2003;	UNHCR	Statistical	Yearbook	2014,	2015).	



Forced	 migration	 is	 often	 divided	 into	 three	 categories:	 “conflict-induced	 displacement,	

development-induced	 displacement	 and	 disaster-induced	 displacement”	 (Lischer,	 2007).	 Conflict-

induced	 displacement	 refers	 to	 individuals	 that	 are	 pressured	 to	 leave	 their	 homes	 due	 to	 wars,	

generalized	violence,	and	persecution,	based	on	religion,	race,	nationality,	political	opinions	or	social	

group.	A	large	part	of	this	group	crosses	international	borders	on	its	way	to	safety,	and	this	is	of	late	

the	 biggest	 group	 of	 refugees	 and	 asylum	 seekers	 in	 Western	 societies	 (Lischer,	 2007;	 UNHCR	

Statistical	Yearbook	2014,	2015).	Some	seek	asylum	under	international	law	whereas	other	decide	to	

remain	anonymous,	often	due	to	concern	that	they	will	not	be	granted	asylum	and	will	be	sent	back	

to	where	they	came	from	(Lischer,	2007).	Conflict-induced	displacement	is	the	kind	of	displacement	

most	common	for	refugees	seeking	asylum	in	Western	societies	today	(UNHCR	Statistical	Yearbook	

2014,	2015).	It	incorporates	two	fundamental	factors:	the	violence	resulting	in	the	uprooting	and	the	

attributes	of	 the	 following	displacement	crises.	These	 factors	are	often	confused	and	merged,	and	

displaced	people	thus	viewed	as	an	undifferentiated	mass.	In	reality,	people	forced	to	flee	their	home	

because	of	conflict	are	typically	motivated	by	various	factors,	based	on	social,	economic,	political	and	

geographic	elements	 (Lischer,	2007;	"What	 is	 forced	migration?",	2012).	 Involuntary	migration	has	

increased	considerably	since	the	conclusion	of	World	War	II	in	1945,	as	a	result	of	escalating	numbers	

of	armed	conflicts,	both	within	and	between	nations,	increased	political	turmoil	and	ethnic	cleansing.	

It	has	become	an	elemental	part	of	relationships	between	the	north	and	south,	firmly	related	to	the	

process	of	worldwide	social	transformation	(Castles,	2003;	Ingleby,	2005).	

Migration	and	refugee	movements	form	a	comparatively	recent	and	constantly	evolving	field	of	

research	 in	 cultural	 anthropology.	 Transnational	 interconnections	define	our	 current	world,	 rather	

than	 locally	established	and	defined	 research	spaces,	with	ethnologists	exploring	 the	new	and	 the	

different	 cultural	 interpretation	 and	 reinterpretation.	 Today,	 one	 of	 the	 focal	 points	 of	 cultural	

anthropology	 is	 finding	 ways	 to	 approach	 cultural	 and	 ethnic	 diversity	 in	 times	 of	 escalating	

globalization.	Anthropologists	 try	 to	 explain	 the	 concequences	of	migration	 and	 flight	movements	

with	the	contradictory	social,	provincial	and	cultural	forms	of	the	reinvention	and	production	of	group	

identities.	Migrating	groups	rearrange	in	new	environments,	reconstruct	their	histories	and	cultural	

values,	giving	the	"ethnic"	a	“non-localized,	harder	to	define	quality”	(Binder,	2005).	

	
4.2.	Effects	of	migration	

Migration	has	been	described	as	a	risk	factor	for	physical	and	mental	health	(Berlin,	2010).	Refugees´	

journey	from	one	place	to	another	often	includes	multiple	border	crossings,	difficult	passages,	and	

stays	in	formal	or	informal	camps.	The	migration	movement	is	often	distinguished	by	ongoing	fear	of	

violence,	 and	 the	 resettlement	 process	 can	 take	 a	 long	 time,	 involving	 anxiety	 and	 insecurities	



regarding	reception	or	denial	of	asylum	status	(Grove	&	Zwi,	2006).	Refugees	carry	with	them	their	

knowledge	and	experience	and	often	encounter	a	sense	of	dislocation,	isolation,	and	loss	in	the	new	

place,	which	can	lead	to	feelings	of	not	belonging	and	alienation	(Bhugra,	2004;	Roizblatt	&	Pilowsky,	

1996).	 Immigrants	 bring	with	 them	 the	 richness	 of	 their	 cultures	 but	 are	 required	 to	 adjust	 their	

cultural	identity	and	adapt.	This	is	referred	to	as	acculturation	and	is	a	complicated	and	psychosocial	

process	where	cultural	learning	and	behavioral	adaptation	occurs,	such	as	learning	a	new	language	

and	 absorbing	 different	 values	 (Samarasinghe,	 Arvidsson,	 Abrahamsson,	 &	 Fridlund,	 2012).	

Acculturation	may	lead	to	feelings	of	confusion	and	disorientation	as	new	ways	of	culture	are	being	

created	where	old	ways	do	not	work,	and	new	ones	are	still	unclear	(Berlin,	2010).	This	type	of	stress	

is	not	fully	understood	but	seems	to	affect	immigrants´	health,	both	physical	and	mental,	through	a	

transformation	of	identity	and	self-perception,	which	affects	the	bodies´	bio-chemical	system,	and	can	

lead	to	psychological	distress	-	so	called	acculturative	stress	(Caplan,	2007;	Samarasinghe	et	al.,	2012).	

Involuntary	migration,	 caused	 by	 for	 example	war	 and	 persecution,	 is	 a	 known	 challenge	 to	

health	 and	 well-being	 of	 families	 within	 cultural,	 social	 and	 psychological	 areas	 (Nabi,	 2014;	

Samarasinghe	et	al.,	2012).	Previous	research	has	indicated	that	different	reasons	for	migration	cause	

different	migration	problems	and	that	migration	due	to	ethical	or	political	conflict	causes	more	mental	

and	psychological	problems	than	voluntary	migration	(Nabi,	2014).	Negative	experiences	in	the	home	

country	cause	severe	psychosocial	and	physical	health	concerns	in	refugees,	which	make	them	more	

reliant	and	vulnerable	when	in	contact	with	authorities.	This	is	prominent	in	healthcare	and	it	 is	of	

importance	to	establish	good	communication	between	refugees	and	healthcare	workers	as	studies	

have	 shown	 that	 poor	 communication	 between	 these	 parties	 has	 an	 adverse	 effect	 on	 refugee´s	

physical	and	mental	health.	When	psychological	and	psychiatric	disorders	such	as	depression	and	Post	

Traumatic	Stress	Disease,	PTSD,	are	present,	it	is	crucial	that	communication	is	excellent,	and	health	

care	 workers	 need	 to	 remember	 that	 cultural	 diversity	 influences	 both	 verbal	 and	 non-verbal	

communication.	 To	prevent	misunderstandings	 and	 frustration,	 sensitivity	 and	basic	 knowledge	of	

refugee´s	backgrounds	is	required	-	meeting	them	in	a	respectful	and	sensitive	way	reduces	the	risk	

of	misunderstanding	and	makes	betters	communication	(Nabi,	2014).	

	
4.2.1	Effect	on	children	and	families	

Whereas	 some	 experiences	 of	 young	 people	 and	 refugee	 children	 overlap,	 many	 of	 the	 refugee	

children´s	experiences	are	unique	and	distinctive	due	to	their	exposure	to	violence	prior	to	arrival	and	

because	 of	 various	 stressors	 upon	 resettlement	 (McFarlane,	 Kaplan,	&	 Lawrence,	 2011).	 	 Refugee	

children	encounter	far	more	threats	to	their	security	and	well-being	than	the	average	child.	Before	

the	flight,	brutal	violence	and	sudden	emergencies	are	an	everyday	part	of	their	lives,	during	the	flight	

they	witness	separation	of	families,	and	upon	arrival	in	the	resettlement	country,	they	encounter	a	



plethora	of	 challenges.	 This	 can	 result	 in	poor	mental	 and	physical	health,	with	 their	psychosocial	

wellbeing	 deeply	 affected	 (McFarlane	 et	 al.,	 2011).	 The	 settlement	 process	 often	 proofs	 to	 be	 a	

difficult	time	for	refugee	children.	They	remain	separated	from	family	members	and	friends	and	often	

worry	about	 family	members	 remaining	overseas.	Acculturation	may	become	difficult,	with	added	

stress	due	to	juggling	of	two	cultures	simultaneously.	The	education	of	many	of	these	children	has	

been	disrupted,	which	makes	adjustments	to	the	new	education	system	problematic	(McFarlane	et	

al.,	2011).	

Ecological	 factors	 influence	 the	well-being	of	 refugee	children	 in	positive	and	negative	ways.	

Positive	self-esteem,	adaptability,	and	family	cohesion	have	been	recognized	as	positive	factors,	while	

family	separation,	role	change,	parental	unemployment	and	poor	parental	psychological	health	are	

known	as	 risk	 factors	 (McFarlane	et	al.,	2011).	Migration	 in	 itself	has	a	 tremendous	 impact	on	the	

family	as	a	whole.	Schor	(2003)	states	that	a	child´s	health	is	directly	influenced	by	the	parent´s	mental	

and	physical	health	status,	as	well	as	social	circumstances.	He	further	states	that	children´s	problems	

are	linked	to	their	parents.	It	has	been	reported	that	the	first	18	months	after	arrival	in	a	new	country	

are	a		possible	risk	factor	for	decreased	mental	health	in	refugee	children	and	presumably	linked	to	

stress	 within	 the	 family	 (Hjern,	 Angel,	 &	 Jeppson,	 1998).	 Previous	 studies	 have	 shown	 that	 the	

different	phases	of	a	forced	migration	process	(pre-migration,	migration,	and	post-migration)	have	a	

great	negative	impact	on	families´	health	and	family	function	with	a	weakened	parent	role	(Nabi,	2014;	

Samarasinghe	et	al.,	2012;	Samarasinghe,	2011).	Many	of	these	migrating	families	have	experienced	

traumatic	events	in	their	countries	of	origin,	leading	to	heavy	psychosocial	stress.	This	stress	is	also	

linked	to	the	migration	itself	and	the	alienation	they	face	in	the	new	country	(Samarasinghe,	2011).	

The	 family	 unit	 is	 under	 tremendous	 stress	 during	 the	 immigration	 and	 acculturation	 processes	

resulting	 in	 different	 roles	 within	 the	 family	 that	 can	 escalate	 into	 major	 crises	 of	 inter-family	

relationships	 (Berlin,	 2010).	 Parents	 lose	 their	 self-image	 that	 leads	 to	 feelings	 of	 incompetence,	

isolation,	and	annihilation.	On	the	other	hand,	children	tend	to	adapt	more	rapidly	to	the	new	country	

regarding	culture,	language,	and	values,	leading	to	children	and	parents	being	in	different	processes	

at	different	times.	This	is	proven	to	negatively	affect	the	whole	family	regarding	health	and	wellbeing	

(Nyberg,	1993;	Segal	&	Mayadas,	2005).	

	
4.2.2	Effect	on	health	

Multiple	 physical	 and	mental	 health	 problems	 can	 arise	 from	 the	 experiences	 of	 refugee	

children	and	their	families.	They	have	witnessed	violence	and	loss,	had	to	 leave	behind	all	

their	family,	friends,	and	belongings,	and	had	to	settle	in	a	new	country.	They	have	to	adapt	

to	a	new	society	with	its	distinct	culture	and	norms;	that	may	differ	greatly	to	what	they´re	



used	to	in	their	countries	of	origin	(McFarlane	et	al.,	2011).	Due	to	this	stress,	refugee	children	

are	 more	 likely	 to	 experience	 mental	 health	 ailments	 and	 symptoms	 than	 the	 majority	

population	 (McFarlane	 et	 al.,	 2011).	 According	 to	 recent	 research,	 PTSD,	 depression	 and	

anxiety	 are	 particularly	 prevalent	 in	 this	 group,	 but	 a	 range	 of	 other	 mental	 health	

consequences	 have	 been	 mentioned,	 for	 example	 grief,	 conduct	 disorders,	 learning	

disabilities,	developmental	disorders	and	physical	problems	(McFarlane	et	al.,	2011).	

Migration	 has	 become	 one	 of	 the	most	 essential	 factors	 affecting	 global	 health	 and	

social	 development.	 Even	 under	 the	 best	 of	 conditions,	 the	 uprooting,	 displacement,	 and	

resettlement	brought	on	by	migration,	voluntary	or	forced,	bring	with	it	multiple	challenges.	

Migration	affects	“those	who	move,	those	left	behind	and	those	receiving	migrants”	(Carballo	

et	al.,	1998).	The	significance	for	healthcare	systems	of	receiving	countries	can	be	extensive	

(Carballo	et	al.,	1998).	The	‘push’	of	poverty	causes	most	migrants	to	move,	rather	than	the	

‘pull’	of	better	living	conditions.	This	indicates	that	they	often	come	from	socioeconomically	

deprived	backgrounds	with	a	reduced	quality	of	life	or	health	and	arrive	in	the	resettlement	

country	with	health	profiles	similar	to	those	typical	 in	their	countries	of	origin	 (Carballo	&	

Nerukar,	2001).	Refugees	differ	 from	other	migrants;	 	 they	have	been	 forced	 to	 flee	 their	

country	of	origin	and	are	typically	less	prepared	economically	and	materially	when	they	arrive	

in	 the	 country,	 compared	 to	 traditional	 immigrants	 seeking	 economic	 gain	 with	 their	

migration	("What	has	forced	migration?",	2012).	They	usually	leave	their	homes	without	their	

belongings	and	have	little	control	over	events	and	consequences.	A	long	time	may	pass	from	

when	they	leave	their	home	country	and	officially	become	refugees	until	they	arrive	in	the	

resettlement	country.	The	transition	can	be	challenging	and	dangerous	and	is	often	marked	

by	 inhuman	 and	 hazardous	 conditions	 with	 risk	 of	 drowning,	 violence	 and	 prolonged	

exposure	 to	 heat,	 cold,	 disease	 or	 injury	 (Carballo	 &	 Nerukar,	 2001;	 “What	 is	 forced	

migration?”,	2012).	

The	resettlement	process	in	the	new	country	can	contribute	to	social	marginalization,	

loss	of	social	network	and	issues	regarding	access	to	health	care,	resulting	in	adverse	health	

problems	such	as	depression	and	anxiety	(Boyer,	2002;	Carballo	et	al.,	1998).	Research	has	

indicated	that	forced	migrants	experience	some	barriers	when	accessing	health	care	in	the	

resettlement	 countries.	 Examples	 of	 this	 is	 lack	 of	 information	 on	 how	 and	where	 to	 get	

medical	 assistance,	 language	 barriers,	 fear	 of	 persecution	 stemming	 from	 previous	

experience,	lack	of	cultural	competence	and	systemic	issues	related	to	their	situation	as	status	



less	(Fang	et	al.,	2015;	Grove	&	Zwi,	2006;	Shishehgar,	Gholizadeh,	DiGiacomo,	&	Davidson,	

2015).	Refugee	populations	are	thus	at	risk	and	often	have	unique	and	complex	health	needs	

that	acquire	immediate	attention	upon	arrival,	as	well	as	follow-up	and	treatment	throughout	

the	resettlement	process.	Physical	ailments	like	high	blood	pressure,	cancer	and	heart	disease	

are	escalating	in	refugees	caused	by	stress,	poverty	and	changes	in	lifestyle	and	diet	(Grove	

&	Zwi,	2006).	Immigrants	often	have	limited	knowledge	of	the	healthcare	system	in	the	new	

country.	This	can	make	existing	conditions	worse,	as	immigrants	tend	to	seek	medical	care	at	

a	 later	 stage	 in	 their	 illness	 than	 individuals	of	 the	majority	population	 (Shishehgar	et	 al.,	

2015).	Immediate	access	to	medical	care	is	crucial	in	assessing	and	focusing	on	mental	health	

problems	of	 immigrants,	many	of	whom	suffering	from	untreated	mental	disorders	due	to	

poor	access	to	appropriate	health	care	(Grove	&	Zwi,	2006;	Shishehgar	et	al.,	2015).	Many	

immigrants	 experience	 a	 culture	 shock	 when	 differences	 in	 expectations,	 ideals,	 and	

communal	beliefs	become	apparent	in	the	new	country.	Diverse	cultural	patterns	can	result	

in	 struggle	 within	 families,	 relationship	 breakdowns	 and	 divorce.	 It	 can	 also	 influence	

immigrants'	health	seeking	behaviors	due	to	communication	problems	and	misunderstanding	

(Shishehgar	et	al.,	2015).	

To	 achieve	 the	 best	 possible	 outcome	 in	 health,	 it	 is	 critical	 that	 receiving	 countries	

respond	in	ways	that	enhance	health	equity	and	respect	national	resource	limitations	at	the	

same	time	(Anderson	et	al.,	2003).	The	fact	is	that	instead	of	responding	to	the	health	needs	

of	 this	 vulnerable	group,	many	 receiving	 countries	 are	more	 concerned	with	 the	negative	

effect	 the	 group	and	 its	 health	 status	has	on	 their	 community,	 both	 regarding	 the	 risk	of	

infections	and	overload	on	the	health	care	system.	Immigrants	are	screened	and	quarantined	

to	avoid	the	spread	of	disease,	and	the	receiving	community	 is	seen	as	at	risk	rather	than	

attending	to	the	health	needs	of	the	refugees	(Anderson	et	al.,	2003).	Differences	in	referral	

and	treatment	plans	have	been	shown	to	be	associated	with	racial	and	ethnic	backgrounds	

and	negative	attitudes	towards	different	ethnic,	or	racial	groups	have	been	detected	among	

health	care	workers	in	the	global	North.	Irrespective	of	if	these	attitudes	and	behaviors	are	

conscious	or	unconscious,	they	shape	the	experience	refugees	and	other	migrants	have	of	the	

health	care	system	and	affect	their	health	and	the	way	they	seek	care	(Anderson	et	al.,	2003;	

Carballo	et	al.,	1998;	Grove	&	Zwi,	2006).	

	
	 	



5.	Culture	and	caring	for	culturally	diverse	groups	

	
5.1.	Culture	and	disruption	of	culture	

The	 term	 culture	 has	 many	 different	 definitions	 and	 meanings.	 Various	 cultural	 groups	 view	 the	

concept	of	culture	in	a	variety	of	ways,	but	there	is	a	growing	commitment	to	recognizing	a	common	

humanity	 in	 culture,	 a	 sense	 of	 interconnections	 and	 belonging	 in	 a	 multifaceted	 universe	 (Ngo,	

Canada,	Citizenship	and	Immigration	Canada,	Alberta,	&	Human	Rights	Education	and	Multiculturalism	

Fund,	2010).	The	anthropologist	Edward	B.	Tylor	was	the	first	 to	use	the	term	in	this	way	 in	1871,	

saying	 that	 culture	 was	 “that	 complex	 whole	 which	 includes	 knowledge,	 belief,	 art,	 law,	 morals,	

custom,	and	any	other	capabilities	and	habits	acquired	by	man	as	a	member	of	society”	(Tylor,	1871).	

(Ngo	et	al.,	2010)	state	that	culture	describes:		

	
[P]patterns	of	being	for	a	particular	group	of	people	and	the	expression	of	these	

patterns	by	members	of	the	group.	It	is	embedded	in	everything	that	people	think,	

everything	that	people	do,	and	everything	that	people	own	as	members	of	a	given	

group	(p.	37).	

	
People	of	a	particular	group	or	society	have	a	common	worldview	with	distinct	 ideas,	perceptions,	

beliefs	and	values	(Leininger,	1996;	Ngo	et	al.,	2010).	This	worldview	serves	as	a	guideline,	telling	them	

how	to	recognize	and	interpret	the	world,	how	to	act	in	relation	to	other	people,	authority,	and	nature,	

and	how	to	experience	the	world	emotionally	(Ngo	et	al.,	2010).	Cultural	values	give	individuals	not	

only	a	sense	of	direction	but	also	a	meaning	to	life	(Campinha-Bacote,	2003;	Ngo	et	al.,	2010).	Cultural	

expressions	 are	 seen	 in	 all	 aspects	 of	 life:	 social	 patterns,	 social	 structures,	 traditions,	 beliefs,	

language,	 religion,	 education	 and	more.	 People	 of	 a	 particular	 society	 have	 either	 inherited	 their	

norms,	 beliefs,	 values	 and	 objects	 from	 their	 ancestors	 or	 invented	 them	 or	 adopted	 from	 other	

societies.	Very	few	societies	are	based	on	only	one	culture.	They	have	multiple	and	distinct	cultures	

within	 them,	 each	 with	 their	 own	 attributes	 (Campinha-Bacote,	 2003).	 Culture	 is	 not	 static.	 It´s	

dynamic,	 constantly	 adapting	 to	 change	 and	 evolving,	 and	 reflecting	 accumulative	 responses	 of	 a	

collective	entity.	A	healthy	society	must	make	sure	 that	various	aspects	of	 its	culture	develop	 in	a	

coherent	and	consistent	manner,	change	must	happen	gradually	(Ngo	et	al.,	2010;	UNHCR,	1994).	

The	upheaval	caused	by	a	refugee	movement	can	dramatically	affect	the	coherence	of	society's	

culture	and	cause	standard	rules	and	values	to	break	down.	This	disruption	can	have	a	substantial	

effect	on	 children	 in	particular.	 Their	natural	 social	 and	cultural	 environment	disappears,	with	 the	

consequent	suffering	of	human	relationships	(UNHCR,	1994).	Parental	distress,	fear	and	anxiety	can	



severely	affect	the	emotional	development	of	their	children,	and	as	a	result,	children	often	lose	their	

role	models	in	the	refugee	process.	Typically,	parents	hold	the	role	of	caregivers	and	role	models	for	

their	children,	thus	contributing	to	the	development	of	their	identities,	skills,	and	values.	If	separated	

from	one	parent	or	both,	children	are	often	deprived	of	an	important	role	model	(UNHCR,	1994).	This	

also	sometimes	happens	though	both	parents	are	still	present;	their	potential	to	act	as	role	models	

has	often	diminished	because	of	the	loss	of	normal	livelihood	and	living	pattern	(Fazel	&	Stein,	2002;	

UNHCR,	1994).	

Not	only	do	 the	children´s	 role	models	often	change	during	 the	 refugee	situation.	Their	own	

roles	often	do	as	well.	They	often	take	on	responsibilities	of	an	adult	that	may	result	in	neglect	of	their	

developmental	needs	with	overwork	and	 lack	of	opportunities	 for	play	or	studies.	 In	cross-cultural	

situations,	when	refugee	children	come	in	contact	with	other	cultures	than	their	own,	children	may	

rapidly	 lose	their	culture.	They	tend	to	 instinctively	adapt	and	conform	to	a	new	environment,	 i.e.	

regarding	language,	religion	and	customs	(UNHCR,	1994).	They	often	lose	their	mother	tongue	quickly,	

with	the	result	of	a	vital	part	of	their	identities	being	lost.	A	growing	alienation	between	parents	and	

children	is	likely	to	happen,	especially	if	the	parents	have	troubles	adjusting	to	the	new	situation	(Fazel	

&	Stein,	2002;	UNHCR,	1994).	

Culture	 and	 the	 freedom	 to	 participate	 in	 cultural	 life	 are	 acknowledged	 as	 human	 rights	

(UNHCR,	1994).	Through	culture,	children	are	provided	with	 identity	and	continuity.	Children	 learn	

their	 place	 in	 the	 family	 and	 larger	 community	 through	 learning	 the	 values	 and	 tradition	 of	 their	

culture	 (UNHCR,	 1994).	 Every	 society	 has	 distinct	 social	 and	 religious	 beliefs	 as	 well	 as	 ways	 of	

interpreting	and	explaining	the	world	around	them.	Values	held	by	a	social	group	are	determined	by	

culture	as	are	the	rules	that	make	sure	that	these	values	are	upheld,	including	the	values	of	raising	the	

societies’	children	(Fazel	&	Stein,	2002;	Ngo	et	al.,	2010;	UNHCR,	1994).	

	
5.2.	Caring	for	culturally	diverse	clients	

A	causal	connection	exists	between	culture	and	health.	Out	of	the	myriad	of	elements	known	to	affect	

health	beliefs	and	behaviors,	culture	is	the	most	influential.	To	be	able	to	receive	and	care	for	these	

diverse	individuals,	healthcare	professionals	need	to	participate	in	the	process	of	becoming	culturally	

competent	 (Campinha-Bacote,	 2003).	 Groups	 of	 forced	 migrants	 are	 culturally	 diverse	 with	

complicated	health	and	social	needs	 that	stem	from	previous	experiences,	such	as	 trauma	 in	 their	

countries	of	origin.	Different	cultures	perceive	health	and	illness,	caring	and	death	in	a	variety	of	ways	

-	leading	to	misunderstandings	and	challenges	in	the	health	care	system.	Health	care	workers	have	

had	 little	 help	 dealing	with	 this	 and	 often	 find	 it	 difficult	 to	 understand	 the	way	 others	 interpret	

disease	and	suffering	(Giger	et	al.,	2007).	This	may	be	changing	as	now	there	seems	to	be	a	movement	



forward,	toward	an	improved	understanding	of	universal	humanity	and	a	more	competent	health	care	

practice	with	attention	on	human	rights	(Giger	et	al.,	2007;	Grove	&	Zwi,	2006).	

In	 the	 past	 decades	 the	 world	 has	 undergone	 unprecedented	 and	 at	 times	 volatile	 change.	

Social,	economic	and	political	issues	are	today	far	from	what	they	were	in	the	20th	century	resulting	

in	uncertainty	as	well	as	opportunities.	Globalization	has	become	a	fact	of	life.	Unparalleled	numbers	

of	immigrants	have	arrived	in	new	countries,	as	a	result	of	various	migrations,	and	transformation	of	

nations	that	once	consisted	of	a	single	ethnic	or	religious	group	into	multicultural	communities.	This	

has	brought	tremendous	change	to	nursing	and	health	care,	and	cultural	competence	has	become	

increasingly	important	(Ray,	2010).	With	this	in	mind,	Madeleine	Leininger	developed	the	transcultural	

movement	in	nursing	early	in	the	1960s	(Ray,	2010).	According	to	Leininger,	transcultural	nursing	is	a	

field	of	research	and	practice	with	a	primary	focus	on		care	values	and	beliefs	based	on	culture,	aiming	

to	assist	cultures	and	subcultures	maintaining	or	regaining	their	health	and	wellbeing.	She	defined	it	

as	"the	relationship	between	charity	and	right	action	-	between	love	as	compassion	and	response	to	

suffering	and	need,	and	justice	or	fairness	of	doing	what	ought	to	be	done	within	the	[dynamics]	of	

culture	[nursing	situations,	organizations],	or	society"	(Ray,	2010).	This,	she	argues,	can	be	achieved	

by	 providing	 culture-specific	 and	 universal	 health	 care	 to	 people	 who	 face	 illness,	 death	 or	

unacceptable	 conditions	 in	 a	 culturally	 meaningful	 way	 (Leininger,	 1996;	 Ray,	 2010).	 Health	 care	

workers	that	understand	and	value	culturally	competent	care	can	meet	and	care	for	culturally	diverse	

groups	in	a	better	way	(Ray,	2010).	

	
5.2.1.	Cultural	competence	

Cultural	competence	in	health	care	has	surfaced	as	a	means	to	confront	elements	that	can	cause	to	

racial/ethnic	 discrepancy	 (Betancourt,	 Green,	 Carrillo,	 &	 Park,	 2005).	 The	 concept	 describes	 the	

capacity	organizations	have	to	care	for	individuals	with	diverse	principles,	ideologies	and	behaviors.	It	

involves	customized	ways	to	meet	the	social,	cultural	and	linguistic	requirements	of	an	individual	with	

the	 aim	 to	 produce	 a	 healthcare	 system	 that	 cares	 for	 every	 individual	 in	 the	 best	 way	 possible,	

regardless	of	race,	ethnicity	or	cultural	background.	Cultural	competence	involves	personal,	as	well	as	

collective	abilities	 to	 function	 in	an	efficient	manner	 in	 cross-cultural	 situations	 (Betancourt	et	 al.,	

2005;	Betancourt,	Green,	Carrillo,	&	others,	2002;	Ngo	et	al.,	2010).	Cross,	Bazron,	Dennis,	&	Isaacs	

(1989)	define	cultural	competence	as	"a	set	of	congruent	behaviors,	attitudes,	and	policies	that	come	

together	 in	 a	 system,	 agency,	 or	 amongst	 professionals	 and	 enables	 that	 system,	 agency	 or	 those	

professionals	to	work	effectively	in	cross-cultural	situations."	

Previous	research	has	identified	some	sociocultural	hurdles	amid	patients,	clinical	providers	and	

healthcare	systems,	that	can	impact	the	quality	of	care	and	cause	racial	and	ethnic	(Betancourt	et	al.,	

2005).		



First,	lack	of	diversity	in	both	the	workforce	and	leadership	can	be	a	potential	obstacle	to	quality	

care.	Minorities	make	up	for	increasingly	larger	parts	of	northern	populations,	but	this	isn´t	reflected	

in	 the	health	care	workforce,	and	senior	 leaders	 in	healthcare	management	are	almost	exclusively	

natives	of	the	receiving	country.	This	is	a	grave	concern	because	research	has	shown	that	health	care	

professionals	 from	 minority	 groups	 are	 more	 inclined	 to	 consider	 sociocultural	 elements	 when	

organizing	 healthcare	 systems	 to	 meet	 the	 requirements	 of	 minority	 social	 groups.	 Studies	 have	

furthermore	found	that	when	patients	and	health	care	workers	share	a	racial	or	ethnic	background;	

self-rated	quality	of	care,	and	patient	satisfaction	is	higher	(Betancourt	et	al.,	2005;	Betancourt	et	al.,	

2002).		

Second,	 health	 care	 systems	 are	 poorly	 designed	 for	 a	 diverse	 patient	 population,	 and	 not	

responsive	 to	 their	 particular	 needs.	 The	 biggest	 issue	 seems	 to	 be	 language	 barriers,	 lack	 of	

interpreter	 services	 or	 linguistically	 appropriate	 health	 education	 materials,	 resulting	 in	 patient	

dissatisfaction,	poor	comprehension	and	decreased	adherence	to	treatment,	with	resulting	all	around	

lower-quality	care	(Betancourt	et	al.,	2005).		

Third,	 poor	 cross-cultural	 communication	 between	medical	 staff	 and	 patients	 has	 also	 been	

identified	as	a	barrier.	Other	forms	of	communication	hinders,	apart	from	language	barriers,	can	also	

lead	to	diminished	quality	of	care.	Healthcare	professionals	may	not	recognize	sociocultural	disparities	

between	themselves	and	their	clients,	which	contributes	to	poorer	communication	and	connections,	

that	 again	 results	 in	 patient	 dissatisfaction,	 poor	 adherence	 to	 treatment	 and	 medication	 and	

decreased	health	outcomes	(Betancourt	et	al.,	2005;	Ngo	et	al.,	2010).		

Finally,	when	health	care	workers	fail	to	take	sociocultural	factors	into	account,	they	may	resort	

to	stereotyping,	that	in	turn	can	affect	their	behavior	and	medical	decision-making	(Betancourt	et	al.,	

2005;	Betancourt	et	al.,	2002).	

Although	scholars	have	hypothesized	that	cultural	competence	ultimately	leads	to	a	decline	in	

racial	 and	 ethnic	 diversities	 in	 healthcare,	 research	 that	 has	 connected	 cultural	 competence	 and	

improvement	in	healthcare	is	scant	(Betancourt	et	al.,	2002;	Ngo	et	al.,	2010).	Although	not	clearly	

shown	through	research,	experts	in	the	medical	field	draw	clear	links	between	cultural	competence,	

eradication	of	 racial	 or	 ethnic	disparities	 in	healthcare,	 and	enhancement	of	 care.	 They	 state	 that	

culturally	competent	changes	 in	healthcare	systems	improve	the	overall	quality	of	care	and	should	

take	place	at	organizational	and	clinical	 levels	within	healthcare	systems	 (Betancourt	et	al.,	2002).	

Cultural	 competence	 in	 healthcare	 requires	 providers	 to	 understand	 the	 communities	 they	 are	

treating	and	recognize	the	impact	society	and	culture	have	on	an	individuals´	beliefs	on	health	and	

illness,	as	well	as	the	effect	on	health	care	seeking	behaviors.	Healthcare	providers	need	to	understand	

how	these	components	relate	to	the	health	care	system	itself,	and	how	they	can	prevent	individuals	



from	 different	 cultural	 backgrounds	 from	 attaining	 equitable	 healthcare.	 Cultural	 competence	

includes	 creating	 methods	 to	 diminish	 and	 monitor	 possible	 obstacles	 through	 interventions	

(Betancourt	et	al.,	2002;	Ngo	et	al.,	2010).	

Culturally	competent	care	needs	to	take	place	at	different	levels	of	a	health	care	system,	for	it	

to	work	as	a	whole.	These	levels	can	be	described	as	organizational,	systemic	and	clinical	(Betancourt,	

Green,	 Carrillo,	 &	 Ananeh-Firempong	 2nd,	 2003).	 First,	 on	 a	 corporate	 level,	 the	 nation´s	 health	

system	and	health	policies	are	formed	by	the	authorities	that	outline	them	and	the	professionals	that	

carry	them	out.	Research	has	emphasized	the	importance	of	diverse	groups	of	staff,	ethnically	and	

racially,	both	in	leadership	and	workforce,	and	how	significant	methods	designed	to	ensure	diversity	

in	recruitment	processes	are	(Betancourt	et	al.,	2003,	2002).	

Second,	systems	in	health	care	often	lack	services	that	meet	the	needs	of	minority	populations,	

such	as	interpretive	services	or	appropriate	education	materials,	catered	to	culturally	and	linguistically	

diverse	groups.	To	deliver	quality	care	to	diverse	patient	populations,	health	care	systems	have	to	

request	feedback	from	these	communities	and	to	ask	for	their	opinions	on	how	to	make	the	systems	

better	 with	 the	 aim	 to	 heighten	 patient	 satisfaction	 and	 promote	 well-being.	 Data	 needs	 to	 be	

collected	on	races	or	ethnicities	and	language	preferences	to	efficiently	deliver	interpreter	services	

and	watch	for	differences	in	quality	(Betancourt	et	al.,	2005;	Betancourt	et	al.,	2003).	

Finally,	 the	most	 important	 factor	 seems	 to	be	 clinical	 cultural	 competence,	 so	 sociocultural	

factors	are	taken	into	account	in	the	clinical	encounter.	The	significance	of	cross-cultural	education	

and	 training	 is	 brought	 to	 light	 and	 is	 equally	 important	 for	 senior	 leaders	 as	 the	workforce.	 The	

training	should	ideally	focus	on	knowledge	and	skills	in	transcultural	health	care	and	give	the	health	

care	providers	tools	to	ensure	that	all	patients	receive	equitable	care,	regardless	of	race,	ethnicity	or	

cultural	 background.	 The	 curricula	 should	 be	 evidence-based	 and	 standardized	 and	monitored,	 to	

ensure	 completion.	 It	 should	 also	 be	 devoid	 of	 stereotyping	 ethnic	 groups	 when	 describing	 their	

characteristics.	 Socioeconomic	 factors	 should	 be	 taken	 into	 account	 in	 training,	 as	 well	 as	

communication	skills	and	equipment	to	address	racism	and	bias	(Anderson	et	al.,	2003;	Betancourt	et	

al.,	2003).	

	

	 	



5.3.	The	Process	of	Cultural	Competence	in	the	Delivery	of	Healthcare	Services	

The	 road	 to	 achieving	 cultural	 competence,	 whether	 on	 a	 personal	 or	 organizational	 level,	 is	 not	

straight	 forward.	 It	 includes	 several	 steps	 that	 have	 been	 described	 by	 various	 academics	 (Berlin,	

2010).	One	of	the	most	influential	and	widely	used	is	a	model	described	by	Josepha	Campinha-Bacote:	

The	 Process	 of	 Cultural	 Competence	 in	 the	 Delivery	 of	 Healthcare	 Services.	 It	 observes	 cultural	

competence	as	a	continuous	process	where	healthcare	providers	strive	to	attain	capacity	needed	to	

work	efficiently	within	the	diverse	cultural	contexts	of	their	clients.	This	process	involves	a	few	major	

factors:	cultural	awareness,	cultural	knowledge,	cultural	skill,	cultural	encounters	and	cultural	desire	

(Campinha-Bacote,	2003).	

	
5.3.1.	Cultural	desire	

Cultural	 desire	 describes	 healthcare	 professionals´	 motivation	 for	 engaging	 in	 the	 “process	 of	

becoming	 culturally	 aware,	 knowledgeable,	 skillful	 and	 seeking	 cultural	 encounters”	 (Campinha-

Bacote,	1998).	 It	 is	contrary	to	the	sense	of	being	urged	or	forced	to	take	part	 in	this	process.	The	

concept	 of	 cultural	 desire	 is	 the	 key	 to	 achieving	 cultural	 competence,	 and	 it	 must	 come	 from	

aspiration,	 not	 desperation	 (Campinha-Bacote,	 1998,	 2003;	 Leininger,	 1978).	 Tervalon	 &	Murray-

Garcia	(1998)	state	that	cultural	desire	 involves	a	genuine	passion	for	being	open	and	flexible	with	

others,	for	accepting	that	we	are	all	different	and	for	building	on	similarities	as	well	as	being	curious	

and	learning	from	one	another.	This	is	a	lifelong	process,	sometimes	referred	to	as	cultural	humility.	

Cultural	desire	and	humility	 include	a	commitment	 from	healthcare	providers	 to	 treat	all	patients,	

without	 paying	 attention	 to	 their	 cultural	 beliefs,	 values,	 customs,	 and	 practices,	 even	 when	 it´s	

difficult	and	challenging.		

Conflict	 may	 arise	 when	 clients	 behave	 in	 a	 way	 that	 collides	 with	 the	 healthcare	 worker’s	

beliefs,	e.g.		doing	abortion,	as	well	as	when	religious	beliefs	are	in	direct	contrast.	The	dedication	to	

the	process	of	cultural	desire	requires	the	health	care	provider	to	treat	these	patients	in	the	best	way	

possible,	even	when	the	natural	instinct	is	to	resign	the	case	to	a	co-worker	(Campinha-Bacote,	2003).	

Researchers	have	suggested	that	the	easiest	way	to	treat	patients	with	different	values	and	beliefs	is	

to	see	them	simply	as	unique	human	beings	and	bear	in	mind	that	we	all	come	from	the	same	race	

with	similar	basic	human	needs.	Thus,	the	goal	in	providing	culturally	responsive	and	competent	care	

is	to	find	common	ground	(Campinha-Bacote,	1998,	2003;	Leininger,	1978).	

One	of	the	models	suggested	for	meeting	patients	on	common	ground	is	the	LEARN	model	by	

(Berlin	 &	 Fowkes,	 1982).	 LEARN	 stands	 for	 the	 process	 of	 listening,	 explaining,	 acknowledging,	

recommending	 and	 negotiating.	 The	 healthcare	 worker	 should	 go	 through	 the	 steps	 of	 listening,	



defining,	 recognizing	 and	 suggesting	 in	 a	 non-judgmental	 manner,	 coming	 to	 a	 conclusion	 in	 a	

negotiated	treatment	plan,	where	selected	aspects	of	the	patient´s	culture	are	taken	into	account.	

	
5.3.2.	Cultural	awareness	

Cultural	awareness	is	the	first	step	in	the	process	of	becoming	culturally	competent.	It	occurs	when	

an	individual	examines	his	or	her	cultural	and	professional	background,	reflects	on	ones´	own	cultural	

identity,	cultural	values	and	beliefs	and	recognizes	the	differences	within	his	or	her	own	cultural	group	

(Campinha-Bacote,	 2003).	 In	 this	 process,	 the	 individual	must	 identify	 the	 biases,	 prejudices,	 and	

assumptions	he	or	she	may	carry	about	those	who	are	different.	It	is	an	active,	ongoing	and	conscious	

process,	in	which	the	individual	recognizes	similarities	and	contrasts	between	various	cultural	groups	

(Leininger,	1996).	Cultural	awareness	is	complete	in	the	healthcare	system	when	healthcare	providers	

observe	 how	 the	 spectrum	 of	 similarities	 and	 disparities	 may	 influence	 the	 plan	 of	 care	 and	

professional	collaboration.	 Ignoring	cultural	diversity	and	providing	culturally	 incompatible	medical	

care	 can	 adversely	 affect	 patient	 health	 and	 threaten	 patient	 safety.	 Furthermore,	 a	 health	 care	

provider	who	is	not	aware	of	his	or	her	own	cultural	values	and	its	impact,	is	under	risk	of	imposing	

his	or	her	culture	on	the	patient	and	thus	thrusting	one´s	beliefs,	values	and	behavioral	patterns	upon	

another	culture	(Berlin,	Johansson,	&	Törnkvist,	2006;	Jeffreys,	2008)		

	
5.3.3.	Cultural	knowledge	

Cultural	 knowledge	 entails	 gathering	 an	 informed	 knowledge	 about	 different	 cultural	 and	 ethnic	

groups.	By	gathering	 information	about	health-related	beliefs	and	values	of	clients,	 the	healthcare	

provider	 can	better	understand	 their	world	 view.	The	patient's	worldview	casts	 light	on	how	 they	

interpret	 disease	 and	 illness	 and	 how	 it	 serves	 as	 a	 guideline	 in	 their	 thinking,	 doing	 and	 being.	

Knowing	the	cultural	values	of	diverse	groups	can	help	individuals	cope	better	in	the	midst	of	illness	

(Campinha-Bacote,	2003;	Jeffreys,	2008).	

	 Campinha-Bacote	 (1998)	 and	 Purnell	 (1998)	 identify	 four	 stages	when	 seeking	 knowledge	

about	 diverse	 cultural	 groups:	 unconscious	 incompetence,	 conscious	 incompetence,	 conscious	

competence	and	unconscious	 competence.	Unconscious	 competence	means	 that	one	 is	not	aware	

that	one	lacks	cultural	knowledge.	The	health	care	provider	is	thus	not	mindful	of	the	fact	that	cultural	

differences	 exist	 between	 them	and	 their	 clients.	Conscious	 incompetence	 is	 a	 stage	 that	 includes	

awareness	 that	 one	 is	 lacking	 knowledge,	 recognized	 through	 attending	 workshops	 on	 cultural	

diversity,	 reading	about	 the	matter	or	directly	experiencing	encounters	with	patients	 from	diverse	

cultures.	Healthcare	workers	know	at	this	stage	that	culture	plays	a	crucial	role	in	treating	patients	

but	 are	 not	 familiar	with	 how	 to	 use	 this	 particular	 knowledge	 effectively.	 Conscious	 competence	

includes	intentionally	learning	about	a	patient´s	culture,	verifying	generalizations	and	providing	health	



care	interventions	that	are	culturally	responsive.	Finally,	unconscious	competence	is	the	ability	of	the	

health	care	worker	to	spontaneously	and	seamlessly	provide	culturally	sensitive	care	to	patients	from	

different	cultures	in	a	natural	way	(Campinha-Bacote,	1998,	2003;	Purnell,	1998).	

When	 attaining	 cultural	 knowledge,	 it	 is	 crucial	 to	 take	 into	 account	 intra-cultural	 variation.	

There	is	often	more	variation	within	a	cultural	group	than	across	cultural	groups.	Cultural	assessment	

needs	to	be	made	regarding	each	patient,	as	no	individual	is	a	stereotype	of	one´s	culture	of	origin,	

but	 a	 mixture	 of	 diverse	 elements	 identified	 within	 each	 culture,	 a	 unique	 acquisition	 of	 life	

experiences	and	the	acculturation	to	other	cultures.	Every	healthcare	worker	must	 thus	conduct	a	

culture	assessment	with	each	client	(Campinha-Bacote,	2003;	Leininger,	1978).	

	
5.3.4.	Cultural	skill	

Leininger	(1978)	defines	cultural	skill	as	"a	systematic	appraisal	or	examination	of	individuals,	groups,	

and	 communities	 as	 to	 their	 cultural	 beliefs,	 values	 and	 practices	 to	 determine	 explicit	 needs	 and	

intervention	 practices	 within	 the	 context	 of	 the	 people	 being	 served."	 It	 is	 the	 capacity	 to	 gather	

relevant	 cultural	 data	 regarding	 the	 client	 and	perform	a	 culturally	 informed	physical	 assessment.	

There	 are	 numerous	 tools	 available	 to	 help	 health	 care	 workers	 conduct	 cultural	 assessments	

(Campinha-Bacote,	2003).	However,	 the	health	care	provider	must	bear	 in	mind	that	conducting	a	

cultural	assessment	is	more	complicated	than	asking	the	patients	questions	as	listed	in	a	particular	

guidance	tool.	The	approach	must	be	made	in	a	sensitive	and	responsive	manner,	avoiding	offending	

the	patients	or	making	them	uncomfortable.		The	health	care	worker	must	be	aware	of	how	a	client´s	

biological,	physical	and	physiological	variations	influence	his	or	her	ability	to	conduct	an	accurate	and	

appropriate	 physical	 evaluation,	 due	 to	 differences	 in	 skin	 color,	 body	 structure,	 visible	 physical	

characteristics	and	 laboratory	variances	between	 individuals	 from	different	 racial	or	ethnic	groups	

(Campinha-Bacote,	2003;	Leininger,	1978;	Purnell,	1998).	

	
5.3.5.	Cultural	encounters	

A	 cultural	 encounter	 is	 a	 process	 that	 inspires	 the	 healthcare	 professional	 to	 engage	 in	 direct	

conversations	with	clients	from	culturally	different	backgrounds.	By	interacting	with	culturally	diverse	

patients,	 health	 care	workers'	 existing	 beliefs	 about	 a	 particular	 cultural	 group	will	 be	 redefined,	

resulting	 in	 less	 stereotyping	 and	 prejudice	 (Campinha-Bacote,	 2003).	 The	 process	 of	 cultural	

encounter	also	entails	assessing	the	client´s	linguistic	needs.	Trained	interpreters	that	understand	and	

can	 translate	 medical	 terms	 are	 often	 necessary	 to	 facilitate	 good	 communication	 during	 these	

encounters.	There	is	a	risk	involved	in	using	untrained	translators,	family	members	or	friends,	and	this	

should	be	avoided	at	all	cost.	These	individuals	are	not	trained	in	medical	terminology,	and	disease	

entities	and	using	 them	can	make	a	difficult	 situation	even	more	adverse.	This	 situation	 is	 further	



heightened	when	children	are	used	as	 interpreters	 (Campinha-Bacote,	2003;	 Leininger,	 1996;	Ray,	

2010).	

Cultural	 awareness,	 cultural	 knowledge,	 cultural	 skill,	 cultural	 desire	 and	 cultural	 encounters	

have	 an	 interdependent	 relationship	 with	 each	 other	 (Campinha-Bacote,	 2003).	 All	 five	 of	 these	

factors	must	be	addressed	and	worked	on	in	a	balanced	manner	by	health	care	providers	to	reach	

cultural	 competence.	 Campinha-Bacote´s	 model	 is	 ideal	 for	 health	 care	 providers	 in	 all	 areas	 of	

practice,	 including	clinical,	administration,	research,	policy	development	and	education	(Campinha-

Bacote,	2003).	These	steps	toward	competent	transcultural	care	can	 improve	the	quality	of	health	

care	 for	 vulnerable	 and	 diverse	 populations,	 like	 refugees	 resettling	 in	 Western	 countries.	 By	

acknowledging	 the	 importance	 of	 a	 transcultural	 approach	 to	 healthcare	 and	 the	 importance	 of	

transcultural	knowledge	development	in	health	care	education,	administration,	and	research,	health	

care	will	gradually	become	more	culturally	aware,	sensitive	to	the	needs	of	diverse	populations	and	

become	more	competent	(Ray,	2010).	

	
5.4.	Obstacles	in	transcultural	health	care	

The	world	becomes	increasingly	multicultural,	and	transcultural	health	care	is	still	one	of	the	more	

revolutionizing	 and	 challenging	 developments	 in	medicine	 -	 its	 concepts	 transforming	 health	 care	

systems	worldwide,	urging	medical	workers	 to	 think	differently	and	 in	a	 culturally	 competent	way	

(Ray,	 2010).	Despite	 this	movement,	 previous	 research	has	 shown	a	 lack	of	necessary	 knowledge,	

awareness	 and	 skills	 of	 nurses	 and	 other	 health	 care	 workers	 when	 meeting	 individuals	 with	 a	

different	cultural	background	than	their	own	(Berlin	et	al.,	2006).	Health	care	workers	have	described	

that	they	feel	uncertain	and	uncomfortable	in	situations	where	they	meet	individuals	from	a	different	

culture	if	they	do	not	harbor	specific	cultural	competence	(Kai	et	al.,	2007).	A	limited	understanding	

of	how	the	cultural	diversity	within	and	between	diverse	groups	of	immigrants	can	affect	health	can	

lead	 to	 personnel	 treating	 every	 patient	 according	 to	 the	 norms	present	 in	 the	 dominant	 cultural	

group.	Both	patients	and	health	care	workers	seem	to	value	the	power	of	good	communication	over	

other	measures	to	overcome	these	hurdles	(Gerrish,	Chau,	Sobowale,	&	Birks,	2004;	Kai	et	al.,	2007).	

Research	has	shown	four	reoccurring	themes	of	obstacles	that	health	care	providers	experience	when	

treating	 culturally	diverse	 clients.	 These	are	 communicational	 and	 linguistic,	 cultural	 and	 religious,	

social	and	organizational	and	administrative	(Pergert,	Ekblad,	Enskar,	&	Bjork,	2007).	

	

5.4.1.	Communication	and	language	

One	of	the	most	 important	prerequisites	 for	holistic	and	equitable	health	care	 is	 the	facilitation	of	

comprehensive	 communication	 between	 healthcare	 professionals	 and	 patients	 and	 their	 families	



(Hadziabdic,	2011).	Communication	impacts	many	aspects	of	care	-	it	is	necessary	to	share	information	

and	to	convey	sensitive	information,	it´s	used	in	caring	conversation	and	chatting,	and	is	crucial	for	

building	trusting	relationships	between	health	care	providers	and	patients	(Hadziabdic,	2011;	Pergert	

et	 al.,	 2007).	 When	 communication	 is	 lacking,	 misunderstandings	 and	 miscommunication	 occur,	

preventing	the	development	of	a	transcultural	caring	relationship.	Some	research	has	shown	that	as	

much	 as	 90%	 of	 all	 difficulties	 in	 interactions	 between	 medical	 staff	 and	 clients	 is	 related	 to	

communicational	barriers	(Andrews,	2003;	Hadziabdic,	2011;	Pergert	et	al.,	2007).	

Linguistic	diversity,	when	healthcare	staff	and	patient	and	their	families	don't	share	the	same	

language,	is	the	biggest	barrier	to	developinging	a	transcultural	caring	relationship.	The	intensity	of	

linguistic	diversity	varies	from	low	to	high	-	the	greater	the	inability	to	speak	the	same	language,	the	

higher	 the	 diversity.	 Even	 though	 linguistic	 diversity	 is	 high,	 there	 is	 always	 some	 possibility	 of	

communication,	 e.g.	 using	body	 language	and	 signs,	 and	 this	 can	 result	 in	 less	use	of	 interpreters	

(Pergert	 et	 al.,	 2007).	 This	 leads	 to	 a	 range	 of	 problems,	 including	 difficulties	 in	 sharing	 vital	

information,	as	nuances	and	subtleties	in	the	language	are	easily	missed.	Health	care	providers	need	

to	use	 interpreters	 if	 linguistic	diversity	 is	high.	 If	 they	fail,	 it	can	cause	a	traumatic	experience	for	

patient	families	and	obstruct	the	building	of	trust	and	feeling	of	security	in	the	situation.	Interpreters	

are	often	booked	for	the	time	patients	spend	with	a	doctor,	but	the	translation	of	nursing	information,	

often	of	equal	importance,	is	at	times	lacking.	This	can	lead	to	misunderstandings	and	conflicts	in	the	

daily	care	of	the	patient.	While	medical	information	and	statistics	have	often	been	translated,	more	

practical	things	have	not,	e.g.	how	to	apply	certain	ointments	or	how	to	feed	a	patient	that	has	no	

appetite	(Hadziabdic,	2011;	Pergert	et	al.,	2007).	

When	linguistic	diversity	is	lower,	nursing	staff	has	more	opportunities	to	communicate	with	the	

families,	interpreters	are	not	as	important,	and	patient	satisfaction	is	higher.	Caring	conversations	and	

small	talk	are	integrated	into	every	medical	appointment	or	hospital	stay	(Pergert	et	al.,	2007;	Saha,	

Beach,	&	Cooper,	2008).	Such	communication	tends	to	be	less	when	interpreters	are	used,	making	

chatting	and	caring	conversations	only	possible	when	 linguistic	diversity	 is	 low.	 In	previous	studies	

health	care	providers	have	stated	that	due	to	linguistic	barriers	they	find	the	close	contact	is	missing,	

and	that	they	can	never	just	chat	with	many	of	culturally	diverse	patients	(Andrews,	2003;	Pergert	et	

al.,	2007;	Saha	et	al.,	2008).	There	is	a	tendency	for	the	health	care	industry	to	drag	its	feet	in	regards	

to	meeting	the	linguistic	needs	of	patients	of	foreign	origin.	One	of	the	reasons	for	this	could	be	that	

it´s	difficult	for	those	who	speak	English	to	feel	linguistically	vulnerable	in	the	era	of	"Americanization,"	

with	 cell-phones,	 internet	 connection,	 and	 computers	 readily	 available,	 and	 hard	 to	 envision	 a	

situation	where	an	English-language	lifeline	isn´t	easily	accessible.	The	scope	and	magnitude	of	the	



problem	need	to	be	addressed,	to	give	equitable	care	to	individuals	from	diverse	cultures	(Saha	et	al.,	

2008).	

An	 individual's	 legal	 right	 to	 language	 and	 interpreter	 services	 in	 contact	 with	 a	 healthcare	

system	are	not	always	clear	internationally	and	varies	from	country	to	country	(Hadziabdic,	2011).	In	

Sweden,	anyone	who	experiences	a	language	barrier	in	healthcare	is	entitled	to	an	interpreter.	This	

includes	individuals	from	all	possible	cultural	and	ethnic	backgrounds	who	may	need	to	communicate	

in	another	language.	The	same	applies	to	everyone	in	need	of	interpreter	services	in	Iceland	(Lög	um	

réttindi	sjúklinga,	1997;	Förvaltningslag,	1986).	

The	use	of	interpreters	has	been	widely	discussed	in	previous	research.	Even	though	the	use	of	

qualified	healthcare	interpreters	helps	to	overcome	linguistic	barriers,	it	also	leads	to	problems	and	

adverse	consequences,	including	“triadic	relationships”,	diminished	control	over	and	compacting	of	

information	 (Pergert	 et	 al.,	 2007).	 Working	 with	 interpreters	 can	 complicate	 the	 patient-health	

professional	relationship,	and	the	patient	may	feel	excluded	from	the	conversation	and	talked	about	

in	the	third	person.	Cost,	time	constraints	and	lack	of	availability	can	prevent	health	care	providers	

from	using	professional	interpreters,	although	it	has	been	shown	in	previous	research	that	increased	

cost	due	 to	 interpreter	 service	was	proportional	 and	 feasible,	 given	 the	positive	 clinical	 outcomes	

(Jacobs,	Shepard,	Suaya,	&	Stone,	2004;	Kaur,	Oakley,	&	Venn,	2014;	Pergert	et	al.,	2007).	

Using	 an	 interpreter	 automatically	 entails	 the	 presence	 of	 one	 more	 person	 in	 the	

communication.	 It´s	 important	 that	a	 relationship	of	 trust	 is	 formed	with	 that	person	 to	make	 the	

situation	comfortable	and	secure	for	all	parties	 involved.	The	 interpreter	 is	very	present	and	not	a	

silent	or	an	invisible	partner,	rather	(s)he	is	an	active	participant	in	the	interaction	and	communication	

(Kaur	et	al.,	2014;	Saha	et	al.,	2008).	Sometimes,	the	interpreter	is	seen	as	unable	to	manage	complex,	

sensitive	 and	 arduous	 situations	 professionally,	 and	 this	 lack	 of	 trust	 toward	 an	 interpreter	 can	

influence	the	caring	relationship	and	result	in	the	family	opposing	the	use	of	an	interpreter	(Kaur	et	

al.,	2014).	Interpreters	can	even	become	too	invested	and	committed	to	certain	families,	distorting	

and	interfering	with	the	health	care	provider’s	development	of	a	relationship	with	the	family.	They	

sometimes	start	discussing	treatments	and	care	with	doctors	and	nurses,	having	their	own	opinions	

and	acting	as	agents	 for	the	families,	 rather	than	as	neutral	mediators	to	facilitate	communication	

(Pergert	et	al.,	2007).	Even	in	situations	with	highly	qualified	interpreters	and	well-trained	physicians	

used	to	work	with	them,	the	mere	presence	of	a	mediator	in	a	conversation	between	a	doctor	and	a	

patient	can	have	a	negative	impact.	In	most	situations,	the	interpreter	is	not	highly	qualified	and	the	

physician	not	well	trained	to	work	with	them,	resulting	in	an	even	more	negative	experience	for	the	

both	the	patient	and	the	doctor	(Pergert	et	al.,	2007;	Saha	et	al.,	2007).		



The	use	of	interpreters	entails	that	health	care	providers	lose	control	over	the	information	given	

to	the	families	as	well	as	the	families´	responses.	This	can	leave	the	staff	insecure	and	uncertain	about	

whether	the	 information	given	and	received	 is	accurate	and	complete.	Sometimes	 interpreters	are	

not	qualified	in	translating	medical	jargon,	but	they	can	also	add	or	omit	information,	without	medical	

staff	realizing	it.	The	tension	caused	by	the	uncertainty	of	the	situation	can,	and	often	will,	affect	and	

inhibit	the	evolution	of	caring	transcultural	relationships	(Pergert	et	al.,	2007).		

When	having	to	rely	on	interpreters	to	get	information	across,	there	is	a	tendency	to	squeeze	

large	amounts	of	information	in	on	the	same	occasion.	This	often	happens	when	translators	are	hard	

to	come	by	and	not	readily	available.	This	becomes	very	apparent	when	linguistic	diversity	is	high,	as	

the	only	opportunity	to	communicate	is	when	an	interpreter	is	present.	When	a	lot	of	information	is	

packed	into	one	appointment	or	treatment	session,	there	is	a	considerable	risk	that	a	large	part	of	the	

information	is	missed,	as	it	is	tough	to	comprehend	and	take	in	large	amounts	of	information	at	the	

same	time,	especially	 if	under	stress	and	pressure.	This	 leads	to	misunderstandings	and	negatively	

influences	the	families´	sense	of	security.	To	compensate	for	lost	information,	written	information	is	

important	but	often	unavailable	in	languages	other	than	those	of	the	major	populations	(Pergert	et	

al.,	2007;	Saha	et	al.,	2008).	

	
5.4.2.	Cultural	and	religious	obstacles	

Cultural	and	religious	barriers	involve	“different	views	and	practices	that	influence	communication	and	

social	interaction,	e.g.	how,	when	and	to	whom	things	are	said”	{Citation}.	Social	codes	can	differ	in	

relation	to	how	we	communicate	and	interact,	how	we	use	non-verbal	communication	and	how	we	

bring	certain	things	up,	whether	directly	and	frankly	or	 less	direct	and	gentle.	Differences	 in	social	

roles	include	diverse	views	and	values	of	gender	roles,	roles	within	families	and	functions	of	health	

care	providers	(Fallowfield,	Jenkins,	&	Beveridge,	2002;	Pergert	et	al.,	2007;	Saha	et	al.,	2008).	

Culturally	 diverse	 views	 on	 gender	 roles	 and	 intercommunication	 between	 genders	 possibly	

cause	difficulties	 in	 transcultural	 care.	Many	patients	and	 families	 come	 from	patriarchal	 cultures,	

which	can	cause	tension	between	patients	and	female	staff.	Female	health	care	workers	often	feel	

overlooked	and	invisible,	stupid,	depreciated	and	angry,	as	clients	will	only	listen	to,	and	interact	with	

a	male	member	 of	 staff,	 resulting	 in	major	 obstacles	 in	 the	 development	 of	 a	 caring	 relationship	

(Pergert	 et	 al.,	 2007).	 Family	 roles	 and	 roles	between	 staff	 and	 family	members	 can	differ	 greatly	

between	cultures.	In	patriarchal	cultures,	it´s	common	practice	that	the	father	attends	appointments	

with	the	physician,	receives	medical	information	and	controls	what	information	is	forwarded	to	the	

rest	of	the	family.	This	can	become	especially	problematic	in	pediatric	care,	where	the	mother	is	often	

withheld	crucial	information	and	doesn´t	come	to	appointments,	despite	being	the	primary	caregiver	

(Pergert	et	al.,	2007;	Saha	et	al.,	2008).	



In	many	cultures,	health	care	staff	has	a	different	and	more	authoritative	role	than	is	the	case	in	

our	own	western	culture.	Health	care	providers	and	especially	physicians	have	higher	status,	and	what	

they	say	 is	seen	as	an	undisputed	truth.	Many	western	healthcare	workers	 feel	 that	patients	 from	

western	cultures	ask	a	lot	of	questions	-	often	well	informed	-	while	those	from	diverse	cultures	don´t.	

The	 belief	 in	 the	 system	 and	 the	 health	 care	 staff	 can	 be	 so	 strong	 that	 it	 leads	 to	 unrealistic	

expectations	regarding	treatment	and	outcome,	resulting	in	patient	dissatisfaction	and	anger	when	

reality	doesn´t	meet	these	expectations	(Pergert	et	al.,	2007;	Fallowfield,	Jenkins	&	Beveridge,	2002).	

Consequences	of	cultural	and	religious	obstacles	can	hinder	the	transcultural	relationship.	The	

most	common	effects	are	differences	in	emotional	expression	and	truth-telling.	When	emotions	are	

conveyed	in	different	ways	than	are	considered	normal	with	the	majority	population,	this	can	be	seen	

as	either	indifference	or	overwhelming	and	frightening	(Fallowfield	et	al.,	2002).	Health	care	personnel	

have	 reported	 feeling	 frightened	when	 individuals	 from	 another	 culture	 have	 expressed	 anger	 or	

frustration,	feeling	that	the	emotions	are	powerful	and	overwhelming.	Others	have	experienced	that	

parents	from	other	cultures	are	being	cold	and	distant	when	they	are	trying	to	stay	calm	and	self-

controlled	(Fallowfield	et	al.,	2002;	Pergert	et	al.,	2007).	

Different	cultures	have	different	views	and	practices	regarding	how	to	give	difficult	and	sensitive	

information	to	the	patient,	and	this	can	also	differ	between	individuals	in	various	stages	of	crises.	In	

western	societies,	most	health	care	providers	feel	that	truth-telling	is	favorable	and	a	prerequisite	for	

honesty	and	trustworthiness	(Pergert	et	al.,	2007).	This	is	believed	to	be	vital	for	the	patients'	ability	

to	prepare	for	and	cope	with	difficult	situations	as	well	as	being	an	important	part	of	developing	a	

good	 transcultural	 caring	 relationship.	 There	 is	 no	 convincing	 evidence	 supporting	 the	 idea	 that	

terminally	 ill	patients	that	have	been	withheld	the	truth	die	happily	 in	blissful	 ignorance.	They	feel	

their	 bodily	 functions	 deteriorating,	 become	 fatigued	 and	 experience	 that	 growing	 anxiety	 and	

helplessness	in	their	family	members	(Fallowfield	et	al.,	2002).	Despite	this,	it´s	taboo	in	some	cultures	

to	talk	about	disease	and	illness	in	general,	and	cancer	in	particular	and	in	some	cultures	it	is	believed	

that	 truth	 telling	 causes	 the	 patient	 further	 suffering,	 fear,	 anxiety	 and	 deterioration	 in	 health.	

Caregivers	are	sometimes	asked	not	to	speak	the	truth	or	to	omit	some	information,	putting	medical	

staff	in	a	difficult	ethical	situation	(Fallowfield	et	al.,	2002;	Pergert	et	al.,	2007).	

	
5.4.3.	Social	obstacles	

Social	identities	are	carved	by	enrollments	in	diverse	groups.	These	identities	influence	interactions	

and	 power	 relations	 and	 are	 connected	 to	 hierarchic	 social	 systems,	 educational	 levels	 as	well	 as	

economical	 situations	 and	 lack	 of	 power	 or	marginalization	 in	 society	 (Pergert	 et	 al.,	 2007).	 A	 big	

imbalance	in	educational	levels	of	health	care	providers	and	family	members	diminishes	the	possibility	

of	a	balanced	transcultural	caring	relationship	and	reduces	the	opportunity	for	everyone	to	be	on	an	



equal	level.	When	refugee	families	lack	education,	their	basic	knowledge	of	anatomy	and	biology	can	

cause	problems	in	finding	the	appropriate	pedagogic	level	of	information	about	disease	and	treatment	

(Fallowfield	et	al.,	2002;	Pergert	et	al.,	2007).	

An	important	effect	of	social	obstacles	is	the	prevalence	of	racism	and	prejudice	in	the	health	

care	system.	These	are	the	result	of	prejudice	towards	individuals	with	another	racial	and	religious	

background	and	an	underlying	 feeling	of	one´s	own	superiority	and	can	 lead	to	discrimination	and	

inequality	in	care	(Pergert	et	al.,	2007).	Racism	and	prejudice	can	be	found	on	both	sides	-	among	staff	

or	members	of	the	major	population	towards	immigrants	or	vice	versa.	Refugee	families	and	other	

immigrants	sometimes	feel	that	they´re	not	receiving	the	same	quality	of	care	as	a	member	of	the	

majority	population.	As	health	care	providers	state	that	they´re	not	consciously	treating	these	families	

differently,	these	accusations	can	cause	frustration	and	make	the	staff	feel	offended,	making	it	difficult	

to	obtain	a	trustworthy	patient-provider	relationship	(Pergert	et	al.,	2007).	

	
5.4.4.	Organizational	and	administrative	obstacles	

Organizational	 obstacles	 occur	 when	 an	 organization	 does	 not	 provide	 necessary	 resources	 and	

support	to	deliver	quality	transcultural	care,	with	unadjusted	policies	and	routines,	resulting	in	a	lack	

of	 time	 (Pergert	 et	 al.,	 2007).	 Routines,	 processes,	 policies	 and	 practices	 need	 to	 be	 adapted	 to	

correspond	with	transcultural	care	situations.	Routines	that	work	well	for	the	general	population	may	

not	be	beneficial	when	caring	for	families	of	foreign	origin	(Berlin	et	al.,	2006).	Health	care	providers	

carry	out	their	jobs	in	accordance	with	pre-existing	policies	on	their	ward,	and	if	a	reflection	is	missing,	

they	 will	 continue	 using	 processes	 and	 routines	 that	 are	 clearly	 obstructing	 the	 evolution	 of	

transcultural	 caring	 relationships.	 An	 example	 of	 this	 is	 when	 nurses	 fail	 to	 book	 interpreters	 for	

nursing	information,	even	though	they	book	interpreters	for	the	physicians,	just	because	this	is	the	

way	it	has	always	been	done	(Berlin	et	al.,	2006;	Pergert	et	al.,	2007).	

Time,	or	lack	thereof,	is	a	constant	problem	in	today's	health	care.	When	caring	for	individuals	

with	a	different	 cultural	background,	 this	becomes	especially	 apparent,	because	 it	 takes	 longer	 to	

develop	a	caring	relationship	with	families	that	don´t	speak	the	same	language,	having	to	arrange	for	

an	 interpreter	 to	 be	 able	 to	 communicate.	 Lack	 of	 time	 is	 a	 consequence	 of	 ill-designed	 and	

unadjusted	routines	and	becomes	a	hinder	to	transcultural	caring	relationships	with	the	consequence	

of	inequity	in	care	(Pergert	et	al.,	2007).		

	
5.4.5.	Inequity	in	care	

Inequity	in	the	care	of	families	of	foreign	origin	can	occur	when	health	care	providers	do	not	recognize	

barriers	to	the	transcultural	caring	relationship.	Giving	exactly	the	same	care	to	diverse	 individuals	

with	different	prerequisites	can	lead	to	inequitable	care.	The	concepts	of	equality	and	equity	are	very	



closely	 related,	but	a	distinctive	 feature	of	equity	 is	 that	 it´s	not	 just	based	on	equality,	 rather	on	

needs.	 Inequity	 can	both	be	 a	 consequence	of	 obstacles	 in	 health	 care,	 such	 as	 unfit	 policies	 and	

routines,	and	constitute	an	obstacle	to	transcultural	caring	relationships	itself	(Pergert	et	al.,	2007).	

	
5.4.6.	Lack	of	available	written	guidelines	and	support	

In	a	ten-year-old	study,	conducted	in	Sweden,	more	than	half	of	the	of	health	care	staff	state	that	they	

were	not	satisfied	with	 the	quality	of	care	 they	gave	children	and	parents	of	 foreign	origin.	Again,	

more	than	half	of	them	describes	that	they	lack	written	guidelines	and	one-fourth	that	it	is	hard	to	

attain	 assistance	 and	 support	when	working	with	 children	 and	 families	 from	diverse	 cultures.	 The	

support	 the	others	mentioned	they	could	get	came	mainly	 from	colleagues	or	staff	working	 in	 the	

same	unit.	When	 rating	 their	 cultural	 competence,	 a	 vast	majority	 feel	 only	 partially	 or	 not	 at	 all	

satisfied.	Most	of	them	(97%)	state	that	they	think	that	formal	training	in	cultural	competence	will	

decrease	their	experiences	of	difficulties	and	improve	their	care	for	families	of	foreign	origin	(Berlin	

et	al.,	2006).	

Heavy	workload	and	lack	of	guidelines	are	important	factors	in	health	care	provider’s	experience	

of	difficulties	when	treating	children	and	families	from	diverse	cultures	(Berlin,	2010).	When	asked	

what	factors	would	be	of	most	help	in	reducing	these	feelings	of	incompetence	participants	in	Berlin´s	

study	mentioned	the	strengthening	of	cultural	competence,	added	guidance,	support,	and	assistance.	

A	majority	of	participants	felt	that	they	lack	cultural	knowledge,	the	second	step	in	Campinha-Bacote´s	

process	 of	 cultural	 competence,	 and	 felt	 that	 this	 knowledge	 was	 important	 to	 improve	 their	

communication	and	interactions	and	help	them	handle	difficulties	involved	in	their	work	with	patient	

families	of	foreign	origin	(Berlin	et	al.,	2006).		

	

The	general	objective	of	this	study	is	to	outline	and	analyze	opinions	and	thoughts	of	health	care	

workers	 in	 Iceland	 and	 Sweden,	 who	meet	 refugee	 children	 and	 their	 families	 in	 the	 health	 care	

system.	In	particular,	the	aim	is	to:	identify	and	describe	areas	where	health	care	workers	express	lack	

information,	knowledge,	and	skills;	and	identify	issues	where	changes	could	improve	health	care	for	

refugee	families	and	asylum	seekers	as	well	as	other	immigrants	from	culturally	diverse	countries.	

	

	
	

6.	Methodology	
There	were	two	options	for	conducting	the	research.	One	was	to	carry	out	interviews	with	Icelandic	

health	care	personnel	exclusively	with	the	aim	of	discovering	the	level	of	impact	of	the	small	number	



of	 immigrants	 in	 Iceland	 through	 voluntary	 and	 forced	 migration.	 The	 other	 was	 also	 to	 include	

Swedish	 health	 care	 employees,	 with	 their	 considerable	 experience	 in	 treating	 culturally	 diverse	

patients,	 thus	 creating	 opportunities	 to	 identify	 critical	 areas	 in	 both	 countries.	 By	 including	 both	

groups,	a	broader	spectrum	of	participants	can	be	achieved,	increasing	the	chance	of	a	more	holistic	

view.	Placing	 focus	on	 interviews	with	health	care	professionals	 that	have	extensive	experience	 in	

working	with	refugee	and	immigrant	children	and	their	families,	there	is	hope	that	the	information	

gathered	can	be	used	to	create	guidelines	and	improve	workflow	in	the	Icelandic	health	care	system.	

Compared	to	Sweden,	fewer	refugees	arrive	in	Iceland,	and	instructions	have	not	been	developed	for	

the	health	care	system	on	how	to	best	meet	their	needs.	

Another	deciding	factor	in	the	choice	of	field	was	the	researcher’s	experience	in	the	children´s	

emergency	department	in	Astrid	Lindgrens´	Children´s	Hospital	in	Stockholm	in	2010.	The	network	of	

colleagues	there	was	instrumental	in	finding	participants	best	suited	for	this	research.	The	first	three	

interviews	were	conducted	in	Reykjavík	at	the	end	of	February	2016	and	the	following	during	a	cold	

week	in	Stockholm	at	the	beginning	of	March.	In	this	chapter,	the	outline	of	the	research	methods	

and	analytical	tools	will	be	presented,	and	ethical	concerns	addressed.		

	
6.1.	Qualitative	methods	

When	the	research	topic	had	been	selected,	and	a	decision	made	regarding	the	setting,	 it	became	

apparent	 that	 a	 qualitative	 approach	was	 appropriate.	 The	 objective	 of	 qualitative	methods	 is	 to	

research	individuals	in	their	natural	environment,	identify	the	participants'	social	and	cultural	norms	

and	experiences	and	try	to	understand	their	interpretation	of	reality	(Polit	&	Beck,	2014).	In	this	study,	

the	 aim	 is	 to	 achieve	 this	 through	 interviews	 about	 opinions	 and	 feelings.	 The	 strength	 of	 these	

methods	is	the	ability	to	produce	culturally	specific	and	contextually	rich	data	-	elaborate	descriptions	

of	 how	 participants	 experience	 the	 research	 topics,	 and	 thus	 providing	 a	 human	 side	 of	 an	 issue	

including	 beliefs,	 opinions	 and	 emotions	 (Family	 Health	 International,	 Mack,	 Woodsong,	 United	

States,	&	Agency	for	International	Development,	2005).	

	

6.2.	Data	collection	

Before	setting	off	to	Stockholm,	where	most	of	the	interviews	were	to	be	conducted,	appointments	

were	made	and	a	schedule	set	up.	The	time	frame	was	narrow,	with	only	five	days	in	the	city,	and	time	

had	 to	 be	 used	wisely.	 A	 diverse	 group	 of	 participants	was	 chosen,	with	 interviews	 planned	with	

doctors,	 nurses	 and	 nurses'	 aides.	 The	 group	 was	 then	 diversified	 more	 to	 include	 participants	

selected	 based	 on	 purposeful	 sampling,	 with	 handpicked	 individuals	 that	 the	 researcher	 knew	

harbored	knowledge	and	experience	highly	relevant	to	the	research.	These	were	key	informants	of	



sorts.	Purposeful	sampling	is	often	used	in	qualitative	research	for	the	selection	of	information-rich	

cases	related	to	the	area	of	interest	(Esterberg,	2002;	Palinkas	et	al.,	2015).	When	using	purposeful	

sampling,	it	is	important	that	participants	are	available	and	willing	to	participate	as	well	as	being	able	

to	 communicate	 experiences	 and	 opinions	 in	 an	 articulate	 and	 reflective	manner	 (Palinkas	 et	 al.,	

2015).	

In	 addition	 to	 these	 purposefully	 selected	 individuals,	 snowball	 sampling	 was	 utilized	 to	

approach	participants	with	relevant	background	and	information	suited	to	the	research.	This	was	a	

non-random	sampling	of	participants	where	one	participant	suggests	another	suitable	candidate	and	

so	on,	creating	a	snowball	effect	(Atkinson	&	Flint,	2001).	 	Snowball	sampling	allows	for	the	use	of	

social	networks	to	access	data,	using	the	participants	as	recruiters	for	the	research.	There	are	pros	

and	cons	to	using	snowball	sampling	as	a	method.	 It	 is	cost	effective,	efficient	and	often	results	 in	

elaborate	and	appropriate	data.	On	the	other	hand,	quality	of	the	data	collected	can	be	compromised.	

The	selection	of	participants	is	biased,	they	are	not	chosen	randomly,	and	the	group	can	easily	become	

homogeneous,	resulting	in	less	diverse	perspectives	(Atkinson	&	Flint,	2001;	Esterberg,	2002).	

In	the	end,	the	group	of	participants	consisted	of	12	individuals,	nine	women,	and	three	men.	

Six	are	nurses	and	six	doctors	who	all	work	in	some	form	of	pediatric	units	in	Iceland	or	Sweden.	The	

average	age	of	participants	was	42.6	years	 (range	32-70	years),	and	average	work	experience	18.4	

years	(range	9-47).	Some	of	the	interviewees	had	completed	an	undergraduate	education	but	most	

had	completed	graduate	studies	as	well,	specializing	in	pediatrics.	 In	the	end,	no	nurse’s	aids	were	

included,	mainly	because	they	were	not	suggested	through	the	snowball	sampling.	It	was	decided	that	

it	would	not	influence	the	results	in	any	significant	way.	The	final	group	of	participants	was	diverse	

and	had	interesting	experiences	to	share.	Some	had	worked	in	many	countries,	and	more	than	one	

had	experience	working	with	the	immigrant	population.		

	
6.2.1.	Interviews	

Before	going	to	Stockholm,	most	of	the	interviews	were	planned,	the	researcher	decided	to	meet	two	

participants	in	Reykjavík.	These	two	were	known	to	hold	some	knowledge	that	was	vital	to	the	study	

and	they	became	pilot	cases.	In	Stockholm,	the	interviews	took	place	in	Swedish,	and	although	the	

researcher	is	fluent	in	the	language,	it	is	not	her	native	tongue.	There	was	a	concern	that	the	Swedish	

would	be	a	 little	rusty	the	 first	 few	days,	and	 it	was	believed	that	an	 interview	or	 two	 in	 Icelandic	

would	 be	 good	 practice,	 before	 embarking	 on	 the	 journey	 to	 Sweden.	 This	 proved	 to	 be	 a	 good	

decision,	as	the	first	two	interviews	were	by	far	the	most	difficult	ones.	The	researcher	had	no	previous	

experience	in	conducting	interviews	of	this	kind	and	felt	stiff	and	awkward,	not	following	up	enough	

on	interesting	topics	brought	up	and	missing	a	few	interesting	leads.	All	this	got	better	as	she	became	



secure	in	her	position	and	by	the	end,	it	felt	like	all	of	the	most	valuable	information	was	gained	in	the	

interviews,	with	exciting	topics	emerging	through	gentle	coaxing.		

Each	of	the	interviewees	was	asked	where	they	wanted	the	interview	to	take	place,	and	most	of	

them	were	conducted	 in	 their	workplace,	a	 few	 in	cafés	and	two	at	 their	homes.	Esterberg	 (2002)	

notes	that	it´s	important	to	choose	a	quiet	place	for	the	interviews,	minimizing	potential	sources	of	

disruption.	This	was	the	case	in	all	but	two	of	the	interviews,	one	of	which	was	held	in	the	dining	hall	

of	a	large	hospital	and	one	in	a	crowded	café.	This	did	not	cause	any	problems	when	conducting	the	

interviews,	but	transcribing	them	was	difficult	due	to	background	noise.	

Every	interview	began	with	the	researcher	outlining	the	scope	of	the	study,	explaining	that	the	

central	 theme	was	 their	 experience	 and	opinions.	 Participants	were	 given	 information	 sheets	 and	

asked	to	sign	a	consent	form	after	being	informed	that	they	could	at	any	time	stop	the	interview	or	

refuse	to	answer	specific	questions.	They	were	asked	for	permission	to	record	the	interview,	gratefully	

given	by	all	of	them.	Each	interview	was	transcribed	as	soon	as	possible,	most	often	immediately	after	

finishing,	which	gave	the	perfect	opportunity	to	add	thoughts	and	conclusions,	while	the	material	was	

still	 fresh.	 Initially,	each	 interview	was	allocated	an	hour,	but,	most	of	 them	were	concluded	 in	30	

minutes.	 Two	 participants	were	 revisited	 after	 transcription	 of	 their	 interviews,	 as	 the	 researcher	

realized	that	crucial	topics	had	been	lost,	topics	where	interviewee’s	opinion	was	highly	relevant.	

In	her	book,	Qualitative	Methods	in	Social	Research,	Kristin	Esterberg	describes	three	different	

types	of	 interviews:	 structured	 interviews,	 semi-structured	 interviews	and	unstructured	 interviews	

(Esterberg,	2002).	Structured	interviews	are	formal	and	rigidly	controlled.	Questions	are	asked	exactly	

as	they	are	written	and	follow-up	questions	are	standardized.	Interviewers	typically	do	not	reveal	any	

personal	 information	 about	 themselves	 but	 seek	 to	 remain	 as	 neutral	 as	 possible,	 to	 prevent	

producing	bias,	where	interviewees	give	the	response	that	they	think	the	researcher	wants	to	hear.	

Semi-structured	 interviews	 are	 not	 as	 rigid	 as	 their	 goal	 is	 to	 explore	 a	 topic	 in	 an	 open	manner,	

allowing	interviewees	to	express	their	opinions	and	ideas	in	their	own	words.	When	conducting	semi-

structured	 interviews,	 the	 researcher	 needs	 to	 listen	 carefully	 to	 the	 participant´s	 responses	 and	

follow	his	or	her	lead.	Interviews	can	take	surprising	turns,	opening	up	discussions	that	help	further	

explore	the	topic	and	construct	theories.	Unstructured	interviews	are,	as	the	name	entails,	the	least	

structured	of	all	interviews.	They	are	often	conducted	in	a	field	setting,	unprepared	and	spontaneous	

and	free-flowing	(Crang	&	Cook,	2007;	Esterberg,	2002).	

In	this	research,	semi-structured	interviews	were	chosen.	The	format	allows	for	prepared	initial	

questions,	with	the	interviews	then	unfolding	in	a	conversational	manner,	offering	participants	the	

chance	to	discuss	topics	they	feel	relevant	and	exciting.	Although	semi-structured	interviews	are	open	



and	flowing,	 it	 is	 important	that	the	researcher	asks	the	right	questions	and	requests	examples,	to	

interpret	the	meaning	of	the	answer	in	a	correct	way	(Crang	&	Cook,	2007).	

	

6.3.	Data	analysis	

According	 to	 (Bailey,	2008),	 the	 first	 step	 in	analyzing	qualitative	data	 is	 transcribing	 the	data	 into	

written	form	for	closer	study.	Patton	(2002)	states	that	researchers	must	decide	whether	their	analysis	

is	best	done	by	transcription	or	by	notes	derived	from	a	review	of	the	audio.	It	was	decided	that	note	

taking	would	not	suit	this	research	and	therefore,	as	mentioned	above,	interviews	were	transcribed	

as	soon	as	they	had	taken	place,	with	the	aim	of	keeping	everything	fresh	in	mind	during	the	process.	

This	process	was	easy,	as	the	researcher	has	experience	working	as	a	medical	secretary	while	in	high	

school	and	college.	Transcribing	might	seem	a	straightforward	technical	task,	but	it	involves	judgment	

about	what	level	of	detail	to	choose,	how	to	interpret	data	and	how	to	represent	data.	The	rendition	

of	audible	data	into	written	form	is	an	interpretive	process	and	therefore	the	first	step	in	analyzing	

data	(Bailey,	2008).	

One	 of	 the	 most	 problematic	 and	 challenging	 parts	 of	 conducting	 qualitative	 research	 is	

analyzing	 the	 data	 (Woods,	 Priest,	 &	 Roberts,	 2002).	 The	 process	 involves	 using	 various	 tools	 to	

dismantle	data,	rearrange	it,	rethink	the	concept	and	reapply	data	again	(Crang	&	Cook,	2007).	One	of	

the	most	widely	 used	methodologies	 to	 achieve	 this	 is	 the	Grounded	 theory,	 a	methodology	 that	

Glaser	and	Strauss	pioneered	together	in	the	1960s.	They	recognized	the	need	for	a	clearly	formulated	

methodology	and	a	set	of	methods	for	collecting,	coding	and	analyzing	data	-	a	systematic	approach	

(Bulawa,	2013).	

	
6.3.1.	Grounded	theory	

According	to	Glaser	&	Strauss	(1967),	grounded	theory	is	“an	inductive,	theory	discovery	methodology	

that	allows	the	researcher	to	develop	a	theoretical	account	of	the	general	features	of	a	topic	while	

simultaneously	grounding	the	account	in	empirical	observations	or	data.”	They	describe	this	as	a	set	

of	systematic	procedures	-	a	constant	comparative	method.	The	data	is	compared	and	analyzed	during	

the	data	collection	phase	and	after	its	conclusion,	and	finally	coded	using	three	different	approaches.	

These	 coding	 methods	 help	 the	 researcher	 dismantle	 the	 data,	 make	 ideas	 based	 on	 them	 and	

rearrange	 them	 to	 build	 a	 theory.	 The	 three	 distinct	 approaches	 to	 coding	 are	 open	 coding,	 axial	

coding	 and	 selective	 coding	 (Crang	 &	 Cook,	 2007;	 Woods	 et	 al.,	 2002).	 This	 was	 applied	 to	 the	

transcribing	process,	with	the	identification	of	keywords,	themes,	moods	and	other	phenomena	while	

listening	to	the	interviews.	When	the	interviews	were	concluded,	the	three	coding	mechanisms	were	

used	to	identify	themes	and	theories.	



Open	coding	is	the	first	part	of	the	process	of	analyzing	data.	It	involves	taking	the	data	apart,	

analyzing	each	sentence	and	paragraph	at	a	time	to	recognize	similarities	between	different	data,	in	

this	case	between	interviews,	 identifying	themes	and	concepts.	This	stage	of	coding	 involves	going	

through	data	multiple	times	and	focusing	on	its	relevance,	both	in	the	text	itself	as	well	as	between	

the	 lines	 (Crang	&	 Cook,	 2007;	Woods	 et	 al.,	 2002).	 The	 researcher	 found	 this	 stage	 fascinating	 -	

multiple	themes	and	codes	immediately	became	evident	while	others	gradually	emerged,	hidden	in	

subtle	nuances	such	as	pauses	in	speech	and	a	general	feeling	while	talking	to	the	informant.	

Axial	coding	involves	identifying	and	understanding	connections	between	different	themes	and	

codes,	 as	 well	 as	 division	 into	 categories	 and	 sub-categories.	 Characteristic	 of	 this	 stage	 is	 the	

identification	of	specific	features,	for	example,	the	settings	that	give	rise	to	the	phenomenon	and	the	

context	in	which	the	concept	is	installed,	which	may	in	turn	help	to	provide	precision	to	a	category	or	

sub-category.	Open	coding	and	axial	coding	can	happen	simultaneously	even	though	they	are	distinct	

analytical	procedures	(Corbin	&	Strauss,	2008).	

The	final	phase	of	the	coding	process	is	selective	coding.	It	entails	identification	of	one	or	two	

key	categories	to	which	all	sub-categories	relate,	thus	building	a	conceptual	framework	from	which	to	

develop	a	grounded	theory.	This	 is	the	stage	of	coding	that	most	researchers	find	challenging,	and	

many	 choose	 to	 present	 their	 findings	 in	 themes	 that	 evolve	 around	 categories	 identified	 using	

grounded	theory,	instead	of	developing	a	true	grounded	theory	(Woods	et	al.,	2002).	As	the	primary	

aim	of	this	study	is	to	identify	themes,	this	will	be	the	case	in	this	thesis.	

	
6.4.	Ethical	challenges	

This	study	has	been	conducted	in	accordance	with	the	principles	of	human	clinical	research	stated	in	

guidelines	issued	by	the	World	Medical	Association	Declaration	of	Helsinki	in	2008.	The	terms	used	in	

the	 guidelines	 are:	 written	 informed	 consent,	 the	 right	 to	 self-determination,	 confidentiality,	 and	

beneficence	(World	Medical	Association	Declaration	of	Helsinki,	2008).	

In	 accordance	 with	 the	 Helsinki	 guidelines,	 written	 informed	 consent	 was	 applied.	 The	

participants	were	informed	about	the	purpose	of	the	research	and	the	main	aspects	of	the	design,	as	

well	 as	 of	 risks	 and	 benefits	 from	 participating	 in	 the	 study.	 They	 were	 informed	 that	 their	

participation	 was	 voluntary	 and	 that	 they	 could	 withdraw	 from	 the	 study	 at	 any	 time	 without	

explanation.	All	participants	received	verbal	and	written	information	on	the	research	in	their	mother	

language,	Swedish	or	Icelandic.	The	investigators	and	the	principal	investigator´s	contact	details	were	

included	 on	 the	 forms,	 in	 case	 the	 participants	 had	 any	 questions	 (World	 Medical	 Association	

Declaration	of	Helsinki,	2008).	



According	 to	 the	 Helsinki	 guidelines,	 confidentiality	 in	 research	 means	 that	 private	 data	

identifying	the	informants	will	not	be	disclosed.	In	this	study,	several	measures	were	taken	to	secure	

this.	Audiotapes	and	transcripts	were	anonymous	and	all	personal	information	deleted	immediately.	

The	audiotapes	were	transcribed	directly	after	the	interviews	took	place,	or	shortly	after,	and	then	

removed	from	all	devices.	Transcriptions	were	stored	in	a	locked	folder	on	the	researcher's	computer	

that	only	the	researcher	had	access	to	(World	Medical	Association	Declaration	of	Helsinki,	2008).	

Beneficence	in	research	is	making	sure	that	the	risk	of	harm	to	participants	is	kept	to	a	minimum	and	

ensuring	 that	 the	 benefits	 outweigh	 the	 risks	 of	 harm.	 This	makes	 the	 researcher	 responsible	 for	

detecting	possible	consequences	for	persons	taking	part	in	the	study	as	well	as	the	larger	group	they	

represent	(World	Medical	Association	Declaration	of	Helsinki,	2008).	

An	application	was	sent	to	the	Ethics	Committee	of	the	University	of	Iceland.	This	application	

involved	identification	of	possible	ethical	concerns	as	well	as	a	description	of	the	aim	of	the	study	and	

method.	The	application	was	approved	on	December	21st,		2015.	

	
	 	



7.	Results	
Troubles	with	administrative	and	bureaucratic	issues,	linguistic	barriers	and	difficulties	working	with	

interpreters,	cultural	diversity,	lack	of	knowledge	and	preconceived	notions	about	other	cultures	and	

cultural	behavior	are	some	of	the	largest	issues	the	participants	mentioned	regarding	health	care	for	

refugee	families.	There	is	an	evident	feeling	of	empathy	towards	the	group	and	despite	these	obstacles	

mentioned	above,	all	of	the	informants	in	this	study	feel	that	working	with	families	of	foreign	origin	is	

rewarding	and	eye-opening.	There	is	a	general	understanding	that	refugee	children	and	their	families	

deserve	better	care	and	treatment	than	they	receive	today	and	that	this	can	be	realized	with	structural	

and	systematic	changes	in	health	care	systems	as	well	as	with	increased	training	opportunities	for	the	

workforce.	

In	this	chapter,	the	primary	results	will	be	discussed	under	five	distinct	themes:	Organization,	

communication,	cultural	competence,	culture	and	empathy,	prejudice	&	racism.	

	
7.1.	Organization	

When	 interviewing	 the	 participants,	 a	 consistent	 overall	 feeling	 of	 frustration	 towards	 the	

inadequacies	of	the	health	care	systems	was	evident,	concerning	receiving	refugee	children	and	their	

families.	All	of	them	expressed	worry	and	anger	towards	these	systems	that	have	not	developed	to	

meet	the	needs	of	this	patient	group	while	also	advocating	a	high	need	for	amendments.	Many	voiced	

concerns	over	a	health	care	system	not	sufficient	for	receiving	refugee	families	before	the	great	influx	

in	2014	and	2015,	collapsing	completely	when	refugees	began	arriving	en	masse.	There	is	a	deficiency	

of	 centralized	 information,	with	health	 care	employees	 taking	on	 structural	 responsibility,	 fighting	

bureaucracy	and	paperwork	while	relying	on	creative	solutions	to	resolve	difficult	situations.	All	of	the	

informants	have	struggled	with	the	system,	lacking	knowledge	of	its	workings	and	whom	to	contact	

for	assistance,	for	example:	

	
It	is	extremely	difficult,	even	as	health	care	personnel	working	with	the	actual	group	to	

find	out	how	I	should	go	about	things	so	that	the	person	gets	the	help	he	or	she	needs.	I	

don´t	know	where	to	send	them,	I	don´t	know	how	the	system	works,	and	no	one	is	able	

to	answer	my	questions.	

	
The	 frustration	 is	 palpable,	 and	 it	 is	 apparent	 that	 this	 affects	 the	 quality	 of	work	 in	 one	way	 or	

another.	Need	is	felt	for	a	campaign	targeted	towards	the	general	public	and	health	care	providers,	

including	 information	on	where	to	seek	help,	how	supporting	systems	operate	and	where	to	refer	

patients.	The	medical	professionals,	especially	the	doctors,	repeatedly	mention	how	difficult	it	can	be	

to	refer	patients	to	other	institutions	or	departments	within	the	health	care	system.	One	interviewee	



put	it	this	way:	"...and	it´s	really	impossible	to	get	through.	You	have	to	send	the	damn	referral	and	

then	they	fax	a	response	a	few	months	later."	

	

Feelings	 of	 helplessness,	 while	 trying	 to	 get	 additional	 help,	 is	 a	 reoccurring	 theme	 within	 this	

inadequate	system.	One	of	my	informants	saw	a	woman	mistreating	her	infant,	clearly	under	distress	

and	 in	 need	 of	 additional	 support.	 She	mentions	 feeling	 utterly	 helpless	 and	 frustrated	when	 her	

supervisor	told	her	that	there	was	nothing	they	could	do	 in	that	particular	situation,	 there	was	no	

available	support,	or	as	one	explained:	

	
I	saw	a	mother	holding	her	baby	and	practically	slapping	it.	This	was	during	some	mommy	

group	 meeting	 and	 I	 just	 ...	 do	 you	 think	 everything	 is	 ok	 there?	 	 Shouldn´t	 we	 do	

something	about	this?	They	just	said	no.	We	don´t	do	that;	that´s	not	an	option.	

	
Most	 of	 the	 interviewees	 mention	 problems	 regarding	 paperwork	 and	 communication	 between	

institutions.	Except	one,	 the	workplaces	do	not	seem	to	have	anyone	to	assist	with	administrative	

issues.	All	the	other	informants	feel	at	a	loss	when	trying	to	figure	out	administrative	problems	that	

arise	when	people	without	 papers	 and	 identification	 come	 to	 the	 hospitals	 or	 primary	 care	 units.	

Contacting	a	lawyer	or	social	worker	is	sometimes	possible,	but	many	feel	it	is	hard	to	get	an	audience	

and	then	not	receiving	the	help	necessary	when	the	individual	in	question	is	finally	reached.	"There	is	

no	one	specialized	in	this	or	a	consultant	of	any	kind.	We	can,	on	the	other	hand,	talk	to	the	hospital	

lawyers	when	needed...	In	more	complex	situations	as	in	who	pays."	

	

A	 few	mention	 the	 possibility	 of	 calling	 the	migration	 board	 in	 challenging	 cases,	 for	 example,	 to	

request	help	in	finding	out	the	addresses	of	people	or	how	they	can	be	reached.	The	importance	of	a	

contact	person	to	give	guidance	through	the	jungle	of	bureaucratic	issues	can	ease	the	job,	leaving	

more	time	to	deal	with	medical	issues	at	hand.	One	participant	explained	it	this	way:	

	
I	don´t	have	a	special	contact	person....	I	feel	like	it	would	be	really	good	to	have	such	an	

individual	working	in	the	hospital	that	I	can	turn	to,	especially	when	working	in	the	ER	[...]	

How	can	I	organize	follow-up?	How	can	I	get	in	contact	with	the	family	again	regarding	

for	example	results?	We	have	a	system	for	prescriptions,	all	of	that	gets	paid.	But	all	the	

other	stuff,	like	a	follow-up.	It	just	doesn´t	get	done.	You	just	have	to	trust	in	God	and	luck.		

	

The	 arising	 conflicts	 with	 organization	 and	 administration	 are	 time-consuming,	 and	 all	 of	 the	

informants	feel	that	this	decreases	the	time	for	adequate	medical	help	and	may	even	take	time	from	



other	patients.	Some	mention	that	it	can	be	four	times	more	time	consuming	to	treat	a	refugee	family	

with	minor	illness	than	one	from	the	majority	culture.	This	is	mostly	due	to	communication	barriers,	

having	 to	 discover	 the	 right	 language,	 find	 and	 contact	 the	 right	 interpreter,	 make	 an	

appointment	and	wait	for	the	interpreter	to	arrive.	The	doctor-patient	conversation	takes	far	

longer	when	going	through	a	translator	and	it	can	be	difficult	to	explain	to	families	with	a	very	

different	background	how	the	relevant	treatment	works	and	how	they	need	to	follow	up	at	

home.	

After	the	medical	aspect	of	the	appointment	is	over,	administrative	issues	follow,	with	decisions	

on	who	needs	to	pay	for	care,	how	the	patient	is	to	get	home	(often	in	the	middle	of	the	night)	and	

who	shall	cover	that	cost,	as	well	as	issues	regarding	follow	up.	Most	of	the	interviewees	mention	the	

need	for	an	assistant,	available	around	the	clock,	who	can	help	with	every	aspect	of	the	organization	

and	 system.	 They	 describe	 a	 need	 for	 someone	 who	 can	 help	 with	 the	 bureaucracy	 surrounding	

medical	care,	and	someone	who	can	explain	and	talk	to	the	patients	about	administrative	details.	This	

individual	is	often	referred	to	as	a	social	worker	the	interviews.	Only	one	participant	has	"the	luxury"	

of	working	with	a	curator	on	a	regular	basis,	one	that	is	hired	by	her	unit	and	readily	available.	This	

person	has	knowledge	and	skill	regarding	the	refugee	situation,	and	is	willing	to	help	both	health	care	

personnel	and	refugee	families	navigate	the	system	and	find	them	the	additional	help	and	support	

needed:	

	

We	have	this	social	worker	who	comes	and	helps	and	she	just	fixes	all	of	this	and	contacts	

all	 these	other	people	 that	are	 required	 to	guide	everything	 in	 the	 right	direction.	So	 I	

don´t	need	to	think	about	paperwork	myself,	I	can	concentrate	on	other	things	that	have	

to	do	with	my	patient.	

	

One	participant	mentions	that	a	social	worker	is	available	and	has	accompanied	the	family	to	the	first	

appointments,	but	that	she	has	not	been	able	to	get	any	information	regarding	psychological	support	

for	 this	 family	 or	 other	measures	 being	 taken	 to	 ensure	 that	 their	mental	 health	 is	 ok.	 The	 social	

worker	 is	warm	and	encouraging	 to	 the	 family	 but	 does	 not	 add	much	organizational	 support	 for	

health	care	staff.	

Many	of	the	informants	mention	the	need	to	be	innovative	when	working	with	immigrants,	in	

particular	with	those	newly	arrived,	that	do	not	yet	speak	the	language.	They	try	to	meet	their	needs,	

thinking	of	new	ways	to	approach	them,	to	communicate	and	to	show	that	they	care.	One	informant	

laughs	heartily	when	describing	an	 incident	when	the	group	decided	to	translate	their	 information	

sheets	that	had	previously	only	been	available	in	Swedish	and	English,	into	Arabic:	



	

...[A]nd	then	I	got	a	patient	in	an	ambulance	that	didn´t	understand	a	word	in	English	and	

no	Swedish,	he	had	just	arrived,	and	I	was	super	happy	giving	him	this	form	in	Arabic!	And	

then	I	had	to	laugh	when	he	handed	it	back.	In	Arabic.	Of	course.	In	Arabic	letters.	And	we	

understood	 nothing!	 It	 backfired	 completely.	 Here	 we	 stood,	 thinking	 it	 would	 be	

awesome	and	understood	nothing.	And	it	was	actually	quite	funny.	We	thought	we	were	

really	innovative.	So	it	can	turn	out	wrong	even	though	you	think	you´re	...	But	you	have	

to	try	to	find	creative	solutions.	

	

The	 general	 feeling	 of	 the	 group	 is	 that	 the	 public	 at	 large	 in	 the	 community	 tries	 to	 blame	 the	

problems	in	the	health	care	system	on	refugees	and	immigrants,	making	them	scapegoats	and	blaming	

them	for	poor	access	to	health	care	and	 long	waiting	 lists.	They	feel	that	the	system	has	not	been	

working	for	years	but	now	people	have	someone	to	blame	this	on,	even	though	it	is	far	from	the	truth	

that	refugee	children	are	occupying	the	hospital	wards	en	masse:	"Yes,	and	the	general	realization	

that	no,	the	waiting	list	is	not	due	to	the	horde	of	refugee	children	blocking	the	hospitals!"	

	

It	is	apparent	that	each	and	every	one	of	the	informants	feels	that	the	refugee	population	deserves	

and	has	a	right	to	better	care	than	they	are	getting.	They	enjoy	meeting	the	families,	find	it	rewarding	

and	 interesting,	 but	 feel	 that	 far	 too	much	 time	 and	 energy	 goes	 into	 finding	 ways	 to	 deal	 with	

surrounding	systems	and	finding	the	patients	and	their	families	additional	support	and	help	they	often	

desperately	need.	To	sum	it	up,	two	of	the	interviewees	put	it	this	way:		"Yes,	surrounding.	The	system	

doesn´t	work.	The	support	isn´t	there.	How	are	you	supposed	to	make	it	work?”	Another	said:	

	

I	really	enjoy	meeting	these	individuals	but	 it	 is	all	this	stuff	around	that	 isn´t	working.	

That	 doesn´t	 exist.	 Incredibly	 poor	 network,	 someone	 that	 is	 not	 doing	 well	 mentally	

doesn´t	get	help	and	you	feel	really	lonely	in	that	way.	Especially	in...,	there	you	are	all	

alone	trying	to	support	the	children	and	their	parents.	

	
7.2.	Communication	

The	topic	of	language	and	language	barriers	came	up	in	every	interview,	most	often	more	than	once	

and	more	than	twice.	This	was	identified	as	the	largest	obstacle	for	the	administration	of	quality	care	

for	culturally	diverse	groups.	A	 link	between	clear	communication	and	satisfaction	with	heath	care	

was	identified	by	most	of	the	interviewees.	Almost	everyone	was	of	the	opinion	that	refugees	and	

their	families,	having	dwelt	in	the	country	for	some	time,	are	willing	to	assert	considerable	effort	to	



learning	the	local	language.	It	takes	time	for	individuals	to	become	fluent	in	a	new	language,	and	the	

participants	cannot	often	rely	on	the	language	skills	of	newly	arrived	refugees,	even	though	they	can	

have	 basic	 conversations.	 When	 seeking	 medical	 care,	 individuals	 are	 often	 anxious	 and	 under	

pressure,	making	 it	 harder	 than	 usual	 to	 speak	 the	 local	 language.	 Furthermore,	 the	 participants	

mention	 that	 even	 though	 someone	 speaks	 the	 new	 language	 well,	 medical	 jargon	 can	 present	

difficulties.	Those	who	have	just	arrived	in	the	new	country	incur	the	most	difficulties,	according	to	

the	informants.	They	have	little	understanding	of	the	system	and	the	community,	creating	difficulties	

in	communication	without	an	interpreter	present.	This	can	cause	frustration	and	misunderstanding:	

"Because	of	misunderstandings	and	communications,	they	are	not	happy.	Because	you	cannot	really	

get	your	point	across,	you	misunderstand	each	other.	So	they	get	frustrated.	I	feel	that´s	something	I	

experience	sometimes."	

	

Frustration	is	a	word	that	comes	up	often	in	the	interviews,	especially	in	the	communication	context.	

Many	of	the	interviewees	feel,	for	a	variety	of	reasons,	that	it	is	hard	to	treat	families	of	foreign	origin	

that	do	not	share	a	language	with	them.	Parents	are	often	anxious	and	scared	when	their	children	are	

ill,	and	with	language	barriers,	there	can	be	an	outburst	of	frustration	and	anger	from	the	parents.	

They	feel	that	the	family	is	being	ignored,	even	though	the	medical	staff	is	scrambling	to	find	someone	

that	speaks	their	language	while	at	the	same	time	waiting	for	a	professional	interpreter	to	arrive.	This	

can	often	take	time	and	meanwhile,	communication	can	be	virtually	non-existing.	The	parents	may	be	

terrified	for	their	baby's´	health,	having	experienced	this	kind	of	sickness	as	life-threatening	in	their	

country	of	origin	and	are	therefore	feeling	powerless	and	afraid	in	a	situation	where	they	have	trouble	

communicating,	feeling	like	nobody	is	 listening	to	their	fears.	Western	health	care	workers	tend	to	

forget	 that	diseases	 that	 they	 find	minor	are	often	a	 cause	 for	grave	concern	 in	poorer	 countries,	

quickly	 leading	 to	 death.	 In	 these	 cases,	 body	 language	 is	 thought	 to	 be	 the	 primary	 way	 of	

communication	and	something	that	is	often	understood	between	people,	despite	diverse	cultures	and	

differing	backgrounds,	as	one	interviewee	explained:	

	

Parents	are	protective	of	 their	 small	 babies,	 and	 it´s	much	harder	 to	meet	an	anxious	

parent,	with	a	background	that	I	don´t	really	understand	as	well	as	not	speaking	the	same	

language.	If	I	have	the	time	to	find	an	interpreter	or	someone	in	the	group	of	staff	who	

speaks	at	least	a	word	or	two	in	Arabic,	I	will,	but	it	requires	time.	I	sometimes	feel	like	

I´m	not	doing	enough	with	the	only	thing	possible	to	touch	their	arm,	smile	and	say	some	

little	word	so	that	they	feel	like	you	are	present.	Keep	eye	contact	and	try	to	make	them	

understand	that	we	are	waiting	for	help	to	arrive.	I	find	this	very	important.	



	

At	times,	the	situation	has	become	a	little	uncomfortable,	with	hostility	and	anger	building	up	in	fully	

packed	waiting	rooms.	Those	of	the	participants	that	have	worked	in	emergency	units,	all	describe	

occasions	where	the	atmosphere	has	become	cynical.	This	happens	mostly	on	crowded	days,	where	

there	is	an	influx	of	patients	with	minor	illness	or	injury,	who	have	to	wait	for	hours	to	be	seen	by	a	

doctor.	When	refugee	families	feel	that	their	child	is	seriously	ill	and	do	not	understand	why	they	are	

made	to	wait	for	hours	on	end,	they	sometimes	exhibit	anger	and	a	threatening	demeanor.	No	one	in	

the	 group	 of	 interviewees	 has	 been	 threatened	 literally,	 but	 many	 have	 felt	 uncomfortable	 and	

decided	to	leave	situations	because	of	uncertainty	over	what	might	happen.	

The	degree	of	 linguistic	 difficulties	 varies.	 Sometimes,	 immigrant	 and	 refugee	 families	 speak	

some	English,	Swedish	or	Icelandic,	making	it	easier	to	acquire	necessary	background	information.	In	

these	cases,	about	half	of	the	participants	opt	not	to	call	for	an	interpreter	if	the	illness	or	injury	is	

minor.	They	use	simple	words	and	body	language	to	get	 information	across,	and	often	write	down	

vital	information	for	the	family	to	take	home.	When	the	language	barrier	is	higher,	everyone	in	the	

group	tries	to	get	hold	of	an	interpreter	as	soon	as	possible.	This	often	takes	time,	and	while	waiting,	

a	family	member	who	speaks	a	little	English,	Swedish	or	Icelandic	is	utilized	to	get	basic	information	

across.	The	interviewees	know	that	this	is	not	good	practice	and	try	to	minimize	it.	When	the	refugee's	

arrivals	peaked	during	summer	and	fall	of	2015,	this	was	often	the	only	possibility	to	communicate	

with	families	because	interpreters	were	far	too	few	and	unavailable.	All	in	the	group	found	it	better	

to	rely	on	a	family	member,	often	via	telephone,	than	not	being	able	to	communicate	at	all.	

In	some	hospital	units,	the	staff	is	multicultural,	often	possessing	a	basic	knowledge	of	the	most	

common	languages.	This	is	seen	as	a	great	asset.	It	is	considered	especially	valuable	if	someone	on	

staff	speaks	Arabic,	Urdu,	Farsi	or	other	languages	common	in	the	recent	group	of	refugees	from	Syria.	

The	first	thing	many	of	the	participants	do,	when	they	find	out	that	their	patients	are	refugees	and	do	

not	speak	the	native	language	or	the	common	English,	is	to	try	to	find	someone	on	shift	or	in	a	nearby	

unit	 that	 can	 help	 until	 an	 interpreter	 arrives.	 This	 is	 thought	 to	 be	 time-saving	 with	 decreased	

possibility	of	 frustration	and	anger,	both	 from	 the	medical	 staff	 and	 the	 refugees.	 Sometimes	 this	

works	out	well,	as	one	participant	describes:	

	

Sometimes	fantastic	things	happen.	A	few	months	back,	last	fall,	I	had	a	really	sick	patient,	

needing	X-rays	and	Morphine.	We	didn´t	have	time	to	request	an	interpreter.	And	when	

we	arrive	upstairs,	at	the	radiology	department,	I	see	an	assistant	that	I	know	comes	from	

another	country.	So	I	ask	her,	you	don´t	happen	to	speak	this	language?	Yes,	she	says!	



The	feeling	is	unbelievable!	She	stayed	with	us	the	whole	time,	explained	everything	and	

...	so	you	have	to	ask	or	find	solutions.	Try.	

	

Interpreters	are	seen	as	a	particularly	valuable	asset	when	treating	refugee	children	and	their	families.	

The	participants	know	that	every	child	seeking	medical	help	in	Sweden	and	Iceland	has	rights	to	an	

interpreter,	if	necessary.	The	problem	is	not	that	the	workforce	is	unwilling	to	call,	it	is	availability	and	

cost	 that	make	matters	 difficult.	Many	of	 the	 informants	 state	 that	 their	 boss	 has	 at	 one	 time	or	

another,	often	repeatedly,	complained	about	the	financial	burden	caused	by	translation	services.	They	

have	been	advised	not	to	call	for	an	interpreter	when	the	linguistic	diversity	is	low	and	often	asked	to	

book	later	appointments,	as	this	is	less	costly.	This	irritates	the	participants,	as	they	know	that	it	 is	

going	against	the	law	and	contributing	to	subordinate	health	care.	

Some	units	have	readily	available	 interpreters	while	other	have	troubles	getting	hold	of	one.	

There	seem	to	be	differences	regarding	which	language,	where	the	unit	is	situated	and	what	time	of	

day	it	is	when	trying	to	locate	a	translator.	This	is	particularly	difficult	in	units	where	individuals	show	

up	without	 appointments,	 for	 example	 in	 emergency	 care.	 It	 is	 believed	 to	 be	much	 better	 if	 an	

appointment	 is	made	 beforehand	 and	 the	 interpreter	 booked	 for	 a	 specific	 time.	 This	 diminishes	

frustration	and	misunderstandings,	creating	better	experiences	with	the	health	care	system	and	more	

quality	health	outcomes.		

All	of	the	participants	try	calling	an	interpreter	as	soon	as	the	need	for	one	is	apparent,	and	they	

have	learned	with	time	that	quality	care	cannot	be	given	when	communication	is	inadequate.	There	

were	two	types	of	interpreters	identified	as	available	to	the	health	care	professionals	in	the	study:	a	

physical	interpreter	that	comes	to	the	unit	and	is	present	during	the	appointment,	and	a	telephone	

interpreter,	that	speaks	on	a	phone.	The	common	feeling	in	the	group	is	that	physical	interpreters	far	

outweigh	the	telephone	ones.	Telephone	interpreters	are	only	meant	to	be	used	when	physical	ones	

are	unavailable	or	when	illness	or	injuries	are	minor.	All	of	the	interviewees	feel	that	they	have	had	to	

use	telephonic	interpreter	services	far	too	often	in	recent	months,	due	to	the	influx	of	refugees	and	

unavailability	of	interpreters.	This	they	find	unsatisfactory	and	feel	it	resulting	in	reduced	care	quality	

and	 loss	 of	 information	 in	 translation.	 One	 of	 the	 things	 most	 often	 mentioned	 regarding	

interpretation	via	telephone	is	the	loss	of	all	non-verbal	communication.	This	includes	gestures	shown	

with	different	body	parts,	expressions,	 the	tone	of	voice	and	eye	contact.	When	the	situation	was	

reaching	a	breaking	point	during	 the	 fall	of	2015,	 the	Karolinska	University	Hospital	 responded	by	

hiring	their	own	translators,	placing	them	in	their	units,	readily	available	if	needed.	One	participant	

explained:	

	



Not	in	the	hospital,	but	Karolinska	has	a	service	contract	with	an	interpreter	service,	and	

there	 you	 can	 get	 help	 via	 telephone.	 And	when	 the	 influx	was	 at	 its	 peak,	 this	 time,	

around,	the	children´s	clinic	hired	interpreters	that	were	in	the	hospital	at	certain	hours,	

and	often	in	my	unit.	Then	I	knew	I	could	call	that	interpreter	and	ask	him	or	her	to	come	

right	away.		

	

Getting	an	 interpreter	that	speaks	the	right	 language	can	prove	to	be	difficult.	Sometimes	this	 is	a	

result	 of	 communication	 barriers	 between	 healthcare	 professionals	 and	 patients,	 the	 health	 care	

worker	 might	 not	 understand	 what	 language	 is	 being	 spoken	 and	 order	 the	 wrong	 interpreter.	

Sometimes	the	right	interpreter	is	not	available,	and	the	translator	service	sends	someone	that	speaks	

a	 language	 closely	 related	 to	 the	 one	 requested.	 Though	 this	 can	 solve	 acute	 problems	 and	 be	

necessary	in	situations	with,	for	example,	very	ill	children,	it	is	not	optimal	and	can	cause	frustration	

for	the	patient	and	his	or	her	family.	When	the	translator	does	not	speak	the	same	language,	nuances	

and	subtleties	get	lost	in	translation	along	with	important	information.		

Information	is	not	only	lost	if	the	interpreter	speaks	the	wrong	language.	It	often	happens	when	

the	interpreter	is	qualified	as	well.	Participants	know	that	this	has	happened	and	find	it	difficult	not	

understanding	what	the	interpreter	is	saying,	if	information	is	conveyed	in	the	way	they	want	or	if	the	

translator	knows	medical	terms	well	enough	to	translate	them	in	the	right	manner.	This	makes	some	

of	the	informants	insecure,	for	example:	

	

Yes,	it	does.	And	I	can´t	tell	if,	and	I	know	that	it	has	happened	if	the	interpreter	is	indeed	

saying	 what	 the	 doctor	 or	 I	 am	 saying.	 For	 the	 patient	 and	 parents	 to	 get	 the	 right	

information.	I	don´t	know	that,	as	I	don´t	speak	the	language.	And	it	makes	me	insecure.	

How	good	they	are.		

	

Many	of	the	informants	feel	that	by	now	they	are	quite	used	to	working	with	interpreters.	They	have	

become	better	at	 it	with	practice	and	 find	 that	 they	have	come	up	with	certain	methods	 to	make	

translation	smooth.	They	know	that	they	cannot	speak	in	long	sentences	and	expect	the	interpreter	

to	translate	word	by	word,	that	they	rather	have	to	keep	it	short	and	be	assertive.	Even	with	these	

self-learned	tactics,	working	with	interpreters	is	not	always	easy.	A	few	of	the	participants	still	find	it	

considerably	difficult	to	work	with	interpreters,	for	example	not	knowing	exactly	who	to	look	at	when	

the	interpreter	is	speaking:	

	



"It´s	difficult.	It´s	difficult	that	you	...	I	have	realized	a	few	times	that	I´m	looking	at	the	

interpreter	instead.	Because	I	know	now	that	I	think	it´s	difficult,	so	I	really	try	to	look	at	

the	 mother,	 father	 or	 child.	 But	 it´s	 really	 difficult.	 I´ve	 been	 in	 situations	 with	 dead	

children	where	you	have	to	use	an	interpreter.	That	is	extremely	difficult.	Extremely."	

	

Another	method	participants	use	to	convey	information	is	to	ask	the	patient,	and	his	or	her	family,	to	

repeat	information	they	have	already	been	told,	just	to	make	sure	that	they	understand.	Even	so,	they	

feel	 that	 a	 lot	 gets	 lost.	 Both	 little	 things	 as	well	 as	 ones	 that	 are	more	 important.	 There	 is	 a	 big	

emphasis	on	being	thorough	and	patient,	making	sure,	as	well	as	possible,	that	vital	information	gets	

through.	There	is	a	feeling	that	refugee	families	are	very	accommodating,	sometimes	so	much	that	

they	 nod	 and	 affirm	 an	 understanding	 of	 things	 that	 they	 do	 not	 understand,	 leading	 to	

misunderstandings	 and	 miscommunication.	 They	 perhaps	 don´t	 understand	 that	 a	 health	 care	

provider	is	going	to	take	a	blood	sample,	but	just	smile	through	it	because	they	are	so	grateful	that	

something	is	being	done.	Even	though	the	interviewees	are	by	now	used	to	working	with	interpreters,	

many	of	them	still	find	it	inhibitory	when	trying	to	establish	a	patient/provider	relationship:	"No	it´s	

not	the	same.	Not	the	same	connection.	There	is	another	person	in	the	room."	

To	add	to	the	difficulties	of	using	interpreters,	some	of	the	interviewees	mention	that	they	have	

met	 interpreters	 that	 really	 did	 not	 understand	 their	 work	 role	 and	 severely	 overstepped	 their	

boundaries.	One	participant	recalls	an	incident	where	an	older	interpreter,	a	woman,	took	on	the	role	

of	 “grandma”	 to	 a	 patient.	 This	 patient	 had	 arrived	 alone	 and	was	 very	 ill,	 and	 the	 interpreter	 in	

question	 gradually	 started	 acting	 as	 his	 guardian,	 questioning	 the	 decisions	 the	 health	 care	 team	

made,	and	not	conveying	information	that	she	deemed	unfit	for	the	patient.	

Interpreters	are	not	a	homogenous	group;	they	are	different,	and	some	are	good	at	their	job	

while	 others	 do	 not	 have	 the	 skills	 and	 experience	 needed.	 All	 of	 the	 interviewees	mention	 that	

working	 with	 one	 interpreter	 can	 be	 wonderful,	 leaving	 them	 with	 a	 feeling	 of	 fulfillment	 and	

accomplishment,	while	working	with	another	makes	 them	 frustrated	and	 leaves	 them	 feeling	 that	

information	got	lost,	and	the	patient	and	his	or	her	family	did	not	get	all	the	help	they	needed.	One	

interviewee	explained:	

	

I´m	used	to	it	now,	so	I	think	it	works	out	fairly	well.	But	sometimes	it	can	be	...	it	really	

depends	on	the	interpreter.	If	you	have	a	good	interpreter,	I	can	believe	that	it´s	all	the	

same	but	if	you	have	a	...	Sometimes	the	interpreters	make	things	a	lot	worse;	that´s	for	

sure.	

	



Two	 of	 the	 participants	 mention	 that	 they	 have	 felt	 that	 interpreters	 have	 added	 a	 lot	 to	 the	

appointment	and	made	it	more	pleasurable.	They	believe	that	the	refugee	families	found	it	comforting	

to	have	someone	present	that	understood	their	background	and	language.	They	even	had	a	feeling	

that	 the	 interpreter	 had	 omitted	 information	 that	 was	 not	 vital	 and	 did	 not	 suit	 the	 cultural	

background	of	the	patient,	thus	making	the	whole	experience	more	culturally	competent.	

There	 is	 a	 common	 experience	 of	 information	 getting	 lost	 in	 translation	 and	 a	 feeling	 of	

helplessness	regarding	this.	Many	mention	that	they	can	sense	that	information	is	being	translated	

the	wrong	way,	without	being	100%	sure,	and	feeling	weird	about	asking	the	translator	if	this	is	the	

case.	They	feel	that	trust	is	crucial	in	every	heath	care	situation,	but	maybe	especially	so	when	a	third	

person	 is	 present.	 It	 can,	 in	 their	 opinion	 make	 the	 appointment	 untrustworthy	 if	 they	 have	 to	

constantly	 question	 the	 work	 of	 the	 interpreter,	 and	 stress	 that	 it	 is	 vital	 that	 the	 interpreter	 is	

qualified	and	skilled.	One	explained:	

	

The	main	thing	is	that	I	cannot	be	sure	what	the	interpreter	is	saying.	A	lot	can	get	lost	on	

the	way,	and	I	have	seen	that	happen	a	lot	of	times.	I	have	meet	families	again	and	get	

questions	about	things	 I	 thought	 I	had	 informed	them	thoroughly	about	but	didn´t	get	

through.	 It´s	 really	 complicated,	 the	 interpreter,	 the	 culture	of	 the	 interpreter	 and	 the	

patient	...	

	

The	general	 feeling	 is,	as	mentioned	before,	 that	misunderstandings	and	miscommunication	occur	

more	frequently	when	using	telephone	interpreters,	though	this	can	happen	with	physical	interpreters	

as	well.	Refugee	families	prefer	physical	interpreters	as	well;	this	sometimes	seems	to	make	them	feel	

more	secure	like	they	get	support	from	having	someone	with	them	that	understands	their	culture,	as	

explained	by	one	of	the	interviewees:	

	

Where	 I	 worked	 before,	 there	 was	 a	 lot	 of	 interpreting	 via	 telephone,	 with	 a	 lot	 of	

misunderstandings.	But	when	the	interpreter	got	there,	then	I	felt	everything	would	be	

ok.	You	like,	take	their	culture	to	our	place,	you	do	what´s	best	for	them.	And	they´re	often	

really	thankful.	

	

Refugee	families	that	regularly	seek	health	care	can	develop	opinions	about	the	translators,	according	

to	three	participants	in	the	study.	As	they	get	to	know	the	system	and	the	people	in	the	workforce,	

they	gain	confidence	to	speak	up	and	request	certain	interpreters.	They	seem	to	grasp	quite	quickly	

which	interpreters	are	competent	and	professional	and	which	are	not.	They	also	ask	for	an	interpreter	



to	 be	 present,	 not	 via	 telephone.	 They	may	 also	 refuse	 interpreters	 that	 do	 not	 speak	 the	 same	

language,	as	this	can	result	in	confusion	and	misunderstandings.		

One	of	the	biggest	issues	the	participants	mention	regarding	the	use	of	interpreters	is	the	loss	

of	feelings,	nuances,	and	timing	from	the	conversation.	They	know	that	when	they	use	an	interpreter	

they	have	to	use	their	time	wisely	and	prioritize	the	practical.	Some	find	that	from	time	to	time,	even	

though	 they	 do	 not	 speak	 the	 same	 language,	 there	 is	 no	 need	 for	 an	 interpreter,	 as	 they	 can	

understand	each	other	nevertheless	–	pat	them	on	the	shoulder	and	say	“hi”	and	“thank	you”	in	their	

language,	showing	them	that	they	care.	That	sometimes	this	is	all	people	need,	a	little	kindness	and	

warmth.	Most	of	the	time	they	do	not	convey	feelings	and	emotions	through	an	interpreter	but	rather	

prefer	to	do	this	by	using	body	language	and	touch,	or	as	one	explained:	

	

I	don´t	use	an	 interpreter	 for	 that.	 I	only	use	physical	 contact,	 you	know,	hand	on	 the	

shoulder.	Hug	them.	Not	everyone	does	this.	Not	everyone	dares	to	walk	straight	to	an	

angry	man	from	the	Middle-East,	who	is	going	crazy	because	he	doesn´t	understand	what	

is	happening	to	his	baby.	And	nobody	has	the	nerve	to	walk	up	to	him,	look	him	in	the	eye,	

put	 hands	 on	 shoulders	 and	 make	 him	 sit	 down.	 Give	 him	 painkillers;	 you´ve	 got	 a	

headache.	I	know	that	we	don´t	understand	each	other,	but	I	still	understand	you.	There	

is	something	common	to	all	humans	that	...	Yes,	you	can	always	show	them	something,	

show	them	that	the	baby	is	sucking	on	your	finger,	I	give	them	thumbs	up,	and	show	them	

that	that	is	a	good	sign.	You	can	always	do	something.	Even	if	you	don´t	speak	the	same	

language.	

	

Even	though	none	of	the	participants	would	rather	have	to	use	an	interpreter,	they	all	see	something	

positive	in	the	situation,	and	one	of	them	sums	it	up	nicely	in	these	words:	

	

I	would	always	choose	not	to	use	an	interpreter,	but	if	I	have	to	list	something	positive	it´s	

maybe	that	a)	they	can	adapt	information	to	their	cultural	backgrounds,	b)	they	give	you	

a	certain	space	to	breathe,	you	can	think	and	process	while	they´re	doing	their	job	...	So	

maybe	they	have	an	alternative	function.		Maybe	they	give	the	families	a	sense	of	security;	

I	don´t	know.	Maybe	 it´s	good	to	have	someone	that	speaks	your	 language,	 to	have	a	

physical	support	of	someone	from	your	own	culture	...	

	

It	was	mentioned	a	few	times	during	the	interviews	that	refugee	families	seek	help	in	the	wrong	place	

in	the	health	care	system.	Most	of	my	informants	feel	that	this	is	due	to	lack	of	information	to	and	



communication	 with	 the	 families,	 that	 they	 simply	 do	 not	 know	where	 to	 go	 for	 help.	 Language	

barriers	are	mentioned	as	a	culprit,	making	it	difficult	for	immigrants	to	call	information	hotlines	or	go	

to	a	local	primary	health	care	unit,	where	interpreters	are	not	readily	available.	This	is	not	found	to	be	

the	 case	 in	 some	 of	my	 participant’s	workplaces.	 It	 seems	 as	 though	 refugee	 families	 feel	 secure	

seeking	health	care	in	their	primary	health	care	unit	when	living	in	multicultural	neighborhoods	where	

the	personnel	is	used	to	working	with	individuals	with	diverse	cultural	backgrounds.	One	interviewee	

explained:	

	

Many	 that	 haven´t	 mastered	 the	 language	 have	 a	 little	 education;	 they	 come	 to	 us	

because	the	thought	is	that	you	have	a	trusting	relationship	with	someone	here	and	that	

you	know	someone.	Then	it´s	ok	to	come	even	though	you	can´t	speak	the	language.	It´s	

not	that	easy	to	call	1177	or	read	information	online	when	you	don´t	speak	the	language.	

Or	you	go	to	the	ER	because	you	know	that	you	get	to	see	a	doctor	there.	

	

Those	working	in	an	emergency	unit	do	not	experience	a	great	influx	of	refugee	families	but	mention	

nevertheless	that	it	is	a	little	bit	either	or.	Either	people	do	not	come	until	it	is	almost	too	late,	or	they	

seek	help	for	every	little	thing:	“I´ve	met	a	few	the	past	few	weeks	but	otherwise	relatively	few.	They	

almost	get	to	us	to	late.	But	even	for	common	colds.	It´s	a	little	varied	I	think..."	

	

Alongside	organizational	issues	and	problems,	linguistic	and	communicational	barriers	are	the	largest	

hurdles	the	participants	in	this	study	feel	they	have	to	overcome	when	treating	refugee	children	and	

their	 families.	 Trusting	 health	 care	 provider-patient	 relationships	 cannot	 be	 built	 when	

communication	is	lacking,	and	inadequate	communication	easily	leads	to	information	getting	lost	and	

to	misunderstandings,	leading	to	decreased	health	care	quality	and	possibly	worse	health	outcomes.	

	
7.3.	Cultural	competence	

There	 is	 a	 clear	 theme	 reoccurring	 in	 all	 of	 the	 interviews.	 The	health	 care	providers	wish	 to	gain	

cultural	 competence	along	with	 the	 skills	 and	 knowledge	needed	 to	provide	 culturally	proper	 and	

equitable	care	for	refugee	families.	They	are	aware	that	every	individual	belongs	to	a	certain	culture,	

with	particular	views,	beliefs	and	values	that	may	at	time	collide	with	theirs.	

All	of	the	interviewees	except	one	express	a	lack	of	knowledge	and	understanding	of	the	diverse	

cultures	of	refugees.	Some	mention	feeling	frustrated,	ignorant	and	almost	naive	when	talking	to	the	

families,	admitting	that	they	feel	they	should	be	better	equipped	to	meet	their	needs:	"I	am	aware,	

but	I	believe	that	I	don´t	have	an	overview...	I	don´t	know...	Even	though	I	know	what	country	they´re	



from,	I	don´t	know	anything	about	their	cultural	backgrounds	or	ethnicity	and	how	to	approach	them	

appropriately."	

One	informant	mentions	that	it	might	not	matter;	refugee	children	are	human	beings	like	us,	

with	the	same	needs,	regardless	of	the	culture.	Nevertheless,	they	have	often	gone	through	a	tough	

time	and	need	extra	attention	and	care	because	of	that.	They	may	have	lost	one	or	both	parents,	may	

not	speak	the	language	and	may	not	know	how	the	system	works.	The	parents	may	be	insecure,	and	

they	may	not	speak	the	language.	Then	she	feels	the	need	for	even	more	support	and	the	need	to	

take	other	measures	than	with	children	from	the	majority	culture;	it	is	not	always	about	equality	in	

care,	but	equity	-	knowing	that	you	need	to	treat	refugee	families	a	little	differently	to	get	them	the	

care	and	support	they	need.	This	is	a	reoccurring	theme	in	the	results	-	the	need	for	equity	in	health	

care.	That	everyone	is	different,	and	that	health	care	needs	to	be	designed	to	meet	every	individual's	

needs.	There	is	a	feeling	that	health	care	systems,	in	general,	are	designed	for	homogenous	groups	of	

people	rather	than	the	heterogeneous	individuals	that	make	up	these	groups.	

Lack	of	knowledge	is	most	often	mentioned	in	context	with	culture	and	communication	but	not	

related	to	medical	care.	The	participants	generally	do	not	feel	that	there	is	a	difference	medically,	at	

least	not	with	medical	care	given	here	and	now.	Not	having	access	to	previous	notes,	prior	history	or	

background	 information	 can	make	 things	 complicated,	 especially	when	 treating	 individuals	with	 a	

previous	medical	condition.	Those	who	have	had	some	lessons	in	treating	culturally	diverse	patients	

mention	 that	 it	 has	 mostly	 been	 done	 through	 teaching	 and	 talking	 about	 how	 individuals	 from	

different	cultures	deal	with	different	aspects	of	health	in	different	ways.	One	said:	

	

Yes,	 they	talked	about	different	cultures	and	things	 like	what	you	can	encounter	when	

children	are	dying.	Oneself	 can	become	 so	 shocked	over	 those	who	want	 to	do	 things	

differently,	and	you	are	like,	oh	my	god,	you	don´t	want	to	say	goodbye	to	your	child?	No,	

this	is	not	my	child	because	I	didn´t	get	to	take	it	home	from	the	hospital.	

	

Even	though	most	of	my	 interviewees	 found	 it	crucial	 to	have	some	background	knowledge	about	

refugees	and	their	cultures,	one	had	another	take	on	the	matter:	

	

I	 usually	 don´t	 think	 a	 lot	 about	 their	 backgrounds;	 I	 treat	 them	 as	 human	 beings	

primarily.	 I	 just	meet	 them	here	 and	 now,	 regardless	 of	where	 they	 come	 from.	 Their	

backgrounds	can	of	course	sometimes	be	brought	up	while	you´re	talking	to	them	but	I	

try	to	meet	them	here	and	now	and	as	human	beings.	

	



When	asked	if	there	had	been	any	courses	or	training	in	transcultural	health	care	during	their	studies,	

both	undergraduate	and	graduate	studies,	all	but	three	said	no.	Most	recalled	that	there	had	been	

nothing	during	all	the	years	of	studying,	not	even	mentioned	how	different	cultural	beliefs,	values,	

and	behaviors	affect	health	care	and	medicine	as	a	whole.	One	informant	feels	that	there	might	have	

been	a	lecture	on	this	sometime	during	her	medical	studies,	but	the	memory	is	vague,	and	the	lecture	

clearly	left	no	knowledge	or	tools	she	is	using	today.	Another	thinks	that	she	had	a	lecture	sometime	

during	her	studies,	but	believes	she	has	forgotten	most	of	it.	She,	and	many	of	the	others,	feel	that	

studies	 and	 training	 in	 transcultural	medicine	 and	 health	 care	 need	 to	 be	 available	 for	 all	 staff	 in	

hospitals	 at	 regular	 intervals,	 linked	 to	 the	 units	 themselves	 in	 accordance	 with	 everyday	 life,	

something	that	can	be	used	directly	in	praxis,	taught	by	someone	that	has	clinical	experience	in	the	

matter	 and	 knows	 and	 understands	 the	 dilemmas	 that	 arise.	 Only	 one	 participant	 recalled	

comprehensive	lectures	on	this	topic	during	recent	studies	on	a	graduate	level.	Specialists	in	the	field	

were	brought	in,	and	she	feels	that	this	gave	her	n	insight	into	the	subject	and	made	her	both	willing	

and	curious	to	read	further.	A	few	of	the	participants,	and	especially	those	working	in	multicultural	

areas,	 talk	about	having	 taken	courses	of	 their	own	 initiative	because	 they	are	 interested	 in	 these	

topics	and	want	to	deepen	their	understanding	to	give	more	equitable	care	of	greater	quality.	

When	 asked	 if	 they	 think	 additional	 courses	 and	 training	will	 benefit	 them	 in	 their	work	 as	

medical	professionals,	all	of	the	participants	say	it	will	and	that	it	would	have	been	helpful	earlier	in	

their	profession.	They	mention	that	when	they	first	started	working	and	had	little	experience,	these	

issues	were	greater	than	they	are	now.	When	combining	cultural	diversity	with	complicated	medical	

tasks,	they	found	it	compromising	their	ability	to	meet	the	families	 in	the	best	way	possible,	often	

making	them	nervous	and	stiff.	

Even	 though	 it	 will	 never	 be	 possible	 to	 learn	 everything	 about	 every	 particular	 culture,	 a	

common	thread	amongst	the	interviewees	was	an	agreement	on	every	lecture	or	training	opportunity	

helping	 to	 open	 up	 the	minds	 of	 health	 care	 professionals,	 creating	 curiosity	 for	 finding	 ways	 to	

administer	 the	 best	 care	 possibly	 according	 to	 the	 cultural	 needs	 of	 any	 particular	 group.	 One	

explained:	

	

I	think	it	would	make	a	big	difference	to	have	something	that	makes	you	wake	up	and	

think.	I	really	believe	that.	You	can	never	learn	everything	about	different	cultures,	how	

everybody	wants	 things	 to	 be,	 it´s	more	 about	 learning	 how	 to	 communicate	 and	 be	

curious	and	be	aware	of	what	you	carry	with	you	as	a	person	yourself,	how	your	own	

culture	affects	you.	Because	Swedish	culture	is	really	unique,	we	are	really	weird.	If	you	

look	at	world-view	map,	you	see	that	Sweden	sticks	out	for	being	weird.	



	

This	was	 thought	 to	be	great	by	 some;	others	 found	 this	kind	of	 teaching	bad	 in	many	ways.	One	

informant	went	as	far	as	to	say	that	it	can	be	dangerous	to	do	a	course,	because	some	of	them	teach	

you	things	about	different	cultures	but	are	essentially	stereotyping	cultural	groups,	often	in	a	way	that	

does	not	ring	true	in	reality.	When	describing	the	courses	and	lectures	that	have	been	given	to	them,	

the	 participants	 use	 words	 like	 "not	 serious",	 "misaligned"	 and	 "not	 structured".	 A	 few	 of	 them	

mention	 that	 there	 is	 a	 tendency	 to	 stereotype	 particular	 cultures	 and	 that	 they	 were	 actually	

surprised	to	find	this	in	a	course	given	to	medical	health	care	workers	on	a	professional	level.	There	

are	 thoughts	on	how	 this	 causes	 confusion	and	misunderstandings,	 as	well	 as	how	 it	 leaves	 some	

health	care	workers	with	ideas	about	different	groups	that	has	no	truth	to	them	and	can	be	harmful	

to	the	care	giver-patient	relationship.		

Many	of	them	think	that	these	training	and	study	options	should	not	be	tied	to	the	schools	but	

rather	to	the	workplace,	that	it	should	be	integrated	into	the	hospital	wards	and	outpatient	units	and	

readily	available	and	mandatory	for	all	health	care	workers.	A	few	of	the	informants	feel	that	younger	

health	care	professionals,	with	less	workplace	experience,	are	more	open	minded	to	learning	things	

about	different	cultural	groups	and	finding	ways	to	make	things	work.	In	their	opinion,	those	that	have	

been	working	for	a	long	time	in	the	same	place	are	more	opposed	to	the	idea,	and	feel	that	they	do	

not	want	to	take	time	or	make	effort	to	learn	new	things,	rather	keeping	their	old	standards	of	care,	

even	though	it	may	at	times	be	unadjusted	to	the	needs	of	refugee	children	and	their	families.	One	

interviewee	explained:	

	

Yes.	The	ones	who	have	been	working	a	long	time	...	They	are	more	closed	to	this.	That´s	

just	the	way	it	is.	When	you´ve	been	working	for	a	long	time	in	the	same	place,	then	it´s	

just	like,	you	don´t	want	to	take	time	learning	something	new.	

	

When	asked	what	the	ideal	training	would	be	for	them,	many	of	the	participants	mention	some	kind	

of	a	course	or	a	day	of	lectures	that	is	well	defined	and	evidence	based.	Not	a	discussion	in	groups	

where	matters	are	discussed	freely	and	do	not	lead	to	anything	constructive,	as	seems	to	have	been	

the	case	in	quite	a	few	training	opportunities.	A	large	part	of	these	training	is	seen	as	a	waste	of	time,	

rather	than	something	that	is	useful	in	practice.		

Five	 of	 the	 informants	 describe	 that	 they	 feel	 like	 they	 have	 picked	up	 skills	 as	 years	 in	 the	

workplace	have	gone	by.	They	know	now	that	it	is	important	to	be	kind,	open,	curious	and	warm	when	

meeting	refugee	families,	establishing	a	connection	built	on	trust	from	the	get	go.	They	feel	that	they	

quite	often	go	the	extra	mile	to	make	their	experience	with	health	care	more	positive,	and	even	get	



more	personal	than	they	would	with	patient	families	from	the	majority	culture:	"I	often	do	a	little	extra	

for	refugee	families.	They´ve	had	a	rough	time,	and	I	know	they´re	probably	anxious	and	frightened,	

so	I	try	to	comfort	them	and	show	them	that	we	are	here	to	help."	

	
7.4.	Culture	

All	of	the	participants	 in	this	study	have	given	considerable	thought	to	the	meaning	of	culture	and	

cultural	backgrounds	in	health	care.	Many	of	them	report	that	this	is	particularly	the	case	now	that	

there	have	been	many	refugees	arriving	from	Syria.	They	feel	that	they	understand	their	situation	a	

little	better	 than	 that	of	many	other	 immigrants,	 perhaps	because	of	 steady	news	 flows	 from	 the	

Mediterranean	and	a	constant	flow	of	images	via	social	media.	They	feel	in	a	way	connected	to	the	

refugee	families	when	they	get	to	the	new	country,	feeling	their	pain	and	having	great	sympathy	for	

their	situation.	

Many	of	them	have	thought	about	refugee	children’s	access	to	health	care	and	if	they	receive	

equitable	care,	compared	to	children	from	the	majority	population.	They	even	feel	that	the	major	part	

of	health	care	workers	thinks	about	this	too,	and	discusses	the	matter.	There	is	knowledge	that	all	

children	are	entitled	to	the	best	possible	health	care	available,	and	many	of	the	participants	name	the	

Convention	on	 the	Rights	 of	 the	Child	 in	 this	 context.	 Some	 feel	 that	 there	 is	 a	 great	 discrepancy	

regarding	 the	quality	of	 care	when	 comparing	 refugee	 children	with	 the	majority	population.	One	

explained:	

	

This	is	one	of	the	things	I´ve	thought	about	a	lot.	Both	with	myself	and	others.	And	I	think	

…	 I	 think	 that	 refugees	 from	for	example	Afghanistan	or	Syria	 that	have	brought	 their	

children	to	the	hospital	receive	different	care	than	people	from	rich	communities.	People	

with	high	status	and	where	people	are	afraid	that	they	will	make	...	That	they	will	cause	

problems,	talk	to	bosses.	They	know	the	system	really	well	and	can	always	...	Parents	that	

Google	 a	 lot	 and	 ask	 critical	 questions,	 justified	 questions,	 and	 really	 know	what	 the	

treatment	is	about.	It´s	much	more	common	that	these	individuals	are	on	their	toes.	

	

Others	feel	that	this	is	not	the	case	in	pediatrics,	although	they	have	seen	it	in	other	units.	They	feel	

that	pediatric	health	care	providers	are	aware	that	every	child	has	the	same	rights	to	care	and	that	

there	is	compliance	with	this.	Even	so,	most	of	the	participants	agree	that	Western	families,	especially	

those	from	rich	neighborhoods,	place	much	more	demands	on	the	system,	and	know	much	better	to	

what	care	they	are	entitled.	There	is	a	general	feeling	that	refugee	families	place	fewer	demands	and	

are	more	thankful.	They	do	not	know	how	the	system	works,	are	not	familiar	with	their	rights	and	



obligations	and	often	make	do	with	a	whole	lot	less	than	people	that	have	lived	in	Sweden	for	a	long	

time.	This	is	found	to	be	sad	because	it	can	degrade	both	the	trust	in	patient/provider	relationships	

and	the	quality	of	care.	This	is	of	course	not	always	the	case,	and	a	few	of	the	participants	mention	

refugee	families	that	have	arrived	in	Sweden,	thinking	that	their	every	need	and	want	is	going	to	be	

met	 immediately	 and	 that	 these	 families	 get	 angry	 and	 frustrated	when	 this	 is	 not	 the	 case.	One	

interviewee	explained:	

	

Both.	Sometimes	more.	That	they	think	that	they	...	that	they´ve	come	here,	and	this	is	

Sweden.	And	you	are	going	to	help,	and	my	child	is	going	to	get	this	help	right	now.	What	

kind	of	country	is	this?	And	then	...	Or	it´s	completely	opposite,	that	they´re	really	happy	

that	 they	 get	 to	 come	 to	 you	 and	 that	 you	 register	 them	 in	 the	 triage.	 And	 they´re	

thankful.	Almost	either	or.	

	

Regarding	access	to	health	care,	three	of	the	Swedish	health	care	providers	interviewed	mention	how	

age	determination	of	refugee	children	can	change	their	access	to	care.	They	find	that	there	is	quite	a	

difference	between	care	given	to	children	and	that	given	to	adults.	According	to	these	participants,	

Swedish	 pediatricians	 have	 since	 a	 few	 years	 back,	 refused	 to	 conduct	 x-rays,	 and	 other	 physical	

examinations	were	done	to	determine	the	age	of	a	child.	They	feel	that	this	is	in	accordance	with	the	

Convention	 on	 the	 Rights	 of	 the	 Child,	 with	 every	 child	 given	 the	 benefit	 of	 doubt	 when	 age	 is	

questioned.	The	informants	find	it	crucial	that	age	determination	is	not	implemented	while	methods	

are	unreliable	and	comparative	data	based	on	data	gathered	from	well-nourished,	Caucasian	children,	

that	have	not	endured	the	physical	and	mental	hardships	refugee	children	have,	and	that	can	have	an	

impact	on	physical	findings.	

Another	thing	that	is	mentioned	is	how	health	care	professionals	seem	to	have	a	different	status	

among	many	refugee	families.	This	is	especially	pronounced	with	physicians;	they	are	sometimes	put	

on	a	pedestal	and	treated	as	Gods.	Their	every	decision	is	regarded	as	law	and	not	questioned,	as	is	

often	the	case	with	the	majority	populations	that	do	not	have	the	same	respect	for	their	doctors.	

View	on	illness	and	health	differs	from	culture	to	culture.	This	is	apparent	to	the	participants	in	

this	study	and	something	that	they	feel	they	need	to	be	more	aware	of.	One	informant	explains	that	

many	of	the	refugees	come	from	countries	with	health	care	systems	that	are	more	authoritarian	and	

often	corrupt.	When	they	later	join	Western	communities,	they	have	expectations	built	on	experience	

in	another	type	of	care	system.	Others	describe	that	 it	can	be	challenging	caring	for	a	child	with	a	

minor	 illness,	 and	 treating	 it	 according	 to	 the	 norm	 in	 Western	 medicine	 when	 the	 parents	 are	

confident	that	their	child	is	suffering	from	a	severe	illness	and	possibly	dying.	They	express	that	they	



understand	now	where	this	 is	coming	from,	but	when	they	were	 less	experienced,	they	found	this	

behavior	irrational	and	frustrating.	There	is	a	consensus	that	this	needs	to	be	taught	in	transcultural	

training	for	new	health	care	personnel	and	that	health	care	professionals	must	be	aware	that	a	minor	

illness	like	diarrhea	can	be	life	threatening	in	one	country	though	relatively	benign	in	Western	societies	

and	easily	treatable.	

One	more	example	of	different	views	on	health	and	illness	is	the	use	of	medicine.	Many	of	the	

participants	 mention	 that	 refugee	 families	 demand	 medicine	 for	 most	 ailments.	 This	 can	 be	

controversial	when	they	are	being	treated	according	to	the	new	country’s	health	care	system,	as	the	

use	of	medicine,	e.g.	antibiotics	for	viral	infections,	is	not	common	practice	and	even	detrimental	to	

public	health.	One	interviewee	explained:	

	

They	 have	 other	 demands.	 They	want	medicine	 for	many	 things	 because	 that´s	 what	

they´ve	gotten	in	the	countries	they´re	from.	They	can´t	think	it´s	ok	to	be	told	to	use	salt	

water	for	a	cold;	they	want	proper	medicine.	

	

Three	of	the	participants	laugh	when	describing	that	they	sometimes	just	give	the	child	"medicine"	if	

that	is	what	the	parents	demand.	This	is	often	a	dose	of	nasal	saline	or	another	harmless	drug,	given	

to	making	the	parents	feel	like	they	have	been	heard,	that	they	have	been	listened	to	and	that	they	

have	gotten	help.	

Two	of	the	participants	mention	that	health	literacy	is	different	in	diverse	cultures	and	that	this	

can	be	troublesome	when	trying	to	explain	complicated	medical	things	to	refugee	families,	and	one	

explains:	

	

I´ve	been	in	this	situation	before,	to	try	to	explain	things	...	How	the	cultural	background	

or	cultural	health	background	is	different	and	what	effect	that	can	have	on	how	people	

interpret	what	you	say	and	do.	How	do	you	think	it	is	to	try	to	explain	to	people	that	just	

came	to	the	western	part	of	the	world,	doesn´t	know	the	culture,	the	language,	doesn´t	

have	any	money,	doesn´t	have	a	home,	hasn´t	got	any	background	information	on	how	

the	body	works.	And	then	you	have	to	explain	to	them	how	the	treatment	for	leukemia	

works.	 So	 you	 always	 have	 to	 adapt	 your	 information	 to	 the	 background	 that	 you	

somehow	expect	them	to	have.	This	is	a	big	challenge.	

	

Different	customs	regarding	death	and	funerals	are	described	by	two	of	 the	participants	as	a	 little	

difficult	to	handle.	One	mentions	how	it	can	be	hard	dealing	with	a	family	that	refuses	to	have	a	funeral	



for	their	infant.	In	their	culture,	this	is	not	customary	if	a	child	dies	in	the	hospital	before	being	taken	

home,	that	child	is	not	regarded	as	a	part	of	the	family,	and	there	is	no	need	for	a	ceremony	of	any	

kind.	Another	describes	how	a	mother	is	not	allowed	to	see	her	infant,	just	because	he	or	she	has	a	

syndrome	and	does	not	have	a	chance	of	survival.	The	baby	is	left	in	the	unit	and	the	parents	never	

visit,	leaving	health	care	professionals	to	give	this	little	one	the	only	warmth	and	love	he	or	she	is	to	

receive	in	the	few	days	or	weeks	of	life.	This	weighs	heavy	on	the	minds	of	healthcare	professionals,	

as,	 in	Western	 communities,	 parents	most	 often	 stay	with	 their	 sick	 infants	 as	much	 as	 they	 are	

allowed,	giving	them	love	and	care.		

Another	 example	 of	 the	 difference	 in	 cultural	 behaviors	 are	 views	 on	 breastfeeding.	 One	

interviewee	talks	about	two	sisters	that	breastfeed	the	same	baby	and	how	the	staff	perceives	this:		

	

And	when	women	from	the	Middle	East	come	and	maybe	both	have	children	and	the	sister	

wants	to	nurse	the	baby.	You	know.	We´re	like	whaaaaat,	what´s	happening!	But	it´s	just	

normal	with	them.	She´s	just	helping	out.	The	mother	doesn´t	have	enough	milk,	and	the	

sister	helps	and	that´s	the	most	normal	thing	in	their	culture.	And	who	are	we	to	say	that´s	

not	ok?	I	feel	weird	about	it,	but	I´m	not	going	to	ban	them	from	doing	it.	I	just	tell	the	

doctor	that	the	sister	needs	to	be	checked	out	to	see	if	everything's	ok,	that	the	baby	is	

allowed	to	have	this	milk.	And	then	this	is	just	ok.	We	tolerate	this	better	than	the	ones	

that	have	been	there	longer	and	are	not	as	...	liberal.	

	

Despite	the	general	feeling	that	health	care	staff	has	a	different	status	with	refugees	than	the	majority	

populations,	a	few	participants	find	this	to	be	the	case	with	doctors	only.	In	many	of	the	refugees´	

countries	of	origin,	the	doctor	is	who	you	go	to	see	if	you	are	ill.	Nurses	are	doctors´	aids,	not	qualified	

professionals.	 When	 these	 individuals	 arrive	 in	 countries	 like	 Sweden	 and	 Iceland,	 they	 do	 not	

understand	that	nurses	are	highly	trained	professionals	and	that	they	most	often	work	independently	

and	have	a	responsibility	to	make	their	own	decisions,	often	in	cooperation	with	the	doctors.	This,	

these	informants	find	difficult	for	some	refugee	families	to	understand.	They	do	not	want	to	waste	

time	talking	to	a	nurse	 in	the	triage,	or	getting	treatment	from	a	nurse	before	seeing	a	doctor.	To	

them,	this	is	a	waste	of	time	and	a	nurse	only	someone	you	have	to	get	past	in	order	to	reach	the	

doctor.	This	 is	 felt	 to	cause	 frustration	and	 tension,	as	nurses	can	 feel	offended	and	disrespected,	

which	makes	the	patient/provider	relationship	less	rewarding.	One	nurse	explained:	

	

There	are	a	 lot	of	 instances	where	you	think	differently.	How	the	health	care	system	is	

organized	and	...	We	were	talking	about	where	you	seek	care	and	support	and	what	you	



seek	help	for.	You	really	want	to	see	a	doctor	when	someone	is	sick,	in	the	Arabic	culture,	

you	have	to	see	a	doctor.	It´s	important.	A	nurse	is	just	an	assistant,	not	really	necessary	

for	the	process.	

	

One	interviewee	describes	an	occasion	where	a	father	of	a	young	child	stood	with	his	fists	clenched,	

about	to	hit	her	because	his	kid	had	been	throwing	up	for	three	hours	and	he	wanted	to	meet	a	doctor.	

Despite	 her	 doing	 a	 thorough	 exam	 and	 explaining	 to	 him	 that	 the	 child	was	 not	 seriously	 ill,	 he	

demanded	to	see	a	doctor	and	acted	as	she	was	incapable	of	doing	her	job.	She	felt	threatened	and	

found	the	situation	uncomfortable.	

When	he	was	supposed	to	go	home,	some	six	hours	later,	he	stood	with	his	fists	still	clenched	

and	she	thought	that	he	was	going	to	hit	her.	He	then	walked	to	her	with	tears	in	his	eyes	and	said:	

"I´m	sorry."	She	explains	that	this	is	the	only	time	this	has	happened	to	her,	communication	is	often	

“wrong”	all	 through	the	visit	because	women	are	strong	 in	 this	culture	and	men	have	a	hard	time	

accepting	that.		

Ideas	and	beliefs,	based	on	the	background	culture,	can	be	hard	to	change.	Many	refugees	are	

very	true	to	their	cultural	backgrounds	and	religion.	 Informants	describe	how	some	refugees	go	to	

their	home	countries	to	get	their	children	circumcised,	just	because	generations	before	have	done	it	

and	they	are	not	going	not	to	do	it	just	because.	It	is	a	general	feeling	that	it	is	almost	impossible	to	

get	refugee	families	to	abandon	conventional	views	from	their	home	country,	for	example,	views	on	

vaccinations.	 The	 health	 care	 workers	 feel	 that	 even	 though	 they	 present	 refugee	 families	 with	

research	on	the	matter,	this	does	not	change	things.	It	is	the	views	and	beliefs	of	family	members	that	

count,	research	and	science	are	not	good	arguments	in	their	cultures.	One	participant	also	mentions	

that	she	has	experienced	this	when	working	in	child	primary	health	care.	Parents	have	been	worried	

that	 their	 baby	 is	 too	 thin	 when	 in	 her	 opinion	 it	 was	 very	 healthy	 and	 normal.	 Despite	 her	

recommendations,	the	family	listened	to	members	of	the	extended	family	and	continued	feeding	the	

baby	far	too	much,	because,	in	their	culture,	it	was	regarded	as	too	thin.		

This	is	also	felt	to	be	the	case	regarding	how	certain	procedures	are	done.	In	the	Swedish	and	

Icelandic	health	care	systems,	it	is	for	example	customary	to	use	EMLA,	a	topical	Lidocaine,	to	numb	

the	skin	before	taking	a	blood	sample.	A	few	participants	mention	that	parents	of	refugee	children	

often	deny	this,	stating	that:	“No,	no,	no,	he	doesn´t	need	that.	No,	no,	no,	just	stick.”	

	

This	sometimes	leads	to	controversy,	as	the	interviewees	may	find	the	parents	too	harsh,	and	are	not	

willing	to	abandon	their	way	of	practice.	They	mention	that	finding	a	balance	between	doing	their	job	

in	a	way	they	are	satisfied	with,	and	meeting	the	wishes	of	patients	and	parents	can	be	quite	difficult.	



An	issue	three	participants	mention	is	the	way	things	are	explained	and	conveyed	to	the	patient	

and	caregivers.	One	describes	that	he	has	been	involved	in	a	situation	where	he	was	forbidden	to	talk	

to	the	mother,	that	everything	was	supposed	to	go	through	the	father	because	the	mother	was	the	

primary	caregiver	and	she	could	not	lose	faith.	Another	mentions	occasions	where	it	was	not	allowed	

to	tell	the	child	that	he	was	dying:		

	

I´ve	been	involved	in	two	or	three	cases	where	I	couldn´t	speak	with	the	child.	It	was	really	

clear	in	their	cultural	world	that	you	don´t	talk	about	death	to	a	child	and	that	you	keep	

hoping	until	the	end.	And	this	causes...	It´s	not	good	according	to	our	experience.	The	child	

knows	perfectly	well	what´s	going	on,	and	this	creates	a	lot	of	anxiety	with	the	child.	In	

the	last	days	and	weeks.	

	

The	participant	felt	this	was	extremely	difficult	because	he	felt	that	in	his	workplace	it	is	customary	to	

tell	the	child	the	truth.	This	is	backed	up	by	science	and	proven	to	make	both	patient	and	family	use	

the	valuable	time	they	have	the	last	days,	weeks	or	months	to	strengthen	their	relationships	and	help	

each	other	deal	with	death.	When	asked	if	they	respected	the	wishes	of	families	in	these	situations	

the	interviewees	say	that	they	do.	That	they	have	to	respect	their	will	because	not	doing	so	will	only	

create	bigger	problems.	One	of	them	adds	that	even	though	they	respect	the	parents´	wishes,	they	

tell	them	that	they	are	not	going	to	lie	to	the	child	if	it	asks.	They	just	try	to	adapt	what	they	say	and	

how.	

The	 topic	 of	 gender	 issues	 is	 a	 recurring	 one	 in	 the	 study.	 Not	 all	 of	 the	 participants	 have	

experienced	gender	issues	when	caring	for	refugee	families,	but	all	have	heard	of	colleagues	who	have	

been	in	such	situations.	There	is	a	certain	awareness	regarding	the	matter,	and	some,	for	instance,	do	

not	greet	people	with	a	handshake:	"We	naturally	...	I	often	don´t	greet	people	with	a	handshake.	Just	

to	be	safe.	You	don´t	know	how	things	are	so	I	just	say	hello.	That´s	the	difference."	

Half	of	the	participants	have	been	involved	in	situations	where	a	family	member	requested	a	

health	care	worker	of	a	particular	gender,	most	often	it	was	about	women	needing	to	be	treated	by	

female	nurses	and	physicians.	This	is	usually	not	regarded	as	a	problem,	and	if	there	is	staff	available	

of	the	right	gender,	a	switch	is	made.	One	participant,	however,	described	that	the	senior	staff	in	her	

unit	 declined	 these	 wishes,	 and	 were	 adamant	 that	 the	 normal	 procedures	 in	 the	 unit	 were	

maintained,	not	giving	in	to	such	demands	from	individuals	with	different	cultural	backgrounds.	She	

feels	 that	 nothing	 good	 comes	 of	 this	 rigidity,	 that	 it	 only	 causes	 tension	 and	 unpleasant	 work	

environment,	especially	for	the	families	and	the	health	care	worker	that	is	forced	to	treat	the	family,	

even	if	they	do	not	want	him	or	her	there.	She	adds	that	even	though	this	is	the	policy	with	senior	



staff,	 the	 workforce	 often	makes	 different	 decisions	 when	 the	 bosses	 are	 not	 present,	 especially	

during	evening	and	night	shifts.	

Gender	roles	within	families	are	often	mentioned	in	the	interviews.	Two	participants	mention	

how	fathers	from	some	cultures	refuse	to	change	diapers,	waking	up	mothers	that	have	been	up	all	

night	with	a	crying	baby	while	they	slept	soundly	in	a	chair,	to	change	a	soiled	diaper.	This	makes	them	

angry	and	irritated,	but	they	try	to	mask	their	irritation	and	accept	that	this	is	how	it	is	done	in	other	

cultures.	One	of	these	informants	feels	that	even	though	the	younger	staff	tries	to	stay	calm	and	let	

families	go	about	their	business;	this	is	not	necessarily	the	case	with	more	senior	workers.	He	feels	

that	with	seniority	often	comes	more	authority	and	less	tolerance	for	a	behavior	of	this	kind.	The	more	

experienced	workforce	 is	more	 likely	 to	 reprimand	 the	 fathers,	making	 them	 help	 the	 exhausted	

mothers	and	letting	them	know	that	this	is	not	the	way	things	are	done	in	Western	communities.	

There	is	a	tendency	in	some	cultures	to	bring	the	extended	family	to	health	care	appointments	

according	to	a	few	of	the	participants.	The	waiting	room	can	at	times	seem	full	of	patients,	but	when	

examined	closer,	most	of	 the	people	are	 family	members,	 there	 for	 support	and	company.	This	 is	

sometimes	perceived	as	disturbing,	as	it	adds	a	feeling	of	chaos	and	makes	it	difficult	to	maintain	an	

overview	of	waiting	rooms,	something	that	nurses	that	work	with	triage	mention	during	interviews.	

Two-thirds	of	the	participants	say	that	they	ask	the	extended	family	to	leave	the	examination	room	if	

it	is	too	crowded	or	if	they	"take	over"	the	situation,	not	letting	the	parents	speak	and	stating	their	

opinions	on	every	matter.		

Different	 cultural	 beliefs	 and	 behaviors	 regarding	 health	 and	 illness	 can,	 according	 to	 the	

interviewees,	be	difficult	at	times.	Treating	culturally	diverse	patients	requires	a	degree	knowledge	

and	skill,	but	first	and	foremost	curiosity	and	willingness	to	adapt.	Mutual	respect	and	open	minds	are	

what	the	participants	find	most	important	when	meeting	patients	with	foreign	origins,	and	if	applied	

in	all	communication,	this	leads	to	better	health	care	and	more	contentment	with	the	workforce.	

	
7.5.	Empathy,	prejudice,	and	racism	

All	the	health	care	professionals	participating	in	this	study	express	strong	feelings	of	empathy	towards	

the	refugee	children	and	families	that	have	found	a	new	home	in	Sweden	or	Iceland.	They	feel	sad	

and	angry	about	the	journey	the	children	and	their	families	have	had	to	endure	to	get	to	where	they	

are	today,	and	feel	sorry	for	them	having	had	to	leave	everything	they	know	and	own	behind.	One	

participant	mentions	that	she	thinks	that	 it	 is	especially	hard	not	to	 feel	 for	 these	kids	 if	you	have	

children	 yourself.	 There	 is	 also	 a	 common	 understanding	 that	 even	 though	 the	 group	 of	 refugee	

families	is	a	vulnerable	one,	these	individuals	are	also	strong	and	doing	everything	in	their	power	to	

bring	their	families	to	a	better	place,	give	them	the	opportunity	to	live	a	life	in	peace	and	harmony.	A	



few	 of	 the	 participants	 describe	 that	 they	 sometimes	 go	 the	 extra	 mile	 for	 these	 patients.	 That	

because	they	know	what	they	have	been	through,	they	try	to	make	their	lives	a	little	bit	easier	and	

more	pleasurable	by	bringing	them	extra	food,	finding	them	a	wheelchair	in	a	distant	unit	or	making	

sure	they	get	home	from	their	appointments	in	a	safe	manner.	

There	seems	to	be	a	general	comprehension	that	refugee	families	are	more	thankful,	or	at	least	

show	their	gratitude	more	so	than	the	majority	population.	They	are	often	found	to	ask	for	less	and	

accept	every	little	thing	handed	to	them	or	done	for	them	with	appreciation.	This	also	leads	to	health	

care	providers	wanting	to	be	as	accommodating	as	possible,	but	the	participants	state	that	this	is	also	

the	case	with	the	majority	population	–	grateful	and	polite	clients	tend	to	get	better	service	than	those	

with	attitude	and	constant	demands	for	more:	“Exactly.	And	you	notice	that	they	appear	more	grateful	

than	a	Swede	does,	and	you	feel	like	you	want	to	be	more	accommodating.”	

One	participant	has	thoughts	on	feeling	like	a	racist	at	times,	even	though	the	situation	would	

be	the	same	 if	 the	family	 in	question	were	from	the	majority	population.	She	describes	that	when	

refugee	families	are	ungrateful	and	insisting	or	claiming	more	than	they	need,	she	feels	irritated	and	

angry.	She	has	found	herself	thinking	that	“now	you	are	in	Sweden,	and	we	ARE	helping	you	in	the	way	

we	know	how	to."	This,	she	believes,	can	be	seen	as	racist,	but	she	claims	that	her	feelings	would	be	

the	same	if	the	individuals	were	from	the	majority	population.	This	sense	of	experiencing	herself	as	a	

racist	 makes	 her	 feel	 uncomfortable	 and	 revalue	 her	 actions	 and	 thinking.	 Another	 informant	

contributes	to	these	thoughts	saying	that	the	feelings	are	the	same	for	other	groups	in	the	society:		

	

And	I	can	think	that	it´s	the	same	feeling	that	we	get	with	these	posh	parents	from	finer	

parts	of	town,	that	don´t	have	an	ounce	of	understanding	and	where	you	can	easily	think	

that...	well,	you	think	things	about	them.	

	

Three	of	the	participants	express	fear	of	refugee	families	thinking	that	they	are	racist.	One	puts	it	this	

way:	

	

Sometimes	I	fear	that	they	think	I´m	racist.	So	if	I	can	just	squeeze	in	an	opening	phrase,	

tell	them	that	they	have	beautiful	eyes	or	whatever,	it	doesn't	have	to	be	much,	I	see	how	

they	open	up	to	me.	It's	just	like	that.	

	

All	of	the	nurses	that	partook	in	the	study	and	have	worked	with	triage	in	an	emergency	room	recall	

numerous	occasions	where	 immigrants	have	called	them	racist.	They	do	not	differentiate	between	

immigrants	and	refugees	in	the	matter	but	feel	that	these	cultural	groups	are	prone	to	calling	them	



racist,	 feeling	 that	 they	are	prioritizing	 the	majority	population	and	making	 them	wait	 longer.	The	

informants	describe	that	it	sometimes	is	the	case	that	they	have	to	wait	a	long	time	in	the	waiting	

room,	but	that	it	is	not	due	to	any	racism	but	rather	that	immigrant	families	seek	medical	help	in	the	

wrong	place,	and	get	a	lower	priority	because	of	the	nature	of	illness	or	injury.	When	communication	

is	difficult,	this	can	be	hard	to	explain,	causing	frustration,	anger	and	even	hostility	with	the	immigrant	

population.	One	participant	explained:	

	

I	find	it	hard	being	called	a	racist	when	working	in	triage	because	they	feel	that	all	the	

darker	skinned	people	are	still	in	the	waiting	room	while	all	the	white	ones	got	called	in.	

Then	I	feel	frustrated.	And	I	think	many	of	us	feel	frustrated	because	they	label	us	racist,	

the	situation	has	nothing	to	do	with	racism,	just	professional	triage	work,	no	racism	at	all.	

	

Most	 of	 the	 interviewees	 mention	 at	 one	 point	 or	 another	 that	 they	 are	 aware	 that	 they	 have	

preconceived	notions	of	beliefs,	values,	and	behaviors	of	members	of	diverse	cultural	groups.	One	

describes	that	for	him,	it	is	about	the	way	of	doing	a	job	–	to	find	a	way	to	work	in	a	way	where	he	is	

aware	that	individuals	think	differently	about	disease,	healthcare,	and	the	body.	This	he	finds	just	as	

important	when	working	with	 individuals	 from	his	 own	 culture	 –	 realizing	 that	 class,	 culture,	 and	

gender	 also	 play	 a	 role	 in	 that	 group.	 Recognizing	 that	 he	 as	 an	 individual	 carries	 with	 him	

preconceived	 ideas	 that	 are	 not	 generalized,	 recognizing	 as	 a	 doctor	 that	 it	 is	 easy	 for	 him	 as	 a	

physician	to	have	preconceived	ideas	based	on	science,	but	that	he	bears	 in	mind	that	his	view	on	

science-based	 knowledge	may	 not	 be	 the	 same	 as	 peoples	 from	particular	 cultures.	He	 continues	

describing	that	the	more	he	thinks	and	puts	himself	in	a	relative	light,	he	has	come	to	the	conclusion	

that	much	of	what	he	believes	in	is	not	at	all	based	on	science	but	rather	something	he	has	learned	

from	others.	And	that	this	is	precisely	how	culture	affects	preconceived	notions.	

A	 few	 informants	express	 that	 they	have	noticed	negative	energy	 towards	 immigrants	 in	 the	

workgroup,	especially	during	times	when	the	wards	are	full	to	the	max	and	the	workforce	stressed	

out:	

	

Yes,	yes	I	think	so.	And	maybe,	if	you´re	already	slammed	with	a	lot	of	patients	and	maybe	

not	so	...	driven,	maybe	inexperienced	and	not	able	to	make	decisions	on	your	own	and	

be	 flexible	 and	 see	 it	 for	 what	 it	 is,	 then	 I	 think	 you	 can	 feel	 tiredness	 in	 the	 group.	

Sometimes.	For	sure.	Without	it	being	racist	in	any	way.	I´m	sometimes	...	worried	about	

the	attitude.	

	



Other	describe	prejudice	and	 racism	 in	 their	units,	 especially	 regarding	gender	 issues,	 as	men	not	

wanting	to	help	their	wife's	take	care	of	children.	There	is	anger	with	the	health	care	professionals,	

and	they	have	no	tolerance	for	such	behavior.	One	participant	states	that	her	colleagues	have	at	times	

been	appalled	by	refugee	families	living	in	the	ward	for	free,	eating	free	food	and	sleeping	all	day.	A	

few	 informants	mention	talk	 in	the	workforce	about	 immigrant	patients	and	relatives	 from	certain	

cultures	being	rude,	loud	and	uncomfortable	and	about	men	suppressing	their	wife's,	belittling	them	

and	making	them	appear	worthless	and	stupid	in	front	of	health	care	providers.	

There	are	not	only	notions	of	prejudice	and	racism	in	the	workforce,	three	of	the	participants	

describe	how	they	feel	like	the	Swedish	nation	is	racist	at	times,	describing	the	refugee	situation	in	

Sweden	as	chaotic	and	panicked,	how	the	country	is	overcrowded	and	how	the	refugees	are	making	

every	 social	 service	 and	 health	 care	 system	 collapse.	 They	 experience	 a	 big	 difference	 in	 opinion	

compared	to	where	people	are	from	and	what	education	they	have.	Other	participants	express	this	

view	as	well,	 feeling	 that	 they	have	never	encountered	such	a	difference	 in	opinion	regarding	any	

other	topic	before.	People	in	the	countryside	are	found	to	be	more	negative	towards	refugees	as	well	

as	those	with	lower	levels	of	education.	They	understand	that	in	a	small	town	of	for	example	2000	

people,	there	are	bound	to	be	problems	when	a	big	group	of	refugees	is	placed	there	but	find	that	

prejudice	clouds	the	 inhabitants´	 judgment,	making	the	 integration	for	refugee	families	a	 lot	more	

difficult	than	it	has	to	be.	One	informant	describes	her	hair	stylist’s	views	on	the	matter:	

	

My	hair	stylist	went	bananas	over	her	child,	that	by	the	way	was	not	severely	ill,	had	had	

to	wait	a	month	for	an	appointment	in	a	child	primary	health	clinic	because	there	were	so	

many	refugee	children	taking	up	space.	And	the	waiting	period	has	never	been	this	short	

for	someone	that	is	not	that	ill!	No.	She	hadn´t	gotten	an	appointment	fast	enough,	and	

this	was	a	default	cause	to	blame	things	on.	You	now	have	a	group	of	people	to	blame	for	

things	like	this.	

	

The	overall	feeling	of	the	group	is	that	even	though	it	can	at	times	be	difficult	to	care	for	patients	from	

diverse	 cultures,	 this	 is	 more	 often	 rewarding	 and	 eye	 opening.	 One	 participant	 describes	 it	 as	

enriching	for	her	as	a	nurse,	that	it	broadens	her	views	and	makes	her	appreciate	things	better.	Some	

express	that	the	main	reason	for	concern	is	a	lack	of	time	and	resources,	if	the	organization	worked	

as	it	should,	these	encounters	would	be	much	easier	and	more	rewarding.	One	participant	expresses	

worry	over	the	atmosphere	in	the	workforce	during	the	hardest	weeks	in	the	fall	of	2015:	

	



For	a	while,	the	atmosphere	was	a	little	negative	and	tense	when	the	refugee	numbers	

reached	their	peak.	The	health	care	professionals	pitied	themselves	and	found	things	to	

be	really	difficult	...	We	had	to	sit	down	and	talk	with	them	and	say:	listen!	The	only	people	

to	 feel	 sorry	 for	 are	 these	 families,	 with	 these	 backgrounds.	We	 are	 not	 to	 be	 pitied	

because	we	find	this	difficult,	using	interpreters	and	finding	things	chaotic	and	blah,	blah,	

blah.	We	are	not	the	ones	to	feel	sorry	for!	

	

Another	describes	this	same	thing,	which	while	the	influx	was	at	its´	highest,	the	mood	in	the	health	

care	workforce	was	negative	and	found	this	understandable	to	a	point.	There	were	incredibly	many	

seeking	help	at	the	same	time,	and	when	refugee	families	arrived,	everyone	knew	it	would	take	a	lot	

of	 time	 and	 effort	 to	 get	 them	 the	 help	 they	 needed.	 So	 for	 those	who	were	 tired,	 stressed	 and	

perhaps	had	little	experience,	the	situation	could	become	unbearable.	

Different	cultural	views	on	controversial	things	like	circumcision	are	another	contributing	factor	

to	 racist	 comments	 among	 the	 staff.	 One	 participant	 describes	 how	 she	meets	many	 circumcised	

patients	and	how	it	affects	the	workforce:	"I	meet	so	many	of	them.	And	in	this	instance,	the	health	

care	 personnel	 are	 negative	 and	 it	 becomes	 racist.	 Racist,	 religious.	 I	 can	 even	 feel	 that	 way	

sometimes."	

The	overall	 sense	 in	 the	 interviews	 is	 that	 the	participants	have	empathy	 for	 the	group	as	a	

whole	and	sympathy	for	their	situation.	They	often	go	out	of	their	way	to	make	the	families	more	

comfortable	and	find	it	rewarding	how	thankful	they	are.	On	the	other	hand,	there	is	prejudice	and	

racism	within	the	workforce	and	the	general	population,	something	that	the	interviewees	clearly	feel	

and	that	has	probably	increased	with	the	influx	of	refugee	in	2015.	The	health	care	professionals	find	

it	difficult	if	refugee	families	think	they	are	racist	and	take	offense	when	called	racist	by	immigrants,	

feeling	that	they	are	only	doing	their	job	in	the	best	way	they	know	how	to.	

	
	 	



8.	Discussion	
The	main	aim	of	this	study	is	to	highlight	factors	that	health	care	professionals	find	lacking	regarding	

the	 reception	of,	 communication	with	 and	 treatment	of	 refugee	 children	and	 their	 families	 in	 the	

health	 care	 systems.	 It	 is	 quite	 evident	 when	 examining	 the	 data	 gathered,	 that	 the	 health	 care	

providers	interviewed	do	not	distinguish	between	refugees,	asylum	seekers,	and	other	immigrants.	In	

this	study	the	term	refugee	is	used,	that	being	the	concept	used	during	the	interviews,	but	it	includes	

other	immigrants	as	well.	Furthermore,	in	discussions	the	children	were	merged	with	their	parents,	

resulting	in	the	term	refugee	families.	

The	 main	 issues	 are	 organization,	 administration,	 and	 communication.	 Lack	 of	 efficient	

systems	 and	 inadequate	 communication	 are	 identified	 as	 the	 largest	 obstacles	 to	 administering	

quality	 care	 to	 refugee	 families.	 A	 strong	 feeling	 of	 empathy	 and	 sympathy	 towards	 the	 refugee	

families	exists,	but	the	participants	nevertheless	mention	racism	and	prejudice,	by	either	themselves	

or	their	colleagues,	as	a	clear	obstacle.	Culture	and	cultural	competence	also	play	a	distinct	role	in	the	

medical	 care	 discussed,	 including	 all	 areas	 of	 practice;	 clinical,	 administration,	 research,	 policy	

development	and	education.	

	
8.1.	Organizational	deficiencies	

The	concept	of	cultural	competence	describes	 the	ability	 to	 treat	 individuals	with	different	values,	

beliefs	and	behaviors	in	ways	tailored	to	meet	their	social,	cultural	and	linguistic	needs.	The	goal	is	to	

produce	a	healthcare	system	that	ensures	that	every	patient	gets	the	best	possible	care,	regardless	of	

race,	 ethnicity	 or	 cultural	 background	 (Betancourt	 et	 al.,	 2005).	 This	 involves	 personal,	 as	well	 as	

systematic	abilities	to	function	in	an	efficient	way	in	cross-cultural	situations	(Betancourt	et	al.,	2002).	

With	the	components	of	a	culturally	competent	system	in	mind,	it	is	clear	that	the	participants	in	this	

study	 experience	 the	 Swedish	 and	 Icelandic	 health	 care	 systems	 as	 inadequate	 for	 meeting	 the	

requirements	of	culturally	competent	organizations.	The	systems	seem	to	be	insufficiently	designed	

and	 ill-equipped	 to	meet	 the	diverse	needs	of	 refugee	 families.	The	general	 feeling	 is	 that	neither	

system	 is	 capable	 of	 giving	 refugee	 children,	 and	 their	 families,	 as	 well	 as	 other	 immigrants,	 the	

equitable	care	they,	have	a	right	to	and	deserve.	There	are	no	written	guidelines	(that	the	participants	

know	 of),	 on	 how	 to	 provide	 refugee	 families	 with	 the	 best	 possible	 care,	 and	 no	 protocol	 for	

contacting	persons	or	social	workers	on	staff	for	support	and	guidance.	

	This	 place	 demands	 on	 health	 care	 providers	 that	 often	 cannot	 be	met	 adequately.	 Their	 lack	 of	

knowledge	 about	 administrative	 procedures,	 policies,	 and	 insight	 into	 the	 operation	 of	 the	 social	

system	creates	inefficiencies	in	care	administration.	This	is	an	issue	that	can	be	improved	by	assigning	

the	project	of	organization	to	a	working	group,	handing	them	the	task	of	identifying	different	locations	



where	 immigrants	 are	 treated,	 connecting	 them	 and	 developing	 a	 guide,	 in	 which	 health	 care	

providers	can	easily	 find	 information	on	where	to	refer	patients	with	particular	needs,	what	social	

support	is	available	and	who	to	contact	in	case	of	administrative	problems.	One	of	the	participants	

mentions	 that	 this	 is	probably	not	a	question	of	 funding;	 it	 is	a	matter	of	organizational	 skills	and	

teamwork.	There	is	little	research	on	this	matter.	Indications	have	been	found	in	recent	studies	that	

initial	increase	in	cost	pays	off	in	the	long	run,	with	preventive	measures	and	organized	health	care	

resulting	in	better	health	outcomes	of	resettled	refugees	(Jacobs	et	al.,	2004).	The	results	of	the	study	

indicate	that	the	reception	and	treatment	of	refugee	families	need	to	have	a	stronger	correlation	to	

hospital	 policy.	None	of	 the	 interviewees	 knew	of	 easily	 located	 literature,	 guidelines,	 strategy	 or	

policy	 issued	 by	 their	 institutions.	 	 Although	 there	 are	 guidelines	 on	 non-discriminative	 equitable	

treatment	for	all,	the	need	for	a	stronger	focus	is	evident	so	that	resources	can	be	allocated	and	made	

available	to	hospital	staff.	

All	but	one	of	the	workplace	units	lack	resources	regarding	administrative	help	and	support	

to	medical	professionals.	A	few	have	the	option	of	calling	a	lawyer	or	social	worker	working	for	the	

hospital	or	primary	care	unit,	but	this	is	often	seen	as	more	problematic	than	not,	as	this	person	can	

be	hard	to	get	hold	off,	and	is	at	times	just	as	lost	in	the	procedure	jungle	as	the	health	care	providers	

themselves.	There	is	a	strong	sense	of	need	for	someone	specialized	in	the	topic	and	readily	available,	

someone	ready	to	take	the	lead	and	help	in	difficult	situations.	A	few	of	the	informants’	mention	the	

option	of	 calling	 the	migration	 board	 in	 difficult	 cases.	 They	 can	do	 this	when	 there	 is	 a	 problem	

contacting	a	family	again,	or	when	the	refugee´s	rights	are	in	question.	This	option	is	experienced	as	

being	time-consuming	involving	long	waiting	periods	on	telephone	lines.	Research	has	indicated	that	

time,	or	rather	lack	thereof	is	a	prominent	problem	in	todays´	health	care.	This	is	pronounced	when	

treating	refugees	or	other	immigrants	and	is	a	consequence	of	poor	and	unadjusted	routines	(Pergert	

et	al.,	2007).	In	todays´	health	care	systems,	there	is	a	need	for	data	on	refugee	health	and	needs,	to	

assist	 policy-makers	 in	 designing	 policies,	 programs,	 and	 services	 for	 refugees	 (Gabriel,	 Morgan-

Jonker,	Phung,	Barrios,	&	Kaczorowski,	2011).	

There	is	a	high	demand	from	the	participants	that	hospitals	and	primary	health	care	units	

have	 defined	 contact	 people,	 preferably	 working	 in-house,	 to	 guide	 them	 through	 the	 jungle	 of	

administrative	issues	and	other	problems,	creating	more	time	to	look	after	the	medical	needs	of	the	

patients	and	their	families.	The	interviewees	working	in	an	emergency	room	(ER)	find	this	necessary.	

The	appointments	in	an	ER	should	be	brief	and	efficient,	and	the	patient	should	be	referred	to	another	

unit	if	the	stay	is	prolonged.	The	nature	of	an	ER	is	fast	patient	overturn,	and	this	is	often	a	problem	

in	today´s	health	care.	It	has	become	increasingly	difficult	to	release	patients	to	other	units,	as	they	

are	often	full	and	refuse	to	take	them.	When	that	is	combined	with	dealing	with	administrative	and	



communication	barriers	met	when	working	with	refugee	children	and	their	families,	the	atmosphere	

in	the	workplace	can	become	sour	and	at	times	hostile.	

A	study	conducted	in	Sweden	in	2006,	showed	that	more	than	half	of	the	participants	didn´t	

feel	that	they	were	satisfied	with	the	quality	of	care	for	children	and	families	of	foreign	origin	Berlin	

et	al.	(2006).	More	than	half	of	them	also	stated	a	need	for	written	guidelines	and	around	25%	that	

they	had	no	possibility	of	getting	any	support	or	help	in	their	work	with	refugee	children	and	families.	

If	they	managed	to	find	support,	it	usually	came	from	colleagues	or	other	health	care	professionals	

working	in	the	same	unit	(Berlin	et	al.,	2006).	Working	with	refugee	children	and	their	families	can	be	

difficult	 resulting	 in	heavy	 social	and	health	care	workloads.	Due	 to	 this,	health	care	professionals	

working	with	refugees	and	asylum	seekers	require	a	variety	of	support	measures	from	senior	leaders	

at	the	organizational	level,	as	well	as	in	the	clinical	settings	(Berlin	et	al.,	2006).	

The	impact	of	migration	on	public	health	care	systems	is	complex.	Research	has	shown	that	

immigrants	tend	to	have	less	health	insurance,	use	traditional	health	care	less	and	have	a	lower	quality	

of	care,	resulting	in	increased	emergency	room	and	urgent	care	visits,	when	compared	to	for	example	

U.S.	born	populations	(Carter,	2015).	A	significant	influx	of	migrants,	as	happened	in	many	European	

countries	in	2015,	can	be	a	major	challenge	to	health	care	systems	that	have	to	deal	with	new	and	

unexpected	challenges	(Göpffarth	&	Bauhoff,	2015).	Even	with	the	common	understanding	that	the	

systems	were	not	working	well	for	migrants	of	all	sorts	before	the	increase	in	the	past	year	or	two,	

there	seems	to	be	a	feeling	that	the	system	in	Sweden	collapsed	in	this	regard	in	2015.	Due	to	many	

reasons,	the	increase	in	refugees	and	asylum	seekers	has	not	been	as	substantial	in	Iceland,	and	the	

pressure	on	the	health	care	system	not	as	increased	in	this	regard.	When	systems	collapse,	and	there	

is	inadequate	information	for	refugees	in	appropriate	languages	there	is	a	potential	that	they	utilize	

the	health	care	system	in	a	"wrong"	way,	seeking	help	for	minor	ailments	in	the	emergency	room,	or	

not	 seeking	 care	 at	 all.	 Preventive	 health	 care	 measures	 become	 lacking,	 which	 leads	 to	 larger	

problems	with	decreased	health	status	in	the	end.	It	may	be	costly	to	translate	all	information,	make	

it	readily	available	and	engage	the	refugee	public	in	seeking	medical	care	in	the	right	way	and	when	

needed,	but	research	has	shown	that	this	decreases	costs	in	the	long	run	as	they	contribute	to	better	

health	outcomes	and	more	satisfaction	with	health	care	(Jacobs	et	al.,	2004).	

Individual	barriers	to	accessing	care	(e.g.	language	difficulties,	finances,	transportation	and	

mistrust	 in	 health	 care	 providers),	 as	 well	 as	 barriers	 at	 the	 provider	 level	 (e.g.	 insufficient	

reimbursement	and	time,	lack	of	services)	can	lead	to	decreased	utilization	of	necessary	health	care	

services	and	studies	have	shown	that	refugees	tend	to	have	a	lower	utilization	rate	for	physicians	and	

hospital	services	than	the	majority	population.	This	difference	between	needs	and	service	utilization	



underscores	that	access	to	health	care	services	is	a	major	obstacle	for	refugees	and	often	results	in	a	

decline	in	health	status	after	arrival	in	the	resettlement	country	(Gabriel	et	al.,	2011).	

Age	 determination	 of	 refugee	 children	 is	 a	 debated	 topic	 in	 todays´	 pediatrics.	 Swedish	

pediatricians	have	in	the	past	few	years	refused	to	take	part	in	the	process	of	determining	age	by	use	

of	X-rays	taken	of	wrists,	collarbones,	and	teeth,	arguing	that	the	method	is	inaccurate	(Hjern	&	Asher,	

2015).	Even	in	circumstances	of	good	health,	adequate	nutrition	and	stable	environments	behavioral,	

social	 and	 physical	milestones	 vary	 within	 a	 wide	 range	 of	 normality.	 In	 circumstances	 of	 illness,	

malnutrition,	disrupted	socialization	and	stress,	devices	used	to	determine	age	are	likely	to	be	even	

less	reliable.	Recent	studies	have	 indicated	a	need	for	a	more	holistic	evaluation	that	 incorporates	

physical	assessments	as	well	as	cognitive,	behavioral	and	emotional	ones	(Benson,	Williams,	&	others,	

2008;	The	Royal	Australasian	College	of	Physicians,	2015).	The	topic	came	up	in	half	of	the	interviews	

in	this	study.	All	of	the	participants	that	mentioned	this	are	Swedish,	and	all	five	oppose	the	current	

method	used	to	determine	the	age	of	refugee	children.	They	describe	how	Swedish	physicians	refuse	

to	conduct	these	procedures	and	give	the	children	benefit	of	the	doubt.	This	 is	not	the	case	in	the	

Icelandic	 system	 today,	 and	 recent	examples	 can	be	 found	where	unaccompanied	asylum	 seeking	

children	have	been	returned	to	where	they	came	from,	based	on	age	determination	through	X-rays	

(Albertsdóttir,	2016).	This	policy	 in	 Iceland	needs	revision	and	needs	to	build	on	the	experience	 in	

neighboring	 countries	 such	 as	 Sweden	 and	 the	 United	 Kingdom,	 as	 well	 as	 Australia	 and	 other	

countries	 that	 have	 conducted	 research	 on	 the	 matter,	 and	 follow	 their	 lead.	 According	 to	 the	

Convention	on	the	Rights	of	the	Child,	every	child	should	be	given	the	benefit	of	doubt	in	situations	

regarding	their	well-fare	(UNICEF,	E.d.),	and	current	practice	is	not	in	compliance	with	this,	with	old	

and	outdated	methods	being	used	to	establish	the	age	of	refugee	children.	

	
8.2.	Linguistic	diversity	and	language	barriers	

Language	barriers	in	health	care	are	of	increasing	concern	for	healthcare	professionals	and	patients	

today.	The	facilitation	of	good	communication	between	health	care	practitioners	and	patients	is	one	

of	 the	 most	 important	 prerequisites	 for	 holistic	 and	 equitable	 health	 care	 (Hadziabdic,	 2011).	

Communication	is	involved	in	almost	every	aspect	of	health	care,	and	when	lacking,	it	puts	a	strain	on	

the	patient-provider	relationship,	leading	to	decreased	patient	satisfaction	and	less	favorable	health	

outcomes	(Andrews,	2003;	Hadziabdic,	2011).	Language	and	communication	were	brought	up	in	every	

interview	taken	for	this	study.	It	was	one	of	the	most	prominent	features	of	topics	and	the	cause	of	

great	concern.	The	participants	state	that	without	proper	communication,	the	health	care	treatment	

and	the	relationship	between	patient	and	professional	do	not	work,	leaving	all	involved	with	a	feeling	

of	frustration	and	powerlessness.	Every	informant	agrees	that	refugees	and	their	families	are	willing	



to	learn	the	new	language	and	that	health	care	professionals	are	equally	willing	to	try	to	speak	their	

language,	albeit	only	a	word	or	two.	The	problem	is	most	pronounced	with	newly	arrived	refugees,	as	

they	have	not	had	time	to	learn	a	new	language	and	are	often	under	tremendous	stress.	This	stress	

and	anxiety	lead	to	frustration	and	feelings	of	helplessness	when	communication	is	not	working,	and	

information	gets	lost.	The	interviewees	mention	that	many	parents	with	a	sick	child	feel	anxious	and	

afraid,	and	with	the	added	pressure	of	language	barriers,	this	can	become	overwhelming	for	parents	

of	foreign	origin.	They	furthermore	often	have	little	understanding	of	how	the	system	works,	adding	

to	their	vulnerability.	

Recently,	there	have	been	situations	in	emergency	rooms	in	children´s	hospitals	in	Sweden	

where	the	health	care	staff	has	 felt	unsafe	and	even	received	death	threats.	The	reason	for	this	 is	

thought	to	be	a	mixture	of	an	extreme	influx	of	patients	to	the	emergency	units,	as	well	as	in	some	

cases,	frustration	due	to	bad	communication.	Every	child	in	Sweden	has	the	same	rights	to	care,	and	

everyone	is	supposed	to	start	by	consulting	primary	care	or	telephone	help	lines	if	the	need	for	help	

is	not	acute.	Refugees	and	asylum	seekers	often	do	not	know	about	these	other	instances	or	feel	that	

they	do	not	speak	the	language	well	enough	to	make	a	phone	call.	They	therefore	sometimes	use	the	

emergency	 room	 for	 minor	 illness	 or	 injury,	 resulting	 in	 long	 hours	 in	 waiting	 rooms	 with	 the	

consequence	of	irritation	and	anger	(Häggström,	2011).	This	is	not	only	the	case	with	immigrants	and	

refugees,	as	a	growing	number	of	members	of	the	majority	population	decides	to	use	the	emergency	

room	instead	of	seeking	help	in	primary	care.	To	tackle	the	problem	of	hostility	in	the	waiting	rooms,	

some	hospitals	have	hired	guards.	The	staff	has	further	been	asked	not	to	wear	necklaces,	earrings	or	

tools	(e.g.	scissors)	that	can	be	used	to	hurt	them	(Gross	Hulth,	2015;	Häggström,	2011).	Most	of	the	

participants	in	this	study	do	not	recall	having	been	directly	threatened	by	patients	or	their	families.	

Nevertheless,	a	few	of	them	mention	that	there	has	been	an	unpleasant	atmosphere,	with	outraged	

parents	and	a	threatening	demeanor	and	body	language.	They	all	understood	the	reason	for	this	and	

felt	sorry	that	communication	did	not	work	better,	making	everyone	at	ease	and	understanding	of	the	

situation.	

Linguistic	 diversity	 occurs	 when	 people	 do	 not	 share	 the	 same	 language.	 The	 level	 of	

language	diversity	 varies	 from	 low	 to	high	 and	 affects	 health	 care	 in	 various	 degrees	 (Hadziabdic,	

2011).	When	linguistic	diversity	is	very	low	or	low,	it	is	sometimes	possible	not	to	use	interpreters	and	

make	 do	 with	 the	 little	 common	 language	 there	 is,	 in	 addition	 to	 body	 language	 and	 acting	

(Hadziabdic,	2011).	 It	 is	mentioned	a	 few	 times	 in	 the	 interviews	 that	 it	 is	 sometimes	possible	 for	

health	 care	 staff	 to	 communicate	 quite	 well	 with	 families	 that	 understand	 some	 English.	 If	 the	

situation	is	minor,	this	is	often	done	without	an	interpreter,	but	if	the	illness	or	injury	is	more	serious,	

all	of	the	participants	state	that	they	choose	to	book	an	interpreter	to	make	sure	all	information	gets	



through.	A	few	of	the	informants	mention	the	value	of	having	someone	on	shift	that	speaks	Arabic	or	

another	common	language	with	immigrants	and	refugees.	This	is	often	helpful	in	the	initial	stages	of	

contact,	to	help	the	families	convey	their	reason	for	seeking	help	and	to	help	them	understand	the	

next	 steps.	 In	minor	 cases,	 this	 can	be	enough	and	no	 interpreter	necessary,	but	 it	 often	helps	 in	

calming	the	patient	and	family,	making	them	more	at	ease	knowing	what	they	are	waiting	for.	This	is	

known	 from	previous	 studies	 that	 show	 that	bilingual	 employees	 frequently	 serve	as	 interpreters,	

sometimes	translating	for	the	major	part	of	their	workday.	These	health	care	professional	are	usually	

not	formally	trained	nor	do	they	get	reimbursement	for	their	efforts.	These	dual	work	roles	often	lead	

to	conflicts	in	the	workplace,	with	the	interpreting	employees	feeling	suspended	between	doing	their	

“real”	work	and	helping	colleagues	out	at	the	same	time	(Putsch,	1985).	

When	 linguistic	 diversity	 is	 moderately	 high	 or	 high,	 communication	 cannot	 take	 place	

without	 an	 interpreter	 present	 (Hadziabdic,	 2011;	 Saha	 et	 al.,	 2008).	 Interpreters	 are	 seen	 as	 a	

particularly	valuable	asset	when	treating	refugee	children	and	their	families.	Research	has	shown	that	

using	family	members,	often	children,	to	translate	medical	information	is	not	a	particularly	satisfactory	

arrangement.	Anatomical	 and	 technical	words	get	 lost	 in	 translation,	 and	 the	 information	 is	often	

sentimental	and	not	suited	for	children	(Cohen,	Moran-Ellis,	&	Smaje,	1999;	Ebden,	Bhatt,	Carey,	&	

Harrison,	 1988).	 Participants	 are	well	 aware	 of	 this	 fact.	 They	 try	 to	 only	 use	 children	 and	 family	

members	as	interpreters	in	the	initial	stages	of	contact	or	when	the	situation	is	such	that	there	is	no	

interpreter	 available.	 This	 happened	 quite	 often	 in	 summer	 and	 fall	 of	 2015	 when	 the	 influx	 of	

refugees	 was	 so	 high	 that	 there	 were	 no	 available	 interpreters	 for	 prolonged	 periods.	 All	 of	 the	

informants	that	mention	this	feel	bad	about	having	had	to	use	family	members	as	interpreters	and	

are	very	conscious	about	it	being	inappropriate	and	possibly	detrimental	to	the	children’s´	health.	

Availability	of	 interpreters	differs,	depending	on	different	factors,	such	as	the	language	in	

question,	if	it	is	a	primary	health	care	unit	in	multicultural	suburbs	or	a	hospital	unit,	and	what	time	

of	day	it	is.	According	to	Swedish	and	Icelandic	law,	everyone	that	seeks	medical	help	and	does	not	

speak	 the	 majority	 language	 is	 entitled	 to	 an	 interpreter	 (Förvaltningslag,	 1986,	 Lög	 um	 réttindi	

sjúklinga,	1997).	Everyone	participating	in	the	study	is	aware	of	this	fact,	but	many	feel	that	it	is	at	the	

time	impossible	to	follow	the	law.	When	calling	to	book	an	interpreter,	they	are	often	unavailable	and	

often	not	available	in	the	same	language.	This	is	the	case	in	both	Sweden	and	Iceland,	even	though	

the	number	of	refugee	children	is	limited	there.	A	few	of	the	informants	further	mention	that	their	

bosses	dislike	the	use	of	interpreters	when	not	"necessary,"	due	to	high	costs.	They	sometimes	try	to	

get	 the	staff	 to	send	families	home	without	meeting	a	doctor,	scheduling	an	appointment	the	day	

after,	because	of	lower	costs.	The	interviewees	find	this	very	disrespectful	and	bad	for	their	clients,	

often	feeling	that	they	send	them	home	not	understanding	why	they	do	not	get	the	help	they	were	



seeking.	They	believe	that	the	families	are	frightened	and	worried	for	their	children	and	that	even	

though	the	health	care	providers	can	tell	that	the	situation	is	not	acute,	the	parents	do	not	feel	that	

way	and	 return	home	with	 their	anxiety	 levels	high.	Recent	 research	shows	 that	most	health	care	

organizations	 provide	 inadequate	 interpreter	 services	 or	 no	 service	 at	 all,	 often	 due	 to	 financial	

burden	 (Jacobs	 et	 al.,	 2004).	 Studies	 show	 that	 by	 providing	 adequate	 interpretive	 services,	

immigrants	use	the	health	care	system	more	efficiently,	taking	to	preventive	measures	and	seeking	

help	in	the	right	instances.	The	cost	increases	at	first	by	doing	this	but	it	is	believed	to	be	lowered	in	

the	long	run	with	preventive	care	and	better	health	outcomes	(Jacobs	et	al.,	2004).	

The	quality	of	interpreters	differs	widely.	Green	et	al.	(2005)	studied	the	correlation	between	

patients´	rating	of	interpreters	and	rating	of	their	quality	of	care.	The	results	show	that	there	is	a	direct	

link	between	good	communication	and	satisfaction	with	care	given.	Other	studies	have	pointed	to	the	

same	 conclusion,	 that	 using	 trained	 interpreters,	 qualified	 in	 translating	 medical	 information,	 is	

associated	with	higher	satisfaction	levels	than	other	types	of	language	services	(Baghi,	Dale,	Verbitsky-

Savitz,	&	Andrecheck,	2010).	In	this	study,	about	half	of	the	participants	mention	that	their	patients	

recognize	the	quality	of	interpretation	and	that	this	affects	their	care.	They	are	more	willing	to	come	

back	when	translation	works	well	and	seem	more	at	ease	with	a	well-trained	and	skilled	interpreter	

in	 the	 room.	 The	 health	 care	 professionals	 themselves	 also	 feel	 the	 importance	 of	 quality	

interpretation.	The	interpreters	can	be	good,	adding	to	the	conversation	between	health	care	provider	

and	patient	in	a	good	way,	using	language	that	the	patient	understands	while	at	the	same	time	getting	

all-important	 information	across.	When	 interpreters	are	good,	some	of	 the	 interviewees	even	 find	

that	 having	 them	 in	 the	 room	 is	 beneficial	 for	 all	 of	 them	 and	 adds	 a	 new	 dimension	 to	 the	

communication.	 When	 interpreters	 are	 less	 qualified,	 the	 participants	 feel	 insecure	 in	 their	

conversation	with	the	patient	and	fear	that	crucial	 information	gets	 lost	 in	translation.	All	of	 them	

know	that	this	has	happened	on	occasion.	They	describe	feeling,	while	the	conversation	is	taking	place,	

that	information	is	not	being	translated,	or	that	additional	information	is	being	added	to	theirs	but	

feel	unable	to	rectify	this,	as	they	cannot	speak	the	language.	Some	interpreters	get	too	attached	to	

patients	and	start	to	have	opinions	on	treatment,	lose	track	of	their	professional	boundaries,	and	start	

acting	like	agents	or	counselors	of	sorts.	This	makes	the	whole	situation	uncomfortable	and	at	times	

weird,	both	for	the	healthcare	provider	and	the	patient.	

Another	controversy	regarding	interpreters	is	the	use	of	an	interpreter	via	telephone.	Some	

research	has	shown	that	face-to-face	interpretation	yields	greater	patient	satisfaction	than	telephonic	

interpretation	while	others	find	that	health	care	professionals	and	patients	prefer	telephonic	services	

(Garcia,	Roy,	&	Okada,	2004;	Kuo	&	Fagan,	1999).	It	is	more	common	that	patients	report	satisfaction	

with	 interpretation	 via	 telephone	 while	 physicians	 and	 other	 health	 care	 professionals	 are	



substantially	 less	 enthusiastic.	 This	 service	 is	 most	 often	 thought	 to	 be	 favorable	 over	 no	

interpretation	but	less	favorable	than	having	an	interpreter	present	in	the	appointment	(Cunningham,	

Cushman,	Akuete-Penn,	&	Meyer,	2008;	Kuo	&	Fagan,	1999).	 The	overall	 feeling	about	 telephonic	

interpreter	services	is	negative	with	participants	in	this	study.	All	of	them	prefer	an	interpreter	being	

present,	and	many	think	that	having	a	conversation	via	a	third	person	via	telephone	is	detrimental	to	

the	quality	of	care.	They	feel	that	they	lose	the	feeling	of	what	gets	across,	that	they	lose	all	timing	in	

the	conversation	and	that	the	general	atmosphere	is	that	of	awkwardness	and	hesitation.	They	are	

thankful	that	they	have	access	to	these	interpreters	when	nothing	else	is	available,	but	firmly	state	

that	this	has	to	be	fixed	and	more	people	trained	to	do	the	job.	

Most	of	the	participants	feel	that	things	in	the	caring	process	sometimes	get	lost	when	using	

interpreters.	Consoling,	supporting	and	conveying	warmth	and	care	are	prominent	elements	in	health	

care.	This	can	be	hard	to	do	via	an	interpreter,	although	the	tone	of	voice	and	demeanor	are	useful	to	

a	 certain	 point.	 The	 informants	 use	 interpreters	 to	 get	 medical	 information	 across,	 to	 explain	

procedures	and	treatments	and	to	schedule	a	 further	examination	or	 follow-up	appointments.	For	

expressing	sympathy,	empathy,	friendliness	and	other	emotions,	they	use	body	language.	Putting	a	

hand	on	a	shoulder,	trying	to	speak	a	word	or	two	in	the	patients'	language,	using	eye	contact	and	

hand	gestures.	They	feel	that	this	both	lightens	the	mood	and	helps	them	build	a	trusting	relationship	

–	 that	 this	 is	 something	 that	we	all	have	 in	 common	and	can	communicate	 through.	According	 to	

Mehrabian	 (2008),	 language	 can	 be	 used	 to	 communicate	 almost	 anything	 and	 by	 comparison,	

nonverbal	 communication	 is	 very	 limited	 in	 range.	 Nonverbal	 communication	 is	 often	 used	 to	

communicate	 feelings,	 likings	 and	 preferences	 instead	 of	 conveying	 material	 information.	 Touch,	

facial	expressions,	the	tone	of	voice,	spatial	distance,	posture	and	rate	of	speech	are	all	examples	of	

how	nonverbal	communication	can	be	used	(Mehrabian,	2008),	and	this	seems	to	be	in	agreement	

with	the	experience	of	the	informants	in	this	study.	

Overall,	linguistic	barriers	are	a	great	concern	to	the	participants	in	this	study.	They	worry	

that	the	patients	and	their	families	do	not	receive	optimal,	and	equitable	care	when	communication	

is	 lacking,	 and	 they	 experience	 frustration	 over	 lacking	 resources	 when	 it	 comes	 to	 interpreters.	

Although	there	are	many	obstacles,	most	of	the	informants	feel	that	they	are	getting	the	hang	of	the	

situation,	which	they	are	getting	used	to	working	with	interpreters,	learning	how	to	do	it	in	a	way	that	

makes	 it	 easy	 for	 the	 interpreter	 to	do	 their	 job	and	 for	 the	patient	 families	 to	understand.	Body	

language	 is	 a	 reliable	 tool	 to	 help	 convey	 emotions,	 often	 breaking	 the	 ice	 and	 building	 trusting	

relationships.		

	



8.3.	Cultural	competence	

Cultural	competence	in	health	care	refers	to	the	capacity	of	health	care	professionals	to	provide	high-

quality	 care	 to	 clients	 with	 different	 values,	 beliefs,	 and	 behaviors	 (Dunn,	 2002).	 Everyone	 has	 a	

culture,	a	set	of	experiences	that	shape	the	way	they	interact	with	their	surroundings	and	guide	their	

behavior.	Creating	cultural	competence	 is	a	process	of	developing	an	understanding	of	others	and	

ourselves	as	well	as	understanding	how	previous	experience	and	knowledge	affects	our	interaction	

with	 other	 individuals	 (Campinha-Bacote,	 2002;	 Dunn,	 2002).	 Becoming	 culturally	 competent	 is	 a	

personal	process	of	continuously	striving	to	achieve	the	ability	to	work	effectively	within	the	cultural	

context	of	a	patient's	background	(Campinha-Bacote,	2002).	According	to	Campinha-Bacote´s	model	

of	 cultural	 competence,	 one	 has	 to	 go	 through	 a	 series	 of	 different	 levels	 to	 achieve	 cultural	

competence:	cultural	awareness,	cultural	knowledge,	cultural	skill,	cultural	encounters	and	cultural	

desire	 (Campinha-Bacote,	 1998).	 Dunn	 (2002),	 states	 that	 becoming	 culturally	 competent	 is	 an	

ongoing	interactive	process	of	change,	in	relation	to	other	people,	a	process	that	is	"without	end,	and	

hard	to	pin	down."	It	involves	a	fundamental	shift	in	ways	of	thinking,	understanding	and	interacting	

with	 people	 and	 the	 world	 around	 us	 (Dunn,	 2002).	 In	 the	 analysis	 of	 the	 data	 gathered	 in	 the	

interviews	conducted	for	this	study,	these	different	levels	of	achieving	cultural	awareness	gradually	

emerged.	Desire	to	become	more	qualified	 in	transcultural	care,	awareness	of	 ignorance	regarding	

the	matter,	knowledge	of	one´s	own	values,	beliefs	and	behaviors	and	how	these	affect	the	care	given,	

awareness	 of	 how	 different	 social	 and	 medical	 skills	 benefit	 patients	 of	 foreign	 origin	 and	

understanding	of	the	importance	of	the	right	attitude	when	meeting	refugee	families,	are	elements	

that	were	noticeable	in	each	and	every	interview.	

Cultural	 desire,	 the	 motivation,	 willingness	 and	 genuine	 interest	 in	 becoming	 culturally	

competent	 are	 fundamental	 steps	 in	 the	 process	 of	 achieving	 cultural	 competence	 (Berlin,	 2010).	

Campinha-Bacote	 (2003)	 describes	 it	 as	 wanting	 to,	 rather	 than	 having	 to,	 go	 into	 the	 course	 of	

becoming	 culturally	 competent.	 This	 emerged	 as	 a	 very	 clear	 goal	 in	 all	 of	 the	 interviews.	 The	

interviewees	all	share	the	desire	for	cultural	competency	along	with	increased	skills	and	knowledge	

to	provide	quality	care	for	refugee	families.	Research	has	shown	that	nurses	and	other	health	care	

professionals	are	as	a	whole,	dissatisfied	with	their	formal	education	and	clinical	experience	in	cultural	

competence	(Berlin,	2010).	In	this	study,	each	and	every	one	of	the	participants	described	a	desire	to	

become	better	and	to	obtain	the	tools	necessary	to	meet	culturally	diverse	patients	in	the	best	way	

possible,	to	make	sure	they	receive	equitable	care	and	are	greeted	with	warmth	and	welcome.	

Cultural	awareness	is	the	first	stage	in	the	process	of	achieving	cultural	competency,	where	

a	health	care	professional	starts	to	examine	his	or	her	own	biases	and	culture	(Leonard	&	Plotnikoff,	

2000).	At	this	stage,	health	care	providers	need	to	work	on	changing	their	individual	worldviews	by	



looking	 into	 their	 values,	 beliefs,	 and	 assumptions	 (Dunn,	 2002).	 The	 stage	 of	 awareness	 is	 often	

associated	with	feelings	of	frustration	(Leonard	&	Plotnikoff,	2000).	This	was	prominent	in	this	study.	

All	the	participants	indicated	that	they	thought	that	cultural	competence	would	increase	their	skills	in	

treating	refugee	families	and	that	 it	would	most	 likely	reduce	experienced	difficulties	and	 improve	

their	care	for	refugee	children	and	their	families.	A	few	of	the	informants	mentioned	that	being	more	

curious,	 open-minded	 and	 respectful	would	 undoubtedly	 improve	 the	 interaction	 between	 health	

care	providers	and	patients	of	foreign	origin.	

Cultural	knowledge	is	a	stage	in	the	process	of	reaching	cultural	competency	where	a	health	

care	provider	obtains	knowledge	of	diverse	cultures	and	ethnic	groups	(Berlin,	2010).	It	is	a	vital	step	

at	this	stage	to	identify	ones´	own	shortcomings	and	realize	that	there	is	a	need	for	further	learning	

and	training	regarding	the	matter	of	diverse	cultures	(Campinha-Bacote,	2003).	All	of	the	participants	

in	the	study	state	that	they	feel	they	need	and	want	to	obtain	additional	knowledge	and	training	in	

cultural	diversity.	They	understand	that	this	is	vital	for	them	to	improve	their	interactions	with	families	

with	different	 cultural	backgrounds	and	 feel	 it	would	help	 them	when	dealing	with	problems	 that	

arise.	Very	few	have	received	any	formal	training	in	the	matter,	although	some	recall	a	lecture	or	two	

sometime	during	their	studies.	Two	of	the	informants	have	taken	additional	steps	to	obtain	knowledge	

and	done	so	in	their	free	time.	There	is	a	common	understanding	in	the	group	that	this	training	should	

be	available,	and	even	mandatory,	for	all	health	care	providers,	and	preferably	given	in	the	hospital	

or	primary	clinic	itself,	being	tied	to	everyday	life	in	the	workplace.		

The	third	stage	in	the	cultural	competence	process	is	obtaining	cultural	skills	–	the	right	tools	

to	 collect	 and	 assess	 culturally	 based	 information	 (Berlin,	 2010).	 One	 of	 the	 most	 essential	

requirements	of	transcultural	health	care	is	that	a	patient	feels	understood	and	listened	too.	Health	

care	staff	needs	to	be	curious,	open-minded	and	make	an	effort	to	listen	to	and	take	into	account	the	

patients´	 views	 and	 beliefs	when	 discussing	 and	 solving	 health	 issues.	 They	 need	 to	 be	willing	 to	

consider	and	adapt	their	treatment	to	what	parents	are	willing	to	do	(Dunn,	2002;	Elass,	2009).	The	

topic	of	different	views	on	health,	illness	and	treatment	came	up	quite	often	in	the	interviews.	The	

participants	seem	to	be	well	aware	that	there	are	different	ways	to	treat	and	manage	various	illnesses	

in	diverse	cultures	and	that	this	has	to	be	taken	into	account	when	working	with	families	of	foreign	

origin.	Some	find	this	difficult,	as	western	medicine	can	differ	from	their	preferred	options	in	dramatic	

ways,	but	there	seems	to	be	a	willingness	to	listen	and	adapt,	as	well	as	curiosity	about	how	things	

are	done	in	other	cultures	among	the	participants.	One	even	goes	as	far	as	saying	that	there	is	a	lot	

we	can	learn	from	their	experiences	–	that	if	we	are	open-minded	and	let	go	of	our	prejudices,	we	can	

improve	our	health	care	by	listening	and	taking	into	account	some	of	the	things	they	teach	us.	



Clinical	encounter,	engaging	 in	 face-to-face	cultural	 interactions,	 is	 the	 fourth	step	 in	 the	

process	of	becoming	culturally	competent	(Berlin,	2010).	Previous	research	has	indicated	that	health	

care	professionals´	demeanor	is	crucial	for	children	and	parents	of	foreign	origin	for	the	appointment	

to	 go	 well.	 Health	 care	 professionals	 need	 to	 be	 aware	 of	 this	 and	 try	 to	 convey	 sympathy	 and	

understanding	as	much	as	possible	(Berlin,	2010).	If	health	care	workers	lack	awareness	in	this	sense,	

it	can	undermine	the	health	care	with	negative	consequences	for	the	child´s	health.	Parents	of	foreign	

origin	have	expressed	that	if	the	encounter	and	information	with	health	care	workers	were	uncertain	

or	impossible	to	understand,	it	made	them	reluctant	to	bring	the	child	to	scheduled	check-ups	(Berlin,	

2010).	 Parents	 of	 refugee	 children	 have	 reported	 that	 they	 take	 time	 at	 the	 beginning	 of	 an	

appointment	to	check	the	health	care	provider's	demeanor	for	signs	of	judgment	or	prejudice,	to	find	

out	whether	 there	 is	 a	 possibility	 to	 build	 a	mutually	 trusting	 relationship.	 Therefore,	 health	 care	

professionals	 need	 to	 have	 a	 relaxed,	 gentle,	 open	 and	 calm	 appearance	 when	 interacting	 with	

children	and	their	parents	(Berlin,	2010).	

This	was	mentioned	a	few	times	in	the	interviews.	One	participant,	in	particular,	talked	about	

the	need	to	be	open,	kind,	curious	and	warm	when	meeting	refugee	families,	as	they	were	hesitant	at	

first,	as	to	whether	to	"let	her	in"	or	not.	She	felt	that	once	she	had	established	a	connection	this	way,	

they	were	willing	and	glad	to	make	her	a	part	of	their	"team,"	trusting	her	and	seeking	her	help	when	

in	trouble.	Some	participants	even	stated	that	they	try	to	go	the	extra	mile	when	communicating	with	

refugee	families.	Showing	extra	friendliness	and	sometimes	being	warmer	and	more	outgoing	than	

normal	seemed	to	make	refugee	families	relax	and	more	trusting.	They	sometimes	even	felt	that	they	

got	more	personal	with	the	group,	to	get	closer	to	the	family	and	sometimes	helped	the	families	with	

issues	that	lay	far	outside	their	regular	job	responsibilities.	These	personal	interactions	come	naturally	

to	some	of	the	participants,	but	others	state	that	they	have	to	consciously	make	an	effort.	This	is	in	

agreement	with	Elass	(2009),	who	finds	that	it	requires	a	well-integrated,	enthusiastic	and	genuine	

personality	to	achieve	and	may	thus	come	easier	to	the	health	care	professionals	that	poses	these	

personality	 traits.	 Henrikson	 (2006)	 elaborates	 on	 this	 topic,	 stating	 that	 the	 degree	 of	 cultural	

competence	is	related	to	the	health	care	professionals´	personality	and	educational	level.	Hence,	less	

neurotic	and	more	open	persons	that	are	conscientious	and	university-educated	are	more	likely	to	be	

culturally	competent.	

	

8.4.	Caring	for	patients	with	diverse	cultural	backgrounds	

Within	every	culture,	there	is	a	system	of	health	beliefs,	that	illustrates	the	causes	of	illness,	how	it	

can	and	should	be	treated	and	who	should	be	involved	in	the	process	(“How	cultures	influences	health	

beliefs,”	 n.d.).	 Spector	 (2002)	 argues	 that	 health	 care	 professionals	 have	 been	 socialized	 into	 a	



“provider	culture”	that	injects	its	own	norms,	regarding	health	and	illness,	 in	its	members.	When	a	

professional	from	this	provider	culture	interacts	with	someone	from	another	culture,	with	different	

values	and	beliefs	regarding	health	and	illness,	there	a	conflict	can	arise.	Not	only	do	differing	cultural	

expectations	of	healthcare	entail	adversities	 for	 refugees,	 they	often	present	challenges	 for	health	

care	professionals,	who	work	 in	highly	organized	Western	health	care	systems.	To	efficiently	 treat	

patients,	 healthcare	 providers	must	 acknowledge	 the	 effect	 culture	 has	 on	 healthcare	with	 every	

medical	encounter	providing	an	opportunity	for	the	interface	of	several	different	cultures:	that	of	the	

patient,	 physician	 and	 the	 culture	 of	medicine	 (Bussey-Jones	&	Genao,	 2003;	 Lawrence	&	Kearns,	

2005).		

All	 the	participants	 in	this	study	have	given	this	thought.	They	are	aware	that	culture	plays	a	

prominent	role	in	health	care,	and	that	there	is	a	need	to	be	culturally	sensitive	when	treating	patients	

with	different	backgrounds.	A	few	of	them	mention	feeling	connected	to	the	refugees	in	a	different	

way	than	to	other	immigrants.	The	situation	in	Syria	and	neighboring	countries	has	not	escaped	them,	

with	a	 constant	 flow	of	news	and	graphic	 images	 from	combat	 sites	and	 the	Mediterranean,	with	

pictures	of	washed	up	bodies	on	Greek	and	Turkish	shores	having	touched	them	deeply.	Because	of	

this,	they	sense	a	preconceived	notion	on	the	experiences	of	this	group	of	people	and	want	to	treat	

them	 kindly	 to	 make	 them	 feel	 welcome	 in	 their	 new	 home,	 thus	 trying	 to	 approach	 them	 in	 a	

culturally	appropriate	way.	This	is	in	agreement	with	findings	in	the	recent	literature.	News	travel	at	

unprecedented	speed	around	the	world,	with	 traditional	methods	of	communication	via	 television	

and	radio	surpassed	by	online	resources.	People’s	opinions	are	affected	by	vivid	imaging	and	news	

about	the	refugee	crisis,	almost	in	real	time,	making	them	speak	less	of	the	“threat”	posed	and	more	

about	the	unbearable	horrors	endured	on	the	way	to	perceived	safety	(Jones,	2015;	Swain,	2015).	

The	concept	of	equality	and	equity	in	health	care	was	discussed	in	one-third	of	the	interviews.	

They	 participants	 had	 given	 considerable	 thought	 to	 refugee	 children's	 access	 to	 health	 care	 and	

whether	they	receive	equitable	care,	compared	to	the	majority	populations´	children.	Equity	means	

social	 justice	 or	 fairness	 and	 is	 an	 ethical	 concept,	 derived	 from	 principles	 of	 distributive	 justice	

(Daniels,	Kennedy,	&	Kawachi,	1999;	Rawls,	1985).	Equity	in	health	has	been	defined	as	“the	absence	

of	systematic	disparities	in	health	between	social	groups	who	have	different	levels	of	underlying	social	

advantage/disadvantage	 –	 that	 is,	 different	 positions	 in	 a	 social	 hierarchy”	 (Braveman	&	Gruskin,	

2003).	The	informants	that	have	given	this	some	thought	feel	that	a	share	of	health	care	providers	is	

aware	of	this	and	many	of	them	mention	the	rights	entitled	to	all	children	in	the	Convention	on	the	

Rights	of	the	Child.	Some	of	the	participants	feel	like	even	though	most	health	care	professionals	are	

aware	of	these	rights,	refugee	children	do	not	receive	equitable	care	compared	to	the	children	of	the	

majority	 population.	 They	 perceive	 parents	 from	 other	 cultures,	 not	 harboring	 the	 same	



understanding	 of	 how	 the	 health	 care	 system	 works	 and	 request	 far	 less	 than	 parents	 from	 the	

majority	culture	would.	Their	health	literacy	is	often	lacking,	and	language	barriers	can	be	present,	

resulting	in	health	care	staff	giving	them	less	information	than	the	majority	population.	This	has	been	

previously	reported	in	numeral	studies.	Uba	(1992)	describes	how	patients	of	Southeast	Asian	origin	

have	problems	accessing	health	care,	due	to	for	example	culturally	irrelevant	services.	Bussey-Jones	

&	 Genao	 (2003)	 and	 Spector	 (2002)	 agree	with	 this	 and	 point	 out	 that	 culturally	 competent	 and	

relevant	care	is	a	key	to	refugee's	access	to	health	care	and	caregivers	giving	equitable	care.	Other	

participants	do	not	find	this	particularly	problematic	in	pediatrics.	They	have	worked	in	other	units,	

where	the	problem	was	prominent,	but	find	that	pediatric	health	care	professionals	are	more	adamant	

about	giving	every	child	the	best	care	possible.	

There	are	differing	opinions	 in	 the	group	of	 interviewees	 regarding	 refugee	 families	 and	 the	

demands	 they	place	on	 the	health	 care	 system.	Some	of	 the	participants	agree	 that	 families	 from	

Western	 societies	 require	more	 from	 the	health	 care	 system,	and	are	 far	more	 familiar	with	 their	

rights.	Refugee	families	are	seen	as	less	demanding	and	having	little	knowledge	of	how	the	health	care	

system	works	in	their	new	country	of	residence.	Others	state	that	it	is	somewhat	“either	or”,	either	

the	families	demand	less	and	make	do	with	little,	or	they	are	really	dissatisfied	with	the	care	they	get,	

insisting	on	treatment	or	medicine	that	is	not	readily	given	in	Western	health	care.	Recent	research	

has	shown	similar	thoughts	from	personnel	working	in	emergency	units	in	Sweden,	with	participants	

feeling	 that	 refugees	 have	 different	 expectations	 of	 health	 care,	 often	 demanding	 medicine	 and	

treatment	that	is	thought	unnecessary	by	Western	health	care	professionals,	while	at	the	same	time	

having	less	insight	into	how	the	system	works	and	how	they	can	get	the	help	they	need	(Hultsjö	&	

Hjelm,	2005).	Refugees´	health	seeking	behavior	is	affected	by	their	experience	and	familiarity	with	

health	 care	 services	 in	 their	 countries	 of	 origin,	 where,	 in	 some	 countries,	 patients	 queue	 at	 an	

outpatient	 clinic	 rather	 than	making	 an	 appointment.	 It	 is	 thus	 clear	 that	 the	 difference	 between	

Western	 and	 traditional	 notions	 about	 health	 that	 are	 dominant	 in	 their	 home	 countries	 are	

profoundly	evident	(Lawrence	&	Kearns,	2005).		

Heritage	consistency	is	a	concept	that	illustrates	how	much	or	how	little	an	individual´s	lifestyle	

reflects	his	or	her	 traditional	 culture	 (Zitzow	&	Estes,	 1980).	 There	are	different	 levels	of	heritage	

consistency	 –	 some	 individuals	 hold	 on	 to	 the	 core	 values,	 beliefs,	 and	behaviors	 of	 their	 cultural	

heritage	while	others	deviate	from	it	(Carteret,	2011).	Health	care	professionals	working	with	patients	

of	foreign	origin	can	use	three	factors	related	to	heritage	consistency	to	help	them	identify	aspects	

where	cultural	competence	is	needed.	These	are	socialization,	acculturation,	and	assimilation.	

The	term	socialization	involves	the	mechanism	of	being	raised	within	a	culture	and	acquiring	the	

characteristics	of	that	group	(Carteret,	2011).	In	this	study,	about	half	of	the	informants	mention	how	



treating	patients	from	a	diverse	cultural	background	can	at	times	be	tricky,	due	to	values,	ideas,	and	

beliefs	based	on	their	culture	of	origin.	An	example	of	this	is	the	matter	of	circumcision,	a	controversial	

topic	in	medical	care.	One	interviewee	describes	how	refugee	families´	beliefs	regarding	the	matter	

are	 so	 deeply	 grounded	 in	 their	 culture,	 that	 nothing	 will	 change	 their	 opinion	 or	 make	 them	

discontinue	this	tradition.	Another	example	 is	the	decision	whether	to	have	children	vaccinated	or	

not.	Health	care	professionals	often	debate	this	issue	with	parents,	using	scientific	research	as	their	

main	 argument.	 In	many	 cultures,	 beliefs	 and	 family	 traditions	 outweigh	 science,	 and	 this	 places	

health	care	professionals	in	a	difficult	situation,	torn	between	respecting	the	wishes	of	the	parents	or	

doing	what	they	believe	is	in	the	best	interest	of	the	child	(Lawrence	&	Kearns,	2005).	

	 Acculturation	is	the	process	of	becoming	a	capable	participant	in	the	majority	culture,	learning	

a	new	language	and	adapting	to	social	customs	and	norms	(Carteret,	2011).	Children	often	acculturate	

more	quickly	than	their	parents,	which	can	cause	them	to	take	on	roles	usually	taken	by	adults.	An	

example	of	this	is	when	young	children	interpret	for	their	parents	in	a	medical	appointment	(Spector,	

2002).	This	is	something	all	of	the	health	care	providers	in	this	study	have	experienced.	These	children	

often	seem	more	mature	than	their	years,	and	two	participants	in	the	study	mention	that	they	have	

experienced	children	trying	to	keep	things	from	their	parents,	or	modifying	the	truth,	in	order	not	to	

worry	them.		

	Assimilation	refers	to	the	extent	of	identification	with	the	majority	culture,	how	an	individual	

becomes	a	part	of	the	majority	culture	and	accepts	its´	norms,	values,	and	behaviors	as	his	or	her	own	

(Carteret,	2011).	An	assimilated	individual	is	rarely	in	need	of	an	interpreter	and	is	most	likely	seen	

and	treated	like	someone	from	the	majority	culture	(Spector,	2002).	When	linguistic	diversity	is	low,	

and	the	patient	is	assimilated	to	the	culture	of	the	resettlement	country,	the	participants	in	this	study	

do	not	experience	treating	someone	with	a	culturally	diverse	background,	but	rather	someone	from	

their	own	culture.	If	these	factors	were	taken	into	account	during	the	first	contact	with	the	health	care	

system,	health	care	providers	would	have	an	easier	 time	 treating	patients	of	 foreign	origin.	When	

assessing	heritage	consistency,	it	is	important	to	take	socio-economic	factors	into	account	(Carteret,	

2011).	Research	on	health	 is	gradually	moving	away	from	solely	focusing	on	health	from	a	medical	

model	grounded	in	Western	medicine,	towards	a	more	holistic	view	that	emphasizes	preventive	care	

and	 takes	 into	 account	 cultural	 diversity.	 Particular	 populations	 and	 cultural	 groups	 experience	

consistently	lower	health	status	than	others,	and	special	attention	is	needed	for	health	care	providers	

to	administer	equitable	care	(Lunn,	2014).	The	pressing	needs	to	motivate	policy	action	on	the	social	

inequalities	in	health	led	to	the	foundation	of	the	World	Health	Organization´s	Commission	on	Social	

Determinants	of	Health.	A	report	was	published	in	2008	to	prompt	governments	to	develop	successful	

strategies	for	reducing	health	inequalities.	In	2011,	the	Rio	Political	Declaration	confirmed	a	member	



state	 commitment	 to	 address	 the	 social	 determinants	 of	 health	 in	 five	 key	 areas:	 “improved	

governance	 for	 health	 and	 development;	 increased	 efforts	 for	 the	 promotion	 of	 health	 and	 the	

reduction	 of	 health	 inequities;	 greater	 participation	 in	 policy-making	 and	 implementation,	

strengthened	global	governance	and	collaboration;	and	increased	focus	on	progress	monitoring	and	

accountability”	 (Bouchard,	 Albertini,	 Batista,	 &	 de	 Montigny,	 2015).	 Training	 of	 health	 care	

professionals	in	assessing	heritage	consistency	as	well	as	knowledge	of	social	determinants	of	health	

and	the	impact	on	refugee	health	has,	in	my	opinion,	the	potential	to	lead	to	increased	quality	of	care.		

	 Gender	issues	are	a	reoccurring	topic	in	this	study,	as	well	as	in	previous	research.	This	applies	

to	both	gender	issues	in	general	as	well	as	gender	issues	within	families.	Culturally	diverse	views	on	

gender	 and	 interaction	 between	 genders	 can	 cause	 problems	 in	 transcultural	 care	 (Pergert	 et	 al.,	

2007).	Healthcare	staff	can	 find	 it	hard	to	deal	with	patients	with	patriarchal	culture	backgrounds,	

where	male	individuals	of	the	family	attend	appointments,	receive	medical	information	and	control	

what	information	is	conveyed	to	the	rest	of	the	family.	It	can	cause	friction	when	patients	refuse	care	

from	a	caregiver	of	the	"wrong"	gender	(Pergert	et	al.,	2007;	Saha	et	al.,	2008).	When	participants	in	

this	study	mention	refugees	not	wanting	to	be	treated	by	an	 individual	of	 the	opposite	sex,	 this	 is	

usually	not	seen	as	a	substantial	problem.	If	possible,	a	switch	is	made,	and	a	new	caregiver	assigned	

to	the	case.	One	participant	mentions	how	the	head	of	her	unit	and	senior	leaders	refuse	to	give	in	to	

demands	 of	 this	 sort.	 This,	 she	 feels,	 only	 causes	 tension	 and	 negativity	 in	 the	 workplace,	 both	

between	the	family	in	question	and	the	workforce,	as	well	as	within	the	staff.	She	believes	that	this	

issue	 is	best	 solved	by	 trying	 to	accommodate	 the	 family,	holding	on	 to	principles	only	having	 the	

potential	to	create	new	problems.	It	can	be	expected	that	the	majority	of	immigrants	slowly	come	to	

realize	how	things	work	in	Western	societies	and	as	they	assimilate	more,	this	 issue	becomes	non-

existent.	In	cases	where	heritage	consistency	is	high,	health	care	professionals	might	want	to	respect	

these	wishes,	if	only	to	maintain	a	positive	atmosphere	in	the	workplace.	

Different	cultures	have	different	practices	and	beliefs	regarding	the	communication	of	difficult	

and	sensitive	information	to	patients.	In	Western	societies,	it	is	a	common	belief	that	truth-telling	is	

favorable	and	a	prerequisite	for	honesty	and	trustworthiness	(Fallowfield	et	al.,	2002;	Pergert	et	al.,	

2007).	Two	of	the	participants	describe	how	different	customs	regarding	death	and	funerals	can	be	

tough	to	deal	with.	In	Western	societies,	it	is	assumed	that	every	child	that	dies	receives	a	ceremony	

of	some	sorts,	for	family	and	friends	to	say	their	goodbyes.	When	families	from	diverse	cultures	opt	

not	to	do	so	and	leave	the	body	with	the	health	care	staff,	this	can	be	troublesome	for	them.	The	same	

applies	 to	 infants	 that	 only	 have	 a	 short	 time	 to	 live,	 due	 to	 illness	 or	 a	 clinical	 syndrome	 not	

compatible	with	life,	and	are	left	in	the	care	of	health	care	professionals.	Participants	who	have	been	



in	this	situation	describe	how	they	felt	a	strong	need	to	give	these	babies	love	and	care	in	abundance	

during	their	time	alive,	not	wanting	them	to	die	without	being	held	or	cuddled.	

In	 some	 cultures,	 health	 care	 providers	 are	 viewed	 as	more	 authoritative	 and	with	 a	 higher	

status	than	in	Western	cultures.	Doctors	especially	are	thought	to	be	all-knowing	and	are	put	on	a	

pedestal,	 resulting	 in	unrealistic	expectations	 regarding	 treatment	and	outcome	(Fallowfield	et	al.,	

2002;	Pergert	et	al.,	2007).	This	coincides	with	the	results	of	this	study,	at	least	concerning	physicians.	

Their	decisions	are	rarely	questioned,	and	expectations	on	their	abilities	are	high,	which	can	at	times	

lead	to	frustration	and	anger	if	treatment	does	not	work.	The	nurses,	however	report	that	they	often	

feel	overlooked	by	patients.	They	experience	being	a	hurdle	patients	need	to	get	passed	to	reach	a	

doctor.	They	are	not	viewed	as	knowledgeable	or	skilled	professionals,	rather	as	doctors´	aides	that	

do	not	serve	a	specific	function.	A	few	of	the	participants	mention	that	as	the	refugees	become	more	

acculturated	 and	 assimilated,	 this	 presumption	 changes	 and	 they	 realize	 gradually	 that	 nurses	 in	

Swedish	 and	 Icelandic	 health	 care	 systems	 are	 independent	 and	 skilled	 professionals.	 Bourdieu´s	

concept	of	symbolic	power	describes	how	wealthy	countries	maintain	their	identities	as	powerful	and	

democratic	while	 at	 the	 same	 time	 cultivating	 the	 image	 of	 refugees	 as	 politically	 powerless	 and	

immobile	 on	 a	 global	 scale.	 The	 power	 differential	 between	 refugees	 and	 the	 humanitarian	

resettlement	country	can	become	overwhelming	(Olsen	et	al.,	2016).	This	is	also	true	regarding	the	

health	 care	 system	 and	 refugees.	With	 the	 view,	 described	 above,	 that	 health	 care	 professionals	

(mainly	physicians)	are	all-knowing	and	almost	god-like,	many	migrants	feel	like	they	have	to	accept	

the	system	as	it	is	and	be	grateful	for	all	that	it	has	to	offer	(Olsen	et	al.,	2016).	

Cultural	 implications	 mark	 every	 aspect	 of	 health	 care	 for	 refugees.	 Although	 health	

professionals	encounter	numerous	obstacles	in	treating	this	group	of	patients,	it	is	promising	that	the	

problems	encountered	are	considered	solvable	and	manageable.	The	health	care	professionals	that	

participated	in	this	study	all	express	a	desire	and	willingness	to	find	solutions	that	benefit	everyone,	

with	the	aim	to	establish	culturally	competent	health	care	systems.	

	
8.5.	Empathy,	prejudice,	and	racism	in	health	care	and	societies	

Even	 though	 empathy	 seems	 like	 an	 easily	 understood	 concept	 at	 first	 glance,	 a	 more	 thorough	

inspection	 reveals	 that	 it	 is	 an	obscure	one	and	has	been	defined	 in	many	different	ways	 (Rasoal,	

Eklund,	 &	 Hansen,	 2011).	 One	way	 to	 understand	 relationships	 between	 individuals	 from	 diverse	

ethnic	groups	is	to	study	the	interaction	regarding	the	presence	or	absence	of	empathy	(Reynolds	&	

Scott,	2002).	Empathy	is	an	important	aspect	of	healthcare,	as	it	can	reduce	intolerance,	conflict	and	

discrimination	while	increasing	understanding,	respect,	and	tolerance	among	individuals	with	similar	

as	well	as	diverse	cultural	and	ethnic	backgrounds	(Rasoal	et	al.,	2011).	Empathy	and	knowledge	are	



linked	phenomena,	according	to	Bäärnhielm,	Edlund,	Ioannou,	&	Dahlin	(2014),	and	clinical	limits	of	

empathy	 in	situations	with	 radical	 cultural	otherness	has	been	discussed	 in	 the	previous	 literature	

(Kirmayer,	2007).	Kirmayer	indicates	in	his	research,	that	when	empathy	reaches	its´	limits,	the	health	

care	provider	may	experience	 the	other	as	alien	and	unknown,	and	that	knowledge	of	 the	other´s	

world	is	necessary	to	express	empathy	(Kirmayer,	2007).	In	his	Ph.D.	thesis	from	2009,	Rasoal	points	

out	how	relationships	between	health	care	providers	and	patients	from	diverse	ethnocultural	groups	

can	be	understood	regarding	the	presence	or	absence	of	ethnocultural	empathy	(Rasoal,	2009).	It	has	

further	been	described	how	improved	feelings	of	empathy	may	contribute	to	health	care	professionals	

experiencing	that	they	have	the	knowledge	required	and	improved	ability	to	approach	the	vulnerable	

situation	 of	 refugees	 and	 asylum	 seekers	 (Bäärnhielm	 et	 al.,	 2014).	 In	 this	 study,	 participants	

expressed	great	empathy	for	the	group	of	refugee	families	reaching	Iceland	and	Sweden.	Each	and	

every	 one	described	 feeling	 compassion	 towards	 the	 group,	 being	 angry	 over	 their	 situations	 and	

wanting	to	do	more	than	they	were	able	to	through	work	in	the	health	care	system.	Even	though	they	

recognize	a	vulnerable	position,	they	do	not	see	the	families	themselves	as	only	vulnerable,	but	also	

as	strong,	with	agency	and	will	to	make	their	lives	better,	especially	for	their	children.	The	knowledge	

they	have	on	the	refugee	situation,	from	news	and	social	media,	might	thus	play	a	role	in	increasing	

levels	of	empathy,	empowering	the	staff	 to	give	equitable	and	quality	care,	often	willing	to	go	the	

extra	mile	to	make	a	situation	more	comfortable.	

In	the	past	decade,	interest	in	the	epidemiological	study	of	racism	and	health	has	increased	

(Paradies,	2006a).	Expressions	of	racism	vary	substantially	across	time	and	place	but	are	in	general	

grounded	in	societal	systems	that	produce	an	unequal	distribution	of	power	in	societies,	based	on	the	

idea	of	race,	where	race	is	defined	as	a	social	rather	than	biological	construct	(Paradies,	2006b).	Chan	

(1989)	recognizes	that	racial	discrimination	is	apparent	within	the	National	Health	System	(UK)	and	

that	 it	 is	 the	 result	 of	 ignorance	 and	 misunderstanding	 with	 both	 health	 care	 professionals	 and	

members	of	ethnic	minority	groups.	He	continues	to	describe	measures	taken	in	response	–	making	

information	available	in	different	languages	and	providing	training	for	health	care	providers	in	treating	

patients	from	diverse	cultural	backgrounds	(Chan,	1989).	

All	of	the	interviewees	in	this	study	describe	racism	and	prejudice	in	the	health	care	system.	

Two	 of	 them	 mention	 that	 they	 have,	 at	 times,	 experienced	 racist	 thoughts	 when	 working	 with	

refugee	 families	who	 had	 become	 difficult,	 finding	 them	disrespectful	 and	 demanding.	 They	 have	

trouble	defining	their	feelings	and	are	not	entirely	sure	how	to	define	a	racist,	as	they	claim	that	they	

would	 think	 the	 same	 about	 members	 of	 their	 own	 culture,	 especially	 those	 from	 the	 richer	

neighborhoods	 that	 seem	 to	 have	 answers	 and	 demands	 for	 everything.	 This	 has	 made	 them	

increasingly	 aware	of	 their	 thoughts,	 values,	 and	behavior	when	 treating	 refugee	 families,	making	



them	think	 twice	before	speaking	or	acting	 in	certain	situations.	There	 is	an	ongoing	 fear	of	being	

called	racist	or	thought	to	be	racist	by	the	refugee	families.	

The	medical	profession	has	for	a	long	time	turned	a	blind	eye	to	patients	being	racist	toward	

health	care	professionals,	for	example	accommodating	those	who	do	not	want	their	child	to	be	cared	

for	by	a	"black	person"	or	taking	an	Asian	nurse	off	a	case	following	a	request	from	the	patient.	The	

repercussions	of	this	are	most	difficult	to	handle	for	nurses,	aides,	and	other	front	line	staff;	they	feel	

the	effects	of	this	willingness	to	accept	a	range	of	behaviors	from	patients	every	day.	These	are	often	

subtle	insults,	indignities	and	demeaning	behavior	(Chen,	2013).	There	is	not	much	relevant	literature	

on	patients	calling	health	care	providers	racist,	that	is,	dark	skinned	patients	calling	white	staff	racist.	

This	is	something	all	but	one	nurse	in	this	study	mentions,	but	no	physician.	All	but	one	of	the	nurses	

have	been	accused	of	racism	at	one	point	or	another,	always	when	the	refugee	or	 immigrant	feels	

that	he	has	not	received	the	care	he	or	his	child	deserves.	The	nurses	find	this	incredibly	offensive	and	

believe	that	this	makes	the	patient-provider	relationship	difficult,	with	them	most	often	backing	away	

from	the	conflict.	

The	 interviewees	 are,	 as	 a	whole,	 aware	 that	 they	have	preconceived	notions	of	 beliefs,	

values,	and	behaviors	of	individuals	with	diverse	cultural	backgrounds.	One	informant	points	out	that	

health	care	providers	have	to	realize	that	this	is	the	case,	and	that	class,	gender,	and	culture	play	a	

prominent	role	in	all	cultures,	the	health	care	workers	as	well.	He	further	points	out	that	much	of	what	

we	believe	to	be	true	is	not	based	on	science	but	something	we	have	learned	from	others	–	that	is	

how	culture	affects	preconceived	notions.	Othering	 is	 evident	 in	health	 care	providers	discussions	

about	patients	from	other	cultures	and	is	also	present	in	patients´	descriptions	of	their	encounters	

with	health	care	systems	(Johnson	et	al.,	2004).	An	example	of	discourse	that	signals	othering	is	the	

use	of	the	terms	“us”	and	“they”	or	“them”,	and	this	language	often	appears	in	descriptions	of	difficult	

situations.	 This	 can	 for	 example	 become	 prominent	 in	 discussions	 about	 patients	 who	 are	

noncompliant	with	routine	and	treatment	(Johnson	et	al.,	2004).	This	is	apparent	in	this	study.	The	

use	 of	 the	 terms	 “they”	 and	 “us”	 seems	 to	 be	 involuntary	 and	 is	 found	 throughout	many	 of	 the	

interviews.	 This	 does	 not	 imply	 any	 racism	 or	 prejudice;	 it	 simply	 seems	 like	 a	way	 of	 expression	

established	in	today's	discourse	

The	 topic	 of	 negativity	 towards	 the	 refugee	 population	 appeared	 in	 about	 half	 of	 the	

interviews.	This	was	often	mentioned	in	context	with	large	patient	flows,	lack	of	time	and	resources	

and	general	anxiety	within	the	group	of	staff.	When	things	get	hectic,	additional	"problematic"	factors,	

like	treating	a	refugee	child	and	its	family,	can	be	overwhelming.	When	this	happens,	discourse	and	

attitudes	 in	 the	 units	 towards	 refugees	 have	 been	 experienced	 as	 negative,	 and	 a	 few	 of	 the	

participants	 expressed	 concern	 for	 this	 behavior.	 Other	 factors	 causing	 frustration	 and	 negative	



atmosphere	in	the	group	of	staff	are	gender	issues.	When	fathers	in	refugee	families	seem	inactive	

according	to	the	informants,	the	health	care	professionals	experience	feelings	of	irritation	and	anger.	

Some	of	them	feel	that	reprimanding	the	fathers	would	be	the	right	things	to	do	while	others	try	to	

look	the	other	way	and	not	making	it	their	business.	One	participant	describes	how	senior	staff	in	her	

unit	gets	angry	at	times	when	refugee	families	are	“living,	eating	and	sleeping	for	free”	in	the	ward.	

They	feel	like	this	is	wrong	and	there	ought	to	be	a	line	drawn	when	a	whole	family	abuses	the	system	

in	this	way.	Another	participant	experiences	this	in	a	different	way,	with	the	families	having	nowhere	

else	to	go,	keeping	them	together	during	difficult	times.	

Racism	and	prejudice	are	not	only	happening	in	the	health	care	system.	The	Swedes	in	this	

study	 talk	 about	 the	 Swedish	 society	 becoming	 increasingly	 racist	 and	 calling	 the	 recent	 refugee	

situation	chaotic.	 They	 feel	panicked	and	overcrowded,	which	makes	 the	 informants	 laugh,	as	 the	

country	 is	enormous	and	enough	space	for	a	 lot	more	in	the	rural	areas.	A	part	of	Swedish	society	

seems	to	think	that	refugees	are	to	blame	for	every	current	mishap.	They	have	a	scapegoat	and	use	it	

well.	

Even	though	many	of	the	participants	mention	that	working	with	refugees	can	at	times	be	

difficult,	 that	 is	not	 the	main	 feeling	one	gets	 from	the	 interviews.	They	 find	 it	 rewarding	 to	meet	

individuals	from	different	cultures	and	often	eye-opening.	The	difficulties	seem	to	be	most	prominent	

when	 the	 healthcare	 systems	 are	 under	 pressure,	 with	 a	 significant	 influx	 of	 patients	 and	 lack	

resources	and	time	to	treat	refugee	families	in	an	adequate	and	equitable	way.	

	
	 	



9.	Conclusion	
The	arrival	of	refugees	in	European	countries	affects	millions	of	people	each	year.	Due	to	the	alarming	

increase	in	numbers	resulting	from	political	instability	and	wars	worldwide,	medical	professions	are	

encountering	 ever-growing	 challenges.	 This	 creates	 a	 need	 for	 new	 methods	 and	 strategies	 for	

receiving	refugee	children	and	their	families.		

This	 study	 identified	 key	 areas	 in	 need	 of	 attention	 within	 the	 current	 system.	 Culture,	

communication,	and	organizational	challenges	were	some	of	the	key	areas	in	which	participants	in	the	

study	 identified	 weak	 links	 and	 principal	 areas	 of	 consideration	 when	 developing	 workflows	 and	

methods	for	the	future.	A	clear	desire	to	attain	cultural	competence	is	present	in	the	data	gathered	

as	well	as	empathy	and	sympathy	for	refugee	families	that	have	arrived	in	Iceland	and	Sweden.	

It	is	interesting	that	little	seems	to	have	changed	in	the	ten	years	since	Anita	Berlin	conducted	

similar	research	in	Sweden.	Participants	identify	the	same	and	related	factors	that	need	improvement	

and	express	a	lack	of	knowledge	and	skill	to	give	refugee	families	and	other	immigrants	equitable	care.	

They	call	for	available	written	guidelines	and	easily	accessible	support.	

Despite	an	overall	understanding	of	the	challenges	within	the	medical	workforce,	many	steps	

have	 to	 be	 taken	 to	 address	 the	 challenges	 at	 hand	 adequately.	 A	 strategy	 for	 increasing	 cultural	

competence	within	the	workforce	is	a	key	factor	and	adjusting	the	organization	and	systems	to	the	

new	 strategy	 is	 paramount.	 Although	 a	 more	 thorough	 investigation	 might	 be	 beneficial,	 the	

agreement	within	the	answers	suggests	universal	needs	and	challenges	that	need	to	be	addressed.	

Cultural	competence,	linguistic	services,	a	streamlined	organisational	system	and	an	overall	increase	

in	global	empathy	along	with	an	understanding	of	social	 issues	deriving	from	prejudice	and	racism.	

Only	when	these	issues	are	addressed	at	all	levels	within	the	system	and	health	care	culture	will	the	

reception	of	these	underprivileged	individuals	be	at	adequate	levels	of	modern	ethical	standards.	
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