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Introduction: Western Europe today is a culturally diverse society and expected to become more so in the
future. When patients from unfamiliar cultures become critically ill and require intensive care, this places
considerable demands on the cultural and linguistic competencies of the intensive care staff. Existing
research regarding the transcultural aspects of intensive care is scarce and, in Sweden, non-existent.
Objective: To explore the experiences of critical care nurses and enrolled nurses in caring for culturally
diverse patients in intensive care units.
Method: Four focus group interviews were conducted with a total of 15 interviewees. The collected data
were subjected to qualitative content analysis.
Findings: The findings mostly concerned the nursing staff’s experiences of caring for relatives. Caring for
the relatives of culturally diverse patients was described as challenging due to linguistic and cultural
barriers.
Conclusions: To overcome linguistic and cultural barriers, intensive care units should be reorganised and
restructured to create a more welcoming environment for relatives. Alternative communication methods
should be developed and traditional ways of using support from interpreters support must be
re-evaluated. Education to ensure cultural competence and the promotion of an intercultural approach
is key and the development of research programmes is recommended.
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Implications for Clinical Practice

o Intensive care units should be reorganised and restructured towards a more family-centred welcoming environment. This would
also facilitate nursing staff caring for culturally diverse relatives. This may include changing work routines, providing single patient
rooms and also create facilities where large family groups may be assembled.

e Appropriate resources should be provided to facilitate communication. Amendments to how professional interpreters are used
should be considered and where interpreters are unavailable, hospitals must develop safe, smart and easy-to-use language tools that
enable caregiver-patient/relative communication.

e Nursing staff should be encouraged to enhance their cultural competence and to adopt an intercultural approach.

Introduction

In recent decades Sweden, with its population of 10 million, has
seen an influx of immigration from all over the world. As a result of
human suffering arising from wars and conflicts, refugee numbers
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have increased rapidly in recent years. Sweden has welcomed a sig-
nificant proportion of these refugees, primarily from Syria (Statistics
Sweden, 2017). Today, over 1.8 million of Sweden’s inhabitants
(i.e., 18.5% of the total population) were born outside of Sweden
(Statistics Sweden, 2018). Similar situations are evident throughout
Western Europe (Coleman and Angosta, 2017, Markey et al., 2018).
In culturally diverse societies, nursing staff must be in a position
to provide culturally congruent care (Leininger & McFarland, 2002;
Benbenishty et al., 2017). According to Helman (2007), culture has
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a significant impact on people since it defines us as human beings
in terms of our identity and how we behave with regard to
other people. Leininger and McFarland (2002) observed that cul-
ture defines people’s perceptions of health, wellbeing, sickness
and death. If the intention is to provide meaningful and equal care
to patients, culture cannot be ignored. Therefore, awareness of
cultural aspects requires knowledge of and sensitivity to different
cultures and cultural competence on the parts of health care
personnel.

Research regarding care for culturally diverse patients in an
intensive care context has hitherto been scarce. Those studies that
have been carried out have demonstrated that caring for culturally
diverse patients and their relatives in an intensive care unit (ICU)
can be challenging. Hoye and Severinsson (2008) observed that
Norwegian nurses perceived caring for culturally diverse patients
as a stressor due to linguistic, cultural and ethnic differences. These
differences have been acknowledged as a potential source of conflict
between nursing staff and patients’ family members (Hoye and
Severinsson, 2010; Van Keer et al., 2015). Nurses’ attitudes and
subjective norms and values are proven factors that influence their
intentions in providing culturally congruent care. Marrone (2008)
claimed that nurses who have received formal training in transcul-
tural care have more open attitudes towards culturally diverse
patients and are more driven to provide culturally congruent care.
To overcome the challenges associated with cultural diversity and
nursing, these studies have emphasised above all the need to pro-
vide education to ICU nursing staff to improve cultural
competence.

Western Europe is an increasingly culturally diverse continent
and therefore it is reasonable to expect the numbers of multicul-
tural patients requiring nursing within ICUs to rise. The Swedish
Registry for Intensive Care (SIR) maintains a quality register to
which all Swedish ICUs report their activities. Annual statistics
concerning treatments, patients’ age and gender distribution are
presented on their website. However, patients’ ethnicities are not
included in these statistics. Intensive care is known to present both
medical and ethical complexities, and caring for patients and their
relatives is often challenging. It may be assumed therefore, that
caring for culturally diverse patients will present even greater
challenges, particularly when cultural or religious protocol comes
into play. Transcultural research has shown that cultural compe-
tence is a crucial aspect of care for patients and their relatives
and necessary for the provision of culturally congruent care
(Campinha-Bacote, 2002, Maier-Lorentz, 2008). In intensive care
contexts, poor cultural competence can lead to negative social
and clinical outcomes for both patients and family members
(Benbenishty et al., 2017). Linguistic and cultural barriers may also
impinge on nursing care, jeopardize patient safety and affect the
working environment (van Rosse et al., 2016). There has been little
international research concerning transcultural nursing in ICUs
and no Swedish studies were found in international scientific data-
bases. How do ICU staff members perceive their cultural compe-
tence when caring for patients from diverse countries and
cultures? Do language barriers increase the risk of conflict, uncer-
tainty, and stereotyping? Therefore, the aim of this study was to
explore critical care nurses’ (CCN) and enrolled nurses’ (EN) expe-
riences of caring for culturally diverse ICU patients.

Methods
Design and approach

A qualitative design with an inductive approach was chosen
(Polit & Beck, 2017). Data were collected through focus group

interviews in accordance with the method proposed by Krueger
and Casey (2009).

Ethical approval

In Sweden, interviews with staff about their work are not cov-
ered by the law on ethical review research involving humans.
However, the unit leaders of both ICUs approved the study and
all steps in the study were conducted in accordance with the
World Medical Association’s Declaration of Helsinki (2013). Partic-
ipants were given oral and written information about the study
and advised of their right to withdraw their participation at any
time. They were also assured of their anonymity and confidential-
ity. With regard to the focus group interviews, the interviewees
were also encouraged to maintain and respect anonymity and con-
fidentiality with one another. All interviewees gave their written
consent.

Participants

Participants were recruited from two general ICUs situated in
two different hospitals in Sweden. When the unit leaders had given
their written approval, they were asked to distribute written infor-
mation about the study to their staff members. With their help
both CCNs and ENs were approached. In Sweden, nursing staff gen-
erally consists of CCNs and ENs working together during each shift.
The CCN is responsible for the patients’ care, with a degree of med-
ical responsibility but primarily undertaking nursing activities. ENs
do not have legislative nursing responsibilities but have consider-
able caring expertise and assist the CCNs with nursing activities.
The inclusion criteria for the study were as follows: participants
were required to be registered nurses specialised in intensive care
(CCN) and/or enrolled nurses (EN), all with experience of caring for
culturally diverse patients in an ICU. A total of 15 nurses, satisfied
the criteria for participation: eight CCNs and seven ENs. The partic-
ipants consisted of twelve women and three men with ages rang-
ing from 28 to 61 years. The length of experience of working within
an ICU varied between one and 31 years. Thus, the sampling
approach involved participants (two groups of CCNs and two
groups of ENs). The participants represented a wide range of vari-
ation (Polit & Beck, 2017). Three out of the four focus groups con-
sisted of four participants while one group had just three
participants. The latter was due to high workload and difficulties
to release staff at the date and time set for the interview session.

Data collection

Data were generated through four focus group interviews con-
ducted at two different ICUs. The focus group interview is an effec-
tive means of collecting large amounts of data during a short
period of time. With the group dynamic also comes the benefit of
participants responding to one another’s comments, which may
lead to a deeper understanding of the phenomenon at hand (Polit
& Beck, 2017). It is also a particularly appropriate method when
the phenomenon in question is stigmatised or taboo, since partic-
ipants may be more encouraged to share their experiences and
thoughts if they hear others contribute (Brinkmann and Kvale,
2014). Since the phenomenon in this study targeted a minority
group of patients, the focus group interview technique was
deemed suitable.

In total, four focus group interviews took place at two different
hospitals. The participants were divided into groups according to
profession: two groups of CCNs and two groups of ENs. The inter-
views took place physically near the ICUs and lasted over 35-
45 minutes. All interviews were audiotaped and later transcribed.
Two researchers were present at all interviews. One, who adopted
the role of moderator, also guided the interviews and was respon-
sible for asking follow-up questions. The other researcher was pre-
sent as an observer, and was responsible for audiotaping and
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making notes regarding what was said and what took place in the
room during the interviews. An unstructured interview guide was
used (Box 1) as recommended by Krueger and Casey (2009) and
each interview opened with the question: What are your experi-
ences of caring for culturally diverse patients in the ICU? Subsequent
questions were aimed at clarifying what had been said, for exam-
ple: How do you mean? Can you explain further? Participants were
encouraged to speak honestly and openly. After each interview ses-
sion, a summary of what had been said was presented to offer the
participants an opportunity to clarify, correct or add opinions or
experiences.

Box 1 . Interview guide - focus group interviews
(Krueger and Casey, 2009).

Questions:

1. Introduction question
a. What are the biggest challenges of caring for critical ill
patients in general?

2. Key questions

a. What are your experiences of caring for culturally
diverse patients in ICU’s?

b. Follow up questions or statements
- Can you give examples?
- How do you mean?
- Can you explain further?
- How did you think?
- How did you feel?
- What does that mean to you as a caregiver?
- I don’t understand

Data analysis

The collected data were subjected to the qualitative content
analysis process described by Graneheim and Lundman (2004).
After the transcribed data had been read several times, two
researchers identified meaning units that correlated with the
study’s aims. These were then condensed and coded and those that
were similar were grouped together and abstracted as categories
and sub-categories. All authors were involved in the final analysis
and in the development of the categories and subcategories.

Findings

Nursing staff identified that their main experience of caring for
culturally diverse patients in the ICU largely involved caring for the
patients’ relatives. Analysis of the focus group interviews revealed
one theme, “facing the unfamiliar” a set of linguistic and cultural

Table 1
Description of theme, categories and subcategories.

challenges that may be classified into four categories and ten
sub-categories (Table 1).

Relatives taking up space

In all interviews, the CCNs and ENs reported that, in their expe-
rience, culturally diverse patients can have large numbers of rela-
tives, which results in many visitors who occupy considerable
amounts of space in the ICUs.

Large numbers of relatives are challenging

One challenge described was the logistical problem of there
being insufficient physical space in the ICU to accommodate large
numbers of relatives. This represented a potential challenge, par-
ticularly with regard to patients’ immediate bedside vicinities,
where space tends to be limited. When providing care for the
patients, the nursing staff admitted that it was sometimes difficult
to ask relatives to move aside. Nurses also reported that large vis-
itor numbers interrupt their work since it requires opening the
locked doors to the ICU’s every time someone wishes to enter. In
some instances, family members opened the doors for one another
when nurses’ took too long to respond. Nurses described height-
ened security concerns and a sense of loss of control at not know-
ing precisely who is present in the ICU at a given time. Multiple
relatives often addressed numerous questions to the staff. Having
to respond to the same questions several times was considered
to be time-consuming, resulting in reduced time spent caring for
patients. One participant expressed this as follows:

“The fact that there are so many of them (the relatives) can be very
strenuous for us. Everyone needs to know everything and you
barely have time for the patient, instead you need to tell everything
to all the relatives.”

One focus group reported that this situation improved after the
decision had been made to only give information to a designated
relative. All focus groups stated that their intentions were always
to take care of all relatives in the best ways possible, but that lack
of resources (time and personnel) sometimes made this task diffi-
cult and inadequately executed.

The relatives wish to be near

One interview group observed that relatives of culturally
diverse patients exhibit great need to participate in the care of
their loved ones. These relatives wished to be involved in nursing
activities and some were present in the ICUs around the clock.
The perceptions were that these relatives sometimes failed to
appreciate critically ill patients’ need for calmness and rest. How-
ever, the same group of nurses argued that, if time was taken to
thoroughly explain the reasons and purpose for patient rest, there
were seldom problems, as related below:

“We have resting hours for the patients in the middle of the day
and then you need to shove everyone out for the sake of the patient
[...]You have to convince them (the relatives) even more in order
to make them understand. It usually works. This you also have to
do during the night.”

Relatives taking up space Communication as a challenge

Crisis reactions cause drama

Providing equal and personal adjusted care

Large numbers of relatives are
challenging
The relatives wish to be near

Language barriers complicates already
complicated care
Relatives as interpreters — good and bad

Unfamiliar reactions to crisis cause
feelings of insufficiency and insecurity
Unfamiliar reactions to crisis create a

Cultural compliance within certain
boundaries
Equal care for everyone

sense of compromised control

Language barriers increase workload
Language barriers demand new solutions
about how to connect
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The acceptance of and adherence to visitor rules (e.g., visiting
hours, numbers of visitors permitted at the bedside simultaneously)
were discussed by some groups. They reported that relatives of cul-
turally diverse patients often had problems with this, despite being
briefed several times. Nursing staff admitted that they sometimes
decided to “break the rules” themselves by permitting more than
two relatives to enter the patient’s room (two visitors simultane-
ously is the norm). This was aimed at diminishing distress and
reducing the total visiting time when there were many worried rel-
atives that wished to see the critically ill patient prior to medical
intervention or nursing activities. In these situations, the continuous
communication of information to the relatives was acknowledged
to be important. Some nurses found there to be no problems in deal-
ing with constantly present relatives; rather, they were seen as a
recourse for the nursing staff but foremost for the patient. Regarding
situations where the decision had been made to withdraw intensive
care and allow a patient to die, the nurses reported that they had no
problem in allowing the relatives to take over and letting their needs
and ways of saying goodbye guide the end-of-life care.

Communication as a challenge

The experience of caring for culturally diverse patients and their
relatives was reported to frequently present challenges with regard
to communication.

Language barriers complicate already complicated care

Caring for culturally diverse patients when there are language
barriers was described as challenging. Explaining the concepts of
intensive care was reported to be difficult in any situation,
let alone explaining it to someone who does not understand Swedish
(or English). Relatives were considered to require significant
amounts of information overall, particularly during the patients’
most critical periods, and the inability to provide information
instantly due to language barriers was described by nurses as
frustrating.

“The worst part is that they (the relatives) might not get the infor-
mation they really need then and there [...] but we still must do
what we ought to do. Then the information must come later.”

Professional interpreters were available almost exclusively for
physicians’ meetings and not for everyday encounters with rela-
tives, since professional interpreters tend to be in short supply.

Relatives as interpreters: good or bad?

Owing to the shortages of professional interpreters, nursing staff
must often resort to using relatives as interpreters, which was
described as both a benefit and a hazard. The experience of the nurs-
ing staff was that, due to a large network of countrymen, there is
almost always someone close or a more distant relative or friend
who understands and speaks Swedish. With the help of these people,
nursing staff can communicate with and involve both patients and
relatives. The disadvantages to relying on relatives as interpreters
include that the nurses are sometimes unable to estimate the rela-
tive’s level of proficiency in Swedish. There is always the risk that
the relative who translates may not understand medical words or
contexts, and misunderstandings may therefore ensue. Another risk
described by one of the nurses was that relatives may not translate
all the information and may withhold some details:

“A relative who acted as an interpreter did not translate every-
thing. This is a big problem and they (the interpreter) do not rea-
lise the seriousness of it [...] that they do not translate everything
[...] glossing over |...] And then the real shock comes when a pro-
fessional interpreter is used.”

Language barriers increase workload

Nursing staff reported that dealing with language barriers
demands manpower and is time consuming. It also involves plan-
ning if a professional interpreter is being used, since this service
needs to be booked in advance. More manpower may be used if
nurses are required to act as interpreters in place of performing
their usual tasks; being torn between patient care and relatives’
need for attention contributes another burden. This was expressed
by one nurse as follows:

“You don’t want to create misunderstandings and then you need to
be extremely explicit. That demands both time and energy and
sometimes you don’t have that time.”

Language barriers require new strategies to facilitate communication

Although there are many challenges in dealing with language
barriers, the nurses explained that other modes of communication
are often found via improvisation and innovation. One participant
stated:

“What do you do? Body language, picture, drawings. You ask the
relatives to write down the most important words, learn from the
relatives so you can say pain or so [...]. It works out fine most of
the time.”

The use of computerised translation programmes or the incor-
poration of colleagues who are familiar with the language or cul-
ture at hand were mentioned as alternatives.

Crisis reactions cause drama

The nurses reported that the emotional distress of culturally
diverse patients’ relatives can cause drama and stir up emotion
among the nursing staff themselves.

Unfamiliar reactions to crisis cause feelings of insufficiency and
insecurity.

It was observed that relatives of culturally diverse patients
express emotions differently. Feelings of grief and sorrow were
more likely to be expressed loudly and dramatically. Behaviour
of this nature may cause stress and anxiety among nursing staff
due to uncertainty as to how to respond to family members. The
lack of resources to care for relatives in need of support was
another source of stress. Some nurses had experienced situations
where reactions to crisis became both fractious and threatening,
which caused an unpleasant work environment. The nurses stated,
however, that the expression of sorrow is generally healthy, even
when it may be unfamiliar and uncomfortable for the staff. One
of the nurses explained:

“It’s just that they need to let loose their feelings. Maybe it’s not so
bad as one thinks just because it’s loud and there are screams and
cries. Maybe they are not really angry at you but the situation.
That’s also important to remember.”

Unfamiliar reactions to crisis create a sense of protecting others

Loud expressions of sorrow generate the need to regain control
among the CCNs and ENs, in order to protect other patients and rel-
atives present in the ICU. The nurses expressed concern that others
present in the ICU might be disturbed and that intensive care
should always be administered within a calm environment. One
of the participants said:

“There is too much to overhear and experience for other patients
and their love ones. You cannot take the time and you have often
no possibility or place to take these upset relatives to where you
can calm them down in private”
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The attempt to regain control over a situation often meant
showing relatives to a designated room, but these were not always
available or adequate.

Providing equal and personal adjusted care

The CCN’s and EN’s all agreed that there is no difference in car-
ing for a culturally diverse person/patient. All patients are entitled
to receive equal care but the way towards achieving that goal may
take various forms.

Cultural compliance within certain boundaries

Nurses described themselves as having both the desire and
capacity for cultural sensitivity and flexibility towards cultural or
religious wishes. Theses competencies were described as having
been developed through frequent caring for culturally diverse
patients and working over several years in an ICU. A general
knowledge and experience of different cultures or religions and
their traditions was described as engendering a certain comfort
in caring for the unfamiliar as well as a capacity for providing cul-
turally congruent care. However, some nurses still maintained an
uncertainty with regard to caring for culturally diverse patients,
in that they were afraid of being culturally inappropriate and por-
trayed as disrespectful. They expressed the intention to always
provide culturally congruent care as far as possible, albeit with
some reservations: as long as it does not affect the patient, other
patients or their relatives in a negative way.

“If they (the relatives) do not negatively impact care then they can
do what they need to do without us interfering. It’s just that you
have to protect other patients so they aren’t get affected.”

Equal care for everyone

Medical needs were reported to always determine the level of
care provided; in this regard, there is no difference in caring for
culturally diverse patients. Although there may be linguistic and
cultural barriers, the nurses explained that they always endeavour
to provide equal care regardless. One participant said:

“There is no real difference compared to other patients, right? It's
just that you have to have someone who can translate so that we
can communicate.”

Discussion

Regarding CCNs’ and ENs’ experiences of caring for culturally
diverse patients within ICUs, it was found that caring for the rela-
tives of culturally diverse patients was challenging due to linguistic
and cultural barriers.

Caring for culturally diverse patients in ICUs

While the initial aim was to focus on the patients’ perspectives,
the nurses mainly spoke about their encounters with relatives. Pre-
vious studies have shown that tending to relatives’ needs consti-
tutes a significant proportion of care where critically ill patients
are concerned (Stayt, 2007; Engstrom, Uusitalo & Engstrom,
2011). We assert that the patient’s perspective will always encom-
pass their relatives, and so caring should be sensitive and holistic.
This is particularly true of intensive care nursing (Al-Mutair et al.,
2013). When Nyholm and Koskinen (2017) interpreted ICU nurses’
written testimonies regarding threats to patients’ dignity, they
included patients’ relatives. If the nurses failed to protect patients’
dignity, they considered their lost their own dignity too.

Our findings showed that the interviewees expressed uncer-
tainty in situations where there were large groups of visitors at
the same time that wanted to be near the patient. ICUs in the Nor-
dic countries apply an open visitation policy. The ICUs are literally
locked and visitors need to ring a bell and announce their presence.
Moreover, visits are supposed to be planned ahead together with
staff. This is something that often surprises relatives who never
previously visited an ICU but is a measure to protect patient’s
integrity and safety (Lindahl & Bergbom 2015). Visitors are also
often advised to approach the bedside two at a time. Language bar-
riers can make such regulations even harder to understand. It is
well known that the physical ICU environment could obstruct
human interactions as ICU bed spaces are narrow and filled with
technological devices that hinder the relatives to come near the
patient (Andersson et al., 2019). Wong et al. (2015) point to the risk
that culturally diverse patients and their families receive less infor-
mation and emotional support from healthcare professionals. We
suggest that the meaning within the concept intersectionality
needs to be critically reflected by ICU staff. To take on an intersec-
tional perspective involves awareness of social positions, e.g., that
ethnicity, gender and class affect the caring relation (Dahlborg
Lyckhage, Brink & Lindahl 2018). Wikberg and Eriksson (2008)
claim that patient’s and family’s cultural background as well as
the nurse’s cultural background, cultural competence and caring
organisation influence nursing care activities. Thus, caring is a
complex whole involving both universal and diverse aspects.

Nursing theories and cultural competence

To address the cultural challenges within the healthcare sector,
transcultural nursing theories that emphasise the importance of
cultural competence have been developed. Jirwe, Gerrish and
Emami (2006) argue that, through enhanced knowledge of differ-
ent cultures and religions and their associated traditions and char-
acteristics, cultural competence can be realised, which may help in
overcoming cultural barriers and facilitate an authentic, caring
relationship between patient and nurse. Several researchers have
suggested that cultural competence among health care personnel
is particularly important in the context of providing intensive care
for culturally diverse patients and their relatives (Engstrom and
Soderberg, 2007; Hoye & Severinsson 2008, 2010a, 2010b). How-
ever, a shortcoming of transcultural nursing theory and the cul-
tural competence concept is the risk of categorisation and the
generalisation that may result in patients or their relatives being
defined according to rigid cultural frameworks. For example, if all
patients originating from a certain part of the world were assumed
to be homogenous with regard to their beliefs, feelings and
thoughts, the patient’s individual and lifeworld perspectives may
be overlooked. Bjork Bramberg (2008) claims that cultural compe-
tence of this nature engenders stereotyping and is therefore
incompatible with a lifeworld-orientated caring science.

Promoters of lifeworld-orientated caring sciences believe that
maintaining a focus on the lifeworld perspective (Todres, Galvin
& Dahlberg, 2014) while caring for each individual patient will
ensure that due consideration is given to cultural and religious
issues and will also reduce the risk of patients being categorised.
Wikberg and Eriksson (2008), however, favour a combination of
transcultural nursing theories and caritative nursing theories,
which they term ‘intercultural care’. They claim that by adding cul-
tural competence to a lifeworld nursing perspective, a better
standard of care, wherein each individual patient has a better
chance of obtaining health and wellbeing, is possible. They further
claim that the adoption of an intercultural approach exclusively by
nursing staff is not enough: an intercultural approach must perme-
ate the entire healthcare organisation, including leaders and heads
of departments. In a study regarding cultural conflict in ICUs, Van
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Keer et al. (2015) report that the provision of cultural competence
training to nursing staff alone is insufficient to overcome cultural
conflict or challenges. They argue that there are structural and
organisational characteristics inherent in ICUs that exacerbate or
even trigger conflicts. Therefore, to prevent cultural conflict, the
ICUs’ everyday work environment surrounding each patient must
be more accommodating towards relatives so that they may feel
more informed and involved than is currently the case.

Family-centred culturally sensitive care

Our findings indicated that the nurses lacked the resources to
offer privacy to the patients and their relatives. This was particu-
larly evident in relation to relatives’ crisis reactions and distress.
The international guidelines for family-centred care (Davidson
et al., 2017) strongly recommend that all families should be
allowed open and flexible family presence at the ICU patient’s bed-
side, and that the patient should be cared for in a private room.
Today, many hospital buildings and ICUs are undergoing construc-
tion or refurbishment, and considerable attention is paid to the
design of single rooms (Ulrich, 2006; Halpern, 2014). To meet the
needs of various families, in our view, the construction and design
of single patient rooms, conversation rooms and family waiting
rooms should also be included in the architectural design
(Andersson et al 2019). This is important for staff, patients, and
their visitors, in general, but is particularly pertinent in encounters
with people with whom language barriers are an issue. It is also
intrinsic to the protection of the privacy and integrity of neigh-
bouring patients and their visitors.

The participants also reflected on communication difficulties
that arose due to a lack of mutual understanding of traditions,
behaviours, beliefs and values in relation to culturally diverse
patients and their families. They stressed the importance of provid-
ing equal care to all. This aligns with Coleman and Angosta’s (2017)
findings from their interviews with 40 nurses working in acute
care. The nurses strove to foster a caring relationship in which they
showed respect and understanding. When distributing the Critical
Culture Competence Scale (Almutairi et al., 2017) to 170 hospital
nurses, Almutairi’s team found that cultural competence was cor-
related with age, experience and country of birth. Younger nurses
who had been born in Anglo-Saxon countries had the highest levels
of cultural perception. In the actual study, no data was collected
with this set of questions or approach. In a grounded theory study
(Markey et al., 2018) that focused on nurses and nursing students’
experiences of caring for people with diverse cultural, ethnic and
linguistic backgrounds, uncertainty was found to be a core concept.
This became evident through ambiguity regarding how to behave,
a lack of knowledge and unawareness of ethnocentric beliefs. The
organisational culture also affected the nurses’ uncertainty. To
strengthen ICU nurses’ self-confidence both individually and on
an organisational level, the position statement developed in 2016
by the World federation of Critical Care Nurses (WfCCN, 2016)
may be recommended.

Future challenges

Although the nurses in this study claimed that they provided
equal care to all patients, it is apparent that there are challenges
present in interactions between the nursing staff and patients’
family members. Some of the perceived difficulties reported by
staff might possibly be resolved through education. In times of
growing xenophobia and ethnocentrism, the MICE-project (Multi-
cultural Care in European Intensive Care Units) is a commendable
initiative aimed at enhancing cultural competence in European
ICUs (http//mice-icu.eu). This ERASMUS-plus project, founded by
the European Union, has made considerable achievements in the

initiator countries, resulting in an E-learning course that is avail-
able in English (https//Ims.mice-icu.eu). In cooperation with the
European federation of Critical Care nursing association (EfCCna)
this course will be translated into several European languages. It
is expected that this course will contribute to enhanced cultural
competence among nursing staff in Swedish ICUs as well as in
the rest of Europe. Finally, examples of positive experiences shared
by international colleagues can open up nurses’ eyes and minds,
and make the unknown a little more familiar (Benbenishty &
Biswass 2015).

Limitations

Krueger and Casey (2009) argue that a well-prepared interview
guide is essential for a successful interview session. After two
interview sessions, the introductory question, the purpose of
which was to warm up the interviewees, was removed (Box 1).
This question proved to be too complex and difficult to answer
and therefore did not fulfil its purpose. The recommended number
of participants in a focus group varies but Coté-Arsenault and
Morrison-Beedy (1999) and Krueger and Casey (2009) suggest
groups of four to six participants, so that all participants have an
opportunity to speak. However, groups that are too small may
cause discomfort for the participants as they may feel pressured
to speak. In our study, one group consisted of only three partici-
pants, due to this particular ICU’s heavy workload and staff short-
ages. Performing research in an ICU means to adapt the time set for
data collection to a fast-paced environment. Here the researcher
needs to be flexible. Wilkinson (2008) suggests the researcher to
over-recruit participators to ensure attendance when using focus
group interviews. However, she also describes the risk that the
focus group session then may risk having too many participators
and problems with too quiet or too talkative participants. In the
actual study the group with three nurses all were prepared for
the interview session and therefore it was decided to respect their
time and planning, i.e. to carry out the interview as planned. In
terms of speaking space, however, the space was considered to
be fairly divided among the participants and the interview sessions
did not lose focus or become dominated by any single individual, a
risk identified by Brinkmann and Kvale (2014). The reason for
including two different health care professions, CCNs and ENs,
was that both professions work together at patients’ bedsides.
Since the aim of the study concerns a phenomenon that involves
both CCNs and ENs we deemed it fair and appropriate to include
both. Coté-Arsenault and Morrison-Beedy (2005) assert that there
should not be any hierarchical differences among the interviewees
in a group or any individuals who are dependent on one another,
since this can impair interviewees’ willingness to talk. Since there
are hierarchical differences in terms of education level, work tasks
and responsibilities between CCNs and ENs, a division between the
two professions was judged to be necessary to avoid compromising
the study’s credibility.

Our study examined the phenomenon from two general ICU
settings. However, we argue that the findings can be transferred
to other Swedish ICUs with similar constitutions/characters.
Creswell and Poth (2018) stress that, in order to claim a study as
an example of sound analytical work, the researchers must posi-
tion themselves within the report (i.e. disclose their own histories,
culture and experience). The researchers in our study are white
Swedish women. We are all CCNs, one clinically active in an ICU
and has experience of working in the organisation Doctors Without
Borders (i.e. in countries with poor resources). The others are well-
experienced researchers in intensive care and in interpretive qual-
itative methods and are active contributors to the university’s
international profile. We argue that this enhanced the reliability
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of our findings. Furthermore, the study has been critically reflected
on during research seminars.

Conclusions

CCNs and ENs reports of their experiences of caring for cultur-
ally diverse patients in ICUs centred largely on their encounters
with relatives. Caring for the relatives of culturally diverse patients
entails linguistic and cultural challenges. If ICU nursing staff are to
provide equal care to all patients and their relatives, strategies for
doing so must be developed. This study contributes to a wider
understanding of nursing staff’s experiences of caring for culturally
diverse patients in ICUs. The subject has not been well researched
from an international perspective and not at all from a Swedish
context, and thereby this study introduces a new field of research
in Sweden. Cultural care is also a subject that should be incorpo-
rated into nursing education curricula.

Implications for further research

Our recommendation is that further research should be con-
ducted from cross-cultural and family perspectives. For example,
the outcome of educational efforts in multi-cultural/sensitive care
addressed to staff members should be evaluated by those in receipt
of care.
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