Guidelines To Practice Within Cultural Diversity

Source: Minority Ethnic Care Handbook 2002 Ulster Community & Hospitals Trust – used with permission.
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INTRODUCTION

Patients/clients and their relatives all have a set of beliefs which guide their daily life. Some will have strong religious beliefs, whilst others may have limited contact with religion in terms of formal worship, but will have strong beliefs in a god or gods, or in moral principles which are based on religious beliefs. While for some, these beliefs may mean little obvious difference in their lives; illness and death can highlight these beliefs.

For some cultures, their religion is very much woven into their way of life. This is particularly the case with the Jewish and Islamic faiths whose religious instruction covers eating practices and ways of prayer, as well as other aspects of life. However, for all patients/clients a recognition and willingness to respond to their cultural and religious needs is important to overall care.

Language

If there is the need for an interpreter, or a need is expressed by the patient/client, organise an interpreter if at all possible. Under the Race Relations (NI) Order 1997, one could find oneself legally liable if one has not taken reasonable steps to facilitate meeting this need.

Every language is part of a culture and has its own cultural features. Interpreters are an important resource in providing a voice for patients whose proficiency in English is poor or insufficient for the situation. 

· To decide whether the patient needs an interpreter, assess whether their English language ability is adequate for the situation. In certain circumstances it is crucial that the patient has full understanding and there are no misinterpretations by patient or staff.

· English comprehension at social level does not necessarily mean that the person will be able to understand medical terminology. 

· It is possible to overestimate a person’s English skills. In stressful situations, it is usual for the person’s command of English to decrease.

· Repeat important information, make things very clear and simple, focused and direct, and avoid jargon, confusing phrases double negatives and rhetorical questions, such as "you don’t want any more painkillers, do you?"

· Time needs to be well managed when using the interpreter service. If possible all questions should be planned in advance before arranging for an interpreter. 

· It is advisable to make a note in the chart/records if the patient/client refuses to have an interpreter although you think it is necessary. 

Communicating Effectively

Health and social care involves basic principles that apply to all patients/clients irrespective of cultural or linguistic background. However, any health care system is necessarily based on the predominant culture and medical system. All of us, including health professionals, often make assumptions based on our own culture. These assumptions influence practice and interactions with patients.

When a professional is caring for someone from an ethnic minority background, it is important to be aware of your own values, beliefs, expectations and cultural practices, and consider how these impact on the care you give to people from cultures different from your own.

· Factors that influence interactions include socio-economic status, politics, urban/rural origin, educational level, language proficiency, age, gender and personality. 

· In many cultures, the patient/client and his/her family make up a single client group with which you need to interact.

Some principles to remember when communicating with someone from an ethnic minority background

Do not assume English proficiency

· Even if a person speaks English fluently, all information is subject to misinterpretation. This has been evident in all our professional experiences when someone has misinterpreted what we have asked them to do in English.

· Remember, poor English skills are not a reflection of a hearing disorder or level of intelligence. You don’t need to raise your voice, as this will not solve the problem! 

Do not make assumptions about patient/client levels of understanding

Lack of comprehension will affect a patient’s commitment to adhering to a treatment plan, or their competency to carry out or follow the treatment plan. For example, a clinician may advise a patient/client to go on a "low fat diet". This will be insufficient without some knowledge or understanding of what a normal diet is in the patient/client’s culture, or knowledge of what the patient/client regards as "low fat". For example, does this include olive oil, or does it refer only to animal fat? Is "high fat" food that which makes you fat, and does it include food with high sugar content?

· Take time to discuss the illness and treatment. This allows you to explore the patient/client’s own beliefs and understanding, and will help you assess their comprehension and understanding of the advice or procedure. Taking time to get it right now will eliminate the time and resource wasted if the patient/client gets it wrong.

· Don’t patronise! Making assumptions about poor levels of comprehension and skill can result in a patient/client feeling patronised if they have some knowledge of English, medical terminology or hospital practice.

Respect beliefs and attitudes

We all have different reactions towards illness, life and death. These are built up over a lifetime, and cannot be dismissed without creating a barrier in the communication process. 

· Asking a patient/client "Could you tell me what would happen to you if you were in your former country?" or "I don’t have a great understanding of this" or "I am interested to know more".

· These are ways to encourage intercultural dialogue, and by doing this, you are acknowledging to the patient your understanding of his or her different perspectives and experience.

Take the time to explore any issues

Patience, respect and extra time can resolve the potential for miscommunication. The acceptance or rejection of medical treatment or social help may be affected by cultural or linguistic issues. Other members of the family may be involved in decision making as well as or instead of the patient, and this may influence patient/client behaviour.

· Taking extra time to explore such issues may be difficult. In addition, there is a need to balance cultural appropriateness (from the patient/family’s perspective) with medical procedures to ensure the patient’s survival, especially in an A&E or intensive care setting. It may help if key issues are identified and prioritised. Patient/client and family confidence in medical and social decisions increase if you take the time to talk and ensure good communication.

· Effective communication is the key to addressing many of the cross-cultural issues that arise in hospitals, health and social care facilities.

Speak clearly and slowly

Communication is a two way process. The service must give patients/clients the information they want and need. In addition, the service must listen and respond.

· Communication enables patients/clients to understand more fully, participate in their care and to feel more confident.

· Communication enables professionals to offer information, to offer support at the right time and to be sensitive to clients/patients needs.

· Insensitive communication alienates patients/clients, increases stress and can have adverse physical as well as emotional effects.  

· It is important to ascertain that you understand the patient/client and that the patient/client understands you. 

· Ask the patient/client to let you know if s/he does not understand your accent, would like you to speak more slowly or would like clarification e.g. writing down words that are not clear.

· Repeat important information, make things very clear and simple, focussed and direct, and avoid jargon, confusing phrases, double negatives and rhetorical questions, such as "you don’t want any more painkillers, do you?"

· If you use complicated terms, speak rapidly, or mumble, it is unlikely that you will be understood. The information you give may need to be broken down further than usual, or rephrased, to avoid confusion.

· Ask the patient/client to tell you what he/she understands to check comprehension. 

· Self awareness is important and be wary of sounding condescending.

Listen and observe

Be sensitive to body language and take cues from it. Sometimes the patient’s demeanour will give you clues to comprehension.

· Body language in different cultures expresses different messages. For example; maintaining eye contact may be a sign of respect, and smiling may be a sign of apprehension.

· Be aware of eye contact; facial expressions; head and body movements; posture; gestures; touch and the physical distance from the other speaker.

Note differences in meanings of words

Some words or phrases have different meanings in different cultures. 

· Most Northern Ireland people use "yes" as an affirmative, but in some cultures yes can be a form of acknowledgement rather than an indication of agreement. Eliciting responses such as "I understand" or "that is correct" may be helpful. 

· Common euphemisms tend to be culturally confined. For example, women from the Philippines may not be familiar with the use of the word "period" to describe menstruation. They may say they do not experience painful periods, even if they suffer from dysmenorrhoea. It is best to give several synonyms for these euphemisms.

· Clarify choices and options. Make sure that patients/clients understand they have choices and are clear about their options. 

· Patients/clients often need to be reassured that one option includes the refusal of a treatment, and that they can ask questions if they are not certain they comprehend what they are being offered.

Exercise sensitivity when using interpreters

Sensitivity is required when asking patients to reveal intimate details through a third party, especially regarding ‘taboo’ subjects such as sexual behaviour, contraceptive use, abortion, or menstruation etc.

· The interpreter may be a member of the patients/client’s community, so issues of confidentiality may be of concern.

· Section Eight within this handbook provides information regarding the use of interpreters.

Diet

The availability of food products, culture, life experience and religion determines one’s diet. Food has cultural significance in terms of gaining and maintaining health and strength. 

In some cultures, including some Asian and Latin American cultures, people believe in the hot and cold theory of food and disease. According to such beliefs, certain foods may be classified as "hot" or "cold". This refers not necessarily to the temperature at which food is served, the spiciness nor its’ energy value but to its effect on the body.

Various diseases and health states may also be classified as hot or cold, and this affects the kind of foods which can be eaten.  We all know the saying ‘feed a cold and starve a fever’.

In Asia, the traditional belief is that women lose heat during delivery, and so prefer to eat only "hot" foods during the postpartum period in order to recover quickly and avoid longer-term health problems.

Hot/cold classifications may sometimes be extended to medicine, resulting in conflict in a patient’s mind where they are required to take "hot" medicine for a "hot" condition. These beliefs vary among individuals as well as from culture to culture; hence you should not assume that this is the basis of refusal to eat or reluctance to adhere to medication.

· Patients/clients should be asked about their preferred diet. It is good practice to remember that dietary preferences also extend to eating implements and where food is eaten. Some people may prefer to eat with spoons or their fingers rather than a fork. Others may require privacy when they are eating, and on an open ward, this may mean drawing the screen around the patient/client.

· The best way to check on patients’ dietary and eating requirements is to ask them directly.

· Dietary restrictions may make it impossible for some patients to eat hospital food. 

· For example, unless the facility exists for special arrangement, it may be logistically impossible for kitchens to provide Halal or Kosher food, and patients may have to organise the delivery of their own meals. This can be problematic if the patient/client is on a special diet. Storage facilities should be available in every ward so that the hospital diet can be complemented where necessary by bringing food in from outside.

· Fasting is required by some religions during particular times (e.g. during Ramadan among Muslims). The sick are usually exempt from fasting, but this is generally a decision of the individual patient/client. This may need discussion between the staff and patient/client.

· In some cases all that may be required is assistance in filling out a menu if the patient/client is unfamiliar with the names of the dishes. 

· The condition of the patient/client may deteriorate simply because of inappropriate food, or because they do not understand imposed dietary restrictions. This is particularly important when visitors bring food in, and it may be necessary to ask them politely to take it back home. Some think that if they are healthy, they should eat as much as they want, and need advice on how much to eat.

As with all individual patients/clients please check what their requirements are.
The following table may be used as a general guide to the food preferences of followers of the major religions. Some foods may not be acceptable to the patient because of the method of preparation.


PRIVATE
FOOD
HINDUS/
BUDDHISTS
SIKHS
MUSLIMS
JEWS

Beef
Hindus no

Buddhists some*
No
Halal #
Kosher+

Butter/ghee
Yes
Yes
Yes
Yes

Chicken
Some*
Some
Halal #
Kosher+

Cottage/curd cheese
Yes
Yes
Yes
Yes

Eggs
Some*
Yes
Yes
Yes

Fish
Some*
Some
Yes
Yes

Margarine/
vegetable oils
Yes
Yes
Yes
YES

Milk & Yoghurt
Yes
Yes
Yes
Yes

Mutton
Some*
Some
Halal #
Kosher+

Pork
Some*
Rarely
No
No

* Very strict followers avoid this.

# Halal meat must be killed, dedicated and prepared in a special way.

+ Kosher meat for Jews requires special rituals and butchering procedures    

   in preparation.

Family, Community and Medicine

Many people from ethnic minorities come from societies where the community is more important than the individual. There are a number of different family structures ranging from the grandmother taking the role of head of household to young boys being responsible for older female siblings. This may be a function of the culture, but it may also be due to circumstances created by restrictions in family members able to migrate.

· It is important to ascertain the family roles of both the patient/client and support people. This is particularly necessary because decision-making, receiving and disclosure of news to the patient/client, and orchestration of care may not be individual but group responsibilities.

· Some patients may wish to have relatives or friends accompany them for support and to relieve anxiety at all stages of the hospital experience. 

Families play an important role in decreasing isolation and increasing hope for the patient. Faith in the supporter can be a very important addition to faith in the healer. Very often, the family needs to be involved in discussions and treatment. This may be to a greater extent than you may expect.

· Communication with the family is very important. Check out if the patient is comfortable with family members being present, and if so, whenever possible, allow members of the family to accompany the person, and if this is not possible, explain tactfully why.

· Visiting the sick person is a must in many cultures, and large numbers of visitors may arrive. Be sensitive to the importance of this, particularly if it is necessary to restrict the number of visitors at any one time. (Intensive care, cardiology, post surgery etc.)

· It is also worthy of note that "family" means different things to different cultures. Be sensitive to who is considered to be immediate family, and next of kin. Also a number of patients have no family in Northern Ireland, so friends may play the role of relatives. 

· Ask the patient/client who they would like to know about their situation, and the level of detail. It may be helpful to explain the Trust regulations about giving information over the telephone.

· Do not assume that the family is always supportive - there can be conflicts within the family, either interpersonal or with respect to treatment, management and care of a particular illness.

· It may be possible occasionally to involve community members in the care of a patient and family - ask if the patient would like to speak to someone from their own community (see the ‘Useful Addresses and Contact Telephone Numbers’ Section within this handbook.) 
Gender Issues

Gender is a very important factor in health and social care. Gender determines the roles one has in most societies, response to illness and can affect recovery. It is a major issue in cross-cultural health and social care.

· In many cultures, a woman should be attended by a female health professional and a male by a male health professional.

· This is important for gynaecological, urological, lower gastrointestinal and sexual health problems. Women from some cultures believe that they can become sick from male staff seeing their genitals. 

· For some Muslim women, it is perceived as not only uncomfortable but also, a great shame to have a male doctor.

If no female staff member is available for women, an acceptable alternative may be to offer the option that their husband or a female nurse be present during the consultation or examination.

· Some men do not find it appropriate to be looked after and given advice by women if they come from a male dominant society. Within the limits of practicality, try to arrange carers of the same gender. (This also applies to the use of interpreters.) 

· Having a female doctor may be especially important for vaginal examinations. If there is no female doctor available, how the situation is handled is important. Explain the available options and their right to give or refuse consent. Explain the procedure, the instruments and the reasons for the examination/test. Some may think they are also being screened for sexually transmitted diseases. (This scenario may be reversed to male patients with ‘male health’ problems.)

· Middle Eastern men, and men from other cultural backgrounds too, may not allow examination of their wives so treatment has to be based on the history alone.

· In some cultures, it is taboo to talk about the body, and exposing parts of the body such as the breast can be very embarrassing. 

· It is difficult for women from these cultures to have mammograms or breast procedures. 

· Exposure of the chest during an ECG needs to be handled sensitively. Similar issues relate to the management of cervical and other gynaecological cancers and to treatments such as colposcopy.

· Muslim and Asian women in particular may have issues with undressing or changing into short gowns for procedures or operations. Explore alternatives which also protect the women’s modesty. It is important to respect the patient’s wishes to have the curtains drawn and to remain covered at all times.  
Privacy is, of course, important for all patients/clients from all cultures.
Western Medicine and Traditional Medicine

All cultures have their own approaches to diagnosis and treatment, and many if not all cultures have herbal remedies and medicines. Some believe that traditional medicines are more effective. After using traditional medicines without success, they then go to the hospital or General Practitioner.

Western medicine may be unfamiliar or may not inspire as much confidence as some traditional forms of medication, which may therefore be taken concurrently with what has been prescribed.

· It is useful to ascertain all forms of medication that the patient is taking. There may be duplication of medications because doctors have not checked what other Western medications the patient is taking before prescribing a new one.

· The contents of Traditional/Eastern medicines can interact with Western medicines. e.g. Many Indians in Southall in London visit their Hakim  for treatments before approaching Western doctors.

· It is crucial to communicate through an interpreter if the patient’s English is not adequate, so that he or she thoroughly understands the purpose, dosage and timing of the medication/s.

· There are other issues around medicines such as compliance and these need to be carefully explored. Other family members may need to understand how and when the patient’s medication needs to be administered. 

· It has been known for people to swallow suppositories. Some may take a double dose if they forget a tablet, or if they believe that this will speed up the cure. Others may have difficulty accepting certain medications. These issues need to be addressed thoroughly, and the patient and family need to be encouraged to discuss any concerns they have about medication. 

      For example:

· Injections may be problematic if the patient is uncomfortable with having their skin pierced (e.g. some Buddhists). 

· Some people prefer injections to oral medication because they perceive the former is more effective. 

· Followers of religions that prohibit the use of alcohol or certain animal products may object to medicines containing alcohol or gelatine. Substitute alternative brands or formulations where possible. 

· During Ramadan, fasting Muslims may not take oral medications in general or those that have to be taken with food. (In this situation, some patients will consider injections if it is important not to miss doses.) There are provisions in Islam for such situations and staff are advised to liaise with the an Islamic religious leader.

· "Take until finished" is a phrase that has been found to mean "take until you die" to some people, who would not take the last tablet in the packet. A better phrase is "take until all taken". 

Models of Health and Illness

Not everyone believes in the biomedical model. The acknowledgement of different beliefs is important. People differ in what they perceive as a symptom. Some cultures do not believe in X-rays, the germ theory of disease, or injections. 

Some religions propose that sickness and death are caused by past life events. For example, many eastern religions explain the occurrence of cancer and other diseases in terms of the philosophy of karma, which attributes life events to the accumulation of good or bad deeds. Beliefs such as these may be an underlying issue when a patient is unwilling to adhere to a given treatment or adopt a health promoting behaviour.

· The concept of prevention may be a novel one to some people. For example, some people who settle in Northern Ireland come from poorly resourced countries where the health system is barely able to provide adequate clinical, curative care, and where public health budgets are so low as to preclude attention to health promotion and prevention of life-style diseases. 

· Ascertain the perceived cause of a health problem, the usual treatment within the culture and the extent to which the patient is prepared to accept an alternative form of treatment.

· Note that beliefs often, but do not always, affect practice.

Pain and Disability

Pain tolerance, experience of pain, outward expression of pain, and communication about pain are very different across cultures. Some cultures may place a lot of emphasis on the need to save face (e.g. Chinese, Filipino) and some are very expressive of pain (e.g. in general, Mediterranean cultures). 

· In some religions, pain is valued as a pathway to Heaven. In others it is viewed as a karmic return for past misdeeds. Different belief systems also influence attitudes to pain relief. Failure to vocalise pain does not mean that the patient has a "higher threshold". As well as asking the patient how much pain they have, it may be helpful to ask the family. This is particularly relevant to the labour ward.

· Attitudes to drugs differ, and techniques other than medicines for pain should be explored. Pain can create increased dependence, and therefore significant others must be included in planning the care of the patient.

· As with past Western culture, some cultures perceive disability as a shame and a punishment for past sins. There are also different attitudes to dependence. In some cultures the emotional wellbeing of a patient is related to the provision of care by loved ones, and this is given greater value than independence and autonomy. For others, including Anglo-Australians, independence is highly valued and this is emphasised in rehabilitation programs. A compromise may need to be negotiated with the person and family, as rehabilitation may be an unfamiliar concept.

· It is not appropriate in many cultures to tell a person directly of a poor prognosis as this removes all hope. Approaching the family about how best to break the news would be appreciated.

A Specific Note on Refugees

Identification of refugees and survivors of torture and trauma is difficult, but this can be important. Knowing the country of origin will give some indication of whether a particular patient is likely to have experienced war and physical or psychological abuse. A great deal of tact is required however, and the information may not be volunteered if the interpreter or the health provider is not trusted. Figures of authority can represent annihilation, and therefore refugees may not want to reveal themselves for fear of being betrayed.

· The hospital system can re-traumatise by triggering memories of patients who have previously undergone traumatic experiences. Triggers may range from specific experiences with doctors and nurses, to having to wait in a closed waiting area, and this can complicate staff-patient interaction.

· Depending on the level of proficiency in English, interpreter-assisted communication is essential in order to facilitate discourse and develop a relationship based on trust.

ReligionPRIVATE

In general, religion plays a major role in people’s lives. There are some very useful resources which provide extensive guidelines for the management of patients from different religions. (see Useful References for Further Reading & Web-sites)

Religious beliefs have a major impact on attitudes toward many procedures in the hospital, e.g. organ transplantation, birthing practices, death and dying, diet, gender issues, abortion and modesty, to name a few.

· Certain religions require prayer at certain times of the day, so being sick or hospitalised can be very disruptive to an important routine. Prayer rooms are a valuable resource and patients need to be informed about them. In addition, hospital chaplains can co-ordinate visits from the appropriate priest, monk, rabbi or imam. This may speed up the healing process.

· Avoid making negative comments about faith - some staff have said "prayers will never work". Allow room for prayers even if you do not believe in them yourself.

The Staff – Patient Relationship

In many countries, health workers are figures of authority and patients/clients play a passive role. The notions of choice and informed consent, as well as the opportunity to question treatments and procedures available in the Northern Ireland health system, may therefore be new to many. 

Complaints are seldom made because of concerns that staff will think them unappreciative, and that future care may be affected. In addition, many people are afraid of doctors and hospitals and their fear is magnified if they do not understand what is wrong with them. Hospital is often the last resort, and the decision to have what may be considered by medical staff as an urgent operation may be taken only after trying other non-medical treatments first.

· Attitudes towards hospitals and hospital staff depend largely on the patient’s previous experiences and expectations. If, for instance, a patient expects that a particular treatment should result in an instant cure, a step by step treatment process will need to be explained very clearly.

· Staff attitudes to patients also affect interactions within the hospital system. The interview to collect data on the patient’s history may be perceived as very threatening and daunting depending on previous experience. 

· Some patients/clients do not expect or understand the depth of questioning that is normal in a healthcare or hospital culture. Disclosure of personal information including current symptoms or health history may not always be appropriate at the first meeting. Some people from specific cultural backgrounds or who have been tortured/traumatised may have difficulties in disclosing personal information.

· You need to be patient and make an effort to establish a trusting relationship with the patient/client.

A list of guidelines to assist in improving the relationships between hospital staff and patients from culturally and linguistically diverse backgrounds is given below.

· Identify yourself clearly with a readable identification badge which helps to make you more approachable. 

· It is helpful for doctors/nurses/social workers/ PAMS in particular to write down their names so patients/clients can remember unfamiliar names more easily. 

· A smile and a friendly attitude is an important way of communicating non-verbally with patients/clients who cannot communicate in English. It is not always possible for them to learn to speak English, but this need not be an insurmountable barrier to communication. Your tone of voice, body language, and actions can convey reassurance. Taking time, and being patient and gentle, are very important. 

· Be aware of your own attitudes. These are clearly transmitted both verbally and non-verbally. Awareness of your own expectations, and recognition that they are simply expectations based on your own culture and experience is helpful.

·  A preliminary step in the process of developing a culturally appropriate service is the willingness to engage in some self-analysis to establish your own beliefs, attitudes, expectations and practices, which can then be affirmed or modified as appropriate. 

· Explore ways of accommodating different requests and cultural practices. For instance, in some situations it may be possible to allow a woman concerned about modesty to wear pyjamas to surgery rather than a hospital gown. 

Allied Health Professionals

Not all people are familiar with AHPs. The approaches and roles of different therapies in the management and care of the patient’s/client’s condition should be explained.

Physiotherapy

Physiotherapy is not provided in all health care systems, and so not all patients/clients will be familiar with its approaches to healing and care. Physiotherapeutic advice and practice, such as early ambulation after surgery or childbirth, may be inconsistent with traditional attitudes to healing and recovery. 

The advice of a physiotherapist may not be seen to be as good as that of a specialist. For successful treatment, there needs to be close communication between the patient/client and the physiotherapist. For assessments that require undressing, it may be preferable to have a family member present.

Social Work

The concept of social work does not exist in some countries. It is not appropriate in many cultures for individuals to admit to social, personal or interpersonal problems, because of the disgrace this might bring to the family. Those in need may not ask for help directly. Staff should remember that these comments are pertinent to working within the Trust’s Vulnerable Adult Policy and within Child Protection.

Assistance should be offered sensitively. Immediate rejection may not necessarily indicate total rejection, either, and it might be useful to revisit issues with patients/clients once they have had a chance to think about such services.

Speech Therapy

Organise an interpreter if necessary and take into account that English is not the first language. It may be possible to arrange a referral to a bilingual speech therapist. It is worth noting that some questions in the language assessment tool may not be appropriate.

When an electrolarnyx is used, the monotone obscures the meaning of tonal languages such as Chinese, which creates difficulties in understanding.

Occupational Therapy

People have different attitudes towards dependence. In some cultures the emotional wellbeing of a patient is related to the provision of care by loved ones, and this is given greater value than independence and autonomy. For others, independence is highly valued and this is emphasised in rehabilitation programs. A compromise may need to be negotiated with the person and family, as rehabilitation may be an unfamiliar concept.

For staff referring to the occupational therapy team it is best to advise early that the person will be going home so the team can make preparations for discharge, which may take longer than for people without cultural and language issues.

When In Hospital

Hospital Admission Procedures

PRIVATE
Preparing to go into hospital is anxiety provoking for most people. Admission to a hospital here can be quite a traumatic experience, especially for the first time. 

· For routine admissions, it is vitally important for the patient/client to be contacted prior to admission (where practicable). This contact may be made by post or over the telephone, or in some cases via the family doctor. 

· Inquiries should be made to establish the need for an accredited interpreter, and also about special needs, such as preference for a particular gender of interpreter, and so on. This will reduce anxiety. Find out who is regarded as next of kin and establish how much family involvement they would like. This contact can also provide information/instructions from the hospital.

For non-routine admissions it is essential to organise an interpreter (if needed) as soon as possible.

· The patient’s medical record should indicate his/her ability to communicate in English. Sometimes the patient/client may not be accompanied by anyone at admission (interpreter or advocate). The patient’s/client’s expectation is that an interpreter or someone bilingual will be present on admission. A patient/client who is unable to speak English at a sufficient level will have a sketchy and possibly inaccurate understanding of his/her medical condition without the presence of an interpreter.

· If new to the system, the non-English speaking patient will need information in his/her own language about the hospital. There are considerable variations in expectations as far as hospital admission is concerned.

· Expectations and understanding of hospital admissions may need to be clarified. For example, if they have to wait for a bed, this needs to be explained, as the time lapse before a bed may be available may be confusing. Ideally, there should be someone from their background to explain these things. Assistance may be required with filling out forms.

· The admission staff must be satisfied that the patient has sufficient information and fully understands the information presented on admission.

· The quality of the communication between admission staff and patient/client has a major bearing on the information both parties obtain, and thus on the quality of care received during the admission.

Emergency Departments

Emergency departments are generally stressful both for staff and patients. A lack of understanding of procedures and poor English language skills can exacerbate this and reassurance is needed.

Without an interpreter, the person may not be able to express themselves, and can be sent home even if quite ill. It is important to give the consultation as much time as practicable.

· Language issues are more crucial in an emergency, which makes it very important to arrange an interpreter.

· The communication styles and time pressures of people working in the emergency department will greatly influence the quality of the interaction, and it is worth explaining this to the patient. Long waits for medical attention are a problem, and may be particularly distressing if the person cannot speak English, and does not realise that cases are seen in order of priority, not arrival. Many may not realise that the emergency department is not for minor problems. Lack of or delay in attention may be perceived as racism.

· It can be awkward to have spouses together with the patient and staff in small cubicles, but for the reasons mentioned in the Family and Community section, this is especially important for some people.

Investigations

PRIVATE

The potential problems with investigations among patients from culturally and linguistically diverse backgrounds are inadequate explanation of the procedure and lack of understanding of the results, as illustrated in the Introduction. It is crucial that communication in these areas is accurate.

Pathology

People from some cultures are hesitant to give blood or have blood tests because they do not understand the reasons these need to be done. Some people interpret the common weakness experienced after a blood sample is taken as a removal of part of their life force. Others who are not familiar with such processes may fear what will happen to their blood, and in some communities there is a belief that witches take other people’s blood and this is an indication of imminent death.

Providing a faecal sample may also cause difficulty if an explanation of how this is done is not given.

Radiology

Scans and X-rays may be confusing. Explain that scanning a baby is not an X-ray and is not dangerous for the baby. Interpreters may not know this either. It is important to explain procedures adequately beforehand.

Most know they will have an X-ray if they have a broken bone, but not necessarily for other problems. CAT scans can be frightening because of the confined space, which is more anxiety-provoking if unexpected. Bad experiences may be remembered, and the procedure may be particularly traumatising because patients often do not have a support person with them.

Childbirth

PRIVATE

Most women who access health services do so during the reproductive years and particularly for the purpose of childbearing. All countries have maternal and child health programs, and antenatal care and supervision during birth are routine primary health care provisions. As a result, virtually all women in Northern Ireland will have some expectation of medical care during pregnancy, although their expectations of the nature and frequency of care will certainly vary.

Pregnancy and childbirth are important events in the life of a woman, and the experience is strongly affected by the culture, and level of knowledge of the women and her support people.

Consider these issues:

· Antenatal clinics should identify women from culturally diverse backgrounds and identify which language they speak at home. Is an interpreter required? 

· People have strong and complex beliefs about different cultural practices in relation to birth. Important differences exist in relation to bathing/showering, the mother’s diet, how much and for how long she rests after the birth, how the baby is dressed, what should happen to the baby, and specific practices to encourage healing of her body. The ultimate consideration is that the mother’s health is of the utmost importance.

· Women may feel that they cannot say what they want, so help them to feel comfortable to talk about cultural issues. Ask what practices and traditions women are familiar with, and make out a care plan involving the woman and appropriate family members/support people. It helps if you understand particular behaviours and practices of women from various cultures, e.g. some cultures believe that women will experience arthritis and bladder problems if exposed to anything cold after childbirth. 

· Cultural concepts of family, breastfeeding and maternity hospital admission also vary. In most societies, women learn about mothering from family and wider community, rather than antenatal classes. Having a baby is an important event in every culture, and older people usually come to help, support and encourage. This resource may not be available when one finds oneself in a foreign country without extended family support. Childbirth may become an even more isolating experience and may affect her risk of postnatal depression. It may be necessary to provide assistance in identifying support within the community, although not all women will want or accept this. In either case, support from community midwives may be helpful. 

· In some cultures, a husband is not expected to be present on the labour ward and would feel embarrassed to be with his wife during labour. The support of other women may be preferred, but if there is no other support person, having the husband present may become a matter of necessity. 

· Although women have the option of a "birthing plan" it is just as important for them to understand what is realistically possible in the hospital under the public health care system. For example, some people are surprised and apprehensive when there is no doctor present at the birth. 

Women need to understand that the placenta will be disposed of, so they can ask if they want something different.

· Some women may not appreciate the importance of breastfeeding for the first few days after birth. They may believe that colostrum is not good for the baby, and come from backgrounds where women express colostrum and only commence breastfeeding with the let-down of "proper" milk. Other women may supplement colostrum or rely on artificial feeds in the first few days because they believe they do not yet have "enough" milk for their baby. Artificial feeding is also a sign of status in some culture.  Explain the physiology of lactation to encourage the establishment and duration of breastfeeding.

· Asian and African women tend not to eat many dairy products and may be lactose intolerant, and need to be encouraged to eat other sources of calcium, particularly when breastfeeding. 

It is important to tell women about child health clinics and the role of health visitors because they may not be aware that these exist. In addition, house calls made by community midwives and health visitors to women who have recently given birth need to be explained before discharge, otherwise it may be misinterpreted as a "check up" on the mother or her family. This may discourage future presentation to the clinic, access to immunization, and other vital support for mothers and their infants.

Paediatrics

Hospital routines need to be carefully explained. For example, increasingly, parents have a choice in the care and activities of daily living of the hospitalised child. In other countries, there is little difference between paediatric and adult care, and this may result in parents being reluctant to become involved in the care of their child. 

Elsewhere, in countries with acute staff shortages, there may be too few trained staff to provide routine, non-medical care of patients. In these circumstances, parents typically stay in hospitals with their sick child; not only to provide reassurance to the child (and to the parent herself), but also to provide basic nursing care. 

Parents need to be reassured that their involvement on the ward is to enhance quality of care, but that the child’s wellbeing will not be compromised in their absence. It may be impossible, in any case, for a parent to stay with the child, particularly when they have other care responsibilities (other children, ageing parents) or when they are unable to take time off work for this purpose.

In some countries, children are warmed when feverish to "sweat out the fever". They are thought to be "cold", so are kept well wrapped and given hot drinks. Conventional cooling treatments for fever need to be explained. Similarly, some cultures tend to overfeed children as it is a sign of status and health to have a fat child. If restrictions are required in the child’s diet, this needs to be carefully explained.

If further information is needed about childrearing in a particular culture, confidential enquiries could be made to specific organizations representing ethnic minorities.

Very occasionally, major conflict may arise in the care of a sick child, regardless of cultural background. If the situation occurs that parents refuse lifesaving treatment for their child, although all attempts have been made to overcome cultural and language barriers, the child can become a ward of the state.

Child Abuse
Child abuse varies in its definition because of cultural differences in raising children. For example, in some cultures, it can be a cultural norm to shout at the child as a disciplinary measure, and this is not regarded as abusive behaviour. Some physical punishment may be usual, at home and at school. Social class differences within cultures also need to be taken into account when assessing for child abuse.

· Do not confuse bruises resulting from coin therapy of Chinese/Vietnamese traditional healing with bruises due to physical child abuse. If there are marks on a child’s body which you do not understand, ask the parent or carer for his or her explanation before taking any other action.

· Remember, also, that infants with dark pigmented skin characteristically have "Mongolian spots" which look like bruises. These are typically on the lower back and disappear over time. They are normal, and are not an indicator of how the child is handled.

Professionals are responsible to meet the requirements of The Children’s (NI) Order 1995 and Trust policies.

Surgery and Intensive/Critical Care

Operations, especially when urgent, are very frightening for both the patient and relatives because of the perception of a high risk of death.

Doctors should clearly explain the procedure and post-operative care to the patient and close family members, using an interpreter, and diagrams or models, where appropriate. People need to be given the opportunity to express their fears.

It may be necessary to have a professional interpreter in theatre for procedures that do not require a general anaesthetic.

Informed consent is a major issue. It is very difficult to be sure that even patients/clients who speak English as their first language fully appreciate the nature of a condition, the procedures that might be involved and the risks entailed, and are therefore in a position to give true informed consent.

For those who do not speak English as their first language, the difficulties are magnified, and fear may also inhibit language facility at this time. Patients or guardians (e.g. parents) may create the impression of understanding when they do not have full comprehension of the procedure. This includes operations and ECT.

If the person is not competent in English, make sure you get an interpreter who can explain the procedure, the risks and the benefits, in the person’s own language.

It may be helpful to ask if patients would like you to talk to someone in their family to help with the decision about the procedure.

People may not ask questions and may say they have understood, even if they have no or only partial understanding. If it becomes a legal issue in a court of law, it is important to have checked comprehension. How would you prove that they have understood?

Most people entertain fears of dying if they have an operation. Signing the consent may create the impression that the operation is very risky, and the doctor is evading responsibility by getting them to sign. So explain that it is standard for all patients to sign, and explain why they need to sign the consent form.

In some countries, procedures such as endoscopies are done without sedation. Make sure the patient understands that in Northern Ireland hospitals, some form of sedation is usually used, otherwise they may be needlessly anxious.

On the other hand, various procedures are now done in Northern Ireland as day surgery and often with local anaesthesia only, whereas patients may be familiar with such operations occurring for inpatients with a general anaesthetic.

Again, a comprehensive description of the procedures with sufficient time for the patient to ask questions and clarify their own worries and uncertainties is essential.

Organ Transplantation

Each culture has a unique view of organ donation, often based on religious beliefs and sometimes reinforced by state law. For example, organ donation is not allowable in Japan. 

It is helpful to be aware of cultural/religious attitudes, but of course individual preference is all important.

Muslims or Buddhists for instance, may be offended at being asked about organ transplantation. For some Muslims, the attitude may be that if Allah has ordained them to die, they have to die, and no-one has the right to interfere with the will of Allah by receiving a transplant. 

Some people believe that by even talking about dying, one is doing wrong, because this is a negative attitude. Discussions about removing organs after death may be offensive. Some may be distressed if it is suggested that they donate body parts for transplantation procedures, because their body belongs to Allah/God, not to them. On the other hand, some have the attitude that if the donation of their organs can save another person’s life or sight, that is of great religious merit.

Intensive Care/Coronary Care

It is important to explain the purpose of intensive or critical care units to reassure patients and family, who may assume the patient will die.

Monitoring systems can be threatening, especially to people who are not familiar with medical technology, and it should be remembered that patients/families may not have a clear understanding of the implications or consequences of initiating life support.

Taking patients off life support also raises cultural as well as personal issues.

People hold very different attitudes to patient autonomy and self-determination, and some may find the idea of terminating life support offensive. Different value systems relating to the role of medical practitioners in life decisions may lead to conflict. As a result, it is important that issues of life support be discussed fully and sensitively.

Treat patients/clients as individuals first and member of cultural groups second.

People making life-and-death decisions draw on a lifetime of experiences, and their cultural traditions are not the only factors involved. Each person has a unique belief system, with cultural background forming only part of the picture.

Resuscitation

Before discussing resuscitation or ‘do-not-resuscitate’ orders, the concept may need to be explained, as it may be unfamiliar to some patients. When discussing these orders with patients from any culture, explore the following:

· What is the patient’s/family’s attitude to resuscitation? 

· What is their understanding/perception of life support? 

· What is their definition of death? 

· What is their religious background, and how active are they currently? 

· What do they believe are the causal agents in illness, and how do these relate to the dying process? 

· What is the patient’s social support system? 

· Who makes decisions in the family?

Care of Older People

When carrying out assessments, remember that people come from diverse backgrounds, and different medical and health care systems. Many people may be unfamiliar with the concepts of palliation, geriatric assessment and/or rehabilitation.

For many, the idea of nursing homes can be very upsetting and can be considered insulting. Most older people expect to stay with their family until they die. The elderly are the children’s responsibility, are looked after mainly by their daughters, and are rarely put in nursing homes. 

There is a need for special sensitivity to the traumas of the aged, who can be totally isolated. Elderly people often do not vocalise their fears and discomfort, and may try to pretend they are well, as they do not want to upset their family or prevent them from going to work. They may avoid calling their children at work to take them to the doctor or hospital. There may be language barriers with children and grandchildren.

Aged people need to receive adequate information about appropriate community services before discharge.

Aged people may not receive the community services they need after discharge, such as domiciliary care, care packages, ‘Home from Hospital’, ‘Meals on Wheels’, and so on, because often there are no culturally appropriate services. It may be important to have people from the same background and religion to assist them at home (if the family is unable to), to inform family carers of additional community support, and to recognise the isolation of home carers of the aged. Very elderly patients, and young patients with certain conditions, may experience considerable confusion complicated by their migration, and may lose language facility.

Oncology/Palliative Care

As palliative care acknowledges and values the uniqueness of the individual, it must allow for great variability on the part of patients and families in the degree of autonomy and control they wish to maintain in terminal care. The sensitive professional who listens carefully, seeks to understand the needs, offers help and allows choices, will be deeply appreciated by persons of all cultures at this highly stressful time in their lives. One’s cultural heritage can impact on terminal illness in various ways including:

· Values and ethics of good pain control. 

· Acceptability of and comfort from various analgesics. 

· Decision-making around treatment issues e.g. cessation of treatment, use of intravenous fluids, artificial feeding etc. 

· Degree to which truth (e.g. diagnosis, future outcome) is valued and spoken openly.

· Degree to which one is a member of one’s culture, or is modified by other influences. 

· Management of dying care - care at home or in hospital - which model is most acceptable. 

· Specific practices that surround death, funerals, burial etc. 

· Manner of grieving and types of community supports available. 

In some cases, families may expect that patients are not to be told directly their diagnosis or prognosis, particularly in the event of disease such as cancer or terminal illness. This is common in the Mediterranean, South America, Asia, the Middle East, and former USSR. It is usual in these cultures for the physician to advise close family members, and they choose whether to tell the patient, based on their perceptions of how such knowledge will affect the person’s mental state, if they are told news which takes all their hope away. This needs to be balanced with the legal requirements that the person needs to know their situation in order to give informed consent to their procedures. Also they may want to change their will.

However, even within the same community, individuals have different preferences about this. A person may not want their relatives to know.

There is a need for clinical judgement on this difficult issue of balancing the different perspectives. One compromise is to ask the family how and when to tell the person, and work with the family to tell them.

People generally appreciate being told an unpleasant diagnosis subtly and gently, and in a diplomatic way based on culturally appropriate protocol.

Issues of quality or life, amputations and fluid loss have different meanings to different cultures, and these topics also need to be explored in individual cases.

Autopsy
Where relevant, involve the appropriate religious leader if an autopsy is necessary. Autopsies need to be negotiated with Muslims who want to bury their dead early. They may also believe that death is God’s will, and there is no need to find a reason. Buddhists generally do not like the skin to be pierced.

Dying and Death

Death is a cultural as well as a biological event. This includes arrangements for spiritual support. Even people who do not practise any religion may return to the religion of their upbringing when dying.

Health professionals need to be aware of the cultural and religious beliefs of their dying patients and their families.

The behaviours surrounding death are especially robust, and adherence to cultural practice provides grieving families and communities with a script that offers them essential support. 

Traditional practices regarding who should touch the body or move it, what direction the body should face etc. should be acknowledged and respected.

The following points may be useful:

· It is usually important to involve a priest, rabbi, monk or imam, and this can be arranged through the chaplaincy department. If it is the wish of the the patient or family, a religious leader can provide support or prayers, whether the person is conscious or unconscious. 

· Explain the physiological changes that occur as a result of the dying process. For instance, a dying person’s lack of appetite can be distressing to family members to whom it is important to show caring by bringing food. 

· Check with the family first regarding their special needs and how they would like things done when a loved one has died, especially in sudden death.

· Staff need to know how to look after the grieving family and how to access bereavement groups. 

Discharge From Hospital

The importance of discharge planning lies in its potential for reducing readmission.

According to bilingual community workers, people from diverse cultural backgrounds are still being discharged from hospital or Trust facility without understanding their follow-up plans.

Sometimes, even at the time of discharge, the patient/client is not sure why they were in hospital or what operation was done. Many patients who are not familiar with the Northern Ireland system or recent developments in patient care do not expect early discharge, and assume that they will remain in hospital until they are well. They need to understand the reasons for early discharge, and what support will be arranged.

Develop a plan for post-hospital care of the patient, centred on his or her individual problems and needs. This must involve the patient, the family, and a co-ordinated  multidisciplinary team of health professionals with established lines of communication, which considers the patient’s medical and non-medical (social etc.) needs during both the hospital and post-hospital period. 

Multidisciplinary discharge planning is especially important for older people whose problems tend to be more complex and chronic. These issues are even more important when the patient is not proficient in English.

The discharge plan may need to be discussed with the patient and his or her family through an interpreter. Sometimes just before discharge, people are visited by a number of health staff in sequence to maximise interpreter efficiency, but it can be overwhelming for both interpreter and patient to have a single two hour session.

Discharge planning as a process must begin on admission to hospital and continue throughout the hospital stay, to ensure continuity of care in the post-hospitalisation phase. Appropriate services must be identified as early as possible by the discharge planning team to establish an ongoing working relationship with them, and to ensure that appropriate referral is made for people from diverse cultural backgrounds. Where possible, referrals must be made well before the patient is discharged, to give service organisations sufficient time to pick up the referral.

Discharge planning teams need to be aware of intermediaries in each ethnic community with whom they can liaise, both to establish linkages with appropriate community-based services, and to be guided in a more general sense about critical cultural factors. After consultation with the person, specific ethnic minority organisations and other community resources can be involved. 

Volunteer visitors from their community may be available to help a recently discharged patient shop and undertake other tasks, provide company, and provide personal support etc. 

In summary, the following points should be considered essential to comprehensive discharge planning, and are particularly important for patients from diverse cultural backgrounds:

· Start planning as early as possible in the hospitalisation period, as preparations for discharge may take longer than for people without cultural and language issues. 

· Consider the patient’s medical and non-medical (social) needs. 

· Employ a multidisciplinary approach involving a range of health professionals. 

· Allow patients and their families considerable self-determination in the process of planning for their care and needs. 

· Check that the patient, family and care providers fully understand the proposed care plan. 

Ensure that post-hospital care involves co-operation and collaboration between the hospital and relevant home and community care services.
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