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Abstract

Background: During the past decades, there has been an increase in the number of immigrants to European and
Scandinavian countries. This has challenged the health-care systems, which cater to the needs of patients despite
their cultural and linguistic barriers, in these countries. Most studies on this topic have focused on the perspectives of
health-care providers in delivering their service. The purpose of this qualitative study was to explore how hospitalized
Arabic-speaking patients experienced their interaction with the Norwegian health-care system.

Methods: In-depth interviews with 20 participants and researcher’s participant observation were conducted to
explore the idiosyncratic details and ascribed meanings that foreign-born patients attach to their everyday experience
of the Norwegian health-care system. Thematic analysis was performed on the transcribed and translated versions of
the in-depth interviews.

Results: The findings of this study indicated three interrelated core themes. Firstly, there exist challenges in under-
standing and being understood because of linguistic and cultural differences of newly migrated patients. Secondly,
some patients missed the holistic and direct care available in their home countries. Finally, patients were satisfied with
the Norwegian health-care system because of its compassion, care, and respect toward them as well as advanced
health-care equipment.

Conclusion: Arabic-speaking patients in Norwegian hospitals experienced long waiting times and linguistic prob-
lems. Hence, a better and specialized interpreter service may resolve problems emanating from communication
within the system and the subsequent delays in treatment. Compassionate care and the feeling of respect and love is
the core strength of the Norwegian system as perceived by the patients.

Keywords: Cultural competence, Trans-cultural health care, Foreign-born patients, Ethnically-diverse patients,
Linguistic problems, Norwegian health service

Background

Over the last decade, there has been a steady increase
of multicultural patients in the Norwegian health-care
system [1]. The need to cater to the cultural diversity
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patients and their demands from sociolegal and moral
standpoints [2, 3]. Nevertheless, there exists a paucity
of literature on the perceptions and lived experiences of
immigrant patients regarding the access and likely lin-
guistic and cultural barriers to health care.

Previous research showed that the migrant communi-
ties in Norway lag behind the indigenous population in
terms of access to health care despite the generous nature
of the welfare system [4]. Even though Norway has one
of the highest per capita expenditures on health and the
highest availability of physicians and nurses per 100,000
individuals, equitable access to health care is still a part
of the debate on health policies. Norway has a tax-funded
public health-care system, and all Norwegian residents
have equal access to health-care services. All persons
registered in Norway have the right to choose their own
general practitioner. The Norwegian health-care sys-
tem is semi-decentralized, which means that the state
is in charge of specialist care while municipalities are in
charge of primary care including general physicians [5,
6]. Immigrants who do not speak Norwegian have the
right to a free interpreter service during medical appoint-
ments, as stated in the National Strategy on Immigrants’
Health [7].

Some studies investigated various dimensions of unmet
needs and experiences of diverse populations within
advanced western health-care systems, such as that in
Norway. These studies include consideration of the cul-
tural competency of the nursing staff [2, 8, 9], inclusion-
ary and exclusionary organizational practices [1], cultural
diversity [10],comparative experiences between the
indigenous people and immigrants [11], normative and
ethical debates regarding immigrant patients [3, 12, 13]
and familial involvement [14—16].

Most previous studies tended to conceptualize the
problem from the perspective of service providers, and
reports on phenomenological experiences of the cultural
diversity from the patients’ perspectives, especially Mus-
lim or Arabic-speaking patients, are sporadic [17, 18]. In
this context, Abebe (2010) [13] analyzed various policy
documents and reported that non-Western immigrants
were more susceptible to health conditions, such as
chronic diseases, mental health, teeth-related problems,
and lifestyle issues with health implications.

Arabic-speaking patients among many culturally
diverse patients are likely to have a spiritual, cultural,
or religious connotation attached to the hospitalization
experience, often requiring their families and friends to
visit them [19, 20]. Until now, how a patient’s cultural,
communicational, and religious characteristics inter-
act with their utilization of a health-care service has not
been well investigated [21]. Moreover, linguistic issues
are important because they accentuate and amplify other
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cultural barriers, such as values, norms, and gender-
related issues, through a feeling of miscommunication
and exclusion [22-26].

Internationally, the intersection of health care with
the cultural and linguistic adaptation of immigrants
has brought various specific issues to the surface. These
recurrent themes include the experience of trauma by the
immigrants [27], sexual health [28], and complementary
and alternative medicine (CAM). CAM is a set of diverse
diagnostic and therapeutic procedures, as well as a range
of natural products used for the treatment of patients,
derived from previously known traditional methods and
enriched with modern scientific knowledge [29, 30].
CAM is not generally available in the public health-care
service in Norway, so that people who want to be treated
with CAM must pay for this treatment in the private
market [31].

While cultural competence and linguistic skills are
important both for the nursing staff and health-care pro-
viders to perform their duties [32], they have not been
investigated thoroughly from the patient’s perspective.
The holistic cultural needs of the patients and their cul-
tural care have recently acquired some prominence in
the literature; for instance, regarding the issue of female
patients with genital mutilation accessing Norwegian
health care [33, 34].

Hence, the aim of the present study is to explore how
hospitalized Arabic-speaking patients experienced their
interactions with the Norwegian health-care system.

Methods

Study design

To explore how hospitalized Arabic-speaking patients
experienced their interactions with the Norwegian
health-care system, we chose a hermeneutic phenomeno-
logical approach using in-depth qualitative interviews.

Recruitment process

The head nurses at five hospitals were contacted and
informed about the study. They distributed the writ-
ten information about the study and the interview guide
to the nursing staff. Written detailed information and
informed consent forms in Arabic were circulated among
to those patients who wanted to participate. The writ-
ten information included a description of the aim of the
study, the aspects of voluntary participation, the possibil-
ity to withdraw at any time, and the confidentiality of the
handling and presentation of data. Patients who showed
an interest in participating were asked for their informed
consent and their telephone number or E-mail address.
They were then contacted by the researcher to decide the
proper place and time for the interviews to take place.
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Participants

Inclusion criteria for participation in the interview were
Arabic-speaking adults (aged over 18years) who had
been hospitalized for 2 days or more in a Norwegian hos-
pital. In total, 20 patients consented to participate in the
study. The participants were from six different Arabic
countries (Iraq, Syria, Egypt, Yemen, Morocco, and Pal-
estine). The sample was purposive and comprised 18 men
and two women. The participants were aged 26—61 years
(average age, 50years). Most participants (#=16) had a
low level of education while four had a university educa-
tion (Table 1). Nine participants had limited to no skills
at speaking Norwegian, 10 had an average—good grasp of
the language, and only one described their linguistic abil-
ity as fluent. The length of their stay in Norway ranged
from 1.5years to 22 years.

Data collection

Data were collected over a 9-month consecutive period
during 2020-2021. Interviews were conducted in Ara-
bic. The interview guide addressed the themes of linguis-
tic competencies during communication, cultural issues
such as values and beliefs, experience of pain, the role of
the patient’s family, meals, and their experience in dealing
with the Norwegian health-care system. The interview

Table 1 Background characteristics of the participants
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guide was validated by the scrutiny of three experts in the
field. The guide was translated into Arabic and pretested
on two Arabic-speaking individuals. Some required mod-
ifications were made. Due to the aggravated concern over
Covid-19, we were not allowed to conduct the interviews
in the hospitals. According to the participants’ wishes, all
interviews were conducted in their homes. Each inter-
view lasted 40—-60 min. The interviews were transcribed
in Arabic and subsequently translated into English by the
researcher.

The research team
The research team consisted of four researchers from dif-
ferent backgrounds. The first author (TA) is an Arabic-
speaking Syrian nurse and PhD candidate who has been
living in Norway for the last 6 years.

The other three researchers in the team are Norwegians
with a medical or nursing background and an immigrant
research focus.

Analyses

The data were analyzed using thematic analysis, which
was based on a combination of two sets of guidelines
because of their flexibility and practical nature. The
general guidelines and principles of hermeneutics as

Participant Sex Age (years) Number of years living in Education Command of Norwegian

Norway as defined by
participants

R1 Male 54 35 Bachelor None

R2 Male 61 5 Bachelor Limited

R3 Male 52 1.5 High school None

R4 Male 60 4 Primary school Limited

R5 Female 45 4 Primary school Limited

R6 Male 46 4 Primary school Limited

R7 Male 35 4 Secondary school Average

R8 Male 43 13 Secondary school Fluent

R9 Female 26 5 Graduate Good

R10 Male 30 5 High school Average

R11 Male 50 3 Primary school Limited

R12 Male 32 5 Primary school Average

R13 Male 58 5 Secondary school Average

R14 Male 58 13 Primary school Limited

R15 Male 43 4 PhD Good

R16 Male 61 22 Primary school Average

R17 Male 58 3 Secondary school Limited

R18 Male 38 6 Primary school Good

R19 Male 41 6 Primary school Average

R20 Male 43 10 Secondary school Good

Range 26-61 1-22 Primary to PhD None to Very Good
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proposed by Van Manan [35] were combined with an
analytical and step-by-step approach proposed by Braun
and Clarke [36], which includes the following steps: (1)
familiarizing with the data, (2) creating initial codes
based on significant statements, (3) organizing the codes
under themes, (4) reviewing the themes for overlaps and
contradictions, (5) defining and naming the themes, and
(6) reporting the findings.

Three of the researchers (TA, BJ, GR) read and re-read
participant interview statements before creating initial
line-by-line codes based on statement significance. These
initial codes were grouped to form general themes, which
were then checked against the participants’ original
transcripts and reviewed for any overlaps or contradic-
tions before the final theme labels were created. The last
stage of the analysis involved the write-up of the results,
which allowed the researcher to share the participants’
experiences.
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Results

This study aimed to explore how hospitalized Arabic-
speaking patients experienced their interaction with the
Norwegian health-care system. Subsequent data analy-
sis produced the following main themes and subthemes

(Fig. 1).

Challenges in understanding and being understood

The participants described that there could be barriers
to effective communication about health issues, which
could affect their ability to understand their doctors
or for the doctors to understand them. Therefore, the
participants employed different methods to ensure that
they could effectively and reciprocally interact with the
health-care system and its actors to obtain and furnish
the essential information about their disease and treat-
ment. These methods included using an interpreter
when they had limited to no command of Norwegian,

Main Themes

Subthemes

Challenges of understanding and
being understood

Missing the holistic and direct care

Positive aspects of the Norwegian

Various qualifications among
interpreters

Visual demonstrations required

Different levels of satisfaction with
information

Difficult medical terminology

Bureaucratic norms versus direct
access to specialists

Missing emotional family support

Missing concomitant access to
alternatives

Compassion and high quality of care

Respect for culture and religion

health-care system

Practical benefits

Fig. 1 Main themes and subthemes as reflected in the narratives of Arabic-speaking patients
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an interpreter specifically for understanding special-
ist terminology, English as a bridge to communication,
and, in two cases, a video to convey information visu-
ally. None of the participant mention confidentiality
issues in the presence of an interpreter. The majority
would not prefer that one of their family members be
an interpreter.

In particular, many participants had used an interpreter
if they had limited to no command of Norwegian or when
a specialist area of medicine needed to be discussed. One
participant stated: “My health situation is quite compli-
cated, so it was necessary to use a specialized interpreter”
(Participant 14).

Some participants received interpretation services
from people related to medical institutions. These “spe-
cialists” were perceived as better mediators with the abil-
ity to bridge the cultural and linguistic differences. In
addition, translation by no-specialists was often blamed
for delays, misunderstandings, and a sense of aloofness.

Once, I had an appointment with the doctor, I was
asked if I want to have surgery; I inquired if there
were any dangers and complications...A few weeks
later I had an appointment with the GB, and I was
surprised when he told me that I refused to have the
surgery. That means there was a misunderstanding,
or the interpreter was not able to convey the right
idea. I've suffered a lot because the interpreters were
not able to convey the right information to the doc-
tors. (Participant 3).

In contrast, one participant who had limited command of
the language described how using an interpreter with a
medical background from his own culture enabled clear
communication within the patient—doctor interaction. In
general, participants described how indirect communi-
cation (i.e., via an interpreter) could be a “challenge” and
expressed a strong preference for direct communication
between themselves and their doctor that could allow
them to better participate in making decisions about
their care. To help with direct communication, some
participants had used English as a mediating language
to bridge a gap in understanding between the Norwe-
gian and Arabic languages. Two participants experienced
some difficulties in understanding the procedure, and
the doctors used visual help and images to facilitate the
understanding of surgical and anatomical information.
Although there could be some issues with understand-
ing medical terminology, most participants believed that
owing to the different opportunities for sharing knowl-
edge, they did receive the information they needed about
their health care. As a male with only primary school
education and little command of the Norwegian language
who had used an interpreter explained, “the information 1
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received was good and I got all the information I wanted,
especially concerning the surgery.” (Participant 11).

Similarly, another participant described how, despite
difficult medical terms, with the use of a translator, he
was able to understand all but 5% of the information and
felt he received complete information about his care.

Yes, the doctor provided me with full information
about the condition and the treatment plan. The
information was good...Only about 5% I couldn’t
understand, the reason behind that is the transla-
tion and the difficult medical terms they used. (Par-
ticipant 17).

It was noticed that problems of communication amplify
the perception of cultural misunderstandings. Most
problematic experiences were narrated by participants
who had spent four or fewer years in Norway.

Missing the holistic and direct care

This theme describes the participants’ experiences of
how they missed their home culture and how this culture
appeared to some extent to clash with aspects within the
Norwegian health-care system. In particular, they spoke
about their satisfaction with the direct access to special-
ists in their home country compared with their dissatis-
faction with the referral process via a general practitioner
(GP) in Norway; the lack of alternative treatment, such as
that using herbs; the lack of family support; and experi-
ences of non-halal meals at Norwegian hospitals.

In the participants’ home countries, the health-care
system differed in that they could select a specialist doc-
tor within the hospital and could directly visit the doctor,
without any waiting times or a need for a referral from a
GP, as expressed by a participant: ‘T would be able to see
the doctor directly without an appointment, and I would
be able to decide which doctor I would see” (Participant
4). In contrast, in Norway, the GP acts as a gatekeeper to
specialist care. This contrast in the different health-care
systems appeared to explain much of the dissatisfac-
tion that the participants experienced with the Norwe-
gian health-care system. In particular, the participants
described a general dissatisfaction with long waiting
times and a view that GPs have limited expertise.

Because the health system here is different from the
one in my country, so it is normal to have confusion
in dealing with it. For example, getting sick here, I
must see the GB, even though I know I need to see a
cardiologist.. Why can’t I see the specialist directly?
(Participant 15).

Concerning the experience of waiting times, some par-
ticipants also expressed dissatisfaction with time restric-
tions on their appointment with the GP or the specialist,
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as explained by one of the participants, “Sometimes it
takes a long time for the patient to be diagnosed and get
the treatment. That’s because of the bureaucracy and the
long waiting time to see a specialist” (Participant 15).
Similarly, another participant explained how he had to
wait for long time until he got help, “I needed surgery,
but it was delayed for a long time because I didn’t get res-
idency...I waited a long time until I got help and started
treatment.” (Participant 6).

Some participants also mentioned a wrong diagnosis or
procedural mistake as explained by one of them.

Until this day, I haven’t received any detailed infor-
mation related to the medical mistake that hap-
pened to me, no clear answers, or explanations.
After the medical mistake that happened to me, 1
have no confidence at all. And I told that to the phy-
sician. (Participant 1).

Usually, the GP is the first point of contact with the ser-
vices of the health-care system. The ineffective commu-
nication between the patient and the GP ends up being
associated with the perception of imprudence, inexpe-
rience, and lack of knowledge in the GP by the patient.
Therefore, most participants tended to present their GP
in a negative way. When they were asked about some-
thing that they wanted to change about the system,
they were most likely to say their GP. Some participants
described that their condition worsened because their
GP was not able to treat their condition.

I got sick and went to the GP many times. Every
time I went there, the GP told me that’s normal and
there’s nothing abnormal. My health situation was
getting worse. (Participant 12)

Some participants also experienced GPs who used the
internet in their consultations to find health information.
This was perceived to be unacceptable by the participants
and eroded their faith in the doctor’s ability to treat them.

One cultural belief in Arabic-speaking patients was the
role of herbs as an alternative treatment for health con-
ditions. Most participants had tried using herbs in their
health care. Moreover, some participants believed in the
use of herbs in the treatment of various ailments and
used them if they were available in Norway. However, the
participants made no extra efforts to avail herbs if they
were not available or approved for use.

I use herbs that are tried and tested, and I feel I can
trust them. But I have the most confidence in an
experienced doctor; I will ask them and follow their
advice related to that. (Participant 19).

Two participants also mentioned the role of God in their
health care; i.e., that God had control over their healing
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process. Regarding the role of medicine, herbs, and God
within the healing process, the participants mentioned
that God will decide whether treatments from medicine
or herbs would work.

I believe in disease and healing from God, but we
must take into account the reasons. I have to seek
help and take the medication, and after that, ask
God for healing. Some herbs are useful for some dis-
eases. If I hear about a proven herb or that some-
body tried it and found it useful, I will try it. (Par-
ticipant 8).

Most participants expressed that they wanted their fam-
ily members to be present during the period of hos-
pitalization. The participants held culturally different
meanings for the presence of families in the hospital.
For some, family presence was deemed essential—they
needed their family to provide important emotional and
practical support while in the hospital. For example, a
participant explained that his family was performing the
role of an interpreter: “I don’t speak Norwegian and was
hospitalized twice. At both times, there was no interpreter.
I needed someone to interpret to the doctors.” (Participant
3). Some participants believed that family support was
essential for providing personal care or necessary emo-
tional support.

I feel relaxed and safe to have someone from my
family next to me. And it is essential to have them
help me with my personal needs. (Participant 16)

Another participant explained:

We are emotional people who need someone to be
next to them in case of illness...I got a lot of visitors
when I was hospitalized, so the staff there were sur-
prised. One of them said to me that, we lack the fam-
ily relationships and emotions your community has.
Feeling the presence of your family around you and
their care in a time of distress is important. (Partici-
pant 17).

Some participants found it difficult or uncomfortable to
accept support for personal needs from the nurses as well
as to ask them for help and reported psychological rea-
sons for needing their family around. An altruistic reason
for asking family to help with personal needs was consid-
ering the nurse’s role to be purely medical. One partici-
pant described cultural reasons for his need for familial
support interpreted by his use of “we are emotional peo-
ple” and his experience with the nurse describing his
‘community”

For me, it is difficult to ask the nurse for help. In my
opinion, sick people need to be accompanied by a
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family member to feel safe and comfortable. It is a
kind of psychological support. (Participant 4).

In contrast, another participant mentioned, “The nurse’s
job is not to help with personal needs, to bring me a glass
of water, or to help me go to the bathroom. Her job is to
give me medicine or change bandages, something like
that” (Participant 9).

When the participants were asked about how they
expressed pain, many said that they were unable to
express pain in front of their families. However, they
were able to express pain to nursing staff.

I try to never show my family that I have pain, espe-
cially the children, so they don’t worry about me. I
try not to tell my wife either, because she calls the
ambulance at once. But at the hospital, I told them
right away. (Participant 12).

The food served in the hospital was different from what
the participants would get in their home culture, and
they had mixed experiences of whether the hospital
could provide the food that they needed. Some partici-
pants believed that generally “The meals in the hospital
were good” and that alternative and abundant choices
were available. However, some participants mentioned
that halal food was not available.

It was not good. The type of meals provided in the
hospital is completely different from the food I'm
used to. For example, sometimes there was pork
and fish, and I don’t eat that, so I was saying I'm not
hungry, and I didn’t ask for anything else. (Partici-
pant 9).

Another participant mentioned.

Honestly, I never ate in the hospital. I was there for
two days; I only drank water in the hospital. Almost
all the food provided in the hospital was not suitable
for me. If I stay there longer, I'll definitely eat, and I
would tell them about the foods I don’t eat. (Partici-
pant 10).

However, some participants were happy to order vegetar-
ian options to avoid non-halal meat. Other participants
were able to get the meals that they wanted from their
wives.

Positive aspects of the Norwegian health-care system

The positive aspects of the health-care system tended to
focus on general satisfaction with the treatment received
in Norwegian hospitals; experiences of compassionate
care, especially from nurses; and the practical benefits of
care, such as no cost and access to advanced equipment.
Participants were mostly satisfied with the specialist care
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that they received. They were also satisfied with the diag-
nostic and treatment processes and believed that the staff
they met were well-qualified and experienced, as sum-
marized by the statement: “Everything I experienced was
positive, such as attention, good treatment, and care.
(Participant 2).

As a participant described, satisfaction was also linked
to their relationship with the health-care staff and the
medical equipment used.

The diagnostic process and treatment are both very
good here. I was diagnosed correctly, and I received
proper treatment .... I got the help I needed, and I am
completely satisfied with that. (Participant 4).

Most participants described the care received from
nurses using terms that portrayed a sense of compassion.
They often used the words “kind” and “caring” to describe
this. For example:

I am very satisfied with the help I got. Honestly, they
overwhelmed me with their care and kindness. (Par-
ticipant 9).

Yes, I got the help I needed, and I am very satisfied
with the help I got. They were very kind and caring.
(Participant 10).

Similarly, some participants described how the health-
care staff in Norway were kind and compassionate by
using phrases such as “showed me humanity” One par-
ticipant mentioned “I was treated with full respect and
humanity. 1 was embarrassed getting so much help, they
were helping me with everything”” (Participant 17).

Another participant compared Norway to other coun-
tries: ‘I was treated with full respect. I was hospitalized in
many different countries. I can’t compare Norway to the
other countries related to respect and how they deal with
the patient” (Participant 18). This level of compassion
was not often experienced in treatment in their home
countries, and it could, for some participants, be a reason
for why they expressed a preference for the Norwegian
health-care system.

The participants experienced respect for their religious
needs. Participants who wanted to pray felt comfortable
practicing their religion in the hospitals.

Yes, I used to pray in the hospital. Once, the doctor
and nurse entered the room while I was praying, they
left and came back after a while, and they asked me
about the prayer times so that they wouldn’t bother
me while I am praying. I was very pleased with that.
(Participant 2).

Although participants expressed general satisfaction with
the diagnosis and treatment they received in Norway, it
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was clear that many participants felt that the doctors in
their home countries were more qualified and experi-
enced and therefore had more specialist knowledge of
health conditions.

I would like to get treatment in my country. The doc-
tors there have more experience. But the equipment
here is much better. Also, the nursing staff is better
here, they don’t complain, and they are doing a great
job. (Participant 17)

The participants believed that Norway had more
advanced equipment, which was more accessible due to
the welfare-based health care. Hence, they preferred the
Norwegian health-care system compared with those in
their home countries because of the former being more
advanced in terms of medical equipment and having
more compassionate staff and respect for the dignity of
patients.

Discussion

The present study focused on how hospitalized Arabic-
speaking patients experienced their interaction with the
Norwegian health-care system. The interviews revealed
that the patients experienced challenges of understand-
ing and being understood, and they missed the holistic
and direct care that they received in their home coun-
tries, but they also experienced certain positive aspects of
the Norwegian health-care system. The study showed the
importance of religious and cultural norms that influence
how individuals experience illness, what they consider is
needed when they are sick, and the outcome of the treat-
ment received. The different expectations the patient and
their families have of the health-care provider have an
impact on how they experience this stressful time.

Participants who had a satisfactory language profi-
ciency described good communication with health-care
providers, as opposed to those with limited language pro-
ficiency. Language proficiency can have an impact on the
way patients with language barriers report their symp-
toms to their family members who might act as inter-
preters. This situation can be confusing for health-care
providers; these findings are similar to those of several
other studies [26, 37].

The present study also confirmed the importance of
communication and professional interpreters’ role in
client satisfaction at hospitals under investigation. This
finding might also suggest that the perception of mis-
communication is exaggerated when it is linked with a
perception of wrong diagnosis or procedural mistakes
and delays. This is consistent with a previous report
that demonstrated the importance of communication
between service consumers and providers [23].
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Furthermore, it was found that the themes of cultural
communication and professional interpretation acquired
their importance because of the underlying and latent
theme of satisfaction with health care and diagnosis of
disease. The feeling of disease aggravation and dissat-
isfaction was almost linked with a communication gap
between the patients and health care providers. This
finding is consistent with previous findings that a com-
munication gap can amplify the perception of illness and
anxiety [38, 39].

We also found that the cross-cultural situation of hos-
pitalization creates some difficulties in internalizing
the role expected of patients who belong to a culturally
distinct background [40]. This may also be the case for
those patients who had not been assimilated into the
Norwegian culture because of the short duration of their
stay in Norway [41]. A Norwegian survey showed low
health-literacy among immigrants, and this is challeng-
ing in their interaction with the health care services [42].
The phenomenon of dissatisfaction was characterized by
delayed appointments, indirect access to health care with
perceptions of aloofness and nonparticipation, issues
with interpretation of medical terminologies, and lack of
cross-cultural competence. This finding confirms a simi-
lar study of Syrian refugee experiences in Norway [43].

Interpreters with a medical background were perceived
to be more professional than nonmedical interpret-
ers [44, 45]. A previous study demonstrated that culture
plays an important role with regard to foreign patients’
attitudes toward critical issues during hospitalization,
such as death and dying in the intensive care unit, an
inspection of genitals by a physician of the opposite sex,
the role of religion, presence of family, and use of alter-
native healing practices [13]. Moreover, cultural compe-
tence plays an important role throughout the utilization
of health-care services [46].

Furthermore, the participants were generally satisfied
with the quality of food and their ability to practice their
faith in the hospitals. The participants who displayed
limited trust in the system largely tended to display their
dissatisfaction with other facilities, such as food. Cultural
differences also occurs because the Norwegian system
relies on a strong bureaucratic tradition and normative
practices [3], while the patients tend to have a “walk-in”
approach, which is possibly linked to the private health-
care systems available in their home countries. Nonethe-
less, there exist some issues related to the gender of the
attending physician, presence of relatives in the hospital,
and perception about the food, which has only tangen-
tially been addressed in this study.

A rather important thematic zone that emerged in
this study was the one that incorporates the clash-
ing values of holism and individualism. Several studies
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have demonstrated the importance of cultural values in
human actions and choices [47]. Moreover, non-Western
immigrants from the eastern and Asian regions are likely
to adhere to collectivism as a cultural value [2]. Cultural
values are significant determinants of everyday behavior,
and they are also a part of the nursing education syllabus.
Many patients adhere to a collectivist worldview sup-
ported by holistic values [48]. This implies that disease
and illness as well as healing are likely to have underlying
religious connotations [49]. In fact, the Islamic scripture
uses the Arabic word Maradh (disease) to reflect a spir-
itual and moral abnormality. Hence, there exists a dual
conception of disease in the minds of the Arabic-speak-
ing patients, and it is believed that a fully healed patient
will receive good health as God’s mercy. This was also
indicated in the repetitive use of the term “God” for the
doctor by the patients. The presence of family and pray-
ing at the hospital is part of this conception of disease,
and behaviors such as crying and supplicating via prayers
for good health and miraculous healing are considered
normal. These findings are consistent with those reported
previously on the role of families within the health-care
system [50].

Figure 2 shows how immigrant patients, the dura-
tions of their stay in Norway, and the consequent cross-
cultural and lingual competence play a direct role in the
favorable evaluation of the Norwegian health-care sys-
tem. Furthermore, cultural, and lingual differences, inter-
preted as difficulties in performing the role of patients,
are a good predictor of the difficulties faced by patients
and their negative evaluation of the health-care sys-
tem. The factor with the highest correlation of patient’s
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reported level of satisfaction with the health system/visit,
was duration of stay in Norway. This finding requires fur-
ther quantitative research to validate the assumptions
generated in this study.

Strengths and limitations

A limitation of the present study is that it included only
two female patients. This might be due to the scarce
availability and willingness of female patients to undergo
in-depth interviews with a male researcher. In addition,
most Arab immigrants coming to Norway in the last
10years have been male [51]. Another rather less signifi-
cant limitation is that just one of the authors is a native
Arabic-speaker and performed the interviews translation.
However, all the authors have command over English lan-
guage to decide about the degree of verisimilar patterns
of narratives due to their existing familiarity with the
literature.

The strengths of this study are that the participants
had experiences from five different hospitals and the
interviews were performed in Arabic, which was the par-
ticipants’ mother tongue. All researchers are sufficiently
knowledgeable about the difference in the health system
in Norway and other countries.

Conclusion and recommendations

Some specific recommendations for the health-care
system are as follows. Newcomers should be given
information about the health-care system in Norway
and how it works. The use of a specialized interpreter
service that entails the engagement of medical profes-
sionals or nursing staff, even those who are completing

Cross-cultural
competence

Positive Factors associated with

evaluation satisfaction

Immigrant

patient

Duration of stay in Norway

Patient role

-Health workers respect for
religion

-Level of compassionate
care

-Patient’s own perception of
participation

-Patient’s level of Health
literacy

Factors associated with
dissatisfaction
-Bureaucratic

inertia/procedural delays

Cultural

difference

-Lack of Culturally sensitive

food

Attenuated
satisfaction

-Lack of family visits

Fig. 2 A model for foreign patients’satisfaction
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their education, appears to be valuable. Similarly, hav-
ing a pool of visual materials to facilitate the under-
standing of complex medical procedures will alleviate
the burden of interpreting in a culturally sensitive man-
ner. Launching and promoting health-care-centric cul-
tural awareness for the patients is also recommended.
It is also desirable to educate nursing staff about the
norms of gender, food, and religion. Finally, allow-
ing relatives inside the ward to provide emotional and
physical support to the patients is an idea worthy of
being implemented. Further quantitative investigations
are required to establish the association between the
cultural competence of patients and its predictors, such
as linguistic competence and health-system literacy.

The present study focused on the experiences of
Arabic-speaking patients regarding their interactions
within the Norwegian health-care system. The findings
showed that the patients had some linguistic problems
in understanding the doctor and being understood.
Hence, as suggested by the participants, a better inter-
pretation of technical and sensitive terminologies
requires the engagement of professional interpreters.
Similarly, some instances of using graphics and visual
aid by the doctor had proven to be a valuable practice.
Some patients did feel uncomfortable about the food;
hence, the ready availability of halal food would be a
good alternative to vegetarian food.

Most participants showed a very positive attitude
toward the provision of compassionate care, advanced
equipment, and respect for diversity and religion in
the Norwegian health-care system. Nonetheless, the
patients felt negatively toward delays in the provision
of care services and suffered because of cultural dif-
ferences. Hence, they had difficulty becoming accus-
tomed to a patient role that was different from the one
in their home country. Based on the nexus between the
socialization in their home country and the cultural dif-
ferences in Norway, we can hypothesize that cultural
integration and competence are important predictors
of foreign patients’ satisfaction with the Norwegian
health-care system.

Abbreviations
GP: General physician; CAM: Complementary and alternative medicine.

Acknowledgements

We would like to thank all the patients who participated in this study, thereby
providing us with valuable research data. Special thanks go to Anita Paulsen
who helped with recruiting patients to the study.

Authors’ contributions

TA, GR, BL, and BJ contributed to the study design. TA performed the inter-
views and was a major contributor to the paper. TA, GR, and BJ analyzed the
data. All authors read and approved the final manuscript.

Page 10 of 11

Funding
This study was financially supported by the Faculty of Health and Sport Sci-
ences, University of Agder.

Availability of data and materials

The datasets used and/or analyzed during the current study are not publicly
available due to General Data Protection Regulation laws but are available
from the corresponding author on reasonable request and with permission
from the Norwegian Centre for Research Data.

Declarations

Ethics approval and consent to participate

This study followed the ethical principles highlighted in the 2009 Declaration
of Helsinki. Before starting the interviews, all participants received information
about the study and signed a written informed consent form. Participants
were informed about the opportunity to withdraw from the study at any time.
The study was assessed and approved by the Regional Committees for Medi-
cal and Health Research Ethics (REK; Ref No. 2019/71A) and the Norwegian
Center for Research Data (Ref No. 879956).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Department of Health and Nursing, Faculty of Health and Sport Sciences,
University of Agder, Postbox 422, 4604 Kristiansand, Norway. 2Department
of Clinical Research, Sorlandet Hospital, Kristiansand, Norway.

Received: 9 November 2021 Accepted: 22 March 2022
Published online: 26 March 2022

References

1. Czapka EA, Sagbakken M.“It is always me against the Norwegian system.
barriers and facilitators in accessing and using dementia care by minor-
ity ethnic groups in Norway: a qualitative study. BMC Health Serv Res.
2020;20(1):1-15.

2. Alpers L-M, Hanssen |. Caring for ethnic minority patients: a mixed
method study of nurses'self-assessment of cultural competency. Nurs
Educ Today. 2014;34(6):999-1004.

3. Haddeland HB.The right to health Care for Irregular Migrants in Norway:
interpretation, accessibility, and gaps between needs and rights. Nordic J
Human Rights. 2019;37(4):329-49.

4. Debesay J, Arora S, Bergland A. Migrants' consumption of healthcare ser-
vices in Norway: inclusionary and exclusionary structures and practices.
Inclusive Consump. 2019;4(1):63-78.

5. Carlsen B, Norheim OF. " saying no is no easy matter" a qualitative study
of competing concerns in rationing decisions in general practice. BMC
Health Serv Res. 2005;5(1):70.

6. Sagbakken M, Spilker RS, Nielsen TR. Dementia and immigrant groups:

a qualitative study of challenges related to identifying, assessing, and
diagnosing dementia. BMC Health Serv Res. 2018;18(1):1-14.

7. Norwegian Ministry of Health and Care. Nasjonal strategi om innvan-
dreres helse 2013-2017. Likeverdige helse- og omsorgstjenester — god
helse for alle [National Strategy on Immigrants'Health 2013-2017.
Equitable Health and Care Services Good Health for Alll. https://www.
regjeringen.no/contentassets/2de7e9efa8d341cfb8787a71eb15e2db/
likeverdige_tjenester.pdf. Accessed 16 Jan 2022.

8. Shepherd SM, Willis-Esqueda C, Newton D, Sivasubramaniam D, Paradies
Y.The challenge of cultural competence in the workplace: perspectives
of healthcare providers. BMC Health Serv Res. 2019;19(1):135.

9. Doran F, Wrigley B, Lewis S. Exploring cultural safety with nurse aca-
demics. Research findings suggest time to “step up” Contemp Nurse.
2019;55(2-3):156-70.


https://www.regjeringen.no/contentassets/2de7e9efa8d341cfb8787a71eb15e2db/likeverdige_tjenester.pdf
https://www.regjeringen.no/contentassets/2de7e9efa8d341cfb8787a71eb15e2db/likeverdige_tjenester.pdf
https://www.regjeringen.no/contentassets/2de7e9efa8d341cfb8787a71eb15e2db/likeverdige_tjenester.pdf

Alkhaled et al. BMC Health Services Research

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

(2022) 22:400

Hellesg R, Fagermoen MS. Cultural diversity between hospital and
community nurses: implications for continuity of care. Int J Integr Care.
2010;10:e036.

. Kjallesdal M, Indseth T, Iversen HH, Bjertnaes O. Patient experiences with

general practice in Norway: a comparison of immigrant groups and the
majority population following a national survey. BMC Health Serv Res.
2020;20(1):1106.

Hanssen |, Alpers L-M. Interpreters in intercultural health care settings:
health professionals’and professional interpreters’ cultural knowledge,
and their reciprocal perception and collaboration. J Intercult Commun.
2010;23:1404-634 http://www.immi.se/intercultural/nr23/hanssen.htm.
Accessed 11 Feb 2021.

Abebe DS. Public health challenges of immigrants in Norway: a research
review. NAKMI Rep. 2010;2:2010.

Raj M, Zhou S, Yi SS, Kwon S. Caregiving across cultures: priority areas for
research, policy, and practice to support family caregivers of older Asian
immigrants. APHA. 2021;1:1920-2.

Engstrom A, Séderberg S. Close relatives in intensive care from the
perspective of critical care nurses. J Clin Nurs. 2007;16(9):1651-9.

Haye S, Severinsson E. Intensive care nurses encounters with multi-
cultural families in Norway: an exploratory study. Intens Crit Care Nurs.
2008;24(6):338-48.

Garrett PW, Dickson HG, Lis-Young, Whelan AK, Roberto-Forero. What do
non-English-speaking patients value in acute care? Cultural compe-
tency from the patient’s perspective: a qualitative study. Ethn Health.
2008;13(5):479-96.

Suphanchaimat R, Kantamaturapoj K, Putthasri W, Prakongsai P. Chal-
lenges in the provision of healthcare services for migrants: a systematic
review through providers'lens. BMC Health Serv Res. 2015;15(1):390.
Swihart DL, Yarrarapu SNS, Martin RL. Cultural religious competence in
clinical practice. Treasure Island: StatPearls Publishing; 2021.

Nilsson G, Hansson K, Tiberg |, Hallstrém I. How dislocation and profes-
sional anxiety influence readiness for change during the implementa-
tion of hospital-based home care for children newly diagnosed with
diabetes—an ethnographic analysis of the logic of workplace change.
BMC Health Serv Res. 2018;18(1):61.

Lightfoot AF, Thatcher K, Siman FM, Eng E, Merino Y, Thomas T, et al. “What
I'wish my doctor knew about my life”: using photovoice with immigrant
Latino adolescents to explore barriers to healthcare. Qual Soc Work.
2019;18(1):60-80.

Batista R, Pottie K, Bouchard L, Ng E, Tanuseputro P, Tugwell P. Primary
health care models addressing health equity for immigrants: a systematic
scoping review. J Immigr Minor Health. 2018;20(1):214-30.

Crawford T, Candlin S, Roger P. New perspectives on understand-

ing cultural diversity in nurse—patient communication. Collegian.
2017;24(1):63-9.

Ledoux C, Pilot E, Diaz E, Krafft T. Migrants’access to healthcare services
within the European Union: a content analysis of policy documents in
Ireland, Portugal and Spain. Glob Health. 2018;14(1):57.

Pandey M, Kamrul R, Michaels CR, McCarron M. Identifying barriers to
healthcare access for new immigrants: a qualitative study in Regina,
Saskatchewan, Canada. J Immigr Minor Health. 2021;24:188-98.

Pandey M, Maina G, Amoyaw J, LiY, Kamrul R, Michaels CR, et al. Impacts
of English language proficiency on healthcare access, use, and outcomes
among immigrants: a qualitative study. BMC Health Serv Res. 2021;21:741.
Wylie L, Van Meyel R, Harder H, Sukhera J, Luc C, Ganjavi H, et al. Assessing
trauma in a transcultural context: challenges in mental health care with
immigrants and refugees. Public Health Rev. 2018;39(1):22.

Mengesha ZB, Perz J, Dune T, Ussher J. Preparedness of health care pro-
fessionals for delivering sexual and reproductive health care to refugee
and migrant women: a mixed methods study. Int J Environ Res Public
Health. 2018;15(1):174.

Falkenberg T, Lewith G, di Sarsina PR, von Ammon K, Santos-Rey K,

Hok J, et al. Towards a pan-European definition of complementary

and alternative medicine-a realistic ambition? Complement Med Res.
2012;19(2):6-8.

Milenkovic J. Complementary and alternative medicine in European
countries-legislative framework. Tradit Med Res. 2020;5(3):125.
Johannessen B, Garvik G. Experiences with the use of complementary
and alternative medicine in nursing homes: a focus group study. Comple-
ment Ther Clin Pract. 2016;23:136-40.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

Page 11 of 11

Haye S, Severinsson E. Professional and cultural conflicts for intensive
care nurses. J Adv Nurs. 2010;66(4):858-67.

Dahl K, Dahlen KJ, Larsen K, Lohne V. Conscientious and proud but chal-
lenged as a stranger: immigrant nurses’ perceptions and descriptions of
the Norwegian healthcare system. Nordic J Nurs Res. 2017;37(3):143-50.
Mbanya VN, Terragni L, Gele AA, Diaz E, Kumar BN. Access to Norwegian
healthcare system-challenges for sub-Saharan African immigrants. Int J
Equity Health. 2019;18(1):125.

Van MM. Van Manen, max, researching lived experience: human science
for an action sensitive pedagogy. Albany: State University of New York
Press; 1990.

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

Al Shamsi H, Almutairi AG, Al Mashrafi S, Al KT. Implications of language
barriers for healthcare: a systematic review. Oman Med J. 2020;35(2):e122.
Degrie L, Gastmans C, Mahieu L, de Casterlé BD, Denier Y. How do

ethnic minority patients experience the intercultural care encounter in
hospitals? A systematic review of qualitative research. BMC Med Ethics.
2017;18(1):2.

Arora S, Straiton M, Rechel B, Bergland A, Debesay J. Ethnic boundary-
making in health care: experiences of older Pakistani immigrant women
in Norway. Soc Sci Med. 2019;239:112555.

Jongen C, McCalman J, Bainbridge R, Clifford A. Cultural competence in
health: a review of the evidence. Singapore: Springer; 2018.

Hemberg JAV, Vilander S. Cultural and communicative competence in the
caring relationship with patients from another culture. Scand J Caring Sci.
2017,31(4):822-9.

Le C, Finbraten HS, Pettersen KS, Joranger P, Guttersrud @. Health Literacy
in Five Immigrant Populations in Norway: Pakistan, Poland, Somalia,
Turkey, and Vietnam. English summary. In: Helsekompetansen i fem inn-
vandrerpopulasjoner i Norge. Pakistan, Polen, Somalia, Tyrkia og Vietnam:
Befolkningens helsekompetanse, del II; 2021. https://www.helsedirektorat
et.no/rapporter/befolkningens-helsekompetanse. Accessed 28 Jan 2022.
Haj-Younes J, Abildsnes E, Kumar B, Diaz E. The road to equitable health-
care: a conceptual model developed from a qualitative study of Syrian
refugees in Norway. Soc Sci Med. 2022;292:114540.

Karliner LS, Jacobs EA, Chen AH, Mutha S. Do professional interpreters
improve clinical care for patients with limited English proficiency? A sys-
tematic review of the literature. BMC Health Serv Res. 2007,42(2):727-54.
Hadziabdic E, Hjelm K. Working with interpreters: practical advice for use
of an interpreter in healthcare. Int J Evid Based Healthc. 2013;11(1):69-76.
Fatahi N, Krupic F. Factors beyond the language barrier in providing
health care to immigrant patients. Med Res Arch. 2016;70(1):61.

Gaygisiz U, Lajunen T, Gaygisiz E. Socio-economic factors, cultural values,
national personality and antibiotics use: a cross-cultural study among
European countries. J Infect Public Health. 2017;10(6):755-60.

Yilmaz M, Toksoy S, Direk ZD, Bezirgan S, Boylu M. Cultural sensitiv-

ity among clinical nurses: a descriptive study. J Nurs Scholarsh.
2017;49(2):153-61.

Ahmadi F, Khodayarifard M, Zandi S, Khorrami-Markani A, Ghobari-Bonab
B, Sabzevari M, et al. Religion, culture and iliness: a sociological study on
religious coping in Iran. Ment Health Relig Cult. 2018;21(7):721-36.
Olding M, McMillan SE, Reeves S, Schmitt MH, Puntillo K, Kitto S. Patient
and family involvement in adult critical and intensive care settings: a
scoping review. Health Expect. 2016;19(6):1183-202.

. Statistics Norway. Women and men in Norway. 2018. https://www.ssb.

no/en/befolkning/artikler-og-publikasjoner/_attachment/347081?ts=
1632b8bcba0. Accessed 16 Jan 2022.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


http://www.immi.se/intercultural/nr23/hanssen.htm
https://www.helsedirektoratet.no/rapporter/befolkningens-helsekompetanse
https://www.helsedirektoratet.no/rapporter/befolkningens-helsekompetanse
https://www.ssb.no/en/befolkning/artikler-og-publikasjoner/_attachment/347081?ts=1632b8bcba0
https://www.ssb.no/en/befolkning/artikler-og-publikasjoner/_attachment/347081?ts=1632b8bcba0
https://www.ssb.no/en/befolkning/artikler-og-publikasjoner/_attachment/347081?ts=1632b8bcba0

	Navigating the care between two distinct cultures: a qualitative study of the experiences of Arabic-speaking immigrants in Norwegian hospitals
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Study design
	Recruitment process
	Participants
	Data collection
	The research team
	Analyses

	Results
	Challenges in understanding and being understood
	Missing the holistic and direct care
	Positive aspects of the Norwegian health-care system

	Discussion
	Strengths and limitations

	Conclusion and recommendations
	Acknowledgements
	References


