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Cultural Issues

Introduction

Although patterns of ageing vary dramatically across different cultures it is only recently that serious attention has been given to the ways in which cultural factors influence the experience of ageing for older people in the UK.

Many cities and towns are now so multicultural that nurses and health care professionals have to be prepared to work with older people from a variety of cultural groups and to understand the ways in which cultural factors influence health behaviours. This teaching session looks at some of these factors and is designed to encourage nurses and health professionals to discuss some of the issues which may influence their care, therapy and treatment.

There are now several publications relating to cross culture issues and you are encouraged to use the resources of your library to find out more information if you need further references.

Read through the slides and discuss some of the key issues.

Slide 2 Key Issues
· What is culture?

· Finding out about a patient’s culture

· Communication

· Social organisation

· Health beliefs

· Uncertainty

Slide 3 What do we mean by culture? 
· Beliefs

· Values

· Customs

· Behaviour
Ask those attending the sessions to think about the headings above
We learn all the above from our family and from society to make sense of the world and to help us cope with it. What we believe in terms of religion, spirituality or science, may well affect how we think about health and illness, death and dying.  
It might also be the custom for some people to leave important decisions to the male head of the family or to observe mourning in a particular way.  
How we behave when in pain may be culturally influenced and as can whether we are comfortable with having clothes removed to be physically examined. (Patients from any ethnic group may uncomfortable with this!)

Slide 4 Ask the question: What things influence our culture?

· Age

· Education 

· Religion 

· Ethnicity 

· Social status

· Gender

· Sexuality

· Occupation

· And so on ….
We could all be said to be multicultural as individuals, as we belong to many cultural groups.  For example, we belong to a certain age group, may be Muslim or Roman Catholic, be gay or heterosexual or belong to a specific professional group.  Many deaf people assert that they have their own specific culture.  It’s not easy (or desirable) to pigeon-hole people, according to just one cultural influence, such as nationality or religion – we’re all much more complex than that.  How people perceive old age is in itself very culturally influenced.

Slide 5: Ethnicity

· Often an important influence on culture
· 2001 Census, 7.9% in UK from a minority ethnic background (Birmingham 29.6%)

When we think about culture, we often link it with ethnicity.  As we’ve seen, this is only one aspect, but it can be an important one in some circumstances 

Slide 6 Ageing Population


By 2030, the minority ethnic elder population in the UK will have increased tenfold to over 1.7 million 

(Age Concern)

When people first migrate to another country they are often young, but with second and third generations, the communities concerned will consist of many older people.  This means that there are more people from Black and minority ethnic backgrounds now suffering from conditions associated with old age including strokes and heart disease.
Slide 7 Triple jeopardy for ethnic elders

· Age

· Cultural and racial discrimination

· Poor access to health, housing and social services

(Norman 1985)

We are more aware now of the discrimination faced by older people (part of the rationale for this initiative!) but people from Black and minority ethnic backgrounds have often experienced racial discrimination as well, so may be even more vulnerable. Many people from these backgrounds also live in poorer neighbourhoods with worse facilities than the general population and have less understanding of health and social service provision.
Slide 8 Ask the question: Why bother to find out about a patient’s own culture?
· It affects the way in which they understand their illness and its treatment

· It helps ensure that the care we give is culturally appropriate

· It helps us to respect the patient as an individual

· It’s interesting!

There has been an important move towards person-centred care in recent years, rather than a service-led provision.  Part of being person-centred is taking into consideration any cultural issues which have a bearing on how an individual understands health and illness and how they perceive different treatment options.  For example, if a patient believes that mental illness is shameful and a stigma (a belief not confined to specific ethnic groups!), it may well be important to address those beliefs in order for treatment to be accepted.  Some patients may not take tablets if they are given cold water to take them with because they believe it will do them harm.  Knowing these things about a patient helps us to tailor our care so that it is appropriate for them.
Slide 9 Learning about a patient’s culture

· Just learning facts about different cultures is ineffective – leads to stereotyping and an over-emphasis on ethnicity

· Also impossible to learn about every culture!

· Many variations within every ethnic group so can’t generalise

· Better to learn how to ask individuals respectfully and sensitively about their culture

We could just have ‘ethnic databases’ or ‘factfiles’. We could then dip into them if we want to know about the best way of caring for example a Chinese patient who is dying.  BUT ... we can’t learn everything about every culture we are likely to encounter and it could encourage us to oversimplify patient needs.  A better way to find out about their needs is to ask them, if necessary by using an interpreter or a bilingual advocate.

Slide 10 Communication

· Preferred language – older people from minority ethnic backgrounds may be less likely to speak English

·  Is there a need for interpreters?

· Literacy status – older people will vary in ability to read in English or other language

· Ways of describing pain and illness will vary – e.g. may be reluctance to talk about mental distress

There may be specific communication needs and sometimes an interpreter will be required.  Using family members can be helpful but also problematic as information can be censored, filtered or distorted.  Some terms, like ‘depression’ may not have an equivalent word in the patient’s language.  We sometimes have leaflets in community languages, but not everyone is literate in their own language.  Some languages, like Sylheti, spoken by many Bangladeshis, doesn’t have a written script. Even where English is spoken, words might be used differently, for example, patients from South Asian backgrounds may describe the pain associated with a heart attack very differently from a white English patient, locating it in a much wider area of the chest.
Slide 11 Social organisation
· Family structure

· What is the patient’s role in the family?

· Individual or collective approach to decision-making?

· If collective, who will be the main family member(s) involved?

We might be very used to the concept of patient autonomy and accept it as normal that the patient is told their diagnosis and negotiates their treatment options with the health professional.  However, some families from different cultural backgrounds might be opposed to the idea of bad news being given to their relative, believing it will kill them or cause them to give up hope.  Some patients may actually prefer someone else to make important decisions for them.  It is finding out how the individual patient wishes to proceed that is the challenge.

Slide 12 Health beliefs
· How does the patient think about health and illness?

· Internal or external locus of control?

· Is there any use of traditional medicines or healers? 

· What importance does food have in religious or healing terms (e.g. ‘hot’ and ‘cold’ food concepts)

· We have already touched on this – we all have our own ways of thinking about health and illness and we have been influenced by many information sources (family, health professionals, formal education, the media, our religion and so on.)  
· Some of us have what is called an internal locus of control, that is, we believe that we have a reasonable degree of control of our health and any illnesses we have.  Others may have a more external locus of control, believing that God or fate or doctors are in control of what happens.  
· Some patients might use traditional healers or herbal medicines or spiritual healing.  It’s useful if we can talk about this with them as it might make it easier to explain how orthodox medicine relates to these beliefs.  
· Sometimes food is important as it’s used as medicine – some cultures class both conditions and foodstuffs as being ‘hot’ or ‘cold’ (not necessarily because of their temperature or spiciness).   ‘Cold’ conditions such as some coughs and colds (interesting that WE call this common virus a cold!) might be treated by giving ‘hot’ foods such as chicken or ginger and ‘hot conditions’ such as diarrhoea treated by ‘cold’ foods such as tofu.

Slide 13 Uncertainty

· We all often feel uncertain about other people’s cultural needs and may worry about causing offence through asking

· Uncertainty is GOOD as it signals an excellent opportunity for learning

· Respectful and sensitive enquiry is unlikely to offend anyone

· Talking to patients and their families about their culture is good for our professional and personal development

Sometimes, when we’re not sure about the cultural needs of the patient, we might respond by avoiding some interactions with them.  We might even feel nervous about asking them in case they are offended or even think we are racist.  But we ask all other patients about their needs and there should be no difference here. In fact, this is the best way to find out.  It helps us to avoid stereotyping or generalising and helps us get to know the patient better.

Slide 14 Conclusion

· Recognise that we all have cultural influences

· When in doubt, enquire sensitively about your patient’s culture

· Understanding cultural issues for patients improves quality of care

Slide 15  Further reading & useful websites

· Age Concern


www.ageconcern.org.uk
· PRIAE: Policy Research Institute on Ageing and Ethnicity

· Ebrahim S. “Caring for older people: ethnic elders” BMJ 1996; 313:610-613 (7 Sept)

· Rait G & Illiffe S, Chap15 “Care of older people” in Kai J (ed) Ethnicity, Health and Primary Care, Oxford: Oxford University Press 2003

Slide 16 Exercise

Look at the following patients and consider what sorts of questions you might want to ask them in relation to their cultural needs.  
Slide 17 Patient 1


Solomon Henry is a 68 year old Rastafarian who has been admitted with lung cancer.  He was born in Jamaica and came to the UK in 1966.  He has lived alone since his wife died five years ago.  He lives in a 10th floor flat in an inner city tower block.  

Slide 18 Patient 2


Bilqees Bi is a 70 year old woman from a Pakistani background.  She lives with her son’s family.  She has heart failure and has been admitted with severe breathlessness.

Slide 19 Patient 3
· May Chung is 78 year old Chinese woman who has been admitted with pneumonia.  She lives with her husband for whom she is the principal carer since he had a stroke two years ago.  
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