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ABSTRACT
Background: Due to the enormous migration as the result of war and disasters during the 
last decades, health systems in Europe are faced with various cultural traditions and both 
healthcare systems and healthcare professionals are challenged by human rights and val-
ues. In order to minimize difficulties in providing healthcare services to patients with differ-
ent cultural backgrounds, cultural competence healthcare professionals are needed. Ma-
terial and Methods: Four focus group interviews, were conducted with Kurdish immigrants 
in Scandinavian countries (N=26). The majority were males (n=18) aged between 33-61 
years (M= 51.6 years) and a few were (n=8) females aged 41-63 years (M=50.7 years). The 
data were analyzed by using qualitative content analysis method. Results: According to 
the study results participants experienced that diversities both in culture and healthcare 
routines create a number of difficulties regarding contact with healthcare services. Though 
culture related aspects influenced the process of all contact with health care services, the 
obstacles were more obvious in the case of psychological issues. The results of the study 
showed that cultural diversities were an obvious reason for immigrants’ attitudes regarding 
healthcare services in resettlement countries. Conclusion: The results of the study revealed 
a number of difficulties beyond linguistic problems regarding immigrants’ contact with 
healthcare services in Scandinavian countries. Problems were rooted both in diversities 
in healthcare services and cultural aspects. Immigrants’ views of healthcare systems and 
healthcare professionals’ approach in providing healthcare were some of the problems 
mentioned.
Key words: Health-care, language, immigrant patients, experiences, qualitative re-
search.

1. INTRODUCTION
Due to the enormous migration as 

the result of war and disasters during 
the last decades, health systems in 
Europe are faced with various cul-
tural traditions and both healthcare 
systems and healthcare profession-
als are challenged by human rights 
and values (1). In order to minimize 
difficulties in providing healthcare 
services to patients with different 
cultural backgrounds, healthcare 
professionals need cultural com-
petence (2). In this way health care 
professional cultural competence 
remains an important factor as part 
of the important strategy to address 
health inequities. In order to over-
come this problem, it has been sug-

gested that health care professional 
education should be improved to 
meet difficulties in providing health 
care to patients with cultural di-
versities (3-5).A combination of a 
good relationship and satisfactory 
communication between healthcare 
professionals and patients with im-
migrant backgrounds may have its 
foundation in acculturation orienta-
tion, which has a significant impact 
on the quality of healthcare, health 
behaviors and the quality of life of 
the patients with immigrant back-
grounds (6).

In the case of acculturation, a sat-
isfactory social relationship between 
immigrants and the native popula-
tion is crucial (7). A previous study 
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indicated that there are obvious obstacles to real and 
effective social interaction between immigrants and the 
native population in resettlement countries. Immigrants’ 
difficulties in finding jobs in resettlement countries is 
an obvious example of an obstacle in social interaction 
and acculturation (8). Not only are culture, health liter-
acy and diversity in language obstacles to immigrant pa-
tients adaption to the health care system in resettlement 
countries, but also the lack of adequate information for 
immigrants has been mentioned (9). Health care pro-
viders’ attitudes, satisfaction and communication have a 
significant impact on equal health care in multicultural 
societies (10). Due to barriers to health care access and 
efficiency, patients with a migrant background, have 
a higher prevalence of some chronic diseases than the 
majority population (11). Knowledge about attitudes 
towards health care in different cultures and adapting 
health care services to multicultural issues is essential to 
providing equal health care to all inhabitants in multicul-
tural societies (12, 13).

2. MATERIAL AND METHODS
Of the forty-nine persons who were invited to partic-

ipate in the study, thirty-two initially agreed to partici-
pate and eight of the participants declined participation 
for practical reasons. Of those who responded positively, 
a total of 26 persons participated in the interview. The 
majority were males (n=18) aged between 33-61 years 
(M= 51.6 years) and a few were (n=8) females aged 41-63 
years (M=50.7 years) who had lived in Sweden between 

16 and 40 years (Table 1). All contacts with the infor-
mants were arranged through Kurdish culture centers 
in Scandinavian countries. Information concerning the 
aim of the study was sent to participants by cultural asso-
ciations via electronic post in their mother tongue. The 
same information was provided once again in print and 
explained orally before the interview started.

Four focus group interviews, based on the guidelines 
for this method (14) were conducted with participants 
between October 2014 and June 2015. The discussion 
began with general open-ended questions, following an 
interview guide for the qualitative research method (15). 
The main question was: “Could you please describe your 
experiences regarding healthcare services in your reset-
tlement country compared with your original country?” 
In the course of the discussion deepening of the content, 
clarification and consideration were achieved by means 
of more target questions (Table 2).

The interviews were in groups; the groups varied 
between four and seven persons and were held in the 
Kurdish culture centers in the respective countries. The 
interviews were carried out in the participant’s mother 
tongue. The interviews lasted between 95 and 115 min-
utes and were recorded digitally, and transcribed verba-
tim. A qualitative content analysis method (14) was used 
for analysis and interpretation of the collected data. The 

Nr Age
(Years)

Occupation in
Scandinavia

Residency in
Scandinavia 
(No. of years)

1 63 Jobless 21
2 52 State employee 20
3 48 Taxi driver 9
4 51 Taxi driver 23
5 56 Assistant Nurse 24
6 51 Teacher in mother tongue 24
7 43 Nurse 10
8 32  obless 6
9 61 Taxi driver 27
10 48 State employee 15
11 59 State employee 21
12 52  Jobless 25
13 50 State employee 18
14 58 Taxi driver and interpreter 26
15 48 Engineer 15
16 47 Assistant Nurse 15
17 49 Jobless 12
18 50 State employee 21
19 44 Interpreter 23
20 56 Worker 20
21 55 State employee 8
22 47 Own Company 9
23 49 State employee 7
24 43 Jobless 8
25 51 Teacher in mother tongue 13
26 37 State employee 10

Table 1. Background data of the study group (n=26)

Steps Description

I

Meaning unit.
The first step is to identify the words, sentences and 
paragraph that have the same
essential meaning and contain aspects related to 
each other through their content and
context.

II

Condensed meaning unit description close to the 
text.
Then meaning units related to each other through 
their content and context were
abstracted and grouped together into a condensed 
meaning unit, with a description
close to the original text.

III

More condensed meaning unit interpretation of the 
underlying meaning.
The condensed text in the meaning unit was further 
abstracted and interpreted as the
underlying meaning and labelled with a code.

IV

Subcategories.
Codes were grouped together based on their rela-
tionship and codes that addressed
similar issues were grouped together in subcatego-
ries.

V

Categories.
Subcategories that focused on the same problem 
were brought together in order to
create more extensive conceptions.

VI

Theme.
Finally, a theme that covers the analysed text links 
the categories that appeared and emerged from 
the text. 

VII
Direct quotes
Presentation of result with direct quotes from the 
interviews.

Table 2. Illustration of the analysis process in various 
stages
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transcripts were read carefully in order to identify the 
informants’ experiences and conceptions.

Then the analysis proceeded by extracting meaning 
units consisting of one or several words, sentences, or 
paragraphs that contained aspects related to each oth-
er, addressing a specific topic, throughout the collected 
data. Meaning units that related to each other through 
their content and context were abstracted and grouped 
together in order to transfer them into a condensed 
meaning unit. The next step was to condense the text 
into a more abstracted issue and it was labeled with a 
relevant code. Then codes that addressed similar issues 
were grouped together, with the intention of identifying 
subcategories. Subcategories that focused on the same 
problem were brought together, in order to create more 
extensive conceptions, which addressed an obvious is-
sue (14). The last step was the presentation of the results 
with direct quotations from the interviews (Table 2)

3. RESULTS
The analysis of the collected data in the study resulted 

in two main categories and four subcategories. The first 
category dealt with physiological care and the second 
was about psychological care (Table 2).

Physiological care
Cultural aspect
The result of the study showed that there is an obvious 

difference in interpretation of the concept of physiolog-
ical disease in the participants’ resettlement countries 
compared with their countries of origin. According to 
the participants’ experiences, this thinking was the main 
reason behind the participants’ attitude towards seeking 
psychological care, despite their needs. Based on the re-
sults of the study, in the countries that participants came 
from, very often psychological problems are described 
by physiological symptoms since psychological diseases 
are considered to be a negative event and a disgrace for 
the patient as well as all the family. “If someone seeks 
a doctor for psychological problems in our country it 
means that she/he is mad and socially disabled, which is 
a major disgrace in our culture”, one participant stated.

“It is a major disgrace to have a psychotic person in your 
family. When I was a child our neighbors got into a con-
flict with another family. I remember when she blamed 
him because of his grandfather’s psychological disease”.

According to the results, understanding of psycho-
logical diseases has a significant impact on immigrants’ 
attitude regarding their wish to seek psychological help. 
One of the participants stated that only those who are 
completely mad and dangerous and may cause problems 
for themselves others should seek such help.

“I wonder why one must seek psychological help for ev-
ery unpleasant event that may affect one’s life. In Sweden 
when after the Estonia ship disaster all families that lost 
a friend or relative sought psychological treatment, it was 
quite strange for me”.

Another participant confirmed his statement as fol-
lows:

“If we sought psychological help for every disaster all 
inhabitants in our country would have to undergo psy-
chological treatment, ha...ha…”

Gender perspective
The results of the present study revealed that there are 

obvious differences between men and women in both 
the original and resettlement countries. According to the 
participants’ experiences, if a man and a woman in the 
same situation and with the same background data come 
to Europe as refugees, it is easier for the woman to make 
social contacts than for the man. The results showed 5% 
(N=8) of women that participated in the study sought 
psychological help but 20% (N=18) men who participat-
ed in the study sought the same help. “Women’s openness 
and ability to learn languages are mentioned as factors 
contributing to the fact that they make better contact 
with people in their new societies as well as contact with 
healthcare” said one participant in the study.

Based on the results, it is seen to be more disastrous 
and disgraceful for the family if a female member of the 
family is affected by a psychological disorder, because it 
may develop into a greater disgrace for the family.

“When I was in Iran, we had a neighbor whose daughter 
had a kind of psychological disease. Every day when they 
went to work they locked all the doors and their daughter 
could not come out until they came back from work. One 
day I asked her mother why their daughter had to be in 
a locked room all day until one of the family come back 
from work. She said they were afraid that a strange man 
take may have a relationship with her and do something, 
then it would be a double disgrace for the family”.

The results indicated that the level of education in 
the home country has a significant impact on the im-
migrants’ attitude to seeking both physical and psycho-
logical health care in the resettlement countries. In our 
culture a man should be patient, never cry, and not seek 
help for every event that happens to him. Another par-
ticipant continued as follow:

“In our culture, if a man cries and is impatient, we 
blame him saying do not cry, you are a man not a wom-
an”.

Physiological care
Different healthcare routines
The majority of participants expressed that healthcare 

routines in settlement countries are many times more 
complicated compared to their home countries. They 
mentioned that it is a long process and takes quite a long 
time to visit a specialist doctor. They stated that they 
could visit a specialist doctor when they wanted, because 
there are many private clinics which are available at all 
times.

“Sometimes it takes so long time to visit a specialist 
doctor that when we get information that we have an ap-
pointment to visit a specialist we have already forgotten 
what the problem was that we needed help with”

The results showed that some of the participants did 
not seek healthcare for cases of simple diseases until 
they had developed to advanced stages. One participant 
claimed that they never got adequate help when they 
sought it for simple diseases. Another participant added 
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that it is not necessary to seek healthcare for every kind 
of disease, we have an expression that says “As long as we 
are able to eat we are not considered ill”.

A participant stated that when they seek healthcare 
at the healthcare center the process often begins with a 
consultation with a nurse, which is mentioned as strange 
for the participant.

“In our country a nurse never decides if a patient needs 
to visit a doctor or not, I wonder how a nurse could make 
such a decision”.

Additional problems mentioned by participants re-
garding seeking healthcare were difficulties in contacting 
healthcare nurses in order to make an appointment.

“If we call them it is difficult to get through to the nurs-
es and if we go to the healthcare center we must sit there 
many hours”.

Different views on medication
According to the obtained results, a number of the 

participants criticized general practitioners regarding 
management, medication and treatment of diseases. 
They expressed that general practitioners often act as an 
adviser rather than a true doctor.

“If one leaves a health care center after visiting a gener-
al practitioner without medicine it seems he/she has vis-
ited a religious guide rather than a general practitioner” 
said one of the participants in the study.

Another participant added that once he visited a gen-
eral practitioner with a severe headache and high fever, 
but instead of giving medication he advised him to stay 
at home and drink water.

“I told him I am here for medicine and treatment not for 
advice, my mother has already given me such advice, I am 
not here to get just advice”.

Participants not only discussed the issue of medication 
but also which kinds of medication are best. One of the 
participants declared that he often needs to go to the 
healthcare center because of diseases that have affected 
him for many years. He stated that he is always given tab-
lets as treatment and has never been given an injection. 
“Just like eating lime or chalk, ha…ha…ha…” said another 
participant? It appeared that this issue was of interest for 
many of the participants. The reason why an injection is 
considered the best alternative as treatment of diseases 
was expressed as follows by another participant:

“Injections act correctly and faster than tablets, they 
go direct into the blood circulation, but a tablet’s effect 
disappears in the stomach. Also tablets may destroy our 
stomach and cause other diseases”.

4. DISCUSSION
Analysis of the collected data concerning immigrants’ 

experiences of the quality of healthcare services requires 
a qualitative analysis method. For this purpose we used 
a content analyses method (14) as a method suitable for 
analyses of the data collected in our study. Furthermore, 
a cross-cultural study often contains cultural expres-
sions, which must be interpreted rather than translated. 
This method is suitable for interpretation of expressions 
as well as both manifest and latent aspects in the text. 
Based on this method, the primary step of the analysis 

should focus on the content and describe the visible ele-
ments, and in the second step, analysis of what the text is 
about involves an interpretation of the underlying mean-
ing (14).The study results revealed that the participants 
experienced that diversities both in culture and health-
care routines create a number of difficulties regarding 
contact with healthcare services. Though culture re-
lated aspects influenced the process of all contact with 
health care services, the obstacles were more obvious in 
the case of psychological issues. Although the biological 
origin of disease is constant between different cultures, 
how health and illness are expressed and understanding 
them vary from culture to culture, as well as from society 
to society (16). Immigrants’ attitudes, beliefs and under-
standing of diseases have a significant impact on their 
decisions to seek healthcare assistance (17).

The results of the study showed that cultural diversities 
were an obvious reason for immigrants’ attitudes regard-
ing healthcare services in resettlement countries. Previ-
ous studies have also shown that in order to provide eth-
nically true healthcare to immigrant patients, nurses and 
other healthcare professionals must have basic knowl-
edge and experience of culture-specific syndromes, as 
well as idioms of distress, beliefs and practice issues that 
may be present among the patient groups with cultur-
al diversities that they meet in their daily work (18, 19). 
In terms of healthcare equality and attitudes toward 
healthcare, the gender perspective is also of interest (20). 
Apart from social and cultural dimensions, such as eth-
nicity, social class and age, gender related aspects occur 
at the same time in providing healthcare to immigrant 
patients (21). Our study revealed diversity between male 
and female participants in immigrants’ attitudes regard-
ing seeking psychological healthcare. Openness and the 
ability to learn languages were mentioned as influential 
factors in this issue. Our results are in line with a pilot 
study in the USA that indicated that women are more 
likely than men to recognize the need for psychological 
help (22, 23).

Diversities in health care systems and attitudes towards 
medication were additional aspects that were discussed 
in the group discussions. This diversity, which could be 
considered as a combination of culture and differences 
in healthcare systems and practical routines between 
home countries and resettlement countries, influences 
healthcare services for immigrant patients. Adaption 
of the healthcare system to the multicultural society is 
needed, to provide healthcare to all our patients on the 
same level (13). In order to provide healthcare services to 
immigrants, health care professionals need a better and 
deeper understanding of immigrants’ needs, in view of 
the immigrants’ cultural background and simple health-
care routines (24). It is importance that the healthcare 
system is adjusted to the needs of all inhabitants, both 
the native population and immigrants (24). Immigrants’ 
view of medication was discussed in the group discus-
sions. Regarding treatment of diseases, some of the par-
ticipants expressed the wish for medication when they 
visited their general practitioner, particularly in the form 
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of injections. Previous studies showed that culture relat-
ed factors have a significant impact on medication (25).

Potential sources of bias
As the investigator belongs to the same ethnic group 

as the participants in this study, this may be considered 
a risk factor for impartiality in the planning, execution 
and analysis of the collected data, because of pre-un-
derstanding (26). Though some bias as a result of the 
investigator’s background and his pre-understanding of 
the research subject cannot be ruled out, the degree of 
openness, depth and confidence obtained throughout 
the interview process probably out-performed potential 
biases that could not be totally ruled out. Furthermore, 
bias in the research process was hopefully limited by the 
investigator’s consciousness of the limitations of quali-
tative methods, and knowledge about the impact of the 
‘‘life-world paradigm’’ concerning pre-understanding. 
Moreover, the researcher tried to pay attention to the 
balance between closeness and distance in the discus-
sions, as recommended for data collection in qualitative 
research methods (27).

5. CONCLUSION
The results of the study revealed a number of difficul-

ties beyond linguistic problems regarding immigrants’ 
contact with healthcare services in Scandinavian coun-
tries. Problems were rooted both in diversities in health-
care services and cultural aspects. Immigrants’ views 
of healthcare systems and healthcare professionals’ ap-
proach in providing healthcare were some of the prob-
lems mentioned. Diversity in immigrants’ views of medi-
cation compared with their home countries was another 
issue highlighted by participants in this study.
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